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Objective: This mixed method analysis examined fidelity of the motivational interviewing (MI) delivered during the
5Minutes4Myself wellness program for caregivers of children with Autism Spectrum Disorders.
Methods: Coaches used a manualized MI-approach to collaboratively design participants’ individualized wellness
programs, and then used it in monthly coaching sessions to support goal pursuit. Audio-recorded consultations and
post-participation focus groups were transcribed verbatim. Consultation transcripts were rated for MI adherence
usingMotivational Interviewing Treatment Integrity Code. Focus group datawas coded by the team to identify concep-
tual categories.
Results: Eighty-seven percent of consultations achieved a beginning (competent) level expert-derived MI standard.
Caregivers noted that coaches’ MI approach evoked deep emotions and understandings about their lives related to
wellness goals, allowed for a permissive flexibility in goal pursuit, and fostered supportive accountability.
Conclusion:MI was used with high levels of fidelity. Participants described the MI approach as more productive, pre-
cise, and useful in addressing their needs compared to other available interventions.
1. Introduction

Precision lifestyle prevention approaches–tailored, preventive, and per-
sonalized behavior change programs–are increasingly being developed and
used to modify lifestyle behaviors [1]. Caregivers of children with autism
spectrum disorders need these programs. They face significant health chal-
lenges including higher levels of stress and depression, sleep deprivation,
compromised immune system functioning and poorer well-being [2–8].
These caregivers may benefit from an approach that is sensitive to the sig-
nificant time constraints, and to the limited energy parents experience
due to caregiving [7,9]. The 5Minutes4Myself program was designed with
and for caregivers in a participatory action project [10]. It is a client-
driven, hybrid coaching/app-supported wellness program. Participants at-
tend a community-building focus group; workwith a coach to identify well-
ness goals and plans to achieve them; receive monthly coaching support;
use a smartphone app to access mindfulness recordings, set goal reminders,
and report weekly progress; and attend a post-participation evaluative
focus group. To increase fidelity, coaches use a manualized MI protocol to
support caregiver’s program design, and personal-tailoring [10].
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Miller and Rollnick have argued thatmany clinical trials utilizing theMI
approach have lacked quality assurance and need to attend to the fidelity
with which MI is used [11]. MI has been widely and successfully used
with diverse clinical populations by many health professionals [12–14].
Using similar lengths of MI training, recent studies examining practitioners’
fidelity as assessed by the Motivation Interviewing Treatment Integrity
code (MITI 4.2.1) found a range of fidelity with many interventionists fail-
ing to reach basic proficiency [15–17]. Variability in providers’ MI adher-
ence across studies is not well understood and may be due to provider as
well as client factors [18]. Examining how specific MI trainings develop
practitioners’ capacity to competently deliver MI, how protocols foster
consistency in MI delivery, and how this delivery impacts those receiving
the intervention may help us gain insight into variability in the fidelity of
MI delivery [18–20]. It is important to examine fidelity via both treatment
delivery and receipt, whether it is received as intended by participants [21].
With poor fidelity insignificant outcomes in clinical trials could be
inaccurately attributed to the intervention rather than its implementation.

Our objective was to examine the fidelity and receipt of MI delivered in
this program. This required a mixed-method approach to: 1) assess the
arch 2023
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proficiency of MI delivery during the lifestyle consultation using a stan-
dardized tool with expert-derived competency criteria (MITI 4.2.1), and
2) describe caregivers’ perceptions of the quality of the MI-based coaching
and how it supported or failed to support their lifestyle change.

2. Methods

2.1. Participants

Fifteen primary caregivers for children with autism spectrum disorder
(ASD) aged 8-21 years, who indicated a desire to participate in a lifestyle
redesign program, and who could dedicate sufficient time to participating
in the programwere included. This non-probability convenience sample re-
sided in the Midwestern U.S. and participated in the feasibility study for
this wellness program. Caregivers were excluded if diagnosed with signifi-
cant mental illness with the exception of depression since this is common in
caregivers [22]. Participants weremostly female (93%), white (100%), and
married (87%). They varied in age (36–65 years; mean=48), income
($10,000–$130,000, mean =74,643), education (7% H.S., 20%, Associate
degree, 7% Bachelor’s degree, 60% Graduate degree, and 7% unreported)
and employment with 47% working either full- or part-time. Forty percent
of these caregivers reported taking medications used to treat depression or
anxiety, and 67% were being treated for chronic health conditions.

2.2. Procedures

This study was approved by the University of Wisconsin-Madison
Institutional Review Board. Participants were recruited face-to-face at an
ASD conference, via autism listservs, local advertisements in clinics, and
participants’ referrals of other caregivers. Participants were introduced to
study procedures and provided in-person written consent.

Participants were coached by six graduate Occupational Therapy stu-
dents, an undergraduate student, and the principal investigator. The princi-
pal investigator’s MI expertise included completion of two courses, and
experience collaboratively designing and teaching multiple MI courses
[23,24]. Over two weeks, the PI trained coaches. Training included 10
hours of intensive practice in developing the spirit of MI and specific skills
(affirmations, open-ended questions, complex and simple reflections, and
summaries) during simulated client sessions with peers. All coaches next
completed a least three additional 5–10-minute-long MI conversations
with individuals of their choice and submitted these for review by the PI.
Coaches were provided individual feedback to hone their skills. This feed-
back was reviewed within the group, and alternative strategies for MI com-
pliant languagewere discussed and practiced. Coaches were not assigned to
coach until the PI determined they had met an acceptable performance
standard in their submitted coaching sessions.

At the first focus group, after the informed consent was reviewed and
obtained, participants were asked what was working/not working in their
life, and perceived barriers and needed supports for lifestyle change.
Coaches then schedule to meet participants via their preferred method:
in-person, by phone, or via videoconferencing. During the first session a
lifestyle consultation was completed. Caregivers used the Adolescent and
Youth Activity Card Sort to identify and prioritized up to five wellness
goals [25]. Using a manualized MI guide, coaches evoked caregivers’ de-
sired goals, identified the degree of goal importance of and caregivers’ con-
fidence in achieving each goal, affirmedmotivation to change, and if ready,
assisted the caregivers in designing tailored plans to achieve their goal. Fol-
lowing this consultation, participants completedmonthly check-ins on goal
progress and refined the program as desired using a manualized MI proto-
col. At the same time, participants used a smartphone app, created for
this wellness program, tomaintain their goal profile, schedule notifications
to prompt goal engagement, check-in electronically on progress, and listen
weekly to mindfulness podcasts. Caregivers then participated in a closing
focus group that revisited what was working/not working in their lives,
and evaluated all program components, including MI-based coaching.
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2.3. Data collection

In our mixed methods approach we simultaneously collected data and
then sequential analyzed the fidelity of MI use quantitatively, and then
qualitatively. Coaching sessions and three post-participation focus groups
were audiotaped and transcribed verbatim using HyperTranscribe 1.6
Researchware software to provide written records for data analyses. Tran-
scripts were reviewed and revised for accuracy by a teammember. Lifestyle
consultations were rated using theMotivational Interviewing Treatment Integ-
rity Code (MITI 4.2.1) which was followed by qualitative coding of data de-
scribing participants’ experiences of theMI-based coaching provided across
the intervention [26].

2.3.1. Measures
Motivational Interviewing Treatment Integrity Code (MITI 4.2.1). Devel-

oped by leading experts in motivational interviewing, the MITI 4.2.1 is
the most commonly used tool to evaluate MI fidelity [27]. The MITI 4.2.1
scores are derived from behavior counts of practitioner’s behaviors (giving
information, persuade, question, simple reflection, complex reflection, af-
firm, seek collaboration, emphasize autonomy and confront), and global
scores of the entire interview in four dimensions (cultivating change talk,
softening sustain talk, partnership, and empathy). From these behavioral
frequencies and the global scores, summary scores of essential features of
high-quality MI are derived. These summary scores have expert derived
standards for beginning competence and proficient MI use [26]. The MITI
has good to excellent inter-rater reliability on the practitioners’ behaviors,
global scores, and summary scores .655 (Technical) to .930 (Reflection/
question ratio) [27]. In their assessment of reliability of trained undergrad-
uate coders, the reliabilitywas good to highwith the exception of% of com-
plex reflections summary measure which was fair when only two coders
coded (ICC =.534).

We used transcribed segments of lifestyle consultations where care-
givers discussed each goal’s importance, their confidence in goal achieve-
ment, and their plans. Each coach’s statement was coded as one or more
than one of the MITI behaviors codes as appropriate; multiple behavior
codes can be assigned for a single statement. These behavioral counts
were grouped into categories of MI-adherent (affirm, seek collaboration,
emphasize autonomy) and non-adherent behaviors (persuade, confront).

Global scores consider the gestalt of the whole interview. These global
scores characterize fourMI aspects: Cultivating Change Talk, Softening Sus-
tain Talk, Partnership, and Empathy. Ratings on a five-point scale (1= low
to 5=high) were assigned based on a rubric that uses clear descriptive
criteria to characterize each rating. For example, the cultivating change
talk rubric uses a rating of 1 to note the clinician showed no explicit atten-
tion to client’s language in favor of changing, to a rating of 5 where the cli-
nician showed a marked and consistent effort to increase the depth,
strength or momentum of client’s change talk.

Lastly, from the behavior counts and the global scores, summary
scores of technical global (=change talk + softening talk/2), relational
global (=Partnership + Empathy/2), percentage of complex reflections
(= CR/(CR + Simple Reflections), Reflections-to-Questions Ratio (=
Total reflections/Total questions), Total MI-Adherent (= Seeking collabo-
ration + Affirm + Emphasizing Autonomy) and Total MI Non-Adherent
(= Confront + Persuade) are calculated. Good MI is expected to foster
change talk, build partnership and empathywith the client, utilizemore fre-
quent complex reflections than simple ones, use more reflections (R) than
questions (Q) with a R:Q ratio is greater than one, affirm the client’s auton-
omy, and avoid persuasion or confrontation [26]. According to expert opin-
ion, beginning competence (basic fidelity) and proficiency (advanced
fidelity) are indicated by the summary scores noted in Table 1 [26]. Follow-
ing Small and colleagues we use the terms basic and advanced fidelity for
clarity and readability [17].

2.3.2. Data analysis
In this mixed-method analysis the lifestyle consultations were first

coded using the MITI 4.1.2 and then relevant transcribed focus group



Table 1
MITI 4.1.2 Expert standards for proficiency in motivational interviewing.

Standard Relational
Mean
(Partnership +
Empathy)

Technical
Mean
(Cultivating Change + Softening Sustain
Talk)

% Complex
Reflections
Mean

Reflection: Question Ratio
Mean

Total MI
Adherent

Total MI
Non-Adherent

Basic 4.0 3.0 40% 1:1 Not available Not available
Advanced 5.0 4.0 50% 2:1 Not available Not available

Note: The Basic standard is considered performing at a beginning competence level inMI andAdvanced is being proficiency inMI. Following Small and colleagues (2020), we
are using the terms basic (fair cutoff on MITI) and advanced (proficient cutoff on MITI) to describe coaches’ performance as rated on the MITI.
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segments where participants provided evaluative feedback on coaching
were coded qualitatively using codes theoretically derived from the MITI
as well as open or generative coding. Two researcher team members prac-
ticed coding two sample MI interviews provided online by MITI 4.2.1 au-
thors; these were compared to expert-derived coding provided [26].
Interview transcripts were coded once; inter-rater agreement on practice
materials was established at ≥90%. Next two research team members
used the MITI 4.2.1 to independently coded the fifteen lifestyle consulta-
tions. To assure continued reliability, three caregivers’ interviews were
coded by both coders and compared for agreement. This was again calcu-
lated at 90% agreement. To minimize bias, the team members did not
code lifestyle consultations where they served as the coach.

2.3.2.1. Quantitative analysis. Lifestyle consultations lasted between 37-147
minutes (mean= 70minutes). One lifestyle consultation was not recorded
due to technical difficulties and so thefirst coaching check-in transcript was
substituted. The monthly check-in used also used a similar manualized MI
approach as the lifestyle consultations. Given we were examining MI fidel-
ity, we believed this was an appropriate substitution. Transcripts ranged
from 9 - 49 pages (mean = 24 pages). In all there was 1053 minutes of
audio-recorded data and 361 pages of single-spaced transcripts. After
coders independently coded all transcripts, the MITI 4.2.1 behavioral fre-
quency scores, global scores and summary scores were generated according
to the MITI 4.1.2 guidelines [26].

Using the eight behavior counts frequencies or the global scores, sum-
mary scores were calculated using the recommendedMITI formulas and to-
taled to create an average [26]. The following summary scores were
calculated: average technical (degree change talkwas promoted), relational
(degree partnership and empathy was displayed), percentage of complex
reflections (% CR, how often deeply probing verbal reflections were
used), reflection to question ratio, total MI adherent behavior (MIA), and
total MI non-adherent behavior (MINA) ratings for each consultation.
Global technical scores and relational scores were calculated. The percent-
age of complex relations (% CR) score was calculated by dividing the total
number of complex reflections by total number of complex plus simple re-
flections. The R:Q ratio was calculated by dividing the total number of re-
flections (complex reflection plus simple reflections) by the total number
of questions. Total MIA scores were calculated by adding the total number
behavior counts for seeking collaboration, affirm, and emphasizing auton-
omy behavior codes. Total MINA behaviors were calculated by adding
together the behavior counts for confront and persuade behavior codes.
These individual interview and group summary scores were then compared
against the expert-derived clinician basic competence and proficiency
thresholds (see Table 1) [26]. The MITI 4.1.2 does not yet provide
competence scores for MIA/MINA behaviors.

2.3.2.2. Qualitative analysis. During the closing group, participants were
asked their perceptions of program elements including MI-based coaching.
All data segments referring to a coach or coaching were selected for quali-
tative analysis; 115 segments were subset from the transcripts, totaling
around 18 single-spaced pages. The research team used both theoretical
MI-derived codes and open codes. This allowed us to examine whether par-
ticipants noted experiences beyond those defined in MI literature. After re-
cursive rounds of coding by the team, codes were grouped into conceptual
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categories of accountability, evocation of deep emotion and understanding,
social connection and flexibility.

3. Results

3.1. Quantitative

Results of MITI 4.1.2 coding of initial lifestyle consultations by coaches
are reported in Table 2. This table includes the summary scores for each
caregiver consultation for the relational and technical domains, percentage
of complex reflections, the ratio of questions to all reflections, the total MI
adherent behaviors, and the total MI non-adherent behaviors for each par-
ticipant’s initial lifestyle consultation. Levels of beginning and proficient
competency across each MITI domain are provided in Table 2.

In 87% of the fifteen consultations, coaches achieved basic competency
or advanced standards in the global relational (partnership and empathy
summary score) and global technical summary scores (cultivating change
& softening sustain talk). In every interview but one, coaches reached the
advanced standard for the percentage of complex reflections used as com-
pared to simple reflections (% CR). Higher scores in CR (complex reflec-
tions) versus SR (simple reflections) indicate that coaches went beyond
what was explicitly stated by participants to reflect on the underlying or
deeper sentiments. Scores for the reflection:question ratio approached
basic competency for the group mean; 33% of interviews reached the
basic competency standard. While no standards exist for the MI adherent
and non-adherent scores (MIA andMINA), our results showed a large num-
ber of totalMIA scores and very limitedMINA scores, with 87%of the inter-
views having no MINA behaviors.

3.2. Qualitative analysis

Codes that emerged were grouped into three categories that described
participants’ experiences of coaching: 1) evocation of deep emotion and un-
derstandings underlying lifestyle change, 2) flexibility in the process of goal
achievement supporting participant’s autonomy, and 3) importance of
accountability in goal achievement. Quotes supporting each code are
provided to support veracity of the analysis.

3.2.1. Evocation of deep emotion and understandings
From participants’ perspectives, coaches clearly created empathetic,

safe and supportive environments that evoked deep emotion and under-
standings that undergirding lifestyle issues and barriers to lifestyle change.
For example, one mother noted, “You're talking about hard stuff … It was
emotional.” The coaches’ facilitation of these focused conversations led to
self-revelations that were uncomfortable: “It made me think about things,
and when I was saying them like, ‘Oh! I've probably never said that about
me before!’ … But some of the questions pushed me to really think about,
well why do you feel that way? … I was glad that I was pushed that way,
but it was uncomfortable.” Participants as a group affirmed the coaching
process was powerful emotionally, drawing out things to work on in their
lives.

It was important that the time allotted to this lifestyle exploration was
unrushed and sufficient for formulating previously unconsidered thoughts
and goals, “Our time spent think was productive, definitely felt … sup-
ported, and, definitely lots of time for me to say what I needed to say …



Table 2
Summary scores for each lifestyle consultation & group average percentages of competence and proficiency of summary scores.

Participant Relational
Mean
(Partnership + Empathy)

Technical
Mean
(Cultivating Change +
Softening Sustain Talk)

% Complex
Reflections
Mean

Reflection: Question
Ratio Mean

Total MI
Adherent

Total MI
Non-Adherent

1 4.5* 2.0 66.6%** .42:1 46 0
2 4.5* 3.0* 57.0%** .88:1 21 0
3 4.0* 3.5* 55.6%** .55:1 17 0
4 5.0** 3.5* 83.3%** .91:1 45 0
5 5.0** 4.0** 58.3%** .53:1 23 0
6 4.0* 4.0** 61.0%** 1.30:1* 25 0
7 3.0 3.5* 16.0% .65:1 18 0
8 5.0** 3.5* 53.0%** 1.70:1* 18 0
9 5.0** 4.5** 80.0%** .76:1 14 0
10 4.5* 4.0** 53.0%** 1.20:1* 40 2
11 4.5* 4.0** 51.0%** 1.60:1* 19 1
12 3.0 3.5* 54.0%** .78:1 23 0
13 5.0** 3.5* 76.7%** .71:1 50 0
14 5.0** 4.5** 59.0%** 1.70:1* 35 0
15 4.5* 4.5** 80.0%** .90:1 15 0
Mean 4.43* 3.7* 60.0%** .97:1 27 .21
Standard Dev. +/---.67 +/---.65 +/---.16 +/---.43 +/---12 +/---.56
% Basic Fidelity 47% 47% 0% 33%
% Advanced 40% 47% 93% -
Total Basic/ Advanced 87% 94% 93% 33%

* = Meets Basic Fidelity Standard.
**= Meets Advanced Fidelity Standard.
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it was just really hard to formulatewhat I was feeling because I hadn't really
thought about it until she posed some of those questions … so it was pro-
ductive.” Likewise, this caregiver noted that theMI coaching process illumi-
nated self-discovery because the coach was aligned with MI principles
being empathic and focused on her life, “You have to be set at ease, you
have to feel like you're being heard, and it is interesting how you'll say
something, and [the coach will] be like teasing it out, and I'd be like,
‘Wait a minute? How did we get here? What was all that?’ [Laughter from
others] ‘Cause, you know, it's such a very intimate emotional thing, and if
you don't feel comfortable with them, or if they don't know the right
thing to say, or if you feel like they're looking at the clock….”

The coach’s directive questioning gave this caregiver permission to re-
consider her mothering role: “She gave me, through her questions perhaps,
empowered me to let go of some things… gave me the power to turn to my
family and say this is a team effort, not a mom effort … I always thought
that, but I never gavemyself the power to say that out loud… So, the process
I think helped me to get there, so definitely the coaching was very resource-
ful.” In other counseling experiences, caregivers described feeling less fo-
cused and productive in sessions. “[Other practitioners spend] so much
time trying to skirt around the issue or get background information–they
never really get anywhere.Wewere very specific[ally] driven–wehad a spe-
cific topic andwe stuck to it.” They noted amarked preference for theMI ap-
proach to get to the heart of lifestyle issues in a focused way.
3.2.2. Flexibility in goal achievement process supporting autonomy
Participants noted that coaches’ facilitation supported formulation and

evolution of goals to be more practical and successful over time. “That
first phone call was really good and, just that whole deciphering of the
goals… Taking those big thoughts and breaking them apart, all that was re-
ally good … I don't even know what [my coach] asked. Like ‘Why do you
feel like this isn't getting done?’ … But I said something like, ‘I just don't be-
lieve I can ever really get my house under control’ … just that whole
process–just thinking about it for days afterward. ‘What does that mean?
Why did I say that?’ After and sometimes in the midst of these self-
revelations, with the coach’s support, participants selected and honed
their wellness goals. “[After doing the card sort together my coach] knew
where I was coming from and that's where she worked from.”

Caregivers appreciated the flexibility to revise goals and work at their
own pace through lifestyle change: “So it was good to just know that you
4

can have those goals and you can be achieving them more slowly, and
that's okay because another one you've really hit off the bat.” This felt per-
mission to be flexible in self-designing their program was echoed by an-
other mother: “Cause you kind of felt, like you always gave me options or
anything that I want to tweak or whatever.” This permissiveness was firmly
rooted in the coach’s empathetic support andfirm belief that the caregivers’
autonomy should drive the process.

3.2.3. Importance of accountability in goal achievement
Coaches’ use of questions to direct the conversation combined with the

accountability of checking-in facilitated lifestyle change for caregivers. “I
actually at times was pretty impressed with some of the ways she directed
her questions – I was like, ‘Wow, you're not giving me a break are you!’
Sometimes I would try to skirt around the questions, and I'd be like,
‘Damn!’ [Laughter] … she really … in a very kind compassionate way
held me accountable.” Knowing at the next coaching session coaches
would check-in on goal progress was a key incentive to keeping on track.
“Checking-in with someone, made it much more real, made me much
more accountable.”

This analysis shows that coaches provided an empathetic, supportive
and client-led process that allowed the plumbing of emotionally charged
topics and motivations that impacted wellness-directed lifestyle change.
Coaches’ MI-coherent use of questions guided caregivers to thoughtful
self-examination of their motivations, choices and lifestyles that in turn
moved them to pursue desired lifestyle changes. Monthly check-ins spurred
progress, allowed forflexible changes in plans and further discernment—all
of which participants felt served them well. Caregivers contrasted this ap-
proach with other counseling services they had experienced and felt the ap-
proach used was more productive, precise, directive, and useful in
addressing their needs.

4. Discussion & conclusion

4.1. Discussion

We assessed the use of MI used in a feasibility study of the
5Minutes4Myself wellness program for caregivers. MITI results indicate
that the coaches delivered MI with advanced levels of fidelity according
to expert-derived standards set for entry-level practitioners on many
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indicators [26]. Across lifestyle consults in this study, global summary
relational scores suggest high levels of collaboration, evocation, empa-
thy, and support of client autonomy occurred with 87% of coach’s ses-
sions meeting basic or advanced standards [26]. Qualitative focus
group analysis supported that these high scores reflected participants’
experiences of coaching. Caregivers viewed their coaching interactions
favorably noted feeling compelling partnership with and empathy from
their coaches. In addition, participants’ statements indicated that
coaches encouraged high levels of autonomy in sessions, allowed them
to drive the conversation, and held them accountable for their lifestyle
changes.

Similarly, 94% of sessions met technical criteria for basic or advanced
standards, suggesting coaches supported caregivers’ change talk. Again,
this was confirmed by participants’ comments where they clearly described
how they felt coaches understood and supported them in working towards
their goals in ways prior practitioners had not. The global relational mean
(4.43) of our coaches exceeded other small sample intervention studies
who also used MITI 4.2.1 to assess fidelity (2.8–3.8) [15,16,28]. The tech-
nical mean (3.7) of our coaches was higher than three of the four available
current studies we identified that assessed fidelity using the MITI 4.2.1
[15,16,28].

Our coaches’MITI data showed a high percentage of complex to sim-
ple reflections in most consultations. This indicates that coaches moved
beyond echoing participant statements to reflect on deeper sentiments
and underlying participant feelings. In qualitative data, participants de-
scribed the critical importance of coaches’ questions and reflections in
empowering them and allowing them to explore previously unarticu-
lated feelings and thoughts, resulting in new insights. Overall, the qual-
itative analysis of focus group data converged well with MITI results to
suggest that coaches implemented MI in a way that was indeed client-
driven and adhered to the essential relational components necessary
for basic proficiency and which in turn supported efforts toward life-
style change.

4.2. Innovation

As Gitlin and Czaja advocate [21], fidelity in the delivery and receipt of
an intervention is critical to assuring outcomes can be attributed to the in-
tervention delivered; Bellg and colleagues also suggests we need to attend
to training as an element of fidelity [29]. This study is unique in several
ways. First, to our knowledge, this study is the first to describe both a de-
tailed training protocol as well as assessing both delivery and receipt of
an MI-based intervention. Second, our timing of this fidelity assessment,
early in the development of the intervention, prior to a larger clinical
trial, is economical judicious, which led to a clear specification of this inter-
vention element, clarified how it should be implemented, and provided ev-
idence for how its use promoted lifestyle change. Our approach
demonstrated one way to address common problems in intervention imple-
mentation [29].

Specifically, this study demonstrates 1) an innovative mixed-method
approach to assessing fidelity in both treatment delivery and receipt of an
intervention in the early stages of intervention development and 2) a sys-
tematic MI training protocol that effectively trained pre-service profes-
sionals at basic/advanced MI competency which studies note is difficult
to achieve. Combining a standardized assessmentwith a qualitativemethod
gave us confidence that the intervention was delivered with fidelity and in-
sight into the client’s experience of motivational interviewing and whether
it supported lifestyle change. This illustrates how both intervention fidelity
delivery and receipt can be concurrently studied to assure interventions are
delivered in a standardized way and received as expected. Using a training
sequence that also includes personalized feedback and informal compe-
tency assessments, we demonstrated that pre-service professionals could
be trained to basic or advancedMI competency to serve as interventionists.
Our approach can improve fidelity early in the process to more effectively
and efficiently develop interventions before clinical trials, especially those
using an MI-approach.
5

4.3. Conclusion

While this study and others report similar number of hours and focus of
training, it appears that the level of practitioner MI competency varied
widely in current intervention studies that also used the MITI 4.2.1
[15,16,28]. Given our small sample size, there are limitations in generaliz-
ing this data; yet we believe we have developed a template guiding training
for and assessment of MI fidelity in intervention research. In our coaches’
MI training, we emphasized frequent interactive practice, provided person-
alized feedback to hone each coach’s skills and assessed each coach’s read-
iness to coach albeit in a non-standardized way (the PI’s judgement of their
MI skills). These strategies may be important to development of competen-
cies in MI skills. It may also be that some professionals are better able to
master the MI approach which requires a unique skill set and conversa-
tional style that is counter to usual everyday interactions, and that practi-
tioner competency assessments using the MITI and expert review should
precede participation in an intervention study. Jelsma and colleagues and
Bellg and colleagues provided detailed recommendations for measuring fi-
delity in randomized clinical trials that address the issues that arose here as
well as others [30].
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