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Chapter 9

GENERAL DISCUSSION

Challenges concerning the therapeutic alliance in rehabilitation
In Chapter 1, the rationale for this thesis was outlined. Namely, improving effectiveness 
of rehabilitation treatments, should extend beyond conditions of specific factors and 
should include more common meditators of treatment effects, such as common factors 
(Babatunde, MacDermid, & MacIntyre, 2017). The therapeutic alliance has been judged 
as the most relevant common factor, on account of the supposed relationship between 
strength of the therapeutic alliance and outcomes of treatment (Babatunde et al., 2017; Del 
Re, Flückiger, Horvath, Symonds, & Wampold, 2012; Horvath, Del Re, Flückiger, & Symonds, 
2011). Notwithstanding the growing evidence for the strength of this relationship, there is 
a need for further development and research into measuring therapeutic alliance and for 
conceptualization of the therapeutic alliance in rehabilitation (Babatunde et al., 2017; Hall, 
Ferreira, Maher, Latimer, & Ferreira, 2010). Therefore, the first overall aim of this thesis was 
to develop a questionnaire to measure the therapeutic alliance in rehabilitation. The second 
overall aim of this thesis was to provide a better understanding of the construct therapeutic 
alliance in rehabilitation.

Part 1: The Working Alliance Inventory for use in Rehabilitation
The Working Alliance Inventory (WAI), the most frequently used questionnaire to assess 
therapeutic alliance, was developed and validated for psychotherapy (Horvath & Greenberg, 
1989). The WAI is also used in rehabilitation, but it was never formally validated for use in 
rehabilitation (Chapter 2). Therefore, the WAI might fail to account for certain aspects of the 
therapeutic alliance within rehabilitation. That is why the first aim of this thesis was to adapt 
and validate the WAI for use in rehabilitation. As a result the Working Alliance Inventory- 
Rehabilitation Dutch Version (WAI-ReD) was developed and validated (Chapter 3). The WAI-
ReD had similar clinimetric properties as the WAI-SR (Working Alliance Inventory- Short 
Revised version) (Hatcher & Gillaspy, 2006). However, an important limitation of the WAI-
ReD was ceiling effects ranging from 16% to 33% across the domain scores (agreement on 
goals, agreement on tasks and bond between the person in treatment and the healthcare 
professional). These ceiling effects of the (adapted) WAI were also found in other measurement 
studies in rehabilitation (Araujo, Oliveira, Ferreira, & Pinto, 2017; Karel et al., 2018; Takasaki, 
Miki, & Hall, 2019).

To address these ceiling effects we conducted a study to investigate methods for reducing 
ceiling effects of the WAI-ReD, by modifying the WAI-ReD response scales by changing 
labels (Chapter 4). The version of WAI-ReD with Visual Analogue Scales (VAS) was effective 
in reducing ceiling effects in domain scores (ranging between 8% and 10%, respectively) of 
the WAI-ReD.

Although changing the response scale in a VAS was effective in reducing ceiling effects of the 
WAI-ReD, in both studies (Chapters 3-4) the therapeutic alliance scores were consistently 
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high. But do these high scores represent the true score of the strength of therapeutic alliance 
between the person in treatment and her or his healthcare professional? These high scores 
may also represent an overvalue of the therapeutic alliance. Moreover, ceiling effects could 
also indicate that items of the WAI-ReD are less relevant, lack comprehensiveness and 
comprehensibility (de Vet, Terwee, Mokkink, & Knol, 2011). These issues concern the content 
validity of the WAI-ReD.

As stated, the WAI was developed for use in psychotherapy, and it was not specifically 
designed for use in rehabilitation. Therefore, it can also be hypothesized that the presence 
of ceiling effects may be an effect of adapting the questionnaire for use in rehabilitation.

Within psychotherapy, measurement properties studies (Hatcher & Gillaspy, 2006; Hukkelberg 
& Ogden, 2016; Munder, Wilmers, Leonhart, Linster, & Barth, 2009; Stinckens, Ulburghs, & 
Claes, 2009) also reported high scores of therapeutic alliance as measured using the WAI 
(Chapter 2). The high WAI scores and large standard deviations in these studies suggest that 
ceiling effects were also present, although ceiling effects have not been explicitly mentioned 
in these studies, except in one (Hukkelberg & Ogden, 2016). Notwithstanding research for 
more than 30 years into the measurement properties of the WAI and its various adaptions 
for specific target-groups, no systematic review into measurement properties of the WAI has 
been conducted. Beside the ceiling effects issues, there was a need to investigate the other 
measurements properties to have better understanding of the strengths and limitations of 
the measurements properties of the WAI and all adapted versions and thereby to show gaps 
in existing measurement property research. Therefore, we conducted a systematic review for 
measurement properties of the WAI and all adapted versions (Chapter 5).

A finding of the systematic review (Chapter 5) was that the quality of the content validity 
of the WAI and all adapted versions was insufficient and therefore the level of evidence of 
the content validity of the WAI and all adapted versions was rated as unknown. The most 
frequent limitation in content validity studies was assessment of content validity without input 
of people in treatment and healthcare professionals regarding relevance, comprehensiveness 
and comprehensibility. Therefore, the level of evidence of content validity was also unknown 
(Chapter 5). Content validity is the most important measurement property to consider for 
selecting a questionnaire (Prinsen et al., 2018). When evidence of content validity is lacking, 
it is unknown whether the content of the WAI an adequate reflection is of the construct 
therapeutic alliance. Additionally, the unknown evidence of the content validity of the WAI 
affects the interpretation and generalizability of the findings of earlier studies (Mokkink, 
Prinsen, Bouter, Vet, & Terwee, 2016).

The findings of the Chapters 2-5 led us to reflective questions; we realized that in order to 
be able to measure therapeutic alliance in rehabilitation, we first needed to address more 
fundamental issues and that there was a need for a better understanding of the construct 

9

DavyPaap_BNW.indd   217DavyPaap_BNW.indd   217 19/10/2020   10:28:4019/10/2020   10:28:40



218

Chapter 9

therapeutic alliance in rehabilitation. Therefore we decided to conduct a series of qualitative 
studies in three different domains of rehabilitation.

Part 2: The therapeutic alliance in rehabilitation; perspective from a 
contextual view
The three qualitative studies were conducted in hand therapy, paediatric physiotherapy, 
and pain rehabilitation (Chapters 6-8). With these qualitative studies we wanted to explore, 
bottom-up, how persons in treatment perceive, and conduct in, the context of a professional 
therapeutic relationship; their perception of the aims and tasks of resp. themselves and the 
healthcare professionals, their perception of the role of the therapeutic bond in working on 
the treatment goals; and as a result their expectations of, and commitment to the treatment-
process. In these three studies omnifarious persons participated in the treatment described 
and healthcare professionals were questioned how they perceived the therapeutic alliance.

In Chapter 6 we learned that active listening, being competent professionally and checking 
the reactions of the person in treatment were the most importance types of communication 
aspects for strengthening the therapeutic alliance, according to hand therapists. From the 
perspective of the hand therapists the therapeutic relationship was a vehicle for transferring 
knowledge and for compliance to the treatment. However, sometimes behaviours and 
opinions of the hand therapists were inconsistent. For instance, decision-making was the 
most frequently observed behaviour while it was judged by hand therapists it to be less 
importance for establishing a strong therapeutic alliance.

In paediatric physiotherapy, a triadic relationship (between child, parent and physiotherapist) 
is common, which has its own complexity regarding the therapeutic alliance (Chapter 
7). Three therapeutic alliance themes were identified important for children, parents, and 
physiotherapists: 1) need for trust in relational skills of the physiotherapists and need for 
willingness of the physiotherapist to take wishes of children and parents into account during 
therapy, 2) importance of sharing information by all involved persons, and 3) importance of 
negotiation about goals and tasks of the treatment. Physiotherapists were challenged to find 
“the right balance” between their professional position and input, on the one hand, and the 
emotional needs of child and parents on the other hand. Therefore, negotiation about goals 
and tasks of treatment were seen as important. However, the positional inequality of the 
child and parents and the differences in roles and tasks appeared to be challenging in the 
negotiation about goals and tasks. A remarkable finding was the lack of awareness concerning 
the therapeutic alliance by the physiotherapists, which was expressed in unfamiliarity and 
lack of experience reflecting on this concept.

From the findings in Chapter 7, it appeared, similar to the findings of Chapter 6 that healthcare 
professionals considered technical skills important (being competent professionally) for 
relational trust. However, parents considered trust in the therapist’s relational skills of greater 
importance to the therapeutic alliance than the technical skills (Chapter 7).
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The last qualitative study was conducted in a multidisciplinary pain rehabilitation setting 
(Chapter 8). In a multidisciplinary pain rehabilitation setting participants have to deal with 
multiple treatment relationships, which in its essence leads to a different type of relationship. 
An important finding of this study was that participants (persons receiving rehabilitation) 
reported a lack of contact with their healthcare professionals about the interpretation, 
perception and beliefs about pain. But many avoided an open conversation with their 
healthcare professionals about these issues. Another finding was that part of the participants 
felt not comfortable being critical or evaluating the relationship with their healthcare 
professionals. This discomfort was expressed in the interviews by playing down their critics, 
changing topic, inconsistencies in their statements and or struggling with words. Most of the 
participants felt a loyalty conflict when they addressed negative feelings or thoughts about 
the treatment or treatment relationship. It was concluded that several factors obstructed the 
therapeutic alliance (agreement on bond), as well as the planned efficacy of the treatment-
plan (agreement on goals and tasks). Therefore, it may be essential for strengthening the 
therapeutic alliance in multidisciplinary pain rehabilitation to focus more on personalized 
collaboration, agreement on the rationale concerning pain, agreement on diagnoses and 
treatment plans from the start of treatment. During treatment the healthcare professionals 
should systematically take into account the perceptions and needs of the participants, and 
at the same time be aware of the difficulties for many persons in expressing their feelings 
or needs.

Implications
Interpretation problems and ceiling effects of the WAI (including the WAI-ReD)
Based on the findings in this thesis it can be questioned whether the WAI is suitable for 
use in multidisciplinary pain rehabilitation program or suitable for use in other domains of 
rehabilitation, because without participants’ context it is difficult to interpret the WAI results as 
illustrated in the next two examples: (1) The first participant fills in a high score of the WAI and 
this participant experiences a dependent relationship with her healthcare professional. She 
does not feel comfortable expressing negative feelings or being critically to her healthcare 
professional; (2) A more autonomic participant feels comfortable being critically and was 
more demanding in the collaboration, and scores lower than the previous one. However, this 
participant may experience a stronger collaboration with her healthcare professional. Hence, it 
can be questioned if the high score of the WAI does truly reflect a strong working relationship.

Another limitation in interpretation of the WAI scores is that persons in treatment may 
associate the questions of the WAI rather with how they feel treated (referring to “kindness” 
and “attention”) than with collaboration (Chapter 8). The scores in Chapter 8 seem superficial 
when taking into account how participants considered the therapeutic alliance with their 
healthcare professionals. Moreover, a complicating factor when interpreting WAI scores is 
that the concept therapeutic alliance was not in the centre of concern of the participants in 
treatment nor of the healthcare professionals (Chapters 6-8). Both, were not used to reflect 
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on this concept. Along with the discomfort of being critical or evaluating the relationship with 
their healthcare professionals may explain the ceiling effects of the WAI.

Previously it has been postulated that the WAI lack of items that asses disagreement (related 
to goals and tasks) or tensions and ruptures in the therapeutic relationship (Doran, Safran, 
Waizmann, Bolger, & Muran, 2012). But in psychotherapy disagreement or tension and 
ruptures do occur regularly (Safran, Muran, & Eubanks-Carter, 2011) and both persons in 
treatment and healthcare professionals underreported these issues due lack of awareness 
or feelings of discomfort about them (Miller-Bottome, Talia, Safran, & Muran, 2018). Taking the 
implications of Chapters 6-8 also into account, it can be concluded that high scores (ceiling 
effects) of the WAI do not necessary represent a strong therapeutic alliance.

WAI-ReD for use in Rehabilitation
Before the WAI-ReD can be used in rehabilitation for measuring therapeutic alliance, more 
research is needed. In Chapter 3 a Flemish version of the WAI-SR was adapted for use in 
rehabilitation and this resulted in the WAI-ReD, therefore this version may be more suitable for 
measuring therapeutic alliance in rehabilitation. However, three aspects may limit usefulness 
of the WAI-ReD in rehabilitation: 1) The overall quality of evidence for development and content 
validity of the WAI-ReD is unknown (Chapter 5); 2) Ceiling effects or high scores of the WAI-
ReD and the lack of items that assess tensions and ruptures in the therapeutic relationship 
(Chapters 4-5 and 8); and 3) The evidence related to the measurement properties of the 
WAI(-ReD) of the WAI and its adapted versions is inconclusive (Chapter 5).

Challenges of measuring the therapeutic alliance in rehabilitation
In the past three decades of measurement property research of the WAI and all adapted 
versions, most measurements studies provided evidence for construct validity, based on 
correlations with another therapeutic alliance measure, or correlations with a therapeutic 
outcome (Chapter 5). This type of evidence has its limitations, because the theory of 
therapeutic alliance was developed to explain the mechanism of a working relationship 
in psychotherapy, how it functions and what it does but not how it should be measured 
(Bordin, 1979; Flückiger, Del Re, Wampold, & Horvath, 2018). The theory is lacking falsifiable 
hypotheses. Therefore, the theory of therapeutic alliance needs further development, because 
without strong theories and specific and challenging hypotheses, it is not possible to provided 
stronger evidence for construct validity (de Vet et al., 2011).

Another important issue concerning measuring therapeutic alliance is that there is a need for 
a theory clarifying related constructs (Flückiger et al., 2018). A theory explaining for instance 
how therapeutic alliance, empathy, feedback from person in treatment, warmth, trust can be 
distinguished and to what extent these constructs are related to each other, how they can 
be distinguished, and how the relatedness can be quantified. Currently, there are over 70 
different measures to assess therapeutic alliance or related constructs, and new measures 
are continuously developed (Doran, 2016). Maybe there is no need for developing new 
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measurement instruments, but more a need for studies that provided a further development 
of the theory of the therapeutic alliance in order to measure therapeutic alliance adequately. 
However, validation of a measurement instrument is a iterative process, which results from 
validation studies that can be used for further development of the theory (de Vet et al., 2011; 
Prinsen & Terwee, 2019).

The two issues described above affect measuring therapeutic alliance in rehabilitation, 
but there are more issues to address which needs clarification. For instance, what type of 
therapeutic alliance is needed in rehabilitation, and does this type of therapeutic alliance affect 
the method of measurement? Are different types of therapeutic alliance needed across the 
different domains of rehabilitation? Hence there is need for further conceptualization of the 
therapeutic alliance within rehabilitation.

A promising idea coming from the field of psychotherapy is to assess the therapeutic alliance 
when there is a problem (a strain or rupture) and when this problem is repaired (Muran, 
2019). Such an assessment could be observer-based using the Rupture Resolution Rating 
System (3RS) (Eubanks, Muran, & Safran, 2015). Results from a meta-analysis showed a 
moderate inverse association between strength of these strains and ruptures without repair 
and therapeutic outcome (Eubanks, Muran, & Safran, 2018). Measurement property studies 
provide some evidence for validity, reliability and feasibility of the 3RS for measuring the 
process of the treatment (and strains or ruptures) and it is able to predicting dropout from 
treatment. However, more research is needed with this measurement instrument before it 
can be used in rehabilitation (Eubanks, Lubitz, Muran, & Safran, 2019).

The therapeutic alliance in rehabilitation
The findings of the qualitative studies described in Chapters 6-8, in three different domains 
of rehabilitation may have important implications for the conceptualization of the therapeutic 
alliance in rehabilitation.

First, the lack of awareness and experience in reflecting about the therapeutic alliance by 
healthcare professionals on the one hand (Chapters 6- 7), and lack of negotiation between 
the persons in treatment and their healthcare professionals on the other hand (Chapters 7-8). 
In addition, persons in treatment reported that they regularly avoid open communication with 
their healthcare professionals about relational issues. The findings of Chapters 7-8 show a 
contrast between the satisfaction concerning the therapeutic relationship emphasized by 
the persons in treatment, and the dilemmas and tensions in the therapeutic relationship 
reported in the interviews. This contrast suggests that persons in treatment in rehabilitation 
regularly have disagreement regarding treatment-aims and other treatment issues as well as 
regularly avoid expressing negative feelings and thoughts. This disagreement and avoidance 
indicates the existence of strains and ruptures in the therapeutic alliance in rehabilitation. 
To improve the therapeutic alliance, it would help if healthcare professionals became more 
sensitive to the existence and influence of (subtle indications of) strains and ruptures in the 
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therapeutic relationship (Chapter 7). Repairing these strains and ruptures may contribute to 
the empowerment and relational equality of the person in treatment which may result in a 
stronger therapeutic alliance and more person-centred care (Safran & Kraus, 2014). Moreover, 
person-centred care underpins a collaborative therapeutic alliance between the person in 
treatment and the healthcare professional (Wade, 2015), which can improve therapeutic 
outcome (Weiner et al., 2013).

Second implication, from the persons’ in treatment perspective (Chapter 8) the person 
in treatment and their healthcare professionals differ in paradigm (biomedical or 
biopsychosocial) regarding pain and they are often not aware of this difference or lack the 
capacity to communicate about this difference. Although the pain rehabilitation program aims 
to work according to a biopsychosocial paradigm, the persons in treatment had difficulties 
to comprehend, accept, and to recognize this paradigm. These difficulties resulted in 
disagreements regarding the goals and tasks, and therefore also affected negatively the 
therapeutic alliance. Although, this finding involved people in pain rehabilitation, it is likely 
that these findings are transferable to other domains in rehabilitation.

Rehabilitation has traditionally a biomedical focus (Wade & Halligan, 2017). However, most 
guidelines recommend to implement interventions including physical, psychological, social 
and lifestyle factors (Engel, 1977; Gatchel, Peng, Peters, Fuchs, & Turk, 2007; Lin et al., 2020). 
Biopsychosocial approaches often involve a change in healthcare professionals attitudes and 
beliefs (Holopainen et al., 2020), moreover, it underpins and leads to person-centred care. 
In addition, a biopsychosocial approach requires a different type of therapeutic relationship 
in comparisons with a biomedical approach. Its requires a more negotiated, collaborative 
relationship and its requires that the person in treatment and healthcare professionals share 
their common understanding of the illness. When the person in treatment and healthcare 
professionals disagree, treatment may fail (Horowitz, Rein, & Leventhal, 2004). Findings 
of a systematic review and meta-synthesis of qualitative studies show that healthcare 
professionals struggle to deal with psychosocial or biomedical issues and have concerns 
about professional boundaries (Holopainen et al., 2020). Additionally, despite of 40 years after 
introduction of the biopsychosocial model, most healthcare professionals and managers are 
still unaware of it (Lane, 2014). A first improvement could be an awareness of the patient being 
a person and improving therapeutic alliance with this person and sharing of care and resources 
(Wade & Halligan, 2017). These improvements could result in a more holistic approach which 
has the potential to contribute to a more favourable and sustainable rehabilitation.

Last, the above mentioned implications of the findings of this thesis concerning therapeutic 
alliance in rehabilitation suggest there is a need for incorporating relational-therapeutic skills 
and knowledge including the theory of the therapeutic alliance as a professional competence 
in the study curriculum of the healthcare professionals in rehabilitation. Perhaps by introducing 
therapeutic alliance in education it will support a full implementation of the biopsychosocial 
approach in treatment within rehabilitation.
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However, despite the growing evidence of relationship with therapeutic alliance and 
therapeutic outcomes in rehabilitation (Babatunde et al., 2017; Hall et al., 2010), the existing 
studies fail to provide strong evidence and causality of this relationship (Taccolini Manzoni, 
Bastos de Oliveira, Nunes Cabral, & Aquaroni Ricci, 2018). Therefore there is a need for future 
studies to provide more evidence and understanding of the relationship between therapeutic 
alliance and therapeutic outcome in rehabilitation.

Limitations and strengths
As part of the thesis we wanted to conduct a study to investigate the effect of a therapeutic 
alliance training of rehabilitation professionals on therapeutic outcomes. However, no valid 
measurement had been developed for measuring therapeutic alliance in rehabilitation 
(Chapter 2). Therefore, we started with adapting and re-contextualising of an existing “valid” 
measurement instrument developed in psychotherapy where the construct therapeutic 
alliance had originated (Chapter 3). Beside the ceiling effects of the WAI-ReD previous 
described, several limitations had to be taken into account. Generally within rehabilitation 
multiple healthcare professionals are involved in the treatment of an individual. Persons in 
treatment have to deal with multiple treatment relationships. Both, the original WAI or the 
WAI-ReD aims to measure the therapeutic alliance in a one to one relationship, between 
the person in treatment and the healthcare professional. Another limitation was the use of 
the Flemish version of the WAI-SR as a starting point. An English to Dutch forward backward 
translation procedure might have been more accurate. However, Flemish is closer to Dutch 
than English and therefore translation seemed more straightforward.

The version of WAI-ReD with Visual Analogue Scales (VAS) was effective in reducing ceiling 
effects (Chapter 4). However, in the ceiling effect study participants were recruited from 
Department of Rehabilitation Medicine of the University Medical Center Groningen (UMCG) 
and physiotherapy practices in the area of Groningen. The total scores of the WAI-ReD were 
lower in participants recruited in the physiotherapy practices compared to those recruited 
by physiotherapists in the UMCG suggesting selection bias. Another explanation could be 
that the number of treatments is different between these locations as well as severity, or 
duration of complaints.

The results of Chapter 5 show that evidence on the measurements properties of the WAI 
is largely missing. Other important result of this systematic review was ceiling effects were 
probably also present in most measurement property studies of the WAI. These ceiling 
effects limit accurate interpretation of data and reduces responsiveness of the measurement 
instrument (de Vet et al., 2011; Streiner, Norman, & Cairney, 2015). A strength of the systematic 
review was the use of the COSMIN standards, since these standards use an up-to-date 
methodology (Prinsen et al., 2018; Terwee et al., 2018). However, these standards make it 
difficult to distinguish between poor reporting versus poor methodological quality (Craxford, 
Deacon, Myint, & Ollivere, 2019). This limitation of the COSMIN standards reduces its validity 
for methodological assessment.

9
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A strength of this thesis was that we decided based on Part 1, to conduct qualitative studies 
in Part 2 to provide more understanding of the construct therapeutic alliance in rehabilitation. 
In these three qualitative studies with different methodological approaches (Chapters 6-8) 
omnifarious persons participated in treatment and healthcare professionals were questioned 
how they perceived the therapeutic alliance which resulted in different perspectives of the 
therapeutic alliance in rehabilitation. However, the heterogeneity of these qualitive studies 
makes it difficult to compare the results.

Chapter 6 was a first exploration and qualitative study in this thesis to investigate the 
therapeutic alliance in hand therapy. This chapter build the fundament for the two other 
qualitative studies in Chapters 7-8. However, this study has several limitations for instance, 
there was a single observer of live treatment sessions, using a non-standardized outcome 
measure. This limited the accuracy and validity of the data collected. Another limitation of 
the study was that data saturation was not reached, although the five interviews provided 
understanding of the factors hand therapist found to be important to strengthen the 
therapeutic alliance.

In Chapter 7, the exploration of perceptions and preferences of children, parents, and 
physiotherapists regarding the therapeutic alliance in paediatric physiotherapy in a 
rehabilitation setting resulted in three themes. This qualitive study included children who had a 
wide variety of chronic diagnoses. Children with more sever diseases may have more complex 
and specific needs which limits the transferability of the findings. Another limitation was that 
interviews (child, parent and physiotherapist) were not repeated after some time. For further 
conceptualization of therapeutic alliance in rehabilitation it is interesting how participants 
experienced the therapeutic alliance differently during and after completing the treatment 
and it could be fruitful to explore how the therapeutic alliance may change over time.

The results of Chapter 8 show that many factors within a multidisciplinary pain rehabilitation 
program obstructed the development of a therapeutic alliance (strength of the bond), as 
well as of the planned efficacy of the treatment-plan (agreement on goals and tasks). In this 
qualitive study 26 participants with chronic pain participating in a pain rehabilitation program 
were interviewed. No interviews were conducted with the healthcare professionals; it is 
interesting to analyse participants and healthcare professionals in dyads. The comparison 
of dyads may provide better insight between the interaction between participants of pain 
rehabilitation and healthcare professionals.

Conclusions
Currently, there is a lack of awareness of and experience in reflecting on the therapeutic 
alliance by the healthcare professionals and rehabilitation participants. The WAI-ReD can 
be used to measure therapeutic alliance in an one-to-one relationship in rehabilitation, but 
outcomes should be interpreted carefully since content validity is unclear. Additionally, the 
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type of therapeutic alliance needed in rehabilitation for optimal treatment results, is unclear 
and should be explored as well as ways to measure that type of alliance.

A strong therapeutic alliance has the potential to contribute to a more favourable and 
sustainable rehabilitation. The findings of the qualitative studies suggest that for improving 
the therapeutic alliance in rehabilitation, it would help if healthcare professionals became 
more sensitive to the existence and influence of (subtle indications of) strains and ruptures 
in the therapeutic relationship. Repairing these strains and ruptures may contribute to the 
empowerment and relational equality of the person in treatment which may result in a stronger 
therapeutic alliance and more person-centred care in rehabilitation.

9
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