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CHAPTER 8

At Our Best:

Motivation and Motivational Interviewing

David 5. Prescott, LICSW

Introduction

This chapter reviews the practical application of motivational interviewing in the case of a young adult
male whose history and behavior present many challenges for treatment. Rather than using a straight-
forward case to illustrate the use of mothvational interiewing, this chapter shows how motivational inter-
viewing might help in clinically tenuous situations where the way forward is unclear "Dan”has no basis in
any single case and is an amalgamation of challenging situations and clients in the authors experience.
Marty features of Dar's case will be familiar to readers, In fact, many of the elerments in this chapter appear
because they have been provocative or mystifying to professionals working at the front lines.

Should We Panic Now?

During a recent case consultation at an inpatient psychiatric treatment program for young adults, twao
profiessionals had distinctly different perspectives on a 19-year-0ld man named Dan. His initial place-
ment followed suicidal ideation and threats while ivireg in his father's home, Dan's curment situation was
challenging, including a potentially abuse-related fetish (wearing diapers) and overheard conversations
suggesting that Dan may have recently malested a number of children. When Dan was 14, he sexually
abursed an intellectually disabled young man who was two years younger than be was, Following his
successful completion aof a treatment program, he returmed home, where he had considerable trouble
getting along with his father.

Although he had made substantive progress in the treatment program, shortly after his release, Dan
stole some diapers and wore them, contrary to the goals of the treatrment program he had just com-
pleted. An investigation found no evidence that Dan had molested any children since his initial offense
years earlier, A previous evaluation found that because Dan had stopped wearing diapers quite some
time aga, and had since appeared to display no interest or emotional congruence with children, there
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was fittle reason to fear irnmediate harm., That was before the stolen-diaper incident. His father, who had
long distrusted him, was now distraught and enraged, and had him placed at the inpatient psychiatric
program for an evalustion. He and the involved profiessionals began to wonder: Was Dan now at risk
to escalate further? If so, in what ways might be escalate? How should professionals understand Dan?

Evaluator: I'm concermed that this (theft] is an escalation. My earfier evaluation report was
based an the fect that his interest in diapers was imited to one environment: his father's home.,
He's now contirnarng this behavior despite being in @ new emvironment, despite the program’s
clear expectatians, and despite the fact that he krows how unlikely it is that his father will ever
allow him fo return home based on this. I'm concerned that this kind of persistence signals mare
of o long-term prociivily towards covert actions that cowld include sex with people unable to con-
sent, or wha knows what? We should be vigilant for signs af emotional congruence with chilaven,
an interest in childrens activities, or a desire to be move childlike, | understand this is a difficult
cose with very litthe inforrmation, my adwice s stil [o toke this very seniously.

Therapist: | have a different perspective. We need to remember that this theft happened about
o day after his father was downright hostile to him in a meeting. Dan can't say it, but he left that
meeting feeling deeply wounded. | see the diaper incident as a clear staterment that e knows he's
unable fo live with his father and that he's not able fo tell him directly. Frankly, who can blame
him? He has successfully completed a sexual abuse treatment progeam in the past; an investiga-
o inito Fis overhedard slaterments tusmed up nothing: he's made many gaing in developing his
interpersonal capacities and identity as a young marn; and even if he stole these diapers, were
still not seeing signs of emotional congruence with children. We also showldn't fose sight of the
fact that wearing diapers s not o crime and that there are other signs of escalation into sexual
re-offense that are much more ominous. Certairtly, if the diaper wearing is concurrent with other
risk factars, then we shouwld re-exarmine oul freatment goals, | think the move immediate concern
is tor come to some resalution on life with his father, After that, we need fo stick to the business of
building his strengths, his attachrments, his relationships, and his skills.

Which perspective Is accurate? If both perspectives are accurate, is one or the other mare conducive to
helping Dan change?

A true understanding of the client would likely involve an empathic blend of both perspectives. In
multi-disciplinary practice, however, it is comman for professionals doing risk assessment to think pri-
marily in terms of risk, and for therapists to think about treatment progress. Depending on the culture
of one’s practice setting, assessment and treatment might be weighted in the direction of removing
risks rather than building the strengths necessary to live meaningfully while managing risks (Wilkis,
Prescott, & Yates, this volume: Yates, Prescott, & Ward, 2010). These differing ways of understanding a
client are logical enough: treating people whao have sexually abused can be a high-stakes endeavor in
which professionals are necessarily vigilant for signs of re-offense. Further, profiessionals often experi-
ence intense legal, policy, and administrative pressures that focus almost exclusively on risks. In the
language of mativational interviewing (Miller & Rodinick, 2013), this reactive approach, known as the
righting reflex, can easily lead therapists to pursue treatment as a series of directions and exhortations
rather than as a shared mission towards an abuse-free life, Traditional reactive approaches to treatment
can also translate to the client that life is a series of problems to be solved rather than events to be lived.
Although problem solving is an important component of risk management, it does not address the full
panorama of changes necessary to build a better future,
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Ultimately, attermnpting to persuade and motivate people from the outside rather than awaken clients
internal motivations risks limiting cur long-term effectiveness. In studying how people change, for in-
stance, Ryan and Deci (2000) found that change often begins with external pressures, and that clients
tend to discover their own reasons for change during the course of treatment. Where Byan and Deci
have emphasized peoples’ inherent motivations in the direction of competence, autonamy, and con-
nectedness to others, Emmans (1999 also emphasizes the importance of meaning and purpose in
anw's life,

Looking mare closely at the examples above, it may be useful to ask: which of these professionals would
you rather talk to and why? Which of these professionals do we resemble more? In addithon to under-
standing the differences between what we do, perhaps each professional should be conscious of varia-
tions in how we speak and listen when we are assessing someone versus when we are working with
them. Can each of us discern when someone is listening to us for the purposes of understanding and
helping as opposed to the purposes of assessment? it might be helpful to distinguish between listen-
ing for the therapist's purposes and listening for the evaluator’s needs. When we are listening deeply
to a client in therapy, we can appear quite different from when we are assessing them. A helpful self-
assessment exercise can be to talk with someone and watch him as he listens. As you talk, is the other
person listening fully of is be mentally rehearsing his rext response?

As Miller & Rolinick (2013) have observed, motivational interviewing is something done with and for
someone, not toor on them (p. 15), People who have sexually abused are often understandably wary
of professionals, particularly those who are in close communication with the begal system. While profes-
sionals may not want to bother with the details of interpersonal communication, many of the factors
that contribute to successful treatment experiences—such as empathy and the therapeutic alliance—
are understood most meaningfully from the clent's perspective (Duncan, Miller, Wampeld, & Hubble,
2010, After all, research has shown that sexual offender treatment providers often believe themsehes
to b e helpful than thelr clients do (Beech & Fordham, 1997),

Evaluators and therapists each play important roles in reducing the harm of sexual abuse, Thesr ap-
proaches to interviewing strategies overlap to varying degrees depending on circumstances. and many
strategies for interviewing are available, The rest of this chapter examines the best way for therapists to
connect with their chients so that clients can sort out why and how they might go about changing their
lives. While an important risk assessment question can be, "How many people in the client’s life are nat
paid to be there? a more evocative question for purposes of treatment is, "How many peaple do you
have in yaur life wha deeply accept you for wiho you arel™

Moving Parts: What is Motivational Interviewing?

Miller and Rolinick (2013) have offered several ways to understand motivational interviewing (M) with
key points for consideration. At its most fundamental bevel, motivational interviewing is a collaborative
conversation style for strengthening a person’s own motivation and commitment to change, Important
considerations include that the overall style of motivational interviewing (M1 is one of guiding, which
lies between and incorporates elements of directing and following styles.
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Guiding Style
The concept of guiding in this instance is vital. Qlder definitions of M1 described it as a directive ap-
proach. Indeed, in his review of the characteristics of effective sexual offender therapists, Marshall
(2005} included “directive”as a descriptor. Why the change? Ultimately, many in the M training, practice,
and research community concluded that the term “directive” was open to misinterpretation. “Guiding”
implies a working relationship where the therapist figuratively walks alongside the client, exploring and
cffering ideas about the direction the client can take rather than directing each clisnt to take a pre-de-
termined route. To extend this metaphaor, an M practitioner, researcher, and trainer named Steve Berg-
Smith once observed, | want to put a pebble in the client’s shoe” That s, If a client is heading in a par-
ticular direction, the therapist can use a carefully crafted statement to have the client stop and consider
his or her current course and make adjustments to both the destination and how he or she gets there.

The example of Dan, above, provides fertile ground for understanding this distinction. Imagine two
scenarios, each with Dan saying, | don't cane what other people think. If | want to wear diapers, who
am | hurting? I'm not breaking any laws” A traditional response from the therapist might include, “ves,
but people are concerned that it can put you at risk for problematic situations, like having a harder time
finding a partner, or spending most of your time in child-like activities that will prevent you from being
able to refate to adults. Also, it's against the rules of your program to wear diapers, even if its not against
the law? In this instance, the therapist’s response to a statement Is to give information without first en-
suring that the client wants it. In addition, the therapist is tacitly arguing on behalf of change, making
it even more likely that the dient will argue on behalf of the status quo. The easiest way throwgh this
comversation for Dan is to attack the nules as frivolous evidence of the program’s inadequacies.

Examples of a more guiding style could include:

Duan; | don't core what other people think. Iffwant to wear diapers, who am [ hurting? f'm not
breaking any laws.

Therapist: Your privacy is really important o you.

Dan: Yes. [t's none of their business what | do.

Therapist: They should stay out af your life, and at the same time, you're a part of therrs,
Dan: What do you mean?

Therapist: What | mean is that in your father’s world, you're a part of his life. and as far as the
program is concerned, you're o part of the program’s community, as wel as the cormmunity
beyond.

Dan: They showld still respect my privacy!

Therapist: s o tricky situation. They should respect your privacy, At the same tirme, it sounds
like they all want the best for you,

Dan (calming slhightlyl: Well that's true. fstill wart thern.all out of my bedroom, though,
Therapist: It really feels like you're under a microscope?

Dan: e

Therapist: Can | share a couple of thouglits?

Dan: Goahead,
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Therapist: If seems this puzzie has many pieces. One piece is the relationship piece—jyour
father and the program staff—and another piece is your independence. Theres anather piece
theat hes to dio with where the diapers fit into your present and future. And then, there's the piece
where others are concerned about the connection between the diapers and the statements
you mede about children and where all of that might lead, | wander which of those pieces you
mighit be willing to tafk about with me,

In this way, the therapist is at once guiding the comeersation in a direction that will be helpful and away
from any confrontation that will only serve to make Dan more upset. Rather than going toe-to-toe with
risk factors, the therapist is aware that mamy positive intentions underlie the current situation. By start-
ing where Dan is and by guiding the conversation in a helpful direction, the therapist is at least engag-
ing in a progressive dialog that might not have been possible previousty. In this instance, the therapist
is defiberately offering choices, all the while knowing that over time, other options will arise for guiding
the discussion in each of these directions. Depending on the chent’s sense of safety and level of engage-
ment in each session, the therapist might find it possible to guide the discussion inta more challenging
terrtony:
Dwan: This prograrm is fike my dod’s howse. There ane all these rules, 'm sick of these rules.

Therapist: You and rules just don't get along.

Dan: | wouldn't say that. There are lots of rules | follow: Actwally, except for these recent incidents,
Lhaven't been in arny trouble at all.

Therapist: Yes, and now that you mention it, otfers have noticed that as well,
Dan: Thats right.

Therapist: And yet the program expeclations yeu don' follow are the ones that are most upset-
ting to others.

Dan: | guess. L hadn't thought atout it fike that,

With this discussion, Dan is now thinking about his diaper usage in ways he hadn't considered. In effect,
the therapist has put a pebble in Dan's shoe rather than pressuring him into a discussion or change.
Ultimatehy, in this way of working, Ml involves evoking that which is already present, notinstalling what
is missing (Miller & Rodinick, 2013, p. 24).

Ambivalence

Also of fundamental importance, M1 practitioners view ambivalence as a nommal part of preparing for
change as well a5 a place where a person can remain stuck for some time. Both sides of ambivalence
[e.g. | want to change ry life even as | don't want to reach out to others for help) reside within the client
and the task of the therapist is to evoke and explore, and not to direct the client as to how he or she
should think or feel, When a therapist uses an overly directive style—arguing for change with a persan
wha is ambivalent—it naturally calls into the client’s mind one or maore reasons for not changing. Ui
timately, people are typically more persuaded by what they hear themselves say (Bem, 1972; Milber &
Rolinick, 2013, p. 13).

Ambivalence about change is a common experience for people who have sexually abused. In fact
many treatment programs themselves can be ambivalent about ambivalence, Problems with resource
allacation have often led programs to accept only those with the highest motivation rather than clients
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who may need treatment the most. A helpful exercise can be to look past the fact that a client is ambiva-
lent and instead, try to identify the components of the ambivalence itself. For example, in Dan's case,
ambivalence might take forms such as:

= My interest in diapers is concerning to me as well as others, and | don't want to talk about it with the
staff and definitely not with my father

« | very much want to have a normal life, and | know that for now | really need help sorting out my life
«Iwant to dress and act like others, and the diapers feel really good when | wear them

« | want people to know that | can manage my behavior, even though I'm sometimes a little attracted
to children

« | want to get help, and | don't want my privacy violated

A place to get started in using Ml can be to identify any area of the client’s life where the client feels two
wedys about his current situation. A key focus can be to ask where the client is, with respect to a given
situation, and where the client would like to be, Virtually everyone who has sexually abused and wha
has come to the attention of the legal system or a treatment program experiences ambivalence or a
discrepancy between where he or she is and where that same person would like to be in his or her life.
Simply asking, *How would you like your life to be differentcan be a helpful start.

Spiritfactors

At a more practical level, Ml imvolves an underlying spirit made up of partnership, acceptance, compas-
sian, and evocation (also known by the acronym PACEL Partrership means that professicnals view their
work as collaboration, a joint commitment to a better future. Acceptance indludes the four aspects of:
absolute worth, accurate empathy, autonomy support, and affirmation. Compassion invelves actively
promaoting the clients welfare and placing a priority on the clients needs. Evocation, also described
abowe, means eliciting the client’s personally meaningful and relevant reasons and methods for change.

Ir many respects, this underlying spirit is the hardest element to teach and to master. It can be easy to
develop what David Burns (2009) has called “the clinician’s illusion,” which is that we believe we are more
effective and connected to our clients than we really are, More recently, a study by Walfish, McAlister,
O'Donnell, and Lambert (2012] found that average therapists rated themselves as more effective than
B0 percent of their peers. The M| spirit, ultimately, rests on a foundation of humility and of being willing
toabandon any pretense at expertise. Therapists may possess expertive in understanding sexual abuse,
but anly the client is the expert at his or her own self.

In some areas of the world, this underlying spérit of M will run directly counter to how programs for
sexual abuse define themselves, For example, the Texas Department of State Health Services defines
sexual offender treatment, in part, as follows: “Sex offender treatment is different than traditional psy-
chatherapy in that treatment is mandated, structured, and victim-centered, and the treatment provider
imposes values and limits. Providers cannot remain neutral because of the risk of colluding with, add-
ing to, and/or contributing to the offender’s denial™(Texas Department of State Health Services, 2012),

By definition, treatment providers who actively impose values and limits on their clients and provide
treatment that pricritizes others over the client in treatment are not engaging in M1, Setting aside ethi-
cal questions of who the client actually is in treatment programs, each professional needs to examine
his or her beliefs and readiness to act as a genuine partner in change, Even outside of settings that
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define treatment as imposing values on chents, many professionals have had the experience of chents
in the criminal justice world who seem to interact with professionals in a way that invites a harsh and
confrontational style, The challenge in MI is to stick with the spirit; it s pessible—even desirable—to
provide feedback, Information, and advice in a manner adherent with the spirit of Mi:

Dan: If people hiove something to say to me. they should just say it. [ don't hawe time for people
who don't come straight fo the point. That includes therapists ke you.

Therapist: There's a right way and a wrong way to give you feedback.
Dan: Yeah. | have a life to live and dom't have time to listen fo people whine about their feefings.

Therapist: Your style is your style, and if other peapie have other styles for talking with you and
providing feedback, then they re out of luck with you

Dan: Well, Fwouldn't go that far. What I'm saying is that people should fust be direct,

Therapist: You want to know wivere you stand with others, You want them to be honest
with you,
Dan: Yeah, that’s it.

Some newcomers o Ml wonder how they can practice acceptance and compassion with someone whao
has a genuine sexual interest in children. Let's seturm to Dan, some weeks after the above discussion:

Dan: Look, | do have a sexual attraction to children. Fm not going to fie about it amymere, | am
what | am, Fm what you read about in the newspapers, only | haven't done anything about this
interest; | just have it. Pve spent a fot of time thinking about how | can access kids over the years.
| den't need a relatiorship, Its the smoathness of their skin, that look of vulnerability. | just get
off ipaking at them. Look, | don’t want to hurt anybody. But let's call it whet it is. f'm a pedophile.

It i= almost inevitable that this statement will invoke strong thoughts and feelings in the therapist, The
response that comes immediately to mind is unlikely to come directly from the underlying spirit of
M In fact, this is why examining the spirit, skills, style, and processes of Ml can be so valuable. These
elements all provide a framework for responding that the therapist can turn to while searching for a
helpful respanse.

In order to best practice M, many professionals have found that getting into its spirit can be helpful,
Thiis can involve anticipatory planning before walking into an interview or therapy session:

Therapist fself-talk): Okay, I'm about to meet with Dan, He’s o straightforward young man,
even if he can also be very difficult. | need to slow myseflf down a bit. After all these years in the
field, talking about child abuse is still hard, | guess Fd be pretty ineffective if it didn’t bother me. His
direct siyle makes the partnership relatively easy. It the ocoeptance component that's always
Fhard with fim. O the other hand, | can gccept Dan even thaugh Twill never accept sexud! abise,
Daw dicn’t ask for this sexual interest any more than [ did. Okeay, here goes. [ can be compassion-
ot because fn this instance ! am going to be compassionate towards everyone: Dan, those he
has hurt, and me. The best place to start is inside rysell, Lower my shoulders, maybe shake out
my arms and legs just a bit, allow my breathing to become longer and deeper, and enjoy the
rmarment of waorking with this persom, After ail, if | don't, wha will? ] can think about the impact of
obuse later. My first job is to join up with Dan, Then ! will evoke whatever motivation | can find!
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In this and other examples, the M spirit of partnership, acceptance, compassion, and evocation do nat
equate o excusing or enabling abuse to occur in any way. Rather, the M| spirit is a mindset that enablas
ather mindsets where change is possible and desirable,

Four Processes

Taking the definitions further, Ml is—at its most technical level—a collaborative and goal-orientad style
of communication with particular attention to the language of change. The MI practitioners intent is to
strengthen personal maotivation for, and commitment to, a specific goal. He or she does this by eliciting
and exploring the client’s own reasons for change within an atmosphere of acceptance and compassion
(Mither & Ralinick, 2013, p. 29).

The most recent conceptualization of Ml imvolves four key processes: engaging, focusing, evoking, and
planning. Recognizing that conversations do not atways follow a planned or straightforward path, Miller
and Rollnick (2013) described these four processes as going beyond earlier descriptions of M1, first by
exploring motivation and then by making a commitment to change. Real-life conversations aften mave
forward, backwards, and tangentially as people explore what is and is not important to them. For ax-
ample, take any life change that you or a client wants to make, In Dan’s case, it may be that he has
considerable motivation for exploring his diaper usage in treatment until this exploration then leads
to exarining his sexual interest in children, his relationship with his father, and the possibility of living
in his home, Looking at the refationship with his father may influence his overall sense of importance
in making changes to his diaper usage and his confidence that he can carry it out. Realistically, the
thesapist wants to explore several areas of Dan's ife before returning specifically to his diaper usage and
strengthening commitment to change in this area. To this end, it was inevitable that MI practitioners
wiauld evalve from viewing conversation in two stages (exploring motivation and then strengthening
commitment ta change).

In M1, engaging is the process of establishing a helpful connection and a working refationship, both
within a single session and acress the course of an assessment or treatment. A helpful guideline when
practicing Ml can be to ensure that one uses the first 20 percent of the total length of contact time 1o
engage with the client (e.g., the first 12 minutes of an hour-long session). Focusing is the process by
wihich the therapist develops and maintains a specific direction in the conversation about change. The
process of evocation involves eliciting the client's own motivations for change and lies at the heart of
M. The planning pracess encompasses both committing to change and formulating a concrete plan of
action. Itis also impartant to note that these four processes essentially subsumed the four key principles
that Miller & Rollnick cutlined in earlier publications (e.g. Miller & Rolinick, 2002), The original four prin-
ciples included expressing empathy (now considered a part of acceptance), developing discrepancy
(new largely subsumed in the four processes describe above, including focusing), ralling with resistance
{formerly considered ene of the most impartant components of Ml and discussed later in this chapter),
and supporting self-efficacy (contained largely under acceptance, above),

In Darts case, the therapist first started by engaging with Dan, As noted above, this can be a challenge
in itself, The therapist has many possible areas of focus: the diapers themselves, what diapers mean to
Dan, his relationship with his father, his relationship with the expectations of his living envirenments,
etc. At the earliest stages of treatment, Dan's sexual interest in chikdeen is still in guestion. Part of the skill
of the therapist in working with Dan will, therefore, be to remain engaging throughout treatment, sug-
gesting and exploring areas of comversational focus in a way that guides treatment forward and does
not compromise the therapeutic aliance. Depending on how this conversation proceeds, it may be that
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thee mixt task is 1o move into mare fully evoking Dan's motivations for change. It may atso be that the
conversation is unexpectedly difficult, and the therapist elects to return to ensuring the highest level of
engagement with Dan. The task of the therapist, then, is to act as a guide, all the while keeping in mind
the possibile areas of focus and assessing Dan's readiness to explore them in treatment. Uitimately, the
four processes of M| can be linear of can re-ocour during the life of a conversation or treatment.

The Language of Change

Mow absent from M is the concept of resistance as a single construct. Many professionals once con-
sidered “rolling with resistance”to be central to M1 practice, Like marry others, Miller and Rollnick (2002,
2013) have long been vocal about their discomfort with the concept of resistance, despite having no
replacement. Many professionals have regarded the term “resistance” with skepticism, particularly be-
cause it seems to label the client rather than processes within the client, or between the client and the
therapist. Many professionals have had the experience of working collaboratively with clients previ-
ously described as resistant, or finding that their erstwhile resistant clients had gone on to work very
well with someone else, In a recent lecture, author Steven Gilligan stated that if the past 125 years of
psychotherapy have considered resistance to be the dlient’s responsibility, it is now time for therapists
to take responsibility for resistance for the next 125 years.

I recent yaars, Miller and Rolinick (201 3) have deconstructed resistance so that it now is defined by two
components: sustain talk and discord.

+ Sustain tolk involves statements that faver the status quo (e.g. "1 don't want to be in treatment;” It
would be too hard for me to do this exercise; " Why should | follow the rules here, ampway?").

« Discord involves disagreement and not being connected with the therapist (eg, “This program
sucks™You people just need to mind your own business;™ don't want to be in treatment”).

As Miller & Rallnick (2013} explain it, “Sustain talk is about the target behavior or change. Discord is about
your relationship with the client” (p. 197). Thus, the statement, “Tm not going to do treatment and you
can't make me” contains both sustain talk and discord. *I'm not going to” is sustain talk, while “you can't
make me”is discond. Although it is sasy to understand these words, it is significantly harder to keep the
full scope of their meaning in mind when an angry client is directing them (often with highly personal-
ized and inappropriate language) at the professional. Uitimately, Miller & Rolinick caution that, If you
are arguing for change, and your client is arguing against it, you've got it exactly backward™ (2013, p.9).

Putting these ideas into practice with people who have sexually abused can require an entirely new way
of thinking. In Dan's case, much of his early presentation in treatment had to do with discord mere than
with any avert unwillingness to change. Just because he doesn't like people telling him what to do does
not mean that he ism't ready, willing, or able to participate in treatment under the right conditions. The
specific approach that the therapist can use in early sessions with Dan or someone like him is to say to
hirmself or herself, “This must make sense somehow, but inwhat way does it make sense” Indeed, much
of the resistance that Dan offered earfier in treatment can be viewed as having natural, appropriate, and
pro-social underpinnings. For example, “You people need to mind your own business”speaks to a value
of privacy and is easy for a therapist to validate. “It’s not my father's concern what | do” speaks to the
same value and to independence. Possible topics for further exploraticn that can prevent discond might
incliede what independence means to Dan and how his family relationships are outside of interactions
that he believes to be intrusive.
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if sustain talk is language favoring the status qua, change talk is any statement reflecting a desire, abil-
ity, reasen, or need (often referred to by the acronym DARN) to make a positive change. Research in the
past 15 years (Amrhein, Miller, Yahne, Palmer, & Fulches, 2003) found that client statements indicating
awillingress, intent, or commitment to make positive changes are particularly impartant for clinicians
to explore and reinforce. Earfier writings on MI have referred to these as self-mativating statements,
Change talk signals that the client is at least thinking about the possibility of change.

A helpful way to think about the language of change can be to examine pop sangs of the past 50 years.
Every therapist would love to have a client as motivated as the central figure in the Beatles'song, Help:

Help! | need somebody:. Help! Mot just anybody, Help? You know [ need sormeone, Helpd
-...Help me if you can: I feeling down. And | do appreciate your being round. Help me get my
feet back on the ground. Won'T you please, please help me?

Therapists warking with people who have committed sexual crimes quickly learmn that clients virtually
never present themselves as the Beatles did. Instead, many M practitioners have observed that a more
accurate example of clients in treatment would be Amy Winehouse's tragic, prescient, and autobéo-
graphical Rehab:

They tried to make me go to rehab, | said no, na, no... (referrng fo a mental health professional)
The man satd why you think yourre here. [ said [ ain't got no idea.... They tried fo make me go to
rehaty, | said noy no, no ... [ don't ever want to drink again: | just need a friend .. . They tried to get
me into rehakby, | said no, no, no.

These lyrics are more than an amusing interude. In fact, Rehab provides an excellent example of the
language of change. The most apparent motivation for change (71 dan't ever want to drink again; | just
need a friend”) is surrounded by dozens of “no” statements and anti-treatment language, The work of
the Mi practitioner is to focus on the change language and to understand “no, no, no” as naturally occur-
ring discord between chent and therapist. This acceptance can be harder to accomplish in practice than
itis on paper. Human beliefs regarding the importance of reciprocal interactions in relationships can run
deeper than people realize, and it can be easy to revert to historical, frustration-based responses. Social
psychology research provides many examples of this phenomenon (Claldini, 2008).,

Let's re-examine the earlier example of Dan, when he said:

Dan; Look, | do hove o sexual attraction o children. fm not going to lie about it anymore, | am
what [ am, I'm what you read about in the newspapers only [ haven't done anything about this
interest; | just have it. I've spent a kot of time thinking about how | can access kids over the years,
I don't need a refationship. IS the smoothness of their skin, that look of vulnenability: | fust get
off loaking at them. Look, | don't want to hurt anybody. Butlet’s call it what it s, Im a pedophile,

in this example, the change talk is, "Look, | don’t want to hurt anybody” Beyond the potential impact
on therapists described above, many avenues for further discussion exist. One possibility is to explorne
the self-disparaging undertones of, “Tm a pedophile” and " am what | am.” However, this risks turning
the conversation info an attempt by the therapist to bolster the client's self-esteem, when really he or
she should guide the client in the direction of finding self-esteem. Amid Dan's words above, the M|
practitioner might zero in on the desire not to hurt anybody and explore that concept further. The maost
effective response to change talk can be to reinfarce, affirm, ask for elaboration, reflect it back ("so you
really don't want to hurt anyone even though it can be tempting”), and make summarizing statements
about it.
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Therapist: You're sexuaily attracted to children, and you alto don'twant to burt anyone. It takes
alot of courage to say that.

Dan: People thought [ was @ monster back in my old treatment program and in my neighbor-
hood after | got oul. | had sex with a guy wiho was two pears younger than me. but he was dis-
abied, | went thraugh lots of treatiment where they told me all about how sexual abuse hurts
peaple. | get it. | don't need to be reminded, | don't waant fo hurt anyone. Fve never wanted bo burt
anyone, But still, people fook at me ke same kind of predator. | admit I'm not ahvays the most
trustworthy individual out there when it comes to some of the rules, but everyone seems to think
that if m breaking my dad's rule or not exactly in fine with the program’ expectation then | must
be some kind of sicka.

Therapist: You break rufes but you haven't broken the law. People are looking at your actions
anel then making assumptions about your identity.
Dan; Yes. I'mactually a caring person, | mean other people break a few rules here and there, and
| dan't see therm getting put under the microscope.

Therapist: ... and mearwhile, you've got this sexual interest in children theat you've been tnying
gl ia dely N

Dan: You got it Now you can see wiy Fm nat talking obout it.

Therapist: Tell me maore about how you stop yoursell from acting on it

Dan: Well this might sound crazy, but sometimes it's hard nof to notice the possibility. It ke
sormetimes M gointo a comer store and natice where the security cameras are. Sormelimes | play
a lirtle gane with myself and try to see if there's o ploce where the cameras couldn't see me steal
something. | never do, but it is kind of interesting. Its the same thing with kigs. | see them in the
communily, at bus stops, or walking to and from school notice therm when theyre alone. | don't
do anything, olthough sometimes 've started o conversation with therm,

Therapist: Soit’s almost fike fooking at something in a shop window that you want, it great fo
stare at it, you have some fantasies about owning it, but you can't fust take it,

Dan: [ don't want to hurt anyone. | hope vou bedieve me. | don't want bo hurt anyone.

Dan's statements display a desire not to sexually abuse, as well as some ability and need. Although a
therapist whose response s based in the nghting reflex might go directly to safety planning, the thera
pist using rmotivational interviewing is first finding out moare about the strengths and values that Dan
will eventually use in managing his life.

Motivational Interviewing in Practice

M Skills

Five key communication skills are used throughout ML They include asking open questions, affirming,
reflecting, summarizing, and praviding information and advice with permission {Miller & Rollnick, 2013,
p. 36). Before delving into these skills further, it might help to review the dialog in this chapter. How
many questions are there, as opposed to statements that reflect back the client's meaning? In research
studies, motivational interviewing competence typically involves a ratio of at least two of these reflec-
tive staterments to every question.
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Developing a facility with reflective statements takes time, and new M1 practitioners will do well to at-
tend trainirgs, watch MI training videos, and—above all—practice a¢ much as possible. As with learn-
ing any new set of skills, practitioners can find themselves becoming self-conscious as they observe
themselves and the words that they use. This process of self-observation in the service of skill building
often interferes with the practitioner’s ability to focus on the client as much as he or she would ke, In
fact, a dilernma can ensue in which new Ml practitioners find themsebves on the homs of a dilemma;
Should they listen genuinely and within the M spirit, or should they mentally rehearse the Mi-consis-
tent skills they are learning? At first, it can seem impossible to do both. For this reason, many Ml novices
firned it wseful to practice with friends, colleagues, and family members in low-stakes situations. Profes-
sional coaching and supervision by a more seasoned M| practitioner is also invaluable,

Entire books have focused on these skills, and o discussion of application to Dan's case is necessarily
brrief. In these early stages of Dan's treatment, the therapist has walked a fine line between engaging
and focusing. In more traditional practices, the original risk assessment that ocourred in the wake of
revelations of diaper usage and susplcious statements would have led to a feedback session with Dan.
It rmiay well have been that professionals would meet with Dan and prescribe a treatment plan based
an lowering the risk of future escalation into more serious behaviors such as child maolestation or other
illegal and harmful behaviors. Within an M framewaork, the therapist chose to elicit more information
from Dan, including discussion of what is relevant and meaningful to him, The therapist was aware that
there were many possible treatment goals, and was willing to prioritize them according to the goals to
which Dan would commit, In this way of working, advice and information would be provided only with
permission or if Dan asks, After all, attempts to force assessment results or treatment onto an unready
participant risks making matters worse,

Therapist: Dan, your ability to be so straightforwarnd shows the kind of determination you hove.
IF your're wilireg bo talk about it | woild love 1o know move aboul your sexual interest in children,

Dan; Well, it’s fike | said. I would still rather have relationships with adults. but there is this al-
traction, and same days  warder how it is that | don't just give in. 5o much of my childhood was
a disaster, Some days [ wonder how [ ever mode it through, and other days [ just really want to
re-five it | just war to gnei'abreﬂkfmm growing ug. | mean Tward fo grow up, but same days | just
need g mini-vacation from it

Therapist: You reatly feel two ways about it. On one hand, childhood looks pretty good from
here and on the other hand, o lot of times, your childhood seems fo have been disastrous,

Dan; Yeah,

Therapist: Some days it seems like it would be relaxing and feel good to go back to your child-
hood and Iive it differently;

Dan; Yeah,
Therapist: How does the sex Rt i with that?

Dan: It's mostly just fantasies. The move | taik and think about it, the move stupid it seems. Look,
this is going to sound crazy, but those diapers ... they're o solution to this. Other peoaple see them
as a probiem, For me, wearing diapers is a way to go back there— don't know—and be a kid
agam, but to not actually hurt anyone. That’s what it's about,

Therapist: 5o this behavior that’s got everyone so upset . is how you're preventing things from
gettirg waorse,
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Dan: | don't expect anyone to believe that, but yes.

Therapist: Its part of 6 commitment not to have sex with kids,

Dan; You got it,

Therapist: | wonder, if using diapers in this way continues, how would that fit info your future
relationships with adults?

Dan: | have no idea. Its safe to say that o lat of the adults in my ife are horrifed by it 1ts havd to
fmagine armpone wanting o be with me.

Therapist: So the dilernma for you has been to wear them as @ way to feel good and have a
mini-vacation back to chifdhood, while stil holding out hope for the kind of relationships that
athers have.

Dan: That's right. Is there any way [ could get treatment for that? And not the kind of Monsters
Anonyrnous that everyone keeps thinking | need?

Therapist: Ves, | befieve 50,
Dan: Iwouwld do that. [ would do that.

Therapist: That's a plan. In the meantime, can | give you some infarmation?
Dan;: Sure,

Therapist: | can't speak for the decisions and behawor of athers. Onlly you are the expert on your
life, People whao've spent @ lot of time warking in the field of sexual abuse have found that some
people who wear diapers as adults have similar motivations fo yours, but that for some of them,
wearing digpers is moare ke o complete immersion into childhood, and can make them move
willing ta pursue sex, sexual interests, and sexual fantasies. Putting aside olf the issues of privacy
and independence and everything else, there can be some good reasons why peaple—including
you-—express sorme concemn. if we continue to work together, my hope is that we can find the
ki o privare life for you that will work for a dong time info the future,

What do you think of what ve just said?

Dan: Okay, | con do that. it mokes sense. Maybe we agree more than | thought.

Condusion

Dan is an overtly challenging character in many respects. He enters treatment under uncertain cir-
cumstances, suspicious of others, and with complicated motivations, In these ways, he is an obviows
candidate for motivational interviewing (MI). Many newcomers to M wonder whether it is necessary
to adhene to five skills within four processes resting on a substrate of spirit facts, After all, if what profes-
signals are doing already warks, why not keep going? This question is reasonable, and the answer likely
residesin the fact that not all clients say everything that is.on their mined. Clinical endeavors can certainly
appear to work well enough; MI practice can bring therapists to a deeper level of understanding while
it also brings clients to a deeper level of feeling understood, This dual approach can assist in preventing
client dropout, and can lead to earlier detection when a client’s situation or treatment participation is
worsening, Further, whatever the circumstances that may have brought a client to treatment, being in
sexual offender treatment is a very challenging experience in the best of times. Even the most effective
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therapists can miss the micro-blunders that occur routinely in any therapy. Ghven the stakes involved in
providing treatment o people wha have sexually abused, Ml offers an axcellent method for ensuring
safer and mare effective practices.
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