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We hope that your Spring is off to a great start. STAR- INSIDE THIS ISSUE
Center has been busy making many changes to improve
our services. Here is a recap of what is new this year: New and Improved website! 1
Our website has a new look! STAR-Center updated and | Featured Article: 2

. . . . . A Cognitive Reframe
reorganized our site to provide viewers with more for the Helping

information and easier access. Readers can now search | professional:
through a database of old STARLink newsletters by topic | Adolescent Resistance
to find articles and information that is of particular inter- | Re@efine

est. The website also includes copies of brochures, train- |- -+ 5

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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A Cognitive Reframe for the Helping Professional:

i;% Adolescent Resistance Redefined
Q By Matt Onorato
| ntroduction Traditional Conceptualizations of

Resistance

Resistance is one of the most common obsta Throughout psychiatric literature, client resistance has
helping professionals face when attemptingso been defined in variousays. From a psychoanalytic
sist an adolescent in distress. Resistance |perspective, resistance is believed to dsaused by
common therapeutic phenomenon. Whether the patien®§ fear of change; gratification fromer
the form of a tee§ refusal to speak, inability tcgressive infantile and childish drives, patterns, and
identify his/her problems, establish goalsmeo relationships; and the nedd maintain repression of
plete homework, or generalize skills outside the unconscious conflgtthat produce anxiety and
sessions, resistance can create its fair shar guilt” (Dewald, 1980) or3as any action or attitude
frustrated and burnedut clinicians. However, that impedes the course of therapeutic wo8trean,
resistance may be understandable when vie'1979, p. 70). More eclectic perspectives also have a
in the context of the enormous changes and ritempted to explain resistance #wlding back, dise-
therapists ask their clients to undertake inttre gaging, or in some way subverting change efforts
ment. Or simply breaking a long standing hal whether knowingly or not without open diseu
therapeutic change involves an immense amcsion” (Nelson, 1975, p. 587).
of courage and willingness to giug the familiar
and experience the unknown. Adolescents, stil These traditional conceptualizations of resistance,
the stage of differentiating from their paren though frequently utilized by helping profisnals,
lack significant life experience, and often posse¢ often emphasize client resistance as a negative; trea
a fragile sense of self. They often find thegrcmentthreatening concept. The client, whether aslole
ess of therapeutic change particularly threat cent or adult, is portrayed as intentionally or umnte
ing, confusing, and scary. It is understanda tionally creating barriers to therapeutic work and e
then that helping professionals frequently fepressing his or her conscious or unconscious desire
resistance with the adolescetients they treat in not to change. This can create3@dame the victini
treatment. Notwithstanding théhormalcy” of mentality for the helpig professional, which portrays
this phenomenon, how do helping professionthe client as playing games, deliberately refusing to
prevent or mimnize the frustration that come cooperate, and/or sabotaging his/her thewsp goals.
from an adolescerf resistance in treatmeniThe treating clinician, believing the adolescent client
Moreover, how can they attempt to break throtis intentionally creating roadblocks, may become
an adolescer§ resistance? This article will-a more emotionally distant, experience negativeoem
tempt to address these questions by explorinc tions toward the teen, and decrease his/her willingness
alternative conceptualization of an adoles®rto help. Helping professionals may also contribute
apparent resistance to change or lack of raetifailure of treatment to an adolesc8ntesistance as
tion and its potential impact on treatment. opposed to inappropriate or ineffectual treatment.
Linehan (1993a) states thiblaming the victin con-
cept 3.. invalidates an individug§$ experience of her
own problems. What the individual experiencestas a
tempts to end pain are mislabeled (by the therapist)
as attempts to maintain the pain, to resist improving.
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As a result, these negative clier@ntered co- On the surface, this conceptualization of stsice
ceptualizations can have a detrimental impact c can appear®olyannish or even dangerous. After

a client$§ progress in treatment as well as his (all, how can one validate or approve of dysfunctional
her relationship with the helping gdessional. or even dangerous behaviors? In reality, this gonce
Such conceptualizations can also contribute to tualization of resistance does not attempt to approve

decrease in the helping professiofiahorale. of the client§ behaviors but instead, on the cliint
motivations behind the resistant behaviors. By a
Alternative Conce ptualization tempting to see from the cliefitperspective, theiel

nician can better understand the motive behind the
Recently, a differing conceptualization of mesi teen$§ resistance and communicate to the adolescent
tance has emerged from the work of Lineheacceptance, respect, arad sincere willingness to
(1993a) and Wexler (1991a). According to éin help. In truly understanding the reasons behind the
han$§ Dialectical Behavioral Therapy (DBT) hesitancy of a patient to engage in treatment,imglp
model, which integrates Western psychologici professionals can decrease their own negative-em
practice and Eastern (Zen) philosopbljent re-  tions. Additionally, the helping professional may r
sistance, in the traditional sense, does not exi duce their tendency to personalize a clgrictions
In fact, the clien§ resistance, if one could ever and their beliefs that the patient is deliberatelysefu
call it that, Imakes sese” in context. In other ing to cooperate.
words, 3he/she (e.g. the patient) is trying to tak
care of him/herself in the best way he/she kno' Applying the Conceptualization
how” and 3patients are assumed to be doing th
best they can given their limitations and bist Utilizing this revised conceptualization of resistance,
ries” (Linehan, 1991a). There is some ungerl the helping professional i8 . . . encouraged toca
ing validity, no matter how small, in everyi-cl tively provide validation for the patiefft perspe-
ent§ response (including any resistant hehative, responses, and emotiongLinehan, 1993a).
iors). The client is doing the best he or she ciClinicians should communicate that the adolescent
with the skills he or she has. This concept, & client$ responses make sense and are understandable
though developed specifically for the treatmer within the teer§ current life context or situation. i€l
of clients with Borderline Personality Disorder nicians should attempt to actively accept the client
can be generalized to all patient populatiams i and take his/her responses seriously and not discount
cluding adolescents. or trivialize them. Te therapist looks for and reflects
the wisdom and validity of the te&nbehavior, even
Wexler§ ®rogram for Innovative Self if only a small part of the behavior valid. This can
Management (PRISM) adolescent treatmenibe a very difficult task for the therapist, but by truly
model, views adolescentsistance in a similar finding the validity within a tee§ behavior, the
manner 3Much of impulsive and destructive therapist can honestly support the teen in validating
adolescent behavior may be motivated by tF him/herself. The therapeutic use of validation can
need to restore inner cohesion and equilibriur promote/support client change, teach the teen e val
in the face of feeling fragmented, erontllly date him/herself, increase the t&emotivation for
overwhelmed, or empty.. In other words, thes d treatment, and decrease his/her resistance to change.
structive behavior is assumed to be serving
valuable function. (Wexler, 1991a; Bonner, Along with validation, helping professionals must
2002). Through this conceptualization, the mot also provide support and encouragement for client
vation behind a tee® resistance can be viewecchange. The clinician should communicate tha&t th
by the therapist as a developmentally approprie patient is doing the best he/she can and he/she can do
desire to increase his or hautonomy and better (Linehan, 1993a). The balance betweenpacce
power. tance vs. change is at the heart of overcoming client
resistance to change. By validating and utilizing the
teen$ normal health desire for autonomy and
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power, the therapist can help illustrate to th References :

teen that the tee$h impulsive behaviors/poor

choices actually reduce his/herovger. The Bonner, C. (2002) Emotional Regulation, Interpe
thempist can identify consequences such as b sonal Effectiveness, and Distress Tolerance Skills for
ing hospitalized, grounded, expelled, suspende Adolescents: A Treatment Manué&lniversity of Pits-
arrested, teased, and ostracized as undesira burgh, Pittsburgh, PA: STARenter Publications.
choices. As a result, the teean be convinced

that by learning new skills in therapy, he/she ca Dewald, P.A. (1980) The handling of resistances in
in fact gain power, better control of his/her@m adult psychoanalysidnternational Journal of Psycho
tions, increase life choices, and get more of whi Analysis. Vol 61(1),61-69. Institute of Psychoanal
he/she wants from others (Wexler, 1991anBo sis, England.

ner, 2002). This strategy is in contrast to th
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and thoughts in the same situation. Ppsha
cognitive reframe is in order for cliniciang-r
garding the conceptualization of client sesi
tance. This article illustrated that by reframing
the perceived etiology or motivation behirat r
sistance, helping professionals can begin to vie
it, not as a negative treatmehteatening co-
cept, but as a positive, therapeutic teaching toc new handouts as well as-tpdate
Arguably, by changing a clinicis interprea- information on nemorials, edua-
tion of resistance and communicating this i tional grief groups and many other

treatment, a clierf§ progress in treatment would jmportant topicselated to the postvention process.

improve, the therapeutic alliancewould

strengthen, and a clinicighburnout would &  Our 2004 Conference in Pittsburgh is quicklg- a

crease. proading. Please visit our website at:
www.wpic.pitt.edu/
research/star
to download registratio
forms or call STARCenter &
Outreach at (412) 245598
for more information.

The Postvention Standards Manual
has been updated. The fourth-ed
tion is now available through our
website. The latest version includes
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UPMC Health System
Western Psychiatric Institute and Clinic

This material is made available for educational purposes

Thomas Detre Hall of Western Psychiatric only and as part of an effort to raise general awareness

Institute and Clinic of children's mental health issues. This information is not
3811 Otara Street intended to be, and is not, a substitute for direct medical
Pittsburgh, PA 15213 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
Ranisa Rubin, Ed.M., Editor related materials should not be used to diagnose or treat
rubinre@.upme.edu 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.

© 2004 STAR-Center, Department of Psychiatry,

Western Psychiatric Institute and Clinic,
UPMC Health System, Pittsburgh, PA
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Phone: 412465598 (Outreach Services)
Fax: 412246-5620

WE ARE AVAILABLE IF YOU NEED US:

David A. Brent, M.D. Director, STARCenter

Mary Margaret Kerr, Ed.D. Director, STARCerter Outreach

Kim Poling, M.S.W. Clinical Administrator

Ranisa Rubin, Ed.M. Specialty Counselor, Editor, STABenter Link
Jamey Covaleski Administrative Coordinator, STARenter Outreach
STAR-Center Outreach (412) 2465598 (between 8:30AN2:00PM)

(412) 2465620 FAX

STAR-Center Outpatient Clinic (412) 2465619 (between 8:30ANs:00PM)
(412) 2465610 FAX

WPIC Emergency Services: (412) 6242000 (Available after regular business hours and on
weekends and holidays)
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