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Myths About Client Traits and
Effective Counseling
Although the field is evolving toward a more
comprehensive-understanding of substance
misuse and abuse, earlier views of addiction still
persist in parts of our treatment system. Some
of these are merely anachronisms; others may
actually harm clients. Recent research has
shown that some types of interventions that
have been historically embedded within
treatment approaches in the United States may
paradoxically reduce motivation for beneficial
change. Other persisting stereotypes also
interfere with the establishment of a helping
alliance or partnership between the clinician and
the client. Among the suppositions about clients
and techniques that are being questioned and
discarded are those discussed below.

Chapter 1

groups as well as parental and peer
expectations, modeling of acceptable behaviors,
and the presence or absence of reinforcers.
Because substance-related problems are seen as
occurring in interactive relations with families,
groups, and communities, alterations in policies,
laws, and norms are part of the change process.
Building new social and family relations,
developing social competency and skills, and
working within one's cultural infrastructure are
important avenues for change in the
sociocultural model (10M, 1990b). From the
sociocultural perspective, an often neglected
aspect of positive behavioral change is sorting
out ethical principles or renewing opportunities
for spiritual growth that can ameliorate the
guilt, shame, regret, and sadness about the
substance-related harm clients may have
inflicted on themselves and others.

Composite biopsychosocial-
spiritual model
As the conflicts among these competing models
of addiction have become evident and as
research has confirmed some truth in each
model, the addiction field has searched for a
single construct to integrate these diverse
perspectives (Wallace, 1990). This has led to an
emerging biopsychosocial-spiritual framework
that recognizes the importance of many
interacting influences. Indeed, the current view
is that all chronic diseases, whether substance
use, cancer, diabetes, or coronary artery disease,
are best treated by collaborative a~d
comprehensive approaches that address both
biopsychosocial and spiritual components
(Borysenko and Borysenko, 1995;Williams and
Williams, 1994). This over arching model of
addiction retains the proven elements and
techniques of each of the preceding models
while eliminating some previous-gnd
erroneous-assumptions, which are discussed
below.
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Addiction stems from an
addictive personality
Although it is commonly believed that
substance abusers possess similar personality
traits that make treatment difficult, no
distinctive personality traits have been found to
predict that an individual will develop a
substance abuse disorder. The tendencies of an
addictive personality most often cited are denial,
projection, poor insight, and poor self-esteem.
Research efforts, many of which have focused
on clients with alcohol dependence, suggest
there is no characteristic personality among
substance-dependent individuals (Loberg and
Miller, 1986;Miller, 1976; Vaillant, 1995).
Rather, research suggests that people with
substance abuse problems reflect a broad range
of personalities. Nonetheless, the existence of an
addictive personality continues to be a popular
belief. One reason for this may be that certain
similarities of behavior, emotion, cognition, and
family dynamics do tend to emerge along the
course of a substance abuse disorder. In the
course of recovery, these similarities diminish,
and people again become more diverse.



Conceptualizing Motivation and Change

Resistance and denial are
attributes of addiction
Engaging in denial, rationalization, evasion,
defensiveness, manipulation, and resistance are
characteristics that are often attributed to
substance users. Furthermore, because these
responses can be barriers to successful
treatment, clinicians and interventions often
focus on these issues. Research, however, has
not supported the conclusion that substance-
dependent persons, as a group, have abnormally
robust defense mechanisms.

There are several possible explanations for
this belief. The first is selective perception-that
is, in retrospect, exceptionally difficult clients
are elevated to become models of usual
responses. Moreover, the terms" denial" and
"resistance" are often used to describe lack of
compliance or motivation among substance
users, whereas the term "motivation" is
reserved for such concepts as acceptance and
surrender (Kilpatrick et al., 1978; Nir and Cutler,
1978; Taleff, 1997). Thus, clients who disagree
with clinicians, who refuse to accept clinicians'
diagnoses, and who reject treatment advice are
often labeled as unmotivated, in denial, and
resistant (Miller, 1985b; Miller and Rollnick,
1991). In other words, the term "denial" can be
misused to describe disagreements,
misunderstandings, or clinician expectations
that differ from clients' personal goals and may
reflect countertransference issues (Taleff, 1997).

Another explanation is that behaviors judged
as normal in ordinary individuals are labeled as
pathological when observed in substance-
addicted populations (Orford, 1985). Clinicians
and others expect substance users to exhibit

. pathological-or abnormally strong-defense
mechanisms. A third explanation is that
treatment procedures actually set up many
clients to react defensively. Denial, •
rationalization, resistance, and arguing, as
assertions of personal freedom, are common
defense mechanisms that many people use

instinctively to protect themselves emotionally
(Brehm and Brehm, 1981). When clients are
labeled pejoratively as alcoholic or manipulative or
resistant, given no voice in selecting treatment
goals, or directed authoritatively to do or not to
do something, the result is a predictable-and
quite normal-response of defiance. Moreover,
when clinicians assume that these defenses must
be confronted and "broken" by adversarial
tactics, treatment can become counterproductive
(Taleff, 1997). A strategy of aggressive
confrontation is likely to evoke strong resistance
and outright denial. Hence, one reason that
high levels of denial and resistance are often
seen as attributes of substance-dependent
individuals as a group is that their normal
defense mechanisms are so frequently
challenged and aroused by clinical strategies of
confrontation. Essentially, this becomes a self-
fulfilling prophecy (Jones, 1977).

Confrontation is an effective
counseling style
In contemporary treatment, the term
"confrontation" has several meanings, referring
usually to a type of intervention (a planned
confrontation) or to a counseling style (a
confrontational session). The term can reflect
the assumption that denial and other defense
mechanisms must be aggressively "broken
through" or "torn down," using therapeutic
approaches that can be characterized as
authoritarian and adversarial (Taleff, 1997). As
just noted, this type of confrontation may
promote resistance rather than motivation to
change or cooperate. Research suggests that the
more frequently clinicians use adversarial
confrontational techniques with substance-using
clients, the less likely clients will change (Miller
et al., 1993), and controlled clinical trials place
confrontational approaches among the least
effective treatment methods (Miller et al., 1998).

There is, however, a constructive type of
therapeutic confrontation. If helping clients
confront and assess the reality of their behaviors
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Chapter 1

What About Confrontation?
For a number of reasons, the treatment field in the United States fell into some rather aggressive,
argumentative, "denial-busting" methods for confronting people with alcohol and drug problems.
This was guided in part by the belief that substance abuse is accompanied by a particular personality
pattern characterized by such rigid defense mechanisms as denial and rationalization. Within this
perspective, the clinician must take responsibility for impressing reality on clients, who are thought to
be unable to see it on their own. Such confrontation found its way into the popular Minnesota model
of treatment and, more particularly, into Synanon (a drug treatment community well known for its
group encounter sessions in which participants verbally attacked each other) and other similar
therapeutic community programs.

After the 1970s, the treatment field began to move away from such methods. The Hazelden
Foundation officially renounced the "tear them down to build them up" approach in 1985,expressing
regret that such confrontational approaches had become associated with the Minnesota model.
Psychological studies have failed to find any consistent pattern of personality or defense mechanisms
associated with substance abuse disorders, and clinical studies have linked poorer outcomes to more
confrontational clinicians, groups, and programs (Miller et al., 1995a). Instead, successful outcomes
generally have been associated with counselors showing high levels of accurate empathy, as defined by
Carl Rogers and described by Najavits and Weiss (Najavits and Weiss, 1994). The Johnson Institute
now emphasizes a supportive, compassionate style for conducting family interventions.

I was at first surprised, therefore, when clinicians attending my workshops on motivational
interviewing and watching me demonstrate the style, observed, "In a different way, you're very
confrontational." This issue comes up in almost every training now. "Gentle confrontation" some call
it. This got me thinking about what confrontation really means.

The linguistic roots of the verb "to confront" mean to come face to face. When you think about it
that way, confrontation is precisely what we are trying to accomplish: to allow our clients to come face
to face with a difficult and often threatening reality, to "let it in" rather than "block it out," and to allow
this reality to change them. That makes confrontation a goal of counseling rather than a particular style
or technique.

Once you see this-that opening to new information, face to face, is a goal of counseling-then the
question becomes, "What is the best way to achieve that goal?" Evidence is strong that direct, forceful,
aggressive approaches are perhaps the least effective way to help people consider new information and
change their perceptions. Such confrontation increases the very phenomenon it is supposed to
overcome-defensiveness-and decreases the client's likelihood of change (Miller et al., 1993). It is
also quite inappropriate in many cultures. Getting in a client's face may work for some, but for most, it
is exactly the opposite of what is needed-to come face to face with painful reality and to change.

William R.Miller, Consensus Panel Chair

is a prerequisite for intentional change,
clinicians using motivational strateg~es focus on
constructive confrontation as a treatment goal.
From this perspective, constructive or
therapeutic confrontation is useful in assisting

clients to identify and reconnect with their
personal goals, to recognize discrepancies
between current behavior and desired ideals
(Ivey et al., 1997),and to resolve ambivalence
about making positive changes.
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