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Chapter 8.  .  .  .  .
the therapeutic alliance 

in Cognitive-Behavioral therapy

Louis G. Castonguay 
Michael J. Constantino 
andrew a. Mcaleavey 
Marvin r. Goldfried

The nature and role of the therapeutic relationship in cognitive and behav-
ioral therapies (CBTs) has long been discussed and debated. Although 
cognitive-behavioral therapists have from the beginning recognized the 
importance of the therapeutic relationship in the change process, it has only 
relatively recently been given considerable attention in the CBT research 
literature as the operationalized construct of the alliance. Although its con-
ceptual roots are in psychodynamic therapy, the alliance is now considered 
an integral part of virtually all psychotherapies, including CBTs. Presently 
commonly viewed as a transtheoretical common factor, the alliance has 
been deemed “the quintessential integrative variable” (Wolfe & Goldfried, 
1988). While controversy continues to exist, especially as to whether or 
not the alliance contributes causally to symptomatic outcomes (cf. Barber, 
2009; Barber, Connolly, Crits-Christoph, Gladis, & Siqueland, 2000; Crits-
Christoph, Connolly Gibbons, & Hearon, 2006; DeRubeis, Brotman, & 
Gibbons, 2005), the alliance has risen to prominence in empirical, theoreti-
cal, and clinical writing. The primary purpose of this chapter is to explore 
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 the Cognitive-Behavioral alliance 151

the evolution of the alliance construct and its determinants in the CBT lit-
erature.

CBTs (and treatments heavily influenced by these approaches) focus 
on the direct reduction of psychopathological symptoms and ascribe to 
the belief that therapy should (and good therapy does) provide clients 
with coping skills with which they can approach their daily lives in the 
absence of a therapist (Barber & DeRubeis, 1989; Castonguay, Newman, 
Borkovec, Grosse Holtforth, & Maramba, 2005). CBTs have been devel-
oped for numerous disorders including, but not limited to, depression, 
phobias, panic disorder and agoraphobia, posttraumatic stress disorder, 
social anxiety disorder, obsessive–compulsive disorder, bipolar disorder, 
eating disorders, borderline personality disorder, and substance abuse (see 
Barlow, 2008). Moreover, cognitive and behavioral therapies have become 
very popular theoretical orientations among practicing clinicians (Nor-
cross, Karpiak, & Santoro, 2005). Many CBTs are empirically supported 
(Nathan & Gorman, 2002), reflecting the epistemological outlook and 
historical strength of CBTs in establishing, relying on, and encouraging 
scientific research.

Interestingly, it may be that CBTs’ foundation on learning and condi-
tioning is the main reason why the therapeutic relationship went for years 
as an underrecognized factor in most of these treatments. Although the pio-
neers of behavior therapy highlighted the importance of the relationship, 
many described it as strictly context for learning to take place. As Wilson 
and Evans (1977) postulated, “ ‘Relationship’ is not easily defined opera-
tionally, unlike contingencies of social attention. Not only could these social 
contingencies be defined and measured, but they could also be altered, and 
with them the client’s behavior” (p. 545). In this paradigm, it makes sense 
that CBT techniques have historically received the bulk of attention, con-
sidering it took time to operationalize the relationship and to subject it to 
experimental manipulation. Once empirical evidence supported the opera-
tionalization and valid measurement of the relationship as well as its cor-
relation with outcome in CBTs, proponents of this approach have more 
readily accepted the alliance as a potentially potent treatment factor in its 
own right.

In the remaining pages, we explore the historical, theoretical, and empir-
ical treatment of the alliance within CBTs. First, we describe what can be 
considered the “traditional” behavioral, cognitive, and cognitive-behavioral 
approach to the relationship: those qualities of the relationship put forth by 
CBT pioneers such as Wolpe, Goldfried and Davison, Wilson, and Beck that 
distinguish a CBT relationship from other therapies. Next, we explore the 
ways in which CBTs have fostered and maintained this orientation-specific 
ideal relationship. Then we will examine several pieces of empirical evidence 
regarding the role of the alliance in CBTs as it is practiced and offer some 
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conclusions regarding the way CBTs actually make use of the relationship. 
Finally, we examine how developments within CBTs led to different ways to 
conceptualize and use the alliance.

NatUre aND FUNCtIoN oF the aLLIaNCe IN CBts

When behavior therapy was developing during the 1950s and ’60s, there 
was little empirical support for the effectiveness of relationship variables 
outside of the Rogerian constructs of therapist empathy, warmth, and 
genuineness (Rogers, 1951, 1957). However, given the substantial influ-
ence of Rogers’s work, early behaviorally oriented theorists noted the clini-
cal importance of such relational qualities even in behavior therapy, often 
directly crediting these contributions to other orientations. Wolpe (1958), 
for instance, noted that many of his clients who appeared to like him early 
in treatment showed noticeable improvement before specific treatment 
methods were used.

Later, Goldfried and Davison (1976), in one of the first full chapters 
devoted to the therapeutic relationship from a CBT perspective, made the 
bold statement “Any behavior therapist who maintains that principles of 
learning and social influence are all one needs to know in order to bring 
about behavior change is out of contact with clinical reality” (p. 55), going 
on to state that “the truly skillful behavior therapist . . . interacts in a warm 
and empathic manner with his client” (p. 56). Similarly, Brady suggested 
that the therapist should seek to be perceived as an “honest, trustworthy, 
and decent human being with good social and ethical values” (Brady et 
al., 1980). Beck, Rush, Shaw, and Emery (1979), in describing a cognitive 
approach to therapy, also emphasized the similarity between orientations, 
noting that “cognitive and behavior therapies probably require the same 
subtle therapeutic atmosphere that has been described explicitly in the con-
text of psychodynamic therapy” (p. 50). Further, they went on to discuss 
warmth, accurate empathy, and genuineness as important characteristics of 
cognitive and behavioral therapists.

The statements and quotes above are characteristic of the way that the 
relationship was treated by behavior therapists early on (and often currently 
as well): brief descriptions of warm relationships without explicit elabora-
tion or specification. Such unelaborated descriptions are likely attributable 
to the fact that CBTs historically considered the alliance to be a “nonspe-
cific” variable, that is, a nontechnical, noninstrumental, and essentially 
interpersonal factor that is auxiliary to the specific variables (technical 
procedures) that actually produce change (Castonguay, 1993). Wolpe and 
Lazarus (1966) famously concluded that a client’s positive emotional reac-
tion toward a therapist would engender “nonspecific reciprocal inhibition,” 
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 the Cognitive-Behavioral alliance 153

meaning that the presence of the therapist reduces anxiety and therefore 
facilitates the aim of specific desensitization through behavioral techniques. 
Nonspecific factors, historically including the placebo effect, demand char-
acteristics, suggestion, empathy, expectation, and rapport, were treated for 
some time in the literature as undefined (and possibly indefinable) variables 
in therapy, with effects that are assumed to be good, yet somehow tangential 
to therapy.

However, in keeping with the epistemological foundation of CBT, Wil-
son and Evans (1977) attempted to specify and observe the constituents of 
the therapeutic relationship. Drawing on Bandura’s (1969) social cognitive 
theory, they offered a nuanced and advanced operationalization of the rela-
tionship in behavior therapy. As these authors wrote:

Social influence processes such as persuasion, expectancy, attitude 
change, and interpersonal attraction are integral features of behav-
ior modification thus conceived. Within this expanded context, the 
reciprocal influence processes which define the therapist–client rela-
tionship are viewed as being of the utmost importance to the under-
standing and effective use of behavioral treatment methods. (Wilson 
& Evans, 1977, p. 546)

These authors suggested that the relationship is not a diffuse effect but 
rather an amalgam of many different factors that are endemic to social 
learning theory. To Wilson and Evans, the relationship provides social rein-
forcement, elicits client behavior in session, increases therapist influence by 
improving client attraction to the therapist, allows the therapist to serve as 
a role model, and fosters therapeutic expectancies.

Thus, CBTs have a long history of recognizing relationship variables 
as significant contributors to the therapeutic process, generally in the 
same ways that other orientations defined the relationship. Of course, the 
alliance in CBTs is different (at least theoretically) in some ways from the 
types of alliances formed in other orientations. The primary distinction is 
that a CBT alliance emphasizes collaboration and teamwork more than 
most other therapies do—especially those that are less directive (Raue & 
Goldfried, 1994). The model of “collaborative empiricism” has emerged 
primarily from (Beck et al., 1979, p. 6) and continues to be central to cog-
nitive therapy (e.g., Young, Rygh, Weinberger, & Beck, 2008), with pro-
ponents of recent behavioral therapies (e.g., Dimidjian, Martell, Addis, 
& Herman-Dunn, 2008) and CBTs (e.g., Fairburn, Cooper, Shafran, & 
Wilson, 2008; Turk, Heimberg, & Magee, 2008) using the construct of a 
collaborative relationship extensively. In a collaborative relationship, cli-
ents and therapists work together to identify the central problems clients 
face and to identify possible solutions. While all therapists seek to iden-

Muran, J. C., & Barber, J. P. (Eds.). (2010). The therapeutic alliance : An evidence-based guide to practice. Guilford Publications.
Created from pensu on 2023-12-06 16:10:39.

C
op

yr
ig

ht
 ©

 2
01

0.
 G

ui
lfo

rd
 P

ub
lic

at
io

ns
. A

ll 
rig

ht
s 

re
se

rv
ed

.



154 praCtICe aND the therapeUtIC aLLIaNCe 

tify central client problems, a sense of collaboration is eschewed in some 
treatments. For example, from their Gestalt therapy perspective, Perls, 
Hefferline, and Goodman (1977) tellingly state, “We employ a method 
of argument that at first sight may seem unfair, but that is unavoidable” 
(p. 286). In client-centered therapy, the power for change is theoretically 
deferred to the client (Rogers, 1951). In contrast, when describing empiri-
cism (which seeks to move past distorted perception and toward verifi-
able observation), Beck et al. (1979) used the analogy of two scientists 
who must work together, one providing the “raw data” and the other 
guiding the research questions.

Another important difference in the way CBTs and other orientations 
have treated the alliance underscores the role that this treatment factor is 
assumed to play in the change process. Specifically, as with many direc-
tive therapies, CBTs are primarily concerned with orientation-specific tech-
niques that can demonstrably produce change on their own. Therefore, the 
alliance has typically been treated as a factor that facilitates the use of and 
adherence to specific techniques not as a change mechanism itself. That is, 
the main purpose of the therapeutic relationship is to foster engagement in 
the specific techniques of therapy, and a collaborative relationship is ide-
ally suited for this purpose. Simply put, cognitive and behavioral therapists 
have generally seen the alliance as a necessary, but not sufficient, therapeutic 
change factor (Beck et al., 1979; DeRubeis et al., 2005; Friedberg & Gor-
man, 2007; Wolpe & Lazarus, 1966).

Raue and Goldfried (1994) used a particularly evocative metaphor 
illustrating this stance:

From a cognitive-behavioral vantage point, the alliance plays an impor-
tant role in the change process in much the same way that anesthesia 
is needed during surgery. The implementation of certain surgical proce-
dures requires an adequate and appropriate level of anesthesia. Great care 
is taken to ensure that an effective anesthesia is in place before surgery 
begins. Once surgery is underway, the primary concern is with the effec-
tive implementation of the surgical procedures—the primary reason the 
patient entered the treatment setting. (p. 135)

Just as the anesthetic is not necessarily valuable in and of itself, but 
because it allows the surgeon to perform complex procedures that directly 
improve the patient’s health, the alliance allows the therapist’s use of CBT 
technical interventions (e.g., identifying automatic thoughts, searching 
for alternative attributions, systematic desensitization). Linehan (1993) 
has echoed this sentiment in a more modern CBT treatment (dialectical-
behavioral therapy; DBT): “Not much in DBT can be done before [a strong 
positive] relationship is developed” (p. 98; also see further discussion of the 
relationship in DBT below).
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DeveLopING aND MaINtaINING 
a therapeUtIC aLLIaNCe: 

GoaLs aND teChNIqUes IN CBt

As summarized above, there are essentially two reasons that CBT thera-
pists seek to have a good relationship with their clients. First, a strong rela-
tionship is indirectly beneficial by providing a facilitative context for the 
specific techniques, and, second, the relationship can be used more or less 
directly as a vehicle for promoting therapeutic learning, such as by provid-
ing empathic responding as a social reinforcer (Krasner, 1962). These two 
basic functions have led to developing methods that should foster a strong 
alliance.

Beck et al. (1979), echoing earlier calls from behavior therapy (e.g., 
Goldfried & Davison, 1976), emphasized relationship variables such as 
basic trust and rapport, which are now widely valued in CBTs. Basic trust 
requires that the client have faith in the therapist acting in his or her best 
interest. Rapport is defined as an interactive experience between therapist 
and client involving a secure, comfortable, sensitive, and empathic exchange. 
It has been said that certain populations and treatments may differentially 
require trust and rapport to be successful. For instance, in working with 
trauma victims, Hembree, Rauch, and Foa (2003) have noted that trust is 
an absolutely essential element of the therapeutic relationship in prolonged 
exposure (PE) therapy, because of the difficult and distressing nature of the 
PE process. Linehan (1993) suggested that a good relationship, which is 
high in rapport, is essential to treating clients with borderline personality 
disorder because these individuals may be unable to fully utilize any other 
form of reinforcement to change behavior.

Moreover, Beck et al. (1979) argued that the use of CBT techniques 
in a collaborative manner is in itself relationship building and good for 
treatment. The main goal of using specific CBT techniques in a collabora-
tive way is to increase client expectancies of succeeding in behavior change. 
To this end, several authors (e.g., Goldfried & Davison, 1976; Wilson & 
Evans, 1977) have advanced the importance of the therapist clearly explain-
ing the treatment rationale, structure, and case conceptualization in order 
to demonstrate an understanding of the client’s problems and how they link 
with plausible solutions. In a sense, what these authors have suggested (and 
what clinical experience often bears out) is that by focusing on the tasks 
and goals of therapy and by using the CBT techniques that are designed to 
produce change, the therapist can develop a sound working alliance without 
spending valuable time in session explicitly devoted to “just” the relation-
ship. These relationship variables may be seen as direct manipulating sev-
eral common factors of treatment—particularly Frank’s (1961) suggestion 
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about providing a “myth” that links the cause of a problem and a possible 
solution—as well as encouraging clients’ expectations of change.

As in any other form of psychotherapy, problems in developing or main-
taining an alliance occur in CBTs. Such alliance ruptures can occur in many 
forms and degrees of severity. For example, clients may lack trust in the 
therapist, may fail to attend sessions regularly, may outright argue or dis-
agree with the therapist, and so on (see Samstag, Safran, & Muran, 2004). 
Many traditional views (such as Beck et al., 1979; Goldfried & Davison, 
1976) on relationship problems in CBTs entail essentially two options, both 
of which assume that the problem can best be addressed by focusing on the 
client’s problems: first, try to identify the client’s symptoms (e.g., maladap-
tive automatic thoughts or avoidance patterns) that are contributing to the 
impasse, and work directly on those by using the typical CBT techniques; 
second, attempt to reengage the client in treatment by directly manipulating 
his or her expectancies for treatment success. The latter option is primar-
ily achieved in CBT by reiterating the rationale of the approach, providing 
realistic time courses for therapy gains, and challenging the client’s expecta-
tions with rational collaborative empiricism. These traditional approaches 
to problems with the relationship remain popular in the CBT literature (e.g., 
J. S. Beck, 1995). It has also been noted that problems in therapy may arise 
not owing to client factors but to therapist or technique factors (such as 
improper diagnosis or conceptualization, unskilled application of therapeu-
tic procedures, etc.). As discussed below, cognitive and behavioral thera-
pists have often been encouraged to reconsider their case formulations and 
assumptions about the client when therapeutic alliance breaks occur (e.g., 
Goldfried & Davison, 1976; Persons, 1989). Thus, the standard techniques 
of CBT can be used to address the relationship directly and have been used 
in this way for many years.

eMpIrICaL evIDeNCe For the aLLIaNCe IN CBts

As described above, the relationship in CBTs has often been conceptual-
ized as a secondary factor contributing to therapeutic change by increasing 
social influence, instilling hope for change in the client, and providing a 
context within which to make use of techniques. Underscoring the amelio-
rative primacy of techniques, some CBT clinicians have endorsed a view of 
the alliance as a consequence of good therapeutic technique rather than a 
constituent of productive therapeutic process (e.g., DeRubeis et al., 2005). 
However, from the beginning, evidence has suggested that the therapeutic 
relationship may be used in different ways and have more power to create 
change than the historical CBT theories suggest.

Breger and McGhaugh (1965) offered a detailed analysis of therapist-
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reported case studies in behavioral treatments, finding many more similari-
ties between behavioral and psychodynamic therapy than were typically 
acknowledged at the time. Relationship variables were among those prom-
inently observed in the behavioral therapies, including clients’ emotional 
attachment to therapists and therapist empathy. Observations like these 
have been fairly common over the years. For instance, Brown (1967) pub-
lished a detailed description of J. Wolpe’s therapeutic practice following 2 
years of direct observation. Brown’s description included a number of ther-
apist–client relationship variables and client cognitions that were not high-
lighted in systematic desensitization theory, and Brown suggested that these 
may act as important mediators of the change process. As Brown noted: 
“The behavior therapy of Joseph Wolpe is a multifaceted therapeutic tool 
consisting of his personality, his rapport with his patients, his skilled verbal 
responses, and his specific behavior techniques. To concentrate on the last 
factor alone produces a disturbing bias” (p. 857).

Klein, Dittmann, Parloff, and Gill (1969), with the cooperation of 
Wolpe and Lazarus, conducted a similar clinical observation study and 
concluded that the therapeutic relationship in behavioral therapy directly 
increases client expectancies and motivation for treatment, beyond the 
traditional stance of behavior therapists. Marmor (1971) examined the 
relationship factors present in three major behavioral therapy approaches 
of the time (including systematic desensitization, aversive conditioning of 
homosexuality, and Masters and Johnson’s techniques for sexual impo-
tence and frigidity), in each case highlighting infrequently noticed aspects 
of the relationships that may well have been operative in producing thera-
peutic change.

Since these initial clinical observations, there have been numerous 
studies comparing relationship variables among orientations. Much of this 
literature has been reviewed elsewhere (see Lejuez, Hopko, Levine, Ghol-
kar, & Collins, 2006; Morris & Magrath, 1983; Raue & Goldfried, 1994; 
Waddington, 2002; Wright & Davis, 1994); so, we instead discuss only 
selected works here. In a classic study, Sloane, Staples, Cristol, Yorkston, 
and Whipple (1975) found that behavior therapists displayed significantly 
more empathy, genuineness, and interpersonal contact, as well as compa-
rable warmth, than did psychoanalysts. This finding, obviously counter to 
the idea of behavior therapists as simply dry conduits for techniques, was 
highly unexpected, though these differences in ratings were not associated 
with outcome. Brunink and Schroeder (1979) studied verbal utterances of 
expert therapists in psychoanalytic, Gestalt, and behavioral therapies, find-
ing no differences in empathy, rapport, or structure of the session. Notably, 
however, behavior therapists were more supportive than the other thera-
pists, likely a result of their emphasis on positive reinforcement.

Raue and colleagues (Raue, Castonguay, & Goldfried, 1993; Raue, 
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Putterman, Goldfried, & Wolitzky, 1995) conducted two studies on psy-
chodynamic-interpersonal therapy and CBTs. In the first study using CBT-
trained coders, the authors found that CBT therapists were rated as signifi-
cantly higher on the alliance measure than psychodynamic therapists (Raue 
et al., 1993). However, repeating the study with psychodynamically trained 
coders yielded different results: not only did the psychodynamic coders rate 
the alliances universally lower than the CBT coders, but also they did not 
find any difference in alliance quality according to therapy type (Raue et al., 
1995). While there are many possible explanations for these conflicting find-
ings, they (as well as others, e.g., McMain, Guimond, Links, & Burckell, 
2009; Salvio, Beutler, Wood, & Engle, 1992) nevertheless suggest that CBT-
oriented therapists can be rated as high or higher than therapists in other 
orientations on alliance scores.

Along with such observational evidence, phenomenologically both 
patients and therapists report that the relationship is one of the most impor-
tant factors influencing therapy success and failure in cognitive therapies, 
behavioral therapies, and CBTs. For example, in a study of behavioral 
therapy, Ryan and Gizynski (1971) found that the proportion of behav-
ioral therapy techniques used did not correlate with outcome judgments by 
clients, therapists, or experimenters. Further, therapists emphasizing tech-
niques during treatment was correlated with client reports indicating less 
liking of the therapist, viewing the therapist as less competent, and experi-
encing the techniques as less pleasant.

In contrast, a number of studies during the 1970s that used retrospective 
self-reports of clients in behavioral therapies suggested that clients believe 
relationship factors play a key role in these treatments. In the Sloane et al. 
study (1975) introduced above, the authors found that successful patients 
of both behavioral therapy and psychodynamically oriented therapy identi-
fied many of the same factors as being most important to their treatment. 
Nearly all of these factors were closely related to relationship variables such 
as encouragement and reassurance. Mathews et al. (1976) found that ago-
raphobic patients in behavioral therapy rated therapist encouragement and 
sympathy as being more important to the success of their treatment than such 
factors as behavioral practice and learning to cope with panic. Rabavilas, 
Boulougouris, and Perissaki (1979) found that at 1 year posttreatment, cli-
ent reports of therapists’ understanding, interest, and respect all correlated 
positively with outcome among phobic and obsessive–compulsive patients 
of flooding techniques. Studies like these suggested what was already known 
in other psychotherapies (e.g., Feifel & Eells, 1963), namely, that clients 
in behavioral therapy consistently report relationship variables as central 
processes in producing therapeutic gains while therapists frequently put less 
emphasis on the same variables.

Such self-report studies, though obviously limited, provided consistent 
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support for a link between relationship variables (broadly defined) and out-
come in psychotherapy in general and CBTs in particular. In an attempt 
to further substantiate this link, Persons and Burns (1985) studied single 
sessions of cognitive therapy to uncover the relative contributions of cog-
nitive change in session and relationship variables on mood change. The 
authors found that client-reported relationship quality and changes in the 
strength of automatic thoughts (a specific mechanism of change in this ori-
entation) made independent contributions to mood changes from pre- to 
postsession. That is, relationship quality explained additional variance of 
change in mood over and above change in automatic thoughts. The authors 
suggested that “training therapists to handle interpersonal issues skillfully is 
as important in cognitive therapy as in any other form of psychological or 
medical treatment” (p. 548).

Similarly, Burns and Nolen-Hoeksema (1992) investigated therapist 
empathy and symptom severity in CBTs for depression. The authors found 
that not only did therapist empathy have a substantial effect on depres-
sion when controlling for homework compliance (which also showed an 
effect on depression scores), but also the corresponding effect of depression 
change on empathy ratings was small by comparison. This study was among 
the first to attempt to separate the effects of therapeutic relationship on 
symptom outcome from the reciprocal effect of symptomatic improvement 
on relationship quality ratings in any orientation. While this does not defini-
tively establish the direction of causality, it provides support for the notion 
of the alliance as an important piece of the therapy process in CBTs.

Further correlational studies on relationship variables and outcome 
in CBTs are numerous and have been detailed elsewhere (see Waddington, 
2002). While some studies have failed to find a positive correlation between 
outcome and relationship factors (notably DeRubeis & Feeley, 1990; Feeley, 
DeRubeis, & Gelfand, 1999), the majority have (e.g., Castonguay, Gold-
fried, Wiser, Raue, & Hayes, 1996; Muran et al., 1995; Raue, Goldfried, 
& Barkham, 1997; Stiles, Agnew-Davies, Hardy, Barkham, & Shapiro, 
1998).

While these findings are all suggestive (as correlational studies cannot 
truly answer questions of causality), researchers have been attempting for 
years to address these questions with rigorously controlled experimental 
studies. Morris and Suckerman (1974) conducted an experimental study in 
which they compared the effects of automated systematic desensitization 
when delivered in a warm versus cold manner. This study found that not 
only did participants in the warm condition show better outcomes, but also 
participants in the cold therapist condition were not significantly improved 
at posttreatment as compared to a no-treatment control. Though perhaps 
using relatively crude methodology, this study highlights the potential role 
of relationship factors even in such well-developed behavioral techniques 
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as systematic desensitization. It should be noted that Morris and Magrath 
(1983), however, found that a colder therapist had better outcomes than a 
warm therapist in using contact desensitization, and other studies on bal-
ance have been inconclusive, some finding clear support for warmth in CBT 
and others, especially earlier studies, finding the opposite. The reasons for 
this inconsistency (especially in the early years of CBTs) may be related to 
the specific behavioral techniques implemented, study design, population 
sampled, or many other factors (see Morris & Magrath, 1983, for further 
discussion). Generally speaking, however, therapist warmth and empathy 
are empirically supported as facilitative variables in most contemporary 
therapies (see Burns & Auerbach, 1996; Castonguay & Beutler, 2005).

The alliance, of course, is only one possible mechanism for change in 
CBTs, and research into other mechanisms has been prominent as well. 
A number of studies have suggested that specific techniques prescribed in 
cognitive therapies (e.g., homework) are predictive of outcome (e.g., Burns 
& Spangler, 2000; DeRubeis & Feeley, 1990). Yet, over the past several 
years, evidence has emerged that suggests that the orientation-specific tech-
niques of any psychotherapy, including CBTs, account for a much smaller 
percentage of outcome variance than initially thought. For instance, Ilardi 
and Craighead (1994) reviewed the temporal sequencing of symptomatic 
changes in cognitive therapy for depression and concluded that much of the 
therapeutic effect is achieved prior to the introduction of cognitive restruc-
turing techniques, suggesting that these technical variables cannot account 
for the changes nearly so well as “nonspecific” factors.

Taking all of this evidence (and more) into account, several authors 
have developed theoretical extensions of CBTs, which may help account 
for the rather large role that the therapeutic relationship, and the alliance 
in particular, appears to play in these treatments. We now turn our atten-
tion to strategies that seek to improve the CBT approach to the therapeutic 
alliance.

DeveLopMeNts aND varIatIoNs oF CBts: 
therapeUtIC reLatIoNshIp varIaBLes 
aND teChNIqUes FroM theoretICaL 

aND CLINICaL perspeCtIves

Based in part on research findings on the alliance in CBTs, several advances 
have taken place under the umbrella of CBTs with the aim of improving the 
way that therapists understand and use the therapeutic relationship. In large 
part, these efforts have involved the assimilation of theory and technique 
from other orientations, especially relying on psychodynamic–interpersonal 
and humanistic techniques. These contributions have come largely in two 
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changes to CBT practice and conceptualization: identifying new ways to 
resolve alliance ruptures and reevaluating the theoretical role of the alliance 
itself.

resolving alliance ruptures

Several authors have examined ways of handling alliance ruptures in CBTs 
(e.g., Safran & Muran, 1996). What does a therapist do when there is an 
obvious impasse in treatment because the relationship is suffering? In broad 
terms, two approaches to an alliance rupture can be distilled from the lit-
erature.

First, if the therapist determines that there is a therapy process variable 
or therapist effect that might be contributing to the alliance break, the thera-
pist has historically been advised to use the rupture as an opportunity to 
reconsider the case conceptualization and treatment plan in a collaborative 
way and to realign client and therapist shared goals (e.g., Beck 1996; Beck 
et al., 1979; Goldfried & Davison, 1976; Persons & Mikami, 2002). Ideally, 
this opportunity is used to encourage client reengagement in therapy. How-
ever, it has a major downside that makes it difficult to implement in practice: 
sometimes the client resists treatment, against his or her best interests. If the 
therapist blindly concedes the case conceptualization and treatment plan 
when clients do not want to, or are ambivalent about, change, it is possible 
that treatment itself will stall (though the client may be more comfortable in 
the short term). In addition, ruptures may not be attributable to the choice 
of treatment or intervention use per se, but rather to the way that the treat-
ment is conducted.

Alternatively, if the therapist determines that the rupture is a manifes-
tation of a problem or symptom the client is experiencing, the therapist is 
advised to attempt to directly address that problem. This possibility may 
at times be accurate. Clients who are depressed, for example, may have an 
inaccurate view of the therapist’s skills (or genuine empathy) and/or possess 
a pessimistic prognosis about the therapy’s ability to reduce depression; in 
this case, the client’s inaccurate beliefs may contribute directly to the rela-
tionship problem, and addressing these automatic thoughts about the rela-
tionship may be a fruitful intervention. Yet, if CBT therapists automatically 
assume that their clients’ reluctance to engage in therapy is primarily the 
result of distorted thoughts, then they may not be fully aware of how they 
are contributing to the alliance rupture. This shortcoming, in turn, may lead 
therapists to adhere too blindly and rigidly to the prescribed techniques and 
lose sight of another, more pressing, problem in the relationship, such as an 
empathic failure (Burns & Auerbach, 1996) or a case formulation based on 
incomplete or outdated information (see Beck et al., 1979; Persons, 1989).

Such rigid patterns of interactions have been observed in different 
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approaches (Henry, Schacht, & Strupp, 1986, 1990; Piper et al., 1999; Schut 
et al., 2005), including cognitive therapies. For example, Castonguay et al. 
(1996) found that, when confronted with alliance rupture, cognitive thera-
pists frequently increased their attempts to persuade clients of the validity of 
the cognitive therapy rationale and/or the beneficial impact of the cognitive 
therapy techniques. This increased adherence, however, did not appear to 
repair the alliance breach and may have actually exacerbated it by creating 
a vicious cycle of misattunement to the client’s experiences.

A number of CBT therapists have made valuable contributions toward 
more skillfully resolving alliance ruptures. For example, Burns (1989; Burns 
& Auerbach, 1996) developed a set of “listening skills” to address client 
disagreement or disengagement from therapy. First, therapists invite the cli-
ent to express his or her present emotional and subjective state, particu-
larly inviting disclosure of perceived therapeutic failures. Second, therapists 
empathically relate to the client’s response, hopefully making the client feel 
validated and understood. Finally, using the “disarming” technique, thera-
pists explicitly validate the client’s negative feelings or criticisms of treatment 
(and/or the therapist) by finding some truth in them (even if the reaction is 
seemingly excessive). According to Burns, doing so signals to the client that 
the he or she is respected and that the therapist is willing to assume equal—
if not more—blame for the relationship problems.

Similarly, Safran and colleagues (Safran & Muran, 1996; Safran & 
Segal, 1990) have developed methods of alliance rupture repair that start 
with the therapist’s recognizing his or her contribution to the problem. This 
technique, which is similar to Burns’s (1989) disarming, is then used as the 
catalyst to encourage clients to share their own feelings about treatment. 
Further, the goal is to encourage clients to discuss their own contribution 
to the therapeutic impasse and, by extension, to interpersonal problems 
outside of therapy. Also like Burns’s disarming technique, Linehan’s (1993) 
“techniques of acceptance” involve the therapist’s ability to see reasonable-
ness in the client’s dysfunctional behaviors, accept the client’s hostile affect, 
and recognize his or her own mistakes. Like Burns and Safran, Linehan has 
argued that alliance problems are frequent and that their resolution can lead 
to the client’s acquiring skills that can be used in interpersonal difficulties 
outside the sessions.

The techniques of addressing alliance ruptures developed by Burns and 
Safran have been associated with some empirical support. For example, 
Safran, Muran, and colleagues (e.g., Muran et al., 2009; Safran, Crocker, 
McMain, & Muran, 1990; Safran & Muran, 1996; Safran, Muran, & Sam-
stag, 1994) have found that the in-session exploration of the experiences of 
both the therapist and client facilitates rupture resolution and contributes 
to treatment outcome. The researchers have also developed brief relational 
therapy (BRT; Muran, Safran, Samstag, & Winston, 2005), which as a stand-
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alone alliance-based treatment has been shown to produce lower dropout 
from and higher engagement in treatment than short-term psychodynamic 
and cognitive and behavioral therapies (Muran, Safran, Samstag, & Win-
ston, 2005; Safran, Muran, Samstag, & Winston, 2005). Assimilating the 
rupture repair techniques directly into a more traditional cognitive therapy, 
Castonguay et al. (2004) developed integrative cognitive therapy (ICT) for 
depression. ICT has performed well in two preliminary trials. In a compari-
son to a wait-list control involving 21 outpatients, ICT achieved a pre–post 
effect size of d = 1.91 on the Beck Depression Inventory (BDI; Beck, Ward, 
Mendelsohn, Mock, & Erbaugh, 1961), more than twice the size of compa-
rable studies of traditional cognitive therapies (Castonguay et al., 2004). In 
a second study, ICT was compared to standard cognitive therapy with 11 
clients in each group, and results favored ICT with a medium effect size, d 
= 0.50, also on the BDI (Constantino et al., 2008). In the latter study, the 
ICT clients not only evidenced greater posttreatment improvement than the 
CT clients but also reported higher alliance and therapist empathy ratings 
across treatment. Taken together, these findings suggest (albeit preliminar-
ily) that alliance ruptures can be effectively addressed in the context of spe-
cifically relational therapies as well as more traditional cognitive therapies, 
and that such rupture resolution strategies might have a positive impact 
on treatment engagement and outcome. Indeed, many additional authors 
have described ways of managing problems in the therapeutic relationship 
in CBTs as essential skills with numerous therapeutic benefits (e.g., Leahy, 
1993; Newman, 1998; Persons, 1989; Young, 1999).

the Corrective role of the alliance in CBts

Several authors have suggested that therapists would be wise to foster strong 
alliances not just as indirect facilitation of but also as part of a theoretically 
cohesive system of CBT designed to achieve a direct path toward chang-
ing cognitions, changing interpersonal behavior, and providing corrective 
experiences to clients (e.g., Arnkoff, 1981; Goldfried, 1985; Goldfried & 
Padawer, 1982; Grosse Holtforth & Castonguay, 2005; Safran & Segal, 
1990). This postulation is in line with Linehan’s (1993) argument that the 
therapeutic relationship is “of value in its own right, apart from any changes 
that the patient makes as a result of therapy” (p. 98).

Arnkoff (1981) wrote a detailed clinical and theoretical chapter on 
ways of expanding cognitive therapy, including a section on incorporating 
the relationship itself. In this, she provided a series of case studies illustrat-
ing, for example, that the relationship can provide much the same infor-
mation in cognitive therapies as it does in a transference-focused psycho-
dynamic therapy. Goldfried and Davison (1976) have also suggested that 
behavior in-session, including the relationship, can be viewed as a sample of 
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behavior of the client itself, likely very relevant to the way the client behaves 
in nontherapy situations. Taking this a step further, Goldfried (1985) has 
suggested that cognitive and behavior therapists can conceptualize interven-
tions focused on the relationship as in vivo interventions: “We know that 
in vivo interventions are much more powerful than imaginal or described 
ones. So if we can look at the person’s actions right at the time—when they 
are being upset about something, or when they are being inhibited and can-
not act in a given way or say something within the session itself—we have 
broadened our therapeutic focus” (p. 143). Using this conceptualization, a 
CBT therapist might be able to address important events in the therapy ses-
sions with the ultimate goal of identifying and altering major interpersonal 
patterns that affect not only the therapy relationship but the client’s other 
relationships as well. These techniques also lend themselves to the develop-
ment of corrective experiences, which may be the central common factor of 
therapy (Goldfried, 1980).

Kohlenberg and colleagues (Kanter et al., 2009; Kohlenberg & Tsai, 
1991; Tsai, Kohlenberg, & Kanter, Chapter 9, this volume) have also devel-
oped CBT treatments that use the therapeutic relationship extensively and 
that are based largely on research into in vivo interventions. Young (1999), 
in an influential work on cognitive therapy for personality disorders, sug-
gests that therapists use references to the therapy relationship to better 
activate schemata, and indicates that this technique is very similar to using 
transference in psychoanalysis (p. 34).

Hayes and colleagues, in developing acceptance and commitment ther-
apy (ACT), have also incorporated a view of the relationship that is simul-
taneously an independent positive force promoting client change while also 
functioning in the background of the more specific technical and theoretical 
influences. Thus, Hayes, Strosahl, and Wilson (1999) suggest that, while 
the relationship is not the end purpose of therapy, it is curative inasmuch 
as it is based on love, acceptance, respect, and openness toward oneself 
and others (p. 279). This perception suggests that the relationship between 
therapist and client can—if predicated on and conducted according to the 
right conditions—serve as an important learning event and corrective expe-
rience for the client, a position frequently cited over the years (e.g., Safran 
& Segal, 1990).

CoNCLUsIoN

The therapeutic relationship has been an integral part of behavioral and 
cognitive therapies for decades, despite the fact that this orientation has 
frequently been described as mechanical. Although relationship factors have 
been traditionally viewed in this approach as secondary to learning and 
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cognitive techniques, the therapeutic alliance has consistently been regarded 
as necessary for successful therapy. And while many CBT scholars (e.g., 
DeRubeis, Brotman, & Gibbons, 2005) have referred to relationship vari-
ables as nonspecific (i.e., not yet clearly defined or fully understood), some 
leaders of this orientation have offered detailed descriptions (based on basic 
research and social learning theory) and even developed a new construct 
(collaborative empiricism) to explain the role of the therapeutic relationship 
in the change process as well as to provide guidelines on how to enhance the 
relationship for the sake of implementing behavioral and cognitive interven-
tions (Beck et al., 1979; Wilson & Evans, 1977). Over the years, clinical 
observations and empirical investigation (including clients’ perceptions of 
helpful elements of therapy) have provided support for the role of relation-
ship variables in CBTs. In particular, studies on the working alliance have 
found that, as a whole, the quality of the bond and the level of collabora-
tion between client and therapist are robust predictors of clients’ improve-
ment in CBTs. Furthermore, based in part on this empirical evidence as 
well as on clinical experience, scholars and therapists have developed and/
or integrated within their general CBT framework a number of interven-
tions aimed at resolving treatment impasses as well as fostering the curative 
impact that the alliance is believed (at least by some) to have.

There are, however, important questions that remain to be addressed. 
For example, one of the most important debates in the field is whether or 
not the alliance contributes causally to client change or, rather, whether its 
predictive quality is mostly an epiphenomenon (see Barber, Khalsa, & Sharp-
less, Chapter 2, this volume). As argued elsewhere, while some research 
has begun to address the direction and nature of the alliance impact on 
the outcome, it is likely that if a consensus is achieved it is not going to 
reflect an “either–or” answer. In our view, the process of change “involves 
interdependent, non-orthogonal, and/or synergistic relationships between 
different variables” (Castonguay, Constantino, & Grosse Holthforth, 2006, 
p. 274). Another crucial question is whether interventions that have been 
recently integrated into CBTs may be necessary for all clients. For exam-
ple, a substantial number of clients do benefit from the standard cogni-
tive therapies for depression, and, as such, the treatment progress of these 
individuals may not require the addition of techniques aimed at repairing 
alliance ruptures. It will therefore be important for future research not only 
to determine whether or not the addition of such techniques can improve 
cognitive therapies in general but also to identify the clients for whom these 
techniques may be particularly indicated. Such research, especially if guided 
by theoretical models attending to complex interactions between technical, 
relationship, and participants variables (Castonguay & Beutler, 2005), are 
likely to further improve the beneficial impact of CBTs on psychological 
suffering.
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