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Abstract

Objective: Research indicates that the workinguatle is a stable predictor of outcome.
The majority of previous research has relied one@mponent model for alliance and
failed to cover all theoretical aspects of theaaltie, we wish to address some of these
aspects. We also wish to control for relevant thiadables. Method: Patients were
recruited to an open-ended, naturalistic studydividual psychotherapy in Norwegian
outpatient clinics. Those who completed at least@frs of therapy were included in
the present study (N = 24Bl,4e= 40,SDyge= 9.5, 73.8 % female). Results: The first
research question addressed the factor-structuredi/orking Alliance Inventory as
rated by the patient in the third session. An epgitiry factor analysis gave two factors;
named W-Task and W-Bond. Further analyses indidai@tdifferent therapist and
patient characteristics at baseline explained aBo@6 of the variance in these two
components. Background-variables were related tterbguality of the W-Task
component, and interpersonal variables to the WeBuwith two variables related to
both components. W-Task and W-Bond assessed im8e&stad significant
correlations to outcome in Session 12 and 20 asuned by three outcome-indexes
from Symptom Check-List-90-Revised. However, whentmlling for symptom level
and patient and therapist characteristics at basél/-Task and W-Bond were
unrelated to later symptom outcome. Conclusion: fEfeionship between working
alliance and outcome in individual psychotheraplyater explained by patient baseline
characteristics and baseline symptoms.

Keywords: alliance, baseline characteristics, lb@ssymptoms, therapy

process, outcome.
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Sammendrag
Allianse har vist seg som en stabil prediktor dallav terapi, med effektstarrelser pa
rundt .22, men med ulike modeller for alliansemskgtr, og alliansens betydning for
utfall, er det fortsatt mange ubesvarte forsknipgssmal. Denne studien ser pa tre
forskningssparsmal. Vi undersgker faktorstruktuieWAl, og finner to faktorer som
vi kaller W-mal/middel og W-band. Disse er forskgpredikert av pasient og
terapeutegenskaper. For mal/middel var disse #anife: pasientens sivil-status,
oppvekststed, og evne til & innga vennskap (psykaayske skalaer).
Relasjonskomponenten hang sammen med pasientelerig av fars omsorg,
uavhengig bedemmers vurdering av pasients evaertilgd vennskap
(psykodynamiske skalaer), pasients oppvekstssteghauts kjignn og selvrapportert
kald-unnvikende stil. terapeutens oppvekstsstedikbgt mellom pasient og terapeut i
verdisyn. Deretter undersgket vi sammenhengen mallbanse, malt i time tre av
pasientene, og bedring i symptomer, malt ved sepogerte Symptom Check-List-90-
Revised skarer, inndelt i tre indekser, ved tim@@d2ime 20. Allianse viste seg &
predikere utfall etter & ha kontrollert for sympteariasjon far terapi i forhold til
kronisk og karakterologisk-, men ikke akutt utfalislekser. Ved tilleggskontroll for
pasient og terapuetegenskaper, var ikke alliaresggel en signifikant prediktor i
forhold til bedring i time 12 eller 20, med sympteamiasjon far terapi og kvalitet av

vennskapsrelasjoner, som de eneste prediktoreredesignifikant forklaringsverdi.
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The Working Alliance
Historical Context

The relationship between therapist and client ltasiped a dominant role in
many theories regarding the healing aspects gbsliehotherapeutic process. Freud's
initial emphasis was on the role the relationshi@ad in keeping the patient in therapy,
overcome doubts about the possibility of improvemand facilitate cooperativeness
with the therapist (Freud, 1912/1958a p. 99, axidit Hatcher, 2010, p. 9). The
psychoanalytic understanding of this relationshgs wlaborated by Greenson (1965,
1973), who defined the "working alliance" as thiatieely rational, non-neurotic
aspects of the relationship between patient anapins, facilitating the patient’s ability
to work within the analytical situation. He was argdhe first to separate the working
alliance from those aspects of the therapeuticiogiship related to transference and
attachment (Greenson, 1965, 1973).

Another important source in the development of racept that looks at the
relationship between therapist and client was R&{@857) theoretical model for the
gualities and effects of the therapeutic relatigmsRogers’ (1957) model states that the
guality of the relationship; empathy, unconditiolmale/regard, and congruence; as
offered by the therapist and experienced by thentkonstituted the necessary and
sufficient conditions for therapeutic change (Regéf57).

The majority of research on the effects of psycapy from the 1960s and
onwards, focused on the possible specific ingredisgsponsible for positive
therapeutic gains. The research paradigm statatgsifecific therapeutic models and

mechanisms should result in different outcomesneasupported by the first
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systematic reviews of research on psychotherapeutemmes (Luborsky, Singer, &
Luborsky, 1975; M. L. Smith & Glass, 1977). Thesstfsystematic reviews and meta-
analyses of therapeutic outcome yielded strongeenid that quite different therapeutic
models and practices had similar effects, supppttie notion that elements common to
the broad section of psychotherapeutic models vesonsible for a large portion of
the healing effects — commonly referred to as thddsbird verdict (Rosenzweig,
1936). These findings instigated the search falofaccommon among different forms
of psychotherapy. This strongly renewed researthg@esest in the quality of the
relationship between therapist and client as orpoant common factor in different
psychological treatment models. Important contrdns to this were the work of
Luborsky (1976) and Bordin (1979, 1994) on the emtgal and empirical basis of the
therapeutic relationship.
The Therapeutic Relationship

Like Greenson, Bordin (1979, 1994), argued thah b@nsference-powered
relationships and real relationships exist in thgr&ordin (1979) however, went
further and argued that the effectiveness of amgrgtherapy is partly, or even entirely,
"a function of the strength of the alliance"” (p.238 his alliance model, Bordin
focused on how patients and therapists collabanateerapy to achieve change. He
divided the alliance into three components; taskal @nd bond, and gave examples on
how they could differ in accordance with the thenatc allegiance of the therapist.
Agreement on goals for therapy refers to what shbalaccomplished during

treatment, while tasks specifies what the patiedttae therapist are required to do to
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reach these goals. The bond component is the yoélihe relationship between the
therapist and patient in terms of mutual trust l#adg (Bordin, 1979).

Hougaard (1994) has elaborated on the theory ddlittzace based on, among
others, Bordin’s (1979) theory. Hougaard (1994 )g&sgs a two-structure alliance
concept, consisting of the personal relationshigbthe collaborate relationship, roughly
corresponding to Bordin’s bond and task aspectseoélliance, respectively.

Luborsky (1976) also argued that the therapeuli@ree comprises two
components. According to Luborsky, these two coneptgéhave somewhat different
roles depending on the phase of therapy. Typadna# is the patient’s experiencing
the therapist as helpful and supportive, and issmmoportant in the beginning of the
therapy. Type 2 alliance is about working togetgainst factors getting in the way of
improvement, a shared agreement on the goalsaifriemt, and is assumed to be
important later in the therapy.

Even though the conceptual basis of the allianc@liysinvolves two or three
components, most researchers in this field havesinyated the alliance using a one-
factor model (Constantino, Arnow, Blasey, & Agraep5; Hersoug, Hgglend, Monsen,
& Havik, 2001; Klein et al., 2003; Puschner, WdlfKraft, 2008). Several studies
suggest a reliable statistical relationship betwberguality of the working alliance in
the early phases of therapy and outcome (HorvaBré&enberg, 1989; Kivlighan Jr &
Shaughnessy, 2000; Stiles et al., 2004). A recetésanalysis by Horvath, Del Re,
Fluckiger, and Symonds (2011) reported an effem-ef .275, which means that the
alliance explains 7.6 % of the variance, consistetit earlier meta-analyses showing

effect-sizes from .21 to .26 (Horvath & Bedi, 206&yrvath & Symonds, 1991; Matrtin,
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Garske, & Davis, 2000). However, none of these raatdyses have distinguished
between the different components of the alliance.

In the present study we wish to explore the ingpian of using a multi-
component model for understanding the correlatéseofjuality of the alliance, and for
the understanding of the relationship betweenradbaand outcome.

The Structure of the Working Alliance - One, Two orThree Components?

Some single studies have reported a two-compomertsre of the alliance on
the basis of factor analysis (Andrusyna, Tang, Defyy & Luborsky, 2001; Guédeney,
Fermanian, Curt, & Bifulco, 2005; Hatcher & Barenti896; Hersoug et al., 2001;
Webb et al., 2011). Most researchers have decaladd a one-factor model, which is
surprisingly considering the strong theoretical bBagis that the alliance comprises of
more than one factor. Webb et al. (2011) arguetitiae do not differentiate between
the components of the alliance, we risk missingasuimportant information about how
the different components of the alliance may opeirmapsychotherapy. They found that
the quality of the task component (called “agreetf)emas associated with outcome in
cognitive therapy for depressive symptoms, whetiea$actor assessing bond (called
“relationship”), was not associated with improvem@iebb et al., 2011). This notion
was also supported by a study showing that the ayuikask aspects of the alliance was
related to reduction in depressive symptoms, whigebond aspect was mostly related
to reduction in interpersonal problems (Weerasekarnaler, Greenberg, & Watson,
2001). Thus, one important aspect of the multi-congmt model for the working

alliance, both theoretically and empirically, isgget a more nuanced picture of how
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patients’ and therapists’ characteristics is relatethe quality of the different alliance
components.
Predictors of the Working Alliance

Baseline characteristics of patients.

There has been an increasing interest in how meqbly characteristics of
patients and therapists are related to the quaitige in-therapy alliance, but still more
research is needed, especially on the possiblecauponents of the alliance. There are
at least two major reasons for this. Firstly, tolerstand how pre-therapy characteristics
of the patient and the therapist are related tattaity of the different components of
the working alliance (Dunkle & Friedlander, 1996itterfield & Lyddon, 1998),
secondly, many of the studies investigating thati@hship between alliance and
outcome have not controlled for possible effectbasfeline characteristics on outcome,
and the causal direction of the association betvelemce and outcome has therefore
not been established (Castonguay, Constantino, I§dtih, 2006; Crits-Christoph,
Gibbons, & Hearon, 2006; Elvins & Green, 2008; Klet al., 2003). Controlling for
baseline characteristics can help clarify whetherduality of the alliance is mainly a
reflection of the resources and qualities the paaad/or therapist brings into the
therapy, and furthermore that this may explainassociation between the alliance and
the course and outcome of therapies. To investightther the relationship between
alliance and outcome can be explained by factastieg before therapy, researchers
have controlled for aspects of the clients perstnahd functioning prior to therapy
that are assumed to be related both to the alliandego outcome. To illustrate, Klein et

al. (2003) and De Bolle, Johnson, and De Fruyt @2@bntrolled for comorbidity and
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still found the alliance to have predictive valngerms of symptom reduction of
depressed patients.

In this study we want to explore a wide range digpé and therapist
characteristics in relation to the quality of thieaace, as this has been an understudied
area. In line with previous research and theoreticadels, we included; socio-
demographic factors, patient’s evaluation of tleairly parental bonds to their mother
and father, attitudes toward own self, that isajeicts; interpersonal problems, ego
functioning, and comorbidity. Socio-demographictéas are included as research
indicates that the patient’s marital, that is bemmgyried or not; occupational status (De
Bolle et al., 2010), and education (Marmar, WeSs§aston, 1989) are related to the
quality of the alliance. Other researchers havenoificluded a control for demographic
factors, such as age and gender, and found theto betrelated to the alliance
(Constantino et al., 2005; Dunkle & Friedlander9@p however, all but one of these
studies have used a one-component structure alllttace (Constantino et al., 2005).
Guédeney et al. (2005) looked at a two-factor stimecof the alliance, and found no
relation to socio-demographic variables, excepafargher level of education, which
they found to be related to the factor they calbdasence of suspicion about the
negative effects of help”.

Identity and personality can be assumed to betaifieby the socio-cultural
context of a person’s childhood and adolescencilelapological research on mental-
health indicates a lower prevalence of psycholdglsmrders in rural than more urban
and inner city areas (Crowell, George, Blazer, &derman, 1986; Kringlen,

Torgersen, & Cramer, 2006; Paykel, Abbot, Jenkanagha, & Meltzer, 2003). Rural
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and urban populations may vary in several ways,paiad research indicate factors like
community attachment, social support, physicalthg@&omans, Cohen, & Forte, 2011)
and other socio demographic variables as contngut the differences in prevalence
of mental disorders (Judd et al., 2002). More netean the factors contributing to the
apparently buffering effects of rural residencedtirackground is needed (Crowell et
al., 1986; Judd et al., 2002). In our study we vigsbxplore whether patients’ rural
background affect the working alliance.

The quality of the early parental bonds is assutodm one important factor
contributing to the development of attachment. Byw{L977a) argued that both
parents need to care for their children, and leir tthildren explore their surroundings
to develop a secure attachment. Research has gshawthe patients’ view of the
guality of early parental bonds is related to thiarzce (Mallinckrodt, Coble, & Gantt,
1995), as is attachment (Daniel, 2006; Kivlighaattéh, & Foote, 1998; Mallinckrodt,
Coble, & Gantt, 1995; Satterfield & Lyddon, 1998;A Smith, Msetfi, & Golding,
2010). In terms of attachment, a patient’'s expeeenmith caregivers may affect how he
or she relates to the therapist, how easy it teutst the therapist, and to feel secure in
therapy (Bowlby, 1977b).

It is assumed that the way caregivers act towdnel€hild becomes internalized,
and can be activated later in life. According topenin (1974), the consistent and
dominant aspects of the caregivers way of actimgtd the child will be internalized
and transformed into introjects that later are eigpeed as one’s own attitudes directed
towards one’s self. Benjamin (1974) has describ&jects according to the two

dimensions of a) affiliation and care, and b) aotag and control. Less research has
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addressed introjects’ association with the alliabcg one study found that the
affiliation dimension of introjects was positivedgsociated with the bond aspect of the
alliance early in therapy (Paivio & Bahr, 1998).sBd on Bowlby’s (1977a) theory of
attachment, stating that experiences with caregiearly in life will affect how one
relates to others as adults, we assume that eadytal bonds and introjects should be
related to the bond aspect of the alliance rathean the task and goal aspects.

Psychodynamic theorists who distinguish the worlahignce from transference
reactions also view the degree of maturity andgirgtgon of the patients’ ego-functions
as essential for their capacity to form an alliawité the therapist (Greenson, 1973;
Zetsel, 1956). Ego-functioning includes aspectsadividual functioning such as
tolerance for affects, insight, adaptive capagtpblem solving and interpersonal
functioning. Several studies indicate that patianterpersonal functioning and
problems are associated with the alliance (Muraga§ Samstag, & Crawford, 1994;
Paivio & Bahr, 1998; Piper , Azim, McCallum, & J&ycl991; Puschner, Bauer,
Horowitz, & Kordy, 2005). We also expect to findaljties of ego-functioning and
interpersonal problems to be related to the deweéoy of the alliance. We further
assume ego-functions reflecting interpersonal fonatg to be related to the bond
aspect of the alliance, on the argument that oelatiip-related factors will be more
important for the relationship/bond aspect of thiarece.

As for the problems and symptoms of the patienfyrague that comorbidity
makes the alliance-formation more complex anddiffiand a positive outcome
therefore harder to obtain. Findings have showanddncy for poorer alliances

(Horvath and Bedi, 2002), and worse outcome (Beuflastonguay, & Follette, 2006;
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Clarkin & Levy, 2004; De Bolle et al., 2010; Digu&arber, & Luborsky, 1993), when
patients have comorbid personality disorder. Wéunted indicators of personality
disorder as a predictor, hypothesizing that thiglitigin self-other understanding
characterizing personality disorders will hamper éistablishment of the bond aspect of
the alliance.

Baseline characteristics of therapists.

One area with less research is the possible assmsdetween working alliance
quality and the personal characteristics thathleeatpist brings to therapy. In two
reviews, Ackerman and Hilsenroth concluded thatestimrapists’ attributes
contributed positively to the alliance, like beifhgxible, warm and honest (2003), while
others contributed negatively, like being rigidcartain and critical (2001). On a more
specific level, studies have for instance showhn tiierapists’ cold interpersonal style,
as measured by the 1IP-64, had a negative effetti@alliance as rated by the patients
(Hersoug, Haglend, Havik, von der Lippe, & Mons2dQ9b; Hersoug et al., 2001). We
argue that cold or avoidant interpersonal stylaase relevant for the development of
the bond-aspect of the alliance, but less for déisk ind goal-related aspects. Dunkel
and Friedlander (1996) found that therapists’ gbith develop close relations with
others predicted higher quality of the bond aspéelliance, whereas therapists hostile
introjects had a negative impact. For therapisasiyerecollection of care and control
from parental figures, Hersoug et al. (2001) fothmat recollection of care from both
parents was positively associated with allianc8estsion 12, but not at Session 3. We
hypothesize that if investigating the allianceamts of a multi-component model, the

early parental bonds will affect the relationshgpect of the quality of the alliance in
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Session 3. We further expect therapists’ introjezaffect the patients’ experience of
the alliance, with a greater impact on the bonckeispf the alliance.

Similarity between patient and therapist.

Social comparison theory states that people contparaselves with others,
preferably someone similar to themselves (Festjrif#54). Interpersonal attraction
theories also advocate similarity (Myers, 2004 }radtion and similarity has been
investigated in many different areas, and the rebesupports the idea that similarity is
associated with liking (Mackinnon, Jordan, & Wils@®11; McPherson, Smith-Lovin,
& Cook, 2001). The ideas from social psychology atithction theories have also been
investigated in relations to therapy, in termsiofikrity of patient and therapist.
Luborsky, Crits-Christoph, Mintz, and Auerbach (&898ave addressed the possibility
that the similarity — dissimilarity between theipat and the therapist might influence
the relationship between the alliance and improvenihey found that greater
similarity of patients and therapists across 10osdemographic characteristics, for
example civil status, education, and ethnicity; @wssociated with better outcome.
Other research has shown mixed results in terrttseafole of similarity between
patients and therapists. Racial/ethnic matchingoeas studied, with a recent review
suggesting that even though patients prefer thapist to be similar to them; this has
almost no effect on treatment outcomes (Cabral &tl8r2011).

Similarity of patients and therapists in terms efgonality has been shown to be
related to the bond aspect of the alliance, bugpats or tasks (Taber, Leibert, &
Agaskar, 2011). Value similarity, but not similgrib personal characteristics, has been

found to be associated with better alliance agirbyepatients (Hersoug et al., 2001).
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Furthermore, matching of cognitive-behavioral tipgréo the religious values of the
patients has been shown to be more effective wietherapists have values similar to
the patients’ values (Propst, 1980; Propst, Ostiiatkins, Dean, & Mashburn, 1992).
Based on these theories and findings, we arguédithédarity between patient and
therapist might contribute positively to the quabff the alliance, both bond and
task/goal.

Baseline Level of Symptoms - An Important Third-Fad¢or in Understanding the
Relationship between Alliance Quality and Outcome.

When investigating how the relationship betweenalhance early in therapy
relates to outcome, it is important to considet baseline symptoms may influence
both the alliance and the outcome, and that vanah baseline symptoms therefore
may explain the relationship between alliance amdame. In most studies, researchers
have measured the alliance at some point afteaplydras started (typically Session 1,
3, 5 or 10), and then correlated it with symptorastde from pre- to post-treatment.
This design leaves doubts as to whether baselin&tioa in symptoms, or change
during therapy, may affect the quality of the altia and outcome (Castonguay, et al.,
2006; Crits-Christoph, et al., 2006; Elvins & Gre2008; Klein et al., 2003).

Some studies have reported that early allianceiggessubsequent
improvement after controlling for prior symptom alga (Anker, Owen, Duncan, &
Sparks, 2010; Barber, Connolly, Crits-Cristoph,d&a& Siqueland, 2000; De Bolle et
al., 2010; Klein et al., 2003), while others fowwhtrolling for prior improvement
reduced or eliminated the influence of allianceoatcome (Barber et al., 1999;

DeRubeis & Feeley, 1990; Feeley, DeRubeis, & Gelfdi999; Gaston, Marmarr,
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Gallagher, & Thompson, 1991; Puschner et al., 2008} inconsistency may be due to
small sample sizes, for instance a mean sample@t&ein four of the studies
(DeRubeis & Feeley, 1990; Feeley et al., 1999; Gast al., 1991; Hartmann,
Orlinsky, Weber, Sandholz, & Zeeck, 2010), or tgb@roblems in the study sample, as
alliance may be more important for depression gwubstance abuse (Barber et al.,
2000; Barber et al., 1999; Horvath & Bedi, 2002)isTneeds more research to be
resolved. In our study we expect to find that thiarace is predictive of outcome even
after controlling for variation in baseline symptdenel.
Type/Domain of Outcome

Many studies investigating the effect of the theraj alliance on outcome in
psychotherapy have used some composite symptom-ordgobal indicators of
distress. A typical example is the Global Sevdngex (GSI) from the Symptom
Check List-90-Revised; SCL-90-R (Derogatis, 1994, average score of the 90 items
in SCL-90-R (Matrtin et al., 2000; Puschner et2008). GSI and other global scales
can be criticized as being too general and lessitsenfor change. This may result in
missing important information on outcome, and tatisnuate the observed relationship
between alliance and outcome. Weerasekera etCfl1]2nvestigated the relationship
between alliance and outcome, and found that tlameé had different predictive value
depending on whether the outcome measure was ¢e@&iarom the SCL-90-R,
compared to specific to depression, as measurdéaebBeck Depression Inventory
(Beck, Ward, Mendelsen, Mock, & Erbaugh, 1961). #heo study indicate that there
may be a difference between depression and anxigtyregards to the role of the

alliance, and reported that the quality of theaaltie was associated with a reduction in
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depressive symptoms, but not anxiety symptoms (Ratites, & Vogell, 2009),
supporting the importance of specific outcome-mesasiHorvath (1994) also
suggested that the working alliance may be mordigtiree of outcome as measured by
individualized instruments, than more global sympttchange measures, such as the
SCL-90.

The stronger association between alliance and dgiprecan also be understood
with reference to Frank’s (1973) model for helpkseg behavior and improvement. He
proposed that most patients with mental-healthlprob seek help because they are in a
state where they do not understand what happenstdanow what to do, feel
confused, helpless and estranged from other peagiate he called demoralization.
Frank also argued that the relationship betweeemadnd therapist is characterized by
the degree to which the patients see the therapigtialified and someone who desires
to help them. The bond aspect of the alliance (BoiB79) may seem most
appropriate to deal with this aspect of the retetiop, and may be associated with
symptoms recovering early in therapy, once theepagxperiences that help is
available. This is also in line with Luborsky’s Te/p alliance being involved in early
improvement.

To investigate the possibility that the componeritdhe alliance may be related
to different aspects of outcome, we used the tbameponent model of outcome defined
by Kopta, Howard, Lowry and Beutler (1994). Theyided the 90 items of the SCL-
90-R into three groups: Acute, chronic and charaftiigical symptoms. Their research
showed that characterological symptoms where @&t lékely to recover, needing at

least 18 sessions. The acute and chronic distyegstems recovered faster than the
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characterological, with acute distress symptomslingethe least amount of sessions
and was the most likely to recover. In this stugywish to investigate the relationship
between the different components of the allianakthase three measures of
improvement, hereafter called outcome indexes.data is based on intermediate
outcome; meaning symptom level at Sessions 12 @ndd? at termination of therapy.
Based on the models by Luborsky (1976) and Fra@K3)Llwe assume that the bond-
aspect of the alliance will be more related to ioy@ment in the acute distress index,
while task and goal may be more important for clrraistress and characterological
symptoms.
Research Questions

The aim of this study was threefold. First we irtigeged the factor structure of
the working alliance. Second, if the findings supeod a multi-factor model, we
investigated how baseline characteristics of pttiand therapists were related to the
different components of the alliance. Third, if &@ise characteristics and baseline
symptom-intensity could explain the associatiomieen alliance and outcome.

We expected to find, in line with other researsi{@ndrusyna et al., 2001;
Webb et al., 2011), that the alliance consistsvof tomponents. We further
hypothesized that relationally-related charactesdintrojects, early parental relations,
interpersonal relations and ego-functioning) fothjoatient and therapist would be
associated with the bond component of the alliaéealso wanted to explore how
socio-demographic characteristics of patients Ardapists, comorbidity, and how

similarities between patient and therapist werateel to the alliance, but we had no
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specific hypotheses regarding these characteratiddhe sub-components of the
alliance.

We wished to investigate whether the two componehtise alliance predicted
symptom improvement, and whether the associatimmdependent on type of outcome
divided into acute distress, chronic distress dratacterological indexes, as defined by
Kopta et al. (1994). We assumed a relationship éetvearly alliance and later
symptom-outcome, and that the bond aspect of tiamed would be associated with
early improvement in acute distress, while the/gskl aspect would be closest
associated with later improvement in chronic anarabterological symptoms. Next we
hypothesized that early alliance still would hamwesffect on subsequent symptom
outcome after controlling for baseline variatiorsymptoms. Finally, we expected that
the alliance would continue to predict symptom-oute after controlling for baseline
characteristics of the patient and therapist, amdazity between therapist and patient.

Method
Participant Characteristics

This study is based on data from the Norwegian isitdt Study of Process and
Outcome in Psychotherapy (NMSPOP) (Havik et al95)9The NMSPOP is a
naturalistic study of psychotherapy in mental-Healit-patient clinics within the
public-health system in Norway. The data-base camapi371 patients from 8 sites,
with a total of 15 out-patient public health cestand 89 therapists (Forskningsrad,
2007). The over-all aim of the NMSPOP was to esthlad large data-base that could be
used, after application, in PhD- and Master-thésethe study of process and outcome

in psychotherapy.
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Procedure

The inclusion criteria in the NMSPOP were libevath the only exclusion
criteria: Age under 18 years old, serious drug alpusblem, mental retardation, serious
psychoses (like schizophrenia), or need for emenggeatment or hospitalization. In
addition, half of the patients should fulfill thateria for a personality disorder (PD)
according to the Diagnostic and Statistical Marafdlental Disorders ed. 4 (DSM-IV)
(American Psychiatric Association, 1994). At eaith, s trained clinical coordinator, a
psychologist or psychiatrist, invited patients &otcipate in the study, and made a
diagnostic assessment based on a semi-structusgdigw for DSM-IV Axis |
diagnoses (SCID 1) (Elliott et al., 2006) and sestnuitctured interview for making
DSM-1V Axis Il diagnoses (SCID-II) (First, SpitzeGibbon, Williams, & Benjamin,
1994). The clinical coordinator also did a semirstured clinical interview to assess
psychodynamic functioning — see Measurements.

At baseline, the patients completed a battery estjannaires. The same
guestionnaires were administered at the end ointkeyat and in the follow-up phase (at
6, 12, and 24 months). The questionnaires compréadng others not included in the
present study; socio-demographic information, ghaistory, interpersonal functioning,
symptom distress, early parental relations, angjmtts. During treatment, therapeutic
alliance and intermediate symptom level were asskasthe %8, 12" and 28 session,
and then after every $@ession. After the first baseline assessmentgatients were
assigned to different therapists based on avaitaforskningsrad, 2007). Treatment
was conducted as usual (Hersoug et al., 2001)migan age of the therapists was 48.8

years ED= 7.1, range: 35 to 60) and 55.8 % were female.mhjority of therapists
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were Psychodynamic oriented, followed by ecleatid €ognitive
Behavioral/Humanistic-Existential. Therapists ie iMSPOP study had a mean
experience of 10 yearSD= 6.57, range from 0 to 28 years). Treatment weno
ended but with an emphasis on long-term therapyariMeimber of sessions was 60.3
(SD=60.9, range 20 to 360), except at one site vdea time-limited psychodynamic
therapy with a maximum of 40 hours. As this stualgused on the effect of alliance on
improvement, and research has shown that chartajeral symptoms, as defined by
the SCL-90 index, need at least 18 sessions tcowep(iKopta, et al., 1994), we
included only those treatments that lasted 20 @essir more, giving a study sample of
N = 240 treatments.

Ethics

All the patients in the sample gave an informed sigded consent. This study
was approved by the Regional Committee for Medredearch Ethics in Eastern
Norway.

Measurements

Baseline characteristics.

Socio-demographic variables. In this study we included for both patients and
therapists: Age, gender, civil status (married/totaat, single/divorced), and rural
background (whether they grew up in the countrysadéllage, a small city or a big
city), and for patients only: Occupational statnd aducation level.

Early Parental Figures. The Parental Bonding Instrument (PBI) was used to
measure patients’ and therapists’ recollectionaofygparental figures up to the age of

16 years. PBI assess the perceived quality of @vergal dimensions: Care and control



THE WORKING ALLIANCE 23

(Parker, Tupling, & Brown, 1979). The Care subs¢akitems) assesses parental
warmth, affection, empathy, and closeness; whdtea€ontrol subscale (13 items)
assesses control, intrusion, infantilization areléehcouragement of dependence. The
items are rated on a 4-point Likert scale. In gtigly we used all four subscales for
both patients and therapists. For patients: Fallaee M = 16.6,SD=9.1,a = 0.94),
Mother Carell = 21.0,SD= 8.6,0 = 0.93), Father ControM = 14.7,SD=7.9,a =
0.88) and Mother ControM = 15.6,SD= 7.5,a = 0.87). For therapists: Father Cate
=19.0,SD=8.2,a = 0.90, Mother Car# = 21.4,SD= 5.8,a = 90, Father Contrd¥l =
11.8,SD=6.7,a = 0.89, Mother Contrd¥l = 15.7,SD=7.9,0. = 0.92.

Introjects. Structural Analysis of Social Behavior (SASB; Baenja, 1974) is a
detailed circumplex model of personality and inezgonal functioning defined
according to the two dimensions of affiliation aauttonomy. SASB classifies social
interpersonal and intrapsychic interactions of is@e into three surfaces: Transitive,
intransitive and introject. In this study, the Bxrquestionnaire, Long form A, was used
to assess the introject surface, which describkeawiers directed toward the self.
Patients and therapist filled in the questionnaiteex, long form A, which comprises
36 items rated on a 10 point Likert scale, and geolinto eight cluster subscales in the
circumplex model. The eight clusters had alphaeslia the present study ranging from
.29 to .80 M = .64) for patients, and from .17 to .98 € .31) for therapists ratings. The
two dimensions, affiliation (from love to hate) aamgtonomy (from enmeshment to
differentiation), were used in this study. Question the affiliation dimension asked
whether the respondents appreciates themselvelsappy with who they are, and

whether they punish themselves harshly. The autgrdbmension takes into account
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how the respondent answers questions regardingigotbers, how they try to control
themselves, and whether they regard themselvdgeatvn master. The two
dimensions were computed with the logarithms recemaed by Pincus, Newes,
Dickinson, and Ruiz (1998).

Ego resources. Psychodynamic Functioning Scale (PFS; Haglend. g2@00),
comprises scales assessing five aspects of psycaouy functioning, rated on a GAF-
like scale, from 0-100, where scores above 70 tkiwthe normal area. The scales
measures psychological resources and capaciticarthaecessary for an adaptive
functioning, both intra-psychic (e.qg. insight, t@ece for affect) and interpersonal (e.g.
friendship). The ratings were done by the clinmabrdinator at each site based on a
semi-structured interview conducted at the baselssssment. Comparing the
clinicians’ ratings with two independent ratersr-iadependent clinical assessor (0.71)
and the therapist (0.79) - gave ICC reliabilitynfrgood to excellent (Hersoug,
Haglend, Havik, von der Lippe, & Monsen, 2009a).

Means and standard deviations in the present saongdiee five scales were:
Quality of FriendshipsM = 63.8,SD= 12.6), Romantic Relationship¥l & 60.2,SD=
14.0), Tolerance for AffectM = 56.4,SD = 9.4), Insight ¥ = 60.5,SD= 10.0), and
Problem-solving Capacity = 59.6,SD = 9.5).

I nterpersonal problems. The Inventory of Interpersonal Problems (lIP) is a
guestionnaire measuring interpersonal problemsdWitz, Rosenberg, Baer, Urefio, &
Villasefior, 1988). In the present study we usedstiet circumplex version of 1P, IIP-
64-C (Alden, Wiggins, & Pincus, 1990), comprisingiems rated on a five-point

Likert scale from Orfot at all) to 4 extremely. Both patients and therapists filled out
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the 1IP-64-C. The scores on the four quadrant saafl¢he 11P-64-C, each comprising
16 items, were used to indicate type and intertdigelf-reported interpersonal
problems The four quadrant scales are: 1) Cold-¢tivé (M = 1.2,SD=0.7,a =

0.85), 2) Avoidant-Nonassertiv#i(= 2.0,SD= 0.8,a = 0.90), 3), Exploitable-Overly
nurturant M = 2.1,SD= 0.8,a = 0.89), and 4) Domineering — Intrusivd € 1.0,SD=
0.6,a = 0.79). For therapist, the means, standard demgtand alpha on the quadrant
scales were: Cold-Vindictivévl = 0.6,SD= 0.4,0 = 0.88; Avoidant-nonassertivist =
1.0,SD=0.5,a = 0.89; Exploitable-Overly nurturaritd = 1.0SD= 0.5,a = 0.88;
Domineering-IntrusiveM = 0.7,SD= 0.4,a = 0.84.

Personality disorders. Personality disorders (PD) were assessed with tohedt
Clinical Interview DSM-IV (SCID-II; First et al.,994), a semi-structured interview for
DSM-1V Axis II; Personality Disorder diagnoses (Anoan Psychiatric Association,
1994). In this study, the total number of positivieeria on Axis Il — Sum Criteria, was
used as an indicator of clinician rated total peatity disorders. The cumulative score
of criteria for personality disorders were usedduse it represents the degree of
personality disturbances and problems better thawategorical diagnoses (Widiger,
1992). The inter-rater reliability of Sum Critegatimated by the intra-class correlation
coefficient (ICC) was 0.82 for a single rater, whis regarded as excellent (Hersoug,
2004).

IlIness history. Patient-rated sum of complaints and whether othmpatient
had previous psychological treatment was also dedu

The Rokeach Value Survey (RVS). RVS consists of 18 terminal and 18

instrumental values. Terminal values refers to gtizt a person would like to achieve,
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these values could be personal, social, self cethter society-centered, for instance, a
world at peace or happiness. Meanwhile instrumesatiales are conduct of achieving
the terminal values, for instance by being ambgiand loving. The patients are asked
to rank the values in order of importance as ggiginnciples in life, the most
important value first, and the least important st (Rokeach, 1937).

Similarity patient-therapist. Similarity coefficients, using intraclass correbat
coefficient (ICC), were computed for each pair afipnt-therapist, based on their
answers to the items in the questionnaires thét bad filled in. This gave the
following ICC-values (1.0 perfect similarity, anddtho similarity): Value-ICCNI =
0.5,SD=0.3), lIP-ICC M =0.2,SD=0.3), PBI-ICC M = 0.8,SD= 0.2) and SASB-
ICC M =0.4,SD=0.5). A similarity index was made by matchingl auding
therapists and patients on these seven socio-deyiugrvariables: Age, sex, civil
status, siblings, rural background, family’s ecomosituation during childhood, and
whether or not one defined oneself as belongirayrtonority group growing up, in
terms of economic situation, religion or ethnicithe mean was 3.5D= 1.7, range 0-
7)

Alliance.

Horvath and Greenberg (1989) developed the Workihgnce Inventory
(WAI) based on Bordin’s (1979) multidimensional ceptualization of the working
alliance. Thus, the content of the WAI items santpéethree alliance components,
Bond, Goal and Task; proposed by Bordin (1979). §itwt form, WAI — S, comprises
12 items with the same three subscales as the W¥d.items are reversed (Tracey &

Kokotovic, 1989). Each item is rated on a 7-poiikiet scale ranging from héve),
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to 7 @lwayg. The WAI is one of the most used rating scalegte quality of the
alliance (Martin et al., 2000). In this study WAited at the third session was chosen
based on research indicating that the three cormpeioé the working alliance can be
reliably assessed in the third session (Horvathr&e@berg, 1989; Tracey & Kokotovic,
1989). Since earlier studies indicate that patiatihgs of the alliance is a better
predictor of outcome than therapists’ ratings (Hdinv& Greenberg, 1989; Horvath &
Symonds, 1991), only patients’ ratings of alliam@es included in our study.

Outcome.

Symptom Checklist-90-Revised (SCL-90-R) (Derogdt#94) is a self-report
inventory that measures the intensity of 90 symgtdoring the last seven days, rated
on a Likert scale from pt at all), to 4 gxtremely. SCL-90-R contains nine primary
dimensions of symptoms: Somatization, Obsessivefilisive, Interpersonal
Sensitivity, Depression, Anxiety, Hostility, Phol#Aoxiety, Paranoid Ideation and
Psychoticism (Derogatis, Rickels, & Rock, 1976)tHis study, SCL-90-R was scored
according to the three-component model of outcoeimed by Kopta, et al. (1994);
Acute distress (20 itema,= 0.88), Chronic distress (27 itenas: 0.94), and
Characterological symptoms (15 itemss 0.85).

Statistical Analyses

Factor analyses, univariate correlational analysestiple hierarchical
regression analyses and ANOVA were used to invastithe different hypotheses of
this study. In order to determine the factor stiuetof the WAI-S, we conducted a
principle-component analysis with oblimin rotatidnitial correlational analyses were

performed to select baseline characteristics ftin patient and therapist that were
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significantly related to the alliancp € .05, two-tailed) assessed at Session 3. Those
variables that were significantly related to eitb&the two alliance subscales were
included as predictors in the multiple regressioalygses.

Part of this study is explorative and is also th& ttudy, according to our
knowledge, to investigate baseline predictors ohbloe task and the bond aspect of the
WAI-S, hereafter called W-Task and W-Bond. A stapplication of the Bonferroni
adjustment for multiple significance tests woukkra premature elimination of relevant
variables, and we therefore chose to use a lassapproach using the standard
significance level op < .05, two-tailed.

Preliminary correlation analyses showed that thieviong patient
characteristics were not significantly relatpd>(.05, two-tailed) to neither W-Task nor
W-Bond as rated by the patients in Session 3: Adecation, occupational status, the
Autonomy dimension of SASB introjects, one of thadrant scales of the 1IP-64-C
(Exploitable-Overly nurturant), and previous treatrh These variables were therefore
excluded from the further analyses.

Based on the same procedure, the following theraparacteristics were
excluded, as they had no significant univariat®assions with either W-Task or W-
Bond as rated by the patients in Session 3: Ciails, three quadrant scales of 1IP-64-
C (Avoidant-Nonassertive, Exploitable-Overly nudnt, and Domineering-Intrusive),
three subscales of PBI (Mother Care, Mother Coratnol Father Control) and both
dimensions of SASB Introjects. Further, similafiigtween patients and therapists in
socio-demographic variables, 11P-64-C, SASB Intctgeand PBI were not significantly

correlated to the aspects of the alliance, andeatstuded from further analyses.
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Hierarchical multiple regression analyses with mvrd stepwise entering of
predictors (inclusion criteriop < .05) were then used to identify a parsimonioosieh
of the significant baseline predictors that hadralependent contribution to the
explained variance of the WAI-subscales. The siggniit predictors were grouped into
six blocks according to a temporal priority. An exde — interpersonal problems, as
measured by 1IP-64-C, are assumed to precede aatisgof personality disorder, and
the 1IP-64-C-predictors are therefore placed ihogloprior to personality disorders.
Thus, the sequence of blocks represents an arramjehthe predictors along a crude
cause—effect dimension, making it possible to phatit the effect of the predictors in
the first blocks before predictors in the laterdide are allowed to enter. Patient
variables were entered before therapist variabiesjs in line with previous research
which has to a greater extent focused on the efffiggatient characteristics than
therapist characteristics, both when trying to poteithe outcome of therapies (Beutler et
al., 2004), and to predict the alliance (HorvatB&di, 2002). The implicit assumption
Is that patient variables are more important timenapist variables.

In the final model 23 variables remained for thdtple regression analyses:
Block I Background variables: Gender (1 = male, 2 = feaural background (from
1 = countryside to 4 = big city), and civil sta{ds= single, 2 = married/cohabitant);
Block 2 Early parental figures and introjects: The fo Bubscales and the Affiliation
dimension of SASB Introject8lock 3 Ego function and interpersonal problems: the
five Psychodynamic Functioning Scales, three oflifReé64-C quadrant subscales: IIP-
64-C Cold-Vindictive, IIP-64-C Avoidant-Nonassegijand 1IP-64-C Domineering-

Intrusive;Block 4 Personality problems: Sum of criteria on SCisdk Block 5
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Therapist variables: Therapist age, therapist gefndale = 1, female = 2), therapist
rural background (1 = countryside to 4 = big cithgrapist 1IP-64-C Cold-Vindictive,
and therapist PBI Father CaBlpck 6 Therapist — patient value similarity on Rokeach:
Values ICC.

To investigate the associations between allian&easion 3 and the three
outcome indexes from SCL-90-R, a simple correlasinalysis was conducted. Then an
analysis of variance for repeated measures wasucteaito analyze change in mean
scores on the three outcome indexes across basalisession 3, 12 and 20.

Next hierarchical multiple regression analyses veareducted to test if W-Task
and W-Bond, at Session 3 were related to the thuémme indexes at Sessions 12 and
20 after controlling for baseline variation in thelexes. Hierarchical multiple
regression analyses were used with outcome index@sssion 12 and 20 as dependent
variables. Baseline values of the outcome-indexa&® wntered in Block I, and either
W-Task or W-Bond in Block 2. This was followed hyadyses where we, in addition to
controlling for the baseline variation in the outeindexes, also controlled for the
baseline patients and therapists characteristatsatbre related to W-Task and W-Bond
in Session 3. Hierarchical multiple regression gsed (method = enter) were conducted
to predict symptom outcome where W-Task and W-Bstillbdwere significantly
associated with symptom change after controllingoseline symptoms. In these
analyses only the predictors related to the spea#pect of the alliance components
were included. For W-Task these were patient foaakground, the Quality of
Friendships subscale of the Psychodynamic Funcigp8cale, therapist rural

background, therapist age, and similarity of valoetsveen patient and therapist. For
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W-Bond these were rural background, the Father apscale of the PBI, the Quality
of Friendship subscale of the Psychodynamic FunictgpScale, therapist gender and
therapist scores on the Cold-Vindictive scale efliP-64-C.

The study sample consists of 240 patients, butaugssing data on some of
the variables, actudl varies fromn = 223 ton = 240 in the different analyses.

SPSS version 19 was used in all the analyses.

Results

Study Sample

Patients mean age was 40.0 ye8i3 € 9.5, range 25 — 65 years), and 73.8 %
were female. A total of 70.8 % were married or dotiag and 40.8 % had at least 3
years of higher education, i.e. college/universig. DSM-1V Axis I, 93.0 % fulfilled at
least one diagnosis. The two main diagnostic caiegavere anxiety disorders (66.7 %)
and affective disorders (56.7 %) followed by somstion (28.3 %), eating disorders
(10.0 %), drug-abuse problems (2.1 %), and othegrdises (4.2 %). On Axis Il, 50.4
% fulfilled the criteria of a personality disordand 14.6 % had a cluster A diagnosis,
10.4 % a cluster B diagnosis, and 41.7 % had aecl@diagnosis. Mean Sum of
Criteria on Axis Il was 10.33D = 8.1, range 0 - 36). Comorbidity on Axis | waghni
27.5 % had only one diagnosis, while 65.5 % haddwamore diagnoses. On Axis |l,
30.0 % had one diagnosis, while 20.4 % had two arerpersonality disorder
diagnoses.
Factor Structure of WAI-S at Session 3

The principle component analysis of the 12 WALens resulted in three

factors with Eigenvalue > 1.0. Only the two revergems (items 4 and 10) of the
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WAI-S had loadings > .4 on the third factor. Thi®agly indicates that this factor
reflected a methodological artifact due to the tiggavording of the items, and the two
reversed items were therefore excluded from furdimatyses. A principle component
analysis with direct oblimin rotation not includitige two reversed items yielded a
solution with two factors. According to the Kaisecriteria and Bartlett’s test (Pallant,
2010), the two-factor structure derived from thalgsis is within acceptable values,
suggesting a reliable and stable factor-structline.first factor had an Eigenvalue of
6.00 explaining 60.0 % of the total variance anchpnosed six items from the goal
(items 6 and 11) and task aspects (items 1, 2d&8anhof WAI-S, and one item from
the bond aspect (item 5), and was termed W-Task.s€boond factor had an Eigenvalue
of 1.17 and explained 11.7 % of the total variafides factor comprised the remaining
three items from the bond aspects of WAI-S (items &nd 9) and was termed W-
Bond. Nine of the 10 WAI-S items had loadings mMboth factors (Table 1), and as
expected the two subscales were inter-correlated6s. Subscales based on the raw
item-scores had good internal consistency (W-Bord86, and W-Task = .92).

Factor 1 (W-Task) had a mean of 58D(= 1.3),n = 230. Factor 2 (W-Bond) had a

mean of 4.9%D = 1.3),n = 228.
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Table 1

Factor Loadings for the 10 WAI items in a Princig@mponent Factor Analysis

Factor loadings

Factor 1 Factor 2
WAI-S items

8. We agree on what is important for me to work on. 0.869 0.576
11. We have established a good understanding dinideof 0.862 0.450
changes that would be good for me.

1. The therapist and | agree about the thingdlineed to do  0.826 0.522
in therapy to help improve my situation

12. | believe the way we are working with my prables 0.816 0.477
correct.

6. The therapist and | are working towards mutuagyeed 0.808 0.603
upon goals.

2. What | am doing in therapy gives me new way®oking at 0.763 0.194

my problem

5. I am confident in the therapist’s ability to pehe 0.744 0.593
3. | believe the therapist likes me 0.447 0.910
7. | feel that the therapist appreciates me. 0.503 0.907
9. The therapist and | trust one another. 0.589 0.796

Note Rotation Method: Oblimin with Kaiser NormalizatioExtraction Method:

Principal Component Analysis. WAI-S = Working Alliee Inventory — Short.
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Baseline Patient and Therapist Characteristics asredictors of the Task- and
Bond-Aspects of the Alliance in Session 3

In the stepwise hierarchical multiple regressioalgsis with W-Task in Session
3 as the dependent variable, six predictors weaileding in the final model (Table 2).
The findings showed that the W-Task, as rated bypttients in Session 3, was related
to three baseline patient characteristics: Rurekdp@und, civil status, and Friendship;
and two therapist baseline characteristics: Thetapral background and age; and
value similarity patient-therapist. This means floatpatients, growing up in a rural
place, being married or cohabitant, and havingebétiendship-relations according to
the independent clinicians’ ratings, is associat#d higher ratings on the task subscale
of the WAI. Furthermore, if the therapist grew apairural place and was younger, the
patient was more likely to rate the task aspethefalliance as better. Also, the higher
the similarity of values between patients and tpista, the higher the patients rated the
task aspect in Session 3. The six predictors ititiad model explained 19.4 % of the
variance in the patients’ ratings of W-Task, thpstedR? = .171;F(6, 207) = 8.304p
< .001. The single predictor with the largest ias@inR? - A RZ — was rural
background, that is; patients growing up in a rptate, with 5.0 % added variance.

A similar analysis with W-Bond in Session 3 asdlependent variable, gave a
final model with five predictors (Table 2). Thedings showed that the W-Bond, as
rated by the patients in Session 3, was relatéoré® baseline characteristics of
patients: rural background, PBI Father Care, Fséig and two baseline
characteristics of therapists: Gender and IIP-83e@l-Vindictive. This means that

patients who grew up in a rural place, remembdneit fathers as more caring when
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growing up, and had better friendship-relationading to the independent clinicians’
ratings, were more likely to rate the W-Bond aspdc¢he alliance as more favorable in
Session 3. In addition, if the patients’ therapias female, grew up in a rural place, and
rated themselves as less cold and vindictive, #tiepts were more likely to rate the
bond aspect in Session 3 as more positive.

The five predictors in the final model explaine€l@ % of the variance in W-
Bond, the adjusteR? = .170;F(5, 206) = 9.67p < .001 (see Table 2 for beta values and
A RP). The patients’ experience of their father asringgperson — PBI Father Care -
gave the largest increaseRh- A RZ — 7.7%. Summarized, the included baseline
predictors account for around 20 % of the totalarare in the two aspects of the

alliance at Session 3.
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Table 2
Stepwise hierarchical multiple regression of W-Tasd W-Bond: Baseline

characteristics of patients and therapists as prtafs.

W — Task W - Bond

B AR p B AR p

Predictor variables

Block
Rural -.168 .050 .01 -185 .035 .004
Civil Status 120 .028 .07 Ti
Block 2

PBI FCA ni 207 077 .002
Block 3
Friends 147 .025 .032 138 .043 .058
Block 4
Personality disorder ni Ni
Block &'
Therapist rural -.188  .039 .004 Ni
Therapist age -185 .030 .004 Ni
Therapist IIP Cold  ni 142 016 .027
Therapist gender ni -.137 .019 .066
Block 6

Values ICC 152 .022 .018 Ni
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Note n varies from 223 to 240. Rural = rural backgrouPBj FCA = Parental Bonding
Instrument: Father Care; Friends = Quality of fdsiips, the Psychodynamic
Functioning Scale; Personality Disorder = Sum @atef SCID-II; IIP Cold = 1IP-64-
C, Cold-vindictive; Values ICC = Similarity of Ro&eh Values patient-therapift=
standardized beta values.
dvariable not included: patients gend®mariables not included: SASB Introjects —
Affiliation, PBI variables (Father Control, Moth@ontrol, Mother Carefvariables not
included: IIP-64-C variables (Avoidant-Nonasserti€eld-Vindictive, Domineering-
Intrusive), Psychodynamic Functioning Scale (Romecanelationships, Insight,
Tolerance for Affect and Problem-Solving Capacit{§jariable not included: Therapist
PBI Father Caréhni = variable not included
Outcome Indexes: Acute, Chronic, and Characterologal - Mean Changes from
Baseline up to Session 20

Repeated measures ANOVA was used to analyze chamgean scores for the
three outcome indexes across time — Baseline,@e8sil2 and 20 (Table 3). There
was a significant effect of time for two of threelexes: Acute: Wilks Lambda = .90,
F(3, 219) = 8.58p < .0005, Chronic: Wilks Lambda = .83(3,219) = 15.18p < .0005,
and Characterological: Wilks Lambda = .#{3,219) = 2.59p = .054, meaning that
with increased therapy sessions the acute and ichultress indexes decreased
significantly, while the characterological indexrdered on a significant change=
.054). Post-hoc analyses show that for acute symgtbe significant change occurred
at Session 20; whereas the change in chronic syngpt@appened earlier - at Session 3.

For characterological symptoms, the significantngfgawas at Session 20.



Table 3
Outcome indexes for the SCL-90-R: Means and standieviations at Baseline, Session

3,12, and 20.

Baseline Session 3 Session 12 Session 20 Total

M SD M SD M SD M SD F
SCL-90

Acute 143  0.74 141, 074 1.35  0.76 1.25,. 0.75 21.47
Chronic  1.76e5g 0.81 1.686rg 0.80 1.57cry 0.83 1.46¢:, 0.85 45.65

Character 1.0%, 0.67 1.09 0.65 1.02 0.65 0.98 0.70 7.33

Note Means in a row sharing subscripts are signifigatifferent. Character =
characterological index.
Univariate Associations between W-Task and W-Bondral the Outcome Indexes

The univariate associations between the patieatisigs of W-Task and W-
Bond in Session 3 and acute, chronic and charadetgeal symptom indexes at
Baseline, Sessions 3, 12 and 20 were investigated &earson product-moment
correlations coefficient (see Table 4). The findirspow that W-Bond was negatively
correlated with the three indexes at all four assests, indicating that better quality of
the bond was related, not only to better outconmsegsion 12 and 20, but also to lower
symptom levels at Baseline and Session 3. W-Taskuneelated to all three indexes at
Baseline and also to the acute index at SessiobutZyegatively correlated to the
indexes at the other assessments.

The findings indicate that W-Bond had somewhat @igiorrelations with the
three outcome indexes than W-Task, and the difte®mere significant in 8 of 12

comparisons (Simple Interactive Statistical Anady2012) — see Table 4.
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Table 4

Correlations between W-Task and W-Bond and thedbuwgdndexes.

Outcome indexes - Baselin Outcome indexes - Session Outcome indexes - Session .| Outcome indexes - Session 20

Acute Chronic Character Acute Chronic Character Acute chronic Character Acute Chronic Character

WAI - S
-.208**

-.189**  -175*  -116 -.167* =177 -.131* -.168*
-189**  -233**  -.263**

W-Task -.081 -.079 -.101 -.167*

W-Bond -.208* -219* -199** -268* -308* -306* -.197 -261*  -270*

Note Acute = Acute distress index, Chronic = chronidreiss index, Character = Characterological index.

Bold print: correlations between outcome index Wi@ond were significantly different from correlati® between outcome indexes and

W-Task

*p < .05. **p < .001.



W-Task and W-Bond and Outcome: Controlling for Baséine Variations in the Three
Outcome Indexes

The next research questions were whether the gignifunivariate associations
between W-Task and W-Bond, as rated by patieng&ession 3, and the three outcome
indexes at Session 12 and 20 remained signifideet @ntrolling for baseline variations in
the three indexes. The findings from the hierammeultiple regression analyses indicate that
after controlling for baseline variations in theude Distress index (enter in Block 1), W-
Bond and W-Task (Block 2) were no longer signifitanelated to the Acute Distress index
at Session 12 and 20 (see Table 5 containing la¢tew for the final model). However, W-
Task in Session 3 was related to the Chronic Bisteed Characterological indexes at both
Session 12 and Session 20, even after controllingdseline variation in the relevant
outcome index. W-Bond followed the same pattersepkthat the significant association
between W-Bond and Chronic Distress in Sessiongdpgeared after controlling for
baseline variation. To summarize, W-Bond and W-TasBession 3, does not predict acute
distress at session 12 or 20 when controlling &seline variation. Acute distress symptoms
at baseline explain nearly half of the variancadnte distress symptoms, from 47.7 % to 49.2
%, at session 12 and 20. For the chronic distnredsharacterological indexes, alliance was
still related to symptom change at session 12 &ntien controlling for baseline variation of
the indexes, with a small difference for task anddy only W-Task predicted the chronic

index at Session 20.
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Table 5
Contribution of W-Task and W-Bond to outcome indexter controlling for baseline

outcome indexes.

Acute distress index Chronic distress index Characterological index

Session 12 Session 20 Session 12 Session 20 Session 12 Session 20

Predictor B B B B B p
Baseline .679** .692** .658** .652** .692** A11**
W-Bond -.056 -.045 -117* -.090 -.132* -.121*
Baseline .686** .695** .674** .662** .708** A22**
W-Task -.061 -.075 -.114* -.115* -.105* -.135*

Note Baseline = outcome index assessed before treatmesries from 228 to 233 =
standardized beta values.
*p<.05. *p<.001.
The final test — controlling for baseline characteistics of patients and therapists
The last research questions were whether alliamegdwremain related to outcome
after controlling for baseline characteristics afipnts and therapists. That is, when W-Task
and W-Bond were significantly associated with oatedndexes even after controlling for
variation in baseline symptoms, multiple regressinalyses were conducted to test if the
alliance components remained significantly reldatedutcome after controlling for the
baseline patients’ and therapists’ characteristiaswere related to the specific aspect of the
alliance components. In the stepwise multiple regjo: analysis, the baseline values of the
outcome indexes were entered in Block 1. For W-Task Table 6), the following patient

variables were entered in Block 2: Rural Backgrquidil Status, Friendships; together with
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the therapist variables Therapist Rural Backgroamd Therapist Age; and Values ICC,
values similarity between patients and therapists.

The findings indicate that after controlling fordedine variation of the outcome index
and patient and therapist variables, W-Task ati@eS8swas no longer associated with
outcome at neither Session 12 nor 20. Furtherntloeeresults show that for the Chronic
outcome index at Session 12, the total variancéaer by the model was 50.0 %&(8, 205)
= 25.60,p < .001; and at Session 20 the total model explad@8 % of the variancé&,8,

205) = 23.95p < .001. For the Characterological outcome-indeQession 12, 54.1 % of the
total variance was explaingé(8, 205) = 30.25p < .001, and at Session 20 the total variance
explained by the model was 58.3 B48, 205) = 35.77p < .001. For standardized beta values

and increased explained varianady, see Table 6.
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Table 6

Hierarchal multiple regression analyses: Relatidn/é Task and outcome at Session 12 and

20 when controlling for baseline characteristics.

Chronic index Characterological index

Session 12 Session 20 Session 12 Session 20

B AR B AR B AR B AR

Predictor
Block 1: .609** 467 .602** 451 .675** 516 .683** 541
Outcome
index
Block 2:
Rural -.010 -.010 -.003 .025
Civil Status  -.022 -.001 -.037 -.051
Friends -.142* -.135* -.099 -.126*
Ther rural -.019 -.045 .013 -.021
Ther age -.045 -.035 -.003 -.008
Values ICC  -.016 -.064 -.050 -.060

.026 .024 .021 .035
Block 3: -.095 .007 -.098 .008 -.069 .004 -.092 .007
W-Task

Note. Block = Baseline symptom variation in the column vaaBlock 2 characteristics of
patients and therapists; Rural = rural backgrotngnds = Psychodynamic Functioning

Scale, subscale Quality of Friendships; Ther rar@herapist rural background; Ther age =
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Therapist age; Values ICC = Similarity of valuesamen therapist and patienBlock 3=
Alliance at Session 3, W-Tagk= standardized beta values.
*p<.05. *p<.001.

In the analyses of W-Bond (Table 7), the followirsgiables were entered in Block 2:
Patient: Rural Background, PBI Father Care, Fribipds therapist: Therapist Gender and
Therapist IIP-64-C Cold-Vindictive. In Block 3, Wead was entered. The findings indicate
that after controlling for baseline variation oétbutcome index and patient and therapist
variables, alliance at Session 3, as rated byriatizvas no longer associated with outcome at
neither Session 12 nor 20. For the chronic distiredsx at Session 12 the total variance
explained by the model was 50.7 B47, 206) = 30.22p < .001. For the characterological
index 54.5 % of the total variance was explainedigymodel at Session 127, 206) =

35.22,p < .001; and 57.6 % at Session BQ7, 206) = 39.94p < .001.
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Table 7
Hierarchal multiple regression analyses: Relatidi/é-Bond and outcome at Session 12 and

20 when controlling for baseline characteristics.

Chronic index Characterological index
Session 12 Session 12 Session 20
B AR B AR B AR
Predictor
Block I Outcome index .580** .467 .658** 516 .670** .541
Block 2
Rural .010 .008 .042
PBI FCA -.091 -.042 -.028
Friends -.147* -.098 -.126*
Ther gender -.053 -.042 -.051
Ther 1IP-64-C Cold -.026 -.021 .015
.037 .021 .031
Block 3 W-Bond -.063 .003 -096 .007 -.069 .004

Note Rural = rural background; PBI FCA = Parental Bagdnstrument, subscale Father
Care; Friends = Psychodynamic Functioning Scales&ale quality of friendships, 11P-64-C
Cold = Cold-Vindictive B = standardized beta values.
*p<.05. *p<.001.

Baseline variation in the outcome indexes befarattnent and better friendship
relations according to the independent cliniciaaings before treatment, were related to
outcome in Session 12 and 20. Better baselinetguslfriendships was related to lower

levels of the chronic index at Session 12, and&ih chronic and characterological index at
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Session 20. Variation in the outcome indexes atllraeswere strongly related to outcome at
session 12 and 20 for both chronic and charactgicdbindexes, meaning that the higher the
symptom level pre-treatment, the higher the symptral at Sessions 12 and 20. The total
model with W-Task explained from 48.3 — 58.3 %lad total variation in the three different
outcome indexes, and the total model with W-Boruluided explained from 50.7 — 57.6 % of
the total variance.

To summarize, after controlling for both variatiorsymptoms at baseline, and
patients and therapists characteristics, the aiaomponents were no longer related to
outcome. The variation in patient-reported symptatsession 12 and 20 were explained by
the level of symptoms at baseline, when the patientered therapy. Furthermore quality of
friendships as assessed by an independent ratesidraficant contributions to the outcome
indexes.

Discussion

The goals of the present study was to investigeelbminant conceptual model of
the therapeutic alliance in terms of factor-stroetand to explore the characteristics of
patients and therapists related to the two compsradrthe alliance identified in the factor
analysis: W-Bond and W-Task. Finally, to investegtte predictive ability of the alliance in
relation to outcome both at a univariate level aftdr controlling for baseline variation in
symptoms and patient and therapist characterigissciated with the two components.
Factor Analysis

The theoretical work of Bordin, Luborsky and Hoaghsuggest a multi-component
structure of the alliance. The present findinggsued a two-factor solution of the alliance.
There is however a high correlation between W-Taask W-Bond, indicating that the two

aspects are inter-correlated, as one would ex@&eer research in this area has not produced
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unanimous results, possibly due to differencesaasurement. Our findings are consistent
with previous research on the factor structurenefdlliance as measured with the short
version of the WAI (Andrusyna et al., 2001; Herset@l., 2001), with the exception of a
study with a small sample sizd € 32; Salvio, Beutler, Wood, & Engle, 1992). Oesults
indicate that this short version of the WAI does$ pimperly represent the three-component
model proposed by Bordin (1979), since the goaltaskl items were represented as one
factor. This indicates that for patients at Ses8iomgreement on the tasks and goals of
therapy are seen as highly integrated parts cditteace. One explanation for this may be
that at the beginning of therapy, these two aspEdtse therapy process are easily agreed
upon, but as the therapy progresses a differemiatiay ensue, with perhaps a continued
agreement between patient and therapist on the gb#herapy, but different ideas about how
to reach them.

Research on the original version of the WAI suggpbthat although the three
components of the WAI were inter-correlated, theyewistinguishable (Horvath and
Greenberg, 1989), something we did not find usivegshort version of the WAI by Tracey
and Kokotovich (1989). This indicates that the WR\ay not be the best way to shorten the
original WAI. A new short version, called the WARSHatcher & Gillaspy, 2006), is said to
have good psychometric properties (Munder, Wilmeesnhart, Linster, & Barth, 2010),
including a better differentiation between the gtatk and bond aspects of the WAI (Hatcher
& Gillaspy, 2006). Our study may support the notidrusing a new short-version of the WAI
which may better differentiate between Bordin’s{@pgoals, tasks and bonds.

Predictors of the Alliance
This study included a large number of predictpestly based on previous research

findings and partly based on theoretical or cliharguments; to expand our understanding of
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the possible influence of pre-therapy charactesstn the two alliance components. One of
our most surprising findings was that several ef\thriables we expected to be related to the
quality of the alliance, were in fact unrelatedhie univariate analyses. These patient
variables were: Age, education, occupational stahesAutonomy dimension of SASB, and
one of the quadrant scales of IIP (Exploitable-@vBiurturant). Several of the therapist
variables were also unrelated to the alliance asiSa 3, including those we had assumed
were relevant for the therapists’ interpersondlsKrhese where: Civil status, three of the IIP
-64-C scales (Avoidant-Nonassertive, ExploitableefyvNurturant, and Domineering-
Intrusive), three subscales of the PBI (Mother Clftether Control and Father Control) and
both dimensions of the SASB Introjects. Furthenikirities between patient and therapist in
socio-demographic variables, 11P-64-C, SASB Intctgeand PBI were not related to the
alliance as rated by patients in Session 3.

In our study some pre-therapy characteristics wignaficant predictors of both W-
Task and W-Bond: Growing up in a rural area andritaa better capacity for friendship as
assessed by the Psychodynamic Functioning Scalnd some common predictors was not
surprising, given the high inter-correlations betwe¢he two components of the alliance; it is
however interesting to see that despite this,atrselike our hypothesis regarding W-Bond
was partly supported. W-Bond appears to be relatéalctors indicating how patients and
therapists generally function in interpersonaltretes. The W-Task component seems to be
more related to socio-demographic variables of Ipatients and therapists.

W-Bond and the relationship-related variables.

The baseline predictors of the bond aspect of lttenee were, for patients: PBI
Father Care, Quality of Friendships, rural backgdhuhe therapist 1IP-64-C Cold-Vindictive

and therapist age. The two strongest predictoW§-&ond were patients’ recollection of their
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early parental bond to their fathers, and indepehigers’ judgment of the patients’ ability
to form non-sexual friendships. These two, combiwvéd the therapists’ self-rated score on
the Cold-Avoidant quadrant of the [IP-64-C, exparil3.6 % of the variance in W-Bond as
rated by the patients in Session 3. This implies fibr patients, their recollection of their
father as caring in their childhood and adolescémessociated with experiencing the bond
aspect of the alliance more favorably at Sessidnt8restingly we found that therapists self-
ratings as cold and vindictive was a predictor 6Bdhd. One should note that the therapists
mean score on the Cold-Vindictive quadrant wasHanly 0.6 (SD = 0.4) - which indicates
that even a small tendency for therapists to hawe@ cold-vindictive style affects the W-
Bond as rated by patients in Session 3. It is adusprising that patients’ general ability to
form friendships is related to their experiencéhef W-Bond in Session 3, e.g. trusting the
therapist and be more confident that the therdigist and appreciates them. This underlines
the notion that the quality of the therapeutic bonthany ways is a parallel to the quality of
important relationships outside the therapy roore. 8&n also see it as a demonstration of the
so-called Matthew-effect: to those who have somgthmore shall be given, but those who
have not, even what they have shall be taken away.

Previous research on the bond aspect of the edliaas reported associations to
interpersonal, relationship-related variables, sagkhe therapist’s quality of social network,
and ability to develop close relations with oth@sinkle & Friedlander, 1996). For patients,
Satterfield and Lyddon (1998) found clients’ secaiteachment to be positively related to the
bond and the goal, while clients’ fearful attachin@as negatively related to only the bond
aspect of the working alliance. Personality congoeebetween patients and therapist also
appears to be related to the bond aspect of ttamedl, but not the goal nor the task aspects

(Taber et al., 2011).



50

In this study patients who reported having a calayidant and domineering
interpersonal style had lower quality of W-Task &eBond. Interestingly, a view of oneself
as exploitable and overly nurturant in relatiorotbers was not related to the quality of the
alliance. When all the 1IP-64-C quadrant-scalesavaeided in the final model, only
therapists’ cold and avoidant interpersonal styée wignificantly related to W-Bond.
Previous research on the relation between IIP-@hdCthe sub-components of the alliance
has shown divergent results. This may be due tfeittehat the different studies have used
slightly different subdivisions of the 1IP and bietalliance, or assessed the alliance at
different times in the therapy. This may have yeldinwarranted variability in results,
making comparisons harder. Paivio and Bahr (199&)d that pretreatment total score on the
[IP and SASB introjects, were significantly corteld with the early development of the bond
aspect of the alliance, but not with goal or tAken using the eight IIP subscales instead of
the total score, they found that Overly Cold, arah&ksertive were only related to the bond
aspect, while Social Avoidant was related to bathdband goal aspects of the alliance. A
study with a small sampl&l(= 32) found interpersonal problems, divided irite eight
subscales of 1IP, to be related to only goal as# &dliance, but not bond (Muran et al.,
1994). Our results, based on a larger sample, stufjgg the univariate relationship between
patients’ interpersonal problems and the alliarmeebatter explained by other baseline
characteristics, such as quality of friendships.

Hersoug et al. (2001), in a study using the NMSR@&mple § = 270), found that
therapist cold interpersonal style was unrelateghteent-ratedotal alliance at Session 3. The
difference may be due to the subdivision of theuadle into two factors in our study. This
was also the case for therapist PBI Father Carehwie found to be significantly correlated

to the bond aspect of the alliance in Session @ewtersoug and colleagues, using the total
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WAL alliance score, did not find this associatidaken together, this indicates that using a
two-component model of the alliance, may give aenbfferentiated picture of possible
correlates.

The four patient-rated PBI subscales all had &mamt univariate correlations with the
W-Bond. However, the only subscale included inrthétiple hierarchical regression model,
was patients’ PBI Father Care. This indicates plasients’ relationship with their father in
this study was more important for relating to theraipist than patients’ relationship with their
mother. It may also indicate that the control disiens in the experience of parents were of
less importance. Both patients and therapists thtdfathers as less caring than their
mothers: 16.68D = 9.1) versus 21.(60 = 8.6) for patients; and 19.8[D = 8.2) versus 21.4
(SD=5.8) for therapists. This may be due to a mweestypical portrayal of the “mother
figure”, or that mothers are “good enough” whilehags a larger portion of fathers are below
some critical level of care. Using a smaller sanfple= 76) and only female patients,
Mallinckrodt, Coble and Gantt (1995) found that @exre aspects of the PBI were not
significantly correlated with neither of the WAIIsscales. Mother Control (overprotection)
was related to the goal aspect, while Father Cb(dx@rprotection) was related to the task
and bond aspects. They also did a multiple regressnalysis with the total alliance score as
the dependent variable, and found that father @adeoverprotection/control from both
parents were significant, unique predictors ofrtheated alliance. More research is needed to
find out how early parental bonds relates to thaliguof the alliance, but so far our study
may indicate that whether or not patients and fhisteremember their father as caring is
more important than remembering their mother amgar

Some previous research has suggested that feneadpisis are preferred by both

male and female patients (Bowman, Scogin, Floyt¥y&endree-Smith, 2001), and have
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better outcomes compared to male therapists (J&883). This was a small effect, and the
majority of research suggests that therapists’ gersdnot related to outcome (Bowman et al.,
2001). Our result, that female therapists haveebatjreement on W-Task as rated by patients
in Session 3, is therefore surprising. Neverthelgssder is something that has mostly been
included in investigations using the total alliascere, and may therefore have been missed
as a predictor of the subcomponents of the allia@oe study by Dunkle and Friedlander
(1996) using WAI-S included therapists’ gender praliminary regression analysis. They

did not find a significant relation to any of thed¢e components of the alliance, but they used
a theory-derived division of WAI-S, as opposed $ong a factor-analysis to divide the
components.

The Friendships subscale of the Psychodynamic kuniicg Scales was a significant
predictor of both components of the alliance, lad b stronger independent contribution to
W-Bond than to W-Task. Few studies to date havd tise Psychodynamic Functioning
Scales to predict alliance, but one found highrpgesonal functioning to be associated with a
stronger total alliance (Hersoug et al., 2009a@vius research on related concepts like
object-relations have in most, but not all, casesméfl some association to the therapeutic
alliance (Puschner et al., 2005), usually indigatimat high quality of object relations (QOR)
being associated with a stronger general alliaGmddman & Anderson, 2007; Piper et al.,
1991). Some, but not all, research on QOR als@#ates a moderating association to the
relationship between alliance and outcome: Pimgrid, & Ogrodniczuk (2004) found that
QOR appear to have moderating effects in intenpediut not supportive psychotherapy. The
relationship between the independent assessmeiatiehts’ friendship capacity and the W-
Bond aspect clearly indicate that some of the petisattributes facilitating the ability to form

good relationships in general also are importathéndevelopment of a better relationship to
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the therapist. Furthermore, an ability to form amaintain friendships can also be an indicator
of the ability to contribute to a better and mdexible collaboration, which may explain its
association with W-Task.

W-Task and the socio-demographic variables.

The significant predictors of W-Task were patientisal background, civil status, and
quality of friendships; therapists’ rural backgrdwemd age; and value similarity between
patient and therapist. Quite surprisingly, thersgest independent predictor was the size and
degree of urbanity in the place where the patiantstherapists grew up. For both patients
and therapists, growing up in the countryside @ fishing village was related to a higher
quality of W-task as rated by patients, and thegevariables combined with patients civil
status and therapist age, explained 14.7 % ofdhiance in W-Task. One may speculate that
these socio-demographic factors represent moréestapects of patients’ and therapists’
view of themselves and were they belong. The stiln&ua person grew up in can be assumed
to shape that person in many ways that may beastduor the ability to collaborate in
therapy. The values one endorses may also be evadids part of one’s social and cultural
background, reflecting or being shaped by the miibere a person grew up. Having similar
values may enhance cooperation and communicaticauie it contributes to a more
common frame of reference for understanding theepist challenges and opportunities in
life, and in therapy. Further, both having friengshand living with a partner/spouse can be
indicators of a general ability to cooperate anden@lationships work. Another unexpected
finding was the association between lower theraggstand better W-Task as rated by the

patients at session 3.
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To summarize, our findings imply that background ancio-demographic variables
can be important indicators of the patients’ aretdpists’ potential for collaborating on the
tasks and goals of therapy.

The association between alliance and rural backgtas difficult to explain on the
basis of the present models and statistical analyidgs aspect of background factors have, as
far as we know, not been included in other studfdle alliance. One might argue that it is a
chance finding, but the fact that the effect offlrackground is found to be quite strong for
both the therapist and the patient weakens thisnaegt. Patients’ rural background was
significantly related to both W-Task and W-Bondt bad a slightly larger independent
contribution to W-Task than to W-Bond. Therapistgal background was only significantly
related to W-Task. Together this may indicate thedl background is more relevant for the
W-Task aspect of the alliance than W-Bond.

The majority of research on patients’ rural backgibhas investigated it in relation to
the prevalence of psychological disorders or te@uie of therapy, and has suggested a lower
prevalence of mental ilinesses in rural areas (Elagtkal., 2003). The factors assumed to be
related to the lower prevalence of psychologicabdiers in rural areas may also affect
patients’ abilities to work in therapy. The two cmonly cited explanatory hypotheses
include that people with emotional problems arearaitracted to urban areas, perhaps due to
the anonymity of living in cities, and that urb#ie is more stressful and emotionally
challenging (Paykel et al., 2003; Torgersen, Kemgl& Cramer, 2001). The finding of higher
prevalence of psychopathology in urban populatitasbeen relatively stable, but the
specifics of this effect are less clear—cut (Crowedbl., 1986; Judd et al., 2002; Kringlen et
al., 2006). Kringlen, Torgersen and Cramer poirddoio-economical and cultural

explanations; how a community with lower crime satdower rate of social changes, and a
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stronger focus on traditional, religious and madles, may enhance psychological health
(2006). Perhaps the social and cultural codesraf noommunities are fairly straightforward,
while cities are more ambiguous in nature. The@aton between rural background and
mental illness may be of less importance in expigithe beneficial effects of the therapist’s
rural background. The differences in urban andlmutiure and values may have effects on
the therapists, which contribute to the differemcthe patient-rated quality of the alliance.
Perhaps then, therapists from rural areas bringeung with them to therapy that therapists
from the city are lacking, thus leading them todawetter agreement on the goals and tasks
of therapy. To conclude, our findings indicate thatl background of the therapists and
patients should be studied more intensively toifséés related to some third variables that
can contribute to the understanding of the obsergkadionships.

Research on civil status and the alliance is scan@;study using total alliance did not
find marital status to be related to the totakadie (Gibbons et al. 2003), another found
marital status to moderate the relationship betweth alliance and outcome (DeBolle et al.,
2010). Marital status has been related to the peaca of psychological disorders. Married or
cohabiting people are less likely to have psychokiglisorders like anxiety, depression and
personality disorders (Rognerud, Strand, & Dalga6f)2; Torgersen et al., 2001). Being able
to live together or be married may indicate intespeal resources that facilitate the
agreement on tasks and goals in therapy. A possdgkanation for our findings could
therefore be that being able to live and coordinags life with another person may be
indicative of better ability to cooperate in a gg@eutic relationship.

The association between therapist age and bett€adk-s difficult to understand.

One possibility is that this is a Type | error, dae high number of significance tests. A

more substantial explanation of this finding maytheg younger therapists are less
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experienced than older therapists, and perhapsare inclined to follow what the patient
sees as goals and tasks in the beginning of thelipgen-Lie, Monsen and Rgnnestad
(2010) found that therapist professional self-douas positively related to patients’
experience of alliance early in therapy. They adgtihat therapists with more self-doubt
perhaps were more humble, cautious and sensitithetpatient and more open to accept
responsibility for alliance breaches. Younger thais may experience more self-doubt, and
this may facilitate collaboration on the goals #mks of therapy. Another possibility is that
younger, less experienced therapists may use moged therapy models with explicit
goals, e.g. cognitive behavioral therapy, and tieée appear more easily agreed upon.

Similarity.

Similarity of values between patient and therapi@$ only significantly related to the
task aspect, not the bond aspect, which indicasgssimilarity of values makes it easier for
therapist and patient to agree upon what the wisheestate should be, and how they best
can reach it, but is less important for the essaintient of the bond.

We failed to find an association between similkesiof interpersonal problems, early
parental figures, and introjects on one hand, badatliance on the other. To our knowledge,
similarities of these characteristics have not lstadied with the two-factor structure of the
alliance before. Our result is not consonant witteoresearch on patient and therapist
similarity (Luborsky et al., 1988; Taber et al.12), but is consistent with Hersoug et al.
(2001) who did not find patient-therapist similgraf 11P-64-C, SASB Introjects, and PBI to
be related to the total alliance score. Taber.€Rall1) used the new WAI-SR to investigate
the effect of personality congruence between petiand therapists, and found personality
congruence to be related to the bond aspect, hubrnask or goal. This may imply that

similarity of personality is more important for tdevelopment of the bond aspect than
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similarity of interpersonal problems, how one peres ones early relation to parents, or how
patients or therapists acts towards the self. Eurgsearch using the new WAI-SR is needed
before firm conclusions can be drawn.

We looked at the similarity of patients and theségpon measures such as the 11P-64-
C. Another approach could have been to look attimeplementarity of patients and therapist,
which could have resulted in a different outcone(slorvath & Bedi, 2002). Our results on
the Luborsky similarity index differed from thoselaborsky et al. (1988). We found no
association between similarities in socio-demogi@pariables and the quality of the
alliance. Our results may have changed if had vadyaad similarity on each variable-pair
separately. However, studies that have done thgore of the relevant variables have also
failed to replicate Luborsky’s results (Zlotnickki, & Shea, 1998). Another important issue
when considering similarity in socio-demographictfas is that Norway is generally less
diverse than the United States, which may resu#sa variation in the similarity-
dissimilarity between therapist and patient, areddfore no effect on the alliance.

Personality disorder.

In the hierarchical multiple regression analysasetine sum of criteria on SCID Axis
II; personality disorder, did not contribute to #plained variance in neither W-Task nor W-
Bond. It can be argued that comorbid personalispidier (PD) makes it more difficult to
establish an alliance with the patient, and canrdmrte to worse outcomes in psychotherapy.
In our study personality disorder was correlatethwhe alliance component W-Bond in the
univariate analyses, but failed to reach statissigmificance in the hierarchical regression
model. This may be due to the fact that PD wasredt@ the bloclafter the block
comprising interpersonal functioning, such as ¥R and Psychodynamic Functioning

Scales. These were, as explained in the methomsgptaced before the PD block because
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we believe the quality of interpersonal functioniag@n important premise for fulfilling the
criteria of different PDs, not the other way aroufbese interpersonal predictors may then
have explained the same variance components iallthece scale that PD could have
explained.

Alliance and Intermediate Outcome

The alliance predicted outcome over and abovelinassymptoms for chronic and
characterological indexes at Sessions 12 and 20ekder, the main finding was that when
baseline patient and therapist predictors of tharme were included in the model, the
relationship between alliance and outcome was tbexigained by the patients’ baseline
quality of friendships.

W-Task was unrelated to all three outcome indexdaseline, while the bond aspect
of the alliance was correlated at Baseline, Ses3idr2 and 20. The differences between bond
and task in relation to the three outcome-inderesnsto disappear at Session 20, indicating
that for patients in Session 3, there is a diffeaémnelationship for task and bond, where bond
is stronger related to outcome-indexes than thedsgect up until Session 20, where W-Task
and W-Bond are equally related to the outcome-iedeXhis partly supports Luborsky’s
(1976) assumption of the timelines of the Typedn(@) and Type Il (collaboration) alliance,
in that collaboration towards, and agreement orlsg@amore important later in therapy.

The present results do not support our hypotheseserning the three different
patterns of improvement or symptom reduction. Bamethe research by Kopta et al. (1994)
we assumed that acute symptoms would be thedid¢t¢rease, followed by chronic
symptoms, and eventually characterological sympi@uos results showed that the
significant change in acute symptoms occurred kai@n assumed - at Session 20, while

chronic symptoms had a significant reduction asi®@s3. This indicates that Kopta et al.’s
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division of symptoms does not reflect how symptamange in our sample. One explanation
is that our sample comprised many patients witimoobid personality disorders — about half
the sample, while Kopta and colleagues had patiettiisprimarily depression or anxiety,
with only a smaller portion of the sample havingspeaality disorders. Thus, their sample
may have been more characterized by acute disyagstoms than our sample, and this can
explain why acute distress showed later improvernmeaur sample. In this study we also
included only those patients that had 20 sessibtietapy or more, which may have
contributed to the different response-pattern imgeof the acute distress outcome index.
Patients who recovered in less than 20 sessiondimaybeen characterized by more acute
distress problems, and less of chronic/charactgimabproblems. Thus, using only patients
with at least 20 Sessions we may have obscureeltthe changes of the acute distress index.
A last possible explanation may be that the divisido acute, chronic and characterological
symptoms is inappropriate. As this is only the selcstudy using this division of the SCL-90-
R, more research is needed.

We assumed an association between acute symptahteeabond aspect of the
alliance showing that the most important part efaliance for this state was the bond, in line
with Frank’s model for demoralization. Due to themising results regarding the acute
distress index, little can be said about the tineebf Frank’s theory regarding demoralization
in relation to our results.

Control for baseline variation in the outcome indexs.

We found partly support for our hypothesis that éliance should predict symptom-
outcome even after adjusting for baseline variatmosymptoms. For acute distress, baseline
variation in the index was the only significantgictor of outcome in Session 12 and 20, with

no significant increase in explained variance bgiag the alliance components. For the
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chronic distress and characterological outcomexeslealliance was still related to outcome
at Session 12 and 20 after controlling for baselar@ation of the indexes, however: only W-
Task predicted the chronic outcome index at SesXion

Controlling for baseline symptoms has in some ipies/studies removed the
association between the alliance and outcome. istody the predictive ability of the
alliance components was different depending orotlieome indexes. This may shed some
light on the diversity of the reported findingsrrgrior research on the association between
alliance and outcome when controlling for initighgotom level. Perhaps some of the studies
that previously have failed to find an associatetween alliance and outcome when
controlling for baseline variation in symptoms tgdients experiencing acute distress, while
studies who found an effect, included patients witire chronic or characterological
symptoms. That is, type of symptom outcome mayrbengortant moderator of the
relationship between alliance and outcome To ingat this, differentiated outcome
measures are needed, but most studies have used giicome measures, and it is therefore
not possible to know whether or not this has beercase (for example Puschner, Wolf and
Kraft, 2009).

Webb et al. (2011) found that the task aspedi@WAI predicted subsequent change
in depression symptoms, but not the bond aspeetdifferent results obtained in our study
may be due to several differences to Webb et stlidy. They studied cognitive therapy with
depressive patients, and measured change in degregmptoms. Furthermore, they used
the WAI observer version, while we used patienedatvVAl. Our findings may indicate that
when patients with a greater diversity of sympt@restreated by primarily psychodynamic

therapists, the relationship aspect of the WAI fmaynore important for outcome than in
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cognitive therapy for depression. More researdioisever needed on the components of the
alliance before any conclusions can be drawn.

Alliance-outcome — final test.

Contrary to our hypotheses, we did not find thatalliance predicted outcome when
controlling for baseline characteristics of patseeand therapists. This may indicate that the
association between alliance and outcome was leetpdained by characteristics of patients
and therapists prior to therapy, than by some iaddpnt quality of the alliance. The only two
significant predictors of chronic symptoms at Sassil2 and 20, and characterological
symptoms at Sessions 20, were baseline variatisgroptoms before entering therapy, and
the independent raters’ assessment of the patigilgy to form friendships. This could
mean that there is an important overlap betweetwbeonstructs, and that alliance is not
different from patients’ pre-treatment ability trin friendships. In this way, WAI-S patient-
rated in Session 3 can be understood as a proxgatod of patients’ general ability to form
friendships.

As far as we know, no other studies have inclutiede predictors as controls. One
study that also controlled for prior improvementi@ome similar baseline patient
characteristics, found that the alliance remainedliptive of outcome (Klein et al., 2003).
Differences between Klein et al.’s study and ouas rexplain the discrepancy of findings:
Klein et al. also used interviewer-rated socialctioning to assess the relationships to
significant others, but not the same measure aaristudy. Their sample also had a large
number of patientd\ = 455), but included only patients with a depressliagnosis. This
may suggest that the difference in results is dudifferent measurements and different
diagnostic groups. The predominant diagnoses irsannple are anxiety-related, followed by

depression. Different results may have been oldanael we split into two different groups
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based on the predominate symptom-complaints anaredydepression. Another reason for
the different results may be that they used tha filiance score, while we used a factor-
derived two-component solution.

Limitations and Strengths

NMSPOP is a naturalistic study, and some genendhbttions should be addressed. It
comprise a heterogeneous sample of patients, viteatenent was not manualized, thus there
were no control for therapists’ interventions issens. In this study a large proportion of the
patients experienced comorbidity, which, combindith wther aspects, contribute to a
possibility of increased generalizability of thedings to clinical practice. A naturalistic
design can give valuable information, but extraticaushould be taken when drawing firm
conclusions regarding cause-and-effect relatiorss{hlissen-Lie et al., 2010). Furthermore
we have included several patient and therapistigtagd, which meant that we conducted a
large amount of univariate analyses with multipdenparisons, which may have increased the
risk of making a Type | error; including chanceftam findings as real findings. The
inclusion of several third variables gives a stemgpossibility for closing in on the relevant
variables, unlike many previous studies where fewlkavant third-variables have been taken
into account.

In line with other research, the present correfetibetween alliance and outcome
were from small to medium: .08 to .31. This cardbe to the alliance ratings normally being
skewed, that is, ratings of the alliance tend tinltbe high end of the scale (Tryon,
Blackwell, & Hammel, 2008). This is evident in aample, were the mean scores on W-Task
and W-Bond are 5.1 and 4.9, respectively. With iarab distribution of scores, the mean
should be around 3.5. This, combined with the nedit small effect-size, has led some

researchers to argue that the alliance shoulddweed as a threshold-phenomenon. That is,
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there is little point in looking at small differee in alliance-ratings and expect a large impact
on the outcome. Clients often have initially higleace scores; the alliance is not something
that develops over time, therefore research mayelter off looking at the patients at the low
end of the scale (showing resistance to therapy o predict the process and outcome of
therapy with these patient-groups (S. Shirk, peasoommunication, March 8, 2012).

Most methods used in this study had very good payetric qualities. One should
however note that the SASB Introjects subscales/badlow alpha levels, and caution
should be taken in the evaluation of the findirglated to SASB.

This study included only one measure of the alkamand only from the patients’
perspective. All conclusions about the alliancethezefore limited to the WAI-S patient-
rated version.

This study has a large sample size, approximatdlyi®es larger than most other
studies. When assuming an effect size of r = I&etis more than a 90 % probability of
detecting this effect, if present on the popula(i@ohen, 1988). According to the main
guidelines in research, the study should have I tparticipants per predictor for reliable
multivariate analyses (Cohen, 1988). The variaAtesapproximately normally distributed,
and according to Cohen and Cohen (1975) this winglidate that with 240 participants we
could have from 16 to 24 variables. We included/@8ables in our study, which is within
the recommended range.

This study included more information about theregpikan other studies include. The
proportion of missing data was small, strengthetinggresults obtained. We had independent
clinicians’ ratings on two measures; the diagnostigluation (personality disorders), and the
dynamic scales (PFS), giving increased credibdftthese two measures’ associations with

the alliance, and for the association betweenrtlependent raters’ judgment of the patients
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quality of friendships, with patient-rated outcoriée used the subscales of the 11P-64-C,
PBI, and PFS, which some researchers have arguagdstant. For instance when studying
phenomenon like interpersonal problems. When rebeses use the total score of the
instruments they assume that all interpersonallenad have the same effect on the alliance
(Muran et al., 1994), different from this, and atbtudies finding differential influences from
the different subscales.
Recommendations for future research

This study, along with the majority of studies e alliance, has investigated the
contribution of the alliance to outcome. We did fiodl support for the common assumption
that the alliance has a direct effect on outconie quality of friendship among patients,
however, was a significant predictor of the outconuexes, likely explaining the same
variance that the alliance otherwise would havdamed. This may indicate that therapists
should investigate the patients’ ability to formdanaintain relationships prior to therapy.
Several theoretical models, however, including Bosd assumed that the alliance is
necessary, but not sufficient in providing a goatcome. Future research should attempt to
address the issue of whether the alliance is &guesite for other ingredients, for example
techniqgues, that is whether the alliance modetateselationship between specific

ingredients and outcome.
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