
THE RELATIONSHIP BETWEEN PATIENT 

FACTORS AND THERAPEUTIC ALLIANCE 

IN CBT AND IPT FOR DEPRESSION 

By 

Celia F. Ro bins on 

A thesis submitted in fulfilment of 

the requirements for 

the Degree of 

Master of Arts in Psychology 

University of Canterbury 



CONTENTS 

Table of Contents Page 

List of Tables ................................................................................................................. iii 

Appendix ......................................................................................................................... iii 

Ackno,vledgements ........................................................................................................ iv 

Abstract ............................................................................................................................ 1 

1. Introduction .............................................................................................................. 2 
1.1 Overview ........................................................................................................ 2 
1.2 Conceptualisations of Therapeutic Alliance .................................................. 3 

1.2.1 Definitions .......................................................................................... 3 
1.2.2 Historical development of the therapeutic alliance ............................ 4 
1.2.3 Measurement of therapeutic alliance .................................................. 6 
1.2.4 Therapist, patient, and observer perceptions of 

therapeutic alliance ............................................................................. 9 
1.2.5 Summary .......................................................................................... 11 

1.3 Relationship between Therapeutic Alliance and Therapies for 
Depression .................................................................................................... 12 
1.3 .1 Cognitive behavioural therapy and therapeutic alliance .................. 13 
1.3 .2 Interpersonal psychotherapy and therapeutic alliance .................... 15 
1.3.3 Level of therapeutic alliance across difference therapies ................. 17 
1.3 .4 Relationship between therapeutic alliance and therapy 

outcome ............................................................................................ 18 
1.3.5 How therapeutic alliance may be related to outcome ...................... 20 
1.3.6 Summary .......................................................................................... 22 

1 .4 Therapist Influences on Therapeutic Alliance ............................................. 22 
1.5 · Patient Influences on Therapeutic Alliance ................................................. 23 

1.5 .1 Sociodemographic characteristics .................................................... 23 
1.5.2 Depression characteristics ................................................................ 25 
1.5 .3 Personality characteristics ................................................................ 26 
1.5.4 Co-morbidity of mood disorders and personality disorders ............. 27 
1.5.5 Influence of personality disorders on the 

therapeutic alliance ........................................................................... 28 
1.5.6 Influence of personality disorder clusters on the 

therapeutic alliance ....................................... .' .................................... 29 
1.6 The Present Study ........................................................................................ 32 

2. Method ................................................................................................................... 34 
2.1 Overview ...................................................................................................... 34 
2.2 Participants ................................................................................................... 34 
2.3 Treatments .................................................................................................... 36 

2.3.1 Cognitive behavioural therapy (CBT) .............................................. 37 
2.3.2 Interpersonal psychotherapy (IPT) ................................................... 37 



ii 

Table of Contents (continued) Page 

2.4 Design of Study ............................................................................................ 37 
2.4.1 Tape samples .................................................................................... 37 
2.4.2 Quota sampling ................................................................................ 37 
2.4.3 Sessions selected for therapeutic alliance ratings ............................ 38 

2.5 Measures ...................................................................................................... 38 
2.5 .1 Therapeutic alliance measure ........................................................... 3 8 
2.5.2 Patient measures ............................................................................... 39 

2.6 Rating of Therapeutic Alliance .................................................................... 42 

3. Results ................................................................................................................... 43 
3.1 Patient Clinical Characteristics and Therapeutic Alliance ........................... 43 
3 .2 The Relationship between Patient Personality Dysfunction and 

Therapeutic Alliance .................................................................................... 46 
3.3 The Relationship between Treatment Type (IPT or CBT) and 

Therapeutic Alliance .................................................................................... 48 

4. Discussion ............................................................................................................... 49 
4.1 Summary of Results ..................................................................................... 49 
4.2 Explanation of Results ................................................................................ 50 

4.2.1 Patient depression severity and therapeutic alliance ........................ 50 
4.2.2 Patient depression chronicity and therapeutic alliance .................... 51 
4.2.3 Patient gender and therapeutic alliance ............................................ 51 
4.2.4 Patient personality dysfunction and therapeutic alliance ................. 52 
4.2.5 Specific personality disorder clusters and 

therapeutic alliance ........................................................................... 53 
4.2.6 Patient personality dysfunction, therapeutic alliance 

and therapeutic outcome ................................................................... 57 
4.2. 7 Summary of relationship between patient factors 

and therapeutic alliance .................................................................... 58 
4.2.8 Therapy type and level of therapeutic alliance ................................. 59 

4.3 Limitations of the Present Research ............................................................. 60 
4.3.1 Sample size ....................................................................................... 60 
4.3.2 Generalisability of the findings ........................................................ 61 
4.3.3 Therapist factors ............................................................................... 61 
4.3.4 Measurement issues .......................................................................... 61 

4.4 Implications of the Present Study ................................................................ 64 
4.5 Suggestions for Future Research .................................................................. 66 
4.6 Conclusions .................................................................................................. 67 

References ................................................................................................................. 69 

Appendix ................................................................................................................. 81 



Table 

Table 1 

Table 2 

Table 3 

Table 4 

Table 5 

Table 6 

iii 

LIST OF TABLES 

Page 

Participant Baseline Demographic Information and Depression 
Characteristics .............................................................................................. 36 

VTAS Subscale and Total Scores by Gender .............................................. 43 

VTAS Subscale and Total Scores by Non-Chronic and Chronic 
Depression .................................................................................................... 44 

The Relationship between Measures of Depression and VTAS 
Subscale and Total Scores ............................................................................ 45 

The Relationship between Number of Personality Disorder (PD) 
Symptoms, Number of Personality Disorder Diagnoses and 
Therapeutic Alliance as measured by the VTAS (N = 42) .......................... 4 7 

VTAS Subscale and Total Scores by Treatment Type ................................. 48 

APPENDIX 

Vanderbilt Therapeutic Alliance Scale (VTAS) ............................................................. 81 



ACKNOWLEDGEMENTS 

I would firstly like to acknowledge my supervisors at the Department of 

Psychological Medicine, Janet Carter and Sue Luty, who gave so generously of their 

time and expertise to enable this study to take place. Thank you also to my other 

supervisor, Brian Haig, for his patience, valuable input and encouragement. In 

addition, I would like to acknowledge Isobel Stevens, for all her help and guidance 

with the data entry and analysis. 

IV 

My thanks to Mel, Sarah and Simonne for all their support, meals and encouragement. 

Thanks also to my family, especially Dad for his useful advice and proof-reading. I 

am grateful to Michele Downer for her generous help with formatting. Finally, 

special thanks to Tim for his constant support and help through this process. 



1 

ABSTRACT 

The therapeutic relationship between a patient and therapist in psychotherapy, known 

as the therapeutic alliance, has received increasing empirical attention in recent 

decades. One reason for this may be that empirical findings have shown that the 

quality of the therapeutic alliance contributes to the magnitude of therapeutic 

outcome. Despite this focus on the relationship between alliance and outcome, 

specific factors influencing the quality of the therapeutic alliance, particularly the 

influence of patient characteristics, have not yet been clearly established. The 

function of the alliance differs across psychotherapy modalities, although most types 

of psychotherapy stress, to varying degrees, the importance of a positive therapeutic 

alliance. The majority of empirical studies have shown similar levels of therapeutic 

alliance across therapy types, although a few studies have shown differing levels. The 

present study examined the relationship between specific patient factors and the level 

of therapeutic alliance formed in one early session of cognitive behavioural therapy 

(CBT) or interpersonal psychotherapy (IPT), for depression. Participants in this study 

were a sample of depressed outpatients (N = 42) drawn from participants in a larger 

clinical outcome trial, the Psychotherapy for Depression Study. The quality of the 

alliance was measured by observer ratings of audiotaped therapy sessions, using the 

Vanderbilt Therapeutic Alliance Scale (VTAS). The patient characteristics 

investigated in this study were: gender; severity, chronicity and recurrence of 

depression; age of onset of first depressive episode; and presence of personality 

disorder symptoms and diagnoses. In addition, the level of therapeutic alliance was 

compared across the two psychotherapies used in the Psychotherapy for Depression 

Study. The following patient factors were significantly associated with the level of 

alliance formed: depression severity; depression chronicity; gender; and certain 

aspects of personality dysfunction. The level of alliance was not significantly 

different across therapy types. Some of these results were consistent with other 

findings in the alliance literature. Reasons for these findings are discussed, as well as 

clinical implications of the results· and future research possibilities. 



1. INTRODUCTION 

The development of the therapeutic relationship remains a fascinating 

area of inquiry because it merges the human and the scientific aspects 

of the profession. 

- Bachelor & Horvath, 1999, p. 163 

When patients ... are asked to indicate what had helped them the most 

to overcome their problems, they will answer "talking with somebody 

who listens and understands". 

- Keijsers, Schaap, & Hoogduin, 2000, p. 291. 

1.1 Overview 

Examining the relationship between a patient and therapist in psychotherapy has both 

theoretical and clinical relevance. There are multiple theoretical views of the nature 

of the therapeutic alliance that develops between these two participants during the 

therapeutic process, and in order to gain a theoretical understanding of the alliance, 

this thesis will review major conceptualisations of the alliance. An overview of the 

historical development of the concept of an alliance between a patient and therapist 

will also be given. 

Methodological issues arising from attempts to quantitatively measure the therapeutic 

alliance - a multi-faceted and complex human interacti(inJrocess - will be examined. 
\. __ ,, 

The importance of investigating the therapeutic alliance will be demonstrated with a 

review of empirical studies reporting a positive association between therapeutic 

alliance and the therapeutic outcome, suggesting that the quality of the.therapeutic 

alliance is an important component in the effectiveness of psychotherapy. 
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The quality of the therapeutic alliance in varying therapy types will be discussed. 

Particular emphasis will be given to the role of the alliance in cognitive behavioural 

therapy, and interpersonal psychotherapy, as these are the psychotherapies being 

investigated in the present study. In addition, the influence of both therapist and 

patient factors on the therapeutic alliance will be considered. Patient factors, 

particularly, have not received sufficient empirical attention to establish whether they 

influence the quality of the therapeutic alliance. Consequently, the relationship 
' 

between patient factors, specifically, and the therapeutic alliance, in cognitive 

behavioural therapy and interpersonal psychotherapy for depression, will be the 

primary focus of the present study. 

1.2 Conceptualisations of Therapeutic Alliance 

1.2.1 Definitions 
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The term therapeutic alliance refers to the nature of the relationship between a patient 

and a therapist within psychotherapy (Hougaard, 1994), and can be defined broadly as 

"the collaborative bond between therapist and patient" (Krupnick et al., 1996, p. 532). 

Although therapeutic alliance is the most common current term, for the 

therapeutically important aspects of the relationship between a therapist and a patient 

(Hougaard, 1994), related terms such as working alliance, or the helping alliance, are 

also seen in the literature. This thesis will primarily use the term therapeutic alliance, 

unless otherwise stated. 

Edward Bordin's theoretically wide-ranging definition of working alliance has been 

foundational for subsequent conceptions of alliance (Bordin, 1979). Bordin presented 

an operational definition of working alliance, recasting the original psycho dynamic 

concept into a more generic definition, which is now widely cited in the literature. 

Bordin's concept of the alliance involved the following three interdependent 

components: patient and therapist agreement of therapy goals; patient and therapist 

collaboration on tasks that are to be carried out in therapy; and the development of 

affective bonds, or interpersonal attachments, between the therapist and patient 

(Bordin, 1979). Louise Gaston, a psychodynamic theorist, has also contributed to the 



body of work regarding the conceptualisation of the therapeutic alliance. She 

elaborates on Bordin's definition: 

While the bonding dimension reiterates the importance of the affective 

aspects of the alliance, the agreement on goals and tasks refers to the more 

cognitive aspects of the alliance by focusing on the congruence between the 

patient and therapist beliefs about how people change in psychotherapy 

(Gaston, 1990, p.145). 

The interaction between patient and therapist is emphasised in Henry and 

Strupp' s (1994) conceptualisation of alliance. This definition stresses both the 

therapist contributions (facilitative behaviours), as well as the patient's 

capacities. 

Due to its transtheoretical formulation, the concept of the therapeutic alliance is 

applicable to virtually all therapy types. However, the concept of the therapeutic 

alliance remains multi-faceted (Haugaard, 1994), because the tasks and goals of 

therapy differ acro@f(ch~herapy orientations. The components of the therapeutic 
A 

alliance may play different roles in different psychotherapies (Keijsers et al., 2000). 
(/ I 

Nonetheless there does appear to be consensus among theorist8(;lhat the construct of 
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alliance includes those aspects of the relationship that facilitate the collaborative work 

of therapist and patient against a common "enemy", the patient's pain and suffering 

(Bachelor & Horvath, 1999). 

I. 2. 2 Historical development of the therapeutic alliance 

One of the first writers explicitly to recognise and examine the importance of the 

collaborative aspects of the therapeutic relationship was Freud (Freud, 1912/1966; 

Gaston, 1990). His conceptualisation of the patient-therapist relationship emphasised 

transference (the patient's unconscious identification of the therapist with significant 

figures from the past) and counter-transference (the therapist's unconscious linking of 

the patient with significant figures from the past). Thus, early psychoanalytic writers 

believed that the alliance was subject to interpretation and based on projection and 

that, in the course of successful analysis, it would ultimately dissolve (Horvath, 2000). 

Later analytic writers suggested that a 'real relationship' - that is, a therapeutic 

relationship based on healthy, reality-based interaction between the therapist and the 

patient - would eventually occur (Horvath, 2000). Gaston comments that the term 



alliance refers to the collaborative and realistic aspects of the relationship, while the 
~------., 

concepts of transference and counter-transference reflect the more distorted reactions 

of both the therapist and patient (Gaston et al., 1995). There is a rich history of the 

evolution of the concept of alliance within the psychodynamic theoretical framework 

(Bachelor & Horvath, 1999), the review of which is beyond the scope of this thesis. 
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A psychodynamic conceptualisation of the therapeutic alliance was dominant from the 

time of Freud until Carl Rogers, in Client-Centered Therapy (Rogers, 1951 ), 

introduced a considerably different view. He identified therapist characteristics that 

he believed produced the necessary and sufficient conditions for patient change: 

empathy, genuineness, and unconditional positive regard (Asay & Lambert, 1999). 

Rogers, in fact, claimed that a therapeutic relationship in these facilitative conditions 

was, in and of itself, sufficient to release the patient's native healing process 

(Bachelor & Horvath, 1999). This was the first time a theoretical viewpoint had 

suggested that the relationship a therapist provides, rather than the techniques that 

they apply, is primarily responsible for the effectiveness of therapy (Horvath, 2000). 

Empirical research that followed from Rogers' claims supported his view that a good 

quality therapeutic relationship correlates with successful therapy outcome (Horvath, 

2000). 

/ 

In contrast to Roger's model, emphasising the t12_ef(peutic worth of the patient-

therapist alliance, early behaviourists (e.g., y~1r, 1953; Watson, 1913) emphasised 

the role of techniques (Horvath, 2000). These behavioural theorists developed 

techniques to systematically alter the relationship between a person's problematic 

behaviour and its environmental consequences. Thus, treatment outcome, and 

specifically behaviour change, was dependent on the quality of the therapist's 

techniques, rather than the quality of the therapeutic relationship (Bachelor & 

Horvath, 1999; Horvath, 2000). 

In 1952, Hans Eysenck jolted the psychotherapy profession with the publication of an 

article (Eysenck, 1952) questioning the efficacy of non-behavioural "talking" 

therapies (Horvath, 2000). These criticisms precipitated a new chapter in 

psychotherapy research, as investigators made a major effort to evaluate the 

effectiveness of different types of treatment (Bachelor & Horvath, 1999). By the 



1970s, there was compelling evidence that a variety of therapies were helpful for 

psychological problems, as well as little evidence that any one type of therapy was 

vastly superior (Horvath, 2000). This finding logically led to the conclusion that 

therapeutic factors common to all therapies may be responsible for a significant 

amount of therapeutic success (Bachelor & Horvath, 1999). 

These developments led to increasing realisation of the need for a broadly based, 

generic conceptualisation of the therapeutic relationship (Horvath, 2000). Bordin 

provided this formulation with his influential definition of the working alliance, 

introduced above (Bordin, 1979). An important factor contributing to the increasing 

body of empirical research into the therapeutic alliance was the development of audio 

and videotape recording technology, which overcame some of the technical barriers, 

allowing intensive investigation of the content of therapy sessions (Horvath, 1994b). 

1.2.3 Measurement of therapeutic alliance 
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Between the late 1970s and the early 1980s, a number of psychometric instruments 

were independently developed to measure the quality of the therapeutic relationship. 

Patient ratings, therapist ratings, and observer-judgement ratings have all been used to 

measure the therapeutic alliance (Horvath & Luborsky, 1993). Although additional 

instruments have subsequently been developed, the vast majority of researchers 

(Horvath, 1994b) use the five original instruments ( and their derivatives). These 

instruments are: 

(1) The California Psychotherapy Scales. There are two forms of this instrument: the 

California Psychotherapy Alliance Scales ( Gaston, 1991 ), and the California 

Therapeutic Alliance Rating System (Marmar, Weiss, and Gaston, 1989). Construct 

validity for the California Psychotherapy Alliance Scales is somewhat supported by 

empirical results (Gaston, 1991). This instrument consists of five scales: patient 

working capacity, patient satisfaction, goal consensus, working strategy consensus, 

and therapist understanding and involvement, rated on 7-point Likert-type scales 

(Tichenor & Hill, 1989). Patient, therapist, and observer rater versions of the 

instrument have subsequently been developed (Gaston & Marmar, 1994). The 

California Therapeutic Alliance Rating System is an observer-based rating system, 

with raters reviewing recordings of psychotherapy sessions (Gaston & Marmar, 



1994 ). The components of alliance stressed in the California Therapeutic Alliance 

Rating System are the affective and attitudinal aspects of the therapeutic climate. 
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(2) The Penn Helping Alliance Scales (Alexander & Luborsky, 1987; Luborsky, Crits

Cristoph, Alexander, Margolis, & Cohen, 1983). These scales arose from an 

investigation into psychodynamic therapies (the Penn Psychotherapy Project), and are 

based on a psychodynamic theoretical perspective (Horvath, Gaston, & Luborsky, 

1993). Lester Luborsky's work on the concept of the therapeutic alliance influenced 

the development of these scales (Luborsky, McLellan, Woody, O'Brien, & Auerbach, 

1985). This work identified two major features of alliance: the patient's experience of 

the therapist as supportive and helpful; and a sense of working together, or shared 

responsibility for working out treatment goals. The Penn Helping Alliance Scales 

were initially based on raters counting alliance "signs" (e.g., patient statements 

indicating alliance). Later versions of the scale, however, have allowed the rater 

simply to measure the global level of alliance (Horvath, 1994b ). 

(3) The Therapeutic Alliance Scale (Marziali, 1984 ). This was designed to assess 

both positive and negative alliance factors separately, as well as separating the 

therapist's and the patient's contributions (Horvath, 1994b). The Therapeutic 

Alliance Scale was theoretically influenced by both traditional psychodynamic 

concepts of the alliance, and the subsequent work of Bordin (Gaston, 1990). 

(4) The Working Alliance Inventory (Horvath, 1982). This widely used instrument 

was developed specifically to measure the three components of alliance outlined by 

Bordin: goals, tasks, and bonds (Horvath, 1994b). Therefore, it contains three 

subscales: agreement on tasks, agreement on goals, and development of bonds, and is 

a theoretically homogenous scale (Horvath, 1994b ). Each subscale contains 12 items 

that are rated on 7-point Likert-type scales. The Working Alliance Inventory can be 

used to assess the working alliance from the therapist's, patient's, and independent 

observer's perspective (Horvath 1994a). 

(5) The Vanderbilt Therapeutic Alliance Scale, VPPS, VTAS (Hartley & Strupp, 

1983). This is an observer-rated scale, designed to measure the quality of the 

therapeutic alliance from the perspective of trained clinical raters (Henry & Strupp, 



1994), who judge each item using a 6-point Likert-type scale. The VPPSNTAS 

alliance scales originally represented a dynamic/eclectic theoretical framework, and 

were influenced by the work of Hans Strupp and colleagues at Vanderbilt University 

(Strupp, 1974). In its original form (Hartley & Strupp, 1983), the VTAS is a 44-item 

measure with three subscales - therapist, patient, and therapist-patient interaction

that are used to gauge the therapeutic alliance between the therapist and patient. 

8 

The VTAS was modified from the original 44-item VTAS scale by Krupnick et al. 

(1994, 1996). The original scale was modified by these investigators because a 

feasibility study, carried out during a pilot study, indicated that the original VTAS 

was not entirely applicable to cognitive-behavioural therapy or pharmacotherapy, nor 

was its rating manual sufficiently comprehensive. Based on these findings, seven 

items that applied to psychodynamic therapies (five from the therapist subscale and 

two from the patient subscale) were omitted from the modified form of the scale, two 

patient subscale items were modified, and the rating manual was revised to make it 

more appropriate to the range of treatment approaches being investigated (Krupnick et 

al., 1994 ). Additional "decision rules" were added to the rating manual, providing 

examples for each of the treatments. This modification was aimed at increasing 

interrater reliability (Krupnick et al., 1996). 

The present study uses the modified form of the VTAS (Krupnick et al., 1994; 

Krupnick et al., 1996). This scale was selected for use as the alliance measure for the 

following reasons: it is an observer rated scale that has demonstrated inter-rater 

reliability and agreement when used by clinical raters (Hartley & Strupp, 1983). 

Tichenor and Hill (1989) found that three instruments measuring alliance based on an 

observer's judgment (the California Psychotherapy Alliance Scales, the VTAS, and 

the observer form of the Working Alliance Inventory) were equivalent, having high 

internal consistency, high inter-rater reliability, and high correlations with other 

measures of working alliances: "consequently, all three measures are good measures 

of working alliances" (p. 198). Additionally, the VTAS has been specifically 

modified by Krupnick et al. (1994; 1996) to be applicable when rating cognitive 

behavioural therapy and interpersonal psychotherapy sessions. Finally, it includes 

both therapist and patient contributions to the quality of the therapy relationship 

(Krupnick et al., 1994). 



The development of the psychometric instruments introduced above, enabled 

empirical investigation of the quality and the quantity of the therapeutic alliance in a 

variety of therapeutic contexts, as well as investigating the link between alliance and 

outcome (Bachelor & Horvath, 1999). The above measures of therapeutic alliance 

appear to be reasonably reliable. Horvath and Symonds (1991) estimated that across 

24 studies using different alliance measures, the average reliability of the instruments 

was .86. The average correlation of the observer's scales, across 16 studies reporting 

interclass correlations, was .82. Horvath et al. (1993) note that two aspects of the 

therapeutic alliance are common to all of the instruments mentioned above: personal 

attachments or bonds between the patient and therapist; and collaboration, or 

willingness to invest in the therapy process. 

9 

Although no single psychometric measure of alliance has emerged as the best 

predictor of therapy outcome (Horvath, 1994b), there is evidence that not all 

outcomes are equally well predicted by each measure (Safran & Wallner, 1991). In a 

meta-analysis of 24 studies relating the quality of the working alliance to therapy 

outcome, patient-rated measures of alliance predicted patient-reported outcome best (r 

= .31 ), and also predicted observer-rated outcome fairly well (r = .29). Observer

rated measures of alliance predicted therapist-rated outcome best (r = .31 ), and also 

predicted patient-rated outcome fairly well (r = .20). Therapist-rated measures of 

alliance were the least related to any of the outcome indexes: the correlations were .13 

(patient-rated outcome), -.04 (therapist-rated outcome), and -.17 (observer-rated 

outcome) (Horvath & Symonds, 1991). As these correlations indicate, therapist 

perceptions of the quality of the alliance are not closely related to therapy outcome. 

Some possible reasons why this is so will now be discussed. 

1.2.4 Therapist, patient and observer perceptions of therapeutic alliance 

Different perspectives of the therapeutic alliance (i.e., therapist's, patient's, or 

observer's views) are not interchangeable. Tichenor and Hill (1989) compared the 

ratings of therapists, patients, and observers across six instruments and found that the 

three perspectives "clearly did not agree or come to a consensus on what working 

alliance was" (p. 198). These researchers found that the client version and the 

therapist version of the Working Alliance Inventory, although both having high 

internal consistency, were not actually related to each other, or to other measures of 



10 

working alliance. Studies have found that therapists and patients perceive the 

therapeutic relationship differently. Comparisons of patients' ratings and therapists' 

ratings of the therapeutic alliance, have consistently found low agreement (e.g., 

Tichenor & Hill, 1989). It may be that patients do not perceive a therapist's 

interpersonal behaviour the way the therapist intended them to. Predisposing factors 

in patients are likely to be important in determining the patient's reaction to the 

therapist's communication (Bachelor & Horvath, 1999). Additionally, similar factors 

contributing to perceptions and misperceptions of the therapeutic alliance may be 

operative in therapists (Horvath & Luborsky, 1993). 

Multiple studies have found that the patient's view of the alliance appears to predict 

outcome better than the therapist's view (Asay & Lambert, 1999; Blatt, Zuroff, 

Quinlan, & Pilkonis, 1996; Horvath & Symonds, 1991; Luborsky, 1994). It is 

important, therefore, to be aware of factors contributing to the alliance that patients 

perceive as important. In a review of patients' perceptions of psychotherapy, Henry 

and Strupp (1994) comment that "positive attitudes toward the therapist were shown 

to be closely associated with success in therapy. Patients who had successful 

experiences in psychotherapy described their therapists as warm, attentive, interested, 

understanding, respectful, experienced, and active" (p. 53). It is also important to 

note that the specific therapist responses that strengthen the therapeutic alliance vary 

from patient to patient. Therapist attitudes or behaviours such as giving advice, 

showing empathy, and self-disclosure, have generally shown a mixed association with 

outcome. Bachelor and Horvath (1999) assert that these equivocal findings "could 

reflect the differential responsivity of clients and, consequently, the importance for 

therapists of matching attitudes and interventions to the individual client" (p. 144). In 

a study of patients' perceptions of therapist-offered empathy, what was perceived as 

the most meaningful therapist empathic communication varied: some patients 

primarily valued a cognitive-type empathic response, whilst the rest valued either an 

affective-type response, or a nurturant-like therapist response (Bachelor, 1988). This 

highlights the importance of negotiation between patient and therapist regarding the 

tasks and goals of therapy (Safran & Muran, 2000). It also highlights the 

interdependence of relational and technical factors in psychotherapy, suggesting that 

"the meaning of any technical factor can only be understood in the relational context 

in which it is applied" (Safran & Muran, 2000, p. 14). 
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Bachelor and Horvath (1999) suggest that it may be that patients and therapists use a 

different "reference base" when evaluating the quality of the therapeutic relationship. 

They comment that therapists may evaluate the quality of the alliance based primarily 

on their theoretical perspective, whereas patients may judge the relationship based on 

their expectations of the "ideal therapist", or compare the relationship to personal 

friendships they have. Therefore, the therapist's perception of alliance only reflects 

"a normative perspective, whereas the client's knowledge is entirely subjective and 

individualized ... this epistemological difference may account for what appears to be 

divergent assessments of the relationship from the two participants" (Horvath, 2000, 

p. 168). 

Raue, Goldfried, & Barkham (1997) speculate that differences between 
""°'"'---'---

observers and patients in ratings of the quality of the alliance may reflect the 

differing components of the alliance captured by the differing perspectives. 

Observer ratings may reflect more of a cross-sectional "snapshot" of the alliance 

within the session being rated, while patient ratings are likely to reflect the 

cumulative quality of the alliance, incorporating preceding therapy sessions as 

well as the present session (Raue et al., 1997). Safran and Wallner (1991) sum 

up the different perspectives that a patient and an observer have: 

What appears to an outside observer to be a poor alliance may be 

experienced as a good alliance by the participant. Just as beauty is in the 

eyes of the beholder, the important qualities of the therapeutic relationship 

appear to be in the eyes of the patient (p. 194). 

I. 2. 5 Summary 

In recent decades, there has been a growing realisation of the role that non-specific 

"process" factors play in psychotherapy, alongside the role of specific therapeutic 

techniques. The development of psychometric instruments with empirically 

established validity and reliability to measure the level of therapeutic alliance, has 

contributed to the growing empirical research regarding the role of the therapeutic 

alliance in psychotherapy. An important finding from this research is that therapist, 

patient, and observer perspectives of the quality of the therapeutic alliance are not the 

same. In a clinical setting, this knowledge highlights to therapists the importance of 



eliciting the patients' view of the therapeutic alliance, rather than assuming that the 

patient's view of the relationship will be equivalent to their own. 

1.3 Relationship between Therapeutic Alliance and Therapies for Depression 

12 

The term depression, as used in this review, refers primarily to the disorder defined in 

the Diagnostic and Statistical Manual of Mental Disorders - 4'h Edition, DSM-IV 

(American Psychiatric Association, 1994). Most research reviewed in this project 

involves major depression (one or more major depressive episodes). Major 

depressive episodes are diagnosed if an individual displays a minimum number of 

symptoms from a specific list of diagnostic criteria, including features such as feelings 

of sadness, anger, or guilt; change in appetite, or sleeping patterns; difficulty 

concentrating, or making decisions; and suicidal ideation. 

Psychotherapy has been an important part of treatment for individuals with depression 

prior to, and continuing after, the discovery of antidepressant medications (Shea, 

Widiger and Klein, 1992). In recent decades, however, there has been modification of 

psychotherapeutic strategies, leading to therapy strategies designed specifically for the 

treatment of depression (Shea et al., 1992). This has included the development of 

manuals outlining the specific treatment techniques and strategies of various therapy 

types, allowing the treatments to be uniformly applied and evaluated in controlled 

studies (Shea et al., 1992). Frequently studied treatment approaches for depression 

include various behaviour therapies ( e.g., Hoberman & Lewinsohn, 1985), cognitive 

therapy (Beck, Rush, Shaw, & Emery, 1979), and interpersonal psychotherapy 

(Klerman, Weissman, Rounsaville, & Chevron, 1984). A substantial body of 

literature verifying the efficacy of these treatment approaches for depression exists 

(see Shea et al.). The ability of naive raters to identify distinct and theoretically 

meaningful differences between cognitive behavioural therapy for depression, and 

interpersonal psychotherapy for depression, has been confirmed (DeRubeis, Hollon, 

Evans, & Bemis, 1982). 

There are differing views regarding the function of the therapeutic alliance within 

psychotherapy. Two major functions of the alliance in psychotherapy have been 
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proposed. Firstly, that the therapeutic alliance is therapeutic in and of itself, a position 

arising from Roger's model of client-centred psychotherapy (Rogers, 1951 ). 

Secondly, that the alliance is a prerequisite for effective therapeutic interventions. 

This position proposes that the therapeutic alliance interacts with therapeutic 

interventions, to enable these interventions to be successful (Gaston, 1990; Gaston et 

al. 1995). This is the view of the therapeutic alliance held by the cognitive 

behavioural theoretical position (Gaston et al. 1995; Wright & Davis, 1994). 

1. 3.1 Cognitive behavioural therapy and therapeutic alliance 

Cognitive behaviour therapy (CBT), as developed by Aaron Beck and colleagues 

(Beck et al., 1979), is based on the theory that distorted patterns of thinking 

(cognitions) underlie, and maintain, symptoms of depression. Cognitive theory 

assumes that an individual's cognitions affect his/her mood, which in turn affects 

his/her behaviour (Elkin, Parloff, Hadley, & Autry, 1985). Therefore, symptom relief 

( emotional and behavioural change) can be achieved by identifying and replacing 

unrealistically negative cognitions. Specifically, Beck asserts that depressed 

individuals present with a negative cognitive triad - unrealistically negative views 

about the self, the world, and the future (Beck et al., 1979). These negative cognitions 

are derived from maladaptive attitudes or beliefs (schema), which are developed from 

early learning experiences. An example of a maladaptive schema is the core belief 

that an individual may have that "I am inadequate". Maladaptive schemas distort the 

processing of in-coming information in the individual (Biggs & Rush, 1999). Thus, 

Beck asserts that depressed individuals have cognitive distortions in their perceptions, 

which may be seen in their negative automatic thoughts. Examples of cognitive 

distortions include dichotomising (viewing situations as either completely good or 

completely bad), or selective thinking (focusing only on the negative aspects of a 

situation or event). 

Cognitive therapy focuses on teaching patients to identify their specific negative 

automatic thoughts and cognitive distortions. Once patients are aware of their 

individual habitual thinking patterns, various techniques are taught to them to assist 

them to reality-test, challenge, and re-structure their cognitions, and the schema 

underlying these cognitions. The patient learns to cope more realistically and 

adaptively with problems that he/she had previously considered overwhelming (Elkin 
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et al., 1985). This provides symptom relief as well as providing some protection from 

relapses of depression (Biggs & Rush, 1999). The cognitive behavioural therapist 

may also use behaviour modification techniques. For example, graded behavioural 

tasks may be assigned to the patient to counteract psychomotor retardation (Ablon & 

Jones, 1999), and modelling and reinforcement are used to shape targeted behaviours 

(Elkin et al., 1985). Key characteristics of CBT therapy is that it is a time-limited (15-

20 sessions), structured, directive, collaborative, manual-based approach to therapy, 

and it requires the patient to carry out assignments between sessions (Beck et al., 

1979). 

Historically CBT, especially behavioural therapy, has placed relatively little emphasis 

on the therapeutic alliance (Horvath, 2000). However, the importance of a 

collaborative working relationship has been a focus since the development of 

cognitive therapy by Aaron Beck and his colleagues. The therapeutic relationship is 

conceptualised as collaborative in CBT, in that the therapist and patient work as a 

team (Beck et al., 1979). Beck and Freeman (1990) assert that "one of the cardinal 

principles of cognitive therapy is instilling a sense of collaboration and trust in the 

patient" (p. 64). The patient's role in CBT is to explore openly their thoughts, 

feelings and behaviour, and the therapist's role is to coach the patient to recognise and 

alter any maladaptive patterns of thinking and behaviour (Ablon & Jones, 1999; Raue 

& Goldfried, 1994). 

Cognitive behavioural therapists have typically viewed the alliance as a necessary 

prerequisite for applying specific techniques ( e.g., Beck, et al., 1979; Gaston et al., 

1995). Thus, the therapeutic bond between therapist and patient is a means to 

facilitate other important aspects of the change process (Raue & Goldfried, 1994). 

Firstly, the alliance serves to increase the reinforcement value of therapists, leading to 

greater ability to influence the behaviour of patients. Secondly, therapists can 

influence patients through modelling appropriate behaviour in the therapeutic 

relationship. Thirdly, a positive alliance promotes positive patient expectancies, 

which can encourage the patient's belief that change is possible. Another important 

function of a positive therapeutic alliance is to assist the therapist in managing patient 

resistance (i.e., any attitude or behaviour of patients that counters the change process). \( () f1 _ 

For example, an unwillingness to express thoughts and feelings (Raue & Goldfried, ( ,._,.J-J,,">'~-f 
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1994). A review of empirical studies, aimed at investigating the characteristics of the 

therapeutic relationship in CBT, concluded: 

The therapeutic relationship in cognitive behavioral treatment appears to be 

characterised by an active, directive stance on the part of the therapist, high 

levels of support, and high levels of empathy and unconditional positive 

regard. There is no empirical evidence for the stereotype of cognitive

behavior therapists as being more superficial, colder, or more mechanical 

... than of therapists from other psychotherapy orientations (Keijsers et al., 

2000, p. 268) ... 

1.3.2 Interpersonal psychotherapy and therapeutic alliance 

Interpersonal Psychotherapy (IPT) is a brief (12-16 week), focused, manual-based 

individual psychotherapy, developed for the treatment of patients who are currently 

suffering from a major depressive episode (Klerman et al., 1984). IPT intervenes at 

the level that is assumed to be maintaining the depressive symptoms in an individual, 

namely interpersonal problems. IPT is a symptom-focused therapy, and uses the 

connection between an individual's depressive symptoms and their interpersonal 

problems as a treatment focus (Ablon & Jones, 1999). In comparison with CBT, 

which has an intrapersonal focus, the focus of IPT is on the interpersonal functioning 

of the patient. Rather than an active "coach like" stance, the therapist's stance in IPT 

is comparatively nondirective (Rounsaville, O'Malley, Foley, & Weissman, 1988). 

As opposed to psychodynamic therapy, which has an emphasis on early 

developmental experiences, the therapeutic focus in IPT is on current social 

relationships, or the "here and now" (Elkin et al., 1985). 

IPT has three phases of treatment. The first phase (1-3 sessions) consists of an 

interpersonal and diagnostic assessment, particularly reviewing the patient's 

interpersonal functioning (Weissman, Markowitz, & Klerman, 2000). In this 

assessment phase, the therapist and patient together identify which one of four 

problem areas is the most relevant to focus on for the next phase of therapy. The 

middle phase of IPT focuses on one of these problem areas: grief following the death 

of a loved one; disputes ( conflicts with a significant person in the patient's life); role 

transitions ( changes in life situations); and interpersonal deficits (significant social 

skills problems) (Ablon & Jones, 1999; Weissman et al., 2000). The third phase of 



therapy is aimed at recognising and consolidating treatment gains, addressing 

termination issues, and identifying preventative strategies against depression for the 

future (Ablon & Jones, 1999). 
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The goals of therapy depend on the specific problem area that the patient and the 

therapist have agreed will be the focus of therapy. The goals of therapy, if the 

problem area is grief, are to facilitate the mourning process, and to encourage the 

patient to develop new activities and relationships. With regard to disputes, the 

therapy goals are to help the patient explore the disputed relationship(s) and 

encourage the patient to consider ways to resolve or manage the conflict, and/or to 

consider ending the relationship if the dispute cannot be resolved or managed. If role 

transitions are the interpersonal problem area, the goals are to assist the patient in 

mourning and accepting the loss of the old role, guide the patient to consider the 

positive and negative aspects of the new role, and to develop mastery of the new role. 

With regard to interpersonal deficits, the goals of therapy are to reduce the patient's 

social isolation, and to encourage the patient to form new relationships and increase 

their social network. 

The role of the therapeutic alliance in IPT is similar to its role in CBT. A positive 

alliance is used to facilitate other therapeutic strategies. At times in IPT, however, the 

therapeutic alliance may play a curative role in and of itself. This direct focus on the 

therapeutic relationship is to be expected, given the interpersonal focus of this type of 

therapy. "Use of the therapeutic relationship" is named as a specific therapy_strategy ___..,.....,~ ~ 

(Weissman et al., 2000, p. 131 ). In this technique, the patient's feelings about the 

therapist or the therapy are the focus of discussion. The patient's thoughts, feelings, 

expectations, and behaviour regarding the therapeutic relationship are examined: 

Insofar as they represent a model of the patient's characteristic ways of 

feeling and/or behaving in other relationships ... the interaction between the 

therapist and the patient can be used to help the patient learn about other 

relationships (Weissman et al., 2000, p. 132). 

For a patient with interpersonal deficits, role-playing and modelling of social skills 

within the therapeutic relationship are an important treatment strategy (Weissman et --- _________ ,. -··- . -··- ·. 

al., 2000), therefore the alliance can be considered to play a curative role. 



Nonetheless, in IPT the patient - therapist relationship is not the primary focus of 

treatment and techniques that directly examine it are only used sparingly. 
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Weissman et al. (2000) describe the therapist's stance in IPT as a nonjudgmental, 

helpful ally who communicates warmth and unconditional positive regard. The 

therapist is optimistic and supportive, using reassurance and direct advice (Weissman 

et al., 2000). Thus, the formation of a positive therapeutic alliance is emphasised in 

IPT. Specific IPT therapist techniques include direct and indirect exploration, 

encouragement of affect, decision analysis, and communication analysis (Weissman et 

al., 2000). Ablon and Jones (1999), in their study of the psychotherapeutic process in 

CBT and IPT, reported, "our results also suggest that IPT represents a kind of 

"common factor" or Rogerian ... treatment with an emphasis on empathy, support, 

and non-judgemental acceptance from the therapist" (p. 72). 

1. 3. 3 Level of therapeutic alliance across different therapies 

The conclusion from the literature examining the level of alliance across varying 

therapy types suggests that the level of alliance is surprisingly similar in different 

psychotherapies, such as behavioural, eclectic, and dynamically oriented therapies 

(e.g., Horvath, 1994; Salvio, Beutler, Wood, & Engle, 1992). Salvio et al. (1992) 

measured the patient's perception of the alliance in three treatments for depression: 

cognitive, focussed expressive (Gestalt), and supportive/self-directed therapies. 

Results based on both of the scales used (the Barrett-Lennard Relationship Inventory, 

and the Working Alliance Inventory), failed to indicate any significant difference in 

quality of the alliance between the three therapies. Similarly, Marmar, Gaston, 

Gallagher, and Thompson (1989) found that the quality of the alliance (measured with 

the California Psychotherapy Alliance Scales; from the patient and the therapist's 

perspective) was not significantly different between behavioural, cognitive, and brief 

dynamic therapies for older depressed adults. Krupnick et al. (1996) examined the 

role of the therapeutic alliance with depressed outpatients who received IPT, CBT or 

pharmacotherapy (imipramine). These investigators found that there were no 

significant differences in mean level of the therapeutic alliance observed in either type 

of psychotherapy, or pharmacotherapy with clinical management. In contrast, Raue et 

al. (1997) did find a difference in the level of alliance across treatment types. These 

authors found significantly higher levels of therapeutic alliance in CBT than in 
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psychodynamic-interpersonal therapies for depression (using the observer form of the 

Working Alliance Inventory). To summarise, there is little compelling evidence that 

level of alliance differs across therapy types, as the majority of findings indicate that 

the quality of therapeutic alliance is similar across psychotherapies. 

1. 3. 4 Relationship between therapeutic alliance and therapy outcome 

There is strong agreement that therapeutic alliance is an essential component in the 

effectiveness of psychotherapy (Krupnick et al., 1996). A positive therapeutic 

alliance has been associated with positive therapeutic outcome across a variety of 

therapy modalities, and with a variety of patient populations (Asay & Lambert, 1999; 

Barber, Connolly, Crits-Cristoph, Gladis, and Siqueland, 2000; Horvath & Greenberg, 

1994; Horvath & Symonds, 1991; Safran & Muran, 2000). It is important to note that 

the studies reviewed in the following section have used participants with a variety of 

psychiatric diagnoses, and therefore these samples of participants may differ from 

those in the present study, who all had a diagnosis of Major Depression. 

Unfortunately, few studies have examined the relationship between alliance and 

outcome with samples of participants who have all received a diagnosis of Major 

Depression. 

The quality of the therapeutic alliance does not appear to be solely a by-product of 

therapeutic success. That is, patients do not appear to have a positive perception of 

the therapeutic alliance only because the therapy is helpful (Bachelor & Horvath, 

1999). In a study of older, depressed adults, multiple regression analyses were 

conducted and it was found the quality of the therapeutic alliance contributed to the 

success of therapy over and above concurrent therapeutic gains (Gaston, Marmar, 

Thompson, & Gallagher, 1991). In five retrospective studies, patients were asked 

what they believed had been the most beneficial aspect of the cognitive-behavioural 

therapy they had received. All five studies reported that patients had found the 

relationship with their therapist more helpful than the CBT techniques that were used 

(Keijsers et al., 2000). 

Generally, studies have found that the quality of the alliance is established early in 

therapy and remains relatively constant ( e.g. Salvio et al. 1992). In addition, 

DeRubeis and Feely (1991) found that the level of alliance measured in an early 
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session of cognitive therapy for depression was predictive of outcome, but ratings of 

alliance measured in later sessions of therapy were not. 

Horvath and Symonds (1991) conducted a meta-analysis of 24 clinical studies 

published between 1975 and 1991 in which the relationship between therapeutic 

alliance and outcome was analysed. The disorders of the participants in these studies 

were not specifically identified, however they included features of anxiety and 

depression. A moderate but reliable association was found between a strong working 

alliance and a positive therapeutic outcome, with a moderate overall effect size of .26 

~· The degree of association between alliance and outcome was not related to 

sample size, length of treatment, or whether the study was published. Luborsky 

(1994) reviewed 18 studies between 1976 and 1994, examining the ability of 

therapeutic alliance measures to predict the outcome of psychotherapy. The 

psychiatric diagnoses of the participants in these studies was not specified. Luborsky 

found that the level of prediction was between approximately .20 and .45, indicating 

that the level of alliance between the patient and the therapist has a moderate ability to 

predict the therapeutic outcome for that patient. In a meta-analysis, Martin, Garske, 

and Davis (2000) reviewed the data from 79 studies between 1977 and 1997 that 

examined the relationship between alliance and outcome. Fifty-eight were published 

studies and 21 were unpublished studies. The disorders the participants in these 

studies were diagnosed with varied, and included depression and anxiety disorders. 

The results indicated that the overall relation of therapeutic alliance with outcome was 

moderate ( effect size = .22) but consistent. This relationship did not appear to be 

influenced by other moderator variables, such as the type of outcome measure used in 

the study ( e.g., mood scale, symptom scale, global scale), the type of alliance rater 

(e.g., patient, therapist, or observer), the time of the alliance assessment (e.g., early, 

middle, or late sessions, or averaged across sessions), or the type of psychotherapy 

provided. 

In contrast, a minority of studies have found that moderator variables influence the 

relationship between therapeutic alliance and outcome. For example, Krupnick et al. 

( 1994) found that type of therapy was a moderator variable influencing the 

relationship between alliance and outcome. Therapeutic alliance scores were higher 

in improved than in non-improved depressed patients following IPT but not CBT, in 
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this NIMH pilot study. However, in a further NIMH study, Krupnick et al. (1996) 

found that therapeutic alliance had a significant and similar effect on therapeutic 

outcome for both IPT and CBT, as well as for active and placebo pharmacotherapy 

with clinical management. As an explanation for these conflicting findings, Krupnick 

et al. ( 1996) comment that the pilot study: 

Used only a subset of extreme outcome cases, whereas this main study used 

the full range of participants and outcomes and a much larger number of 

participants ... producing a more representative sample; thus, it is a better 

test of the hypotheses (p. 537). 

A minority of empirical studies have not found an association between alliance 

and outcome (e.g. Feeley, DeRubeis & Gelfand, 1999). In one study of the 

temporal relationship of alliance to symptom change in cognitive therapy for 

depression, it was found that the level of alliance, measured early in the therapy 

process (session 2), did not significantly predict subsequent symptom change, 

although there was a trend in this direction. These investigators argued that "to 

the extent that a relation existed, the helping alliance behaved more like a 

product of, rather than a cause of, symptom change" (Feeley et al., 1999, p. 

581). Therefore, it is possible that symptom improvement contributes towards a 

positive alliance, rather than a positive alliance contributing to a positive 

outcome. 

It is important to note that some theorists have suggested caution when 

interpreting findings relating to the ability of the level of alliance to predict 

outcome: 

The robustness of the alliance as a predictor variable might, however, stem 

from its connection to a number of heterogeneous therapist, process and 

patient variables ... the empirical strength of the variable might thus have 

been obtained at the expense of its theoretical meaningfulness (Hougaard, 

1994, p. 81). 

1.3.5 How therapeutic alliance and outcome may be related 

As well as being ameliorative in and of itself, the emotional atmosphere produced by, 

and reflective of, the therapeutic alliance can serve as a catalyst, "mediating the 
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effectiveness of specific technical interventions" (Henry & Strupp, 1994, p. 53). The 

interpersonal interaction of the therapeutic relationship~_the context in which the 

therapeutic techniques and strategies gain meaning and effectiveness (Wright & 

Davis, 1994 ). Empirical research has established that therapist relational qualities 

identified by Rogers - such as empathy, warmth, and genuineness - play an 

important, if not sufficient, role in therapeutic change in most psychotherapies. 

Related constructs, such as "understanding" and "involvement" have also been linked 

to positive therapeutic outcome (Gaston & Marmar, 1994). Studies have also shown 

that therapist competence is correlated with quality of therapeutic alliance. Therapist 

adherence to protocol and a positive therapeutic alliance are the major components of 

therapist competence (Shaw et al., 1999). 

Intuitively, it seems likely that a therapist who can facilitate a productive dialogue 

with a patient, which leads to understanding and agreement regarding therapeutic 

goals and roles, is more likely to contribute to a positive therapeutic outcome than a 

therapist who does not have these qualities (Asay & Lambert, 1999). If a therapist 

and a patient can collaboratively agree on therapy goals, it makes sense to think that 

the patient will have more motivation - and thus be more likely to reach - these 

therapy goals. Barber et al. (2000) do note, however, that the association between 

symptomatic improvement and level of alliance is likely to be complex. In their study 

of patients with anxiety, mood, or personality disorders, patients who improved 

symptomatically during therapy typically had a stronger bond and greater 

collaboration with the therapist, indicating stronger therapeutic alliance, which in term 

led to symptomatic improvement. 

Some specific ways that a positive alliance may interact with cognitive therapy 

techniques, with depressed patients, have been suggested by Rector, Zuroff, and Segal 

(1999). These authors suggest that appropriate warmth and empathy shown from the 

therapist toward the patient may contribute to correcting the depressed patient's 

cognitive distortions about the self in relationships. In addition, a positive therapeutic 

alliance is likely to facilitate greater disclosure and active collaboration from the 

patient in targeting and correcting dysfunctional attitudes. 



1.3.6 Summary 

Although the specific function of the therapeutic alliance in varying therapy 

modalities differs, empirical findings suggest that the level of alliance is not 

significantly different across therapy types. Regarding CBT and IPT specifically, 

despite differing theoretical underpinnings, therapist stances, and therapy goals and 

techniques, both of these therapies for depression emphasise the importance of a 

strong, collaborative therapeutic alliance between the patient and the therapist. The 

consistent association found between therapeutic alliance and therapy outcome in 

empirical research, emphasises both the theoretical and clinical impmtance of the 

therapeutic alliance as an area of research. 

1.4 Therapist Influences on Therapeutic Alliance 
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Therapist interpersonal traits of acceptance, warmth, and empathy are fundamental in 

the development of a positive therapist - patient alliance (Asay & Lambert, 1999). 

These therapist qualities are often described as "common" or "non-specific" treatment 

factors and are required for an atmosphere of trust to be established (Bachelor & 

Horvath, 1999). It makes sense that a therapist who is able to communicate waimth, 

understanding, and positive feelings towards a patient, will be able to form a positive 

and collaborative relationship with that patient. 

In addition, therapists also contribute their professional expertise (i.e., technical skills) 

to the establishment of the therapeutic relationship (Horvath, 2000). Certain therapist 

attributes have been found to relate to therapist competency, especially self

integration, anxiety management, conceptualising skills, empathy, and self-insight 

(Van Wagoner, Gelso, Hayes, & Diemer, 1991, cited by Bachelor & Horvath, 1999). 

In a review of the psychotherapy literature, Keijsers et al. (2000) conclude that 

therapist expertise is a major patient-perceived therapist characteristic, predicting both 

patients' compliance with therapy, and treatment outcome. 

Certain therapist stances have also been linked with ruptures in the therapeutic 
~--.f\~i 

alliance. Ruptures are defined by Bachelo~,.j Horvath (1999) as major strains in the 

therapeutic relationship - more frequent and/or more intense than the minor 
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fluctuations and misunderstandings that commonly occur in the patient - therapist 

relationship. Therapist communications and behaviours that have been shown to 

contribute to ruptures in the therapeutic relationship include errors in technique, and 

behaviours that are critical, attacking, rejecting, or blaming (Najavits & Strupp, 1994). 

The psychodynamic literature has studied these factors under the label "counter

transference", meaning the influence of personal factors that bias a therapist's 

perceptions and judgments of a patient (Bachelor & Horvath, 1999). In order to 

minimise counter-therapeutic responses, it appears important that therapists are aware 

of their own interpersonal dynamics and vulnerabilities (Bachelor & Horvath, 1999). 

1.5 Patient Influences on Therapeutic Alliance 

From a clinical viewpoint, one of the most important aspects of the therapeutic 

alliance is the extent to which a patient's pre-therapy characteristics influence the 

quality of the therapeutic relationship that is established (Horvath, 1994b ). 

Identifying patient factors associated with difficulties in establishing a productive 

alliance, alerts clinicians as to when they are likely to need to take extra effort to 

establish a positive alliance. A wide range of patient factors have received theoretical 

attention in the alliance literature. These characteristics are only starting to be 

investigated empirically, however (Bachelor & Horvath, 1999), and the empirical 

search for consistent predictors has so far proven to be elusive (Shea, Elkin, & Satsky, 

1999). This review will not give a comprehensive account of all possible patient 

alliance-relevant factors. Rather, it will examine some of the variables that have 

received empirical attention in the alliance literature to date. These include 

sociodemographic characteristics of patients, the severity and chronicity of their 

psychiatric symptoms, and patient personality variables. 

1. 5.1 Sociodemographic characteristics 

There is a sparse literature regarding the effect of patient demographic variables on 

the level of alliance. The existing literature examining the relationship between 

patient age and level of alliance has not consistently found that the age of a patient has 

a significant impact on the therapeutic process (Bachelor & Horvath, 1999; 

Sonnenberg, 1997). 
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There are few studies specifically examining the influence of patient gender on the 

level of alliance formed in psychotherapy. The findings of the three following studies 

suggest, in differing ways, that gender may be a relevant patient factor to examine 

with regard to therapeutic alliance. Calvert (1997) examined the effect of patient 

gender on clinician predictions of working alliance, with hypothetical case 

descriptions of patients with either Borderline Personality Disorder (BPD) or Post

Traumatic Stress Disorder (PTSD). Participants (218 psychologists) were asked to 

read identical case descriptions, and predict working alliance using a subscale of the 

Working Alliance Inventory, and a Countertransference Scale (CTF). The cases were 

presented in one of four ways: Female patient with BPD, Male patient with BPD, 

Female patient with PTSD, and Male patient with PTSD. The hypothesis formulated 

was that clinicians would have more negative predictions for the female patient with 

BPD than for any other condition. This hypothesis was only partially supported. 

Overall, clinicians had more negative CTF predictions for female patients with BPD 

but did not have more negative working alliance predictions for female patients with 

BPD. Further analyses indicated that female clinicians had less positive predictions 

for female BPD patients than any other group, whereas male clinicians had less 

positive predictions for male patients with BPD than any other group. 

An interesting study by Kahn (1995) studied id-e~tiflectthe patient factors therapists 

considered contributed to either "inspiring" or "non-inspiring" patients. As well as 

therapists reporting a stronger alliance with inspiring patients (based on the therapist 

subscale of the Working Alliance Inventory), the patients selected as inspiring by 

therapists were similar to themselves with regard to gender, ethnicity, and occupation. 

Heatherington, Stets, and Mazzarella (1986) examined the interpersonal evaluations 

of, and therapeutic outcome expectancies for, new patients in an outpatient mental 

health agency by male and female therapists. These investigators were interested to 

see whether women were perceived more favourably as patients than men were. The 

rationale for this research was based on prior findings reported by Heatherington et al. 

(1986), suggesting that hypothetical male "patients" may be perceived as less 

competent and less motivated for therapy than their analogous female counterparts 

(Steams, Penner, & Kimmel, 1980, cited by Heatherington et al., 1986). 

Heatherington et al. (1986) reported that: "New male clients are ascribed less 
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favorable interpersonal characteristics than females, including poorer social skills, and 

are expected to remain in brie/treatment for less time" (p. 254). 

In summary, the studies reviewed above suggest that the gender of the patient and/or 

of the therapist may influence at least certain aspects of the therapeutic relationship 

that develops. The nature of an association between patient gender and alliance, 

though, is not clear from the inconsistent findings reported above. 

1.5.2 Depression characteristics 

There is some evidence in the alliance literature that the greater a patient's 

psychological distress, the more difficulty there will be in establishing a productive 

therapeutic alliance with that patient. However these findings are conflicting 

(Bachelor & Horvath, 1999). Rector et al. (1999) found that higher levels of pre

treatment depressogenic beliefs were associated with poorer ratings of the therapeutic 

bond, but not associated with the goals and tasks dimensions of the therapeutic 

alliance. Eaton, Abeles, and Gutfreund (1988), in a study of the impact of patient pre

treatment symptomatology on the therapeutic alliance, found that the higher the pre

treatment symptomatology, the lower the patient's positive contribution and the 

higher the patient's negative contribution to therapeutic alliance. These authors also 

found that patient depression severity was not associated with the therapist's 

contribution to the alliance. In terms of chronicity of illness, Sonnenberg (1997) 

found that the percentage of time connected to mental health services influenced the 

level of therapeutic alliance. It is plausible that the level of patient chronicity 

negatively influenced the level of alliance, however Sonnenberg does not specify the 

direction of the influence, so it cannot be conclusively stated. 

In their study of psychotherapy for patients with depression and/or anxiety, Raue and 

Goldfried (1994) found that severity of patient symptoms negatively correlated with 

level of alliance, but only in the psychodynamic-interpersonal therapy condition, and 

not in the CBT condition. As an explanation for this finding, these authors suggest 

that more symptomatic patients may be less willing and less able to explore emotional 

issues underlying their intra- and interpersonal difficulties, which is a focus of 

psychodynamic-interpersonal therapy. In contrast, the level of symptoms may 
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interfere less with the quality of the alliance in CBT, as one of the mutually agreed-on 

goals in CBT is the reduction of depressive symptomatology (Raue & Goldfried). 

Some studies have not found a significant association between the severity of a 

patient's depressive symptoms and the level of alliance that subsequently develops 

(e.g. Gaston, Marmar, Thompson, & Gallagher, 1988). Horvath (2000) states that 

"most studies indicate ... that the severity of the client's symptoms do not have a very 

strong impact on the development of a positive alliance" (p. 171). In a study of the 

relation between patient pre-treatment characteristics and alliance in a sample of 

elderly depressed outpatients, Gaston et al. (1988) found that the pre-treatment level 

of symptoms was not correlated with either the patient's commitment to treatment, or 

to the patient's working capacity across the three treatment conditions (behavioural, 

cognitive, and brief dynamic psychotherapy). These authors concluded: 

Clinically, the lack of an association between degree of initial 

symptomatology and the quality of the patient contribution to the alliance 

suggests that the intensity of depressive symptoms before treatment is not a 

useful criterion for selecting patients for brief psychotherapy (p. 487). 

1.5.3 Personality characteristics 

The term personality disorder (PD), as used in this review, refers to the personality 

disorders defined in the DSM-IV (American Psychiatric Association, 1994). The 

general diagnostic criteria for personality disorders (PDs) are as follows: enduring, 

inflexible, pervasive patterns of inner experience and behaviour that deviate markedly 

from the expectations of an individual's culture. These patterns are long-standing, 

and are manifested in cognition, affectivity, interpersonal functioning and impulse 

control. Additionally, these patterns of inner experience and behaviour lead to 

significant distress or impairment in social, occupational, or other important areas of 

functioning. Although DSM conceptualisations of PDs are of syndromal, categorical 

constructs, there is debate in the literature as to whether PDs should be classified 

categorically or dimensionally. Some authors have argued for a dimensional 

approach to PD classification, to allow the continuous nature of personality traits to be 

emphasised (Shea et al., 1992). The categorical classification of PDs means that PD 

symptoms frequently overlap in individuals, often leading to multiple PD diagnoses in 

one individual (Sato, Sakado, & Sato, 1993). 
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Personality disorders have been grouped in the DSM-IV into three clusters of 

diagnoses, based on the similarity of the personality features: Cluster A contains PDs 

that are characterised by odd or eccentric behaviours; Cluster B PDs are characterised 

by dramatic or erratic behaviours; and Cluster C PDs are characterised by anxious 

behaviours. Each individual PD within these clusters is defined by a specific set of 

diagnostic criteria. 

I. 5. 4 Co-morbidity of mood disorders and personality disorders 

Most studies reporting rates of co-morbid PDs in individuals with depression are 

based on clinical samples. In samples of both inpatient and outpatient depressed 

patients, high rates of PDs are typically found (Shea et al., 1992). Estimates reported 

range from 23% to 87%, with most studies reporting at least 30% (Shea et al., 1992). 

The major theoretical hypotheses that have been suggested to explain the high rates of 

co-morbid PDs found in samples of depressed individuals, are as follows: 

( 1) The predfaposition hypothesis states that the presence of a PD creates a 

vulnerability, predisposing that patient to depression. This hypothesis is often 

associated with psychodynamic models of mental illness (Zweig & Hillman, 1999). 

(2) The "scar" hypothesis asserts that PDs result from depression, and represent the 

complication or "scar" of the depression on the individual's personality, subsequently 

leading to a PD (Goldstein, Gruenberg, & Bruss, 2000; Zweig & Hillman, 1999). (3) 

The subclinical hypothesis is associated with biological models of mental illness, and 

argues that PDs are subclinical, or prodromal forms of related Axis I disorders. The 

co-morbid disorders therefore share a common biological substrate (Zweig & 

Hillman, 1999). (4) The life event/trauma hypothesis also proposes a common 

substrate between disorders. However, in this model, mood disorders and PDs are 

both proposed to result from severe, recurrent stressors, particularly in childhood 

(Zweig & Hillman, 1999). (5) The modifier hypothesis suggests that Axis I and Axis 

II syndromes coexist, with one disorder modifying the expression of the other (Zweig 

& Hillman, 1999). Studies have established that the co-morbid presence of a PD in 

individuals with depression impedes their treatment responsiveness ( e.g., Sato et al., 

1993). (6) PD's and depression are distinct conditions and coexist either because of 

chance, or independent causes (Goldstein et al., 2000). 
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1.5.5 Influence of personality disorders on the therapeutic alliance 

Intuitively, it seems likely that the presence of personality dysfunction in a patient 

will affect the quality of the patient-therapist relationship. Individuals with PDs are 

known to be more prone to distorted perceptions of other people. In fact, it has been 

suggested that relational problems reflect the very core of the psychopathology of 

individuals with PDs (Zweig & Hillman, 1999). Personality dysfunction clearly 

affects the nature of an individual's interpersonal functioning. The presence of 

interpersonal skills, for example the ability to invest energy and caring into 

relationships, to have positive attachments to others, and to trust others, are likely to 

influence a patient's capacity for successful engagement in the therapeutic 

relationship (Bachelor & Horvath, 1999). 

The following section of this introduction will briefly review research studies that 

have examined the relationship between patient personality dysfunction and 

therapeutic alliance. The aim of this review is to establish whether there is an 

empirical basis for the assertion that patient personality dysfunction negatively 

influences the establishment of a positive alliance. Various explanations for an 

association between personality dysfunction and poor therapeutic alliance will be 

reviewed. The effect that specific DSM-IV PD clusters may have on the quality of 

the alliance will also be discussed. 

Various measures of interpersonal functioning, such as social adjustment, and the 

capacity to engage in an intimate or stable relationship, have shown a positive and 

moderate correlation with a patient's level of collaboration in therapy (Bachelor & 

Horvath, 1999). Andreoli, Gressot, Aapro, and Tricot (1989) investigated the effect 

of DSM-III-R patient PD diagnosis as a predictor of clinical outcome in 78 psychiatric 

inpatients. They found that the presence of a PD significantly predicted poorer 

working alliance, as well as poorer global outcome at follow up. Horvath and 

Luborsky (1993), in a review of the literature examining the role of alliance in 

psychotherapy, reported that both patient personality variables (such as motivation 

and attitudes) and interpersonal patient variables ( such as quality of social 

relationships and family relations) have similar and significant effects on the alliance, 

with correlation coefficients of approximately .30. Hostility, or a hostile-dominant 

personality type, has been negatively associated with the quality of the therapeutic 
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alliance (Muran, Segal, Wallner-Samstag, & Crawford, 1994). Patients with more 

extreme levels of hostile interpersonal behaviours are more likely to misperceive the 

positive aspects of the therapist's helping behaviour and selectively attend, and 

respond, to any negative aspects. Moreover, the more extreme/abnormal a patient's 

interpersonal behaviour, the more both patient and therapist are likely to perceive a 

less positive working alliance (Kiesler & Watkins, 1989). 

One reason why the presence of patient personality dysfunction may be associated 

with lower alliance, concerns the ability of personality-disordered patients to form 

healthy and productive relationships: "By definition, these patients have more 

difficulty establishing and maintaining relationships, which ... is an important part of 

the treatment" (Shea et al., 1992, p. 863). Individuals who have difficulty maintaining 

social relationships are known to be less likely to form strong a strong alliance with a 

therapist (Horvath, 1994b ). Patient PDs may also have an influence on the therapist's 

ability to build a productive therapeutic alliance. A study, cited by Shea et al. (1992), 

found that therapist competency ratings during IPT were lower for patients rated as 

difficult in the early stages of therapy (Foley et al., 1987). Thus, the interpersonal 

difficulties associated with the PD that the patient has, are the very difficulties that are 

likely to negatively impact on the working alliance within therapy sessions. 

I. 5. 6 Influence of personality disorder clusters on the therapeutic alliance 

As the interpersonal characteristics of each of the PD clusters are different, it is useful 

to examine the specific therapeutic alliance difficulties that are likely to be associated 

with each PD cluster. Cluster A and cluster B PDs are most widely cited in the 

alliance literature. Therefore, these clusters will be the focus of the review. 

Cluster A PDs are grouped together as the odd/eccentric cluster of PDs in the DSM

IV, and include Paranoid, Schizoid, and Schizotypal PDs. Paranoid PD refers to a 

pervasive distrust and suspiciousness of others, such as suspicion that others are 

harming or deceiving him/her, and preoccupation with unjustified doubts about the 

trustworthiness of friends, or the fidelity of a spouse. The DSM-IV criteria for 

schizoid PD focus on two domains. The primary focus is on the interpersonal area 

(Millon & Davis, 1996), with symptoms such as neither desiring nor enjoying close 

relationships, a preference for choosing solitary activities, minimal interest in having 
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sexual experiences, and a lack of close friends. A restricted range of emotional 

expression is also noted, for example, showing flattened affectivity. The DSM-IV 

conceptualises schizotypal PD as a pervasive pattern of cognitive and interpersonal 

deficits, including cognitive or perceptual distortions (such as ideas ofreference or 

magical thinking), inappropriate or constricted affect, eccentricities of behaviour and 

speech, and acute discomfort with, and reduced capacity for, close relationships. 

There is an intuitive link between the personality features of cluster A PDs, and 

difficulties in establishing a positive therapeutic alliance with these individuals. Beck 

and Freeman (1990) note that a clinician working with a patient with paranoid PD 

encounters the obvious difficulty of trying to build an open and collaborative 

relationship "with someone who assumes that others are likely to prove malevolent 

and deceptive" (p. 108). Clinically, there is also an understandable link between 

features of schizoid PD and a poor therapeutic alliance. Individuals with schizoid 

personality traits show very little response to either negative or positive feedback 

from others (Beck & Freeman, 1990). This is relevant for the cognitive behavioural 

therapist because the patient's umesponsiveness to praise "reduces the leverage 

available to the therapist ... as might be expected from the schizoid's belief system, it 

is unlikely that he or she will value the therapeutic relationship" (Beck & Freeman, 

1990, p. 136). It also restricts the range of techniques available to the interpersonal 

psychotherapist, as one of the techniques in IPT is use of the therapeutic relationship 

to promote therapeutic change (Weissman et al., 2000). There are also potential 

difficulties for a therapist, in terms of building a productive relationship, with a 

patient with schizotypal personality traits. One potential area of difficulty may come 

from the reluctance of the patient with schizotypal PD to form a trusting, open 

· relationship with a therapist: "Probing into personal matters is experienced as painful 

I or even terrifying. Schizotypals distrust close personal relationships such as occur in 

1 most forms of psychotherapy. Therapy sets up what they see as false hopes and 

\ necessitates painful self-exposure" (Millon & Davis, 1996, p. 643). 

Cluster B PDs are grouped together as the "dramatic" cluster of PDs in the DSM-IV, 

and include Antisocial, Borderline, Narcissistic, and Histrionic PDs. Antisocial PD 

refers to a pervasive, long-standing pattern of disregard for, and violation of, the 

rights of others. Traits include deceitfulness, failure to conform to social norms with 
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respect to lawful behaviours, and lack of remorse. Borderline PD refers to a pervasive 

pattern of instability in interpersonal relationships, self-image, and affect, and marked 

impulsivity. Examples of features listed in the DSM-IV include recurrent suicidal 

behaviour, and chronic feelings of emptiness. Histrionic PD refers to a pervasive 

pattern of excessive emotionality and attention seeking. Features of this disorder 

include interpersonal interactions characterised by inappropriate sexually seductive 

behaviour, and rapidly shifting and shallow expression of emotions. Narcissistic PD 

refers to a pervasive pattern of grandiosity (in fantasy or behaviour), need for 

admiration, and lack of empathy. Narcissistic personality features include being 

preoccupied with fantasies of unlimited success and power, requiring excessive 

admiration, and exhibiting interpersonally exploitative behaviour. 

The personality characteristics of individuals with cluster B PDs present their own 

unique challenges to the therapeutic alliance. Millon and Davis ( 1996) describe how 

"notoriously difficult" patients with borderline PD are: "They run through the whole 

gamut of emotions in therapy, and their erratic and frequently threatening behaviors 

stir many therapists to react negatively" (p. 683). Patients with other cluster B PDs 

may also present challenges for the therapist. Developing and maintaining an open, 

warm relationship with a patient with antisocial PD can be difficult, as they are likely 

to lie to their therapist (Beck & Freeman, 1990). In fact, one of the DSM-IV 

diagnostic criteria for this disorder is deceitfulness, as indicated by repeated lying. 

Millon and Davis (1996) comment on the effect that a patient's antisocial personality 

features may have on the therapist: "Therapy with this group can prove to be highly 

frustrating and nongratifying, and in the opinion of many therapists, generally 

unsuccessful" (p. 469). Patients with narcissistic PD may also be challenging to 

engage in a collaborative therapeutic alliance. Attempts at constructive confrontation 

by the therapist may be taken as humiliating criticism, and the patient may be 

unwilling to accept responsibility for their own problems (Millon & Davis, 1996). 

The patient with histrionic features may engineer the therapist into taking on the role 

of "rescuer", leading to the therapist taking on too much of the blame if the patient 

does not work toward change, and giving in to too many demands from the patient. 

The therapist may then have feelings of anger toward the patient, due to a perception 

that they have been manipulated and/or deceived by the patient (Beck & Freeman, 

1990). 



1.6 The Present Study 

It is clear from the literature reviewed above, that the therapeutic alliance is an 

important factor in psychotherapy. Its clinical relevance is demonstrated in the 

multiple studies that hav,e e~amined the link between therapeutic alliance and 
.,A., ..... oiL{)t.Jr--..; 

treatment outcome, anµ,rt'ound that alliance is an important component in the 
Ip 1: 

32 

effectiveness of therapy. Empirical studies have also found an association between 

patient and therapist contributions and the quality of the therapeutic alliance. Certain 

"non-specific" therapist factors have been consistently linked to the quality of the 

therapeutic relationship. However, there is a relatively sparse body of literature 

examining which patient factors are primarily related to the quality of the therapeutic 

alliance, indicating that an investigation of the relationship between specific patient 

factors and therapeutic alliance would be valuable. Therefore, the present study will 

investigate the association between certain patient factors and the level of therapeutic 

alliance established. 

To summarise the findings regarding the association between patient characteristics 

and the therapeutic alliance that are reviewed above: There are very few studies 

specifically examining the relationship between gender and alliance. Existing studies 

provide either inconclusive findings (Calvert, 1997), or only indirect support for an 

association between gender and level of alliance formed ( e.g., Heatherington et al., 

1986). Concerning depression characteristics, there are conflicting findings regarding 

the variable of patient depression severity. Different aspects of patient depression 

severity have been associated with the level of alliance formed. Some studies have 

found that pre-treatment measures of depression severity are associated with aspects 

of the subsequent quality of the alliance formed (Rector et al., 1999), while other 

studies have found that pre-treatment depression severity is associated only with the 

patient's contribution to the therapeutic alliance (Eaton et al., 1988), or only with the 

level of alliance in psychodynamic/interpersonal therapy (Raue & Goldfried, 1994). 

Furthermore, other studies have not found any impact on alliance from the patient's 

level of pre-treatment symptomatology (Gaston et al., 1988). Patient personality 

functioning is known to affect interpersonal functioning- it is central to DSM-IV 

diagnostic criteria of PDs. It seems likely that this effect will extend to the 

relationship a patient forms with a therapist. This assertion has empirical support; 
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patient personality dysfunction is associated with poorer quality therapeutic alliance 

(Andreoli et al., 1989; Horvath & Luborsky, 1993; Kiesler & Watkins, 1989). There 

is very little empirical research, however, regarding the effect of specific DSM-IV 

personality clusters on the level of therapeutic alliance formed. 

The primary aim of this study is to examine the relationship between the level of 

therapeutic alliance and the following patient variables: gender; recurrence of 

depression; chronicity of depression; depression severity (both self-report and 

clinician rated, and measured both at baseline and in-session); and the presence of 

personality dysfunction (total number of PD symptoms, total number of PD 

diagnoses; number of PD symptoms in each DSM-IV cluster; and number of PD 

diagnoses in each DSM-IV cluster). As it can be seen, some patient factors have not 

received sufficient empirical attention to allow specific hypotheses to be made 

regarding their relationship with alliance (e.g., gender, the recurrence and chronicity 

of depression, and the association between specific personality disorder cluster and 

level of alliance). Therefore, this study will explore the relationship between these 

neglected patient factors and the level of alliance. In contrast, other patient 

characteristics have been consistently related to level of alliance ( e.g., the global 

presence of personality dysfunction) enabling specific hypotheses to be made 

regarding the relationship between these patient factors and therapeutic alliance. 

Specific confirmatory hypotheses indicated by the literature reviewed above, are that: 

1) there will be a negative correlation between severity of depression and level of 

therapeutic alliance; and that 2) there will be a negative correlation between the 

presence of personality dysfunction and the level of therapeutic alliance. 

The secon:;i~ :;t~is ~ldy is to examine the level of therapeutic alliance between 

two types of psychotherapy, Interpersonal Psychotherapy (IPT) and Cognitive 

Behavioural Therapy (CBT). The majority of empirical studies comparing the level 

of alliance across differing therapy types have found that there is no significant 

difference across varying treatment modalities, including pharmacotherapy (Krupnick 

et al., 1996; Marmar et al., 1989; Salvio et al., 1992). Therefore, the third 

confirmatory hypothesis of this study is that there will be no difference in the level of 

alliance between treatment types (IPT and CBT). 
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2.1 Overview 

2. METHOD 
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This study examined the relationship between specific patient characteristics and the 

level of alliance during one session of cognitive behavioural therapy (CBT) or one 

session of interpersonal psychotherapy (IPT) for depression. Observer ratings were 

made, to judge the quality of the alliance in a "snapshot" of the therapeutic 

relationship, seen in one session of psychotherapy. The aim of this study is to 

determine if there is a significant correlation between certain patient factors, and level 

of therapeutic alliance. Raters listened to one entire, audiotaped session of either CBT 

or IPT therapy to judge the level of alliance. Additionally, this study compared the 

level of alliance in the two therapy modalities, CBT and IPT. 

2.2 Participants 

Participants in this study were drawn from participants in a larger clinical trial, the 

Psychotherapy for Depression Study, Department of Psychological Medicine, 

Christchurch School of Medicine. This is a study examining predictors of response to 

IPT and CBT for depression. Patient recruitment into the psychotherapy study was by 

referral from psychiatric emergency service, outpatient services, general practitioners, 

and self-referral. 

Individuals included in the Psychotherapy for Depression Study were male and female 

outpatients over 18 years in age, with a current, principal diagnosis of major 

depressive disorder or bipolar II disorder, based on DSM-IV diagnostic criteria 

(American Psychiatric Association, 1994). Assessment for this diagnosis was by way 

of a structured clinical interview (SCID; Spitzer, Williams, Gibbon, & First, 1992). 

Participants were also medication free (with the exception of oral contraceptives) for a 

minimum of two weeks prior to entry into the study, were physically healthy, and had 

not received an adequate trial of CBT, or IPT, or were not in counselling during the 
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last 12 months. Exclusion criteria were the presence of bipolar I disorder, 

schizophrenia, organic or psychotic depression, current severe alcohol or drug 

dependence, severe antisocial personality disorder, or any major physical illness 

which could interfere with treatment. Before entering the study all patients provided 

written, informed consent. Ethical approval for this study has been obtained from the 

Canterbury Ethics Committee. 

Baseline characteristics of the participants in the present study are presented in Table 

1. Seventy one percent of the sample was female (N = 30). The mean age of the 

sample was 36.50 years (SD = 10.38), with a range from 20 years to 58 years. Most 

participants were mildly to moderately depressed, with a mean BDI-II score of 27.12 

(SD = 8.67) and a mean HDRS-17 score of 16.10 (SD = 5.06). The mean age of onset 

of first major depressive episode was 20.64 years (SD = 8.72). Most of the sample 

had suffered from recurrent episodes of major depression (76 percent had had two or 

more major depressive episodes, N = 32). Sixty percent of the sample were diagnosed 

with co-morbid DSM-IV Axis I psychiatric diagnoses (N = 25). Thirty-six percent of 

the sample were diagnosed with one or more DSM-IV Personality Disorder diagnoses 

(N = 15). (~sts indicated that there were no significant differences between the two 

conditions of therapy (CBT or IPT) on demographic variables or pre-treatment 

symptomatology. 



Table 1 

Participant Baseline Demographic Information and Depression Characteristics 

Number in sample 

Gender 
% Female (N) I % Male (N) 

Age (years) 
Mean (SD) 
Range 

Hamilton Depression Rating Scale - 17 
item (baseline) 
M(SD) 

Beck Depression Inventory - II 
(baseline) 
M(SD) 

Age of Onset of first episode of 
depression (years) 
M(SD) 

Recurrent Depression 
%Yes(N)/%No(N) 

Co-morbid Axis I diagnoses 
%Yes (N) I% No (N) 

Co-morbid Axis II diagnoses 
%Yes(N)/%No(N) 

2.3 Treatments 

42 

71 (30) / 29 (12) 

36.50 (± 10.38) 
20 - 58 

16.10 (± 5.06) 

27.12 (± 8.67) 

20.64 (± 8.72) 

76 (32) / 24 (10) 

60 (25) I 40 (17) 

36 (15) I 64 (27) 

Participants in the Psychotherapy for Depression trial were randomly assigned to 

either Cognitive Behavioural Therapy (CBT) or Interpersonal Psychotherapy (IPT) 

treatment conditions. CBT and IPT therapy sessions were standardised and manual

guided. Treatment consisted of weekly SO-minute therapy sessions. Participants in 

the trial received 8 - 19 sessions over 13 - 16 weeks, as well as 3 - 6 follow-up 

sessions over a six month period. Therapy sessions were audiotaped to enable rating 

36 
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of alliance level, therapist adherence to therapy modality, and therapist competency to 

be conducted. All therapists in this trial were female, and were either psychiatrists or 

clinical psychologists. 

2. 3.1 Cognitive behavioural therapy (CBT) 

The CBT conducted by the Psychotherapy for Depression Study was a manualised 

treatment, based on Beck's cognitive therapy (Beck et al., 1979). Beck's cognitive 

therapy for depression focuses on the negative cognitions about the self, future, and 

world that have been identified as contributing to low mood. Therapy facilitates 

patients to identify, evaluate, and replace distorted cognitions with more realistic 

cognitions. 

2.3.2 Interpersonal psychotherapy (!PT) 

The IPT conducted by the Psychotherapy for Depression Study was based on the 

manual for IPT developed by Klerman et al. (1984). IPT is a therapy for depression 

that is not concerned with the origin of a patient's depressive symptoms, but rather 

intervenes at the level of what is assumed to be maintaining the depressive symptoms, 

namely one of four interpersonal problems. These problem areas are: grief, disputes, 

role transitions, and interpersonal deficits. 

2.4 Design of Study 

2.4.1 Tape samples 

Audiotapes of therapy sessions from the Psychotherapy for Depression Study were 

used to rate the level of therapeutic alliance. The listening order of the audiotapes 

was randomised by therapist, therapy type, and session number. There is evidence 

that for raters listening to CBT and IPT treatment sessions, using audiotapes is as 

accurate as using videotapes (DeRubeis et al., 1982). 

2.4. 2 Quota sampling 

From the whole Psychotherapy for Depression Study, 42 participants were selected 

for the present study. The following quota sampling procedure was used to select the 

sample to ensure that the participants chosen approximately reflected the 
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characteristics of the participants in the wider study. Only participants who 

completed the whole block of weekly therapy sessions were chosen, and only 

audiotapes from therapy sessions 4, 5, 6 or 7 were used. The sample was evenly split 

three ways into mild, moderate, or severe depression groups to ensure an even 

distribution of depression severity across the sample. Low depression was defined as 

a baseline score on the Hamilton Rating Scale for Depression (27 items) of O - 13, 

moderate depression was defined as a score of 14 - 18, and high depression was 

defined as a score of 19 - 27. There was a further split in the sample to ensure that 

participants who had received CBT and those who had received IPT were evenly 

represented. The sample was also adjusted so that the female:male ratio was 2:1, and 

the median age was 36.5 years, to approximately reflect the gender ratio and median 

age of the overall sample of participants. 

2. 4. 3 Sessions selected for therapeutic alliance ratings 

The level of alliance was rated from one entire, early therapy session, selected from 

either session 4, 5, 6, or 7. Twenty one CBT sessions and 21 IPT sessions of therapy 

were rated overall. Early sessions were selected for several reasons: (a) use of early 

sessions would maximise the number of potential participants included in the data set; 

(b) several studies suggest that the therapeutic alliance is formed early in therapy and 

remains relatively stable across time (e.g., Horvath & Luborsky, 1993); and (c) patient 

pre-treatment characteristics have been found to be related to alliance in early therapy 

sessions (Gaston et al., 1988). The initial three therapy sessions were excluded from 

selection to avoid initial assessment and goal setting tasks. Entire therapy sessions 

were rated because it is likely that full sessions enable a more accurate representation 

of the therapeutic alliance to be formed than if only a segment of a session is rated 

(Krupnick et al., 1996). 

2.5 Measures 

2. 5.1 Therapeutic alliance measure 

Therapeutic alliance was measured using observer ratings, with the Vanderbilt 

Therapeutic Alliance Scale (VTAS; Hartley & Strupp, 1983) (See Appendix for 

complete questionnaire). This is a 37-item scale, modified from the original 44-item 
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form of the VT AS (Krupnick et al., 1994, 1996). The VTAS is a scale designed for 

observers to rate alliance, using a 6-point Likert scale, ranging from O - "not at all" 

through to 5 - "a great deal". Some items are reverse scored, i.e., the item is a 

negative feature of alliance such as "make[s] irrelevant or uncalled comments", or 

"act[ s] in a mistrustful or defensive manner toward the therapist". The VT AS 

contains three subscales: the therapist subscale contains 18 items assessing the 

therapist's contributions to the alliance; the patient subscale contains 14 items that 

relate to the patient's contributions to the alliance; and the patient-therapist interaction 

subscale contains 12 items assessing patient-therapist interactions. The total score is 

the summed total of the three subscales described above. Examples of items from the 

therapist, patient, and therapist-patient interaction subscales, respectively, are: "shows 

respect, acceptance, and compassion for the patient and his [or her] problems"; 
. UJ 

"indicate[s] a strong desire to overcome his [or her] problems"; and "agre~upon the 

goals and tasks for the session". 

The reliability of the VTAS as a measure has been established. Overall reliability was 

measured as .86 by Martin et al. (2000). High inter-rater reliability has been 

demonstrated with the VT AS, with an intraclass correlation of. 7 4, and internal 

consistency, as indicated by a coefficient alpha, of .93 (Tichenor & Hill, 1989). The 

VT AS has been found to intercorrelate highly with other measures of alliance, such as 

the California Psychotherapy Alliance Scales and the observer form of the Working 

Alliance Inventory (Tichenor & Hill, 1989). The rationale for using the VTAS in the 

present study (rather than the original Vanderbilt Psychotherapy Process Scale) is that 

it was specifically designed to measure the therapeutic alliance, rather than just certain 

features of the therapist-patient relationship (Martin et al., 2000). 

2.5.2 Patient measures 

Data regarding patient factors had already been collected as part of the Psychotherapy 

for Depression Study. Relevant patient variables were used in the present study. 

Categorical patient variables included were age, gender, recurrence of depression 

(e.g., the patient was placed in the "recurrent" group if they were assessed as having 

had more than one episode of major depression in their lifetime), and chronicity of 

depression (e.g., the patient was placed in the "chronic" group if they were assessed as 

feeling depressed for at least 50 percent of the time over the last five years). 
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Additional patient measures were administered in the wider study, but these were not 

used in the present study. 

Two continuous patient characteristics were examined: severity of depression, and 

personality disorder status. Self-reported severity of depression was measured using 

the Beck Depression Inventory-II (BDI-II; Beck, Steer, & Brown, 1996). The BDI-II 

has been found to discriminate between mild, moderate, and severe DSM-IV major 

depressive episodes in a sample of outpatients diagnosed with depression (Steer, 

Brown, Beck, & Sanderson, 2001). It has been shown to have high internal 

consistency, with a coefficient alpha of .92 (Steer, Ball, Ranieri, & Beck, 1997). 

Additionally, the construct validity of the BDI-II with regard to self-reported 

depression in psychiatric outpatients has been established. When scores on the BDI-II 

were correlated with scores on the SCL-90-R (a symptom inventory), BDI-II scores 

were shown to correlate more highly with scores on the Depression subscale (r = .89) 

than with scores on the Anxiety subscale of the SCL-90-R (r = .71) (Steer et al., 

1997). The Hamilton Rating Scale for Depression (HDRS; Hamilton, 1967) was used 

as the clinician-rated measure of depressive symptom severity. High inter-rater 

reliability has been demonstrated for the HDRS (r = .96) (Hollon et al., 1992). Both 

the BDI-II and the HDRS are frequently used in depression studies (e.g., Castonguay, 

Goldfried, Wiser, Raue, & Hayes, 1996; Snaith, 1996). One study evaluated the 

concordance and factor structures of the BDI-II and the HDRS in a sample of 

patients participating in a randomised, control trial of treatments for major depression. 

The two scales were significantly correlated and assessed similar rates of 

improvement at multiple assessment points. However, exploratory factor analyses 

indicated that despite their equivalent assessment of severity of depression, the two 

instruments emphasise different dimensions of depression (Brown, Schulberg and 

Madonia, 1995). 

Both the BDI-II and the HDRS were measured at baseline, and also at the treatment 

session in which the alliance rating was made. However, as the HDRS was only 

measured every third session (i.e., sessions 3 and 6), if the alliance rating was made 

during a session in which the HDRS was not administered, the HDRS score for the 

session closest to the session in which the alliance rating was made, was used. Thus, 

as sessions 4, 5, 6, or 7 were used for VTAS ratings, there was only a maximum one 



week time lapse between the session in which the HDRS rating was taken and the 

session in which the VT AS was measured. 
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Personality dysfunction was assessed in the Psychotherapy for Depression Study, with 

the Structured Clinical Interview for DSM-IV Axis II Personality Disorders (SCID-II; 

First, Gibbon, Spitzer, Williams, & Benjamin, 1997), a clinician-administered semi

structured interview. A study assessing the inter-rater reliability and internal 

consistency of the SCID-II showed inter-rater reliability coefficients ranging from .48 

to .98 for categorical diagnosis of personality disorder (PD), and from .90 to .98 for 

dimensional judgements. Internal consistency coefficients ranged from . 71 to .94. 

(Maffei et al., 1997). Structured clinical interviews represent a recent advance in PD 

measurement, with traditional measurement using self-report inventories (Zweig & 

Hillman, 1999). These instruments have enhanced the reliability of clinician 

diagnosis, with Kappa coefficients ranging from .41 to .89 (Zweig & Hillman). 

Structured interviews have an advantage over self-report inventories of adhering more 

closely to DSM diagnostic criteria, they allow informant data to be included, and they 

permit an evaluation of the pervasiveness and duration of a given personality trait 

(Zweig & Hillman). Disadvantages of these measures are that they are time

consuming, rely on clinician inference for certain items, and may be influenced by 

clinician attentiveness to state and situational effects (Zweig & Hillman). 

The following personality measures were chosen for the present study: total number 

of DSM-IV PD symptoms; total number of PD diagnoses; number of cluster A, 

cluster B, or cluster C PD symptoms; and number of cluster A, cluster B, or cluster C 

diagnoses. Including number of diagnoses and number of symptoms enabled both a 

categorical classification, and a dimensional classification of PD diagnosis to be 

considered. This allows for PD symptoms in overlapping diagnostic categories to be 

included (Sato et al., 1993), which is useful given the large degree of PD symptom 

overlap diagnosed in the participants in this study. This dimensional approach was 

also useful for the present study, as the frequency of PD diagnoses in the sample was 

low. Thus, statistical power was increased by considering number of overall PD 

symptoms, thereby increasing the sample size. The effect of number of symptoms or 

diagnoses within PD clusters was examined, as this aspect of personality disorder 

diagnosis has received minimal attention in the alliance literature to date. 
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2.6 Rating of Therapeutic Alliance 

The raters of the VT AS were a female clinical psychology masters-level student and a 

female masters-level student in mental health. One rater had a predominantly 

cognitive behavioural orientation, while the other rater had a predominantly 

psychodynamic background. Rating occurred after the raters had received training 

through didactic seminars by investigators and supervisors in the study. Training 

consisted of a review of the therapies used in the clinical trial, and a review of the 

characteristics of major depression. Additionally, raters were trained to use the VTAS 

Manual. 

The following measures were taken to establish and maintain inter-rater reliability. 

Practice ratings were independently conducted by the raters until acceptable inter

rater reliability was reached. Acceptable agreement was defined as raters giving 

either the same rating on each scale item, or ratings that were within 1-point of each 

other. These practice ratings were also compared with those of independent 

investigators to ensure that the scales were used in an equivalent way to investigators 

familiar with the VTAS. Once acceptable inter-rater reliability had been established, 

raters met regularly with each other, and with independent investigators, to discuss 

any potential discrepancies in scoring. One in eight audiotape sessions were co-rated 

by an experienced therapist to monitor for, and prevent, rater drift. One advantage of 

using observer-based judgements of alliance, is that this approach to measurement 

permits replication. Using audiotapes allows ratings to be repeated, yielding data of 

greater reliability (Horvath & Greenberg, 1994). 

Each session took approximately 75 minutes to rate - 60 minutes oflistening time, 

and 15 minutes for scoring. The raters were alone when listening to, and scoring, 

sessions, and took notes to facilitate recall of all aspects of the session when the 

audiotape ended. Raters were blind to the type of therapy they were listening to, 

however once listening began it was not difficult for raters to identify the therapy type 

of the session. However, raters were unable to anticipate what type of therapy would 

be rated next. 
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3. RESULTS 

3.1 Patient Clinical Characteristics and Therapeutic Alliance 

The following patient clinical characteristics were examined in relation to scores on 

the Vanderbilt Therapeutic Alliance Scale (VTAS): gender, chronicity of depression, 

recurrence of depression, severity of depression, and age of onset of first depressive 

episode. 

T-tests were conducted to compare mean VTAS scores between male and female 

patients. Table 2 presents analyses of gender differences in mean VTAS subscale 

scores and total VTAS scores. This analysis indicates that female participants had 

significantly higher mean scores than males on the VTAS in the following subscales: 

therapist subscale (p= .019), therapist-patient interaction subscale (p = .043), and 

total VTAS score (p = .029). 

Table 2 

VTAS Subscale and Total Scores by Gender 

Variable VTAS Male (n = 12) Female (n = 30) 
subscale scores 

Therapist Subscale 
M 53.5 56.1 
SD 3.5 2.9 

Patient Subscale 
M 44.1 47.5 
SD 7.2 5.9 

Therapist - Patient 
Subscale 
M 43.8 47.6 
SD 7.1 4.5 
Total Alliance 
Score 
M 141.4 151.2 
SD 16.6 10.8 
Note. VT AS = Vanderbilt Therapeutic Alliance Scale. 
* p < .05 (2-tailed). 

t-score 

t = -2.45* 

t=-1.60 

t = -2.09* 

t = -2.27* 
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T-tests were conducted to compare mean VTAS scores between patients with chronic 

and non-chronic depression. Table 3 presents the differences in mean VTAS 

subscales and total scores. These results indicate that participants suffering chronic 

depression scored significantly lower on both the patient subscale of the VTAS (p = 

.018), and the total alliance score of the VTAS (p = .034), than participants with non

chronic depression. 

Table 3 

VTAS Subscale and Total Scores by Non-Chronic and Chronic Depression 

Variable VTAS Non-Chronic Chronic Depression 
Scores Depression (n = 13) (n = 29) 

(:S 50% past 5 year) (> 50% past 5 year) 

Therapist Subscale 
M 56.2 54.9 
SD 2.7 3.4 

Patient Subscale 
M 50.0 45.0 
SD 5.0 6.5 

Therapist - Patient 
Subscale 
M 48.6 45.6 
SD 3.5 6.1 
Total Alliance Score 
M 154.8 145.6 
SD 9.6 13.8 

Note. VTAS = Vanderbilt Therapeutic Alliance Scale. 
* p < .05 (2-tailed). 

t-scores 

t = 1.20 

t = 2.47* 

t = 1.65 

t=2.19* 

T-tests were conducted to compare mean VT AS scores between patients with 

recurrent and non-recurrent depression. There were no significant differences in 

mean VTAS scores between these two groups of patients (p > .05). 

In order to investigate the relationship between patient depression severity and level 

of alliance, Pearson Product Moment correlations were conducted. With a sample 

size of 42, there was sufficient power (80%) to detect correlations greater than .30 or 



less than - .30 as statistically significant (p < .05). Correlations less than than 0.30 

were not considered clinically relevant. 
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Correlations were conducted between scores on two measures of depression severity: 

the Hamilton Depression Rating Scale - 17 item (HDRS-17), and the Beck 

Depression Inventory - II (BDI-II), and scores on the VTAS. Measures taken both at 

baseline, and at the treatment session closest to the session in which the VTAS was 

rated, are included. These correlations are presented in Table 4. These results 

indicate that a significant, negative correlation was found between scores on the 

HDRS measure taken in-session, and scores on the patient subscale of the VTAS (p = 

.032). 

Table 4 

The Relationship between Measures of Depression and VTAS Subscale and Total 
Scores (N = 42) 

VTAS VTAS VTAS VTAS Total 
Therapist Patient Therapist- Alliance Score 
Subscale Subscale Patient 

Subscale 

HDRS-17- -.09 -.12 -.02 -.09 
(Baseline 
score) 

HDRS-17 -.17 -.33* -.07 -.23 
(In-Session 
score) 

BDI-II -.10 -.29 -.24 -.27 
(Baseline 
score) 

BDI-II .02 -.29 -.09 -.18 
(In-Session 
score) 

Note. VTAS = Vanderbilt Therapeutic Alliance Scale; HDRS-17 = Hamilton 
Depression Rating Scale - 17 item; BDI-II = Beck Depression Inventory-II. 
*p < .05 (2-tailed). 
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Pearson Product Moment correlations were conducted between the patient's age of 

onset of first depressive episode, and scores on the VTAS. No significant associations 

were found between these two variables (p > .05). 

3.2 The Relationship between Patient Personality Dysfunction and Therapeutic 

Alliance 

In order to investigate the relationship between participant personality dysfunction 

and level of therapeutic alliance, Pearson Product Moment correlations were 

conducted between number of DSM-IV personality disorders, and number of 

personality disorder (PD) symptoms, and scores on the VTAS. These correlations are 

presented in Table 5. Significant, negative correlations were found between number 

of PD diagnoses, and the patient subscale (p = .001), the therapist-patient interaction 

subscale (p = .007), and the total alliance scale (p = .004), of the VTAS. Similarly, 

significant negative correlations were found between number of PD symptoms and the 

patient subscale (p < .001 ), the therapist-patient interaction subscale (p = .005), and 

the total alliance scale (p = .002), of the VTAS. 

The relationship between DSM-IV PD clusters and level of therapeutic alliance was 

also examined by conducting Pearson Product Moment correlations. These 

correlations are presented in Table 5. Number of cluster A PD diagnoses were found 

to correlate significantly and negatively with the patient subscale (p < .001), the 

therapist-patient interaction subscale (p < .001), and the total alliance scale (p < .001), 

of the VTAS. The total number of cluster A PD symptoms also correlated negatively 

with all subscales of the VTAS: therapist subscale (p = .046), patient subscale (p < 

.001 ), therapist and patient interaction subscale (p < .001 ), and the total alliance scale 

of the VTAS (p < .001). 

Additionally, number of cluster B diagnoses were found to be significantly, negatively 

correlated with both the patient subscale (p = .034), and the total score (p = .037), of 

the VTAS. Number of cluster B symptoms were significantly, negatively correlated 

with only patient subscale scores (p = .025). Neither number of cluster C diagnoses 

or symptoms correlated with any subscale of the VTAS. 



47 

Table 5 

The Relationship between Number of Personality Disorder (PD) Symptoms, Number 
of Personality Disorder Diagnoses, and Therapeutic Alliance as measured by the 
VTAS (N= 42) 

VTAS VTAS 
Therapist Patient 
Subscale Subscale 

Total number of PD -.13 -.48** 
diagnoses 

Total number of PD -.15 -.53** 
symptoms 

Total number of Cluster A -.28 -.60** 
. diagnoses (Schizoid, 
Schizotypal, Paranoid) 

Total number of Cluster B -.16 -.33* 
diagnoses (Antisocial, 
Borderline, Narcissistic, 
Histrionic) 
Total number of Cluster C .12 -.21 
diagnoses (Dependent, 
A voidant, Obsessive-
Compulsive) 
Total number of Cluster A -.31 * -.63** 
symptoms 

Total number of Cluster B -.07 -.35* 
symptoms 

Total number of Cluster C .04 -.25 
symptoms 

Note. VTAS = Vanderbilt Therapeutic Alliance Scale. 
** p < .01 (2-tailed). 
* p < .05 (2-tailed). 

VTAS VTAS 
Therapist - Total 
Patient Alliance 
Subscale Score 

-.41 ** -.43** 

-.42** -.47** 

-.54** -.58** 

-.30 -.32* 

-.14 -.13 

-.55** -.61 ** 

-.25 -.29 

-.17 -.18 



3.3 The Relationship between Treatment Type (IPT or CBT) and Therapeutic 

Alliance 

T-tests were conducted in order to examine the level of alliance across different 

therapy types. Table 6 presents analyses comparing the mean VT AS subscale and 

total scores for participants who received IPT, and those who received CBT. These 

results indicate that no significant differences were found in mean VTAS scores 

between these two groups of participants (p > .05). 

Table 6 

VTAS Subscale and Total Scores by Treatment Type 

Variable VTAS Interpersonal Cognitive t - scores 
Scores Psychotherapy Behavioural 

(n = 21) Therapy (n = 21) 

Therapist Subscale 
M 56.0 54.7 t = 1.34 
SD 2.6 3.7 

Patient Subscale 
M 47.7 45.4 t=l.13 
SD 5.9 6.9 

Therapist - Patient 
Subscale 
M 47.2 45.9 t= 0.80 
SD 4.9 6.1 
Total Alliance 
Score 
M 150.9 146.0 t = 1.22 
SD 11.5 14.7 
Note. VTAS = Vanderbilt Therapeutic Alliance Scale. 
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4. DISCUSSION 

4.1 Summary of Results 

The primary aim of this study was to examine the relationship between patient factors 

and level of therapeutic alliance in cognitive behavioural therapy (CBT) and 

interpersonal psychotherapy (IPT) for depression. A further aim of the study was to 

compare the level of therapeutic alliance in CBT and IPT therapy sessions. 

It is important to note when reading the following discussion, that the analyses 

conducted in this study do not determine causality, but are only suggestive of a causal 

relationship between patient characteristics and therapeutic alliance. 

Concerning the primary aim, patient factors that were found to relate to the level of 

therapeutic alliance, as measured with the Vanderbilt Therapeutic Alliance Scale 

(VTAS) were: severity of clinician-rated depression; chronicity of depression; gender; 

number of Personality Disorder (PD) symptoms; number of PD diagnoses, number of 

cluster A symptoms or diagnoses; and number of cluster B symptoms or diagnoses. It 

is important to note that although each of these variables had some significant 

association with the level of therapeutic alliance, for certain variables this association 

was only found on specific subscales (patient, therapist, patient - therapist interaction 

subscale; or total alliance score) of the VTAS. 

Patient variables investigated that did not show an association with level of 

therapeutic alliance were: age of onset of first depressive episode, recurrence of 

depression, presence of cluster C PD symptoms or diagnoses, and self-reported 

severity of depression. 

The second aim of this study was to compare the level of therapeutic alliance in CBT 

and IPT. The results of this study indicated that no significant difference was found 

in the level of therapeutic alliance between these two treatment types. 



50 

4.2 Explanation of Results 

4. 2.1 Patient depression severity and therapeutic alliance 

Hypothesis 1 was partially supported: there was a negative correlation between 

clinician-rated severity of depression (measured by the 17-item Hamilton Depression 

Rating Scale; HDRS-17) and scores on the patient subscale of the VTAS. This 

correlation was only significant, however, for severity of depression measured in the 

same session ( or in a session close to the same session) as the VTAS alliance measure 

was taken. There were no significant associations between depression severity 

measured at baseline ( either self-reported depression severity or clinician rated 

depression severity) and the level of therapeutic alliance. 

These results partially support those of Rector et al. (1999). These authors also failed 

to find a significant association between pre-treatment ratings of depression severity, 

measured with the BDI-II, and the level of alliance, measured with the Working 

Alliance Inventory. However in Rector et al.' s study, the level of patient pre

treatment depressogenic beliefs was measured, and it was reported that higher rates of 

these beliefs were associated with poorer ratings of certain aspects of the therapeutic 

alliance. The results of the present study also partially support those of Eaton et al. 

( 1988). Both studies found that patient depression severity was not associated with 

the therapist's contribution to the alliance. However, the present results differ from 

Eaton et al.' s finding that the greater the level of pre-treatment symptomatology 

(measured with the Hopkin's Symptom Checklist), the lower the patient's positive 

contribution and the higher the patient's negative contribution to the therapeutic 

alliance. It should be noted, however, that the measure of depression symptoms in 

Eaton et al.'s study, the Hopkin's Symptom Checklist, is used to determine the 

presence of depression symptoms but is not a measure of depression severity. 

One factor that may be important for explaining why pre-treatment severity of 

depression was not associated with the level of alliance in the present study, is the 

level of depression of the participants in the Psychotherapy for Depression study. The 

participants were generally mildly to moderately depressed, according to baseline 

clinician-rated and self-report measures of depression. Therefore, there was a limited 

range of depression severity in this sample. Wright and Davis (1994) comment on the 
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profound level of disability that a patient with severe depressive symptoms is likely to 

have: "a patient with severe major depression is likely to be hopeless, suicidal, and 

paralyzed with profound psychomotor retardation ... they've run out of solutions and 

feel exhausted" (p. 36). Thus, it may be that in the present sample, the degree of 

impairment from the depressive symptoms was not sufficiently great to impact on the 

patient and the therapist's ability to form a productive therapeutic alliance. 

4.2.2 Patient depression chronicity and therapeutic alliance 

Patients suffering from chronic depression had significantly lower therapeutic alliance 

scores than patients with non-chronic depression, when the patient's contribution to 

the alliance and the total alliance score were considered. A possible explanation for 

this finding involves the influence that chronic depression may have on an 

individual's social skills. The presence of chronic depression is likely to limit the 

social interpersonal experience that these individuals have had. Therefore, the 

presence of chronic depression is also likely to limit the repertoire of social skills that 

these patients bring into the therapeutic relationship. A future study exploring this 

hypothesis could compare the range of social skills and level of interpersonal ability 

between patients with chronic versus nonchronic depression. 

4.2.3 Patient gender and therapeutic alliance 

Females had significantly higher alliance scores than males, on the therapist subscale, 

the patient - therapist interaction subscale, and the total score of the VT AS. This 

finding indirectly supports those reported by Heatherington et al. (1986), in their 

study of the evaluation of interpersonal skills of male and female patients, by 

therapists. Heatherington et al. found that less positive interpersonal characteristics 

were attributed to new male patients than to new female patients. It is possible that 

this gender difference found in interpersonal evaluations of patients by therapists, was 

occurring with the therapists in the present study. Perhaps, for a variety ofreasons, 

female patients in the present study were perceived more favourably by therapists 

than male patients were. This factor may have contributed to the higher alliance 

scores, in terms of the therapist's contribution, rated for female patients. 

A possible reason for the higher scores rated for female patients than for male patients 

on the patient subscale of the VTAS, is that the female patients in this study were in 
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fact more skilled at establishing a positive alliance than the male patients were. The 

stereotypical interpersonal behaviours and roles of men and women are markedly 

different (Mosley, 1998), and women are arguably socialised to place greater value on 

communicating intimately with others about personal issues. Consequently, females 

are likely to be more skilled at, and place greater emphasis on, forming and 

maintaining interpersonal relationships (Santrock, 1997). The effect of gender 

socialisation, therefore, may partially explain the higher ratings of alliance given to 

females than to males on the patient subscale of the VTAS. 

It is important to note that all of the therapists in the present study were female. 

Therefore, it is possible that there were gender interaction effects between patients 

and therapists. A future study using an equal number of male and female therapists 

could explore this possibility. 

4.2.4 Patient personality dysfimction and therapeutic alliance 

Hypothesis 2 was supported: there was a negative association between the presence of 

personality dysfunction and the level of therapeutic alliance. This was found both 

when PD diagnosis was considered categorically, in terms of number of diagnoses, 

and when personality dysfunction was considered dimensionally, in terms of number 

of PD symptoms. Specifically, as the total number of PD symptoms and number of 

PD diagnoses increased, scores on the patient subscale, the therapist-patient 

interaction subscale, and the total score of the VT AS decreased. This indicates that 

patient personality dysfunction is associated with lower alliance scores in all measures 

that include the patient's contribution to the alliance. 

These findings reflect the predominant view in both the theoretical and clinical 

literature that the presence of patient personality dysfunction impedes the formation of 

a positive therapeutic relationship. Patients with personality disorders (PDs) are 

"widely viewed as more likely to form a tenuous therapeutic alliance" (Zweig & 

Hillman, 1999, p. 31). Specifically, the present findings are consistent with those of 

Andreoli et al. (1989) who found that the presence of a DSM-III-R diagnosed PD 

significantly predicted poorer working alliance. Similarly, in a review of the role of 

alliance in psychotherapy, Horvath and Luborsky (1993) found that patient 



personality variables had a significant impact on the ability to form a productive 

working relationship. 
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One possible explanation for the link found between the presence of personality 

dysfunction and lower alliance, is that patients with PDs are known to be less 

compliant with treatment (Shea et al., 1992), and therefore may have missed more 

therapy sessions, thus influencing the quality of the relationship between the therapist 

and client. Patient personality dysfunction may also influence the therapist's ability to 

build a therapeutic relationship. Rosowsky (1999) emphasises the counter

transference responses that may occur in therapists working with personality 

disordered patients: "this can include the therapist's experience of feeling drained, 

angry, depleted, and frightened, as well as anger and frustration at patient's real 

behaviors and clinical demands" (p. 166). 

4. 2. 5 Specific personality disorder clusters and therapeutic alliance 

One of the major findings in this study, when the relationship between personality 

dysfunction and level of alliance were examined, was the clear association between 

cluster A "odd/eccentric" features and level of therapeutic alliance. There was a 

negative association between number of cluster A PD symptoms and all subscales of 

the VTAS. There was also a negative association between number of cluster A PD 

diagnoses and the patient subscale, the therapist-patient interaction subscale, and the 

total score of the VTAS. This indicates that as the number of cluster A symptoms or 

cluster A diagnoses increase, scores on these subscales of the VT AS decrease. The 

presence of cluster A symptoms was the only personality variable that influenced the 

quality of the therapist's contribution to the alliance. This finding suggests that the 

presence of patient cluster A PD features, specifically, is negatively associated with 

the therapist's ability to form a productive therapeutic relationship. 

The literature addressing a possible link between specific PD clusters and the level of 

therapeutic alliance is sparse. One study that has some relevance to the present 

findings is that of Sato et al. ( 1993 ), who found that the number of DSM-III-R PDs 

from only cluster A was significantly correlated with the 4-month treatment outcome 

for major depression using antidepressants. Unfortunately, however, this study only 

examined outcome, and did not study the level of alliance across different PD clusters. 



54 

Why would cluster A PD features be associated with lower levels of alliance and, 

specifically, be associated with the therapist's contribution to the alliance? The 

difficulty that therapists may experience with patients with cluster A features is 

documented in the literature. Millon and Davis ( 1996) note that the therapist working 

with a schizoid patient: "may find interacting with such a patient unrewarding. 

Feelings such as frustration, helplessness, boredom, and impotence may be 

experienced" (p. 251 ). Beck and Freeman (1990) also comment that the personality 

traits of a patient with schizoid PD, specifically the combination of restricted affect, 

unresponsiveness, and poor social skills, are likely to impact on the therapeutic 

alliance. Another area of difficulty may arise from the peculiarities in speech, 

behaviour, and affect that patients with schizotypal PD typically display. These 

personality features may mean the patient has difficulty staying "on track" with the 

conversation in therapy, leading to slow therapy process. The patient may also 

interpret the therapist's speech and behaviour in unusual ways (Beck & Freeman, 

1990). The personality features of Paranoid PD are also likely to impede their ability 

to form a collaborative therapeutic alliance: "simply participating in therapy requires 

the client to engage in a number of activities such as self-disclosure, acknowledging 

weakness, and trusting another person, which paranoid individuals experience as 

being very dangerous" (Beck & Freeman, 1990, p. 110). Therapeutic work with these 

patients is likely to be frustrating at times as patients may "guard" themselves against 

revealing personal emotional and interpersonal difficulties to the therapist (Millon & 

Davis, 1996). Individuals with paranoid PD have a tendency to blame others for 

interpersonal problems, and tend to minimise or deny their own problems (Beck & 

Freeman, 1990). 

It is plausible, then, that these personality features will influence the level of alliance 

as measured by the subscales of the VTAS. Examples of items from the therapist 

subscale that may be associated with cluster A personality features include: the 

therapist "expresses hope and encouragement, a belief that the patient is making ( or 

can make) progress"; and, the therapist "acknowledge[s] the validity of the patient's 

feelings, thoughts, and behaviour". Items on the patient subscale of the VTAS that 

may be linked to cluster A PD traits include: the patient "indicate[s] that he [or she] 

experiences the therapist as understanding and supportive of him [or her]"; and, the 

patient "talk[s] freely, openly, and honestly with the therapist about his [or her] 
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thoughts, feelings and behaviour". Patient - therapist interaction items that may be 

associated with cluster A features are, for example: the therapist and patient together 

"show enthusiasm, which made the session seem alive and energetic"; and they "share 

a common viewpoint about the definition, possible causes, and potential alleviation of 

the patient's problems". 

There is an intuitive link between personality features of cluster B, termed the 

"dramatic/erratic" cluster, and difficulties establishing a therapeutic relationship. It 

should be noted, however, that in this study only the patient subscale of the VTAS 

was significantly, negatively correlated with number of cluster B symptoms and 

diagnoses. Therefore, the presence of cluster B features in patients was not associated 

with the therapist's contribution to the alliance. A possible explanation for this is that 

the therapists in this study were skilful at avoiding being "drawn in" to negative 

interpersonal interactions with these patients. Some challenges to the establishment 

of a productive working relationship associated with cluster B PDs will now be 

considered. 

The DSM-IV diagnostic criteria for Borderline PD refer to a pervasive pattern of 

instability in interpersonal relationships. These erratic interpersonal relationships are 

likely to be mirrored in their relationship with the therapist (Millon & Davis, 1996). 

Therefore, one of the important aspects of a productive relationship - patient and 

therapist agreement of goals and tasks - may be complicated with these patients (Beck 

& Freeman, 1990). In addition, establishing a collaborative relationship is likely to be 

complex, because "collaboration requires some degree of trust and intimacy; however, 

trust and intimacy initially seem intolerably dangerous" (Beck & Freeman, 1990, p. 

190-91) to many individuals with borderline PD. Narcissistic PD patients may try to 

collude with the therapist, taking the position of a patient who is superior to all others, 

and who requires "unique" treatment (Rosowsky, 1999). These patients may attempt 

to enlist the therapist to support their view that problems they are experiencing are 

predominantly due to the faults and weaknesses of others. These patients are likely to 

be very sensitive to perceived criticism, and thus may over-react to feedback from the 

therapist (Beck & Freeman, 1990). 
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Specific items from the patient subscale of the VT AS that seem likely to correlate 

with cluster B personality features, include: the patient "acknowledges that he [ or she] 

had problems, which the therapist could help him [or her] deal with"; the patient 

"shows evidence that he [ or she] missed an appointment, came late to sessions, or 

hesitates to make the next appointment"; and the patient "acts in a mistrustful or 

defensive manner toward the therapist". 

Cluster C PDs are grouped together in the DSM-IV as the "anxious/fearful" cluster 

and include A voidant, Dependent, and Obsessive-Compulsive PDs. In this study, the 

presence of cluster C symptoms or diagnoses in patients was not significantly 

associated with the level of therapeutic alliance formed. Some plausible explanations 

for this finding will now be considered. 

The diagnostic criteria for avoidant PD is characterised by traits such as social 

inhibition, feelings of inadequacy, and hypersensitivity to negative evaluation. There 

are similarities between the diagnostic criteria for avoidant PD and schizoid PD, for 

example, individuals with both diagnoses commonly avoid interacting socially with 

others. However, there is a subtle difference in the motivation for this "avoidant" 

behaviour that may contribute to an explanation of why avoidant PD was not 

associated with lower therapeutic alliance in the present study. Individuals with 

avoidant PD are likely to "express a desire for affection, acceptance, and friendship" 

(Beck & Freeman, 1990, p. 257, emphasis added), however they are fearful of 

rejection from others. In contrast, individuals with schizoid PD neither desire, nor 

enjoy, close relationships with others (DSM-IV, 1994). Therefore, it is plausible to 

suggest that patients with avoidant PD have the desire, and indeed are able to form, a 

collaborative therapeutic alliance. The diagnostic criteria for dependent PD includes: 

a pervasive and excessive need to be taken care of, leading to submissive and clinging 

behaviour; and difficulty expressing disagreement with others due to fear of loss of 

approval. Therefore, one reason why this personality style may not have been 

associated with lower levels of therapeutic alliance is that dependent personality traits 

in a patient may allow for (at least initially) a harmonious, agreeable working 

relationship to form between the patient and therapist. Beck and Freeman (1990) 

comment: "initially ... these patients can seem deceptively simple to treat. They are 

so attentive and appreciative of the therapist's efforts ... they are easy to engage in 
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treatment, and are so cooperative at the beginning of therapy" (p. 283). Therefore, 

although these personality traits may negatively influence the effectiveness of therapy, 

and may lead to strains in the alliance at later stages of therapy, it is plausible to 

suggest that these traits did not affect the therapeutic alliance at the early stage of 

therapy, when the VTAS was measured in the present study. The diagnostic criteria 

for obsessive-compulsive PD includes a preoccupation with details, rules, and lists 

and excessive devotion to work. Patients with these traits may initially form a 

positive therapeutic alliance, as they may be eager to be collaborative and "master" 

therapy. Again, these personality traits may negatively affect the level of therapeutic 

change that occurs, and may also negatively influence the therapeutic alliance during 

later stages of therapy. 

4.2. 6 Patient personality dysfunction, therapeutic alliance and therapeutic outcome 

The present study, as well as other studies reviewed in this thesis ( e.g., Andreoli et al., 

1999), have demonstrated a negative association between the presence of patient 

personality dysfunction and the quality of the therapeutic alliance. It is interesting to 

note that patient personality dysfunction has also been consistently negatively 

associated with therapeutic outcome. This indicates that there may be interaction 

effects between patient personality dysfunction, poor therapeutic alliance, and poor 

therapeutic outcome. A brief review of studies linking personality dysfunction and 

poor outcome will now be given, and then some possible reasons for an interaction 

between these factors and the strength of the therapeutic alliance will be considered. 

Patients with co-morbid depressive disorder and PD have frequently demonstrated a 

poorer response to both pharmacotherapy and psychotherapy compared to patients 

without co-morbid PD ( e.g., Shea et al., 1992). The association between PDs and 

outcome was examined by Shea et al. (1990). They found that the presence of PD 

features, either rated to a "considerable degree", a "marked degree" or "an extreme 

degree", were associated with a lower rate of recovery at termination of therapy, as 

defined by the HDRS-17. Sato et al. (1993) found that the presence of any DSM-III

R PD significantly worsened the 3-month outcome, in a trial of antidepressant 

pharmacotherapy for major depression. The majority of the available studies suggest 

that depressed patients with a co-morbid PD show a less favourable response to either 

psychotherapy (e.g., Shea et al., 1992) or pharmacotherapy (Sato et al., 1993). As an 



explanation for the demonstrated link between personality dysfunction and poor 

outcome, Shea et al. (1992) comment that the presence of personality dysfunction is 

likely to be associated with poorer treatment compliance, and less engagement with 

the therapeutic process, thus resulting in a poorer response to treatment. 
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The association between presence of PD features and poor quality alliance may be an 

important contributor to the poorer outcome (following treatment for depression) that 

patients with co-morbid PD and depression have been demonstrated to have. One 

way that alliance may mediate the link between personality functioning and therapy 

outcome is that a positive therapeutic alliance may effectively enable a patient to 

understand their interpersonal behaviour patterns better. If there is a collaborative 

working relationship between the patient and therapist, the patient's dysfunctional 

interpersonal patterns may be challenged through the process of therapy, and can then 

be modified (Bachelor & Horvath, 1999). In addition, a positive experience of the 

therapeutic relationship enables patients to experience directly an alternative way of 

relating to another person (for example, the chance to try out safely new interpersonal 

behaviours, such as expressing anger or vulnerability) and being related to (Bachelor 

& Horvath, 1990). 

4.2. 7 Summary of relationship between patient factors and therapeutic alliance 

In summary, the patient characteristics found to relate to the level of alliance in this 

study, were in-session ratings of depression severity, chronicity of depression, gender, 

and presence of PD dysfunction. Based on the results of this study, it appears that 

pre-treatment diagnosis of personality dysfunction is significantly associated with the 

level of therapeutic alliance established between patient and therapist. In contrast, 

pre-treatment level of depression severity is not significantly associated with the level 

of alliance established. However, the severity of the patient's depressive symptoms, 

rated either during the session in which alliance is rated or close to the session in 

which alliance is rated, is related to the patient's contribution to the alliance. It is 

possible, then, that a state like effect of depression severity was related to the quality 

of the alliance, while personality dysfunction, particularly cluster A personality 

dysfunction, represents a stable patient trait that is negatively associated with the level 

of alliance formed. 
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4.2.8 Therapy type and level of therapeutic alliance 

Hypothesis 3 was supported: no significant difference was found in the level of 

therapeutic alliance between the two treatment conditions, IPT and CBT. This result 

is consistent with the results of Krupnick et al. (1996), who also found no significant 

differences in mean level of alliance ( as observed by clinical raters using the VTAS), 

and the three treatment conditions in their study: IPT, CBT, and pharmacotherapy 

with clinical management. The present results also replicate the findings of Marmar 

et al. (1989) and Salvio et al. (1992). Neither of these studies found significant 

differences in the level of alliance across varying therapy types. It should be noted, 

however, that neither the therapy types employed in these two studies, nor the 

measures of alliance used, were the same as those used in the present study. Marmar 

et al. found that the quality of the alliance was not significantly different between 

behavioural, cognitive, and brief dynamic therapies for older depressed adults, as 

measured with the California Psychotherapy Alliance Scales. Salvio et al. measured 

the patient's perception of the alliance in cognitive, focussed expressive (Gestalt), and 

supportive/self-directed therapies, based on measurement of alliance using the 

Barrett-Lennard Relationship Inventory, and the Working Alliance Inventory. 

The present findings differ from those ofRaue et al. (1997), who found significantly 

higher levels of therapeutic alliance in CBT than in psychodynamic-interpersonal 

therapy for depression. There are methodological differences between Raue et al.' s 

study and the present study that may have contributed to these conflicting findings. 

Raue et al.'s study used different measures of alliance than the present study: the 

Working Alliance Inventory, which is based on Bordin's pantheoretical definition of 

alliance; and the Session Evaluation Questionnaire (SEQ; Stiles, 1980). This reason 

is not particularly compelling though, as the results of the present study- finding 

similar alliance levels across therapy types - replicates the findings of many other 

studies that have also used different instruments to measure alliance (e.g., Marmar et 

al., 1989; Salvio et al., 1992). 

A more compelling reason for the conflicting findings of Raue et al.' s study (1997), 

concerns the nature of the therapies that were conducted in this study. As an 

explanation for the hypothesis that the quality of alliance would be rated higher for 
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the CBT group than for the psychodynamic-interpersonal group, these authors assert 

that: 

Higher alliance scores within cognitive-behavioral sessions may reflect the 

emphasis in this form of therapy on establishing and maintaining a good, 

collaborative relationship. In contrast, lower alliance scores within 

psychodynamic sessions may reflect a deliberate focus on negative 

transference issues in some sessions (p. 583). 

In comparison, both the psychotherapies conducted in the present study emphasise 

establishing and maintaining a positive, collaborative relationship, and although 

directly addressing the therapeutic relationship may infrequently be used in IPT as a 

treatment strategy, focusing on negative transference issues is not a focus of IPT 

(Weissman et al., 2000). 

One important reason the level of therapeutic alliance was not significantly different 

across treatment types may be that an important contributor to the strength of the 

alliance established, patient involvement, does not appear to be affected by treatment 

modality. The patient's involvement, in terms of factors such as participation, 

commitment, and working capacity, does not seem to be influenced by the theoretical 

orientation of the therapist (Gaston et al., 1988). In addition, studies have consistently 

indicated that patient involvement, in terms of the patient's willingness and ability to 

become actively involved in the treatment process, seems to be a crucial factor in the 

formation of a positive alliance (Henry & Strupp, 1994; Bachelor & Horvath, 1999). 

4.3 Limitations of the Present Research 

4.3.1 Sample size 

The sample size of this study (N = 42), needs to be considered as a limitation. This 

relatively small sample size, combined with the low frequency of PD diagnoses in this 

sample, meant that the number of patients with PD diagnoses was only fifteen. 

Therefore replication with a larger sample size would be useful. 
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4. 3. 2 Generalisability of the findings 

Some of the findings in this study are exploratory, and therefore do not confirm prior 

empirical findings. Thus, the findings of differing levels of alliance between male and 

female patients, and between patients with chronic versus non-chronic depression, 

should be considered tentative, and need to be replicated in future studies in order to 

be confirmed. In addition, the findings in this study based on confirmatory 

hypotheses (i.e., that patient personality dysfunction is negatively correlated with 

level of alliance, and that the level of alliance does not differ between treatment types) 

need constructive replication with independent researchers and with patient 

populations with other types of disorders before these findings can be generalised to a 

wider population. 

4. 3. 3 Therapist factors 

Another limitation that needs to be noted when interpreting the results of this study, is 

that the effect of therapist characteristics on the level of therapeutic alliance was not 

considered. Certain therapist characteristics have been associated with the quality of 

the therapeutic alliance that therapists form: "Like clients, therapists bring to the 

therapy relationship a personal history that affects their rapport with clients" 

(Bachelor & Horvath, 1999, p. 158). The effect of each therapist was not considered 

in the statistical analysis of the present study. However, the design of the 

Psychotherapy for Depression study involved each therapist providing therapy in both 

treatment modalities, CBT and IPT. Therefore, therapists were "crossed with 

treatments" (Crits-Christoph & Mintz, 1991) and any therapist effects should equally 

affect each treatment condition. However, the therapists used in this study were all 

females, therefore caution should be exercised when generalising the results of the 

present study to a larger population of therapists (Crits-Christoph & Mintz). As noted 

above, this gender bias may have influenced the gender differences in VTAS scores 

that were found. 

4. 3. 4 Measurement issues 

Measurement of the construct of alliance has limitations. There is no single construct 

of alliance that researchers and clinicians agree on. The studies reviewed in this thesis 

have used instruments to measure alliance based on differing theoretical perspectives, 

for example, the Working Alliance Inventory is based specifically on Bordin's 
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conceptualisation of alliance, while the Penn Helping Alliance Scales are based on a 

psychodynamic perspective. Therefore, these instruments may be measuring slightly 

different constructs. However, acceptable interclass correlations have been found 

between these instruments (Horvath & Symonds, 1991). 

The present study used only an observer's perspective to measure the level of 

therapeutic alliance. As outlined in the introduction, research indicates low or 

inconsistent agreement between patient, therapist, and observer ratings of alliance 

(Tichenor & Hill, 1989). Keijsers et al. (2000) note "there is little agreement between 

self-report data and observed therapist and patient behavior from audiotaped or 

therapist sessions" (p. 287). One reason for this may be that observer ratings reflect 

more of a cross-sectional "snapshot" of the alliance within the session being rated, 

while patient ratings are likely to reflect the cumulative quality of the alliance, 

incorporating both the present session as well as preceding therapy sessions (Raue et 

al., 1997). 

One significant advantage of using an observer's perspective to judge the alliance 

level is that this is the only perspective that permits replication. Using audiotapes, the 

ratings can be repeated, if needed, to provide data of greater reliability (Horvath & 

Greenberg, 1994). One disadvantage of using observer ratings is that patient-rated 

measures of alliance are known to predict therapeutic outcome better than observer 

ratings of alliance (Horvath & Symonds, 1991 ). Another disadvantage of using 

observer ratings is that an observer is, by necessity, inferring the thoughts, feelings, 

and motives of the therapist and the patient to rate the strength of the alliance 

(Horvath & Greenberg, 1994). This judgement process is a "complex inferential 

process, likely biased by the rater' s theory" (Horvath & Greenberg, 1994, p. 6). 

The measures taken in the present study to minimise any biases from using observer 

ratings included the raters of alliance listening to whole therapy sessions (50 minutes) 

as opposed to only segments of sessions. In addition, the two raters involved in 

alliance ratings had differing theoretical perspectives. One rater had received 

predominantly cognitive-behavioural training, while the other rater had a 

psychodynamic theoretical orientation. 
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The measurement of PD in the wider Psychotherapy for Depression Study is a 

potential limitation of the present study. The Psychotherapy for Depression Study 

assessed for the presence of PDs when participants first entered the study. Thus, the 

diagnosis of PD was made while the patient also met diagnostic criteria for a Major 

Depressive Episode. There is some evidence that the presence of a depressive episode 

influences the personality presentation of a patient (Shea et al., 1992). The finding 

that patients perceive and report their long-term personality in a more negative light 

when depressed has been clearly demonstrated when PD assessment is based on a 

patient's self-report (Joffee & Regan, 1988). However, the Psychotherapy for 

Depression Study made diagnoses of PD based on a structured clinical interview, 

which may not lead to inflated rates of PD diagnosis in depressed samples. Although 

some studies have found that rates of PDs based on structured interviews have been 

reported to decrease after recovery from depression (for a review of these findings, 

see Shea et al., p. 860), Sato et al. (1993) note that "some recent studies have shown 

that the PD diagnosis using a structured interview method is stable against the state of 

depression" (p. 348). 

A limitation concerning the measurement of depression severity in the present study is 

that the HDRS-17 was not necessarily measured in the same session as alliance was 

measured. The only therapy sessions that the HDRS-17 was measured in were 

sessions 3 and 6. Therefore, for some patients, depression severity was measured 

either the session before or the session after the session that alliance was measured 

(session 4, 5, 6, or 7). For other patients, both these measures were taken from the 

same session. Thus, the conditions in which depression severity and alliance level 

were measured was not completely consistent across patients in this sample. 
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4.4 Implications of the Present Study 

There are important clinical implications from the findings of this study. These 

findings contribute to an area of psychotherapy receiving increasing empirical interest 

(Muran et al., 1994), which is, determining what patient characteristics are associated 

with the quality of therapeutic alliance. This is important, firstly, to increase our 

knowledge about relevant selection criteria for patients likely to form an alliance 

quickly and effectively with their therapist, in different forms of brief psychotherapy 

(Gaston et al., 1988). Conversely, this knowledge is important to identify those 

patient pre-therapy characteristics that are likely to relate to an initially poor 

therapeutic alliance, and therefore need to be addressed by the therapist in the early 

stages of therapy (Gaston et al., 1988). 

The importance of assessing a patient's psychiatric history, to determine depression 

chronicity, is emphasised by the findings of the present study. Awareness of a history 

of chronic depression, as well as knowledge that a patient has co-morbid PDs or PD 

traits, may be a useful indicator to the therapist that extra effort is needed to build a 

collaborative and positive therapeutic relationship. As the quality of the alliance is 

known to contribute to therapeutic outcome, this knowledge could lead to greater 

treatment efficacy. The importance of knowing specifically what these factors are is 

emphasised by Muran et al (1994): "Such information seems essential as researchers 

venture beyond the general understanding that alliance predicts outcome to the 

clarification of how to remedy poor alliances and improve treatment efficacy" (p. 

189). 

The presence of patient personality dysfunction was associated with the therapist's 

contribution to the therapeutic alliance, while the severity and chronicity of a patient's 

depressive symptoms was not. This indicates that there is something unique about the 

effect of personality dysfunction on the therapist's (as well as the patient's) ability to 

form a productive working relationship. Cluster A PD features, specifically, were 

associated with lower levels of alliance from the therapist. This finding suggests that 

when working with patients with cluster A PDs, therapists need to be especially aware 

of possible counter-transference issues. Currently, the effect that cluster A PD traits 

may have on the therapeutic relationship are not focused on in the psychotherapy 



literature as much as the focus given to, for example, the effect of borderline PD 

features. However, strategies to assist in the formation of a positive therapeutic 

alliance with clients with PDs have been identified in the clinical literature. Firstly, 

alliance-building strategies for working with patients with cluster A PDs will be 

considered. 
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When working with a patient with schizoid personality features, empathy and 

consistent acceptance of the patient by the therapist may facilitate collaboration 

(Millon & Davis, 1996). Beck and Freeman (1990) comment that "the patient's 

unresponsiveness to praise reduces the leverage available to the therapist. This 

problem can be compensated for by using other means of motivation, such as 

explanation of the value of the treatment procedure" (p. 136). For the patient with 

schizotypal personality traits, the therapist needs to show genuine respect for the 

patient and accept, but not confirm, their unusual beliefs (Millon & Davis, 1996). 

These authors also note that a supportive approach to therapy is often the only kind of 

approach that a schizotypal patient can cope with during the early stages of treatment. 

For the patient with paranoid PD features, an obvious focus for the therapist will be 

on building a trusting relationship: 

Direct attempts to convince the client to trust the therapist are likely to ... 

increase the client's suspicions. The approach that proves most effective is 

for the therapist to openly accept the client's distrust once it has become 

apparent, and to gradually demonstrate his or her trustworthiness (Beck & 

Freeman, 1990, p. 108). 

Examples of how to demonstrate trustworthiness include the therapist only making 

offers that he or she is willing and able to follow through on, and making an active 

effort to correct misunderstandings and misperceptions in therapy as they occur (Beck 

& Freeman, 1990). 

Strategies for working with cluster B PD patients include, for patients with borderline 

PD, setting clear limits and interpersonal boundaries at the beginning of therapy. 

After this, the therapist should be as empathic and supportive as possible within those 

clear limits (Millon & Davis, 1996). It is also important that therapists explicitly 

acknowledge the patient's difficulty with trust. Extra effort is needed by the therapist 

to communicate clearly and honestly, and to behave in a trustworthy and consistent 
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manner (Millon & Davis, 1996). Specific strategies for working with histrionic PD 

patients include focusing on collaboratively establishing very clear and specific 

therapy goals (Millon & Davis, p. 390). Beck and Freeman (1990) highlight the 

importance of the consistent use of collaboration, and techniques such as guided 

discovery, given the tendency of patients with histrionic PD to play a dependent role 

in relationships. Strategies for working with patients with narcissistic PD include 

setting specific relationship limits regarding acceptable or productive therapy 

interactions. This strategy is to discourage the characteristics of narcissistic PD, such 

as interpersonally exploitative behaviour, from unduly influencing the therapeutic 

alliance (Beck & Freeman, 1990). Another narcissistic trait, hypersensitivity to 

perceived criticism, may mean that giving feedback to these patients is difficult. As a 

strategy to overcome this, Beck and Freeman ( 1990) caution therapists to "avoid a 

critical, accusatory tone of voice, and to check patient reactions and thoughts" (p. 

254). 

4.5 Suggestions for Future Research 

Some useful extensions of the present study will now be outlined. One logical 

extension of this study would be to examine the patient factors found to be 

significantly associated with therapeutic alliance in a multivariate model. There are 

likely to be other patient factors ( e.g., individual PD diagnoses, and level of 

interpersonal functioning) as well as therapist factors, that were not considered in the 

present study, and that are significantly associated with therapeutic alliance. A future 

study could examine if, indeed, there are other factors significantly correlated with the 

level of alliance formed in therapy. These identified variables could then be placed in 

a multivariate model with the significant patient factors identified in the present study, 

to identify factors that predict the level of therapeutic alliance established. 

An obvious extension to the present study would be to examine the relationship 

between the level of alliance that has been measured in this sample of patients, and 

the treatment outcome this sample has. Existing findings indicate there is likely to be 

a positive association between level of alliance and level of positive therapeutic 

change (e.g., Asay & Lambert, 1999; Barber et al., 2000; Gaston et al., 1991). A 
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related question for future research is, how do alliance and therapist technique 

interact? Specifically, in what ways does a positive or a negative alliance facilitate or 

hinder the efficacy of particular techniques? (Raue & Goldfried, 1994 ). 

It would be interesting to evaluate the efficacy of the alliance-building therapeutic 

strategies for patients with PDs that were outlined in the previous section of this 

discussion ( e.g., directly focusing on building trust with paranoid PD patients, and 

specifically setting interpersonal boundaries at the beginning of therapy with patients 

with borderline PD). To investigate this, standardised CBT or IPT could be given to 

two groups of patients with co-morbid depression and PD, with the therapists in only 

one group incorporating alliance-building strategies into the therapy. The level of 

alliance in each of these groups could be measured and compared between groups, in 

order to test the actual effectiveness of these strategies in establishing therapeutic 

alliance with patients with PD. 

The hypothesis introduced above, that patients with chronic depression have less well

developed social skills than patients without chronic depression, could be examined in 

a study comparing the level and range of interpersonal skills between patients with 

chronic versus non-chronic depression. This would contribute to our understanding of 

whether a lower level of social skills in patients with chronic depression is, in fact, at 

least part of the reason why these patients had lower levels of alliance in the present 

study, or whether there are other factors responsible for this finding. 

4.6 Conclusions 

The present study examined patient factors that are negatively associated with the 

level of therapeutic alliance established between a patient and therapist. It was found 

that the severity of a patient's depression, the chronicity of their depression, their 

gender, and the presence of patient personality dysfunction, all had some association 

with the level of alliance that was formed. Identifying these patient factors is one step 

towards increasing both the theoretical and clinical focus that is given to establishing, 

and maintaining, a positive therapeutic alliance in psychotherapy. 
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Arguably, the key focus of psychotherapy research needs to be investigating how to 

achieve greater treatment efficacy; that is, how can psychotherapy be better at making 

a positive impact on individual patient's lives? As the literature reviewed in this 

thesis suggests, the strength of the therapeutic alliance between a patient and a 

therapist appears to be one important component in this goal of bringing hope and 

change to individuals: 

There is a great deal to be learned about outcome in therapy, regardless of 

school or technique, by examining the impact of theoretically relevant 

personality characteristics on the interpersonal processes that unfold during 

treatment (Zuroff et al., 2000, p. 122). 
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APPENDIX 

NATIONAL INSTITUTE OF MENTAL HEALTH 

TREATMENT OF DEPRESSION 

COLLABORATIVE RESEARCH PROGRAMME 

Vanderbilt Therapeutic Alliance Scale (VTAS) 

Patient Number: 

Rater: 

Rating Date: 
(Day) (Month) (Year) 

Session Number: 

Type of Treatment 

81 
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Vanderbilt Therapeutic Alliance Scale 

To what extent did the therapist: 
(Remember to establish which ends not at all and great deal come) 

Not at Great 
all deal 

1. Convey the idea that he is competent to 0 1 2 3 4 5 
help with patient's problems. 

2. Express hope and encouragement, a belief 
that the patient is making ( or can make) 
progress. 0 1 2 3 4 5 

3. Commit himself and his skills to help the 0 1 2 3 4 5 
patient to the fullest extent possible. 

4. Show respect, acceptance, and compassion 0 1 2 3 4 5 
for the patient and his problems. 

5. Acknowledge the validity of the patient's 0 1 2 3 4 5 
feelings, thoughts, and behaviour. 

6. Make sure that the patient understood the 
procedures of therapy and their rationale, 
what was asked of him and why. 0 1 2 3 4 5 

7. Make his interventions in a way that 
preserved the patient's self-esteem and 
dignity. 0 1 2 3 4 5 

8. Intrude his own life story, ideas, or values 0 1 2 3 4 5 
on the patient. 

9. Express his own reactions, assets and 0 1 2 3 4 5 
liabilities in appropriate ways. 

10. Foster undue dependency. 0 1 2 3 4 5 

11. Make irrelevant or uncalled for comments. 0 1 2 3 4 5 

12. Build a sense of mutuality by using "we" 0 1 2 3 4 5 
and "us". 

13. Miss interventions where they appeared 0 1 2 3 4 5 
needed. 
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To what extent did the patient: 

Not at Great 
all deal 

14. Express that he feels better since beginning 0 1 2 3 4 5 
therapy. 

15. Indicate that he experiences the therapist as 0 1 2 3 4 5 
understanding and supportive of him. 

16. Seem to identify with the therapist's 
method of working, so that he assumed 

0 1 2 3 4 5 
part of the therapeutic task himself. 

17. Expect the therapist to change him without 
0 1 2 3 4 5 

accepting his own responsibility for the 
session. 

18. Make an effort to carry out therapeutic 
0 1 2 3 4 5 

procedures suggested by the therapist. 

19. Acknowledge that he had problems, which 
0 1 2 3 4 5 

the therapist could help him deal with. 

20. Indicate a strong desire to overcome his 
0 1 2 3 4 5 

problems. 

21. Talk freely, openly, and honestly with the 
therapist about his thoughts, feelings, and 

0 1 2 3 4 5 
behaviour. 

22. Act in a hostile, attacking, or critical 
0 1 2 3 4 5 

manner toward the therapist. 

23. Act in a mistrustful or defensive manner 
0 1 2 3 4 5 

toward the therapist. 

24. Become so anxious in the session that it 
0 1 2 3 4 5 interfered with the therapeutic task. 

25. Show evidence that he missed an 
appointment, come late to sessions, or 

0 1 2 3 4 5 
hesitates to make the next appointment. 
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To what extent did the therapist and patient together: 

Not at Great 
all deal 

26. Show enthusiasm, which made the session 0 1 2 3 4 5 
seem alive and energetic. 

27. Work together in a joint effort to deal with 0 1 2 3 4 5 
the patient's problems. 

28. Share a common viewpoint about the 
definition, possible causes, and potential 
alleviation of the patient's problems. 0 1 2 3 4 5 

29. Relate in a realistic, honest straightforward 
way, within the bounds of reasonable 
human interaction. 0 1 2 3 4 5 

30. Agree upon the goals and tasks for the 0 1 2 3 4 5 
session. 

31. Focus on the therapeutic task throughout 0 1 2 3 4 5 
the session, without excessive 
superficiality. 

32. Seem to be engaged in a power struggle. 0 1 2 3 4 5 

33. Express directly or indirectly the 0 1 2 3 4 5 
possibility of premature termination. 

34. Allow the session to become ruminative, 0 1 2 3 4 5 
empty, or boring, without a clear trend of 
theme. 

35. Accept their different roles and 0 1 2 3 4 5 
responsibilities as part of their relationship. 

36. Refer back to experiences they have been 0 1 2 3 4 5 
through together. 

37. Have awkward silences or pauses in their 0 1 2 3 4 5 
conversation. 
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