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 The purpose of this study was to assess the impact of motivational interviewing 

(MI) counselor training in a public vocational rehabilitation (VR) setting. Data were 

collected from a total of 347 participants (67 counselors and 280 clients) in the 

experimental and comparison groups, during the pre-and-posttests. The counselors in the 

experimental group received a 4-hour standardized MI training and a 4-week follow up 

coaching sessions. Results of this study indicated that counselors in the experimental 

group demonstrated significant gains in their MI competence scores compared to the 

comparison group. The clients of the experimental group’s counselors significantly 

improved their engagement in VR services and working alliance with their counselors. 

Also, counselors’ education level and CRC status showed strong correlation with the 

posttest MI competence total scores. Finally, working alliance was found to be a 

significant predictor of client engagement.   
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This study established the preparatory knowledge for the relationship between MI 

counselor training, client engagement, and counselor-client working alliance in a public 

rehabilitation setting. The results of this study contribute to the rehabilitation literature by 

providing evidence-based knowledge and tools designed to improve the quality of VR 

service outcomes, such as employment, for people with disabilities. With the findings of 

this research, there is evidence available to provide rehabilitation administrators to justify 

investing time and other resources into training rehabilitation counselors on the use of MI 

intervention. 
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CHAPTER 1. INTRODUCTION

A rehabilitation counselor is a counselor who possesses the specialized 

knowledge, skills, and attitudes needed to collaborate in a professional relationship with 

persons with physical, mental, developmental, cognitive, and emotional disabilities to 

achieve their personal, social, psychological, and vocational goals (Rehabilitation 

Counseling Consortium, 2005; Commission on Rehabilitation Counselor Certification 

[CRCC], 2012). The professional identity of a rehabilitation counselor has wide formal 

endorsement by the major professional organizations such as the Council for 

Accreditation of Counseling and Related Educational Programs (CACREP) and the 

members of the Rehabilitation Counseling Consortium (RCC),  Council on Rehabilitation 

Education (CORE), Commission on Rehabilitation Counselor Certification (CRCC), 

American Rehabilitation Counseling Association (ARCA), National Rehabilitation 

Counseling Association (NRCA), National Council on Rehabilitation Education (NCRE), 

International Association of Rehabilitation Professionals (IARP), American Deafness and 

Rehabilitation Association (ADARA; Maki & Tarvydas, 2012). Rehabilitation counselors 

have a multifaceted array of job functions and skills required to deliver services in a 

variety of practice settings including public rehabilitation agencies (e.g., state vocational 

rehabilitation or community rehabilitation providers), private rehabilitation agencies (e.g., 

workers compensation or insurance companies, etc.), mental health facilities (e.g., 

community mental health organizations), hospitals (e.g., physical rehabilitation or 

psychiatric outpatient programs), schools, private practices and other organizations 
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(Chan, Tarvydas, Blalock, Strauser, & Atkins, 2009; Leahy, Chan, & Saunders, 2003). 

Throughout the rehabilitation process, rehabilitation counselors evaluate clients’ abilities, 

knowledge, and skills; provide individual and group counseling; develop rehabilitation 

plans based on clients’ values, goals, strengths, and limitations; promote beneficial 

growth or change through self-advocacy, psychological, vocational, social, and 

behavioral interventions (Maki & Tarvydas, 2012; Leahy et al., 2003). 

Today's era of accountability and research utilization impacts all rehabilitation 

counselors (Chan et al., 2009). Increasing health-care costs, shrinking profit margins and 

public funding, budget-minded employers and government agencies are asking hard 

questions about expected outcomes of rehabilitation methods and demanding objective 

evidence to justify their support of rehabilitation services (Chan, Rosenthal, & Pruett, 

2008). The push to implement evidence-based practices (EBP) demands a new and 

pervasive change in the culture and practice of rehabilitation counseling (Chan et al., 

2009). The rehabilitation researcher-counselor collaboration is critical in all aspects of 

implanting EBP in the field of rehabilitation (Chan et al., 2008). As a conceptual 

framework and philosophy, EBP advocates that every rehabilitation and health 

professional should have an interest in delivering the best possible services to their 

clients, based on the best clinical practices available from the research evidence (Chan et 

al., 2009). The utilization of EBP also allows rehabilitation counselors to fulfill their 

ethical obligations to their clients. The information through EBP will allow counselors to 

better protect clients from harm (nonmaleficence), result in improved efficiency in 

utilization of scarce resources (justice), and allow clients to exercise knowledgeable self-

determination and truly informed choice (autonomy) (Chan et al., 2009).  
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In the last decade, motivational interviewing (MI) has gained much attention from 

rehabilitation researchers. MI is a well-defined EBP and consistent with the ideas and 

suggestions of rehabilitation counseling educators and practitioners (Wagner & 

McMahon, 2004). The common fundamentals of MI and rehabilitation counseling 

include resolving ambivalence about potential changes; examining the pros and cons of 

changing; building confidence about succeeding; avoiding a premature focus on 

threatening topics; promoting client autonomy, engagement, and choice; and accepting 

client disregard or rejection of assistance. MI borrows heavily from traditional client-

centered counseling approaches that have served as the basis for much of rehabilitation 

counseling philosophy and has been developed in the modern context of brief 

interventions, which are essential in modern-day rehabilitation counseling practice 

(Wagner & McMahon, 2004). MI is a valuable tool, strategy and additional skill set for 

rehabilitation counselors to use as they work with clients to (a) reduce resistance; (b) help 

resolve ambivalence between competing motivations that can constrain them from acting; 

and (d) develop clear, achievable, rehabilitation goals (Manthey, Jackson, & Evans-

Brown, 2011). 

Significance of Problem 

Advance research increases the ability of researchers to identify and document 

EBPs and guide practitioners towards the best possible client outcomes (Chan et al., 

2008). A lack of advanced research capacity has been one of the major criticisms of the 

rehabilitation profession. The spread of rehabilitation counseling in multiple service 

settings has made rehabilitation research very complex (Fleming, Del Valle, Kim, & 

Leahy, 2012). Unlike the beginnings of other counseling specialties and health-related 
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occupations, rehabilitation counseling was mandated as a specific work role through 

federal legislation (Smith-Fess Act in 1920), which established the public state-federal 

rehabilitation program in the United States. In the years following this landmark 

legislation, rehabilitation counseling practice in the public and private sectors evolved 

and expanded to provide a comprehensive array of vocational and independent living 

services to increasing population of persons with wide range of physical and mental 

disabilities (Leahy & Szymanski, 1995). Rehabilitation counselor job roles and training 

needs have been significantly affected by current trends and legislative mandates in 

counseling and rehabilitation, such as the counselor licensure movement, mandates to 

serve people with significant disabilities in state vocational rehabilitation (VR) agencies, 

and emerging disability management models in private rehabilitation (Chan et al., 2003).  

As rehabilitation programs experience increased pressure to provide EBPs, 

rehabilitation researchers increasingly focus on validating the effectiveness of different 

models, interventions and practices (Chan et al., 2008). Despite many purported strengths 

from adapting a model of EBP, there are a variety of significant challenges that limit 

utilization and adaptation of the EBP model in rehabilitation counseling settings (Strauser 

& Wong, 2010). First, rehabilitation counseling has broad multidisciplinary backgrounds 

where multiple outcomes are appropriate for the individuals served (i.e., employment, 

independent living, etc.). Second, one of the biggest concerns cited in the rehabilitation 

literature is the overall lack of Level 1 studies, randomized controlled trials (RCT). Third, 

the breadth and complexity of rehabilitation service delivery and an emphasis on 

empowerment (participatory action research), complicate the rehabilitation research 

process. Fourth, studies in rehabilitation typically use small sample sizes and do not use 
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or analyze blinding or placebo effects. Finally, there is an overall lack of funding (i.e., 

pilot studies, intervention development) allocated to developing and promoting high 

quality research evidence that can be used to guide rehabilitation counseling practice 

(Strauser & Wong, 2010). 

Purpose 

Evidence for the effectiveness of MI for promoting behavior change has been 

established in RCTs in several fields including substance abuse, mental health and 

medicine (Manthey, Brooks, Chan, Hedenblad, & Ditchman, 2015). Despite the fact that 

the benefits of using MI in rehabilitation settings are well documented, there is lack of 

research addressing the utilization of MI in rehabilitation counseling. The purpose of this 

study was to determine the impact of MI training designed to improve rehabilitation 

counselors’ counseling skills to promote clients’ engagement in return-to-work behaviors 

and to establish strong working alliance. To date, there is no RCT conducted 

investigating the impact of MI training for rehabilitation counselors. Similarly, no studies 

in the rehabilitation literature investigated the client outcomes related to MI counselor 

training. The current study addressed these gaps and was intended to establish the 

preparatory knowledge for the integration process of MI methods in public rehabilitation 

settings through counselor training using the RCT research design.  

The target group in this study was rehabilitation counselors who work for state-

federal VR agencies and their clients. Rehabilitation counselors who work for VR 

agencies play an instrumental role in assisting clients who have physical, mental, 

developmental, cognitive, and emotional disabilities achieve their independent living and 

employment goals. Each year, over half of the people with disabilities find employment 
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in integrated settings after receiving VR services (Leahy, Chan, & Lui, 2014). 

Rehabilitation counselors who are employed in VR agencies are expected to provide the 

most effective psychosocial and vocational services and interventions by integrating the 

best scientific evidence and client perspectives, to help clients find good-paying jobs, 

consistent with their abilities and career interests (Leahy et al., 2014). Rehabilitation 

counselors are currently under high pressure due to (a) large caseloads with clients with 

multicultural backgrounds, (b) several changes in implementation of services due to new 

legislative mandates, and (c) increased expectations to improve client service and the 

number of quality placements for VR clients (McClanahan & Sligar, 2015). There is a 

greater need than ever for EBPs in VR that will help counselors to facilitate quality 

rehabilitation services (Graham et al., 2013).  

The results of this study contributed to the rehabilitation literature by providing 

evidence-based knowledge and tools designed to improve quality of VR service 

outcomes, such as employment, for people with disabilities. Currently, there is a gap in 

the rehabilitation literature addressing the relationship between MI counselor training, 

client engagement and counselor-client working alliance. There was no evidence to 

provide to rehabilitation administrators to justify investing time and other resources into 

training rehabilitation counselors on the use of MI intervention. This study aimed to 

emphasize that rehabilitation counselors who work for VR agencies require a unique skill 

set to provide VR services and that these skills do not develop just from the practical 

experience derived from years of service as rehabilitation counselors. The findings of this 

study may influence VR practice and policy by identifying strategies for counselors to 

employ during counseling sessions that contribute to higher client engagement and 
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successful client outcomes.  

Research Questions 

1. Does MI counselor training impact rehabilitation counselors’ perceived MI 

competence?  

2. Are there differences between counselor demographics (gender, years of 

counseling experience, level of education, CRC status) that influence rehabilitation 

counselors’ perceived MI competence? 

3. Does MI counselor training impact clients’ perceived working alliance?  

4. Does MI counselor training impact client engagement in VR services? 

5. Do rehabilitation counselors’ perceived MI competence and clients’ perceived 

working alliance predict client engagement in VR services?  

Null Hypotheses 

Null hypothesis 1 (H01): The MI counselor training will not increase 

rehabilitation counselors’ perceived MI competence. 

Null hypothesis 2 (H02): There are no differences between counselor 

demographics (gender, years of counseling experience, level of education, CRC status) 

that influence rehabilitation counselors’ perceived MI competence. 

Null hypothesis 3 (H03): MI counselor training will not increase clients’ perceived 

working alliance. 

Null hypothesis 4 (H04): MI counselor training will not increase client 

engagement in VR services. 

Null hypothesis 5 (H05): Rehabilitation counselors’ perceived MI competence and 

clients’ perceived working alliance will not predict client engagement in VR services. 
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Definitions 

1. Rehabilitation Counselor is a counseling practitioner who assists persons 

with disabilities with physical, mental, developmental, cognitive, and emotional 

disabilities to achieve their personal, career, and independent living goals in the most 

integrated setting possible through the application of the counseling process. Techniques 

and modalities used by rehabilitation counselors may include, but are not limited to: (a) 

assessment and appraisal; (b) diagnosis and treatment planning; (c) career (vocational) 

counseling; (d) individual and group counseling; (e) case management, referral, and 

service coordination, (f) program evaluation and research; (g) interventions to remove 

environmental, employment, and attitudinal barriers; (h) consultation services among 

multiple parties and regulatory systems; (i) job analysis, job development, and placement 

services, including assistance with employment and job accommodations; and (j) the 

provision of consultation about and access to rehabilitation technology (CRCC, 2012).  

2. Motivation is defined as the process that initiates, directs, and maintains goal-

oriented behaviors. Motivation involves the biological, emotional, social and cognitive 

forces (Ryan, 2012). 

3. Motivational Interviewing is a client-centered, directive, yet non-

confrontational counseling approach to enhancing motivation for change by exploring 

and resolving ambivalence (Miller & Rollnick, 2002; 2013). 

4. Evidence Based Practice (EBP) is the process of applying research to practice 

and described with the following four steps: (a) formulating a question from a clinical 

problem; (b) systematically retrieving the best evidence available; (c) critically appraising 

evidence for validity, clinical relevance, and applicability; and (d) implementing useful 



9 

findings in clinical practice (Chronister, Chan, da Silva Cardoso, Lynch, & Rosenthal, 

2008).  

5. Ambivalence refers to the simultaneous holding of two contrary opinions 

(wanting and not wanting something, or wanting both of two incompatible things) about 

the same subject matter (Miller & Rollnick, 2013).  

6. Working Alliance is a collaboration between the client and the counselor 

based on the development of an attachment bond as well as a shared commitment to the 

goals and tasks of counseling (Bordin, 1979).  

7. Client Engagement refers to VR clients’ attendance to VR services and 

interventions geared to promote positive attitudes and behavior (Dutta et al., 2016). 

8. Self-determination refers to both the right and capacity of people to exert 

control over and direct their lives (Wehmeyer, 2004).  

9. Self-Efficacy refers to an individual’s belief in his or her capacity to execute 

behaviors necessary to produce specific performance attainments (Bandura, 1977; 1982). 

Self-efficacy reflects confidence in the ability to exert control over one’s own motivation, 

behavior, and social environment. 

10. Knowledge Translation refers to the process of moving evidence-based 

knowledge to the hands of practitioners (Graham et al., 2006). The main goal of 

knowledge translation is to ensure that diverse communities benefit from academic 

research results through improved social and health outcomes.  

Limitations 

In contrast to the majority of the research in the area of MI counselor competency 

that relied only on counselor-perceived competency measures, this study investigated the 
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impact of MI counselor practice behavior from clients’ perspective. This approach 

enhanced the validity of the study. However, as with any study, there were still 

limitations. This study recognizes the following limitations: 

1. The sample size of this study was limited to 17 VR offices in Southeast 

Florida. The sample, therefore, may not be representative of the population as a whole. 

This limits the generalizability of the findings. 

2. Even though pretests were used, these measures do not rule out other potential 

differences among the counselors such as intelligence, motivation, or effects of other 

types of training. 

3. Due to counselors’ time constraints and heavy workloads, the follow-up 

coaching sessions were voluntary. Limited attendance did not allow researcher to collect 

substantial information about follow-up coaching sessions and long-term effects of the 

training on rehabilitation counselors. 

Study Design 

A RCT was used to determine the effectiveness of MI training designed to 

improve rehabilitation counselors’ counseling skills to promote client engagement in 

return-to-work behaviors and to establish a strong working alliance. Rehabilitation 

counselors were randomly assigned to the experimental and comparison groups. 

Counselors in the experimental group received a 4-hour standardized MI training and a 4-

week follow up coaching sessions. The study instruments were given to both 

rehabilitation counselors and clients in the experimental and comparison groups during 

the pretest and posttests. Data was analyzed comparing the two groups.  
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Variables 

Dependent Variables 

The following dependent variables were included in the study: 

• Rehabilitation counselors’ perceived competency in using MI as measured by 

the Social Cognitive Motivational Interviewing Competence Scale (SCMICS). 

• Clients’ VR engagement as measured by the Vocational Rehabilitation 

Engagement Scale (VRES).  

• Working alliance as measure by the Working Alliance Inventory-Short 

Counselor and Client Forms (WAI-S). 

• Clients’ distress levels as measure by the Outcome Rating Scale (ORS). 

Independent Variables 

The following independent variable was included in the study: 

• A 4-hour Motivational Interviewing Training following by a 4-week follow up 

coaching session. 

Chapter Summary 

There is a lack of intervention studies in the rehabilitation literature (Johnson, 

Brown, Harniss, & Schomer, 2010). Identification of emerging and promising practices 

help inform the development of EBP and allow researchers to learn how contextual 

factors may influence the interest and ability to acquire, apply, and share practices in the 

field. Over the past two decades, MI has gained much attention by rehabilitation 

researchers due to its successful utilization in a variety of settings with diverse client 

groups that intersect with employment and rehabilitation. The current study aimed to 

investigate the effectiveness of MI counselor training in a rehabilitation setting. The 
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findings of this study not only contribute to intervention research efforts in rehabilitation 

literature but also establish the preparatory knowledge for field practitioners on how to 

integrate MI methods in public rehabilitation settings.  
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CHAPTER 2. LITERATURE REVIEW

A growing body of literature demonstrates that client motivation is one of the 

essential ingredients of effective counseling (Chan, Shaw, McMahon, Koch, & Strauser, 

1997; Manthey et al., 2015). In particular, motivation has been shown to play a key role 

in the success of rehabilitation counseling outcomes (Larson, 2008; Manthey et al., 2011; 

Manthey et al., 2015; Wagner & McMahon, 2004). Clients often have competing 

interests, values, and conflicts related to rehabilitation goals, and it is important for 

counselors to learn how to effectively help individuals to explore and resolve this 

ambivalence (Manthey et al., 2015). Recently, MI has received considerable attention in 

the rehabilitation field because it offers an effective method to empower clients, resolve 

ambivalence and encourage client engagement. MI is useful for changing counselors’ 

attitudes toward helping clients and provides a framework for counselors to use specific 

techniques to increase client motivation in order to achieve goals (Manthey et al., 2011; 

Wagner & McMahon, 2004). Training rehabilitation counselors in the use of MI can 

improve the rehabilitation counseling practice and ultimately may lead to an increase in 

successful client outcomes. The goal of this study was to investigate the effectiveness of 

MI training designed to improve rehabilitation counselors’ counseling skills to establish a 

strong working alliance and promote client engagement.  

Motivational Interviewing 

MI is a client-centered, directive, yet non-confrontational counseling approach to 

enhancing motivation for change by exploring and resolving ambivalence (Miller & 
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Rollnick, 2002; 2013). MI was first developed and applied to substance abuse issues and 

has become increasingly popular in a variety of settings including health care, forensics, 

mental health, and rehabilitation (Page & Tchernitskaia, 2014). MI is used by a diverse 

range of practitioners to facilitate lifestyle changes, to produce significant change in 

client behaviors, and to improve treatment adherence for a number of health problems 

such as obesity, diabetes, pain management, and HIV risk behavior (Britt & Blampied, 

2010; Miller, Yahne, Moyers, Martinez, & Pirritano, 2004; Söderlund, Madson, Rubak, 

& Nilsen, 2011). MI has earned its standing as an evidence-based treatment and is 

currently listed on the National Registry of Evidence-Based Practices and Programs 

(2012). It can be used as a brief intervention and is compatible with many different 

treatment approaches, which permits its integration into many clinical practices, 

particularly in settings where there are time constraints (Söderlund et al., 2011). While 

MI comprises specific, trainable practitioner skills, it is not just a set of techniques but a 

clinical communication method to explore clients’ needs, concerns, and goals to assess 

readiness to change (Miller & Rollnick, 2009). Ml is structured and relies on specific 

therapeutic techniques, but much of its power to facilitate comes from the MI spirit 

(Iarussi, Vest, Booker, & Powers, 2016). 

Motivational Interviewing Spirit 

The spirit of Ml involves respectful collaboration, and it is defined by 

partnership, acceptance, compassion, and evocation (PACE; Miller & Rollnick, 2013). 

Partnership refers to the practitioner’s role in the change process. The Ml practitioner 

does not dictate what change needs to occur; he or she helps the client explore changes 

the client wants to make and walks the path of change with them (Miller & Rollnick, 
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2013). Acceptance is an extension of Rogers’ (2007) concept of unconditional positive 

regard. Expressions of acceptance in MI include supporting client autonomy, expressing 

accurate empathy, and reflecting client strengths and attributes through genuine 

affirmations (Iarussi, Tyler, Littlebear, & Hinkle, 2013). Compassion emphasizes the 

primary focus on the client’s welfare. The evocation aspect of the spirit recognizes that 

the client has strengths, knowledge and wisdom, actively working to draw those out. It is 

the opposite of a deficit model, which focuses on making the client the center of the 

change process (Miller & Rollnick, 2002).  

Outcome Research and Client Outcomes 

The first systematic reviews of the empirical literature on MI provided evidence 

of the effectiveness of MI approaches in substance abuse problems, hypertension, 

bulimia, and diabetes treatment adherence (Burke, Arkowitz, & Menchola, 2003; Dunn, 

Deroo, & Rivara, 2001; Manthey et al., 2015; Noonan & Moyers, 1997). The first meta-

analysis on MI conducted by Burke et al. (2003) helped researchers better understand 

how, why, and for whom MI works. The results extracted from 30 controlled clinical 

trials demonstrated significant effect sizes compared with no-treatment or placebo groups 

for problems with alcohol, drugs, diet and exercise (Cohen’s d ranging from .25 to .57). 

The meta-analyses conducted by Rubak, Sandbaek, Lauritzen, and Christensen (2005) 

supported the previous findings and also concluded that MI outperforms traditional 

advice giving in the treatment of a broad range of behavioral problems and diseases. 

Another meta-analysis conducted by Lundahl, Kunz, Brownell, Tollefson, and Burke 

(2010) found that 75% of participants gained improvement from Ml, presenting 

significant positive effects across a wide range of problem areas. There is also emerging 
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evidence that MI appears to have cross-cultural transferability. Reviews of clinical trials 

have found the effect size of MI to be twice as large when those receiving treatment have 

come from predominantly minority populations in the United States compared with the 

majority White population (Hettema, Steele, & Miller, 2005).  

After MI gained momentum in the field of addictions and mental health, health 

care professionals started to show interest in applying MI methods in the area of health 

behavior change. The efficacy of MI across medical care settings has been investigated in 

the systematic review conducted by Lundahl et al. (2013). This review included 48 RCTs 

that compared MI to comparison conditions and isolated the unique effect of MI within 

medical settings. MI produced a statistically significant and positive impact on a range of 

outcome measures of interest to medical providers, including dental care, death rate, 

cholesterol level, blood pressure, HIV viral load, body weight, physical strength, quality 

of life, amount of alcohol consumed, dangerous drinking, smoking abstinence, marijuana 

use, self-monitoring, sedentary behavior, patient confidence, intention to change, and 

engagement in treatment (Lundahl et al., 2013).  

MI has been found to improve health and psychosocial outcomes for a variety of 

disability populations in rehabilitation settings (Chou, Ditchman, Pruett, Chan, & Hunter, 

2009). The effectiveness of MI in VR setting has been investigated in several studies 

(Manthey et al., 2011). A study aimed to identify factors affecting employment outcomes 

for people with intellectual disabilities suggested that supported employment agencies 

that incorporated MI in their work routine reported higher levels of client engagement in 

finding meaningful jobs (Rose, Saunders, Hensel, & Kroese, 2005). Similarly, a MI 

enhanced Individual Placement and Support (IPS) program for clients with severe 
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disabilities significantly increased the number of jobs obtained, hours worked per week, 

hourly wage, and monthly job income (Larson, Boyle, Barr, Glenn, & Kuwabara, 2007). 

Finally, it is suggested that a traditional supported employment model that incorporated 

MI can help clients with severe mental illnesses to move from pre-contemplation / 

contemplation stage of change to action stage (Larson, 2008).  

Rehabilitation Counseling: A Motivational Framework 

The rehabilitation process is a systematic approach to assessing and addressing 

the total needs of a person with disabilities (Murphy & Williams, 1998). The ultimate 

goal of rehabilitation counseling is to help individuals with disabilities improve quality of 

life and promote their full integration into society, ideally, in a state of optimal economic 

self-sufficiency (Rubin, Chan, & Thomas, 2003). Several studies found that motivation is 

an essential element of rehabilitation counseling in terms of managing medical issues, 

adjusting to physical disability, returning to work, adjusting to cognitive impairment, and 

improving psychosocial functioning (Wagner & McMahon, 2004). There has been a call 

to expand the use of EBPs within rehabilitation counseling (Chan et al., 2009), and MI 

has been recognized as one of these practices (Manthey et al., 2015). MI borrows heavily 

from traditional client-centered counseling approaches that have served as the basis for 

much of the rehabilitation counseling philosophy and has been developed in the modern 

context of brief interventions, which are essential in modern-day rehabilitation 

counseling practice (Wagner & McMahon, 2004). As such, rehabilitation counseling 

shares several aspects with MI: (a) a strong focus on self-determination, (b) resolution of 

ambivalence related to potential changes, (c) emphasis on establishing strong working 

alliance, and (d) importance of client engagement and choice.  
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Self-determination 

Empowerment, self-determination, and informed choice, promoted by the 

Rehabilitation Act Amendments of 1992, are central to the philosophy of contemporary 

rehabilitation practices. The goals of rehabilitation can be better achieved when there is 

maximum client involvement in the development, implementation, and use of 

rehabilitation counseling (Chan, Bishop, Chronister, Lee, & Chiu, 2011). Informed 

choice and self-determination, along with an effective counselor-client working alliance, 

are necessary components of increased client empowerment (Kosciulek & Wheaton, 

2003). Empowerment is defined as the transfer of power and control over decisions, 

choices, and values from external entities to the clients of disability services (West & 

Parent, 1992). Empowering clients has been linked to improved outcomes in 

rehabilitation counseling (Frain, Bishop, & Tschopp, 2009). Informed choice in 

rehabilitation counseling refers to the process by which clients make insightful decisions 

about personal goals and necessary services (Chan et al., 2011). Several research studies 

provide evidence that client choice and involvement improves rehabilitation counseling 

outcomes with individuals with disabilities (Farley, Bolton, & Parkerson, 1992; Hartnett, 

Collins, & Tremblay, 2002; Hein, Lustig, & Uruk, 2005; Kosciulek, 2000; Wehmeyer, 

2004). 

Self-determination refers to both the right and capacity of people to exert control 

over and direct their lives (Wehmeyer, 2004). Self-Determination Theory (SDT; Ryan & 

Deci, 2000) suggests that people will be more driven, engaged in sustained activities, and 

will develop an inherently satisfying motivation toward their goal when the three basic 

human psychological needs are met: autonomy, competency, and relatedness (Ryan & 
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Deci, 2000). Autonomy involves feeling internal assent regarding one’s behavior, rather 

than feeling controlled or pressured; competence involves feeling efficient, effective in 

one’s behavior, rather than incompetent and ineffective; and relatedness involves feeling 

meaningfully connected to others, rather than feeling alienated or ostracized (Sheldon & 

Filak, 2008).  

In the rehabilitation setting, clients’ motivation to engage is often facilitated by 

environments that support their autonomy, competence, and relatedness. Emerging 

evidence supports the importance of self-determination to promote continued use of 

health care and rehabilitation services and active participation by individuals with 

disabilities (Dutta et al., 2016; Kennedy & Gregoire, 2009; Saebu, Sorensen, & Halvari, 

2013). SDT is in sync with MI and enhances the application of its techniques (Markland, 

Ryan, Tobin, & Rollnick, 2005; Vansteenkiste & Sheldon, 2006; Wehmeyer, 2004). 

Table 1 presents the MI techniques and how they relate to improving the three basic 

human psychological needs from the SDT perspective (Markland et al., 2005). 
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Table 1 

Utilization of MI techniques to Improve Self-Determination  

MI techniques Outcomes 

Structure   

 - Present clear and neutral information about 

behavior and outcomes  

- Help the client develop appropriate goals 

- Provide positive feedback 

- Support self-efficacy 

Competence 

Autonomy support   

 - Avoid coercion 

- Roll with resistance 

- Explore options 

- Encourage change talk 

- Let the client make decisions about what and 

how to change 

Autonomy 

Involvement   

 - Express empathy 

- Explore client’s concerns 

- Demonstrate understanding of the client’s 

position 

- Avoid judgement or blame 

Relatedness 

 

Ambivalence 

Ambivalence refers to the simultaneous holding of two contrary opinions 

(wanting and not wanting something, or wanting both of two incompatible things) about 

the same subject matter (Miller & Rollnick, 2013). Arguments both for and against 

change already reside within the ambivalent person (Miller & Rollnick, 2013). The 

relationship between ambivalence and the individuals’ readiness for change can be 

conceptualized using the Transtheoretical Model of Change (TTM; Prochaska & 

DiClemente, 1998). TTM outlines the five stages an individual naturally cycles through 

when initiating or maintaining behavioral changes. These five stages include pre-

contemplation (individual is not considering behavioral change), contemplation 

(characterized by ambivalence in which the individual is weighing pros and cons of 
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change), preparation (occurs when the pros of changing outweigh the cons), action (the 

individual is taking steps towards changing), and lastly, maintenance (upkeep of 

behavioral changes; Prochaska & DiClemente, 1986). As in TTM, MI recognizes that 

passing through ambivalence is a natural phase in the process of change. When people 

get stuck in ambivalence, problems can persist and intensify. In essence, ambivalence can 

be a critical issue that must be resolved for change to occur (Miller & Rollnick, 2002). 

In rehabilitation counseling, counselors encounter clients with life complexities 

that cause ambivalence. A focus on the importance of change may include discussions of 

both the disadvantages of the status quo and the advantages of change (Wagner & 

McMahon, 2004). Disadvantages of the status quo may include statements about the 

frustrations of relying on others for tasks that one might do oneself, the negative side 

effects of a prescribed pain medication, the lack of money available or identity that 

comes from no longer being employed. Advantages of change may include the 

satisfaction of increased autonomy, the pride of contributing to one’s community, the 

sense of belonging that may come with increased involvement in work and social 

settings, and the confidence that results from overcoming obstacles (Wagner & 

McMahon, 2004).  

MI is intended to help clients resolve the ambivalence between competing 

motivations that can constrain them from acting (Miller & Rollnick, 2002). In MI, the 

counselor’s role is to encourage the client to express their desire to change by using 

change talk. Change talk is any self-expressed language that is an argument for change 

(Miller & Rollnick, 2013). Research indicates a clear correlation between client 

statements about change and reported levels of success in changing a behavior. In other 
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words, the more someone talks about change, the more likely they are to change (Miller 

& Rollnick, 2013). Table 2 provides some examples for the MI specific therapeutic 

strategies that are used to elicit and support change talk (Miller & Rollnick, 2013). 

Table 2  

MI Strategies to Evoke Change Talk 

Strategy: Example: 

Evocative Questions How would you like for things to change? 

Importance Ruler On a scale 0 to 10, ‘0’ being 'not at all important' and ‘10’ 

being 'the most important thing for me right now' how 

important would you say it is for you to ----? 

Querying Extremes If you were completely successful in making the changes 

you want; how would things be different? 

Looking Back Do you remember a time when things were going well for 

you? What has changed? 

Looking Forward If you did decide to make this change, what do you hope 

would be different in the future? 

Exploring Goals and 

Values 

What values are most important to you? 

 

Working Alliance 

The working alliance is a collaboration between the client and the counselor based 

on the development of an attachment bond as well as a shared commitment to the goals 

and tasks of counseling (Bordin, 1979). The working alliance is viewed as a collaborative 

effort in which the counselor and the client make equal contributions to the counseling 

relationship. The alliance makes it possible for the client to accept and follow through 

with the counseling process based on a sense of ownership (Chan et al., 1997). Working 

alliance consists of three interdependent components: (a) goals; (b), tasks and (c) bonds 

(Bordin, 1979; Horvath & Greenberg, 1989). The development of each component is 

dependent on progress directed towards the development of the other components 
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(Lustig, Strauser, Weems, Donnell, & Smith, 2003). Goals are the desired outcomes of 

the counseling interventions. Within the context of the working alliance, the aim is to 

foster congruence between counselor and client on the counseling goals (Chan et al., 

1997). The process of reaching a mutually agreed upon goal assists in the development of 

counselor-client bonds. Bonds are the feelings of common purpose and trust between 

counselor and client and typically occur as an outgrowth of a shared activity (Bordin, 

1979; Horvath & Greenberg, 1989). The concept of tasks are specific activities that the 

client and counselor will engage in to instigate and facilitate change.  

In a working relationship, both counselor and client perceive these tasks as 

relevant and efficacious (Bordin, 1979; Lustig, Strauser, Rice, & Rucker, 2002). 

Evidence supporting the effectiveness of the working alliance in counseling is significant 

with numerous studies indicating that higher levels of working alliance have positive 

effects on counseling outcomes (Donnell, Lustig, & Strauser, 2004; Horvath & 

Greenberg, 1989; Kivlighan & Shaughnessy, 2000; Kokotovic & Tracey, 1990; 

Mallinckrodt & Nelson, 1991; Schönberger, Humle, & Teasdale, 2006b; Strauser, Lustig, 

Chan, & O’Sullivan, 2010; Strauser, Lustig, & Donnell, 2004). The meta-analyses related 

to working alliance and positive counseling outcomes show a moderate and reliable 

association (Horvath & Symonds, 1991).  

The construct of working alliance is particularly important for encouraging clients 

in the active participation in the rehabilitation process (Chan et al., 1997). Despite the 

limited research in the field of rehabilitation counseling, existing findings are substantial. 

A positive correlation was found between VR outcomes (employment outcomes, 

satisfaction on the job, and positive expectancies in regards to future employment) and 
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the working alliance (Lustig et al., 2002). During the brain injury recovery process, a 

strong working relationship predicted clients’ awareness of their brain injury and 

positively impacted their compliance (Schoener, Madeja, Henderson, Ondersma, & 

Janisse, 2006). Working alliance between counselor and client also strongly predicted the 

likelihood of employment outcomes in VR services (Schelat, 2000). Working alliance has 

a positive impact on VR outcomes for individuals with traumatic brain injury (Lustig et 

al., 2003) and for persons with severe mental disabilities (Donnell et al., 2004). 

Additionally, a working alliance was found to be an important variable in the vocational 

outcomes for cancer survivors (Strauser et al., 2010).  The evidence shows that 

counselors can improve counseling and psychotherapy outcomes for individuals with 

intellectual disabilities by facilitating a strong working alliance (Strauser et al., 2004). 

Motivational Interviewing Principles to Improve Working Alliance 

There are four general principles behind MI: expressing empathy, rolling with 

resistance, supporting self-efficacy and developing discrepancy (Miller & Rollnick, 

2002). From a SDT-perspective, the first key principle of MI is empathic counseling. 

This principle encourages counselors to avoid taking an authoritarian position in the 

counseling process (Vansteenkiste & Sheldon, 2006). Being empathetic implies that one 

listens respectfully, with an authentic desire to understand the clients’ perspective. This 

idea is fully consistent with SDT. An empathic relationship helps to satisfy people’s need 

for relatedness during the counseling process. The second key principle within MI is 

rolling with resistance. Based on this principle the counselor should not argue with or 

challenge the client and should avoid creating resistance (Miller & Rollnick, 2013). This 
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helps satisfy the clients’ need for autonomy, providing positive experiential support 

during the course of counseling.   

The third key MI principle is supporting people’s feelings of self-efficacy. The 

purpose is to enhance clients’ confidence in their capacity to make progress in the change 

process. From a SDT-perspective, supporting clients’ self-efficacy helps satisfy the need 

for competence, further enhancing the process of counseling. The last key MI principle, 

developing discrepancy, guides counselors to gently explore discrepancies between the 

clients’ desired change and their current state. This should be done by focusing on the 

client’s point of view, not the counselor’s (Manthey et al., 2015). Helping the client see 

the discrepancy or ambivalence leads to enhancing the personal decision to make the 

change (approach-component), while simultaneously decreasing resistance to the change 

(avoidance-component). This is also consistent with SDT and its insistence that clients’ 

autonomy needs to be supported. Skillfully applying the key principles of MI during the 

counseling process will help reduce the ambivalence and meet client’s basic needs, which 

in turn produces the desired counseling outcomes (Vansteenkiste & Sheldon, 2006). 

Client Engagement  

The terms client engagement and patient activation are often used interchangeably 

in both health care and rehabilitation services yet they are different. Patient activation 

refers to patients’ knowledge, skills, ability, and willingness to manage their own care 

(Hibbard & Greene, 2013). Client engagement, a broader concept, entails interventions 

geared to increase activation and promote positive attitudes and behavior (Dutta et al., 

2016). Engagement, if managed carefully, can promote better care, improve health-

related outcomes, and increase cost savings in the rehabilitation process. Empowering 
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individuals to actively engage in their own treatment is increasingly considered a 

cornerstone of high quality health care and rehabilitation services (Dutta et al., 2016). 

Conversely, disengagement or premature exit from a health or human service delivery 

system can cause significant losses including, but not limited to, a poor return on 

investment (Dutta et al., 2016; Medley & Powell, 2010). 

The SDT has proven to be useful in explaining motivation, leading to health-

related behavior change and client engagement in rehabilitation services. Self-determined 

motivation is related to higher levels of interest, persistence, and satisfaction when 

engaging in health promoting activities (Dutta et al., 2016). MI complements this 

argument with its focus on the importance of client autonomy, commitment and readiness 

for change (Medley & Powell, 2010). The major MI concepts, empathic listening and 

collaborative decision making are effective in helping clients develop self-awareness and 

increase engagement in rehabilitation (Fleming & Ownsworth, 2006; Meredith & Rassa, 

1999; O'Callaghan, Powell, & Oyebode, 2006). This is congruent with the influence of 

the working alliance on treatment participation and outcomes in neurorehabilitation 

(Medley & Powell, 2010). Particularly, establishing a working alliance by developing a 

trusting collaborative bond is a powerful approach in addressing adjustment issues 

including a sense of loss, grief, and associated psychological distress. There is a growing 

body of evidence that suggests that with enhanced motivation, client engagement 

increases and that it leads to success in rehabilitation counseling outcomes such as 

community integration, independence, self-esteem, and quality of life (Dutta et al., 2016). 
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Incorporating Motivational Interviewing in Vocational Rehabilitation Counseling 

In the United States, about 56.7 million people, 19% of the population, have at 

least one disability (U.S. Census Bureau, 2010). National statistics indicate that only 18% 

of people with disability age 16 years and older are employed, compared to 63.7% of 

persons without disability (Leahy et al., 2014). A large number of people with disabilities 

excluded from the labor market constitutes a disproportionate number of the poor in the 

United States. Poverty and income inequality have direct and indirect effects on the 

social, mental, and physical well-being of individuals with or without disabilities (Leahy 

et al., 2014). Lack of employment opportunities impedes people with disabilities from 

full community inclusion and participation, stalls upward mobility, greatly affects their 

health-related quality of life and subjective well-being. Participation in competitive 

employment and other meaningful work activities is considered a fundamental human 

right and crucial to people with disabilities (Dutta, Gervey, Chan, Chou, & Ditchman, 

2008).  

Vocational Rehabilitation Services 

The mission of the state-federal VR services is to help individuals with disabilities 

find and maintain employment, and enhance their independence. When individuals with 

disabilities are employed they are not only gaining independence but also becoming tax 

payers, participants in the economy, instead of relying on government aid. Nationwide, 

the United States’ state-federal VR service program spends more than $3 billion annually 

to serve more than 1 million individuals with disabilities (Leahy et al., 2014). More than 

91% of the people who use VR services have significant physical or mental disabilities 

that seriously limit one or more functional capacities, which are defined as: “mobility, 



28 

communication, self-care, self-direction, interpersonal skills, work tolerance, and work 

skill” (Rehabilitation Services Administration [RSA] Annual Report, FY 2013). The VR 

program has been shown to be effective in achieving its mission, with the overall 

employment rate at around 60% (Bolton, Bellini, & Brookings, 2000; Dutta et al., 2008). 

 The Workforce Innovation and Opportunity Act (WIOA) 2014 requires VR 

agencies to push toward excellence in client engagement and mandates to improve their 

employment rates across the nation using the EBPs (Groomes, Vandergoot, Shoemaker, 

& Collins, 2015). It is still unclear what specific VR services and interventions produce 

employment outcomes for individuals with disabilities who participate in the VR 

program (Fleming et al., 2012). Empirical studies show that there are research-informed 

practices in VR, however EBPs are not common at the practitioner or system levels. 

EBPs in VR programs are not consistent in application, and lack formal fidelity protocol 

regarding design, implementation, and evaluation (Fleming et al., 2012). The National 

Institute of Disability and Rehabilitation Research (NIDRR) and the Rehabilitation 

Services Administration (RSA) recognized this issue and emphasized development, 

implementation and evaluation of EBPs in VR programs (Anderson, Leahy, DelValle, 

Sherman, & Tansey, 2014).  

Motivational Interviewing in Vocational Rehabilitation 

 MI could be effective in improving outcomes in VR programs by facilitating 

clients’ self-determination, increasing their engagement in VR process, maneuvering 

perceptions of work barriers, and by highlighting benefits of returning to work (Manthey 

et al., 2015). Many researchers have suggested that MI fits well within a vocational 

counseling context (Brooks, 2005; Graham, Jutla, Higginson, & Wells, 2008). Scholarly 
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work, specific to returning to work, addressed the significance of MI for career coaching 

(Brooks, 2005), supported education (Manthey, Knowles, Asher, & Wahab, 2011), 

supported employment (Larson, 2008), employment assessments (Graham et al., 2008), 

building employment-focused self-efficacy (Chou et al., 2009), engaging people with 

disabilities in job-seeking behaviors (Mannock, Levesque, & Prochaska, 2002), and as an 

adjunct to other rehabilitation interventions (Vong, Cheing, Chan, So, & Chan, 2011). MI 

has been suggested as an employment intervention for juvenile offenders who use drugs 

(Leukefeld, McDonald, Staton, & Mateyoke-Scrivner, 2003), for individuals with 

psychiatric disabilities (Lloyd, Tse, Waghorn, & Hennessy, 2008), intellectual disabilities 

(Rose et al., 2005), and clients from lower economic status (Muscat, 2005).  

Role of Training in Transferring Knowledge into Action 

 EBPs do not automatically or even readily transfer into practice (Lal & Korner-

Bitensky, 2013). The process of moving evidence-based knowledge to the hands of 

practitioners is called knowledge translation (Graham et al., 2006). The researcher-

practitioner collaboration is critical in all aspects of knowledge translation. Often, 

utilizing the EBP requires a change in a counselor’s habitual practices. Daily practice 

habits such as using a particular intervention helps the counselor feel efficient in terms of 

knowing the routine. Moving counselors out of their comfort zone and encouraging them 

to effectively utilize the new knowledge involves getting the evidence based knowledge 

into a format that is easy to access, use, and share by the counselors (Lui, Anderson, 

Matthews, Nierenhausen, & Schlegelmilch, 2014). Ultimately, only a well-developed 

counselor training can transfer new knowledge gained through the course of research to 

the life of people with disabilities (Beidas & Kendall, 2010; Graham et al., 2013). A well-
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developed counselor training promotes the counselor beliefs in helpfulness of a particular 

evidence based knowledge, and increases the counselor confidence and competence in 

the use of a new intervention (Beidas & Kendall, 2010).  

 The current gold standard for training in EBP includes a workshop, a manual, and 

a supervision process (Beidas & Kendall, 2010). The quality of training provided to 

counselors refers to the availability of training for individuals interested in implementing 

an EBP, as well as the content and method of the training (Beidas & Kendall, 2010). 

Some suggest that training content is important and prefer a focus on principles, rather 

than teaching the details of manuals (Miller et al., 2004). The appropriate training 

approach includes an emphasis on principles and the underlying spirit of a treatment 

rather than a focus on techniques (Miller et al., 2004).  

 The training method is an important vehicle through which change in counselor 

behavior may be achieved. Current training methods include passively delivered didactic 

lectures (e.g., the format of a continuing education workshop) despite findings that this 

type of instruction has limited effects on behavior change (El-Tannir, 2002). Active 

learning, an alternative to passive learning, is an interactive process that uses action and 

reflection. Active learning methods (modeling, practice opportunities, building self-

efficacy, and interaction among learners) are useful for skills that must be employed 

within a counseling context (Cross, Matthieu, Cerel, & Knox, 2007).  

 Organizational support also impacts knowledge translation and the training 

process (Beidas & Kendall, 2010). In recent study rehabilitation counselors reported 

interest in acquiring and applying evidence-based knowledge, but also clearly and 

consistently note time constraints and technology limitations as barriers in this 
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process (Lui et al., 2014). Recognizing obstacles, being aware of organizational culture, 

and quality of training is paramount to reducing the gap between research and practice 

(Beidas & Kendall, 2010). Studying the outcomes of training without addressing these 

contextual variables is insufficient because training and potential implementation of 

EBPs occur within a system. Administrators of state organizations who implemented 

EBPs reported that organizational characteristics (e.g., interest in EBP and available 

resources) and organizational structures influence the outcomes of training programs, 

adoption and implementation of EBP (Zazzali et al., 2008).  

Learning Motivational Interviewing  

 MI must be implemented proficiently with fidelity to achieve positive impact on 

clients’ behavioral changes (Hettema et al., 2005; McMurran, 2009). In order to train 

practitioners in different fields in the use of MI, Motivational Interviewing Network of 

Trainers (MINT) was established in 1995. This was followed by the publishing of the 

Eight-Stage Process Guidelines for becoming competent in MI by Miller and Moyers 

(2006). In the first stage, the trainee learns the spirit of MI and begins to adopt the MI 

approach to promote an effective working relationship with clients. The second stage 

involves the acquisition of person-centered counseling skills, including asking open-

ended questions and using statements of affirmation, reflective statements, and 

summarizations. This skill requires MI practitioners to recognize and reinforce clients’ 

statements that are for change or against the status quo. Research has shown that client 

language expressed in session that is in favor of change is linked to subsequent behavior 

changes (Amrhein, Miller, Yahne, Palmer, & Fulcher, 2003). The fourth stage of learning 

MI branches off the third and introduces skills used to elicit and strengthen client change 
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talk (i.e., statements in favor of change or opposed to the status quo). Stage five is 

characterized by learning how to roll with resistance. From an MI perspective, the 

presence of resistance decreases the likelihood of behavior change, therefore, counselors 

learn to roll with resistance and refrain from arguing with clients. Specific skills acquired 

in this stage include offering accurate empathy through the use of reflective statements, 

emphasizing personal choice, and reframing. The sixth stage of learning MI involves 

knowing when to transition to a change plan. Counselors must assess client readiness and 

recognize the appropriate time to transition from building motivation to change and 

strengthening commitment to change to developing a plan for change. The seventh stage 

involves solidifying and strengthening client commitment to the plan for change. The 

eighth and final stage of learning MI includes the skill to alternate between MI and other 

counseling methods and knowing when MI is an appropriate approach to implement 

(Iarussi et al., 2016).  

Motivational Interviewing Training for Rehabilitation Counselors 

 Rehabilitation counseling literature has been encouraging the implementation of 

MI into VR services (Fraser, Vandergoot, Thomas, & Wagner, 2004; Iarussi et al., 2013; 

Manthey et al., 2011; Page & Tchernitskaia, 2014; Wagner & McMahon, 2004). 

However, there is lack of research addressing the effect of the MI training on 

rehabilitation counselors. To this date, there is only one study that explored the effect of 

MI training on rehabilitation counselors who work for state-federal VR programs (Chan 

& Lui, 2015). Based on the preliminary report of this study, counselors who received MI 

training increased their perceived MI competencies. However, the authors were not able 

to compare the MI training group with a comparison group. Despite this gap in the 
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rehabilitation literature, a large body of research in other fields on MI training efficacy 

and development of effective MI training programs provide a strong point of reference 

for rehabilitation researchers (McWilliam, 2007).  

Efficacy of Motivational Interviewing Training 

 Learning to use MI was described as simple but not easy (Miller & Rollnick, 

2013). MI is a skilled conversation that requires careful training (Miller et al., 2004). 

Learning MI involves not only acquiring specific evocative skills (asking open ended 

questions, affirming, supporting optimism, listening reflectively) but also practitioners to 

give up old, familiar ways of interacting with clients and replace them with the skills of 

the specified practice (Hohman, Pierce, & Barnett, 2015; Miller & Mount, 2001). MI 

training methods, length, and fidelity evaluations have been shaped by several empirical 

examinations in diverse settings such as mental health, medicine, social work, and 

general health care. Due to MI’s applicability to a broad spectrum of professionals, each 

field has made unique contribution to the literature providing evidence for the efficacy of 

MI training (Madson, Loignon, & Lane, 2009). 

Mental Health 

 Much emphasis has been placed on disseminating and implementing MI in the 

field of mental health. Two recent meta-analysis have advanced the understanding of the 

effectiveness of MI training efforts to date (Madson, Schumacher, Baer, & Martino, 

2016). The meta-analytic review conducted by de Roten, Zimmermann, Ortega, and 

Despland (2013) looked at the research published over the past 20 years that studied MI 

practitioner training. They found that MI training generally delivered in a 12–16 hour 

workshops produced modest to robust gains in skill (Effect Size [ES] = .69), especially 
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compared to non-trained comparison groups. Additionally, the gains in MI proficiency 

were further improved through post-workshop coaching and feedback (ES = .82) over 

time (from 4 weeks to 4 months). Schwalbe, Oh, and Zweben (2014) further supported 

the effects of MI training with a similar ES of .76. Their findings also indicated that on 

average, three to four feedback/coaching sessions over a 6-month period helped sustain 

MI skills among trainees.  

 The training method selected is an important variable in evaluating the effect and 

outcome of MI training. To compare the different training methods, Miller et al. (2004) 

randomized licensed substance abuse professionals into 5 training conditions: (a) 2-day 

workshop only; (b) workshop plus practice feedback; (c) workshop plus individual 

coaching sessions; (d) workshop, feedback, and coaching; or (e) self-study comparison 

group. Relative to comparison group, the four trained groups showed larger gains in 

proficiency as measured by observational assessments. The addition of feedback or 

coaching improved the retention of MI proficiency after a 2-day clinical workshop. 

Participants in the self-study group who were given a therapist manual and training 

videotapes showed no significant improvement of proficiency through self-study. These 

findings suggested that the common methods of self-study and one-time clinical 

workshops by which practitioners seek to acquire new clinical skills is not effective in 

learning MI. The recent study conducted by Madson et al. (2016) confirms that 

supervision/coaching sessions following the MI training improves the gain of MI 

proficiency (ES = .82) as it was suggested in the previous studies (Madson et al., 2009; 

Martino et al., 2011; Söderlund et al., 2011).  
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 The length of MI trainings in the literature also varies. Martino, Haeseler, 

Belitsky, Pantalon, and Fortin (2007) suggested that MI training can be effective in short 

durations, whereas Miller et al. (2004) found the most efficacious training for integration 

of MI into practice is one that is longer in duration and integrates training, observation, 

feedback, and coaching. Participants’ familiarity with the basic counseling skills was 

found to be an important factor to determine the adequate length of MI training (Young 

& Hagedorn, 2012). For example, a 4-hour training was used with a sample of graduate-

level mental health counselor trainees (Young & Hagedorn, 2012). The study emphasized 

that a 4-hour training for counselor trainees yielded similar levels of proficiency as 15-

hour or longer MI trainings in other studies (Miller & Mount, 2001; Miller et al., 2004; 

Moyers et al., 2008; Moyers, Martin, Manuel, Hendrickson, & Miller, 2005a; Schoener et 

al., 2006).  

Medical School 

 Traditional medical training has been criticized due to its lack of emphasis on 

effective behavior change techniques (Hauer, Carney, Chang, & Satterfield, 2012). To 

address this gap, some medical schools and residency programs have implemented MI 

training in their curriculum (White, Gazewood, & Mounsey, 2007). Poirier et al. (2004) 

and Brown and Oriel (1998) demonstrated the positive effects of teaching MI to medical 

students, including improved student confidence, increased knowledge of counseling 

techniques, and stronger belief in the importance of behavior change. Similarly, two 

separate studies utilized a 2-hour brief MI curriculum to train medical students with 

additional follow-up coaching sessions (Haeseler, Fortin, Pfeiffer, Walters, & Martino, 

2011; Martino et al., 2007). In both studies, the pre- and posttest results show that the 
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students successfully increased their MI knowledge, confidence in their ability to use MI, 

and commitment to incorporating MI skills into their future medical practice. The 

integration of MI skills training into post-graduate and undergraduate curricula continue 

to provide evidence for advantages of training medical students in MI skills (Daeppen et 

al., 2012; Dunhill, Schmidt, & Klein, 2014; Schoo, Lawn, Rudnik, & Litt, 2015). 

Currently, among others, the University of Virginia School of Medicine curriculum 

includes required training in MI for both first- and third-year students (White et al., 

2007). 

Social Work 

 Forrester, McCambridge, Waissbein, Emlyn-Jones, and Rollnick (2008) trained 

40 child and family social workers in MI, in a 2-day workshop. The qualitative interviews 

with the participants revealed that they found the skills of MI useful, found their work 

less stressful, reported better engagement with clients, used more reflective listening, and 

increased working with clients to find their own solutions. Hohman et al. (2015) studied 

the effectiveness of semester-long course on MI for social work students. During the 

pretest, students scored well below proficiency in MI skills. At the end of the semester, 

the posttest results showed an 86% increase in MI skills. The study results are higher than 

reported scores of another study of undergraduate students—60% (Madson, Schumacher, 

Noble, & Bonnell, 2013) but is consistent with attainments of juvenile justice personnel 

after 36 hours of MI training—80% (Hartzler & Espinosa, 2011). 

General Health Care 

 Söderlund et al. (2011) systematically reviewed 10 studies to investigate the 

effects of the MI training in general health care professionals (physicians, nurses, and 
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dieticians). The results showed that the MI training generated positive outcomes overall 

and demonstrated that MI can be used in the improvement of client communication and 

life-style changes. These results are confirmed by the previous studies that showed the 

efficacy of the MI training on health care practitioners and trainees (Britt & Blampied, 

2010, 2015; Buring, Brown, Kim, & Heaton, 2011). 

Goals of the Current Study 

 This study is the first RCT to evaluate the impact of MI counselor training in a 

rehabilitation counseling field. Additionally, no studies in the rehabilitation literature to 

date have examined the effects of MI counselor training outcomes, both from counselor 

and client perspectives. Rehabilitation counselors have an important role in bridging the 

gap between the research and practice, knowledge translation and the use of EBPs in the 

rehabilitation field. Therefore, the current study intended to establish the preparatory 

knowledge for the integration process of MI methods in the VR setting through counselor 

training. The results of this study contribute to fill the gap in the rehabilitation literature 

and may also influence the current practices in VR settings. 
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CHAPTER 3. METHODS

This chapter describes the study method and includes discussions regarding: (a) 

study design, (b) variables, (c) research questions, (d) participants, (e) instrumentation, (f) 

MI training, (g) procedure, and (h) data analysis. 

Participants 

The target population for this study was both counselors who work for the state 

vocational rehabilitation program and their clients in South Florida. Florida Division of 

Vocational Rehabilitation (DVR) is divided into six areas. Participants for this study were 

recruited from Area 5 that consists of Palm Beach, Lee, Broward, Collier, Glades, 

Hendry, and Charlotte counties. Figure 1 illustrates the research area.  

 

Figure 1. Research area. 

Counselors  

To be eligible for inclusion in this study, counselors were required to be currently 

employed as a counselor in DVR. There are three levels of counselor positions in these 

agencies: vocational rehabilitation counselor, senior vocational rehabilitation counselor, 
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and vocational rehabilitation consultant. Counselors in all three levels maintain caseloads 

and are responsible for providing independent, professional VR counseling to individuals 

with diverse disabilities with the provision and coordination of complex services. A total 

of 72 counselors in all levels were invited to participate in the study (72 DVR counselors 

in 17 offices). A total of 67 counselors were recruited; 32 for the experimental and 35 for 

the comparison group.  

Clients 

The clients in this study were selected from participating counselors’ caseloads. In 

order to receive public VR services, an individual must (a) have a physical or mental 

impairment (documented by appropriate medical, psychological, or psychiatric reports) 

that substantially impedes his/her ability to secure employment, and VR services are 

required to prepare for, secure, retain, or regain employment consistent with the 

applicant’s unique strengths, abilities, interests, and informed choice; (b) be able to 

benefit from the DVR services in terms of an employment outcome in an integrated 

setting. To be eligible for inclusion in this study clients were required to meet the 

following criteria: (a) to be a current client of DVR, (b) have the ability to read and 

understand the English language; and (c) have the ability to self-report to make an 

independent decision (to be his/her own guardian).  

A minimum of four clients that met the following two criteria were randomly 

selected from each counselors’ case load (two clients during the pretest and two different 

clients during the posttest): (a) clients must be in the status of Individual Plan for 

Employment ([IPE]; Status 10), and (b) client had a recent (in the past 30 days) 

meeting/contact with the counselor. Based on criteria-a, different clients had to be 



40 

recruited from each counselor’s case load during the pretest and posttest to ensure that all 

clients surveyed were at the initial stage (plan development) of their working alliance 

with their counselors.  Figure 2 illustrates the VR statuses and the stages of working 

alliance. As per federal regulations, a client’s eligibility for services must be determined 

within the first 60 days, during applicant status. Next, the IPE plan must be developed, 

signed, and put into effect within 90 days. About 10 % of a counselor’s caseload 

comprises clients on IPE status. 

 

Figure 2. Vocational rehabilitation statuses and working alliance. 

Having the same clients in the pretest and posttest would not have yielded a fair 

comparison because by the time counselors complete the MI training and coaching 

sessions, the clients recruited in the pretest have developed rehabilitation plans, attained 

in service status and started receiving services. As per literature review, criteria-a allowed 

for the measurement of working alliance between the second and the fourth counseling 

sessions (Horvath & Symonds, 1991; Kiesler & Watkins, 1989; Kivlighan & 

Shaughnessy, 1995; Mallinckrodt & Nelson, 1991; Reandeau & Wampold, 1991; Safran 

& Wallner, 1991; Tryon & Kane, 1993).  

A G-Power analysis was performed using an effect size of 0.3, a power of 0.80, 

and an alpha of 0.05. The results suggested that a minimum 278 clients were needed to 

determine differences between the experimental and comparison groups. A total sample 

size of 280 eligible clients were recruited.  

1 - 28

Interval Description

60 days
Applicant status

1/1/2017 - 5/31/2017

Interval DescriptionDevelopment of initial working alliance

2/28/2017 - 5/31/2017

Interval Description

5/31/2017 - 7/30/2017

Interval Description

In-service status
90 days

Plan development status
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Table 3 

Number of Participants 

Group No. of counselors No. of clients  

  Pretest Posttest 

Experimental Group 32 70 70 

Comparison Group 35 70 70 

Total 67 140 140 

 

Study Design 

A RCT was used to determine the impact of MI counselor training designed to 

improve counselors’ counseling skills to promote client engagement in return-to-work 

behaviors and to establish a strong working alliance. Counselors were randomly assigned 

to experimental and comparison groups. Counselors in the experimental group received a 

4-hour standardized MI training and a 4-week follow up coaching session. The study 

instruments were given to both counselors and clients in the experimental and 

comparison groups during the pre- and posttests. Data were analyzed comparing the two 

groups.  

Variables 

Dependent Variables 

The following dependent variables were included in the study: 

• Rehabilitation counselors’ perceived competency in using MI as measured by 

the Social Cognitive Motivational Interviewing Competence Scale (SCMICS). 

• Clients’ VR engagement as measured by the Vocational Rehabilitation 

Engagement Scale (VRES).  

• Working alliance as measure by the Working Alliance Inventory-Short 

Counselor and Client Forms (WAI-S). 
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• Clients’ distress levels as measure by the Outcome Rating Scale (ORS). 

Independent Variables 

The following independent variable was included in the study: 

• A 4-hour Motivational Interviewing Training following by a 4-week follow up 

coaching session. 

Instruments 

Demographic Questionnaire for Clients & Counselors 

For the purpose of collecting demographic information from the participants, two 

questionnaire forms were used: a client form and a counselor form. Counselors were 

asked to report their age, gender, race/ethnicity, years of experience in their current 

position, level of education, and whether or not they have received formal MI training in 

the past. The demographic questionnaire for clients asked the participants to report their 

age, gender, race/ethnicity, education level, and type of disability they have. 

Social Cognitive Motivational Interviewing Competence Scale (SCMICS)  

The SCMICS is a 39-item instrument designed to measure the counselors’ 

perceived MI competencies in the areas of self-efficacy, benefits, barriers, and stages of 

change/action (Chan & Lui, 2015). The content ratings of this scale is based on a 0 to 10 

Likert scale that ranges from (0) strongly disagree to (9) strongly agree.  Total scores can 

range from 0 to 351 and a greater score specifies a greater level of perceived MI 

competence. The SCMICS was developed by researchers in the Rehabilitation Research 

and Training Center on Evidence-Based Practice in VR (RRTC-EBP-VR). It was first 

used to explore the effect of MI counselor training provided to the Minnesota Division of 
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Vocational Rehabilitation (Chan & Lui, 2015). In the preliminary report of this study, the 

social-cognitive MI competency ratings supported the validity of the scale.  

This instrument includes four subscales: Perceived self-efficacy (12 items), 

perceived benefits (9 items), perceived barriers (8 items), and stages of change/action (10 

items). Some examples of questions on each subscale are: “I have the confidence to use 

MI to help consumer explore and resolve about change” (perceived self-efficacy); “The 

use of MI in VR practice will improve client involvement in the VR process” (perceived 

benefits); “I do not have time to incorporate MI techniques in my work” (perceived 

barriers); “I am using MI in my role as a rehabilitation counselor” (stages of 

change/action).  

In MI literature, the commonly used measures of MI skill attainment are (a) the 

Motivational Interviewing Treatment Integrity Code (MITI) and (b) Motivational 

Interviewing Skills Code (MISC). These instruments were not suitable for this study 

because they require the submission of in-session trainee audio recordings, which were 

not used in this study. The Motivational Interviewing Knowledge and Attitudes Test 

(MIKAT) is another instrument used to evaluate MI training outcomes. The limitation of 

this instrument is that it is a true/false quiz designed to focus on evaluating training 

content information only, making it unsuitable for the current study. The SCMICS fits 

well with the purpose and design of this study, allowing to link the MI skill development 

with VR outcomes such as improved working alliance and client engagement.  

Vocational Rehabilitation Engagement Scale (VRES) 

The VRES was developed by researchers in the RRTC-EBP VR. The VRES items 

were developed based on a comprehensive review of the client engagement literature and 
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related patient engagement scales in medical rehabilitation. Items were written to include 

cognitive (e.g., “I understand and accept the need for VR services”), affective (e.g., “I am 

determined to complete all the services identified in my individualized plan for 

employment”), and behavior (e.g., “I communicate with my rehabilitation counselor 

regularly”) engagement. The draft of VRES items was reviewed by 12 rehabilitation 

counselor educators and VR researchers who have published extensively in the areas of 

rehabilitation assessment, program evaluation, client engagement, working alliance, and 

VR. Based on the recommendations of the expert panel, five items were deleted and some 

VRES items were revised for clarity and style. The instrument is comprised of 9 items 

(Dutta et al., 2016).  

Each item is rated on a 5-point Likert scale, ranging from 1 (strongly disagree) to 

5 (strongly agree). Total scores are derived by summing all the items with total scores 

ranging from 9 to 45, with higher scores indicating a higher level of client engagement in 

VR services (Dutta et al., 2016). A high internal consistency reliability estimate (α = .94) 

was reported for the VRES (Dutta et al., 2016). Convergent validity of the VRES was 

examined by correlating the VR engagement with working alliance, vocational self-

efficacy, internal motivation, and VR outcome expectancy scales. The results indicated 

working alliance (r = .67,p < .001), internal motivation (r = .53, p < .001), vocational 

self-efficacy (r = .42, p < .01), and VR outcome expectancy (r = .41, p < .01) were 

significantly associated with VR engagement, with relatively strong effect sizes (Dutta et 

al., 2016). 
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Working Alliance Inventory Short Form (WAI-S) 

The WAI is one of the most widely used alliance measurement scales (Hatcher & 

Gillaspy, 2006). This instrument is developed based on the three constituent components 

identified in Bordin’s (1979) theoretical model: tasks, bonds, and goals of the alliance 

(Horvath, 1994). The WAI has been updated twice: The Working Alliance Inventory 

Short Form, WAI-S, (Tracey & Kokotovic, 1989) and the Working Alliance Inventory 

Short Revised, WAI-SR (Hatcher & Gillaspy, 2006). For the purpose of this study the 

WAI-S versions for both client and counselor were used.  

The WAI-S is a 12-item self-report questionnaire designed to measure the 

therapeutic relationship with two parallel forms: the client’s and the counselor’s. The 

WAI-S was selected from the four highest loading items for each of the three WAI 

factors: Bond, goal, and task. Bond represents the development of personal bonds 

between client and counselor. Goal represents the agreement between client and 

counselor on treatment goals. Task represents the agreement between client and 

counselor on the tasks necessary to achieve these goals (Tracey & Kokotovic, 1989).  

The WAI-S is rated on a 7-point Likert scale. For each statement, respondents are 

asked to respond: never (1), rarely (2), occasionally (3), sometimes (4), often (5), very 

often (6), or always (7). A higher endorsement of the statement reflects a stronger 

working alliance. Total scores are derived by summing all the items with total scores 

ranging from 12 to 84. An example of a question on the client form is: “My counselor 

and I agree about the things I will need to do in therapy to help improve my situation.” 

An example of a question on the counselor form is: “My client and I are working towards 

mutually agreed upon goals.” The WAI-S has good internal consistency for both full 
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scales (client version α = .98 and counselor version α = .95) and the three subscales, with 

alpha values ranging from α = .90 to .92 (Tracey & Kokotovic, 1989). The measure was 

correlated with the California Psychotherapy Alliance Scales and has demonstrated 

strong convergent validity (Goal = .84, Task = .79, Bond = .72; (Horvath, 1994; Safran & 

Wallner, 1991).   

The WAI-S was selected for this study because (a) it is an appropriate measure for 

most types of research investigating the working alliance; (b) it is applicable to all types 

of therapy and is based on the underlying theoretical concepts that transcend helping 

relationships (Martin, Garske, & Davis, 2000); (c) it has received the most empirical 

attention as a measure of working alliance (Busseri & Tyler, 2003; Carmel & 

Friedlander, 2009; Martin et al., 2000; Tracey & Kokotovic, 1989;); and (d) it is a useful 

tool to measure the quality of the working alliance from the perspectives of both the 

counselor and the client in the rehabilitation counseling field (Chan et al., 1997; Forchuk, 

1995; Goldberg, Rollins, & McNary, 2004; Schönberger, Humle, & Teasdale, 2006a; 

Schönberger et al., 2006b; Schönberger, Humle, & Teasdale, 2007; Solomon, Draine, & 

Delaney, 1995). 

Outcome Rating Scale (ORS)  

The ORS is a four-item self-report instrument developed by Miller, Duncan, 

Brown, Sparks, and Claud (2003). It is designed to assess the functioning of a client 

under four subscales: individual (personal well-being), interpersonal (family, close 

relationships), social (work, friendships), and overall (general sense of well-being). The 

ORS has a visual analog scale that allows respondents to mark on the continuous line to 

the point that they feel represents their perception of current state of functioning. The 



47 

total score range is from 0 to 40 based on each subscale with a possible score ranging 

from 0 to 10 (Anker, Duncan, & Sparks, 2009). Lower scores reflect more severe distress 

(Miller et al., 2003). The ORS internal consistency reliability coefficients range from .79 

to .97, with an average of .85 and .95 (Gillaspy & Murphy, 2012). Test-retest reliability 

coefficients range from .51 to .72. Concurrent validity coefficients range from .53 to .74 

(Gillaspy & Murphy, 2012). 

The ORS was used to measure the client’s psychological functioning and distress 

level at the time of the session with their counselor. Client factors have important impact 

in the strength of the working alliance between the counselor and the client (Kokotovic & 

Tracey, 1990). The major client factors are client’s quality of current interpersonal 

relationships, quality of family relationships, capacity to form productive attachments to 

others, capacity to trust others, and willingness to take responsibility for the work of 

counseling (Kokotovic & Tracey, 1990). Additionally, negative clients are unable to enter 

into a positive alliance with counselors (Kokotovic & Tracey, 1990). The ORS allowed to 

control a possible influential client variable on the clients’ perceived working alliance. 

Motivational Interviewing Training Manual 

For the purpose of this study, a 4-hour MI counselor training was developed and 

conducted by the researcher. The goal of the training was to improve counselors’ 

counseling skills in order to promote changes in clients’ return-to-work behaviors and to 

establish strong working alliance. The training was delivered face-to-face in an 

instructor-led setting. The training manual consists of four modules (see Table 4). Each 

module was designed to incorporate theoretical foundations, relevant empirical data, and 

practical skills. Special care was given to not overly structure the MI training because 
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when counselors adhere too rigidly to MI manuals, the effectiveness of the MI 

intervention appears to be lessened (Manthey et al., 2015; Miller & Rollnick, 2013). 

The lecture contents in the first two modules were adopted from the MI training 

developed by Dr. Fong Chan (personal communication, Rehabilitation Research and 

Training Center [RRTC] Symposium on Evidence-Based Practices in Rehabilitation 

Counseling, May 19, 2016). Dr. Chan’s training was used in an empirical study aimed at 

exploring the effect of MI training on counselors who work in a VR setting. The results 

showed that, after the training, counselors’ perceived MI competencies and levels of 

working alliance were increased (Chan & Lui, 2015). In the MI training adaptation 

process, the lecture content is enriched with case studies and examples from Manthey et 

al. (2015). 

For all modules, a video illustration was prepared to demonstrate the MI 

processes (engaging, focusing, evoking, planning), techniques, and how MI concepts 

might be used within a rehabilitation context. The video was recorded by the researcher 

utilizing a case study from Manthey et al. (2015). Two rehabilitation practitioners 

volunteered to role play for the video. The length of the video was approximately 25 

minutes in total. The final module focused on the MI techniques custom designed for VR 

practitioners. The MI techniques in this module were obtained from the Evidence-Based 

Group Motivation Curriculum for Vocational Rehabilitation Consumers (Chan et al., 

2013). This curriculum was developed by researchers in the RRTC-EBP VR. It was 

designed to support VR clients’ return-to-work efforts.  
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Table 4 

MI Counselor Training - Implementation 

 Lecture Demonstration Practice 

Module 1 

60 min. 

MI and MI spirit: Partnership, 

Acceptance, Compassion, Evocation  

MI micro skills: Open-ended questions, 

Affirmations, Reflection, Summary 

Video 1, 

Discussion 

Case Study 

Practicing 

examples 

Module 2  

60 min. 

General MI principles: Expressing 

empathy, Developing discrepancy, 

Rolling with resistance, Supporting 

self-efficacy 

Video 2, 

Discussion 

Case Study 

Practicing 

examples 

Module 3 

60 min. 

MI processes: Engaging, Focusing, 

Evoking, Planning  

Types of Language: Discord Talk, 

Sustain Talk, Change Talk, 

Commitment Talk. 

Video 3 

Discussion 

Case Study 

Practicing 

examples 

Module 4 

60 min. 

MI Techniques for Rehabilitation 

Counselors: Meaning of Work, Cost 

and Benefits of Work, Determining 

Barriers to Work, Confidence Ruler & 

Career Development, Job Retention 

Video 4 

Discussion 

Case Study 

Role Playing 
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Table 5 

MI Counselor Training Objectives and Conceptual Framework  

Module Learning objectives Resources 

1 

At the end of module 1, the counselor will be able to: 

- Define MI and its scientific evidence 

- Describe the spirit of MI; partnership, 

acceptance, compassion, evocation and their 

relation to rehabilitation counseling practice  

- Ask open-ended questions and utilize 

affirmation, reflection and summary skills. 

MI training 

designed by Dr. 

Fong Chan (2015) 

2 

At the end of module 2, the counselor will be able to: 

- Express empathy in a given situation,  

- Develop discrepancy in a given situation,  

- Roll with resistance in a given situation,  

- Support self-efficacy in a given situation. 

MI training 

designed by Dr. 

Fong Chan (2015) 

 

3 

At the end of module 3, the counselor will be able to: 

- Identify MI processes: Engaging, focusing, 

evoking, planning,  

- Identify discord talk, sustain talk, change talk, 

commitment talk. 

Video adapted from 

a case study by 

Manthey et al. 

(2015) 

4 

At the end of module 4, the counselor will be able to: 

- Perform given MI techniques (meaning of 

work, cost and benefits of work, determining 

barriers to work, confidence ruler & career 

development, job retention) in VR process. 

Adapted from 

Evidence-based 

group motivation 

curriculum (Chan et 

al., 2013) 

 

Follow Up Coaching 

Supervision in the form of feedback and coaching after initial training is essential 

for learning MI (Bennett et al., 2007; Hettema et al., 2005; Manthey et al., 2011; Miller, 

Sorensen, Selzer, & Brigham, 2006; Miller et al., 2004). For the purpose of this study the 

follow up coaching was provided for 4 weeks following the MI training. The sessions 

were conducted using the checklist presented on Table 6. The goal of the follow up 

coaching sessions was to motivate counselors to use MI techniques and allow them to 

bring up actual successes, obstacles and challenges found in the use of MI techniques.  
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Table 6 

MI Counselor Training Follow Up Checklist - Counselor Self-Report 

(a) Which of the following MI strategies/skills/techniques did you used last week? 

(b) What did you like the most about it? 

(c) What did you have the hardest time with? 

MI spirit 

 

□ Partnership 

□ Acceptance 

□ Compassion 

□ Evocation 

MI micro skills 

 

□ Open-ended questions 

□ Affirmations 

□ Reflection 

□ Summary 

General MI principles □ Expressing empathy 

□ Developing discrepancy 

□ Rolling with resistance 

□ Supporting self-efficacy 

MI processes 

 

□ Engaging 

□ Focusing 

□ Evoking 

□ Planning 

Types of Language 

 

□ Discord Talk 

□ Sustain Talk 

□ Change Talk 

□ Commitment Talk 

MI Techniques for 

Rehabilitation Counselors 

 

□ Meaning of Work 

□ Cost and Benefits of Work 

□ Determining Barriers to Work  

□ Confidence Ruler & Career Development 

□ Job Retention 

 

Intervention Fidelity 

Fidelity is an important element in the history of MI (Manthey et al., 2015), 

because many counselors have stated that they were practicing MI when in actuality they 

were not (Miller & Rollnick, 2009). Variance in how the intervention is delivered is a 

significant threat to internal validity (Horner, Rew, & Torres, 2006). Three strategies 
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were incorporated into this study in order to maintain the internal validity. First, the MI 

training manual was developed, including the objectives, specific content, and materials 

used during the training. Second, all the counselors were trained by the same trainer, 

following the MI best practice recommendations (Madson et al., 2009). Finally, post-

training ongoing support to counselors in the form of supervision was provided (Hettema 

et al., 2005; Miller & Rollnick, 2014). 

Research Questions 

1. Does MI counselor training impact rehabilitation counselors’ perceived MI 

competence?  

2. Are there differences between counselor demographics (gender, years of 

counseling experience, level of education, CRC status) that influence rehabilitation 

counselors’ perceived MI competence? 

3. Does MI counselor training impact clients’ perceived working alliance?  

4. Does MI counselor training impact client engagement in VR services? 

5. Do rehabilitation counselors’ perceived MI competence and clients’ perceived 

working alliance predict client engagement in VR services?  

Null Hypotheses 

Null hypothesis 1 (H01): The MI counselor training will not increase 

rehabilitation counselors’ perceived MI competence. 

Null hypothesis 2 (H02): There are no differences between counselor 

demographics (gender, years of counseling experience, level of education, CRC status) 

that influence rehabilitation counselors’ perceived MI competence. 
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Null hypothesis 3 (H03): MI counselor training will not increase clients’ perceived 

working alliance. 

Null hypothesis 4 (H04): MI counselor training will not increase client 

engagement in VR services. 

Null hypothesis 5 (H05): Rehabilitation counselors’ perceived MI competence and 

clients’ perceived working alliance will not predict client engagement in VR services. 

Procedures 

Upon institutional review board (IRB) approval, permission was obtained from 

DVR headquarters in Tallahassee to recruit currently employed counselors and their 

clients, who are actively receiving services. The DVR agency directors supported local 

offices’ participation in this study. The researcher contacted unit supervisors and 

provided the purpose of the study, time requirements, permission from DVR 

headquarters, and measures to protect confidentiality. In terms of confidentiality, the 

instruments did not request or contain any participant identifying information. In order to 

differentiate the participants in the experimental and comparison groups and to identify 

pre- and posttest forms, a coding system was utilized. Each instrument had a unique code 

number (e.g. Counselor [1], pretest [1], experimental group [1] = 1 1 1; Client [2], 

posttest [2], comparison group [2] = 2 2 2). 

Counselor Data Collection, Training and Follow-Up Coaching Process 

An initial email was sent to the counselors explaining the general purpose and 

process of the study. Counselors were given the option to participate in the study. 

Counselors who were interested in participating informed their supervisors. Supervisors 

provided to the researcher the list of counselors who agreed to participate via email. The 
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counselor information was entered into an MS Excel spreadsheet. Using the random 

assignment function in Excel, counselors were assigned to experimental or comparison 

groups with 1:1 randomization. Each participating counselor received a uniquely coded 

pretest instrument package. Upon collecting the completed pretest packages, the MI 

trainings were scheduled with all units, in two rounds. The first round was for the 

experimental group and the second was for the comparison group. Counselors were 

blinded to group assignments. Figure 3 illustrates the counselor data collection and 

training process. 

After the first-round training was completed, the counselors in the experimental 

group were provided the 4-week follow up coaching sessions. Each Monday during this 

period, the researcher sent a follow up email inviting each counselor for a face-to-face or 

phone meeting. Based on the counselors’ availability, the coaching sessions were 

scheduled. Due to counselors’ time constraints and heavy workloads, these sessions were 

voluntary. During the one-on-one discussion-based sessions, counselors were encouraged 

to share how their implementation of Ml was progressing and what challenges they were 

experiencing in using these techniques with their clients. Subsequently, both the 

experimental and comparison groups completed the posttest. Lastly, the comparison 

group was provided with the MI training and follow up coaching sessions.  
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Figure 3. Counselor data collection and training process. 

 

Client Data Collection 

Contact with clients was made in two ways: (a) while the clients were in the VR 

office or (b) via phone call. The support staff from each unit assisted the researcher in 

making these contacts. Consent information was provided verbally and willing 

participants were given the surveys. During the pretest and posttest, all clients completed 

the demographic questionnaire, WAI-S, VRES, and ORS instruments. This took about 8-

10 minutes. The posttest took place 5 weeks after the pre-test. 

Ethical Considerations 

There were no risks to the participants from their involvement in this study. 

Participation in this research was voluntary. Informed consent was provided to all 
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participants. Clients were informed that participation did not impact their current VR 

services. There was no risk for loss of confidentiality as all data were collected 

anonymously. All data were stored on encrypted, password-protected flash drives that 

were stored in a locked cabinet. Additionally, the counselors who were in the comparison 

group and who chose not to participate in the study were given the opportunity to receive 

the MI training and follow up coaching after the posttest was collected.   

Data Analysis 

This study collected data from both counselors and clients in experimental and 

comparison groups, during pretest and posttest. The study utilized mean difference, 

correlation, and linear regression analyses to examine counselors’ perceived MI 

competence, working alliance, and client engagement. Regression and correlation 

analyses provided a flexible data-analytic framework for addressing a wide variety of 

questions of interest to rehabilitation psychologists (Hoyt, Imel, & Chan, 2008). 

Regression and correlation analyses methods fit well to this study because they permitted 

the testing of hypotheses with linear or curvilinear associations among variables and the 

examining of associations among pairs of variables controlling for potential confounds 

(Hoyt, Leierer, & Millington, 2006). The effect sizes are also presented and interpreted as 

substantive findings concerning the magnitude of hypothesized associations. 

The particular interest of this current study was to evaluate the impact of MI 

counselor training. In other words, “how much effect did this training have?” Therefore, 

results were reported in the direction of placing more emphasis on practical significance, 

the degree of relationship between variables, and the magnitude of the effect. The effect 

size provides information to the researcher about the magnitude of an effect, which can 
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be used in determining whether it is of practical significance (Erceg-Hurn & Mirosevich, 

2008). Rehabilitation literature highly emphasizes the importance of presenting 

effectiveness results in terms of effect size (Strauser & Wong, 2010). The American 

Psychological Association Manual (APA, 2009), emphasizes the necessity to include 

effect size or strength of relationship in psychological research. Furthermore, the APA 

Manual encourages not only the reporting of effect sizes, but also their interpretation. 

Therefore, the results of this study did not just report the conclusions with simple accept-

reject statements based on p <.05; but also included meaningful quantitative statements 

about the size and importance of the effects.  

In this study, the effect sizes were computed using Cohen’s d (Cohen, 1988). 

Cohen’s d is widely used for the calculation of effect size in pre-post, treatment-

comparison study designs. It is calculated by taking the standardized mean differences 

between two groups and dividing it by the pooled standard deviation (Cohen, 1988; Sink 

& Stroh, 2006; Vacha-Haase & Thompson, 2004). Cohen (1988) described the effect 

size, the amount of variability in the dependent variable that can be accounted for or 

associated with the independent variable. Effect size statistics display the strength of 

association found in any study, regardless of the outcome measure, to compare the effects 

of different interventions (Rubin & Babbie, 2016). For the effect size analysis, 0.2 was 

considered weak, 0.5 medium, and 0.8 strong (Cohen, 1988).  

In this study, five research questions were tested. The first research question 

asked: “Does MI counselor training impact rehabilitation counselors’ perceived MI 

competence?” The SCMICS was used to measure counselors’ perceived MI competence. 

Two-step analysis was followed to answer this question. First, the mean difference 
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analysis was conducted to compare the change in SCMICS score means (posttest minus 

pretest) between the experimental and the comparison group. This analysis provided the 

direction of the relationship between MI counselor training (IV) and counselors’ 

SCMICS scores (DV). Next, the effect size was computed using Cohen’s d to measure 

the strength of the relationship between MI counselor training and counselors’ perceived 

MI competence.  

The second research question asked: “Are there differences between counselor 

demographics (gender, years of counseling experience, level of education, CRC status) 

that influence rehabilitation counselors’ perceived MI competence?” To answer this 

question, correlation analysis was used among SCMICS total scores and counselor 

gender, years of counseling experience, level of education, CRC status. The 

intercorrelation analysis provided a general idea of the relationship among the variables 

and answered the second research question. 

The third research question asked: “Does MI counselor training impact clients’ 

perceived working alliance?” This question intended to determine if MI counselor 

training impacted on the client-counselor working alliance, particularly from the clients’ 

perspective. The findings of this question filled a gap in the rehabilitation literature 

because although a growing body of evidence suggests that working alliance is important 

for successful counseling outcomes and client engagement in rehabilitation process 

(Strauser & Wong, 2010), no research examined the impact of an intervention on 

working alliance in VR setting. The WAI-S client form was used to measure clients’ 

perceived working alliance. The mean difference analysis was conducted to compare 

WAI-S score mean differences between the pre- and posttest in the experimental and 
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comparison groups. Also, the effect size was computed using Cohen’s d to measure the 

strength of the MI counselor training effect on client’s perceived working alliance.  

The fourth research question asked: “Does MI counselor training impact client 

engagement?” This question intended to determine if MI counselor training impacted 

client engagement. The VRES scores were used to measure client engagement. The mean 

difference analysis was conducted to compare VRES score mean differences between the 

pre- and posttest in the experimental and comparison groups. Also, the effect size was 

computed using Cohen’s d to measure the strength of the MI counselor training effect on 

client’s engagement in VR services.  

The fifth research question asked: “Do rehabilitation counselors’ perceived MI 

competence and clients’ perceived working alliance predict client engagement in VR 

services?”  Conducting a regression analysis between client engagement scores and those 

for counselor perceived MI competence required the client and counselor data to be 

matched.  Due to VR agency confidentiality requirements, no identifying information 

could be recorded on the surveys. Instead, a coding system was used. However, the units’ 

support staff involved in contacting clients were not able to match counselors to their 

clients, using this coding system without proper training. Training for support staff was 

not sanctioned by the VR agency because of the concerns about placing additional burden 

on support staff. Therefore, the data collected was not able to be used to conduct a 

regression analysis between the client engagement and counselor perceived MI 

competence. To answer this question, a simple linear regression was used to predict the 

client engagement from one independent variable, client perceived working alliance.  
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Chapter Summary 

Due to limited intervention research in rehabilitation literature, investigating the 

impact of research-based interventions in a rehabilitation counseling setting is essential. 

This study was particularly important because it is the first RCT design research 

exploring the impact of MI counselor training. Of particular interest in this study was 

exploring the impact of the MI counselor training on rehabilitation counselors’ 

counseling skills in promoting clients’ return-to-work behaviors and engagement. In this 

chapter, the following topics were covered: study design, variables, research questions, 

participants, instrumentation, MI training, procedure, and data analysis. 
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CHAPTER 4. RESULTS

The purpose of this study was to determine the impact of MI counselor training 

designed to improve rehabilitation counselors’ counseling skills to promote client 

engagement in return-to-work behaviors and to establish strong working alliance. Data 

were collected from both counselors and clients in the experimental and comparison 

groups during the pre- and posttests. In this chapter, the sample population 

characteristics, psychometric properties of scales and hypothesis testing results are 

presented. Five research hypotheses were tested using a combination of mean difference, 

correlation, and linear regression analyses. For the analysis of the variables, IBM SPSS 

Statistics Version 24 was used. 

Descriptive Statistics 

 A total of 347 participants were recruited from 17 DVR offices located in Palm 

Beach, Lee, Broward, Collier, Glades, Hendry, and Charlotte counties. Data were 

collected from a total of 67 counselors and 280 clients. Table 7 presents the number 

distribution of the sample.  

Table 7 

Distribution of Sample 

Group No. of counselors No. of clients pretest No. of clients posttest 

Experimental Group 32 N = 70 N = 70 

Comparison Group 35 N = 70 N = 70 

Total 67 140 140 
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Counselor Demographics 

Of the 67 counselors, a total of 57 females (85.1%) and 10 males (14.9%) 

participated in the study. The mean age of the overall counselor participants (N = 67) was 

39.18 years (SD = 9.15) with a range between 23 and 65 years of age. The racial 

demographics of the overall sample is as follows: 32 (47.8%) White/Caucasian, 21 

(31.3%) Black/African, 11 (16.4%) Hispanic/Latino, and 3 (4.5%) Asian. Table 8 

presents the counselor demographics frequencies distributed in the comparison and 

experimental groups.   

Professional characteristics, in addition to demographic characteristics, were 

collected (N = 67). A total of 36 counselors (53.7%) reported that they have bachelor’s 

degrees, and 31 counselors (46.3%) reported that they have master’s or higher degrees. In 

terms of years of experience in counseling, a total of 35 counselors (52.2%) reported 

having 3 years or fewer, 11 counselors (16.4%) reported having 4 to 6 years, 7 counselors 

(10.4%) reported having 7 to 9 years, and 14 counselors (20.9%) reported having 10 

years and over of work experience in the vocational rehabilitation counseling field. As 

shown in Figure 4, a total of 12 counselors (17.9) had a rehabilitation counseling degree, 

11 counselors (16.4%) had social work degrees, and 44 counselors reported having 

degrees in other areas such as mental health, education, and criminal justice.  
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Table 8 

Counselor Demographics and Group Membership 

Variable Characteristic 

Comparison 

group 

Experimental 

group 

Total 

sample 

n % n % N 

Total N  35 100 32 100 67 

Gender       

 Female  29 82.9 28 87.5 57 

 Male 6 17.1 4 12.5 10 

Age       

 24-34 13 37.1 9 28.1 22 

 35-45 17 48.6 17 53.1 34 

 46-56 4 11.4 3 9.4 7 

 56 and over 1 2.9 3 9.4 4 

Ethnicity        

 White/Caucasian 14 40 18 56.3 32 

 Black/African Am 15 42.9 6 18.8 21 

 Hispanic/Latino 4 11.4 7 21.8 11 

 Asian 2 5.7 1 3.1 3 

Education       

 Bachelors 20 57.1 16 50 36 

 Masters or higher 15 42.9 16 50 31 

Work experience       

 0-3 years 16 45.7 19 59.3 35 

 4-6 years 8 22.9 3 9.4 11 

 7-9 years 4 11.4 3 9.4 7 

 10 years and over 7 20 7 21.9 14 

Area of Study       

 Rehab Counseling 5 14.3 7 21.9 12 

 Social Work 6 17.1 5 15.6 11 

 Other 24 68.6 20 62.5 44 

CRC       

 Yes 4 11.4 5 15.6 9 

 No 31 88.6 27 84.4 58 

Pre-MI Training       

 Yes 8 22.9 3 9.4 11 

 No 27 77.1 29 90.6 56 

Note. N = total number of participants. 
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Figure 4. Counselors’ area of study. 

 

Client Demographics  

Client data were collected from a total of 280 clients during the pretest and 

posttest from experimental and comparison groups. Of the 280 clients, a total of 117 

females (41.8%) and 163 males (58.2%) participated in the study. The mean age of the 

clients was 32.30 (SD = 13.672) with a range between 16 and 69 years of age. The racial 

demographics of the sample is as follows: 129 (46.1%) White/Caucasian, 73 (26.1%) 

Black/African, 64 (22.9%) Hispanic/Latino, 9 (3.2%) Asian, and 5 (1.8%) Other. A total 

of 200 clients (71.4%) reported that their primary disability is mental and 80 clients 

(28.6%) reported that their primary disability is physical.  

In addition to demographic characteristics, clients’ education level and 

employment status were requested. Majority of clients reported that their education level 

was high school 119 (42.5%) or GED 65 (23.2%). In terms of employment status 29 

clients (10.4%) were part-/full-time employed, 192 clients (68.6%) were unemployed, 

and 59 clients (21.1%) were students. Table 9 presents the client demographics in the 

distribution of experimental and comparison groups data collected during pre- and 

posttest.   



65 

Table 9 

Client Demographics and Group Membership 

Variable Characteristic 

Pretest Posttest 

Com. G Exp. G Com. G Exp. G 

n %  n %  n %  n %  

Total  70 100 70 100 70 100 70 100 

Gender          

 Female  27 38.6 31 44.3 26 37.1 33 47.1 

 Male 43 61.4 39 55.7 44 62.9 37 52.9 

Age          

 18-29 33 47.1 37 52.9 33 47.1 39 55.7 

 30-39 15 21.4 11 15.7 26 37.2 9 12.9 

 40-49 10 14.3 9 12.8 8 11.4 10 14.3 

 50-59 8 11.4 6 8.6 2 2.9 8 11.4 

 60 and over 4 5.8 7 10 1 1.4 4 5.7 

Ethnicity           

 White/Caucasian 31 44.3 31 44.3 31 44.3 36 51.4 

 Black/Afr.Am 23 32.9 17 24.3 15 21.4 18 25.8 

 Hispanic/Lat. 14 20 15 21.4 21 30 14 20 

 Asian 1 1.4 4 5.7 3 4.3 1 1.4 

 Other 1 1.4 3 4.3 - - 1 1.4 

Disability          

 Physical 21 30 21 30 16 22.9 22 31.4 

 Mental 49 70 49 70 54 77.1 48 68.6 

Education          

 No formal sch. - - 1 1.4 - - 3 4.3 

 Special Ed 10 14.3 5 7.1 6 8.5 6 8.5 

 Elementary (1-5) - - - - - - 1 1.4 

 Sec.Ed (6-9) 12 17.1 3 4.3 13 18.6 10 14.3 

 High S./GED 23 32.9 41 58.6 28 40 27 38.6 

 Post Sec. 16 22.9 14 20 16 22.9 19 27.1 

 Bachelors 8 11.4 6 8.6 4 5.7 2 2.9 

 Masters/higher 1 1.4 - - 3 4.3 2 2.9 

Employment          

 Employed 

Part/Full T. 

5 7.1 9 12.9 5 7.1 10 14.3 

 Unemployed 57 81.4 42 60 54 77.2 40 57.1 

 Student 8 11.5 19 27.1 11 15.7 20 28.6 

Note. N = total number of participants; Exp. G = Experimental group; Com. G = Comparison group. 
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Social Cognitive Motivational Interviewing Competence Scale (SCMICS) 

The SCMICS is a counselor self-report survey designed to measure the 

rehabilitation counselors’ perceived MI competencies in the areas of self-efficacy, 

benefits, barriers, stages of change/action (Chan & Lui, 2015). Table 10 shows the pre- 

and posttest results from the SCMICS subscales. The experimental and comparison group 

means, standard deviations, and change scores of each subscale are illustrated. 

Table 10 

Experimental and Comparison Group Means, Standard Deviations, and Change Scores 

for the Social Cognitive Motivational Interviewing Competence Subscales 

Scale 
Condition 

(N) 

Range 

pretest 

Range 

posttest 

Pretest 

M (SD) 

Posttest 

M (SD) 

Pre-posttest 

M gain score 

+/- 

Pre-

posttest 

 

SE        

 E (32) 67.00 51.00 79.78 

(16.13) 

96.00 

(11.72) 

16.22 .95 

.95 

 C (35) 96.00 96.00 73.40 

(23.45) 

74.46 

(26.24) 

1.06 .97 

.99 

BAR        

 E (32) 26.00 24.00 54.31 

(7.76) 

56.22 

(5.43) 

1.91 .62 

.56 

 C (35) 26.00 26.00 53.71 

(7.42) 

55.97 

(5.64) 

2.26 .51 

.59 

SoC        

 E (32) 57.00 68.00 63.09 

(16.70) 

55.19 

(15.85) 

-7.91 

 

.86 

.84 

 C (35) 69.00 64.00 58.29 

(15.79) 

56.31 

(16.02) 

-1.97 .87 

.84 

 B        

 E (32) 56.00 30.00 59.13 

(14.19) 

73.47 

(8.73) 

14.34 .97 

.98 

 C (35) 54.00 44.00 60.51 

(13.37) 

60.77 

(11.32) 

0.26 .97 

.99 

Note. N = total number of participants; M = Mean; SD = standard deviation; +/- = mean change score; E = 

Experimental Group; C = Comparison Group; SE = Self- Efficacy Subscale; BAR = Barriers Subscale; SoC = Stages of 

Change Subscale; B = Benefits Subscale of Social Cognitive Motivational Interviewing Competence Scale (Chan et al., 

2013). 
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Working Alliance (WAI-S) and Client Engagement Scales (VRES) 

 The WAI-S is a client self-report survey designed to measure the clients’ 

perceived therapeutic relationship with their counselors (Hatcher & Gillaspy, 2006). The 

VRES is also a client self-report survey. It is designed to measure clients’ engagement in 

the vocational rehabilitation services (Dutta et al., 2016). Table 11 shows the pre- and 

posttest results from the WAI-S and VRES scales below. The experimental and 

comparison group means, standard deviations, and change scores of each subscale are 

illustrated. 

Table 11 

Experimental and Comparison Group Means, Standard Deviations, and Change Scores 

for the Working Alliance Inventory and Vocational Rehabilitation Engagement Scale 

Scale 
Condition 

(N) 

Range 

pretest 

Range 

posttest 

Pretest 

M (SD) 

Posttest 

M (SD) 

Pre-posttest 

M gain 

score +/- 

Pre-

posttest 

 

WAI-S        

 E (70) 66.00 56.00 64.79 

(12.69) 

74.24 

(10.95) 

9.46 .90 

.90 

 C (70) 54.00 53.00 61.50 

(10.09) 

63.80 

(9.00) 

2.30 .91 

.93 

VRES        

 E (70) 32.00 32.00 35.63 

(6.17) 

39.49 

(5.89) 

3.86 .92 

.91 

 C (70) 32.00 33.00 35.10 

(4.85) 

34.03 

(5.78) 

-1.07 .79 

.89 

Note. N = total number of participants; M = Mean; SD = standard deviation; +/- = mean change score; E = 

Experimental Group; C = Comparison Group; WAI-S = Working Alliance Scale (Hatcher & Gillaspy, 

2006); VRES = Vocational Rehabilitation Engagement Scale (Dutta et al., 2016). 

 

Hypothesis Testing Results 

Null Hypothesis 1  

The first null hypothesis stated that the MI counselor training will not increase 

rehabilitation counselors’ perceived MI competence. The SCMICS was utilized to 
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measure the rehabilitation counselors’ perceived MI competence. To answer this 

question, pretest and posttest SCMICS total score mean differences for both experimental 

and comparison groups were examined. Table 12 shows the experimental and comparison 

group means, standard deviations, and change scores for total scale.  

Table 12 

Experimental and Comparison Group Means, Standard Deviations, and Change Scores 

for the Social Cognitive Motivational Interviewing Competence Scale Total Scores 

Condition (N) 
Pretest total score M 

(SD) 

Posttest total score 

M (SD) 

Pre-posttest 

M gain score +/- 
ES 

E (32) 256.31 (40.45) 280.88 (25.62) 24.56 .74 

C (35) 245.91 (43.00) 247.51 (46.06) 1.60 .03 

Note. N = total number of participants; M = Mean; SD = standard deviation; +/- = mean change score; E = 

Experimental Group; C = Comparison Group; ES = Effect Size of each individual group. 

 

The outcome of the mean difference analysis for SCMICS total scores 

demonstrated that the experimental group significantly improved their SCMICS scores by 

24.56 points. The comparison group improvement was at 1.60 points. The results 

indicated that the counselors in the experimental group increased their perceived MI 

competence by 22.96 points more than the comparison group after completion of the MI 

counselor training. For the effect size analysis, 0.2 was considered weak, 0.5 medium, 

and 0.8 strong (Cohen, 1988). Based on this, the MI training yielded a medium to strong 

effect size of .74 on counselors in the experimental group. The comparison group 

(counselors who did not receive training group) yielded an effect size of .03, which was 

very weak.  

In order to examine the overall impact of MI counselor training between the two 

groups’ perceived MI competence, the following effect size calculation between group 

change scores was used:  
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𝑑 =
𝐸𝑥𝑝𝑒𝑟𝑖𝑚𝑒𝑛𝑡 𝐺𝑟𝑜𝑢𝑝 𝐺𝑎𝑖𝑛 𝑆𝑐𝑜𝑟𝑒 − 𝐶𝑜𝑛𝑡𝑟𝑜𝑙 𝐺𝑟𝑜𝑢𝑝 𝐺𝑎𝑖𝑛 𝑆𝑐𝑜𝑟𝑒

𝐶𝑜𝑛𝑡𝑟𝑜𝑙 𝐺𝑟𝑜𝑢𝑝 𝐴𝑣𝑒𝑟𝑎𝑔𝑒 𝑆𝐷
 

24.56 − 1.60

44.52
= 0.52 

The results showed a medium effect size of .52, demonstrating that the MI 

counselor training significantly increased counselors’ perceived MI competence. 

Therefore, the first null hypothesis was rejected. 

Null Hypothesis 2 

The second hypothesis stated that there are no differences between counselor 

demographics (gender, years of counseling experience, level of education, CRC status) 

that influenced rehabilitation counselors’ perceived MI competence. Bivariate correlation 

analysis was used to determine whether or not the independent variables influenced the 

SCMICS posttest total scores. Table 13 presents the correlations among five measures. 

Results indicated that out of four independent variables (gender, years of experience, 

education, and CRC status) two variables, education and CRC status, showed statistically 

significant correlation with posttest SCMICS total scores. 
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Table 13 

Correlations Among Five Measures 

Measures  1 2 3 4 5 

1. Gender  _ .07 -.05 -.04 .00 

 Sig. (2-tailed)  .58 .67 .74 .98 

2. Years of work experience   _ .35 .36 .13 

 Sig. (2-tailed)   .00 .00 .31 

3. Education    _ .42 .36 

 Sig. (2-tailed)    .00 .00* 

4. CRC     _ .27 

 Sig. (2-tailed)     .03* 

5. Posttest SCMICS total 

scores 

     _ 

Note. Total Sample=67. The Social Cognitive Motivational Interviewing Competence Scale; CRC= 

certified rehabilitation counselor. *p <.05, two-tailed. **p <.01, two-tailed. 

 

For the education and posttest SCMICS total scores, the p value was .00 [p < 

(.05)] and the Pearson’s correlation effect size was r = .36. For the CRC status and 

posttest SCMICS total scores, the p value was .03 [p < (.05)] and the Pearson’s 

correlation effect size was r = .27. Both findings showed that there was positive 

relationship between these two paired variables. Therefore, the second null hypothesis 

was rejected due to the significant correlation between education and posttest SCMICS 

total scores; and CRC status and posttest SCMICS total scores. 

Null Hypothesis 3 

The third hypothesis stated that MI counselor training will not increase clients’ 

perceived working alliance. The WAI-S was utilized to measure the clients’ perceived 

working alliance with their counselors. To test this hypothesis, the pretest and posttest 

WAI-S total score mean differences for both experimental and comparison groups were 

examined. Table 14 shows the experimental and comparison group means, standard 

deviations, and change scores for total scale.  
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Table 14 

Experimental and Comparison Group Means, Standard Deviations, and Change Scores 

for the Working Alliance Inventory Short Form Total Scores 

Condition (N) 
Pretest total score  

M (SD) 

Posttest total score 

M (SD) 

Pre-posttest 

M gain score +/- 
ES 

E (140) 64.79 (12.69) 74.24 (10.95) 9.46 .80 

C (140) 61.05 (10.09) 63.08 (9.00) 2.30 .24 

Note. N = total number of participants; M = Mean; SD = standard deviation; +/- = mean change score; E = 

Experimental Group; C = Comparison Group; ES = Effect Size of each individual group. 

 

The outcome of the mean difference analysis for WAI-S total scores demonstrated 

that clients in the experimental group improved their WAI-S scores by 9.46 points while 

clients in the comparison group improved their WAI-S scores by 2.30 points. Results 

indicated that clients in the experimental group who worked with the counselors that 

received MI counselor training increased their WAI-S scores 7.15 points more than 

clients in the comparison group. The experimental group yielded a strong effect size of 

.80 while the comparison group recorded a weak effect size of .24. In order to examine 

the overall impact of MI counselor training between the two groups’ perceived working 

alliance, the following effect size calculation between group change scores was used: 

𝑑 =
𝐸𝑥𝑝𝑒𝑟𝑖𝑚𝑒𝑛𝑡 𝐺𝑟𝑜𝑢𝑝 𝐺𝑎𝑖𝑛 𝑆𝑐𝑜𝑟𝑒 − 𝐶𝑜𝑛𝑡𝑟𝑜𝑙 𝐺𝑟𝑜𝑢𝑝 𝐺𝑎𝑖𝑛 𝑆𝑐𝑜𝑟𝑒

𝐶𝑜𝑛𝑡𝑟𝑜𝑙 𝐺𝑟𝑜𝑢𝑝 𝐴𝑣𝑒𝑟𝑎𝑔𝑒 𝑆𝐷
 

9.46 − 2.30

9.54
= 0.75 

The results showed a strong effect size of .75, demonstrating that the MI 

counselor training significantly increased clients’ perceived working alliance. Therefore, 

the third null hypothesis was rejected. 
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Null Hypothesis 4 

The fourth hypothesis indicated that the MI counselor training will not increase 

client engagement in VR services. The VRES was utilized to measure the variable of 

client engagement in the VR services. To test this hypothesis, the pretest and posttest 

VRES total score mean differences for both experimental and comparison groups were 

examined. Table 15 shows the experimental and comparison group means, standard 

deviations, and change scores for total scale. 

Table 15 

Experimental and Comparison Group Means, Standard Deviations, and Change Scores 

for the Vocational Rehabilitation Engagement Scale Total Scores 

Condition (N) 
Pretest total score M 

(SD) 

Posttest total score 

M (SD) 

Pre-posttest 

M gain score +/- 
ES 

E (140) 35.63 (6.17) 39.49 (5.89) 3.86  .64 

C (140) 35.01 (4.85) 34.03 (5.78) -1.07 -.20 

Note. N = total number of participants; M = Mean; SD = standard deviation; +/- = mean change score; E = 

Experimental Group; C = Comparison Group; ES = Effect Size of each individual group. 

 

The outcome of the mean difference analysis for VRES total scores demonstrated 

that clients in the experimental group improved their VRES scores by 3.86 points while 

clients in the comparison group decreased by 1.07 points. Results indicated the clients 

who worked with the counselors who received the MI counselor training in the 

experimental group gained 4.93 points more VRES scores than clients in the comparison 

group. The experimental group yielded a medium to strong effect size of .64 while the 

comparison group yielded a negative effect size of -.20.  
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In addition, to examine the overall impact of MI counselor training between the 

two groups’ client engagement in the VR services, the following effect size calculation 

was used: 

𝑑 =
𝐸𝑥𝑝𝑒𝑟𝑖𝑚𝑒𝑛𝑡 𝐺𝑟𝑜𝑢𝑝 𝐺𝑎𝑖𝑛 𝑆𝑐𝑜𝑟𝑒 − 𝐶𝑜𝑛𝑡𝑟𝑜𝑙 𝐺𝑟𝑜𝑢𝑝 𝐺𝑎𝑖𝑛 𝑆𝑐𝑜𝑟𝑒

𝐶𝑜𝑛𝑡𝑟𝑜𝑙 𝐺𝑟𝑜𝑢𝑝 𝐴𝑣𝑒𝑟𝑎𝑔𝑒 𝑆𝐷
 

3.86 − (−1.07)

5.31
= 0.93 

The results showed a very strong effect size of .93, demonstrating that the MI 

counselor training significantly impacted clients’ engagement in VR services. Based on 

this result, the fourth null hypothesis was rejected. 

Null Hypothesis 5 

The fifth hypothesis stated that rehabilitation counselors’ perceived MI 

competence and clients’ perceived working alliance will not predict client engagement in 

VR services. Conducting a regression analysis between client engagement scores and 

those for counselor perceived MI competence required the client and counselor data to be 

matched.  Due to VR agency confidentiality requirements, the data collected was not able 

to be matched. To answer this question, a simple linear regression was used to predict the 

client engagement from one independent variable, client perceived working alliance. As 

can be seen in Table 16, the client perceived working alliance score significantly 

predicted client engagement with an adjusted 𝑅2 = .22, F(1,278) = 79.32, p=.00. The 

results showed that 22% of the client engagement in VR services can be predicted by the 

clients’ perceived working alliance scores. Based on this result, the fifth null hypothesis 

was rejected.  
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Table 16 

Simple Linear Regression Analyses Predicting Client Engagement 

Predictor variable R R
2
 Adjusted R

2
 F p 

WAI-S total score .47 .22 .22 79.32 .00 

Note. WAI-S = Working Alliance Scale (Hatcher & Gillaspy, 2006). 

 

Chapter Summary 

The present research study illustrated several contributions to the field of 

rehabilitation counseling. The results of hypothesis testing and interpretation indicated 

that experimental group counselors who participated in MI counselor training 

demonstrated significant gains in their MI competence scores compared to the 

comparison group. The clients of the experimental group’s counselors significantly 

improved their engagement in VR services and working alliance with their counselors. 

Also, counselors’ education level and CRC status showed strong correlation with the 

posttest MI competence total scores. Finally, working alliance was found to be a 

significant predictor of client engagement.   

The strength of this study lies on the fact that MI counselor competency was not 

only examined from counselors’ perceived competency but also from clients’ perceived 

working alliance and engagement. Since improvement of client outcomes was the 

ultimate goal of MI counselor training, the research data documented the client scores on 

the WAI-S and VRES scales before and after MI counselor training. It is important to 

note that all 280 clients in this study were in the plan development status. The 

improvement of client engagement in this status is a very significant finding in the 

context of the state-federal rehabilitation program, given the large drop-out rates that 
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occur in this status, regardless of the type or severity of the disabilities of these 

participants. 
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CHAPTER 5. DISCUSSION

The aim of this study was to explore the impact of the MI counselor training on 

rehabilitation counselors’ perceived MI competence, clients’ perceived working alliance 

and engagement in the VR services. The study analyzed the data collected from both 

counselors who work for the VR agency and their clients. As a summary of findings, 

Table 17 shows both groups’ pre- and posttest means scores and effect sizes for all scales. 

Table 17 

Effect Sizes for all scales 

Instrument Scale Condition (N)      �̅�1    �̅�2 ES 

Counselor Instruments 

SE E (32) 79.78 96.00 1.16 

 C (35) 73.40 74.46 .04 

BAR E (32) 54.31 56.22 .29 

 C (35) 53.71 55.97 .35 

SoC E (32) 63.09 55.19 -.49 

 C (35) 58.29 56.31 -.12 

B E (32) 59.13 73.47 1.25 

 C (35) 60.51 60.77 .02 

Total Scale E (32) 256.31 280.88 .74 

 C (35) 245.91 247.51 .03 

Client Instruments 

WAI-S E (140) 64.79 74.24 .80 

 C (140) 61.05 63.08 .24 

VRES E (140) 35.63 39.49 .64 

 C (140) 35.01 34.03 -.20 

Note. N = total number of participants; �̅�1= Pretest Mean Scores; �̅�2= Posttest Mean Scores; E = 

Experimental Group; C = Comparison Group; ES=Effect size SE = Self- Efficacy Subscale; BAR = 

Barriers Subscale; SoC = Stages of Change Subscale; B = Benefits Subscale of Social Cognitive 

Motivational Interviewing Competence Scale (Chan et al., 2013); WAI-S = Working Alliance Inventory 

Short Form (Hatcher & Gillaspy, 2006); VRES = Vocational Rehabilitation Engagement Scale (Dutta et al., 

2016). 
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Interpretation of Findings 

Research Question 1 

The first research question asked: Does MI counselor training impact 

rehabilitation counselors’ perceived MI competence? To assess perceived MI 

competence, the SCMICS was utilized. The high scores on the total SCMICS indicate a 

high level of counselor perceived social cognitive MI competence. The SCMICS has four 

subscales: self-efficacy, barriers, stages of change and benefits. High scores on these 

subscales indicate high levels of self-efficacy, perceived benefits, readiness and low 

levels of perceived barriers in the use of MI techniques.  

Based on the SCMICS total score for the pretest and posttest mean difference 

analysis, as seen in Table 18, the experimental group increased their perceived MI 

competence by 22.96 points more than the comparison group, after completion of the MI 

counselor training. A strong effect size of .74 for the total scale was found. This result 

indicates that the MI counselor training improved the counselors’ perceived MI 

competence. 

Table 18 

Experimental and Comparison Group Mean Gain Score Differences for the Social 

Cognitive Motivational Interviewing Competence Scale 

Scale E M gain score +/- C M gain score +/- Difference in two groups  

SE 16.22 1.06 15.16 

Bar 1.91 2.26 -0.35 

SoC -7.91 -1.97 -5.94 

B 14.34 0.26 14.08 

Total score 24.56 1.60 22.96 

Note. M = Mean; SD = standard deviation; +/- = Pre-Posttest mean change score; E = Experimental 

Group; C = Comparison Group; ES = Effect Size SE = Self- Efficacy Subscale; BAR = Barriers Subscale; 

SoC = Stages of Change Subscale; B = Benefits Subscale of Social Cognitive Motivational Interviewing 

Competence Scale (Chan et al., 2013). 
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Two subscale scores of the SCMICS, self-efficacy and benefits, indicated that the 

experimental group gain scores were higher than those of the comparison group, 15.16 

and 14.08 respectively. On both scales the difference between the two means were larger 

than one standard deviation. This finding showed that the 4-hour MI training was 

effective in enhancing counselors’ self-efficacy in the use of MI techniques. Literature 

highlights the increase in counselors’ perceived competence as an important training 

outcome given that counselors are more likely to engage in a behavior if they are 

confident in their abilities to perform the behavior (Bandura, 1977). Similarly, counselor 

self-confidence is mentioned as an important concept in MI practice (Miller & Rollnick, 

2002). Therefore, it can be concluded that the MI training used in this study was an 

effective first step in the sustained utilization of MI practice.  

On the barriers subscale, the experimental group gain scores were lower than 

those of the comparison group. The barrier subscale indicated that the experimental group 

reported an increase in perceived barriers by 0.35 points more than those of the 

comparison group. Three types of barriers were included in the survey: Organizational, 

supervisory, and individual barriers. To interpret this finding, it is necessary to examine 

the examples of the barriers subscale statements: Organizational barriers, “There is strong 

support and encouragement from senior management for using MI in VR practice”; 

supervisory barriers, “There are supervisors and counselors who are experienced in MI in 

my agency that I can talk to”; and individual barriers, “I have sufficient training to 

incorporate MI in my practice.” It seems that the increase in the barriers scale is likely to 

be related to the fact that the experimental group gained a higher degree of awareness of 

potential barriers upon completion of the MI training. This result indicated that the 
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implementation of MI practice in VR process demands a pervasive change in the 

agency’s culture and counseling practice. Without administration support for the removal 

of organizational barriers, training alone will not produce a sustained MI practice.  

Similar to the barriers subscale, on the stages of change subscale, the 

experimental group gain scores were lower than those of the comparison group. The 

experimental group stages of change subscale posttest scores were lower than the pretest 

scores by 7.09 points after completion of the MI counselor training. To interpret this 

finding, it is necessary to examine the examples of stages of change subscale statements: 

“I use MI techniques in my VR practice,” “I use MI to help clients deal with motivation 

to work issues,” “I am proficient in the use of MI to help clients with psychosocial and 

vocational rehabilitation issues.” It seems that even though the experimental group 

counselors perceived themselves as more competent in the use of MI techniques, and 

reported higher levels of benefits from its use after the training, when asked if they were 

actively using MI techniques, these counselors reported lower level of readiness scores 

on the stages of change subscale. This finding showed that counselors were neither 

actively using MI techniques nor felt proficient in the use of these techniques after having 

completed a one-time training. This is of particular significance because it stresses the 

importance of follow up training and coaching sessions. Without these, the establishment 

of a thriving MI practice among counselors is not likely. This supports the current MI 

literature findings (Bennett et al., 2007; Hettema et al., 2005; Manthey et al., 2011; Miller 

et al., 2006; Miller et al., 2004). 
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Research Question 2 

The second research question asked: Are there differences between counselor 

demographics (gender, years of counseling experience, level of education, CRC status) 

that influence rehabilitation counselors’ perceived MI competence? The correlation 

analysis showed a strong relationship between MI competence and both levels of 

education and CRC status. The counselors who scored highest in perceived MI 

competence were the ones who have master’s degree and CRC. This finding is similar to 

that of a recent research indicating that VR consumers showed improved overall 

outcomes with counselors enrolled in, and those who had graduated from, a program 

offering a master’s degree in rehabilitation counseling (Van Houtte, 2013). Furthermore, 

this finding supports several studies indicating that VR counselors with master’s level 

education in some form of counseling were found to be more effective (e.g., higher 

competitive closure rates) and more cost-efficient (e.g., lower cumulative expenditures) 

than those with unrelated degrees when serving clients with severe disabilities (Fleming, 

et al., 2012; Frain, Ferrin, Rosenthal & Wampold, 2006; Szymanski, 1991; Szymanski & 

Danek, 1992; Szymanski & Parker 1989a; 1989b). 

Given that counselors with high perceived MI competence showed that their 

clients’ engagement and working alliance were higher, it could be concluded that the 

clients of counselors with master’s level degrees and CRC, engage more in the VR 

services and have higher levels of working alliance. The results of this study along with 

the existing literature support and highlight the following: (a) counselors who have a 

master’s level degree produce higher level quality of work in VR; (b) clients who work 

with counselors with master’s degrees and CRC seems to engage and gain the utmost 
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benefit from VR services; (c) VR clients who work with counselors with a master’s 

degree in counseling have better overall outcomes; (d) counselors who have a master’s 

degree help advance agency objectives. Therefore, rehabilitation administrators should 

encourage counselors to further their education. Incentives, such as providing tuition 

waivers and flexible work schedules to accommodate school, should help agencies in this 

regard. 

Research Question 3 

The third research question asked: Does MI counselor training impact clients’ 

perceived working alliance? To assess clients’ perceived working alliance, the WAI-S 

was utilized. The WAI-S is rated by the client on a 7-point Likert scale. Total scores are 

derived by summing all the items with total scores ranging from 12 to 84. The high 

scores on the total scale of WAI-S indicates a high level of clients’ perceived working 

alliance. Based on the WAI-S total score of the pretest and posttest mean difference 

analysis, clients in the experimental group increased their perceived working alliance by 

9.46 points more than the clients in the comparison group. The experimental group 

yielded a strong effect size of .80.  

This result indicates that based on the client perceptions, the counselors who 

completed MI training established better working alliance with their clients. The data 

from this study support the notion that practitioners’ adherence to the MI spirit (Miller & 

Rollnick, 2002) directly facilitates client collaboration and working alliance during the 

counseling session. A previous research study showed a positive correlation between VR 

outcomes (employment outcomes, satisfaction on the job, and positive expectancies in 

regards to future employment) and the working alliance (Lustig et al., 2002). It can be 
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concluded that continued use of MI skills during the VR process by the counselors will 

not only improve the counselor-client working alliance but will also have a positive 

impact on client outcomes in VR process.  

Research Question 4 

The fourth research question asked: Does MI counselor training impact client 

engagement in VR services? To assess client engagement in VR services, the VRES was 

utilized. The high scores on the total scale of VRES indicated a high level of client 

engagement in VR services. The results showed that MI counselor training produced a 

strong effect size of .93 on client engagement. This finding demonstrated that the MI 

counselor training made a positive impact on the client engagement in VR services. It is 

important to note that all 280 clients in this study were in the plan development status. 

The improvement of client engagement in this status is a very significant finding in the 

context of the state-federal rehabilitation program, given the large drop-out rates that 

occur in this status, regardless of the type or severity of the disabilities of these 

participants. 

To determine the impact of MI counselor training, this research study not only 

documented the counselor perceived MI competence but also the client outcomes before 

and after MI counselor training, given that improvement of client outcomes is the 

ultimate goal of most clinical training. It is apparent that the effect size of client 

engagement provided strong evidence of effectiveness of the MI counselor training used 

in this study. The significant effect of MI counselor training on both client perceived 

working alliance and engagement is consistent with previous research by Catley et al. 

(2006) and Moyers et al. (2005) demonstrating significant associations between 
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counselors’ overall MI competence and positive client cooperation and engagement. The 

findings also provide support for Miller and Rollnick’s (2002) view that practitioners’ 

adherence to MI principles can reduce resistance and increase client collaboration and 

engagement. However, the findings in this study are contrary to previous finding by 

Miller & Mount (2001) indicated that a one-shot MI training workshop is unlikely to alter 

practice behavior sufficiently to make a difference in client outcomes.  

Research Question 5 

The fifth research question asked: Do the rehabilitation counselors’ perceived MI 

competence and clients’ perceived working alliance predict client engagement in VR 

services? The data collected were not able to be used to conduct a regression analysis 

between client engagement and counselor perceived MI competence. To answer this 

question, a regression analysis was only conducted between the client engagement and 

working alliance. The results showed that 22% of the client engagement in VR services 

can be predicted by the clients’ perceived working alliance scores. This means that clients 

who have strong working alliance with their counselors tend to exhibit high engagement 

in the VR services. This finding is aligned with previous research indicating that working 

alliance was strongly associated with VR engagement (Ryan & Deci, 2000). This finding 

is of particularly importance in terms of the connections to client outcomes. A large body 

of literature supports the positive relationship between working alliance and rehabilitation 

counseling outcomes (Donnell et al., 2004; Lustig et al., 2002; Lustig et al., 2003; 

Schelat, 2000). Also, a growing body of evidence suggests that client engagement 

increases and leads to success in rehabilitation counseling outcomes such as community 

integration, independence, self-esteem, and quality of life (Dutta et al., 2016). Therefore, 
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recognizing the close relationship among working alliance, client engagement, and client 

outcomes is helpful in the process of creating objectives for future counselor training 

plans. 

Implications 

Counselor Training and Practice 

This study found that a 4-hour MI counselor training was effective as an initial 

training method for counselors working in VR setting. However, based on the findings of 

this study and previous research by Miller and colleagues (2004), the use of coaching and 

practice feedback to maintain and enhance MI skills is recommended. MI requires 

complex skills and it is unreasonable to expect that a one-shot workshop will establish 

enduring competence. Ongoing support is needed for acquisition and retention of 

proficiency (Miller et. al., 2004). Literature indicates that coaching and feedback after 

initial training can help to maintain gains in MI practice proficiency. VR agencies or 

trainers should take this into account in planning how to help counselors to learn MI. 

Learning and implementing Ml into practice is a continuous process for counselors, and 

system-wide implementation is recommended in order to impact the culture of the 

organization to promote the use of Ml.  

In this study, the one-on-one follow up coaching was provided for 4 weeks 

following the MI training. Due to counselors’ time constraints and heavy workloads, 

these sessions were voluntary. It is important to mention that in this study, out of 32 

counselors in the experimental group, only 7 counselors engaged in these follow up 

sessions. This shows that for full integration of MI techniques into VR practice, 

supervision and follow up sessions should be mandatory, treated as a continuation of the 
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learning process, and conducted in group settings for higher participation and 

interactivity.  

This study illustrates the positive impact of the MI counselor training on 

counselor-client working alliance and client engagement. These findings indicate a need 

for carefully developed counseling trainings and incorporation of the EBPs in the VR 

programs to provide better quality of rehabilitation services. Since the Workforce 

Innovation and Opportunity Act (WIOA) 2014 lowered the minimum education 

requirement for VR counselors who work in state VR programs to a bachelor’s degree, 

the responsibility to provide in-house training programs for counseling skills 

development falls on the VR agencies (McClanahan & Sligar, 2015). However, the 

content and quality of in-service trainings may vary. It is apparent that trainers, 

supervisors and consultants in the VR system must become proficient in the use of 

counseling techniques and EBPs if they are to be effective role models for counselors. 

Therefore, quality of in-house trainings, skillful adaption of EBPs into practice and 

Transferring-Knowledge-into-Action process play critical roles for the continued success 

of VR system.  

Rehabilitation Administrators and Counselors 

In this era of empowerment, accountability, and constrained budgets, state VR 

agency administrators are pushed to adopt EBPs throughout the VR process to deliver the 

best quality services for individuals with disabilities. The implementation of EBPs in VR 

process demands a pervasive change in the agency culture and counseling practice. MI is 

an EBP which can be helpful in shifting culture, improving VR staff skills, minimizing 

staff burnout, reducing client resistance, resolving ambivalence about work, and 
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increasing investment in planning. This study’s findings provide strong justification for 

administrators to provide time and human resources for training counselors in the MI 

techniques. MI training that take place in VR agencies should take into consideration a 

long-term approach, rather than a one-time training.  

Besides training factors and trainee factors, another influence in the transfer of 

skills from training to counseling practice is the working environment (Baldwin & Ford, 

1988; Simpson, 2002). The risk with any kind of skills-related training is that trainees 

need to apply it in order to become proficient. The integration of MI techniques should be 

seen as an integral component of the core curriculum in new-counselor-training 

programs. The following two recommendations are provided as examples of integration 

of MI techniques into ongoing practice.  

1. Using open questions, affirmation, reflective listening, and summary reflections 

(OARS skills) during the intake/preliminary assessment. The VR process begins with 

intake/preliminary assessment activities. During the preliminary assessment process, a 

detailed interview takes place to exchange critical information between the client and VR 

counselor. This is a critical point of counseling to establish working alliance between the 

counselor and the client. Integrating MI techniques during the intake process by using 

OARS skills will not only enhance the quality of this process but will also help 

counselors to establish better working alliance with their clients.  

2. Using MI techniques in the planning stage of VR services. The plan 

development stage is a critical stage where the VR counselor and client use information 

gathered in previous encounters to identify appropriate services as well as a mutually 

agreed upon vocational goal. MI techniques such as confidence ruler and determination 
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of barriers and values can be utilized as the client chooses a vocational path and VR 

services. These techniques help the clients’ self-determination process and counselors’ 

utilization of inform choice and partnership approaches. 

Future Research 

This study addressed the effects of a 4-hour MI counselor training on the 

rehabilitation counselors’ perceived MI competence and client perceived working 

alliance and engagement. Future research may investigate how many hours of counselor 

training, ongoing support, and feedback is needed for a counselor to obtain proficiency in 

using MI techniques. Alternative research designs such as longitudinal studies can be 

useful to determine the efficient process of change in a work setting for the full 

integration of MI techniques into counseling practices. Also, exploring how supervision 

can be provided and for how long to sustain lasting proficiency in MI would be of great 

value. Collecting qualitative data from counselor trainees after brief training via follow-

up interviews would help identify the effective an ineffective techniques/elements of MI 

training curriculum. To evaluate alternate methods for the delivery of follow up sessions, 

the effectiveness of webinars or group-teleconferences, in reinforcing the skills gained 

during the initial training, should be explored.  

Limitations 

In contrast to the majority of the research in the area of MI counselor competency 

that relied only on counselor-perceived competency measures, this study investigated the 

impact of MI counselor practice behavior from clients’ perspective. This approach 

enhanced the validity of the study. However, as with any study, there were still 

limitations. This study recognizes the following limitations: 



88 

1. The sample size of this study was limited to 17 VR offices in Southeast 

Florida. The sample, therefore, may not be representative of the population as a whole. 

This limits the generalizability of the findings. 

2. Even though pretests were used, these measures do not rule out other potential 

differences among the counselors such as intelligence, motivation, or effects of other 

types of training. 

3. Due to counselors’ time constraints and heavy workloads, the follow-up 

coaching sessions were voluntary. Limited attendance did not allow researcher to collect 

substantial information about follow-up coaching sessions and long-term effects of the 

training on rehabilitation counselors. 

Summary 

The purpose of this study was to determine the impact of MI training designed to 

improve rehabilitation counselors’ counseling skills to promote clients’ engagement in 

return-to-work behaviors and to establish strong working alliance. To date, there was no 

RCT conducted investigating the impact of MI training for rehabilitation counselors. 

Similarly, no studies in the rehabilitation literature investigated the client outcomes 

related to MI counselor training. This study is particularly important because it is the first 

RCT design research exploring the impact of MI counselor training. It established the 

preparatory knowledge for the relationship between MI counselor training, client 

engagement, and counselor-client working alliance in a public rehabilitation setting.  

Results of this study indicated that the counselors in the experimental group, 

demonstrated significant gains in their MI competence scores compared to the 

comparison group. The clients of the experimental group counselors significantly 
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improved their engagement in VR and working alliance with their counselors. Also, 

counselors’ education level and CRC status showed significant correlations with the 

posttest MI competence total scores. Finally, working alliance was found to be a 

significant predictor of client engagement.   

The results of this study contribute to the rehabilitation literature by providing 

evidence-based knowledge and tools designed to improve the quality of VR service 

outcomes, such as employment, for people with disabilities. With the findings of this 

research, there is evidence available to provide rehabilitation administrators to justify 

investing time and other resources into training rehabilitation counselors on the use of MI 

intervention. It is possible that these findings will influence VR practice and policy by 

identifying strategies for counselors to employ during counseling sessions that contribute 

to higher client engagement and successful client outcomes.  
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Appendix A. Recruitment Letter Counselors 
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Appendix B. Client Consent Form 
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Appendix C. Counselor Consent Form 

 

  

 

Consent Statement 

TITLE:  The Impact of Motivational Interviewing Training on Rehabilitation Counselors: Assessing Working Alliance and 
Client Engagement. A Randomized Controlled Trial.  
Investigators: Dr. Michael Frain, Ayse Torres 

 
Thank you for your interest in participating in our research study. The purpose of the study is to determine the 

impact of motivational interviewing training on rehabilitation counselors’ counseling skills to establish a strong working 
alliance and to promote client engagement in a public vocational rehabilitation agency.  

 
By agreeing to participating in this research: 

1- You will be asked to complete two surveys. Attached you will find the first survey. The second survey will be 
sent out in 5 weeks.  

2- You will also be given an opportunity to participate in a Motivational Interviewing Training. The training will last 4 
hours and will be held in your VR office. The researcher will contact you to schedule the training. 

 
By completing and returning the attached survey, you give consent to participate in this study. 
 
There are 47 questions in this survey. It should take you no more than 10-15 minutes to complete this survey. 

The surveys will be completed anonymously and will be kept confidential. Your participation in this study is your choice. 
You may skip any questions that make you feel uncomfortable and you are free to withdraw from the study at any time 
without penalty.  There are no anticipated risks involved with participating in this study. 

 
If you experience problems or have questions regarding your rights as a research subject, contact the Florida 

Atlantic University Division of Research at (561) 297-1383.  For other questions about the study, you should call the 
principal investigator: Ayse Torres M.Ed., CRC, at 954 561 808 1915 or atorre58@fau.edu or Michael Frain, Ph.D. 
(561) 297-3626 or mfrain@fau.edu.  

 
If you choose, you can print a copy of the consent statement for personal records. 
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Appendix E. Client Survey 
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Appendix F. Counselor Survey 
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