
 

 

 

 

 

 

 

 

 

 
 
 
  

Engaging, focusing, and evoking set the stage 
for mobilizing action to change. During these MI 
processes, your task is to evoke DARN change talk. 
This moves the client along toward taking action to 
change substance use behaviors. At this point, your 
task is to evoke and respond to CAT change talk. 

Recognizing signs of readiness to change 
As you evoke and respond to DARN change talk, 
you will begin to observe these signs of readiness 
to change in the client’s statements (Miller & 
Rollnick, 2013): 

• Increased change talk: As DARN change talk
increases, commitment and activation change
talk begin to be expressed. The client may
show optimism about change and an intention
to change.

• Decreased sustain talk: As change talk
increases, sustain talk decreases. When change
talk overtakes sustain talk, it is a sign that the
client is moving toward change.

• Resolve: The client seems more relaxed.
The client talks less about the problem, and
sometimes expresses a sense of resolution.

• Questions about change: The client asks what
to do about the problem, how people change if
they want to, and so forth. For example: “What
do people do to get off pain pills?”

• Envisioning: The client begins to talk about life
after a change, anticipate diffculties, or discuss
the advantages of change. Envisioning requires
imagining something different—not necessarily
how to get to that something different, but
simply imagining how things could be different.

• Taking steps: The client begins to experiment
with small steps toward change (e.g., going to
an AA meeting, going without drinking for a few
days, reading a self-help book). Affrming small
change steps helps the client build self-effcacy
and confdence.

Asking key questions 
To help a client move from preparing to 
mobilizing for change, ask key questions (Miller & 
Rollnick, 2013): 

• “What do you think you will do about your
drinking?”

• “After reviewing the situation, what’s the next
step for you?”

• “What do you want to do about your drug use?”

• “What can you do about your smoking?”

• “Where do you go from here?”

• “What you might do next?”

When the client responds with change talk (e.g., 
“I intend to stop using heroin”), you can move 
forward to the planning process. If the client 
responds with sustain talk (e.g., “It would be too 
hard for me to quit using heroin right now”), you 
should go back to the evoking process. Remember 
that change is not a linear process for most people. 

Do not jump into the planning process if the 
client expresses enough sustain talk to indicate 
not being ready to take the next step. The 
ambivalence about taking the next step may be 
uncertainty about giving up the substance use 
behavior or a lack of confdence about being able 
to make the change. 

Planning 
Your task in the process is to help the client 
develop a change plan that is acceptable, 
accessible, and appropriate. Once a client decides 
to change a substance use behavior, he or she 
may already have ideas about how to make that 
change. For example, a client may have previously 
stopped smoking cannabis and already knows what 
worked in the past. Your task is to simply reinforce 
the client’s plan. 

Don’t assume that all clients need a structured 
method to develop a change plan. Many people 
can make signifcant lifestyle changes and initiate 
recovery from SUDs without formal assistance 
(Kelly, Bergman, Hoeppner, Vilsaint, & White, 
2017). For clients who need help developing 
a change plan, remember to continue using 
MI techniques and OARS to move the process 

When you notice these signs of readiness to 
change, it is a good time to offer the client a 
recapitulation summary in which you restate his or 
her change talk and minimize refections of sustain 
talk. The recapitulation summary is a good way 
to transition into asking key questions (Miller & 
Rollnick, 2013). 



 

 

 

 

 

 
 

 

 

 

from why change and what to change to how to 
change (Miller & Rollnick, 2013). A change plan is 
like a treatment plan but broader (e.g., going to 
an addiction treatment program may be part of a 
change plan), and the client, rather than you or the 
treatment program, is the driver of the planning 
process (Miller & Rollnick, 2013). 

Identifying a change goal 
Part of planning is working with the client to 
identify or clarify a change goal. At this point, 
the client may have identifed a change goal. For 
example, when you ask a key question such as 
“What do you want to do about the drinking?” the 
client might say, “I want to cut back to two drinks a 
day on weekends.” In this situation, the focus shifts 
to developing a plan with specifc steps the client 
might take to reach the change goal. If the client is 
vague about a change goal and says, “I really need 
to do something about my drinking,” the frst step 
is to help the client clarify the change goal. 

Here is an example of a dialog that helps the client 
get more specifc: 

• Counselor: You are committed to making some
changes to your drinking. (Refection) What
would that look like? (Open question)

• Client: Well, I tried to cut back to one drink a
day, but all I could think about was going to the
bar and getting drunk. I cut back for 2 days but
did end up back at the bar, and then it just got
worse from there. At this point, I don’t think I
can just cut back.

• Counselor: You made a good-faith effort to
control the drinking and learned a lot from that
experiment. (Affrmation) You now think that
cutting back is probably not a good strategy for
you. (Refection)

• Client: Yeah. It’s time to quit. But I’m not sure I
can do that on my own.

• Counselor: You’re ready to quit drinking
completely and realize that you could
use some help with making that kind of
change. (Refection)

• Client: Yeah. It’s time to give it up.

• Counselor: Let’s review the conversation,
(Summarization) and then talk about next steps.

The counselor uses OARS to help the client clarify 
the change goal. The counselor also hears that the 
client lacks confdence that he or she can achieve 
the change goal and reinforces the client’s desire 
for some help in making the change. The next step 
with this client is to develop a change plan. 

Developing a change plan 
Begin with the change goal identifed by the 
client; then, explore specifc steps the client 
can take to achieve it. In the planning process, 
use OARS and pay attention to CAT change 
talk. As you proceed, carefully note the shift 
from change talk that is more general to change 
talk that is specifc to the change plan (Miller & 
Rollnick, 2013). (See Chapter 6 for information on a 
developing a change plan.) Some evidence shows 
that change talk is related to the completion of a 
change plan (Roman & Peters, 2016). 

Here are some strategies for helping clients 
develop a change plan (Miller & Rollnick, 2013): 

• Confrm the change goal. Make sure that
you and the client agree on what substance
use behavior the client wants to change and
what the ultimate goal is (i.e., to cut back or to
abstain). This goal might change as the client
takes steps to achieve it. For example, a client
who tries to cut back on cannabis use may
fnd that that it is not a workable plan and may
decide to abstain completely.

• Elicit the client’s ideas about how to change.
There may be many different pathways to
achieve the desired goal. For example, a client
whose goal is to stop drinking may go to AA or
SMART Recovery meetings for support, get a
prescription for naltrexone (a medication that
reduces craving and the pleasurable effects
of alcohol [Substance Abuse and Mental
Health Services Administration & National
Institute on Alcohol Abuse and Alcoholism,
2015]) from a primary care provider, enter an
intensive outpatient treatment program, or
try some combination of these. Before you
jump in with your ideas, elicit the client’s ideas
about strategies to make the change. Explore
pros and cons of the client’s ideas; determine
which appeals to the client most and is most
appropriate for this client.



 

 

 

 

 

 

 

 

 

• Offer a menu of options. Use the EPE process
(see the section “Developing discrepancy: A
values conversation” above) to ask permission
to offer suggestions about accessible treatment
options, provide information about those
options, and elicit the client’s understanding of
options and which ones seem acceptable.

• Summarize the change plan. Once you and
the client have a clear plan, summarize the plan
and the specifc steps or pathways the client
has identifed. Listen for CAT change talk, and
reinforce it through refective listening.

• Explore obstacles. Once the client applies
the change plan to his or her life, there will
inevitably be setbacks. Try to anticipate
potential obstacles and how the client might
respond to them before the client takes steps
to implement the plan. Then reevaluate the
change plan, and help the client tweak it using
the information about what did and didn’t work
from prior attempts.

his or her commitment more clearly: “What 
would help you strengthen your commitment to 
__________________ [name the step or ultimate 
goal for change, for example, getting that 
prescription from your doctor for naltrexone]?” 
(Miller & Rollnick, 2013). 

Other strategies to strengthen commitment to 
action steps and change goals include (Miller & 
Rollnick, 2013): 

• Exploring any ambivalence clients have
about change goals or specifc elements of
change plans.

• Reinforcing CAT change talk through
refective listening.

• Inviting clients to state their commitment to
their signifcant others.

• Asking clients to self-monitor by recording
progress toward change goals (e.g., with a
drinking log).

• Exploring, with clients’ consent, whether
supportive signifcant others can help with
medication adherence or other activities
that reinforce commitment (e.g., getting to
AA meetings).

The change plan process lends itself to using 
other counseling methods like CBT and MET. 
For example, you can encourage clients to 
monitor their thoughts and feelings in high-risk 
situations where they are more likely to return to 
substance use or misuse. Chapter 7 provides more 
information on relapse prevention. No matter 
what counseling strategies you use, keep to the 
spirit of MI by working with clients and honoring 
and respecting their right to and capacity for 
self-direction. 

Benefts of MI in Treating SUDs 
The number of research studies on MI has doubled 
about every 3 years from 1999 to 2013 (Miller & 
Rollnick, 2013). Many studies were randomized 
clinical trials refecting a range of clinical 
populations, types of problems, provider settings, 
types of SUDs, and co-occurring substance use 
and mental disorders (Smedslund et al., 2011). 
Although some studies report mixed results, the 
overall scientifc evidence suggests that MI is 

Strengthening Commitment to Change 
The planning process is just the beginning of 
change. Clients must commit to the plan and 
show that commitment by taking action. There is 
some evidence that client commitment change 
talk is associated with positive AUD outcomes 
(Romano & Peters, 2016). One study found that 
counselor efforts to elicit client commitment to 
change alcohol use is associated with reduced 
alcohol consumption and increased abstinence for 
clients in outpatient treatment (Magill, Stout, & 
Apodoaca, 2013). 

Usually, people express an intention to make a 
change before they make a frm commitment to 
taking action. You can evoke the client’s intention 
to take action by asking open questions: “What 
are you willing to do this week?” or “What specifc 
steps of the change plan are you ready to take?” 
(Miller & Rollnick, 2013). Remember that the client 
may have an end goal (e.g., to quit drinking) and 
intermediate action steps to achieving that goal 
(e.g., flling a naltrexone prescription, going to an 
AA meeting). 

Once the client has expressed an intention to 
change, elicit commitment change talk. Try asking 
an open question that invites the client to explore 



associated with small to strong (and signifcant) 
effects for positive substance use behavioral 
outcomes compared with no treatment. MI is 
as effective as other counseling approaches 
(DiClemente et al., 2017). A research review 
found strong, signifcant support for MI and 
combined MI/MET in client outcomes for alcohol, 
tobacco, and cannabis and some support for its 
use in treating cocaine and combined illicit drug 
use disorders (DiClemente et al., 2017). Positive 
outcomes included reduced alcohol, tobacco, and 
cannabis use; fewer alcohol-related problems; 
and improved client engagement and retention 
(DiClemente et al., 2017). MI and combined MI/ 
MET were effective with adolescents, young adults, 
college students, adults, and pregnant women. 

• Broad dissemination. MI has been
disseminated throughout the United States
and internationally.

Counselor adherence to MI skills is important 
for producing client outcomes (Apodaca et al., 
2016; Magill et al., 2013). For instance, using 
open questions, simple and complex refective 
listening responses, and affrmations is associated 
with change talk (Apodaca et al., 2016; Romano 
& Peters, 2016). Open questions and refective 
listening responses can elicit sustain talk when 
counselors explore ambivalence with clients 
(Apodaca et al., 2016). However, growing evidence 
suggests that the amount and strength of client 
change talk versus sustain talk in counseling 
sessions are key components of MI associated with 
behavior change (Gaume et al., 2016; Houck et al., 
2018; Lindqvist et al., 2017; Magill et al., 2014). 

Other benefts of MI include (Miller & 
Rollnick, 2013): 

• Cost effectiveness. MI can be delivered in
brief interventions like SBIRT (screening, brief
intervention, and referral to treatment) and
FRAMES (Feedback, Responsibility, Advice,
Menu of options, Empathy, and Self-effcacy,
see Chapter 2), which makes it cost effective.
In addition, including signifcant others in MI
interventions is also cost effective (Shepard et
al., 2016).

• Ease of use. MI has been adapted and
integrated into many settings, including
primary care facilities, emergency departments,
behavioral health centers, and criminal justice
and social service agencies. It is useful anywhere
that focuses on helping people manage
substance misuse and SUDs.

• Applicability to diverse health and behavioral
health problems. Beyond substance use
behaviors, MI has demonstrated benefts across
a wide range of behavior change goals.

• Effectiveness. Positive effects from MI
counseling occur across a range of real-life
clinical settings.

• Ability to complement other treatment
approaches. MI fts well with other counseling
approaches, such as CBT. It can enhance client
motivation to engage in specialized addiction
treatment services and stay in and adhere
to treatment.

• Ease of adoption by a range of providers.
MI can be implemented by primary care
and behavioral health professionals, peer
providers, criminal justice personnel, and various         
other professionals.

• Role in mobilizing client resources. MI is based
on person-centered counseling principles. It
focuses on mobilizing the client’s own resources
for change. It is consistent with the healthcare
model of helping people learn to self-manage
chronic illnesses like diabetes and heart disease.

Conclusion 
MI is a directed, person-centered counseling 
style that is effective in helping clients change 
their substance use behaviors. When delivered 
in the spirit of MI, the core skills of asking open 
questions, affrming, using refective listening, 
and summarizing enhance client motivation 
and readiness to change. Counselor empathy, 
shown through refective listening and evoking 
change talk, is another important element of MI’s 
effectiveness and is associated with positive client 
outcomes. MI has been adapted for use in brief 
interventions and across a wide range of clinical 
settings and client populations. It is compatible 
with other counseling models and theories of 
change, including CBT and the SOC. 




