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The therapeutic alliance is seen as an important dimension in any type of psychotherapy.
But patient, therapist, or observers can have different views on the therapeutic alliance. The
question is which perspective best represents the therapeutic alliance, and what are the dif-
ferences between these alternative views. In the present study, the therapist—patient alliance
(TPA, the view of the therapist), patient—therapist alliance (PTA, the view of the patient), and
mutual therapeutic alliance (MTA, the view of an observer) were measured simultaneously in
cognitive behavior therapy of patients suffering from generalized anxiety disorder. Addition-
ally, the concordance between patient and therapist ratings (TPC) was calculated. Cognitive
behavior therapists attained high positive scores in all perspectives for all dimensions of the
therapeutic alliance, such as empathy, cooperation, transparency, focusing, and assurance of
progress. Correlations were consistently higher for ratings between therapist and patient than
between observer and patient. A relation with outcome (Hamilton Anxiety Scale) was only
found for observer ratings. It was concluded that cognitive behavior therapists can achieve
good alliances with their patients. Different perspectives on the therapeutic alliance should
be distinguished and taken into account separately in studies on the therapeutic process and
outcome.
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he relationship between the therapist and patient is one of the primary areas of psy-
chotherapy research. The therapeutic alliance has been investigated in various psycho-
therapeutic orientations and settings (Barber, 2000; Castonguay, 1996; Cottraux et al.,
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1995; Frieswyk et al., 1986; Gaston, 1991, 1998; Hartley & Strupp, 1983; Hintikka, Laukkanen,
Marttunen, & Lehtonen, 2006; Hogduin, De Haan, & Schaap, 1989; Keijsers, Scraap, Hoogduin,
& Lainmors, 1995; Krupnick, 1996; Loeb et al., 2005; Luborsky, McLellan, Woody, O’Brien, &
Auerbach, 1985; Malik, Bentler, Alimohamed, Gallagher-Thompson, & Thompson, 2003; New-
man & Strauss, 2003; Orlinsky, Grawe, & Parks, 1994; Vogel, Hansen, Stiles, & Gotestam, 2006).
More recent studies have examined the working alliance even in online psychotherapy (Knaev-
elsrud & Maercker, 2006).

The scientific literature suggests that the quality of the therapeutic alliance is positively related
to treatment outcome and can even lead to therapeutic changes by itself. In a meta-analysis of 25
studies, Horvath and Symonds (1991) found a moderate overall effect size of .26 for the impact of
the quality of the therapeutic alliance on treatment efficacy. Similarly, Martin, Garske, and Davis
(2000) reported an effect size of .22 on the basis of 79 studies. However, there are also studies that
did not find significant correlations between the quality of the therapeutic alliance and treatment
outcome (DeRubeis, 1990; Feeley, DeRubeis, & Gelfand, 1999). This may be due to discrepant
concepts of the therapeutic alliance (Dill-Standiford, Stiles, & Rorer, 1988; Horvath, 2000; Wolfe
& Goldfried, 1988; Zimmer, 1983).

Different psychotherapeutic schools have different concepts of the therapeutic alliance. In
psychoanalysis, transference and countertransference are held to be indispensable treatment
factors (Freud, 1958), and in client-centered psychotherapy the therapeutic alliance is seen as
the primary treatment element (Rogers, 1958; Schmidt-Traub, 2003; Truax & Carkhuff, 1967).
Behavior therapy, in contrast, is sometimes suspected to neglect the therapeutic alliance and
to be rather mechanical and less personal. There is empirical evidence that cognitive behavior
therapists are more active (Greenwald, Kornblith, Hersen, Bellack, & Himmelhoch, 1981; Hardy
& Shapiro, 1985; Sloane, Staples, Cristol, Yorkston, & Whipple, 1975; Stiles, Shapiro, & Firth-
Cozens, 1988) and more directive (Brunik & Schroeder, 1979) than other psychotherapists, but
they, nevertheless, do also reach high levels of emotional support, empathy, and unconditional
positive acceptance towards the patient (Keijsers, Scraap, & Hoogduin, 2000; Sloane et al., 1975;
Stiles et al., 1988). From a theoretical and clinical point of view it can even be argued that in
behavior therapy an especially good therapeutic alliance is needed as a prerequisite for treatment,
which demands a high degree of patient cooperation and trust, as is the case in anxiety disor-
ders treated with exposure therapy, for example. Therefore, treatment concepts and guidelines
for cognitive behavior therapy all stress that therapists should be competent in technical as well
as in interpersonal aspects such as empathy, warmth, cooperation, transparency, and structure
(Beck, 1988; Ghaderi, 2006, Hautzinger, 2000; Hoffmann, 2000; Kanfer, Reinecker, & Schmelzer,
2000; Reinecker, 1986; Sachse, 2000; Schulte, 1998). Correspondingly in cognitive therapy, high
correlations could be found between therapist competency and general therapeutic skills (Vallis,
Shaw, & Dobson, 1988).

An important question in respect to differences between concepts of the therapeutic alliance
has to do with who is evaluating the therapeutic alliance. Tichenor and Hill (1989) found no
relationship among the patient, therapist, and observer views of the working alliance. Howard,
Kopta, Krause, and Orlinsky (1986) and Marziali (1984) reported that associations with outcome
are more consistent when the therapeutic alliance was assessed by the patient.

There are at least four different perspectives on the therapeutic alliance. There is the
therapist—patient alliance (TPA), which reflects how the therapist sees his or her encounter with
the patient. The patient—therapist alliance (PTA) reflects the same from the perspective of
the patient. The mutual therapeutic alliance (MTA) refers to judgments by a third person.
Finally, one can ask patient and therapist to make judgments on their relationship and then
calculate their concordance (TPC).

It must be assumed that ratings on the therapeutic alliance from different perspectives are
not identical and may be differently related to course and outcome of treatment. If this is true,



70  Langhoff et al.

researchers and therapists cannot take one perspective (e.g., their own) as the sole valid descrip-
tion of the therapeutic alliance. It must be empirically clarified which perspective is relevant in
which context (e.g., research or therapeutic process), or how different perspectives can be sum-
marized in one score to describe the overall quality of the therapeutic alliance.

As there is a lack of research on the comparison, interrelations, and effects of these different
perspectives of the therapeutic alliance, we investigated TPA, PTA, MTA, and TPC simultane-
ously. Goals of the study were (a) to assess all four perspectives of therapeutic alliance in routine
treatment of patients suffering from generalized anxiety disorder (GAD), (b) to analyze the
interrelations among these different measures of therapeutic alliance, and (c) to relate different
measures of the therapeutic alliance with outcome.

METHOD

In a controlled clinical trial, patients with GAD were randomly assigned to either immediate
cognitive—behavioral treatment (CBT-A) or to a contact control group (CCG). Patients who
completed the control condition then received cognitive behavior therapy (CBT-B). The details
of the design can be found in Linden, Zubraegel, Baer, and Schlattmann (2002) and Linden,
Zubraegel, Baer, Wendt, and Schlattmann (2004).

Participants

Patients were suffering from GAD according to DSM-IV (American Psychiatric Association,
1994). The diagnosis was made by using the M.I.N.I. (Sheehan et al., 1998), a structured diag-
nostic interview. Patients with comorbid disorders were excluded, as were patients who had a
severity score on the Hamilton Anxiety Scale (Hamilton, 1959) less than 18. No psychophar-
macological treatment was allowed. Seventy-two patients were enrolled in the study (n = 36 per
group) and 83% were women. Patients were a mean of 43.3 years old (SD = 12.0). During the
course of treatment 15 patients dropped out. Their available data were included, where possible,
in the analyses.

Treatment

Treatment was guided by a manual developed by Barlow, Rapee, and Brown (1992). Treatment
was provided by 12 cognitive behavior therapists who were working full-time in their own private
practices. They were a mean of 46.4 (SD = 5.5) years of age and had worked as behavior thera-
pists for a mean of 10.8 years (SD = 6.7). All therapists were supervised in training workshops.
According to the study protocol, a maximum of 25 treatment sessions were planned. This is the
number of sessions that is granted as “short-term treatment” by health care insurance in Ger-
many and that can be prolonged up to 80 sessions if necessary. Counting completers and drop-
outs, the mean number of sessions after the initial intake period was 21.6 (SD = 7.8) sessions for
CBT-A and 20.8 (SD = 8.0) for CBT-B. Each therapy session lasted about 50 minutes and took
place in the offices of the participating therapists. Duration of treatment was a mean of 44.8
weeks for CBT-A and 43 weeks for CBT-B. Protocol adherence of each therapist was ensured in
several ways and shown to be good (Linden et al., 2002, 2004, 2005). Cognitive behavior therapy
turned out to be an effective method in the treatment for GAD. The reduction in the Hamilton
Anxiety observer rating scale (Hamilton, 1959) was a mean of 6.4% (1.5 points) in the CCG,
35.4% (9.5 points) in the CBT-A, and 47.3% (10.3 points) in the CBT-B. The differences between
treatment and control groups were statistically significant. The clinical improvement remained
stable over a follow-up period of 8 months. More details on design and results can be found in
Linden et al. (2002, 2004).



Therapeutic Alliance 71

Measurement and Analysis of the Therapeutic Alliance

After each session, the patient (PTA) and therapist (TPA) completed visual analogue scales
(VAS, range: 0-100). Indicators for the quality of the relation between therapist and patient were
empathy, cooperation, transparency, focusing, and assurance of progress, which were rated on
VAS by therapist and patient independently of each other during the postsession assessments.
All items are listed in Table 1. VAS are well-established, reliable, and economic measures for
emotional judgments or ratings of mutual relationship (Fahndrich & Linden, 1982). They were
used because postsession assessments had to be short and because we wanted identical ratings

from patient and therapist.

TABLE 1. ITEMS OF THE SESSION ASSESSMENT

Therapist—Patient-Alliance (TPA)

Empathy

The patient felt understood in this
session.

Cooperation

The patient and I cooperated with
one another.

Transparency

The patient understood the
therapeutic procedure.

Structuring

The therapeutic session had an
excellent structure.

Focusing

We talked about something important
for the patient.

Session Goal

We attained our session goal today.

Progress

In today’s session the patient made
progress.

Patient-Therapist-Alliance (PTA)

Empathy

I felt understood by the therapist in
this session.

Transparency

I understood the therapeutic
procedure today very well.

Focusing

We talked about something
important for me.

Progress

In today’s session I made
good progress.

VS.

VS.

VS.

VS.

VS.

VS.

VS.

VS.

VS.

VS.

VS.

The patient did not feel understood in this
session.

The patient and I did not cooperate with
one another.

The patient did not understand the
therapeutic procedure.

The therapeutic session was not
structured at all.

We did not talk about something
important for the patient.

We did not attain our session goal today.

In today’s session the patient did not
make any progress at all.

I did not feel understood by the

therapist in this session.

I did not understand the therapeutic
procedure today at all.

We did not talk about something
important for me.

In today’s session I did not make any
progress at all.

(Continued)
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TABLE 1. (Continued)

Observer Rating on Mutual Therapeutic Alliance (MTA)

Empathy

The patient felt understood in The patient did not feel understood
this session. e in this session.

Cooperation

The patient and the therapist cooperate The patient and the therapist did not
with one another. Ve cooperate with one another.

Transparency

The patient understood the therapeutic The patient did not understand the
procedure. Ve therapeutic procedure.

Structuring

The therapeutic session had an excellent Vs The therapeutic session was not
structure. ' structured at all.

Focusing

Patient and therapist talked about Patient and therapist did not talk about
somthing important for the patient. ve- something important for the patient.

Progress

In today’s session the patient made Vs In today’s session the patient did not make
progress. ) any progress at all.

The observer ratings on the MTA were done after listening to tape recordings of the thera-
peutic sessions. The observer rating form was similar to the postsession rating forms for the
patient and therapist (Table 1). Ratings were done by seven psychologists who were not involved
in treatment. They were in advanced postgraduate training to become behavior therapists and
were specially trained to make the ratings in the present study. The audiotapes were all double-
rated, resulting in 147 observer ratings. The intraclass correlation coefficient among raters was
ICCj, = -43 and Cronbach’s alpha = .61. These are only moderately high scores, reflecting the
difficulty and complexity of such assessments.

RESULTS

Tables 2—4 show the results of patient, therapist, and observer ratings of the therapeutic alliance
at three times in the course of therapy (Time 1 = 2nd therapy session, Time 2 = 8th therapy
session, Time 3 = 20th therapy session). Scores on the VAS ranged from 34 to 88. Observer
ratings of therapeutic alliance, for example, ranged from 34 to 88 (SD = 13-28), with progress
falling outside range with 34 to 59 (SD = 22-25). However, progress was the only item show-
ing a significant improvement over the course of time of therapy in the view of the therapist
(p = .002), of the patient (p < .001), and of the observer (p <.001).

Pearson correlations among the different items are presented in Tables 5-7, using the data
of the third assessment as an example. Most correlations were significant.

Table 8 shows differences and correlations between patient, therapist, and observer in respect
to the same aspects of the therapeutic concordance, again using the third assessment as an
example. Differences ranged from —2.5 to 17.5. They were smallest between therapist and patient.
Minimum and maximum value of differences are additionally presented, which shows the direc-
tion and the amount of differences for each variable. Correlations between patient, therapist, and



Therapeutic Alliance 73

TABLE 2. THERAPIST’S PERSPECTIVE ON COMPONENTS OF THE THERAPEUTIC ALLIANCE

ANOVA Time

Mean (SD) (Time 1-Time 3)

Timel Time2  Time3

N=51 N=55 N=55 F p

Focusing 76 (15) 80(13) 81 (11) 2.75 .069
Cooperation 80 (13) 78(17) 78(16) 0.52 .599
Empathy 74 (17) 77 (15) 72 (20) 1.51 225
Transparency 69 (23) 77 (17) 73 (19) 0.41 .666
Structuring 76 (19) 71(19) 73 (20) 0.18 .833
Session goal 75(20) 67 (23) 67 (25) 3.87 .024
Progress 52 (16) 62(19) 64 (20) 6.80 .002

TABLE 3. PATIENT’S PERSPECTIVE ON COMPONENTS OF THE THERAPEUTIC ALLIANCE

ANOVA Time

Mean (SD) (Time 1-Time 3)
Time 1 Time 2 Time 3

N=50 N=55 N=55 F p
Focusing 81 (16) 85 (14) 86 (11) 1.95 .149
Empathy 78 (20) 78(19) 85 (13) 2.99 .055
Transparency 78 (20) 80 (20) 85 (15) 0.91 407
Progress 52 (19) 65 (22) 66 (22) 10.66 <.001

TABLE 4. OBSERVER’S PERSPECTIVE ON COMPONENTS OF THE THERAPEUTIC ALLIANCE

ANOVA Time

Mean (SD) (Time 1-Time 3)
Time 1 Time 2 Time 3

N =149 N =50 N =148 F p
Focusing 86 (16) 88 (10) 85 (13) 0.23 799
Cooperation 80 (21) 80 (21) 75 (22) 1.04 .358
Empathy 83 (20) 79 (21) 77 (20) 2.42 .096
Transparency 70 (23) 71 (23) 65 (28) 0.23 792
Structuring 76 (19) 67 (28) 60 (30) 3.20 .047
Progress 59 (25) 34 (22) 47 (24) 9.14 <.001

observer ratings were generally nonsignificant. Only the ratings of transparency from therapist
and patient were significantly related (r = .37).

A regression analysis was conducted to test for relations between therapeutic alliance and out-
come, using the initial and the final assessment of the Hamilton Anxiety Scale (Table 9). Predictors
were the average scores of the three different perspectives (MTA, PTA, TPA), and the dependent
variable was the percentage improvement from the initial to the final score of the Hamilton
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TABLE 5. PEARSON CORRELATIONS AMONG ITEMS ASSESSED AT TIME 3
(20TH THERAPY SESSION): THERAPIST ITEMS

Empathy Transparency Focusing Progress Cooperation

Session

Structure  Goal

Empathy — .64%% 27 .60** .65*% A42%% AT
Transparency — .32% .68** .70%% .28* .69%*
Focusing — 22 29* 37 .30%*
Progress — 58** .50%% .68%*
Cooperation — .18 61
Structure — 53
Session goal —
*p <.01.%p <.001.
TABLE 6. PEARSON CORRELATIONS AMONG ITEMS ASSESSED AT TIME 3
(20TH THERAPY SESSION): PATIENT ITEMS
Empathy Transparency Focusing Progress

Empathy — 58%* 49% 30%*
Transparency — .69 23%%
Focusing — 11
Progress —
*p <.01.%*p < .001.
TABLE 7. PEARSON CORRELATIONS AMONG ITEMS ASSESSED AT TIME 3
(20TH THERAPY SESSION): OBSERVER ITEMS

Empathy  Structure Transparency Focusing Progress Cooperation
Empathy — 22 A49%* .63%% —-.29* .69%%
Structure — VAl .08 —.52%* 31%
Transparency — 31 —.69** 56%%
Focusing — -.18 54
Progress — —.54**
Cooperation

*p <.01.*%*p < .001.

Anxiety Scale. Results showed that MTA explained a significant portion of variance of outcome.
We also tested by regression analysis whether differences between patient and therapist judgments
about their relationship (TPC) can explain outcome (Table 10). No significant result emerged.

Di1scussION

The present study simultaneously assessed TPA, PTA, MTA, and TPC using a controlled clinical trial
on cognitive behavior therapy for GAD. Our data and analysis are descriptive rather than experi-
mental. Nevertheless, several important conclusions can be drawn. Results showed that cognitive
behavior therapists manage to generate high positive scores in all aspects of the therapeutic alliance,
such as empathy, transparency, focusing, structuring, assurance of progress, and cooperation. This
was indicated by observer, patient, and therapist ratings. Our results support findings from other
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TABLE 8. CONCORDANCE OF RATINGS BETWEEN DIFFERENT PERSPECTIVES RATED AT TIME 3
(20TH THERAPY SESSION)

N min max Mg SD Pearson r

Patient and therapist

Empathy 57 —-26.0 72 13.5 20.5 23

Transparency 57 -75.0 61 10.1 20.3 37K

Focusing 57 —69.0 45 2.9 17.0 .07

Progress 57 —68.0 50 1.8 27.1 15
Observer and therapist

Empathy 47 —45.0 75.0 -5.8 27.5 .03

Transparency 47 -76.0 77.0 8.9 31.8 .10

Focusing 47 -50.0 33.0 -2.5 17.6 -.15

Progress 47 -63.0 58.0 9.5 29.1 -12
Observer and patient

Empathy 47 —60.0 34.0 7.5 23.2 .01

Transparency 47 —-89.0 31.0 17.5 30.0 13

Focusing 47 —43.0 53.0 -0.9 18.6 17

Progress 47 -76.0 40.0 10.7 32.2 -.01

Note. N = number of available and analyzed therapy sessions; My = mean of the difference
between the ratings **p < .001.

TABLE 9. SUMMARY OF LINEAR REGRESSION ANALYSIS FOR ALLIANCE VARIABLES
PREDICTING TREATMENT OUTCOME

Included variable B SEB B t p

MTA -2.63 1.22 —.201 -2.14 .037%
Excluded variable B t p Pr Collinearity
PTA —-.030 -.292 771 —-.040 .825
TPA —-.157 —-1.64 .106 -.218 938

Note. R* = .52, F (1, 55) = 29.38. Variables included (independent): average score MTA,
average score PTA, average score TPA. Criterion variable (dependent): Hamilton Anxiety
Scale % improvement.

*p <.05.

studies showing that behavior therapists attain high levels of emotional support, empathy, and
unconditional positive regard (Keijsers et al., 2000; Sloane et al., 1975; Stiles et al., 1988).

The alliance scores remained high throughout the course of treatment. This suggests that
therapeutic alliance is a robust characteristic of the psychotherapeutic relationship and not
dependent on single sessions or the course of time. Only for the progress item did we find a sig-
nificant improvement over time, which suggests a growing confidence in the outcome of treat-
ment with the longer duration of treatment.

In addition to subjective ratings on the therapeutic alliance, the concordance between rat-
ings of patient and therapist was calculated, which can be understood as an objective measure of
their agreement (Bordin, 1979). The smallest differences were between therapist and patient rat-
ings. The concordant ratings can be understood as a form of external mutual validation, and can
also be seen as an indicator for a good therapeutic relationship. The difference for empathy was
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TABLE 10. SUMMARY OF LINEAR REGRESSION ANALYSIS FOR CONCORDANCE VARIABLES
PREDICTING TREATMENT OUTCOME

Included Variable B SE B B t p

Average c.hfferer'lce 6.79 6.15 _.163 ~1.11 274
therapist/patient

Average c.hfferer'lce 394 6.26 095 630 .531
therapist/patient

Average c.hfferer'lce 147 6.71 030 ~229 .828
therapist/patient

Note. R*= .02, F (3, 54)= 0.44. Variables included (independent): average difference therapist/
patient, average difference observer/patient, average difference observer/therapist. Criterion
variable (dependent): Hamilton Anxiety Scale % improvement.

highest, which seems to be the most sensitive item. The observer—patient and observer—therapist
differences were greater than the patient—therapist differences. The observer differences ranged
between —2.5 and 17.5. Observer and therapist as well as patient agreed most in respect to focus-
ing; that is, they agreed on the importance of the content of therapy. They disagreed most in
respect to progress. Observers saw less progress than therapist or patient, which might have been
due to their different involvement in the treatment process. Observers can be neutral. Therapist
and patient want treatment to have a positive outcome.

There were few positive correlations over the different assessors, which speaks for the inter-
pretation that patients, therapists, and observers have different points of reference when rating
the therapeutic alliance.

There was a significant correlation between observer ratings on the therapeutic alliance
and treatment outcome. There were no correlations between ratings of patient or therapist
and outcome, including the “objective” measure TPC. This is in contrast to previous research,
which found that patient ratings can predict outcome (Howard et al., 1986; Keijsers et al.,
2000; Marziali, 1984). An explanation could be that in our study the ratings on the outcome of
treatment were done by independent raters also. Although outcome and therapeutic alliance
were rated by different persons, they were both neutral raters who were not involved in the
treatment process. The assumption is that external raters see similar phenomena, which are
different from what therapists and patients see.

The results of this study illustrate the different components of the therapeutic alliance.
When one takes into account the different perspectives, the seemingly simple construct of
“therapeutic alliance” becomes very complex. The results suggest that it is necessary to dif-
ferentiate among TPA, PTA, MTA, and TPC. This is true for research and clinical practice.
Therapists should be aware that their view on the therapeutic interaction is only one among
others.
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