
 
 
 
We hope that your Spring is off to a great start.  STAR-
Center has been busy making many changes to improve 
our services.  Here is a recap of what is new this year: 
 
Our website has a new look!  STAR-Center updated and 
reorganized our site to provide viewers with more  
information and easier access.  Readers can now search 
through a database of old STARLink newsletters by topic 
to find articles and information that is of particular inter-
est.  The website also includes copies of brochures, train-
ing request forms and manual order forms that you can 
download directly from the site. In addition, you will find 
2004 conference information as well as new contact numbers for STAR-Center. 
 
STAR-Center has a new and improved listserv.  In response to your requests, we 
have greatly simplified our newsletter subscription and delivery system. We now 
have an easy, one-step process that allows you to sign-up for and receive STAR-
Link. If you have not already signed up for our new format, please visit our website 
to subscribe. Please encourage all of your colleagues, friends and family to sub-
scribe today! 
 

Remember our new website address!   
www.wpic.pitt.edu/research/star 
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I ntroduction  
 
 
Resistance is one of the most common obstacles 
helping professionals face when attempting to as-
sist an adolescent in distress. Resistance is a 
common therapeutic phenomenon. Whether in 
the form of a teen�¶s refusal to speak, inability to 
identify his/her problems, establish goals, com-
plete homework, or generalize skills outside of 
sessions, resistance can create its fair share of 
frustrated and burned-out clinicians. However, 
resistance may be understandable when viewed 
in the context of the enormous changes and risks 
therapists ask their clients to undertake in treat-
ment. Or simply breaking a long standing habit, 
therapeutic change involves an immense amount 
of courage and willingness to give up the familiar 
and experience the unknown. Adolescents, still in 
the stage of differentiating from their parents, 
lack significant life experience, and often possess 
a fragile sense of self.  They often find the proc-
ess of therapeutic change particularly threaten-
ing, confusing, and scary.  It is understandable 
then that helping professionals frequently face 
resistance with the adolescent clients they treat in 
treatment. Notwithstanding the �³normalcy�  ́ of 
this phenomenon, how do helping professionals 
prevent or minimize the frustration that comes 
from an adolescent�¶s resistance in treatment? 
Moreover, how can they attempt to break through 
an adolescent�¶s resistance? This article will at-
tempt to address these questions by exploring an 
alternative conceptualization of an adolescent�¶s 
apparent resistance to change or lack of motiva-
tion and its potential impact on treatment. 
 
 
 
 
 

A Cognitive Reframe for the Helping Professional: 
Adolescent Resistance Redefined 

 
By Matt Onorato 
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Traditional Conceptualizations of  
Resistance  
 
Throughout psychiatric literature, client resistance has 
been defined in various ways. From a psychoanalytic 
perspective, resistance is believed to be �³caused by 
the patient�¶s fear of change; gratification from re-
gressive infantile and childish drives, patterns, and 
relationships; and the need to maintain repression of 
the unconscious conflicts that produce anxiety and 
guilt�´ (Dewald, 1980) or �³as any action or attitude 
that impedes the course of therapeutic work�´ (Strean, 
1979, p. 70). More eclectic perspectives also have at-
tempted to explain resistance as �³holding back, disen-
gaging, or in some way subverting change efforts 
whether knowingly or not without open discus-
sion�´ (Nelson, 1975, p. 587). 
  
These traditional conceptualizations of resistance, 
though frequently utilized by helping professionals, 
often emphasize client resistance as a negative, treat-
ment-threatening concept. The client, whether adoles-
cent or adult, is portrayed as intentionally or uninten-
tionally creating barriers to therapeutic work and ex-
pressing his or her conscious or unconscious desire 
not to change. This can create a �³blame the victim�  ́
mentality for the helping professional, which portrays 
the client as playing games, deliberately refusing to 
cooperate, and/or sabotaging his/her therapeutic goals. 
The treating clinician, believing the adolescent client 
is intentionally creating roadblocks, may become 
more emotionally distant, experience negative emo-
tions toward the teen, and decrease his/her willingness 
to help. Helping professionals may also contribute 
failure of treatment to an adolescent�¶s resistance as 
opposed to inappropriate or ineffectual treatment. 
Linehan (1993a) states this �³blaming the victim�  ́con-
cept �³.. invalidates an individual�¶s experience of her 
own problems. What the individual experiences as at-
tempts to end pain are mislabeled (by the therapist) 
as attempts to maintain the pain, to resist improving.�´  



 

 

As a result, these negative client-centered con-
ceptualizations can have a detrimental impact on 
a client�¶s progress in treatment as well as his or 
her relationship with the helping professional.  
Such conceptualizations can also contribute to a 
decrease in the helping professional�¶s morale.  
 
Alternative Conce ptualization  
 
Recently, a differing conceptualization of resis-
tance has emerged from the work of Linehan 
(1993a) and Wexler (1991a). According to Line-
han�¶s Dialectical Behavioral Therapy (DBT) 
model, which integrates Western psychological 
practice and Eastern (Zen) philosophy, client re-
sistance, in the traditional sense, does not exist. 
In fact, the client�¶s resistance, if one could even 
call it that, �³makes sense�  ́ in context.  In other 
words, �³he/she (e.g. the patient) is trying to take 
care of him/herself in the best way he/she knows 
how�´ and �³patients are assumed to be doing the 
best they can given their limitations and histo-
ries�´ (Linehan, 1991a). There is some underly-
ing validity, no matter how small, in every cli-
ent�¶s response (including any resistant behav-
iors). The client is doing the best he or she can 
with the skills he or she has. This concept, al-
though developed specifically for the treatment 
of clients with Borderline Personality Disorder, 
can be generalized to all patient populations in-
cluding adolescents.  
 
Wexler�¶s �³Program for Innovative Self-
Management�  ́ (PRISM) adolescent treatment 
model, views adolescent resistance in a similar 
manner. �³Much of impulsive and destructive 
adolescent behavior may be motivated by the 
need to restore inner cohesion and equilibrium 
in the face of feeling fragmented, emotionally 
overwhelmed, or empty.. In other words, this de-
structive behavior is assumed to be serving a 
valuable function.�´ (Wexler, 1991a; Bonner, 
2002). Through this conceptualization, the moti-
vation behind a teen�¶s resistance can be viewed 
by the therapist as a developmentally appropriate 
desire to increase his or her autonomy and 
power.   
 
 

On the surface, this conceptualization of resistance 
can appear �³Polyannish�  ́ or even dangerous. After 
all, how can one validate or approve of dysfunctional 
or even dangerous behaviors?  In reality, this concep-
tualization of resistance does not attempt to approve 
of the client�¶s behaviors but instead, on the client�¶s 
motivations behind the resistant behaviors. By at-
tempting to see from the client�¶s perspective, the cli-
nician can better understand the motive behind the 
teen�¶s resistance and communicate to the adolescent 
acceptance, respect, and a sincere willingness to 
help. In truly understanding the reasons behind the 
hesitancy of a patient to engage in treatment, helping 
professionals can decrease their own negative emo-
tions.  Additionally, the helping professional may re-
duce their tendency to personalize a client�¶s actions 
and their beliefs that the patient is deliberately refus-
ing to cooperate.   
 
Applying the Conceptualization  
 
Utilizing this revised conceptualization of resistance, 
the helping professional is �³ . . . encouraged to ac-
tively provide validation for the patient�¶s perspec-
tive, responses, and emotions�´ (Linehan, 1993a). 
Clinicians should communicate that the adolescent 
client�¶s responses make sense and are understandable 
within the teen�¶s current life context or situation. Cli-
nicians should attempt to actively accept the client 
and take his/her responses seriously and not discount 
or trivialize them. The therapist looks for and reflects 
the wisdom and validity of the teen�¶s behavior, even 
if only a small part of the behavior is valid. This can 
be a very difficult task for the therapist, but by truly 
finding the validity within a teen�¶s behavior, the 
therapist can honestly support the teen in validating 
him/herself. The therapeutic use of validation can 
promote/support client change, teach the teen to vali-
date him/herself, increase the teen�¶s motivation for 
treatment, and decrease his/her resistance to change. 
 
Along with validation, helping professionals must 
also provide support and encouragement for client 
change. The clinician should communicate that the 
patient is doing the best he/she can and he/she can do 
better (Linehan, 1993a). The balance between accep-
tance vs. change is at the heart of overcoming client 
resistance to change. By validating and utilizing the 
teen�¶s normal healthy desire for autonomy and 
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power, the therapist can help illustrate to the 
teen that the teen�¶s impulsive behaviors/poor 
choices actually reduce his/her power. The 
therapist can identify consequences such as be-
ing hospitalized, grounded, expelled, suspended, 
arrested, teased, and ostracized as undesirable 
choices. As a result, the teen can be convinced 
that by learning new skills in therapy, he/she can 
in fact gain power, better control of his/her emo-
tions, increase life choices, and get more of what 
he/she wants from others (Wexler, 1991a; Bon-
ner, 2002). This strategy is in contrast to the 
teen�¶s behavior being judged as bad, silly, stu-
pid, reckless, selfish, and/or careless which of-
ten occurs with the traditional conceptualization 
of resistance. As a result, the teen experiences 
invalidation, which actually increases his/her re-
sistance in treatment. 
 
Why an Alternative Conceptualization 
of Resistance?  
 
Cognitive Behavioral Therapy (CBT) teaches 
that different thoughts or interpretations of an 
event can lead to different behaviors, moods, 
and thoughts in the same situation. Perhaps a 
cognitive reframe is in order for clinicians re-
garding the conceptualization of client resis-
tance.  This article illustrated that by reframing 
the perceived etiology or motivation behind re-
sistance, helping professionals can begin to view 
it, not as a negative treatment-threatening con-
cept, but as a positive, therapeutic teaching tool. 
Arguably, by changing a clinician�¶s interpreta-
tion of resistance and communicating this in 
treatment, a client�¶s progress in treatment would 
improve, the therapeutic alliance would 
strengthen, and a clinician�¶s burnout would de-
crease.   
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The Postvention Standards Manual 
has been updated.  The fourth edi-
tion is now available through our 
website.  The latest version includes 
new handouts as well as up-to-date 
information on memorials, educa-
tional grief groups and many other 

important topics related to the postvention process.   
 
Our 2004 Conference in Pittsburgh is quickly ap-
proaching.  Please visit our website at: 
 w w w . w p i c . p i t t . e d u /
research/star 
to download registration 
forms or call STAR-Center 
Outreach at (412) 246-5598 
for more information.  
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WE ARE AVAILABLE IF YOU NEED US: 
 
David A. Brent, M.D.                                     Director, STAR-Center 
Mary Margaret Kerr, Ed.D.                            Director, STAR-Center Outreach 
Kim Poling, M.S.W.                                       Clinical Administrator 
Ranisa Rubin, Ed.M.                                      Specialty Counselor, Editor, STAR-Center Link 
Jamey Covaleski                                             Administrative Coordinator, STAR-Center Outreach 
 
STAR-Center Outreach                          (412) 246-5598 (between 8:30AM-2:00PM) 
(412) 246-5620 FAX 
 
STAR-Center Outpatient Clinic         (412) 246-5619 (between 8:30AM-5:00PM) 
(412) 246-5610 FAX 
 
WPIC Emergency Services:                    (412) 624-2000 (Available after regular business hours and on  
                                                                        weekends and holidays) 
 

This material is made available for educational purposes 
only and as part of an effort to raise general awareness 
of children's mental health issues. This information is not 
intended to be, and is not, a substitute for direct medical 
or psychological care based on your individual condition 
and circumstances or those of your child. While this site 
may contain descriptions of pharmacological, psychiatric 
and psychological treatments, such descriptions and any 
related materials should not be used to diagnose or treat 
a mental health problem without consulting a qualified 
mental health care provider. You are advised to consult 
your mental health provider about your personal ques-
tions or concerns. 
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www.wpic.pitt.edu/research/star 


