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Over recent years, researchers, drawing on the work of the Maudsley
Alcohol Pilot Project (MAPP), have argued that a commonly found
attitude profile, called low therapeutic commitment, related to the ther-
apists’ capacity to form an alliance, is partly determined by feelings of
role insecurity, which are dependent on basic role requirements. Data
collected during a community-based training program were used to test
hypotheses, based on the MAPP studies, that this program led to greater
role security and higher levels of therapeutic commitment in €x-
perimental, but not in comparison groups. The hypotheses were mainly
supported. It was also shown that the main effect of the program was to
enhance one role requirement, role support. The education was most
effective in changing the therapeutic commitment of workers who were
more role secure and knowledgable before they took part. It is con-
cluded that further investigations of the part played by role security in
determining the therapists’ capacity to form an alliance should be un-
dertaken with other client groups.

Recent reviews of psychotherapy research have confirmed the clinical impression
that the capacity of client and therapist to form an alliance is at the heart of the
therapeutic process (Luborsky, Crits-Christoph, Mintz, & Auerbach, 1988). Such an
alliance seems most likely to develop when the therapist is able to provide and
maintain a “supportive” or “facilitative” atmosphere marked by encouragement,
acceptance, and understanding. In spite of the significance of this finding, few
studies have attempted to understand why one therapist succeeds in providing these
conditions when another does not, or to what extent a therapist is able to provide
these conditions with one patient but not with another. Also, little is known of the
extent to which it is possible to teach these skills (Luborsky et al., 1980).
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baseline, 1-month follow-up, 6-month follow-up, and 12-month follow-up. The teams
in the education group received the two-day experiential education package be-
tween the baseline and one month follow-up measures. Although no attempt was
made to match at the level of individual subjects, the crucial requirement of the
design—that there be no significant or substantial nonsignificant difference between
the education and comparison teams in respect of their baseline scores on the
measures that the intervention is designed to influence (Fitz-Gibbon & Morris,
1987 )—was satisfied.

Subjects. The general practice education team was comprised of three general
practitioners, two practice nurses, a district nurse, and a health visitor (all female).
Their comparison group was comprised of three general practitioners (two male,
one female), two district nurses, two health visitors, and a school nurse (all female).
The accident-and-emergency education team was made up of a male consultant, a
female senior registrar, a female general practitioner trainee, two female charge
nurses, a male state-enrolled nurse, two female receptionists, and a male porter. The
members of the comparison team were as follows: a male consultant, a male clinical
assistant, a male charge nurse, a staff nurse and a state-enrolled nurse (both female),
two female receptionists, and a male porter. Both medicine-for-the-elderly teams
consisted of a male consultant, a female senior registrar, a female social worker, a
female occupational therapist, a physiotherapist (education team—female, compari-
son team—male), and two charge nurses (education team—both female, compari-
son team—one male and one female). In addition, the education team had a female
health visitor. The data presented for the social work education group was collected
from two teams, one made up of three individuals and the other of six. Two teams
were included because of the five individuals in the team initially recruited, two did
not complete the education package. Thus, a new team had to be recruited, although
the three individuals in the first team were also followed up. Each received es-
sentially the same form of education package, and since there were no substantial
differences in the data obtained from each at baseline, the two have been grouped
together for the purposes of analysis. The education team thus comprised seven
social workers (six female, one male) and two female social work assistants; the
comparison team comprised six social workers and one social work assistant (all
female).

All 63 subjects (33 education teams, 30 comparison teams) were successfully
followed up at one month, the point at which the data used in the present analysis
was collected.

EDUCATIONAL INTERVENTION

A detailed description of the educational intervention can be found elsewhere
(Gorman et al., 1990), and, therefore, a summary account will be presented here.
Each of the education teams took part in a separate two-day course, comprising of
six individual sessions. The educational intervention was delivered by two members
of the local specialist alcohol treatment service (the consultant psychiatrist worked
on each course with either an occupational therapist or one of two psychiatric
nurses). The intervention was premised on the idea that “problem drinking” could
be understood within the context of an individual's experiences over the course of
his or her life, as compared to the idea that “alcoholism” is a disease process which is
essentially biologically driven. Information concerning such areas as health-related
problems, the content of specific alcoholic beverages, and withdrawal symptoms






