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Abstract: This clinical synthesis focuses on the evidence-based practice of motivational interviewing (MI) and its use

in the treatment of addictions, risky drinking, and general psychiatric practice. The authors review the definition

and basic concepts of MI, present examples of some core MI clinical interventions, and provide a critical sum-

mary of the research supporting the usefulness of MI for the treatment of addictions. In addition, the article also

discusses the problem of risky drinking and the ways that MI can help psychiatrists address problem drinking as

well as more general behavioral issues and psychotherapy in routine practice. Pragmatic tools are provided to

assist psychiatrists in this work.

WHAT IS MOTIVATIONAL
INTERVIEWING?

First described by William Miller in 1983 (1) and
further developed in collaboration with Stephen
Rollnick over the next three decades (2–4), motiva-
tional interviewing (MI) represents a general theory of
behavior change associated with a set of positive
attitudes (“spirit of motivational interviewing”)
and pragmatic, operational-defined intervention
techniques.

MI is robustly evidence-based and widely dis-
seminated, with broad applications in the fields
of addictions, health behaviors, psychotherapies,
criminal justice, and other domains. A recent review
noted more than 200 current research projects, with
more than 100 clinical trials, using or directly investi-
gating the effectiveness of MI (5). In the United
States, 47 states encourage the use of MI as a preferred
treatment for substance abuse, and 8 states mandate
the use of an empirically based treatment such as MI
for addiction and/or mental health. “This widespread
dissemination has led to a proliferation of MI adapta-
tions as well as a burgeoning industry in training, con-
tinuing education, and certification of MI practitio-
ners” (5).

There are 11 books on MI, more than 800 pub-
lications, and 1,200 trainers in 43 languages (Wil-
liam Miller, personal communication). Four meta-
analyses demonstrate effectiveness across multiple

areas of patient behavior including substance abuse,
smoking, obesity, and medication nonadherence
(6–9).

New data on life expectancy and general med-
ical health of psychiatric patients confirm the
relevance of MI for psychiatrists: the life expect-
ancy of patients with severe mental illness is 32
years less than that of age- and sex-matched con-
trol subjects, and the risk of death from cardio-
vascular disease is two to three times higher than
that of control subjects (10 –17). Despite this
evidence and the compelling relevance of MI for
general psychiatric practice, many psychiatrists
have little appreciation for the principles and
practice of MI.
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This article defines and describes MI, summa-
rizes the evidence base supporting its use for the
treatment of addictions, and discusses how MI
can be integrated into the routine practice of
psychiatry to improve efficiency and effective-
ness for a broad range of other conditions and
psychotherapies. For example, in addition to the
formal treatment of addictions, MI approaches
can be used in routine practice by helping psy-
chiatrists address the much more common prob-
lem of risky drinking (discussed in a separate
section below) as well as other applications to
everyday practice issues, e.g., adherence to med-
ications (18 –20), lifestyle modifications (diet,
exercise, and smoking) (21–25), and increasing
the efficiency and effectiveness of various psy-
chotherapies (26, 27).

Although the basic tenets of MI have remained
intact over the last 25 years, Miller and Rollnick
have revised the core definition several times. In
2002, they defined MI as a “directive, client-
centered counseling style for eliciting behavior
change by helping clients to explore and resolve
ambivalence” (2). In the last few years, however,
they have revised the concept of “directive coun-
seling,” in favor of a style they name “guiding”
which seems to better capture the essence of the
approach they advocate. Thus, in 2008, MI was
redefined as “a refined form of the familiar pro-
cess of guiding” (4). More recently, explaining
probable changes to the definition of MI, they
described one possible new definition of MI as “a
person-centered counseling method for address-
ing the common problem of ambivalence about
behavior change” (unpublished keynote address,
Second International Conference on Motiva-
tional Interviewing, Stockholm 2010). This pos-
sible new definition represents only one possible
version that may be revised substantially before
publication of Miller and Rollnick’s third edi-
tion of “Motivational Interviewing,” expected in
2011. Despite these modest changes in concept
and definition, MI throughout the years has re-
tained the essence of its innovative approach to
behavior change.

With respect to the application of MI in the
general medical and psychiatric setting, four gen-
eral principles for the application of MI can be
summarized by the acronym RULE:

resist the righting reflex,
understand the patient,
listen to the patient, and
empower the patient (3).

To resist the righting reflex, the clinician actively
suppresses the reigning medical paradigm to tell
patients what to do in an authoritarian manner, in

contrast to helping patients express their own inter-
nal motivations for behavior change. Practitioners
understand patients through the use of open ques-
tions about unhealthy behavior, e.g., asking “what
is good and what is not so good” about a specific
behavior. The clinician who can listen to the patient
can more easily express accurate empathy and build
trust and a working alliance for change. The practitio-
ner helps empower a patient by building a sense of
self-efficacy, through communicating support and
confidence in the patient’s inherent ability to change.

In addition to the elements of RULE, MI also
facilitates change by “rolling with resistance”
(that is, not arguing directly with patients) and
focusing dialogue on patient “change” talk. This
focus on change talk leads to elicitation, clarifi-
cation, and hopefully to resolution of a patient’s
inherent ambivalence about persisting unhealthy
behaviors and about the desire, ability, reasons,
needs, or commitment to change. At the most
advanced levels, MI encourages positive change
by eliciting “discrepancies” and then overt dis-
cussion about any differences that may exist be-
tween a patient’s current behaviors and broader
personal desires and values. Attention to this dis-
crepancy (or inconsistency) functions as a pow-
erful motivator for positive change. As discussed
by Robert Cialdini in his authoritative review of
the social psychology of persuasion and influ-
ence, “Psychologists have long understood the
power of the consistency principle to direct hu-
man action . . . prominent theorists such as Leon
Festinger, Fritz Hieder and Theodore Newcomb
have viewed the desire for consistency as a central
motivator of our behavior” (28, 29).

The underlying approach of MI practice must
always communicate a sense of collaboration,
evocation, and respect for autonomy, or what is
called the “spirit of motivational interviewing.”
Collaboration suggests that practitioners and pa-
tients should be equal in any discussion about
change, evocation means that ideas for changing
unhealthy behaviors should come from the pa-
tient and not be directed by the clinician, and
respect for autonomy indicates that professionals
must support and communicate acceptance of
the right of patients to change or not to change.
Measures of the spirit of MI, by itself, have been
shown to predict subsequent adaptive behavior
change in patients with persistent unhealthy be-
haviors (30).

MI challenges traditional intervention meth-
ods by suggesting that many patients already
know what is best for them. MI recommends that
professionals work collaboratively with their pa-
tients to make decisions about specific strategies
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for change, while acknowledging freedom of
choice for patients. A menu of choices is one
venue for offering recommendations while main-
taining the patient’s freedom of choice (31).

MI has been shown to have particular strengths
for treating addictions and for addressing problems
of persistent unhealthy behaviors, especially with
patients who are angry or resistant to change (6).
Although MI was originally developed as a treat-
ment modality for alcohol and substance abuse, a
growing evidence base supports its increasing use in
specialized medical settings, such as hospital emer-
gency departments, trauma centers, and obesity
treatment programs as well as broad applications in
primary care (32).

The following clinical example from the actual
experience of the first author provides readers with
a sense of the style and techniques of MI, empha-
sizing the differences between MI and a more tra-
ditional psychiatric intervention.

The police brought a 40-year-old woman to the
psychiatric emergency room because while intoxi-
cated she threatened to kill her partner and herself.
She had no history of violence or of legal or psychi-
atric problems. When she became sober the next day,
she reported calmly that she was an alcoholic and was
not violent and had no intention of hurting her part-
ner or herself. She wanted to be discharged. The typ-
ical psychiatric approach to this problem would be a
combination of education and confrontation; the
psychiatrist would explain the dangers of alcoholism
to the patient and encourage her to seek treatment,
handing her a list of alcohol treatment centers.

In contrast, the actual MI conversation proceeded like
this:

Patient: I am an alcoholic and don’t want to change. I
am not dangerous; just let me go home now.

Psychiatrist: OK, that’s what we’ll do. We can’t force
you to change. Can I just ask you a few questions and
then we’ll let you out of here.

[MI: Respect for autonomy—the psychiatrist re-
spects the individual’s right to change or not to make
a change; collaboration—the psychiatrist is equal to
the patient in power and asks permission for further
inquiry.]

Patient: OK.
Psychiatrist: I’m interested in learning a little about

your drinking. I understand you don’t want to change.
So I am assuming that the alcohol is mostly a good thing
in your life. I am wondering if there is anything not so
good about the alcohol in your life?

[MI: Elicit ambivalence.]
Patient: Well, they said my liver is not so good any-

more. It’s going to fail if I don’t stop drinking.

Psychiatrist: OK, so that sounds like one part of the
drinking that’s not so good.

[MI: Explore ambivalence.]
Patient: Right.
Psychiatrist: But it doesn’t sound important enough

to make you want to change. I’m guessing that you
don’t care so much whether your liver fails or
not.

[MI: Not at all sarcastic here; really respecting her
autonomy.]

Patient: Well, I can’t live without a liver.
Psychiatrist: OK. Then it sounds like you don’t care so

much whether you live or die.
[MI: Again, not at all sarcastic; simply reflecting con-

tent and respecting autonomy.]
Patient: No way! I love life!
Psychiatrist: Well, I’m not sure I understand then. On

the one hand, you are very sure that you are not going to
stop drinking, yet you also say you love life and don’t
want your liver to fail.

[MI: Develop discrepancy. Elicit change talk.]
Patient: Well, I know I’m going to have to cut down or

stop sometime. This is just not the time.
Psychiatrist: OK. I hear what you are saying. You do

want to stop drinking at some point, to save your liver
and to save your life—it’s just not the right time
now.

[MI: Listen, understand, express empathy, and reflect
feelings; respect autonomy.]

Patient: Right.
Psychiatrist: OK. Can I ask another question or

two? . . . If you do think you’re going to stop at some
point, I wonder what thoughts you’ve had about when
and how you might want to stop drinking? Would you
want or need any help if and when you decided to cut
down or stop drinking?

[MI: Open questions for understanding; encourage
change talk.]

This conversation led quickly to discussion about
where and when the patient might go for help. She
developed a specific action plan for health. Of
course, this patient may not have followed through
with her action plan, but the interaction using an
MI approach seemed much more likely to lead to
change than the more traditional educational/
confrontational one.

This review will now turn to the evidence sup-
porting the use of MI for treatment of addictions,
then discuss the use of MI in general psychiatry
practice for addressing the more widespread and
underrecognized problem of risky drinking, and,
finally, discuss the integration of MI principles and
techniques into the more routine general practice of
psychiatry.
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EFFICACY OF MI FOR TREATMENT
OF ADDICTIONS

OVERVIEW

MI, with its brief adaptation motivational en-
hancement therapy (MET), is consistently ranked
as one of the forms of addiction treatment with the
strongest empirical support. A 2001 systematic re-
view of 29 studies found a significant effect favoring
MI in 18 of 26 studies (10 of 15 of those focusing
on substance abuse), and effect size did not appear
to diminish with length of follow-up (33). A 2003
meta-analysis reported effect sizes (relative to no
treatment or placebo) of 0.56 for drug addition,
0.53 for diet and exercise, and 0.25–0.53 for alco-
hol abuse/dependence (34). These effects are larger
than those of most empirically based addiction
treatments. Another recent meta-analysis focusing
exclusively on MI-based interventions for alcohol
reported a mean effect size of 0.18 for MI versus no
treatment and 0.43 for MI versus another treat-
ment (35). For the studies in which MI was com-
pared with no treatment, the effects were larger in
studies with shorter periods of follow-up (!3
months). Finally, a meta-analysis including 72
studies across a broad range of target behaviors
(drinking, drug use, smoking, and other problem
behaviors) reported an overall effect size of 0.77 in
the month after treatment, but with a fairly rapid
drop to 0.39 between 1 and 3 months, to 0.31
between 3 and 6 months, to 0.30 between 6 and 12
months, and to 0.11 (0.06–0.17) at follow-ups
longer than 12 months (6).

These overall estimates of effect are useful, but
they have limitations related to the heterogeneity of
the studies they encompass. There are several basic
designs that have been used in studies of MI. Some
studies compare MI to no treatment or wait-list
control. These studies tend to have larger effect
sizes. Other studies compare MI plus another treat-
ment to that other treatment alone. The other
treatment could be “treatment as usual” or a spe-
cific treatment implemented as part of the study
protocol. Another set of studies directly compares
the effect of MI with a comparison treatment.
These studies have yielded the smallest average ef-
fect sizes. There is no strong evidence that MI is
more effective than other empirically supported
treatments, most of which involve significantly
greater duration of intervention than MI. In addi-
tion, there is significant variability in the MI inter-
vention itself. Interventions have varied from sin-
gle, unstructured sessions to several sessions of
manualized MET, with a range from 15 minutes to

12 hours (6). The intensity of training and fidelity
monitoring of the intervention also vary consider-
ably. Finally, there is tremendous variability in the
setting, population, and target behavior for which
the interventions are tested. Some of these factors
appear to have an impact on the effect of MI, as
discussed below.

MODERATORS OF EFFECT SIZE

Demographic factors. Hettema et al. (6) exam-
ined the effects of age, ethnicity, gender, and prob-
lem severity and found that only ethnicity was sig-
nificantly related to outcome. Effect sizes were
significantly larger in minority samples (d ! 0.79)
than in white, nonminority samples (d ! 0.26).
However, not all recent studies have supported this
finding (36). It is possible that the empathic, non-
judgmental, nonconfrontational approach of MI is
more culturally acceptable than other approaches
for some (but not necessarily all) minority groups
or that it minimizes the power differential in the
treatment relationship, which may be more trou-
blesome to some minority patients.

Target behavior. Although MI has been applied
successfully to many problem behaviors, the evi-
dence remains strongest for drug and alcohol abuse.
Although effect sizes for alcohol versus those of
other drugs (not including nicotine) appear to be
similar, there are many more studies focusing on
alcohol, so the weight of the evidence is much
greater. However, for marijuana, a recent meta-
analysis identified 17 studies focusing on marijuana
dependence and reported an average effect size of
d ! 0.30 relative to no intervention (8). For nico-
tine dependence, MI has been less consistently suc-
cessful in trials published to date. However, a recent
meta-analysis reported a modest but significant ef-
fect (risk reduction 1.27) on quit rates relative to
those with brief advice (7). Evidence for other
problem behaviors such as HIV infection risk re-
duction and diet and exercise is largely positive, but
more studies are needed.

Characteristics of the intervention. There are
several factors relating to the implementation of MI
that seem to make a difference in its efficacy.
“Dose” of treatment seems to make some differ-
ence, in that effect size is positively related to dura-
tion of treatment (6, 8). Hettema et al. (6) noted
that treatment effects seem to persist longer in stud-
ies in which MI is used in addition to another treat-
ment (often serving as a so-called “motivational
induction” at the beginning of treatment). MI de-
livered in group format has not been shown to be
effective and is less effective than treatment that
included individual MI sessions (8).
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One surprising finding of a recent meta-analysis
was that effect sizes were smaller in studies that used
manualized versions of MI (or MET) than those
using less structured interventions. It has been pro-
posed that pressure to adhere to the manual leads
therapists in some cases to push too hard for com-
mitment to a change plan toward the end of the
intervention, increasing resistance and undoing the
therapeutic effects of the session (37).

HEALTH CARE SETTINGS

Recently there has been great interest in develop-
ing, implementing, and evaluating methods to
identify and provide appropriate services to non-
treatment-seeking individuals with substance use
problems who are seen in health care settings such
as primary care clinics, emergency departments,
and trauma centers. “SBIRT” models have been
developed to address this need. These models typ-
ically incorporate screening, brief intervention
(which generally incorporates MI along with more
structured elements such as feedback and change
planning), and referral to treatment for patients for
whom treatment is indicated.

A number of efficacy and effectiveness trials have
demonstrated that screening, brief interventions,
and/or referral to specialized treatment for those
with alcohol use disorders or hazardous drinking
contribute to subsequent reductions in both alco-
hol consumption and alcohol-related problems and
to reduced medical service usage and costs (38–
40). Considerably less is known about the effects of
such methods for identifying and intervening with
individuals using illicit drugs or abusing prescrip-
tion medications. However, recent data suggest
that that the effectiveness of such interventions may
extend to drugs as well. In a primary care setting,
Bernstein et al. (41) demonstrated significant de-
creases in heroin and cocaine use, documented by
hair testing results, relative to those in individuals
receiving usual care. The same group also re-
cently reported significant effects of an SBIRT
intervention targeting marijuana use in adoles-
cent and young adult emergency department pa-
tients (42).

The large, multisite SBIRT demonstration pro-
gram funded by the Center for Substance Abuse
Treatment included multiple sites in six states, each
state using somewhat different screening proce-
dures and methods of intervening with alcohol and
drug users across a variety of medical treatment
settings including primary care, inpatient, and
emergency department settings. Of 459,599 pa-
tients screened, 22.7% screened positive for a spec-
trum of risky/problematic use or abuse/addiction

(43). The majority of those screening positive were
recommended for a brief intervention (15.9%),
with a smaller percentage recommended for brief
treatment (3.2%) or referral to specialty treatment
(3.7%). Six-month follow-up data were collected
on a random 10% subsample of participants who
screened positive at baseline. Among those report-
ing baseline illicit drug use, rates of drug use at the
6-month follow-up were 67.7% lower and heavy
alcohol use was 38.6% lower, with comparable
findings across sites, gender, race/ethnic, and age
subgroups. Subset analyses from Washington State
and Houston, Texas, confirmed large reductions in
drug use across all levels of severity (44, 45). The
findings suggest that implementation of SBIRT ac-
tivities is feasible in a variety of health care settings
and that they contribute to reduced substance use
and improved psychosocial function and quality of
life.

PSYCHIATRIC SETTINGS

Relatively little work has been done to determine
the effects of MI on substance use in psychiatric
patients with dual diagnoses or on treatment adher-
ence in psychiatric patients without substance use
disorders. MI has been incorporated into compre-
hensive outpatient behavioral treatments for pa-
tients with dual diagnoses, resulting in substantially
improved outcomes (46). However, it is unclear to
what degree MI is responsible for this improve-
ment. Graeber et al. (47) reported a large improve-
ment in rates of abstinence among patients with
dual diagnoses of serious mental illness (mostly
schizophrenia) and substance use disorders who re-
ceived MI compared with those who received tra-
ditional recovery-based treatment (47). MI sessions
with psychiatric inpatients seem to increase signif-
icantly their rates of follow-up with outpatient
treatment, regardless of whether they had a dual
diagnosis with an active substance use disorder
(48). This latter finding suggests that another po-
tential application of MI in psychiatry is the en-
hancement of psychiatric treatment adherence in
patients with primary psychiatric disorders.
Modifications to the usual format of MI have
been suggested in working with patients with
serious mental illnesses (49), but more work is
needed in this area.

RISKY DRINKING: RECOGNITION
AND MANAGEMENT IN ROUTINE
PSYCHIATRIC PRACTICE

Although alcohol dependence is a familiar con-
cept to psychiatrists, risky drinking may be less fa-
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miliar. At the very least, established criteria for risky
drinking are less well known by psychiatrists, other
physicians, and the general public. A brief review of
the concept of alcoholism will differentiate the con-
cepts of alcoholism and dependence from the con-
cept of risky drinking and help explain the reason
that psychiatrists should routinely address risky
drinking in clinical practice.

With the demise of prohibition in the 1930s,
new policies were needed to deal with drunkenness
(50). The search for a solution shifted away from a
broad societal focus on alcohol as a toxic substance
to anybody who consumed it toward an individual
focus rooted in individual vulnerability, at that
time labeled alcoholism. By the 1940s, well after
prohibition ended, a confluence of factors high-
lighted the concept and catapulted it into the pop-
ular consciousness. Alcoholism became the focus of
a national organization, a research institute, and
medical and media attention. On the positive side,
this concept increased medical research on the topic
and led to more enlightened treatment of alcohol-
ics. On the negative side, by creating a dichoto-
mous entity, alcoholic or not alcoholic, the model
had the potential to be misleading. Although peo-
ple understood alcoholism as a severe and serious
disease, they concluded that nonalcoholics do not
need to concern themselves with how much they
drank. Alcohol, the substance, was no longer the
central problem and neither was the environment
in which alcohol was served (restaurants and sa-
loons) or the policies that influenced access; the
focus shifted to a small number of individuals who
were uniquely vulnerable to alcohol—alcoholics.

In this era, research with alcoholics documented
that excessive drinking led to a variety of negative
consequences, but only among patients who pre-
sented for specialized alcohol treatment. Studies of

the association between alcohol and harm in the
general population were not initiated until the
1960s. The most recent comprehensive, popula-
tion-based survey shows that 71% of the U.S. civil-
ian, noninstitutionalized population either does
not drink or is drinking below the risky drinking
threshold (51) (Figure 1). It also shows that a diag-
nosis of alcohol dependence applies to 3.8% of the
population (52). That leaves about 25% of U.S.
adults who are not alcohol dependent but drink
too much. They have either already experienced
alcohol-related harm or, compared with the
71%, are at elevated risk for future alcohol-re-
lated harm.

Those statistics mean that for each individual in
the population who is alcohol dependent, six other
individuals drink too much but are not dependent.
That 6:1 ratio has enormous implications. First,
it suggests that the bulk of alcohol-related harm in
the United States is associated with individuals who
are not alcoholic or alcohol dependent. Second, it
broadens our understanding of the fundamental
problematic nature regarding excessive alcohol
consumption. If we focus exclusively on the alco-
hol-dependent portion of the population, we may
be ignoring a majority of society’s alcohol prob-
lems.

What kinds of risks accrue from drinking too
much? From the point of view of mental health, the
risk of interest is alcohol dependence. Clearly, in-
dividuals who pursue risky drinking with focus and
intensity are more likely to become dependent. For
those individuals, competent practitioners need to
know diagnostic criteria. From the point of view of
public health, however, the risk is not so singular.
Although alcohol dependence can be a severe and
disabling disease, it is only one chronic disease out-
come associated with drinking too much. Even

Figure 1. Risky Drinking Threshold

* National Institutes of Health, National Institute on Alcohol Abuse and Alcoholism: Helping Patients Who Drink Too Much: A Clinician’s Guide. Updated 2005 Edition.
NIH Publication No. 07-3769. Available for download at http://pubs.niaaa.nih.gov/publications/practitioner/cliniciansguide2005/guide.pdf.
** Patients who exceed either the daily or the weekly limits are drinking at risky levels and should be evaluated further and provided an intervention.
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when risky drinking is not accompanied by depen-
dence, it regularly results in a wide variety of dis-
eases and injuries, ranging from increased accidents
(e.g., motor vehicle accidents or accidental over-
dose) to violence and many chronic diseases (Figure
2).

When patients drink too much at one time,
i.e., on a single occasion (“binge drinking”), the
increased blood alcohol concentration (BAC) af-
fects the brain, leading to impaired judgment,
increased risk taking, and decreased muscle con-
trol (53). The combination frequently leads to a
variety of acute negative consequences. One ex-
ample of a subacute problem of risky drinking
would be fetal alcohol syndrome. From a chronic
perspective, when people drink too much over
time, cells in a variety of tissues throughout the
body are damaged, leading to a variety of chronic
diseases.

The National Institute on Alcohol Abuse and
Alcoholism (NIAAA) has proposed a risky drink-
ing threshold that accounts for both the acute
and chronic effects of alcohol, making it a rea-
sonable cut point for dividing populations into
groups that do and do not need an alcohol inter-
vention, brief or otherwise. However, consump-
tion below that threshold should not be consid-
ered low-risk drinking. The term moderate
drinking is avoided here because it has no uni-
form definition among health professionals (54)
and is widely misunderstood by the public (54 –
56). The NIAAA based its daily consumption
limit at a level that would produce BACs of 0.08
g/dl from a single drinking occasion, clearly a
risky level. However, it is also clear that levels just
below that threshold, say levels that produced a
BAC of 0.06 or 0.07, are also risky. A recent

emergency department study found that patients
who drank at levels below the NIAAA daily
thresholds accounted for 50%– 85% of the acute
injury visits for falls, transport-related events,
and interpersonal violence (57). The U.S. Di-
etary Guidelines provide a more appropriate up-
per limit for low-risk drinking for the general
population. They recommend up to two drinks a
day for healthy men aged !65 years and up to
one drink a day for healthy women regardless of
age and healthy men aged "65 years (58).

There are several reasons for psychiatrists to
screen all their patients for risky drinking. Risky
drinking may

1) frequently be occult,
2) interact with medications to produce side

effects or influence treatment efficacy,
3) be a mode of self-medication,
4) be a confounding factor for common

psychiatric consultations, e.g., depression,
5) be a factor in suicide attempts and suicide,
6) be more prevalent in psychiatric practices

than in the general population and other
medical practices, and

7) be the easiest way to identify patients early
who are at the highest risk for future alcohol
dependence.

Evidence is strong that screening with brief inter-
vention is efficacious and effective (59, 60), and it is
recommended as a routine clinical preventive ser-
vice (61). Because the majority of screen-positive
psychiatric patients will not typically be alcohol de-
pendent, even psychiatrists who do not specialize in
addiction treatment will be able to help them with
as little as a few minutes of counseling. They will
not need counseling for dependence but for behav-
ior change. Some familiarity with the methods and

Figure 2. Impact of Risky Drinking

D. Hungerford, personal communication.
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approach of MI can be very helpful for the practic-
ing psychiatrist interested in helping his or her pa-
tients decrease risky drinking behaviors.

The goal of screening is to quickly identify
whether a patient’s alcohol consumption is an issue
that needs further evaluation. Although many alco-
hol screening instruments are available, most of
them focus on identifying the DSM diagnoses of
alcohol abuse and alcohol dependence and are,
therefore, not useful in screening for risky drinking.
The three self-report instruments described below
are appropriate for identifying risky drinkers. Pa-
tients who receive positive screening results are ei-
ther alcohol dependent or risky drinkers who are
not dependent. Therefore, further evaluation will
be necessary to identify which patients are depen-
dent and so require more than a brief intervention.
All three instruments are supported by research and
easy to use.

The Alcohol Use Disorders Identification Test
(AUDIT) (see Appendix 1) was developed as part
of an international study of alcohol screening
and brief intervention sponsored by the World
Health Organization (62) and has been exten-
sively studied (63– 66). It has 10 self-report ques-
tions that measure the level of risk in three do-
mains: alcohol consumption during the past
year, alcohol-related harm, and alcohol depen-
dence symptoms. It identifies four groups of peo-
ple: abstainers and low-risk drinkers, those at risk
because they drink excessively, those who have
already experienced problems related to their
drinking, and those who are likely to be alcohol
dependent. The AUDIT is scored on a scale of
0 – 40 with a score of "8 as the most common
threshold for a positive result. A manual for using
the AUDIT is available online from World
Health Organization. The AUDIT can be ad-
ministered in 2–3 minutes through an interview,
by the patient on paper, or by computer.

The AUDIT-C is a shorter instrument and uses
the three AUDIT alcohol consumption questions
to measure alcohol consumption during the past
year (67, 68) (see Appendix 2). It is scored on a scale
of 0–12, with scores of 0 indicating no alcohol use
in the past year. For men a score "4 and for women
a score "3 is typically considered positive for risky
drinking. Higher scores indicate that drinking is
more likely to be affecting the patient’s health or
safety. The instrument and a detailed, useful FAQ
is available from the U.S. Department of Veterans
Affairs.

The final screening option is a one-question in-
strument that focuses on binge drinking: “When
was the last time you had more than x drinks in 1
day?” (x!5 for men; x!4 for women). Patients

who report having had the requisite number of
drinks in the last 3 months are considered to have
positive results. Although the instrument is short,
its validity has been evaluated (69, 70), and NIAAA
recommends its use.

MI: RELEVANCE FOR ROUTINE
PSYCHIATRIC PRACTICE

In addition to the relevance of MI for the treat-
ment of addictions as well as for the recognition
and treatment of risky drinking, considerable ev-
idence is accumulating to support its relevance to
routine psychiatric practice. MI can help psychi-
atrists address common problems of nonadher-
ence in pharmacotherapy and follow-up care and
can function as an adjunct to a variety of most
other psychotherapies. With the growing aware-
ness of physical problems and increased mortal-
ity in psychiatric patients, psychiatrists can also
use the principles and practice of MI to help their
patients make lifestyle adjustments to decrease
general medical risk factors. Improved physical
health through lifestyle change can contribute to
improved quality of life, self-esteem, and better
mental health outcomes.

HOW CAN PSYCHIATRISTS DEVELOP
COMPETENCIES IN MI?

For psychiatrists interested in developing skills
in MI for routine practice (training information
is available at www.motivationalinterviewing.
org), it is important to understand that learning
to become proficient in MI is complex and time-
consuming. Introductory 2- or 3-day workshops
typically help practitioners develop the “spirit of
MI”; however, these have not proven sufficient
for building competencies in the formal tech-
niques and skills of MI (30). Proficiency gener-
ally requires several intensive workshops as well
as longitudinal individual feedback on cases and
practice of skills under the supervision of an ex-
pert. The intensity and time commitment re-
quired to learn MI in this manner makes it un-
realistic to expect most practicing psychiatrists to
train to high levels of formal proficiency.

These practical limitations for training psychi-
atrists (and other health professionals) have led
to considerable efforts to develop methods of
“brief MI” or “adaptations of MI” (71). To give
one example, Resnicow et al. (72) demonstrated
that focused and limited training of pediatricians
(e.g., 1 day of training plus individual supervi-
sion and feedback) was effective for developing
motivational skills sufficient to improve out-
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comes in adolescent obesity. Brief interventions
based on the principles of MI have also been
shown to be effective in primary care physicians’
offices for the treatment of risky drinking (73).
With respect to psychiatric practice, however,
(with the exception of the studies of the patients
with dual diagnoses discussed above), the authors
found only three published articles to date and
only one with empirical data relating to ques-
tions about the use of MI in psychiatric practice
or about training psychiatrists or psychiatric res-
idents in MI (48, 74, 75).

BRIEF ACTION PLANNING (B.A.P.):
A MOTIVATIONAL INTERVIEWING TOOL
FOR ROUTINE PSYCHIATRIC PRACTICE

Brief action planning (B.A.P.) is one appli-
cation of MI that has been developed and dis-
seminated and may be useful for general medical
as well as routine psychiatric practice. Originally
developed by the lead author as a self-manage-
ment support and motivational tool for the
Health Resources Services Administration (HSRA)/
Institute for Healthcare Improvement10 Health
Disparities Collaboratives (http://www.healthcare
communities.org/), B.A.P. was promoted by the
American Medical Association in 2008 (Appendix
A, “Physician Tip Sheet for Self-Management Sup-
port” in reference 76) and soon will be included by
the Commonwealth Fund for its Tool-Kit on the
Medical Home. It has been disseminated by pro-
grams of the Centers for Disease Control and Pre-
vention, HRSA, the Robert Wood Johnson Foun-
dation, and the Veteran’s Administration and used
in the Improvement in Patient Care Program of the
Indian Health Service. Workshops or courses on
B.A.P. have been presented at recent scientific ses-
sions (77–79). Early evidence supporting its effi-
cacy was presented at the First International Con-
ference on Motivational Interviewing (Interlaken
2008) (80) and the Institute of Psychiatric Services
(81).

The tool is organized around three core ques-
tions and four supporting skills (see Appendix 3),
all of which are grounded in the scientific litera-
ture of self-management support, stage of change
theory, MI, and atheoretical communication and
psychotherapy research. B.A.P. has high face va-

lidity and is generally well accepted by most prac-
titioners because of its simplicity and practical-
ity.

The basic application of B.A.P. is relatively easy
to teach and use. It serves as a useful motivational
tool to help many patients, especially those who
may be relatively ready, with support and focused
encouragement, to make action plans for health.
For effectiveness as a motivational tool, however,
B.A.P. must be used in a patient-centered manner,
aligned with the spirit of MI.

What about those patients who are more am-
bivalent, more angry, or more refractory to
change, those patients with persistent unhealthy
behavior? Strategic application of 13 other well-
defined communication and MI skills enables
practitioners to use B.A.P. effectively with these
patients with more complex problems. For these
patients, advanced skills can be integrated in a
stepped-care manner into the basic B.A.P. tem-
plate. This stepped-care application of MI is
called comprehensive motivational interventions
(CMI™). CMI skills are described in a textbook
(82, 83) and web-based learning programs (http://
www.comprehensiveMI.com).

SUMMARY

MI represents an important and powerful set of
behavioral interventions shown to be useful for
treating addictions, for treating risky drinking, and
for helping psychiatric patients with many other
health-related adverse behaviors (e.g., smoking, ex-
ercise, poor eating habits, and others). MI has also
been shown to be useful for management of medi-
cation nonadherence and as an adjunct to other
formal psychotherapies.

MI could be a useful addition to the general
psychiatrist’s skill set for routine practice set-
tings. However, the dedication, cost, and time
required to develop proficiency in formal MI
make traditional MI training for psychiatrists
somewhat impractical.

Psychiatrists interested in learning MI may
choose to look for pragmatic adaptations or brief
forms of MI to integrate into their routine psychi-
atric practice. In this paper, the authors present one
such model, B.A.P., which has high face validity
and is relatively easy to teach and learn.
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PATIENT: Because alcohol use can affect your health and can interfere with certain medications and treatments, it is important that we
ask some questions about your use of alcohol. Your answers will remain confidential, so please be honest.
Place an X in one box that best describes your answer to each question.

Questions 0 1 2 3 4
1. How often do you have a drink containing

alcohol?
Never Monthly

or less
2 to 4 times

a month
2 to 3 times

a week
4 or more times

a week

2. How many drinks containing alcohol do you have
on a typical day when you are drinking?

1 or 2 3 or 4 5 or 6 7 to 9 10 or more

3. How often do you have five or more drinks on
one occasion?

Never Less than
monthly

Monthly Weekly Daily or almost
daily

4. How often during the last year have you found
that you were not able to stop drinking once you
had started?

Never Less than
monthly

Monthly Weekly Daily or almost
daily

5. How often during the last year have you failed to
do what was normally expected of you because
of drinking?

Never Less than
monthly

Monthly Weekly Daily or almost
daily

6. How often during the last year have you needed
a first drink in the morning to get yourself going
after a heavy drinking session?

Never Less than
monthly

Monthly Weekly Daily or almost
daily

7. How often during the last year have you had a
feeling of guilt or remorse after drinking?

Never Less than
monthly

Monthly Weekly Daily or almost
daily

8. How often during the last year have you been
unable to remember what happened the night
before because of your drinking?

Never Less than
monthly

Monthly Weekly Daily or almost
daily

9. Have you or someone else been injured because
of your drinking?

No Yes, but not in
the last year

Yes, during the
last year

10. Has a relative, friend, doctor, or other health
care worker been concerned about your drinking
or suggested you cut down?

No Yes, but not in
the last year

Yes, during the
last year

Total

This questionnaire (the AUDIT) is reprinted with permission from the World Health Organization. To reflect standard drink sizes in the United States, the number of
drinks in question 3 was changed from 6 to 5. A free AUDIT manual with guidelines for use in primary care settings is available online at http://www.who.org.

The AUDIT-C is a three-question screen that can help identify patients with alcohol misuse. The AUDIT-C is scored on a scale of 0–12
points (scores of 0 reflect no alcohol use in the past year). In men, a score of 4 points or more is considered positive for alcohol
misuse; in women, a score of 3 points or more is considered positive. Generally, the higher the AUDIT-C score, the more likely it is that the
patient’s drinking is affecting his or her health and safety.
Place an X in one box that best describes your answer to each question.

Questions 0 1 2 3 4
1. How often did you have a drink containing

alcohol in the past year?
Never Monthly

or less
2 to 4 times

a month
2 to 3 times

a week
4 or more times

a week

2. How many drinks containing alcohol did you
have on a typical day when you were drinking
in the past year?

None*
1 or 2

3 or 4 5 or 6 7 to 9 10 or more

3. How often did you have six or more drinks on
one occasion in the past year?

Never Less than
monthly

Monthly Weekly Daily or almost
daily

Total

* If patients are screened by interview, and AUDIT-C question #1 is answered “never,” scores of 0 can be validly imputed for questions #2 and #3 (81). If the AUDIT-C
is administered on paper or online without a skip pattern (for nondrinkers to skip questions #2 and #3), a “0 drinks” option is typically added to question #2 (82).

The AUDIT C instrument is available at http://www.queri.research.va.gov/tools/alcohol-misuse/alcohol-faqs.cfm#3. The FAQ that supports its use is available here:
http://www.queri.research.va.gov/tools/alcohol-misuse/alcohol-faqs.cfm.

APPENDIX 1: AUDIT
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APPENDIX 3: BRIEF ACTION PLANNING (B.A.P.)

A SELF-MANAGEMENT SUPPORT TOOL FOR CHRONIC ILLNESS CARE, HEALTH AND WELLNESS COACHING
THE B.A.P. CHECKLIST!

B.A.P.™ is structured around three core questions:

1. __ Elicit person’s preferences/desires for behavior change
“Is there anything you would like to do for your health in the next week or two?”*
__ What?
__ Where?
__ When?
__ How often?
__ Elicit commitment statement
“Just to make sure we understand each other, would you please tell me back what you’ve decided to do?”
__ *Some persons need or request ideas for change. Clinicians can offer a behavioral menu:
“If you would like, I can share some ideas that might help you feel better….”

2. __ Evaluate confidence
“I wonder how confident you feel about carrying out your plan. Considering a scale of 0 to 10, where ‘0’
means you are not at all confident and ‘10’ means you are very confident, about how confident do you feel?”
__ If the confidence level is #7, problem solve overcoming barriers or adjusting plan:
“5 is great. A lot higher than 0. I wonder if there is any way we might modify the plan to get you to a level
of 7 or more? Maybe we could make the goal a little easier, or you could ask for help from a friend or family
member, or even think of something else that might help you feel more confident?”

3. __ Arrange follow-up (or accountability)
“Sounds like a plan that’s going to work for you. When would you like to check in with me to review how
you’re doing with your plan?”

THE NINE CORE PRINCIPLES OF B.A.P.

1. Action planning is individual-centered, i.e., what the person wants, not what he or she is told to
do. [This principle demonstrates alignment of B.A.P. with the “spirit” of motivational interview-
ing: evocation. See Miller and Rollnick S (1).]

2. Action planning is collaborative. [Spirit of motivational interviewing: collaboration]
3. Action planning respects the right of the individual to change or not to change. [Spirit of

motivational interviewing: support autonomy]
4. The most effective action plans are ‘SMART’ (specific, measurable, achievable, relevant, and

timed).
5. After the plan has been formulated, the clinician/coach elicits a final “commitment statement.”
6. Offer a behavioral menu when needed or requested.
7. Confidence levels are elicited and problem-solving utilized for confidence levels less than 7.
8. Action planning includes arranging follow-up or other accountability.
9. Question 1 is routinely integrated into chronic care, preventive, coaching, and therapeutic visits.

BAPTM is a registered trademark of Steven Cole. © 2004, 2010. All rights reserved. May be used in clinical practice, education and
research with permission. Stevencolemd@aol.com
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