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Resistance, conceptualized as treatment ambivalence, may lead to attrition (Ravitz, McBride & 
Maunder, 2011). In treatment, resistance may manifest as homework noncompliance, arguments with 
the therapist, frequent use of “I don’t know” or prolonged silence (Westra, Aviram, Connors, Kertes & 
Ahmed, 2012). Resistance reflects the client’s level of engagement in treatment, expressed 
interpersonally and must be addressed within the relational dynamic of treatment (Gold, 2008). 
Therapeutic change is difficult and may be frightening for the client (Newman, 1994). Those who 
could benefit most from treatment may be the least likely to complete it due to disruptive behavior, 
negative treatment attitudes and denial (Olver, Stockdale & Wormith, 2011). A therapist must meet 
the client “where s/he is at,” to build treatment alliance and conquer resistance. 
 
Working with a population of sex offenders who were court mandated to treatment provided the 
opportunity to examine resistance. The psychological data from a sample of 170 civilly committed 
male sex offenders, in treatment, was examined to gain an understanding of the common 
characteristics that may explain resistance to and attrition from treatment. With this understanding, 
changes to the treatment approaches were made which significantly increased treatment 
participation. 
 
This presentation addresses our research findings, direct observations from treatment and discusses 
the alternative treatment approaches used to build treatment alliance and reduce treatment attrition. 
Our analysis identified common personality characteristics of men in our sample. These characteristics 
were analyzed to determine strategies used to increase treatment motivation and engagement and 
reduce attrition. 
 
1.) Individuals attending this presentation will gain an understanding of how resistance manifested in 
this sample from both observational and psychological data, 
2.) The presentation will discuss changes made to the treatment approach in order to become more 
engaging and build motivation for treatment, and 
3.) Factors, which were indicative of treatment success, despite initial resistance, will be discussed. 

 



 
Resistance as Reflected by the Extent of Cognitive Distortions 

 
 
The decision to engage in therapeutic counseling is usually self-determined with a clear objective to 
resolve. When the individual seeks services on their own, resistance seems inevitable (Beutler, 
Harwood, Michelson, Song & Holman, 2011). Does this indicate clients do not want to better 
themselves? Alternatively, is it an internal process stemming from cognitive distortions? Cognitive 
distortions consist of thoughts explaining away, justifying or minimizing actions (Ward, 2009). They 
are used for self-protection to maintain a positive sense of self (Waldram, 2010). Cognitive distortions 
can interfere with the therapeutic process and produce resistance, where denial and minimization are 
linked with treatment engagement, motivation, and progress (Levenson, 2011). Resistance is the 
response to perceived danger and the anxiety that accompanies it (Engle & Arkowitz, 2006). If 
resistance is considered a natural characteristic of the therapeutic process, then consider the depth of 
resistance expected from less willing groups of individuals such as civilly committed offenders. 
Resistance can occur on an individual basis or as an extension of group culture. The question is to 
determine how to manage effectively the resistance by confronting cognitive distortions. 
 
If addressing cognitive distortions is customary in the direction of change, the question is, to what 
extent are they reflected as overly maladaptive. Furthermore, does the process of change link to 
persistent use of cognitive distortions. If so, are distortions modifiable or structurally part of 
personality? Participants in the study consisted of civilly committed sexual offenders. This study 
examined resistance from three perspectives: time lapse before consenting to treatment, level of 
cognitive distortions as measured by the Multiphasic Sexual Inventory-II, and observational group 
data. 
 
The presentation will provide: 
1.) An analysis of denial and justifications in the sample, 
2.) Infer potential reasons of resistance based on cognitive distortions, and 
3.) Link cognitive distortions and personality characteristics displayed in group. 
 



 
A Personality Profile of Resistance 

 
 
From group rooms to individual sessions, therapists of all theoretical orientations encounter clients 
who are resistant (Scott, King, McGinn, & Hosscini, 2011; Charnas, Hillensroth, Zodan, & Blais, 2010; 
Friedlander, Escudero, & Heatherington, 2006). This resistance can take a variety of forms: from 
refusing to do the treatment, to becoming argumentative in the room, or simply not returning to 
treatment. While a strong therapeutic alliance is a fundamental element to reducing resistance 
(Martin, Garske, & Davis, 2000), other elements such as personality (Scott et al., 2011) and program 
development (Charnas et al., 2010) also influence levels of resistance. Gaining an understanding of the 
relationship between personality and resistance will assist the therapist in providing the client with 
the correct therapeutic skills. 
 
This study will illuminate the psychological profiles of clients who are resistant to treatment through 
analysis of archival data of an ethnically diverse sample between the ages of 25 and 68 who are civilly 
committed in a Midwestern state. The participants completed a full psychological test battery, 
including a Rorschach Inkblot Method and a Minnesota Multiphasic Personality Inventory–2 (MMPI-2) 
or a Personality Assessment Inventory (PAI), all of which were administered by examiners blind to the 
current research. Normative data of the sample indicated specific profile characteristics, including 
hostility, feelings of being out of control, and a lack of interest in emotional stimuli. Changes in 
treatment approaches were then made leading to an increase in willingness to participate in the 
provided treatment. 
 
The current research will: 
1.) Provide a comprehensive psychological profile of the sample, 
2.) Increase an understanding as to how treatment can be tailored by matching specific interventions 
to participants’ needs, and 
3.) Provide an understanding of which therapeutic tools will help increase the participation in 
treatment. 
 
 


