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Although many studies report that the therapeutic alliance predicts psychotherapy outcome, few exclude
the possibility that this association is accounted for by 3rd variables, such as prior improvement and
prognostically relevant patient characteristics. The authors treated 367 chronically depressed patients
with the cognitive–behavioral analysis system of psychotherapy (CBASP), alone or with medication.
Using mixed effects growth-curve analyses, they found the early alliance significantly predicted subse-
quent improvement in depressive symptoms after controlling for prior improvement and 8 prognostically
relevant patient characteristics. In contrast, neither early level nor change in symptoms predicted the
subsequent level or course of the alliance. Patients receiving combination treatment reported stronger
alliances with their psychotherapists than patients receiving CBASP alone. However, the impact of the
alliance on outcome was similar for both treatment conditions.

Numerous studies have demonstrated that the therapeutic alli-
ance has a modest, but consistent, relationship with outcome in
psychotherapy (Constantino, Castonguay, & Schut, 2002; Horvath,

1994). In a recent meta-analytic review of 68 studies, Martin,
Garske, and Davis (2000) reported that the overall weighted
alliance–outcome correlation was .22. The effect was consistent
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across form of psychotherapy, source (patient, therapist, observer),
point in treatment that the alliance was assessed (early, middle,
late, average across all sessions), and with one exception, the
measure used to assess the alliance. However, despite the large
number of studies documenting this association, important ques-
tions remain about whether the alliance has a causal effect on
outcome or whether the association is spurious or even runs in the
opposite direction, with change in symptoms influencing the alli-
ance (Feeley, DeRubeis, & Gelfand, 1999).

Most studies of the association between the therapeutic alliance
and psychotherapy outcome have assessed the alliance at one or
more points after the initiation of treatment and correlated the
alliance with change from baseline to the end of treatment. This
raises the possibility that some of the change being “predicted” has
already occurred prior to the point the alliance is assessed. More-
over, early symptomatic change in therapy may play a causal role
in the development of the alliance, with improvement strengthen-
ing a patient’s bond with their therapist. Indeed, several studies
have reported that early change predicts a subsequent increase in
the therapeutic alliance (Barber, Connolly, Crits-Cristoph, Gladis,
& Siqueland, 2000; DeRubeis & Feeley, 1990). Thus, early change
may be a confounding third variable that accounts for the relation-
ship between the alliance and later change.

We are aware of five studies that have examined the association
between the therapeutic alliance and changes in symptomatology
occurring after the assessment of the alliance (Barber et al., 1999,
2000; DeRubeis & Feeley, 1990; Feeley et al., 1999; Gaston,
Marmar, Gallagher, & Thompson, 1991). Three of these studies
also controlled for change prior to the assessment of the alliance
(Barber et al., 1999, 2000; Gaston et al., 1991). In two small
samples of depressed patients (Ns � 25 and 32, respectively),
DeRubeis and Feeley (1990) and Feeley et al. (1999) failed to find
significant associations between the alliance and subsequent
change during a course of cognitive therapy. In a sample of 54
elderly depressed patients receiving behavioral, cognitive, or brief
dynamic therapy, Gaston et al. (1991) found that the association
between the alliance and subsequent change was not significant
after controlling for improvement in depressive symptoms prior to
the assessment of the alliance. Similarly, in a large sample of
patients with cocaine dependence receiving several different treat-
ments, Barber et al. (1999) reported that the alliance was not
associated with subsequent change after controlling for prior im-
provement. However, in the one positive study, Barber et al.
(2000) found that in a sample of 88 patients with depressive,
anxiety, and/or personality disorders treated with psychodynamic
psychotherapy, the alliance predicted subsequent change in symp-
toms even after controlling for prior improvement.

Another set of factors that could potentially produce a spurious
association between the alliance and outcome is patient character-
istics, such as chronicity, comorbidity, poor social functioning, and
a history of abuse and neglect by caretakers. There is evidence that
the quality of patients’ early relationships with caretakers, current
interpersonal relationships, and personality traits and disorders are
associated with the alliance (Hardy et al., 2001; Hilliard, Henry, &
Strupp, 2000; Muran, Segal, Samstag, & Crawford, 1994; Piper et
al., 1991; Zuroff et al., 2000). These variables have also been
found to predict outcome in clinical trials and naturalistic studies
(Diguer, Barber, & Luborsky, 1993; Durbin, Klein, & Schwartz,
2000; Hardy et al., 2001; Ogrodniczuk, Piper, Joyce, & McCallum,

2001; Shea et al., 1990). Thus, these factors might explain the
relationship between the alliance and treatment outcome. Unfor-
tunately, few studies of the association between the alliance and
psychotherapy outcome have attempted to rule out patient charac-
teristics as a source of spuriousness.

In this article, we address the potential confounds of prior
change and patient characteristics in examining the relationship
between the early alliance and subsequent change in symptoms in
a large sample of outpatients with chronic forms of major depres-
sion. In addition, we examine whether the relationship is recipro-
cal, or runs in the oppositive direction, by determining whether
baseline severity and early improvement in depressive symptoms
predict the subsequent level and course of the alliance. We focus
primarily on the role of the early alliance because the early alliance
may be a stronger predictor of outcome than the middle and late
alliance (Constantino et al., 2002; Horvath, 1994); has greater
clinical implications, as there is more opportunity to improve a
poor alliance early than later in treatment; and provided the most
follow-up data for assessing change. The data come from a clinical
trial comparing the efficacy of the cognitive–behavioral analysis
system of psychotherapy (CBASP), a structured, short-term psy-
chotherapy that was developed specifically for chronic depression
(McCullough, 2000), with antidepressant medication and the com-
bination of CBASP and medication (Keller et al., 2000).

The design of the larger study also provided an opportunity to
address the question of whether receiving concurrent medication
influences the quality of patients’ alliances with their psychother-
apists or the association between the alliance and treatment out-
come. Many psychotherapy patients are treated concurrently with
medication, typically by a different clinician. For example, in two
large national surveys, 45% of outpatients treated for depression
received both psychotherapy and antidepressant medication (Olf-
son et al., 2002). However, we are unaware of studies that have
examined the effects of concurrent medication on either the alli-
ance in psychotherapy or the association between the alliance and
outcome. Influences in both directions are plausible. Concurrent
medication might increase the strength of the alliance with the
psychotherapist by reducing symptoms more rapidly or by en-
abling the patient to engage in psychotherapy more quickly, or the
greater total time and attention from two professionals could
produce a halo effect that increases the patient’s satisfaction with
their psychotherapist. In contrast, if the patient believes that phar-
macotherapy is more effective than psychotherapy, concurrent
medication could diminish the alliance with the psychotherapist by
reducing the patient’s investment in psychotherapy (Klerman et
al., 1994; Miller & Keitner, 1996).

Concurrent medication could also strengthen or weaken the
association between the alliance and treatment outcome. For ex-
ample, if a good alliance with the psychotherapist increased com-
pliance with medication, it would strengthen the relation between
the alliance and outcome. Similarly, if the alliance contributes to a
positive response to psychotherapy, and medication amplifies the
effects of psychotherapy, the association between the alliance and
outcome would be stronger with concurrent medication. On the
other hand, there may be two subgroups of patients who respond
to combined treatment: those responding primarily to medication
and those responding primarily to psychotherapy (Keller et al.,
2000). If some patients who respond to combined treatment are
responding primarily to the pharmacological component, the as-
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sociation between the alliance with the psychotherapist and out-
come should be diluted compared with patients receiving psycho-
therapy alone (Thase, 2000).

Method

Participants

The treatment conditions and procedures are described in Keller et al.
(2000). A total of 681 patients at 12 academic centers were randomized to
12 weeks of treatment with CBASP alone, Nefazodone alone, or the
combination. Patients were recruited through a combination of clinical
referrals and advertisements. The present report is limited to the 455
patients who were randomized to the CBASP alone (n � 228) and com-
bination (n � 227) conditions.

All patients met Diagnostic and Statistical Manual of Mental Disorders
(4th ed.; American Psychiatric Association, 1994) criteria for a current
episode of chronic major depressive disorder (MDD), MDD superimposed
on a preexisting dysthymic disorder (DD), or recurrent MDD with incom-
plete remission and a total duration of continuous illness of at least 2 years.
To be eligible for the study, patients had to be between the ages of 18 and
75 and to have a score of at least 20 on the 24-item Hamilton Rating Scale
for Depression (HRSD; Hamilton, 1967) at screening and, after a 2-week
drug-free period, at baseline. Exclusion criteria included: a history of
psychotic, bipolar, or obsessive–compulsive disorder; eating disorders
within the past year; substance abuse or dependence in the past 6 months;
a high risk for suicide; antisocial, schizotypal, or severe borderline (i.e.,
high risk for hospitalization) personality disorder; poorly controlled or
serious medical disorders; and a history of failing adequate trials of two
types of antidepressant medications or two different courses of empirically
supported psychotherapy for depression within the past 3 years. All pa-
tients provided informed consent.

Treatments

CBASP (McCullough, 2000) is a structured time-limited psychotherapy
developed to treat chronic depressions. It uses a technique referred to as
“situational analysis” (SA) to help patients to change their patterns of
coping, improve their interpersonal skills, understand the consequences of
their behavior, and interact more effectively with others. In SA, the patient
identifies a recent, distressing interpersonal situation and examines it with
the therapist. The process consists of three phases: elicitation, remediation,
and generalization. In the elicitation phase, the patient describes: (a) the
interpersonal event, (b) their behavior, (c) their interpretation of what
occurred, (d) the outcome of the event, (e) what they would have liked the
outcome to be (desired outcome), and (f) whether the desired outcome was
achieved. In the remediation phase, the patient works with the therapist to
revise his or her interpretations and behaviors during the situation to
increase the probability of achieving a more desirable outcome. In the
generalization phase, the patient and therapist review what has been
learned and explore how the patient’s new understanding and skills can be
applied to similar situations in the future.

The psychotherapists followed a manual and study protocol specifying
twice-weekly sessions during Weeks 1 through 4 and weekly sessions
during Weeks 5 through 12. Twice-weekly sessions could be extended until
Week 8 if the patient was not adequately performing the SA procedure. The
mean number of CBASP sessions was 16.0 (SD � 4.7) and 16.2 (SD �
4.8) in the CBASP alone and combination conditions, respectively.

Psychotherapists (n � 52) had at least 2 years of clinical experience after
earning a doctorate in psychology or psychiatry or a medical degree, or
they had at least 5 years of experience after earning a master’s of social
work. They attended a 2-day workshop conducted by James P. McCul-
lough and met criteria for mastery of CBASP procedures during two
videotaped pilot cases. Sessions were videotaped and reviewed weekly by

the CBASP supervisor at each site or by James P. McCullough to assess
adherence to the treatment procedures.

Nefazodone was routinely initiated at 100 mg twice daily, with a dose of
300 mg/day required after Week 3 and subsequent titration permitted up to
600 mg/day in divided doses. The mean final dose of Nefazodone in the
combination condition was 460 mg (SD � 139 mg). Different clinicians
conducted pharmacotherapy and psychotherapy. Pharmacotherapy visits
followed a manual (Fawcett, Epstein, Fiester, Elkin, & Autry, 1987),
focused on symptoms and side effects, and lasted 15–20 min. Formal
psychotherapeutic interventions were prohibited.

Measures

Diagnoses were derived using a modified version of the Structured
Clinical Interview for the DSM–IV (SCID-I/P; First, Spitzer, Gibbon, &
Williams, 1995) for Axis I disorders and an abbreviated version of the
SCID-II (First, Gibbon, Spitzer, Williams, & Benjamin, 1997) for Axis II
disorders during the screening evaluation. The SCID-II was limited to a
subset of personality disorders that were required to assess inclusion and/or
exclusion criteria or are common in chronic depression: antisocial, border-
line, schizotypal, avoidant, dependent, and obsessive-compulsive. A phys-
ical examination, routine laboratory tests, and urine toxicology screen were
also performed.

Our primary outcome measure was the 24-item HRSD, which was
administered at screening, baseline, and Weeks 1, 2, 3, 4, 6, 8, 10, and 12
by certified raters who were unaware of patients’ treatment conditions (see
Keller et al., 2000, for details).

The alliance was assessed using the abbreviated version (Tracey &
Kokotovic, 1989) of the patient report form of the Working Alliance
Inventory (WAI; Horvath & Greenberg, 1989). The WAI is one of the most
commonly used and best-established measures of the alliance. It is pan-
theoretical, moderately correlated with other measures of the alliance, and
has been shown to predict psychotherapy outcome in numerous studies
(Horvath, 1994; Martin et al., 2000).

We used patients’ reports of the alliance, as they tend to predict psy-
chotherapy outcome somewhat more strongly than therapist reports (Con-
stantino et al., 2002; Horvath, 1994). Patients were instructed to complete
the WAI with respect to their psychotherapist regardless of whether they
also had a pharmacotherapist. The alliance with pharmacotherapists was
not assessed.

The WAI consists of three 12-item subscales: Goals, reflecting patient
and therapist agreement on the goals of treatment; Tasks, reflecting patient
and therapist agreement on how to achieve the goals; and Bond, or the
affective quality of the patient–therapist relationship. Each item is rated on
a 7-point scale, with higher scores reflecting a better alliance.

The abbreviated WAI was developed through a confirmatory factor
analysis of the original WAI (Tracey & Kokotovic, 1989). The original
three subscales were preserved, but the number of items was reduced by
retaining only the four items with the highest loadings on their respective
factors. Both the original and abbreviated versions of the WAI exhibit a
two-level structure, with a general alliance factor that can be split into the
Goal, Task, and Bond subscales (Tracey & Kokotovic, 1989). In light of
the evidence for a general factor and the high intercorrelations of the three
subscales in our data (i.e., for the alliance at Week 2, the median r � .71;
range � .62–.72), we limited our analyses to the general alliance factor (or
total score). The WAI was administered during Week 2 (after 3–4 ses-
sions), Week 6 (after 8–12 sessions), and Week 12 (after 16–20 sessions).
Coefficient alphas at Weeks 2, 6, and 12 were .92, .94, and .94, respec-
tively. The WAI had moderate–high stability over the course of the study:
product-moment correlations between Weeks 2 and 6, Weeks 6 and 12, and
Weeks 2 and 12 were .70, .73, and .64, respectively.

The battery of measures administered at baseline included the Longitu-
dinal Interval Follow-Up Evaluation Base (LIFE Base; Keller et al., 1987)
and a measure of childhood abuse and neglect adapted from Lizardi et al.
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(1995). The LIFE Base is a semistructured interview that assesses social
functioning in a variety of areas, including work; relationships with part-
ner, children, other family members, and friends; and recreational activi-
ties. In the present analyses, we used the interviewer-rated highest level of
global social functioning in the past 5 years, scored on a 5-point scale (1 �
very good to 5 � very poor). The measure of childhood abuse and neglect
was based on a semistructured interview assessing physical and sexual
abuse and caretaker neglect prior to age 15. The threshold for scoring items
as present was strict and corresponded to a level that would ordinarily
require reporting to Child Protective Services. We created a composite
index reflecting the presence or absence of definite sexual or physical
abuse or neglect. We did not assess the interrater reliability of the LIFE
Base or abuse and/or neglect ratings; however, acceptable levels of inter-
rater reliability for these measures have been reported in previous studies
(Keller et al., 1987; Lizardi et al., 1995).

Data Analysis

Previous studies of the effects of the therapeutic alliance on treatment
outcome have used autoregressive techniques, particularly multiple regres-
sion analysis with the baseline level of the dependent variable partialled out
to create a residual change score. In recent years, autoregressive ap-
proaches to the analysis of change have been criticized on a number of
grounds, including: (a) the assumption that a single parameter adequately
characterizes stability over time for all participants rather than considering
heterogeneity of change (i.e., fixed, rather than random, effects); (b)
analyses are typically based on covariances between time points, ignoring
information about mean changes over time; and (c) change is examined as
one or more comparisons between pairs of time points rather than being
viewed as a continuous trajectory over multiple time points (Curran, 2000;
Rogosa, 1995). Critics have argued that random-effects-growth-curve ap-
proaches (including mixed effects and latent-growth-curve models) are
more appropriate because they can model participants’ intercepts and
slopes as random, rather than fixed, effects; incorporate information about
mean changes over time; and examine the full trajectory of change over
time (Curran, 2000; Willett & Sayer, 1994). In this study, we used mixed-
effects-growth-curve models to examine the relationships between the
therapeutic alliance and change in depressive symptoms. However, as
autoregressive and growth-curve approaches can produce different results
when applied to the same data (Schnall, Schwartz, Landsbergis, Warren, &
Pickering, 1998; Stoolmiller, Duncan, Bank, & Patterson, 1993), we also
analyzed the data using multiple regression analysis, following the proce-
dure described by Barber et al. (2000). Despite the differences between
these approaches, the results of the regression analyses were consistent
with the major results and conclusions reported later. Site � Treatment
Condition interactions were not significant, hence they were not included
in the growth-curve models. The number of participants varied in some
analyses because of missing data.

Results

The results are presented in four sections. First, we examine
sampling bias and present descriptive data on the sample. Second,
we test the prospective effects of the early (Week 2) alliance on
subsequent (Weeks 3–12) change in depressive symptomatology,
controlling for prior (baseline–Week 2) change in symptoms. In
these analyses, we also examine whether the relationship between
the early alliance and treatment response differs between patients
receiving CBASP alone versus those receiving combination treat-
ment. Third, we repeat these analyses after controlling for other
patient characteristics (gender, chronicity, comorbidity, social
functioning, and history of abuse/neglect) that could potentially
account for the alliance-outcome relationship. Finally, we consider

the possibility of reverse causation (or reciprocal effects) by ex-
amining the effects of initial severity and early improvement of
depression on the early alliance. As part of this analysis, we also
explore the effects of treatment condition on the course of the
alliance over time.

Sampling Bias and Descriptive Characteristics

Data on the early alliance were available for 367 (80.7%) of the
455 patients receiving CBASP alone or combination treatment. Of
the patients with early alliance ratings, data on the middle and late
alliance were available for 344 (93.7%) and 315 (85.8%) patients,
respectively.

We compared patients with data on the early alliance with those
without data (because of early dropout [5.1%] or failure to com-
plete the measure [14.3%]) on treatment condition, gender, age,
race, marital status, chronic depression diagnosis, age at onset of
MDD, duration of index MDD episode, number of MDD episodes,
age at onset of DD, duration of index DD episode, baseline HRSD,
baseline Global Assessment of Functioning score, concurrent anx-
iety disorder, lifetime alcohol abuse and/or dependence, lifetime
drug abuse and/or dependence, and concurrent personality disorder
using chi-square, t test, and Wilcoxon’s rank-sum test. There were
significant differences on 4 of these 17 variables. Of the 227
patients randomized to combination treatment, 87.2% had data
available on the early alliance, compared with 74.1% of the 228
patients randomized to CBASP alone, �2(1, N � 455) � 12.52,
p � .001. Compared with patients without data on the early
alliance, those with data had a greater number of MDD episodes
(M � 7.4, SD � 21.5 vs. M � 3.1, SD � 10.5), Wilcoxon’s
rank-sum test Z � 2.36, p � .02, and a higher rate of personality
disorders (37.6% vs. 21.6%), �2(1, N � 455) � 8.05, p � .005, but
a lower rate of drug abuse and/or dependence (11.4% vs. 26.1%),
�2(1, N � 455) � 12.51, p � .001. Thus, patients randomized to
CBASP alone and those with fewer MDD episodes, with a history
of drug abuse, and without personality disorders are somewhat
underrepresented in the analyses.

Descriptive characteristics of the patients in the CBASP alone
and combination conditions with data available on the early alli-
ance appear in Table 1. The two treatment conditions differed
significantly on only 1 of the 17 variables. Patients in the combi-
nation condition had a higher rate of concurrent anxiety disorders,
�2(1, N � 367) � 4.85, p � .03.

Effects of the Alliance on Subsequent Change in
Depression Controlling for Prior Change

The means and intercorrelations of the alliance and HRSD
scores appear in Table 2. Mixed-effects-growth-curve models were
used to examine the effects of the early alliance on subsequent
change in depression after controlling for prior level and change in
depression. The intercept and slope of HRSD scores between
Weeks 3 and 12 were treated as random effects, and an autore-
gressive covariance structure of the residuals was used. Twenty-six
patients who were missing data on one of the covariates (HRSD at
baseline, Week 1, and Week 2) or who dropped out of the study
without completing any HRSD assessments after Week 2 were
excluded from these analyses, leaving a sample size of 341.
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The initial, or baseline, model examined the effects of treatment
condition and severity of depression at baseline and Weeks 1 and
2 (and, implicitly, the change in depression from baseline–Week 1
and from Week 1–Week 2) on the subsequent course of depression

from Week 3 onward (see Table 3). Consistent with our earlier
report (Keller et al., 2000), the two treatment conditions differed
significantly on the slope of HRSD scores between Weeks 3 and
12, with patients who received combined therapy exhibiting a
steeper reduction of depressive symptoms over time. In addition,
HRSD scores at Weeks 1 and 2 significantly predicted the inter-
cept (i.e., the estimated HRSD score at Week 3), indicating, not
surprisingly, that patients with more severe depression in the first
2 weeks after entering treatment had a higher level of depression
at the start of the remaining 9 weeks of the study. Finally, Week 1
HRSD scores significantly predicted the slope of HRSD scores
between Weeks 3 and 12, indicating that a higher level of depres-
sion at Week 1 predicted a steeper decline in depressive symptoms
from Weeks 3–12.

In the second model, the effects of the therapeutic alliance at
Week 2 on the intercept and slope of HRSD scores from Weeks
3–12 were added to the model. This produced a significant im-
provement in model fit, �2(2, N � 341) � 10.8, p � .005. After
controlling for the effects of treatment condition and baseline–
Week 2 HRSD scores on the intercept and slope of HRSD scores
from Weeks 3–12, the early alliance did not predict the intercept
(or estimated HRSD score at Week 3). However, the alliance at
Week 2 significantly predicted change in depressive symptoms
between Weeks 3 and 12, with a better alliance predicting a steeper
decline in HRSD scores.

In the third model, we explored whether the relationship be-
tween the early alliance and change in depressive symptoms dif-
fered as a function of treatment condition. Terms for the interac-
tions between treatment condition and the alliance on the intercept
and slope of HRSD scores from Weeks 3–12 were entered into the
model. Neither of these effects was statistically significant and the
fit of the overall model did not improve, �2(2, N � 341) � 0.5,
p � .75, indicating that treatment condition did not moderate the
association between the early alliance and the subsequent level or
change in depressive symptoms.

Effects of the Alliance on Subsequent Change Controlling
for Selected Patient Characteristics

Next, we extended the mixed-effects-growth-curve models by
controlling for additional patient characteristics, including gender,
chronicity (coded as the length of the index MDD or DD episode,
or the longer of the two if both were present), concurrent anxiety
disorder, lifetime alcohol and drug use disorders, personality dis-
order, highest level of social functioning in the past 5 years, and a

Table 1
Descriptive Characteristics of Patients Receiving CBASP Alone
and Combination Treatment

Characteristic
CBASP alone

(n � 169)
Combination

(n � 198)

Female, % 62.7 70.7
Age, in years, M (SD) 43.7 (10.6) 44.6 (10.5)
Caucasian, % 92.9 93.4
Marital status, %

Married or cohabiting 44.4 42.4
Single 27.8 24.7
Widowed 1.8 2.5
Divorced or separated 26.0 30.3

Primary study diagnosis, %
Chronic MDD 32.0 32.8
MDD superimposed on DD 25.4 20.2
Recurrent MDD with incomplete

remission 26.0 22.7
Chronic MDD superimposed on DD 16.6 24.2

Baseline 24-item HRSD, M (SD) 26.5 (4.8) 27.2 (4.9)
Baseline 17-item HRSD, M (SD) 20.0 (3.6) 20.6 (3.8)
Baseline GAF, M (SD) 53.9 (5.6) 53.6 (5.7)
Age at onset of MDD, in years,

M (SD) 27.2 (12.9) 27.4 (13.3)
Duration of current MDD episode, in

years, M (SD) 7.5 (9.6) 8.1 (9.5)
No. of MDD episodes, M (SD) 7.1 (20.7) 7.7 (22.3)
Age at onset of DD, in years, M (SD) 19.7 (14.1) 20.3 (14.4)
Duration of current DD episode in

years, M (SD) 22.2 (15.0) 25.0 (15.8)
Current anxiety disorder, %a 17.2 26.8
Lifetime alcohol abuse and/or

dependence, % 29.0 25.8
Lifetime drug abuse and/or

dependence, % 11.2 11.6
Comorbid personality disorder, % 33.1 41.4
LIFE social functioning past 5 years,

M (SD) 2.5 (0.9) 2.6 (0.9)
History of abuse or neglect, % 27.2 36.4

Note. Analyses are limited to patients with data on the early alliance.
CBASP � cognitive–behavioral analysis system of psychotherapy;
MDD � major depressive disorder; DD � dysthymic disorder; HRSD �
Hamilton Rating Scale for Depression; GAF � Global Assessment of
Functioning Scale; LIFE � Longitudinal Interval Follow-Up Evaluation.
a �2(1, N � 367) � 4.85, p � .03.

Table 2
Correlations Between the Alliance and Depressive Symptomatology

Variable HRSD0 HRSD1 HRSD2 HRSD3 HRSD4 HRSD6 HRSD8 HRSD10 HRSD12 M (SD)

WAI2 �.04 �.06 �.15* �.10 �.08 �.15* �.10 �.17* �.24* 66.6 (12.0)
WAI6 �.02 �.05 �.09 �.12* �.10 �.24* �.20* �.24* �.29* 69.6 (11.6)
WAI12 .02 .00 �.07 �.07 �.10 �.17* �.22* �.25* �.40* 72.7 (10.7)
M (SD) 26.9 (4.0) 24.1 (6.1) 22.5 (6.6) 20.9 (7.8) 19.8 (7.9) 17.0 (8.4) 15.3 (8.5) 13.7 (8.5) 11.9 (8.6)

Note. ns range from 275 to 367 because of missing data (mainly attributable to participants dropping out before completion of trial). The subscripted
numbers after HRSD and WAI reflect the week of administration; 0 � baseline assessment. HRSD � Hamilton Rating Scale for Depression; WAI �
Working Alliance Inventory.
* p � .05.
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history of abuse or neglect prior to age 15. As the effects of the
interaction between treatment condition and the alliance on the
intercept and slope of Week 3–12 HRSD scores were nonsignifi-
cant in Model 3, these terms were not included in the next model.
One patient was missing data on social functioning, hence the
sample size for this analysis was 340.

Correlations among the patient characteristics and between the
patient characteristics and the early alliance and HRSD are avail-
able on request. None of the covariates was significantly correlated
with the early alliance, and only 3 of the 42 correlations between
the covariates and HRSD scores from Weeks 3–12 were signifi-
cant (gender with Week 4 HRSD, r � .12; alcohol abuse and/or
dependence with Week 12 HRSD, r � �.13; and drug abuse
and/or dependence with Week 3 HRSD, r � �.13), the latter two
of which were in the nonexpected direction.

The results of the mixed-effects-growth-curve model examining
the relationship between the early alliance and subsequent change
in depression after controlling for early severity and improvement
in depression and the eight demographic and clinical covariates are
presented in the fourth model in Table 3. Chronicity of depression
and a history of drug abuse and/or dependence significantly pre-
dicted the slope of HRSD scores between Weeks 3 and 12.
Surprisingly, greater chronicity and a history of drug abuse were
associated with a steeper decline in depressive symptoms over
time. After controlling for the other variables in the model, gender,
comorbid anxiety, alcohol use, and personality disorders, highest
level of social functioning in the past 5 years and history of abuse
and/or neglect were not significantly associated with level or rate
of change in depressive symptoms between Weeks 3 and 12.
Overall, the addition of the eight patient characteristics did not

Table 3
Parameter Estimates (and Standard Errors) for Mixed Effects Models Examining the
Relationship Between the Working Alliance and Response to Cognitive–Behavioral Analysis
System of Psychotherapy (CBASP)

Variable Model 1 Model 2 Model 3 Model 4

Condition 0.861 (0.637) 0.836 (0.642) 0.726 (0.663) 1.017 (0.649)
Condition � Week 0.289 (0.117)** 0.255 (0.117)* 0.257 (0.121)* 0.215 (0.116)†
HRSD0 0.093 (0.074) 0.094 (0.074) 0.093 (0.074) 0.062 (0.075)
HRSD1 0.331 (0.066)*** 0.331 (0.066)*** 0.334 (0.066)*** 0.321 (0.066)***
HRSD2 0.470 (0.059)*** 0.468 (0.060)*** 0.469 (0.060)*** 0.461 (0.059)***
HRSD0 � Week �0.003 (0.013) �0.003 (0.013) �0.003 (0.013) 0.004 (0.013)
HRSD1 � Week �0.033 (0.011)** �0.032 (0.011)** �0.032 (0.011)** �0.031 (0.011)**
HRSD2 � Week �0.017 (0.011) �0.019 (0.011)† �0.019 (0.011)† �0.018 (0.010)†
Gender �1.154 (0.707)
Chronicity 0.024 (0.022)
Anxiety disorder 0.025 (0.804)
Alcohol use disorder �1.252 (0.753)†
Drug use disorder 0.515 (1.060)
Personality disorder 0.207 (0.697)
Social functioning 0.298 (0.376)
History of abuse and/

or neglect 0.207 (0.685)
Gender � Week 0.140 (0.124)
Chronicity � Week �0.008 (0.004)*
Anxiety Disorder �

Week �0.019 (0.137)
Alcohol Use Disorder

� Week 0.140 (0.128)
Drug Use Disorder �

Week �0.360 (0.182)*
Personality Disorder

� Week �0.107 (0.119)
Social Functioning �

Week 0.066 (0.064)
Abuse and/or Neglect

� Week �0.043 (0.117)
WAI2 �0.010 (0.027) �0.024 (0.034) �0.015 (0.027)
WAI2 � Condition 0.036 (0.055)
WAI2 � Week �0.013 (0.005)** �0.013 (0.007)** �0.014 (0.005)**
WAI2 � Condition �

Week �0.001 (0.010)
�2 log likelihood 11,778.4 11,767.6 11,767.1 11,713.8

Note. Condition is CBASP alone versus combined CBASP and Nefazodone. The subscripted numbers
following the HRSD and WAI refer to the assessment week. One participant is missing from the analyses for
Model 4. When Model 2 is rerun without this participant, the 2 log likelihood is 11,732.2. HRSD � Hamilton
Rating Scale for Depression; WAI � Working Alliance Inventory.
† p � .10. * p � .05. ** p � .01. *** p � .001.

1002 KLEIN ET AL.

Th
is

 d
oc

um
en

t i
s c

op
yr

ig
ht

ed
 b

y 
th

e 
A

m
er

ic
an

 P
sy

ch
ol

og
ic

al
 A

ss
oc

ia
tio

n 
or

 o
ne

 o
f i

ts
 a

lli
ed

 p
ub

lis
he

rs
.  

Th
is

 a
rti

cl
e 

is
 in

te
nd

ed
 so

le
ly

 fo
r t

he
 p

er
so

na
l u

se
 o

f t
he

 in
di

vi
du

al
 u

se
r a

nd
 is

 n
ot

 to
 b

e 
di

ss
em

in
at

ed
 b

ro
ad

ly
.



significantly improve the fit of the model, �2(16, N � 340) � 18.4,
p � .30. Most important, after controlling for treatment condition,
prior and concurrent depressive symptoms, and the eight patient
characteristics, the Week 2 alliance continued to significantly
predict subsequent change in depressive symptoms between
Weeks 3 and 12.

Effects of Early Depression and Treatment Condition on
the Alliance

Our final set of analyses examined whether depressive symp-
tomatology at baseline and Week 1 influenced the level and course
of the therapeutic alliance from Weeks 2–12. In addition, we
examined whether treatment condition influenced the level and
course of the alliance. To address these issues, we estimated
another mixed-effects-growth-curve model using treatment group,
baseline HRSD, and Week 1 HRSD (which implicitly also controls
for change in HRSD from baseline–Week 1) as independent vari-
ables and alliance scores at Weeks 2, 6, and 12 as the dependent
variable with a random intercept and slope. We examined only a
linear trend in the alliance, as there was no evidence of curvilin-
earity. The sample for this analysis consisted of 363 patients with
data on all the covariates and at least one alliance rating.

The two treatment conditions differed significantly on the in-
tercept for the alliance (i.e., estimated level at Week 2), B � �3.28
(SE � 1.28), t(360) � �2.56, p � .01, with patients in combina-
tion treatment rating the early alliance with their psychotherapist a
little over 3 points higher than patients receiving CBASP mono-
therapy. In addition, the alliance exhibited a small but significant
linear increase over time in both the CBASP monotherapy (B �
0.61, SE � 0.09, p � .001) and combination (B � 0.50, SE � 0.07,
p � .001) conditions. However, treatment condition did not influ-
ence change (i.e., slope) in the alliance over time, B � 0.11 (SE �
0.11), t(342) � 1.00, p � .32. In addition, baseline HRSD score
did not affect the intercept or slope of the alliance, B � �0.16
(SE � 0.13), t(283) � �1.21, p �.23 and B � 0.01 (SE � 0.01),
t(283) � 0.92, p � .36, respectively. Similarly, change in HRSD
from baseline–Week 1 did not influence the intercept or slope of
the alliance, B � �0.14 (SE � 0.11), t(283) � �1.28, p �.20, and
B � 0.00 (SE � 0.01), t(283) � 0.16, p � .87, respectively.1

Discussion

Despite the large literature documenting an association between
the therapeutic alliance and psychotherapy outcome (Constantino
et al., 2002; Horvath, 1994; Martin et al., 2000), important ques-
tions remain as to whether the alliance has a causal impact on the
outcome of psychotherapy or whether the association is spurious
or even runs in the opposite direction, with change in symptoms
influencing the alliance (Feeley et al., 1999). We investigated the
relationship between the alliance and subsequent change in symp-
tomatology in a large sample of chronically depressed patients
after controlling for two potential sources of spuriousness: (a)
early change in symptomatology, which may influence both the
alliance and subsequent change in symptoms, and (b) patient
characteristics that may contribute to both a poor alliance and a
poor outcome. The results were unambiguous. The early alliance
significantly predicted subsequent change in depressive symptoms
even after controlling for prior and concurrent levels of depressive

symptoms, gender, chronicity, comorbid anxiety, substance use,
personality disorders, highest level of social functioning in the past
5 years, and a history of abuse and neglect in childhood. In
contrast, early change in depressive symptomatology did not pre-
dict the subsequent level or course of the alliance. Importantly, our
measures of the alliance and depressive symptoms were indepen-
dent and based on different methods. Hence, the association be-
tween the alliance and outcome was not inflated by shared method
variance. The results also cannot be attributed to a lack of change
in depressive symptoms during the first few weeks of treatment, as
change in HRSD between baseline and Week 1 significantly
predicted subsequent change in depression from Weeks 3–12. In
addition, the results of our mixed-effects-growth-curve models
were concordant with more traditional autoregressive analyses.
This strengthens our confidence in the findings, as these two
approaches can produce different results (Schnall et al., 1998;
Stoolmiller et al., 1993).

Our finding that the early alliance continued to predict change in
depressive symptoms after controlling for prior change replicates
the recent study by Barber et al. (2000) and extends their findings
by using a larger sample, a different treatment approach (CBASP,
rather than psychodynamic psychotherapy), an alternative measure
of the alliance (the WAI, as opposed to the California Psychother-
apy Alliance Scale), an interview measure of depressive symptoms
conducted by an independent rater rather than a self-report inven-
tory (the Beck Depression Inventory), and a different data analytic
approach (mixed effects growth-curve analysis instead of multiple
regression) and by controlling for the effects of a number of patient
characteristics that could potentially confound the alliance–
outcome relationship. However, our findings are not consistent
with previous studies by Barber et al. (1999), DeRubeis and Feeley
(1990), Feeley et al. (1999), and Gaston et al. (1991). Barber et al.
(1999) examined patients with cocaine dependence, suggesting
that the effects of the alliance may vary depending on the nature of
the disorder. The reason for the discrepancy between our findings
and those of DeRubeis and Feeley (1990), Feeley et al. (1999), and
Gaston et al. (1991) is less clear, as each of these studies focused
on depression, and most patients received cognitive–behavioral
psychotherapies. One factor that may account for these differences
is statistical power. Each of these studies used fairly small sam-
ples, and Gaston et al. (1991) reported moderate effect sizes for the
association between the alliance and outcome that failed to reach
statistical significance. A second consideration may be that

1 Barber et al. (2000) and DeRubeis and Feeley (1990) reported that
change in depressive symptoms predicted the alliance later in treatment;
hence, we conducted several additional analyses examining this issue. As
the alliance was not assessed frequently enough to use mixed-effects-
growth-curve models later in the course of treatment, we used multiple
regression analyses. First, we regressed the middle (Week 6) alliance on
baseline and Week 4 HRSD scores (and, implicitly, change from baseline
HRSD to Week 4 HRSD) after controlling for treatment condition and the
early (Week 2) alliance. Residualized change in HRSD from baseline to
Week 4 was not significant. Next, we regressed the late (Week 12) alliance
on baseline and Week 10 HRSD scores (and, implicitly, change from
baseline HRSD to Week 10 HRSD) after controlling for treatment condi-
tion and the early alliance. In this analysis, residualized change in HRSD
from baseline to Week 10 made a significant unique contribution, B �
�.23, SD � .06, t(275) � 3.89, p � .001.

1003THERAPEUTIC ALLIANCE

Th
is

 d
oc

um
en

t i
s c

op
yr

ig
ht

ed
 b

y 
th

e 
A

m
er

ic
an

 P
sy

ch
ol

og
ic

al
 A

ss
oc

ia
tio

n 
or

 o
ne

 o
f i

ts
 a

lli
ed

 p
ub

lis
he

rs
.  

Th
is

 a
rti

cl
e 

is
 in

te
nd

ed
 so

le
ly

 fo
r t

he
 p

er
so

na
l u

se
 o

f t
he

 in
di

vi
du

al
 u

se
r a

nd
 is

 n
ot

 to
 b

e 
di

ss
em

in
at

ed
 b

ro
ad

ly
.



CBASP is an integrative treatment that differs from traditional
forms of cognitive and cognitive–behavioral therapy in a number
of respects, including a greater focus on interpersonal problems
and more emphasis on managing the patient–therapist relationship
(McCullough, 2000).

Although the alliance was a robust predictor of outcome in the
present study, the magnitude of the association was modest and
comparable to previous studies (Martin et al., 2000). However,
identifying significant predictors of change/slope (as opposed to
predictors of levels/intercepts) has proven to be extremely difficult
in the behavioral sciences (Muthén & Muthén, 2001). Hence, it is
noteworthy that the alliance not only predicted subsequent change
in symptoms but also continued to do so after introducing a large
number of relevant covariates.

Consistent with Barber et al. (2000) and DeRubeis and Feeley
(1990), we found that early levels and improvement in depressive
symptoms did not influence the level of the early alliance. How-
ever, both of these studies (as well as Feeley et al., 1999, at a trend
level) found that prior change in depression predicted the subse-
quent level of the alliance in the middle and later phases of
treatment. When we examined this issue, we found that change in
depressive symptoms did not predict the middle alliance, but it did
have an independent effect on the late alliance. These data are
consistent with Barber et al’s. (2000) suggestion that there may be
reciprocal effects between change in the alliance and change in
depressive symptoms. However, our results indicate that during
the early phase of treatment the alliance has a greater impact on
change in depression than change in depression has on the alliance.
The effect of symptom reduction on the alliance does not appear to
emerge until later in the course of treatment. Unfortunately, as we
assessed the alliance at only three time points, we were not able to
use more powerful growth-curve models to examine this question.
The issue of reciprocal effects warrants further attention in the
future and requires more frequent assessments of the alliance
during the course of treatment.

To our knowledge, this is the first study to compare the alliance
with the psychotherapist between patients receiving both psycho-
therapy and medication and patients receiving psychotherapy
alone. We found a small but statistically significant difference in
the level of the alliance between the combination and CBASP
monotherapy conditions, with patients in combination treatment
reporting stronger alliances with their psychotherapists. The mag-
nitude of this difference was stable over the course of treatment, as
treatment condition did not influence the slope of the alliance over
time. The reason for the stronger alliance in the combination
condition is unclear. It is not due to more rapid improvement, as
early change in symptoms was controlled in these analyses. In-
stead, it may be that the greater total time and attention provided
by receiving care from two clinicians influenced ratings of the
alliance with the psychotherapist. In addition, the majority of
patients in the study (58%) expressed a preference for combined
treatment prior to randomization (12% preferred CBASP alone,
9% preferred medication alone, and 22% had no preference).
Hence, patients in the combination condition were more likely to
receive their preferred treatment, which may have also contributed
to a more positive alliance. Regardless of the mechanism, how-
ever, these data suggest that, in most cases, referring patients to
another clinician for concurrent pharmacotherapy will not have an
adverse impact on the alliance with the psychotherapist.

Despite the difference between the combination and CBASP
monotherapy conditions on the strength of the alliance, the rela-
tionship between the alliance and treatment outcome was similar in
both conditions. Importantly, the stronger alliances of patients in
combination therapy cannot account for their superior outcomes
(Keller et al., 2000), as treatment condition continued to predict
HRSD slope when the early alliance was included in the model.

The majority of studies of the therapeutic alliance have focused
on psychodynamic and humanistic psychotherapy (Constantino et
al., 2002; Horvath, 1994). However, our findings are consistent
with a number of recent studies indicating that the alliance also
plays an important role in more structured approaches, such as
cognitive and cognitive–behavioral psychotherapies (Castonguay,
Goldfried, Wiser, Raue, & Hayes, 1996; Hardy et al., 2001;
Krupnick et al., 1996; Raue, Goldfried, & Barkham, 1997). Further
work is needed to determine whether the role of the alliance differs
as a function of the emphasis on interpersonal issues in cognitive–
behavioral therapies and to delineate the relationships between the
alliance, specific cognitive–behavioral techniques, and treatment
outcome (Rector, Zuroff, & Segal, 1999).

The literature on patient characteristics that contribute to the
alliance is fairly small, with few replicated findings (Constantino
et al., 2002). In addition, the much larger literature on patient
variables predicting psychotherapy outcome has been notoriously
inconsistent (Garfield, 1994; Petry, Tennen, & Affleck, 2000). In
the present study, patient characteristics such as gender, chronicity,
comorbidity, social functioning, and history of abuse and/or ne-
glect were not correlated with the early alliance, and few were
associated with change in depressive symptomatology over time.
Moreover, of the few significant associations between patient
characteristics and change in depressive symptoms, several were in
the nonexpected direction. However, there is evidence that some
other variables that were not assessed in this study, such as
perfectionism (Zuroff et al., 2000), hostility (Muran et al., 1994),
an underinvolved interpersonal style (Hardy et al., 2001), and more
subtle aspects of dysfunctional parental relationships (Hilliard et
al., 2000), may be associated with the alliance and/or psychother-
apy outcome.

This study had a number of strengths, including an unusually
large, and carefully assessed, sample; the use of mixed-effects-
growth-curve models that can model participants’ intercepts and
slopes as random effects, incorporate information about mean
changes over time, and examine the full trajectory of change
(Curran, 2000; Willett & Sayer, 1994); the comparison of psycho-
therapy provided as a monotherapy versus in conjunction with
medication; the availability of measures of a large set of patient
characteristics that could plausibly confound the association be-
tween the alliance and psychotherapy outcome; independent mea-
sures of the alliance and depressive symptomatology; and well-
trained and experienced psychotherapists.

However, the study also had a number of limitations. First, the
alliance was assessed only from the patient’s perspective, rather
than from the therapist’s or an observer’s perspective. Second, we
used the abbreviated, rather than original, form of the WAI. Third,
we were unable to control for all potentially relevant patient
characteristics. Fourth, we did not take into account dependencies
in the data caused by the same therapist seeing multiple patients.
Fifth, the interrater reliability of the interview measures was not
evaluated. Sixth, this was a clinical trial with a number of exclu-

1004 KLEIN ET AL.

Th
is

 d
oc

um
en

t i
s c

op
yr

ig
ht

ed
 b

y 
th

e 
A

m
er

ic
an

 P
sy

ch
ol

og
ic

al
 A

ss
oc

ia
tio

n 
or

 o
ne

 o
f i

ts
 a

lli
ed

 p
ub

lis
he

rs
.  

Th
is

 a
rti

cl
e 

is
 in

te
nd

ed
 so

le
ly

 fo
r t

he
 p

er
so

na
l u

se
 o

f t
he

 in
di

vi
du

al
 u

se
r a

nd
 is

 n
ot

 to
 b

e 
di

ss
em

in
at

ed
 b

ro
ad

ly
.



sion criteria and a short-term, manualized, treatment. Thus, some
patients with particularly poor alliances may have been excluded,
and the generalizability to treatment in the community may be
limited. Seventh, combination treatment was conducted in a fa-
vorable context, as the psychotherapists and pharmacotherapists
were familiar with one another and were generally receptive to
combining both treatment modalities. The effects of concurrent
medication on the alliance with the psychotherapist might differ in
situations where the treating clinicians have a less collaborative
and collegial relationship. Finally, even among patients entering
the trial, some were excluded from the analyses because of early
dropout or failure to complete the assessments. Fortunately, the
differences between patients who were and were not included in
the analyses were minor and probably did not have a substantial
impact on the findings.

In conclusion, we found that the early alliance was a robust
predictor of subsequent symptom change in chronically depressed
outpatients receiving CBASP. These findings held even after con-
trolling for prior improvement in symptomatology and a broad
range of potentially confounding patient characteristics. In con-
trast, there was no evidence that early improvement in symptoms
influenced subsequent levels of the alliance. In addition, patients
receiving antidepressant medication in conjunction with CBASP
reported slightly, but significantly, stronger alliances with their
psychotherapists than patients receiving CBASP alone. However,
the alliance was an equally strong predictor of response in both
treatment conditions. These data provide strong evidence that the
association between the therapeutic alliance and treatment out-
come is a real, rather than spurious, effect.
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