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ABSTRACT
Objective: Client engagement is an essential component in Intimate Partner Violence (IPV) intervention. Engaged clients are more likely to engage with
programme facilitators and the intervention itself. Studies show that intervention engagement is low in IPV intervention programmes, which leads to early
drop-out from the intervention. Motivational interviewing (MI) may be particularly well suited for violent individuals who are reluctant to attend
intervention. However few practitioners in the IPV field receive training in MI, and specifically MI for intervention engagement.
Method: The current study examined the effectiveness of MI training (2-day MI workshop, plus an addition six hours training, followed by individual
feedback and coaching) for practitioners (n=10) working in the IPV area.
Results: There was a statistically significant (p < 0.05, r = 0.3) increase in the practitioners’ MI skills post-workshop training (measured by the New Zealand
version of the Video Assessment of Simulated Encounters Revised), and that with further training, feedback and coaching, three out of the four practitioners
who submitted audio-recordings of their MI practice demonstrated at least a fair level of proficiency in MI (as measured by the Motivational Interviewing
Treatment Integrity code 4.2.1).
Conclusion: Given the importance of engagement for IPV intervention programs, it is recommended that IPV intervention providers consider training their
staff in MI to increase intervention engagement.
Keywords: Motivational interviewing, Training, Intimate partner violence, Engagement, Intimate partner violence intervention

INTRODUCTION
Studies of the efficacy of Intimate Partner Violence (IPV)
intervention have found mixed results and small effects sizes
[1, 2]. The most important reason for the small effects of
IPV intervention seems to be that on average, 50% of the
participants never complete the programme; regardless of
whether they are court ordered or not [3]. Furthermore, of
particular concern is that those who dropouts are at greater
risk of continued IPV [4-6]. Low motivation as a reason for
dropout has been identified in a number of studies [2, 7-9].
This highlights the importance of addressing motivation and
engagement in IPV interventions.
Motivational Interviewing (MI) is a collaborative
conversational style for strengthening a person’s own
motivation and commitment to change [10]. It is usually a
brief intervention (1-4 sessions) which can be utilised
individually or within groups [11]. Motivational
Interviewing does not involve telling people either what to
do or why to do it, but rather elicits the individual’s own
reasons for changes [12].
A large number of controlled trials over more than 35 years
have demonstrated the efficacy of MI in helping people to
change risky or unhealthy behaviour in a range of settings,
including substance abuse and mental treatment, health, and
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criminal justice settings. Motivational Interviewing has also
been found to increase intervention engagement [13, 14],
reduce dropout [15], and improve outcomes among clients
who are reluctant to attend intervention and/or change their
behaviour [16-18].
Motivational Interviewing may also be a practical and
effective intervention strategy for treating IPV, increasing
IPV intervention engagement, readiness to change,
improving session attendance, and intervention compliance
[19,20]. Further, it may be particularly appropriate for
mandated clients for whom motivation to change may be
low as MI has been found to work best for people who are
ambivalent about change [21].
Zuckoff, Swartz, and Grote [22] have noted the distinction
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between MI for intervention engagement and MI for
behavior change. They recommended that MI for
intervention engagement should include consideration of
motivation for changing the behavior under consideration
(i.e., changing the risky or unhealthy behavior) and also
consideration of additional factors that might influence
engagement in intervention as a way of changing the
particular behavior.

be free from violence. It started its operation in 1973 as the
Christchurch Women’s Refuge. Stopping Violence Services
works with men, women, and youth, and provides
assessments and non-violence programmes predominantly
for the Ministry of Justice, the Department of Corrections,
and self-referred clients. Stopping Violence Services has
provided non-violence programmes for men and women
since 1983 and youth since 2008.

Motivational Interviewing Training

Participants

Over the past 20 years, the need to train professionals in MI
has increased [23] as the interest in the application of MI has
grown. One of the most important findings from research on
MI training is that self-directed learning through reading
books and self-reflection is not an effective strategy for
learning MI [24]. Instead longer more interactive training,
which provides skill-building exercises followed by
interactive debriefings, is recommended to develop MI skills
[24]. For this reason MI training is often provided in
workshops lasting between 2-3 days [5, 23]. These
workshops usually include an introduction to the spirit and
processes of MI, a demonstration of the method, and
opportunities to practice MI skills [23], such as open-ended
questions, simple and complex reflection, affirmation,
summarizing, and eliciting and responding to change talk.

Practitioners at Aviva (n=4) and SVS (n=6) who provided
the initial contact with men referred for IPV intervention by
the Family Court or the Department of Corrections, and selfreferrals were recruited into the study. After meeting with
clinical leaders at both agencies, an email containing
information about study was sent to practitioners, and those
who were interested in participating entered the study
voluntarily. Characteristics of the participants are presented
in (Table 1). The participants comprised four men and six
women, aged 29-65 years (M = 48.30), with a mean of 13.20
(SD = 8.52) years of experience in counseling and social
work, and a mean of 10.5 (SD = 7.16) years of experience
with IPV specifically. Seven had university-level education
(2 at master’s-level and 5 at a bachelor level). Six of the 10
reported having no prior MI training.

Studies suggest that although workshop training develops
MI skills, newly acquired skills tend to erode soon after
training unless there is ongoing post-training feedback and
coaching [25-29]. However, while there is strong evidence
for extended and multi-component training combined with
ongoing coaching and feedback, in reality, trainees and their
managers often prefer brief single-session workshop-based
training due to time and financial constraints [30].

Design

Despite the challenges for engagement in IPV settings few
practitioners in the IPV field receive formal training in MI,
and specifically MI for intervention engagement. It is
therefore important for research to evaluate what is required
to training practitioners working in this area to develop MI
skillfulness.
The current study evaluates the effectiveness of MI training
for practitioners working in the IPV area. It was
hypothesized that participants who received MI training
would demonstrate increased skillfulness in MI. The current
study was part of a larger study [31] and had ethical
approval from the Human Ethics Committee at the
University of Canterbury.
METHOD
The Host Organizations
The research was conducted at Aviva Family Violence
Services (Aviva for short) and Stopping Violence Services
(SVS), which are the two main providers of IPV services in
Christchurch, a metropolitan city in New Zealand (NZ).
Aviva is a not-for-profit agency supporting NZ families to
SciTech Central Inc.
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The study utilized a quasi-experimental within-groups
design to examine the effectiveness of MI training.
Measures
Video Assessment of Simulated Encounters - Revised
(VASE-R) NZ
The participants were administered the VASE-R NZ preand post-training. Their scores were compared pre- and posttraining, with benchmarks for untrained and trained
practitioners [32] (Table 2). The VASE-R NZ [33] is a NZ
version of the VASE-R. This version is essentially the same
as VASE-R, except the wording is consistent with the
language used in NZ context, and the use of NZ actors with
NZ accents.
The VASE-R NZ was coded by the first author after training
in the scale by the second author (a member of the
Motivational Interviewing Network of Trainers - MINT).
The training involved each person independently rating
VASE-R NZ practice examples, and any differences in
scores were discussed. This involved coding three samples
of VASE-R NZ and the inter-rater reliability (percent
agreement) was 80%.
The VASE-R is helpful for researchers to determine an
individual’s MI skills and to ascertain if priori skill targets
were met before permitting an MI practitioner to begin
providing MI for an intervention trial. Subscales can also
discriminate between areas of skill and areas in need of
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further work [32]. The inter-rater reliability and internal
consistency, along with concurrent validity of VASE-R have
been tested and established [32], [34], [35] with excellent
inter-rater reliability (intra-class correlations) for the fullscale score (0.85) and acceptable levels for the subscales
(0.44 to 0.73) [32].
While the VASE-R has demonstrated sensitivity to the
effects of training [32, 36, 37], it cannot measure actual in
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session MI behavior. Therefore, a more comprehensive
approach for assessing MI skills is required to review and
score MI encounters [32]. For this purpose, the most
commonly used measurement is the Motivational
Interviewing Treatment Integrity rating system, of which the
latest version, the MITI 4.2.1 [38], was used in the current
study.

Table 1. Characteristics of Participants.
Characteristics

N=10

Gender
%Female

60

%Male

40

Age Min

29

Max

65

Mean

48.30

Ethnicity
%NZ

50

%Other

50

Education %Master

20

%Bachelor

50

%Less than Bachelor

30

Years of Experiences in counseling and social work
M

13.20

SD

8.52

Years of Experiences in IPV
M

10.5

SD

7.16

Experience of MI

60

%Novice

40

%Some MI training

Table 2. Untrained Benchmark and Proposed Proficiency Standards for VASE-R.
Untrained

Beginning

benchmark

proficiency

Full VASE-R (range =0-36)

18

26

31

Reflective listening (0-8)

5

6

7

Responding to resistance (0-10)

6

8

9

Summarizing (0-6)

1

3

5

Eliciting change talk (0-6)

3

4

5

Developing discrepancy (0-6)

3

4

5
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Expert proficiency
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Motivational Interviewing Treatment Integrity (MITI)
4.2.1
Participants were asked to submit two audio-recordings of
MI sessions with their clients post-training and each
recording was coded by the second author using the MITI
4.2.1. While the reliability of this coding was not established
for the current study, the second author regularly double
codes the MITI 4.2.1 with another member of MINT with

high reliability. Written feedback on the results of the coding
and areas to work on were provided individually to each
participant to further facilitate MI skill development postworkshop training.
The inter-rater reliability for all items in the MITI is in the
good to excellent range (0.65 to 0.98) [39]. Also, summary
scores (Table 3) from the MITI have correlated with client
outcomes in the expected direction [39-41].

Table 3. MITI 4.2.1 Scores Description.
MITI Code

Brief Description

Global Score
Cultivating Change Talk (CC)

Softening Sustain Talk (SS)
Partnership (P)

Empathy (E)

Encourages the client’s language in favour of the change goal and confidence for making
that change.
Avoids focusing on the reasons against changing or maintaining the status quo.
Conveys an understanding that expertise and wisdom about change reside mostly within the
client.
Understands or makes an effort to grasp the client’s perspective and experience.

Behaviour Counts
Questions (Q)
Simple Reflection (SR)
Complex Reflection (CR)
Summary Scores
Reflection to Question Ratio
(R:Q)

Questions (open or closed).
SR reflects a client’s statement with little or no added meaning or emphasis.
CR reflects a client’s statement with added meaning or emphasis.

Reflections to Questions Ratio= (Total Reflections)/(Total Questions)

Relational

Relational= [(Partnership) + (Empathy)]/2

Technical

Technical= [(Cultivating) + (Softening)]/2

%CR

Percent Complex Reflections= CR/(SR + CR)

Coding the MITI 4.2.1 involves global ratings of the
technical component (cultivating change talk and softening
sustain talk), and the relational component (partnership and
empathy) of MI (Table 3). Cultivating change talk measures
the client’s own language in favor of, and confidence in,
making that change. Softening sustain talk measures
avoidance of focusing on the reasons against changing or on
maintaining the status quo. Partnership conveys that
expertise and wisdom about change resides mostly within
the client. Empathy involves the practitioner understanding
or making an effort in grasping the client’s perspective and
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experience. The MITI 4.2.1 also includes behavior counts of
giving information, questions, simple reflections, complex
reflections, affirmations, seeking collaboration, and
emphasizing autonomy (MI-consistent behaviors), and
confront, persuade, and persuade with permission (MIinconsistent behaviors). Each global scale is measured on a
5-point Likert scale, while behavior counts are tallied for
each occurrence of MI specified behaviors and summary
scores are generated (Table 3). The MITI 4.2.1 proposes
two levels of proficiency in MI - “fair” and “good” (Table
4).

460

J Psychiatry Psychol Res, 5(1): 457-468

Soleymani S, Britt E & Wallace-Bell M

Table 4. Basic Proficiency Thresholds.
Fair

Good

Relational

3.5

4

Technical

3

4

%CR

40%

50%

R:Q

1:1

2:1

Procedure
A 2-day (7 hours per day) MI training workshop was
facilitated by the second author. In preparation for the
workshop, the participants were asked to complete an online
training(http://learning.bmj.com/learning/moduleintro/.html?moduleId=10051582) and to read an article (10
Things that MI is Not) [42]. The aim of the workshop was
for participants to learn the basic style of MI and how to
continue learning it in practice. The workshop comprised
video-recorded
demonstrations,
didactic
teaching,
modelling, and skills practice with feedback. The first day
comprised a broad overview of MI, including the spirit of
MI, the four processes, the core skills and how these are
used across the four processes, and the concepts of change
talk, sustain talk, ambivalence, resistance, as well as
research evidence on MI efficacy. The focus of the second
day was to practice and enhance MI skills, with a focus on
building the participants’ skills of evoking and strengthening
change talk.
In addition to the workshop, three further MI training
sessions (each for 2 hours) were provided starting one month
after the 2-day workshop over a 2-month period, which were
attended by three participants from SVS. One of these
participants had completed the workshop training, another
had attended only half a day for each day of the 2-day
workshop, and the third one had not participated in the
workshop, and had stated that she had received MI training
in the past and was keen to increase her skills in MI,
however had not been available to attend the 2-day
workshop. This practitioner was 65 years old, had a master's
degree, and had 12 years of experience in the IPV area.
In these MI refresher sessions, specific problems and
challenges in applying MI were identified by the trainer
from the review of their audio-recordings. These sessions
comprised skills practice and feedback on the technical
component of MI, with a focus on evoking and
strengthening change talk. The participants from Aviva
reported that they did not need the MI refresher sessions, as
they had continued to practice MI together within their
workplace post the workshop training.
Analysis
Data were analyzed using the SPSS statistical software
package version 24. Wilcoxon Signed-Rank test, which is
the non-parametrical equivalent of the paired-sample t-test,
SciTech Central Inc.
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was used to test for a statistical difference in the VASE-R
NZ scores pre- and post-training. Descriptive statistics were
used to report the means and standard deviations for global
score and behavior counts in MITI 4.2.1. In addition to the
confidence intervals and p-values, effect size were also
reported for significant results [43].
RESULTS
Video Assessment of Simulated Encounters-Revised NZ
The VASE-R NZ was completed pre- and post-training by
seven out of the 10 participants who attended the workshop.
The other three participants did not complete the VASE-R
NZ as they were not given dedicated time to attend the
training and so were absent when the VASE-R was
completed. The inter-rater agreement was 77%, which is
considered good [44].
The range, standard deviation, mean, and p-value for the
VASE-R-NZ full scale and its subscales pre- and posttraining are provided in (Table 5). The participants’ full
score on the VASE-R-NZ showed a statistically significant
(p < 0.02) increase from pre- (19.14) to post-training
(27.14). This result was also associated with a medium effect
size (r = 0.3). However, only the responding to resistance (p
< 0.018) showed a statically significant increase from pre(4.14) to post-training (8.42), which was associated with a
medium effect size (r = 0.33).
With regards to the full-score, most (n = 5, 71.4%) of the
participants were at an untrained benchmark pre-training,
with the remaining two at the beginning proficiency level.
After the workshop, only one participant was still at the
untrained benchmark. Two were at the beginning
proficiency level, and the majority (n = 4) had reached an
expert proficiency level. The comparison of VASE-R
subscale scores pre- and post-training (mean) for these
participants with the standard score is presented in (Figure
1).
Motivational Interviewing Treatment Integrity 4.2.1
Out of the seven participants who completed the workshop,
two from Aviva submitted audio-recordings. From the three
participants at SVS who attended the post-workshop
training, two also submitted audio recordings (in total, n=
audio recordings for MITI4.21. coding.). The reasons given
for not submitting audio-recordings by the rest of the
participants were heavy workload, the difficulty of using the
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audio-recording technology, and not feeling confident
enough in using MI. The participants’ MITI ratings are
presented in (Table 6).
Three of the four participants demonstrated a fair level of
proficiency in their first audio for technical skills, and one
participant did not reach proficiency. For the second audio,
half (n=2) reached a good level of proficiency, and one had a
fair level of proficiency. However, still, one participant (the

same participant previously mentioned) did not meet
proficiency. This suggests that this participant was not able
to attend to the technical aspect of MI (evoking and
strengthening change talk). For the relational skills, half
(n=2) of the participants reached a good level of proficiency
in both audios, suggesting that they were demonstrating the
spirit of MI. However, for both audios, the same participant
as mentioned above did not reach a fair level of proficiency.

Table 5. Pre- and Post-Training VASE-R NZ Scores for Participants who completed the Workshop Training (n=7).
VASE-R Scale

Range

Std. Deviation

Mean

Sig. (2-tailed)
p

Pre total

14 - 24

3.93

19.14

Post total

18 - 31

5.2

27.14

Pre reflective listening

1-8

2.42

5.71

Post reflective listening

5-8

1.21

6.85

Pre responding to resistance

1-7

2.19

4.14

Post responding to resistance

6 - 10

1.39

8.42

Pre summarizing

0-3

1.21

2.14

Post summarizing

2-4

0.69

3.14

Pre eliciting change talk

0-4

1.25

2.28

Post eliciting change talk

1-6

1.95

3.85

Pre developing discrepancy

4-6

0.95

4.71

Post developing discrepancy

0-6

2.26

4.85

SciTech Central Inc.
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0.027*

0.28

0.018*

0.08

0.07

0.71
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Figure 1. Comparison of Participants’ Pre and Post Subscale Scores (Mean) and Standard Score for VASE-R.
Note: Reflection: Reflective listening, RR: Responding to Resistance, Sum: Summarising, EC: Eliciting Change Talk, DD:
Developing Discrepancy
Table 6. MITI 4.2.1 Results for Audio 1 and 2.
Participants
Relational
Audios
(A, B, C, D)
Skills
A
1
4.5
A
2
4.5
B
1
4
B
2
4
C
1
2.5
C
2
1.5
D
1
3.5
D
2
3.5
For the MI behavior counts (Table 7), the mean R-Q ratio
was 1.21 (SD = 0.52), which is at the fair level of
proficiency. Three out of four participants in their first audio
and all four participants in their second audio reached a fair
level of proficiency for the R-Q, which suggests that they
were able to reflect at least as much as they asked questions.
The mean score for the %CR was 62.37 (SD = 19.42), which
met the criteria for a good level of proficiency in MI. A total
of three out of four participants reached a good level of
proficiency in the %CR in their first audio, which remained
unchanged for the second audio. This suggests that the
majority of reflections made were complex, demonstrating a
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Technical
R:Q
%CR
Skills
3.5
1.87:1
80%
4
1.85:1
76%
3
1.21:1
89%
4
1:1
70%
2
0.3:1
40%
2
1.5:1
44%
3.5
1:1
50%
3.5
1:1
50%
deeper understanding of what their clients were saying. The
mean score for the relational and technical skills was 3.49
(SD = 1.08), and 3.37 (SD = 0.82) respectively, which
suggests a fair level of proficiency.
In summary, the MITI 4.2.1 ratings of the audio-recordings
suggested that all participants who submitted audiorecordings, except one, demonstrated at least a fair level of
proficiency in MI after training. Further, there was evidence
of increased MI skill after receiving feedback (from Audio 1
to 2) in cultivating change talk (the technical aspect of MI)
for two participants.
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Table 7. Descriptive Statistics for MITI 4.2.1 Results.
Global

Mean

Standard

% Does

% Fair

Good

% Does

% Fair

% Good

deviation

Not

Level of

Level of

not

Level of

Level of

and

Meet

Proficiency

Proficiency

Meet

Proficiency

Proficiency

Behavior

Threshold

First audio

First

Threshold

Second

Second

counts

First

audio

Second

Audio

Audio

(n=4)

Audio

Score

Audio

R:Q

1.21

0.52

25

75

0

0

100

0

% CR

62.37

19.42

0

25

75

0

25

75

Relational

3.49

1.08

25

25

50

25

25

50

3.37

0.82

25

75

0

25

25

50

skills
Technical
skills
DISCUSSION
The results suggest that the MI training produced
measurable gains in the MI skills of the practitioners
working in the IPV area. Participants who attended the
workshop training demonstrated an increase in MI skills
immediately after finishing the workshop based on the
VASE-R NZ results. The full score significantly increased
from pre-training (19.14) to post-training (27.14) which also
yielded a medium effect size (r = 0.3).
Previous research utilising the VASE-R has also found
VASE-R scores to significantly increase from pre- to postMI training [32, 35, 36]. The findings of the current study
indicated that participants in the present research performed
better than the previous studies, with their total score on the
VASE-R increasing by eight points (from 19.14 pre-training
to 27.14 post-training), whereas changes reported in
previous studies range from 4.12 (32) to 5.92 (35).
The subscale that had a significant increase from pre- to
post-training in the current study was responding to
resistance which was associated with a medium effect size as
well (r = 0.33). This suggests that the biggest shift for the
participants after MI training was in their response to client
resistance, with a shift from responses that may engender
resistance, or neutral responses, to responses that were likely
to decrease resistance. This is of particular relevance to the
IPV area, where client resistance, especially for mandated
clients, can be common.
The eliciting change talk and summarising scales showed
less change from pre- to post-training.
However, the lower scores on the summarising subscale may
not reflect the ability of participants to develop a summary.
A good summary, as defined based on the VASE-R is a
SciTech Central Inc.
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summary that contains both change talk and ambivalence
evident in the client’s statements. While the inclusion of
these elements can be justified as consistent with MI, it may
not be the case that both change talk and sustain talk should
be included in a summary, especially if the practitioner was
aiming to soften sustain talk. A possible change to the
VASE-R scoring procedure could be to include either, rather
than both, as the criterion for a full credit score [32].
The lack of change in the eliciting change talk subscale,
however, was of a concern as eliciting or cultivating (as it is
referred to in the MITI 4.2.1) change talk, is a core skill in
MI. Difficulty in achieving proficiency in cultivating change
talk is also mentioned in other studies (for e.g. [45]). This
suggests that the technical component of MI may be more
difficult to acquire than the relational component.
Further training, practice, and feedback, appears to have an
impact on improving the practitioners’ skill in cultivating
change talk. In the current research, practitioners were given
feedback and extra materials and guidance on how to elicit
change talk. In subsequent audio-recordings, a considerable
improvement in eliciting change talk was seen for half of the
participants (2 out of 4). The change in score was from 3.5
to 4 for one participant and 3 to 4 for the other.
These results are consistent with previous research showing
that workshop training is sufficient to provide foundational
exposure to MI and assists basic skill development, but
insufficient to produce proficiency for practitioners to enable
them to consistently implement MI in their practice [45].
On-going training supported by coaching and feedback is the
most effective method to achieve proficiency in MI [46],
with many individual competencies requiring upwards of a
year to acquire. It has been recommended [45, 47, 48] that
feedback and coaching based on observed practice are
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essential to build skilful MI practice, and is best done
through in-session audio-recordings. The addition of
coaching and feedback post-workshop plays an important
role in the sustainability of MI skills, and those who do not
have this feedback and coaching sessions do not reach to the
proficiency level [26, 49].
All of the participants in the current study demonstrated at
least a fair level of proficiency on R-Q and the %CR. Also,
three out of four of them achieved at least a fair level of
proficiency in their technical and relational skills. These
results indicated that most of the participants who submitted
audios had a fair level of proficiency in MI after training.
There was one participant though who had scores suggesting
a fair level of proficiency in MI, but the coder noted that the
participant received this score because there was no
resistance or sustains talk in the session. The finding
suggests that the MITI’s technical scale should be
interpreted with caution. The impression of the coder was
that this participant did not fully understand when MI should
be used and was weak on the technical aspects of MI, while
having good empathic listening skills. The reason for this
could be that this participant did not attend all the workshop
training (attended half day each day) and only attended two
out of three of the MI refresher sessions. It appears that this
participant may have needed more training in MI over an
extended period of time.
A caution when interpreting the results of the current study
is that the MI skills demonstrated in the recorded sessions
may have been the participants’ best practice as they
selected the client and session to record and submit for
coding. Therefore, there is no guarantee that this represents
their skills in routine encounters with clients. Ideally, future
studies would record as many sessions as possible and then
randomly select the audios to be reviewed and coded.
Additionally, in the present research there was a high
participant attrition rate. This suggests that the participants
who provided audio-recordings were highly motivated to
learn MI. The same results may not occur when training
practitioners who are less interested in learning this
approach.
In the current study, of the 10 participants who signed up to
attend the 2-day MI training workshop, only seven
completed it, and all participants did not attend all sessions.
This problem has also been observed in other MI research,
with possible causes identified as time constraints, high
workload, and lack of agency support [35, 50-52], similar to
the current research. This emphasises the importance of
organisational support for MI training so that staff are
provided with enough time out and reduced workloads to
attend training, and they are allocated the necessary time and
resources post-training to practice MI in order to further
develop their skills.
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Despite numerous reminders from the researchers few audiorecordings were submitted. This is consistent with other
research [34, 35, 51]. There are a number of possible reasons
as to why this may have occurred, including time
constraints, forgetfulness, high staff turnover, and dislike for
the MI approach or lack of engagement with the research.
Additionally, there may be fundamental aspects of clinical
activities in the community practice that make the use of
recordings from client encounters difficult [34]. The
difficulty with collecting audio-recordings of clinical
sessions with real clients raises questions about the utility of
the method for evaluating training in the community-based
trials. Yet, as mentioned above, feedback on real practice of
MI is important to develop MI skilfulness post-workshop
training.
Further research needs to be undertaken to determine what
additional measures can be taken to facilitate an increase in
MI audio submission in real-work settings. Possible ways to
increase participant engagement in submitting audios could
include: allocating time for practice, encouragement and ongoing support from management, as well as the inclusion of
MI skill development, and supports within staff performance
plans and appraisals [51]. Furthermore, it is recommended
that practitioners’ willingness and readiness to engage in the
MI skill development process be assessed before training in
MI, and any concerns they may have to be subsequently
addressed by the organisation.
CONCLUSION
Given the challenges with engagement in IPV interventions
and the importance of intervention engagement for positive
intervention outcomes, MI for engagement may be a useful
skill for practitioners working in the IPV area to have. The
current study showed that training in MI consisting of a 2days workshop, plus post-workshop training (6 hours for
some staff), and individual feedback and coaching, produced
measurable gains (based on VASE-R NZ scores and MITI
4.2.1 coding of audio-recordings) in the MI skills of
practitioners working in the area of IPV. These results were
consistent with the findings of previous research. However,
the findings of the current study are preliminary and should
be interpreted with caution given the small sample, the
diversity of training experience, and inconsistent completion
of measures.
The results also suggest that practitioners working in the IPV
area may be able to learn the basic skills of MI, but without
comprehensive training, they might not be able to achieve
proficiency in MI. Micro-counselling skills are necessary but
insufficient to achieve the technical aspects (cultivating
change talk) of MI. Mastering deeper level of reflections,
evoking and strengthening change talk, while softening
sustain talk requires training and on-going practice, feedback
and coaching [53]. This requires organisational support for
initial training, on-going training and audio-recording of
practice for MI to be implemented successfully. Also, the
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level of ‘‘trainability’’ of staff in various roles may be
different [30]. Some practitioners may have a greater interest
in, or receptivity towards learning MI. Training those
practitioners who have an interest and willingness to learn
MI (i.e., attend training workshops, and provide on-going
audio-recordings) and designating them as the primary
deliverers of MI, might offer the most efficient route for
integrating MI into practice [30].
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