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Abstract: Recent research has highlighted the role of implicative dilemmas in a variety
of clinical conditions. These dilemmas are a type of cognitive conflict, in which different
aspects of the self are countered in such a way that a desired change in a personal dimension
(eg, symptom improvement) may be hindered by the need of personal coherence in another
dimension. The aim of this study was to summarize, using a meta-analytical approach, the
evidence relating to the presence and the level of this conflict, as well as its relationship with
well-being, in various clinical samples. A systematic review using multiple electronic data-
bases found that out of 37 articles assessed for eligibility, nine fulfilled the inclusion criteria
for meta-analysis. Random effects model was applied when computing mean effect sizes and
testing for heterogeneity level. Statistically significant associations were observed between the
clinical status and the presence of dilemmas, as well as level of conflict across several clini-
cal conditions. Likewise, the level of conflict was associated with symptom severity. Results
highlighted the clinical relevance and the transdiagnostic nature of implicative dilemmas.
Keywords: implicative dilemmas, cognitive conflicts, intrapersonal conflicts, meta-analysis

Introduction

Theorists and researchers from different approaches in psychology and psychotherapy
have used the concept of intrapsychic conflict to understand and explain human
behavior and psychopathology. Despite its seemingly important role, the relationship
between inner conflicts and well-being has so far been an under-researched topic
within clinical psychology and many aspects of their etiopathological and motivational
implications remain unclear. This scarcity of empirical research may be related to the
elusive nature of intrapersonal conflicts and the challenge of developing a reliable
tool, which can assess them. There are, however, some empirical approaches worth
mentioning. For instance, research on goal systems in personality functioning showed
that goal conflicts can influence the level of well-being and life satisfaction,' as well as
the level of engagement of patients in therapy.? There are other empirical procedures
for the measurement of conflict such as the work of Grosse Holtforth and Grawe® on
goals incongruence, Cierpka et al* on Axis III of their diagnostic system for conflicts,
Arnow et al’ on reactance, and Feixas et al,* who have provided some systematic
procedures for the measurement of cognitive conflicts.

Concretely, Feixas and Saal’ launched in 1999 the Multi-Center Dilemma Project
(www.usal.es/tcp), a multicenter collaborative research program aimed at exploring the
role of implicative dilemmas (IDs) in the onset and maintenance of health problems.
IDs are a type of cognitive conflict that refers to conflicts among different aspects of
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the self: a dimension in which change desired (eg, symptom
improvement) is hindered by the need to maintain personal
coherence. During the last decade, the relevance of IDs for
different mental and physical health problems has been
investigated. Thus, in this article, we first outline the concept
of ID and then systematically review the existing empirical
research about IDs across a variety of clinical conditions
using a meta-analytic methodology.

What is an implicative dilemma?
The notion of ID is grounded in Kelly’s personal construct theo-
ry.® The personal construct theory proposed that human beings
need to make sense of their experiences to make the world
more understandable and predictable. This process is driven by
personal meanings, which are made up of personal constructs.
These are bipolar in nature (eg, a good person vs a bad person),
and are hierarchically organized within the cognitive system.
So, individuals may develop a dynamic network of personal
meanings that encompass a limited set of personal constructs
with different levels of centrality. The most central or core con-
structs are those that define the person’s identity, underpinning
stable patterns of behavior, whereas there are more peripheral
constructs that, although subordinate to the core, are actively
involved in construing events and action tendencies. As the
sense of identity lies at the core of the system, changes that
imply invalidation of this set of constructs are strongly resisted
in order to keep a sense of personal coherence.

An ID is a conflict in which a desired change on
a self-appraisal implies, in turn, an unwanted change on a

central aspect of one’s identity. Such a conflict between a

desired self (eg, being calm) and a feared self (eg, becoming

selfish) corresponds to a particular arrangement between two

types of personal constructs (Figure 1):

1. Discrepant construct are those in which the person per-
ceives a discrepancy between the actual and the ideal
self. These are perceived negative attributes that typically
signify areas of malaise, such as psychological symptoms,
and therefore encourage the person to pursue a change
in his/her actual self. In our example, the patient’s view
of herself is that she is “nervous”, whereas her ideal
self (and therefore her desired change) is to be “calmer”
(Figure 1).

2. Congruent construct are those in which the person
perceives similarity between the actual and the ideal
self. These are often core constructs that are likely to be
connected to personal values, beliefs, and attitudes that
define the individual’s identity. Therefore, continuity
is sought in order to keep a coherent sense of self. The
patient mentioned in Figure 1 considers herself as being a
“good person” and does not want to become “selfish”.
We can identify an ID whenever there exists a significant

correlation between the desired pole of the discrepant con-

struct and the unwished pole of the congruent construct within
the context of an individual self-system. In other words, the
need for change toward achieving the characteristics of the
ideal self is countered by the need for personal coherence,
which responds somehow in opposition to this movement.
For instance, for the patient mentioned in Figure 1, the idea of
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Congruent Altruist
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Discrepant = feeeeei™, Do not take care
construct it 3 of myself
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Figure | Example of an implicative dilemma and its components.
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Notes: |, congruent construct; 2, discrepant construct; 3, correlation between constructs.
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attaining her desired self (being “calm”) activated her feared
self (becoming “selfish”), resulting in her refraining from
taking action and therefore in symptom maintenance.

Thus, the central hypothesis of this approach asserts that
symptoms are invested with personal meanings (constructs,
goals) often involving the core characteristics of the person’s
own identity. Hence, change may be hindered unless these
dilemmas are dealt with in the context of therapy. Conversely,
dealing with these conflicts may reduce ambivalence and
facilitate readiness to change.’

Results from the Multi-Center Dilemma Project suggest
that, within clinical samples, there is a higher prevalence of
conflicts and individual frequency of conflict (number of
IDs within a subject). In addition, the relationship between
the levels of conflict and symptom severity has been inves-
tigated throughout different targeted samples. However, to
our knowledge, these findings have neither been gathered
together and synthesized nor analyzed from a global perspec-
tive. This article aims to systematically compile the various
findings comparing clinical conditions to controls and provide
overall summaries of effects sizes through meta-analyses.
In doing so, we analyzed three different outcomes. The first
two outcomes were investigated using between-group com-
parisons: 1) the prevalence of participants presenting with
IDs; and 2) the participants’ level of conflict, understood as
the number of IDs within an individual’s cognitive system.
We then examined the relationship between the level of con-
flict and symptom severity within the clinical samples.

Methods

Search procedures

In order to select the studies that could fulfill the selection
criteria, we adopted both formal and informal procedures.!®!!
The electronic search for articles was carried out using the
search equation [“Repertory Grid” OR “Rep Grid”’] AND
[“Cognitive conflict*” OR “Implicative dilemma*”] in title,
abstract or key words, or default settings in non-configurable
databases. No limits were set for time, language, or document
type. As shown in Figure 2, several databases and special-
ized journals until December 2014 were searched. The
consulted databases were classified as thematic (Psyclnfo,
EMBASE, and Psicodoc) or multidisciplinary (Academic
Search Premier, CSIC-ISOC, DIALNET, E-journals, Sco-
pus, and Web of Science). The journal of Personal Construct
Theory and Practice was manually examined as it was not
indexed in any database. In addition, leading researchers in
the field were contacted in an attempt to recover unpublished
articles or articles in press. From the initial 37 independent
references retrieved by the search, nine studies fulfilled the

selection criteria, and were included in our study (Figure 2).
With the aim of verifying the quality of the selected studies,
a codebook based on the Newcastle—Ottawa Scale'> was
developed. The methodological characteristics were coded
as follows: 1) definition of inclusion and exclusion criteria;
2) description of the evaluation process; 3) information
of the flow of participants (eligible, experimental mortal-
ity); 4) assessment of the presence of comorbidity; and 5)
control of subjects under psychological or pharmacological
treatment. The participants’ characteristics coded from the
samples of each study were: 1) the mean age; 2) the per-
centage of females; and 3) the type of clinical condition of
the participants.

Each study was analyzed independently by two research-
ers (AM and LAS) who used the codebook. An overall
estimation of the quality of the research was made within a
7-point Likert scale ranging from minimum to maximum.
Coders resolved disagreements by consensus, and reached
100% agreement regarding the studies that would be included
in the current investigation. The extraction of data for com-
puting the effect sizes was also performed independently by
the two researchers.

Selection criteria of the studies

Several predefined inclusion criteria were established for
this study. First, studies were required to investigate the role
of IDs in clinical groups in an empirical manner. Targeted
samples could include any kind of psychological disorder
or physical health condition. Theoretical papers and case
studies were excluded. Second, studies were required to
select participants on the basis of a diagnostic system (eg,
Diagnostic and Statistical Manual for Mental Disorders) to
confirm the clinical status of participants. Third, studies were
required to include a control group for statistical comparison.
The existence of a control group reduces threats to internal
validity and allows the computation of standardized effect
sizes. Fourth, only studies that reported the data required to
calculate effect sizes were included. Therefore, the frequency
of participants presenting with IDs (outcome 1), means and
standard deviations of the levels of conflicts (outcome 2), and
the correlation with symptom severity (outcome 3) needed
to be present in the manuscript or available upon request
from the authors. Taking into account the authors’ linguistic
limitations, the studies were required to be written in English,
Spanish, Italian, or Portuguese.

Computation of effect sizes
All the nine studies that were selected used the repertory grid
and the software GRIDCOR (version 4.0; Centro de Terapia
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Search: (“Repertory Grid” OR “Rep Grid”) AND
(“Cognitive conflict*” OR “Implicative dilemma*”)

Formal criteria

Informal criteria

N Database Specialized Contact with
search journals search researchers
Academic Search Premier 10 95 ‘ 1 5
CSIC-ISOC 8
DIALNET 9
E-journals 10 | 101 references
EMBASE 3
Psicodoc 11
Psycinfo 16 4
Scopus 15 37 nonduplicated
WoS 13 references
— Two ref knowledge acquisition
z '% é > Two ref content analysis
'g E § > Two ref other kind of conflicts
o B° 30 references L—» One ref career decision factors
8 about IDs
D .
2 — Two theoretical papers
T T
S o
§ 5 § — Six single case studies
E o7
o 22 empirical
papers
>§ ———» Ten studies without control group
T D
= =50 _
2 o 12 papers with
P ®©
o control groups
<
2
5 ————» Three studies lacking enough
w data
Nine papers
selected

Figure 2 Flowchart of search and selection of studies.
Abbreviations: IDs, implicative dilemmas; ref, reference; WoS, Web of Science.

Cognitiva, Barcelona, Spain)' for detecting IDs. A different
type of effect size was calculated for each of the three out-
come measures, due to the differences in the nature of the
dependent variables. First, the odds ratio (OR) based on a
2x2 contingency table was used as a measure of association
between group membership and presence/absence of IDs;
both categorical and dichotomous variables. For calculating
OR, we used the following formula:

_ Controls with IDs/clinical with IDs
" Control without IDs/clinical without IDs

(M

Second, the level of conflict was measured in the original
studies by counting the number of IDs within a subject with
a correction factor for the total number of constructs within
the subject’s grid (since the number of constructs provided
by each participant varies, those providing more personal
constructs have a higher chance to present with IDs). As a
continuous variable, the standardized mean difference (d)
was used to determine the effect size for the level of conflict.
For computing d, the difference between the mean of the
clinical (M) and the control groups (M,) was divided by a
pooled estimate of the within-study standard deviation. Thus,
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d=M —M,/c pooled, where 6 pooled =/ [(n=1)S*+(n,~1)S )/
n +n,—2]. Finally, correlation coefficients (r) were chosen as
effect sizes for the relationship between the level of conflict
and symptom severity, as this relationship was expressed in
correlational terms within the primary studies. Since the sam-
pling distribution of Pearson’s 7 is not normally distributed, it
was converted to Fisher’s z!! and the confidence interval (CI)
was computed using Fisher’s z. The values of Fisher’s z in the
CI were then converted back to Pearson’s 7. Cohen’s!* criteria
were used for interpreting the magnitudes of effect sizes.

Statistical analysis

In order to explore the three outcome measures, separate
meta-analyses were carried out for each type of effect size
calculated, as well as for the global mean effect. A random
effects model was considered the most appropriate model for
the current study due to several theoretical reasons, such as
the assumption of variable population parameters with regard
to IDs, our intention to generalize beyond the included stud-
ies, and the smaller risk of applying random effects models to
fixed effect data than the opposite. However, for transparency
and in accordance with recent standards of meta-analysis
procedures,'>! results from both models were reported. The
process of analyses consisted of computing the mean effect
size with its 95% CI, the heterogeneity test, O, and the I
index to assess the degree of heterogeneity of the mean effect
sizes."” Finally, although we searched for and included unpub-
lished articles, a test for publication bias was conducted.!”
In addition, Egger’s test was used to assess funnel plots for
significant asymmetry. All the statistical analyses were car-
ried out using the software Comprehensive Meta-Analysis'®
(version 2.2.064; Biostat, Inc, Englewood, NJ, USA).

Results

Included studies
Overall, the study consisted of 27 outputs based on three
outcome measures of the nine studies that were finally selected.

The total sample size consisted of 2,630 individuals, 774 in
the clinical groups and 1,856 in the controls (median sample
size =292). The two researchers conducting the searches and
the quality assessment concurred to a great extent on both the
selection of studies (k=1) and their classification (intraclass
correlation of 0.89). Standard diagnostic clinical interviews
conforming to Diagnostic and Statistical Manual for Mental
Disorders-IV" were used to identify participants in the six
studies concerning psychological disorders (major depression,
dysthymia, bulimia, anxiety, and a sample of mixed disorders).
Clinical diagnoses were used in the two studies, which analyzed
functional health problems (fibromyalgia and irritable bowel
syndrome). The study of Soldevilla et al*® concerning intimate
partner violence also used a specific clinical interview. Since
the same instrument and procedure were used to identify IDs
in all of the studies, there was high homogeneity with regard to
the evaluation process. However, only a few studies reported
specific information in relation to the flow of participants and
comorbidity. In addition, no study controlled for the influence
of psychological or pharmacological treatment. A review of the
instruments applied in the different studies to assess symptom
severity revealed that the most frequently used instrument was
the Symptom Checklist 90-R,*' which was used in five studies.
Two studies used the general symptom index,*?? another two
used the anxiety subscale,” and one study used the depression
subscale.”? Three studies®? used the Beck Depression
Inventory Il Manual, second edition®® and only one study®
used the State-Trait Anxiety Inventory: Bibliography.®

Effect sizes

For each outcome measure, we carried out a meta-analysis
to obtain an estimate of the mean effect size and then tested
for heterogeneity. The effect sizes and related statistics are
presented in Table 1. As shown in this table, the global result
for the 27 outcomes gave a statistically significant mean
effect size (d,=0.66; 95% CI: 0.53-0.78), which, accord-
ing to Cohen’s' classification, implies a medium-to-large

Table | Summary results for the effects sizes as a function of the outcome measure

Outcome Model k Type of effect Effect size 95% CI Q P-value I?

Prevalence Fixed 9 OR 3.013 2.461-3.689 15.327 0.053 47.806
Random 3.426 2.505-4.686

Level of conflict Fixed 9 d 0.597 0.499-0.695 9.959 0.268 19.672
Random 0.606 0.489-0.722

Symptom severity Fixed 9 r 0.352 0.287-0.413 5.041 0.753 <0.001
Random 0.352 0.287-0.413

Global results Fixed 27 d 0.658 0.532-0.783 4.542 0.805 <0.001
Random 0.658 0.532-0.783

Abbreviations: OR, odds ratio; k, number of studies; Cl, confidence interval; Q, heterogeneity statistic; I%, heterogeneity index.
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Study name Odds Lower Upper
ratio limit limit
Benasayag et al,
unpublished data, 2001 3.30 1.61 6.75
Feixas et al® 212 1.53 2.94
Feixas et al? 11.05 3.41 35.79
Feixas et al* 2.28 1.30 3.98
Feixas et al® 4.09 245 6.84
Melis et al?” 2.78 1.1 6.98
Montesano et al*® 5.24 2.72 10.11
Compaii et al* 3.76 1.24 11.39
Soldevilla et al?® 4.82 1.87 12.40
Random 343 2.51 4.69

o
L
+

_._
_._

*4te

0.1 1

Favors controls

0.01 10

Favors clinical

100

Figure 3 Forest plot for meta-analysis of the prevalence of subjects presenting with implicative dilemmas.

magnitude of differences between targeted samples and
controls with regard to IDs.

In all of the meta-analyses reported in Table 1, the
heterogeneity between the individual effect sizes of the
studies was low. We did not only interpret the fact that all
the QO values were not significant but also inspected the
heterogeneity index, I?, given that the number of studies
included was relatively small. As shown, this index remained
below 50% for all of the performed analyses. The absence
of significant heterogeneity precluded the examination of
moderators accounting for differences between effect sizes
across the different studies.

Regarding the prevalence of subjects who presented with
IDs, a medium effect size was found (OR =3.43; 95% CI:
2.50-4.69), indicating that clinical participants were almost

Study name Std diff Lower Upper
in means limit limit
Benasayag et al,
unpublished data, 2001 0.84 0.48 1.19
Feixas et al® 0.54 0.37 0.70
Feixas et al?? 0.61 0.11 1.1
Feixas et al* 0.40 0.13 0.68
Feixas et al?® 0.63 0.38 0.88
Melis et al?” 0.57 0.14 1.01
Montesano et al® 0.89 0.58 1.20
Compaii et al?* 0.25 -0.26 0.75
Soldevilla et al?® 0.73 0.28 1.19
Random 0.61 0.49 0.72

Figure 4 Forest plot for meta-analysis of the level of conflicts.
Abbreviation: Std diff, standard difference.

3.5 times more likely to present at least one ID. All the ORs we
found were above 1, indicating the higher prevalence of IDs
in clinical samples. Although below the threshold, 2 yielded
a high level of heterogeneity between the effect sizes of the
studies. In fact, an inspection of Figure 3 revealed that the
study of Feixas et al?* presented an OR that differed sig-
nificantly from the mean. The heterogeneity level decreased
significantly (”=33.23) when this study was removed.

We found similar results when examining group dif-
ferences with regard to level of conflicts. The mean effect
size for this comparison was medium (d=0.61; 95% CI:
0.49-0.72). With the exception of Compan et al* (d=0.25;
95% CI. —0.26-0.75), all the studies showed that clinical
participants had considerably higher individual frequency
of IDs than controls (Figure 4). Finally, with regard to the

.
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Study name Correlation Lower Upper
limit limit
Benasayag et al,
unpublished data, 2001 0.36 0.13 0.55
Feixas et al® 0.34 0.23 0.44
Feixas et al?? 0.31 -0.04 0.59
Feixas et al* 0.44 0.20 0.63
Feixas et al® 0.29 0.14 0.43
Melis et al?’ 0.32 0.03 0.56
Montesano et al?® 0.57 0.34 0.74
Compaii et al?* 0.29 -0.08 0.59
Soldevilla et al?° 0.37 0.07 0.61
Random 0.35 0.29 0.41

-1.00 —0.50

Favors controls

0.00 0.50

Favors clinical

1.00

Figure 5 Forest plot for meta-analysis of the relationship between level of conflicts and symptom severity.

question of the relationship between level of conflicts and
symptom severity, we also found a medium effect size
(r=0.35; 95% CI: 0.287-0.413) indicating a clear association
within the clinical samples. Figures 3—5 show forest plots
for these analyses with the relative weights assigned to the

studies.

Publication bias

Although we searched for, and finally included, one manu-
script (Benasayag et al, unpublished data, 2001), we carried
out a study of publication bias to test whether a bias favoring
significant results could influence the effect sizes analyzed.
Two different complementary analyses were performed on
the global effect size, which was the result of combining
all of the outcomes. First, the fail-safe N index!” indicated
that, to cancel the global mean effect size obtained, there
would have to be 221 unpublished studies with null effects.
This index also exceeded Rosenthal’s* tolerance level
when obtained for each outcome measure (prevalence of
IDs: N=271; level of conflicts: N=288; symptom severity:
N=199 studies). Second, Egger’s test for funnel plot asym-
metry was non-statistically significant (intercept =0.178;
t(7) =1.837, P=0.108). Thus, all these results enable us to
discard publication bias as a threat to the validity of the
estimated effect sizes.

Discussion

In this article, we presented the results of a meta-analytical
review on the role of IDs across a variety of clinical sam-
ples. With this purpose, 27 outcomes from nine carefully
selected studies were analyzed. The results indicated that
IDs play a clinically relevant role in Axis I psychological
disorders such as major depression, dysthymia, anxiety, and

bulimia, as well as in other clinical conditions. Although the
analyses consisted of dissimilar samples, we found a low
heterogeneity level among the effect sizes of the studies,
indicating that IDs play a similar role across the targeted
samples. In light of these results, under a random effects
approach, we concluded that there was a substantial differ-
ence between clinical conditions compared with controls,
with regard to the presence and level of intrapersonal con-
flict. IDs appear to be significantly more prevalent in clinical
samples, regardless of the type of diagnosis. Thus, these
results constitute strong evidence for the clinical relevance
and transdiagnostic nature of IDs.

It is worth noting, however, that the inclusion of studies
that used the same assessment procedure derived from a
multicenter research project definitely contributed to the
observed homogeneity. Future research could focus on
reviewing the role of intrapersonal conflict using different
procedures of measurement, such as unbalanced triads,*
goal conflicts,’" or psychodynamically oriented methods.*
This line of research could enhance the development of
evidence-based protocols that would assist the therapist
when dealing with intrapersonal conflict in psychotherapy.
As yet, there are few studies that carry out these approaches
with clinical samples while also reaching a satisfactory level
of methodological quality.

Our review focused exclusively on clinical conditions,
discarding studies based on nonclinical participants even
if they controlled for the level of symptoms,*? functioning
or well-being.** Therefore, results from our review have
ecological validity for clinical settings inasmuch as they
describe the types of conflicts that lead to human suffer-
ing and ambivalence toward change. IDs are particularly
ecological because they are not defined a priori by the
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researcher or the clinician, but are rather derived from the
clients’ subjective manner of constructing their experience.
These might be crucial in both psychological and health
problems. However, we included only two studies regarding
health problems and so results should be interpreted very
cautiously for these clinical conditions. On the other hand,
the two health conditions included are considered functional
disorders. Undoubtedly, the extent to which IDs are relevant
for health conditions must be examined more thoroughly in
future research.

As expected, a higher level of conflict was statistically
associated with symptom severity within targeted samples.
The mean effect size indicated a medium correlational
strength with a very low level of heterogeneity between
samples. Actually, from our theoretical perspective, we
cannot assume a large linear relationship between the two
variables because we do not equate symptoms with conflicts.
Nevertheless, the construction of symptoms and particularly
their endurance might be underpinned by conflictual
configurations within the self-system. For instance,
Michalak et al® found that the greater the interference the
clients’ symptomatic behavior presented, the more difficult it
was for them to reach their desired goals, whereas a reduction
of positive symptom implications led to a better treatment
outcome.’ Our results can be understood as a confirmation
of these clinical observations as we found a significant
correlation between the level of conflicts and the severity
of the disorder. Nevertheless, we cannot overlook the fact
that the available data for the inspection of the relationship
between conflict and severity was limited to the symptom
level, while disregarding other important factors such as
well-being, quality of life, global functioning, number of
episodes, duration, and the course of the disorder.

A major concern for the clinical interpretation of our
results is the retrospective and cross-sectional nature of the
included studies, which precluded causal analysis of reported
associations. Longitudinal future research should focus on
the influence of IDs over the clinical course, examining its
relationship with treatment outcomes, as well as the rates of
relapse and recurrence within randomized clinical trials.

Despite the aforementioned limitations, our results lead
us to some implications for clinical practice. Findings from
our meta-analysis suggest that there is a far from negligible
proportion of clients whose cognitive systems are in conflict,
and for whom facing changes may pose a dilemma because
of invalidation of core aspects of their identity. Moreover,
these conflicts are, to a great extent, related to the severity
of their symptoms. Therefore, psychotherapists could benefit

considerably from screening for the presence of IDs in their
patients insofar as it could enhance case formulation and
shed light on the clients factors that maintain or worsen the
symptoms related to the disorder. This should be a priority
with patients experiencing difficulties to overcome their
symptoms.

Indeed, IDs can be a focus of therapeutic work and
can help in personalizing the design of a treatment to fit a
client’s subjective experience. Recently, a dilemma-focused
intervention protocol has been manualized for depression in
combination with a cognitive behavioral group intervention.*
However, this “add on” intervention could be applied to dif-
ferent diagnostic entities and in combination with a variety
of approaches in psychotherapy.

There are already some approaches devised for working
with inner conflict and ambivalence.’>° Perhaps the most
widespread is the motivational interviewing approach,’
which has investigated the role of motivational interventions
for engaging and encouraging change in a range of psy-
chological problems.* This model shares some features
with the dilemma-focused intervention, for instance, both
emphasize the patients’ responsibility in taking decisions
about their future behavior; they use techniques to explore
decisional processes and both understand resistance as a sign
indicating that the therapists are not correctly attuning their
interventions to the state of the patient. There are, however,
some differences between the approaches. As described by
Feixas and Compan,*' the main discrepancy between both
approaches is the way in which ambivalence is conceived, as
well as its relationship with symptom maintenance. For the
motivational interviewing approach, ambivalence emerges
whenever there is an attachment to an addictive/problematic
behavior. In brief, this attachment can be caused by learning
processes and conditioning, or the utilization of the addictive/
problematic behavior as a coping mechanism to face difficult
or unpleasant emotional states (eg, overcome inhibition).
In the dilemma-focused approach, the difficulty to change
is explained in terms of the association of the symptom with
the patient’s sense of identity. That is, when the symptom
is associated with a core personal value, changing would
imply stop being oneself in such core aspect of the self.
So, the ambivalence is not explained only by the learning
processes, but also by the fact that it has personal meanings
that serve as a protective function against invalidation of
core aspects of identity.

Therefore, therapists using the dilemma-focused proto-
col shall reconcile clients’ motivation to change with core
aspects of their identity. In so doing, therapists’ efforts should
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be directed toward helping clients to achieve their desired
changes (as reflected in discrepant constructs of IDs), but
without disregarding the likely positive implications (usually
implicit) that symptoms could have within the clients’
cognitive system (as reflected in congruent constructs of
IDs). Future longitudinal research should elucidate whether
targeting inner conflicts in the therapy process may benefit
therapeutic adherence and the maintenance of change in the
long run.

There are some specific clinical situations in which
the dilemma-focused intervention within a broader
psychological treatment might be also helpful. For instance,
some patients with a personality disorder (eg, borderline)
may criticize themselves for failing to overcome their
symptoms and, in the process, further undermine their
recovery. A dilemma-focused approach might lower the
level of self-criticism by providing the understanding of the
complexity of goal accomplishment and revealing other com-
peting but legitimate goals, thus creating a difficult dilemma
for the person. In this sense, the patient understanding that
there are reasons (although non-apparent) for not pursuing
his or her goals might enlarge his or her view of the problem
and promote self-acceptance. Future research might examine
the prevalence of conflicts in Axis II disorders and compare
to the indexes found on this review. Tentatively, it could be
hypothesized that IDs could be more prevalent in borderline
patients given that they often present certain level of dis-
sociation and identity instability.

In some other clinical situations, IDs might reflect what
has been known in the clinical literature as “secondary gains”
and, thus, become an alternative method to gauge these
well-known conflicts in a systematic way. In fact, the body of
research on secondary gains is not very extensive mainly due
to the difficulty of the notion to be operationalized in order
to be included in research studies. In contrast, the series of
studies reviewed in this article show that the notion of ID is
notion amenable to be researched and to provide consistent
results which, in turn, can be regarded as an indirect support
for the “secondary gain” traditional notion.

It is true that the difficulty to tap internal conflicts has
limited the body of available research on this longstanding
topic. Broadly, there are two clusters of methods to
investigate the role of interpersonal conflicts. On the one
hand, those methods using explicit measures of conflict in
which the patient is aware of the conflict, yielded interesting
results when examining interference between personal
goals.! However, these methods may be more sensitive to
social desirability and self-presentation effects, which may

limit their applicability in clinical settings. On the other
hand, specific methods for measuring implicit conflicts have
been devised from a range of psychological approaches
using observational coding systems* or computerized
methodologies.*** A common critique of these methods is
that the elements involved in the assessment are defined in
advance by the researcher. Nevertheless, these last methods
have demonstrated a greater potential for understanding
the influence of conflicts and cognitions in behavior and
psychopathology.

The IDs approach could be classified within this second
category but with the advantage that the elements involved
in the detected conflict are not defined by the researcher or
therapist, but they stem from the patients’ personal construct
repertory. Further research might study commonalities and
differences between the IDs’ approach and other computer-
ized methods for assessing implicit cognitive processes in
order to ascertain the psychological mechanisms involved
in each one and explore the clinical benefits of integrating
both in the assessment of patients.
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