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many of these attributes and skills are closely linked to empathy (e.g. warmth
and understanding) and other components of the therapeutic relationship pro-
posed by Rogers (1957). Ackerman and Hilsenroth observed that many of the
therapist attribute and technique factors associated with positive alliance were
also useful in the identification and repair of ruptures to the alliance.

Managing difficulties in the alliance: strains and ruptures

The importance of managing the alliance should not be overlooked. As rela-
tionships in general require work to keep them healthy and functional, so too
the working alliance is prone to setbacks and challenging periods. There are
numerous factors and events that can contribute to a strain in the alliance,
or more seriously what is known as an alliance rupture. Signs of problems
emerging in the alliance may vary from one or both parties losing motivation
through to significant interpersonal conflict. Safran and colleagues suggest that
alliance strains and ruptures are common and perhaps should be expected, but
if managed well can represent potent change events (e.g. Safran et al., 1990;
Safran & Muran, 1996).

It is important to bear in mind that the working relationship (alliance) is
not just about being supportive and agreeing upon goals and tasks. It is em-
bedded within the broader landscape of human experience and relationship
dimensions (e.g. transference, authentic person-to-person relationship, mod-
elling). This being the case, many of the factors that influence the establishment
of, and fluctuations in, the alliance often emanate from ongoing, perhaps un-
resolved, interpersonal patterns and existential factors (e.g. identity, safety,
personal power, place in the world). Although the working relationship within
the context of vocational rehabilitation may not aim to address these contextual
factors directly, it is a mistake to fail to utilise some basic principles and strate-
gies to keep the person moving forward, supported by an effective alliance. It is
also a mistake for workers to fail to address the part they may play in impeding
the establishment of a working alliance and/or contributing to alliance strains
and ruptures.

Repeating relationship patterns

Each of us has developed patterns of relating associated with our life expe-
riences. The alliance is influenced by the quality of both current and past
interpersonal relationships, and the client’s relationship style has an effect on
therapeutic expectations from both client and worker (Hersoug et al., 2002).
For example, clients with an ‘under-involved’ interpersonal style tend to have
poorer alliance and treatment outcomes (Hardy et al., 2001). However, it
is not the client’s relationship patterns/style alone that explains these poorer
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outcomes. Rather, difficult client relatio
responses from the worker (Klee et al., 1990). In the under-involved exam-
ple, the worker may conclude that the client is un motivated and decide to put
more of his or her energy into working with clients who may indicate greater
desire for her or his support. Furthermore, the worker’s relationship style can
similarly elicit positive or negative responses from the client. For example,
under-involved workers may demotivate clients, and a paternalistic relationship
pattern may elicit a submissive or resistant response from the client. Worker
gender differences have also been noted when working with people with psy-
chosis problems and high-relapse-risk clients, Specifically, male workers may
act like under-involved fathers and show little commitment to these clients a nd

perhaps express criticism of these clients, while female workers may feel re-

jected and seek more connection (Stark, 1994; Stark et al., 1 992; Stark & Siol,

1994). As found in ‘expressed emotion’
have negative impacts on client progress
et al,, 2001).
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Working with strains or ruptures in the alliance

Strains in the alliance can be viewed as motivational fluctuations related to
the type of interactions occurring between the worker and the client. Although
strains or mild tensions are parts of most relationships from time to time, if
unchecked these strains could develop into more severe relationship ruptures.
Alliance ‘ruptures’ usually indicate that the client (and/or perhaps the worker)
is at best ambivalent about wanting to continue working with this person, or
worse is actively seeking Ways to terminate the relationship either confronta-
tionally or through emotional and/or physical withdrawal (Safran et al., 1990;
Safran & Muran, 1 996). Typical features of alliance ruptures are common; in-
teractional phenomenon; consist of both client and worker contributions; and
vary in intensity, duration and frequency (Safran & Muran, 1996).
The measure of a skilled worker is in his or her ability to monitor and su bely
intervene in negative fluctuations in the alliance as early as possible without
creating more unnecessary strain (Safran et al., 1990). As rel
ruptures are associated with the types of perceived interactions that occur be-
tween the worker and the client, being prepared to examine these interactions is
essential for managing the relationship. However, this requires some judgement
in terms of identifying the source of the strain or rupture in a non-attached way.
For example, a rupture might be related to the worker drifting into a pater-
nalistic or aloof way of relating to the client, with the client reacting by not
attending planned meetings or not following through with planned activities.
Alternatively, a rupture might be related to the client having unresolved rela-
tionship dynamics from a previous relationship and subconsciously bring this
into the current relationship (e.g. the client carrying trauma related to previous

ational strains and




elicit negative
volved exam-
decide to put
dicate greater
ship style can
For example,
c relationship
lient. Worker
ple with psy-
workers may
se clients and
may feel re-
Stark & Siol,
f relating can
n Humbeeck

ns related to
nt. Although
e to time, if
1Ip ruptures.
the worker)
S person, or
r confronta-
et al., 1990;
ommon; in-
utions; and

r and subtly
ble without
| strains and
at occur be-
reractions is
> judgement
ached way.
Ito a pater-
ting by not
d activities,
solved rela-
y bring this
to previous

Therapeutic alliance in vocational rehabilitation ® 109

breaches of trust). In this case the worker needs to explore the possible triggers
for such a rupture and try to help the client stay in the present, dealing with
current needs and discerning the present relationship from past relationships. In
fact in both cases the way to work towards resolving the rupture is to bring the
focus of the interaction back onto the interaction itself and taking responsibility
for personal contributions to the rupture.

Safran et al. (1990) suggested six strategies to resolve alliance ruptures:

—_

Directly discussing the current relationship dynamics and experiences

2. Working to increase awareness of alliance rupture indicators and a sensi-
tivity to changes in the dynamics of the relationship

3. Tracking your own feelings as a signifier of relational change and also as a
method of keeping track of what one might be bringing into the working
relationship (e.g. one’s own emotional refuse)

4. Taking responsibility for one’s own contribution to the rupture

Working to understand or empathise with the client’s experience

6. Practicing being mindful of the relational dynamics in a non-attached way

(i.e. being a participant observer — reflection without being caught in auto-

matic reactions)

=

For many clients, successfully working through relational strains and rup-
tures might be novel. It can often be a positive experience for clients to work
with a worker who is committed to finding a resolution to the relationship
difficulties, rather than declining into criticism or withdrawal. The working
through of such strains can reinforce the normality of relationship fluctuations
and demonstrate that relationship difficulties can be repaired. It has been shown
that clients have better outcomes when workers deal with interpersonal conflict
directly (Foreman & Marmar, 1985).

Although some clients may find it difficult to stay with the explorative and
at times perhaps confrontational aspects of resolving ruptures, the creation of
safe physical and psychological spaces to do the work is important. Easing
forward initially by gentle probing and clarification rather than going directly
to the immediate interpersonal dynamics might help with the re-establishment
of safety, the holding frame within which the more difficult work can be done.
An example of this might be a gentle reflection or sharing an observation
about the changes in the interaction during the sessions (e.g. ‘maybe it is just
me but you seem to have less to say in our sessions lately’). Further probes
might aim to clarify current and recent thoughts and feelings and other life
events and experiences in the person’s life that could be impacting upon the
working relationship. A gentle way of exploring the relationship and examining
one’s own potential contribution to the strain or rupture can take the form
of a reflective self-disclosure {e.g. ‘T’'m wondering if I may have disappointed
you by something I said or did, or didn’t say or do. I've been thinking that
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not being able to get into the course you wanted two weeks ago would have
been quite a big deal for you and I don’t think I really let you know that
I recognised your disappointment with this.’). The client’s feelings about the
working relationship might also be assessed by exploring how he or she is feeling
about working together at the moment, the progress that is being made, what
he or she thinks might help improve things, and so on. This line of questioning
can also help reinforce the colla borative nature of the relationship and help the

client reclaim some of his or her personal power, the loss of which may have
been a contributor to the strain or rupture.

Conclusions
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