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Summary of MRP Portfolio
Section A: Section A is a literature review, including research that has explored the nature of
the alliance between clients and case managers in mental health services. A systematic
approach was used to search for quantitative and qualitative studies as well as theoretical
analysis addressing this subject.
This review identifies factors associated with a positive alliance by both clients and workers.
It also highlights challenges arising from difficulties inherent in relationship building among
this client group and systemic pressures within services. Theoretical and ethical arguments,
offering insight into the complexities involved, are also are reviewed. It is concluded that
further research is required, particularly qualitative studies of client perspectives to provide
better understanding of the alliance within case management.

Section B: Section B presents a study using Grounded Theory Methods (GTM) that explored
client experiences of the alliance within the context of using the Mental Health Recovery
Star (MHRS) in rehabilitation mental health services. Ten clients and four workers from
three different services were interviewed. A theoretical model is provided, summarising the
results, which highlight three key overlapping processes seen within the alliance and use of
the MHRS. Overall these reflected a core category of ‘being engaged in working together
towards improved wellbeing’. The results are discussed alongside existing theory and
research. Attention is drawn to ways in which these processes appear to be enhanced or
hindered whilst using the MHRS, calling for improvements in negotiation practices and
support for workers in this setting. Further clinical and research implications are presented.

Section C: Appendices
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Abstract
Increasingly the evidence base for mental health treatment points to common factors across
models and approaches that are seen to account for positive clinical outcomes, in particular
the working alliance between a provider and client. Whilst the alliance, or therapeutic
relationship, has been explored extensively in psychotherapy, far less is known about this in
case management mental health services. Here workers have a broader remit of helping to
provide a full range of long-term health and social care needs for those with severe and
complex difficulties. This literature review used a systematic approach to examine the
available empirical research that has explored the nature of the alliance between case
managers and clients in this context, including factors that might assist or hinder a positive
alliance. In addition, theoretical and ethical arguments that offer further understanding of
the complexities involved are discussed. The limited research in this area suggests leading
influences underpinning the alliance often stem from service-related practices. In particular
this includes power imbalances and conflicting demands of the worker’s role affected by the
needs of the client and systemic pressures. Clinical implications and future research
considerations are presented, including the need for qualitative studies that capture client
experiences.
Keywords: Working/helping alliance, therapeutic/helping relationship, case management,
case work, keywork, mental health

11

1. Introduction
1.1.

Context
National policy stipulates a Recovery-based approach to mental health services,

directed at providing personcentred care characterised by collaborative working with
professionals, service users and carers (Department of Health [DoH], 2011).
The Recovery movement has gathered momentum internationally in recent years,
marked by a shift away from medicalising mental health problems towards understanding
individual experiences within social contexts, with an emphasis on hope, meaning and
empowerment (Leamy, Bird, Le Boutillier, Williams, & Slade, 2011; Perkins & Slade, 2012).
How this translates to services remains open to debate, especially where services are often
informed by the available evidence-base, despite limitations to what has been researched,
and by clinical governance that prioritises symptom-reduction over personal expressions of
recovery (Denham-Vaughan and Clark, 2012; Perkins & Slade, 2012).
Case management is a service directed at providing those with long term mental
health difficulties a co-ordinated provision of health and social care in the community, that
incorporates assessing and addressing a wide range of needs, such as housing, welfare
benefits, medical treatment, psychosocial and emotional support, and assistance with
everyday matters (Mueser, Bond, Drake, & Resnick, 1998; Ross, Curry, & Goodwin, 2011).
1.2.

Evidenced-based practice (EBP)
EBP in mental health focuses on specific treatment interventions; however a

considerable strand of research suggests that it is the non-specific factors of treatment, in
particular the relationship between professionals and clients, that clients value most and
that has a greater influence on outcomes (Priebe & McCabe, 2008; Stanhope & Solomon,
2008; Thomas, Bracken & Timmimi, 2012).
12

As such there has been a move towards transtheoretical models of treatment (Dudley,
Kuyken, &Padesky, 2011) and a call for further research into process-related variables of
treatment, particularly pertaining to the relationship between providers and clients
(Kondrat, 2012).
1.3.

Defining the Alliance
There are varied definitions of the relationship between a provider and client

receiving treatment for mental health difficulties. Terms often used interchangeably include
the Therapeutic Relationship/Alliance, Working Alliance, Helping Alliance/Relationship
(McCabe & Priebe, 2004) and more recently within the Recovery movement, Recovery
Alliance, or just Alliance (Stanhope & Solomon, 2008).
The therapeutic relationship has its roots in Freud’s psychodynamic model that was
further developed by Greenson (1967), which made distinctions between the ‘real
relationship’, transference, and a collaborative working alliance. Subsequently, Rogers’
(1961) person-centred approach reframed the alliance by identifying three core conditions
clinicians should implement to facilitate therapeutic change - empathy, unconditional
positive regard, and congruency.
Bordin’s (1979) integrative model of the working alliance is a further development,
seen to extend across disciplines, theoretical models and contexts (Howgego, Yellowlees,
Owen, Meldrum, & Dark, 2003). Here three core components are seen to facilitate positive
change - agreed goals, tasks of therapy, and a positive bond (Bordin, 1979). Horvath and
Horvath and Greenberg (1989) operationalised Bordin’s model in the Working Alliance
Inventory (WAI), which is the dominant measure used in case management settings
(Kondrat 2012; Solomon, Draine & Delaney, 1995).
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1.4.

Alliance and recovery outcomes
Traditionally, research on the alliance was carried out within the context of

psychotherapy, where a strong alliance has consistently been shown to be related to
positive outcomes (Lambert & Barley, 2011; Martin, Garske, & Davis, 2000).
Research among clients receiving treatment in mental health services not limited to
psychotherapy similarly report a positive association between strength of alliance and
recovery outcomes across diagnosis and settings (Del Re, Flückiger, Horvath, Symonds , &
Wampold, 2012; Moran et al., 2014).
One such setting receiving focus in more recent times is case management, where the
interpersonal dynamics between client and worker is distinct from psychotherapy because
of the diverse range of responsibilities expected from the case manager (Angell & Mahoney,
2007). The evidence regarding the alliance specifically within the context of case
management is relatively limited; however that which is available suggests the alliance is a
promising predictor of positive therapeutic outcomes (Chinman, Rosenbeck & Lam, 2000;
Hicks, Deane & Crowe 2012; Priebe & Guyters, 1993; Howgego et al., 2003; Kondrat, 2012).
1.5.

Case management

There is no standard definition of case management or case-manager, also referred to
as ‘key worker’ and ‘care-coordinator’ (Farrelley & Lester, 2014). Hereon in ‘worker’ will be
used for ease of reference. Workers’ training and experience is highly variable – ranging
from an absence of graduate training (Buck & Alexander, 2006) to diverse professional
backgrounds (most commonly nursing and occupational therapy) (Solomon et al., 1995).
Similarly there is variability with regards to a worker’s role; however common
responsibilities include assessing and monitoring a client’s needs, advocacy, psychosocial
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support, practical support, and co-ordinating health and social care provision in community
settings (Angell & Mahoney, 2007; Mueser et al., 1998).
Mueser et al., (1998) have provided a summary of the dominant case management
models as follows:
i) Broker service model – workers primarily advocate for and co-ordinate access to
services with minimal clinical input.
ii) Clinical case management model – workers additionally employ clinical skills
(assessment, psycho-education and psychotherapeutic input).
iii) Assertive Community Treatment (ACT) model – delivered by a multidisciplinary team
of which case managers are a part. Clients may be assigned a primary worker or
caseloads may be more evenly spread across the team.
iv) Intensive Case Management (ICM) – low client to worker ratio where caseloads are
not shared by the team.
v) Strengths model – specific focus on client and community resources, working
towards client self-determination, growth and change.
vi) Rehabilitation model – emphasis is placed on independent living skills and
community integration.
Regardless of the case management model used, building an effective working alliance
with the client is fundamental to the worker’s role, yet training in this area is sparse (Ross et
al., 2011).
1.6.

Rationale and aims of review

In sum there is a fair body of research that has explored the nature of the alliance and
its association with outcomes, mostly within the context of psychotherapy and more
recently in other mental health service settings (Del Re et al., 2012; McCabe & Priebe,
15

2004); however that which has focused on the relationship between workers and clients
remains limited. These tend to focus on clinical outcomes, with promising links between a
strong alliance and positive change (Howgego et al., 2003); however no systematic review of
the literature exploring the nature of the alliance within case management has yet been
carried out. The aim of this paper is to address this gap. This literature review is directed at
answering the following question:
What is the nature and /or components of the alliance between case managers and
clients receiving treatment in mental health services?
In order to review the literature on this subject, systematic methods were used, based
on the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA)
model (Moher, Liberati, Tetzlaff & Altman, 2009), a summary of which is provided in Figure
1 below.
Electronic searches were carried out using the following databases which cover
academic literature in medicine, health care, psychology, social sciences and related
disciplines: PsycInfo, Medline, Applied Social Sciences Index and Abstracts (ASSIA), Cinahl,
and Web of Science.
The following search terms were used: [therapeutic relationship OR therapeutic
alliance OR working alliance OR working relationship OR helping relationship OR helping
alliance] AND case management OR casework OR casework relationship OR keywork* OR
care coordinat* OR care co-ordinat*] AND mental health.
The inclusion criteria used for the selected papers were as follows:
- Empirical papers that stated clear aims of investigating the factors of the alliance
between adult clients with primarily mental health difficulties and clinicians identified
as case managers within mental health services.
16

- Theoretical papers that specifically address alliance processes between case
managers and clients.
- Peer-reviewed articles.
- Papers in English.
In order to narrow the focus of this review the following exclusion criteria were
applied:
- Papers that do not differentiate between case managers and other members of a
community mental health team.
- Research among “consumer-providers” or limited to those receiving forensic services
or involuntary treatment because these contexts reflect idiosyncratic interpersonal
dynamics (including power differentials) that could be a specialist area to be
researched in their own right (Solomon et al., 1995; Stanhhope & Solomon, 2008;
Sweeney et al. 2014).
- Research which primarily focuses on service evaluation or outcomes. Where papers
aimed to assess both predictors of the alliance and the association between alliance
and outcomes, only data pertaining to the former was included (Hopkins &
Ramsundar, 2006; Klinkenberg, Calsyn & Morse, 1998; Priebe & Guyters, 1993).
- Qualitative studies where interviews were not recorded because such methods fall
short of capturing an in-depth understanding of the subject for which qualitative
research is designed (Buck & Alexander 2006; Nath, Alexander & Solomon, 2012).
1.7.

Summary of literature search

A flow diagram summarising the process involved in the literature search for this
review has been provided below.
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Identification

Figure 1: Summary of literature search

Records identified through
database searching
(n = 614)

Additional records identified
through other sources
(n = 8)

Eligibility

Screening

Records after duplicates removed
(n = 523)

Records screened
(n = 523)

Records excluded
(n = 440)

Full-text articles assessed
for eligibility
(n = 83)

Full-text articles excluded,
with reasons
(n = 61)
1)
2)

Included

3)

4)

Total studies included
(n = 22)

5)
6)
7)

Focus of study on outcomes /
service evaluation (n = 21)
Context not case management
/ no differentiation between
case manger and other
workers (n=17)
Research limited to those
receiving forensic services or
involuntary treatment (n=2)
Methodological papers
(assessing measures) (n=3)
Consumer/peer providers as
sample (n=3)
Aims not primarily on the
alliance (n=13)
Qualitative studies with
interviews not recorded (n=2)
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In total, 614 articles resulted from the database searches and eight articles sourced
from references. After removing 99 duplicates, a review of titles and abstracts, applying the
inclusion and exclusion criteria, resulted in the exclusion of 440 articles. This resulted in 83
full text articles, of which 22 were accepted. A summary table of the empirical studies has
been provided in Appendix 1.
The quality of papers has been critiqued using Vandenbroucke et al.’s (2007)
framework for quantitative papers and the Critical Appraisal Skills Programme (CASP)
framework for qualitative studies (http://www.casp-uk.net) (summaries provided in
Appendices 2 - 3).
This literature review will commence with a recent review concerning the alliance
within case management among clients with a psychotic disorder (Farrelly & Lester, 2013).
Empirical research will then be reviewed by looking at client and worker perspectives of the
alliance respectively, followed by theoretical papers that offer insights into this subject.
Finally, the findings will be discussed with conclusions drawn, highlighting implications for
further research.
2. Review paper
Farrelly and Lester (2013) carried out a critical interpretative synthesis of literature
that explored the alliance within case management among clients diagnosed with a
psychotic disorder. From the 13 papers reviewed, three overlapping components to an
effective alliance were identified: mutual trust, mutual respect, and shared decision making.
The synthesising argument generated from this review was that the alliance is
polarised around these three key constructs, with the polar opposites being mistrust,
disrespect and decision-making fraught with competing agendas. In particular, there is
19

disagreement between clients and workers as to whether the aim of their relationship is
primarily engagement (equating to treatment compliance) or improvement (recoveryrelated benefits for clients). A tension exists between client autonomy and risk management
because of workers’ accountability to social and political stakeholders, such as the health
service and national policy. This is said to result in role conflict and ambiguity of needs and
expectations within the relationship. The authors conclude that clearer expectations of
treatment and the alliance should be provided.
It should be noted that this synthesis was not a systematic review and included only
13 papers, restricted to clients with a diagnosis of a psychotic disorder, it is therefore not
designed to be representative of the evidence in this field.
3. Empirical studies
3.1.

Client perspectives - Quantitative studies

Clients have been shown to rate the alliance with their workers as relatively positive
(Priebe & Guyters, 1993). This was assessed among 72 clients in a case management service
in Germany using a five item questionnaire developed by the authors that assessed clients’
ratings of the following: workers’ understanding, involvement, criticism, adequacy of
treatment, and whether or not they felt better after their sessions. Most of these items
were significantly positively correlated except for client perception of criticism which had a
negative correlation with the other factors.
A cross-sectional study among 86 participants from an ACT service in the US found
that older clients (45 or older) reported significantly stronger alliances with workers
(measured two years into treatment) than younger clients when demographic and clinical
characteristics were controlled for - namely criminal arrests, homelessness, number of
hospitalisations and ethnicity (Draine & Solomon, 1996). The authors propose that workers
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may offer continuity of care that supports clients through physical, mental, and social
difficulties associated with ageing. However this explanation remains speculative and would
require further empirical research. The authors acknowledge that a longitudinal study may
have been preferable.
Klinkenberg et al. (1998) similarly sought to assess predictors of the alliance as
measured by the client, looking at both client characteristics and service variables. Data
were obtained from a parent study among clients in an assertive service in the US, taken at
two months and fourteen months.
At month two only four out of 22 variables were significant predictors of the alliance low hostility, greater perceived needs, greater service contacts, and ethnicity. Being
Caucasian was associated with a weaker alliance; however the authors do not provide a full
description of the ethnicity of participants. Among the client variables shown not to be
significant predictors were age, gender, diagnosis, denial of illness, and number of
conflictual relationships. At month fourteen the only significant predictor of the alliance was
strength of alliance at month two.
Whilst the authors use a range of measures to assess many variables in this study, the
psychometric properties of most of these remain unclear. Importantly this includes the selfreport measure of the alliance developed by the authors that was based on a measure used
in counselling. The validity of the findings therefore may be questionable. Further
limitations include the small sample size (74-93), which varied because of missing data that
are unaccounted for.
Kondrat and Early (2010) completed a cross-sectional study among 160 clients from
case management services in the US, looking at whether client ratings of the alliance
correlated with client perceptions of stigma (beliefs that those with a serious mental illness
21

(SMI) are devalued in society and discriminated against). They also sought to assess whether
specific case managers formed better alliances with clients (47 workers were involved).
After controlling for numerous client demographic variables (age, gender, amount of
treatment), the worker accounted for 11% of variance in alliance ratings. The findings
suggest some workers form better alliances than others; however, unfortunately no other
details regarding worker characteristics (such as experience, training or personal attributes)
were obtained so it is not clear what specific qualities of the worker may account for this
influence.
The analysis also suggested client perceptions of stigma did not predict working
alliance; however when combined with the variable of worker, this relationship was
significant – that is workers may reduce the effect of perceived stigma on the alliance. Of
the variables controlled for, a significant inverse association was found between length of
treatment and alliance ratings. The authors suggest this may be due to a high turnover rate
of workers, which creates inconsistencies in the alliance; however this was not formally
assessed.
Other research has looked at whether the nature and extent of a client’s interpersonal
relationships and social contexts predicts the quality of their therapeutic relationships (Catty
et al., 2012). In a study that assessed this among 93 clients in a UK case management
service, ratings of the alliance were not shown to be associated with the size of a client’s
social network or number of confidants (Catty et al., 2012). Similarly, social network
variables were not associated with a client’s attachment to the community team.
Attachment style was not associated with a client’s rating of their alliance with their worker
and only one attachment style (preoccupied) was shown to be associated with attachment
to the team. These results demonstrated a distinction between a client’s experience of
22

personal and professional relationships. Furthermore, team attachment was associated with
having poorer global functioning, suggesting clients with greater difficulties may have
greater dependency on team support. The authors acknowledge numerous limitations to
their study, including potential bias arising from purposive sampling and choice of a less
traditional measure of attachment style, which perhaps did not capture important
constructs related to developmental or unconscious attachment factors.
3.2.

Worker perspectives - Quantitative studies

Using data from the same parent study as that used in the Klinkenberg et al. (1998)
study, Klinkenberg, Calsyn and Morse (2002) subsequently examined predictors of the
alliance as rated by the worker. They found that worker ratings of the alliance remained
moderately stable over 18 months. Most client variables did not predict alliance (including
gender, conflictual relationships, and diagnoses) although the alliance was stronger at 18
months for clients who were African American (in comparison to clients who were
Caucasian) and without a substance misuse disorder. A stronger alliance was associated
with greater acknowledgement from clients about their need for mental health treatment.
In terms of case management variables, number of contacts did not predict alliance;
however providing a wider range of services to the client predicted a stronger alliance at six
months but not 18 months. This suggests that concrete assistance addressing a range of
needs (housing, transport, and other treatments) are more important early on in the case
management relationship. Unfortunately the analysis did not provide further detail to
compare which types of services were possibly valued the most.
One study which has looked at service factors in more detail, found that a worker’s
initial impression of the alliance may impact on the extent and type of service they provide
(Hopkins & Ramsundar, 2006). This study among 30 adults with a SMI in Canada sought to
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identify factors that predicted case management interventions. Workers completed
measures of the alliance and of clients’ functioning in the community (behavioural
problems, community adjustment and social competence) during the first two months of
engaging with a client and a year later. Logs of time spent with the client, phonecalls to
other stakeholders, community visits and types of support were also obtained.
The working alliance (as rated by the worker) was shown to be a stronger predictor of
the extent and type of intervention provided than a client’s community functioning. A
stronger alliance predicted more worker support, community visits, and sessions focused on
activities of daily living (ADL) and social skills.
Key limitations of this study include the small sample size and absence of
psychometric properties of measures used or means to validate the data collected. In
addition, clients’ community functioning was measured using the workers’ subjective
perspectives only.
3.3.

Client and worker perspectives ‘ Quantitative studies

Clients and provider’s have been shown to view their relationship rather differently
(Calsyn, Klinkenberg, Morse, & Lemming, 2006); therefore studies that incorporate both
parties’ views may better elucidate our understanding of the alliance.
Calsyn et al., (2006) assessed both worker and client ratings of the alliance at
numerous time points - baseline, three months and 15 months among 115 clients with a
SMI, substance misuse, and homelessness in ACT services in the US. They sought to identify
a range of predictors of the alliance, including client variables (age, gender, race, readiness
to change substance misuse (RTC) and willingness to seek help); treatment variables
(transportation, counselling, and assistance with ADL); and changes in client outcomes (days
in stable housing, symptomology, RTC and conflictual relationships).
24

Overall, ratings of the alliance were not strongly correlated between time intervals
and between clients and case managers, suggesting views of the alliance differ and do not
remain stable over time.
With regards to the independent variables that were assessed, the variance in alliance
was accounted for by independent variables only to a moderate degree whereby client age,
race and diagnosis were not shown to predict the alliance but client RTC was a strong
predictor for both parties’ ratings. Male clients rated the alliance slightly higher than women
but gender did not predict alliance ratings for workers. Treatment variables (transportation,
contacts, and ADL assistance) predicted alliance ratings for workers more than for clients,
although transportation also predicted client's rating of alliance at 15 months.
The authors specifically sought to assess the 'marker hypothesis' – that is whether
clinical outcomes (positive changes for the client) predict a more positive alliance. To this
end only a modest correlation was shown (less than 10% of the variance in alliance ratings
for both parties at 15 months was accounted for by changes in client outcomes). For client
ratings these included increased RTC substance use and reduced conflictual relationships.
For worker ratings, these included reduced symptomology, increased housing stability, and
increased income. This offers some support for the 'marker hypothesis' but as the
correlation was modest, further research is required.
Despite the alliance ratings in this study being shown to vary over time, this analysis
unfortunately did not assess client variables as predictors of the alliance at 15 months, only
at three months, so it is not clear how such factors may influence the alliance longer term.
In addition, the measure developed to assess treatment factors was restricted to four
variables. A more extensive or open-ended questionnaire may have identified other
predictors, including worker characteristics. Despite these limitations, the methods used are
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relatively robust in comparison to the other studies thus far – especially in terms of seeking
both parties’ ratings of the alliance, assessing these over time, and using a wide range of
predictors that pertain to client, treatment and client change.
3.4.

Client and worker perspectives of limit setting

A particular area of focus within the case management alliance concerns “therapeutic
limit setting” (TLS) – that is restrictions or pressure workers place on the client to encourage
a change in behaviour or compliance with treatment (Neale & Rosenheck, 2000).
Neale and Rosenheck explored this within a US ACT service among 1564 veterans with
diverse mental health difficulties, looking at the association between a range of limit setting
behaviours and client and worker perceptions of the alliance.
The main limit setting behaviours employed by workers were verbal confrontations,
such as highlighting consequences of destructive behaviours. The other main forms of limit
setting in descending order of frequency were: money management (payeeship
arrangements where workers help manage a client’s benefit funds); contingent withholding
(restricting access to resources); enforced hospitalisation, and invoking external authorities
(such as probation officers). Workers were more likely to use limit setting with clients with
greater difficulties (such as symptom severity, substance misuse, and longer
hospitalisations).
Overall TLS was negatively associated with perceptions of the alliance, especially for
workers. For clients, a negative association was found between money management and
the alliance whereas workers showed the alliance to be negatively associated with all TLS
except for money management. Furthermore the variable most negatively associated with
the alliance for workers was contingency withdrawal. The authors do not offer possible
explanations for these differences. It should also be noted that the correlational design does
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not make it possible to ascertain the direction of the association found – that is whether TLS
results in a weaker alliance or visa versa.
Elsewhere, clients and workers have reported perceiving such “payeeship
arrangements” to be positive and beneficial (in terms of improved housing, budgeting and
substance misuse) and not to interfere with a positive alliance (Dixon, Turner, Krauss, Scott
& McNary, 1999). This study focused on the impact of payeeship on the alliance using a
structured questionnaire, completed during interviews with 54 worker-client pairs from a
US ACT service for those experiencing homelessness and mental health difficulties. Workers
in this study did however report verbal abuse from 44% of the clients in relation to their
payeeship responsibilities. Discrepancies between client and worker perceptions were
found in terms of whether the client agreed to the payeeship, whereby workers
overestimated client agreement at the start.
Duration of the payeeship was associated with fewer difficulties and greater client
satisfaction, suggesting a client’s experience of such arrangements may become more
positive over time. The association between a range of client characteristics and alliance
were also explored, including gender, race or diagnosis. These were not seen to be
associated with either party’s perceptions of the alliance.
Unlike the sample in the study by Neale and Rosenheck, the sample used by Dixon and
colleagues was small with no evidenced validity or reliability for the questionnaire used.
Furthermore, neither study used control groups as a means of comparison. A further study
which addressed this shortcoming was that carried out by Angell, Martinez, Mahoney and
Corrigan, (2007) who similarly explored the impact of payeeship arrangements on the
alliance, using a control group design.
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This study compared the alliance between workers and clients who had †clinician
payees‡(case managers who also took on payeeship responsibilities) withtwo different
control groups - those whose payeeship responsibilities were carried out by non-clinicians
(such as family members) and those who did not have a payeeship arrangementin place.
A unique strength of this study is that the measure of the alliance used, namely the
Working Relationship Scales (WRS) (Yamaguchi, 1999), was specificallydeveloped for case
management. It covers both the –bond‚
and –conflict‚
dimensions, with sound psychometric
properties reported.
Their findings showed that when compared to the control groups, those with –clinician
payees‚were more likely to have greater difficulties(comorbid diagnoses, poorer
functioning, less insight, and less schooling). In addition they were more likely to perceive
financial leverage(that resources would be withheldunless they complied with treatment).
This was found especially for younger clients and those with more severe symptoms. Those
with clinician payees also reported more conflict in the alliance, which was shown to be
mediated by perceived financial leverage. Despite this, there was no significant difference in
the bond element of the alliance, suggesting that even though they reported higher levels of
conflict they formed just as strong emotional attachmentsto their workers.
It should be noted that financial leveragewas not measured objectively; nevertheless
the findings highlight that well-intentioned interventions, perceived to be coercive by the
client, may create conflict in the alliance. Interestingly this appears not to necessarily
interfere with the client‚sview of the emotional bond with the worker.
3.5.

Qualitative studies
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Quantitative approaches of assessing the alliance, which tend to use measures
developed in the context of psychotherapy, have been criticised for not generalising to case
management where the alliance has its own unique dynamics (Nath et al., 2012).
Furthermore they may not capture an in-depth understanding of the alliance, calling
for more qualitative approaches (Buck & Alexander 2006). Unfortunately there is a paucity
of such studies. Two of these have been excluded from this review for their poor quality
because of the aforementioned misfit between research aims and data collection methods,
in that interviews were not recorded (Buck & Alexander 2006; Nath et al., 2012). Three
remaining studies will be discussed below.
3.5.1. Worker perspectives - Qualitative studies
Yamashita and colleagues (2005) sought to explore the processes of care that are
involved in the alliance between nurse case managers across three different contexts in
Canadian mental health services – inpatient, transition and community settings. Sixteen
workers were interviewed using grounded theory methods.
A core category identified across these settings was negotiating care together in a
trusting relationship. This involves eliciting the support required to meet the client’s needs
and goals based on an ongoing holistic understanding of the client. To this end, workers
provide support directly as well as liaise with staff, community providers, and carers or
family members.
In the inpatient setting, focus is placed on negotiations involving medical staff and
bureaucracy. In transition units, focus is on securing resources in both settings. In
community care, focus is on advocating for services from a range of agencies.

29

The methods in this study are well-described; however there is no acknowledgment of
its limitations. In particular there is a lack of reflexivity, despite this being a vital element of
grounded theory methods (Mruck & May, 2007)
In a more robust qualitative study of workers’ views of the alliance, Sullivan and Floyd
(2012) analysed 40 semi-structured interviews with case managers in the US, using
ethnographic interviewing and thematic analysis, validated by two researchers coding data
independently that informed subsequent data collection.
They noted key components to the alliance as well as challenges that make these
difficult to implement in practice, highlighting the complexities involved in the alliance. The
themes that arose were centred on traditional phases of the helping process, facilitated by
the long-term nature of the alliance in case management, namely:
Engagement– overcoming barriers to trust, which are seen to stem from past personal
and professional relationships frequently marked by trauma and mistrust (including high
staff turnover).
Goal planning- facilitating client self-determination and hope towards recovery.
Pushing, pulling and letting go – providing guidance whilst allowing for client selfdeterminism and managing barriers that disrupt progression towards goals.
Moving forward – remaining goal-oriented despite setbacks, which requires workers
managing their own feelings of discouragement.
Building on the relationship – remaining a consistent presence for the client and
investing emotionally in the relationship alongside managing professional boundaries. Here
there is seen to be scope for greater flexibility than that of more traditional professional
roles, in terms of less rigid working schedules, informal interactions and meeting in a range
of contexts. This is seen as a challenge but also desirable by both parties.
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The authors conclude that overcoming these difficulties, inherent in the worker’s role,
requires careful recruitment and supervision.
3.5.2. Client and worker perspectives ‘ Qualitative study
Repper, Ford, and Cooke (1994) sought to identify, describe, and understand case
managers' relationships and interventions with clients using qualitative interviews with both
parties. Participants were obtained from four case management services in the UK (16
workers discussing two clients each, one worker discussing one client, 13 of these clients,
and three other clients recommended by workers). Thematic analysis yielded a coding
framework that was subsequently further analysed, producing key interrelated principles
and processes, similar to those reported by Sullivan and Floyd (2012). The principles
identified were as follows:
Realism – expectations that working together will be a long-term process, progress is
likely to be slow.
Long-term perspective - workers needing to be consistent and persistent.
Positive, empathic understanding of the client as well as client-centred flexibility workers employing a wide range of skills and flexibility with times and locations to meet
with clients.
The key processes identified were seen to reflect the following strategies:
A trusting relationship – requires addressing the challenge of clients historically
disengaging from services.
Engagement - being dependable early in the relationship to meet clients’ urgent and
practical needs.
Assessment - ongoing assessment of a full range of client needs.
Communicating with clients - expressing understanding and being non-judgemental.
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Use of various therapeutic and educational interventions, adapted to clients’ individual
needs (for example ADL, behavioural programmes, and counselling).
Monitoring - offering long-term support and monitoring clients’ compliance with
treatment.
To be able to deliver these, workers are seen to require support, including supervision
and information-sharing among teams.
A major limitation of this study is the possible selection bias of the sample – 20 of the
33 clients discussed were not interviewed because their workers had advised they were too
vulnerable or occupied with other research. The findings reported therefore may not
capture more varied perspectives.
4. Theoretical papers
4.1.

Power dynamics

The alliance needs to be understood within relevant social and political contexts,
where power dynamics are at play throughout the system (Timms & Borrell, 2001). To this
end, theoretical frameworks drawn from disciplines such as psychotherapy and social work
help to elucidate our understanding of the alliance (Kondrat & Teater, 2012; Thurston,
2003).
The tension between facilitating client self-determinism and risk management, as
highlighted in Ferrelley and Lester’s (2013) review and empirical studies related to
“therapeutic limit setting” (Angell et al., 2007; Dixon et al., 1999; Neale & Rosenheck, 2000),
is a longstanding challenge in case management (Gaitskell, 1998).
Timms and Borrell (2001) question whether assertive outreach, particularly among
those who are homeless, who are known not to engage with statutory services, may be seen
as unethical in pathologising their experiences and choices. They argue that case
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management is fraught with such ethical dilemmas, where providers hold important
decision-making powers, such as access to housing, sharing of client information, and
legislative powers to detain people. Lunt (2004) similarly questions the ethics of
professionals overriding clients’ judgment, even on the basis of managing risk of harm to the
client, because such is seen to foster disempowerment and learned helplessness, which
impedes recovery.
On the other hand, Gaitskell (1998) maintains that those working in case management
are often disempowered themselves. Workers are said to be expected to assume a broad
range of often conflicting responsibilities (such as advocacy, psychosocial support, and client
empowerment), within a context of social and political agendas that prioritise risk
management and efficiencies above therapeutic care. She advises that workers need clearer
expectations regarding their job role, better training, and confidence to meet these
expectations. Sabin (1993) similarly highlights the constraints that broader systemic factors
place on the alliance, including limited availability of resources. He points out common
conflicts that arise in case management (including conflicting views regarding the client’s
problem, treatment goals, methods and conditions), arguing that not only should workers
negotiate these conflicts with clients in a collaborative alliance but may need to engage in
political advocacy in challenging structures and practices within the health care systems to
support the provision of care for clients.
Thurston (2003) also addresses systemic factors, criticising healthcare systems for
embodying a culture of prioritising risk management over therapeutic treatment with
inadequate training and supervision for staff. Drawing on psychodynamic theory, he
proposes that the “management” side of case management is de-skilling for clinicians and
untherapeutic for clients because it focuses on providing a list of social and health needs
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instead of addressing fundamental interpersonal forces underlying psychopathology. Clients
are seen to project anger and fear from past personal and professional relationships into
their current working alliances. This often includes traumatic or harmful attachment
histories as well as inconsistent and ‘uncontained’ relationships with workers because of the
high staff turnover in this field. This in turn may result in countertransference – workers’
feelings of hate and rejection towards the client that had been projected into the worker.
It is argued that workers are particularly vulnerable towards such forces because they
are required to fulfil often conflicting roles alongside additional demands of being nonjudgmental and empathic, without being supported to recognise or address the destructive
nature of these interpersonal dynamics.
Thurston proposes an alternative model that has been implemented within an Acute
Day Hospital based on group-oriented treatment. The key practices that he advocates for
are: care plans jointly developed by the client and multidisciplinary team; a high level of
reflection and skilled supervision within staff teams; and training to go beyond basic
counselling or interpersonal skills towards understanding the more destructive
psychopathological dynamics commonplace in clients with severe mental difficulties.
Kondrat and Teater (2012) similarly argue for interpersonal dynamics to be reflected
on in case management. They propose a conceptual model of the alliance, drawing on
Cooley’s (1967) concept of the looking glass self - that is reflexivity processes between client
and worker whereby the worker reflects on their own assumptions and views about the
client and their recovery and then reflects to the client the possibility of recovery. This
involves seeing the client with a multi-faceted identity, beyond their diagnosis, with
numerous positive possibilities. This enables a client to alter their own views of themselves,
away from diagnostic labels and associated self-stigma.
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Again, this is said to require skilled supervision to enable workers to have an
awareness of their own and clients’ internal worlds and how these inform interpersonal
processes in the alliance.
4.2.

Strength-based approach

Greene et al. (2006) have proposed a strengths-based framework to be used with
clients in case management services, drawn from solution-focused therapy (De Jong &
Miller, 1995). This model aims to translate the core principles of recovery (such as hope,
empowerment, and coping), into the everyday interactions between workers and clients.
Here workers are advised to focus on their interpersonal communication with clients, using
interviewing techniques that elicit client strengths and future-oriented goals (such as
seeking to identify exceptions to problems and coping strategies).
They suggest guidelines be developed from this model, whilst also arguing that these
should not be applied in a formulaic way, which will require training and supervision. This
approach has yet to be empirically evaluated.
5. Critique and limitations
Before providing a summary and discussion of the findings reported in the papers in
this review it is important to draw attention to numerous key limitations seen across these:
Firstly, samples in the quantitative studies reviewed were mostly small and
homogenous, limiting the generalisability of the findings to different services and
populations (Calsyn et al., 2006).
Secondly, perspectives of the alliance were mostly obtained by subjective measures,
commonly the WAI (Calsyn et al., 2006; Draine & Solomon, 1996; Kondrat & Early, 2010;
Neale & Rosenheck 2000) or adapted versions thereof (Calsyn et al., 2006; Hopkins &
Ramsundar (2006) as well as measures developed by the authors, without established
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psychometric properties (Dixon et al., 1999; Klinkenberg 1998; Klinkenberg, 2002; Priebe &
Guyters, 1993). Despite the WAI having well-established psychometric properties and
extensive use across diverse settings, it arguably does not capture the complexities of the
alliance within a case management context (Angell & Mahoney 2007; Calsyn et al., 2006).
The use of alternative measures specifically developed in such a context can be seen as a
relative strength – namely the Working Relationship Scales (WRS) (Yamaguchi, 1999) in
Angell et al., (2007); and the Scale to Assess the Therapeutic Relationship in Community
Mental Health Care (STAR) (McGuire-Snieckus, McCabe, Catty, Hansson, & Priebe, 2007)
used in Catty et al., (2012).
Thirdly, the paucity of qualitative research, particularly that which elucidates client
views, restricts a fuller understanding of the interpersonal complexities that are vital in
mental health treatment (Hewitt & Coffey, 2005) and falls short of the recovery movement’s
call for greater client involvement and perspectives in research used to inform clinical
practice (Harding, Pettinari, Brown, Hayward, & Taylor, 2011).
A fourth key limitation is the lack of longitudinal studies because of the variance in the
alliance that has been shown over time from both workers and clients (Calsyn et al., 2006;
Kondrat & Early, 2010).
Finally, the theoretical papers only shed some understanding of the difficulties
associated with the conflicting roles of the worker as well as power imbalances with social
and political systems, which is reflected in the empirical studies of limit-setting in particular
(Angell et al., 2007; Dixon et al. 1999; ). There is an agreement that there is a need for
better training and supervision; however such advice remains vague.

36

6. Discussion
The findings from the quantitative and qualitative research can be summarised
according to client factors and case managements variables respectively.
6.1. Client factors
In terms of client factors, despite the numerous sociodemographic variables that have
been assessed (commonly age, gender, ethnicity, and diagnoses), no clear, consistent
predictors of a strong alliance have emerged.
Client factors that have received particular focus concern those related to social
functioning. There is no strong evidence to suggest the number of client conflictual
relationships is associated with strength of alliance (Calsyn et al., 2006; Klinkenberg et al.,
1998; Klinkenberg et al., 2002). Rather, conflict in the alliance has more clearly been shown
to be associated with the practice of limit setting (Dixon et al., 1999), as will be discussed.
Catty et al., (2012) found that clients’ ratings of the alliance were not significantly
associated with the extent of their social network or attachment style. This appears
somewhat inconsistent with psychodynamic theory that would argue that one’s personal
relationships, including attachment histories, inevitably impact on one’s therapeutic alliance
with professionals through dynamic processes such as transference and
countertransference (Thurston, 2003). Perhaps this is demonstrated in the commonplace
challenge of engagement among this population (Repper et al., 1994) and the hostility
identified from both parties in the alliance, seen to be compounded by high staff turnover
rates (Sullivan & Floyd, 2012).
Another focal area pertaining to client factors is client functioning. The level of
difficulties in terms of clients’ global functioning and clients’ perception of their need for
assistance have been shown to have a positive correlation with strength of alliance as rated
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by clients and case managers (Catty et al., 2012; Klinkenberg et al., 1998; Klinkenberg et al.,
2002). This possibly highlights the importance of concrete assistance being provided to meet
clients’ practical needs, especially during the engagement phase of the alliance (Klinkenberg
et al., 1998; Repper et al., 1994 ), discussed further below.
6.2. Case management factors
As has been highlighted in the research presented in this review, there are some key
components of a positive alliance between clients and workers – in particular building
mutual trust, respect, and shared decision making (Farrelly & Lester 2013; Repper et al.,
1994; Sullivan & Floyd, 2012; Yamashita et al., 2005). The literature has also acknowledged
that workers’ clinical skills help build a positive alliance, with emphasis placed on adopting a
client-centred approach in using a variety of interventions, applied in a flexible way (Greene
et al, 2006; Repper, 1994).
The role of the worker extends well beyond therapeutic input with dominant focus
placed on the provision of a full range of services to meet a client’s social and health care
needs (Hopkins & Ramsundar, 2006). In terms of case management variables, not only has
the extent of service provision (such as number of services and contacts) been shown to
positively influence the alliance, particularly during the early stages of treatment
(Klinkenberg et al., 1998; Klinkenberg et al., 2002), but this association may be bidirectional
in that workers may provide more support to clients with whom they have a more positive
alliance (Hopkins & Ramsundar, 2006). In addition, the value clients place on the level of
assistance provided appears more meaningful during the early stages of treatment,
diminishing over time (Klinkenberg et al., 1998).
The expected long-term nature of the alliance in case management does indeed
highlight the relevance of timings in this context. In particular, workers are required to
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exercise persistence and adopt a long-term perspective, with realistic expectations
regarding client rate of progress (Repper et al, 1994). This challenge is reflected in the high
staff turnover rates, resulting in disappointments and inconsistency in client treatment,
which reinforces the difficulties of clients building a positive alliance (Kondrat & Early 2010;
Repper et al., 1994). This highlights the importance of systemic support in the form of
training and supervision, commonly recommended in the literature (Repper et al., 1994;
Thurston, 2003). Unfortunately, in reality systemic influences, such as lack of skilled
supervision and competing demands, are often seen to create further pressure and
challenges for workers in this field (Gaitskell, 1998; Thurston, 2003).
6.3. Challenges in case management ‘ clinical implications
There are indeed numerous challenges embedded in the role of the case manager that
not only stem from the complexities of clients’ needs and difficulties with which they
present, but also from the political and social contexts in which the alliance takes place
(Farrelley & Lester, 2013; Gaitskell, 1998; Lunt, 2004). The main overarching challenges in
these contexts are seen in role conflict for workers as well as tensions in managing risk
alongside supporting client self-determinism (Farrelley & Lester, 2013; Timms & Borrell,
2001).
6.3.1. Role conflict
The broad remit of the worker’s role appears to create conflicts and lack of clarity
regarding where professional boundaries lie (Repper et al., 1994; Sullivan & Floyd, 2012).
The more informal and flexible aspects of the worker’s role (for example, social interactions
and varied meeting times and places) are seen to be positive and rewarding for both clients
and workers (Sullivan & Floyd, 2012); however this also presents ethical dilemmas that are
an added tension for both parties to manage (Timms & Borrell, 2001).
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The alliance therefore appears to be an ongoing negotiation between client and
worker (Sabin, 1993; Sullivan & Floyd, 2012). Such negotiations tend to involve other
stakeholders (such as providers, carers) and are context-specific, varying across in-patient
and community settings (Yamashita, et al., 2005).
6.3.2. Client autonomy versus paternalism
Client choice, empowerment and self-determinism are fundamental elements to a
positive alliance within case management services (Farrelly & Lester, 2013). However it has
been frequently recognised that the role of the worker requires addressing this need
alongside managing client risk and being accountable to political and social systems that
inform healthcare services, often at the expense of client-centred therapeutic practice
(Gaitskell, 1998; Thurston, 2003). This has been described as a tension between client
autonomy and paternalism (Timms & Borrell, 2001).
Such tension comes to the fore in the practice of “limit setting”, which has been
shown to bring conflict into the alliance and be negatively associated with perception of the
alliance, for both clients and workers (Neale &Rosenheck, 2000). However the findings
reported by Dixon et al. (1999) and Angell et al. (2007) suggest that even where perceived
coercion creates conflict in the alliance, this may not necessarily impact the ‘bond’ or overall
strength of the alliance. Furthermore, over time such limit setting practices may present
with fewer difficulties as duration of such arrangements have been associated with greater
client satisfaction (Dixon et al., 1999). Again this highlights the importance of adopting a
long-term perspective and considering how best workers might be supported to provide the
persistence and consistency required to build a positive working alliance over time (Repper
et al., 1994).
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To this end, the need for quality supervision and reflection for workers, within systems
that are stretched for resources, is a common concern (Gaitskell., 1998; Repper et al., 1994;
Sullivan & Floyd, 2012; Thurston, 2003).
7. Research implications
Whilst the alliance has been explored in depth within psychotherapy, far less is known
about this in the context of case management (Howgego et al., 2003). As has been
discussed, studies which have been carried out in this area have numerous limitations,
highlighting a need for more robust research.
With regards to the high degree of homogeneity in the samples used in the studies
covered in this review, future research could include between-group designs, to compare
the role of factors related to specific groups and services, such as presenting client
difficulties, type of case management services, client-worker ratio, and specific
interventions.
A further limitation that could be addressed pertains to the lack of alliance measures
that have demonstrated sound psychometric properties outside the context of
psychotherapy (Catty, Winfield, & Clement, 2007). The WAI (Horvath & Greenberg, 1989)
has been identified as the most psychometrically sound measure in secondary mental
health settings for those considered to have a SMI (Catty et al., 2007). However the
measures that have been developed to capture the complexities present in the case
management relationship appear promising – namely, the STAR (McGuire-Snieckus et al.,
2007) used in Catty et al. (2012) and the WRS (Yamaguchi, 1999) used in Angell et al. (2007).
The former composes of three subscales - ‘positive collaboration’, ‘positive clinician
input’, and ‘non-supportive clinician input’, whilst the later assesses both the ‘bond’ and
‘conflict’ elements of the alliance. Given the aforementioned tensions in the alliance
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centred on perceptions of limit setting and conflict in the worker’s role, such measures may
further elucidate our understanding of relevant dimensions in the alliance in the case
management context.
Whilst such improvements may contribute to more robust quantitative studies in this
field, some would argue that the alliance does not lend itself well to being studied within a
positivist framework because of the complex and dynamic processes involved and that in
order to understand it in more depth, qualitative studies are required (Hewitt & Coffey,
2005). The need for such studies, particularly focused on client perspectives has indeed
been highlighted as a priority (Harding et al., 2011; Nath et al., 2012).
Possible areas that could be the focus of future research include:
-

How does the alliance change over time and what are the factors that may influence
this change?

-

Given the variability among the contexts of case management services covered and
models used, what is the nature of the alliance in specific case management
settings?

-

What is the nature of the alliance in specific models or interventions within case
management?
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Abstract
The Mental Health Recovery Star (MHRS) is a therapeutic tool and outcome measure,
used widely in the UK and internationally for clients and keyworkers in mental health
services to jointly assess and work towards client-centred recovery goals. As such it has
been recognised as potentially offering a means of building a positive working alliance
between clients and workers. The alliance is increasingly being highlighted as a key common
factor across therapeutic models that may underpin positive clinical outcomes.
This study employed Grounded Theory Methods to explore the alliance within the
context of using the MHRS in rehabilitation mental health services. Semi-structured
interviews were carried out with ten clients and four workers across three services. The
findings are presented in a theoretical model that explains the core category that emerged
from this study – “being engaged in working together towards improved wellbeing”.
Working with the MHRS was seen to inform three particular alliance processes:
collaborative working; negotiating new or shared perspectives; and motivation towards
improved wellbeing. The findings also highlighted challenges that can hinder these
processes when using the MHRS, calling for improvements in practices of negotiation and
better support for workers. Further clinical implications alongside avenues for future
research are discussed.

Keywords: Mental Health Recovery Star, alliance, working/helping alliance,
therapeutic/helping relationship, rehabilitation mental health service
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1.

Introduction

1.1.

The Mental Health Recovery Star
National policy stipulates a recovery-based approach to mental health services

directed at providing personcentred care, characterised by collaborative working with
professionals, service users and carers (eg: Department of Health [DoH], 2011).
The Mental health Recovery Star (MHRS) (Appendix 14) was developed as a
keyworking tool, based on such recovery principles (Anderson, 2003) as well as anecdotal
evidence and consultations with staff and clients, to be used both therapeutically and as an
outcome measure (MacKeith & Burns, 2013). The theoretical underpinning of the MHRS
reflects Prochaska and DiClemente’s (1983) well-known transtheoretical model of change
(Onifade, 2011), where clients are expected to progress through a series of stages directed
towards making positive changes. There are five progressive stages outlined in the MHRS,
namely ‘stuck’, ‘accepting help’, ‘believing’, ‘learning’, and ‘self-reliance’ (MacKeith & Burns,
2013). These represent the ‘Ladder of Change’ (Appendix 15), divided into ten descriptors
which correspond with a rating scale from zero to ten across ten recovery-related outcome
areas, such as ‘relationships’, ‘work’, ‘trust and hope’.
The MHRS has grown in popularity internationally and in the UK, where the
Department of Health endorsed its use across mental health services in England (HM
Government, 2009). It was designed to facilitate collaborative engagement between clients
and keyworkers in assessing and planning progress towards client-centred recovery goals
(Onifade, 2011), and as such has been recognised as a potentially useful tool in aiding a
positive working relationship between clients and workers (Tickle, Cheung, & Walker, 2013).
Whilst there have been studies that have looked at the MHRS’s psychometric
properties as an outcome measure, yielding some promising results (Dickens, Weleminsky,
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Onifade, & Sugarman, 2012; Killaspy, White, Taylor, & King, 2012), no research has looked at
how the MHRS might inform the alliance between a client and worker.
1.2.

The Alliance
The evidence base for mental health treatment is increasingly pointing to common

factors across therapeutic models rather than specific interventions, with a particular
emphasis on the alliance between clients and providers (Anthony & Mizock, 2013; Thomas,
Bracken, & Timmimi, 2011). There is a well-established evidence base associating the
alliance with positive outcomes in psychotherapy, where the “therapeutic relationship” has
its roots (Lambert & Barley, 2010; Martin, Garske, & Davis, 2000).
Over the years this relationship has been developed and researched across a range of
clinical settings (Greenson, 1967; Rogers, 1961). A key milestone in this journey was
Bordin’s (1979) pantheoretical model of the “working alliance”, which identified three key
elements – shared goals, tasks, and bond. It is this conceptualisation of the alliance that has
been widely researched in more recent times across a variety of mental health settings,
including case management (Horvath & Greenberg, 1989; Kondrat, 2012; Stanhope &
Solomon, 2008), where similarly a positive association between strength of alliance and
clinical outcomes has been demonstrated (Chinman, Rosenbeck & Lam, 2000; Hicks, Deane
& Crowe 2012; Priebe & Guyters, 1993; Howgego, Yellowlees, Owen, Meldrum, & Dark,
2003; Kondrat, 2012).
1.3.

Case management
Case management, also referred to as ‘key-working’ and ‘care coordination’ (Ferrelley

& Lester, 2014), is characterised by a mental health team or allocated staff member from
diverse training backgrounds providing a full range of co-ordinated community-based social
and health care services and interventions for clients with complex, severe, and persistent
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difficulties (Angell & Mahoney, 2007). There are numerous case management models, which
vary in terms of the types and level of direct input; however common features include a
biopsychosocial approach in assessing, coordinating, and providing a full spectrum of health
and social care services, including advocacy, housing, physical and mental health treatment,
and emotional support (Angell & Mahoney, 2007; Mueser, Bond, Drake, & Resnick, 1998).
The rehabilitation model is one such model, which is the setting focused on in this study,
where an emphasis is placed on independent living or functioning skills, client-centred goals,
and community integration (Mueser, et al., 1998).
1.4.

The alliance in case management
Whilst there is a gathering evidence base associating the alliance with positive

outcomes in case management services (Anthony & Mizock, 2013; Howgego et al., 2003),
research in this field is relatively limited, particularly in terms of that focused on exploring
the nature of the alliance between case managers and clients.
From the available evidence that has assessed the role of client sociodemographic
factors in forming an alliance (commonly age, gender, ethnicity, and diagnoses), no
consistent variables have emerged as predictors of strength of the alliance (Calsyn,
Klinkenberg, Morse & Lemming, 2006; Draine & Solomon, 1996; Klinkenberg, Calsyn, &
Morse, 1998; Klinkenberg, Calsyn, & Morse, 2002). However there is evidence that has
shown the level of client difficulties, in terms of global functioning and perception of need
for assistance, to be associated with strength of alliance as rated by clients and case
managers (Catty et al., 2012; Klinkenberg et al., 1998; Klinkenberg et al., 2002). This echoes
qualitative research of both parties’ views of the alliance, which suggests that clients
particularly value concrete assistance provided by case managers to meet their practical
needs during the engagement phase of the alliance (Repper, Ford, & Cooke, 1994). However
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the value clients place on such practical assistance may deteriorate over time (Klinkenberg
et al., 1998).
Further studies in this field have focused on provider-related factors, where certain
key components of a positive alliance have been identified – in particular building mutual
trust, respect, and shared decision making (Farrelly & Lester 2013; Sullivan & Floyd, 2012;
Yamashita, Forchuk, & Mound, 2005). The extent of service provision (such as number of
services and contacts) has also been shown to positively influence the alliance (Hopkins &
Ramsundar, 2006; Klinkenberg et al., 1998; Klinkenberg et al., 2002). However it has been
argued that fundamental to the use of a wide range of interventions is a flexible and clientcentred approach to meet clients’ individual needs (Greene et al., 2006; Repper et al., 1994;
Sullivan & Floyd, 2012).
Literature on this subject commonly highlights the varied demands of the role of the
case manager (Farrelley & Lester, 2013). These include covering a broad range of often
competing responsibilities, such as facilitating client empowerment alongside managing risk
(Gaitskell, 1998; Thurston, 2003; Timms & Borrell, 2001). It is argued that in practice, the
latter often takes precedence, which is disempowering for clients as well as workers in such
services (Gaitskell, 1998; Lunt, 2004). Such conflicting demands in this role are a recognised
precipitant to the high staff turnover rate in case management (Kondrat & Early 2010;
Repper et al., 1994). This is seen to perpetuate difficulties clients may have with building
positive alliances with workers because of past personal and professional relationships
characterised by abuse, abandonment, trauma, and mistrust (Kondrat & Early 2010; Repper
et al., 1994, Thurston, 2003; Watts & Priebe, 2002). Therefore power differentials in the
alliance, where workers adopt a paternalistic approach over client autonomy, may be
especially damaging to the alliance (Watts & Priebe, 2002). This may be a particular
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dilemma among clients with complex and severe difficulties, such as those in rehabilitation
settings, requiring high levels of input in relation to a wide range of needs and areas of
functioning (Tobitt, Jenkins, & Kalidindi, 2015; Watts & Priebe, 2002).
2.

Rationale and aims
As discussed, the MHRS has been identified as a tool that may help build a positive

alliance because of its collaborative approach, rooted in recovery principles (Tickle et al.,
2013). It has been employed in a variety of settings but was designed as a keyworking tool
to help clients work towards a full range of recovery goals covering numerous life areas
(Mackeith & Burns, 2013) and is popularly used in rehabilitation services (Meaden &
Kalidindi, 2015).
Whilst the evidence base is increasingly highlighting the alliance as a fundamental
element across therapeutic interventions in recovery (Anthony & Mizock, 2013), that which
has explored the nature of the alliance in case management is relatively limited, particularly
in terms of qualitative studies of client perspectives (Nath, Alexander, & Solomon 2012).
The MHRS is designed to implement recovery principles in joint working between
workers and clients; however how clients describe their experiences of the interpersonal
work with their keyworkers within the context of using the MHRS has not yet been
explored. The aim of this study is to address this gap.
In order to address this aim, the specific research questions outlined were as follows:
1. What are the experiences of a sample of clients using the MHRS with a worker in
rehabilitation mental health services?
2. How do these clients describe their relationship with a worker within the context of
using the MHRS?

58

3. What specifically are the things about the alliance with a worker within the context
of using the MHRS that clients perceive as more or less facilitative of their recovery?
3.

Methods

3.1.

Design
Evidence-Based Practice (EBP) tends to be rooted in epistemological frameworks that

favour positivist approaches; however it has been argued that these do not lend themselves
well to researching the alliance due to its abstract and subjective nature (Hewitt & Coffey,
2005; Stanhope & Solomon, 2008). Furthermore there is a call for more qualitative
approaches to capture the unique interpersonal dynamics between workers and clients
within case management (Nath et al., 2012).
The chosen method considered appropriate to investigate this subject in this study
was Grounded Theory Methods (GTM) because it allows for an exploration of phenomena
where there has been an absence of established theory (Strauss & Corbin, 1990) and also
enables the development of a deeper understanding of psychological processes (Henwood
& Pidgeon, 2003).
The epistemological framework of this approach reflects a critical realist position –
that is a post-positivist perspective that maintains phenomena exist objectively and can be
discovered through empirical methods of enquiry; however the full extent of their objective
truth remains obscure as all phenomena are interpreted through subjective lenses of those
observing the data (Gorski, 2013). Nevertheless possible bias arising from such subjectivity
can be minimised through a reflexive approach of critical reflection of one’s own
perspective, the data, and comparisons with other’s perspectives (Ahern, 1999; Mruck &
Mey, 2007; Urquart, 2013).
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3.2.

Participants
The inclusion criteria for client participants were that they should be adults from

rehabilitation mental health services who have used the MHRS with a worker, formally
trained in using the MHRS, for at least 6 months. This was to allow for a reasonable
timeframe for an alliance to have been formed. The rehabilitation setting was chosen to
narrow the focus of the study and because of key distinct features, which may influence the
alliance – namely the high level of contact workers have with clients directed towards
assisting with a full range of functioning skills and community integration (Angell &
Mahoney, 2007; Tobitt et al., 2015). However variation among such services was sought to
enable the exploration of the emerging conceptual categories within different conditions
(Wiener, 2007).
Participants were obtained using theoretical sampling, which is a fundamental
strategy of GTM that involves an iterative process of using the developing data analysis to
guide subsequent data collection and analysis to build the theory (Morse, 2007). To this
end, five interviews with clients from a third sector rehabilitation service were initially
carried out. The emerging data analysis steered the sampling towards obtaining
perspectives of clients from a National Health Service (NHS) semi-supported living
rehabilitation service and workers who were using the MHRS with clients in both
rehabilitation settings. Perspectives were also sought from clients and a worker within an
NHS inpatient rehabilitation unit. In total ten clients and four workers were interviewed
(details provided below). Further explanation for inclusion of worker’s perspectives is
provided under data analysis below.
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Table 1: Description of sample of clients
(names have been changed to protect confidentiality.*= client description of their diagnosis)

Participant client

Diagnosis/
presenting
difficulty

Simon

Psychosis
(*Paranoid
Schizophrenia)

Eileen

Age

Setting/service

Time in
services

Gender
of
worker

Age of
worker

White
British

46

Rehabilitation
supported living
(third sector)

20-30
years

Male

50-60

White
Irish

8 years

3-4 years

6 months

White
British

24

Rehabilitation
supported living 1-5 years female
(third sector)

30-40

Albanian

8 months

4 years

3-6 months

Gender Ethnicity

Male

*Personality
disorder & Mood Female
Disorder

Ethnicity
Length of
Length of
of
relationship time using
worker with worker
MHRS

Frequency of
use of MHRS

Clive

Psychosis

Male

White
British

58

Rehabilitation
supported living 30+ years
(third sector)

Male

50-61

White
British

3 years

3 years

3-6 months

Peter

Mood Disorder

Male

White
British

56

Rehabilitation
supported living 30+ years
(third sector)

Male

50-60

White
British

6 months

2-3 years

2 months

Albert

Psychosis
(*Paranoid
Schizophrenia)

Male

White
British

36

Rehabilitation
supported living
(third sector)

Female

40-50

African

3 years

3 years

6 months

Will

Psychosis
(*Schizophrenia)

Male

White
Irish

51

Rehabilitation
semi-supported 30+ years Female
living (NHS)

30-40

White
British

3 years

6-7 years

6 months

Keith

Psychosis
(*Schizophrenia)

Male

White
British
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Rehabilitation
semi-supported 30+ years Female
living (NHS)

30-41

White
British

1.5 years

3 years

3 -6 months

Stuart

Mood disorder

Male

White
British

54

Rehabilitation
semi-supported 30+ years
living (NHS)

40-50

Black
British

1 year

1 year

6 months

Jake

Psychosis
(*Paranoid
Schizophrenia)

1 year

2 weeks (in
the recovery
group) & 3-6
months (as an
outcome
measure)

1 year

2 weeks (in
the recovery
group) & 3-6
months (as an
outcome
measure)

Rob

Psychosis
(*Schizophrenia)

Male

Male

Black
British

White
British

42

Inpatient
rehabilitation
setting (NHS)
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Inpatient
rehabilitation
setting (NHS)

10-15
years

15 years

Male

Male

Female

30-40

30-40

African

White
British

1 year

1 year
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Table 2: Description of sample of workers
(names have been changed to protect confidentiality)

Length of
Years of
experience
experience
using MHRS

Participant worker

Gender

Ethnicity

Age

Setting /Service

Jennifer

female

White
British

35

Inpatient
rehabilitation
setting (NHS)

4 years

Sarah

female

White
British

28

Supported living
(third sector)

Miriam

female

Black
African
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Olive

female

Black
African

45

3.3.

Profession

Education

8 years

Psychologist

Doctorate in Clinical
Psychology

4 years

5 years

Key worker &
Service
Manager

Masters degree in
Forensic Psychology

Supported living
(third sector)

3 years

18 years

Key worker

Secondary school

Supported living
(third sector)

3 years

15 years

Key worker

Secondary school

Procedure
This research project was selected and developed from a range of projects presented

to Canterbuy Christ Church University by numerous stakeholders, one of whom was one of
the developers of the MHRS, Joy MacKeith from Triangle Consulting Social Enterprise, who
fulfilled the role of external supervisor for this project. Ms MacKeith’s vested interest in the
MHRS was not seen to bias this study as she has had minimal input regarding the
progression of the research, rather this was overseen by the internal supervisor, Dr Sue
Holttum. Furthermore reflexive practice was used throughout with the use of a reflective
journal and regular supervision with the internal supervisor (Ahern, 1999; Urquart, 2013).
The project was granted ethical approval through the NHS Integrated Research
Application System (IRAS) (Appendices 5 & 7) as well as Local Research and Development
(R&D) approval for three approved research sites in outer London regions (Appendices 6 &
8).
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Staff teams were approached and asked to invite clients who met the inclusion criteria
to participate in the study. Clients who expressed an interest were given an information
sheet and consent form, explaining the research, process, and ethical considerations
regarding the use of data gathered, confidentiality, and anonymity (Appendices 9, 10 & 11).
Before any interviews were carried out, signed consent was obtained from each participant.
3.4.

Data collection and analysis
The interview schedule developed for clients (Appendix 12) included semi-structured,

open-ended questions to allow for in-depth, unanticipated insights (Willig, 2008). In order
to ensure robustness of the data collection, the interview schedule was piloted (Barker,
Pistrang, & Elliott, 2002), firstly with a colleague and then with the first client who was
interviewed. No significant amendments were recommended; therefore the data obtained
in this interview was included in the data analysis. Interviews were audio-recorded and
transcribed verbatim. On average interviews lasted around 35 minutes (the shortest was 15
minutes and longest an hour and 20 minutes).
The first two interviews were analysed using line-by-line open coding (Strauss &
Corbin, 1990) (extracts provided in Appendix 16). Subsequent interviews were coded at a
higher level of abstraction that involved axial coding and focused coding. The former is a
theorising analytical process where codes are linked on a conceptual level and differentiated
according to specific contextual conditions, which aids the development of subcategories
and categories in the formation of the theoretical model (Kelle, 2007; Strauss & Corbin,
1990). The latter involves selecting codes that are seen to underpin the key emerging
categories from the data (Charmaz, 2006) (examples of focused coding provided in
Appendix 17).

63

These processes involved continuouslyusing the method of constant comparison to
develop, distinguish, and refine emerging subcategories, categories and their theoretical
links (Wiener, 2007).
Memos were used throughout to expand and clarify descriptors of codes, links
between these, and the emerging theory (Strauss & Corbin, 1990) (examples provided in
Appendix 18).
After the initial five interviews were completed with clients, it was decided that a
sample of workers should be sought to obtain their perspectives of processes that clients
had been describing, in particular investigating –negativecases‚- exceptions or
contradictions to what the data had revealed thus far (Strauss & Corbin, 1990). Examples
include a client reporting they could not remember using the MHRS or not understanding
the rationale behindthe use of the tool.
Further theoretical sampling was carried out in diverse settings (semi-supported living
and inpatient units) to explore how such varied contexts and use of the MHRS might inform
client experiences(Wiener, 2007).
With GTM, data collection continues until categories reach saturation, whereby no
new properties or dimensions emerge (Strauss & Corbin, 1990). However it has been argued
that complete saturationis unrealistic due to the possibility of infinite properties to a
particular construct (Dey, 2007). Therefore, categories were considered to have reached
sufficient density to inform a coherent theory once no new conceptual codes emerged from
the data (Dey, 2007).
3.5.

Ethics and quality assurance
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Prior to commencing the study, a consultation was held with members of two service
user groups who reviewed the research proposal and raised no concerns regarding the aims
and procedures outlined.
As mentioned, national and local ethical approval was obtained and best practice
guidelines were followed throughout, including ensuring formal voluntary consent,
anonymity and confidentiality, and safe record keeping (British Psychological Society [BPS],
2009).
Various quality assurance measures were implemented to build the rigour of the
study. These included the following:
Reflexivity was used throughout this project (Ahern, 1999; Mays & Pope, 2000). This
was evidenced by the use of regular supervision, which allowed for ongoing reflection
throughout each stage of the research - study design, data collection, analysis and
interpretation. Furthermore, a self-reflective journal was kept as a means of bracketing
assumptions, thoughts and ideas in order to identify potential bias and assumptions that
could interfere with the integrity of the data analysis (Ahern, 1999) (extracts provided in
Appendix 18).
Numerous strategies were used to try to ensure the validation of the findings: As
discussed the interview schedule was piloted before its continued use with other
participants (Barker et al., 2002). The supervisor coded segments of the transcripts
independently, which confirmed the credibility of emerging codes and categories (Urquart,
2013). Furthermore, respondent validation was obtained from two staff members and two
clients, who reviewed a summary of the theoretical model developed and provided
feedback that confirmed the analysis was consistent with their perspective and that no
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significant amendments were required. An audit trail of data analysis was also kept to
ensure the integrity of the research (Mays & Pope, 2000).
4.

Results

4.1.

Overview of results
The final analysis identified 37 focused codes, nine sub-categories, four categories,

and one core category (presented in Appendix 19 & 20, with examples of quotes from
participants).
An overview of these is depicted in the model of the Grounded Theory below, along
with a summary table of the key categories that emerged in this study.
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Figure 1: Theoretical model conceptualising the Grounded Theory
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4.2.

Explanation of the model
The core category seen in this model is “being engaged in working together towards

improved wellbeing”. This is made up of important processes pertaining to both the alliance
in general (irrespective of the use of the MHRS) and the MHRS. These would be considered
intervening conditions which informed the relevant interpersonal interactions and
consequences thereof that emerged in this theory (Strauss & Corbin, 1990), as depicted in
the model diagram. Here there were key areas of overlap, illustrated as interrelated
processes in the model, which was the focus of this study. The ways in which key features
that pertain distinctly to the MHRS or to the general alliance seemed to influence these
processes will be discussed.
GTM situate the emerging theoretical concepts within the contexts in which they
occur (Gibson, 2007). To this end, the service contexts in which these processes took place
will first be addressed.
4.3.

Service context
Whilst all services involved in this study routinely use the MHRS as a therapeutic tool

and outcome measure, the frequency and way of using the MHRS varies. For all participants
across services, their keyworker was involved in completing the MHRS. Those in the third
sector supported living and NHS semi-supported living settings tended to complete the
MHRS every three to six months, some over a few days, others in a single session. For the
third sector service, two versions of the MHRS were commonly used - one completed with
the client and worker together and another by the multidisciplinary staff team, which would
take precedence in informing care plans and measuring service outcomes.
Similarly those in the in-patient unit had two versions – one used biweekly in a group
therapy setting, covering one ladder of the MHRS per session, and another kept on file as an
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outcome measure. The latter included input from the client, keyworker, and other members
of the multidisciplinary team.
Distinctions in client experiences of using the MHRS with a worker were more
apparent within service contexts than between contexts. These pertained to key
interpersonal processes, which are discussed below.
4.4.

Being engaged in working together towards improved wellbeing
The core theme of ‘being engaged in working together towards improved wellbeing’ is

seen to be made up of the following three interrelated processes, identified as the main
categories in this study: collaborative working; negotiating new or shared perspectives; and
being motivated towards improved wellbeing. Each of these will be looked at below,
alongside quotes from participants, demonstrating the properties and dimensions of the
concepts that emerged in this study.
4.4.1. Collaborative working in the alliance in general and with the MHRS
The process of collaborative working involves both the client and worker participating
in working towards agreed needs or goals. The clients interviewed and spoken about in this
study were seen to rely on workers for a broad range of support (practical, emotional, and
social), including assistance with the MHRS, because of the severity of their difficulties. This
appears consistent with the high degree of input provided in rehabilitation settings (Tobitt
et al., 2015).
Where clients appeared receptive of this support, this was seen to demonstrate
collaborative working because there was evidence of input and participation from both
parties towards an agreed goal or need.
She [worker] helps me with anything I need doing (Eileen)
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he [worker]’s there, you know, just to help me, to sort of coach me, but not
coaching me in the sense of giving me answers to write down [on the MHRS] (Peter)

There are important factors present in the general alliance, apart from using the
MHRS that seem to aid this process of collaborative working. From the client this includes
demonstrating an active position in exercising agency or decision making.

They [workers] don’t sort of direct me to go here or there… they allow me to just be
myself and articulate what I want (Peter)

I am tackling my false beliefs and tackling my vulnerability….With the keywork
sessions, I’m more consciously trying to change the way I live (Simon)

From the worker this includes their perceived likeability, trustworthiness, and
provision of emotional and social support. Clients described particularly valuing the
informal, social interactions with their worker that involve meeting in a range of social
environments and knowing the worker as a person beyond their job role.

She’s good company… I like being with her… I like to get out, I get to go out with her
[worker], just go for a walk in the country… we go to the cinema on Tuesdays (Rob)

So you know rather than highlighting what we don’t share, it’s about what, well you
know, we’ve got this in common, I like this, you like that, I know about this, you
know about that (Sarah - worker)
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These informal processes seem to help build a stronger alliance, which in turn was
seen to help facilitate work with the MHRS.

If you have a bit more of a friendship with that person, it makes it [the MHRS] a sort
of nicer thing to do, a bit more meaningful. … [without the worker there] maybe I
wouldn’t think about it [MHRS] so much...I’d probably rush it off or something like
that (Albert)

There were also processes that were seen to hinder collaborative working. This
includes the worker appearing dominant with minimal involvement or participation of the
client. Within the context of using the MHRS this was particularly evident when the tool was
completed as an outcome measure by the multidisciplinary team at the exclusion of or
minimisation of client involvement. Where clients did not oppose worker’s input, this was
seen to capture a ‘passive compliant’ position:
we did the questions (on MHRS), ticks them off and says well this is you, sort of
thing. That’s explained to me but the actual reason for it [MHRS], is not explained to
me (Clive)

One of the key factors that seemed to underpin the lack of client involvement in this
position was the level of client difficulties, where those with greater difficulties were seen to
require more staff involvement.
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the clients that we’re working with have quite a lot of cognitive difficulties for
different reasons so some of the concepts I think are quite hard to grasp on the Star
particularly with these clients so we had to really unpack them (Jennifer - worker)

Other clients expressed a more oppositional position in relation to workers’ input in
general and with the MHRS, particularly when they perceived unwanted pressure in relation
to doing something.
if I felt there was like the pressure around, I wouldn’t be so into it [MHRS] (Albert)

I don’t decide on the [MHRS] scores..my care coordinator [does]… it’s harder for you
to input it than I thought it would be … (Jake)

some of our clients either don’t want to do it [MHRS] or the way they’ve scored
themselves is not perhaps realistic to where they are so what we do as a staff group
is sit down and do one together (Sarah - worker)

The lack of client participation in this oppositional position appears largely
underpinned by clients and workers holding fixed contrasting perspectives, discussed
further below.
4.4.2. Negotiating new or shared perspectives
Clients and workers in this study demonstrated having contrasting perspectives,
including views of reality as well as needs and goals. These included clients’ thought
processes seen to reflect mental health difficulties or lack of insight into their needs. This
was presented as a challenge for both parties in their work with the MHRS.
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I mean we have a lot of service users who are very unwell, there’s not a huge
amount of insight... I was watching someone here do one [MHRS] on Monday night
and the client ranked himself 10 for everything. And actually they’re probably not,
they’re probably three or four for everything. So I find it [MHRS] can make the
relationship quite difficult actually (Sarah - worker)

some of our service users don’t think they have mental health problems, they’re not
in any way interested in using a tool that’s about mental health (Sarah - worker)

you have to take [worker’s views] on board and even if they are not on the same
page as you, you have to accommodate what their thoughts are … there’s some
issues that you don’t want to discuss, or if you discuss it people think you’re strange
(Jake)

As can be seen in the examples above, where contrasting perspectives remain fixed,
this is seen to hinder the process of openness and negotiating a shared perspective. In
contrast, being able to negotiate new or shared perspectives appears to help the client and
worker work together towards improved wellbeing. There were three key areas within the
context of using the MHRS that seem helpful here. Firstly, the MHRS was seen to facilitate a
holistic perspective of the client.
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in using the Star it makes it easier for them to think more holistically about a client
...seeing the kind of varied ways that clients are thought about and the different
needs they have (Jennifer - worker)

Secondly, the MHRS was shown to help clients focus their thoughts.
MHRS gives me focus (Simon)

[MHRS] took my mind off the illness (Stuart)

[MHRS] focuses your thoughts, you know, in certain areas of your life (Peter)

Thirdly, participants spoke of how working with the MHRS with their worker
challenged their views of themselves and their recovery.
Sometimes you can be hard on yourself and a worker can say, “Oh, how would you
explain that [rating on the MHRS] because you seem …like you’re recovering well”.
Whereas you can’t really do that yourself, you’re overly critical and overly
subjective, whereas somebody else with an objective view can just guide you, you
know, just to another way of looking at things…“Have you considered this…or have
you considered that?” And I think only somebody that knows you can really ask that
(Peter)

4.4.3. Motivation towards improved wellbeing
Clients and workers spoke of their work together as being directed towards addressing
clients’ wellbeing and recovery goals. This reflects a process of acknowledging difficulties, a
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need for change, and working towards this, which was captured by the category, ‘being
motivated towards improved wellbeing’.
The structure of the MHRS, with its ten ‘Ladders of Change’ and use as an outcome
measure in assessing these areas on a regular basis, seems to help facilitate this process.
[MHRS] focuses on the issues that you face. … like a MOT done on your brain…Like
now I don’t have any responsibilities but yeah, there’s still anxiety and stuff (Jake)

well it’s [MHRS] helped me to identify where I am and where I need to improve on in
my life… helps me keep things on track (Eileen)

we do three or four goals… I make them my recovery goals for the review in the
next time…(Simon)

Important sources of motivation identified were workers’ encouragement and
recording clients’ progress, which brings hope and motivation. This was particularly aided by
the MHRS’s design of capturing improvements across a broad range of areas.
Because I’ve written it all down [on MHRS], you know, I was able to sort of see,
“Well, I’m not so depressed now … when I come to review it with my keyworker I
find that today I’m in a better place, a better mood” (Peter)

it’s helpful to see how you’ve improved over the months (Albert)

It makes me feel happy, just to think I’m getting along a bit better in myself (Keith)
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Other clients spoke of the MHRS as having more of an indirect influence on their
improved wellbeing without them necessarily explicitly working on goals. This includes
finding the MHRS rewarding in itself.
I believe that’s part of the empowerment of the Recovery Star that it is that heavy.
Means it’s doing something real to my subconscious. Somehow it’s all going to
happen… I really just let that, let the goals just settle into my subconscious and just
hope that those goals integrate into my development. I don’t feel the need to revise
the goals every week or whatever (Simon)

it just makes me sort of happy. I enjoy, you know, sitting down and reading it to
each other (Keith)

A significant part of maintaining motivation seen in the alliance in general and with
the MHRS appears to be accepting recovery as an ongoing journey with setbacks and
limitations, particularly important where a client’s motivation and wellbeing seems to
fluctuate.
Well one of the things I like about the Recovery Star, is it’s about a journey, not a
destination… (Peter)

I just feel better some times. Other times I won’t (Keith)

…it was a continuing model of today’s good, tomorrow’s bad, today’s good,
tomorrow’s bad (Jake)
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it is like a wave of up and down, up and down, up and down because with mental
health you’re with people who are not motivated. They feel very well, they are
doing something today, tomorrow they don’t want to face it (Olive - worker)

Facing such setbacks can be discouraging for clients and workers, which may be
highlighted with the use of the MHRS if no progress is noted:
people might think, “Oh, I only got one star in all of these things” so it might not
help to think that … if it’s making you feel worried that you’re not getting anywhere
and there’s all this pressure around then just leave it (Albert)

I think it’s why it’s so stressful trying to work with someone when we feel we can
see something really positive that can change but they’re perhaps not choosing to
engage and I think that’s where a lot of the kind of difficulties come in our work
sometimes (Jennifer - worker)

Further limitations of the MHRS, identified by both clients and workers, that appear to
hinder motivation, include it being perceived as restrictive, as well as burdensome, difficult
or taxing.
I don’t like the way it’s written for each of the scores from one to ten because … I
sometimes believe my response is in a different way to what the question is saying,
to what the statement is saying about that score (Simon)

Some of the wording I would change, you know for, for some people who are less
intelligent (Peter)
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I have never known of anybody who has managed to do a whole Star in one session
with clients because I think it’s just too much. So then it can become a bit difficult
because you can kind of end up taking 6 months to do it and by the time you’re
finished it you’ve got to start again (Sarah - worker)

In addition, for some clients, the MHRS appeared to play a peripheral or minimal role
in their experience:
I don’t mind doing it but I don’t think it adds much (Albert)

This was particularly apparent with three clients from the semi-supported living
service, who reported not being able to remember much about using the MHRS, despite
their workers confirming they used it with their clients. Whilst hardcopy reminders and
prompts during the interview elicited some recollection of their experiences, overall the
personal significance of their work with the MHRS appeared minimal .
I can’t remember using it.. we were ticking things up, average, poor, bad, alright. I
was ticking them which ones. I remember that, yeah” (Will)

Clients’ cognitive difficulties were seen to be a key influence here; however service
factors were also identified as playing an important role – in particular restrictions with the
use of the MHRS that fail to adapt to the needs of this client group.

I think for some clients it can be helpful to say, well let’s break it [MHRS] down,
…let’s have pictures instead of the points on the Star. Let’s change the name of
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some of the areas on the Star to make them a bit more understandable…being able
to use it flexibly would be helpful… We used to have free access to the LD Star
[version of the Star designed for people with Learning Disabilities] and the other
Stars and I know you can’t do that now without training and I can understand that
but I think actually it would be really helpful to use the Star that is most applicable
to that client” (Jennifer – worker)
This worker points out the need for flexibility to address the difficulties presented by
clients, whilst also highlighting broader service constraints related to the use of the MHRS
that restrict this.
5.

Discussion
5.1.

Discussion of the theoretical model

This study has highlighted key processes involved in the alliance in general and also
when working with the MHRS specifically. Three areas in which these overlap are working
collaboratively; developing new and shared perspectives; and being motivated towards
improved wellbeing in the ongoing journey of recovery, which overall are captured by ‘being
engaged in working together towards improved wellbeing’.
The results suggest there are pivotal ways in which the MHRS appears to facilitate or
enhance these processes. This includes the tool’s design and structure, which allows clients
to focus their thoughts and for clients and workers to address a particular area of need as
well as to consider new perspectives of a full range of areas pertaining to a client’s life. This
involves identifying and being motivated in making progress towards recovery goals.
In terms of validly assessing a client’s needs, it has been noted that keyworkers are
well-placed to do so because of the closeness and comprehensive nature of their alliance
with clients (Macpherson, Varah, Summerfield, Foy, & Slade, 2003). Participants in this study
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similarly reported that having a good relationship with their workers helped with
completing the MHRS and made it more meaningful.
The importance of workers adopting a holistic perspective of clients, that goes beyond
their diagnostic labels in acknowledging their ‘personhood’, is frequently highlighted across
mental health settings (Borg & Kristiansen, 2004). This is seen to require workers to reflect
on their own shared personhood, which similarly goes beyond their professional labels to
acknowledging their own potential for vulnerability (Hamilton Wilson, 2009).
Kondrat and Teater (2012) similarly call for greater reflective practice for workers in
mental health services. They argue that workers can help clients internalise alternative
dimensions of their identity that align more with their recovery goals by reflecting such an
identity back to the client in their interpersonal interactions. This requires workers to reflect
and challenge their own perceptions of the client. The MHRS, with its broad range of
recovery areas possibly offers a means for workers to do so, as was seen in the comments
by Jennifer (worker):
in using the Star it makes it easier for them to think more holistically about a client
...seeing the kind of varied ways that clients are thought about and the different
needs they have (Jennifer - worker)

The MHRS’s focus on measuring a clients’ progress according to a goal they are
working towards was seen to facilitate motivation and hope for both workers and clients.
Setting goals has been recognised as a principle evidence-based process in promoting
mental health outcomes in clinical research (Anthony & Mizock, 2013; Greene et al., 2006).
The related concept of nurturing hope is not only a core principle within the recovery
movement (Craig & Killaspy, 2015), but bringing hopefulness into the relationship has been
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shown to possibly be more important in improving client wellbeing and the quality of the
alliance than implementing specific strategies (Houghton, 2007).
Whilst there were examples of clients and workers feeling discouraged when there
appeared to be a lack of progress on the MHRS, overall it appears that when working on the
MHRS with a client, workers tend to highlight evidence that demonstrates a client’s progress
and achievements and this seems motivating for both parties.
Furthermore, accepting setbacks and limitations as part of the ongoing journey of
recovery, as was highlighted by the participants in this study, is an important principle well
recognised in the recovery literature (Leamy, Bird, Le Boutillier, Williams, & Slade, 2011).
On the other hand, this study also highlighted ways in which working with the MHRS
may hinder important alliance processes. This was particularly evident where clients
perceived pressure in relation to working with the MHRS or held fixed conflicting views from
their worker in terms of assessing their needs and goals on the MHRS.
Being able to describe and share a clear understanding of clients’ mental health needs
and goals is a vital precursor to change (Skantze & Malm, 1994; Wright, Callaghan, &
Bartlett, 2011), including setting realistic goals (Sells, Davidson, Jewell, Falzer, & Rowe,
2006). However in case management in particular, conflict often arises from discord
between clients’ and workers’ perspectives, including disagreements regarding care
planning (Angell & Mahoney, 2007; Woltmann & Whitney, 2010).
This too was evident in the use of the MHRS, where contrasting views in relation to
the MHRS were not only seen to potentially harm the alliance in creating opposition or
disengagement, but also result in staff completing alternative versions of the MHRS, with
little client involvement. Whilst the MHRS guidance allows for this in recognising that
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reaching agreement may not be possible (Mackeith & Burns, 2013); it does not appear to
address the impact that this might have on the working alliance.
Workers in this study attributed such conflicting perspectives to clients’ cognitive and
mental health difficulties, particularly having a lack of insight. This is a well-recognised
challenge as empirical research has frequently shown poorer client insight into their
difficulties and need for treatment to be associated with a weaker working alliance (Dunn,
Morrison, & Bentall, 2006; Klinkenberg et al., 2002; Kvrgic, Cavelti, Beck, Rűsch, & Vauth,
2013).
A lack of insight may be seen to reflect the ‘pre-contemplation’ stage in the
aforementioned transtheoretical model of change (Prochaska & DiClemente, 1983), which
parallels the MHRS’s ‘Ladders of Change’ (Onifade, 2011). With regards to the latter, clients
lacking insight would be seen to be in the ‘stuck’ stage and challenged to consider
progressing through the upper stages of ‘accepting help’, ‘believing’, ‘learning’ and ‘selfreliance’ (MacKeith & Burns, 2013). However, research that has looked at client
perspectives of disengagement from services, has highlighted the responsibility services
may play in clients appearing ‘stuck’ – in particular the use of coercive practices that have
historically fostered client mistrust and disempowerment (Watts & Priebe, 2002).
Within case management services in particular, power imbalances are a particular
dilemma because of clients’ reliance on workers to meet a range of needs (such as housing,
healthcare, and activities of daily living) (Watts & Priebe, 2002; Woltmann & Whitney 2010).
The need to provide care and manage client risk has often lead to paternalism at the
expense of client autonomy or self-determinism (Timms & Borrell, 2001). This has not only
been criticised on ethical grounds but also clinically for potentially creating and reinforcing
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client learned helplessness, a legacy of past mental health provision (Lunt, 2004; Skantze &
Malm, 1994).
Within recovery services, it has been argued that collaborative working between
professionals and clients should extend beyond therapy towards clients taking the lead in
directing a truly person-centred approach in their recovery in every area of their lives
(Perkins & Slade, 2012). However, how this might be put into practice in rehabilitation
services, where clients require a high level of input to assist with a full range of everyday
functioning , appears to be particularly challenging (Watts & Priebe, 2002) .
In contrast to positioning paternalism and client autonomy at extreme ends of a
continuum, research within case management services has suggested that client views of
decision making may not be so polarised (Woltmann & Whitney, 2010). Clients in this study
described valuing a two stage process of prioritising autonomous decision-making in the
first instance, followed by deferment to worker’s views or decision-making. This was done
either as a means of validating their own decision or trusting the worker’s judgement above
their own within a context of a trusting relationship. This perhaps serves as an example of
how power can be better negotiated within services, which is what is called for among
clients in case management services (Watts & Priebe, 2002).
The importance of establishing trust in the alliance was indeed highlighted by the
participants in the current study and was seen to help with working with the MHRS, as one
client said:
He [worker] tends to stop me from having 9 or 10, you know when really it’s further
down, which I think is part of his role in being my keyworker with the Recovery
Star…. I’m seeing truly where I’ve gotten to in that recovery area” (Simon)
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Furthermore the use of the MHRS perhaps offers a similar model in seeking client
input in the first instance, followed by challenging these views if differences are apparent,
negotiating ratings and goals, or recording both perspectives where agreement is not
reached (MacKeith & Burns, 2013). Nevertheless, given the focus on empowerment in the
recovery movement, strongly advocated for across mental health services (Leamy et al.,
2011; Craig & Killaspy, 2015), perhaps further considerations should be given to how to
nurture this in the context of using the MHRS among clients with severe difficulties.
5.2.

Limitations and research implications
There are numerous limitations to this study, which perhaps could be kept in mind for

future research:
Firstly, the gender disproportion of participants in this study (mostly male clients and
all female workers) is a key limitation, which may have restricted the views expressed.
However it should be noted that in GTM, sampling is not based on demographic
representativeness, rather the emerging data analysis (Hood, 2007).
Secondly, this present study was carried out within rehabilitation services only;
therefore the findings would have limited transferable value to other mental health settings,
where perhaps the MHRS is used differently among clients who present with different types
and level of needs. Future research might benefit from considering alternative population
groups.
Thirdly, access to participants was obtained through staff; therefore there may have
been selection bias in terms of their choice of clients they referred to this study.
Fourthly, as is common with qualitative studies of the alliance, data collection used in
this study relied on interviews that arguably replicates some elements of the subject matter
of this study – that is interpersonal processes between clients and professionals.
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Complexities recognised in this dynamic among this client group, such as suspicion or
mistrust towards professionals (Thurston, 2003; Watts & Priebe, 2002), might have
interfered with what clients felt comfortable disclosing at interviews. An alternative
approach that has been used in other studies that may be helpful here is action research,
which focuses on participant involvement and elucidating a shared understanding of
phenomena, whereby participants become co-researchers in the planning, data gathering,
analysis and evaluation (McAllister et al., 2001). This would also be consistent with the call
for greater service user involvement in research that informs mental health services
(Harding, Pettinari, Brown, Hayward, & Taylor, 2011).
5.3.

Clinical implications
The findings in this study suggest the MHRS potentially offers a means of

implementing principles of recovery in practice and yielding clinical benefits for clients. In
particular it was seen to possibly aid the following evidence-based processes: positive
alliance-building, goal setting, and facilitating hope (Anthony & Mizock, 2013; Greene et al.,
2006; Martin et al., 2000).
In terms of the MHRS’s focus on recovery goals, it has been argued that professionals
need to have a greater appreciation of the relative value clients place on different recovery
goals, rather than assuming they hold an equal weighting (Skantze & Malm, 1994). This has
been highlighted as a concern in relation to traditional outcome measures in mental health,
which have often been service-led, neglecting the prioritisation of outcomes that are
personally meaningful to clients (Harding et al., 2011).
Whilst clients and workers in this study spoke of the MHRS helping them to progress
towards person-centred goals, this was not the case for all clients. Elsewhere, facebookbased service user group, “Recovery In The Bin” has indeed criticised the MHRS for focusing
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on goals related to client functioning rather than the fulfilment of client values, without
considering socio-political inequalities underpinning mental ill-health (Gadsby, 2015). It is
argued that staff who use the MHRS tend not to be trained in a holistic approach of
formulating client difficulties within the broader context of socio-political influences
(Gadsby, 2015).
This criticism is somewhat reflected by the negatives highlighted by participants in this
study, who found the MHRS too restrictive or peripheral to their experiences. Perhaps the
relevant stakeholders should consider not only the use of alternative versions, as was
suggested by one of the worker participants, but how their use of the MHRS could be more
flexible.
Overall, services should consider how best to build on the promising elements of the
MHRS whilst guarding against the potentially damaging effects it may have to the alliance if
not used sensitively. This may require an improved means of negotiating shared decisionmaking between clients and workers discussed earlier (Woltmann & Whitney 2010). In
addition workers might need specialist training and support, such as training in developing
holistic formulations of client difficulties (Gadsby, 2015), or skilled supervision to better
understand and respond to problematic interpersonal dynamics, such as power imbalances
(Thurston, 2003).
To this end, Clinical Psychologists arguably are well-placed to help address this need
due to their training in biopsychosocial models of formulating client difficulties, informed by
critical approaches that consider socio-political factors (BPS, 2011); as well as the growing
expectation for them to take on leadership responsibilities in providing systemic input in
improving service development (Kat, 2015).
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6.

Conclusions
This study aimed to describe and explain clients’ experiences of their alliance with

workers in rehabilitation settings within the context of using the MHRS and how this related
to their recovery.
Fundamental processes seen to help build a positive alliance were also evident in the
use of the MHRS, overall reflecting enablers and hindrances to working together towards
improved wellbeing. A key challenge is upholding recovery-based, person-centred principles
that prioritise client decision-making and personally meaningful recovery goals.
Services using the MRHS also need to consider how best to negotiate such challenges
to safeguard a positive working alliance with this client group, which may require a more
flexible approach. Keyworkers may be best placed to work with the MHRS, given their indepth knowledge of the client and relatively close relationship based on the full range of
their responsibilities; however further support in terms of specialist clinical training and
supervision may be beneficial.
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