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Introduction

The working alliance is one of the most researched con-
structs in psychotherapy. Decades of empirical studies sug-

gest that the working alliance is the most consistent predictor
of treatment outcome, across psychotherapy orientations,
such that stronger alliance is associated with better treatment
outcome (Flückiger, Del Re, Wampold, & Horvath, 2018).
Alliance is defined as the emotional bond established be-
tween the patient and the therapist, and the agreement be-
tween them on the goals of therapy and the tasks required
to achieve them (Bordin, 1979). The accumulating research
suggest that the alliance may serve both as the facilitating
environment required for conducting any effective treatment
and as an active ingredient, therapeutic in itself (Crits-
Christoph, Gibbons, & Mukherjee, 2013; Muran, Safran, &
Eubanks-Carter, 2010; Zilcha-Mano, 2017).

The first generation of alliance research focused
mainly on establishing the association between strong al-
liance and better treatment outcome. It was the second
generation of research, initiated by Safran and Muran’s
(2000) classical work, that delved into the question of
what makes alliance therapeutic, and how therapists may
utilize the products of alliance research in their clinical
practice. Safran and Muran’s theoretical conceptualization
of rupture and repair in the therapeutic alliances has
greatly advanced both the empirical work on alliance and
the implications of such work for actionable guidelines in
clinical practice (Safran & Muran, 2000). 

A rupture in the alliance is defined as deterioration
or tension in the alliance, manifested by a disagreement
between the patient and therapist on the goals of treat-
ment, lack of collaboration on tasks, or strain in the emo-
tional bond (Eubanks, Muran, & Safran, 2018). Ruptures
in the alliance are common, and generally considered to
be normal, inevitable events in the therapeutic process
(Safran, Muran, & Eubanks-Carter, 2011). The ability of
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the therapists to identify and resolve ruptures is a key
factor associated with good outcome (Eubanks, Burck-
ell, & Goldfried, 2018; Safran & Kraus, 2014; Safran &
Muran, 2000).

A central idea emerging from Safran and Muran’s
work is the importance of therapists recognizing ruptures
or problems in the relationship, and using a therapeutic
and supportive attitude in handling them (Safran, Crocker,
McMain, & Murray, 1990). Ruptures can be of two main
subtypes: withdrawal and confrontational (Eubanks-
Carter, Muran, & Safran, 2015; Safran & Muran, 2000).
The withdrawal ruptures include two subtypes: move
away and move toward. Move away withdrawal ruptures
are characterized by avoidance and emotional disengage-
ment from the therapist. It is manifest in long silences,
minimal responses, changing the subject of the conversa-
tion, or abstract intellectual talk (Safran & Muran, 2000).
The move toward withdrawal rupture is characterized by
readily complying with the therapist, at the cost of deny-
ing the patient’s experience. The patients may express
compliance and appeasement, being at the same time ex-
cessively deferential and overly submissive to the thera-
pist and the treatment (Safran & Muran, 2000). In
confrontational ruptures, patients come out against the
therapist and express anger. 

Working through ruptures can play an important role
as a corrective experience and as a new model for inter-
personal growth (Safran et al., 2011). When working
through ruptures in the alliance, therapists are encouraged
to adopt a relational attitude, in which the patients’ reac-
tions of confrontation or withdrawal are not perceived ex-
clusively as resistance and defensiveness, but mainly as
opportunities for an important therapeutic work of repair-
ing and resolving the rupture (Safran & Muran, 2000).
This relational dynamic of ruptures and repairs, which
creates opportunities for change, rather than leading to a
deadlock, is neatly expressed in the saying of Rabbi Nach-
man of Breslov: “If you believe that breaking is possible,
believe also that fixing is possible.”

Whereas most of the literature on the working alliance
has focused on adult psychotherapy, there is accumulating
literature suggesting the important role of the working al-
liance in child psychotherapy. The alliance has been found
to be significantly associated with therapy outcome in
child and adolescent psychotherapy, with small to
medium effect sizes, that varied as a function of patient
diagnosis, type of therapy, study design, and treatment set-
ting (Karver, Nadai, Monahan, & Shirk, 2018; McLeod,
2001). Alliance formation and maintenance in child psy-
chotherapy has the potential to help clinicians in achiev-
ing positive outcomes in youth psychotherapy across
disorders (Karver et al., 2018). Furthermore, the alliance
was identified as a main contributor to discontinuing treat-
ment in child psychotherapy (Garcia & Weisz, 2002;
Zack, Castonguay, & Boswell, 2007). These findings are
of great importance given the alarming dropout rate from

child psychotherapy, of up to 60% (Baruch, Vrouva, &
Fearon, 2009; Midgley & Navridi, 2006).

Several inherent features of psychotherapy with chil-
dren can impair the therapeutic relationship at the begin-
ning of treatment and throughout its entire course (Karver
et al., 2018). These include the presence of multiple al-
liances that may affect one another (i.e., child-therapist
and parents-therapist), and the cognitive capabilities of
the child, which are still in the process of development
(e.g., concrete thinking and centralization; Piaget, 1953).
Therefore, techniques building on mature cognitive abil-
ities (e.g., transference interpretation) may not be effective
with children.

The use of alliance interventions in child psychother-
apy is important, given the challenges that Shirk and
Karver (2003) described when comparing alliance forma-
tion in adults and children. Unlike adults, children rarely
seek treatment on their own initiative, often do not ac-
knowledge the existence of problems, and do not agree
with their parents on the goals of therapy.

The unique characteristics of ruptures and repair in the
alliance with children suggest that alliance rupture and re-
pair techniques developed in adult psychotherapy need to
be tailored for working with children. Although much has
been written about general treatment considerations and
adjustments needed in child psychotherapy (e.g., Bag-
gerly, Ray, & Bratton, 2010), little is known about tech-
niques to form and maintain strong alliances in child
psychotherapy (exceptional examples are DiGiuseppe,
Linscott, & Jilton, 1996; Shirk, Karver, & Brown, 2011).

The present paper introduces the Child Alliance Focused
Approach (CAFA; “CAFA” is the Hebrew equivalent of a
high five, expressed in the slapping of hands, which sym-
bolizes the same opposite potential consequences that rup-
tures in the alliance do: a stronger bond or a disconnect),
based on the framework proposed by Safran and Muran for
repairing alliance ruptures in adult psychotherapy (Safran
& Muran, 2000). The CAFA model can be used as a treat-
ment in itself, or as a separate module in an existing treat-
ment. In our work, the CAFA model is being developed as
a central module of child supportive-expressive therapy
(Child SE), which is based on the well supported SE for
adults (Book, 1998; Horvath & Luborsky, 1993). The CAFA
model proposes techniques for identifying and repairing
ruptures in the alliance between the child and the therapist,
in individual child psychotherapy. 

The general Child Alliance Focused Approach
model of ruptures resolution

The CAFA is a model of clinical intervention designed
to identify and repair ruptures in the alliance between the
child and therapist. It is aimed at opening an interpersonal
space of reflection and negotiation, in which a mutual
recognition and relational change can occur, in a similar
manner to the framework suggested in adult psychother-
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apy by Safran and Muran (Safran & Muran, 2000). The
CAFA model (see the figure in the Appendix) is based on
a four-step process tailored specifically to child psy-
chotherapy: identifying and understanding the rupture, in-
dicating the presence of the ruptures, affirmation and
metacommunication. 

Child Alliance Focused Approach phase one:
identifying and understanding the ruptures

Theoretical consideration

Successful rupture resolution involves opposing
processes of embedding and dis-embedding from the rup-
ture dynamics. As Muran, Safran and Eubanks-Carter
(2010) argued, to be able to resolve the enactment, thera-
pists must first get in, then know how to get out of it. The
first phase in CAFA is aimed at stepping out of the rupture
dynamics by helping therapists: i) regulate their affect and
focus on the rupture that is taking place, ii) identify the
type of rupture, and iii) self-reflect on the underlying com-
munication message of the rupture. 

The literature (Eubanks, Burckell, et al., 2018; Hof-
mann, Schmeichel, & Baddeley, 2012) has stressed the
importance of the first aim: the therapist being able to reg-
ulate affect successfully and focus directly on the alliance
rupture, rather than continue with treatment as usual. Al-
liance research has demonstrated the efficacy of focusing
on resolving the rupture resolution even if it means devi-
ating from other treatment tasks, because continuing with
“techniques as usual” may further erode the alliance (Eu-
banks et al., 2018). Furthermore, pausing and deliberately
inhibiting dominant, automatic responses when necessary
are important strategies for effective self-regulation (Hof-
mann et al., 2012). Pausing can be perceived as natural,
and the literature supports the idea that nonverbal com-
munication, including features of vocal rhythms, pauses,
and silences occur in psychotherapy (Levitt, 2011; Selig-
man & Harrison, 2012). As part of spoken language,
pauses convey different meanings in psychotherapy, in-
cluding emotions, reflexive thinking, and expressive
mode (Levitt, 2011). We suggest that in the CAFA model,
the pause used by the therapist can signal to patients that
a rupture is taking place, and serve as a respectful gesture
toward the child, showing an attempt to handle it in a con-
trolled way. Harrison and Tronick (2011) noted that in
child psychotherapy pauses are a conscious technique that
can produce a rhythmic, turn-taking pattern, and convey
willingness to be interrupted (Harrison & Tronick, 2011). 

The second aim, identifying and understanding the rup-
ture, is based on the theoretical conceptualization according
to which identifying the ruptures helps in avoiding the mal-
adaptive vicious cycle of patient-therapist dynamics (Eu-
banks, Burckell, et al., 2018; Safran & Kraus, 2014).
Ruptures can take place “under the radar” and remain un-
noticed by the therapist because children’s enactments dur-

ing ruptures can pull in the therapists, without their aware-
ness, into the children’s maladaptive relational patterns. In
these situations, therapists need to extricate themselves
from this vicious cycle, beginning by gaining awareness of
the dynamics (Muran et al., 2010).

Similarly to adult psychotherapy, in child psychother-
apy, ruptures may be easily missed by the therapist be-
cause they reflect patterns of maladaptive relational
reactions, also referred to as “enactive relational represen-
tations” (Lyons-Ruth et al., 1998). Such maladaptive pat-
terns often disguise the original intention of the children,
who instead of expressing directly their needs, uncon-
sciously pantomimes their conflictual theme in the thera-
peutic relationship (Book, 1998). Because of their fear of
alienating others, people often suppress their true needs
and desires in a way that leads to what Safran and Muran
(2000) termed as pseudo-relatedness. In these cases, the
therapist’s role is to identify the ruptures and not to go
along with the patient’s (children’s) tendency not to assert
their needs and to relate to others in an unauthentic way
(Safran & Muran, 2000; Silberschatz, 2012).

Safran and Muran (2000) distinguished between two
main markers of ruptures, which can help therapists in
identifying them: withdrawal and confrontation. The with-
drawal markers represent pseudo-relatedness. Withdrawal
ruptures can be easily missed by the therapists because
the children seem to cooperate, but in a way that deny
their true needs, desires, and experience. The therapist
may also mistakenly perceive the withdrawal marker as a
general temperamental tendency of emotional dullness or
diffused attention (e.g., constant topic changes), and not
as reactive ruptures events. Confrontation markers are
often easier to detect than withdrawal ones because the
child overtly expresses dissatisfaction. However, the risk
of inadequately identifying and responding to the rupture
still exists, because the therapist’s defenses can at times
block the detection of a rupture. A direct attack can trigger
narcissistic defensive reactions on the part of the therapist,
which can hinder the rupture detection and resolution. 

Given the elusive nature of ruptures, it is critical for
the therapists to have strategies for identifying them. Fo-
cusing on countertransference markers can be one such
effective strategy. Because children do not always com-
municate their distress verbally, countertransference could
reflect the non-verbal cues of ruptures. The use of the
countertransference information can help symbolize the
unspoken states, making it possible for the therapist to
react in new ways that do not reenact the vicious cycle
(Bonovitz, 2009; Newhill, Safran, & Muran, 2003).

The therapist’s reflection and understanding of the un-
derlining meaning of the rupture is a key ingredient in rup-
ture resolution (Muran et al., 2010) because it can trigger
important processes that may eventually lead to an adaptive
asserting of interpersonal wishes and needs by the patients
(Safran & Muran, 2000). In adult psychotherapy, the reflec-
tion and understanding of the meaning of ruptures is
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achieved by exploratory questions that lead to metacommu-
nication dialogues (Safran & Muran, 2000). With children,
however, the reflection and understanding of ruptures may
be achieved by other strategies, better adapted to the chil-
dren’s developmental levels. The therapists reflection about
the rupture should be an inner processes of mentalization in
which the therapist translate within himself the overt behav-
ior of the child into terms of the underlining meaning of the
behavior (Harel, Kaplan, Avimeir-Patt, & Ben-Aaron,
2006). The therapist’s inner-reflection processes on the rup-
tures are a special case of inner self-talk (as opposed to a
proper dialogue) about the origins of the rupture. It has been
shown that self-talk plays a critical role in observing, mon-
itoring, and directing behavior (Shi, Brinthaupt, & McCree,
2015). Based on attachment conceptualizations (Marvin,
Cooper, Hoffman, & Powell, 2002), a reflection process can
help the therapist translate the children’s enactments during
ruptures into distress signals and a longing for protection in
a safe haven encounter (Bowlby, 1978) . Such translation of
the child’s enactments into attachment needs uncovers the
child’s wishes and can help the therapists maintain an em-
pathic understanding of the child’s needs. An empathic
stance, in turn, can enhance the alliance, and based on the
safe haven provided by the therapists, also help children
communicate their needs in more adaptive ways.

We suggest practical guidelines to achieve the three
aims that constitute the first phase, consisting of identify-
ing and understanding the rupture: regulating the thera-
pists’ affect and focus on the rupture, identifying the
rupture and self-reflecting on its underlying message. The
practical guidelines include pausing, marker identifica-
tion, and reflection. All these processes are taking place
inside the therapists as a result of inner reflection, without
reacting outwardly to the child

Clinical practice guidelines

Pausing

Therapists are advised to stop the ongoing flow of the
session and react in a regulated manner, focusing on the al-
liance rupture. The decision to pause should be in response
to the experience of a salient shift in the child’s behavior
and experience or in the therapist’s countertransference ex-
perience, for example, a feeling that the child cooperates too
much or a feeling of sudden distraction in the part of the
therapist. After identifying the shift, the therapist is advised
to stop everything for few seconds, generally up to one
minute. Therapists may consider verbalizing their need to
pause for few seconds (e.g., “Before going on with the card
game, I need few seconds to figure out how to continue. Is
that OK?”). This declaration can help the child to ascribe a
benevolent quality to the intervening pause.

Marker identification

Therapists are advised to keep in mind prototypical
markers of withdrawal and confrontation ruptures with

children, and to identify when one of these markers ap-
pear. Therapists should be aware that children can display
withdrawal markers in several main forms: reluctance to
participate in emotional exploration, choosing to play
without sharing (on their own), showing signs of bore-
dom, repeatedly checking the time, or sleepiness. Thera-
pists should also be aware that typical answers such as
“everything is OK” often represent withdrawals ruptures.
Note that the move toward type of withdrawal rupture
marker can easily go unnoticed. It is crucial to identify
these move toward ruptures and respond to them, because
with the inefficient move toward strategy of signaling, the
children’s distress may not be noticeable. 

By contrast, confrontation markers are more notice-
able and more easily identified because of their charac-
teristic acting-out quality. Therapist should notice
behaviors such as leaving the room, interrupting the ther-
apist when talking, blunt expressions, insulting the thera-
pist, or challenging the constraints imposed by the setting.

Therapists should also be aware of their own counter-
transference experience as markers of ruptures. Both pro-
longed negative feelings and the emergence of new
negative feelings can attest to ruptures. When experienc-
ing prolonged stretches of lack of enthusiasm, or a ten-
dency to be distracted or angry, therapists should wonder
whether a prolonged rupture is waiting to be resolved.
When therapists experience flashes of feelings such as
sadness or a desire to end the session, they should ask
themselves whether a rupture is under way.

It is possible to identify withdrawal ruptures using the
countertransference markers through the self-awareness
of such feelings as boredom, emptiness, frustration, and
a depressed mood. The countertransference information
about the therapist own floating experience, feeling bored
or not connected to what seems as an involved child, is a
significant marker of the move toward withdrawal rup-
ture, and can point to a cleavage between the overt behav-
ior (cooperating) and the covert message of the move
toward rupture. 

It is possible to identify confrontation ruptures using
countertransference markers through self-awareness of
such feelings as anger, fear, avoidance (readily canceling
session when possible), and possibly aggressive emotions.
It is recommended that therapists monitor their counter-
transference experiences of impatience, anger, and even
possible hatred or resentment toward the child. Such ex-
periences of countertransference can attest to more than
usually severe rupture dynamics, or to an ongoing rupture
dynamic that includes helplessness as well as negative
emotions and cognitions on both sides.

Self-reflection on the underlying communication message
of the ruptures

The third practical guideline advises therapists to re-
flect on the meaning of the rupture and search for the un-
derlying covert message the child is trying to
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communicate (e.g., need to be respected). Therapists
should mentalize and reflect upon the meaning of the rup-
tures, without yet sharing it with the child. We recommend
using the following four questions as part of the reflection
step (designated by the acronym RNRN - Reason, Needs,
Reaction, Non-adaptive pattern):
i) What preceded the rupture? (Reason)
ii) What did the child need from the therapist? (Needs)
iii) How did the child react to the rupture? (Reaction)
iv) Is the rupture part of a general vicious cycle? (Non-

adaptive pattern).

Clinical exchange demonstrating this phase

George (all identifying details have been disguised) is
an 8-year-old boy diagnosed with attention deficit disor-
der, in treatment to improve his self-confidence and his
emotional regulation capacity. At the time the session took
place (the fourth session), the therapist and the patient had
already established a strong benevolent alliance, and the
therapist recognized the preferred activities of the child
(talking was not one of them). The following vignette has
been excerpted from the fourth session. The therapist,
who was extremely tired, did not offer the patient to play,
instead asked him a lot of questions. 
Ned (therapist): So, how was your week, George?
George (looking at a ball): OK 
Ned: Can you say more?
George: Just OK, everything was OK.
Ned: What was OK?
George (looking around nervously): Everything. 

At this point, the therapist recognized a disruption in
the flow of experience, and following the pause guideline
stopped and said: “Sorry George, I am a bit confused and
need a few seconds to organize my thoughts. OK?”. Ned
regulated his feelings by pausing and focusing on the rup-
ture resolution. He recognized his own countertransfer-
ence of feeling frustrated; trying to squeeze water from a
stone, and recognized the patient’s markers of withdrawal
rupture (George was not cooperating and not answering). 

As part of the last step, self-reflection, Ned relieved
his frustration using the self-talk technique, which helped
him translate George’s behavior into distress terminology.
Ned was sad now (instead of frustrated) to know that
George is feeling distressed. Using the RNRN questions,
Ned formulated the following hypotheses: George reacted
to a rupture in the alliance with withdrawal markers. This
was his way to signal his distress about Ned’s failure to
acknowledge his needs (the attachment rationale in the
therapist’s self-talk). Ned realized that he had asked too
many questions about George experiences, which in-
truded upon George’s private space (question 1: reasons),
and understood that George needed him to adjust in ac-
cordance to the signals of distress, and to respect George’s
pace and temperament (question 2: needs). George’s re-
luctance and passive withdrawal from the interaction
(question 3: reaction) was an enactment of his non-adap-

tive pattern (question 4: non-adaptive pattern) of respond-
ing to insensitive demands by not asserting his needs and
by withdrawing.

Child Alliance Focused Approach phase two:
indicating the presence of the ruptures
Theoretical consideration

After identifying and understanding the rupture in the
first phase, it is important to objectively declare and indi-
cate that a rupture is present, and not to ignore it. Safran
and Muran (2000) emphasized the importance of verbally
indicating the presence of a rupture in the alliance, be-
cause people are often unaware to what they are implicitly
responding. The therapist’s main effort is to step outside
the interaction and when appropriate communicate with
the patient about the implicit transaction of the moment
(Safran & Kraus, 2014).

Safran and Muran noted the importance of exploring
the rupture by using questions that direct the patients’ at-
tention to the here and now of the therapeutic relationship
or to their experience, such as “How are you feeling about
what’s going on between us right now?” (Safran & Muran,
2000). The explorative questions are well suited to adults,
but with children, these techniques must be adjusted. 

Two child-tailored interventions can be proposed in
child psychotherapy: simple description and the summa-
rizing metaphor. An example of a simple description of
the child’s reaction to the rupture is “You didn’t want to
go on playing with me.” This simple description mirrors
the act and can help translate behaviors into meaning
(Fonagy et al., 1996). The literature supports the use of
accurate mirroring as an efficient way of building the al-
liance and strengthening the patients’ self-structures (Ack-
erman, Hilsenroth, & Matthew, 2010). The summarizing
metaphor is a description of the child’s response to the
rupture using higher abstract categorization terms and
metaphors that narrate the patient dynamics. This inter-
vention is aimed at gaining insight and building coherent
narratives (Nof, Leibovich, & Zilcha-Mano, 2017). In
child psychotherapy in particular, metaphors are develop-
mentally appropriate intervention that at the same time
create a non-threatening atmosphere (Bennett, 2008; Gor-
don, 2018).

Clinical practice guidelines

Therapists should indicate that a rupture occurred
using descriptive objective terms, such as the actions and
behavior of the patient. This should be accomplished
without involving causal inferences, unless the children
themselves mention such inferences. The description
should be stated in positive form, avoiding mentioning
what was not done. For example, “I can see you tap with
your fingers on the table” and not, “I can see that you’re
not listening to me.” It is possible to include an emotional
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label that describes the child’s emotion in a qualified state-
ment (e.g., “You seem to be angry”), but not with over-
vigilant and suspicious children, who can experience the
emotional label as an intrusion.

The summarizing metaphor includes a title that repre-
sents a generalizing of the child’s reaction. The following
brief clinical example demonstrates the categorizing de-
scription. In this example, the therapist refused to play
Twister with 7-year-old Mary (the Twister is appropriate
game to child-parent sessions, but because of the physical
contact involved it does not fit child-therapist sessions).
In response, Mary went on to play with some dolls, pre-
tending to cooperate, and five minutes later suddenly said
to the therapist: “All psychologists are stupid and you are
an extreme version of it.” The therapist who recognized
the confrontational marker checked, whether anger coun-
tertransference feelings were involved, then said with
comforting tone and smile: “Hey, I think you kind of
threw some tomato in my face,” He smiled gently and
waited for her to smile back. “You’re saying insulting
things to me. Mmm?” The tomato metaphor and the cat-
egorizing description (insult) helped Mary observe the in-
cident from the outside. She stopped the enactment and
assumed a sad look in response. This change made it pos-
sible to move on to the next phase.

Child Alliance Focused Approach phase three:
affirmation of the ruptures

Theoretical consideration

Affirmation of the rupture by the therapist is a support-
ive intervention that has been shown to have beneficial ef-
fects in resolving ruptures (Aspland, Llewelyn, Hardy,
Barkham, & Stiles, 2008; Safran et al., 2011). Safran and
Muran (2000) stressed the importance of assuming respon-
sibility for the rupture in a non-blaming fashion. The ther-
apist assuming responsibly can help patients express their
emotional needs and assert themselves without the fear of
damaging the relationship (Safran & Muran, 2000). Assum-
ing responsibility can also serve as an act of deep empathy,
which is a central element in development according to
self-psychology (Kohut, 1984, 2013). Given their develop-
mental emotional need, children who in therapy may thrive
as the result of an experience of affirmation, especially if
they often feel the opposite, that is, being accused or mis-
understood for the same behaviors of acting out and for
withdrawal dynamics of the type that are associated with
ruptures.

Affirmation requires that therapists enter a special
emotional state in which they experience compassion to-
ward the child in his agony, and empathize with the child’s
need to be acknowledged for this agony. This non-accus-
ing self-responsibility is based on Safran and Muran’s
premise that although it takes two to make a rupture, it is
the therapists’ role to lead a resolution processes with the

greatest sensitivity and compassion they can master
(Ryan, Safran, Doran, & Muran, 2012). We propose that
the therapists’ mental act of stepping out of a rupture dy-
namic involves a movement from a state of being stuck
in a non-mentalizing role (as participants) to the state of
a compassionate mentalizing caregiver (as therapists).
Marvin et al.’s (2002) circle of security principle captures
and demonstrates this desired change, which is expected
to result in the compassionate stance: “Always be bigger,
stronger, wiser, and kind...Whenever possible, follow the
child’s need...Whenever necessary, take charge” (Marvin
et al., 2002, p. 109). Based on clinical experience in su-
pervising clinicians, we suggest that during intense emo-
tional rupture incidents it is useful for therapists to recall
the above attachment rationale and act accordingly. 

Another key factor in the affirmation intervention is
rephrasing the rupture into an active effort of the children
to signal their distress. The original and often unconscious
intention of the children should be transformed into a
story of active effort to signal and communicate. The ac-
tive emphasis conveys the relational state into which we
would like the child to step, as a zone of proximal devel-
opment (Vygotsky, 1980) and intervention, even if the
original unconscious enactment was not intentionally ac-
tive. The active emphasis constitutes scaffolding that
helps children start communicating and become actively
and adaptively agents of their inner wishes and needs
(Book, 1998; Safran & Muran, 2000).

Clinical practice guidelines

More than any other strategy, the affirmation interven-
tion should be applied with genuine intention, not merely
as a sequential technical stage. It requires sincere com-
passion to follow the child’s need by being “bigger,
stronger, wiser, and kind” (Marvin et al., 2002). When this
is not possible, therapists are advised to skip to the next
phase, and simultaneously consult with supervisors for al-
ternative rupture resolution strategies. 

Implementation of the affirmation strategy starts by
catching the child’s attention or wait for an encounter in
which the child’s attention directed to where the therapist
is attending (Sebanz, Bekkering, & Knoblich, 2006). We
recommend making a declaration about having some-
thing important to say as an opening statement to focus
the child’s attention. Next, the therapist should state the
affirmation statement, with emphasis on the therapist’s
responsibility for the rupture. Assuming responsibility is
performed by explicitly explaining that the therapist’s be-
havior or choice was not appropriate for the child, or that
the therapist made a mistake by not reading correctly the
situation. This affirmation should not include any expla-
nation or interpretation of the child’s part in the rupture.
In other words, there should be no statements of the type:
“You were angry because you felt I didn’t listen carefully
to you.” 

The therapist should make a short statement summa-
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rizing the event with descriptive elements, conveying the
following message: “It is fully understood that you or any
child would react with anger or some similar feeling to
my failure of reading you correctly.” At times, a gesture
of apology should be considered if the emotional atmos-
phere is intense, especially with vulnerable narcissistic
children. We recommend making it brief, and using it only
in extreme cases because it might close the opportunity
for the child to feel hurt and further explore the rupture.

Therapists should emphasize and validate the active
effort of the children to assert their needs and wishes,
making it easier for the children to send out distress sig-
nals (e.g., “You helped me know that you didn’t like my
long explanations” or “Thank you for showing me how
you would like to…”). The child’s effort is stressed by
using the word “you” and by the use of active intention
semantics, such as “you showed me,” “you taught me
what you need,” “you let me know,” “you helped me un-
derstand.” Therapists may also express appreciation of the
child’s efforts, which helped them understand their mis-
take (e.g., “You felt uneasy about what I said, and you let
me know it; it was very brave of you to do this, and it
helped me understand my mistake”).

The four elements of the affirmative intervention
(catching the child’s attention, self-responsibility, active
form, and appreciation) should all be introduced in one
coherent statement to achieve the desired effect. The fol-
lowing example demonstrates such coherent narrative:
“Dan, I’d like to say something that is really important
for me. Is it OK?” After Dan agrees: “Thanks. I think I
made a mistake when I tried to convince you to play the
emotional game. I didn’t stop soon enough, and it was re-
ally a pain for you. I guess I’d also get angry if I were
you. It’s very important that you let me know about it. It
helped me understand what you need here.”

The therapist should continue the affirmation efforts
for as long as the child signals that the affirmation is
needed. The therapist could repeat the affirmation state-
ment at the end of the session in which it was used, and
return to it at the following few sessions, when appropri-
ate (e.g., when another rupture occurs).

Child Alliance Focused Approach phase four:
resolving the ruptures using the change strategy
and meta-communication

Theoretical consideration

Resolving the rupture is an in-session act that requires
the patient’s consent, as do all other goals and tasks in
treatment. Asking permission to talk about sensitive
themes has been recognized as a collaboration enhancing
intervention (Moyers, Miller, & Hendrickson, 2005).
Safran and Muran (2000) developed a typology model for
resolution strategies. The model describes different path-
ways of intervention, organized on two levels of interven-

tion: surface and depth. The surface level can be either di-
rect or indirect. The direct surface intervention involves
clarifications of the treatment rationale or of the misun-
derstanding between the therapist and the patient. The in-
direct surface intervention involves changing a treatment
task or goal in the case of disagreement (Safran, Muran,
& Eubanks-Carter, 2011).

At the deep level, the therapists explore the core rela-
tional theme and provide a new relational experience. The
deep level includes metacommunication strategies which
are processes of communicating with the patient about the
implicit transaction taking place in the therapeutic rela-
tionship (Safran & Muran, 2000). The metacommunica-
tion is aimed at rising above the current rupture to provide
patients the opportunity to begin communicating their
wishes and needs (Safran & Kraus, 2014). In a process of
negotiating the rupture dynamics with the therapist, the
meta-communication strategies can help patients gain in-
sight into their relational patterns.

The typology Safran and Muran proposed with regard
to adults is also relevant for child psychotherapy, with
some adjustments. 

The surface interventions in CAFA are similar to
Safran and Muran’s guidelines (Safran & Muran, 2000),
with emphasis on a highly flexible attitude in applying
changes taking into account the child’s signals, because
of the unique features of a child’s developmental charac-
teristics (e.g., short attention span). The surface level can
be especially beneficial with younger children, under the
age of 6-7, because of their relative concrete way of ana-
lyzing reality (Piaget, 1952). When concrete thinking
meets the concrete surface rupture resolution of an actual
change, the children feel that they are understood and that
their language is being spoken in the therapy room. For
example, in the course of dyadic psychotherapy, if the
child shows dissatisfaction and wants his parents to leave
the room, after discussing it with the parents, the therapist
makes the change and switches to individual meetings,
without further interpretation. 

Therefore, the surface resolution should focus on
changing the setting, the tasks, or the goals of treatments.
We suggest that the surface intervention should be well
suited in all situations, including emotionally loaded ex-
changes and cases in which there is no need to delve into
deeper emotional dynamics. This does not mean that the
deep level intervention (the meta-communication story)
should not be used later, in the same session, or in a sub-
sequent one. We suggest that handling ruptures with the
CAFA is to a great extent a matter of timing and attune-
ment to the signals of the patient and the therapist’s coun-
tertransference.

The deep level of resolution, which includes the meta-
communication strategies, requires more substantial ad-
justments to make it suitable to the abilities and needs of
children. We propose to convert the meta-communication
strategies into a child-sensitive narrative intervention,
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which we call the meta-communication story. Narrative
have been shown to be efficient intervention in child psy-
chotherapy (Crowley & Mills, 1986; Desocio, 2005), as
it bypasses the use of direct interpretation, which is not
always efficient or possible with children (Alvarez, 2010).
White (2007) explained that narrative techniques enable
therapists to provide children with new awareness of their
problems and to help them experience personal agency
over their problems. The narrative framework encourages
externalizing the conflictual and sensitive themes (in our
case, the vicious cycle of enactments), turning it into an
outside problem and opening up a space for observation
and enhancement of the sense of self-agency (Ramey,
Tarulli, Frijters, & Fisher, 2009). 

We propose to focus the meta-communication story
on the child’s interpersonal wish from others (Book,
1998). The ability to realize the wish is a central goal in
both supportive expressive (Book, 1998; Luborsky &
Crits-Christoph, 1998) and in alliance-focused therapy
(helping patients express their underlying wish or need)
(Safran & Kraus, 2014; Safran et al., 2011). According to
Book (1998), to facilitate the process of realizing the pa-
tient’s wish it is important to raise the patient’s awareness
of how frequently and forcefully the conflict governs the
patient’s relationships (Book, 1998). The meta-communi-
cation story describes the child’s wish as a journey based
on Book’s (1998) framework, starting from a state of un-
awareness of the maladaptive cycle of responses that
freezes the wish in its unfulfilled form, and ending with
awareness of the maladaptive responses and an ability to
choose new paths of wish actualization. 

The meta-communication story uses a terminology of
“choosing” and “changing,” which is part of the “change
talk” (i.e., verbalization of desires, ability, reasons, need,
and commitment), which has been reported to be an effi-
cient way of enhancing changes (Miller & Rollnick, 2012;
Moyers et al., 2005). The meta-communication story may
also include general normalizing statements about accept-
able normal wishes and desires (e.g., all kids want their
parents to let them be as they are and love them for who
they are). Such statements have been found to serve as an
efficient supportive intervention for self-acceptance
(Misch, 2006).

Finally, based on our clinical experience, we recom-
mend using what we call the “in here as opposed to out-
side” strategy. This strategy makes a clear distinction
between what is accepted to be part of the therapy rela-
tionship and what may be accepted in the world outside
of the therapy room. It conveys the message that “I can
contain your angry feeling or insulting behavior toward
me, but outside, kids will probably get angry and hurt
you.” This strategy may be suited for narcissistic vulner-
able children because it keeps the therapeutic relationship
secure and non-threatening, but at the same time it proj-
ects the self-disclosure elements onto others and does not
neglect it.

Clinical practice guidelines

The first guideline is to ask permission to talk about
the rupture. We call asking such permission a “knocking
at the door” strategy. A rupture is by definition a sensitive
event and experience, therefore the therapist should ask
permission to talk about it and be open to being refused. 

The meta-communication story should be prepared in
advance in its general form (usually no later than the forth
session), then adapted to the specific context when it is
delivered. The prototype story includes four elements: i)
the hero of the story as a remoted figure in a remote place
or time (e.g., “I once read a book about an Australian girl,
Nicole, who liked kangaroos very much, but had some is-
sues with friends; she was a very sensitive girl); ii) the
wish and its unfulfilled form (e.g., Nicole, the Australian
girl, wanted very much to have close friends, but some-
thing was bothering her); iii) an exaggerated description
of the maladaptive response of the child to the unfulfilled
wish (e.g., “So Nicole decided to play with kangaroos all
days; she didn’t want to be hurt or rejected. All day she
played just with kangaroos. It was fun at the beginning
but, you know, kangaroos all day?”); iv) The change that
the child underwent to actualize her wish by choosing to
take a risk (e.g., “Nicole talked with her grandma, Iris,
who told her she should turn into a kangaroo-like girl.
Granma Iris explained that the kangaroos are very strong
animals and could survive on their own if they wanted to,
but they prefer to socialize. You know, darling, when kan-
garoos don’t like something or someone, they just jump
away, but they always go back and try to reconnect. It’s
risky, Nicole, you know? The kangaroos take the risk
whenever they come back, they can be insulted again, but
I think it’s worth it. After all, kangaroos always have
friends, no? Why is that? Because they always come back
to check and try again”).

The therapist should identify the wish by recalling and
reflecting on information from the RNRN questions (the
reflection phase in the CAFA), or by recalling other ex-
changes reflecting the disguised wish dynamics (e.g., the
patient’s efforts to win by cheating reflects her wish to be
appreciated). The story should use content from the
child’s spheres of interests (e.g., figures from video
games, animals the child likes), and it should be as inter-
esting as possible. It should contain emotional words and
descriptions of extreme reactions (e.g., the girl was so
angry when her aunt didn’t say goodbye after that lunch,
and did not want to meet her aunt ever again).

As illustrated in the following clinical exchange, sur-
face level resolution may be beneficial for younger chil-
dren. May (fictitious name), a 6-year-old girl, was treated
for generalized anxiety disorder. At the first session, Eli,
the psychologist, started with a short psychoeducation ex-
planation, using pictures, about relaxation methods ac-
cording to child CBT protocol he was following. May got
bored and interrupted Eli: “My stomach hurts, can I have
some tea?” Eli stopped talking and decided to follow the
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surface changes by changing the tasks. He prepared a cup
of tea, and began working on bonding with May emotion-
ally. He started playing with her and showing interest in
her, without the psychoeducation explanations (which
came later on).

Discussion and Conclusions

The framework for alliance ruptures and repairs de-
veloped by Safran and Muran is an empirically supported
approach for handling alliance ruptures, which is suitable
for a variety of therapeutic orientations (Eubanks et al.,
2018), but to the best of our knowledge, has never been
adapted to child psychotherapy. The CAFA model pro-
posed in this article adapts the conceptual principles and
practical techniques suggested by Safran and Muran to
child psychotherapy, answering the call for effective man-
ualized short-term interventions for children (Abbass,
Rabung, Leichsenring, Refseth, & Midgley, 2013). The
CAFA provides therapists with clear, applicable repair
strategies tailored to children.

The CAFA model includes four phases (shown in the
Appendix). In the first phase, therapists are instructed to
identify the rupture. Their objective is to achieve three
aims: regulate therapist affect while focusing on the rupture
that is taking place, identify the type of rupture, and self-
reflect on the underlying communication message of the
rupture. In the second phase, therapists are instructed to in-
dicate the presence of the rupture. In the third phase, ther-
apists are instructed to accept responsibility for the rupture
without assigning blame, and to rephrase the rupture as an
active effort on the part of the children to signal their dis-
tress. Finally, in the fourth phase, therapists are provided
with tools for resolving the ruptures using a change strategy
and meta-communication story intervention. 

As is generally the case in child psychotherapy, when
implementing the CAFA module, it is important to do so
in parallel with parent training. Parent training is often
considered a key element of treatment continuation and
success (Deakin, Gastaud, & Nunes, 2012; Harel et al.,
2006; Martinez, Lau, Chorpita, & Weisz, 2017; Whitefield
& Midgley, 2015). The formation and maintenance of a
strong alliance with parents is often a highly complex
task. We believe that a module that parallels the CAFA
should be developed for parent training. Until such a mod-
ule is developed, we propose that the original guidelines
of Safran and Muran be used to guide therapists in the
task of forming alliance with the parents. 

The CAFA should be employed with flexibility and
not as a rigid sequence of four phases. In some cases,
fewer than four phases are needed, and the order of the
phases may vary. The main indication that it is necessary
to change or end the CAFA sequence is that the children
signal their distress. For example, when a child reacts with
anger and frustration during the indication phase, the ther-
apists may consider stopping implementation of this

phase, and either return to the previous phase or switch to
some other technique.

The CAFA is best suited for children aged 6-17. Chil-
dren with depression, anxiety, oppositional defiant disorder
and attention deficit hyperactivity disorder can benefit the
most from the CAFA, as a module added to treatments
based on various types of child psychotherapy orientations
(e.g., CBT and psychodynamic). Because ruptures are
prevalent in any psychotherapy encounter, any child psy-
chotherapy may benefit from CAFA to resolve ruptures. 

The CAFA is a general model for rupture and repair
strategy in child psychotherapy, which should be adjusted
to the developmental level of the child. We propose fol-
lowing Piaget’s (1952) stages of cognitive development
together with more contemporary developmental empiri-
cal findings (e.g., Berk, 2017) as a general map for mak-
ing the necessary adjustments to the CAFA.

With children aged 6-7, considered to be in the preop-
erational stage (Piaget, 1952), we recommend using a
more concrete and direct approach to rupture resolution,
specifically, surface level changes (Safran & Muran,
2000); for example, if the child does not want to talk
much, it is advisable to consider changing the task. 

Another adjustment at this age (6-7 years) should be
made to the meta-communication story, which should
contain direct explanations, using play therapy techniques
and a dramatization of the rupture, for example, with pup-
pet animals. Play therapy techniques of this type allow
children to bridge the gap between their experiences and
understanding, and provide insights about emotionally
complex issues (Bratton, Ray, Rhine & Jones, 2005). With
children aged 7-11, considered to be in the concrete oper-
ational stage (Piaget, 1952), we recommend considering
using the CAFA model as is, being well suited to the sym-
bolic abilities of school-age children. With emotionally
and cognitively mature children, aged 12-16, we recom-
mend considering using the adult rupture and repair
framework of Safran and Muran (2000). Children of this
age share a high level of abstraction and logical thinking
with adults (formal operational stage; Piaget, 1952). The
therapist may choose a tailored integration of the CAFA
model with the adult rupture resolution model that best
fits the given child. The differential use of the CAFA ac-
cording to the stages of the child’s cognitive levels should
be investigated in future studies, and especially the pre-
operational stage adjustments. 

The pausing sub-phase of the intervention should be
suited to the developmental level of children and to the
unique temperamental tendencies of each child. Originally,
CAFA therapists who use the pause try to convey a mes-
sage of respect and attunement by reflecting upon the rup-
ture. Younger children, however, up to around the age of
10, might not fully understand the pauses as a mental act
with a special benevolent intention. Before the age of 10,
children might demonstrate immature levels of theory of
mind, may not be capable of mature perspective-taking or
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of understanding of how people act on based on their be-
liefs, emotions, and intention (Flavell, Green, & Flavell,
2000). It has been shown that preschoolers cannot consis-
tently attribute a mental activity to a person who just sits
quietly (Flavell, Grenn, & Flavell, 1993, 1995). Therefore,
with children aged 6-10 it is recommended to avoid long
pauses; instead, it is preferable to use a statement like
“something has happened here” as an act of making sense
of the event, then move to the next stage of the CAFA. In
contrast, by age of 10, children may start to regard the
mind as an active constructive agent, and develop a mature
theory of mind (Flavell, 2000; Berk, 2017). From this age
onward the pause can become an effective intervention.

The pausing guideline may not suit certain tempera-
ments. For example, children with a high novelty-seeking
temperamental profile look for new and unknown expe-
riences, are impulsive, curious, and easily bored (Kang &
Kwack, 2018; Melegari et al., 2015). These children may
need other, more energetic intervention than pausing to
match their fast inner pace. Future studies should explore
these needed adjustments to CAFA for children with
unique temperamental tendencies. 

Some populations of children may require special
adaptations of the CAFA from the outset. With children
with high levels of self-vulnerability who exhibit non-em-
pathic relational attitudes, we recommend omitting the af-
firmation intervention because validation of their point of
view may deepen their potentially narcissistic tendencies.
In these cases, we propose making a special effort to im-
plement intervention that emphasize that although it is un-
derstood that a mistake has been made (partial affirmation
of the rupture), there should be a difference and a clear
boundary between the inner feeling and doing things that
hurt others on the outside. 

Further CAFA adjustments should be considered in re-
lation to externalization and internalization problems, and
to the mentalization capacity of the children. Children
may differ in their ability to form alliance, depending on
such characteristics as externalizing or internalizing pre-
senting problem (Shirk and Karver, 2003). Younger pa-
tients with immature mentalization ability may benefit
from integration of the CAFA with mentalization oriented
play therapy (Halfon and Bulut, 2017; Sharp, Fonagy, &
Goodyer, 2006). With older children who suffer from ex-
ternalization problems, the meta-communication story can
be transformed into a direct conversation, starting with
validating the child’s experience about the rupture and
with psychoeducation-oriented meta-communication that
focuses on regulation skills and perspective-taking inter-
vention. Such directive meta-cognitive skills have been
shown to be effective in treating children who suffer from
behavioral problems (Masi et al., 2014; Kazdin, 2018).
With more maturely mentalizing children who suffer from
internalizing disorders, the abstract symbolic form of
metaphors and the meta-communication story interven-
tion can be more applicable, because children suffering

from internalizing problems seem to respond better to
psychodynamic intervention than do children suffering
from disruptive or externalizing disorders (Fonagy & Tar-
get, 1996; Midgley & Kennedy, 2011).

We suggest that there is a possible association between
the type of diagnosis and the typical ruptures that are possi-
ble. Based on clinical experience, we suggest that children
with externalizing problems may produce more confronta-
tive ruptures with the therapists, whereas children who suf-
fer from internalizing problems (e.g., depression) may
produce more withdrawal ruptures. The related counter-
transference that each type evokes may be different (e.g.,
anger or fear with the externalizing-confrontative type and
sadness or hopelessness with the internalization-withdrawal
type). The therapist’s characteristics may also affect the type
of rupture. In any case, both types should be understood as
a signal of distress and a call for rupture resolution.

The CAFA was developed to provide therapists with
tools to identify and resolve ruptures in child psychother-
apy. This is an important goal given the high prevalence
of dropout from child psychotherapy, which was found to
be associated with impaired alliance. Indeed, most chil-
dren who start treatment drop out before receiving the
help that they need (Kazdin, 1996; Martinez et al., 2017,
Midgley & Navridi, 2006). The implementation of repair
techniques in adult psychotherapy has reduced dropout
rates (Muran et al., 2005), and it is reasonable to assume
that the CAFA has the potential to do the same for child
psychotherapy. 

Although the CAFA is based on the empirically sup-
ported framework developed by Safran and Muran, it
needs to be empirically tested on its own. The CAFA
should be empirically investigated in future studies using
RCT design with such tools as the Therapy Process Ob-
servational Coding System-Alliance scale (TPOCS–A;
McLeod, 2001), as an empirically validated measure ca-
pable of objectively describing child and parent alliance
with the therapist across both the bond and task dimen-
sions (McLeod, 2001; Mcleod & Weisz, 2005). Future
work should investigate the utility of the CAFA in relation
to specific rupture types (the move away and move toward
withdrawal and the confrontation type). Special attention
should be paid to certain sub-populations that may benefit
most from CAFA and to specific situations in treatment
when it is needed most. The need to understand what
works for whom, why and how, can bring empirical stud-
ies closer to the complexity of human life (Zilcha-Mano,
2018) and help us develop better treatments for children.
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