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Ambivalence refers to the experience of
simultaneous positive and negative affect
toward the same person, object, or
behavior that draws us in opposite
directions and leads to some level of
phenomenological discomfort. In
psychology, ambivalence traditionally
has been viewed as arising from
intrapersonal conflict, that is conflict
between dissonant cognitions or divided
aspects of the self. Although reasonable,
this explanation overlooks a larger
Jactor. In sociology, ambivalence has
been viewed as arising at the level of
social structure when an individual in a
particular social relation experiences
contradictory demands or norms that
cannot be simultaneously expressed in
behavior. Sociologists have suggested
that various structural attributes of the
professional relationship itself can
engender ambivalence on the part of
clients. The present article reviews four
of these structural attributes as they
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pertain to the client-therapist
relationship and outlines a number of
strategies that clinicians can employ to
ameliorate the adverse effects of the
sociological ambivalence that can result.

Human beings often experience coexistent pos-
itive and negative affect toward the same person,
object, or behavior. This experience of being “of
two minds,” of bipolarity, of vacillation, of the
dialectic push and pull of internal conflict is com-
monly referred to as ambivalence. Although the
term was first coined by Blueler early in the 20th
century (1910} and given conceptual force in
Freud’s work (e.g., 1922), the experience of be-
ing pulled in psychologically opposed directions
is as old as recorded history and is addressed in
both Eastern and Western philosophies.

The yin and yang of Taoistic philosophy have
long been used to depict the essential bipolarity of
existence, the interaction of opposites in nature as
symbolized by a divided circle (Merloo, 1954). In
Zen Buddhism, the vacillation and bipolarity of the
human experience is understood according to the
principle of samsara—the vicious cycle of exist-
ence, of getting caught up in worry and fear and
hope, of wanting and not wanting, of trying to
get away from pain by seeking pleasure (Chodron,
1991). In the Western tradition, theologists have
long pointed to Jesus’ sufferings in the garden of
Gethsemane, where he wrestled with his decision
whether to run away or face the anticipated death
that awaited him, as a paradigmatic example of
the emotional tug-of-war of ambivalence (Weigert,
1991). Seventeenth century secular philosophers
and essayists such as Montaigne and Pascal also
wrote extensively about a wide range of ambivalent
experiences (Merton & Barber, 1963).
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. Although musings on the nature of ambiva-
ence are as old as human thinking and feeling,
wer the past 30 years, interest in ambivalence as
1 descriptive and explanatory construct has been
argely absent in mainstream psychology. Few
ubject indices of contemporary textbooks on cog-
ritive, social, industrial-organizational, or clini-
:al psychology mention ambivalence, and it has
‘aded from texts on motivation and judgment and
Jecision-making. One likely reason that empirical
ind theoretical attention to the construct of ambiv-
atence eroded over the past half century is that
the field underwent significant, some would say,
paradigmatic, shifts during this time period. The
“behavioral revolution” of the 1950s and 1960s,
and. the “cognitive revolution” of the 1970s and
1980s shifted focus of the study of human behavior
onto observable stimuli and responses, and later
onto exploring the parallels between human cogni-
tion and computerized information. processing.
... Miller and Rollnick (1991) brought the con-
struct of ambivalence back into the mainstream
of psychological thinking in their seminal work
on preparing people to change addictive behavior.
They pointed out that the “oft-discussed problem
of motivation” in addictions can best be under-
stood as a manifestation of client ambivalence
(cf.. Davies, 1979). They developed Motivational
Interviewing (MI), a brief intervention with the
explicit goal of helping clients work through am-
bivalence about making a change (Miller & Roll-
nick, 1991). This type of motivational approach
is readily adaptable for clients presenting for treat-
ment for a variety of psychological problems
other than substance abuse (e.g., Walitzer, Der-
men, & Connors, 1999).

In the MI approach, as in classical psychoana-
lytic theory, ambivalence is hypothesized to stem
from the level of individual intrapsychic pro-

‘cesses. For example, Miller and Rollnick (1991)
postulated that ambivalence can arise from

- approach-avoidance conflict, cognitive disso-
pance, or psychological reactance. Other theorists
have developed the idea that ambivalence can
arise from a divided sense of self. The following
section briefly outlines each of these intrapersonal
mechanisms by which the experience of ambiva-
lence is thought to arise.

Intrapersonal Ambivalence

Approach-Avoidance Conflict

Social psychologists define intrapersonal con-
flict as “a state that obtains for an individual when

he is motivated to make two or more mutually
incompatible responses” (Jones & Gerard, 1967,
p. 709), and these authors have devised a typol-
ogy of different kinds of conflict that an individual
might experience. Conflict may be between two
desirable responses (approach-approach confiict),
or two undesirable responses (avoidance-avoidance
conflict). However, the type of conflict thought to
engender ambivalence is known as the “approach-
avoidance conflict,” one in which a person is both
attracted to and repelled by a single- object (cf.
Miller, 1944). As Ozford {1985) and Miller and
Rollnick (1991) pointed out, in this type of con-
flict, the individual aiternately indulges in and
resists the problematic behavior, resulting in the
type of “yo-yo effect” or vacillation that is charac-
teristic of the behavior of the ambivalent client.

Cognitive Dissonance

Festinger (1957) proposed that people, strive
for consistency between their cognitions, defined
broadly as “pieces of knowledge,” including their
beliefs, attitudes, emotions, values, or behaviors.,
Cognitive dissonance theory postulates that indi-
viduals who discover inconsistency between
cognitions experience a state of uncomfortable
psychological tension (dissonance) that has drive-
reduction effects similar to hunger or thirst. This
unpleasant dissonance motivates the individual to
restore consistency. From this perspective, am-
bivalence is a manifestation of cognitive disso-
pance; the ambivalent client simultaneously holds
two contradictory cognitions and experiences
phenomenological discomfort as he or she vacil-
lates between the two.

Divided Sense of Self

Another intrapersonal mechanism that might
give rise to the experience of ambivalence is con-
flict between different parts of the client’s sense
of self . Individuals often describe their phenome-
nological experience of ambivalence as the inter-
action between aspects of different selves, differ-
ent minds, or more neutrally different interests
(Elster & Skog, 1999). For example, a client may
report that “part of me really loves my husband,
but there is also a part of me that feels very hostile
towards him,” or that “on the one hand, I realize
1 need to stop drinking, but on the other hand,
there is a part of me that really wants to go on
a bender.”

Classical psychoanalytic theory follows from
this conceptualization; id, ego, and superego in-
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teract within the individual to cause intrapsychic
conflict that can be experienced as ambivalence.
Contemporary psychodynamic theorists and prac-
titioners also remain focally concerned with is-
sues of internal conflict often discussed in terms
of client resistance, namely *. . . the track of
the patient’s conflict about changing, the way in
which the sincere desire to change confronts the
fears, misconceptions, and prior adaptive strate-
gies that make change difficult” (Wachtel, 1982,
p. xix). Similarly, Perls (1969) embraced the no-
tion of a divided sense of self as a source of
ambivalence and psychological distress and saw
the primary therapeutic task of gestalt therapy as
one of first raising a client’s awareness of and
then integrating disparate parts of the self..

These mechanisms of approach-avoidance con-
flict, cognitive dissonance, and a divided sense
of self all share one common feature; they are all
thought to engender ambivalence at the intraper-
sopnal level of analysis. However, as Lewin (1951)
pointed out, human experience and behavior do
not occur in a vacuum but rather in a “field of
forces” that includes the influence of other indi-
viduals and society at large. It stands to reason
then that ambivalence might be caused not only
by process occurring within the individual but
might also arise at the level of social structure.
Over 30 years ago, sociologists Merton and Bar-
ber (1963} outlined an influential theory of socio-
logical ambivalence that made just this assertion,
proposing that ambivalence might arise not only
from conflict internal to the individual, but also
from conflict between various social roles and
social statuses.

Sociological Ambivalence

“In its most extended sense, sociological am-
bivalence refers to incompatible normative expec-
tations of attitudes, beliefs, and behavior assigned
to a status (i.e., a social position} or to a set of
statuses in society” (Merton & Barber, 1963, p.
6). From this perspective, ambivalence arises
when an individual in a particular social relation
experiences contradictory demands or norms that
cannot be simultaneously expressed in behavior.
Consequently, the contradictory demands are ex-
pressed in an oscillation of behaviors. Merton and
Barber’s (1963) paradigmatic example of socio-
logical ambivalence is the occupation of physi-
cian, one whose contradictory roles of objective
scientist and empathic healer cause oscillation be-
tween the behaviors of detachment and compas-

sion, of discipline and permissiveness, and of
personal and impersonal treatment.

Merton and Barber (1963) also suggested that
there are essential characteristics of any institu-
tionalized professional relationship that inherently
cause clients to experience ambivalent feelings
toward the profession. In their words, there are
various sources of ‘ambivalence “. . . located in
the normative structure of the relations between
client and professional that affect the role behav-
ior of both” (p.-23).  Attitades about therapists by
clients and about clients by: therapists in terms of
sacial norms are where sociological ambivalence
may occur. Merton and Barber (1963} described
the normative structure of the professional rela-
tionship in terms of different attributes that may
engender ambivalence on the part of clients.

The first structural atiribute they described is
the attribute of continuity; “The relationship be-
tween a professional and a client is normatively
presumed to be of indefinite duration, to involve
enduring though intermittent interaction between
the same people” (p. 24). This attribute of conti-
nuity is certainly well justified.: After all, we
would not want to see a physician who was not
intimately familiar with our medical history, nor
an attorney who did not know the facts of our
case, not to mention a psychologist with whom
we had not had the opportunity to build a produc-
tive therapeutic alliance. Although this norm pre-
scribing a continued relationship can be advanta-
geous, Merton and Barber (1963) pointed out that
it also provides the basis for accumulation of cli-
ent ambivalence toward the professional because
it can serve to constrain the client to continue
the relationship long after he or she has become
dissatisfied with it.

This hypothesis nicely complements Smelser’s
(1998) more recent theory of sociological ambiva-
lence. Smelser’s general proposition is that
dependence (i.e., situations in which choice is
restricted because of political, ideological, or
emotional costs) breeds ambivalence. He pointed
out that an element of entrapment, be it found in
romantic relationships, “total institutions” (e.g.,
military camps, boarding schools), or groups or
organizations that demand commitment, adher-
ence, and faithfulness from their members (e.g.,
churches, unions, minority groups) can engender
feelings of ambivalence. This argument can be
easily extended to the professional Cclient-
therapist relationship. As when one is in a long-
term romantic relationship or is an active member
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fa church or a labor union, clients in psychother-
»y may not perceive themselves as having the
tedom to leave. Clients may remain “en-
apped” in an ongoing therapeutic relationship
ecause they are afraid of the emotional, psycho-
»gical, or ideological cost that they would have
» bear should they choose to leave. This element
f entrapment may in turn engender feelings of
mbivalence toward the therapist.

The attribute of professional authority also fos-
ars the accumulation of client ambivalence
oward the professional (Merton & Barber, 1963).
rofessionals clearly have a legitimate authority
o prescribe action for their clients by virtue of
heir special competence. “But however great its
egitimacy, authority is known to have a high
yotential for creating ambivalence among those

“subject to it. Authority generates a mixture of
-espect, love and admiration, and of fear, hatred,

d sometimes contempt” (Merton & Barber,
1963, p. 26). However benevolent their intent,
in medicine, law, and psychotherapy, the author-
ity of the professional can be an agent of frustra-
tion; “The client may be required to abandon fa-
vored practices or values. He may be required to
live 2 more limited version of his former life . . .
He may be asked to change his eating habits or
his work habits, to give up claims to property, or
to turn his attention from interests that have long
had meaning for him to new activities which he
finds thoroughly uninteresting although they are
said to be good for him” (Merton & Barber, 1963,
p. 26). Thus, by virtue of their inherent authority,
even when professionals are acting benevolently,
appropriately, and within the bounds of behavior
prescribed by their role, they can nevertheless
engender client ambivalence.

A third attribute of the client-professional rela-
tionship that might engender ambivalence is
thought to arise due to perceptions of the profes-
sionals’ self-interest, the suspicion that the pro-
fessional may be using his or her authority in their
own interest to “live off” the troubles of their
clients. Merton and Barber (1963) identified a
number of factors thought to converge to produce
this suspicion: “First, the client typically lacks
specialized knowledge to judge the aptess of the
professional’s decisions. Second, anxiety about
his or her fate tends to distort the client’s appraisal
of what is being done. Third, since it is often (not
always) the case that a professional stands to gain
from the continuation of the clients troubles, the
task of gauging the therapist’s motivations is com-

plicated. Fourth, the frustrations imposed upon
the client by the professional tend to skew the
client’s interpretation of even the most disinter-
ested activities of the professional toward being
seen as self-interested” (p. 27).

The fourth and final structural attribute that
Merton and Barber (1963) proposed is ambiva-
lence that arises from differences in performance
appraisal, the fact that clients and professionals
have different ways in which they appraise the
professional’s performance. Because laypeople
typically lack any other reference point, they ap-
praise professional performance in terms of
whether it succeeds or fails to solve the problem
that they present, that is, they appraise perform-
ance in terms of ideal outcomes. Professionals on
the other hand, have a different appreciation of
the context in which their work takes place, and
thus judge their own performance in relative terms
for example, comparing a particular client’s prog-
ress relative to that of other clients with similar
presenting problems. This status-based discrep-
ancy in performance criteria may be another
source of ambivalence toward the professional
who may have failed to “fix” a client’s problem,
even though he or she may have done all that was
possible under the circumstances.

Addressing Sociological Ambivalence in the
Therapeutic Relationship

A number of psychotherapeutic approaches
(e.g., Ml and psychodynamic and humanistic the-
oretical orientations) outline sirategies that are
either explicitly or implicitly intended to address
client ambivalence arising from intrapersonal
conflict (e.g., Binder, 1999; Miller & Rollnick,
1991; Perls, 1969). To date, however, there have
been no systematic attempts to articulate how best
to work with client ambivalence that might arise
from structural attributes of the professional rela-
tionship (i.e., the therapeutic relationship itself).
The remainder of this article focuses on sociologi-
cal ambivalence in the client-therapist relation-
ship, and what can be done to ameliorate its ad-
verse effects.

The Attribute of Continuity

Although psychologists have made much prog-
ress in recent years in developing brief interven-
tions for the treatment of substance abuse and
other psychiatric disorders (e.g., Cummings,
Budman, & Thomas, 1998; Heather, 1989}, psy-
chotherapy is traditionally conducted in the con-
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text of a long-term, ongoing relationship. Conse-
quently, the attribute of continuity is a necessary
ingredient in most psychotherapeutic relation-
ships. The task at hand then is to identify steps
that the clinician can take to prevent this attribute
of continuity from causing an accumulation of
client ambivalence toward the professional.

Generally speaking, the primary means of pre-
cluding the attribute of continuity from fostering
the accumulation of client ambivalence is to nur-
ture clients’ feelings of autonomy and freedom
of choice. Recall that the experience of ambiva-
lence is understood by cognitive dissonance theo-
rists as a manifestation of the uncomfortable state
of tension that arises when individuals discover
inconsistency in their beliefs, attitudes, emotions,
values, or behaviors. Therefore, dissonance may
arise when clients feel as if they are not getting
what they want out of therapy, but nonetheless
feel trapped in a continuing relationship with
the therapist.

According to cognitive dissonance theorists
(e.g., Brehm, 1962; Festinger, 1964), “a neces-
sary condition for dissonance reduction is the de-
cision maker's realization that he has made a
choice freely . . .” (Janis & Mann, 1977, p. 247).
A practicing clinician can do a number of things
to help remind clients that they remain in therapy
and with their chosen therapist of their own free
will and for their own benefit. One is of course
to explicitly remind clients that this is “their ther-
apy,” and to periodically invite client input about
the experience, whether they think that their goals
are being met, and so on. Another means of ad-
dressing the attribute of continuity is to process
termination issues in an ongoing fashion. As ther-
apists allow discussion of termination issues, the
ongoing nature of the relationship is less likely
to become a source of ambivalence for the client,

Making the relationship explicitly time limited
can also be a useful strategy. Therapist and client
may come to an agreement upon entering a rela-
tionship that it will be of a defined duration. The
limited duration of the relationship may be moti-
vated by economic reasons {(e.g., an HMO indi-
cates that it will only reimburse the client for
six sessions) or theoretical reasons (e.g., Time-
Limited Psychodynamic Therapy; Bindér, 1999;
Binder, Strupp, & Henry, 1995; Interpersonal
Therapy; Markowitz, 1997). In either case, ex-
plicit agreement on the duration of the relation-
ship at the beginning of therapy can preclude the
accumulation of ambivalence by reducing uncer-
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tainty about this aspect of the relationship. How-
ever, making the therapy explicitly time limited
might also have the untoward effect of actually
causing more client ambivalence. Unless this is-
sue is processed thoroughly and openly, clients
in time-Himited therapy might feel ambivalence
about trusting-and working closely with their ther-
apists because they know that they will be forced
to end the relationship.

When entering relationships that are not explic-
itly time limited, a related means of precluding
the accumulation of ambivalence toward the ther-
apist is to suggest that the client agree to meet
for a limited number of sessions, after which both
therapist and client will discuss their perceptions
of the progress that has been made;, and the yse-
fulness of continuing their relationship. The thera-
pist might also address this issue directly during
the intake session by asking the client to discuss
what he or she expects to accomplish in therapy,
indicating what the therapist as a professional is
able to offer, and then deciding collectively at
the end of the session whether it makes sense to
continue the relationship.

The Atfribute ofAuthority

Brehm’s (1966) reactance theory offers one ex-
planation of why authoritarian relationships might
breed ambivalence. This extension of cognitive-
dissonance theory posits that when individuals’
freedom to perform certain behaviors is threat-
ened or eliminated, they are motivated to regain
their freedom and thus decrease their cognitive
dissonance. Brehm (1966) and Wicklund (1974)
found that when freedom is threatened, people
do whatever they can to reinstate it, including
openly refusing to comply despite pressure, be-
having aggressively toward the agent of coercion,
or subtly acting in ways that are contrary to what
is demanded (Janis & Mann, 1977). This theory
explains why using confrontational tactics in
working with ambivalence (i.e., arguing with cli-
ents about their need for change and coming down
strongly on one side of their ambivalence) is often
ineffective and even counterproductive (see
Miller & Rollnick, 1991).

Psychologists have long appreciated the delete-
rious effects that the attribute of professional au-
thority can have on the therapeutic relationship.
In fact, humanistic schools of psychotherapy, for
example gestalt therapy (Perls, 1969), and client-
centered psychotherapy (Rogers, 1951, 1961),
have a profound appreciation of how authority
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;an generate a mixture of respect, love, fear, and
1atred: It stands to reason that therapists- who
:ultivate a relationship based on genuineness, em-
sathy, and acceptance and treat their clients as
sersons of unconditional self-worth, engender far
less ambivalence and. frustration than. therapists
with a more authoritarian, directive, or prescrip-
five style. In fact, the importance of genuvineness,
scceptance, and empathy for a successful and pro-
ductive therapeutic relationship have been sup-

ported by over.30 years of research (Bcrgw &
Garﬁeld 1994), :

-. However, regardless of how gcnumc acceptmg,
and empathic the client-therapist relationship can
be; it remains at its core a professional relation-
ship. Being humanistic or Rogerian does not
make the therapeutic relationship an egalitarian
one. After all, clients come to clinicians’ offices
and pay them for their services, not the other way
around. Although nurturing 2 humanistic relation-
ship with our clients can help. mitigate the attri-
bute of authority, our professional social role as
therapists dictates that ambivalence arising from
this source can never be completely eliminated.

In fact, the attribute of professional authority
can prove quite useful at times, for example when
conducting structured cognitive-behavioral inter-

ventions. Even then, however, it is wise to match

the topic of conversation, the strategy used, and
the therapeutic stance to the shifting needs of
the client (see Rollnick, 1998). Being genuine,
accepting, and empathic does not mean that one

cannot sometimes be structured and directive.
.However, it does mean that one must be careful

to: tailor the therapeutic atmosphere and content
to'where the client is at the moment.

;+'This process of matching therapeutic content
and process to “where the client is at” can be
understood from a number of theoretical perspec-
tives. From the perspective of the transtheoretical
model (cf . Prochaska & DiClemente, 1982), ther-
apists should match their interventions to clients’
momentary stage of change. For example, one
might be more directive with a client in the “ac-
tion™ stage than with one who is in the “precon-
templation” stage. From the psychodynamic per-
spective, the therapist might match intervention
to “where the client is at” by attending to client
resistance as it manifests itself in the transference
relationship (see Basch, 1982; Gill, 1981). For
example, if the therapist encounters significant
resistance around a particular issue, he or she
is wise to slow down and make an appropriate

mterpretatmn rar.hcr than forge ahead with other
work. -

Regardless of the thcrap1st ] theorct:lcal orien-
tation, clients are sometimes quite recéptive to a
structured intervention and, because of this recep-
tivity, implementing such an intervention will not
generate ambivalence because it'is not perceived
as authoritarian. Other times, however; when cli-
ents do evidence ambivalence in session; the cli-
nician is wise to shift the focus of the session back
to the relationship and to refram from engagmg in
structured, directive work.

Perceptions of Therapist Self-Interést

The third attribute of the professional relation-
ship that Merton and Barber (1963) suggested
might engender client ambivalence is the suspi-
cion that the professional may use the therapeutic
relationship to-*“live off” the troubles of their cli-
ents. This suspicion is certainly understandable.
Like any other professional, a psychotherapist
without clients would not be able to remam in
practice for long. . :

Although chcnts’ perccptlons that their thera-
pists act in their own self-interest i$ understand-
able, it is not whoily accurate. Whether the goal
of the therapy for the client is to achieve symptom
reduction, eliminate or control addictive behav-
jor, learn new skills, adapt to new life situations,
or gain valuable insight into the etiology of cur-
rent problems, most therapists want what is best
for their clients. How then can practicing clini-
cians prevent clients’ perceptions of them as being
self-interested from causing an accumulation of
ambivalence that could have an adverse impact
on the therapeutic alliance? -

One way to address this issue duectly is by
explicitly focusing the initial therapy sessions on
the identification of mutually agreed-upon goals.
By working with the client to identify the goals
of therapy, the therapist can address a number of
the factors that reduce suspicion that the therapist
is acting in his or her own self interest: First,
because clients know the direction in which the
therapy is headed, they are better able to judge
whether their therapists’ actions are being taken
in their own best interests, that is, whether each
decision will take them closer or farther away
from their own goals. Second, by having full
knowledge of the goals of therapy, as well as
information about the steps needed in order to
achieve those goals, clients are likely to experi-
ence less anxiety about their fate. Third, by mak-
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ing the goals of therapy explicit, clients are more
likely to come to see how short-term demands
and discomfort imposed upon them by their thera-
pists are instrumental in helping them attain their
own goals, rather than allowing these frustrations
to skew their interpretation of their therapists’
activities as being self-interested.

A second general approach to precluding the
accumulation of ambivalence arising from this
attribute of the professional relationship was out-
lined in the preceding discussion of the attribute
of continuity; namely, making the therapeutic re-
lationship explicitly time-limited. From the cli-
ent’s perspective, the primary manifestation of
therapist self-interest is likely to be the continuing
nature of the relationship, that is, that the therapist
stands to gain financially from the continuation
of the relationship beyond the point at which the
client has received maximal benefit. By making
an agreement to limit the therapy to a certain
number of sessions, or to agree to discuss the
progress that has been made after a certain num-
ber of sessions, this source of ambivalence is
substantially reduced. o -

A third means of addressing this source of soci-
ological ambivalence in the client-therapist rela-
tionship is to bring up the issue of therapist self-
interest during therapy. Although this may be
difficult to do artfully, bringing the issue up di-
rectly allows the client to express any ambiva-
lence, frustration, or resentment toward the thera-
pist that may have accumulated regarding actions
perceived as being in the therapist’s own self-
interest. There are certainly clinicians whose the-
oretical orientation or individual therapeutic style
makes this type of direct approach untenable. In
such cases, the clinician is advised to simply be
aware of how clients” perceptions of therapist
self-interest might cause an accumulation of am-
bivalence and to intervene as appropriate. For
example, those who work from a psychodynamic
or psychoanalytic perspective might look for evi-
dence of ambivalence in the transference relation-
ship and make interpretations about it when
appropriate,

Differences in Performance Appraisal

The fourth and final attribute of the professional
relationship that Merton and Barber (1963) identi-
fied as a potential source of client ambivalence
is that client and professional each appraise the
professional’s performance differently. Because
they lack any other reference point, clients typi-
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cally judge professionals’ performance in terms
of ideal outcomes: for example, “Did she make
my depression go away?” or “Did she get my
husband to stop nagging me so much?” In con-
trast, the clinical experience of professionals, as
well as their access to the empirical literature,
provides a- different context in which to judge
their own performance: for example, “Did his
score on the Beck Depression Inventory improve
over the past four sessions?” or “Has this couple
demonstrated that they are learning the communi-
cation skills that I have been teaching them?”
Furthermore, clinicians typically have had experi-
ence working with other.clients who present sim-
ilar problems and are thus able to compare a par-
ticular client’s progress to that of previous clients:
for example, “Has her. depression: improved as
Mr. X’s did after four sessions?” or.“Has this
couple acquired about the same level of communi-
cation skills as Mr: and Mrs. Y, whom I treated
with the same. intervention?”.. SO
Setting mutually agreed-upon therapeutic goals
can preclude ambivalence that might arise due to
differences in performance appraisal. When the
goals of therapy are explicit and transparent, the
client- and therapist share criteria by which to
judge whether the therapy is working for them
and consequently whether they both think that
the therapist is doing a good job. Goal-setting
provides the client and therapist with a shared
reference point so that the client is not forced to
judge the therapist relative to. some ideal out-
come. Both long-term -goals of the therapy and
short-term goals. that are necessary in order to
achieve them can be explicitly discussed through-
out the therapy as means of ensuring that this
source of ambivalence does not compromise the
therapeutic relationship. :

Ambivalence Arising from Other Sources

An exploration of sources of ambivalence in
the client-therapist relationship would not be
complete without an open acknowledgment of the
fact that clients can feel ambivalent about their
therapists for entirely legitimate reasons having
nothing to do with atiributes of the client-therapist
relationship. Therapists are human, and as such,
have their own ego needs and genuine self-
interest. Furthermore, as in any profession, there
are good therapists and there are bad ones. Client
ambivalence about being in therapy with a partic-
ular therapist can sometimes have less to do with
structural attributes of the relationship than it has
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3 do with a therapist who may be unskilled, uncar-
ag, self-interested, or simply not very good at
vorking with particular types of clients who present
hemselves with particular types of problems.
Jiscussion

The present article reviews the process by
vhich various structural attributes of the profes-
ional psychotherapeutic relaticnship might cause
m accumulation of client ambivalence toward
herapists, and strategies that therapists can em-
sloy in order to preclude or mitigate ambivalence
wising from these sources. The attributes of conti-
wwity, professional authority, perceptions of ther-
wpist self-interest, and differences in performance
ippraisal are hypothesized as having the potential
for causing an accumulation of ambivalence
toward therapists (cf. Merton & Barber, 1963).

Before summarizing the implications for clini-
cal practice that follow from this analysis, it is
-important to point out some of the common pit-
falls that one would be wise to avoid when ambiv-
alence is encountered in the psychotherapeutic
relationship. First and foremost, one should not
interpret ambivalence as a sign of psychopathol-
ogy on the part of the client. While it certainly
does present a host of challenges for clinicians,
ambivalence should be recognized as a normal
and expected part of the process of behavior
change. When ambivalence is normalized in this
way, it can become a productive focus of therapy
rather than an impediment to it. Second, it is
important for clinicians not to be defensive about
legitimate reservations that people may have
about therapy in general, or even about working
with an individual therapist. Although the struc-
tural attributes of the professional relationship de-
scribed in this article may indeed engender client
ambivalence toward therapists, it is important to
remember that a particular client’s reservations
about his or her therapy might be caused by a
whole host of other legitimate factors.

The strategies that have been proposed to ad-
dress ambivalence arising from the various struc-
taral attributes of the psychotherapeutic relation-
ship have a common unifying theme, and that is
making the therapeutic relationship more open
and transparent. This transparency can be
achieved by making the relationship relatively
more time limited and goal oriented while still
cultivating a deep appreciation of the importance
of the humanistic qualities of accurate empathy,
genuiness, and unconditional positive regard.

By making the therapy explicitly time limited,
clients are less likely to remain in a professional
relationship long after they have become dissat-
isfied with it. By establishing rautually agreed-
upon goals and periodically assessing the progress
that has been made toward achieving those goals,
uncertainty about the process and progress of ther-
apy is likely to be substantially reduced. By nur-
turing and attending to the humanistic qualities
of the therapeutic relationship, clients are less
likely to experience ambivalence arising from the
attribute of authority.

This set of strategies can be implemented by
therapists working from a wide variety of theo-
retical orientations. A focus on goal-setting is
obviously consistent with contemporary cognitive-
behavioral therapy (CBT), as is explicitly agree-
ing upon the duration of the therapy. Although a
focus on the humanistic aspects of the therapeutic
relationship is not traditionally part of CBT, this
focus is not pragmatically inconsistent with the
principles of more structured cognitive-behavioral
work. Other contemporary therapeutic approaches,
particularly those that are explicitly time limited,
clearly employ the strategies advocated in this
article to help make the therapeutic relationship
more transparent and thus less likely to foster the
accumulation of client ambivalence. For exam-
ple, in both interpersonal therapy and brief psy-
chodynamic therapy, clear goals are set, a pro-
ductive therapeutic alliance is formed, and of
course, time limits are adhered to.

Before concluding, it should be acknowledged
that these recommendations are not universally
applicable. It may be the case, for example when
working with individuals diagnosed with various
personality disorders or those who suffer from
chronic mental illness, that making the duration of
therapy explicitly time limited is contraindicated.
Along similar lines, when working with individu-
als who have been ordered by a court to receive
psychological or psychiatric treatment, it may be
necessary for therapists to exercise their profes-
sional authority to help clients continue to work
toward goals that they may or may not perceive
as being in their own best interest.

In sum, depending on the characteristics of
their clients and their clinical setting, psychother-
apists have various options available to them for
working with the ambivalence that arises due to
the structural attributes of the client-therapist rela-
tionship. Therapists who work in a managed-care
setting, who already have substantial external
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constraints on the number of sessions allowed for
each client, will necessarily find it easier to follow
the recommendations outlined in this article.
Therapists who do supportive work with chroni-
cally mentally ill clients, or those who do long-
term, in-depth psychoanalytic work with rela-
tively high-functioning clients, might find these
specific recommendations difficult to implement.
Whatever one’s theoretical orientation, clinical
setting, or client population, it is important to
keep in mind that client ambivalence may not be
solely the product of the client’s own intraper-
sonal conflict but may also arise due to structural
attributes of the psychotherapeutic relationship.
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