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Introduction

Jeremy Safran was one of the most important psy-
chotherapy scholars of his generation. His contributions

were far reaching, encompassing several key areas within
psychotherapy theory and research. As anyone who
worked with Jeremy or read his work could readily see,
Jeremy was a highly creative and fertile thinker, and as a
big part of his creative energy, Jeremy loved to discuss
and debate ideas. The first author participated in many
meetings with him and often agreed with his frequently
provocative and always thoughtful views, but at times we
naturally disagreed. In the spirit of debate that Jeremy
loved and was energized by, in this tribute we shall ex-
plore ideas that depart from Jeremy’s, as well as those that
are in agreement. Two of Jeremy’s greatest contributions,
in our view, focused on the therapeutic alliance and its de-
velopment, and on ruptures in the alliance. In the present
paper, we discuss each of these and examine areas of
agreement and divergence. We focus on the connection of
Safran’s conceptions of the alliance and the rupture-repair
process to what we see as an overlapping but distinct con-
struct, what has been referred to as the real relationship
in psychotherapy (e.g., Gelso, 2011, 2019). Three primary
points are addressed: i) the value of separating the work-
ing alliance from the real relationship; ii) the need to nar-
row the conception of ruptures; and iii) the potentially
differing impact of ruptures in the working alliance and
ruptures in the real relationship.

It should be noted that virtually all of Safran’s most
profound work on the therapeutic alliance was done in
collaboration with Christopher Muran. These two formed
an enormously effective team over many years, and their
contributions will surely pass the test of time. Nearly all
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of our references to Safran’s work below incorporate his
collaboration with Muran.

The working alliance and the real relationship

Two of the most basic elements of all therapeutic re-
lationships may be termed the working or therapeutic al-
liance and the real relationship. For Safran and Muran
(e.g., Eubanks, Muran, & Safran, 2018a; Eubanks, Muran,
& Safran, 2018b; Safran & Muran, 2000), the two ele-
ments merge in the sense that the real relationship is seen
as a part of the therapeutic alliance. Drawing on the sem-
inal work of Bordin (1979), the therapeutic alliance is
viewed as being composed of an emotional bond between
therapist and patient, and an agreement on the goals of
treatment, as well as the tasks that will be effective in at-
taining those goals. The more positive the emotional
bond, and the greater the agreement on goals and tasks,
the stronger will be the therapeutic alliance. The emo-
tional bond element of the alliance is conceptualized
largely as a real relationship in the sense that it is the non-
transferential person-to-person connection between pa-
tient and therapist.

We certainly share Safran’s view of the importance of
the therapeutic alliance, as well as his many elaborations
of how and why the alliance works (Safran & Muran,
1998, 2000). However, our view is that it is theoretically
and clinically useful to separate the working alliance and
the real relationship. To be sure, the two are inarguably
highly interrelated, to the point that they may be seen as
sister concepts (Gelso, 2014). Still, they are also distinct
in their contribution to treatment process and outcome, as
has been demonstrated in several studies (Bhatia & Gelso,
2018; Gelso, 2014). We are inclined to divide the emo-
tional bond between therapist and patient into two sub-el-
ements: a working bond and a person-to-person bond. The
former is part of the working alliance, and includes the
connection that comes from the therapist and patient
doing their jobs well, the patient trusting that the therapist
can be counted on to conduct the treatment wisely and ef-
fectively, the therapist’s motivation to do the work of ther-
apy, and the patient’s sense that the therapist understands
him or her. As can be seen, the key feature of this working
bond is that it pertains to the work connection between
therapist and patient. In contrast, the personal or person-
to-person bond that constitutes the real relationship is not
directly related to the work of therapy, but instead is a
function of two human beings coming together, where
each appreciates the person of the other, and in its most
positive rendering, each enjoys and likes the other.

The real relationship, following Greenson’s (1967)
early lead, is seen as consisting of two elements, realism
and genuineness. As conceptualized by the first author
(Gelso, 2009, 2011), realism includes the realistic percep-
tions and experiences of the other person, uncontaminated
by transference. It involves perceiving/experiencing the

other as they truly are, rather than as projections based on
the unresolved issues of the perceiver. Genuineness, on
the other hand, involves the participants relating to each
other in a way that is non-phony and authentic, even as
each plays out the roles they must take (i.e., patient role
and therapist role). The more positively are the therapist
and patient’s realistic and genuine feelings for one an-
other, the stronger the real relationship. The first author
has elsewhere (Gelso, 2011, Chapters 3 and 6) discussed
in detail philosophical, theoretical, and measurement con-
siderations regarding the real relationship, e.g., how do
we know what is realistic and what is transferential, who
decides what is real and genuine, how is the real relation-
ship best measured. 

We see it as important and useful for the two kinds of
bonds (the personal bond and the working bond) to be dif-
ferentiated, although both types of bond are emotional in
that they are bonds of feeling/affect (as well as
thinking/cognition). Parenthetically, it would be reason-
able to subsume the two kinds of bonds separately within
the working alliance construct. However, we believe it is
theoretically cleaner and more clinically practical to the-
orize the working alliance and the real relationship as sep-
arate but highly related constructs.

The psychoanalyst, Greenson (1967), theorized that the
working alliance emerges from the real relationship. A real
relationship exists in all relationships, whereas Greenson
saw the working alliance as being an artifact of treatment,
one that exists for the sole purpose of fostering the work of
analysis. In our researches on the topic, we have arrived at
a different conclusion, that is, the real relationship and
working alliance emerge simultaneously and work in con-
cert, with each feeding the other. The patient is inclined to
be motivated to do the work of therapy when s/he person-
ally resonates to the therapist, and working well together
creates a sense of personal connection and liking. 

The working alliance and the real relationship also work
in concert in another way (see the qualitative study by
Gelso, Hill, Mohr, Rochlen, & Zack, 1999). They serve as
buffers against the potentially damaging effects of the pa-
tient’s transference reactions, especially those that endanger
the treatment, usually referred to as negative transferences.

We have explored how the working alliance and the
real relationship are best seen as related but separate con-
structs, and how the bond element of the working alliance
(termed the working bond) may differ from the personal
or real relationship bond. At the level of measurement, an
ongoing problem has been that the Working Alliance In-
ventory, the main measure of working alliance, contains
a bond subscale that conflates the work part of the bond
and the personal bond. We believe that it would be useful
to separate these in the measure itself, perhaps eliminating
the personal bond items from the measure. Alternatively,
it could be useful to create a four-factor model of the gen-
eral alliance or therapeutic relationship consisting of a real
relationship (involving a personal bond), a work bond,
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agreement on goals, and agreement on tasks needed to at-
tain those goals. A measure may be developed to capture
these elements. It would not, however, be called a work-
ing alliance scale, but rather a general alliance or relation-
ship scale. The key point in both these conceptualizations
is that the real or personal relationship would be concep-
tualized and measured separately from the working bond,
agreement on goals, and agreement on tasks.

When the working alliance and the real relationship
are not in synchrony

Given the difficulty and complexity of psychotherapy,
it is natural and expected that therapists will at times
struggle to connect with their patients. Sometimes this dif-
ficulty is related to not knowing how to help the patient
or mistaking what will be therapeutic. Thus, the working
bond will suffer. At other times, this difficultly is related
to a weak personal connection, or a lack of appreciation
for the person of the other, resulting in a weak personal
bond. As the therapy unfolds, therapist and patient start
to connect on what to do in therapy to help the patient
move forward and a working bond ensues, which can vary
in strength throughout the treatment. In addition, there is
virtually always at least a degree of taking to, caring for,
and connecting to the patient that is based upon who the
patient and therapist are as persons and not based on the
work. At times, we can even speak of love in psychother-
apy that is not merely transference love, but residing in
the area of the real relationship (Gelso, 2019; Gelso,
Pérez-Rojas, & Marmarosh, 2014). In its best rendition,
this person-to-person connection happens from the first
moment of contact and builds or solidifies steadily. How-
ever, few if any therapists feel strongly connected to all
of their patients as persons. At times, the real relationship
is weak early in treatment, while the working alliance (in-
cluding the working bond) may be solid. In addition, in
some cases, the real relationship may never become
strong, but the work can be successful because the work-
ing alliance (including the working bond) is sufficiently
strong. Still, we believe that the work will likely not be
as successful as it would have been had both the alliance
and the real relationship been strong. A case example of a
patient worked with by the second author (KVK) demon-
strates such a situation.
Annie and I worked together for a year and a half
in individual psychodynamic psychotherapy.
Annie, a 40-year-old woman, sought treatment be-
cause she had hit rock bottom. She was recently
dismissed from her graduate school program due
to failure to pass comprehensive exams, living with
her brother because she was unemployed, and had
zero confidants. Hence, she was extremely de-
pressed and carried significant anxiety about her
next steps in life, resulting in frequent panic at-
tacks and crushing inertia. 
From our very first point of contact, it was evident

that Annie and I were very different human beings.
She, a reserved and introverted aspiring geologist,
and I, an outgoing and extroverted aspiring psy-
chologist, were clearly from different tribes. She was
fascinated by rocks, whereas I was fascinated by
people. It was also evident that we were aware of
these differences – the looks at one another’s dras-
tically different clothing, the jokes made by both of
us quickly followed by ‘that probably wasn’t funny
to you,’ and the pop culture references mentioned
that we had to explain to one another. These per-
son-to-person differences at times inhibited my feel-
ing that I could be my genuine self with Annie, and
I felt that she infrequently saw the ‘real’ me. This
was likely because I did not feel who I was would
be appreciated and therefore did not readily expose
my personality as much as I did with other patients.
I rarely enjoyed being with Annie or experienced
any excitement to see her. While a transference-
countertransference configuration was surely a sig-
nificant part of our dynamic, the disconnect between
us was more than distortion on her end and activa-
tion of unresolved conflicts on mine. Overall, our
real relationship, or personal emotional bond, was
not strong. It was difficult to resonate with one an-
other, which prevented us from deeply connecting
as persons. We were from different worlds in funda-
mental ways (e.g., things we valued, sense of humor,
likes and dislikes, personality traits), and it would
be difficult for this person-to-person connection to
grow significantly short of our becoming different
people. 
One might guess that the lack of personal connec-
tion just described would result in an unsuccessful
or perhaps even damaging therapy, but this was
not the case. Despite the lack of an emotional per-
son-to-person bond, we felt a different type of emo-
tional bond that originated from our work in
therapy. I was empathically in tune with how to
help Annie crawl out of her paralyzed and pan-
icked state. Annie knew and communicated that I
understood helpful ways to work with her. For ex-
ample, she appreciated my pushing her to do the
work, but at the right intensity and times. Hence,
Annie felt an emotional connection to me because
she trusted that I could help her do the painful
work of therapy in a more palatable way. I also felt
an emotional connection to Annie based on what
she was going through in life. I cared for her and
wanted her to not be so depressed and anxious. We
formed an emotional bond that developed and
strengthened in the therapy room, but that would
be nonexistent outside of it. Overall, our connec-
tion was rooted in the work we were doing and this
was integral to Annie’s improvement. At the end of
treatment, Annie no longer suffered panic attacks,
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began a volunteer job that would likely lead to a
paid position, and reconnected with several
friends. 
This case begs the question of why the person-to-
person bond matters if the working bond was
strong enough to foster a successful outcome. The
truth is, although we accomplished a great deal in
our work, we were likely limited for a couple rea-
sons. First, given that I did not particularly con-
nect with Annie as a person, I struggled to
empathize with her more often than with other pa-
tients. In addition, other patients with whom I eas-
ily connected on a personal level likely received
more of my motivation to do good work. This high-
lights how the real relationship can influence the
working alliance. On Annie’s end, I speculate that
our weak personal bond made her question if I
could be of any help to her, especially early in
treatment. It is possible that she too felt less moti-
vated to do the work of therapy at times because
of our weak personal connection. Second, we
seemed held back in being our genuine selves due
to the accurate interpretation that the other would
not fully ‘get it,’ and this cut off the possibility for
Annie to heal through the genuine and realistic as-
pects of the therapeutic relationship. Hence, I be-
lieve our work could have reached greater heights
if we had a stronger connection at a person-to-per-
son level.
What happens when the person-to-person bond is

strong but the working alliance is weak? It is hard for us
to imagine the treatment being successful in the absence
of a sound working alliance, and a strong working bond
that is part of that alliance. Preliminary research suggests
that discrepancy between the working alliance and real
relationship is related to different outcomes, depending
on the client and time point of therapy. Kivlighan, Kline,
Gelso, and Hill (2017) found that some clients rated
higher session quality when the real relationship was
stronger than the working alliance, whereas other clients
rated higher session quality for the reverse. In addition,
higher client-rated session quality was associated with a
stronger real relationship than working alliance during
some sessions, while the reverse was true for other ses-
sions. Hence, according to clients, a strong working al-
liance is at times more helpful than a strong real
relationship, and vice versa. Further, it seems that differ-
ent clients find different relationship qualities more or
less helpful. Thus, it is important to examine moderators,
such as client attachment and symptomatology, to clarify
client characteristics and points of therapy related to the
degree of importance for the working alliance vs real re-
lationship. Lastly, it is also important to note that Kiv-
lighan et al. (2017) also found that the highest session
outcome was related to both working alliance and real
relationship being strong, which supports clinical theory

that the best treatment would encompass a strong work-
ing alliance and real relationship. While it is tempting to
offer propositions on which relationship component (i.e.,
working alliance or real relationship) is more important
for treatment, initial evidence suggests that this is deter-
mined by client factors, time point in therapy, and likely
additional factors. Hence, we believe that it is more help-
ful to examine the experience and impact of the working
alliance and real relationship not being in synchrony, as
described in the case above.

Tear and repair: when ruptures occur
in the therapeutic relationship

The concept of tear and repair in the working alliance
originated with the work of Bordin (e.g., Bordin, 1979,
1994). Safran and Muran refined Bordin’s conceptions
and further developed ideas around ruptures and how the
therapist may repair them. We believe that in his work
around rupture and repair in the therapeutic alliance,
Safran has arguably made his most profound and far-
reaching contributions. Below we discuss what we see as
Safran’s most significant conceptions. We also point to a
difficulty in the rupture literature that is itself in need of
repair, that is, the undue broadening of the construct of al-
liance rupture.

In Safran and colleagues’ most recent article on rup-
ture repair, a rupture is defined as a deterioration in the
therapeutic alliance manifested by a disagreement be-
tween patient and therapist on the goals, a lack of col-
laboration on tasks, or a strain in the emotional bond
(Eubanks, Muran, & Safran, 2018a, p. 2). While this
definition sounds sufficient, the point at which we di-
verge from Safran is regarding the intensity, or strength,
of the deterioration. Many examples provided in
Safran’s work (e.g., Safran & Muran, 2000) suggest
minor or even benign conflicts as ruptures. Furthermore,
many empirical examinations of alliance ruptures con-
sider subtle tensions and minor strains as ruptures (Eu-
banks et al., 2018a).

The problem manifests especially in the distinction be-
tween surface level repairing strategies and strategies that
speak to the underlying meaning of the conflict. Safran
and Muran (2000) discuss how ruptures may require a
therapist to intervene at the surface level or at the level of
underlying meaning. For example, if a patient questions
the therapist about why they are doing free association,
this could signal a conflict about the therapy tasks. Ther-
apists can respond at the surface level by providing a ra-
tionale for free association, or they can respond to the
underlying meaning by exploring what core theme this
task recapitulates for the patient (e.g., the patient’s fear of
exposing himself too quickly, thereby losing control in re-
lationships). Important clinical information such as the
length of therapy, the strength of the therapeutic relation-
ship, and the way in which the patient raised this conflict
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would matter in determining whether the therapist should
intervene at the surface or underlying meaning level. In
our view, any conflict between patient and therapist in
which a surface-level repair suffices is not likely to be a
rupture at all. Hence, these surface-level interventions
could be seen as tending to the alliance, but not repairing
a part of the alliance that has been broken. In a similar
vein, Safran and Muran (2000) categorize repairing strate-
gies as immediate or expressive. Immediate strategies
focus on repairing the rupture expeditiously and returning
to the therapy process the therapist and patient were en-
gaged in prior to the rupture. In contrast, expressive strate-
gies shift the focus of the therapy session to address the
patient’s concerns that underlie the rupture. We would
argue that a conflict that could be repaired expeditiously
is not a rupture, but rather a minor conflict, and at times
so minimal as to not even represent a conflict. In sum, we
believe this highlights an important distinction, that is, the
term rupture ought to be reserved for conflicts that require
the therapist to intervene in a deeper and more time-in-
tensive manner. 

When determining the strength of a conflict in the
therapeutic relationship and whether to respond at an ex-
peditious, surface-level or time-intensive underlying
meaning-level, the point of perspective is raised. That is,
who determines – therapist or patient – the degree of
severity of the conflict? It is possible that clients withhold
feelings about the issue and thus a surface-level repair
may not actually suffice. Hence, the argument can be
made that it is better to be safe than sorry and for thera-
pists to be attuned to any fluctuations in the relationship.
We fully believe it is important for therapists to be attuned
to all strains in the therapeutic relationship. However,
what is the ultimate utility of calling every strain a rup-
ture? Do we think that if every strain is given this title,
therapists will be more attuned or more likely to address
and intervene? Perhaps this is the case, but alternatively,
it is important to examine what problems could arise by
using the term rupture too loosely. We address these po-
tential problems at the end of this section. 

Although it can be difficult, if not impossible, to be
certain about what alliance conflicts are major vs minor,
we suggest there are three factors that can aid in this dis-
tinction. First, as we have discussed, we believe it is im-
portant to consider the intensity of the conflict. If the
conflict is not powerful and the therapist and patient can
move on easily and quickly, then we would not label this
a rupture. However, it is possible that minor tensions
building over time that go unaddressed could lead to a
major conflict, which we would then call a rupture. Sec-
ond, the conflict’s centrality to the patient’s issues or goals
is important to consider. A true deterioration in the al-
liance would mean that the conflict between therapist and
patient is at the heart of the patient’s issues and is essential
to repair if the work is to progress in any meaningful way
(Bordin, 1994). Third, it is important to consider the de-

gree to which the conflict endangers the therapeutic rela-
tionship. A rupture, if unaddressed, would seriously jeop-
ardize the alliance and therefore the therapeutic work.
Empathic failures on part of the therapist, which we will
address later in greater detail, speak to the type of conflict
that we consider deserving of the rupture label. 

The existing rupture measures run what we see as a
risk of categorizing minor conflicts as ruptures. For ex-
ample, the Post-Session Questionnaire (PSQ; Muran,
Safran, Samstag, & Winston, 1992) is a self-report meas-
ure given to therapists and patients that asks, Did you
experience any tension or problem, any misunderstand-
ing, conflict, or disagreement, in your relationship with
your [therapist or patient] during the session? Raters
are asked to score on a 5-point Likert Scale ranging from
not at all to very much, followed by rating how tense or
upset they felt about the conflict on a similar 5-point
scale. In studies using this measure, we would argue the
importance of reserving ruptures for reports of higher
rated conflicts, but this guidance is not given in the
measure. Hence, it is possible that any conflict may be
counted as a rupture. The Rupture Resolution Rating
System (3RS; Eubanks, Muran, & Safran, 2015, Rupture
Resolution Rating System (3RS): Manual. Unpublished
manuscript) is the primary observer-rated rupture meas-
ure and states that it codes for minor tensions and strains
as well as major disagreements (p. 5). Similar to the
PSQ, the 3RS allows raters to rate the significance of the
rupture on the alliance using a 5-point scale from no sig-
nificance to high significance. Thus, conflicts of low sig-
nificance are being labeled as ruptures. Perhaps our
divergence from Safran and colleagues is best illustrated
in the introduction of the 3RS manual, which says a rup-
ture may not significantly obstruct therapeutic progress.
We would contend that, if unaddressed, any conflict
deemed worthy of the term rupture would indeed ob-
struct therapeutic progress.

Now that we have reviewed what we see as a problem
in the rupture literature, it is important to consider why
we believe it is important to reserve the term rupture for
meaningful conflicts. The primary reason is for construct
clarity. As the first author notes in his work on counter-
transference (Gelso & Hayes, 2007), casting too wide of
a net for a construct could result in forgetting what one
was fishing for in the first place. That is, if everything is
a rupture, then nothing is a rupture; the construct becomes
diluted to the point that meaningful relationships are likely
to be obscured. It may be argued that because the rupture
literature is in its early stages, it is important that measures
like the 3RS and PSQ capture all strains so that we can
determine what are major vs minor problems in the ther-
apeutic relationship. Because we do not have much em-
pirical evidence about what is major vs minor conflict,
measures need to capture all conflicts in the alliance and
link them to outcome. We see the utility of this research
strategy. However, this highlights the different needs
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within research and theory. From the vantage point of
clinical theory, having this broad conceptualization of rup-
ture yields an all-encompassing definition that is impre-
cise, and likely includes substantial excess baggage.
Hence, it may breed confusion for practice when we dis-
cuss ruptures in supervision, trainings, case conferences,
etc. Further, even though the worlds of research and prac-
tice can have different needs, we are always striving to
bridge the gap between these worlds. Thus, it seems un-
wise to continue referring to all strains as ruptures when
there is variability in the strength of such strains, and that
continuing to do so could widen the disconnect between
research and practice. A second reason it is important to
use the term rupture for meaningful conflicts is that their
effect and repair will be different from minor problems.
Hence, if researchers are using the above measures in
ways that group all conflicts together, then we are missing
out on important distinguishing information between
these two categories. A third reason it is important to re-
serve the term rupture for meaningful conflicts concerns
training. Trainees in particular need a clear definition of
strains vs ruptures as they are beginning to learn the dif-
ferences between building, maintaining, and repairing the
alliance. Clear definitions of alliance conflicts would help
trainees, supervisors, and instructors to be on the same
page when discussing how to tend to the range of issues
that arise between therapist and patient. Finally, we do not
believe it is a good argument to call all strains ruptures
solely because we cannot yet state, based on empirical ev-
idence, what is a major conflict. Clinical theory may
wisely precede empirical verification.

One major contribution Safran has made in the rupture
literature that we believe is important to preserve is his
dissemination of the classification of two types of rup-
tures, withdrawal and confrontation, as originally devel-
oped by Harper (1994). Withdrawal ruptures are
characterized by patients dealing with misunderstandings
or tension in the therapy relationship by becoming less in-
volved, shifting focus to an unrelated topic, or becoming
overly submissive to the therapist. Hence, patients with-
draw or recede into the background of therapy. Typically
the resolution process involves the therapist picking up
on this withdrawal, helping the patient explore and ex-
press their negative feelings, and ultimately fostering
communication of patient’s wishes and needs. Confronta-
tion ruptures, on the other hand, are characterized by pa-
tients directly expressing anger or dissatisfaction to the
therapist. This type of rupture is more explicit and conse-
quently typically requires an immediate repair attempt
from the therapist. Resolution processes for confronta-
tional ruptures usually involve the therapist becoming em-
pathically attuned with the patient in order to understand
and help the patient express disappointment and hurt. It
is evident that these two categories are tremendously help-
ful clinically in determining how to spot and repair dif-
ferent types of ruptures. The two types call for differing

tactics on the part of the therapist and thus serve as a guide
to how the therapist may productively proceed. Thus, we
believe it is important to maintain these categories, but it
is also important to consider the three factors – intensity,
centrality to patient’s issues, and degree to which relation-
ship is endangered – in determining whether or not a con-
flict constitutes a rupture.

Ruptures in the alliance and ruptures in the real
relationship

Although the working alliance and real relationship
may be seen as sister concepts, we suggest that there is a
fundamental difference in how the phenomena of ruptures
and repairs relate to the two constructs. Ruptures in the
working alliance, as has been discussed, may have posi-
tive effects on the overall therapeutic endeavor if the ther-
apist is able to work with and repair the ruptures
(Eubanks, Muran, & Safran, 2018b). And it does appear
that most alliance ruptures can indeed be worked with and
repaired by emotionally attuned, competent therapists. As
the first author (Gelso, 2019) has stated:
In sum, the therapist needs to be sensitive to the oc-
currence of ruptures, and s/he needs to sensitively
explore what the rupture is about. Repairing the rup-
ture may involve the therapist clarifying where s/he
was coming from, apologizing, and exploring the pa-
tient’s feelings around the rupture. When the time is
right, it is also important to explore the relation of
the rupture, as well as the patient’s way of dealing
with the rupture, to the patient’s core issues. How-
ever, to the extent that the rupture is fundamentally
the responsibility of the therapist, it is important that
the therapist not simply place the root of the rupture
on the patient and his/her conflicts (p. 66).
Although empirical evidence is lacking, clinical expe-

rience suggests that ruptures in the real relationship, how-
ever, are not so readily repaired. We believe they are more
likely to damage the therapeutic relationship, and they are
less likely than ruptures in the working alliance to be ulti-
mately beneficial to the overall relationship and treatment.
Some preliminary evidence from two studies reported in
Gelso (2011) supports this view in that patients who do well
in therapy were not found to experience ruptures in the real
relationship, whereas those who did not have good out-
comes exhibited either a declining real relationship across
the treatment or a single dip in the strength of the real rela-
tionship during the latter part of treatment.

Why are ruptures in the real relationship more harm-
ful, and ultimately less helpful, than are ruptures in the
working alliance? Before answering this question, we
shall offer a preliminary definition of a real relationship
rupture. A real relationship rupture may be seen as a fail-
ure on the part of the therapist to appreciate or demon-
strate caring or empathy for the person of the patient at
particular times when caring and empathy are called for,
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such that the patient consequently experiences painful af-
fects tied to the therapist’s response. Because the real re-
lationship is personal, ruptures in it are also personal.
Stated simply, the patient takes them personally. These
ruptures most often reflect the therapist’s lack of caring
for the patient and/or significant empathic failures in a
person-to-person sense. Greenson, long ago, offered
that…Technical errors may cause pain and suffering, but
they are usually repairable; failure of humanness is much
harder to remedy (Greenson, 1978, p. 377). In discussing
the genuineness element of the real relationship in psy-
choanalytic treatments, Couch (1999) tells us that…The
absence of these natural responses by the analyst, espe-
cially when called for by actual tragedies, losses, failures,
successes, disappointments and other significant events
in the patient’s life, can be the cause of the most serious
errors in an analysis – namely the professionalized cre-
ation of an inhuman analytic situation, divorced from real
life (p. 151). In sum, therapeutic errors revealing a defi-
ciency in empathy and caring in a person-to-person way
will tend to cause damaging ruptures in the real relation-
ship from which the therapeutic relationship may not re-
cover. We suggest that such ruptures rarely benefit the
work of therapy, and even when they are repaired, the
process of repair will likely take much longer than repairs
in the working alliance because the therapist must re-con-
vey his or her humanness and care for the patient and re-
gain the patient’s sense of personal trust. Finally, it seems
clear that ruptures in the personal or real relationship are
likely to weaken the working alliance.

Examples of ruptures in the real relationship taken
from clinical practice and supervision are: The therapist
taking phone calls during sessions making the patient feel
uncared for; the therapist responding neutrally and
blandly to a patient’s excitement about having her first
novel accepted for publication, a personal goal of hers for
several years; a psychoanalyst maintaining analytic neu-
trality when a patient’s child dies of an illness; a patient
carrying a feeling, buffered by several examples, that his
therapist doesn’t particularly like him. 

Ruptures in the real relationship can be occur from the
beginning of treatment or they may become manifest later
in the work. Regarding immediate ruptures, the therapist
and patient may simply not connect as persons from the
outset, perhaps being too different from one another, or
as Gelso and Silberberg (2017) have framed it, being from
different tribes (see the case of Annie, described earlier).
This will naturally limit the strength of the therapeutic re-
lationship, as well as the overall efficacy of the treatment.
Of course, the reader may raise the question of whether
this lack of the formation of a strong real relationship from
the outset should really be considered a rupture, in accord
with our definition above of a real relationship rupture. In
other words, can a rupture occur without the development
of a relationship to start with? We shall leave this question
to future discussion. Less arguable is the proposition that

ruptures in the real relationship can occur at any point in
treatment tied to the lack of caring or empathic responses
of the therapist.

Working with ruptures

Safran and Muran’s (2000) formulations focused on
working with confrontation and withdrawal ruptures is,
in our view, a major and enduring advance in clinical
theory. Safran and Muran provide detailed examples of
the process of ruptures and ways of working with both
kinds of ruptures. Their work is rich with clinical exam-
ples and actual patient-therapist interchanges, and it
ought to be required reading for all therapy trainees
(Safran & Muran, 2000, Chapter 5). Here we provide a
brief enumeration of points about ruptures and their
reparation drawn from Safran and Muran, as well as our
own conceptions (Gelso, 2019).
- Ruptures in the working alliance may well be in-

evitable, whereas ruptures in the real relationship ap-
pear to be less frequent.

- Ruptures are sometimes obvious but are more com-
monly subtle and require sensitivity and empathic
ability on the part of the therapist to detect.

- It is wise for the therapist to be on the lookout
for ruptures in both the alliance and the real rela-
tionship.

- Ruptures are most often expressed in the form of the
patient’s withdrawal behaviors and/or confrontation
and complaining related to aspects of the work and
the therapist’s behavior.

- It is imperative that the therapist address ruptures.
Unaddressed ruptures in the alliance will likely hin-
der progress, and unaddressed ruptures in the real re-
lationship will likely seriously damage or destroy the
overall therapeutic work.

- When ruptures are caused by therapist mistakes or
errors, including empathic failures, an apology is
usually wise, and it is also usually productive to fol-
low the apology with exploration.

- When ruptures in the working alliance or the real
relationship are caused by the patient’s resistance,
including transference, apologies on the part of the
therapist are unlikely to aid progress. Instead, a sen-
sitive exploration of the patient’s issues is cal-
led for.

Conclusions

Jeremy Safran’s keen intellect and his creative bril-
liance in understanding the therapeutic relationship was
sadly ended long before its natural time. The focus of
our presentation has been on his efforts toward under-
standing the development of the working alliance and
the rupture-repair process pertaining to the alliance. We
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have added our notion of the real relationship as highly
related to but distinct from the working alliance, and dis-
cussed how ruptures in the alliance vs the real relation-
ship are likely to have different impacts on the work.
Although the lens through which we view the therapeu-
tic relationship differs from Jeremy’s in certain ways,
his genius has deeply influenced our understanding, as
well as the understanding of the entire field of psy-
chotherapy. The loss of this creative brilliance will
surely be felt deeply, but the ideas endure.
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