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The construct of the therapeutic alliance
is approached from the psychoanalytic
tradition by reference to the ideas of
Freud, Sterba, Zetzel, Greenson, and
Luborsky. The transtheoretical
approaches posited by Bordin and
Gaston are also presented and the
relation of alliance to the transference is
discussed. The empirical evidence as to
the role of the alliance in
psychodynamically oriented
psychotherapy is presented, and the
construct is operationally defined by
means of the major psychometric
instruments. Factors that foster the
development of strong alliances (patient
and therapist factors), as well as those
that hinder or result in its rupture are
discussed in detail. The differential
association of alliance to outcome
depending on who measures the alliance
(patient, therapist, or independent
observer) and the timing of the
measurement of the alliance (first, third,
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fifth, or later session) are considered.
Last, there is a discussion of the
criticisms of how research in this area is
conducted, and suggestions for future
researchers are made.
Theoretical Developments of the Construct of
the Therapeutic Alliance
Psychoanalytic Conceptualizations
Early in his thinking Freud (1913/1958) asserted that the establishment of an attachment of
the patient to the therapist is one of the key elements of a successful analysis. He proposed that
this is based on the analyst's endeavor to appeal
to the "analyst" residing within the patient. Later
in his life, Freud (1937/1964) alluded to the alliance as collaboration between analyst and patient
against the latter's neurosis. He suggested that
whereas the transference depicted the unrealistic
aspect of the patient-therapist relationship, the
alliance constituted the reality-based correlate,
which summoned the powers of both parties. He
further assumed that the alliance is that part of
the transference that is allowed access to consciousness (Freud, 1913/1958), a distinction that
would be later questioned when transference was
reconceptualized not as a hindrance to therapy but
as a phenomenon mandating further exploration.
The term ego alliance was coined by Sterba
(1934) to denote the significance of the patient's
ability to work through the vacillations between
observing and experiencing the analysis, which
introduced the idea of ego dissociation. Nunberg
(1925) disagreed with this idea, asserting that ego
dissociation is an indication of pathology and thus
has no place in a discussion of therapeutic constructs. Fenichel in 1941 voiced his uncertainties
as to whether alliance stems from the realistic or
irrational aspects of the relationship. In her semi-

329

This document is copyrighted by the American Psychological Association or one of its allied publishers.
This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.

Avgi Saketopoulou
nal paper, Zetzel (1956) theorized that the alliance depends to a great extent on the patient's
capacity to employ the healthy, functional parts
of his or her ego as ally with the analyst; this is
the origin of the term therapeutic alliance. She
postulated that the formation of the alliance can
be fostered if the therapist acknowledges the patient's sorrow, agony, and dread by means of
supportive comments. She believed that in their
absence the patient would experience the therapist
as too distant and would fail to perceive him or
her as helpful. The conceptualizations of Zetzel
affected the work of Greenson (1967) who called
the relationship a working alliance and delineated
it as an affective alignment between the therapist
and the aspects of the patient that desire to effect
the therapeutic change. He postulated that the
term working alliance places primary emphasis
on the patient's ability to work purposefully in
treatment, whereas therapeutic alliance places
more stress on the bond aspect of the relationship
(Greenson, 1965). He suggested that the alliance
is an element distinct from the transference and
from the "real relationship," which encompasses
all patient and analyst reactions that are not contaminated by the dynamics of the therapeutic situation and that occur in the context of other types
of interpersonal interactions (Greenson, 1967).
He conceptualized the transference and the real
relationship as the unrealistic and the realistic aspects of the relationship, respectively, and considered the alliance to be the only element within
the therapeutic encounter not manifested in extratherapeutic relations.
Luborsky (1984) expanded on the conceptualization of alliance and classified alliances into two
major categories. Type I alliances are those in
which the patient perceives the therapist as being
capable of helping him or her. Five elements have
been identified to be related to the patient's forming a Type I alliance. First, the patient experiences the therapist as being warm and supportive.
Second, the patient perceives the therapist as being helpful. Third, the patient believes that
change will result during the course of therapy.
Fourth, the patient perceives that rapport is established in the dyad without the violation of his
or her values by the therapist. Last, the patient
believes that the treatment will be effective (Luborsky, 1984). In Type II alliances the patient
perceives the treatment situation itself as one in
which the patient's therapist's resources are mobilized and united. Furthermore, the patient and the
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therapist must share comparable conceptions of
the origin of the patient's problems, and the patient must be able to utilize and benefit from the
therapist's services (Luborsky, 1984).
Relation of the Therapeutic Alliance to
Transference
Although the aforementioned theorists construed alliance as distinct from transference, others maintained that no aspect of the dyadic relationship is devoid of transferential loading (e.g.,
Brenner, 1979; Desemo, 1998; Freebury, 1989).
According to them, the patient's readiness or lack
thereof to perceive the therapist as helpful is itself
a manifestation of transference. Bird (1972) wrote
that transference is always present in some form
in the analytic situation. In his description of the
dyadic relationship, what has been described by
others as alliance was seen by Bird as transferential, though not as a full-blown transference neurosis. Bird alerted analysts to the possibility that
concentrating on that aspect of the relationship
may hinder the development of a full-blown transference neurosis. Brenner (1979) viewed the alliance construct as a potential impediment to analytic work since it may derail the analyst's focus
from the analysis of the transference.
What, then, is the benefit of employing the
alliance construct as a distinct entity rather than
as a variant of transference manifestations? First
of all, regardless of its status in relation to the
transference, alliance has been shown to have
predictive power in relation to therapeutic outcome (Luborsky, Diguer et al., 1993; Lunnen &
Ogles, 1998; Piper, Joyce, McCallum, & Azim,
1993; Shapiro & Shapiro, 1982). Moreover, a
study showed that one characteristic shared by
therapists nominated as "master therapists" by
colleagues, is a tendency to view the establishment of strong alliances as the bedrock of therapeutic efficacy (Jennings & Skovholt, 1999). Recently there have been some attempts to
investigate how the formation of strong alliances
is affected by transferential factors.
The Alliance from Different Theoretical
Standpoints
The alliance has been discussed in many different schools of therapy. Rogers (1957), for instance, stated that the alliance cannot result solely
from the operation of cognitive factors but, conative ones as well. The patient-therapist relationship is in itself therapeutic, and psychic change
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is contingent upon the therapist's displaying a
warm, understanding, and empathic stance
toward the patient (Rogers, 1951). Shaughnessy
(199S) has suggested that due to errors in translations of Freud's works, his thesis that empathy
is a necessary condition in the establishment of
alliance has been overlooked.
Although originally adamant that therapeutic
results eventuate from behavioral techniques
(e.g., Skinner, 1974), an increasing number of
behavior therapists are now adopting a more flexible stance in their dealings with the therapeutic
relationship, showing an interest in the dynamics
between therapist and patient (Raue & Goldfried,
1994). Cognitive therapists tend to view alliance,
termed by Beck (1976) collaborative empiricism,
as a relationship of close collaboration that protects therapy from becoming an adversarial process.
Transtheoretical Conceptualizations
Bordin (1979) was the first theorist to discuss
the alliance outside the context of psychodynamic
theory. He proposed a tripartite model of alliance,
the first component being the emotional bond established in the therapeutic dyad, the second the
agreement pertaining to the goals of therapy, and
last the degree of concordance as to the tasks
pertinent to accomplishing these goals. Bordin
asserted that this bonding eventuates from the
dyad's experience of working for a shared goal.
His formulation, however, does not clarify the
relationship of alliance to the transference, although having departed from psychoanalytic
thinking, Bordin was not concerned with this
facet of the therapeutic relationship. Where the
definition of the goals of therapy is concerned,
he asserted that careful examination of the goals
to accommodate the needs of the patient and
tackle the patient's struggles is pivotal to the success of therapy. The goals should be linked to the
patient's focal problems so as to ensure his or her
cooperation in the therapeutic work. The process
of negotiating these goals is of primary significance to the patient's perception of the therapist
as understanding and helpful (Bordin, 1994).
Whereas a goal prescribes the direction in which
the therapist will direct therapy, the tasks are "the
specific activities that the partnership will engage
in to instigate or facilitate change" (Bordin, 1994,
p. 16). In these too, Bordin proposed, the therapist and the patient must reach an agreement.
Although affective bonding may be a requirement

for achieving the goals and tasks in therapy, Kivlighan and Schmitz (1992) showed that the tasks
are more directly correlated with outcome.
Gaston (1990) proposed that alliance is comprised of four correlates. The first one is the patient's ability to mobilize that part of the ego
that allies with the therapist to work purposefully.
Second is the establishment of an affective bond
between patient and therapist. The third is an
agreement on the goals and tasks of psychotherapy. The last correlate is the therapist's empathic
comprehension and attunement to the patient's
emotional needs.
Alliance as Conceptualized in Psychotherapy
Research
Contemporary researchers retain the idea of the
patient perceiving the therapist as a helpful collaboration (Kokotovic & Tracey, 1990). Some
also agree with Greenson's notion of a threefold
nature to the therapeutic relationship (Gelso &
Carter, 1985).
A major controversy is whether alliance arises
from the interpersonal process that occurs between the patient and the therapist (Henry,
Strupp, Schacht, & Gaston, 1994) or whether it
is an intrapsychic phenomenon, that is, whether
it is primarily dependent on the patient's capacity
for relatedness. The implications of this distinction are profound since if the process was shown
to be solely of an intrapersonal nature, the establishment of the alliance would be principally predestined since it would be reflected in die ability
of the patient to relate meaningfully to significant
others (Henry & Strupp, 1994).
Independent though of the theoretical underpinnings of the definition of alliance, all definitions share the collaborative and negotiative constituents. All theorists make reference to the
notion of collaboration and mutuality between
therapist and patient, and all evoke the idea of
negotiation, whether explicit, as in Bordin's
model, or implicit, as in Roger's theory (Horvath
& Symonds, 1991).
Curative Constituents in Alliance
What are the defining characteristics of alliance
that render it therapeutic? This question becomes
even more compelling since the alliance is one
of the significant shared elements in all types
of psychological treatments (Frank, 1982).
Henry et al. (1994) proposed that the healing
ability of the alliance is its capacity to provide
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corrective emotional experience, a natural occurrence in the context of good therapy not a
manipulative element that is premeditated and
planned as Alexander, French, and Bacon
(1946) had suggested.
Indirect ways in which the alliance facilitates
positive outcome have also been suggested. In
therapy, working through problems in therapy can
be a painful experience, and the patient's motivation to remain in treatment and endure frustration
and pain can be mediated by his or her perception
of the therapist as helpful or committed to offer
help. A strong alliance may encourage the patient
to stay in treatment to allow other therapeutic
operative mechanisms, like interpretations, to
show their effects (Horvath & Symonds, 1991;
Murphy & Baxter, 1997). Furthermore, a good
alliance may soften the effect of interpretations
that the patient may be unable to process, however valid or appropriate (Hanly, 1994; Henry &
Strupp, 1994). Bond, Banon, and Grenier (1998)
have shown that a strong alliance may serve to
specifically mediate the effect of transference and
defense interpretations in patients with personality disorders.
Strong Alliances
Strong alliances are established early in the
course of therapy (Randeau & Wampold, 1991).
Strupp (1973) asserted that to facilitate the establishment of a strong alliance the therapist must
possess basic qualities that will help assist the
development of a "secure base" for the patient,
emblematic of the healthy parent-child relationship. The existence of a secure base from which
the patient can venture to new experiences and
can resort to at times of distress and frustration,
will increase the patient's alertness to the interactions between himself or herself and the therapist
(Henry & Strupp, 1994).
Empirical Evidence on the Association of
Alliance to Psychotherapeutic Outcome
Research on the mode in which alliance affects
therapeutic outcome first appeared in the 1970s
and burgeoned in the past 15 years (CritsChristoph, 1998). This is because the construct
did not readily lend itself to scientific study, since
it was not well defined, and it also generated
much disagreement as to how it operated in various therapeutic contexts. Moreover, the contribution of alliance to psychic change could not be
investigated, since there was no reliable measure-
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ment technique (Horvath, 1994). However, with
accumulating evidence of comparable rates of
therapeutic efficacy in different schools of therapy
(Lambert, Shapiro, & Bergin, 1986; Shapiro &
Shapiro, 1982; Stiles, Shapiro, & Elliott, 1986;
Thompson,
Gallagher,
&
SteinmetzBreckenridge, 1987) and the subsequent emergent focus on the nonspecific elements of therapy
(Price & Jones, 1998), interest flourished.
Psychometric Instruments Measuring Alliance
Although alliance measurement scales have
been criticized for measuring a construct seriously
contaminated with the patient's transferential reactions (Bordin, 1994), they are widely used in
research. A number of different scales, each adhering to the different definitions proposed by the
various theorists, are being employed (Horvath,
1994).
One of the most widely used instruments, the
Working Alliance Inventory (WAI) developed by
Horvath and Greenberg (1994), adheres to Bordin's tripartite conceptualization and is comprised
of three subscales. Some controversy has arisen
as to its capacity to measure the three distinct
correlates of the alliance since studies have shown
high correlations among the three subscales, ranging from 0.69 to 0.92 (Kivlighan & Schmitz,
1992; Mallinckrodt & Nelson, 1991). Nevertheless, Kokotovic and Tracey (1990) and Mallinckrodt (1991) maintain that the high correlations
between the WAI and other measures of alliance
attest to its validity.
The California Psychotherapy Alliance Scale
(CALPAS), is another instrument that in its most
recent version reflects alliance as defined by Gaston (1990) and includes two alternate forms, one
for completion by the patient and one by the
therapist.
The Penn Therapeutic Alliance Scales and the
Helping Alliance Global Questionnaire (HAQ),
both based on Luborsky's (1994) theoretical formulations of Type I and Type II alliances, are
also widely used. A recently revised version of the
HAQ has been shown to have better psychometric
properties than the original scale (Luborsky et al.,
1996). Another instrument to measure alliance is
the Vanderbilt Therapeutic Alliance Scale
(VTAS), which is a small-scale depiction of the
therapeutic interaction that offers a comprehensive assessment of the behavior and experiences
of patient and therapist (Frieswyk et al., 1986).
The Vanderbilt Psychotherapy Process Scale
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(VPPS) is an instrument that does not adhere to
a school-specific definition of alliance.
Although these instruments derive from different definitions of alliance, researchers have found
high intercorrelations among them (Hougaard,
1994; Luborsky, 1994). These intercorrelations
can be explained by reference to the common
elements in the different definitions of alliances
(Horvath, 1994). Hatcher and Barends (1996) in
their study of the WAI, the CALPAS, and the
HAQ concluded that the collaborative constituents of the alliance should be given priority in
this line of research.
Association of Alliance to Therapeutic Outcome
Regardless of the instrument employed to measure it, alliance strength has been consistently
shown to be one of the most reliable prognostic
factors of therapeutic outcome (Binder & Strupp,
1997; Crits-Christoph, 1998; Kivlighan &
Schmitz, 1992; Kokotovic & Tracey, 1990; Luborsky, 1994; Luborsky, Diguer et al., 1993;
Lunnen & Ogles, 1998; Mallinckrodt & Nelson,
1991; Mannar, Gaston, Gallagher, & Thompson,
1989; Piper et al., 1993; Safran, Muran, &
Wallner-Samstag, 1994; Shapiro & Shapiro,
1982; Silberschatz, Fretter, & Curtis, 1986; Svartberg, 1993). Gelso and Carter (1985) have suggested that the alliance may be related to specific
aspects of outcome rather than associated with
broadly defined psychotherapeutic effects. With
regard to nonspecific outcome, though, various
studies have yielded similar associations between
alliance and outcome in individual psychotherapy. For instance, Horvath and Symonds (1991)
in their meta-analytic study found an association
of 0.26 between alliance and outcome in brief
dynamic psychotherapy. The magnitude of the
association in this study was lowered by the authors' conservative stance of assigning a correlation of 0.00 to all nonsignificant correlations.
Mallinckrodt (1991) also reported that the alliance-outcome association oscillates between 0.30
and 0.45. In another study (Bernall, Bonilla,
Padilla-Cotto, & Perez-Prado, 1998) with a
Puerto Rican sample, alliance was shown to account for 45% of the variance of therapeutic outcome, while a study by Hougaard (1994) reported
a correlation of 0.50 between alliance and outcome. When outcome is defined as symptomatic
relief, the association is lower than when it is
defined in terms of improved interpersonal functioning (Henry et al., 1994). Horvath (1994) also

argued that higher values result when the measure
of outcome is tailored to the specific patient associations of alliance to outcome than when symptomatic relief is considered as an index of change,
an assertion also supported by others (e.g.,
Mannar et al., 1989). Horvath, Gaston, and Luborsky (1993) argued that the difference in outcome measures used in such studies may account
for the broad variation in alliance-outcome association. This is supported by a study by Price and
Jones (1998) where the alliance was differentially
correlated with distinctly defined outcome indices, ranging from 0.03 to 0.33.
The alliance-outcome association is not only
present in individual therapy, but has been reported by researchers to bear in the context of
dynamic group therapy (Tuttman, 1997), Gestalt
and eclectic psychotherapies (Horvath & Symonds, 1991),pharmacotherapy (Krupnicketal.,
19%), systemic couples and family therapy
(Quinn, Dotson, & Jordan, 1997), work with hospitalized patients (Lieberman, Von Rehn, Dickie,
Elliott, & Egerter, 1992), and cognitive and behavioral psychotherapy (Crits-Christoph &
Beebe, 1988). A study by Mannar et al. (1989)
suggested that alliance may have higher prognostic value in cognitive therapy; this may be due to
the different definitions of outcome in psychodynamic and cognitive therapies.
The magnitude of alliance-outcome correlations may differ according to the length of treatment. Although it has been suggested that alliance in long-term psychotherapy is better
associated with outcome (Henry et al., 1994),
the meta-analysis by Horvath and Symonds
(1991) showed no difference between treatments where patients received less than 10 and
more than 50 sessions.
Research further indicates that not all alliances
are equally predictive of outcome (Horvath,
1994). Moreover, despite the vast diversity of
psychometric instruments measuring alliance, no
single one yields ratings that confer higher correlations with outcome. Another factor that has
been suspected to affect the predictive validity of
alliance is the patient's gender, with male patients' alliances associated with better outcome
(Bourgeois, Sabourin, & Wright, 1990).
Development of Robust Alliances
Research has demonstrated that there are two
clusters of factors that may facilitate alliance formation. These are factors relevant to the psycho-
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logical makeup of the patient, including attitudes
and personal characteristics, and therapist factors,
including the personality and the training of the
therapist.
Patient factors. One of the most frequently
cited within patient factors is the patient's quality
of object relations (QOR) (Luborsky, Barber, &
Beutler, 1993) with both family and nonfamily
members (Mallinckrodt, 1991). QOR is defined
as the patient's "internal enduring tendency to
establish certain types of relationships, ranging
from primitive to mature" (Piper et al., 1993, p.
588). QOR plays an especially significant role in
the early phases of treatment, and its effect is
minimized as during the process of therapy the
patient's internal object relations are modified
(Hartley & Strupp, 1983). Ryan (1973, cited in
Henry et al., 1994) has found the levels of the
patient's object relatedness to have predictive
power regarding premature terminators and successful completers, the intermediate step being
the alliance. It has been further suggested that
patients with low QOR can benefit if they remain
long enough in therapy to allow for the internalization of the function served by the alliance
(Henry et al., 1994). This is in line with Bordin's
(1994) postulate that, except when the individual
is unable to form any relationship, a competent
therapist may be able to produce and maintain
adequate levels of a working alliance.
Since intimacy and trust are significant constituents of the therapeutic relationship, early experiences with parental figures, which are instrumental
in drafting the individual's templates of close relationships, will affect the propensity to form strong
alliances (Horvath, 1994; Kivlighan & Schmitz,
1992). This is consistent with Bowlby's (1988) postulate that the development of the capacity to form
relationships is shaped by the caretakers' warmth
and affective expression, which provide a secure
base, and the caretakers' encouragement of the
child's autonomy. There is indeed experimental evidence supporting the hypothesis that the quality of
early parental experience is positively correlated
with patients' capacity to form robust alliances
(Mallinckrodt, 1991). Hentschel, Kiessling, and
Rudolf (1997) showed that introjected parental images affected the formation of the alliance. Deidan,
Findley, and Kivlighan (1990, cited in Henry et
al., 1994) have shown that the psychological separation of patients from their parents at an early age
is another significant factor that affects the formation of a working alliance.
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Premorbid functioning, also termed psychological health and psychological health-sickness, is
also associated with alliance levels (Gaston,
Mannar, Thompson, & Gallagher, 1988; Kivlighan & Schmitz, 1992; Lubrosky, 1994; Luborsky, Diguer et al., 1993). Freud (1937/1964) was
the first to propose that the more disturbed the
patient, the less optimistic one can be about the
establishment of a strong alliance and therapeutic
outcome, a claim that has been supported by research (Eaton, Abeles, & Gutfreund, 1988; Luborsky, Crits-Christoph, Mintz, & Auerbach,
1988).
Borderline patients face special difficulties in
establishing strong alliances, primarily due to
their fundamental lack of trust in others. Nevertheless, ratings of the alliance in the third session
have been shown to be as high as in a higherfunctioning sample (Gunderson, Najavits, Leonhard, Sullivan, & Sabo, 1997; Horwitz et al.,
1996). Patients with antisocial personality disorder also present great difficulty in establishing
sound alliances. Safran (1999) recently proposed
a new type of manualized treatment called Brief
Relational Therapy (BRT) specifically for work
with patients with special difficulties in establishing strong alliances. Patients who can form strong
alliances can be identified by psychometric instruments like the HAQ (Gerstley et al., 1989).
Another patient factor that has been associated
with the formation of strong alliances is motivation (Horvath, 1994; Stiles et al., 1986). A study
by Hartley and Strupp (1983) demonstrated that
patient motivation decreases as therapy progresses, although this does not seem to be associated with outcome. Mannar et al. (1989) showed
that the dimension of Patient Commitment was
significantly correlated with outcome as assessed
by the Beck Depression Inventory in depressed
elders.
Self-disclosure, especially in the context of
psychoanalysis and psychodynamic psychotherapy, significantly enhances the formation of the
alliance (Svartberg, 1993). Strassberg, Roback,
D'Antonio, & Gable (1977) have shown this association to be valid in all populations except psychotics and delinquents. The patient's willingness
to explore himself or herself is considered to be
more important than his or her compliance to the
therapist's requests for introspection (Stiles et al.,
1986). Another factor that has received much attention is patients' expectations (Luborsky,
1994). Patients who harbor unrealistically high
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or low expectations may find it difficult to establish an alliance since they may perceive the therapist as inadequate (Stiles et al., 1986). A study
by Al-Darmaki and Kivlighan (1993) showed that
patients' expectations were indeed highly correlated with alliance ratings. Such expectations may
result in premature termination or poor outcome
(Hartley & Strupp, 1983). The Vanderbilt II
Study has shown that patients who enter therapy
with a negative, hostile attitude tend to achieve
little therapeutic gain (Strupp, 1993). Joyce and
Piper (1998) in their study of brief dynamic therapy showed that expectations accounted for 18%
to 40% of the variation in alliance ratings. Wilkins (1984) suggested that measures be taken to
activate moderate but positive expectations in
psychotherapy patients. A recent study has suggested that pretreatment perfectionism as measured by a factor analysis of the Dysfunctional
Attitudes Scale may also have a negative impact
on the patient's capacity to establish a strong alliance (Blatt, 1999). Another important determinant is the patient's perception of the locus of his
or her problems. Patients who tend to attribute
their problems to external factors do not accomplish good outcome. Aggressive patients with
an external locus of control were found to have
difficulties in establishing viable alliance (DiGiuseppe, Tafrate, & Eckhardt, 1994).
Therapist factors. Therapists introduce relational biases in the therapy though presumably to
a lesser degree as a result of their training and
personal therapy. A study by Henry and Strupp
(1994) indicated that therapists' introjections affect the establishment of an alliance. Another
study showed that therapists with hostile introjects responded to their patients with hostility
three times more frequently than those without
(Henry & Strupp, 1994). In a study by Binder
and Strupp (1997), therapists' ability to contribute
to the establishment of strong alliances was shown
to be compromised by their difficulties in handling conflict in their own relationships.
The therapist's perceived expertise, the extent
to which the patient sees the therapist as worth
trusting, his or her attractiveness (Horvath &
Greenberg, 1994), and the match between the
dyad and the therapist's skills in negotiating the
alliance (Yeomans et al., 1994) have also been
shown to be moderately associated with alliance
formation. In consonance with the recent ascent
of the intersubjective perceptive (for an extensive
discussion see Kahn, 1997, and Stolorow, At-

wood, & Brandchaft, 1993), Rosie (1980) proposed that the degree of the therapist's self-disclosure may bear a favorable effect on the formation
of the alliance and the overall outcome of therapy.
The establishment of strong alliances can be facilitated by variables like the regularity of the meetings of the therapeutic dyad, the clearly defined
rules that provide structure, and the therapist's
commitment to the work (Luborsky, 1994). It
can also be enhanced by the therapist's warmth,
understanding, competence, and respect for the
patient (Hartley & Strupp, 1983).
The contribution of therapist training to the development of strong alliances is equivocal. Only
the goal and task components of alliance, as defined by Bordin, were found to be associated with
training level, whereas patient-therapist bonding
was not related to training level (Mallinckrodt &
Nelson, 1991) or years of professional experience
(Krupinski, Schochlin, Fischer, & Nedopil,
1997). Conversely, Strupp (1980a, 1980b)
showed that training is unrelated to the therapist's
contribution to the therapeutic alliance. In terms
of therapist interventions, Kivlighan's findings
(1990) suggest that a generalized tendency by the
therapist to engage in specific interactions like
exploration or support weaken alliance. The relationship of insight-oriented techniques, such as
interpretations, to the formation of alliance was
investigated by Foreman and Marmar (1985). The
findings suggested an enhancement of alliance
via interpretations when the patient's QOR was
adequate, while alliance deteriorated by the use
of interpretations when the levels of QOR were
marginal.
Hartley and Strupp (1983) proposed a model for
psychodynamic psychotherapy research termed the
Interpersonal Generic Process Model, which construes alliance as an interpersonal process comprised of five constituents: the contract between
patient and therapist, the therapist's interventions, the bond that develops, therapist-patient
self-relatedness, and therapeutic insight. Patient
self-relatedness reflects how the patient defines
and evaluates himself or herself and indicates the
patient's openness to assimilating therapeutic interventions (Orlinsky & Howard, 1986).
Research has failed to uncover a link between
therapists' sociodemographic characteristics,
such as age and alliance. One important factor is
the degree of similarity in the dyad (Henry et al.,
1994; Luborsky, 1994). Patients' social desirability ratings, however, have been shown to be asso-
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dated with alliance formation (Gaston, Mannar,
Gallagher, & Thompson, 1991).
Failure to Develop Strong Alliances
Patients who are overly resistant, negativistic,
or hostile fail to form firm working alliances early
in therapy (Frieswyk et al., 1986; Henry &
Strupp, 1994). Their readiness to attack or misinterpret the intentions of the therapist significantly
impairs their capacity to experience the relationship as safe. Patients with borderline pathology
present unique problems in forming strong alliances (Gabbard et al., 1988). Therapists, too,
may fail to facilitate the establishment of strong
alliances by allowing their countertransference to
interfere with the therapeutic process. To avoid
these two pitfalls Hartley and Strupp (1983) formulated time-limited dynamic therapy (TLDP),
a valiant of brief psychodynamic psychotherapy.
TLDP proposes that alliance become the main
focus early in therapy so that the therapist can
take remedial measures when it is not strong. Use
of techniques like transference interpretations is
delayed for a later time. Research has suggested
that TLDP is effective in allowing therapists to
fortify alliances and that it offers a protective
function against therapists' acting on their countertransference (Henry, Strupp, Butler, Schacht,
& Binder, 1993). Benjamin's Structural Analysis
of Social Behavior (SASB), focusing on the interaction in the dyad, is used in this line of research.
The usefulness of this method lies in its ability to
provide measurements of outcome, the processes
occurring in therapy, and the problems encountered by the patient (Henry & Strupp, 1994).
SASB scores have been demonstrated to be highly
predictive of therapeutic outcome (Rudy,
McLemore, & Gorsuch, 1985).
Alliance Ruptures and Healing of Alliance
Ruptures
Alliance ruptures, that is, "deteriorations in the
relationship between patient and therapist" (Safran & Muran, 1996, p. 447) increase the risk
for premature termination. Therefore, measures
need to be taken to restore the process (Bordin,
1979; Safran etal., 1994).
Some clinicians conceptualize alliance ruptures
as signs of stagnation in the therapeutic process.
Others identify the breach of the alliance as a
significant point and focus on the reasons that
provoke the rupture. They maintain that the timing of the alliance crisis provides useful informa-
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tion that needs to be carefully considered (Safran
et al., 1994). Some suggest that successful therapy entails rupture-repair cycles (Horvath &
Marx, 1991). Ruptures may result from the therapist's unknowing confirmation of the patient's
maladaptive relational patterns (Safran & Muran,
1996) or from the therapist's own empathic failures, such as inappropriately timed interpretations
(Bordin, 1994). A therapist's failure to encourage
the development of patient autonomy may also
place additional strain on the alliance (Henry &
Strupp, 1994).
Ruptured alliances require the therapist's immediate attention, the first goal being to point out
the rupture to the patient (Kivlighan & Schmitz,
1992). Foreman and Mannar (1985) showed that
the alliance benefits when the therapist proposes
a link between the patient's defenses and problems in their relationship. Especially with borderline patients, with whom alliance ruptures are
frequent, focusing on the transference bears a significant therapeutic effect (Gabbard et al., 1988).
Others have proposed the additional exploration
of extratherapeutic relationships (Kivlighan &
Schmitz, 1992).
Besides restoring communication in the dyad,
the healing of ruptured alliances may in itself be
therapeutic. When the patient sees the therapist's
motivation to reestablish alliance his or her perception of the therapist as helpful may be restored. Within self-psychology, alliance ruptures
can be construed as empathic failures which, if
repaired, can lead to transmuting internalizations.
Kohut (1984) proposed that the analyst carefully
examine his or her behavior and admit possible
errors when alliances rupture. The patient's reaction, however, still needs to be explored. Kurnin
(1989) noted that problems in the relationship
arising from incorrect interpretations should be
acknowledged and analyzed.
Bordin (1994) viewed the patient's capacity
to maintain a strong working alliance throughout
therapy as an index of his or her psychopathology.
This inevitably leads researchers to wonder about
whether there is an important distinction to be
drawn between ruptures and complete failures to
establish an alliance at all (Safran, Crocker,
McMain, & Munay, 1990).
Ratings of Alliance
Research has substantiated the claim that different raters (patient, therapist, and independent
observer) yield different alliance ratings. Some
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studies have shown that these ratings are differentially associated with outcome (Kokotovic & Tracey, 1990), although Tichenor and Hill (1989)
found no significant difference among the ratings.
The most consistent research finding in allianceoutcome association pertains to ratings made by
the patient (Henry et al., 1994; Mallinckrodt &
Nelson, 1991; Stiles et al., 1986). Patient ratings
are found to be valid even when a variety of
outcome measures are considered (Horvath & Symonds, 1991). One major criticism is based on the
halo effect, patients who report good alliances, an
index of their satisfaction with the therapist and
how therapy is proceeding, views alliance more
favorably, resulting in inflated ratings (Stiles et
al., 1986). Nevertheless, research has failed to
corroborate this finding. Horvath and Symonds
(1991) showed that there are no significant differences in cases of homogeneous raters, where patients rate both alliance and outcome, and heterogeneous raters, where patients rate the alliance
only.
Therapist-rated alliance ratings yield poorer
correlations to outcome (Horvath, 1994). Studies
with borderline patients, however, suggest that
therapist ratings may have more predictive validity specifically in distinguishing premature terminators (Gunderson et al., 1997). Two questions
arise in relation to this finding. First, on what
criteria do therapists base their alliance ratings?
Mallinckrodt (1991) stated that therapists rate alliances by considering clinical aspects, such as the
patient's motivation to work purposefully or his
or her capacity for introspection. Another factor
that may explain the discrepancy is the therapist's
level of training. Some psychotherapy research
studies use inexperienced therapists whose ratings
of alliances may not be as accurate as those of
patients, whose experience of the therapeutic relationship is more intense (Mallinckrodt, 1991).
This hypothesis predicts that statistically significant differences will be found between novice
and more experienced therapists. Indeed, novices, advanced trainees, and experienced counselors were found to have significantly different ratings of the alliance (Mallinckrodt & Nelson,
1991). The second question is why are therapist
alliance measurements more poorly correlated
with outcome? Issues of validity of the scales
employed may be relevant here. Horvath (1994)
viewed therapists' scales as merely paraphrasing
patients' scales, failing to consider that the therapeutic relationship is not symmetrical and that the

two parties do not ascribe equal importance to
the same elements. Another possibility concerns
the therapist's countertransference-based reaction
to be overly optimistic about the outcome of therapy. In this case alliance strength may be overestimated, mistaking patients' compliance for true
cooperation (Horvath & Symonds, 1991).
Therapist and patient alliance ratings have
been shown to be more discrepant when rendered
early in therapy; as treatment progresses there is
a convergence in the ratings of the two members
of the dyad (Kivlighan & Shaughnessy, 1995;
Mallinckrodt, 1993; Tichenor & Hill, 1989). This
convergence may be attributable to the therapist's
perception that the alliance influences the views
of the patient (Bachelor, 1995; Brossart, Willson,
Patton, Kivlighan, & Multon, 1998).
Timing of Alliance Measurement
Some researchers claim that alliance follows
a specific course as therapy progresses. Indeed,
ratings have been shown to peak early in treatment and decline with time. This pattern is reversed for premature terminators. Henry and
Strupp (1994) suggested that this may indicate
that therapists exert more effort when they realize
that their patients are not doing well. In regard
to premature terminators, though, evidence shows
that alliances are either established early in therapy or not established at all. Henry and Strupp
(1994) postulated that if a strong alliance has been
established it recedes in the background and remains operative but implicit until mobilized by
disruption.
Horvath (1994) focused on the quality and the
strength of the alliance and on how these two
factors vary as a function of time spent in therapy.
The quest for the discovery of "stages" in the
development of alliance has yielded equivocal results (see Palombo, 1997, for a theory of how
alliance develops in dynamic therapy). Although
in one study (Patton, Kivlighan, & Multon, 1997)
alliance strength changed from being initially
high then low and then high again as termination
approached, there exists support for the claim that
there are no specific stages in the development of
the alliance. Research indicates that alliance levels fluctuate in the course of treatment (Horwitz
etal., 19%).
The discussion of the timing of the establishment of alliance raises significant considerations
as to when measurement should be carried out.
Hartley and Strupp (1983) argued that the first
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session is of cardinal importance; studies show
that alliance ratings as early as in the initial interview are correlated with outcome (Mannar, Marzialli, & Horowitz, 1986). Sexton, Hembrek, and
Kvarme (1996) showed that the quality of alliance
is apparent from early in therapy. Early allianceoutcome associations preclude the possibility of
substantial therapeutic gains and thus, criticisms
based on the halo effect can be refuted (Mannar
et al., 1989). The Vanderbilt Study H showed
that a strong alliance measured as early as the
end of the third session is associated with positive
outcome (Strupp, 1993) a finding also supported
by other studies (Bourgeois et al., 1990; Eaton
et al., 1988; Kokotovic & Tracey, 1990; Mallinckrodt, 1991; Randeau & Wampold, 1991). Others (Mannar et al., 1989) have associated specific
alliance dimensions measured at the fifth session
with outcome in brief dynamic therapy. Hartley
and Strupp (1983) sampled alliance levels
throughout sessions and found that the point in
time yielding maximum predictability of outcome
was the 25% point.
A method employed to avoid timing considerations is to average alliance ratings across a number of sessions. The advantage of this method is
that alliance ratings obtained from a single estimate are contaminated from impressions created
at previous sessions (Horvath, 1994). Averaged
alliance ratings may be more poorly associated
with therapeutic outcome, however. This may be
because of the great variance in alliance observed
in the middle phase of the therapeutic process,
which is thought to reflect the strains and ruptures
in the alliance and their ensuing restoration (Horvath & Symonds, 1991).
Criticisms on Alliance Research
Many authors have voiced concerns about the
extent to which clinical work should be shaped
by research findings (Fonagy, 1982, 1996).
This is especially relevant in psychodynamic
therapy and psychoanalysis, where there has
been a long-standing schism between clinical
practice and research, primarily due to the tendency of psychodynamically oriented clinicians
to ignore experimental evidence (Brenner,
1999). Fonagy and Target (1996) have noted
that well-conducted research should inform
clinical work and be integrated in the training
of new clinicians. Before experimental evidence can be incorporated in practice, however,
we should be fairly confident that the studies
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that guide our technique have been carried out
in accordance with the mandates of the scientific
method, including environmental validity, a
problem frequently encountered in psychotherapy research, where primary emphasis is placed
on internal validity (Roth & Parry, 1997).
One of the most common criticisms of alliance
research addresses the need for control over the
levels of pathology prior to the onset of therapy
(Gaston et al., 1991) and the extent to which items
on alliance scales actually report early outcome
(Barber, Crits-Christoph, & Luborsky, 1992).
Another major issue is the lack of a definite theoretical link between alliance and outcome (Henry
et al., 1994). Moreover, the association itself is
quite low, even though some authors (Roth &
Parry, 1997) feel that in light of "the difficulty
in relating process variables to outcome, this apparently modest effect-size is impressive" (p.
374). Even though the therapeutic alliance is presently the best predictor of outcome, associations
at the 0.30 level account for only 9% of the
variance.
Further research needs to be conducted to resolve contradictory findings. Specific aspects of
the manner in which psychotherapy research is
carried out pertaining to the formation, rupture,
and repair of alliance merit careful deliberation.
There is also a need for unambiguous theoretical
models supported by research evidence. Therefore, researchers should aim at
• Formulating a single definition of alliance that
specifies its nature (whether it constitutes the
relationship itself or an emotional condition experienced by the patient).
• Clarifying, theoretically, and empirically, the
distinction, if it does exist, between alliance
and transference.
• Delineating the specific techniques by which
therapists help establish, maintain, and deal
with alliance ruptures (Brossart et al., 1998).
• Conducting long-term follow-up studies to clarify whether the alliance-association outcome is
due to the immediate impact of the relationship
and whether it tends to fade with time.
• Developing a better understanding of the development of alliance in the course of therapy
(Henry etal., 1994).
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