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Aim: To develop and content validate a self-assessment questionnaire on motivational interviewing (MI) practice
as the first stages in forming the questionnaire to be used in cross-sectional studies involving practitioners
conducting the MI-based alcohol screening and brief intervention (ASBI).

Methods: A comprehensive mixed methods approach included a literature review, 3 rounds of expert panel
(EP) opinions (n=10), cognitive testing (CT) with 10 MI-based ASBI practitioners, and questionnaire piloting with
31 MI-based ASBI practitioners. Based on the EP opinions in the second round, content validity indices (CVIs)
and the modified kappa coefficient (k*) were calculated, focusing on the relevance and understandability of
questions and comprehensiveness and meaningfulness of the response options. This analysis was performed in
2020, at the conclusion of the national “Together for a Responsible Attitude Towards Alcohol Consumption”
(“Skupaj za odgovoren odnos do pitja alkohola”, SOPA) project’s pilot implementation.

Results: On a scale level, CVI values based on universal agreement for the entire questionnaire were high for
3/4 categories (S-CVI-UA>0.80), and CVI values based on average agreement were high across all categories
(S-CVI-Ave>0.90). At the item level, CVI values (I-CVI) were never <0.50 (automatic item rejection), and the
modified kappa value (k*) indicated poor validity for two items in the understandability category (k*=0.33). All
problematic parts of the questionnaire were further tested and successfully modified based on the results of
CT, and accepted in the third round of testing.

Conclusions: The final version of the questionnaire demonstrated appropriate content validity for use in studies
among Slovenian MI-based ASBI practitioners and is now ready for further psychometric testing.

Namen: Razviti samo-ocenjevalni vprasalnik o izvajanju motivacijskega intervjuja (Ml) in preveriti njegovo
vsebinsko veljavnost oz. izvesti prvi dve fazi oblikovanja vprasalnika za uporabo v presecnih raziskavah med
izvajalci na MI temeljecega kratkega svetovanja za opuscanje tveganega in skodljivega pitja alkohola (KSTSPA).

Metode: Izvedli smo celovit pristop mesanih metod, ki je vkljuCeval pregled literature, tri kroge mnenj skupine
strokovnjakov s podrocja (SS) (n = 10), kognitivno testiranje (KT) vprasalnika z 10 izvajalci in pilotno testiranje
vprasalnika s 31 izvajalci na Ml temeljecega KSTSPA. Na podlagi mnenj SS v drugem krogu testiranja smo
izracunali indekse vsebinske veljavnosti (IVV) in modificirani koeficient kappa (k*). Osredotocili smo se na
4 vsebinske kategorije: bistvenost in razumljivost vprasanj ter smiselnost in izérpnost moZnosti odgovorov.
Razumljivost vprasalnika smo dodatno preverjali s kognitivnim testiranjem. Analizo smo izvedli v letu 2020 ob
zakljucku izvajanja pilota nacionalnega projekta Skupaj za odgovoren odnos do pitja alkohola (SOPA).

Rezultati: Vrednosti IVV na podlagi univerzalnega strinjanja strokovnjakov za celotni vprasalnik so bile ustrezno
visoke (> 0,80) v 3 od 4 kategorij, IVV na podlagi povprecnega strinjanja strokovnjakov pa je bila visoka (> 0,90)
v vseh kategorijah. Vrednosti IVV na ravni postavk niso bile manjse od 0,50, kar bi pomenilo avtomaticno
zavrnitev postavke, vrednosti k* pa so pokazale slabo veljavnost pri dveh postavkah v kategoriji razumljivost (k*
= 0,33). Vse problematizirane dele vprasalnika smo dalje kognitivno testirali in na podlagi rezultatov uspesno
spremenili ter so bili nato sprejeti kot ustrezni v tretjem krogu testiranja.

Zakljucki: Kon¢na raz[ig'ica vprasalnika ima ustrezno vsebinsko veljavnost za uporabo med slovenskimi izvajalci
na MI temeljeCega KSTSPA in je pripravljena na preverjanje psihometricnih lastnosti.

This article was presented at the 2nd ISCPC conference, which took place in Cankarjev dom, Ljubljana, Slovenia, on 23 and 24 November, 2023. The conference was organised by the Community Health Centre
Ljubljana and Medical Faculty, University of Ljubljana, Slovenia.
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1 INTRODUCTION

Motivational interviewing (Ml) is a widely used and
effective conversational approach for helping people
change their behaviour (1). It seeks to strengthen a
person’s self-determined motivation by evoking their
inner resources and strengths (1). Several studies indicate
its effectiveness in counselling for excessive alcohol
consumption. (2).

An increasing number of primary healthcare and other
professionals in the helping professions use this approach,
and assessing its quality or use is essential for programme
and outcome optimisation. Tools for evaluating the
integrity of MI practice include the MISC (Manual for the
Motivational Interviewing Skill Code) (3-5) and the MITI
(Motivational Interviewing Treatment Integrity Code) (6,
7). These tools involve an expert assessing (part of) the
counselling session and the related demands with regard
to time, financial sources and knowledge (6, 7). Another
tool is supervisory, MIA:STEP (Motivational interviewing
assessment: Supervisory tools for enhancing proficiency)
(8), which can be self-administered by the practitioner and
used for subsequent supervision and discussion. This also
addresses a single session or part of a session. To the best
of our knowledge, there are no comprehensive, easy to
administer and validated self-assessment questionnaires
regarding MI practice, which might be used to help self-
assess longer time periods of MI usage to help shape
practice and inform research on the effectiveness and
outcomes in a practical way.

This study aims to address this gap through the initial

development and content validation of a comprehensive
self-assessment questionnaire to be used as an instrument
in cross-sectional studies among Slovenian experts that use
Ml in their work (MI practitioners), focusing specifically on
those conducting alcohol screening and brief intervention
(ASBI) in primary healthcare settings and social work
centres.

2 METHODS

A mixed methods approach was applied. We adhered to
the content validity protocol as described by Lynn (9),
upgraded with cognitive testing procedures. This iterative
process involved 10 steps spanning two distinct stages
(Figure 1).

2.1 Stage one - questionnaire development

The authors of this paper conducted a comprehensive
literature review, including the foundational work of the
MI authors Miller and Rollnick (1), literature on the main
MI practice coding systems (3-8), and a literature review
focusing on self-assessment of MI practice. This helped
generate the initial pool of items for the first version of
the questionnaire.

Stage 1:
Development

[1] Literature review and initial set of items
[2] Item selection and formation of the first version of the MI
questionnaire — MIQ 1.0

MIQ 1.0

e

content validity

First round of testing content validity and understandability \

[3] Global opinions of the firstexpert panel — EP1
Testing [4] Cognitive testing of the first group of potential respondents — CT1

[5] MIQ 2.0

Stage 2:
Judgement
and
quantification

Second round of testing content validity and understandability
[6] Systematically formed opinions of the second expert panel — EP2
[7] Cognitive testing of the second group of potential respandents — CT2

[ MIQ 3.0

Third round of testing content validity and understandability
[9] Specifically focused opinions of the second expert panel — EP2 — 3 and
potential third group of respondents in the pilot study

K [10] Confirmed MIQ. 3.0 /

Legend: [] - numbers in brackets define steps in testing content validity;MIQ 1.0/2.=/3.0 - version of Ml questionnaire

Figure 1. Stages and steps in testing the content validity of the MI practice self-assessment questionnaire.
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The literature review was conducted using the PubMed
bibliographic database in 2018, 2020, and during the
summer of 2023. Keywords used in the title/abstract
search  included “self-evaluation  questionnaire”,
“self-assessment scale”, “self-evaluation”, and “self-
assessment”. An article was considered relevant if it was
an original research paper or a scientific review article
that discussed self-assessment questionnaires related to
the practice of MI. We excluded articles that focused on
self-assessment of health outcomes in patients/clients or
that were self-assessment questionnaires not specific to
the practice of Ml (e.g., attitudes toward practicing Ml, its
effects, satisfaction with MI training, etc.). We assessed
the following data in the articles: the purpose of the tool,
including who it was intended for and the time period
it assessed, the MI elements selected, number of items,
response categories defined, and number of response
options on the response scales.

2.2 Stage two - judgment and quantification

2.2.1 Participants, materials, procedures, data
collection, and analysis regarding expert panels

We established two expert panels for our study. The
first panel consisted of five Ml experts, four of whom
were foreign members of the Motivational Interviewing
Network of Trainers, one being the second author of
this article. The fifth member was a national expert
who had collaborated in the national project “Together
for a Responsible Attitude Towards Drinking Alcohol”
(TRATAC, and in Slovenian “Skupaj za odgovoren odnos
do pitja alkohola”, SOPA) and helped to deliver MI-based
ASBI training for primary healthcare and social workers.
We sought the experts’ opinions on each item and the
questionnaire as a whole, considering four perspectives:
the relevance and understandability of the questions and
comprehensiveness and meaningfulness of the response
options. We used 4-point response scales (1 = not 2 =
somewhat 3 = quite 4 = highly relevant/understandable/
comprehensive/meaningful). The text for foreign MI
experts was translated into English by a Slovenian-English
translator and by the first author of this article, then
proofread by the second author. Email was used to both
interact with the experts and administer the questionnaire.
The second round of the expert panel involved six national
experts, all of whom were SOPA project MI trainers, with
one having previously participated in the first round.
Testing with both rounds of expert panels took place in
the fall of 2020, with a three-week gap between rounds.
In the first round, not all the experts completed the
feedback form in its entirety; two of them provided more
general opinions. Consequently, during data analysis, we
considered general comments and removed items if at
least one expert deemed them irrelevant. In the second
round, all the experts completed the entire form and

provided more general opinions. Data analysis included
calculation of three content validity indices, following the
guidelines of Lynn (9), Polit (10), and Halek (11): the item-
level content validity index (I-CVI) and both versions of the
scale-level content validity indexes (S-CVI) - the universal
agreement (S5-CVI-UA) and its more liberal variant, the
average agreement (S-CVI-Ave). S-CVI-UA was defined as
the proportion of the items the experts scored as valid
(ratings 3 or 4), with the cut-off point: S-CVI-UA>0.80 (10).
S-CVI-Ave was defined as the average proportion of the
items rated 3 or 4, with a cut-off score: S-CVI-Ave=0.90
(10). I-CVI was defined as the number of experts providing
a rating of 3 or 4/number of experts, with a cut-off
score: |-CVIz0.78 (9) and automatic item rejection value:
I-CVI<0.50 (11). Additionally, we calculated the modified
kappa coefficient (k*) as per Polit (12) to assess chance
agreement. The formula for k* was (I-CVI-pc) (1-pc), with
pc as the probability of chance occurrence calculated
with formula: [N!/Al(N-A)!] x 0.5 N, where N is the number
of experts and A is the number of experts agreeing on a
rating of 3 or 4 (11). The third round of the expert panel
involved the same experts from the second round. This
time, the questionnaire was administered using the survey
app (1KA), and the experts were asked to comment on
specific parts and confirm their broad agreement with
version MIQ 3.0.

2.2.2 Participants, materials, procedures, data
collection, and analysis regarding cognitive testing and
pilot study

We conducted cognitive testing with the SOPA MI-based
ASBI practitioners as potential respondents to help check
the understandability of the items and the questionnaire
as a whole. We conducted this testing in two rounds, each
proceeding the expert panels’ assessments. In total, we
included 10 practitioners, consisting of a family medicine
specialist, a specialist in sports medicine, two registered
nurses in family medicine practice, two nurses in home
care, and four social workers in social work centres. We
employed a cognitive interviewing method based on Willis
(13), and combined two techniques: think-aloud and verbal
probing. Following the reading aloud of the accompanying
instructions and questions, respondents were asked
to answer questions item by item. They shared in their
own words what each question was about, their level of
confidence in their understanding, how they interpreted
specific terms, their reasoning behind their answers,
the difficulty they encountered in responding, and their
perception of the comprehensiveness of the response
scale. At the end of the interview, we posed additional
meta-questions exploring which patients/clients or users
they had in mind while responding, whether they provided
principle-based answers to any questions, and whether
they anticipated answering any questions differently
when completing the questionnaire in a conventional
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manner. Throughout the process we encouraged the
participants to express their thoughts and suggestions,
especially when they detected areas for improvement.
These interviews were conducted during national COVID
restrictions, primarily via telephone or Zoom, and were
audio-recorded. The duration of the interviews ranged
from 47 to 123 minutes, and due to their length two of
them were conducted in two parts. We conducted a
preliminary analysis during the interviews, followed by a
more in-depth analysis upon reviewing the recordings.

After we aligned the feedback from MI experts and
practitioners for version 3.0, we additionally sought
comments from respondents in the succeeding pilot study
regarding the questionnaire. As with the cognitive testing,
the respondents were SOPA MI practitioners. Due to the
small sample size (n=31) and potential data identifiability,
we did not collect further details on the sampled individuals.
The pilot version of the questionnaire was administered via
a survey app (1KA) in the autumn of 2020. Participation
in all steps of the questionnaire validation process was
entirely voluntary and without any financial incentives.

3 RESULTS
3.1 Stage one - questionnaire development

We initially identified 19 articles and subsequently
excluded four articles either because they focused on self-
assessment in patients/clients (14-16) or did not address
the practice of MI (17).

Analysis of the remaining articles revealed the following:
All of the current self-assessment tools were developed or
published after 2003 (18-32), with almost half from 2020
onwards (10, 27-32).

Most of the self-assessment tools focused on evaluating
the implementation of Ml in a single conducted session (20,
21, 23-27, 29-31). In some cases, these tools were derived
from instruments used to assess Ml integrity, such as MISC
(27) or MITI (20, 31), or from a supervisory tool according
to MIA:STEP (21). In some of the other instances, they took
the form of checklist-style inventories (27, 28).

Various tools addressed the use of different elements of
MI. Almost all of them encompassed selected aspects of
the spirit of MI, with many focusing on skills (21-24, 27,
29) and emphasizing strategies for assessing readiness for
change (18, 21, 26, 29, 32). The range of relevant items in
these tools varied from one (19) to 20 (23). Some items
were ‘double/triple etc.-barreled’ (actually contained
two/three etc. different questions within one) (21, 8).

Response scales were often 5-point (18-20, 23, 27, 31) or
3-point (20, 29, 31), but some were 4-point (24, 25), binary
(26), 6-point (29), or 7-point (21). The scales measured
frequency (18), agreement (23), the extent of behaviour
(19-21, 31), or the number of occurrences of behaviour

(20, 31), expertise (24, 25), optimality (27), or capability
(29). In three cases, the possible response scales were not
described (28, 30, 32).

From our literature review, we generated a pool of 58
items addressing five important aspects of MI: partnership,
acceptance, evoking, resisting the righting reflex, and
strengthening self-efficacy. Some aspects of Ml we did
not assess include: focussing, planning, compassion, and
developing discrepancy. For practical reasons, we reduced
the number of items to 30. We introduced a 7-point
frequency scale and included instructions for completing
the questionnaire. This marked the creation of version
one of the MI questionnaire (MIQ 1.0).

3.2 Stage two - judgment and quantification

The first expert panel round revealed concerns about
the clarity of instructions and the understandability of
items. Specifically, there were questions about what the
period or frequency referred to, whether it was about
the total number of times the element was practiced, the
number of times in one session, with one or all patients/
clients, or the duration when it occurred. Some experts
raised concerns about the questionnaire’s length and
abundant response options, and some questioned the
often indifferent neutral middle option. Certain sections
were questioned regarding their understandability, and
these concerns were given special consideration during
the subsequent cognitive testing.

In the first round of cognitive testing all five respondents
quickly adapted to the instructions and almost instantly
discussed all the required aspects in one flow.

For example:

KT1_1_36-39/1/ (in item P3): “Yes - (reads the question:)
How often have you checked if you and the patient (skips
the words ‘slash client’) are working together towards the
same goal? (short pause, thinking) How often? Well... this
actually refers to, it refers to one patient, if | understand
correctly, | would interpret it this way: it refers to one
patient over several sessions or encounters (note: it
means meetings), and | would understand it as, do | check
with the patient at each encounter if we are on the same
path (short pause)... yes, | would answer (short pause)
‘almost always’. Almost every time the patient came for
an encounter, | somehow checked, actually, even between
the lines, if we were heading toward the same goal. |

'y

would answer ‘almost always’.

Moderator: (waits for a moment) “l see, okay, now you’ve
also told me how you came to your thoughts. What do you
think of this question - is it difficult/easy, understandable?”

KT1_1_36-39(1): (short pause) “I find this question quite
okay. It’s fine with me. Good.”
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Moderator: “And what about the appropriateness of the
answers, are they fine? The options, are they okay?”
KT1_1_36-39(1): “Yes, ‘never’ is out, well, ‘almost every
time’, yes, you kind of refresh or check at almost every
encounter if we are both working toward the same goal.
| could choose ‘frequently’, well, either ‘frequently’ or
‘almost always’ | would choose.”

Moderator: “l see, what would you choose?”

KT1_1_36-39(1): (pause) “Now, if there were only ‘never’,
‘sometimes’, ‘always’, | would choose ‘sometimes’, well,
now, because | have two more sub-questions, ‘frequently’
and ‘almost always’. yes, | chose ‘almost always.’”

Some answers were based less on actual experience
(or memory of it) and were more principle-based or
considered less thoughtfully. This was primarily the case
for some items related to the spirit of MI, particularly
partnership and acceptance. Items containing the verbs
“ask” and “tell” were affected to a lesser extent. At times
different respondents or even the same respondent had
particular patients/clients in mind. Respondents showed
a good general understanding of the optimal practice of
MI elements. Some testers liked the multiple response
options, some found them unnecessary. Typically,
respondents tended to select the middle answer with less

consideration, and they did not encounter difficulty in
choosing an adjacent option when prompted.

Using the respondents’ answers, we adapted the
instructions to be more precise and direct in completing
the questionnaire based on actual experience over
principle-based answers. We added adverbial or adjectival
emphasis to certain words and underlined them (e.g.,
actively strive). We also removed the middle option for
answers. This resulted in the creation of version two of
the MI questionnaire (MIQ 2.0).

In the second expert panel round the indices and the
modified kappa coefficient indicated that some experts
found understandability problematic with regard to the
elements of partnership, acceptance and resisting the
righting reflex, and relevance in element evoking according
to the S-CVI-UA value. However, no item had any of the
four categories indices with values lower than 0.50, at
which point an item would automatically be removed, as
indicated by Halek (11). As suggested in the literature (9,
10), they were instead taken into special consideration
for further adaptation and/or testing. Detailed values of
the indices and k*s in all four categories are presented in
Tables 1, 2 and 3.

Table 1. The content validity of the measurement instrument as a whole and by specific Ml elements, with the universal agreement of

experts (S-CVI-UA).

S-CVI-UA!
RELEVANCE UNDERSTANDABILITY COMPLETENESS MEANINGFULNESS
MI scale/element of the question of the question of response options of response options
Scale as a whole 0.93 0.67 0.93 0.85
Partnership 1.00 0.33 1.00 0.67
Acceptance 0.80 0.40 0.80 0.80
Evoking 0.75 1.00 1.00 1.00
Resisting the righting reflex 1.00 0.67 0.83 0.83
Strengthening self-efficacy 1.00 1.00 1.00 1.00

Legend: 'S-CVI-UA = the proportion of the items the experts scored as valid (ratings 3 or 4); cut-off point: S-CVI- UA>0.80 (10)

Table 2. The content validity of the measurement instrument as a whole and by specific Ml elements, with the universal agreement of

experts (S-CVI-UA).

S-CVI-Ave'
RELEVANCE UNDERSTANDABILITY COMPLETENESS MEANINGFULNESS
MI scale/element of the question of the question of response options of response options
Scale as a whole 0.99 0.93 0.98 0.98
Partnership 1.00 0.86 0.94 0.94
Acceptance 0.97 0.73 0.97 0.97
Evoking 0.96 1.00 1.00 1.00
Resisting the righting reflex 1.00 0.94 0.95 0.97
Strengthening self-efficacy 1.00 0.95 1.00 1.00

Legend: 'S-CVI- Ave = the average proportion of the items rated 3 or 4; cut-off score: S-CVI-Ave=0.90 (10)
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Table 3. Values of the validity index for individual items (I-CVI) and the modified kappa coefficient (k*) for 27 items.

RELEVANCE UNDERSTANDABILITY COMPLETENESS MEANINGFULNESS
MI element ltem code* of the question of the question of response options of response options
and content . . 5 .
N sy FCVE D2 K* Ny FCVE p? K* N5y FCVE p2 k* N,y FCVE p? k*

PARTNERSHIP P1 make P/C feel 6 1.00 0.000 1.00 5 0.83 0.094 0.67 5 0.83 0.094 0.67 5 0.83 0.094 0.67
comfortable
P2 being supportive 6 1.00 0.000 1.00 5 0.83 0.094 0.67 5 0.83 0.094 0.67 5 0.83 0.094 0.67
P3 working together 6 1.00 0.000 1.00 6 1.00 0.000 1.00 6 1.00 0.000 1.00 6 1.00 0.000 1.00
P4 P/C’s input 6 1.00 0.000 1.00 4 0.67 0.234 0.33 6 1.00 0.000 1.00 6 1.00 0.000 1.00
P5 incorporate 6 1.00 0.000 1.00 6 1.00 0.000 1.00 6 1.00 0.000 1.00 6 1.00 0.000 1.00
P/C’s ideas
P6 be there in 6 1.00 0.000 1.00 5 0.83 0.094 0.67 6 1.00 0.000 1.00 6 1.00 0.000 1.00
case P/C changes
their mind

PARTNERSHIP A1 P/C’s view 6 1.00 0.000 1.00 6 1.00 0.000 1.00 6 1.00 0.000 1.00 6 1.00 0.000 1.00
is relevant
A2 strive to 6 1.00 0.000 1.00 5 0.83 0.094 0.67 5 0.83 0.094 0.67 5 0.83 0.094 0.67
understand
A3 P/C’s choice 6 1.00 0.000 1.00 5 0.83 0.094 0.67 6 1.00 0.000 1.00 6 1.00 0.000 1.00
to change
A4 respect P/C’s 6 1.00 0.000 1.00 6 1.00 0.000 1.00 6 1.00 0.000 1.00 6 1.00 0.000 1.00
decision
A5 P/C’s personal 5 0.83 0.094 0.67 4 0.67 0.234 0.33 6 1.00 0.000 1.00 6 1.00 0.000 1.00
growth

EVOKING E2 P/C’s own reasons 6 1.00 0.000 1.00 6 1.00 0.000 1.00 6 1.00 0.000 1.00 6 1.00 0.000 1.00
E3 P/C’s own 6 1.00 0.000 1.00 6 1.00 0.000 1.00 6 1.00 0.000 1.00 6 1.00 0.000 1.00
strategies
E4 encourage 5 0.83 0.094 0.67 6 1.00 0.000 1.00 6 1.00 0.000 1.00 6 1.00 0.000 1.00
P/C’s thinking
E5 P/C’s inner 6 1.00 0.000 1.00 6 1.00 0.000 1.00 6 1.00 0.000 1.00 6 1.00 0.000 1.00
strenghts and
sources

RESISTING THE R1* explaining 6 1.00 0.000 1.00 6 1.00 0.000 1.00 6 1.00 0.000 1.00 6 1.00 0.000 1.00

RIGHTING REFLEX without first
exploring
R2* talking about 6 1.00 0.000 1.00 5 0.83 0.094 0.67 5 0.83 0.094 0.67 5 0.83 0.094 0.67
own knowing
R3* reasons 6 1.00 0.000 1.00 6 1.00 0.000 1.00 6 1.00 0.000 1.00 6 1.00 0.000 1.00
without permission
and inquire
R4* ideas without 6 1.00 0.000 1.00 6 1.00 0.000 1.00 6 1.00 0.000 1.00 6 1.00 0.000 1.00
permission
and inquire
R5* talk P/C into 6 1.00 0.000 1.00 5 0.83 0.094 0.67 6 1.00 0.000 1.00 6 1.00 0.000 1.00
R6 suggestions 6 1.00 0.000 1.00 6 1.00 0.000 1.00 6 1.00 0.000 1.00 6 1.00 0.000 1.00

after permission
and inquire

Legend:
* reverse scaling
"N(exp3-4) = number of experts providing a rating of 3 or 4

2]-CVI (content validity index) = number of experts providing a rating of 3 or 4/number of experts; cut-off score: I-CVI>0.78 (9); automatic item rejection:

I-CVI<0.50 (11)

3pc (probability of chance occurence) = [N!/A!(N-A)!] x 0,5N N = number of experts; A = number of experts agreeing on a rating of 3 or 4 (11)

“k* (modified kappa) = (I-CVI-pc)(1-pc)
5P/C = patient/client
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In the second round of cognitive testing, the respondents
properly understood both items that were considered
potentially problematic in terms of understandability by
the expert panel. For example, the expression “personal
growth”, considered too broad and not understandable by
two panel experts in round two, was consistently viewed
by respondents in the second round of cognitive testing
as one’s general ability to change one’s way of thinking
and behaving, to undergo the necessary behaviour
change, or to stop drinking (excessively). In this round the
respondents also demonstrated appropriate knowledge
regarding the optimal practice of different Ml elements
and remembered different patients/clients and situations.
However, they provided fewer principle-based answers
(although some instances still occurred, again in the
partnership and acceptance subscales) and relied more on
their memory of actual situations.

Based on insights and suggestions from the second round
of the expert panel and the cognitive testing we made
changes to some expressions, and divided some items into
two separate questions, made further improvements to
the instructions, and created the third version of the MI
questionnaire (MIQ 3.0).

This final version of the questionnaire was then approved
by the expert panel in the third round, and no further
comments were received from respondents during the
questionnaire piloting.

4 DISCUSSION

The main aim of this study was to develop a comprehensive
self-assessment questionnaire about practicing MI in
conducting ASBI and to test its content validity. We used
an iterative process involving a literature review, expert
panel method and cognitive testing. This resulted in a
content-valid 30-item long self-assessment questionnaire
with a 6-point response scale exploring five elements of
MI practice when conducting ASBI.

Based on our review, previous studies have neither
generated nor used a comprehensive and content-valid
self-assessment questionnaire for MI practitioners that
can be used for assessing Ml practice over extended time
periods - e.g. weeks or months. One study, however (18),
did ask practitioners two MI questions (out of 39) about
past practices in smoking cessation counselling. These two
items focused on the self-assessment of the importance of
change and confidence in making the change. This earlier
questionnaire showed good content validity and internal
consistency (18), and we included these aspects of those
items in our questionnaire.

The expert panel’s opinion can be analysed in different
ways (e.g. 34, 35). In our case this involved calculating
different content indexes in four content categories,

allowing us to analyse the experts’ opinions very
systematically and to pinpoint exactly where the potential
problem was and what we needed to do about it. The
otherwise acceptable to high or even optimal values of
the CVIs (I-CVI, S-CVI-UA/Ave) and k* were most negatively
affected by two items due to the expert panel’s concerns
about understandability. Due to the fact that none of the
items had their index value lower than 0.5, they were not
automatically rejected. Similar to Halek et al. (11) and
Carli et al. (34) in such cases, these items were further
tested with potential respondents.

In the iterative process of cognitive interviewing, the
respondents understood both previously problematised
items by the expert correctly and so the questions
remained. In some other questions, at first some
expressions were less understandable, and some items
were answered in a more principle-based manner. These
items were adjusted and in the subsequent testing the
questions were understood accurately and were answered
more based on the memory of the respondents’ actual
experiences. Similarly, Robinson et al. (36) succeeded
in enhancing the understandability of the questionnaire
substantially by conducting this iterative process. In
this way, our results confirmed the value of cognitive
interviewing as a powerful tool for gaining insight into the
thought process of the respondents and for improving the
understandability of the questionnaire (as per Willis) (13).

Our study has potential limitations that need to be
addressed. Firstly, we focused on five MI elements, a
mixture of selected aspects of the MI spirit, processes and
principles, whilst leaving some of the aspects of these as
well as skills, strategies and techniques out. This is not
unique to our questionnaire, but is rather a common feature
of other questionnaires and MI assessment tools which also
cover different selected aspects of the MI spirit and/or
different selected behaviours as stated earlier in this article.
Which MI practice variables are selected and how they are
captured varies at least to a certain degree. As per Moyers
et al. (6), it is acceptable not to include some aspects to
reduce the complexity of the tool whilst also being clear
about those elements or aspects that are included.

Next, according to our cognitive testing results,
respondents might answer some questions in a more
principle-based manner and/or less thoughtfully, usually
more with those items seeking to capture the spirit of MI.
We tried to reduce this tendency by adding instructions
about the importance of answering according to actual
personal experience rather than the professional ideal,
and emphasising the practical value of completing the
questionnaire in a manner which encourages reflection
on one’s personal MI practice. Whilst principle-based
answering may reflect a respondent’s difficulty in
assessing their personal performance, Beckman et al.
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(31) comment on the effect of metacognition, as (self-)
estimates may become more accurate during repeated
testing and subjective ratings become more aligned
with the objective ones. Regular use of check-lists and
supervision may further add to this alignment of subjective
and objective performance rating (31), especially when
divergence encourages reflection and deliberate practice.
Nonetheless, combining self-assessment instruments with
objective ratings of performance may be optimal (31).

The questionnaire we developed is not short. The MI
questionnaires mentioned earlier have up to 20 items,
while ours has 30, and some of the experts felt that
the length might lower the response rates. However,
the respondents in the cognitive testing part of this
study did not comment on the questionnaire being too
long. As per Robinson (33), to fully capture the richness
of multidimensional variables, a larger number of items
is required. In our case, the five Ml elements we chose
to incorporate could potentially mean five different
dimensions of the questionnaire. Having approximately
six items per element before testing the psychometric
properties and potentially needing to narrow down the
number of items per element/dimension/subscale to
three, as the generally recommended minimum (33),
makes this a rational decision.

Finally, some of the items are alcohol-risk-factor-specific,
and the language of the questionnaire is Slovenian. These
specifics call for additional content validity testing when
planning to use the instrument in a broader context and/
or different languages.

There have been very few published studies on self-
assessment of practicing MI. This is a rather young
research field, as the majority of identified studies were
published after 2015, half of them after 2020. Our study
focused on the content validity of the questionnaire,
leaving it open for further validation processes, including
testing its psychometric properties, as in, for example,
Socan et al. (37).

5 CONCLUSIONS

To the best of our knowledge, this is the only study in
the MI research field that has deployed such a rigorous
and comprehensive procedure for establishing the
content validity of a self-assessment questionnaire. The
questionnaire’s final version demonstrates appropriate
content validity and is ready for testing its psychometric
properties. With regard to reducing its length, we suggest
the first items to be removed are those with a potentially
higher likelihood of principle-based responses.
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