
T H E M A T I C  R E V I E W

THE CLASH BETWEEN DIRECTIVE THERAPISTS
AND REACTIVE PATIENTS LED TO POORER
OUTCOMES AMONG RETAINED PATIENTS;

OTHERS JUST LEFT

confrontational therapist, calmer patients
drank on more days than they did after being
confronted. In fact, they ended up drinking
more than their angry peers – as if lacking a
spark of their own, they needed some incen-
diary from the therapist to maximise change.

Persuasive as these findings are, it is
important to remember the context – the
MATCH study, in which therapists were
highly selected, trained and supervised.16 In

Patients prone to
react against
attempts to influence
them drank least
when therapists had
been non-directive.
For patients willing
to embrace influence
and direction, the
reverse was the case.

O F F C U T  1

Steep recent increases in liver cirrhosis deaths appear to expose the failure of British alcohol
policy to curb consumption and related medical harm. The analysis by researchers from the
London School of Hygiene and Tropical Medicine and the National Addiction Centre found
that Scotland led the way with a doubling between 1987–1991 and 1997–2001 in deaths in
men and a 63% increase among women.  In England and Wales, the corresponding increases
were 67% and 35%. These rises were the steepest in western Europe. Across the rest of the
region, on average mortality rates fell over the same period. From in the late ’50s being at or
near the bottom of the European cirrhosis mortality league, rates in Scotland are now among
the highest in western Europe and in England and Wales have climbed to match the average.

Declines elsewhere have the researchers argued been driven mainly by falling alcohol con-
sumption in the wine-drinking countries of southern Europe, while in the UK consumption per
head has doubled over the past 40 years. “There is no doubt”, said a linked editorial, that this
played “a primary role” in the trend in deaths, yet UK policy has not targeted across-the-board
drinking reductions and avoided measures capable of achieving such reductions.  Those
with the greatest research backing include the politically unpalatable options of increasing the
price of alcohol through taxation and restricting its availability.   Instead the British health
service has focused on research on tackling “alcohol misuse” rather than drinking as such.
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this context, such ‘confrontation’ as there
was is unlikely to have been extreme, per-
sistent or abusive. A further caution – that
not too much should be made of results
from a single set of clients at a single clinic
participating in a tightly controlled study –
would be worth emphasising more if these
were isolated findings. In fact, they exem-
plify a pattern seen elsewhere in very differ-
ent circumstances.

chart left.
As in the MATCH clinic in Providence,

how the therapists behaved was largely
independent of their patients’ predisposi-
tions, strengthening the implication that the

therapist’s style truly
was an active ingredient in producing the
drinking outcomes.

These findings are compromised some-
what by an inability to re-assess 27 of the 75
patients who started the study. But had
these been followed up, the results might
have been even more clear cut, because they
tended to be the patients prone to react
defensively and those who had seen the
most directive therapists. If (as it probably
did) retention in the study reflects retention
in therapy, it seems that the clash between
directive therapists and reactive patients
might not only have led to poorer outcomes
among retained patients, but also led others
to leave early.

STRUCTURE SUITS THE ‘HELPLESS’

A similar picture emerges from a study of a
very different set of patients, not mainly
white, employed drinkers, but poor, black,
single unemployed men seeking outpatient
treatment at an inner-city clinic in Philadel-
phia, where cocaine was the dominant drug
problem.

How far they resisted direction was not
directly assessed, but a similar variable was.
People characterised by ‘learned helpless-
ness’ feel unable to control their lives, in
particular that it is futile for them to try to
initiate positive changes. They seem like the
people who in other studies would welcome
direction from others. At the other end of
learned helplessness are people confident in
their abilities to initiate positive change, the
ones who seem most likely to react against
the therapist doing the initiating.

Patients were randomly allocated to 12
weekly sessions of two kinds of therapies,
designed in some ways  to be at opposite
poles. In one the counsellor structured the
therapy, leaving little room for the client to
take the lead. They directed the client to
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