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Research on the identification of poor outcome predictors is crucial for the prevention of therapeutic
failure. Previous research suggests that clients’ persistent ambivalence is one possible path to unsuc-
cessful psychotherapy. The present study analyses ambivalence—here operationalized as return-to-
the-problem markers (RPMs)—in five recovered and five unchanged cases of narrative psychotherapy
for major depression. The results suggest that both recovered and unchanged cases presented a similar
proportion of RPMs at baseline and a decreasing pattern of these ambivalence markers throughout
therapy. However, the decreasing was more accentuated in recovered than in unchanged cases, and at
the end of the treatment, the proportion of RPMs of the unchanged cases was significantly higher.
The results are discussed in light of previous research on ambivalence in psychotherapy, focusing on
the meaning of ambivalence and its clinical implications. Copyright © 2015 John Wiley & Sons, Ltd.

Key Practitioner Message:
• Ambivalence towards change, here operationalized as RPMs, seems to be a common process in both re-

covered and unchanged cases, perhaps signalling the uncertainty and anxiety that change may elicit.
• Although the number of RPMs decreased in both the recovered and unchanged cases, this reduction

was significantly higher in the recovered group. Moreover, at the end of therapy, the recovered group
revealed a significantly lower proportion of RPMs than the unchanged group, suggesting that ambiva-
lence resolution (or lack thereof) may play a determining role in the therapy’s evolution and outcome.

• RPMs in later stages of therapy may be operationalized as ‘red flags’ for the therapist to acknowledge
the client’s stuckness and adapt his or her intervention efforts, turning these instances into developmen-
tal opportunities.
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As emphasized by Lambert (2007), the identification of
poor outcome predictors is crucial for the prevention of
therapeutic failure. Most studies have pursued this goal
through the analysis of the factors associated with clients’
dropout, non-adherence or non-response to therapy and
resistance (e.g., Beutler, Harwood, Michelson, Song, &
Holman, 2011; De Panfilis et al., 2012; Taylor, Abramowitz,
& McKay, 2012). In the present study, we contribute to the
understanding of the processes through which psycho-
therapy fails to achieve its goal of clients’ change.
In the last few years, we have developed a model

that suggests that one possible path to unsuccessful

psychotherapy is clients’ persistent ambivalence, here
conceptualized as a form of problematic self-stability that
can be maintained throughout therapy by a cyclical move-
ment between two opposing parts of the self: the emer-
gence of unique outcomes (White & Epston, 1990) (here
termed as innovative moments; see Gonçalves, Matos, &
Santos, 2009; Gonçalves, Ribeiro, Mendes, Matos, &
Santos, 2011) and the devaluation of their change potential
by a return to the previous problematic pattern (termed
problematic self-narrative). The clients’ problematic self-
narratives may be described as the usual and problematic
ways of understanding the world, and innovative mo-
ments (IMs)—an empirical application of the concept of
unique outcomes—may be seen as moments (including
thoughts, feelings or actions) in the therapeutic dialogue
when clients act, feel or think differently, thus challenging
their problematic self-narratives. For instance, if the prob-
lematic self-narrative is characterized by self-devaluation,
an IM would be all the instances in which the client values
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him or herself as person. Hypothesis-testing studies
(Gonçalves et al., 2012; Matos et al., 2009; Mendes et al.,
2010, 2011) and case studies (Alves, Mendes, Gonçalves, &
Neimeyer, 2012; Gonçalves et al., 2010, Mendes et al., 2010;
Ribeiro, Bento, Salgado, Stiles & Gonçalves, 2011; Santos,
Gonçalves & Matos, 2011; Santos, Gonçalves, Matos &
Salvatore, 2009) have suggested that IMs can be reliably
identified through the IMCS (Gonçalves, Ribeiro, Mendes
et al., 2011) and are associated with psychotherapeutic
change across different models of brief therapy.1 That is,
IMs emerge more in recovered than in unchanged cases.
When a client produces an IM, and ambivalence to-

wards change emerges, the dominance of the problematic
self-narrative could be reestablished, reducing the change
potential of the IM. The main idea is that after the emer-
gence of an IM, there are two very different possibilities:
amplifying the change or devaluing and neutralizing
change. For example, the client could state, ‘I’m feeling
really less depressed lately’ (which would be an IM), and
neutralize the change potential present in the IM by trivi-
alizing the exception, ‘But I’m still a depressed person. Af-
ter all, it’s in my genes’. Another possibility is that the
change potential is amplified, as in the following example:
‘I’m feeling really less depressed lately (IM), and this feels
like a burden that slowly is disappearing from my life.
This feels really good.’
We have previously studied this form of ambivalence in

emotion-focused therapy (EFT) for depression (Ribeiro,
Mendes, Stiles, Sousa & Gonçalves, 2013) and in narrative
therapy (NT) with women who were victims of intimate
violence (Gonçalves et al., 2011). In the study of Gonçalves
et al. (2011), RPMs were more likely to occur in unchanged
than recovered cases, thus illustrating how this ambivalent
movement between IMs and the problematic self-narrative
may interfere with therapeutic outcome. On the contrary,
in Ribeiro et al.’s (2013) study, it was found that the global
proportion of RPMs throughout treatment did not signifi-
cantly differ between recovered and unchanged cases.
However, in this sample, the percentage of RPMs signifi-
cantly decreased throughout therapy in the recovered
group, whereas it remained stable and high in the un-
changed group. The present study aims to replicate and
extend these studies by analysing ambivalence in 10 cases
(five recovered and five unchanged cases)2 of NT for major
depression that were previously analysed with the IMCS
(Gonçalves, Ribeiro, Mendes et al., 2011) by Gonçalves
and colleagues (2013).

Resistance, Ambivalence, and the
Return-to-the-Problem Markers

Resistance has been considered to exert a determinant role
in the therapeutic process and outcome (Wachtel, 1999).
Nevertheless, there are few empirical studies on this
process, and the considerable methodological differences
among the existing studies, chiefly regarding the
operationalization and measurement of the construct of
resistance, make it difficult to generalize results and to
clearly grasp the associations between resistance and ther-
apeutic outcome (see Mahalik, 2001). The term ‘resistance’
was first introduced within psychoanalytic theory (Beutler
et al., 2011; Wachtel, 1999), but it has spread to nearly all
theoretical traditions, and its definition and the mecha-
nisms involved in it, as well as the guidelines to overcome
it, vary substantially across theoretical and therapeutic
approaches (see Beutler, Moleiro & Talebi, 2002).
However,most of thesemodels—psychodynamic (Messer,

2002), cognitive (Newman, 2002), interpersonal (Van
Denburg & Kiesler, 2002) and humanistic/experiential
(Engle & Arkowitz, 2008; Engle & Holiman, 2002)—accept
that resistance may act as a form of self-protection used by
clients to deal with the instability, insecurity or anxiety that
frequently arises from the demanding circumstances that
occur during treatment. Change usually implies the aban-
donment of well-established working patterns (equated in
this article with the concept of problematic self-narrative),
a process that may be quite threatening and even disturbing
for the clients (Hayes, Laurenceau, Feldman, Strauss, &
Cardaciotto, 2007).
This perspective of resistance as a ‘normal byproduct

of the process of changing complex behaviors’ (Moyers
& Rollnick, 2002, p. 187) has been emphasized by motiva-
tional interviewing, which in the last few years has pre-
sented an empirically supported line of intervention
specifically designed to reduce the resistance that fre-
quently arises in the initial phases of psychotherapy. Thus,
the bottom line is that when a process of change threatens
self-stability, clients may waver between the maintenance
of the status quo and attempting to change it. In this sense,
resistance may be translated into a state of ambivalence
in which the clients aim to attain some form of balance
between stability (i.e., problematic self-narrative) and
change (i.e., innovative moments).
Across the literature, ambivalence is often described as a

way of expressing resistance that implies some form of
internal conflict between two opposing tendencies of
behaving, thinking or feeling (Engle & Arkowitz, 2008).
In other words, there is an ‘approach-avoidance’ intraper-
sonal debate in which the clients are simultaneously
attracted and repulsed by a given object. Thus, it seems
clear that although different theoretical models have pre-
sented slightly different formulations of resistance, an-
chored on their main structural constructs, there are also

1Outcome group defined according to the Reliable Change Index
(RCI; Jacobson & Truax, 1991)
2These studies have identified five types of IMs that correspond to
different narrative processes: action, reflection, protest, reconceptual-
ization and performing change (for further details, see Gonçalves,
Ribeiro, Mendes, et al., 2011).
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some common or cross-sectional tenets, like the idea that
the client has two opposed positions, one favouring
change and another one favouring stability. Despite the
empirical evidence for the association between resistance
and poor therapeutic outcomes (Beutler, Rocco, Moleiro
& Talebi, 2001), some clinicians argue that resistance
may constitute an opportunity for change as a marker
of an important therapeutic moment (Mahalik, 2001).
Research on alliance ruptures has reached similar conclu-
sions, revealing that although the increased frequency of
ruptures is associated with poor therapeutic outcomes,
the successful repair of these ruptures is associated with
good therapeutic outcomes (Safran, Muran & Eubanks-
Carter, 2011). Consistent with these findings, Patton,
Kivlighan and Multon (1997) reported that clients with
a good therapeutic outcome were more likely to present
a low-high-low pattern of resistance across therapy, al-
though they also reported that resistance tended to
decrease throughout therapy, which is clearly consistent
with the view that resistance is not necessarily problematic
and may in fact become an ally towards change as long as
it is adequately overcome during treatment (Wachtel,
1999). Thus, analysis and further understanding of poten-
tial resistance markers across therapy is crucial for its early
identification and successful resolution (Beutler et al., 2001;
Westra et al., 2012).
Based on the aforementioned considerations, it is not

difficult to anticipate that the emergence of IMs, as new
ways of thinking, acting, feeling and relating, may elicit
feelings of uncertainty in clients and thus threaten their
self-stability. Hence, when change happens, a discontinu-
ity needs to be resolved (Ribeiro & Gonçalves, 2010), and
the anxiety generated by the change may lead to a self-
protective response that ‘distorts, denies or inadequately
symbolizes’ this discrepant experience (Engle & Arkowitz,
2008, p. 391). In this sense, self-stability is maintained
through the avoidance of internal contradiction or discrep-
ancy, leading to a suppression of innovative ways of feel-
ing, thinking or acting that may emerge (IMs). Following
this perspective, it is plausible to assume that throughout
treatment, clients may oscillate between the elaboration
of IMs that temporarily break with the dominance of the
problematic self-narrative and a return to the problematic
self-narrative that allows them to reduce the discrepancy
created by innovation emergence (IMs). In this repetitive
process, expressions of the problematic self-narrative
and IMs act as opposing self-positions in a vicious cycle
(Figure 1). A similar process is described in narrative
therapy literature by Gustafson (1992) that argues that
‘these [dominant] stories seem inescapable because what
is viewed as the only alternative (the shadow story)
turns out to be a loop that reintroduces the main line’
(Omer and Alon, 1997, p. 47). Gonçalves, Matos & Santos
(2009) suggested that some IMs can operate as shadow
narratives (Gustafson, 1992), allowing a temporary release

from the problematic narrative but facilitating a return
to it.
This persistent expression of two opposing aspects of

the self, which pull the clients towards distinct directions
but allows for the maintenance of the person’s status
quo or problematic self-narrative, may be conceptualized
as a way of resisting change (Ribeiro et al., 2013).

Clinical Illustration

In order to clarify the constructs of IM and RPM for those
who are not well-versed in these concepts and make the
results clinically meaningful, we present below a clinical
vignette illustrating a therapist-client dialogue including
several IMs-RPMs interaction.
Gisela, a PhD student in her twenties, was an unchanged

case drawn from the Narrative Therapy sample under
analysis in this study (specifics of the sample will be pre-
sented in the Method section). Her depression was related
to the feeling that she was not happy in her marriage
but also feeling that she was unable to separate herself
from her husband, as she feared being alone. Gisela often
expressed her wish to have a divorced and reported events
that mirrored her movement towards this preferential
future narrative but also expressed her feelings of fear,
hopelessness and helplessness returning to the problem-
atic narrative.
In session 3 from which the excerpt below was drawn,

the therapists invited the client to identify ‘resources’ in
her past that she could use to in problematic contexts
(which is part of the Narrative Therapy protocol),
reviewing events in the past in which she saw herself as

Figure 1. Ambivalence throughout the therapeutic process
(adapted from Gonçalves et al., 2011)
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a strong woman and felt able to fight for a better life. The
client accepted the therapist’s invitation and elaborated an
IM, by acknowledging how powerful she use to be (‘I
used to have a lot of strength to fight for a better life!’)
and stating her strong wish to recuperate that strength,
as well as the control over her life (‘I want that strength
back’). However, immediately after, she elaborated an
RPM, by expressing ‘but I just don’t know how to do it,
I don’t know how to start, I don’t know what to do!’
The therapist then invited the client to imagine how the

next week would be if she got her strength back. This type
of hypothetical question is often used in Narrative Ther-
apy when clients have difficulty identifying unique out-
comes in their present lived experience and paves the
way for present and future unique outcomes to emerge
(Freedman & Combs, 1996, p. 99). Once again the client
accepted the therapist intervention, elaborating an IM,
by detailing in which ways her life could be different
(‘I would be myself and put myself first instead of worry-
ing what other people think about me!’). Similarly to what
happened in the previous turn, the client then said ‘but I
keep worrying about it and that makes me feel bad!’,
which is in line with her problematic self-narrative and
hence constitutes a RPM.

Session 3
Client (C): I used to have a lot of strength to fight
for a better life! [referring to how hard she used
to work as a student] I used to be moved by the
wish of giving myself and my sons a better
life than my parents had…and to make my
parents happy (…) and I want that strength
back [IM], but I just don’t know how to do it, I don’t
know how to start, I don’t what to do! [RPM]Therapist
(T): How would the next week be if you recovered
that strength? C: Things would be very differ-
ent…I would be more assertive and would not
accept his behaviors [referring to her husband’s
affairs] …I would be myself and put myself first
instead of worrying what other people think
about me! I am not doing nothing wrong [IM],
but I keep caring about it and that makes me feel bad!
[RPM]

Research questions for the current study

1. Does the unchanged cases present a globally
(i.e., across treatment) higher percentage of RPMs
than the recovered cases?
2. Does the probability of RPMs decrease throughout

treatment in the recovered cases but not in the unchanged
cases?

METHOD

Clients

This sample was drawn from a broader group of clients
participating in a major outcome study (Lopes et al.,
2013) that was designed to compare narrative therapy
(NT) with cognitive behavioural therapy (CBT). The selec-
tion of participants for this broader project relied on the
following inclusion criteria (1) having a major depressive
disorder according to the Diagnostic and Statistical Manual
of Mental Disorders (DSM-IV; American Psychiatric Associ-
ation, 2000) and (2) the willingness to provide written
informed consent, to answer the questionnaires and to
allow the researcher to videotape the sessions. Participants
were excluded if they presented at least one of
the following characteristics: (a) any Axis II diagnosis, (b)
any other concurrent Axis I disorder that might be the
main focus of clinical attention (e.g., substance-related dis-
orders, sexual disorders and eating disorders), (c) severe
suicidal ideation, (d) psychotic symptoms or (e) bipolar
disorder. Clients with anxiety complaints or a secondary
anxiety disorder were not excluded if the anxiety was not
considered a primary complaint (e.g., panic disorder).
Within this project, clients received individual psycho-

therapy sessions in a Portuguese university clinic. Sessions
had amean duration of 1 h andwere provided at no charge,
scheduled once a week from sessions 1 to 16 and every 2
weeks from sessions 17 to 20, for a maximum of 20 sessions
(plus follow-up at 1, 3, 6 and 12 months). Clients for whom
more treatment sessions were recommended were then re-
ferred to other therapists from the clinic or to other mental
health services to continue treatment.
After the intake, clients were assigned to NT (White &

Epston, 1990) or to CBT (Beck, Rush, Shaw & Emery,
1979). However, the present study only targeted clients
who received NT. Of a total of 34 cases followed in NT,
14 were dropouts (41.2%) and 20 were completers
(58.8%). Of these 34 cases, only 10 were randomly selected
to be integrated into the current study’s sample: five cases
meeting the criteria of recovered cases and five unchanged
cases, based on Jacobson and Truax (1991). Thus, two con-
ditions must have been met at the end of the treatment for
the recovered group (a) clients moved from a dysfunc-
tional to a functional range, and (b) the change should be
reliable, that is, greater than the Reliable Change Index
(RCI) for the respective measure. The unchanged group
integrated cases in which these two conditions were not
met. The RCI analysis was conducted based on the pre-
post therapy scores on both the Beck Depression Inventory
II (BDI-II; Beck, Steer, & Brown, 1996) and the Outcome
Questionnaire (OQ-45.2; Lambert et al., 1996). The differ-
ences in the BDI and OQ-45.2 pretreatment to post-
treatment scores for the recovered and the unchanged
cases are presented in Table 1.

A. P. Ribeiro et al.
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There were no significant differences between the recov-
ered and unchanged cases regarding the levels of symp-
tom severity at pretreatment on the BDI and the OQ-45.2.
Additionally, the two groups did not differ significantly
in the number of therapy sessions received throughout
the treatment.
Of the 10 clients in this sample, seven were women

and three were men (age range = 22–64 years, M = 41.00,
SD = 14.97). Clients completed an average of 18.70 (SD =
1.83) sessions. Four clients were single, three weremarried,
two were divorced, and one was widowed. All clients had
completed at least the ninth grade, but some had up to 24
years of academic education (M = 13.90, SD = 5.07). Re-
garding their professional situations, four clients were un-
employed, two were professionally active, two were
students and one was retired. Their socioeconomic levels,
assessed by the Graffar index (Graffar, 1956), ranged from
8 (Level I, high scale) to 16 (Level III, medium scale). These
demographic characteristics were not significantly differ-
ent for clients in the recovered and unchanged groups.

Therapist

These 10 clients were treated by the same therapist, who at
the time of the study was a PhD student in clinical psychol-
ogy and had 7 years of experience in psychotherapy. The
therapist had 3 years of experience in narrative therapy
and had received extensive training on a manual of narra-
tive intervention based on the model of White and Epston
(1990). The manual involved three main phases and was
flexible enough for the therapist to attend to the clients’ id-
iosyncratic characteristics and individual progress during
the therapy: (1) deconstruction of the problematic self-
narrative (e.g., externalization, reauthoring conversations
and social reactivation of conversations), (2) reconstruction

of the alternative/emergent self-narrative (e.g., working on
the expansion of unique outcomes) and (3) consolidation of
the alternative/emergent self-narrative and finalization
(e.g., documenting the process of change, social validation
and defining ceremonies). Objectives and strategies for the
follow-up sessions were also defined within the manual.
The first author of themanual alsoworked as a supervisor

throughout the project, meeting regularly with the therapist
to ensure his adherence to the narrative model of interven-
tion. At the end of the therapeutic process, the therapist’s
adherence to the narrative therapeutic model was assessed
according to theAdherence and Competence Scale for Narrative
and Cognitive-Behavioural Therapy (ACS-N-CBT; Gonçalves,
Bento, Lopes, & Salgado, 2009). The results revealed this
therapist’s adherence to be adequate (Lopes et al., 2013).

Measures

Beck Depression Inventory II (BDI-II; Beck, Steer, & Brown,
1996)
The BDI is a 21-item self-report instrument assessing

symptoms of depression. The items are rated on a four-
point Likert scale, from 0 to 3, with total scores ranging
from 0 to 63. The results of the BDI-II internal consistency
(α=0.91in Steer, Brown, Beck, & Sanderson, 2001; α=0.89
in Lopes et al., 2013) and construct validity (Beck et al.,
1996; Steer et al., 2001) have proved to be highly satisfac-
tory. Validation for the Portuguese population has demon-
strated similar results to those found for the American
population (Campos & Gonçalves, 2011; Coelho, Martins,
& Barros, 2002). Because the Reliable Change Index (RCI;
Jacobson & Truax, 1991) could not be found across Portu-
guese studies, normative data gathered from meta-
analyses of diverse samples (Seggar, Lambert & Hansen,
2002) were used to calculate the proportion of clinical
change (RCI = 8.46; cut-off score = 14.29).

Table 1. BDI and OQ-45 scores for recovered group and unchanged group

Pre-test
BDI

Post-test
BDI

Improvement
in the BDI

Pre-test
OQ-45

Post-test
OQ-45

Improvement
in the OQ-45

Recovered
Group
Case 1 41 3 38 111 16 85
Case 2 22 2 20 80 62 18
Case 3 28 7 21 89 26 63
Case 4 22 2 20 89 14 75
Case 5 26 6 20 64 39 25

Unchanged
Group
Case 6 30 33 �3 97 95 2
Case 7 37 31 6 111 109 2
Case 8 48 45 3 122 115 7
Case 9 17 20 �3 90 75 15
Case 10 26 28 �2 85 97 �12

Ambivalence in Recovered and Unchanged Cases
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OQ-45.2 (Lambert et al., 1996)
The OQ-45.2 is a well-known self-report instrument

that allows the monitoring of clients’ progress and clin-
ical conditions when administered repeatedly through-
out therapy. It is also commonly administered at the
end of treatment to assess the clients’ clinical outcome.
It comprises 45 questions concerning not only psycho-
logical distress but also interpersonal relations and the
social role of the clients. Excellent values of internal con-
sistency have been reported for Portuguese (α = 0.89)
and non-Portuguese samples (De Jong et al., 2007;
Lambert et al., 1996). Three-week test–retest reliability
indicated good temporal stability (Pearson r = 0.84;
Lambert et al., 1996).

Innovative Moments Coding System (IMCS; Gonçalves
et al., 2011)
The IMCS has been previously used in several studies

across different clinical problems and/or models of inter-
vention (Alves, et al., 2012; Gonçalves et al., 2012; Matos
et al., 2009), and it has proved to be reliable. The average
interjudge percentage of agreement on overall IM salience
(the proportion of the session occupied by each IM) ranged
from 84% to 94% (calculated as the overlapping of the
salience identified by both judges divided by the total
salience identified by either judge; Gonçalves, Ribeiro,
Mendes et al., 2011).

Return-to-the-Problem Coding System (RPCS; Gonçalves
et al., 2011)
As described in the Return-to-the-Problem Coding System

Manual (Gonçalves, Ribeiro, Santos, Gonçalves, & Conde,
2009), this is a qualitative system that analyses the re-
emergence of the problematic self-narrative (through the
emergence of RPMs) immediately after the emergence
of an IM or within the client’s first speaking turn after
the therapist’s first intervention following the IM emer-
gence. Gonçalves et al. (2011) reported reliable agreement
between judges on RPM coding, with a Cohen’s k of 0.93.

Procedures

IM Coding and Reliability
After the clients provided written consent, the psycho-

therapeutic sessions were videotaped and transcribed.
Each session from the 10 selected cases was coded using
the IMCS (Gonçalves et al., 2013). The coding procedure
required data analysis by two different coders, who were
unaware of the cases’ outcomes. For the current sample,
two researchers (PhD students) independently coded the
entire sample. Disagreements were resolved through con-
sensus after regular discussion meetings. For a detailed
description of the IM training and coding process, please
see Gonçalves, Ribeiro, Mendes and colleagues (2011).

Reliability indexes were computed for the entire sample,
resulting in an agreement on overall IMs salience of 89.9%.

RPM Coding and Reliability
For the present study, two pairs of judges participated in

the RPM coding procedure: Judge A (first author) and
Judge B (third author) coded five cases, and Judge C
(fourth author) and Judge B coded five cases. All coders
were unaware of the cases’ outcome; Judges A and B were
expert coders, and Judge C was trained before coding the
present sample. Training in the RPM coding system in-
volves the following steps: (1) reading the RPCS manual
(Gonçalves et al., 2009) and (2) coding RPMs in two work-
books that include transcripts of all IMs from one psycho-
therapy case and subsequent discussion of discrepancies
with a skilled RPM judge. At the end of this training pro-
cess, the judge’s codings are comparedwith those of expert
judges. Judges are considered reliable if they achieve a
Cohen’s k higher than 0.75, which was the case here.

RPM coding comprised two sequential steps: (1) inde-
pendent coding and (2) resolving disagreements through
consensus. The judges coded the entire sample (180 ses-
sions), analysing IMs previously coded by Gonçalves
et al. (2013) for the presence of RPMs, following the RPCS
manual. The sessions were coded from the transcripts in
the order in which they occurred. The reliability of identi-
fying RPMs, assessed by Cohen’s k, was 0.89 based on
the initial independent coding of a sample of 5257 IMs.
Throughout the coding process, the three judges met after
coding the first two sessions, and if the agreement was
high (as was always the case), they would meet again after
completing the coding for that particular case. Across these
meetings, the differences between coding were identified
and then resolved through consensual discussion. This
interactive and collaborative procedure allowed the judges
to integrate each other’s strengths, which facilitated the
coding of subsequent sessions (cf. Brinegar, Salvi, Stiles &
Greenberg, 2006).

RESULTS

In the following analysis, given the substantial variation in
the number of IMs identified across cases, the percentage of
RPMs was computed (frequency of IMs with RPMs/total
frequency of IMs*100), and this percentage was the mea-
sure used below (instead of the frequency of RPMs).

1. Does unchanged cases present a globally (i.e., across
treatment) higher percentage of RPMs than the
recovered cases?

To address this question, a Mann–Whitney test was used.
The results revealed no significant differences between

A. P. Ribeiro et al.
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the recovered (M = 22.93; SD = 6.67) and unchanged
groups (M = 24.57; SD = 7.94) in the percentages of IMs
followed by RPMs, U = 12.00, p = 1.00.

2. Does the probability of RPMs decrease throughout
treatment in the recovered, but not in unchanged cases?

This question was tested with a Generalized Linear Model
(GLM) analysis. A GLM analysis allows for the construc-
tion of a regression model of probabilities as a linear func-
tion of the explanatory variables through the logit link
function (this function allows outcomes to vary between
0 and 1) (McCullagh & Nelder, 1989). Significance levels
were placed at α=0.05. The GLM model is similar to a re-
gression analysis with a longitudinal structure, which
means that instead of having just one measure of the
outcome, we have outcome measures throughout treat-
ment for each session (e.g., RPMs for each session). Fur-
thermore, a subject-specific random effect was included
to take into account variability among individuals, given
that we expected that measurements (RPMs) from the
same client would be correlated.
Thus, the GLM model used to test this hypothesis as-

sumed the proportion of RPMs as the response variable
and time (from the first to the last session) and therapy
outcome (recovered or unchanged) as explanatory vari-
ables. As seen in Figure 2, at baseline (the initial phase of
therapy), the estimated probability of RPMs was 23.7%
in the recovered group and 27.7% in the unchanged
group. Despite the slightly higher value found for the
probability of RPMs in the unchanged group at baseline,
this difference was not statistically significant, p = 0.67.
Moreover, it is also noticeable (Figure 2) that as the treat-
ment progressed there was a decrease in the likelihood

of RPM occurrence in both groups. However, the evolu-
tion of the two groups proved to be significantly different,
p= .04, effect size R2 = 0.78, with a greater decrease found in
the recovered group. At the last session, the percentage of
RPMs was higher in the unchanged group (17.6%) than in
the recovered group (9.2%), and these probabilities were
significantly different, p = 0.04.

DISCUSSION

The results revealed that overall, that is, taking all the
sessions from each case into account, there were no differ-
ences in RPMs between recovered and unchanged cases.
These results are congruent with the proposal of Ribeiro
et al. (2013) suggesting that RPMs as markers of ambiva-
lence towards change may be a relatively common phe-
nomenon both in good and poor outcome cases, perhaps
signalling the uncertainty and anxiety that change may
elicit. It has been suggested that the demanding nature
of the therapeutic work may result in ambivalence or re-
sistance towards novelty emergence, being experienced
by virtually all clients during more demanding times of
their change process (Engle & Arkowitz, 2008; Moyers &
Rollnick, 2002; Wachtel, 1999). This ambivalence is proba-
bly associated with the need for self-protection when fac-
ing a rupture of their usual ways of functioning. These
old and rigid patterns of functioning caused the clients
suffering but were nevertheless more familiar and predict-
able, and as such safer than any change that is by its
nature highly unpredictable. Thus, the identification of
ambivalence signs in most of the clients in this sample,
regardless of their final outcome, reinforces the impor-
tance of studying the phenomena of resistance and ambiv-
alence in psychotherapy (Wachtel, 1999).
However, despite this resemblance in the overall fre-

quency of RPMs in recovered and unchanged cases,
differences between groups emerged when we take a
longitudinal perspective. Although the number of RPMs
decreased in both the recovered and the unchanged cases,
this reduction was significantly higher in the recovered
group. Moreover, at the end of therapy, the recovered
group revealed a significantly lower proportion of RPMs
than did the unchanged group. This result is consistent
with the theoretical assumptions presented before, suggest-
ing that the dominance of RPMs, signalling a persistence of
ambivalence towards change, may contribute to a negative
evolution of psychotherapy. We suggest that in recovered
clients the reduction of RPMs throughout treatment may
be associated with a progressive, more effective integration
and consolidation of the new emergent self-narrative.
Thus, while recovered and unchanged cases started at a
similar level of RPMs production, in recovered cases their
reduction is faster, which suggest that ambivalence at the
beginning of therapy is not necessarily an unsurpassableFigure 2. Evolution of RPMs throughout the treatment
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obstacle. This suggestion is also supported by the study by
Patton and colleagues (1997) that found a low-high-low
pattern of resistance during therapy for good outcome cli-
ents. In sum, what may determine ambivalence’s associa-
tion with a good or poor therapeutic outcome could be
how it is adequately overcome during the treatment.
One intriguing result, which was not found in previous

studies that used this methodology (Gonçalves et al., 2011;
Ribeiro et al., 2013), was the decreasing pattern of RPMs
also in unchanged cases. In previous studies, unchanged
cases remain with high RPMs emergence along the treat-
ment, sometimes even increasing their presence. We offer
two possible explanations for this pattern, which are not
necessarily incompatible. First, this decrease might re-
flect some improvement also in the unchanged cases,
suggesting that perhaps with more time of treatment,
and with the proper therapeutic tools (e.g., motivational
interviewing), these cases, or at least some of them,
could become recovered. A second interpretation is more
interactional. Perhaps the therapist confronted with an
absence of reduction of ambivalence towards change,
and a related stability in the clinical symptoms, adjusted
his own expectations and decreased the pressure to
change. In fact, the role of the therapist in the emergence
and evolution of clients’ resistance during therapy is well
documented (Engle & Arkowitz, 2008; Moyers & Rollnick,
2002; Westra et al., 2012). Thus, we hypothesize that
after some sessions without successful outcomes, when
therapists see their attempts to defy the problematic self-
narrative systematically frustrated, they may reduce their
expectations of their clients’ change potential. If clients
are not challenged, they do not feel threatened and thus
do not need to reaffirm their difficulties (the problematic
self-narrative), thus reducing the producing of RPMs.
Future studies should test this hypothesis.
This study adds to a new research programme on am-

bivalence (Gonçalves et al., 2011; Gonçalves et al., 2012;
Ribeiro et al., 2013), giving additional support to the
research findings obtained to date, despite the sample
size. Ambivalence towards change, here operationalized
as RPMs, seems to be a common process in psychother-
apy. Furthermore, it seems clear that its resolution (or
lack thereof) may play a determining role in the therapy’s
evolution and outcome. Thus, we believe that further
studies of these markers of ambivalence may contribute
to the crucial task outlined by Lambert (2007) of identify-
ing poor outcome predictors in an attempt to prevent
therapeutic failure. In particular, RPMs that seem to be
maintained and even increased throughout therapy may
be operationalized as ‘red flags’ for the therapist to
acknowledge the client’s stuckness and adapt his or her
intervention efforts, turning these instances into develop-
mental opportunities.
The present study presents some limitations that may

constrain the range of interpretations and generalization

of the conclusions. In particular, the small size of the
sample, the specificity in the clients (only those diagnosed
with major depression) and the fact that they were all
followed by the same therapist constrain the generaliza-
tion of results to far-reaching populations. Moreover,
considering that psychotherapy is a dyadic relational
phenomenon, it would be important to consider the vari-
ables associated with the therapist that may contribute to
the understanding of how ambivalence processes unfold
throughout therapy (Ribeiro et al., 2013). Despite these lim-
itations, the core results replicate the findings obtained
with other samples, thus contributing to an increased con-
fidence in these results.

Therapist’s Role in Maintenance of Ambivalence:
Preliminary Results and Future Studies

Insofar as resistance is an interpersonal phenomenon, ther-
apist’s response to ambivalence may also contribute to
the differences between recovered and unchanged cases
across sessions. In a recent study, using the EFT sample,
Cunha et al. (2012), explored the association between
therapist skills—exploration, insight and action (Hill,
2009)—and IMs and found two possibly related results.
First, in contrast to recovered cases, in the unchanged
cases, therapist use of action skills steadily increased
across therapy. Second, insight skills were used more often
in all phases of unchanged cases. Cunha et al. speculated
that therapists were not able to engage clients as readily
in the therapeutic tasks in the unchanged cases and then
kept trying to engage them later when it may have been
too late, producing the increase in use of action skills. This
is probably consistent with higher use of insight skills in
unchanged cases leading authors to speculate that in un-
changed cases therapists were trying to find some way to
help the clients when the more typically prescribed explo-
ration skills were not working. In sum, Cunha et al. found
higher levels of therapist directiveness towards change in
unchanged cases, which are associated with higher levels
of client resistance (Miller, Benefield, & Tonigan, 1993;
Patterson & Forgatch, 1985; cf. Anderson, Knobloch-
Fedders, Stiles, Ordonez, & Heckman, 2012).
In an in-depth qualitative study of the therapeutic inter-

action within IM-RPMs sequences in an unchanged case of
Narrative Therapy – Maria, we found that most times, the
therapist responded to client’s RPMs by challenging. Inter-
estingly, after instances in which the therapist responded
to an RPM with a challenging intervention, the client
tended to invalidate the therapeutic intervention. There
were also instances in which the client only minimally
validated therapist’s intervention (Ribeiro et al., 2014).
These observations converge with previous work in sug-
gesting that when therapists challenge their clients, trying
to stimulate or amplify IMs in ways that do not match the
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clients’ developmental level, they may unintentionally
contribute to the oscillatory cycle between the IMs and the
maladaptive self-narrative (Santos et al., 2011) and likely
reinforce the dominance of the problematic self-narrative.
This might mirror an interpersonal vicious cycle in which
the therapist tries to convince the client he or she is changing,
and the client (who feels misunderstood) tries to convince
the therapist he or she is still in pain (Gergen & Warhuus,
2007). It is likely that as this cycle goes on, both the client
and the therapist might hardening their positions.
In fact, in the case of Maria, the therapist seemingly of-

fered more empathy to clients’s IMs than to her problem-
atic self-narrative. Omer and Alon (1997) emphasized that
‘to succeed, the new story must be close enough to the
client’s experience so that [he or] she may view as [his
or] her; on the other hand, it must be different enough
from the old story, so as to allow new meanings and op-
tions to be perceived’ (p. 10). The therapist must honour
client’s experiential reality, empathizing with the client’s
usual framework of understanding (i.e., problematic
self-narrative) and at the same time defy it, empathizing
with the potential alternative framework of understand-
ing (i.e., the developing alternative self-narrative
expressed in IMs). Further research is needed. Intensive
analysis of how therapists responded to RPMs in cases
in which RPMs decreased across treatment would sup-
port our suggestion.
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