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Objective. To determine the impact of student or faculty facilitation on student self-assessed attitudes,
confidence, and competence in motivational interviewing (MI) skills; actual competence; and evalu-
ation of facilitator performance.
Methods. Second-year pharmacy (P2) students were randomly assigned to a student or faculty facil-
itator for a four-hour, small-group practice of MI skills. MI skills were assessed in a simulated patient
encounter with the mMITI (modified Motivational Interviewing Treatment Integrity) tool. Students
completed a pre-post, 6-point, Likert-type assessment addressing the research objectives. Differences
were assessed using a Mann-Whitney U test.
Results. Student (N544) post-test attitudes, confidence, perceived or actual competence, and evalu-
ations of facilitator performance were not different for faculty- and student-facilitated groups.
Conclusion. Using pharmacy students as small-group facilitators did not affect student performance
and were viewed as equally favorable. Using pharmacy students as facilitators can lessen faculty
workload and provide an outlet for students to develop communication and facilitation skills that will
be needed in future practice.
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INTRODUCTION
Patient-centered communication strategies are be-

coming increasingly important for pharmacists as the pro-
fession shifts to a more clinical role.1With this increasing
emphasis on clinical pharmacy, schools of pharmacy are
seeking to prepare their students to better communicate
with patients. The American Association of Colleges of
Pharmacy (AACP) and the Accreditation Council for
Pharmacy Education (ACPE) have recognized the need
to educate pharmacy students in effective patient commu-
nication skills.2 For example, in the 2013 CAPE educa-
tional outcomes, Standard 3.6.1 focuses on being able to
communicate effectively with patients in a manner that
empowers the patient to take control of their health.

One method that has shown efficacy in promoting
positive health behaviors is motivational interviewing
(MI).3-5 Originating in chemical dependency counseling,
MI is a patient-centered style of counseling that seeks to
have the patient talk himself or herself into a change.5

This is done through eliciting change talk from the patient
and accessing the patient’s motivation for making the
change.5,6 Four key components comprise all MI tech-
niques: expressing empathy, rolling with resistance,
supporting self-efficacy, and developing discrepancy.5

Overall, MI interactions are collaborative in nature and
seek to honor the patient’s autonomy.6 MI has been
shown to be effective in promoting positive health behav-
iors (ie, weight reduction, blood pressure control, antire-
troviral regimen adherence) and reducing maladaptive
health behaviors (ie, chemical dependency).3,4,6

Not only has MI been shown effective in promoting
positive health behaviors, but within health care educa-
tion, MI has been shown to increase student confidence
and their ability to engage in health behavior change
counseling in multiple health care professions.7,8 It also
has been demonstrated effective at increasing student
counseling abilities specifically within pharmacy educa-
tion.2,9 Based on the efficacy of MI in both patient en-
counters and student confidence, it is important to educate
pharmacy students in this communication method. A va-
riety ofmethods have been used to incorporateMI into the
curriculum. Medical and pharmacy schools have used
various pedagogies to teachMI principles and techniques,
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including lecture, interactive class activities, student role
playing, and simulated patients.7,8,10,11 Within curricular
design, pharmacy schools have implemented MI educa-
tion either as an elective or as a longitudinal exercise
throughout the first three years of pharmacy school.2,9

When training students to use MI skills, it is not
knownwhether student or faculty small-group facilitators
are equally effective in training students onMI skills. The
purpose of this project is to compare the efficacy of stu-
dent and faculty small-group facilitators in achieving the
desired outcomes. If students are equally effective, this
will reduce faculty burden associated with MI education
while providing additional educational and leadership
opportunities for student facilitators. Student facilitators
would not only be strengthening theirMI skills during this
process but also would be modeling leadership to cohorts
behind them.12

The purpose of this study was to compare the effi-
cacy of faculty and student small group facilitators by
examining changes in student attitude toward MI, confi-
dence in using MI techniques, perceived competence
in MI skills, and measured competence in using MI
techniques after educational sessions led by faculty or
students.

METHODS
This study utilized a randomized pre-test/post-test/

retrospective group design to compare the efficacy of
facilitator type in MI education. This study was approved
under exempt status by the Institutional Review Board at
Cedarville University.

In May 2013, all pharmacy faculty members and
several pharmacy students working on summer research
projects participated in a two-day MI training seminar.
Four P3 students and four faculty members were selected
out of that seminar to participate as facilitators for the
project. (All faculty facilitators and two of the student
facilitators alsowere involved in the design and execution
of this study.) All student and faculty facilitators attended

an additional two-hour facilitator training session before
the first educational session. During the training session,
facilitators received a review of MI techniques, learned
teaching strategies for MI sessions, and role-played facil-
itating small groups. The sessionswere highly interactive,
offering the facilitators opportunities to practiceMI skills
via a variety of exercises. Then, facilitators were assigned
to groups via a random number generator.

Study participants consisted of second professional
year pharmacy students (P2). Since the school of phar-
macy utilizes a team-based learning pedagogy, P2 stu-
dents already were allocated into eight small groups of
five to six students, as outlined previously.13 A timeline
summary of the study and sessions is provided in Figure 1.
In their P1 year, students had a two-week introduction to
MI during their self-care course and their pharmacy prac-
tice lab, where they learned the principles ofMI and prac-
ticed the skills with one another. Since MI is useful when
addressing health behavior changes needed for cardiovas-
cular diagnoses, MI was incorporated into the cardiology
therapeutics module in the fall of 2014. In the module, P2
participants engaged in three MI education sessions (car-
diology sessions 1-3). During the first session, a very brief
review of MI and patient communication was given, and
students were subsequently broken up into their assigned
groups with their facilitator for the remainder of the ses-
sion as well as the second session.

During these sessions, facilitators began with patient
statements of resistance, frustration or defeat and hav-
ing students create a one to three sentence response that
was MI consistent. Students then shared their responses
and discussed the variety of potential responses to each
statement. Next, patient cases were utilized to practice
using MI techniques in a simulated scenario. One student
was asked to serve as a patient and the other as a phar-
macist, with the remaining students observing and
providing feedback post-scenario. The pharmacist case
contained basic information about the patient and relevant
lab values, while the patient case contained additional

Figure 1. Overview of Motivational Interviewing Sessions and Timing of Assessments.
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information regarding lifestyle choices and the patient’s
readiness for change. The student playing the role of phar-
macist was given three to five minutes to engage the stu-
dent playing the role of patient usingMI. At the end of the
interview, students were asked to provide peer feedback
on the use of MI techniques and skills. After the students
had exhausted their feedback, the facilitator would add
any additional comments or observations they had.

The third session was used as an evaluation session,
providing the students with the opportunity to utilize MI
skills with a simulated patient. Four actors were hired,
trained as standardized patients, and given information
regarding their health problems, medications, lifestyle
barriers to change, and overall attitude. Each patient
was given the same information, so each student encoun-
tered the same case.

Each student had five minutes to view the patient
case before interviewing the patient, then they entered
the room and discussed health behavior changes with
the patient using MI techniques. Students had up to five
minutes with the patient before being told to stop. En-
counters were video-recorded for later assessment. Upon
completion of the interview, the students were taken to
a sequestering area where they completed the post-test
and retrospective survey and waited until all students
had completed the exercise.

All P2 student participants were invited to complete
assessments of their attitude, confidence, and perceived
competence during school of pharmacy orientation week
(pre-test) and immediately after the completion of their
video interview (post-test and retrospective pre-test) us-
ing survey instruments, which were later de-identified for
analysis. The assessment instruments were designed
based on instruments previously used by the school of
pharmacy, as well as instruments described in the litera-
ture.9,14 All instruments underwent peer and expert re-
view before administration. A 6-point Likert-type scale
wasused in a forced-choice style that eliminates the “neutral”
option. This has been reported to be common practice and is
based on the critique of neutral items as non-differentiating
items with a lack of ability to distinguish between the truly
neutral and ambivalent respondent.15,16

Student attitude toward motivational interviewing
was assessed via four questions gauging a student’s in-
terest in learning about MI, plans to use MI in the future,
and the usefulness of MI.9 The attitude Likert scale was
anchored with 1 as “strongly disagree” and 6 as “strongly
agree.” Student confidence was assessed via two mini-
cases that provided a patient situation and asked students
to rate their confidence in usingMI techniques tomotivate
the patient to change,8 and 16 questions that asked stu-
dents to rate their confidence in performing certain MI

macro- and micro-skills.9,14 These items also utilized
a Likert scale, anchored with 1 as “very unconfident”
and 6 as “very confident.” Perceived competence items
were created by asking students their degree of agreement
with statements regarding the ease or difficulty in per-
forming a variety of MI macro and micro-skills. The list
of skills was created by extrapolating the skills assessed
by the mMITI into the series of items.9 These items used
a Likert scale of 1 as “strongly disagree” and 6 as
“strongly agree,” and alternated between positive and
negative statements.

There were a few items that differed between the
assessments. In the pre-test survey, three demographic
questions were asked to determine gender, age, and eth-
nicity of participants. The retrospective test was designed
in such a way that students were asked to assess each
survey item according to their attitude, confidence, or
competence prior the MI educational sessions. The
post-test also included a 12-item assessment that asked
students to evaluate their facilitator’s abilities in areas
such as communication, MI knowledge, effectiveness in
teaching, time management during the sessions, organi-
zation, patience, friendliness, helpfulness, respect for stu-
dents, enthusiasm, usefulness of feedback, and overall
performance. These items also included a 6-point Likert-
type scale, with 1 corresponding to “extremely poor” and
6 corresponding to “excellent.”

Video recordings of each P2 student interview were
distributed to six faculty members and two P3 research
assistants (all who received additional training on eval-
uating the videos) who assessed the recordings for
measured competence in MI skills using the modified
Motivational InterviewingTreatment Integrity tool (mMITI)
by Buring9 and colleagues. No individual reviewed the
videos of students they facilitated. The mMITI evaluates
MI practitioners in four domains. Two global scores,
assessed on a Likert scale of 1-7, assess the practitioner’s
ability to demonstrate “empathy/understanding,” and
the overall “spirit of MI” displayed in the interaction.
The other two domains of the mMITI focus on behavior
counts. The first, “MI adherent behavior,” asks assessors
to tally the number of MI adherent behaviors and the
number of MI non-adherent behaviors displayed in the
interaction, and calculate the percentage of behaviors
tallied that were MI adherent. Based on this percentage,
a section sub-score (out of eight total possible points) is
assigned. The “open-ended questions” domain asks as-
sessors to tally the number of open-ended questions
and closed-ended questions, and similar to MI adherent
behavior, calculate the percentage of open-ended ques-
tions and assign the appropriate sub-score (out of eight
total possible points) for this category. Each of the
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four domains is added together to comprise the practi-
tioner’s total mMITI score. Higher scores indicate better
use of MI skills, and the highest possible total score is
a 30.9

To determine the utility of the MI sessions and ways
to improve the sessions, 10 P2 students were randomly
selected and invited to participate in a two-hour focus
group session. Invited participants represented students
who had student and faculty facilitators. Questions for
the focus group were created out of the study objectives.
The same two student research assistantswhoparticipated
in the design of the project and evaluated videos were
trained in focus group research and facilitated the session.
The session was audio-recorded using LiveScribe pens,
and additional notes were taken by the facilitators. A de-
identified transcript of the session was created verbatim
from the notes and audio recording and used for further
analysis.

Statistical analysis of survey and mMITI data
was performed in SPSS v 22.0 (IBM, Armonk, NY).
Data were checked for normal distribution using the
Shapiro-Wilk test. Since the data violated the assump-
tion of normality, nonparametric tests were used for
analysis. Based on the categorical nature of data, me-
dians of each item are reported. Responses to each
survey type were compared based on facilitator type
(student or faculty) with the Mann-Whitney-U test.
Scores on the mMITI were compared based on the type
of facilitator with the Mann-Whitney-U test. Content
analysis was performed by two researchers in QSR
NVivo 10 (Burlington, MA) on the focus group tran-
script using grounded theory to reveal common themes
among responses.17,18

RESULTS
Demographic data on the study population are shown

in Table 1. For the participants (N544, 100% response
rate), student attitude, confidence, and perceived com-
petence measures are shown in Table 2. There were no
statistically significant differences between P2 student
participants who had student or faculty member facilita-
tors, with the exception of the pre-test evaluation of
perceived competence in asking close-ended questions.
Student-facilitated participants reported it was more dif-
ficult to avoid asking close-ended questions than the
faculty-facilitated participants.

The comparison of mMITI results between the two
study groups is shown in Table 3. Again, there were no
statistically significant differences in measured compe-
tence by facilitator type. Finally, the results of facilitator
evaluations are shown in Table 4. While student facilita-
tors were ranked slightly lower on the overall rating and
organization, there were no statistically significant differ-
ences between student and faculty member facilitators.

During the focus group session, students with both
faculty and student facilitators commented that faculty
facilitators had good “real world” knowledge, but could
be more intimidating and less relatable than student fa-
cilitators. The P2 students felt more comfortable with
student facilitators but reported that some student facili-
tators had difficulty managing group dynamics, such as
drawing out quieter students. However, the focus group
indicated that the student facilitators had a good grasp of
MI knowledge and techniques, with one student com-
menting, “Whether or not the student had lots of experi-
ence, she at least understood it well and could explain it
well, and was confident in the techniques.”

Table 1. Participant Demographic Information (N544)

Characteristic Total (n) % Faculty Facilitatora (n) % Student Facilitatorb (n) %

Gender
Male 17 (40) 8 (38) 9 (39)
Female 27 (61) 13 (62) 14 (61)

Age
21 4 (9) 1 (5) 3 (13)
22 27 (61) 12 (57) 15 (65)
23 8 (18) 5 (24) 3 (13)
24 1 (2) 1 (5) 0 (0)
.24 4 (9) 2 (10) 2 (9)

Ethnicity
Caucasian 37 (84) 20 (95) 17 (74)
African American 4 (9) 1 (5) 3 (13.0)
Asian or Pacific Islander 2 (5) 0 (0) 2 (9)
Hispanic 1 (2) 0 (0) 1 (4)

a521 (number of faculty facilitators)
b523 (number of student facilitators)

American Journal of Pharmaceutical Education 2017; 81 (6) Article 107.

4

 b
y 

gu
es

t o
n 

M
ay

 2
3,

 2
02

3.
 ©

 2
01

7 
A

m
er

ic
an

 A
ss

oc
ia

tio
n 

of
 C

ol
le

ge
s 

of
 P

ha
rm

ac
y

ht
tp

://
w

w
w

.a
jp

e.
or

g
D

ow
nl

oa
de

d 
fr

om
 

http://www.ajpe.org


When discussing their overall MI skills, most stu-
dents expressed that MI felt unnatural to them (78% of
focus group), and they were not sure how to utilize MI in
every day pharmacy practice (45%): “I feel confident in
principles, but. . .incorporating that into every day speech
can be a little difficult,” and “It didn’t seem weird in the
context we were doing it as much, because everyone is
expecting you to say something like that, but if I were to,
like, say those things to an actual patient, I feel like Imight

get some weird looks.” Students specifically stated that
theywere not sure how to start anMI encounterwith a real
patient (44% - “Should I initiate change talk when some-
one’s buying a bottle of aspirin in the aisle, or should I wait
for them to approach me?”), how to use MI skills within
the time demands of retail pharmacy practice (22% - “I
only talk to a patient for, like, one minute”), and how best
to respond to a resistant patient (22% - “I know you have
to ‘roll with resistance,’ and all that, but what would that

Table 2. Comparison of Student Attitudes, Confidence, and Perceived Competence by Facilitator Group

Faculty Facilitator Student Facilitator

Measure Pre Post Ret Pre Post Ret

Attitudea

I am interested in learning about motivational interviewing (MI) 5 5 5 5 5 4
I plan to use MI in my future practice 5 6 5 5 5 5
MI is not useful to pharmacy practice 2 2 2 2 2 2
MI is effective in eliciting behavioral changes in patients 5 6 5 5 5 5

Confidenceb

Case 1 – Smoking cessation 4 4 4 4 4 3
Case 2 – HTN 5 5 4 4 4 3
Use MI techniques 4 5 4 4 5 3
Maintain appropriate eye contact 5 5 5 5 5 5
Use silence 5 4 3 5 4 4
Express empathy 5 6 5 5 5 5
Develop discrepancy 5 5 4 4 5 4
Avoid arguing 5 6 5 5 5 5
Roll with resistance 5 5 5 4 4 4
Support self-efficacy 5 6 5 4 5 4
Elicit change talk 4 5 4 4 5 4
Follow the patient’s agenda 4 5 4 4 5 4
Ask permission before sharing 4 5 4 4 5 4
Help a patient set achievable goals 5 5 5 5 5 4
Use language appropriate for a patient’s health literacy level 5 5 5 4 5 5
Ask open-ended questions 5 5 5 5 5 4
Use reflective listening 5 5 5 5 5 5
Assess a patient’s readiness for change 5 5 4 4 5 4

Perceived Competence:a It is. . .
easy to show an interest in what a patient is saying 5 5 5 5 5 5
easy to use reflective listening 5 5 5 5 5 4
difficult to collaborate with a patient 2 2 3 3 3 3
difficult to accept that the patient might choose not to change 4 5 5 4 4 5
easy to ask permission to share 4 5 4 4 5 4
difficult to affirm a patient 3 2 3 3 2 2
easy to emphasize the patient’s control over the agenda and action plan 4 5 4 4 4 4
easy to express support for a patient 5 5 5 5 5 5
easy to avoid arguing with a patient 5 5 5 5 5 5
difficult to ask open ended questions 3 2 4 3 3 4
difficult to avoid asking closed ended questionsc 4 4 4 5 4 5
easy to reflect back to a patient a summary an analysis of what they are saying 5 5 5 5 4 3

a15Strongly disagree, 65Strongly agree
b15Very unconfident, 65Very confident
cSignificant difference, p5.03, between the faculty and student facilitator pre-test. All other differences were not significant
MI: Motivational Interviewing; Pre: pre-test survey; Post: post-test survey; Ret: retrospective survey
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look like practically when you have a patient who’s just not
willing to quit, or take their medication, or. . .”).

DISCUSSION
Students who had either faculty or student facilita-

tors for learning and practicing MI skills had equiv-
alent attitudes, confidence, perceived competence and
measured competence at study completion. A review
of tutoring-related research concurs, finding that peer
tutoring was typically equivalent or more effective than
faculty tutoring.19 Further, attitudes, confidence, and
perceived competence were overall positive at the post-
test (median scores of 4 out of 6 or higher), and measured
competence was considered a passing score (22/30 and
24/30). Confidence, as well as mean scores (measured by
the mMITI), were similar at other institutions after incor-
porating MI training in their curriculum.9

While students could certainly improve in their com-
petence, the incorporation of these activities provided
students an additional opportunity to practice their MI-
related communication skills. Students must be prepared
to communicate appropriately as part of interprofessional

teams and with patients, according to the 2016 ACPE
standards. MI is an important communication method
for students to learn, as it promotes student engagement
in health behavior change counseling and overall coun-
seling abilities.2,3,7-9 Additionally, it is effective in assist-
ing patients in making health behavior changes.3,4,6

Student evaluations of their facilitators also sug-
gested equivalence and, thus, may be utilized to reduce
faculty workload associated with active learning. Active
learning, such as small group practice of skills, is im-
portant for students to apply knowledge and skills
before practice. In Standard 10, ACPE encourages in-
corporation of active learning in the classroom20, and at
least 87% of faculty use active learning in their courses
according to a recent survey.21 However, active learn-
ing results in greater faculty workload.21 Because work-
load responsibilities for practice department faculty
have grown, this has resulted in less time for scholar-
ship due to clinical teaching, didactic teaching (active
learning pedagogy), and service responsibilities.22,23

By incorporating student facilitators when appropriate,
faculty members may have increased time to spend in

Table 3. Comparison of Student mMITIa (measured competence) Scores by Facilitator Group

mMITI Parameter
Max Score
Possible

Faculty-facilitated
Median Score

Student-facilitated
Median Score p value

Empathy/Understanding 7 4 5 0.94
Spirit of MI 7 5 5 0.44
MI adherent 8 6 6 0.81
Open ended 8 6 6 0.55
Total score 30 22 24 0.74
amodified Motivational Interviewing Treatment Integrity tool

Table 4. Comparison of Facilitator Evaluations

Evaluation
parameter

Faculty Facilitator Student Facilitator

p value
Median
Ratinga

Range
(Minimum-Maximum)

Median
Ratinga

Range
(Minimum-Maximum)

Overall Rating 6 2 (4-6) 5 2 (4-6) 0.73
Communication 6 2 (4-6) 6 2 (2-6) 0.70
Knowledge 6 3 (3-6) 6 2 (4-6) 0.59
Effectiveness 6 3 (3-6) 6 2 (4-6) 0.39
Time management 6 4 (2-6) 6 2 (4-6) 0.50
Organization 6 3 (3-6) 5 2 (4-6) 0.84
Patience 6 2 (4-6) 6 1 (5-6) 0.31
Friendliness 6 2 (4-6) 6 2 (4-6) 0.12
Helpfulness 6 2 (4-6) 6 2 (4-6) 0.44
Respect 6 2 (4-6) 6 2 (4-6) 0.13
Enthusiasm 6 3 (3-6) 6 1 (5-6) 0.53
Feedback quality 6 3 (3-6) 6 2 (4-6) 0.20
a15Extremely poor, 65Excellent
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other academic exercises, such as service, preparation of
active learning exercises, or scholarship activities. This
involvement can lead to personal, school, and academic
pharmacy benefits.

Additionally, student facilitators may provide bene-
fits to those facilitating. Upon graduation, newly licensed
pharmacists can quickly enter precepting roles or co-
precepting roles. Without prior practice, learning how to
give feedback effectively can be challenging. Preceptors
often function more effectively when given training
on evaluating students.24,25 Not all pharmacists receive
training programs, and building these skills while in phar-
macy school may be beneficial. For example, in problem-
based learning (PBL), the peer-assessment process where
students give feedback and grade teammates’ presenta-
tions improved student confidence as well as self-directed
learning skills.26 Others also have included peer-to-peer
learning in experiential education and found improved
skills vs traditional models of learning,27 and recently,
interprofessional peer teaching effectively improved
knowledge on ambulatory devices.28

In addition to similar efficacy between faculty and
student facilitators, the focus groups provided some in-
teresting information.While studentsweremore comfort-
able with student facilitators, faculty were better at the
process of facilitating. Because faculty had completed
a residency or other post-graduate training and had expe-
rience facilitating groups, it is understandable that stu-
dents may not have been as effective at facilitating. For
example, these skills often are obtained in the residency
setting, as residencies often include a teaching certificate
program or opportunities that may include training and
practice in facilitating small groups.29,30 Thus, while stu-
dents did undergo training in this experience, further prac-
tice and engagement in facilitation may be needed to
produce effective small group interactions. Additionally,
faculty members participating in this project also had
“real life” experience as health care professionals; thus,
they could discuss using motivational interviewing in pa-
tient encounterswith their groups, which provided greater
context. These are some of the inherent limitations to
using students as facilitators. In future studies, an in-depth
training seminar in small group facilitation could be in-
corporated to improve skills. Further incorporation of MI
skills into Introductory Pharmacy Practice Experiences
(IPPEs) or co-curricular activities also could provide
more “real-world” examples that students can draw from
when facilitating.

Limitations
There are several limitations to this study. First, the

sample size of studentswas small, limiting the generalizability

of the results to similar institutions and may have lacked
sufficient power to determine significant changes. Second,
while the mMITI instrument has been utilized in pharmacy
education research,9 it has not yet undergone validation
testing. Additionally, within the survey instrument, many
median scores fell in the upper range of the scale. This
could indicate that social desirability bias influenced
student responses to the survey, or could reflect inflated
self-assessmentof skillswithin the surveyedstudents.Within
the focus group, there was an over-representation of partici-
pants with student facilitators, despite random sampling of
focusgroupparticipants.Thus, theopinionsof these students
may not reflect the opinions of the group. Further, the quali-
tative data, because it was not the focus of this project, was
coded by a single researcher and could have affected the
results. Finally, a different study design, such as cross-over,
would have strengthened the results.

CONCLUSION
Results from this project suggest that using phar-

macy students to facilitate peer-review focused small
group sessions can increase student confidence in MI and
health behavior change counseling skills, but work is still
needed to reinforce the utility of MI in practice. By in-
corporating opportunities to address communication
skills throughout the curriculum31 in addition to the
small group sessions added here, students may be able
to translate these skills into practice. Using MI small
group student facilitators fulfills the ACPE mandate
to have students teaching students and may help lessen
faculty workload. Further research is needed to assess
the impact of facilitation on the student facilitator’s MI
outcomes.
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