
Introduction

In the last decades, research in psychotherapy has pro-
duced a significant body of empirical evidence that has po-
sitioned therapeutic alliance as a main factor in explaining
therapeutic change (Horvath, Del Re, Fluckinger, &
Symonds, 2011; Lambert, 2013). Despite the fact that this
association has been described as modest (Horvath & Bedi,
2002), in the present, therapeutic alliance is consistently
considered to be the most robust and reliable variable when
investigating the relationship between the psychotherapeu-
tic process and its outcomes (Krause, Altimir, & Horvath,
2011), and it is even deemed, by some authors, as a thera-
peutic goal in itself (Roth & Fonagy, 2013).

In spite of the fact that most of the evidence tends to
come specifically from research on adults, in studying psy-
chotherapy with adolescents, the role of therapeutic alliance
has increasingly proven to be a key factor facilitating ther-
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The study of the ruptures of the therapeutic alliance has impacted research in psychotherapy by highlighting the relational nature
of this phenomenon. Despite ruptures are frequent and relevant during adolescent psychotherapy, most of the empirical evidence in this
field has been carried out with adults. Understanding the subjective experience of the therapist during ruptures while working with ado-

lescent is proposed as a starting point for the study of this type
of interactional scenarios. The study examined the meanings that
emerge from the therapists’ experience in terms of their expla-
nations about the causes and effects of ruptures with adoles-
cents. Eight psychotherapists were interviewed about their
experiences during ruptures with young patients. The data was
qualitatively analyzed through the Interpretive Phenomenolog-
ical Analysis method. Four categories emerged: the failure to
recognize the adolescent’s experience, the intensity of the affec-
tive experience of adolescents in psychotherapy, therapeutic
boundaries as an articulator of the therapeutic purpose and, the
obstacles that family generates during the therapeutic process.
This study concurs with the literature on the need to make ex-
plicit with the family about the meaning, roles and limits of the
therapy, and to prevent the exercise of control from an adult-
centered position. It is concluded that in order to avoid and re-
pair ruptures with adolescents in psychotherapy, an approach
that integrates a sensitive attitude, an ecological point of view
and mentalizing about the origin of the rupture is needed.
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apeutic change; as it is, it seems to play an even more crit-
ical role in this target context than in psychotherapy with
adults (Bhola & Kapur, 2013) as there is often the need to
deal with it throughout the therapeutic process due to the
common relational difficulties characterizing interventions
with young people (Shirk, Karver, & Brown, 2011).
Nonetheless, most literature suggests not to extend the find-
ings obtained from studies on adults to interventions with
adolescents, as interventions with the latter population are
highly susceptible to the developmental particularities of
this life stage. Furthermore the findings of previous re-
searches report that psychotherapy with adolescents tends
to be characterized by, among others, a significant influence
of the family over the course of the treatment (Hawley &
Weisz, 2003), the existence of a generally external motiva-
tion to participate in psychotherapy (DiGiuseppe, Linscott,
& Jilton, 1996), the presence of multiple sources of infor-
mation besides the adolescents themselves, such as family
and school (Achenbach, McConaughy, & Howell, 1987),
the tendency of therapeutic alliance with adolescents to be
weaker and more unstable than that with adults (Horvath
et al., 2011) and the need for therapeutic alliance to be de-
veloped both with the adolescent and with other members
of the family system (Shirk et al., 2011).

All the above aspects in addition to the multiple
changes experienced by adolescents on a psychological,
biological and social areas of development (Delgado,
Strawn, & Pedapati, 2015; Steinberg et al., 2006) shape a
complex scenario that challenges clinicians while attempt-
ing to establish a therapeutic alliance. 

As a way to respond to the evident need to deepen the
research on therapeutic alliance during the 90s, Safran
(1993) and Safran and Muran (1996) developed a theo-
retical proposal based on relational psychoanalysis that
has turned out to be a relevant contribution to the tradi-
tional monadic perspectives in psychotherapy, which have
shown a tendency towards the evaluation of the events
taking place in psychotherapy through the use of pre-post
designs, without taking into account the mutual influence
phenomenon between therapists and consultants during
the process (Gelo, Pritz, & Rieken, 2015). The contribu-
tion of these authors has become an important referent
which has encouraged the development of relational re-
search in psychotherapy (Horvath, 2016). Safran and
Muran (2000) highlight the relational process articulated
at the very foundation of therapeutic alliance, conceiving
the therapeutic relationship as an ongoing process of in-
tersubjective negotiation between client and therapist.
This process is characterized by the presence of moments
of tension and deterioration in the quality of the alliance,
known as “ruptures”, and moments in which this tension
seeks to be resolved, known as “resolutions” (Eubanks-
Carter, Muran, & Safran, 2014). Ruptures vary in inten-
sity, duration and frequency, depending on every
particular dyad, but they are described as situations that
inevitably occur in the course of the therapeutic process

and, although their occurrence may increase the risk of
early withdrawal from treatment, its resolutions and elab-
oration may be significantly connected to therapeutic
change (Safran, Muran, & Samstag, 1994).

This model of ruptures and resolutions has been
scarcely, and only recently, applied to research on psy-
chotherapy with adolescents. However, it has shown to be
useful in the clinical work with this client group. 

For example, Daly, Llewelyn, McDougall, and Cha-
nen (2010) studied a group of 86 adolescents diagnosed
with borderline personality disorder; found that in the
process of resolution of ruptures, in cases where the ther-
apists followed all phases of their task-analysis
model, they obtained better therapeutic results. A more re-
cent study (Gersh et al., 2017) used a sample of 44 ado-
lescents; the researchers reported an inconsistent
association between the resolution of ruptures and the
therapeutic outcomes, although the resolution of ruptures
in later moments of the therapy was associated to the
change, contrary to what the literature on adults reports
(Safran, Muran, & Eubanks-Carter, 2011). Finally, an-
other study (Binder, Holgersen, & Nielsen, 2008) explor-
ing the actions performed by therapists working with
adolescents in order to favor engagement with therapy and
resolve ruptures evidenced the complex nature of treat-
ment in these moments, revealing the intertwined articu-
lation between the specific therapeutic actions required
and the theoretical therapist’s understandings of adoles-
cent’s development. 

This type of interactive scenarios presents a complex
challenge for clinicians who work with adolescents, yet
it is significantly relevant for the progress of the thera-
peutic process (Binder, Moltu, Hummelsund, Sagen, &
Holgersen, 2011) and compels researchers to further de-
velop this area of study (DiGiuseppe et al., 1996). A
deeper understanding of the mutual influence that takes
place in moments of rupture is central to such develop-
ment and may be initially explored by means of a quali-
tative research. Therefore, the main objective of the
present study is to characterised moments of rupture dur-
ing therapy with adolescent clients from the therapist’s
perspective. Specifically, the main causes and effects of
these disruptions are explored. In order to do so, special
attention is paid to the specific interactional scenarios, ac-
counting for the triggers and their display as rupture in the
therapeutic alliance. 

Materials and Methods

The study uses a qualitative design and seeks to ex-
plore the meanings that emerge from the therapists’ expe-
rience, their explanations about the causes and effects of
ruptures with adolescents in the relational context in
which these occur. The analysis of the data is based on an
adaptation of the Interpretive Phenomenological Analysis
method (IPA, Pietkiewicz & Smith, 2014).
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The IPA has been used for research in psychotherapy
(Weitkamp et al., 2017; Wilson & Sperlinger, 2004) as an
inductive method to explore how people build meaning
out of their life phenomena, recognizing the felt experi-
ence of the participants.

Participants

Eight clinical psychologists participated in this study.
As an inclusion criterion, they were required to have at
least 5 years of work experience as clinical psychologists
with adolescents. As criteria of maximum variability of
the sample, due to the exploratory nature of the study, the
selected professionals were expected to have clinical ex-
perience in different areas and to do clinical work from
different theoretical approaches, with at least two inter-
viewees per approach (Table 1). The interviewees were
selected by means of a snowball sampling process that fa-
vored the adaptation of the subjects to the inclusion crite-
ria and maximum variability. The participants were
directly contacted by the researchers. The appropriate
number of interviewees was determined based on the IPA
criteria (Pietkiewics & Smith, 2014), the appropriate num-
ber of interviewees was determined. As this approach
privileges the depth of the analysis, samples tend to be
small, ideally ranging from 6 to 8 participants (Turpin et
al., 1997).

Data collection

A semi-structured interview script was elaborated
from the explicitation interview (Maurel, 2009) that aimed
to facilitate the exploration of sequential elements (what
happened next, what it implied), actions (what did you do,
what did he do), affective elements (what did you feel),
and reflexive elements (how that is explained, what you
think happened to him) during rupture moments in ado-
lescent’s psychotherapy. 

The interview was organized into four dimensions: i) In-
troductory questions, aimed to gain a deeper understanding
of the interviewees’ clinical experience with adolescents; ii)

General rupture questions, aimed to identify a rupture mo-
ment in a chosen therapeutic process and talk about its trig-
gers, the actions to manage this moment and experiential
aspects of it (I would like you to tell me, with as much detail
as possible, about a situation in a psychotherapy process
with teenagers in which you have experienced a rupture
with. What do you think led to this situation? What do you
think happened to your patient during the situation? What
happened to you? What did you do during this situation?);
iii) Specific rupture questions, aiming to explore the thera-
peutic interventions that aimed to cope with the rupture, its
effects on the therapeutic process and therapeutic relation-
ship (Was the rupture repaired? If the answer is positive:
What causes do you think contributed to the positive out-
come? What effects did this have on the therapeutic process
and on the therapeutic relationship? If the answer is nega-
tive: How do you explain the fact that it was not possible to
repair the rupture? What effects did this have on the thera-
peutic process and on the therapeutic relationship?) After
that, the interviewees were asked to recount another rupture
situation. If they first reported a situation of a repaired im-
passe, then they were asked to comment on a case in which
the rupture was not repaired and vice versa; iv) Reflection
questions, aiming to elicit a reflection about their therapeutic
practice with adolescents in the context of dealing with rup-
tures (In both situations, would you have done anything dif-
ferent in your intervention if you have had the chance? If
your patient had been an adult, do you believe that this sit-
uation would have been different? How? Why?). Later on,
with the aim to elicit more spontaneous stories, they were
asked to recount two more situations, one of a repaired rup-
ture and another one of non-repaired rupture, repeating the
same interview patterns from points 2, 3 and 4.

The interviews lasted approximately one hour, were
recorded and transcribed; information about names and
places that allowed the identification of the interviewees
and their clients, were modified. All interviews were con-
ducted by an infant-adolescent clinical psychologist who
was trained in the application of this script by one of the
main researchers. At the time of the interview each par-
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Table 1. Characterization of the interviewees.

Therapist     Sex               Age               Clinical approach                               Years of clinical                   Therapist’s working setting
                                                                                                                   experience with adolescents

1                   Male             43                 Systemic Family Therapy                                15                              Primary care mental health, Social services 

2                   Male             32                 Constructivism                                                 5                               Social services

3                   Male             36                 Constructivism                                                11                              Education 

4                   Male             37                 Psychodynamic                                                11                              Primary care mental health 

5                   Male             33                 Humanism                                                        7                               Education

6                   Female          36                 Systemic Family Therapy                                11                              Education, Social services

7                   Female          37                 Psychodynamic                                                 9                               Primary care mental health 

8                   Male             62                 Humanism                                                       40                              Primary care mental health
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ticipant signed an informed consent that ensured confi-
dentiality and anonymity. The study follows the ethics
principles of the Declaration of Helsinki.

Each one of the eight interviews provided the narrative
of four episodes of rupture, that is, 32 stories, accounting
for 16 repaired episodes of rupture and 16 unrepaired
episodes of rupture.

Analysis 

The analysis of the interviews was carried out by two
clinical psychologists, one of them was an MA student,
and the other, a PhD student. 

Topic identification was carried out following the
steps proposed by Smith, Flowers, and Larkin (1999) for
the IPA. First, a joint reading of a random interview was
carried out, generating preliminary notes on first impres-
sions and reflective comments, keeping the focus on both
the content and the affects transmitted by the interviewee
throughout each of the four rupture episodes. Later on,
emergent notes were taken and then reformulated as con-
ceptualized sentences using psychological terminology
and, therefore, with a higher level of abstraction. These
corresponded to the first emerging themes. Then, the same
procedure was carried out for individual analysis of each
of the remaining interviews, each time considering previ-
ous interview notes and including specific emerging ele-
ments from each interview. After these analyses, the
coders discuss the emerging issues and reconcile differ-
ences through consensus. 

A third phase consisted in categorizing emerging
themes based on thematic similarities. Guiding questions
were designed for the coders use based on the research
objectives, with the aim of supporting the organization of
merging themes in broader dimensions. The guiding ques-
tions are: i) Which therapeutic attitudes contributed to
rupture; ii) Which therapeutic interventions contributed
to rupture; iii) What are the patient’s predispositions that
combined with the therapeutic intervention, contributed
to rupture; iv) What are the effects of rupture on thera-
pists, patients and/or therapeutic relationships.

In this phase, issues that did not fit the emerging struc-
tures or that were too exceptional were excluded.

Throughout the process, a clinical psychologist super-
visor was consulted by the team about emerging results
and facilitated a reflective process with the team about the
findings at a clinical level. 

Once a final taxonomy of emerging subthemes was
elaborated, were audited by a fourth specialist in qualita-
tive methods. 

Results

From the analysis of the interviews four categories
emerged; they refer to interactive scenarios that charac-
terize moments of rupture with adolescents. The following

are the emerging categories, which are also summarized
in a table that shows the emerging topics according to
each dimension.

Failure to recognize the adolescent’s experience

This failure is understood by the interviewees as lack
of consideration for the adolescent’s immediate experi-
ence convey by the adolescent, both at affect level (“I was
not able to recognize at that moment what was happening
to her” – Therapist 3) and content level (“I was asking
him about other things, we did not agree on what we were
talking about” - Therapist 6) or as moments when the ado-
lescent patient’s history and their previous experience
were not being taken into account (“the first time I didn’t
know, but the second time I knew what I could do...and
then I couldn’t...I think that was not handled very well” -
Therapist 4). This failure to consider the patient’s experi-
ence is manifested during interventions that have been de-
scribed as non-contingent and focused on the experience
of the therapist, who frequently assumes an expert posi-
tion, as one interviewee describes: “the ruptures with ado-
lescents is because the therapist tries to tell something
that is not the adolescent idea, but yours” - Therapist 1.

On the one hand, the interviewees mention in the re-
ported stories certain evolutionary characteristics that are
specific of adolescents; this explains why this type of in-
terventions can be so sensitive and favor ruptures. These
evolutionary characteristics include “a high sensitivity to
the environment.” As Therapist 5 states when comparing
adolescents’ and adults’ psychotherapy: “the sense of awe
that adolescents have, their continuous search for discov-
ery, for questioning the world of adults”. On the other
hand, interviewees mention the low tolerance that young
people show towards what they evaluate as “errors of their
therapists”. In this regard, another interviewee points out:
“As an adult I go to therapy and sometimes it seems to me
that the therapist is not that clever...I feel he asks me ques-
tions...I feel that sometimes he is not listening to me...but
I still give him more opportunities. I feel that teenagers
do not...maybe teenagers are more extreme in their as-
sessment” - Therapist 2.

This type of interactions seems inevitable, not only be-
cause of the unpredictability of the consultants, but most
of all because of the impossibility of the therapist to main-
tain a level of awareness and constant alert about the re-
lational effect of all their interventions in a context of
complex interaction.

A noteworthy element emerging from this type of im-
passe is the interviewees tendency to conceptualize ruptures
with adolescents as a phenomenon for which therapists are
responsible of: “He kind of like criticized me...and my ex-
planation has to do with the fact that, in that moment, I was
not able to identify what was happening to him...and for
that reason...uh...the fact of having tackled family issues
with less care and time” - Therapist 1.

This type of situation usually has the consequence of
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consultants’ refusal to refer to these topics in the future
because they do not feel accepted or recognized: “What
are you going to school for, what is the point of school…
and then she reacted very badly, that is, -You do not un-
derstand any of this...you are an ally of the enemy, you try
to justify the teacher...and the truth is that then it did not…
it did not work out, I think I never got him to understand
that I was talking about him, not about my values or
views. I believe that I was never able to solve that im-
passe...in the end, the topic remained a closed compart-
ment that was never touched again, and she never again
spoke about academic issues”- Therapist 8 (Table 2).

Intensity of the affective experience of adolescents
in psychotherapy

Affection plays a prominent role in interventions with
adolescents, as described by the interviewees. Given the
intensity with which adolescents experience their internal
world, many of their ruptures tend to be characterized by
the emergence of overwhelming emotions which in turn
generate equally intense emotions in the therapists, who
often express feelings such as tension, paralyzing anguish,
confusion, fear or perplexity. As an interviewee exempli-
fies: “What I was trying to do with her...was...to calm
down, because I realized that I was distressed and scared,
and I realized that...I was scared that she would kill her-
self, yes, that was my fear...and I was trying...not to con-
trol my fright, but to regulate what my position in front of
her was” - Therapist 7. This type of affection experienced
by the therapist can be noticed by patients and contributes
to create the expectation that they cannot be contained by
the therapist: “I think he was very distressed, he noticed
my anxiety and I was more distressed...he has this sense
of guilt then...it was like this pattern...I raised topics that
demanded... uh...to be in touch with distressing
feelings...this boy was off school, and had presented some
psychotic symptoms...then these symptoms began...and I
was distressed and scared...he perceived that, he became
more distressed...” - Therapist 1.

Therapists’ actions taken to face these moments some-
times lead them to adopt a controlling position to

promptly regulate the crisis. The following interviewee
also comments on how these intense emotions led him to
question his own performance: “I think this causes a lot
of anguish...it causes a sense of inefficiency, doesn’t it? I
think the feeling of professional competence hurts a
bit...because it’s like...and you get anxious and you start
to act hastily, and you commonly concretize more...like
‘since we cannot go into that topic then let’s talk about
weight... How many times did you go out and exercise
today?’ or ‘How many times did you get distressed? How
many eating binges did you go on? How did you feel be-
fore the binges?’ ” - Therapist 1.

Another instance in which the emotional intensity of
adolescent’s experience becomes evident is in response to
interventions where they are challenged, especially in the
early stages when the therapist-patient bond has not yet
been strengthened. In the case of adolescents, this type of
actions, as pointed out by the interviewees, also favors the
therapist positioning as an expert adult, close to a control-
ling parental role, which is strongly resisted by adoles-
cents in psychotherapy. “Um...so...I stood firm in that
position...and she started to get annoyed…she started to
evidently behave as if she did not want to be there...to feel
that I was taking a patronizing role, as if I were her
mother, a desire to control her...to do everything against
what we had been working on in the therapeutic process”
- Therapist 4.

Finally, when addressing the issue of complex family
dynamics, the therapist faces a highly emotion-charged in-
tervention. In these circumstances, patients tend to with-
draw from interaction. Therapists explain this behavior as
their patients’ lack of maturity to understand complex fam-
ily dynamics or the fact that these dynamics can often be
at the core of the problem. As one interviewee points out
in explaining the constant reluctance of a teenage patient
to talk directly about family conflicts linked to food: “I be-
lieve that she was in a moment when she was not able to
put up with them emotionally (her family). She was able to
worry about eating or not eating or exercising, but she did
not have the psychological structure to take a more abstract
leap. Their family relationships were too chaotic...an inter-
mediate space was needed” - Therapist 7.
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Table 2. Failure to recognize the adolescent’s experience.

Guiding questions                                                             Themes

Which therapeutic attitudes contributed to rupture?           Difficulty to maintain a level of awareness and constant alert regarding the adolescent’s needs;
lack of consideration for the adolescent’s immediate experience

Which therapeutic interventions contributed to rupture?   Non-contingent interventions with the patient’s experience, control actions from an expert or
paternalistic stand

What are the patient’s predispositions that combined        High sensitivity to the environment, low tolerance to “errors of the therapists”, changing
with the therapeutic intervention, contributed to rupture   nature of affection, need for autonomy.

What are the effects of rupture on therapists, patients        Therapists blame themselves when they perceive patient’s withdraw in response to a lack of
and/or therapeutic relationships                                          attunement or patients become avoidant to talk about topics in which they may have not felt
                                                                                            recognized or validated during the therapeutic process
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A noteworthy element in the work with children and
adolescents that several interviewees recurrently refer to
is their role as children’s rights protective agents. They
tend to place themselves as caregivers and accountable
for their patients’ mental health, an element that makes
ruptures particularly concerning in critical situations,
therefore all this becomes a constant source of tension for
clinicians. As one therapist argues: “When you think about
suicide of teenagers and adults...they are different, but not
because of the particular adolescent and adult, but be-
cause of the legal protection issues that underlie...right?
Then children are objects of social protection...and one,
as an agent working with minors, must always be watch-
ing over that...especially in terms of protection, when
there is a therapeutic impasse that may affect the thera-
peutic bond, that is very complicated” - Therapist 5.

Repairing situations of intense adolescent affect expe-
rience during therapy would contribute to the strengthen-
ing of therapeutic alliance in this dimension more than in
any other dimension. It is this bond that significantly con-
tributes to the repair of other bonds. Another interviewee
says: “When there is repair, there is repair of the bond”.
As Therapist 2 points out, this aspect would be even more
relevant than when working with adults, “I feel that when
working with teenagers the bond is more important...I be-
lieve that adults are willing to tolerate therapists that
sometimes do not seem so sensitive to them.”

It is worth to mention that most interviewees reported
that therapeutic alliance is not an aspect that comes to be
established at some point, but it becomes a permanent and
unstable endeavor that is pursued throughout the psy-
chotherapeutic process. Although it may be strengthened
over time, considering it as an already consolidated ele-
ment may lead to less attention to relational patterns that
contribute to the emergence of ruptures. Moreover, a sin-
gle rupture, despite the presence of a strong therapeutic
alliance, could lead to the deterioration of the process and
even to its anticipated termination, as illustrated in by the
following vignette: “I had a disastrous example that
ended up affecting a long and very positive process...and
at the end of the process I did not expect something like
this to happen...I started up with the feeling that there was
reliability in our work interaction...an important concrete

situation uh…I feel we threw away important work we had
developed until then” - Therapist 5. In addition, the pos-
sibility of ruptures having the potential to be repaired is
conditioned not only by the clinician’s skills but also by
an attitude of authenticity: “If you are not transparent,
they begin to attribute bad intentions to you, to your ques-
tions or your activities...maybe not bad intentions, but
more suspicious...as they are more...they are also wonder-
ing what the therapist thinks...uh...that may be
more...there could be more difficulties arising from that”
- Therapist 6 (Table 3).

The therapeutic boundaries as an articulator
of the therapeutic purpose

The beginning of a therapeutic process with adoles-
cents, as referred to by the interviewees, is usually moti-
vated by third parties, thus becoming a space that
represents an adult world that adolescents do not identify
themselves with: “The disadvantages or difficulties...in
general, they relate to the perception that teenagers have
of a professional who is usually conceived as the
enemy...that is, ‘I hate my mom, the police, the
teacher...and all grown-ups.’ ” Another interviewee adds:
“The vast majority of children who consult, consult...not
because of their own desire to do so...but because they
had problems at school or because they fought with their
parents or because...they smoked marijuana or because
they committed a crime and their parents force them to
go” - Therapist 8.

When an adolescent has not chosen to attend therapy,
the process is started with low motivation, this is de-
scribed by the interviewees as lack of confidence in the
therapist’s ability to really help them. One participant
comments about how this is accentuated when adoles-
cents have had previous therapeutic unsuccessful experi-
ences that, in the adolescent’s view, have proven
psychotherapy to be a controlling space: “I believe that
when he came he was in a state of distrust. I think he came
to test maybe...to see what happens...because I feel that
maybe...he actually told me later...that what had happened
with the other two therapists and with the psychiatrist…
he felt that those people were always trying to teach him,
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Table 3. Intensity of the affective experience of adolescents in psychotherapy.

Guiding questions                                                             Themes

Which therapeutic attitudes contributed to rupture?           Consideration of the therapeutic alliance as a consolidated aspect, lack of regulation of one’s
affections, assumption of a role of safeguarding the rights of children and adolescents

Which therapeutic interventions contributed to rupture?   Search for ending the impasse as promptly as possible through patient control and untimely
confrontation

What are the patient’s predispositions that combined        Intensity of affects, lack of maturity to understand dynamic complex relationships, demand
with the therapeutic intervention, contributed to rupture   for authenticity from therapist

What are the effects of rupture on therapists, patients        Intense affections of fear, anguish and confusion in therapists and patients, patients feel that
and/or therapeutic relationships                                          their therapists cannot contain them
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always telling him ‘you have to behave, you cannot hit
your parents’ ” - Therapist 4.

The initial lack of trust could play a relevant role in
the early origin of ruptures at a time when, as proposed
by the interviewees, finding a purpose to attend psy-
chotherapy is critical: “…adolescents come to therapy not
because they want…this is the first obstacle (laugh) that
is produced in the process with them…to build a relation-
ship and to be like mmm give meaning to what we will do
in therapy, that is meaningful for them” - Therapist 3.

According to the interviewees, resolving these initial
difficulties could favor the strengthening of the adoles-
cent’s confidence towards the clinician, leading to gradu-
ally injecting meaning to the engagement in therapy;
understanding the space as a favorable environment for
introspection and the expression of personal ideas.

Some interviewees identify an aspect that can lead to
ruptures and impact the bond created at early stages of
therapy: the implicit adolescent expectation of loyalty
from the therapist, which if not addressed in the therapeu-
tic work can negatively impact the therapeutic alliance,
this highlights the importance of clarifying the therapist’s
role. In the following vignette a therapist narrates a rup-
ture episode that emerged in the context of community
based program from the need of breaching confidentiality
based on the potential risk to others: the adolescent dis-
closed a situation where he did put in danger another per-
son’s life: “The first sessions with this boy...he did not
want to talk, he was very angry...he felt that I betrayed
him...he told me ‘Dude, I trusted you, and you told my
dad.’ I repeated that I was compelled to do it, that as a
community program we could not be accomplices of
something like that...that I said it to him before he told me
about the whole situation” - Therapist 5.

It is important to point out that like the bond develop-
ment, the therapeutic space, its boundaries and agree-
ments could be vulnerable and should not be considered
completed since the adolescent and therapist may need to
review them over and over again especially during the
ruptures: “The therapeutic space suddenly ceased to be a
healthy space, ceased to be a hundred percent reliable
space, it began to be a representative space of a system
which he does not feel part of, a system that somehow

does not solve his difficulties...when indeed, to protect
himself from this ambivalence that the therapeutic situa-
tion generates, he says...basically it does not matter what
this space is like, I do not need this space” - Therapist 1
(Table 4).

When the family hinders the therapeutic process

A distinct aspect about adolescents, which has even
been deemed as a difficulty by some therapists, lies on
their dependence on caregivers, whom not only tend to
request the intervention but also pay for it and can decide
unilaterally the early therapy termination. One intervie-
wee says: “I think that this can be a disadvantage, that
there is no…independence in general...not even econom-
ically, obviously, because the processes are paid by the
parents, or the caregivers” - Therapist 8.

The inclusion of the family becomes a therapeutic ob-
jective to consider and consequently there is need to es-
tablish an alliance with them and the promotion of their
participation in the therapeutic process; as Therapist 5
points out: “I see it more as a disadvantage in some spe-
cific cases, in that they depend on a caregiver. Why? Es-
pecially here at school, because it is very complex when
the caregiver does not come, it is much more complex to
intervene. I feel that in the intervention with adoles-
cents...the process obviously needs to be global, consid-
ering the context of the family.”

The caregiver’s participation in therapy can originate
ruptures between the therapist and the adolescents when
they reject their presence in the therapeutic space under-
stood as individual. Alternatively, rupture could happen if
the therapeutic objectives are incompatible with those of
the caregivers’. The following vignette illustrates an exam-
ple of this: “He sent me a WhatsApp message and told me
that this therapy was no longer serving him and that he
came here because of other personal needs, that he did not
come to talk to his family and he felt very exposed by them,
he felt that they criticized him...he said that this was not
being well handled in the last few sessions...I was not serv-
ing him for what he needed”- Therapist 7. 

The therapists’ lack of attention on the need to moti-
vate the family to be part of the process, and the explana-
tion of the roles that both have, can lead to the
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Table 4. The therapeutic boundaries as an articulator of the purpose of therapy.

Guiding questions                                                             Themes

Which therapeutic attitudes contributed to rupture?           Lack of awareness about the adolescent’s assumptions towards the therapeutic framework

Which therapeutic interventions contributed to rupture?   Difficulty to encourage therapeutic purpose, lack of clarification of the therapist’s role

What are the patient’s predispositions that combined        Lack of personal motivation to initiate a process of psychotherapy, mistrust of the therapist’s
with the therapeutic intervention, contributed to rupture   abilities, negative expectations towards therapy perceived as a controlling space, demand of
                                                                                            loyalty from the therapist

What are the effects of rupture on therapists, patients        Patient’s mistrust in the therapeutic space, impossibility of establishing a collaborative
and/or therapeutic relationships                                          therapeutic bond
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maintenance or emergence of expectations that move
away from the limits of psychotherapy, being also a
source for disagreements that can even lead to a drop-out.
A specific manifestation of this, which tends to be recur-
ring among the interviewees, has to do with the pressure
that caregivers place on clinicians for quick and observ-
able results in adolescents. In the following vignette, a
therapist points to this element as a cause of a patient
dropping out: “I think I was pushed into meeting the goals
in less time, also because...at times did not progress as I
expected or as the mother demanded...or as she re-
quested” - Therapist 6. Similarly, another therapist refers:
“The scarce visibility of the psychologist as a real support
figure for children...that, I think, is a disadvantage, the
fact that one has to be constantly validating one’s work,
showing that this is part of a process, that this has a pur-
pose...to show indicators of progress, so that families or
parents also get to see...the evolution or the real impact
of the process” - Therapist 3.

Even when the family does not actively and directly
participate in the psychotherapeutic process, the inter-
viewed clinicians reported their pressure on both, thera-
pists and adolescents, turning the family into a third party
with symbolic presence during therapy. The interviewee
comments: “there were other eyes in there, weren’t
there?...it was not a private space, it was not only the both
of us there”. Ruptures can emerge indirectly, not through
direct disagreements, but by the influence on the adoles-
cent motivation through the devaluation of the clinician.
In the following example, a therapist talks about the dis-
agreement’s effects with the patient’s caregiver:

“I feel that from then on, the teenager, well, clearly as-
sumes another attitude, basically less receptive...less col-
laborative...um...and I link this to that episode. He never
made it explicit to me, he never said to me: ‘What happens
is that my aunt is telling me this...’, but...she probably heard
things about me, negative judgments from the caregiver,
and that influenced the way she treated me” - Therapist 8.

Another way in which ruptures with the family system
is presented in therapy is through the triangulation of
young people, which creates ambivalent feelings on them:
“The mother told me that the girl said there were certain
things about the therapy she disagreed with. So...this is

like an...annoyed mom there, because deep down, what
she says it is that...there were certain things that I told
her, that the teenager felt as an attack on her
mother...which is probably related to family dynamics...so
the next session was very complicated; it was complicated
because...uh...because the girl was trapped in a network
of loyalties...and she was probably looking at me as part
of that network”- Therapist 1.

While facing these situations, some therapists take ri-
valry positions or attitudes towards family members or
take pseudo-parental roles. One interviewee refers to this
role as “a savior” and says: “I think that it is a recurring
feeling when working with teenagers...uh...this feeling
that the parents...uh...boycott the relationship with your
coup...emm…your patient, and it is easy to get involved
in a competitive relationship with parents...I think there
is something going on there...this ‘I’m going to be a good
father to you, adolescent’...uh...and I think it made me a
bit angry there, I think that maybe it was one of the diffi-
cult things we had to handle, that I was angry because it
happened after so much work.” - Therapist 2 (Table 5).

Discussion and Conclusions

This study has sought to account for common ele-
ments of therapy with adolescent’s ruptures based on ther-
apists’ experience and to identify the therapeutic scenarios
in which they emerged. The identified four categories are
discussed below based on their clinical relevance in the
therapeutic work with adolescents. 

A phenomenon called “failure to recognize adolescent
experience” has been described, as referring to the clini-
cians’ ability to be sensitive to their patients’ needs. Inter-
viewees emphasis the importance of being sensitive more
than being empathetic towards the adolescents’ need dur-
ing therapy. Sensitivity has been widely used in the field
of early intervention and is known to assist secure attach-
ment development. A sensitive caregiver has the ability
to be aware of the infant’s signals and to act accordingly
towards them (Ainsworth, Bell, & Stayton, 1971). Sub-
sequently, Meins, Fernyhough, Fradley, and Tuckey
(2001) further developed this concept understanding sen-
sitivity, as the ability to “have the child mind in mind”
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Table 5. When the family hinders the therapeutic process.

Guiding questions                                                             Themes

Which therapeutic attitudes contributed to rupture?           Assumption of a “more competent caregiver” role

Which therapeutic interventions contributed to rupture?   No clarity about the role of each participant in the therapy; rivalry with the family

What are the patient’s predispositions that combined        Caregivers’ influence on the therapeutic process; incompatibility of adolescent/caregiver
with the therapeutic intervention, contributed to rupture   reasons for consultation; adolescents refusing their caregivers’ participation; caregivers’
                                                                                            expectations for rapid therapeutic results; symbolic caregivers’ presence

What are the effects of rupture on therapists, patients        Therapist-adolescent-caregivers triangulation; adolescents’ negative predisposition to therapy
and/or therapeutic relationships
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and coining the concept of mind-mindedness. In the case
of this study, the use of this concept by interviewees con-
tributes to the recognition of the complexity of the ado-
lescents’ evolutive stage, and accounts for the challenge
of being sensitive in a therapeutic context while under-
standing and establishing a therapeutic relationship with
another being who is rapidly developing at an emotion-
ally, social and cognitive level. The concept of mind-
mindedness demands the therapist to keeps “constantly in
mind the patient’s mind”. In this regard, in recent years,
some authors have proposed that mentalization could play
a relevant role in explaining what happens during rupture
in terms of relationships (Morken, Karterud & Arefjord,
2014) and could be a focus during therapists’ training and
supervision (Levendosky & Hopwood, 2017). Authors
such as Binder et al. (2008) point out that many adoles-
cents who are in therapy may have deficits in their ability
to reflect upon themselves and others and, therefore, in
their capacity for abstract thinking. That’s why interven-
tions in which therapists ask their clients to reflect on
complex issues such as family dynamics, can become a
source of ruptures insofar as they require the use of struc-
tural functions that are still under development which can
also be interfered with by directly addressing issues that
are difficult to talk about because of their emotional load
or simply because they do not understand them.

On the other hand, this concept has been used in cul-
tural psychology to account for how the therapists’ com-
petencies in order to understand and adapt to
culturally-diverse racial, linguistic, ethnic and sexual con-
texts, among others (Cardemil & Battle, 2003; Sue, 2006;
Sue & Zane, 2009). In this study, the interviewees remind
us of adolescence as a social, historical and culturally-sit-
uated developmental stage (Duro, 2005), therefore, clini-
cians are challenged to establish a relationship with a
complex subject who belongs to a subculture with partic-
ular, constantly changing interests, values and beliefs.

The distal sources of rupture are multiple external
agents that could influence the therapy with adolescents;
in this study, the family is highlighted as the main tangled
web of ecologically related subsystems that do so There-
fore, the clinician’s illusion of being in an exclusively dual
relationship while in therapy with adolescents, opens a
blind spot regarding agents that can contribute to ruptures
and that may have more influence than the consultant on
the course of the therapy.

When the focus is placed on the therapist’s, it is possible
to observe the use of controlling strategies with adolescent
patients. This is a transversal element of the emerging
themes. Although this aspect is not exclusive to interven-
tions with young people, it is important to point out that
child and adolescent areas have been characterized by the
presence of adult-centered views, which historically have
excluded girls, boys and adolescents and have tended to po-
sition adults as experts (Silva, 2013). This is also recog-
nized in the psychotherapy field (Castillo-García,

Castillejos-Zenteno, & Macias-Esparza, 2017) whenever it
is evident that there is “an experienced adult” who asym-
metrically faces an “underaged person who is still in a de-
veloping stage into a moment in life when they will be able
to fully integrate socially and to be respected” (UNICEF,
2013). As observed in the interviewees’ discourse, this
asymmetric view coexists with, but is not integrated into a
children’s rights perspective. This is made explicit in sev-
eral vignettes that account for the clinician’s duty of care
while working with adolescents. 

This disparity of views is manifested in controlling ac-
tions and the adoption of parental roles towards the ado-
lescent based on a misunderstood children rights
protection framework; in these interventions the young
person is considered an object instead of a subject of pro-
tection, resulting in ruptures where the therapists perceive
themselves as the sole responsible.

Finally, another aspect regarding therapeutic context
and therapeutic boundaries that is relevant for the under-
standing of the phenomena of ruptures is that interviewees
agree with ideas found in the literature describing patients
who do not see themselves as needing treatment and fam-
ilies who don’t understand the role they play during it
(Bolton Oetzel & Scherer, 2003; Dakof, Tejeda, & Liddle,
2001). This requires the clinician explicitly establish and
talk about the limits of therapy as one of the fundamental
tasks of the therapeutic work with adolescents and their
families; this is indeed a complex task, considering the
need to establish a sufficiently flexible and open frame-
work that is democratically co-constructed and redefined
throughout the process by its vicissitudes. At an early ther-
apeutic stage the contracting aim is to establish clear
boundaries about the context, roles and responsibilities
with regards to the task on hand. The principle is to em-
power the adolescent without compromising their safety;
this continues throughout the therapeutic process (Herre-
man, 2015). This led interviewed clinicians to rethink the
implications for diverse therapeutic settings (the clinical
box, the consultants’ home, the cyberspace by means of
virtual communication) and diverse therapeutic resources
(letters, journals and other written, symbolic resources),
that can be used to address issues difficult for adolescents
to speak about, given the intensity in which feelings may
be experienced.

Even though this study provides useful results in the
field of psychotherapy, it has some limitations. The first
is the use of interviews to collect data. Although the in-
terviews sought to emotionally place the interviewees in
the situation of rupture and its context, their testimonies
relied mostly on their recollections; memory may be in-
terfered by the passage of time, and by memory process-
ing based on their own theoretical conceptualizations. In
this regard, it is necessary to promote studies that incor-
porate methods of direct observation of ruptures with ado-
lescents in psychotherapy. 

A second point to keep in mind is the sample compo-
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sition, since the participation of cognitive-behavioral ther-
apists was omitted, leaving out a widely recommended
approach for working with adolescents. This omission is
a product of the way in which the participants were re-
cruited; having four pairs of therapists from different ap-
proaches was the priority and a proposal of possible
theoretical perspectives was not considered a priori. As
soon as four therapists were recruited, and their approach
was identified, a second therapist to match each of the
four initial interviewees’ therapeutic approach was re-
cruited to complete each pair. In addition, it is important
to consider that each participant’s therapeutic approach
may have effects on how to deal with ruptures. Due to the
exploratory nature of this study, this was not analyzed, but
should be considered in further studies.

Finally, we consider important to acknowledge that
the results of this study are based on the therapists’ narra-
tive. In order to deepen the understanding of ruptures in
psychotherapy with adolescents, is necessary to do a fur-
ther study/research that includes the adolescents view
point recollection of a rupture.

Despite the limitations described above, we believe
this work is relevant for various reasons. Firstly, it evi-
dences the need to incorporate a special focus on the phe-
nomena of rupture in the intervention with adolescents,
an aspect that has been especially recommended in the
work with adults (Castonguay, Boswell, Constantino,
Goldfried, & Hill, 2010) but not so in the work with
teenagers; in light of what has been stated by the intervie-
wees, rupture is a critical element in the work with ado-
lescents. Secondly, the results led us to adopt an
ecological viewpoint in the attempt to understand the
complexity of interventions with adolescents; this view-
point considers both, individual and evolutionary aspects,
as well as contextual and historical-political elements that
depict adolescents and therapists’ perspectives about
themselves. And thirdly, this study led us to consider the
clinical relevance of contracting, sensitivity, and mental-
ization on the potential origin of ruptures in order to
specifically understand this phenomenon in a deeper and
relational way and, broadly, further understand the thera-
peutic relationship and the process of building the thera-
peutic alliance. Such consideration leads us to consider
not just the explicit, but the unconscious mutual influence
aspects of adolescent psychotherapy since a rupture al-
ways enacts transference-countertransference aspects of
the therapeutic relationship (Safran & Muran, 2006).
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