
Motivational interviewing and recovery:
experiences of hope, meaning,
and empowerment

Scott Glassman, Petra Kottsieper, Allan Zuckoff and Elizabeth A. Gosch

Scott Glassman is a

Clinical Assistant Professor,

Dr Petra Kottsieper is an

Assistant Professor and

Dr Elizabeth A. Gosch is a

Professor, all are based at

Department of Psychology,

Philadelphia College of

Osteopathic Medicine,

Phildelphia, Pennsylvania,

USA.

Dr Allan Zuckoff is a Lecturer,

based at Departments of

Psychology and Psychiatry,

University of Pittsburgh,

Pittsburgh, Pennsylvania, USA.

Abstract

Purpose – Non-participation in outpatient dual diagnosis services presents a challenge for providers

assisting clients in their recovery. To better understand factors that facilitate participation, the purpose

of this paper is to examine positive recovery states – hope, meaning, and empowerment – as they relate to

motivational interviewing (MI) and service use.

Design/methodology/approach – Six dually diagnosed adults completed four baseline assessments,

four MI sessions, a post-MI tape-assisted recall interview, and one-month follow-up measures. Simulation

modeling analysis of phone survey responses, comparisons of baseline and intervention phase data,

and grounded theory analysis of interviews were conducted to determine MI’s relationship to the

dependent variables.

Findings – MI was associated with modest improvement in levels of participation, hope, empowerment,

and with greater change in life purpose. Key recovery themes were: positive sense of self, increased

self-efficacy, and improved relationships. Feelings of safety and trust were tied to greater self-disclosure

while more active emotions were more closely linked to the discussion of recovery progress.

Research limitations/implications – The paper’s finding are limited by small sample size and phone

survey response sets.

Practical implications – To better help dually diagnosed clients sustain treatment involvement, MI

practitioners should pay special attention to recovery accomplishments, values, abilities, and self-esteem,

while linking these attributes to service participation where appropriate and creating a safe, valuing

atmosphere conducive to self-disclosure.

Originality/value – This is the first paper to measure key recovery constructs within MI process, and

to explore the role of positive emotions related to MI, recovery, and service participation.

Keywords Grounded theory, Dual diagnosis, Recovery, Motivational interviewing,

Substance use disorders, Treatment participation

Paper type Research paper

Background

Treatment retention among individuals with co-occurring disorders is a primary concern for

outpatient service providers. Even in programs with high fidelity to evidence-based practices,

drop-out rates have been found to run as high as 44 percent (Chandler, 2011). It is further

estimated that up to 40 percent of individuals with severe and persistent mental illness

discontinue treatment prematurely (O’Brien et al., 2009) and nearly a quarter do not regularly

attend their scheduled appointments (Nosé et al., 2003). Motivational interviewing

(MI; Miller and Rollnick, 2013) is a person-centered counseling style that can address these

challenges directly, helping clients explore and develop their own motivations for service

participation.
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With its spirit of partnership, acceptance, evocation, and compassion, MI overlaps with

recovery-oriented principles that emphasize shared decision-making, respect for client

perspectives, and self-management of illness (Corrigan, 2004; Ralph, 2000). Key subjective

correlates of recovery include finding hope and purpose in life along with acquiring a greater

sense of personal control (Andresen et al., 2003). While some evidence supports MI’s

effectiveness in promoting positive change in dually diagnosed individuals (Barrowclough et al.,

2001, 2010; Haddock et al., 2003; Jones et al., 2011; Martino et al., 2000, 2006), it is

unclear how MI might influence these core recovery processes and subsequently impact

service engagement.

Meta-analytic work has generally indicated moderate to strong positive effects of MI on

treatment engagement and adherence (Hettema et al., 2005; Zuckoff and Hettema, 2007);

however, MI outcomes in dual diagnosis samples have been inconsistent. Barrowclough et al.

(2010), for instance, could not replicate previous findings (Barrowclough et al., 2001) of

improved global functioning and lower relapse rates for participants who received combined

Motivational Enhancement Therapy and CBT. Outcome differences have also emerged based

on subtype of substance use or diagnosis, with one study reporting greater likelihood of

treatment entry for cocaine users in comparison to marijuana users after a two-session MI

pretreatment (Martino et al., 2006).

Among individuals with bipolar disorder, research points to high variability in preferred change

targets, more heterogeneous reasons for substance use, and post-MI differences between

mood and substance use outcomes (Healey et al., 2009; Jones et al., 2011). MI’s effect on

antipsychotic medication-taking behavior is also mixed, with two studies reporting positive

results (Kemp et al., 1996, 1998) and three presenting non-significant findings (Hayward et al.,

1995; O’Donnell et al., 2003; Byerly et al., 2005).

Potentially explaining variable findings, Miller and Rose (2009) propose that underlying cognitive

and affective experiences of MI participants could impede or facilitate change. These covert

processes may influence the emergence and strength of change talk, in terms of desire, ability,

reasons, need, and commitment language, which in turn, can predict change behavior (Amrhein

et al., 2003; Baer et al., 2008; Gaume et al., 2008; Martin et al., 2011). Further conceptualizing

the role of emotions in MI, Wagner and Ingersoll (2008) describe a variety of positive feelings

associated with change talk, including hope, interest, inspiration, and confidence. They identify

MI methods like envisioning, values clarification, and remembering past successes as potential

sources. Some empirical data supports their clinical accounts. In qualitative investigations, MI

participants have reported a greater likelihood of self-disclosing in response to non-judgmental

inquiry, with an accompanying sense of courage, freedom, safety, and confidence in self-

expression (Angus and Kagan, 2009; Zuckoff, 2003, pp. 26-147). Recovery by definition subsumes

a strong component of positive affect, which includes having hope and feeling capable (Resnick

et al., 2004).

In satisfying basic psychological needs for autonomy, relatedness, and competence, as

proposed by self-determination theory (SDT; Deci and Ryan, 2000), MI may also strengthen an

overall sense of meaning in life (Weinstein et al., 2012), and fuel motivation for change (Britton

et al., 2011; Markland et al., 2005; Vansteenkiste and Sheldon, 2006). In a non-clinical sample,

meaning-in-life measures correlated robustly with positive affect, ranging from 0.45 to 0.80 (King

et al., 2006). Additionally, induced positive emotions have predicted a heightened sense of life

purpose (Hicks and King, 2007).

Differences in the degree to which MI fosters positive emotions and meaning related to

treatment participation may influence level of involvement. Clarifying MI process factors seems

particularly important for providers working with individuals early in recovery, as these

consumers are more likely to experience low levels of hope and purpose (Andresen et al., 2006)

and diminished treatment-seeking motivation (Bradshaw et al., 2006; Ross, 2010). Miller and

Rollnick (2013) have also underscored MI’s role in supporting persistence for motivated

individuals who have decided to change, where the MI therapist helps strengthen confidence,

reflects progress, and affirms the client’s autonomy in change planning. Little is known, however,

about the recovery-related emotional correlates of these applications.
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The current study

The present mixed methods, single case experiment explored MI’s effects on hope, meaning,

empowerment, and service participation for adults enrolled in an intensive outpatient dual

diagnosis program. A quantitative component was included to test the hypotheses that relative

to a baseline period, the MI intervention would result in:

H1. Increases in hope, meaning, and empowerment, with levels sustained at the one-month

follow-up.

H2. Forward-movement in recovery stage, and greater increases in hope, meaning, and

empowerment for participants who advanced further in recovery.

H3. Greater treatment motivation and service participation, with participation defined by

attendance frequency and service involvement ratings.

A qualitative approach modeled on grounded theory was utilized to determine core themes of

participants’ MI experience as it related to recovery. Analysis of post-intervention interviews

about helpful MI moments was mainly complementary and descriptive to elaborate on findings in

the quantitative data.

Method
Sample

Clients eligible for the study were dually diagnosed adults 18 years or older who had been

attending a North Philadelphia dual diagnosis outpatient program for at least two months, and

who were identified by clinicians as difficult-to-engage based on inconsistent attendance or low

participation levels in session. Clients were only included if they additionally reported feelings of

hopelessness at the point of referral. Of the 25 clients referred, nine were subsequently

unreachable by phone and eight did not meet the inclusion criteria upon further screening,

indicating that they either felt hopeful or were consistently and actively engaged in services. The

current analysis included six participants who completed all baseline and MI sessions, as well as

the post-intervention interview. Of these six, four completed the one-month follow-up.

Participants were two men and four women, self-identified as African American, on average

39.5 years old (SD¼ 8.98), and had spent an average of 11.5 months (SD¼ 11.79) in treatment

prior to enrolling in the study. Based on chart review, five had intake diagnoses of bipolar

disorder and one person was diagnosed with major depression with psychotic features. Primary

drugs of choice were marijuana and cocaine, with most reporting using more than one drug. Five

participants also reported trauma histories involving physical or sexual abuse.

Measures

Stages of Recovery Instrument (STORI). The STORI (Andresen et al., 2006) is a 50-item Likert

measure that categorizes recovery status based on four core processes of recovery (finding

hope, reestablishing a positive identity, finding meaning in life, and taking responsibility for life)

and five recovery stages (moratorium, awareness, preparation, rebuilding, growth). Participants

are allocated to recovery stage based on the highest stage subscale average.

Herth Hope Index (HHI). The HHI (Herth, 1992), a 12-item Likert measure, was administered to

tap three dimensions of hope: temporality and future-orientation (cognitive-temporal), positive

readiness and expectancy (affective-behavioral), and interconnectedness (affiliative-contextual).

Meaning in Life Questionnaire (MLQ). The MLQ (Steger et al., 2006) is a ten-item scale with

two subscales corresponding to the presence of, and search for, meaning in life. Items on

the Presence subscale include “I understand my life’s meaning” and “I have a good sense

of what makes my life meaningful.” Items associated with the Search subscale include “I am

looking for something that makes my life feel meaningful” and “I am seeking a purpose or

mission in my life.”

PAGE 108 j ADVANCES IN DUAL DIAGNOSIS j VOL. 6 NO. 3 2013



Empowerment Scale (ES). The ES (Rogers et al., 1997) is a 28-item measure administered to

assess self-efficacy, perceived power, optimism and control over the future, and community

activism. Rogers et al. (2010) reported that the ES was positively correlated with measures of

hope, sense of recovery, and quality of life.

Treatment Motivation Questionnaire (TMQ). The TMQ (Ryan et al., 1995) is a 29-item scale

measuring an individual’s reasons for entering and remaining in treatment, tapping the

constructs of self-determination, and internalized motivation for engagement. The TMQ has four

subscales: internalized motivation – partial and full; external motivation – perceived pressure to

engage and remain in treatment; interpersonal help seeking – motivation to share problems and

relate to others during treatment; and confidence – expectations of a positive treatment

outcome.

Participation Readiness Rulers (PRR). The PRR are two self-report items assessing a person’s

readiness to fully participate in treatment services and to complete the full recommended

treatment course. Full treatment participation was defined as attending most scheduled

individual and/or group therapy appointments, working toward goals in collaboration

with providers, and openly discussing views on treatment recommendations. Similar rulers

have outperformed longer measures of treatment motivation (LaBrie et al., 2005; Maher

et al., 2012).

Hope-Meaning-Empowerment (HME) Composite Survey. The HME composite is a seven-item

self-report index designed to track daily changes in clients’ experiences of hope, purpose in life,

and self-efficacy. Items were selected from the HHI (two items), ES (two items), MLQ (one item),

and State Hope Scale (two items; Snyder et al., 1996) based on high factor loadings (over 0.7)

corresponding to the constructs of interest.

Helpful Aspects of Therapy Questionnaire (HAT). The HAT (Llewelyn et al., 1988) is a brief,

open-ended questionnaire completed by clients at the end of therapy sessions, eliciting the

most personally helpful or important event in session (e.g. something either the therapist or client

said or did). Clients are subsequently asked to describe what made it helpful and asked to

rate the degree of helpfulness.

Client Participation Survey and Attendance. The Client Participation Survey was adapted from

the Mental Health Disparities Initiative Protocol (Salzer, 2004) measuring clients’ perceived level

of participation in therapy (group and individual), degree of getting along with clinicians, and

quality of interaction with other consumers. Additional individual and group therapy attendance

data was gathered from program records.

Procedure

The Philadelphia College of Osteopathic Medicine Institutional Review Board granted ethical

approval for the current study. All participants were voluntarily seeking treatment. The researcher

discussed the study with all eligible participants prior to asking for their signed consent to

participate. Participants received a $10 gift card after each study visit they attended.

Baseline phase

Consented participants attended four baseline sessions at one-week intervals during which they

filled out study measures. To minimize response burden, the STORI and TMQ were administered

at the first and fourth baseline sessions. After the first baseline assessment, participants

completed the HME composite survey four times a week by phone. Phone surveys continued

until the one-month follow-up.

MI phase

The MI intervention began a week after the last baseline assessment and consisted of four 30-45

minute sessions delivered weekly by the responsible investigator, who had received extensive MI

training and supervision. MI focussed on treatment participation as the target behavior and was

adapted from previous protocols (Carey et al., 2001; Zuckoff et al., 2008). Sessions were

semi-structured allowing the MI therapist to move flexibly among various content areas (Table I).
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Participants completed outcome measures (HHI, ES, MLQ, PRR) and identified the most helpful

MI moment at the conclusion of each session. The STORI, TMQ, and service participation

survey were also administered after the fourth MI session.

Brief structured recall (BSR)

A week after the MI intervention ended, participants completed a tape-assisted recall interview

(Elliott and Shapiro, 1988) conducted by a research assistant. The assistant played a brief

recorded segment of an MI session, a part previously indicated as the “most helpful” moment

out of all the helpful MI moments the participant had identified during the intervention. Following

playback, participants were asked about thoughts and feelings during the recorded interaction

with the MI therapist, as well as perceptions of the therapist and changes attributed to the

intervention. These tape-assisted recall interviews were recorded with participant consent.

One-month follow-up

Participants returned one month after the last MI session to fill out all survey measures.

Survey analysis: simulation modeling and descriptive statistics

Simulation modeling analysis (SMA; Borckardt et al., 2008; Wilcox, 2001) was performed on

HME survey data to assess intervention effects. SMA statistically controls for autocorrelation

error in single-subject time-series data that contains o30 observations per phase (e.g. baseline/

intervention). For single case experiments that have small sample sizes, the analysis can detect

significant between phase changes and slope patterns within phases. Differences between

baseline and intervention phase means on the full dependent measures (HHI, ES, MLQ) for each

individual were calculated solely for completeness.

MI integrity

Six randomly selected 20-minute MI segments, one for each participant, were coded with the

Motivational Interviewing Treatment Integrity (MITI 3.1.1; Moyers et al., 2010) by coders who had

at least several years of coding experience.

BSR interview analysis

BSR interviews were digitally recorded and transcribed verbatim. Grounded theory (Corbin and

Strauss, 2008; Glaser and Strauss, 1967) was used to identify emergent themes from the data.

Each transcript was thematically coded by two doctoral-level psychology students and the

responsible investigator. To strengthen data validity, the coders discussed cases in depth,

reviewed assigned themes, and resolved any disagreements. Final codes were entered into an

Excel spreadsheet along with the corresponding segment of data.

Table I Semi-structured MI protocol for enhancing treatment participation: core activities

Session 1 Elicit perspectives on current difficulties and perceptions of treatment
Conduct decisional balance activity around treatment participation
Explore thoughts and feelings about past treatment experiences
Discuss personal goals for the future and ideas about future service use

Session 2 Review thoughts, feelings, and actions around treatment activities in past week
Complete the Personal Values Card Sort (Miller and C’de Baca, 2001)

Session 3 Explore experiences of treatment (or non-participation) over past week
Discuss past successes and barriers overcome in recovery
Identify relevant strengths, treatment experiences, and desirable treatment-related
activities not yet undertaken
Create a change plan if ready

Session 4 Revisit change plan to address obstacles or successes (if created in Session 3)
Create a change plan (if not done in Session 3)
Discuss long-term recovery goals and related abilities in recovery
Review experience of study participation and closing thoughts

PAGE 110 j ADVANCES IN DUAL DIAGNOSIS j VOL. 6 NO. 3 2013



Theory development involved a variety of data reduction, elaboration, and integration strategies

(Corbin and Strauss, 2008; Ryan and Bernard, 2003): distilling storylines, brainstorming various

meanings of a word, looking at narrative structure, identifying in-vivo codes or phrases with

unique meaning within a particular setting (e.g. “just for today”) and using “far out” comparisons

to reveal new dimensions of a concept (e.g. comparing sobriety achievement to athletic victory).

Additionally, coders used sensitizing and theoretical questions to deepen the analysis, such as

“What would a future role mentoring youth mean to this person?”, “What function does looking

at Narcotics Anonymous key chains every night serve?”, and “How might the safety felt in group

therapy mirror the experience of MI’s person-centered atmosphere?”

Results

MI duration and fidelity

MI sessions lasted 20-63 minutes, with an average session length of 38 minutes (SD¼ 12.9).

Participants received a mean total of 148 minutes of MI across four sessions. MITI results

indicated competency on global scales of Evocation (4), Collaboration (4.2), Autonomy support

(4.2), and Empathy (4). Direction (3.5) was measured at a level of beginning proficiency. MI

behavior counts indicated competency in terms of percentage complex reflections (56.7

percent), percentage open-ended questions (79 percent), and percentage MI-adherent (100

percent). The reflections to question ratio (R:Q) fell slightly below competency at (1.84), but

above beginning proficiency.

HME

SMA revealed two significant HME level increases after the first MI session (Table II), for

Participant 3 (rL¼ 0.69, po0.01) and Participant 4 (rL¼ 0.66, po0.01). Participant 5’s HME

scores reflected a significant slope pattern in the expected direction: flat during baseline

and increasing during MI (rS¼ 0.36, po0.05). Some HME change preceded the intervention, as

scores for Participants 2 and 3 increased during baseline and leveled out during MI (rS¼ 0.67,

po0.05; and rS¼ 0.73, po0.05, respectively).

At baseline, five participants reported moderate to high levels of hope (HHI, M¼ 29-34.5),

meaning (MLQ, M¼ 44.3-63.3), and empowerment (ES, M¼ 68.5-82.5) (Table III). Mean total

HHI scores increased between 5.6 and 29.2 percent from baseline to MI, with an average

increase across all participants of 16 percent. Mean total ES scores increased between 3 and

14.9 percent, with an average increase across participants of 10 percent. Mean total MLQ

scores increased the most, ranging from 7 to 33 percent higher in MI in comparison to baseline,

overall averaging 20 percent higher.

Table II HME level and slope for simulation modeling analysis from baseline to MI, and MI

to follow-up by participant

Baseline MI Follow-up Baseline to MI MI to follow-up

Participant n M n M n M rL rS vS rL rS vS

1 11 23.2 14 22.0 �0.31 0.59 1
2 13 24.2 11 27.9 12 28.0 0.53 0.67** 3 0.22 0.18 2
3 22 18.9 22 20.5 6 21.0 0.69** 0.73** 3 0.42 0.37 2
4 15 15.8 11 18.5 15 18.5 0.66** 0.57 2 0.00 0.62 1
5 13 14.0 11 14.2 10 14.3 0.18 0.36** 2 0.09 0.44* 5
6 14 20.3 15 19.9 8 20.0 �0.22 �0.28 1 0.16 0.43* 1

Notes: rL, Pearson correlation for level change; rS, Pearson correlation for slope vector; vS, slope vector
with highest magnitude correlation. MI and follow-up observations were combined in MI condition for
Participant 1. Slope vector refers to phase A/phase B patterns, comparing baseline to MI or MI to follow-
up: 1, increase/decrease; 2, flat/increase; 3, increase/level out; 5, increase-drop/increase. *po0.05;
**po0.01
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Participant 5, who began the study with the lowest levels of hope, meaning, and empowerment,

demonstrated the largest increases on HHI (29.2 percent) and MLQ (33 percent) total scores

during the intervention. Greater MI increases were observed on the MLQ’s Presence of meaning

subscale (26.2 percent) relative to the Search for meaning subscale (13.7 percent), and on the

ES’s Self-esteem/self-efficacy subscale (19.7 percent) relative to its other subscales.

Stages of recovery

All participants were allocated to an advanced stage of recovery (preparation, rebuilding, or

growth) at the initial baseline session, except Participant 5. Three advanced in stage during the

intervention, with Participants 2 and 3 moving to growth, and Participant 5 moving from

moratorium to preparation. Participants 1 and 6 remained in same stage (growth and rebuilding,

respectively), and Participant 4 regressed from rebuilding to preparation.

Treatment motivation and participation/completion readiness

At baseline, TMQ scores reflected high levels of internal motivation for treatment (M¼ 5.44,

SD¼ 1.20), confidence that treatment would help (M¼ 5.27, SD¼ 1.61), and desire to share

problems and relate to others in treatment (M¼ 4.56, SD¼ 1.58), as well as low external

pressure to participate in treatment (M¼ 1.92, SD¼ 0.93) (Table IV). Confidence and help

seeking increased, while external motivation decreased over baseline and MI phases.

Participation and completion readiness increased from baseline to post-MI. Four participants

(Participants 3, 4, 5, and 6) displayed increased readiness to participate in or complete

treatment whereas two (Participants 1 and 2) remained at the same high level of readiness on

both indices.

Table III Hope, meaning, and empowerment levels in baseline and MI intervention phases

by participant

HHI MLQ ES

Baseline MI Baseline MI Baseline MI

Part M (SD) M (SD) M (SD) M (SD) M (SD) M (SD)

1 34.5 (2.08) 36.5 (2.51) 46.0 (14.02) 58.5 (6.76) 79.5 (3.79) 85.3 (4.57)
2 44.0 (2.00) 48.0 (0.00) 63.3 (2.75) 67.5 (3.70) 82.5 (3.70) 94.0 (3.56)
3 29.3 (0.95) 35.8 (0.50) 44.3 (7.80) 63.0 (8.25) 68.5 (2.65) 75.5 (1.91)
4 32.3 (2.63) 40.8 (2.50) 55.5 (3.87) 61.5 (4.04) 73.5 (1.91) 86.0 (4.40)
5 16.0 (5.42) 26.5 (2.08) 20.0 (5.35) 39.8 (3.75) 59.0 (3.37) 70.3 (2.63)
6 32.0 (3.74) 35.0 (1.82) 48.3 (17.00) 59.0 (1.15) 70.5 (4.04) 73.0 (2.58)

Notes: HHI, Herth Hope Index; MLQ, Meaning in Life Questionnaire; ES, Empowerment Scale. Total Score
Ranges for HHI¼12-48; MLQ¼ 10-70; ES¼ 28-112. n¼ 4 for each participant in each phase for HHI,
MLQ, and ES. Total scores were used for each measure

Table IV TMQ scores by subscale at baseline, post-MI, and follow-up

Baselinea

B1 B4 Post-MIa Follow-upb

TMQ subscale M (SD) M (SD) M (SD) M (SD)

Internal 5.44 (1.20) 5.80 (0.97) 5.26 (0.80) 5.50 (0.35)
External 1.92 (0.93) 1.67 (1.08) 1.58 (0.92) 1.00 (0.00)
Help seeking 4.56 (1.58) 5.67 (0.84) 5.72 (1.45) 6.33 (1.03)
Treatment confidence 5.27 (1.61) 5.73 (1.19) 6.43 (0.93) 4.80 (2.08)

Notes: an¼ 6; bn¼ 4
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Service participation

Modest attendance increases were noted, with three participants attending between 1 and 11

additional sessions during MI relative to the month before baseline. Five participants reported

increased group therapy participation and medication-taking consistency during MI. Several

indicated two-point scale increases in therapy involvement, from participating “sometimes

a lot, other times a little” to “every chance I get,” or from “rarely talking or participating at all” to

“sometimes a lot, other times a little.” Half the sample also rated themselves as getting along

better with other group members post-MI.

One-month follow-up

No statistically significant HME level changes were observed between MI and follow-up phases.

In general, improvements on the HHI, MLQ, and ES were maintained at follow-up for

participants for whom data were available (Participants 2, 4, 5, and 6). Confidence in treatment

on the TMQ, however, dropped below initial baseline levels (M¼ 4.80, SD¼ 2.08). In terms of

recovery stage, Participant 5 regressed from preparation to moratorium at follow-up while the

other three participants either advanced or stayed the same. Relative to post-MI, three

participants reported reduced medication-taking consistency at follow-up and two participants

attended fewer groups.

Participant-identified most important content of the MI sessions

Positive sense of self. Comparing active addiction and illness states with present functioning,

many participants described feeling more worthwhile and a stronger sense of pride. One

individual framed this change as rapid and dramatic:

I was dirty on the inside and I didn’t like me. I didn’t want to be around others. I always wanted to fight.

Wow, like, now look at me, 18 months later, this is me. I’m clean today, I got my child back, I got my

own apartment (Participant 1).

Participants rejected pejorative labels they had previously applied to themselves, such as

“worthless,” “stupid,” “dumb,” and “crazy.” Along with greater self-respect in the present, many

also sought or chose responsible social roles: as a caring son (Participant 6), mentor to youth

(Participant 2 and 4), reliable grandparent (Participant 3), and Narcotics Anonymous secretary

(Participant 1). “I have an awesome story to tell,” Participant 2 said in reference to wanting to

help others struggling with addiction and mental illness. Participant 4 described a deeper,

more enduring positive identity, which she had recognized since achieving sobriety: “Because I

made bad choices doesn’t make me a bad person.” In contrast to feeling that her children

“would be better off” with her “not being here,” Participant 3 reported, “[N]ow, I love it. My

children are back in my life,” implying the restoration of self-worth in relation to her family.

Increased self-efficacy. Statements such as “they were afraid to leave the children with me,”

“I felt helpless,” and “I couldn’t solve my own problems” indicated low estimations of coping

ability in the past. Participant 3 commented, “I’ve been trying to get clean for over 30 years and I

could never do it.” In contrast, many described currently feeling empowered by establishing

independent living situations, helping others, respecting their bodies, and no longer depending

on drugs. Participant 3 remarked that she “didn’t have to [y] get a hit to go to sleep, take a hit to

wake up.” Participant 6 expressed a greater capacity to care for others, saying “things I thought I

couldn’t do, I’m doing now,” referring to his decision to stay home more to help his mother.

Participant 2 felt more in control by providing social support, stating, “I know that now I’m not

helpless and I can help somebody else.” Participant 4 identified herself as “in charge” of her

happiness. Others expressed a sense of increased social confidence in seeing themselves

“open up,” talking more to therapists, peers in recovery, and neighbors.

Enhanced relationships. Rebuilding and strengthening relationships constituted a central part of

participants’ recovery experiences versus the isolation, alienation, and withdrawal of less-well

states. Some of these connections took place in treatment contexts: “[I]t’s just a sense of

belonging [y] Some people are like, I’ll be out for a couple days, or two days or three days,

they’re like little man, where’ve you been?” (Participant 6).
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Other people spoke of offering support to peers, who in turn, began to call them “mom” or

“mama,” implying the creation of an extended recovery family. These connections generated

feelings of sincerity, gratitude, affection, and positive anticipation of being with others.

Restoration of bonds with children and grandchildren, an increased sense of compassion, and

commitment to helping others were notable themes. People in the study also valued

opportunities to be heard and understood by others. Participant 5 mentioned his poetry radio

show as a crucial part of his program participation, as it allowed him to “really ball down and just

let people know what you’re going through on a day to day basis.”

Participant experience of the MI intervention

Study participants described the MI therapist as “really concerned,” “genuine,” “caring,” “easy

to talk to,” and sincerely interested in their experiences. Participant 1 remarked, “When I pulled

the key chains out, he was excited with me.” Some noted having control over the session’s

content and feeling free to share their experience without worrying about preconceptions,

judgments, or constraints. Participant 5 described it as “him giving me a chance to tell my story

for what it is [y] not telling it how people want you to tell it.” Others labeled it as “having room,”

“letting me tell him the joy that I felt,” and “the ability to let me talk.” Participant 4 commented

several times on appreciating empathy within this space, or as she put it, “him getting me.”

Positive affect pertaining to MI’s interpersonal aspects included feeling safe, trusting,

comfortable, valued, and understood. “That’s the kind of conversation you have with your

friends” (Participant 4). Some linked this atmosphere with greater self-disclosure: “Here I am

coming straight out and telling the truth. And it was ok for me” (Participant 2). Participant 5

stated, “it gave me a chance to express myself a little bit better outside the walls of my

circumference.”

Active feelings of freedom, excitement, eagerness, optimism, and confidence emerged in

relation to shared recovery content. As a result of MI conversations about being a mentor,

Participant 2 believed she “might save a life or two” and found herself “opening up” and “sharing

in groups.” Participant 6 stated, “It gave me a good feeling to talk about change” and mentioned

that he “wanted to come [to the program] more.” These feelings typically arose around

discussions of progress and personal values (e.g. compassion, family, self-expression).

Participant 3 referred to remembering past successes: “It gives me the opportunity to actually

not put myself on a pedestal, but to look at the accomplishments I’ve made. Actually see what

I’ve done.” Participant 1 said, “I am proud of myself. It’s progress.”

Figure 1 presents the emerging theoretical framework connecting MI process and recovery

content. In terms of the engagement process, feelings consistent with MI spirit (e.g. partnership

Figure 1 Integrative framework for MI process, recovery, and service participation
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and acceptance) were associated with increased disclosure of recovery experiences. Shaping

this content, MI technical components (e.g. remembering past successes, Personal Values

Card Sort, looking forward) were linked with more active positive emotions and change talk in

the direction of continued recovery activities. Although most aligned with focussing and evoking

processes, MI method continued to operate within a positive relational atmosphere.

Discussion

The current study begins a literature exploring MI’s relationship to recovery-related emotional

experiences, offering an opportunity to study MI process primarily with people in later recovery

stages (e.g. rebuilding, growth). All participants reported increases in hope, meaning, and

empowerment during the intervention; however, MI’s lack of consistent statistically significant

SMA effects for the HME survey precludes attributions of causality. In addition, only modest

increases in service participation were observed. Small sample size, ceiling effects, and HME

response sets may have partially accounted for inconsistent findings. As the study progressed,

participants increasingly provided the same HME item ratings as recorded in prior

administrations. Grounded theory results spoke more directly to the question: how can

dual diagnosis practitioners best use MI to help clients sustain recovery activities and remain

involved in services?

In this sample, recovery themes of greater self-efficacy and improved relationships attested to

the value of addressing competence and relatedness needs in treatment (Deci and Ryan, 2000).

Participants found it helpful when MI focussed on recovery accomplishments, which evoked

increased confidence in their ability to live a satisfying life in spite of struggles with mental illness

and addiction. Talking about helping others, re-connecting with family, being free from

substances, and setting meaningful goals appeared to reinforce an active dimension of hope:

agentic thinking (Snyder et al., 2000), “the belief that change is possible” (Miller and Rollnick,

2013, p. 213), and perceived coping ability (Miller and Powers, 1988).

Participant statements evaluating progress largely consisted of Ability change talk: “I can,” “I’m

in charge,” “I might be able to,” “[I can] figure it out myself,” “I’ve really come far,” and “don’t have

to go through it.” In these moments, therapists may be well-served by offering action reflections

(ARs; Resnicow et al., 2012) of past, present, or future recovery activities to fuel persistence and

action-oriented hope. For instance, ARs around Participant 2’s plans to become a youth mentor

appeared to “inject [y] energy, enthusiasm, and commitment” (p. 477) into her plan, which

involved using group therapy as practice.

Active positive emotions such as excitement and eagerness often emerged while discussing

symbols of progress. Positive emotions like these can predict more flexible problem-solving and

the adoption of broader perspectives (Fredrickson and Joiner, 2002), creating an emotional

“sense of the ‘possible’” (Miller and Powers, 1988, p. 6). Consistent with previous findings

(Angus and Kagan, 2009; Zuckoff, 2003), results suggested an equally important role for positive

affect tied to the person-centered atmosphere of MI: safety, trust, feeling understood, and being

valued. Participants associated these feelings with wanting to share crucial parts of their positive

self-transformations (e.g. a meaningful song, poetry, NA key chains). In addition to fostering self-

disclosure, MI may facilitate treatment acceptance by reversing negative “relationship

expectancies” in which clinicians are viewed as potentially critical, judgmental, or insincere

(Zuckoff and Daley, 2001).

For trauma survivors who have participated in MI, constituting the majority of this sample, such

an atmosphere has facilitated valuing the self in a manner virtually impossible in the past (Hughes

and Rasmussen, 2010). A valued, capable sense of self reverberating through the MI interaction,

and paralleling changes already occurring in recovery, could partially explain the greater

overall sense of meaning in life reported during MI. Future studies might explore whether positive

affect (King et al., 2006), building a meaningful life narrative (Ridge, 2012; Weegmann, 2010), or

satisfying basic SDT needs (Weinstein et al., 2012) best explains MI-related increases in

existential well-being. This may be an especially salient direction for optimally intervening with

clients who present with a weak sense of life purpose, like Participant 5.
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At the one-month follow-up, regression in treatment confidence, medication-taking consistency,

group attendance, and recovery stage raises concerns about durability of MI’s effects. Some

have reported eroding MI effects between one and three months post-treatment (Hettema et al.,

2005), with greater problem severity negatively correlated with long-term gains (Vasilaki et al.,

2006). One wonders whether incorporating MI into the primary treatment, rather than offering it

only as an adjunct, could help maintain gains, reducing any negative contrast effect caused by

its sudden removal.

In addition to psychometric problems with the HME survey, this study had several limitations.

The narrow sample makes it difficult to generalize results to other populations of dually

diagnosed clients. Additionally, three participants moved into a more desirable living situation

either immediately before or during the intervention, which could have sustained a sense of

well-being independently of MI. The responsible investigator also served as the MI therapist,

introducing the possibility of experimenter expectancy effects. Additionally, the BSR interviews

represented a secondary source of data about MI experience. It is possible that participants

confused emotions and attitudes elicited by the BSR with what they actually experienced in MI.

For a more direct understanding of clients’ reactions to MI, it may be preferable to code

transcripts or videos of MI sessions for positive emotions as well as change talk.

Practice implications

MI represents a good fit with recovery-oriented principles and complements experiences of

meaning, hope, and empowerment among dually diagnosed individuals. To strengthen these

experiences and support persistence in recovery, practitioners may want to evoke past-present

contrasts that highlight progress. Creating a safe space for recovery discussions through the

use of open questions, reflections, and affirmations likely solidifies engagement early in

treatment, while leading to more elaborated change talk. Practitioners may also choose to offer

ARs and elaborate on active positive emotions like excitement to bolster commitment to

recovery activities, particularly those related to treatment participation.
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