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Abstract

The therapeutic alliance has been studied over many decades and suggested to be an important element in successful treatment outcomes. A number of studies have discussed the relationship between alliance and substance abuse treatment. However, similar research of mandated treatment within the criminal justice system has received less attention. Mandating to treatment appears to be increasing, and society will benefit from effective programme interventions. In addition, the knowledge gained in turning attention to this neglected area of study can shed light on the role of therapeutic alliance in others mandated to therapy outside the justice system. The thesis reports on Study A, a proposal for a grounded theory study and a call for further research, and Study B, a pilot project that grounded an emergent theory in the data obtained from interviews with 4 justice system programme facilitators in a midsized Canadian city. Through open, axial, and selective coding the Initiated and Discretionary Facilitation (IDF) theory is proposed. The development of a therapeutic alliance with mandated clients within the context of the criminal justice system is a function of mandate relatedness, moderated by the intervening conditions of the system’s management mandates (MM) and client persona and values (CP/v), both of which can either be facilitated or inhibited by two primary facilitation strategies: initiated actions (IA) and discretionary facilitation (DF). IDF proposes that DF is a high level facilitator skill, by which helpers overcome both systemic underestimations of the value of therapeutic alliance and resource limitations for the specific development of the alliance in substance abuse programme delivery.       
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CHAPTER I
Therapeutic Alliance and the Mandated Substance Abuse Client

Since the beginning of modern psychology there has been much discussion and study of the therapeutic alliance (Horvath & Luborsky, 1993; Bachelor & Horvath, 1999). Formation of an alliance with the client has been one of the most frequently proposed so-called common factors that contribute to favorable therapeutic outcomes (Norcross, 2005). Research has demonstrated the connection between alliance and positive therapeutic outcomes (Horvath, 2001; Horvath & Greenberg, 1994; Lambert & Barley, 2002; Luborsky, 1994), and this relationship has been shown to remain robust across a variety of clinical interventions (Bachelor & Horvath, 1999; Castonguay & Beutler, 2005). One area of therapy in which a correlation between alliance and outcomes has been empirically tested is in the field of substance abuse (Connors, Carroll, DiClemente, Longabaugh, & Donovan, 1997). Society has seen a rapid growth in substance abuse problems: a fact reflected in steep rises of drug and alcohol related death and illness in Canada between the years 1992 and 2002 (Rehm, et al. 2006). This reality leads us to question the success of current legal and clinical interventions. Society is, at the same time, witnessing a rise in clients mandated to treatment by the criminal justice system through the courts, probation, and parole services. Mandated clients represent the fastest growing segment of community based substance abuse treatment (Wallace, 2005). While it was long thought that mandating treatment was ineffective, there is now a record of empirical evidence (Leukefeld, Tims, & Platt, 2001) that suggests mandating may in fact lead to greater retention in, and positive outcomes for, treatment of substance use problems. There are, of course, clinical approaches that have been developed for working with mandated substance abuse clients (Miller & Rollnick, 2002; Wallace, 2005), and these generally include therapeutic alliance as an important factor. The theoretical basis of the various approaches posits the alliance as facilitative but insufficient. It fact, it could be argued that current methods of working with mandated clients reviewed in this thesis do not propose alliance specifically as a central and critical ingredient to the successful outcome of therapy. This thesis will seek to understand the role therapeutic alliance plays in mandated client therapy outcomes, review shortcomings in the present understanding, and suggest new approaches to working with clients. These approaches include the encouragement of hope, as well as the appreciation, development, and ownership of client’s values. Therapeutic alliance can then be used to create conditions facilitative of developing a personal vision for the future beyond the current circumstances of the individual within the criminal justice system.  

As previously incarcerated individual criminal offenders now living in the community under parole restrictions have moved out of the penitentiary, it would not be difficult to presume some level of distrust and resentment towards authority figures. It is, in fact, a theoretical presumption of this paper that offenders who are required by the criminal justice system, whether through a judge, parole supervisor, or other agent, to undergo counselling or drug rehabilitation therapy could be expected to view counsellors with the same level of distrust as they might other collateral authority figures. This presumption will be examined further in chapter 3. Maintenance of a bond, a sense of working together towards solutions, can be viewed as critical to working with mandated clients. The speculation is based on the assumption that mandated precontemplative clients, while physically present for treatment, may often resist engaging in therapeutic work. Client engagement has been associated with positive outcomes (Dearing, Barrick, Dermen, & Walitzer, 2005). Some incarcerated clients, however, may well be recipients of programmes that over-estimate their readiness to change (Farbring & Johnson, 2008). Some may, for example, be motivated by self interest, not wishing to divulge information that could be used against them by avoiding a level of engagement sufficient to create therapeutic change. It is therefore important to emphasize a therapeutic bond between counsellor and client that can overcome this potential deficit. It may well be that creating a beneficial, warm, friendly, and helpful connection with these clients will result in better outcomes. 

While the alliance has been shown to correlate positively with therapeutic change across differing modalities and clinical issues (Castonguay & Beutler, 2005), the association between alliance and mandated clients does not appear to have been made clear in the therapeutic alliance literature. As will be shown in chapter 2, a literature review reveals an ambiguous picture. Empirical confirmation or rejection of the role played by alliance in outcomes for clients mandated to substance abuse programmes is limited. Nevertheless, the development of a clearer understanding of this relationship remains important, as society seeks to grapple with the twin social problems of criminal behaviour and substance abuse. It is hoped that this study can provide some clarification of the issues involved in the field of criminally mandated substance abuse programming. A further goal is to provide better articulation of how to be an effective therapist with this population. Notwithstanding the less than clear picture of the relationship between alliance and outcomes, this paper begins with the premise that the development of a therapeutic relationship with mandated clients is at worst facilitative and, at best, crucial to therapeutic outcomes. 

Defining Terms

In defining the term “mandated client” for the purposes of this paper, I have found it both expedient and compelling to rely on the definition provided by Wallace (2005)  “…. any individual who is under correctional supervision in the community and enters community-based addiction treatment with a legal status, having been referred to treatment by criminal-justice-system authorities” (p.10). The term “mandated” can be distinguished from “coerced”, another expression in common use in the substance use treatment literature. Not all mandated clients feel pressured to attend counselling; in some cases they may be highly motivated. Coercion, on the other hand, can be viewed as an annunciation of client perceptions and decision-making processes (Wild, 2006). The term “mandated” is therefore a broader expression and is primarily used throughout this study. “Coercion” is used in reference to the specific sense of being forced against one’s will. The focus of this thesis will be on clients serving a sentence with a community release consisting of day parole, full parole, or statutory release from Canadian federal penitentiaries. These clients may have been released with a condition to participate in community based substance abuse programmes. They may have been required to attend a programme as an intervention in lieu of a return to incarceration following a violation of a condition to remain abstinent from all intoxicants. Abstinence conditions are regularly imposed by the National Parole Board or other authorized person such as a parole supervisor. 

References to “treatment, counselling, and substance abuse programming” are used synonymously in this document. Although each of these terms has specific distinguishing meanings in other contexts, here they all refer to interventions undertaken for the purpose of assisting incarcerated and community released offenders with substance use issues. Similarly, the terms “counsellor, facilitator, and therapist” are used interchangeably. The term “ecological goals” appears throughout the discussion. Using this term distinguishes institutional goals, such as cascading to lower security or obtaining early parole, from ecological goals for a future life in the community.  A final note concerns primary use of the male pronoun. This bias is a result of the targeted study of male offenders in a federal prison and parole system. 

Common Factors 

In their so called “dodo bird verdict”, Luborsky, Singer, and Luborsky (1975) made their famous remark taken from Alice in Wonderland, “Everyone has won and all must have prizes”. This statement is recognition of a phenomenon that has since been subject to empirical study (Lambert & Barley, 2002; Project MATCH Research Group, 1997; Wampold et al., 1997); suggesting that therapeutic technique and methodologies are not the most important elements impacting therapeutic change. Rather, it is the therapist-client relationship, as well as what occurs outside of the therapy within the lived experience of a person, that can be viewed as critical. Furthermore, client-perceived relationship factors rather than the objectively rated perception consistently predict positive results (Asay & Lambert, 1999). In fact, Lambert (1992) cites 30% of improvement in psychotherapy patients as attributable to common factors. He determined the factors to include variables found in many therapies, independent of therapist orientation, such as empathy, acceptance, positive regard for the client, encouragement, and a host of other elements of effective counselling. While technique represents just a 15% contribution to client improvement, Lambert allocates 40% of the influence on therapeutic improvements to extratherapeutic change. Extratherapeutic factors are the capacities and qualities that the client brings to the therapy: such as ego strength, social support, determination, persistence, and his or her knowledge or intelligence. Lambert therefore attributes a full 70% of therapeutic outcome to the combined influence of common factors and client contributions. These two overarching elements of the therapeutic process can be conceptualized as the core of the relationship between the client and therapist.

That the relationship between counsellor and client in the struggle for client change is the principle element of the therapeutic process has been recognized by many in the field of psychology (e.g. Hubble, Duncan, & Miller, 1999; Luborsky, Crits-Christoph, Mintz, & Auerbach, 1988; Rogers, 1957). Clients clearly respond to relationship more than to technique. As evidence has accumulated that different psychotherapies produce similar results for client outcomes (Horvath & Luborsky, 1993; Project MATCH Research Group, 1997), attention on the pantheoretical elements and common factors of therapy has grown (Horvath & Bedi, 2002). Thus, the development of a therapeutic alliance has been cited as a vital part of all forms of therapy and has a determining influence on outcomes (Bachelor & Horvath, 1999; Norcross, 2002).  In fact, Horvath and Symonds’ (1991) own meta-analysis of the literature concludes that there is an effect size of .22 to .26, indicating a positive association for alliance with the variance of treatment outcomes (Horvath & Bedi, 2002).  Wampold (2001) also concludes that alliance, along with therapist variables, accounts for most of the systematic outcome variance in psychotherapy. It has become clear over time that the development of a strong therapeutic relationship is one of the key common factors in effective therapy. 

The proposal that common factors cross theoretical divides does not negate the application of different techniques in dissimilar circumstances. Clearly, some interventions will have practical value in relation to a variety of psychological conditions and client dispositions. This is an idea which can have significant influence in the criminal justice system when dealing with a heterogeneous population. For example, First Nations persons, over-represented within the Canadian penal system (La Prairie, 2002), benefit from the availability of specific traditional healing practices. Similarly, some clients may find a12 Step process to be highly beneficial, while others work well in didactic programmes. The stages of change model offers a structure within which targeted techniques and processes of change can be appropriately applied.  

Stages of Change Model

The stages of change model described by Prochaska and DiClemente (2005) is a basic element of a transtheoretical conceptualization. The model outlines a process of gradual movement through specific stages leading to therapeutic transformation. Prochaska and DiClemente propose that in the change process, whether through self-change or therapy, individuals progress towards increasing states of recovery. The five stages are precontemplation, contemplation, preparation, action, and maintenance. Movement through the stages is determined by ten processes of change. The processes are basic change principles that underlie the multiple coping strategies and activities that people use to modify their thinking or their behaviour. At the heart of the stages of change model lies the concept that effective interventions need to be aligned with the client’s current stage. By choosing processes of change that are a fit for the client’s place in the course of change, the helper can assist the client’s forward movement through the stages, leading hopefully to the eventual maintenance of recovery.  

A suggestion of this thesis is that clients for whom barriers exist to the formation of alliance can sometimes be appropriately viewed as being in a precontemplative stage of change. Precontemplative clients, as the title suggests, are not currently thinking about making changes in their behaviours. He or she may be ignorant of the extent of the problem that requires change or, alternatively, may simply be unwilling to make required changes. There is some evidence to suggest that clients in the precontemplation stage do, in fact, evaluate alliance less favourably than those at other stages of change (Rochlen, Rude, & Baron, 2005). It is possible that precontemplators have less effective and beneficial therapy outcomes as a result of the lower evaluations. However, current research has not clarified this association.

Counselling with precontemplative clients includes the adoption of therapies that reflect processes of change appropriate to the precontemplative stage, such as consciousness raising and self-re-evaluation. It is possible to presume that pre- contemplative clients who are mandated to substance abuse treatment or counselling may respond better to alliance based on a greater emphasis on the development of a bond facilitative of these change processes and therefore have more positive outcomes. While the empirical evidence is not yet available to confirm such a presumption, Rogers’ three core principles of empathy, congruence, and positive regard, could nevertheless be placed at the centre of a conceptualization of therapeutic interventions with mandated clients as the counsellor works towards raising awareness within the client. Additional core principles of understanding client values and enhancing personal vision may strengthen bond in this target group. Tasks consistent with this understanding can then be developed based on the individual’s goals. Both tasks and goals should be aligned with therapeutic presence and negotiated in a collaborative process. 

Motivation Theory 

Motivation is an important consideration to which we may now turn. Motivation to change is generally seen as a precursor to successful treatment (Day, Tucker, & Howells, 2004; Meier, Donmall, Barrowclough, McElduff, & Heller, 2005). Failure to evaluate drug-using behaviours, in other words denial of the extent of a problem prior to treatment, is likely to reduce favorable responses to treatment (Prochaska & DiClemente, 1986). However, it has also been shown that a positive therapeutic relationship can be a more effective predictor of such consequential behaviors as re-arrest in treated probationers than the pretreatment characteristics of those clients (Broome, Knight, Hiller, & Simpson, 1996). The implication is that people do not have to be motivated prior to treatment in order to become motivated to make changes. In fact, as many clients entering mandated treatment are precontemplative, by definition their motivation to change would be low or non-existent. It is therefore the task of the therapist to help increase intrinsic motivation, and that process begins with establishing a strong therapeutic bond: an alliance of wills directed towards behavioural change.

Creating the impetus for internal and intentional change can overcome the feeling within a client that he or she is under coercive pressure from forces outside of personal control. Without a sense of intrinsic motivation, clients will likely return to pre-change conditions when the coercion is removed (Prochaska & DiClemente, 2005). Intrinsic motivation is not easily induced in people, mandated or otherwise, particularly by the extrinsic process of coercion through threats of loss of liberty or other sanctions. Intrinsically motivated behaviours can be defined as “those that are freely engaged out of interest without the necessity of separable consequences” (Deci & Ryan, 2000, p.233). Thus the task of the counsellor working with mandated clients is to overcome a basic paradox of human behaviour: As extrinsic motivation increases, intrinsic motivation tends to decrease. In a study of extrinsic rewards, Deci (1975) suggested that people will feel controlled by the introduced extrinsic reward and, to the extent they feel lack of personal causality, less intrinsic motivation will develop. Furthermore, Deci and Ryan’s self-determination theory suggests that relatedness is associated with the development of intrinsic motivation. Thus developing a secure and warm connection with clients can be viewed as an essential element in inducing a transition from extrinsic to intrinsic motivation for change. 

Motivational Interviewing  

Miller & Rollnick (2002) point out that “motivation for change arises in an accepting, empowering atmosphere that makes it safe for the person to explore the possibly painful present in relation to what is wanted and valued” (p.12). Motivational Interviewing (MI) begins with, and remains consistent with, the ideal atmosphere for change. MI has been employed successfully in criminal justice situations (Ginsburg, Mann, Rotgers, & Weekes, 2002) and holds a promise of positive change in treatment process within the criminal justice system if widespread acceptance is achieved. Clearly, prisons are adversarial institutions, despite efforts to mitigate the situation. Even if the tension between correctional staff and inmates were to somehow dissolve, the prison culture established amongst the residents themselves often creates resistance to personal development and motivation for change. Nevertheless, MI, with its emphasis on creating intrinsic motivation for change, rolling with resistance, and highlighting ambivalence, provides a basis for working with mandated clients.  

Alliance, Values, and Vision

The recent trend in correctional programming in North America is to focus on cognitive programmes (Robinson, 1995; Hollin, 2001) that are themselves focused on tasks and goals. Work with substance abuse clients within the criminal justice system conforms to the model. Although forming an alliance with the client is still considered important in correctional programming, by taking this task oriented approach the pendulum has moved away from connection with the client towards setting learning goals and developing cognitive tasks. While alliance with the client is not absent in present correctional programmes’ theoretical formulations, it has perhaps become adjunctive to the skills-learning process at the heart of the cognitively-based formula. A focus on tasks and goals may not in itself be enough to ensure positive outcomes for therapy beyond a period of incarceration. 

In addition to a commitment to creating a therapeutic alliance with mandated clients, this thesis will propose that a missing element in correctional programming is the facilitation by programme helpers of the client’s development of a vision for his future beyond the present prison sentence and concurrent substance abuse programming. This vision must be based on personal values that also must have some connection to the ecological future in order to have a lasting impact on the substance use behaviours. Although the individual’s values can, and surely ought, be influenced by socially responsible values shared by the greater society, and amplifying such influence is a practical and valid part of programme delivery, vision comes out of the values that the individual has internally integrated or adopted. Development of an enhanced therapeutic alliance with the mandated client may well be critical to the person’s willingness to consider and accept the adoption and integration of alternate values. 

That few empirical studies have been directed to this population in terms of a therapeutic alliance does not mean there has been no work on mandated treatment outcomes. Wallace (2005) in fact discusses ways of working with this difficult client base. She acknowledges that clients in the parole system may in fact require special interventions “above and beyond the standard care…received in community-based addiction treatment” (p.49). This is particularly true in the initial phases of treatment. Wallace cites establishing a positive therapeutic relationship with the client as an important factor in working with mandated clients. When the mandated client is in the precontemplative stage of change, it is difficult to conclude that the agreement on goals for treatment, or treatment planning for tasks, could be effective without first and foremost establishing a positive therapeutic connection or bond. Such clients, while perhaps extrinsically motivated to engage in treatment by the coercion of predictable sanctions, may be better served by developing a bond as a basis for working together with a counsellor towards the acquisition of intrinsic motivation. Nevertheless, having a treatment plan in place that facilitates the client knowing exactly what to expect in treatment is clearly important


 There are in fact palpable barriers to the formation of a therapeutic relationship when working with mandated clients in the criminal justice system. The environment of prison populations is conflict oriented. Within the walls there is an “us against them” culture that remains evident in community based interventions with criminal justice clients following release on parole. In addition, an institutional programme agenda may not be aligned, or may actually conflict, with the individual’s own needs. Engaging clients who are likely to have had negative encounters within the prison system in a task oriented process may be difficult. Starting from an acknowledgement of points of mutual agreement (Tryon, 2002) can be helpful. Recognizing that one is working with people who are suspicious of the system, it follows that establishing alliance supersedes the development of institutional goals and programme tasks. Nevertheless, as illustrated in Figure1, there is interplay between the therapy goals and therapeutic tasks devised by 
[image: image1]
 Figure 1.  Therapeutic Alliance: As mediator between Institutional and Ecological Goals 

institutional programme creators and the establishment of a therapeutic alliance.

Development of a bond between the client and programme deliverer can be envisioned as a separate process that should, in my view, be created through the Rogerian principles of empathy, congruence, and positive regard.  

Forming a bond between the client and counsellor is seen is a critical element of the therapeutic alliance (Martin, Garske, & Davis, 2000). Although the alliance itself is a larger concept than bond, the viewpoint offered here is that the bond represents an important mediator, making the alliance an effective tool in the client’s acceptance of the therapy goal and therapeutic tasks. In this model (see Figure 1), bond is considered, along with empathy, congruence, and positive regard, as critical to the emergence of hope and positive values from the institutional therapy goals and the assigned tasks of mandated programmes. The development of hope and values can thus stimulate a personal vision of future effective living in the community.  


Therapeutic alliance has no real meaning if it does not offer hope to the client that the particular intervention undertaken will have some positive impact in his or her life, in particular on the expectancy of achieving life goals. Hope theory (Snyder, Michael, & Cheavens, 1999) proposes that pathways thinking and agency thinking are two components of how people conceptualize their goals. Snyder et al. describes a therapeutic relationship as one that fosters these two thinking processes, characterized by “I can do it” (agency) and “Here’s how I can do it” (pathway) thinking. These two elements, agency and pathway thinking, are not encouraged when the goals and tasks of therapy are not directly connected to the client’s own values. In fact, there is support for the notion that attainment of meaningful goals may precipitate change in the sense of well-being rather than vice versa (Brunstein, 1993). A meaningful goal could be defined as one that corresponds to the personal values of the individual. Nurturance of hope for the attainment of personal goals, based on individual values, is therefore an important task for the counsellor. Brunstein’s research also strengthens the common assumption that goals must be attainable, or a negative sense of well-being may emerge. 

Feldman & Snyder’s (2005) study of the correlation between hope and life meaning supports the idea that hope can be appropriately viewed as a component of the more expansive concept of life meaning. They conclude that a strong set of personal values can influence the ability to set goals, which in turn will contribute to the sense of meaning in one’s life. In Figure 1, the term “vision” is used as a close synonym with the use of “meaning” by Feldman & Snyder. Vision can be more readily personalized for the client, and this avoids using the more abstract concept “meaning of life”. Through the establishing of a strong therapeutic bond, directed towards the enhancement of hope and the commitment to development of more appropriate and functional personal values, the counsellor and the client can work together towards a vision of how life can change for the client as he moves back into society. 

Significance of the study


Criminogenic and clinical goals often coincide. Finding ways to reduce substance use by offenders can improve functioning and potentially moderate the incidence of criminal behaviour (McMurran, 2001). According to a survey of federal inmates conducted by the Correctional Service of Canada (1995) an astounding 40% of violent and 34% of non-violent offenders surveyed reported to illicit drug use while in prison. Approximately 11% and 8%, respectively, reported use of injection drugs. In federal penitentiaries in British Columbia the reported injection drug use was more than double the national rates at 23% (Small et al., 2005). Overall, it is clear that high levels of substance use are prevalent in the Canadian penitentiary system. Thus it remains imperative that we, as a society, find more effective ways of treatment for substance abuse within the prison system and the community-based counterparts. After all, the vast majority of inmates return to their communities. This study is in the end, though, an investigation of the relationship between service deliverers and those to whom a service is provided. It is about how to be a more effective helper for a population of persons challenged by life development and the circumstances of their existence: a population traditionally viewed as resistant to change. 

Concluding Remarks

As indicated at the outset, there are few empirical studies of the relationship between the therapeutic alliance and mandated clients. This thesis seeks to contribute a perspective to the currently limited literature specifically addressing the subject. Further empirical studies by the psychological community are clearly required, and it is hoped that this study will provide some future direction and impetus. The scope of this current study, however, does not permit a direct participation with the special and vulnerable incarcerated and conditional release populations. The lengthy process of achieving permission to research this client base is beyond the expectation of this thesis. The ideas and propositions, however, can be investigated through a process of discussion with collateral agents who have worked with this population for extensive periods of time. Their experience and knowledge can be utilized in the formulation of a theoretical approach to the questions raised in this introduction. With this in mind, a review of the theoretical and clinical approaches to the relationship between alliance and the mandated client will be followed by two research projects. The projects are recorded in chapter 3. Study A is a proposal for a grounded theory study outlining a methodic approach to the development of a theoretical understanding of alliance and the mandated substance abuse client. Study B presents a pilot study laying the groundwork for a future presentation. Chapter 4 summarizes the data collected for the pilot study. It concludes with a tentative theory of therapeutic alliance and mandated substance abuse clients grounded in the knowledge and experience of four research subjects. Chapter 5 hopefully takes us beyond a summary of the thesis: providing future possibilities for new ways of understanding, working with, and ultimately improving therapeutic outcomes for mandated clients.       

CHAPTER 2
A Review of the Alliance Literature

The current trend to more study of effective methods of working with mandated clients is driven by a perspective that treatment can reduce recidivism rates, have a rehabilitative function (Cooke & Philip, 2001), and lead to better outcomes for the individuals involved as well as for society as a whole. However, a literature review reveals that empirical studies on outcomes for mandated clients are somewhat limited in number. While the subject of the therapeutic alliance provides one of the most prolific areas of research in psychology, surprisingly little empirical work has been produced regarding the relationship of the therapeutic alliance and mandated clients. It is important to review the antecedent development of the alliance as a central construct of therapy in order to evaluate its overall efficacy in treatment. The consensus of the literature appears to support the effectiveness of developing a therapeutic alliance between therapist and client in the specific areas of substance abuse treatment retention and outcomes (Fiorentine, Nakashima, & Anglin, 1999; Simpson, Joe, Rowan-Szal, & Greener, 1995). This review will show that the literature is more equivocal regarding the questions posed by this thesis in respect to mandated treatment in a criminal justice setting. The chapter is divided into four major sections. First, a brief history of the alliance is offered as a context for discussion of the influence of therapeutic alliance on mandated substance abuse treatment outcomes.  Second, a review of the contemporary literature concerning the role of alliance in substance abuse therapy is conducted in some length. Third, empirical studies investigating the role of alliance in the treatment of mandated substance abuse clients in general, and coerced clients within the criminal justice system specifically, are summarized. Finally, methods of enhancing alliance as a common factor in therapeutic approaches to treatment of mandated clients are critically reviewed. 

The development of a strong therapeutic relationship has been identified as one of the key factors in effective therapy (Bachelor & Horvath, 1999). Emphasis on tasks and goals along with the bond between the therapist and client (Bordin, 1979) are viewed as key elements in the formation of a working therapeutic alliance. As noted in chapter 1, a premise of this paper is that, when working with mandated clients, alliance may be crucial to retention in, and outcomes for, treatment. However, it is the bond itself which is, in my view, of critical importance in counselling mandated clients. In addition, it is proposed that nurturing a sense of meaning and mission within the client while facilitating the adoption of a vision for a more effective future will help sustain the benefits gained in treatment. Further discussion of this aspect of recovery will be developed in chapter 5. If we accept that clients respond to relationship more than to technique (Hubble, Duncan, & Miller, 1999; Luborsky, Crits-Christoph, Mintz, & Auerbach, 1988; Rogers, 1957), then we can begin to understand the central position played by the formation of a bond with the client in the development of a therapeutic alliance. 
Empirical evidence is beginning to surface that indicates mandating to treatment may, in fact, lead to more positive treatment outcomes (Day, Tucker, & Howells, 2004; Gregoire & Burke, 2004) than found for voluntary treatment attendees. It must be said, though, that if the therapy only works in the presence of coercion, then society is not made safer when the coercion cannot be maintained outside of the treatment milieu. Of course, other factors present in the client’s post-release community may intervene to induce clients to perpetuate positive gains, such as changes in the client’s social situation that are seen as desirable and can be attributed to recovery. Thus for mandated treatment to have long term positive effects, which is, naturally, the function of treatment in the first place, clients must develop intrinsic motivation to maintain the beneficial gains, even though such gains may have emerged through the mechanism of coercion. 

Development of a strong bond between the therapist and the mandated substance abuse client is perhaps the key to sustaining long term benefits of treatment. Within the criminal justice system, distrust of agents of the system must be overcome. While the goal of establishing trust with clients can be reached within the prison system under optimal circumstances, community based programmes in partnership with correctional systems could more effectively overcome the distrust of offenders. The cost effectiveness of community programmes could therefore lead to greater availability of treatment. It is not difficult to conclude that better treatment translates into better outcomes for society. Effective treatment, however, does not occur without the involvement of the client. This can be accomplished through enhanced therapeutic alliance or through coercion. If the goal is to produce long term positive outcomes, then it follows that involvement through acceptance rather than through avoidance of negative consequences will be more likely to achieve the desired effect.  
A Brief History of Therapeutic Alliance

The concept of a working alliance between client and therapist has its roots in transference theory developed by Freud (1953/1912), an idea which was grounded in the relationship between the analyst and analysand.  Freud recognized that transference was a dynamic concept, observing that “it remains a mystery why in analysis the transference provides the strongest resistance to the cure, whereas in other forms of treatment we recognize it as the vehicle of the healing process, the necessary condition for success” (p. 314).  Freud outlined two separate aspects of transference, positive and negative, a concept that differs from the contemporary formulation of alliance, in which alliance is viewed in a wholly positive sense. In any event, Freud never actually used the term therapeutic alliance. An early use of the term is credited to Zetzel (1956) in her reference to the patient’s ability to use the healthy part of the ego to link up or join with the analyst to accomplish the therapeutic tasks.  

Zetzel argued that the therapeutic alliance is essential to an effective therapeutic intervention. The client must, however, possess the ability to form trusting relationships. If that ability is not present in the client, it is the task of the therapist to provide a supportive relationship “in the same way that a mother needs to provide the appropriate maternal environment to facilitate the development of a fundamental sense of trust” (Safran & Muran, 2000, p.8). The importance of the client and therapist establishing a working relationship is later echoed in Greenson’s (1967) notion of the real relationship. According to Greenson, the central concept of the alliance is the response of the client and the therapist to one and other: their “liking, trust, and respect for each other” (Safran & Muran, p.9). It was Greenson who first clearly distinguished between transference and the alliance. He saw transference as the therapist’s internal misperceptions and alliance as the patient’s realistic reactions to the treatment situation (Gaston, 1990). Greenson held that the balance of these two aspects of the therapeutic relationship required antithetical attitudes on the part of the therapist. He maintained that the therapist must “consistently frustrate the patient’s desire for neurotic gratification and reassurance” (p.388) and at the same time communicate commitment to his patient along with feelings of compassion, friendliness, warmth, and respect. These ideas are echoed in the development of the present argument. A culture of distrust may exist between mandated clients and agents of the system, an assumption backed by the research of Larivière and Robinson (1996), in which they found that 76% of Canadian federal correctional officers viewed punishment as a key correctional goal, while an empathic approach to offenders was demonstrated by only 23%. Building a relationship with a client in these circumstances requires the counsellor to overcome the suspicion and conflict inherent in the prison dynamic.  

Carl Rogers also made relationship a central ideal of therapy with his understanding of the sufficiency of empathy, congruence, and positive regard in the promotion of therapeutic change. Although he also did not use the term specifically, he viewed the alliance as therapeutic in and of itself. In addition, Rogers (1961) understood the therapeutic relationship to be facilitated by the counsellor’s attitude towards the client. He asked:

Can I meet this other individual as a person who is in process of becoming, or will I be bound by his past and by my past? If in my encounter with him, I am dealing with him as an immature child, an ignorant student, a neurotic personality, or a psychopath, each of these concepts of mine limits what he can be in the relationship. (p.55)

It is the therapist herself who creates the necessary conditions for the therapeutic encounter while maintaining unconditional positive regard for the client. Rogers, however, stated in a footnote to his 1957 paper, The Necessary and Sufficient Conditions of Therapeutic Personality Change, that “The phrase ‘unconditional positive regard’ may be an unfortunate one, since it sounds like an absolute, an all or nothing dispositional concept” (p.98). In fact, unconditional regard for the client can be, in Rogers’ view, sometimes positive regard and other times negative. It is a matter of degree in each therapeutic encounter. Nevertheless, most current empirical findings point to the client’s perception of the therapist as empathic, not the therapist’s actions, as correlating with outcomes (Horvath & Luborsky, 1993). Alliance as currently perceived is a collaboration between the therapist and counsellor, providing the safety of a warm and helpful relationship through which the client and the counsellor can work towards the “common foe of the client’s debilitating pain” (Horvath & Greenberg, 1994, p.1). The alliance, in this sense, is seen as a broader concept than empathy (Horvath & Bedi, 2002). Empathy, however, is involved as an integral aspect of alliance. It is, at least in part, through the expression of empathy that the therapist is able to create a deeper bond with the client.  

Development of a Therapeutic Bond  

Luborsky (1976) refocused the concept of the alliance on the bond with the therapist as the patient’s perceived helpfulness within the therapeutic relationship. He understood alliance as having two components. Helping alliance Type 1, evident early in the treatment, reflects the client’s experience of the therapist as supportive and helpful. Type 2 develops as the client and counsellor work together in a common effort directed at fulfillment of the treatment goals (Horvath & Luborsky, 1993). Similarly, Frieswyk et al. (1986) defined alliance as a collaboration of tasks. Thus, the concept of alliance began to emerge as interplay between a therapeutic bond and the establishment of collaborative goals.    

A theoretical formulation which brought the three emergent elements of the therapeutic alliance together was articulated by Bordin (1979). A therapeutic alliance is developed through three principle mechanisms: setting goals, agreeing on tasks, and development of a bond between therapist and client. Bordin proposed that “the working alliance between the person who seeks change and the one who offers to be a change agent is one of the keys, if not the key, to the change process” (p.52). Although Bordin sees the formation of bond as critical to establishing the therapeutic alliance, for him it is the interplay between the establishing of goals which must be mutually agreed upon and the development of tasks, a responsibility primarily of the therapist. 
In the Bordin formulation of the therapeutic alliance, bond is seen from a client viewpoint as including such aspects of relationship as liking, trust, and compatibility (Horvath & Greenberg, 1994). However, Bordin (1994) acknowledges that a viable working alliance is difficult to establish with clients who have limited capacities for forming strong relationships. He leads us to the conclusion that clients who are not able or willing to collaborate in the formation of viable treatment goals will have a difficult process in the development of a true therapeutic alliance. This lack of readiness is related to “the patient’s life and subculturally-conditioned norms for coping actions” (Bordin, 1979, p.256).  In my view, it is precisely this difficulty in the formation of an alliance on the part of some mandated clients, influenced by subcultural affiliations and personal values, that makes treatment of these clients so challenging.  

Bordin (1979) separates his idea of the alliance from other conceptualizations in grounding the commitment to goals and tasks in mutual sharing, liking, trust, and respect: in short, in the bond between client and therapist. He suggests that the alliance is a pre-requisite for all forms of psychotherapy (Safran & Muran, 2000), taking the alliance once and for all out of the specific realm of psychodynamic theory into a transtheoretical reformulation of the concept. The most important advancement brought about by Bordin, however, was that the goals and tasks of a therapeutic encounter were to be arrived at through negotiation. In this perspective of the interaction between two collaborating individuals, the values of the client rather than those of the therapist that are central to the establishment of the mutually agreed upon goals for therapy. 

It is in the concept of negotiation that we can begin to identify a possible source of difficulty in treatment within a criminal justice environment: Offenders are generally expected to accept the prevailing tasks, leading to sanctioned goals and an imposed vision of their personal future based on those goals. As Bordin (1979) points out: 

The patient’s readiness to accept a particular goal of treatment may turn out to be intimately linked to capacities or dispositions, which in turn are related to how easy it is for him to collaborate in the particular mode of treatment directed toward that goal. (p.256) 

The subcultural milieu within which offenders operate will most likely influence the goals that each person will find meaningful to them and therefore determine the tasks in which he or she will engage in a manner likely to engender long term success. Internal or external pressure to maintain those subcultural values is, in my opinion, likely to elicit resistance to change in the absence of a meaningful therapeutic relationship. Agreement on goals and negotiation of tasks may be a critical element of working with mandated clients. However, establishing such agreements may well hinge upon the development of a bond between the therapist and client.  

Alliance as Therapy


Frieswyk et al. (1986) took a different approach than Bordin. To Frieswyk, alliance should be separated out as an individual therapeutic process distinct from transference and rapport or the ability of the therapist to communicate liking. Both transference and rapport, along with technique, are seen as aspects of the therapist. However, Gaston (1990) considers that Frieswyk and Bordin’s positions are complimentary and, similar to Luborsky’s thinking, he argues for two constructs: the therapeutic and working alliance. The therapeutic alliance includes the affective aspects of a collaborative relationship, while the working alliance represents the collaboration on tasks. While Frieswyk’s ideas of alliance as including only the client’s collaborative efforts with the therapist are not shared by most researchers in this area, she nevertheless makes an important contribution to the field: Observing the levels of client engagement with the therapist can provide an important barometer to the progress of the client towards the goals of therapy. A second important contribution of this theoretical position is the notion that the development of an alliance is a therapeutic achievement in and of itself. According to Frieswyk, the alliance improves the quality of interpersonal relationships outside of and beyond the therapeutic relationship.  


The measurement of the association between alliance and therapy outcomes is somewhat hampered by the lack of consensus on precise definitions (Horvath & Bedi, 2002). However, despite these differences, many authors agree that there is an association. Measurements of therapeutic relationship correlate more highly with outcomes than do therapeutic techniques (Lambert & Barley, 2002). Horvath and Symonds’ (1991) own meta-analysis of the literature concludes that there is an effect size of .22 to .26, indicating a positive association for alliance and the variance of treatment outcomes.  Wampold (2001) also concludes that alliance, along with therapist variables, accounts for most of the systematic outcome variance in psychotherapy. It has become clear over time that the development of a strong therapeutic relationship is one of the key factors in effective therapy, and this effect is seen across therapeutic domains. 

Research has, in fact, consistently found a positive relationship between therapeutic alliance and therapy outcomes (Gaston, 1990; Horvath & Bedi, 2002). In a meta-analytic review, Symonds, Martin, Garske, & Davis (2000) clearly support the early findings of a direct association, leading these researchers to note that “if a proper alliance is established between a patient and therapist, the patient will experience the relationship as therapeutic, regardless of other psychological interventions” (P.9). It is the client’s perception of the therapeutic alliance which is most predictive of positive therapeutic outcomes (Horvath, 2000). On this note we can begin a review of the literature related to substance use outcome and retention in treatment studies. 

Therapeutic Alliance and Substance Abuse Treatment Outcomes


Analysis of the Project MATCH data by Connors, DiClemente, Carrol, Longabaugh, & Donovan (1997) found that there was a consistent indication among outpatients that the therapeutic relationship is “an important contributor to treatment participation and drinking outcomes” (p 595).  This same analysis found that aftercare client ratings of alliance did not significantly predict drinking outcomes. However, the researchers considered that several factors may have skewed the data including the fact that aftercare clients could have been preselected for compliance or motivation. In spite of the findings of this study in respect to the predictive capacity of alliance, both aftercare and outpatient clients had similar rates of treatment participation. The quality and breadth of treatment have been proposed as critical factors in the provision of effective services for substance abusers (Simpson & Brown, 1997). Three factors which impact upon drug treatment outcomes are 1) retention in treatment, 2) early therapeutic engagement and, 3) client motivation and readiness for treatment.  A review of the alliance literature by Meier, Barrowclough, & Donmall (2005) indicates that early therapeutic alliance is a consistent predictor of both engagement and retention in substance abuse treatment.   
Retention in Treatment 

Length of stay in treatment has been a predictor of successful outcomes for drug and alcohol treatment (Hubbard, Craddock, Flynn, Anderson, & Etheridge, 1997; Simpson, Joe, Rowan-Szal, & Greener, 1995). While in many of the studies there are methodological difficulties related to diversity of treatment lengths and a multiplicity of interventions across treatment programmes, time spent in treatment is generally seen to be positively correlated to favorable behavioural change, including reduced substance use (Simpson, et al.). Using data from representative community treatment programmes, the Drug Abuse Treatment Outcome Studies (DATOS) found that clients who stayed in long term treatment programmes for three months or longer had better outcomes in key dimensions of behavioural functioning than programme dropouts (Simpson, Joe, & Brown, 1997). That study also showed that clients in outpatient methadone treatment who remained for a year or more showed significantly less drug use over the one year follow-up period. Furthermore, patients who remain in methadone maintenance programmes for a year or longer are five times more likely to have better one year follow-up outcomes (Simpson, Dansereau, & Joe, 1997). Thus, it may be that mandating clients to longer treatment regimens could lead to better outcomes. Clearly, there is always an opportunity within the criminal justice system to create longer term treatment programmes. 

A reciprocal association between positive therapeutic relationships and longer retention in treatment has also been demonstrated (Simpson, Joe, Rowan-Szal, & Greener, 1997). This reciprocal effect suggests that improvements in treatment outcomes can be amplified by the development of stronger therapeutic relationships that lead to longer retention in the therapy. This is particularly true when the therapeutic alliance is formed in the early weeks of the treatment, preferably within the first three sessions (Horvath & Greenberg, 1994). Establishing a working relationship with mandated clients early in the process is therefore of critical importance, which would also argue for treatment to proceed early in incarceration before clients fully develop prison based cultural attitudes that could have a dampening effect on the establishment of therapeutic relationships later in the sentence. 

Engagement in Therapy 


While length of treatment can be easily manipulated in mandated clients by increasing extrinsic motivation through incentives and disincentives, ensuring engagement in treatment is much more problematic. While engagement may be significant to successful outcomes, it remains a more difficult concept to define and to measure. Fiorentine, Nakashima, and Anglin (1999), for example, define engagement as a combination of both intensity and duration of treatment participation. For Fiorentine et al., engaged clients are those who participate frequently in counselling and stay in treatment for a relatively long time. Thus, one widely accepted measure of engagement is how often a client misses appointments. In addition, behavioural measures such as remaining abstinent or free from criminality during treatment are often included in the concept of engagement. A further indicator of treatment engagement can be based on an assessment of the client’s in-programme progress on content issues. This would involve subjective assessment of the comprehension of concepts and ideas. Finally, mutual ratings of the counsellor and client relationship are an effective measurement of clinical engagement. Thus, there is no clear consensus on the definition of treatment engagement. 
 Fiorentine et al. makes the point that what the client brings into treatment is less important that what he discovers when he arrives in treatment. Clients who find treatment to be helpful to them in addressing real difficulties in their lives, aligned at least in some measure with their personal values and life-goals, may be more willing to engage in treatment. Mandated clients who successfully engage in treatment may do so believing that the process will address their problems. Conversely, those who feel treatment will have no positive effect or even a detrimental one may attend for extrinsic reward but not fully engage in the treatment process, a situation reminiscent of the old saw ‘you can lead a horse to water, but you cannot make him drink’.     


Engagement of clients in the treatment process has been found to predict positive outcomes more successfully than other client factors (Simpson et al., 1995). However, as noted, most studies are limited by defining of engagement primarily in terms of missed sessions. In considering the engagement of mandated clients in particular, such a conceptualization is insufficient, because mandated clients are more likely to attend due to extrinsic motivators. This is particularly pertinent in a closed system such as prison or paroled release, where lack of attendance can be significantly consequential. Dearing, Barrick, Dermen, & Walitzer (2005) have studied the concept of treatment satisfaction as a dynamic interaction between client expectations regarding treatment and the actual experience of the treatment. In their study, higher levels of satisfaction were associated with longer duration of in-patient substance abuse treatment and, significantly, the range and quantity of services accessed by outpatient clients. Their study suggests that clients who are more satisfied with their treatment processes are more likely to stay and while there more fully engage in the treatment. 
Therapeutic alliance appears to play a role in the correlation between engagement and outcomes. Although more research studies need to be conducted on this correlation, three (Connors et al., 1997; Fiorentine et al.; Simpson & Brown, 1997) have reported that good therapeutic relationships are positively associated with treatment engagement. It is, of course, not surprising that a correlation would be found in mandated treatment studies when engagement is primarily defined by duration of treatment. I would argue that client engagement, when viewed as the level of active participation in treatment, is not only important but particularly difficult to achieve when dealing with mandated clients. It is in this respect that therapeutic alliance can be understood to be critical to the development of motivation to actively engage in treatment in a way that the client perceives to be beneficial to his or her own treatment outcome.  

Motivation   


Deci and Ryan (2000) suggest that people are motivated by the need for autonomy, competence, and relatedness. In their view, social context supports the need to maintain and enhance intrinsic motivation as well as facilitating the internalization of extrinsic motivation. Extrinsic motivation has been found to have a detrimental effect on long term behaviours (Curry & Wagner, 1990; Deci & Ryan, 1985).  In their study of smoking cessation, Curry and Wagner conclude that those who are successful quitters distinguish between intrinsic and extrinsic motivation. External pressure to enter into treatment has also been implicated as a negative predictor of alliance (Meier, Donmall, Barrowclough, McElduff, & Heller, 2005). Clients who felt pressured to seek treatment reported lower levels of alliance than did clients who entered without a sense of extrinsic pressure. Treatment readiness, on the other hand, was found to be the most salient predictor of forming positive therapeutic relationships. While the authors caution that their study is limited in generalizability to residential clients with severe addictions, they nevertheless point to the critical role of motivation in the establishment of a working therapeutic relationship. This is important because motivation can be amenable to change through counselling.   

Clients mandated to treatment through the criminal justice system usually, though not always, begin treatment motivated extrinsically by such rewards as early conditional release or reductions in security level. However, becoming aware of the harmful consequences of the addiction on their lives or on the lives of their families does increase intrinsic motivation as measured by compliance with institutional and treatment rules and regulations (Sung, Belenko, Feng, & Tabachnick, 2004). Wild (2006), on the other hand, distinguishes between the social pressure of family and community collateral contacts and either social control or coercion by the state or other mandating agencies. He posits the idea that programmes based on coercion should be rejected not only because there are fundamental ethical question regarding autonomy of clients, but also because coercion tactics contradict a principle of self determination theory: Intrinsic motivation is undermined when social contexts create the perception for clients of being controlled or coerced (Deci & Ryan, 2002). 

In their primary regression analyses of Project MATCH data, Ilgen et al. (2006) conclude that forming a therapeutic alliance with low motivation clients predicts better drinking outcomes at the 6-month and 1 year follow-up than found in higher motivated clients. Although they caution that their findings are preliminary and should be further investigated, they suggest that the quality of the relationship is indeed salient in respect to low motivation clients in particular. These researchers call for the further understanding of those aspects of treatment which may be more beneficial for these clients. It must be noted, however, that the direction of correlation between therapeutic alliance and motivation is not well understood. For example, Meier, Donmall, et al. (2005) found that clients who had better motivation levels were more likely to develop good alliances with their counsellors. I would suggest that the direction of correlation is not highly significant if there is a positive association raising the level of one and increasing the level of the other. In a reciprocal process, motivated clients may view the therapeutic relationship more positively (Meier, Donmall, et al.), but counsellors can also use interventions such as Motivational Interviewing to increase intrinsic motivation to engage in therapy and strengthen the client’s commitment to change (Miller & Rollnick, 2002). 
Treatment Coercion in the Criminal Justice System 
Recent U.S studies suggest that clients who are coerced into substance abuse treatment may benefit equally or more than those who enter voluntarily (Brecht, Anblin, & Jung-Chi, 1993; Day et al., 2004). The empirical evidence, on which this suggestion is based, however, is not without criticism (Wild, 2006). Wild, a Canadian scholar, suggests that iatrogenic effects may be causing a bias in the interpretation of many of the studies he has reviewed. Research in other non-U.S. jurisdictions is also cautious of outcomes for coerced clients (Stevens et al., 2005). Wild makes a forceful argument that clients who are coerced by agents such as courts, probation, or parole services are not, by virtue of some inherent disposition, less entitled to the accepted ethical standards of a therapist/client relationship. He questions why clients mandated through the criminal justice system are unable to exercise informed consent available to voluntary clients. While this raises important issues in respect to the ethics and efficacy of coercion as a treatment tool, these issues are beyond the scope of this study. I do, however, concur with Wild that, overall, the extant empirical studies of mandated substance abuse treatment suffer from methodological deficiencies related particularly to the issue of defining the terms “engagement” and “outcomes”.  Such difficulties must be overcome in order to engender confidence in future research studies.  

Wild’s voice is joined by others in criticism of the efficacy of using coercion in substance use treatment. Meissner (2007) sees the concept of personal autonomy and freedom as critical to the formation of a therapeutic alliance, and therefore the absence of these characteristics creates a barrier to alliance with mandated clients. Meissner argues that the alliance, although not impossible in forensic work, is compromised and cannot be compared to alliance under normal circumstances. There is, he argues, a lack of confidentiality in the face of the possibility of court orders and demands for information by criminal justice agents whose interests and mandate is public safety and security.  
Meissner expresses the opinion that: 

Freedom is an essential ingredient in the patient’s participation in the analytic process as well as a core component of the therapeutic alliance. Only if the patient freely chooses to enter the analytic process and willingly engages in it, there is no possibility of a sound therapeutic alliance or meaningful therapeutic work. ( p.235)   
 Meissner (2007) regards coercion as countertherapeutic, representing a barrier to the development of any alliance with the client as the term alliance is generally understood. He argues that the interests of society transcend the good of the client in forensic work and that therefore “at best only some aspects of an alliance are operative and only for purposes of evaluation” (p245). I do not share Meissner’s pessimistic view of the role of alliance in mandate client therapy as wholly unlike that in voluntary counselling. I do, however, recognize that mandated clients present a challenge for establishing an alliance. I would also argue that the interest of society is well served when the recovery of incarcerated clients is given a high priority. While there certainly are barriers posed by mandates, such barriers should be considered sufficient cause to work towards the development of more effective means of increasing therapeutic alliance rather than insurmountable obstacles to the process.

Both from an individual client as well as a societal point of view, improving rates of successful outcomes for mandated clients in order to reduce recidivism and substance use related offending is clearly a benefit. At the same time, treatment mitigates the negative impacts of addiction on the offender. Coercion from mandating agencies, after all, has been shown to bring clients into and keep clients in treatment (Day, et al., 2004; Feazell, Mayers, & Deschner, 1984). Coerced clients who are also resistant to treatment may then reduce their using over time in response to effective treatment. This is particularly true if the offender, given a clear set of choices and consequences, is convinced that he or she has some input into acceptance and engagement in the treatment process. Regardless of the arguments for and against coercion, clients will continue to be mandated to treatment, likely in ever greater numbers. It is therefore incumbent on the justice system to improve treatment outcomes. It is also, in my opinion, incumbent upon counsellors who act as therapeutic agents or community contractors to the justice system to improve their ability in raising levels of intrinsic motivation in their clients, regardless of the referral source.  

All mandated clients in the criminal justice system do not, of course, consider themselves to be coerced into treatment. The referral source is not necessarily indicative of the level to which a given individual feels pressure to attend (Wild, Newton-Taylor, & Alletto, 1998). The individual’s perception of the coercion has been proposed as a more accurate determinant of his or her approach to treatment (Day et al., 2004). Day nevertheless concedes that coercing individuals into treatment will not necessarily create poorer outcomes. In this sense, Day et al. is in agreement with others in the field that mandating clients into treatment can be of a benefit as over time treatment may reduce resistance. However, he offers that this approach can only lead to positive results if the treatment is delivered in a manner which responds to the specific needs of the individual. This point of view has two implications. The first is that criminal offenders, as a heterogeneous group, require treatment which is not designed for universal implementation throughout a homogenous population. The second implication is that, assuming some offenders will be resistant to any treatment regimen, mandating must include measures which increase intrinsic motivation to remain in treatment and while there to engage meaningfully. The establishment of a strong therapeutic alliance with mandated clients is, to my mind, a prerequisite to addressing both of these implications. 

Summary of the Literature Review 



A review of the literature on the role of a therapeutic alliance in psychotherapy treatment reveals strong opinion that the alliance is an important variable in determining outcomes. There also appears to be some acceptance in the contemporary literature of the Bordin formulation of the alliance with two decades of research supporting the hypothesis (Goldfried, Castonguay & Safran, 1992; Horvath, 1994; Lambert & Barley, 2002; Miller, Duncan & Hubble, 2005). Bordin proposed an amalgamation of an agreement on goals and the therapeutic tasks as well as the establishment of a working bond between the therapist and the client. This tripartite formulation of the therapeutic alliance is apparent in contemporary conceptualizations (Lambert & Barley) and forms the basis of Horvath and Bedi’s (2002) working definition of alliance, which those researchers see as consistent with an emerging clinical consensus. 

In chapter 3 of this work I will be placing an emphasis on the bond as a critical ingredient in working with mandated clients. As Horvath and Luborsky (1993) point out, the client’s perception of the counsellor as being empathic has been closely correlated with outcomes. The literature also indicates a development towards a consensus which implies that a therapeutic alliance is an important factor in retention and engagement in substance abuse therapy. Along with retention and engagement, readiness and motivation for treatment have been associated with positive treatment outcomes. However, a review of the literature also reveals that a true consensus of opinion is far from established, and the common ground for many of the contributors is a call for further research. 

Moving on


Chapter 3 will focus on enunciating a framework for working with mandated substance abuse clients in the criminal justice system. However, given that working directly with this special and vulnerable client base requires a lengthy process (beyond the time limits imposed upon the current project) and involves permission from federal authorities, a theoretical model of proposed strategic engagement will be undertaken. The framework will bring together and build upon existing approaches to engagement with the particular client base. DiClemente (2003), for example, suggests that the stages of change model can be used effectively with mandated clients. He points out that most interventions in use with criminal justice clients are action-oriented and not always stage-appropriate for the target base. Motivational Interviewing (Miller & Rollnick, 2002), with its emphasis on expression of empathy, development of discrepancy, rolling with resistance, and supporting self efficacy, provides a methodological process for working with resistant clients. MI has also been adapted to criminal justice settings (Ginsburg, Mann, Rotgers, &Weekes, 2002) and therefore provides a source of appropriate and useful methodology.  


A principle evoked by Moos (2003) is that treatment settings and counsellors should establish a therapeutic alliance and be oriented toward personal growth goals. He goes on to suggest that treatment programmes should be moderately structured to promote positive outcomes. In keeping with Moos’ ideas, the next chapter will presuppose alliance as therapeutic in and of itself. However, alliance will not be presumed to be sufficient for treatment. Wallace (2005) suggests a menu of recommended options for working with mandated clients, including relapse prevention, cognitive-behavioral therapy, and social-skills training. Such menu items can often be found in current criminal justice settings. As well, Wallace recommends the inclusion of twelve-step facilitation in the menu in order to establish social connection and support in a pro-social context. In this paper I am proposing the therapeutic alliance as laying the groundwork for more effective therapeutic interventions, regardless of their theoretical perspective.  


What appears to receive little emphasis in the literature on treatment of substance abuse in general, and mandated substance abuse clients specifically, is a recognition that clients presently live in and will most often be released into a personal cultural milieu which can regard substance use as normalized behaviour. Friends and family can sometimes unfortunately support a return to drug use and the criminal lifestyle. Incarcerated persons in the prison environment also reinforce their beliefs and values based on the prevailing notions within that culture. It is not enough, or perhaps even an unlikely possibility, to simply change the individual’s cultural values. The literature seems to lead to the conclusion that a therapeutic alliance is a valuable tool in moving people towards thoughts, beliefs, and behaviours that provide a basis for a more functional existence. The overarching goal of programming, therapy, and counselling should therefore be to facilitate personal growth and change. 

If we begin our work with mandated clients from where the person is, in terms of their values and vision for their lives, and form an alliance or partnership for change based on an understanding of the person himself, then we can assist in the process of moving forward in recovery. Imposing other values on the person without regard for, or understanding of, his or her culture will not encourage lasting change. Rather, it will substitute temporary extrinsically motivated change in exchange for a short term reward. This is not to suggest unconditional regard for, and acceptance of, negative values. People are often in jail because their values and vision are distorted from prosocial values and a socially acceptable vision of life. Forming an alliance must nevertheless start from a place of understanding and follow with aiding the development of intrinsic motivation for change. The next chapter will begin the development of a theory based on that basic premise.  

CHAPTER 3
         Toward a Grounded Theory

The idea of developing a therapeutic alliance with substance abuse clients mandated to treatment within the criminal justice system is based on two propositions. First, forming a therapeutic bond with a client improves therapy outcomes. Second, mandated clients in substance abuse treatment will benefit to a greater degree than non-mandates by the establishment of a bond with a therapist or programme facilitator. A literature review appears to support the former proposition. However, the literature is not at all clear all in respect to the latter. The development of a strong therapeutic relationship has been identified as an important common factor in therapy outcomes (Bachelor & Horvath, 1999). In the specific area of substance abuse treatment, an alliance between client and facilitator improves treatment retention and outcomes (Simpson, Joe, Rowan-Szal, & Greener, 1995). In addition, there appears to be some evidence that mandating to substance use treatment may lead to more positive treatment outcomes (Day, Tucker, & Howells, 2004). A review of the therapeutic alliance literature, however, leaves questions regarding mandated clients in the criminal justice system with unsatisfactory resolutions. The hope for this chapter is to open the scope of the debate by presenting two grounded theory studies, proposed and pilot, into the relationship between therapeutic alliance and mandated clients.  

Much research into mandated substance use treatment focuses on efficacy. Research, particularly from the U.S., supports the effectiveness of mandated treatment (Gendreau, 1996; Wallace, 2005). Two outcomes emerge from a Goldsmith and Latessa (2001) review of four major studies: The length of time in treatment is related to efficacy, and treatment is more likely to be effective the longer the client remains in treatment. Summaries of international literature reviews are less ebullient. One overview concluded that coerced treatment “does not inevitably produce worse outcomes than voluntary treatment” (Stevens, et al. 2005, p.275). During the 1970’s & 80’s, a ‘nothing works’ philosophy to correctional substance use treatment was prevalent (Field, 2002). The last several decades, however, have seen a resurgence of treatment. In recent times there has been a rise in the use of criminal justice system mandates to treatment both in the US, which has an eighty year history of coerced treatment, and also in other western countries ( Klag, O’Callaghan, & Creed, 2005; Wallace). Thus it is clearly a question of some import whether mandated treatment works. If we presume a continued if not increased use of mandating clients in the criminal justice system, as seems a likely projection, then we need to improve our understanding of the treatment process. Any advancement in treatment outcomes for a population for whom substance use is a major criminogenic factor would serve society well. Explicating the role of the therapeutic alliance in the furtherance of enhanced treatment outcomes for criminal justice system mandated clients could move this process forward. 

Development of a theoretical framework for understanding the impact of alliance on the offender populations mandated to substance use treatment will require in-depth research. Inadequate research designs, ambiguity of terms, and confounding variables have all hampered quantitative research into the correlation between alliance and treatment outcomes. Missing within the research is an over-all theoretical perspective of the phenomena. The cart, it seems, is ahead of the proverbial horse. A project to illuminate the way forward should be informed by two perspectives of alliance and mandating: those of the purveyors and of the consumers of substance use treatment. While a balance of perspectives from both the programme deliverers and those they serve is important to the eventual formulation of a working theory, those who deliver services to offenders in the community can nevertheless provide valuable insight into the application of therapeutic alliance.                  


One of the current methodologies gaining some measure of acceptance within the criminal justice system is motivational interviewing (MI) (Miller & Rollnick, 2002). MI offers an evidence based approach to working with resistant clients. This is a methodology that can be applied to many clients who are ambivalent towards change. The theoretical under-pinning of MI is Self-Determination Theory (SDT) (Deci & Ryan, 2000), which holds that motivation is driven by an innate need for competence, autonomy, and relatedness. In their discussion of motivational interviewing with criminal justice populations, Ginsburg, Mann, Rotgers, and Weekes (2002) establish the principles of SDT within the context of MI. The method supports relatedness through empathy; the client’s need for autonomy is recognized through a consideration of his or her values and beliefs. While MI represents a leap forward from the confrontational style often associated with working with criminal justice substance abuse clients, it does not, in my view, fully incorporate the concept of therapeutic alliance as the foundation of client/counsellor interaction in a mandated treatment context. It is a sense of alliance as the lynch-pin of therapeutic process that seems to be missing from even this, a most promising methodology in the criminal justice treatment field.

 Self-determination theory likewise does not adequately account for the confusing empirical findings that mandated clients may have equal or sometimes better outcomes than non-mandated. According to motivation theory, people choose behaviours that will lead them to desired goals (Deci, 1975). However, SDT theory also stipulates that external regulation undermines intrinsic motivation and that externally regulated behaviours do not persist following the withdrawal of contingencies. On the other hand, intrinsic motivation, according to Deci and Ryan (2000), involves engagement in tasks that people find to be interesting. It is not the purpose here to argue against these premises of motivation theory, but rather to point out that the theory should predict behaviour outcomes in mandated clients with more certainty. As neither MI nor SDT, two major motivation theories, adequately addresses the issue of mandated substance abuse clients, it is clear that further empirical study of this socially important matter needs to be based on a theory that accounts for the ambiguous findings in the research literature. 

In designing a study that will provide a new theoretical perspective, an obstacle emerged. Working with the special and vulnerable client base, offenders incarcerated in the federal penitentiary system, would require time and resources not available for this writing. Federal prison regulations call for a protracted process in order to receive permission to complete research with inmates or those conditionally released into the community. This presentation is therefore divided into two sections. The first part (Study A) is a call for an invigorated research into the role of alliance and mandated clients. It is a proposed study that is intended to ground a theoretical understanding of therapeutic alliance and mandated treatment in the experience of the clients themselves, as well as in work that is being done by counselors and programme deliverers within the justice system. Study A is a basic plan for an advanced project that could be undertaken at a level involving a large research team over several years and would include working directly with an offender population. The second part of this paper, Study B, is a preliminary grounded theory study undertaken for the purpose of piloting the more advanced work proposed in Study A. Study B is based on interviews with four criminal justice programme deliverers. Their collective ideas provide the concepts and categories that illustrate the potential for the proposed study and represent the groundwork for an emerging theory. 

Study A: The Proposal

The absence of a clear theoretical basis for understanding the relationship between alliance and substance use treatment outcomes within the criminal justice system calls for the development of a new explanatory theory. Such a theory can be formulated through a grounded approach, which may then be used to explain the relationship between therapeutic alliance and mandated clients as well as providing a framework for action, a process described by Strauss & Corbin (1990). Grounded theory research is a qualitative method that was originally proposed by Glaser and Strauss (1967). It is a scientific process, a creative means of theory development that relies on setting aside prior assumptions and finding patterns of order that can then replace or confirm those assumptions. In fact, the hypotheses and concepts that form the basis of the discovered theory emerge not only from the data but are related directly to the data (Glaser & Strauss) and need to fit within the phenomenological framework that the data imposes. This means that the proposed study must not merely generate theory, but should also be relevant, predictive, and explanatory. A substantive theory can be arrived at through the generation of conceptual categories and their properties. Hypotheses regarding these categories and properties can then be considered, leading to the eventual conceptual- ization of a formal theory. Theoretical integration into the data in order to verify its application to the data set is best accomplished when the theory emerges in the process in the same way the concepts emerge naturally from the data (Glaser & Straus).  

The grounded theory method has been chosen for the preliminary study because logico-deductive theories have not been able to overcome the methodological limitations of quantitative analysis. The question of whether forming an alliance with mandated clients is more critical to outcomes than with treatment mandates remains unanswered to the satisfaction of many. Research has not fully resolved whether or not mandated clients have better outcomes than non-mandated. This study, then, is proposed in the spirit of Glaser and Strauss (1967): Data from qualitative research can generate a theoretical understanding of the phenomenon under study. Follow-up quantitative research can be utilized to provide verification of the theory.       

Proposed Method


Comparative analysis will be employed in order to establish the generality of the facts. Does forming an alliance with clients mandated to participate in a programme improve the success of the programme? Do clients for whom an alliance is perceived to develop with a programme facilitator find themselves more motivated to continue in the programme and to seek benefit in the programme? The facts uncovered by these kinds of questions asked of one participant can be compared to other facts from the responses of another. This process, sometimes likened to the work of a detective, will generate properties and categories of the concepts arising from the data. A full grounded theory study of this subject will require that the researcher gets to know his or her participants over time. Following the transcription of taped interviews, memos will be written, weaving the stories of each participant into the overall process. These stories will also be part of the systematic understanding of the collected data. 

Proposed participants. One of the hallmarks of a grounded theory study is that participants are not necessarily a random sample. It is also not essential to the process that a large number of participants be recruited into the study (Silverman, 2000). Each participant can offer information leading to the selection of further candidates for interview. Two distinct populations, offenders and staff, will provide the participants in the study. First, correctional substance abuse programme deliverers and programme staff under contract to provide community based programmes will be approached to engage in discussions with a researcher regarding the relationship between a therapeutic alliance and the staff member’s perceived interactions, effective or otherwise, with his or her clients. Second, incarcerated offenders who presently are, or have recently been, in substance abuse programmes will be asked to participate. A subpopulation of offenders conditionally released into the community will also be recruited for the study. However, as grounded theory research proposes that participants themselves guide the emergence of further responders, other groups may be included. One such group suggested by a participant in Study B is management, a group that effects the delivery and content of substance use programmes through the allocation of resources as well as the choice of programmes available to staff and clients. 

Study A participants will be drawn from two justice system populations. One group will work for, or be contracted to, federal corrections. The other will consist of persons incarcerated within a federal correctional system or serving a federal sentence in the community. The reason for an exclusion of other correctional systems is that the federal jurisdiction provides comprehensive programmes for substance abuse which are accredited for consistency within a primarily cognitive-oriented theoretical model. This will ensure that each of the participant’s viewpoints will be reflective of the same over-all process. In addition, inclusiveness must be considered in the selection of participants, making the study as reflective of the diverse offender and helper populations as possible. 

Axial coding. Open coding consists of taking apart the data and identifying categories as well as their properties and dimensions (Straus & Corbin, 1990). Certainly, the proposed study will begin with open coding, and the identification of categories will continue throughout the interview process as new data adds to the categorical structure. A distinguishing feature of Study A, however, is that it will alternately employ axial coding, restructuring the data to reveal connections between categories and their subcategories. Axial coding can help to uncover causal conditions that precede the emergence of an identified phenomenon in what Strauss (1993) referred to as a sedimentation process, the discovery of significant relationships buried in everyday routines. One of the goals of Study A will be to find the context within which those causal conditions occur. The study will seek to illuminate the nature of a relationship and how optimum connections between the helper and client can lead to better outcomes for mandated treatment. While Study B will primarily use open coding, it should nevertheless provide an exposition of the foundations on which the proposed Study A will rest, as will be discussed further in chapter 4.     
 


Study B:  Preliminary Process

A preliminary step towards a full grounded theory study, Study B outlines the steps that can be undertaken to reach a deeper understanding of the relationship between therapeutic alliance and mandated substance abuse clients.  It must, however, be stated at the outset that one of the limitations of this particular preliminary study is in its genesis within a framework: the preconceived notions and hypotheses of the preceding chapters. Theoretical assumptions that form the basis of this thesis include the notion that alliance does in fact create a bond upon which a relationship can be established. The bond will lead to better outcomes for mandated clients. Furthermore, forming an alliance is of particularly critical importance in overcoming the resistance of these clients. These unproven assumptions will form the premises from which the study begins. This limitation not withstanding, the preliminary study adheres as closely as possible to the hallmark principles of grounded theory research, such as attending to the observed world of the respondent and allowing a theory to emerge. Proposed future research, including the study considered in this paper, would begin with the generation of data and a subsequent development of a substantial theory directly from the analysis of that data.   

Method 


The study began with voice recorded interviews of one hour duration with each of the participants. The interviews were opened with an introduction consisting of a brief, current definition of therapeutic alliance: an agreement on goals, formation of a bond, and establishment of tasks for therapy (Bordin, 1994). This statement provided a structured opening from which the rest of the interview could proceed, giving each participant a framework within which to initiate discussion. The discussions were otherwise unstructured. However, in keeping with the process of grounded theory research, concepts arising in earlier interviews are brought into subsequent interviews as topics of discussion. In order to accomplish this generation of concepts from each interview, the voice recordings were transcribed and subjected to open coding. All of the operations were performed by the author without assistance, allowing for an emersion in, and a deeper understanding of, the stories related by the participants. Copies of the transcripts of the recorded interviews can be obtained from the author upon request. 

Participants. Four research participants were selected from programme delivery personnel. Two of the participants deliver substance use programmes within a community corrections district in a midsized Canadian city.  Two participants were recruited from two separate community residential facilities under contract to a federal corrections service providing substance use programmes in the community. Three of the participants were male and one was female. 

Pseudonyms have been used for all the participants in order to provide assurance that the study would have no impact on their employment. The selection process was non-random, placing limits on the validity of the study. However, participants were chosen for their perceived expertise in correctional substance abuse programming in the community and therefore representative of an ideal programme delivery. None of the participating agencies had input into the selection process of the participants of the study except to consent to the interviews with their employees. Each participant agreed to a one hour taped interview, as well as to follow-up questions in the event they emerged during the analysis of the data. 

The data. The purpose of the interviews is not merely to find out what people think about this subject. It is, rather, to seek patterns, common ideas, and threads of meaning within the interviews. These common threads, or concepts, will form the basis of propositions and hypotheses that can be further investigated through a more comprehensive study such as proposed in Study A. In this sense, then, the preliminary study B is descriptive in nature. The data is grouped into emerging categories and relationships between the identified concepts undertaken. Theory making, however, involves making interpretations of the concepts and a more extensive process of conceptualization of proposed schemes. That level of analysis could be undertaken through the implementation of Study A.  


The interview data gathered in Study B will first be processed using open coding, an initial categorization resulting from the classification and naming of concepts emerging from the interviews. This will be followed by axial coding, a procedure to re-assemble the data in new ways (Straus & Corbin, 1990) in order to perceive connections between categories. Axial coding will lay the groundwork for building a model of causal conditions. Finally, propositions will be delineated from the model, the intent of which is to provide the material for a theoretical model of the relationship between therapeutic alliance and therapy outcomes for the target population.         

Limitations. A canon of grounded theory research is that its purpose is to study the conditions that give rise to a phenomenon (Straus & Corbin, 1990). Thus its generalizability is limited to the situations in which the theory emerged in the first place. However, it is also a dynamic process through which new situations and variations can be included into the sampling over time. The test is whether the theory adequately accounts for the variations in situations and settings. When the theory is inadequate, changes are proposed. For example, in this study, the generalizability is limited to community based substance abuse programmes within the Canadian federal correctional system. However, the theory can then be tested against other more diverse situations. Generalizability can be further enhanced by combining grounded theory with a quantitative study of the emerging theory (Silverman, 2000). As the literature review notes a surfeit of empirical studies in this research area, the development of a theory could provide the necessary impetus for such further quantitative work. 
This study is also limited by its small sample size, although reliable conceptualizations can be deduced from such samples, particularly in the context of a preliminary exploratory study. An estimate of the scale of Study A can also be arrived at through this pilot study, as an assessment of the power of the four participant sample becomes clear. An objection could also be raised concerning the non-random nature of the sample. While there is some merit to such an objection, a pilot study assumes small samples and variability in the process. A degree of randomness can be introduced into the follow-up study by adding new participants based on the leads offered by current subjects. In general, though, the validity of an emergent theory, and of the grounded theory process used to obtain it, should be assessed using accepted criteria for judging a grounded theory study (see Strauss & Corbin, 1990, pp 254-257).  With these caveats in mind, we can move on to the analysis of data collected in Study B.   

Chapter 4
                                             Study B: The Results

The question of whether establishing a therapeutic alliance has more impact with clients mandated to substance abuse counselling within the criminal justice system than with non-mandates is one which has not received substantial empirical study. Certainly, there is no definitive answer, and what evidence does emerge from a literature review is contradictory at best. In order to pose the right questions it will be necessary to first propose a theoretical understanding of alliance in respect to mandated clients. A comprehensive theoretical understanding will not emerge from a limited preliminary study, but such knowledge could be established by the proposed grounded study. The emergent theory could then lead to further, hopefully more fruitful, quantitative study of mandated treatment outcomes. Chapter 3 described the grounded study methodology, introduced a pilot project (Study B), and proposed further research based on the preliminary findings. In chapter 4 the concepts and categories emerging from the preliminary study will be presented and discussed. 

Study B, while limited to four one hour interviews, nevertheless generated substantial data. The participants expressed a great deal of interest in the subject of the study and discussed at length their own experiences and thoughts regarding their work, their clients, and the role of therapeutic alliance in effective therapy process. Unsorted data is, of course, of little value and thus must be subject to classification and interpretation. The interaction between the data gathering and the analysis in this study has begun to yield some emergent patterns. It should be noted, however, that the processes described throughout this chapter have been modified from the classic data analysis methods described by Strauss and Corbin (1990) in order to fit the specific structure of this preliminary study. Data collection and analysis can be seen as simultaneously occurring processes. Similarly, there are no discrete or required distinctions between the coding systems described here. While collection of data and the interpretation should continue until all of the emerging themes can account for the variations seen in the data (Hanley-Maxwell, Hano, & Skivington, 2007), the nature of this project, subject as it is to time and resource limitations, sets parameters on the extent of both collection and analysis. Also, it should be noted that choices have been made regarding which aspects of the multiple emerging concepts have been chosen for analysis. Nevertheless these choices fit with the overall concept of grounded theory research. Analysis of data, after all, is a process described by Denizin and Lincoln (2005) as artistic and political because the researcher chooses the elements of the data to pursue and those to set aside. 

Qualitative data analysis certainly includes making judgments regarding the significance of a given datum and also of the sources of information within the context of the data gathering process. The act of making value judgments distinguishes qualitative from quantitative research, allowing the researcher more freedom to pursue ideas which fall outside a current paradigm. In order to fully investigate these ideas, data should be gathered and sorted until the research reaches a level of theoretical saturation. Saturation is described by Glaser and Strauss (1967) as the point at which a researcher becomes empirically confident that no further data can be discovered in the selected categories. Saturation is far from obtained in this study, and thus the concepts, categories, hypotheses, and emerging theories are preliminary. Nevertheless, the study participants did provide a wealth of information, the analysis and interpretation of which forms the basis of this chapter. The input provides leads that can be followed or ignored as the study progresses and as each new path opens the way to further study and to an eventual theoretical understanding.  

Open Coding


Categorizing data increases conceptual power as concepts are pulled together into groups and subcategories (Strauss and Corbin,1990). Open coding has been defined by Strauss and Corbin as “….the part of the analysis that pertains specifically to the naming and categorizing of phenomena through close examination of data” (p. 62). In the course of the transcribed interviews approximately one hundred concepts were identified as having significance to the study and representative of other concepts discovered in the data. This paper discusses only a few of these, which are seen as potential members of categories and illustrate the primary points of discussion. This first step in analysis of the data results in some preliminary conceptualizations and the initial development of categories. The data was studied at length, and the identified concepts were assigned labels. Concepts deemed of high significance in exploring the relationship between therapeutic alliance and mandated clients were sincere caring, flexibility, adaptation, resource management, and client values. This is a preliminary, not exhaustive, list of pertinent concepts, laying the groundwork for a comprehensive collection, categorization, and analysis in the future research study. The open coding results are discussed here in some detail, including the qualitative evidence from the interview process that supports the concepts. Finally, in this section, the second step of open coding is taken up: the formation of categories that appear to coalesce from this initial process. 

Concepts


Sincere caring. A concept that appears in the first interview and subsequently emerges throughout the data collection process could be called ‘sincere caring’. Dave (all names of participants are pseudonyms), a programme deliverer and an employee of a federal correctional service working in a west coast district, believes that forming an alliance is actually the first process he undertakes with new clients. He describes his initial strategy:

You have to show that you are sincere about wanting to know what that individual is all about. So it starts from the first words out of your mouth. It could be as simple as: “so how are things going for you? How do you feel about being here”,

before you go straight to “so do you think you have a drug and alcohol problem?” 

Dave recognizes that he may be perceived as an agent of the correctional system, and he needs to break through a systemic impasse. In order to accomplish that, Dave takes a creative approach. He refers to a method that he calls the “pyramid vs. the arrow approach”:   

You can always fire the arrow. It has a point. But the pyramid approach is…you start off with all the soft stuff. Trying to get the person into coming around, to buying in to accept that: ‘you know what, I’m not crazy about it, but I think it would be to my benefit’. 

Sincere caring can be viewed here as an attitude that the counsellor adopts in order to facilitate a connection with the client. 

Each of the four participants describes at least one example of the importance they place on this concept. Justin is a counsellor at a large residential treatment programme in a city in a western Canadian province. The programme operates under a federal corrections contract.  He tells this story of sincere caring: 

If they see you as genuine, they are going to trust you immensely. They even trust you with their lives. And I try to show that; I’m here to help you. I want you to have a life, I want you to be happy. And that’s for real. And that’s all I can say. And I’m going to do the best I can. And I want them to smile. I want them to be happy with life. I want them to have a high regard of life, not the low regard they have when they come in. 

Justin is describing an attitude which he feels is an important element of forming a therapeutic relationship. However, beyond the utilitarian use of a therapy tool is the genuine caring that he has for his client’s recovery. Both of these facilitators are aware of the necessity of client perceived genuineness in the implementation of this alliance building technique.    

This concept of sincere caring bears similarity to Rogers’ (1961) idea of positive affective attitude, a counselling skill that Rogers considered facilitative of client change. As sincere caring is also a similar concept to others that continue to emerge throughout all of the interviews, it will eventually be included in a category of related concepts. Many other concepts that will form the basis of a category are related to basic counselling skills such as respect, empathy, active listening, and reflection of feelings. The concepts of genuineness and consistency were, however, given prominence throughout the interviews as important elements involved in building therapeutic alliances.       


Flexibility and adaptation. Many of the concepts that arose in the interview seemed to contain an element of choice on the part of the counsellor. The four participants all acknowledged a degree of autonomy in selecting interventions, despite the constraints of the structured correctional programmes. As we begin to view the developing categories, the positive and negative dimensions of the flexibility within correctional programmes will be apparent. Within the context of a highly structured programme, Margaret, a contractor working in a community based federal programme, discusses the need to enhance her work in building alliances through her own process: 
…I do like the structure of the [federal] programmes. They are very clear cut of what the expectations are. And I still take time, again, to work on the therapeutic alliance with those programmes as well. Where the difference might lie is that I will bring it back to a [federal] standard skill, and how does this fit in. So, for example, again, using therapeutic alliance…so let’s say I’m trying to work on agreement on goals, that using that in the back of my mind I might use some goal setting, which is one of the skills taught in [federal] programmes. But use that in a way that is also building the relationship between us.   

The implication, and one arising repeatedly throughout the interviews, is that building a therapeutic alliance, in practical terms, is left to the individual counsellor to accomplish and is not specifically directed, built into the programme, or a significant element of training for programme facilitators. The counsellor, for the most part, adapts the programme in order to facilitate the establishment of a therapeutic alliance. Concepts that reflect this sense of facilitator prerogative can be grouped together in a category. From the perspective of this study, the concepts of flexibility, adaptation, and their attendant dimensions provide avenues of further investigation requiring a larger and more varied sample.  

  

Time and management. Concepts which revolve around resource management also feature prominently in the database. The concept of time allotted to forming a therapeutic alliance emerged in a robust manner in two of the interviews. On the other hand, Peter, a federal employee working in the community, states in reference to a question regarding having time to work individually with clients in order to establish therapeutic alliance: 

Not having the time? I don’t know if it comes down to a matter of time. I think in the sessions, you are right; you are going through the sessions quickly. But the programmes vary. There are programmes where the tasks are verbal, and others where they are mostly written. So that is a variable that can shift. But in that time…there is 15 minutes before the start of the programme, and there is the 15 minutes on a break. And there is ten minutes afterward. I don’t know that I have ever had problems.  

For Peter, “time” as a clinical resource is not a major issue in the development of a therapeutic alliance, as he feels he can make use of time which is not specifically allotted to the task. When asked about using the break times for this process he noted that it does not happen all of the time. Nevertheless, there is clear communication here regarding the necessity of the facilitator to manufacture time for alliance building. 

Despite this ambiguity in the data, there was general agreement that time is a resource allotted to processes other than alliance building. Dave, for example, acknowledges that resources are often not sufficient for successfully establishing an alliance. Asked about the availability of time allotted to building personal relationships in the programmes he facilitates, he answered: 

No, I definitely wouldn’t say it is given any weight or time. I think that some of the newer programmes have gone a little bit in that direction. In one of the new pilot programmes, [reference deleted] there is a culturally sensitive component. And it does ask more personal questions about background, about growing up. 

Dave’s perception of the importance of time and his concern for the limited allotment of this resource to the specific task of building alliance contains echoes of the literature reviewed in chapter 2. Bordin (1979) recognizes the bond with the client as crucial.  Luborsky (1976) understood the alliance as reflective of the client’s experience of the therapist being supportive and helpful and suggested seeking evidence of these qualities early in treatment. And Horvath and Greenberg (1994) cite the importance of developing alliance early in the therapeutic process. Dave appears to be systematically informing the researcher that he cannot meet these optimal conditions of alliance building.  

An observer to the process can begin to surmise that the issue of resources available for establishing a therapeutic relationship, in particular the deficiency of those resources, is less a function of available time and more one of management priorities: what is expected in terms of institutional goals and targets. Dave also talks about the deficiencies of time and resource in respect to the process of building alliance by establishing a rapport when he reports that:

They try to build it in. They have made the intake process as motivational as possible. But, my perspective, there’s not enough time for that individual to process all the information and say “you know, I’ve been thinking about this.”
There is a sense conveyed here that the client is not the most important element in the process. This is a theme that could also form a new research pathway by pursuing the question of the extent to which there is a client focused approach employed within the correctional system. A feature of the qualitative process is that it can open up the field to new areas of interest. 

Value concepts. Various client values emerged in the open coding process. A caveat regarding these concepts, however, is that no clients were interviewed for this preliminary study. Nevertheless, some data clearly points towards client values as an important consideration. Justin is discussing incentives to engage in treatment: 

It’s a bit of Meyers Briggs. Play on their strengths, and build on their strengths. Motivate them for their passion. “What are you really interested in?” Many of them don’t know. So there’s a lot of probing there. “What is your passion? What do you really want to do? Do you like working with people, do you not like working with people? Do you like to work with your hands, or do some learning in this area or that area”? Get the information.   

For Justin, getting the information is a means of establishing what the individual’s personal values are. He is inviting the client through an identification of goals, sense of vocation, and a vision of a future self to engage in a deeper therapeutic relationship: a common bond in search of potential. These are not merely goals that the client has or does not have in his life, but rather values which he holds. Probing deep for hidden values is important because Justin recognizes that his clients are not always cognizant of their own values. Justin sees the development of a connection based on the client’s own values as his motivational hook, helping to bring the client into alliance.  Indirect references to client values and other concepts such as personal goals, intrinsic/extrinsic motivation, and sense of personal autonomy are also referred to by the other interviewees. 

Developing Categories

The concepts discussed in the previous section represent only a few of the many concepts identified by the initial stage of open coding. However, one can readily observe that the concepts are beginning to form into naturally occurring categories that can now be labeled according to their functional value. The next step in open coding is to name the emerging categories in more abstract terms. This process of an initial grouping of the data into broad categories will later form the basis for further specificity and comparison. Through the open coding process five categories have been tentatively identified, and data have begun to be collected into these groups. The recognized categories are counsellor initiated actions, discretionary facilitation, management mandates, power differential, and client persona.


Initiated actions. Those actions which can be described as being basic counselling skills which the facilitator brings to the therapeutic encounter can be broadly categorized as Initiated Actions (IA). The term “initiated” is used in order to convey the sense that these actions belong to the facilitator and are brought along either through professional experience or training. These are the skills that could be expected within the context of a helping relationship. They include concepts such as empathy, caring, reflective listening, and respect.

Discretionary facilitation. This is a category which appears to emerge separate from IA. While it may be viewed in the axial coding process (discussed below) as a subcategory of counselling skills, along with IA, discretionary facilitation (DF) is a group of actions which are not expected (and may even be discouraged) within the scope of a programme. Included in this category are actions for which time and resources are not allotted; such actions are purposefully included by a facilitator by his or her own decision making process. The facilitator feels they are necessary actions in order to create or improve a therapeutic alliance. Dave describes his use of discretionary facilitation in this statement: 

I have taken that responsibility as a person, as someone who works, who does this job, realizing that this guy unfortunately is on the hook, and doesn’t realize that the more resistance he puts up, the more negative consequences he is going to get. So…he is really not that bad of a guy, you know. He’s just got attitude and resistance, you know, aggressive, defensive pattern of behaviour because he’s always getting attacked. Once you see that, then you can decide to take a different approach. 

There are many instances documented in the data that indicate that facilitators take the necessary steps, using discretionary facilitation, to try to build a working relationship with individuals by acting outside of the specific mandated structure of the programme. These steps are taken despite the understanding of the facilitators that most correctional programmes are carefully scripted and audited for compliance. 


Management mandates. Resources which are not properly allocated, including sufficient funding and time, that result in less effective functioning (Predergast & Burdon, 2002) have been labeled here as management mandates (MM). What resources are available is, of course, largely a function of management. One respondent, Dave, is critical of the process in the programmes he facilitates. He sees development of an alliance with the client as critical and believes that takes place most effectively on an individual level. The following exchange exemplifies his viewpoint:  

Questioner: In a programme, though, there really isn’t the space for that [individual work]? 

Dave: Well, you know what, that’s up to the facilitator.

Questioner: Is it? 

Dave: I spent a lot of time, and I would get criticized for it a lot of times. But for me, that’s what’s important. And there’s research out there, and information out there already, that says that the bond, how the client and therapist connect, determines, to a large degree, the success of the relationship and the involvement of any kind of programming and treatment. 

Questioner: Who would criticize you for that? 

Dave: In this case, it would be the employer. Although they agree, and they don’t say they disagree…we just don’t have the time. 

 

The mandate of management, then, is sometimes in conflict with this facilitator. Management mandates will, of course, not always present such impediments to building alliances. However, the perceptions of the interviewees seem to confirm that corporate goals do not always match those of the front line workers. 

Dave: Unfortunately, you know, when they go in at the reception centre they have to do this battery of tests. And it spits out all this information. And someone says: You know what, you are deficient here and you’ve got problems here, and these are the programmes you are going to have to take before you see the light of day. 

…It’s very process oriented. It’s very task oriented. And just because of the environment, numbers, and time. You’ve got to get it going. 



Power Differential. The four interviews consistently contained references to concepts that have been categorized in a group labeled power differential (PD). These concepts form a category because they reflect a one-up position that one might speculate to be a function of inherent power imbalances within a justice system based facilitator/client relationships. The category stands in stark contrast to the many instances of positive concepts developed within the category of counsellor initiated action. The latter appears to be the rule, while actions in the PD category, in this study at any rate, are the exception. Nevertheless, all respondents describe actions that indicate an acceptance and conscious use of a power differential in the counselling relationship. Margaret, for example, proffers the following interaction: 

I recently had one, where the fellow was just continuing to be belligerent, and he ended up saying “ah, I was just messing with your head”. And I challenged it and said “hey, you don’t have to be here. Get out of my group”. And there was definitely some dissention. [client response deleted]. “[It is] your choice, what is it?” And he said “Well I have to stay.” And I said “No you don’t.” And he said, “Well, I would like to stay”. 

Clearly, this is an exchange that would be unlikely to occur in a non-mandated client/counsellor relationship. Explicit power differentials, however, appear to be an accepted part of the treatment process by the facilitators interviewed for this study.  


In programmes facilitated by each of the community based respondents, PD statements sometimes appear to involve the consequence of returning to incarceration. Institutional PD would likely centre on removal from the programme and the consequent damage to the inmates rewards in the form of cascading to lower security or negative impacts on a future parole release. A typical PD statement is given by Justin: 

So you’re here. Are you going to make the best of it while you’re here? Or do you just want to go back? So why waste my time, and your time, and everybody else’s time around here? 

While in a larger study, there may well be a division of this category into implicit and explicit power differentials, suffice it to say at this point that PD does not always involve overt threats. It is, in the full sense of the words, built into the system. It is the elephant in the room that is recognized yet often unacknowledged. As Peter puts it: 

I think with mandated clients, depending on how you are working with them, if you are working with them in a [correctional programme], often times the participants, the offenders, the clients, they know that the tasks are kind of set. They also understand that the goals, your goals and their goals may not be the same. But they know that they are there for programme X and that defines the scope of the tasks that they will be assigned. I think they walk into that session, the interview, the intake, knowing there are certain goals that are going to be thrust upon them. They don’t have that flexibility. It’s not like a therapy session where you can sort of mutually discover what the goals are going to be. It’s not going to happen. 

In this instance there is a psychological power imbalance which arises from the demographic: clients drawn from a prison population. The above excerpts are examples of a category of concepts that, for the most part, would be under-represented in non-mandated treatment situations, but which are likely inherent in a prison system, based as it is on the social constraints of protection and security.  
 


Client persona. The category of client persona (CP) is a broad abstraction into which all client related concepts, actions, and ideas would be placed. As previously eluded to, this study may be about the client but is not with him. Nevertheless, many concepts arose during the interviews that brought the client, as a persona, into the conversation. A subcategory of CP, upon which many of the comments centred, could be described as client persona/values (CP/v). However, other aspects of the client’s persona would also be contained within this broad category, such as the stage of change within which the client is currently assessed to be functioning. Client resistance could also be seen as subcategory of client persona. 


Client values are described as being harnessed by the facilitator in helping to establish a working relationship. In discussing the role of client values in establishing a therapeutic alliance, Margaret stated: 

So what are their values, and using that…but one of the things I try to do is to go to that value base, right. What do you want? What is your goal? And what are you trying to achieve? If all it is is to stay out of jail, what do you need to do? What is the purpose there? And I get them for a very short period of time. So if I can identify or assist in identifying one value for them, and then the intrinsic motivator will be there. 

There is leverage in being cognizant of the client’s value base. The study respondents all recognize the pragmatic value of working with that. This is not to suggest that the client’s values are necessarily, in themselves, positive. Often, quite to the contrary: Criminal justice system clients are for the most part incarcerated because their values are in conflict with prevailing prosocial values. Dave describes the utilitarian view it this way: 

So when you are establishing that rapport, that connection, that alliance, the number one thing you have to do is small talk, and ask them what is important in their lives right now, where do they want to be in a month, three months from now, what goals do they have? That’s the first thing you want to focus in on. Because, that will give you the hook, right.  

There are many other instances of the power inherent in harnessing client values in order to establish a therapeutic alliance with the client. 


The open coding process that has been employed here is a preliminary exercise  forming the basis of a more extensive study proposed in Study A. Concepts gathered through the interview process have been discussed; categories have been established. In study A the analytic procedures will be further enhanced through the methods described by Strauss and Corbin (1990) that includes the development of the properties and dimensions of the categories. 

Axial Coding

Taking apart the data and organizing it into categories is the function of open coding. Axial coding is putting the data back together in new ways. The five categories that were developed in the open coding process can now be viewed as separate from the data itself. These are now abstractions and can therefore be compared, contrasted, and arranged in meaningful ways. New ideas about the paradigm of therapeutic alliance in the context of the criminal justice system can be developed. In this process of putting the categories together lies the foundation of a theoretical understanding of the relationship between alliance and the mandated client. 
The process of axial coding takes place at a level of theoretical abstraction. For the time being, no concern of correctness or accuracy need be entertained. The coding of data is subjected to a review in order to determine if the categories fit with the data or must be modified. The grounded theory method is known as a transactional system (Strauss & Corbin, 1990) precisely because the ideas are subject to re-review in the light of the recorded data. Before the review can take place, however, the categories must be placed in relationship to each other. Strauss and Corbin’s paradigm model is employed to sort the categories into a meaningful structure (see Table 4.1). The paradigm consists of causal conditions, context, intervening conditions, action and interaction strategies, and consequences. 

Causal Conditions  


Causal conditions are the events or incidents which have impact upon the development of the phenomenon in question (Strauss and Corbin, 1990). In the model under construction in this section, power differential is viewed as a primary causal condition. Reduction in PD is proposed as a process that can create or enhance the target phenomenon: therapeutic alliance. As Strauss and Corbin point out, it is rare that a single causal condition creates a phenomenon. It is far more likely that it will be a contributing factor. One can, however, surmise that a person who perceives a differential in power may well be disposed to avoidance of a therapeutic alliance. Of course, this is not necessarily the case, and in fact the opposite may well apply. A client who perceives 

a power imbalance may be motivated to work towards an alliance in order to mitigate the effects of the imbalance. In this proposed paradigm the former condition is suggested. 

Context  


The physical context within which the phenomenon is taking place is the criminal justice system. However, in a further specification, it can also be said that the context is the condition of being mandated to treatment by the criminal justice system. Thus it can be proposed that in the context of being mandated to treatment and under the condition of Table 4.1
Axial Coding Paradigm for Grounded Theory Analysis


Paradigm Dimension



Specific Manifestation
Phenomenon




Therapeutic alliance

Causal conditions



Minimal trust and relational experience
Context 




Canadian criminal justice system

Intervening conditions                                    Management mandates and                                                                                                                                                                                                                                     

                                                                         client persona/values 

Action/interaction                                            Initiated actions and 

strategies                                                          discretionary facilitation 

Consequences                                                   Treatment outcomes 

Note. Paradigm model is adapted from “Basics of Qualitative Research: Grounded Theory Procedures and Techniques,” by A. Strauss & J. Corbin, 1990. Copyright 1990 by Sage Publications.    

a minimized level of power differential, therapeutic alliance may be facilitated. Nothing

is being proposed outside of the context of the client mandated within the criminal justice system. 
Intervening Conditions 

Intervening conditions are broad conditions that impact upon the action/interactional strategies (Strauss and Corbin, 1990). These may include cultural, social, political, or economic conditions. In this tentative paradigm, two intervening conditions are proposed. The first and perhaps most impactive influence is referred to as management mandates. Clearly, management sets the parameters for substance use treatment in the justice system. Primarily, resource allocation determines the level of treatment available. Beyond the level of resources, though, is also the influence of management in determining the emphasis of treatment. There is a contrast, discernable within the current database, between what the counsellor wants to do and what is required within the context of the available programme. For example, the individual participants in this study seemed to agree that the establishment of a therapeutic alliance between the client and the counsellor is left up to the facilitator. Development of the alliance is, however, clearly viewed as a primary function of the therapy process.
The second intervening condition is identified as client persona (CP), particularly in reference to the values of the client. Intervening conditions either facilitate or constrain the process of the action and interaction strategies (Strauss and Corbin, 1990). The participation and engagement of the client in the treatment process will, of course, impact upon the actions and interactions of the facilitator, and vice versa. The influence on outcomes by the client himself has, of course, been previously referred to as a common factor in the therapeutic process and has been proposed as having greater effect than either the therapist or technique (Lambert, 1992; Tallman & Bohart, 1999; Wampold, et al., 1997).   

Action/Interaction

Action/Interaction is purposeful and goal oriented, and impacts upon a phenomenon through strategies and tactics (Strauss and Corbin, 1990) that are conceived here as the interventions which facilitators use to establish or improve the therapeutic alliance. These categories are labeled as initiated actions and discretionary facilitation. In the case of IA, actions are taken in order to facilitate better relationships with clients. These are the skills and tools that counsellors often use in the service of their clients. However, the data gathered seems to indicate a sense of purpose, as the facilitators attempt to build alliances with their clients. Equally important are the tactics that the helpers use in order to overcome the deficiencies in the system that they perceive to hinder or at least fail to encourage the development of a therapeutic alliance. Again, these strategies and tactics are undertaken with an awareness of the goal: to develop a closer working relationship with the client. 
Consequences/ Treatment Outcomes

Action and interaction in the process of managing a phenomenon creates consequences or outcomes that can sometimes be predicted (Strauss & Corbin, 1990). At this point in the current study, however, the research is speculative. The action and interaction is presumably having some effect. Put another way, there are consequences to both the initiated actions and the discretionary facilitation interventions undertaken. A hypothesis begins to emerge that IA and DF should create better outcomes for mandated clients because using these facilitation processes will increase levels of therapeutic alliance. The next step is to ask questions about the hypothesis and return to the data in order to seek clues regarding the veracity of the idea. Questions can continue to be asked and the hypothesis continues to change. Each time, the method prescribes a return to the data in order to uncover any instances in which our hypothesis is unsupported. 

Selective Coding: Toward a Theory

Mandate Relatedness


Open and axial coding both entail degrees of processual understanding through which the grounded theorist focuses the analysis of data. In selective coding, the process is selecting a core category followed by an integration of all the categories toward the development of a theory (Strauss & Corbin, 1990). A core category brings together all the categories defined in the open and axial coding process. One must ask what the categories have in common. In this study, each category forms part of the therapeutic environment within which the client and facilitator are in relationship. It is, however, a relationship which is a) mandated and therefore not fully controlled by the client and b) determined by elements that are either facilitative of, or impediments to, the development of a therapeutic alliance. The core category is therefore labeled mandate relatedness in order to reflect the discrepant nature of the relationship. The causal conditions, the two intervening conditions, as well as the action/interaction strategies can now be viewed as subcategories of mandate relatedness. 

Through the establishment of this core category and the relationship of the subcategories, a story of relatedness begins to emerge. Each of the facilitators in this study are working to pull together all of the systemic elements within which the relationship is, for better or worse, being developed. Each of the facilitators speaks to the importance of developing a positive relationship as being essential to their task. This is mirrored in the following explication of mandated relatedness by Dave when he states: 

So, going back to mandated clients, I still think it is important to try your best with the limited amount of time you have, I’m not saying everybody is doing it, cause I think a lot of people get stressed out, they do the questionnaire and they go, “you qualify, so if you don’t want to do it, talk to your PO, but you’re going to be in”. You’re not going to get great success. Even with the numbers. And that’s what the whole organization should realize, that it’s more costly to do that. And I’m constantly suggesting we need to do more one to one counselling.    

Dave is alluding to the benefits of bringing the system back to an individual level, in which the importance of relationship is paramount and is facilitative of change within the mandated system. And this positive mandated relatedness must be encouraged at all levels of the system which impact upon the client. Even in the face of the elements of the system which work against relationship, development of an alliance is a critical process for each of this study’s respondents. 

The Grounded Theory


Selective coding, because it is the apex of the analytical process (subject, of course, to verification by returning to the data) gives rise to the tentative theory. A tentative theory, the Initiated and Discretionary Facilitation (IDF) theory, has been induced from the selected data: Development of a therapeutic alliance with mandated clients within the context of the criminal justice system is a function of mandate relatedness, moderated by the intervening conditions of the system’s management mandates and client values, both of which can either be facilitated or inhibited by two primary facilitation strategies: initiated actions and discretionary facilitation. 

A consequence of this theory is that a therapeutic alliance can have greater positive impacts on outcomes of mandated treatment, to the extent the facilitation can overcome the negative influence of management mandates, specifically the limited provision of resources and the corresponding devaluation of the value placed on therapeutic alliance as a foundation of the treatment process. Low levels of negative management mandates and high levels of positive client values will, according to this theory, lead to more favourable treatment outcomes.  
Summary

Study B


The theory proposed here is a tentative preliminary theory. It has been introduced in order to demonstrate the more extensive process that will be undertaken in Study A. However, the theory as it stands can and should be validated against the data. Doing so completes the grounding of the theory (see Strauss and Corbin, 1990). This grounding becomes a continual process until the data has been fully analysed for disconfirming evidence. Strauss and Corbin conclude that what can’t be found in the data is a limitation in any grounded study. Certainly, it can be suggested that not enough information has been gathered in this study in order to validate the theory. In addition, the statements arising from the data or the theory itself might be incorrect. Assumptions may have been made that do not hold up under all conditions. A grounded theory must be verifiable by falsification: If the data does not support the theory in some instance, the theory must be modified in order to account for that instance. 


A further limitation of this study goes beyond the drawback of a small sample size. An important limit to generalizability is that information has been gathered from the single perspective of community based programme facilitators. In planning a more comprehensive study of the impact of therapeutic alliance on clients mandated within the criminal justice system, other participant views will obviously be essential. The most important voices that can inform a grounded theory are those of the people most affected by the process: the incarcerated clients. Here, these voices are deafening in their absence. In addition, managers and policy makers, both institutional and community based, must be heard from in order to reach a balanced understanding of the phenomena under study.   

Study A Summary
Grounded theory is beginning to move from the positivist approach represented by researchers such as Straus, Glaser, and Corbin. A constructivist understanding of the grounded theory process is starting to emerge (Charmaz, 2005), bringing with it new implications and new values for the method. Such an understanding is providing a means of empirically testing ideas which are grounded in social justice and proposed in the service of the evolution of our societal responses to injustice and inequity. Charmaz points us towards an emerging method through which we can understand how processes become institutionalized. Charmaz sees this method as reflecting more than a journalistic investigation of social phenomena. It is, rather, a means of going deep into the world of the participants in order to seek the very basis of the underlying structural processes and by doing so to look beyond the present toward a more just and equitable future. It is the intention for the proposed study to take this constructivist approach to understanding the role of therapeutic alliance in the treatment of mandated substance abuse clients.     

Study A will also attempt to overcome some of the shortfalls of the present study. The result of the proposed study will be a formal theory that will, it is hoped, emerge by selecting what Glaser and Strauss (1967) refer to as “dissimilar, substantive groups from the larger class” (p. 84), thereby situating the theory within a wider scope of investigation. Comparative analysis will also take a more prominent role in a more substantial grounded theory process. That process can include the comparison of non-criminal justice groups, perhaps other mandates such as husbands, Employee Assistance Programmes, and others. Non-mandated groups could also be included for comparison purposes, further widening the scope of the study. 

While Study A presents the possibility of a more thorough investigation of the role of therapeutic alliance in mandated substance use treatment outcomes, Study B has begun the process of understanding that role. Study A will, hopefully, further illuminate the propositions of the preliminary study, including the proposal that the development of a therapeutic alliance is a critical element of working with mandated clients. We can turn now to a deeper discussion of the relationship between the therapist and the client mandated to substance use treatment.
CHAPTER 5

The Relationship

A therapeutic alliance between an effective helper and his or her client has been discussed at length, including in the review of the literature, as being a crucial, perhaps essential element of successful therapy. Therapists from Freud and Rogers to today’s practitioners have made the relationship central to therapy process. The question of whether the efficacy of a therapeutic alliance with mandated clients is greater or less than with any other client remains unanswered in the current literature. The participants in the current study, however, emerge as spokespersons for the argument that the therapeutic relationship should indeed be a primary focus for successfully working with substance abuse clients mandated through the criminal justice system. In fact, the participants speak with a common voice, advocating for a client-centred approach to working with their clients. The theory tentatively proposed for the primacy of alliance is the Initiated and Discretionary Facilitation (IDF) theory. This theory attempts to account for possible findings of favourable outcomes in mandated treatment within the justice system by the actions of programme facilitators overcoming system shortcomings through a variety of creative and insightful means. These efforts include high levels of counsellor facilitation, both initiated and discretionary, aligned with the client’s positive values and goals. While this theory requires further development as well as validation, it is nevertheless consistent with the body of research discussed in chapter 2 because it proposes facilitative conditions within the context of a therapeutic relationship. The literature indicates that the principle effective aspect of therapy is the therapeutic relationship, the two most studied components of which are person-centred facilitative conditions and the therapeutic alliance (Lambert & Barley, 2001).  

The “Nothing Works” Debate
Much has changed in correctional programming since the 1980’s decline of the “nothing works” era of corrections (Hollin, 2001), and the subsequent rise of the “what works” approach to treatment. In response to the “nothing works” argument, Gendreau and Ross (1978) raised issues of the ethical integrity of correctional treatment programmes. Their criticism was punctuated with questions regarding programme staff competence and the degree to which treatment had been “diluted or bastardized in the correctional environment so that it becomes treatment in name only” (p.7). Gendreau and Ross held the view that many treatment personnel within correctional systems were remiss in adhering to therapeutic principles. Meisner (2007) posed questions about the extent to which alliance can be established in a forensic milieu, where neutrality, anonymity, and confidentiality are compromised. It remains a challenge to the correctional system to continue efforts in both research and practice in order to improve the quality and efficacy of treatment. Where conditions and programmes are typically under-documented, and known to be inconsistent, it is very difficult to isolate specific variables, such as therapeutic alliance, for specific scientific scrutiny. This is one key reason why a coherent theoretical approach is an important building block in clinical planning and research design. IDF is presented as a possible candidate for such an approach.   

In the “nothing works” era, programme methodology focused on psychodynamic principles and group therapy modules (Hollin, 2001). In the decades following a re-invigoration of treatment of offenders, interventions have primarily centred on cognitive/behavioural programmes (Day, Bryan, Davey, & Casey, 2006). Day argues that clients with low levels of problem awareness may not benefit from the programmes that have come to predominate in the system. While few would question that the present resurgence of treatment focus is a welcome and beneficial turn, many clients resistant to change, those, for example, in the pre-contemplative stage, may be left behind in the era of a cognitive/behavioural programme focus. It may well be that treatment clients on the whole could benefit more from a both/and as opposed to an either/or approach to correctional programming: cognitive/behavioural and relational/psychodynamic group and individual counselling. In short, a “one size fits all” approach based on population typologies has been used to rationalize an emphasis on cognitive-behavioral therapies. IDF represents an alternative frame of reference that emphasizes individual case parameters over population averages.  

A return to a more person-centred psychotherapy approach, with a focus on establishing a therapeutic alliance with the client, could bridge the gap between those who benefit from and those who fall behind in the current treatment milieu. The common factors research tells us that different therapies work with similar effectiveness provided that they, in whatever way, incorporate the factors such as expectancy, client circumstances, therapist skill, and, crucially, therapeutic alliance (Hubble, Duncan, & Miller, 1999). It is the client’s own generative and self-healing capacities that primarily derive the benefit from various methodologies. Arguably, the therapist simply uses the naturally occurring change process of the individual client (Tallman & Bohart, 1999). It is, therefore, important to work with the client at the level of his or her ability to benefit, and to help the client move towards a greater capacity to change.

An approach that specifically accounts for individual differences and relationship dynamics can be informed by current research. It has been suggested, for example, that insight and relationship-dependent approaches may not be entirely appropriate for some clients, particularly those with weak verbal skills and low motivation to engage in a talk therapy (Andrews & Bonta, 2003). Nevertheless, there is evidence (Fiorentine & Anglin, 1997) that suggests participation in counselling increases engagement in, and elevates the effectiveness of, outpatient drug treatment. In fact, a study by Joe, Simpson, Dansereau, & Rowan-Szal (2001) gave substantial support to the idea that greater counselling rapport is related to both improved drug-use and criminality outcomes. These finding were adjusted for duration of treatment and led the researchers to conclude that interventions to increase client readiness for treatment should include improving counselling rapport. Counselling could be used to augment correctional programmes for many resistant clients by helping to establish a therapeutic alliance, motivate the offender towards self-interested pro-social goals, and encourage clients to engage in programmes that can be of benefit to them in achieving those goals. The “nothing works” philosophy viewed resistance and inertia as properties of persons. Consistent with recent critical thinking and empirical research, IDF identifies resistance and inertia with developmental stages, client circumstances, and relationship factors.

Certainly, it could be said that few, if any, clients would be worse off with a comprehensive implementation of models based firmly on a therapeutic alliance. After all, the concept of punishment as an effective strategy of treatment has been effectively undermined (see Andrew & Bonta, 2003) and left behind with the ‘nothing works’ philosophy. However, establishing what does in fact work in correctional programming requires further empirical research. While there is no doubt that much progress has been made towards effective treatment programmes, much remains to be accomplished. A step forward would be to implement a wide menu of strategies that benefit all correctional clients, a move that would clearly be in the interest of society. Such a process can begin with a serious commitment to understanding the needs of the resistant mandated client, and how we can best treat substance use issues that impact on recidivism. It has been a contention throughout this paper that forming a therapeutic alliance with clients, and more specifically, developing a common bond with resistant clients furthers that objective.  

Change Through Connection With Another


Carl Rogers was one of the first therapists to describe an interesting paradox in the therapeutic change process. The more accepting a therapist is of a client’s frame of reference, of their values, and of who they are as a person, the more the client becomes free to change (Rogers, 1961). Bertolino and O’Hanlon (2002) interpret Rogers as teaching that unconditional positive regard does not mean one has to agree with the client, nor must one share his or her values and world view. It is, however, important to acknowledge and validate the client’s internal experience. Rogers tells us that people are, at their core, good, sacred, and worthwhile, and it is to this essential humanness that we give our positive regard. On the other hand, behaviour implies accountability. We can, as counsellors, have positive regard for a client without approving of specific actions. Through the counselling process, Rogers views the client as becoming not just more accepting of himself but also moving towards being a self-directing person who can reform his personal standards, values, and life-goals. 


 Rogers’ viewpoint is complemented by the ideas of Bordin. Bordin (1979) grounds the commitment of the goals and tasks of therapy in the bond between the client and therapist. Bordin sees this bond as a critical element of the relationship, which makes other factors of therapeutic alliance viable, a position that aligns his thoughts with those of Rogers. However, unlike Rogers, who saw the clients reaction as directly related to the therapist’s positive attitude (Horvath & Greenberg, 1994), Bordin saw the client’s attitude towards the therapist as critical. Horvath and Greenberg describe the bond between therapist and client as collaborative: a partnership in which a safe environment is created for self-exploration and the investigation of past and present relational issues. The commonality between all of these theorists is that forming a bond with the client is the essence of the therapeutic alliance, and the absence of the bond detracts from the therapeutic value of the client/therapist encounter. 
Bordin’s theoretical view lends greater support to the necessity of establishing a bond with clients for whom relationship building presents difficulties, such as a reticent mandated client. His ideas also suggest that the onus for initiating the bond is with the therapist. As Bordin (1994) states clearly, the development of alliance is achieved through explicit negotiation in which the client takes an active part. The therapist making those first important steps towards developing the bond greatly influences the client’s adoption of a positive attitude towards the helper. What IDF adds to this formulation is a set of propositions based on the idea that such relationships can be intentionally fostered even when there are institutional and legal impediments to therapy, such as elements of coercion within and outside of the therapeutic relationship.  


The evidence reviewed in the literature consistently replicates a correlation between alliance and measures of successful treatment, including retention and engagement (Connors, Carroll, DiClemente, Longabaugh, & Donovan,1997; Fiorentine, Nakashima, & Anglin,1999; Simpson & Brown, 1997; Simpson, Joe, Rowan-Szal, & Greener, 1997). This suggests that pursuing programme goals in the absence of an alliance, which includes establishing a rapport with the client, might not achieve the goals of treatment, whether they are client-based, institutional, or societal. As the current study has tentatively shown, participants believe that resources, particularly time, are not specifically targeted at the development of alliance, and that the alliance itself does not appear to be a particular priority within the structure of the available programmes. The study also indicates that programme facilitators may use discretionary facilitation in order to pursue what is to them a critical element of their therapeutic process: the relationship with the client.   


In chapter 4, documented instances were recorded of facilitators using discretionary facilitation in order to build a working relationship with individuals. These actions were often outside the structure of programme mandates. While this finding is certainly preliminary, it deserves closer attention in future research. If it is true that within the discretion of a particular programme structure, successful facilitators take particular unscripted actions, discretionary facilitation can then be understood as a high-level professional activity involving integration and judgment rather than simple procedural compliance. None of facilitators appeared to perceive management pressure to strictly avoid taking resources from scripted programming in order to develop stronger therapeutic connections, and at least one stated that he received implicit approval. This would tend to indicate that the specific resources for the development of a therapeutic alliance have not been purposefully restricted. Rather, it could be surmised that the mandates of management have simply not included this element of programme development as the result of either an oversight or under-estimation of the therapeutic value of alliance.  Consistent with a pattern of success following from relationship enhancement not specifically mandated by treatment protocols, IDF posits an approach that highlights the importance of situational discretion, a hallmark of professional, as opposed to procedural, work. 

Using a stages of change focus

DiClemente (2003) expresses the idea that there would be a dramatic rise in the numbers of voluntary seekers of treatment if addicts were prepared for, and engaged in, the process of change through appropriate motivational interventions. The trans- theoretical model of change posits that clients benefit from treatment processes matching the stage of change at which the client can be engaged. However many mandated treatment programmes in the criminal justice system are action oriented. They are therefore unlikely to move a precontemplative client towards adopting a change strategy or to actually take measures ensuring maintenance of his or her own recovery in the community. From this perspective, precontemplative clients require strategies that increase the awareness of a need for change (DiClemente) and motivate the client towards engaging in a change process. Development of a therapeutic alliance would clearly increase the likelihood of these steps being taken by a precontemplator.   

DiClemente’s ideas about the match between client readiness and therapeutic interventions predicts that a mismatch will result in exaggerated inertia and resistance, and this is exactly what is observed in programmes that do not take this crucial factor into account. On the positive side, Joe, Simpson, & Broome (1998) provide empirical support for the notion that high treatment readiness is significantly related to therapeutic engagement. These researchers call for improvements in assessments and planning interventions that focus on the client’s stage of readiness for change. Within a treatment population that clearly includes some clients with minimal levels of trust and problematic relational experiences, measures designed to connect positively with precontemplators have obvious benefits.       

The results of the present study indicate that programme facilitators are aware that their clients are often not intrinsically motivated to fully engage with the programmes made available to them. Some clients are unwilling to participate at all, and accept the consequences for such a decision. From a stages of change perspective, some of these clients may not be ready to engage at the level required by the programme. The facilitators initiate actions that can be seen as attempts to engage the client in the programme. Ultimately, though, the client is left with a choice between taking the programme, returning to prison if community based, or staying longer if currently incarcerated. DiClemente (2003), in arguing for stage appropriate interventions, suggests that decision makers need to ask themselves if their actions are harmful or beneficial. Programmes which only target clients in the action stage of change are not able to meet the needs of precontemplators or those in the ambivalent contemplation stage. The participants of this study show indications of initiating actions designed to overcome management mandates that have an intervening effect in the process of therapeutic alliance development.  

Using Motivational Interventions





In the previous chapter, one of the study participants describes his response to a client type. Dave (the participant) relates that he sees the particular type of client as “not really that bad of a guy…He’s just got attitude and resistance….[an] aggressive, defensive pattern of behaviour, because he is always being attacked”. In fact, the client’s behaviour can be understood in the context of self-determination theory. SDT (Deci & Ryan, 2000) holds that 1) there is a need for personal autonomy, or a sense that behaviour is under one’s own control; 2) a need for relatedness, a desire for the support of a caring other; and (3) the need for competence, believing that one’s behaviour will have a beneficial outcome. Thus the client, who might be objectively described as unmotivated, is in fact motivated to act in a manner subjectively understood to achieve a personal goal.  Dave is aware that the behaviour is not likely to engender support from programme personnel. The facilitator recognizes this client as acting in self-interest, albeit perhaps misguided and counterproductive. Dave’s client is, in many respects, the quintessential resistant person who can be reached through the development of a therapeutic alliance.  

In the seventeen years since the publication of Miller and Rollnick’s (1991) seminal work on motivational interviewing, MI has begun to have an influence on ‘what works’ in correctional programming. New data has emerged in a study of MI in the correctional system (Farbring & Johnson, 2008) published after this thesis was begun. Despite growing acceptance of MI within correctional settings (Wallace, 2005), Farbring and Johnson decry the scant research of the intervention. They do, however, report on a randomized trial underway in Sweden comparing manualized motivational interviewing to another treatment plan and control group. While, as of this writing, the trial results from the study are not available, data from pre and post test measures show a significant (p < .0001, n = 286) positive shift in the client’s estimated position in the stages of change model following five sessions of MI. Further findings coming from the Swedish study also show preliminary indications of beneficial effects on helpers in respect to lower stress-related illnesses. In other words, changing the way we interact with clients in correctional environments can have benefits which transcend the positive gains made by the incarcerated persons themselves. 

Clearly, there are enormous social gains from lowering recidivism and returning 

people to the community who have made substantial advancements in their recovery from drug and alcohol problems. However, MI is a methodology. It can be applied or not applied, bought into or rejected by helpers, executed well or poorly, used in certain programmes and not others. While it is certainly a positive that MI has begun to find acceptance in correctional systems there is much more to be accomplished in terms of changing the culture of conflict and resistance within which substance abuse programming is expected to be undertaken. By placing a premium on the development of a therapeutic alliance throughout the institutional programming spectrum, the prison culture can become more conducive to therapeutic process. As Rogers (1961) points out “when we are able to free the individual from defensiveness…he is open to the wide range of his own needs” (p.194). Using motivational interventions in working with mandate clients has the potential to change profoundly the way we work within the prison system. However, a key ingredient, the therapeutic alliance, must be encouraged within the structure of all programmes.    

Hope, Values, Goals, and Vision  
 
Hope. Hope, in the context of psychotherapy, can be thought of as the presence of positive expectations of change (Goldfried & Davila, 2005) and can be viewed as an important element of therapy. Hope theory in fact proposes that therapists who have hope for the ability of clients to change, as well as their own ability to help the client achieve change, have a significant role in positive therapy outcomes (Snyder, Michael, & Cheavens, 1999). Hope is understood by these theorists to be a common factor in therapy. However, it is the reciprocation between client and therapist that has significance to the present argument: the therapeutic alliance between two people interacting together towards achieving a common goal. Ultimately, though, it is within the client him or herself that hope must be active if it is to have a positive therapeutic effect. As discussed in chapter 1, a role of the therapist is to influence the occurrence of agency and pathway thinking in clients. Agency (characterized by possibility) and pathway (a function of process knowledge) thinking can be mirrored by a therapist within the context of a caring relationship. The hope which results from interactions based on agency and pathway thinking is predictive of more favourable therapy outcomes (Snyder, et al.). 


Values. One of the elements of a therapeutic alliance is the agreement with the client on therapeutic goals (Bordin, 1994). However, there is some evidence that for goals to be achievable it may be important that they are derived from the client’s values (Oishi, Schimmack, Diener, & Suh, 1998). Clearly, this presents a challenge for working with some incarcerated individuals. In many cases, the values of such clients have conflicted with the social values generally acceptable to others. While, as previously discussed, a counsellor does not have to share or condone the values of his or her client, but rather to acknowledge the individual’s inner experience, it nevertheless remains a problem for the client in finding the hope necessary for change to occur. As goal development is an integral component of social behaviour (Oishi, et al.), the connection between goals and values has important implications for working with precontemplative clients, not the least of which is the facilitation of alliance by reaching beyond the divide between facilitator and client.  

In discussing the results of Study B in chapter 4, several instances have been described in the data that illustrate the idea of working within the value structure of the client, even when those values may not conform to social acceptability. Presented here is an excerpt from the raw data of a particularly salient description from a scenario described by study participant Margaret: 

Client. So maybe [my] values may not match CSC. I rob and steal because I want to provide money for my kids. But I feel guilty for doing it, so I end up using substances. Now I end up with the substance problem, I can’t quit. Now I’m robbing and stealing because I’m taking substances. But every now and then I’ll go and steal a DVD player for my son, or something.
 Margaret’s comment. So the value being that they want to be a contributing member of their family. So I can stick to that. If I can grab onto that, and then their substance use… 

This example in the data of Study B is not exceptional. The facilitators find ways to use instances of clients’ personal values in order to advance a given client towards goals which move him from what Beck and Freeman (1990) describe as a position of unqualified self-interest to qualified self-interest. 
    

       
Programme goals. The fact that an agreement on treatment goals is a major contributor to the therapeutic alliance, particularly in the Bordin (1994) formulation of the alliance, has been established in previous chapters. The goals of therapy can be defined as the objective that both client and therapist endorse (Lambert & Barley, 2001). In the context of institutional programme work, a strong therapeutic alliance can be based on the goals and tasks of well designed programmes with the general aim of providing cognitive/behaviour as well as relational tools. This is in line with the sense in which tasks and goals are discussed in the alliance literature. However, in the model of alliance presented for consideration in chapter 1 of this paper, therapeutic alliance is visualized in two distinct parts (see Figure 1, p16): the bond (including empathy, congruence, and positive regard) and the programme goals and tasks. The relational aspects of the alliance are utilized in the furtherance of institutional therapy goals and therapeutic tasks, as described above. However, those same aspects can, and should, be directed towards engendering hope and the development of the client’s values. It is, in the end, these values, positive and negative, that will determine the vision of the client for his future life beyond the parameters of the current sentence.    

Vision. Addictive disorders do not exist in a vacuum. There is always a social context (Moos, 2003). Moos reminds us that social factors have a more enduring impact on clients than treatment and, within this understanding of chronic substance use disorders, those who develop positive social contexts will have a higher likelihood of recovery, with or without treatment. A therapeutic goal for counsellors within the criminal justice system, then, should be to help individuals develop a vision for a positive social re-encounter with the community. Change, within the community, will be sustained to the degree that solutions are maintained and supportive relationships remain present and engaged. 

The concept of vision has not received attention in the therapeutic alliance literature to this point, particularly in respect to the relationship between personal goals, alliance, and mandated clients. That fact may be attributable to the surfeit of empirical studies on the alliance and mandated clients. Vision is proposed here as a transitional concept, linking the hope and values of the client to the ecological goals that he or she can use in moving successfully into the community. Without a vision of a future that offers hope of a better life it is difficult to see why change would be considered a viable option. As Rogers (1961) puts it “Freedom to be oneself is a frighteningly responsible freedom, and an individual moves toward it cautiously, fearfully, and with almost no confidence at first” (p. 171).  Thus, the development of a vision, which can be understood as a form of agentic thinking, can offer a pathway forward and provide a link to the future. It is to this sense of vision that a therapeutic alliance can be employed by the counsellor through the common bond of working against the fearful future. While this no doubt would sound to some an overly optimistic goal for counselling within the criminal justice system, as may well be the case, optimism and hope provide a sense of direction for those counsellors committed to working with the substance use issues of incarcerated clients. Certainly, the participants in the current study used their own idealism in taking steps to facilitate the development of a therapeutic alliance with their clients. 

There is, however, a caveat which must be addressed. When the hopes and goals of an incarcerated person are frustrated by the correctional system there is a strong likelihood of a backlash (Fabring & Johnson, 2008) in the form of a reduced willingness to engage in change processes. Developing a vision of a pro-social future which is not subsequently manifested in reality may have other unwanted consequences. In addition to becoming unwilling to make further efforts towards improvement, the client may see the counsellor as an agent in the negative process: The agent of hope becomes associated with despair. This is particularly germane to working with incarcerated persons. It is certainly one of the arguments for the early development of a strong therapeutic alliance that could help to overcome potential ruptures in the relationship brought about by system frustration. There is also a possible secondary effect of frustrated goal outcomes on work with other potential clients within the system who may perceive any efforts towards change to be pointless in view of their negative assessment by proxy of future possibilities. A client may be reluctant to engage in development of a pro-social vision if he feels likely to be thwarted by circumstance outside of his control. 
The development of a vision of a successful community release needs to be accompanied by the services and supports that offer a good chance or realization of the client’s vision for the future. Of course, the required social response and the provision of the structure in which those services and support are made available could be the subject of a separate thesis. At this time, suffice it to say that counsellors who work towards development of a therapeutic alliance in order to help their clients realize ecological goals need also consider their obligation as an advocate for the individual at warrant expiry, as well as becoming a spokesperson for available resources beyond those offered within the time constraints of a prison sentence.    

Conclusions from Study B

Study B is a preliminary grounded theory study of therapeutic alliance and mandated substance abuse clients in a criminal justice setting. The study attempts, through the voices of four programme facilitators, to reach a better understanding of the subject and to begin the process of developing a theoretical model. A grounded theory method typically begins without a hypothesis to be disproved. While the study is embedded in a larger discussion of therapeutic alliance, it nevertheless attempts to remain close to the methodology by withholding from the participants detailed preconceived notions of therapeutic alliance. The database is a collection of one hour recorded discussions with the four participants, consisting of open format conversations. It is clear, however, that each of the respondents has strong thoughts and feelings about his or her relationships with the clients, and how he or she can establish the bonds that support their work. The respondents are also aware of the limitations within which they operate. Yet they find ways to transcend those limitations in order to accomplish the ultimate goal of their efforts: to help their clients move from incarceration into the community with the skills, tools, and understanding to increase the client’s chances of making successful and lasting transitions. In fact, it could be said that the importance of the relationship with their clients reflects the preponderance of the literature that finds the relationship to be a critical factor in successful therapy.  


One of 
the key findings of this study is that each of the participants feels that the establishment of the alliance is not specifically mandated within their individual programmes; the responsibility to create alliance is taken on by each of them. Also important is that the participants have an understanding of the value of creating a bond as a foundation for the tasks and goals that are required within the context of the various programmes. They view this process as a primary rather secondary function of therapy. So significant do they view this to be, that various strategies are adopted, including taking lunch break time, as well as coming early and staying behind, in order to facilitate the relationship work. Finally, there is some evidence that highly scripted programmes are modified by facilitators in order to fulfill the process of development of the therapeutic alliance. These actions can be seen as acts of resistance, although they are not directly perceived as such by the facilitators. The participants do, however, feel a necessity to work against the prevailing circumstances in order to make the process more effective for their clients.  


A second finding also relates to the facilitators actions overcoming a reality of the programmes’ structures. As the programmes within the correctional system are, by and large, appropriate for the action stage of change, facilitators use strategies in order to help clients who are precontemplative or contemplative. These strategies include using individual counselling not prescribed within the programmes in order to facilitate change in those clients for whom action processes of change are not appropriate. Each participant works in his and her own way with the intervening condition of the client’s individual personality, stage of change level, goals, and values. One of the methods employed by the facilitators sometimes involves an intervening process of working with the client’s own value system in order to reach a common ground for moving towards the development of socially appropriate goals. While working within the client’s values system may, on the surface, appear contrary to a goal of reintegration, it may well be seen by the facilitators as leverage towards eventual client growth and development. 

The process of using existing client values as leverage leads to another principle finding of study B: Therapeutic alliance can have greater positive impacts on outcomes of mandated treatment to the extent the facilitation can overcome the negative influence of management mandates, particularly the limits on available resources. The primary tool that facilitators use in order to accomplish these goals is discretionary facilitation, or the engagement of clients using counselling skills which enhance therapeutic alliance outside the parameters of the established programmes. 


Study B, which should be viewed as a pilot project, has some limitations. These limitations include the very small sample size. While there was much consistency of response, there were not enough participants to achieve unequivocal saturation of all the categories brought forward (Creswell, 2007). The study is therefore not necessarily reflective of a larger population. Each of the participants was drawn from community based programmes, and therefore the institutional programme experience is not represented in the study. In addition, the sample does not include any client participants. The reasons for this omission have been described in detail elsewhere. It should be noted here, however, that the lack of their voices adding to the data clearly represents a limit to this study’s generalizability to the clients who represent the chief beneficiaries of the therapeutic alliance. Not withstanding these limitations, Study B represents a pilot study that allows the reader to weigh the benefits of the methodology employed. In addition, the study, while preliminary, afforded a chance to develop concepts, categorize them into groups that could be compared, and to reach a tentative theoretical conclusion. This study, then, paves the way for the next step in this process, the development and execution of study A.     

Future Research



The study of the relationship between therapeutic alliance and mandated clients has received little attention from the research community. Although the alliance itself has been the subject of robust empirical work for decades with no sign of topic exhaustion, surprisingly few studies have focused on alliance and substance use programming. Even  fewer have taken place within the criminal justice system. There are methodological limitation in this area of research such as questionable outcomes measures and relatively short follow-up periods (Peters & Matthews, 2002). Limitations imposed by access to research participation, a factor in the design of this current study, impact decisions to undertake serious studies. It is, however, an area of research which has enormous potential to effect society, as one incontrovertible feature of most prison systems, including the Canadian, is that the vast majority of incarcerated persons return to their communities. 
Future research in this field can have an important influences in other social research areas. Being mandated is, of course, a far wider concept than its application to criminal justice. The hard-drinking husband of a woman who insists he seek help or suffer a breakdown of the marriage is in fact a mandated client. The employee who enters EAP counselling in lieu of losing a job is mandated to seek assistance. Thus, studies of therapeutic alliance and substance abuse clients mandated within the criminal justice system have greater ramifications for research application. Controlled studies in the prisons and community release treatment facilities can provide a great deal of crucial knowledge that can benefit society as a whole.    

This thesis began with a question of whether developing a therapeutic alliance would have more importance in working with substance abuse clients mandated within the criminal justice system than with other clients. Intuitively, one could presume that a strong therapeutic alliance with clients in the prison system would be highly effective. However, answers to such questions are not built on presumptions. In the final analysis, this study has not produced a conclusion. In fact, this paper has merely begun the process of discovering what the appropriate questions are, which, incidentally, is a both a purpose and a strength of the grounded theory method. Study A is a proposal to begin at the beginning. It is a suggestion to the interested research community to develop a theoretical understanding of the correlation between therapeutic alliance and mandated clients. The grounded theory method will afford the opportunity to ask the participants in the system to develop the questions themselves. Facilitators, managers, programme developers and, most importantly, the clients, will be asked to contribute to connecting research threads: helping to build a theory that will both describe and explain the relationship between therapeutic alliance and treatment outcomes for substance using mandated clients. 
Study A stands as a humble challenge to the research community to turn the search over to the experts: the clients and those who work directly with them. In their voices lies the hope for a way forward toward more effective methods of treating the mandated client. While we may not have the answer to the question of whether forming a therapeutic alliance with mandated clients has a distinct value beyond that found for any substance use therapy client, it remains an important challenge to seek greater understanding. If we can improve our ability to assist clients in the criminal justice system to reintegrate more successfully into society, then we will have accomplished an important task. In the final analysis, the research subjects of this study have demonstrated that they believe developing a therapeutic alliance with mandated substance abuse clients within the justice system takes the helper across the prison divide. In that crossing over, and the development of a therapeutic alliance, they can truly support the mandated client’s journey into recovery and, hopefully, toward a more positive future.     
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