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Chapter 1

GENERAL INTRODUCTION
This thesis concerns an exploration of the therapeutic alliance in rehabilitation. In this
introduction first the role of common factors on treatments and treatment effects will be
outlined, where it becomes clear that the therapeutic alliance is judged as the most relevant
common factor. Thereafter, the role of the therapeutic alliance in rehabilitation will be
discussed. The construct of the therapeutic alliance has its origin in psychotherapy, but in this
thesis the role of therapeutic alliance in rehabilitation will be explored. Since the therapeutic
alliance is the most relevant common factor, it is relevant to be able measure the strength
of therapeutic alliance. Therefore, measuring of the therapeutic alliance will be discussed in
detail. Next, ruptures in and repair of the therapeutic alliance will be described and why they
are important for the development of the therapeutic alliance. Finally, this issues above will
be address the rationale of this thesis and results in two general aims of this thesis.

COMMON FACTORS AND TREATMENT EFFECTS
In 1936, Rosenzweig wondered if different types of treatment within psychotherapy, with
theoretically contrasting approaches, rationale or mechanisms of treatment, are equally
effective; isn’t the treatment approach a winner as well (Rosenzweig, 1936)? He postulated that
some implicit common factors such as catharsis, personality of the healthcare professional,
and strength and consistency of the therapeutic rationale may (partially) explain the treatment
effects. The importance of these common factors has been illustrated by him using a phrase
from Alice in Wonderland (Carroll, 1865): “At last the Dodo said, ‘everybody has won, and all
must have prizes’.” More than 65 years after that initial publication, it was shown in metaanalytic research that within psychotherapy, no single approach (or rationale or mechanism
of treatment) is consistently more effective than other approaches (Luborsky et al., 2006;
Wampold, 2015).
The “common factors model” implicitly supposes that every treatment includes, besides
eventual specific factors, also common factors resulting in common therapeutic effects (Crow
et al., 1999). These common therapeutic effects should not be considered aspecific, in the
sense of being unintended effects of treatment (Mulder, Murray, & Rucklidge, 2017), because
these factors may have an important treatment effect by themselves (Laska, Gurman, &
Wampold, 2014; Wampold, 2015). Within psychotherapy, results of a systematic review show
that between 30% and 70% of the variation in treatment outcomes can be explained by
common factors (Imel & Wampold, 2008). However, it must be noted that specific factors
and common factors act together in treatments and cannot be disentangled easily (Sprenkle
& Blow, 2004), moreover, specific factors and common factors are correlated well (de Felice
et al., 2019). Textbox 1 summarizes common factors within psychotherapy.
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Textbox 1 | Summary of common factors within psychotherapy.
-

An emotionally charged bond between the person in treatment and healthcare professional;

-

Collaboration between the person in treatment and healthcare professional to achieve agreement
on goals of the treatment;

-

A confiding healing setting in which treatment takes place;

-

A healthcare professional who provides a psychologically derived and culturally embedded
explanation for emotional distress;

-

An explanation that is adaptive and is accepted by the person in treatment;

-

A set of procedures or rituals engaged by the person in treatment and healthcare professional that
leads the person in treatment to enact change that is positive, helpful, or adaptive.

1

Adapted from Laska et al., 2014 and by Mulder et al., 2017.

Within psychotherapy-research several meta-analyses have shown positive associations
between the quality of the therapeutic alliance and treatment outcomes across a broad
spectrum of treatments and domains (effect sizes ≈ 0.26) (Flückiger, Del Re, Wampold, &
Horvath, 2018; Horvath, Del Re, Flückiger, & Symonds, 2011; Martin, Garske, & Davis, 2000).
Therefore, the therapeutic alliance was judged from all common factors the most relevant,
due to the stable positive association between therapeutic alliance and treatment outcomes
(Flückiger, Del Re, Wampold, Symonds, & Horvath, 2012; Horvath et al., 2011; Imel & Wampold,
2008; Wampold, 2015). A growing number of studies suggests that the association between
therapeutic alliance and outcomes of treatment also exists within rehabilitation (Babatunde,
MacDermid, & MacIntyre, 2017; Hall, Ferreira, Maher, Latimer, & Ferreira, 2010).
Within rehabilitation, results of meta-analyses also suggest that no specific treatment is
superior to another, and furthermore all have only small to moderate treatment effects
(Fransen, McConnell, Hernandez-Molina, & Reichenbach, 2010; Keller, Hayden, Bombardier,
& Van Tulder, 2007; Menta et al., 2015). Therefore, it has been emphasized that improving
the effectiveness of treatments for rehabilitation is important and should not only focus on
condition-specific treatments, but also on common meditators of treatment effects, such as
common factors, for instance communication-aspects or psychological interactions between
the person in treatment and the healthcare professionals (Babatunde et al., 2017).

THE ROLE OF THE THERAPEUTIC ALLIANCE
Over the last 40 years the number of publications per year regarding the therapeutic
relationship, especially the therapeutic alliance, has increased considerably (Figure 1),
(Flückiger et al., 2018). The therapeutic alliance is commonly referred to in literature as
“alliance”, “helping alliance” or “working alliance” (Martin et al., 2000).
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Figure 1 | Therapeutic Alliance: Results by year (Source Pubmed).

Research into the therapeutic alliance has not only been conducted within psychotherapy,
but also in other fields such as medicine, rehabilitation, physiotherapy, education, nursing,
social work, psychology and forensic science, etc. (Flückiger et al., 2018). The therapeutic
alliance has been defined as: “the degree of collaboration regarding the tasks and goals of
the treatment as well as the quality of the personal bond between the person in treatment and
healthcare professional” (Bordin, 1979). Bordin’s conceptualization of the construct therapeutic
alliance has its origin in the psychoanalytic theory, but in his original article he suggests that
this definition is generalizable to all types of disciplines and treatment relationships (Bordin,
1979; Flückiger et al., 2018). His conceptualization of the construct therapeutic alliance were
rooted on ideas of Freud (1913), Sterba (1934), Zetzel (1956), Menninger (1958), and more
recently Greenson (1965).
Generally, within rehabilitation there is a high level of interactions between the person in
treatment and the healthcare professional(s). However, compared to psychotherapy there are
differences between characteristics of the people in treatment, as well as the interventions
(Hall et al., 2010). Therefore, it is unknown if the associations between therapeutic alliance and
outcome, seen in psychotherapy, are generalisable to rehabilitation. It is also unknown, if one
type of therapeutic alliance is needed in rehabilitation or different therapeutic alliances are
needed across different types of rehabilitation (for example: pain rehabilitation, neurological
12
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rehabilitation, cardiac rehabilitation, etc.). One of the first publications within rehabilitation
considering the role of the therapeutic alliance, was from Forman in 1990. In his study several
significant positive associations were found between the therapeutic alliance score and
treatment outcomes. However, the study lacked details about measurement tools, type of
outcomes measures and statistical analysis. Later, more than 130 studies have been published
regarding therapeutic alliance in rehabilitation (Babatunde et al., 2017). However, despite
the growing number of studies supporting the importance of the quality of the therapeutic
alliance in rehabilitation treatments, a validated instrument for measuring therapeutic alliance
in rehabilitation is lacking. Moreover, studies concerning the conceptualization of therapeutic
alliance in rehabilitation, as well as understandable definitions of terms in the view of the broad
complexity of therapeutic alliance, are generally lacking (Babatunde et al., 2017).

1

MEASUREMENT OF THE THERAPEUTIC ALLIANCE
An issue of crucial importance in research concerning the (assumed) role of the common
factors, i.e. the role of the therapeutic alliance, in helping professionals relationships such
as rehabilitation care, is the current state of scientific definition and measurement of the
therapeutic alliance. To date, more than 70 instrument exist to measure therapeutic alliance
(Flückiger et al., 2018). Frequently used questionnaires in research to measuring therapeutic
alliance are: the Revised Helping Alliance Questionnaire (Luborsky et al., 1996), the Session
Rating Scale (Duncan et al., 2003), California Psychotherapy Alliance Scale (Marmar, Weiss, &
Gaston, 1989), Barrett-Lennard Relationship Inventory (Barrett-Lennard, 1986) and Vanderbilt
Psychotherapy Process Scales (Gomes-Schwartz, 1978). It appeared quite clear that, during
three decades, the Working Alliance Inventory (WAI) has been the most widely used within
psychotherapy(-research), as well as rehabilitation(-research) to measure the perceived quality,
as well as efficacy of the therapeutic alliance (Babatunde et al., 2017; Elvins & Green, 2008;
Hall et al., 2010; Horvath et al., 2011; Horvath & Greenberg, 1989). The construction of the
originally 36-item questionnaire was theoretically based on, and developed according to
Bordin’s theory (Bordin, 1979). The items of the WAI were constructed, based on the three
theoretically proposed alliance dimensions; agreement on goals, agreement on tasks and
quality of the bond between the person in treatment and her or his healthcare professional.
Later, a measurement property study was conducted to confirm the theoretical proposed
structure (the three proposed dimensions) of the WAI; from this study a much shorter version,
the WAI-S (WAI-short form, 12 items) was proposed, based on factor analysis (Tracey &
Kokotovic, 1989), which, besides, resulted in more ease of administration. However, the WAI-S
lacked an adequate confirmatory fit (Hatcher & Gillaspy, 2006). Therefore, in a replication
study the WAI-SR (WAI-short revised form, 12 items) was developed (Hatcher & Gillaspy,
2006). Compared to the 36-item-WAI and the WAI-S, the novel WAI-SR showed, based
on factor analysis, a clearer representation of the three theoretically proposed dimensions
regarding goals, tasks and bond (Hatcher & Gillaspy, 2006).
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Based on measurement properties studies, the WAI seemed to be appropriate for measuring
therapeutic alliance in clinical practice and research (Elvins & Green, 2008). Therefore,
we included this questionnaire in the overall draft of our studies, to measure therapeutic
alliance. However, this questionnaire was developed within psychotherapy and therefore
the measurement properties may not be generalizable to rehabilitation (Hall et al., 2010;
Kayes & McPherson, 2012). Therefore, there is a need to adapt and validate the WAI for use
in rehabilitation.

RUPTURE AND REPAIR THEORY
From the definition of the therapeutic alliance it might be concluded that agreement between
the person in treatment and the healthcare professional on goals of and tasks in the treatmentprocedure, as well as the perceived quality of the bond, are the centre of concern. Due to
this, another important, but underestimated (clinically as well as scientifically) issue in the
evaluation of the quality of the therapeutic alliance, is the ability to recognise, thematize,
and repair strains and ruptures in the therapeutic alliance (Doran, Safran, Waizmann, Bolger,
& Muran, 2012). Also, Bordin postulated the importance of the ability to repair a strained
therapeutic alliance, in relation with his theory, in a later publication (Bordin, 1994).
[…] “‘I [Bordin] have emphasized that the building of a strong therapeutic alliance is a major
feature of the change process and that the amount of change which results will, perhaps,
be more a function of the strength than the form of that collaboration… But this would be
settling on an oversimplification. I believe that the amount of change is based on the building
and repair of strong alliances’’ (Bordin, 1994).
As mentioned before, a the therapeutic alliance includes three domains: 1) level of agreement
on goals, 2) level of agreements tasks and 3) the bond between the person in treatment and
the healthcare professional (Bordin, 1979). However, strains in any of these domains are very
common and may result in (smaller or larger) ruptures in therapeutic alliance (Safran, Newhill,
& Muran, 2003). A rupture in the therapeutic alliance has been defined as: “Deterioration or
tension in the alliance, manifested by a disagreement between the person in the treatment
and healthcare professional on the goals of treatment, lack of collaboration on task, or strain
in the emotional bond” (Eubanks, Burckell, & Goldfried, 2018). Ruptures in therapeutic alliance
may vary in frequency, duration and intensity. The intensity of the rupture in the therapeutic
alliance may range from minor tension or strain to a major breakdown in collaboration (MillerBottome, Talia, Eubanks, Safran, & Muran, 2019).
A strain or rupture in the therapeutic relationship can be expressed explicitly, implicitly or
non-verbally (Safran et al., 2003). Two types of rupture markers are distinguished, withdrawal
rupture markers and confrontational rupture markers (Eubanks, Lubitz, Muran, & Safran,
2019). Textbox 2 illustrate two theoretical examples of each rupture markers. Such markers
indicate that the person in treatment perceives a problem in the therapeutic relationship, but
14
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does not feel comfortable or safe in expressing her or his feelings clearly. Some persons in
treatment may avoid the rupture by subtly dissociating their internal experience, showing
reduced involvement in the relationship, or being overly accommodating (withdrawal rupture
markers) (Miller-Bottome et al., 2019). Other persons in treatment may make confronting
or negative comments, which oppose the health professional or treatment (confrontational
rupture markers). Avoiding the expression of feelings or thoughts may be a natural response
of persons in treatment, rather than openly conveying experiences of strains or ruptures in
the relationship (Miller-Bottome, Talia, Safran, & Muran, 2018).
Although it has been suggested that the construct therapeutic alliance is applicable to many
therapeutic approaches, it still remains unclear whether Bordin’s construct of therapeutic
alliance, including the rupture and repair theory, is generalizable to the context of rehabilitation
treatment (Babatunde et al., 2017). Also, Bordin already emphasized that different types of
problems and treatment processes may emphasize different aspects of the therapeutic
alliance, because different treatments emphasize different tasks and goals (Bordin, 1994).
Therefore, there is a need for studies concerning the conceptualization of therapeutic alliance
in rehabilitation, especially specific issues concerning the goals, the tasks and role of the
bond in rehabilitation treatment, that need attention.

1

Textbox 2 | Illustration of withdrawal rupture makers and confrontational rupture markers.
Withdrawal rupture makers
Example (1) denial
A person in treatment denies a feeling state that
is clearly shows by her or his affect or nonverbal
behaviours
Example (2) overly compliant
The person in treatment withdraws by
submitting to the healthcare professional in an
overly compliant or deferential manner

H (Healthcare professional): “You look upset…”
P (Person in treatment): “No, I’m not, can we talk
about something else?”
H: “Something about our consult wasn’t so
helpful to you.”
P: “I mean it’s not your fault! This is part of your
process, you know better than me, I’m just a
slow learner.”

Confrontational rupture markers
Example (1) complaints about treatment
A person in treatment expressed dissatisfaction
or doubt about the progress that can be made
or has been made in treatment
Example (2) complaints about treatment
activities
Person in treatment expresses dissatisfaction
or doubts about the activities of the treatment

P: “I’ve been coming here for weeks now and
I haven’t seen any changes. I thought this
treatment was supposed to help, but I guess I
was wrong.”

P: “What does this (pain) education, do with my
problems? I don’t get what is has anything to do
with my problems.”

Adapted from (Eubanks, Lubitz, Muran, & Safran, 2019).
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AIMS AND OUTLINE OF THE THESIS
The first aim of the thesis was to develop a questionnaire to measure the therapeutic alliance
in rehabilitation. This aim is elaborated upon in Part 1, “The Working Alliance Inventory for use
in rehabilitation” and has been operationalized in three studies, in the Chapters 3-5.
However, during the quantitative studies we performed in Part 1 we increasingly realized that in
order to be able to measure the therapeutic alliance in rehabilitation, we actually were in need
of a more precise conceptualisation of the construct therapeutic alliance within rehabilitation.
The second aim of this thesis was to provide a better understanding of the construct of
therapeutic alliance in rehabilitation. This aim is elaborated upon in Part 2, “Therapeutic
alliance in rehabilitation; contextual and perspective view” and has been operationalized in
three qualitative studies in three different domains of rehabilitation in Chapters 6-8.

PART 1.
The Working Alliance Inventory for use in rehabilitation
In Chapter 2 a short appraisal of the measurement properties of the WAI is provided. The
aim of this appraisal was to briefly summarize the measurements properties of the WAI and
discuss use of the WAI in physiotherapy and rehabilitation.
In Chapter 3 the WAI was adapted for use in rehabilitation and tested for measurement
properties. The aim of that study was to determine the face and content validity, internal
consistency and construct validity (including structural validity) of the Working Alliance
Inventory Rehabilitation Dutch Version (WAI-ReD).
In Chapter 4 quantitative research is presented to investigate methods to reduce ceiling
effects of the WAI-ReD found in Chapter 3. The aim of that study was twofold: to modify the
WAI-ReD response scales by changing labels, utilizing VAS, and to analyse the ceiling effects
of three versions of the WAI-ReD.
In Chapter 5 a systematic review of the measurement properties of the WAI is presented,
because despite 30 years of research concern measurement properties of the WAI, no
systematic review of measurements properties has been conducted. A systematic review will
show strengths and limitations of the measurements studies and may show gaps in research.
The aim of that study was to systematically review the measurement properties of the WAI
and its adapted versions of the WAI.
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PART 2.
The therapeutic alliance in rehabilitation; perspective from a contextual view
In Chapter 6 qualitative research is presented that combines three data sources to
acquire a better understanding of skills or techniques hand therapists use to establish and/
or strengthen the therapeutic alliance. The aim of that study was to identify the types of
communication hand therapist apply during treatment, which types of communication are
judged by hand therapists to be important for developing a strong therapeutic alliance and
how patients rate their therapeutic alliance with their hand therapists.

1

In Chapter 7 a phenomenological qualitative study is presented that explores and explains
the concept of the therapeutic alliance in pediatric physiotherapy to meet the needs of
children and their parents. The aim of that study was to explore the opinions, perceptions, and
preferences of children, parents, and physical therapists regarding the therapeutic alliance
in pediatric physiotherapy in a rehabilitation setting.
In Chapter 8 a grounded theory study is presented that provides more understanding of
the construct therapeutic alliance in the multidisciplinary setting of a pain rehabilitation
program. The aim of that study was to explore factors influencing participants’ perceptions
of, and participation in, the therapeutic alliance with healthcare professionals, as well as their
commitment to treatment in pain rehabilitation.
In Chapter 9 the general discussion, summary of the findings, implications, and
recommendations for further research of this thesis are discussed.
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