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Abstract

Aim: The therapeutic alliance is a robust predictor of
treatment outcome. However, little is known about the
way alliance negotiation contributes to psychotherapy
outcome. The aim of the present study was to analyze
the effects of alliance negotiation on treatment outcome in
the first four sessions of psychotherapy.

Methods: Ninety-six patients diagnosed with emotional
disorders received weekly Solution-Focused Brief Therapy.
Each patient completed both the Alliance Negotiation
Scale (ANS) and the Outcome Questionnaire 45 (0Q.45)
after each of the first four sessions. Both between- and
within-patients effects of alliance negotiation on symptom
severity were analyzed using Hierarchical Linear Models.
Results: Results showed significant between and within
patient effects of alliance negotiation on symptom severity.
Patients with higher levels of alliance negotiation across
treatment showed lower levels of symptom severity
(between-patient effect). Also, in a session with higher
alliance negotiation compared to the average session of
this patient, symptom severity was lower than in the

average session (within-patient effect).
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Discussion: The results indicate that therapies character-
ized by higher alliance negotiation and sessions with higher
alliance negotiation are beneficial for early outcome.

Conclusion: From a clinical point of view, the results
suggest that alliance negotiation is a meaningful factor for
therapy outcome and that therapists may benefit from
training and monitoring alliance negotiation during the

early stages of treatment.

KEYWORDS

alliance negotiation, between-patient effects, symptom severity,
within-patient effects

1 | INTRODUCTION

The therapeutic alliance is probably the most studied phenomenon in the history of psychotherapy research. To
date, there is an evidence-based consensus between researchers about its value for predicting treatment outcome.
In a meta-analytic synthesis that included more than 250 studies and 30,000 patients, Flickiger et al. (2018)
concluded that the alliance is a moderate yet robust predictor of therapeutic change, explaining about 8% of
outcome variance. In addition, its association with treatment outcome persisted across treatment types, alliance
scales, patient characteristics and countries where the studies were conducted (Fliickiger et al., 2018). These effects
were not only observed in conventional face-to-face treatments but also in internet-based and pharmacological
treatments (Fliickiger et al., 2018).

Despite its popularity in the last years, several concerns have been raised about the classical conceptualization
of the alliance proposed by Bordin in 1979. It is worth noting that these concerns and critics are not intended to
replace one definition with other. Instead, the aim of these is to further the debate regarding alliance and its
conceptualization. For example, Safran and Muran (2006, p.286) stated that the classical perspective of the alliance
may have “outlived its usefulness” as it overemphasizes the collaborative and consensus-based aspects of the
alliance. Doran et al. (2012) attested the same bias to Bordin's definition in the selection of items for the majority of
existing alliance scales: most instruments miss the negotiation dimension about disagreements and tension in the
relationship. In that regard, the authors point out that collaboration and negotiation are not mutually exclusive. On
one hand, collaboration focuses in the degree of agreement between therapist and patient regarding therapeutic
tasks and goals. This dimension also considers patient's feelings of trust and being cared for by the therapist (Doran
et al., 2012). On the other hand, the negotiation of the alliance refers to the degree in which the patient feels that
the therapist is responsive to tensions in their bond. The negotiation aspect also takes into the account the
therapist's ability to change their response according to the patients' needs (Doran et al., 2012; Safran & Muran,
2006). Due to these characteristics, alliance negotiation is an emergent of the therapeutic alliance and reflects its
dynamic nature (Safran & Kause, 2014).

Evidence for the dynamic nature of the alliance can be found in longitudinal studies. After measuring the
alliance each session, Khivlighan and Shaugnessy (2000) found specific patterns of alliance development, one of
which was a quadratic U-shape. This high-low-high typical trajectory of the alliance was associated with better
treatment outcome. In the last decades, evidence of different alliance patterns has been found: stable (de Roten
et al., 2004), linear growth (Ardito & Rabellino, 2011) and a V-shaped pattern (Stiles et al., 2004). However, it has

been suggested that alliance development requires further and more in-depth research to fully understand its
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dynamic nature and relationship with outcome (Castonguay et al., 2006). A further step in this direction is to study
ruptures and resolutions of the alliance.

Alliance ruptures refer to the breakdown of the collaboration between patients and therapists and resolution
strategies serve to resolve such conflicts (Safran et al., 2002). Over the last 25 years, there has been a growing body
of evidence that ruptures are common events, being reported by patients in 20%-45% of sessions, therapists in
40%-55% of sessions and third-party observers in 40%-75% of sessions (Muran & Safran, 2017). It seems that
ruptures occur in every form of therapy and with therapists of all skill levels (Eubanks-Carter et al., 2015), with
contributions to such ruptures from the patient and the therapist (Coutinho et al., 2011; Safran & Kraus, 2014).
Therefore, the processes of ruptures and resolutions in the alliance may not only be common, but also an essential
mechanism of change in psychotherapy, as Safran and Muran point out (2006). In more recent years, research has
even proposed alliance as a mediator of change (e.g., Baier et al., 2020; Leibovich et al., 2020).

In the last years, efforts have been made to elucidate the association between rupture-resolution process and
treatment outcome. In a study conducted by Larsson et al., 2016; they found that the pattern associated with better
outcome was the repair one, surpassing the no-rupture pattern. In addition, Zilcha-Mano and Errazuriz (2017)
reported that a gradual strengthening pattern of alliance was the most common one, appearing in 48.8% of cases in
their sample. This pattern was also linked with a stronger alliance during the treatment. On the contrary, patients
that had an unrepaired pattern did not have an alliance improvement over the course of the treatment. These
results also indicate a relationship between early alliance (i.e., first four sessions of treatment) and outcome. In a
meta-analysis that included 11 studies and 1314 patients, Eubanks et al. (2018) found a moderate association
between rupture-resolution processes and clinical severity. While patients' clinical severity may play an important
role, it is probable that therapist characteristics also influence the processes of alliance resolutions (e.g., Talbot
et al., 2019). Another possibility is that certain alliance negotiation capabilities exist in a dyad. This means that when
ruptures emerge, both patients and therapists may be able to renegotiate their own expectations while not
suppressing their underlying needs, avoiding a submissive pseudo-alliance (Safran & Muran, 2006; Wachtel, 2008).

In the last decades, there has been more research of the contribution of alliance negotiation to treatment
outcome. For example, Doran et al. (2016) found that higher levels of alliance negotiation, measured with the
Alliance Negotiation Scale (ANS), were associated with lower clinical symptom severity and interpersonal problems.
Alliance negotiation may affect clinical severity in two ways: First, when generally higher for some patients relative
to others (between-patient effects); second, when shifting in individual patients over time (within-patient effects)
(Gémez Penedo et al., 2019). In the last decade, these efforts have been directed mainly towards studying between
patient effects (Falkenstrom et al., 2014) or therapist's effects (e.g., Del Re et al., 2021). We have found scarce
research focus on the within patient effects of alliance negotiation on treatment outcome (i.e., Rubel et al., 2018)
which points out the need to continue studying within patient effects of alliance on outcome to shed light of
alliance as a change mechanism in psychotherapy. At the same time, we have only found one study regarding early
alliance negotiation (Zilcha-Mano & Errazariz, 2017). This points out the importance to further study a critical
moment of treatment which can impact outcome. However, previous studies have failed to address early changes in
alliance negotiation from session-to-session and its effect on early treatment outcome across sessions.

This study aims to analyze the effect of alliance negotiation on outcome early in treatment (i.e., during the first
four sessions of treatment) and to disaggregate between- and within-patient effects of the predictor variable.
Furthermore, we will investigate if there are interactive effects of the between-and within-patient alliance

negotiation effects on treatment outcome. The following three hypotheses will be tested:

(1) Alliance negotiation will display significant between-patient effects on clinical severity.

(2) Alliance negotiation will display a significant within-patient effects on clinical severity.

(3) There will be an interactive effect of the between- and within-patient alliance negotiation effects on clinical
severity.
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2 | METHOD

2.1 | Participants

The sample consisted of 96 adult patients who attended an outpatient clinic in Buenos Aires, Argentina. All
participants had to meet DSM-V criteria for emotional disorders to participate in this study (Allen et al., 2007,
5th ed.; DSM-5; American Psychiatric Association [APA], 2013). Comorbidity with borderline personality disorder,
bipolar disorder, suicide risk, cognitive impairment or substance abuse were used as exclusion criteria.

61.5% of the sample were female and the average age was 36.44 years (standard deviation [SD] =11.84).
Regarding diagnoses, the distribution was the following: 29.8% major depressive disorder, 24.5% panic disorder
without agoraphobia, 16% generalized anxiety disorder, 8.5% panic disorder with agoraphobia, 6.4% dysthymia,
4.3% unspecified anxiety disorder, 3.2% specific phobia, 3.2% obsessive-compulsive disorder, 2.1% social phobia
and 2.1% unspecified mood disorder. Twenty-two patients (22.92%) abandoned treatment before completing the

first four sessions.

2.2 | Therapists

Clinicians in this study were eight therapists, six female (75%) and two male with a mean age of 32.83 years
(SD = 5.15; range = 28-42). All therapists underwent a complete 2-year training and specialization program course
in Solution-Focused Brief Therapy (SFBT; SFBT Research Committee, 2007; De Shazer et al., 1986) before treating
patients in this study. Supervision took place on a weekly basis and therapists were selected for each patient based

on time availability. Therapists treated between 5 and 27 patients each.

2.3 | Treatment

Treatment was delivered weekly at an outpatient clinic in Buenos Aires, Argentina, which had a SFBT clinical
orientation (De Shazer and Berg 1997; De Shazer et al., 1986). SFBT is a Rogerian clinical orientation that focuses
on patient's strengths and resources to resolve their daily concerns. In its beginnings, SFBT was grounded in a
systemic paradigm. However, it has added techniques from frameworks such as cognitive-behavioral therapy and
motivational interviewing (SFBT Research Committee, 2007). A main assumption in SFBT is that patients have the
resources to overcome their difficulties but they might not be aware of that. The therapeutic work focuses in
recognize and generalize these resources and apply them to other situations (De Shazer et al., 1986; SFBT Research
Committee, 2007). Following the spirit of the framework, the average number of sessions per treatment was only

10.83 (SD = 6.70 sessions) in the completer sample (those who completed the first four sessions).

2.4 | Measures

2.4.1 | Alliance Negotiation Scale (ANS)

The Spanish version of the ANS (client version) was used to measure the degree of alliance negotiation (Doran et al.,
2012; Waizmann et al., 2015). The instrument measures the degree to which the patient experiences the therapist's
ability to modify or adjust his actions in relation to the patient's needs and being attentive to tensions in the bond
between them (p., 245, Waizmann et al., 2015). The ANS contains 12 items with two sub-scales: Comfort with

Negative Feelings and Flexible and Negotiable Stance. Comfort with Negative Feelings reflects the client's
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perception of the degree of negotiation in the therapeutic relationship, with items such as “I am comfortable
expressing frustration with my therapist when it arises.” Flexible and Negotiable Stance considers the therapist's
willingness to negotiate treatment goals and tasks with the patient and includes items like “My therapist is able to
admit when he/she is wrong about something we disagree on.” Iltems are rated on a 7-point Likert scale ranging
from 1 (“never”) to 7 (“always”); higher overall scores reflect higher alliance negotiation. The Spanish ANS version
showed adequate psychometric properties in a patient sample from Buenos Aires, Argentina. (Waizmann et al.,
2015). Specifically, internal consistency of the total score (a =0.78) and its two subscales (Subscale 1 a=0.92 and

subscale 2 a =0.87). In the sample of the study, the ANS showed adequate internal consistency (a = 0.70).

2.4.2 | Outcome Questionnaire 45.2 (OQ 45.2)

The Outcome Questionnaire 45.2 (OQ 45.2; Lambert et al., 1996) is a self-report instrument that was designed for
repeated measurement of patient change occurring over the course of treatment. It includes 45 items, rated on a 5-
point Likert scale, ranging from 1 (“never”) to 5 (“almost always”). Higher scores correspond to higher levels of
distress. An Argentine version of the OQ.45.2 was used in the present study (Fernandez Alvarez et al., 2005). This
version showed adequate internal consistency (a=0.92) and test-retest reliability (r=0.86). It also presented
evidence of concurrence validity based on strong correlations (r = 0.71; p < 0.01) with other outcome measures such
as the Symptom Checklist Revised (SCL-90-R; Casullo & Perez, 1999/2008; Derogatis, 1994). The 0Q.45.2 showed
excellent internal consistency in the current sample (a = 0.94).

2.5 | Procedure

Patients followed an admission process at the outpatient clinic. First, they had an interview with a senior therapist
who then made an assessment of the patient. Based on the DSM-V criteria (APA, 2013), they were interviewed and
diagnosed. Those patients who met criteria for an emotional disorder (and not the exclusion criteria described
above) were invited to participate in the study. Those who accepted to participate were assigned to a therapist,
based on time availability. Patients completed both ANS and 0Q.45.2 after each of the first four sessions. No
therapist had access to the results. The procedure of the present study was approved by the Research Ethics

Committee of the Psychology Faculty of Universidad de Buenos Aires.

2.6 | Analytic strategy

To test the hypothesis, we ran hierarchical linear models (HLM; Raudenbush & Bryk, 2002) using R Studio version
4.0.4 (RStudio Team, 2020). HLM allow working with a repeated measures design where observations are nested
within patients and patients are nested within therapists. The between- and within-patient effects of alliance
negotiation on symptom severity were disaggregated. We computed intra-class correlation coefficients (ICC) to get
the percentage of variance in the outcome variable (OQ 45.2) explained by patients (Raudenbush & Bryk, 2002),
which yielded a result of 83%. Although testing for therapist effects was not the aim of the present study, we also
tested whether it accounted for variability in the outcome variable (OQ 45.2). By running an unconditional model
with no predictors, we computed the ICC to get the percentage of variance explained by the therapist. Being less
than 1%, we discarded a three-level conditional model (Westra et al., 2016). Instead, a two-level conditional model
was run with ANS scores as the predictor variable of symptom severity (Level 1: within-patient effect of the alliance
negotiation; Level 2: between-patient effect of the alliance negotiation). Next, we ran a two-level model including
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time as the only predictor (level 1). This model allowed to estimate symptom severity rate of change within sessions,
along with its levels at the end of session 1.

A hybrid two-level HLM was also run, with OQ.45.2 scores as the dependent variable, disaggregating between-
and within-patient effects of alliance negotiation on symptom severity (Falkenstrém et al., 2017). In this model, two
predictors of 0Q.45.2 were included: (i) average level of alliance negotiation during the first four sessions (level-2
predictor; between-patient effect) and (ii) the degree of deviation of the alliance negotiation scores in each session
from each patient's individual mean (level-1 predictor; within-patient effect). Between-patient effects estimate the
general association of the alliance negotiation with symptom severity (i.e., if patients with greater levels of alliance
negotiation tend to exhibit higher/lower symptom severity). Within-patient effects reflect the impact of variations
in alliance negotiation throughout the sessions on symptom severity.

There is an ongoing debate about how to deal with time effects on outcome variables in these types of models
(Falkenstrém et al., 2017). Some authors recommend taking into account the time effect by adding it into the model as a
covariate (a technique named “detrending”; Curran & Bauer, 2011). Others consider it a conservative strategy that
threatens the scope of inferences; within-patient effects occur as time goes by (Wang & Maxwell, 2015). We followed
Falkenstrém et al. (2017) middle-way recommendation by running two conditional models with and without controlling
for time effects. If the effects remained significant when adding time effects, stronger causal inferences could be made
(Falkenstrém et al., 2017). Finally, a hybrid two-level conditional model including interactive within- and between patient
effects on symptom severity was run to test hypothesis three. In the same model, general level of alliance negotiation
(level 2 predictor) was included as a predictor of the within-patient effect (level 1 predictor). As with the models ran for

hypothesis one and two, we estimated the effects with and without controlling for time effects.

3 | RESULTS

3.1 | Sample descriptives

In Table 1, we present the descriptive statistics of the main variables of the study at baseline. We also present
Pearson's r Correlation between ANS and 0Q.45.2.

3.2 | Preliminary analyses

The results of the main models conducted in the present study are summarized in Table 2 and Table 3. Next, we

present the results of each model in detail.

TABLE 1 Mean, standard deviation, and pearson's r correlation between the targeted variables.

Pearson's r correlation

Variables M SD ANS 0Q.45.2
ANS

Total score 5.69 0.70 - -0.12
0Q.45.2

Total score 1.70° 0.47 -0.12 -

Abbreviations: ANS, Alliance Negotiation Scale; 0Q.45.2, Outcome Questionnaire 45.2; SD, standard deviation.

“The total average score (in its original range) for the OQ.45 was 63.28 (SD = 35.35). The average for the first session was
73,37 (SD = 24.53); second session 65.83 (SD = 30.03); third session 59.33 (SD = 34.72); and fourth session 53.74

(SD = 36.47).
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TABLE 2 Results of the unconditional model, and time-as-only predictor model.

0Q.45 levels ANS Effect (within-patient) 0Q.45 change session to session
Fixed Effects Coefficient SE Coefficient SE Coefficient SE
Two-level unconditional model
Intercept 1.63** 0.05
Time-as-only preditor model
Intercept 1.70* 0.05 -0.06** 0.01
Model comparison x2(3) = 59.47, p < 0.001

Note: both time-as-only predictor model and the conditional models were with the unconditional two-level model.
Abbreviations: ANS, Alliance Negotiation Scale; SE, standard errors.
**p <0.001.

3.3 | Unconditional model

The results of the two-level unconditional model showed an average symptom severity of 1.63 at the end of session
4 (Boo=1.63, EE=0.05, 95% confidence interval [Cl] [1.53-1.73], t(95) =32.1, p < 0.001). When including time
(defined as session number) as the only predictor of symptom severity, the model showed a significant effect
(B100 = -0.06, EE =0.01, 95% CI [-0.08 to -0.04], t(81) = -4.51, p < 0.001). This means that on average, symptom
severity decreased by 0.06 units each session. Also, including time as a predictor significantly improved the model
fit, x3(3) = 59.47, p = 0.001.

3.4 | Conditional model
3.4.1 | Between-patient effect

Compared with the unconditional model, the results of the hybrid model that included alliance negotiation as the
only-predictor improved the model fit, x3(2) = 18.62, p < 0.001. We found a significant between-patient effect of
alliance negotiation on symptom severity during the first four sessions, (yo; = -0.23, SE =0.08, 95% Cl [-0.38 to
-0.07], t(96) = -2.8, p < 0.001). A one-unit greater alliance negotiation level was associated with 0.23 units lower

symptom severity during the first four sessions of therapy.

3.4.2 | Within-patient effect

The hybrid model indicated a significant within-patient effect of alliance negotiation on symptom severity,
(y10=-0.10, SE=0.03, 95% Cl [-0.15 to -0.03], t(234)=-3.4, p<0.001). A one-unit fluctuation of alliance
negotiation from the individual patient's mean was associated with 0.10 units less in symptom severity for that
same session.

When running the same model but controlling for time effects (detrending), both the between-patient,
(Yo1 =-0.23, SE=0.08, 95% CI [-0.38 to -0.07], t(96)=-2.9, p <0.001) and within-patient-effects, (y10=-0.07,
SE=0.04, 95% Cl [-0.12 to -0.01], t(68) = -2.02, p < 0.01) remained significant.
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TABLE 3 Results of the condition model, and interactive model.

0Q.45 levels ANS effect (within-patient)

Fixed effects Coefficient SE Coefficient SE
Two-level conditional model

Intercept 1.63** 0.05 -0.10** 0.03

ANS effect (between-patient) -0.23** 0.08
Model comparison ¥2(2) = 18.62, p < 0.001
Interactive between- and within-patient effects

Intercept 1.63** 0.05 -0.13** 0.04

ANS effect (between-patient) -0.23** 0.08 -0.03 0.06
Model comparison x%(1)=0.22, p=0.64

Note: Both time-as-only predictor model and the conditional models were with the unconditional two-level model.
Abbreviations: ANS, Alliance Negotiation Scale; SE, standard errors.
**p <0.001.

3.5 | Cross-level interaction between- and within-patients

The results of the interactive model showed no significant effect of the general levels of the alliance negotiation
(between-patient) on the within-patient effect, (y,1=-0.03, SE=0.06, 95% Cl [-0.16 to 0.10], t(96)=
-0.47, p=0.64).

We also performed a post-hoc power analysis using the software simr in R. The models showed an appropriate
power to estimate alliance negotiation effects on clinical severity between-patient effects (1- = 0.05) and within-
patient effects (1-8 =0.05). However, the power analysis showed a very low power to detect interactive effects
(1-8=0.05).

4 | DISCUSSION

The aim of the present study was to analyze the effect of alliance negotiation on early treatment outcome and to
disaggregate its between- and within-patient effects. In fact, results showed significant between- and within-
patient effects of alliance negotiation on symptom severity, but no interaction of the between- and within-patient
effects.

In line with our first hypothesis, ANS showed a significant between-patient effect on symptom severity; those
patients who exhibited higher alliance negotiation levels, also presented lower levels of symptom severity. This is
consistent with the only previous study that demonstrated the predictive power of alliance negotiation on symptom
severity (Doran et al., 2016). Together, these findings underscore the importance of creating a therapeutic space
where interpersonal problems and ruptures in the alliance can manifest during treatment. This can be related with
therapist's responsiveness, which is defined as therapists' interventions in response to patient's characteristics
(Stiles et al., 1998). Furthermore, responsiveness reflects the therapists' ability to make changes to be attuned to
their clients' needs. For example, after a rupture, therapists can change certain interventions or the way they deliver
them, making the patient feel understood and listened to, improving their relationship. Whenever disagreements
between patients and therapists appear, a process of alliance negotiation can emerge so that a readjustment of the
therapy goals and tasks can take place and resolution processes can flourish. However, therapists' detection of

ruptures and its consecutive resolution (or not) are associated with their training, and personal characteristics such

35UBD17 SUOWIWID SAIERID 3|ed!|dde ay3 Ag pausenof afe sajoie YO ‘3sn JO Sa|nJ Joj Ariq T 8UIUO AS|IM UO (SUONIPUOD-pUE-SWLS)WOY S| 1M ARelq 1 pUIUO//:SdNY) SUONIPUCD pue sWwie 1 U1 88S *[£202/20/c2] Uo A%eiqiauluo AS|IM ‘uleg BIsAIUN A 861E2'd[01/Z00T OT/10p/W0d A 1M ARelg1pul|uO//Sdny Wo.j popeo|umod ‘0 ‘6.9t.60T



MANUBENS ET AL. 9
WI LEYJ—

as empathy and attachment style (Talbot et al., 2019) and this can have direct consequences for treatment outcome
(e.g., Chen et al., 2016)

Some authors suggest that alliance negotiation processes constitute a mechanism of change itself (e.g., Muran
& Safran, 2017). It is further likely that certain patient characteristics enhance the alliance negotiation process. For
example, Gémez Penedo et al. (2019) found that more severe interpersonal problems were associated with poorer
early alliance and symptom severity. Dinger et al. (2013) also observed that interpersonal problems associated with
communion predicted slower symptomatic improvement. In this line, a patient who shows hostile-dominant
behavior could pose a greater deal of difficulties to navigate the ebbs and flows of the therapeutic alliance on the
therapist (e.g., difficulties establishing therapeutic goals and complains about the therapeutic process).

Regarding the second hypothesis, results showed that positive variations on evolution of the alliance along the
first four sessions significantly predicted an improvement in clinical severity. The HLM methodology allowed to
catch the dynamic nature of alliance negotiation and results reinforced its relevance as a mechanism of change.
From a clinical point of view, the results showed that alliance negotiation is a meaningful factor for therapy
outcome and that therapists may benefit from monitoring alliance negotiation during the early stages of treatment
(Eubanks et al., 2018). It is recommendable to be attentive to variations in alliance negotiation levels between
sessions, given it is not a stable variable and is associated with important gains for the patient. Also, it may be
important for therapist training to strengthen those characteristics associated with alliance negotiation ability, such
as empathy and cognitive flexibility (Constantino et al., 2017). Focusing on those therapist characteristics may
stimulate an openness to have difficult conversations with the patient during treatment.

As for our third hypothesis, the results did not show a significant effect of general levels of the alliance on the
within-patient effect. Those patients who exhibited higher mean levels of alliance negotiation throughout the four
sessions did not have a different effect of variations in alliance negotiation on symptom severity. This further
highlights the importance of working on the alliance negotiation session by session, regardless of the average level
across treatment.

The present study has several limitations. First, results cannot be generalized to the whole psychotherapy
process, given that the variables were measured only in the first four sessions. Second, given both ANS and
0Q.45.2 were patient self-report measures, the results are not exempt of the “halo effect,” a cognitive bias where
positive impressions of one person in one area positively correlate with impressions of the same person in another
area (Nisbett & Wilson, 1977). In this case, it would be probable that good impressions of the patient about the
therapeutic relationship would correlate with their perceived outcome severity, leading to exaggerated relations
between the alliance and outcome (Safran et al., 2009). Furthermore, patients completed the measures at the end of
the session instead of the beginning due to lack of infrastructure in their therapists' offices. Due to this, patients'
subjective assessment of their well-being could be tangled up with how they felt during (and after) the session,
which in turn, could affect their assessment of alliance negotiation. Third, even though HLM analysis allows to
establish a stronger relationship between variables, we cannot dismiss other variables that might influence our
results such as diagnosis or interpersonal problems. Fourth, given the nature of the clinic where the study take
place, a high rate of drop out is expected. This also happen with the sample used in our study, which could also have
impacted our results. Finally, regarding interactive effects, the results may be restricted due to a statistical power
problem. The post-hoc power analysis we ran showed a very low power to detect interactive effects, due to this,
the finding of no significant results should be considered with caution.

Future investigations may use a larger sample that augments statistical power to identify potential interactive
effects. Future studies are needed in alliance negotiation. For example, an analysis of alliance negotiation and
symptom severity related to patient diagnoses. Despite the alliance negotiation being considered a consistent
predictor of outcome at the end of treatment, new studies that cover the entire psychotherapy process are needed.

This study has presented preliminary evidence for the importance of early alliance negotiation on early
treatment outcome. To our knowledge, this is the first study that addresses both between- and within patient

effects of early alliance negotiation on symptom severity using HLM for analyses. This disaggregation allows to
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reach a more granular comprehension of alliance negotiation as a key process variable in psychotherapy.
Specifically, two main findings emerge from our study. First, higher overall levels of alliance negotiation in the first
four sessions are associated with lower levels of symptom severity (between-patient effect). Second, in a session
with higher alliance negotiation compared to the average session of this patient, symptom severity was lower than
in the average session (within-patient effect). These results highlight the importance of therapist training in and

monitoring of alliance negotiation.

ACKNOWLEDGEMENT

Funding for this study was provided by Universidad de Buenos Aires: UBACyYT 20020120100052, 2013-2016: “La
percepcién del paciente sobre el cambio en psicoterapia y su relacién con el vinculo terapéutico, las intervenciones
psicoterapéuticas y los resultados del tratamiento [Patient perception of change in psychotherapy and its
relationship to therapeutic bonding, psychotherapeutic interventions, and treatment outcomes]”. The study was
also funded by a 2014 Small Grant from the Society for Psychotherapy Research (SPR): “Relationships among
interpersonal problems, psychotherapy interventions, and early predictors of outcome”.

DATA AVAILABILITY STATEMENT
The data that support the findings of this study are openly available in Data set of Gémez Penedo's Doctoral Project
(2013-2018) at https://osf.io/pb79d/.

PEER REVIEW
The peer review history for this article is available at https://www.webofscience.com/api/gateway/wos/peer-
review/10.1002/jclp.23498.

ORCID

Rocio Tamara Manubens "= http://orcid.org/0000-0002-5582-1047
Anna Babl https://orcid.org/0000-0002-9187-1025

Jennifer Doran http://orcid.org/0000-0003-0921-4999

Andrés Roussos "= http://orcid.org/0000-0002-5138-9664

Nicolds Alalu https://orcid.org/0000-0002-3933-2702

Juan Martin Gémez Penedo http://orcid.org/0000-0001-7304-407X

ENDNOTE

1 To further replicate these findings, we ran a cross lagged panel model (Falkenstrém et al., 2022) with alliance as a
predictor. We found that alliance levels predicted early responses (yooo=-0.11, EE=0.02, 95% CI [0.17-0.25], t
(499) =22, p <0.001).

REFERENCES

Allen, L., McHugh, R. y, & Barlow, D. (2007). Emotional Disorders a Unified Protocol En. In D. Barlow (Ed.), Clinical Handbook
of Psychological Disorders (4ta ed., pp. 578-614). Guilford Press.

American Psychiatric Association. (2013). Diagnostic and statistical manual of mental disorders (5th ed.). American Psychiatric
Press.

Ardito, R. B. & Rabellino, D. (2011). Therapeutic alliance and outcome of psychotherapy: Historical excursus,
measurements, and prospects for research. Frontiers in Psychology, 2(270), 270. https://doi.org/10.3389/fpsyg.
2011.00270

Baier, A. L., Kline, A. C., & Feeny, N. C. (2020). Therapeutic alliance as a mediator of change: A systematic review and
evaluation of research. Clinical Psychology Review, 82, 101921. https://doi.org/10.1016/J.CPR.2020.101921

Bordin, E. S. (1979). The generalizability of the psychoanalytic concept of the working alliance. Psychotherapy: Theory,
Research & Practice, 16, 252-260.

35UBD17 SUOWIWID SAIERID 3|ed!|dde ay3 Ag pausenof afe sajoie YO ‘3sn JO Sa|nJ Joj Ariq T 8UIUO AS|IM UO (SUONIPUOD-pUE-SWLS)WOY S| 1M ARelq 1 pUIUO//:SdNY) SUONIPUCD pue sWwie 1 U1 88S *[£202/20/c2] Uo A%eiqiauluo AS|IM ‘uleg BIsAIUN A 861E2'd[01/Z00T OT/10p/W0d A 1M ARelg1pul|uO//Sdny Wo.j popeo|umod ‘0 ‘6.9t.60T


https://osf.io/pb79d
https://www.webofscience.com/api/gateway/wos/peer-review/10.1002/jclp.23498
https://www.webofscience.com/api/gateway/wos/peer-review/10.1002/jclp.23498
http://orcid.org/0000-0002-5582-1047
https://orcid.org/0000-0002-9187-1025
http://orcid.org/0000-0003-0921-4999
http://orcid.org/0000-0002-5138-9664
https://orcid.org/0000-0002-3933-2702
http://orcid.org/0000-0001-7304-407X
https://doi.org/10.3389/fpsyg.2011.00270
https://doi.org/10.3389/fpsyg.2011.00270
https://doi.org/10.1016/J.CPR.2020.101921

MANUBENS ET AL. 11
WI LEYJ—

Castonguay, L. G., Constantino, M. J., & Holtforth, M. G. (2006). The working alliance: Where are we and where should we
go? Psychotherapy: Theory, Research, Practice, Training, 43, 271-279.

Casullo, M., & Perez, A. (1999/2008). El inventario de sintomas SCL-90-R de L. Derogatis. Facultad de Psicologia,
Universidad de Buenos Aires. http://www.fundacionforo.com/pdfs/inventariodesintomas.pdf

Chen, R., Atzil-Slonim, D., Bar-Kalifa, E., Hasson-Ohayon, |., & Refaeli, E. (2016). Therapists' recognition of alliance ruptures
as a moderator of change in alliance and symptoms. Psychotherapy Research, 28(4), 560-570. https://doi.org/10.
1080/10503307.2016.1227104

Constantino, M. J., Boswell, J. F., Coyne, A. E., Kraus, D. R., & Castonguay, L. G. (2017). Who works for whom and why?
Integrating therapist effects analysis into psychotherapy outcome and process research. In L. G. Castonguay, & C. E.
Hill (Eds.), How and why are some therapists better than others? Understanding therapist effects (pp. 55-68). American
Psychological Association. https://doi.org/10.1037/0000034-004

Coutinho, J., Ribeiro, E., Hill, C., & Safran, J. (2011). Therapists' and clients' experiences of alliance ruptures: A qualitative
study. Psychotherapy Research, 21(5), 525-540. https://doi.org/10.1080/10503307.2011.587469

Curran, P. J. & Bauer, D. J. (2011). The disaggregation of within-person and between-person effects in longitudinal models
of change. Annual Review of Psychology, 62, 583-619. https://doi.org/10.1146/annurev.psych.093008.100356

Derogatis, L. R. (1994). Symptom checklist-90-R: Administration, scoring and procedures manual (3rd ed.). National Computer
Systems.

Dinger, U., Zilcha-Mano, S., Mccarthy, K. S., Barrett, M. S., & Barber, J. P. (2013). Interpersonal problems as predictors of
alliance, symptomatic improvement and premature termination in treatment of depression. Journal of Affective
Disorders, 151, 800-803. https://doi.org/10.1016/j.jad.2013.07.003

Doran, J. M., Safran, J. D., & Muran, J. C. (2016). The alliance negotiation scale: A psychometric investigation. Psychological
Assessment, 28(8), 885-897.

Doran, J. M., Safran, J. D., Waizmann, V., Bolger, K., & Muran, J. C. (2012). The alliance negotiation scale: Psychometric
construction and preliminary reliability and validity analysis. Psychotherapy Research, 22(6), 710-719. https://doi.org/
10.1080/10503307.2012.709326

Eubanks, C. F., Muran, J. C., & Safran, J. D. (2018). Alliance rupture repair: A meta-analysis. Psychotherapy, 55(4), 508-519.
https://doi.org/10.1037/pst0000185

Eubanks-Carter, C., Muran, J. C., & Safran, J. D. (2015). Alliance-focused training. Psychotherapy, 52(2), 169-173. https://
doi.org/10.1037/a0037596

Falkenstrom, F., Finkel, S., Sandell, R., Rubel, J. A., & Holmqvist, R. (2017). Dynamic models of individual change in
psychotherapy process research. Journal of Consulting and Clinical Psychology, 85(6), 537-549. https://doi.org/10.
1037/ccp0000203

Falkenstrém, F., Granstrém, F., & Holmqvist, R. (2014). Working alliance predicts psychotherapy outcome even while
controlling for prior symptom improvement. Psychotherapy Research, 24(2), 146-159. https://doi.org/10.1080/
10503307.2013.847985

Fernandez Alvarez, H., Hirsch, H., Maristany, M., & Torrente, F. (2005). Propiedades psicométricas del OQ-45.2 en la
Argentina: Un estudio piloto [0Q-45.2 psychometric properties in Argentina: A pilot study], In Trabajo presentado en el
Congreso Mundial de Psicoterapias. Buenos Aires.

Fluckiger, C., Del Re, A. C., Wampold, B. E., & Horvath, A. O. (2018). The alliance in adult psychotherapy: A meta-analytic
synthesis. Psychotherapy, 55(4), 316-340. https://doi.org/10.1037/pst0000172

Gbmez Penedo, J. M,, Zilcha-Mano, S., & Roussos, A. (2019). Interpersonal profiles in emotional disorders predict the
importance of alliance negotiation for early treatment outcome. Journal of Consulting and Clinical Psychology, 87(7),
617-628. https://doi.org/10.1037/ccp0000417

Kivlighan, D. M., Jr. & Shaughnessy, P. (2000). Patterns of working alliance development: A typology of client's working
alliance ratings. Journal of Counseling Psychology, 47(3), 362-371. https://doi.org/10.1037/0022-0167.47.3.362

Lambert, M. J., Burlingame, G. M., Umphress, V., Hansen, N. B., Vermeersch, D. A,, Clouse, G. C., & Yanchar, S. C. (1996).
The reliability and validity of the outcome questionnaire. Clinical Psychology & Psychotherapy: An International Journal
of Theory and Practice, 3(4), 249-258.

Larsson, M., Falkenstrém, F., Andersson, G., & Holmqvist, R. (2016). Alliance ruptures and repairs in psychotherapy in
primary care. Psychotherapy Research, 28, 1-14. https://doi.org/10.1080/10503307.2016.1174345

Leibovich, L., Front, O., McCarthy, K. S., & Zilcha-Mano, S. (2020). How do supportive techniques bring about therapeutic
change: The role of therapeutic alliance as a potential mediator. Psychotherapy, 57(2), 151-159. https://doi.org/10.
1037/pst0000253

Muran, J. C. & Safran, J. D. (2017). Therapeutic alliance ruptures. Sage Encyclopedia of Abnormal & Clinical Psychology. Sage
Publications.

Nisbett, R. E. & Wilson, T. D. (1977). The halo effect: Evidence for unconscious alteration of judgments. Journal of
Personality and Social Psychology, 35(4), 250-256.

35UBD17 SUOWIWID SAIERID 3|ed!|dde ay3 Ag pausenof afe sajoie YO ‘3sn JO Sa|nJ Joj Ariq T 8UIUO AS|IM UO (SUONIPUOD-pUE-SWLS)WOY S| 1M ARelq 1 pUIUO//:SdNY) SUONIPUCD pue sWwie 1 U1 88S *[£202/20/c2] Uo A%eiqiauluo AS|IM ‘uleg BIsAIUN A 861E2'd[01/Z00T OT/10p/W0d A 1M ARelg1pul|uO//Sdny Wo.j popeo|umod ‘0 ‘6.9t.60T


http://www.fundacionforo.com/pdfs/inventariodesintomas.pdf
https://doi.org/10.1080/10503307.2016.1227104
https://doi.org/10.1080/10503307.2016.1227104
https://doi.org/10.1037/0000034-004
https://doi.org/10.1080/10503307.2011.587469
https://doi.org/10.1146/annurev.psych.093008.100356
https://doi.org/10.1016/j.jad.2013.07.003
https://doi.org/10.1080/10503307.2012.709326
https://doi.org/10.1080/10503307.2012.709326
https://doi.org/10.1037/pst0000185
https://doi.org/10.1037/a0037596
https://doi.org/10.1037/a0037596
https://doi.org/10.1037/ccp0000203
https://doi.org/10.1037/ccp0000203
https://doi.org/10.1080/10503307.2013.847985
https://doi.org/10.1080/10503307.2013.847985
https://doi.org/10.1037/pst0000172
https://doi.org/10.1037/ccp0000417
https://doi.org/10.1037/0022-0167.47.3.362
https://doi.org/10.1080/10503307.2016.1174345
https://doi.org/10.1037/pst0000253
https://doi.org/10.1037/pst0000253

12 MANUBENS ET AL.
—LWI LEY

Raudenbush, S. W. & Bryk, A. S. (2002). Hierarchical linear models: Applications and data analysis methods (Vol. 1). sage.

Del Re, A. C., Fliickiger, C., Horvath, A. O., & Wampold, B. E. (2021). Examining therapist effects in the alliance-outcome
relationship: A multilevel meta-analysis. Journal of Consulting and Clinical Psychology, 89(5), 371-378. https://doi.org/
10.1037/ccp0000637

de Roten, Y., Fischer, M., Drapeau, M., Beretta, V., Kramer, U., Favre, N., & Despland, J.-N. (2004). Is one assessment
enough? Patterns of helping alliance development and outcome. Clinical psychology & psychotherapy, 11(5), 324-331.
https://doi.org/10.1002/cpp.420

RStudio Team (2020). RStudio: Integrated Development for R. RStudio, PBC, Boston, MA. http://www.rstudio.com/.

Rubel, J. A., Zilcha-Mano, S., Feils-Klaus, V., & Lutz, W. (2018). Session-to-session effects of alliance ruptures in outpatient
CBT: Within- and between-patient associations. Journal of Consulting and Clinical Psychology, 86(4), 354-366. https://
doi.org/10.1037/ccp0000286

Safran, J. D. & Kraus, J. (2014). Alliance ruptures, impasses, and enactments: A relational perspective. Psychotherapy, 51(3),
381-387. https://doi.org/10.1037/a0036815

Safran, J. D. & Muran, J. C. (2006). Has the concept of the therapeutic alliance outlived its usefulness. Psychotherapy:
Theory, research, practice, training, 43(3), 286-291. https://doi.org/10.1037/0033-3204.43.3.286

Safran, J. D., Muran, J. C., & Proskurov, B. (2009). Alliance, negotiation, and rupture resolution. In R. Levy, & J. S. Ablon
(Eds.), Handbook of evidence-based psychodynamic psychotherapy: Bridging the gap between science and practice (pp.
221-226). Springer.

Safran, J., Muran, J. C., Samstag, L., & Stevens, C. (2002). Repairing alliance ruptures. In J. C. Norcross (Ed.), Psychotherapy
Relations that Work: Therapist contributions and responsiveness to patients (pp. 235-254). Oxford University Press.

De Shazer, S. & Berg, I. K. (1997). ‘What works?' Remarks on research aspects of solution-focused brief therapy. Journal of
Family therapy, 19(2), 121-124. https://doi.org/10.1111/1467-6427.00043

De Shazer, S., Berg, |. K., Lipchik, E., Nunnally, E., Molnar, A., Gingerich, W., & Weiner-Davis, M. (1986). Brief therapy:
Focused solution development. Family Process, 25(2), 207-221.

Solution-Focused Brief Therapy Research Committee (2007). Solution focused therapy treatment manual for working with
individuals research committee of the solution focused brief therapy association. Obtenido el 25 de Mayo de 2015, de
la pagina de la Solution-Focused Brief Therapy Association: http://www.sfbta.org/Research.pdf.

Stiles, W. B., Glick, M. J., Osatuke, K., Hardy, G. E., Shapiro, D. A., Agnew-Davies, R., Rees, A., & Barkham, M. (2004).
Patterns of alliance development and the Rupture-Repair hypothesis: Are productive relationships U-Shaped or V-
Shaped? Journal of Counseling Psychology, 51(1), 81-92. https://doi.org/10.1037/0022-0167.51.1.81

Stiles, W. B., Honos-Webb, L., & Surko, M. (1998). Responsiveness in psychotherapy. Clinical Psychology: Science and
Practice, 5(4), 439-458. https://doi.org/10.1111/).1468-2850.1998.TB00166.X

Talbot, C., Ostiguy-Pion, R., Painchaud, E., Lafrance, C., & Descéteaux, J. (2019). Detecting alliance ruptures: The effects of
the therapist's experience, attachment, empathy and countertransference management skills. Research in
psychotherapy (Milano), 22(1), 325. https://doi.org/10.4081/ripppo.2019.325

Wachtel, P. L. (2008). Relational theory and the practice of psychotherapy. Guilford Press.

Waizmann, V., Doran, J., Bolger, K., Penedo, J. M. G,, Safran, J., & Roussos, A. (2015). Escala de negociacion de alianza
terapéutica (ANS-A): Evidencias de su validez y confiabilidad. Revista Argentina de Clinica Psicolégica, 24(3), 243-254.

Wang, L. & Maxwell, S. E. (2015). On disaggregating between-person and within-person effects with longitudinal data using
multilevel models. Psychological Methods, 20(1), 63-83. https://doi.org/10.1037/met0000030

Westra, H. A, Constantino, M. J., & Antony, M. M. (2016). Integrating motivational interviewing with cognitive-behavioral
therapy for severe generalized anxiety disorder: An allegiance-controlled randomized clinical trial. Journal of Consulting
and Clinical Psychology, 84(9), 768-782. https://doi.org/10.1037/ccp0000098

Zilcha-Mano, S. & Errazuriz, P. (2017). Early development of mechanisms of change as a predictor of subsequent change
and treatment outcome: The case of working alliance. Journal of Consulting and Clinical Psychology, 85(5), 508-520.
https://doi.org/10.1037/ccp0000192

How to cite this article: Manubens, R. T., Babl, A., Doran, J., Roussos, A., Alalu, N., & Gémez Penedo, J. M.
(2023). Alliance negotiation as a predictor of early treatment outcome. Journal of Clinical Psychology, 1-12.
https://doi.org/10.1002/jclp.23498

35UBD17 SUOWIWID SAIERID 3|ed!|dde ay3 Ag pausenof afe sajoie YO ‘3sn JO Sa|nJ Joj Ariq T 8UIUO AS|IM UO (SUONIPUOD-pUE-SWLS)WOY S| 1M ARelq 1 pUIUO//:SdNY) SUONIPUCD pue sWwie 1 U1 88S *[£202/20/c2] Uo A%eiqiauluo AS|IM ‘uleg BIsAIUN A 861E2'd[01/Z00T OT/10p/W0d A 1M ARelg1pul|uO//Sdny Wo.j popeo|umod ‘0 ‘6.9t.60T


https://doi.org/10.1037/ccp0000637
https://doi.org/10.1037/ccp0000637
https://doi.org/10.1002/cpp.420
http://www.rstudio.com/
https://doi.org/10.1037/ccp0000286
https://doi.org/10.1037/ccp0000286
https://doi.org/10.1037/a0036815
https://doi.org/10.1037/0033-3204.43.3.286
https://doi.org/10.1111/1467-6427.00043
http://www.sfbta.org/Research.pdf
https://doi.org/10.1037/0022-0167.51.1.81
https://doi.org/10.1111/J.1468-2850.1998.TB00166.X
https://doi.org/10.4081/ripppo.2019.325
https://doi.org/10.1037/met0000030
https://doi.org/10.1037/ccp0000098
https://doi.org/10.1037/ccp0000192
https://doi.org/10.1002/jclp.23498

	Alliance negotiation as a predictor of early treatment outcome
	1 INTRODUCTION
	2 METHOD
	2.1 Participants
	2.2 Therapists
	2.3 Treatment
	2.4 Measures
	2.4.1 Alliance Negotiation Scale (ANS)
	2.4.2 Outcome Questionnaire 45.2 (OQ 45.2)

	2.5 Procedure
	2.6 Analytic strategy

	3 RESULTS
	3.1 Sample descriptives
	3.2 Preliminary analyses
	3.3 Unconditional model
	3.4 Conditional model
	3.4.1 Between-patient effect
	3.4.2 Within-patient effect

	3.5 Cross-level interaction between- and within-patients

	4 DISCUSSION
	ACKNOWLEDGEMENT
	DATA AVAILABILITY STATEMENT
	PEER REVIEW
	ORCID
	ENDNOTE
	REFERENCES




