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Abstract

The most frequently examined aspect of the therapeutic relationship is the working

alliance, which reflects the conscious collaborative bond, and agreement on task and

goal. In addition to the established importance of the working alliance, the therapists'

attunement and responsiveness might reflect another important aspect of the thera-

peutic relationship that can be considered in relation to session-by-session progress

over treatments. Emerging research suggests that the quality of the working alliance

not only differs between patients but also within patients over time. However, little

is known about the quality of the therapeutic relationship between and within

patients in relation to progress in psychotherapy. We examined fluctuations of the

working alliance measure (WAI) and the newly developed measure of the Patients'

Experiences of Attunement and Responsiveness (PEAR) during treatment in a natu-

ralistic sample of patients in an outpatient psychotherapy clinic. Multilevel modelling

was used to examine the respective contribution of these measures to subsequent

improvement in psychological functioning longitudinally. Results suggest that the

within-patient effect, instead of between-patient effect, was significant for WAI (and

did not reach significance for PEAR), indicating that the fluctuation of WAI was pre-

dictive of psychological functioning in the subsequent month. Based on these find-

ings, therapists and their patients might benefit from regular tracking of the patient-

reported working alliance. The findings underscore the importance of the alliance,

specifically at the within-patient level. It also highlights the challenge for research to

tap into other aspects of the therapeutic relationship that can help explain progress

in therapy. Given the breadth and accessibility of the working alliance construct,

more work is needed for researchers to examine the construct of attunement and

responsiveness.
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1 | INTRODUCTION

The therapeutic relationship, broadly referring to the interpersonal

relationship between the patient and therapist, is the most investi-

gated and robust predictor of treatment outcome in the psychother-

apy literature to date. The vast amount of research on the therapeutic

relationship focuses on assessments of one specific aspect of the

therapeutic relationship: the working alliance. Bordin (1979)'s pan the-

oretical definition of the working alliance as being composed of the

emotional bond between patient and therapist, agreement on tasks

and agreement on goals is widely accepted. Although the concept of

the working alliance originated in the psychoanalytic literature, the

centrality of the therapeutic relationship has origins in the humanistic

and cognitive-behavioural traditions as well (Doran, 2016).

This recognition of the role of the working alliance is supported

by empirical findings, in that the strength of the working alliance dem-

onstrates a modest but consistent impact on psychotherapy outcome

(Fluckiger et al., 2012). This has been shown to be the case even when

temporal precedence between alliance and symptoms is taken into

account (Falkenström et al., 2013; Zilcha-Mano, Dinger, et al., 2014;

Zilcha-Mano & Errázuriz, 2015). Recently, a meta-analysis of

295 empirical studies reported an average association (r = .278)

between the quality of the working alliance during psychotherapy and

the outcomes of a wide range of therapies (Flückiger et al., 2018).

The working alliance is most commonly assessed with the

patient-reported working alliance inventory (WAI; Horvath &

Greenberg, 1986, 1989) and its short form (WAI-S; Tracey &

Kokotovic, 1989). The working alliance, as measured with the WAI,

has been shown to be an essential ingredient in producing therapeutic

change in treatment across modalities (Horvath & Greenberg, 1986;

Lambert & Barley, 2001; Norcross & Lambert, 2011), with session-to-

session working alliance changes predicting subsequent session-to-

session symptom changes (Crits-Christoph et al., 2011).

Although the terms ‘therapeutic relationship’ and ‘working alli-

ance’ are sometimes used interchangeably, the construct of the work-

ing alliance only captures one aspect of the therapeutic relationship.

Other interrelated components of the therapeutic relationship include,

for example, the real relationship (genuine, real person-to-person

human connection outside the professional roles of patient and thera-

pist) and the (counter)transference configuration (i.e., the patient's

relationship expectations and the therapist's triggered responses to a

patient) (e.g., the tripartite model, Gelso, 2014; Zilcha-Mano, Dinger,

et al., 2014).

Another interrelated component of the therapeutic relationship

that has gained research attention across a wide range of treatment

modalities in recent years is attunement and responsiveness. Thera-

pists' attunement, defined as the therapist's interpersonal ability to

achieve optimal benefit for the patient by adjusting their responses to

the current state of the patient and the interaction in that moment

(Hatcher, 2015; Stiles, 2009; Stiles et al., 1998; Stiles &

Horvath, 2017), is ubiquitous and an essential element of successful

psychotherapy. Therapists' attunement and responsiveness to the

patient is thought to create a sense of psychological safety,

resembling a secure relationship with a good-enough mother involving

a sequence of (mis)attunement and empathic coordination (Beebe &

Lachmann, 2002). Within the therapeutic relationship, this attune-

ment allows for a reparative emotional experience (Alexander &

French, 1980) that permits the patient to recall and endure previously

warded off painful memories and experiences thereby allowing for

fuller understanding of these events as well as the opportunity to

work through them (Silberschatz, 2005; Weiss, 1993). If a therapist

can be ‘appropriately responsive’ or even ‘optimally responsive’
(Bacal, 1985), this implies that there might also be moments where

the therapists' level of responsiveness is inappropriate. Indeed, like

the working alliance, assessments of the level of attunement and

responsiveness might be most informative when it is lacking. Mis-

attunement, failing to be attuned to the other's needs, has long been

shown to have detrimental effects (Mesman et al., 2009) and is expe-

rienced by patients as hindering their psychotherapy progress

(Castonguay et al., 2010). Just like in infant–parent interactions, ther-

apy sessions reflect a constant rupture and repair process of (non) ver-

bal interactions to ensure that the patient feels heard and seen as

best as possible (Gazzillo, De Luca, et al., 2019). Notably, according to

the transtheoretical rupture-repair model described by Safran and

Muran, it is not so much the frequency or presence of a rupture per

se but the identification and repair of these ruptures that function as

an important change process related to better treatment outcome

(Eubanks et al., 2021; Safran et al., 2011).

Different treatment approaches may work differently to facilitate

and support patients' goals in psychotherapy (e.g., Bacal, 1985; Boritz

et al., 2021; Elkin et al., 2014; Håvås et al., 2015). Although attunement

and responsiveness is sometimes seen as a common factor across theo-

retical orientations (Eubanks et al., 2021), its role in therapy differs

across approaches. In Cognitive Behavioural Therapy, for example, the

therapist's ‘responsiveness’ is considered a ‘common factor’ in

psychotherapy—an important part of creating a trusting and collabora-

tive therapeutic relationship. Within the framework of Cognitive Behav-

ioural Therapy, therapist responsiveness thus models healthy, value-

driven relational behaviour and provides the patient a new corrective

emotional experience, which updates unhelpful beliefs and serves as a

natural reinforcer for the patient's new behaviour (Constantino &

Westra, 2012). As such, it is considered an essential condition for help-

ing the patient take risks and develop new behaviours both within the

session and outside in the patient's life (Coyne et al., 2021).

Thus, attunement and responsiveness might reflect a relevant

complementary aspect of the therapeutic relationship, potentially

Key practitioner message

The findings affirm the construct (and measure) of the work-

ing alliance, when considered per individual patient, as sig-

nificant for progress. Therapists and their patients might

benefit from regular tracking of the patient-reported work-

ing alliance.
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salient for patients' progress in treatment. Whereas the working alli-

ance represents a collaborative relationship in which the therapist is

liked by the patient with both in full agreement with each other, the

construct of attunement and responsiveness more clearly reflects the

responsibility of the therapist. It is the therapists' task to understand

the patients' needs in the moment and to continuously negotiate with

and adapt to the individual patient.

1.1 | The therapeutic relationship within the
framework of control mastery theory (CMT)

CMT (Sampson, 1992; Silberschatz, 2005; Weiss, 1993) offers a way

of understanding the patients' experience of the therapeutic relation-

ship, including the working alliance and therapists' attunement and

responsiveness. This contemporary relational theory of psychopathol-

ogy and psychotherapy explicitly focuses on patients' sense of safety

for therapeutic progress, patients' agency to master their problems

and their active participation in testing their pathogenic beliefs in the

relationship with the therapist.

More specifically, CMT can be described as an integrated

cognitive-relational psychodynamic theory that provides a framework

for considering the unique ways individual patients work in psycho-

therapy and can be applied to help therapists understand how to best

help their patients. CMT anchors the concept of the therapeutic rela-

tionship to the ‘patient's plan formulation’, which may be used by

therapists as a ‘compass’ and as a guide for optimizing the working

alliance and therapeutic responsiveness (Silberschatz, 2021). A

patient-specific plan formulation includes several elements, including

a description of the patient's adaptive goals, traumatic events that

gave rise to emotion-laden pathogenic beliefs (i.e., maladaptive

emotion-laden internalized cognitions that are specific to the individ-

ual) that impede goal attainment and ways in which the patient may

test the therapist to disconfirm these pathogenic beliefs

(Silberschatz, 2005). Therapists who understand the patient's case-

specific plan are more likely to react in a manner that is responsive,

appropriate or ‘right’ for the particular patient (Silberschatz, 2017).

According to CMT, individuals are motivated to master their

problems and actively ‘test’ the validity of their pathogenic beliefs in

relation to the therapist, in the hope that the therapist will act in ways

that disconfirm their pathogenic beliefs (Weiss, 1993). Therapist inter-

ventions or attitudes are considered responsive to the extent that

they are in accord with the patient's plan—that is, support the

patient's conscious and unconscious goals and disconfirm pathogenic

beliefs (Gazzillo, Genova, et al., 2019; Silberschatz, 2021).

Patients discern the therapist's attitudes and responses (‘treat-
ment by attitude’; Sampson, 2005) as either supportive of (i.e., safe

and pro-plan) or in opposition to the work that the patient is

attempting to do (i.e., unsafe and anti-plan). The degree to which the

therapist ‘passes’ a patient's tests holds great significance for thera-

peutic progress and enhanced treatment outcomes (for reviews, see

Curtis & Silberschatz, 2005; Silberschatz, 2005, 2010). Notably,

according to CMT, therapists might be more likely to ‘pass a test’ if

they are attuned and responsive to the patient's unique needs and to

the patients' (direct or implicit) guidance in what would be most help-

ful to them at this moment in time. In other words, a patient may

‘coach’ the therapist by communicating important information about

the kinds of attitudes and responses that will be most useful to them

(Bugas & Silberschatz, 2000; Sampson, 2005). A case-specific formula-

tion, in turn, is the product of reciprocal responsiveness between the

patient and therapist. That is, while the therapist is attempting to for-

mulate the patient's goals for therapy and what is inhibiting their pur-

suit or attainment, the patient is trying to discern how best to work

with the therapist—that is, how to respond to the therapist in a man-

ner that will convey the patient's goals and conflicts, as well as what

the therapist can do to help the patient with these issues.

1.2 | The therapeutic relationship as predictor of
psychotherapy change

When investigating the potential of the contribution of the therapeu-

tic relationship to subsequent improvement in psychological function-

ing, it is important to disentangle between patients' general

therapeutic experiences and their specific fluctuations of these expe-

riences during treatment (Falkenström et al., 2016; Strunk et al., 2010;

Zilcha-Mano, 2017; Zilcha-Mano et al., 2016). By doing so, one may

better understand whether generally experiencing a strong therapeu-

tic relationship, relative to other patients, is important to symptomatic

change or whether the patients' specific fluctuations in therapeutic

relationship variables, relative to their own general experiences, may

lead to this change in symptoms.

Indeed, several previous studies have distinguished the within—

vs. between—person associations between the working alliance and

outcomes (Falkenström et al., 2016; Xu & Tracey, 2015; Zilcha-

Mano, 2017; Zilcha-Mano et al., 2016). Regarding the between-

patient analyses, numerous studies indicated strong between-patient

associations for alliance and symptoms, such that for patients who

reported higher alliance compared with the average level of the sam-

ple, those patients also tended to report lower symptoms compared

with the average level of the sample.

Results for within-patient associations between alliance and

symptoms have been mixed. Some early studies indicated non-

significant results or suggested that symptom decreases predicted

higher alliance in these same treatments subsequently (e.g., Strunk

et al., 2010). Others reported reciprocal relationships between the

working alliance and symptoms (Flückiger et al., 2020; Xu &

Tracey, 2015) or found that the working alliance contributed to subse-

quent symptom reduction (Falkenström et al., 2016; Zilcha-

Mano, 2017). As with research on the working alliance, disentangling

between-patient and within-patient impacts may also be crucial in

understanding the role of attunement in therapeutic changes. Thera-

peutic attunement may be particularly relevant when it refers to the

level of in-the-moment responsiveness, which often fluctuates over

time. Therefore, understanding how fluctuations in therapeutic rela-

tionship variables are related to symptom changes may be informative
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in understanding the contribution of these aspects of the therapeutic

relationship to the therapeutic process.

1.3 | Aims

In this study, we aimed to explore the effect of between-patient and

within-patient differences in the patient-reported quality of the thera-

peutic relationship on treatment progress in treatments conducted in

an outpatient psychotherapy setting. More specifically, we aimed to

examine two aspects of the therapeutic relationship in these treat-

ments: The commonly assessed quality of the working alliance and

the patients' perceived attunement of the therapist, a construct that is

less commonly assessed but particularly relevant to CMT.

Our research questions were twofold: (1) Do patients' levels of

reported working alliance post-session predict patients' psychological

functioning throughout the course of individual psychotherapy?

(2) Do patients' levels of experienced attunement and responsiveness

post-session predict patients' psychological functioning throughout

the course of individual psychotherapy? Using a longitudinal mixed

model for each measure separately, we aimed to test whether fluctua-

tions in either working alliance or attunement (within-patient session

scores relative to their mean scores) might be a stronger predictor of

outcome 1 month later, compared with patients' ‘general level’ of

working alliance or attunement (between-patient mean scores), con-

trolling for psychological functioning at the previous assessment.

In line with previous studies on the relationship between the

working alliance and treatment outcome, we expected that in our

sample of individual psychotherapies, the patient-reported working

alliance in a given session would predict the patients' reported func-

tioning 1 month later, after controlling for previous symptoms. When

disentangling patients' general experience and specific fluctuations of

the working alliance, we expected specific fluctuations in levels of

working alliance to be most predictive of change in psychological

functioning 1 month later.

Based on the previous preliminary study of 38 patient-therapist

dyads that showed that attunement was significantly related with the

patients' psychological functioning at the concurrent session

(Snyder & Silberschatz, 2017), and CMT's emphasis on in-the-moment

responsiveness that fluctuates over time, we expected the patients'

perceived attunement of the therapist to follow a similar predictive

pattern.

2 | METHODS

2.1 | Treatment clinic

All participating patients in this study received therapy at an American

psychotherapy training clinic specializing in individual psychotherapy

and in the application of CMT to understand and guide treatment.

This training clinic provides outpatient psychotherapy services to indi-

viduals with a range of psychological difficulties, including depression,

anxiety and interpersonal problems, and is not restricted by patients'

psychiatric diagnosis or level of functioning. Typical of the routines in

the training clinic, patients were assigned to therapists on the basis of

clinician availability, size of caseload and various other practical con-

siderations. In line with CMT, comprehensive case formulations,

rather than diagnosis, were used to guide patients' treatment. The

length of treatment was open-ended and determined on a case-by-

case basis by the patient and the therapist. Treatments had a modal

length of 1 year, one session per week.

2.2 | Procedures

The study was run in accordance with American Psychological Associ-

ation standard ethical guidelines and was approved by the Institu-

tional Review Board (022008). All of the participants were informed

that their participation was voluntary and that they would not be

compensated. To ensure a representative clinic sample, we invited all

intake patients to take part in the study regardless of types and levels

of symptomatology, ages, education levels and socio-economic back-

grounds. Patients were recruited to the study after learning about the

study either from their therapist or through flyers posted in clinic

waiting rooms. Patients who wished to participate in the study com-

pleted informed consent forms before joining the study, and their next

available session was used for data collection. All measures were filled

out monthly. Participating patients (and therapists1) completed three

self-report measures at the end of the respective session. Participat-

ing patients were asked to complete the post-session self-report mea-

sures in the waiting area using paper and pencil. In order to avoid a

response bias, therapists were not present during this time, and

patients were asked to put the completed form in a locked box.

2.3 | Therapists

The 23 participating therapists were graduate trainees who used the

CMT approach as described by Sampson, Weiss, Silberschatz and

others (e.g., Sampson, 1992, 2005; Silberschatz, 2005; Weiss, 1993).

The therapists attended weekly didactic training in CMT throughout

their graduate training and participation in the study and received

individual supervision twice a week by two different licensed mental

health professionals practicing from a control-mastery perspective.

The majority of therapists were female (n = 17; 74%), ranging from

26 to 50 years old. The 23 therapists saw on average 7.52 patients,

with some therapists seeing two patients who participated in the

research, and other therapists seeing 19 patients who participated in

the research.

2.4 | Patients

Participants were 173 consecutively admitted patients at the above

described low-fee outpatient clinic, who were asked to complete
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intake measures and monthly assessment measures as part of stan-

dard clinic practice. On average, the patients had had 12 therapy ses-

sions with their therapist before they entered the study, ranging from

1 previous session to 27 previous sessions. Data from 38 of the

173 patients have been reported by Snyder and Silberschatz (2016).

Over half of the patients were women (n = 92; 52%), ranging from

18 to 50 years old with an average age of 34 ± 11 years old. The

majority (67%; n = 130) identified as White and had completed a uni-

versity degree (75%; n = 146). In this outpatient clinic, no DSM diag-

nostic assessments were conducted, so no formal DSM diagnoses are

available; however, as part of the clinic intake protocol, all of the

patients completed the Beck Anxiety Inventory (BAI; Beck &

Steer, 1993) and the Beck Depression Inventory—II (BDI-II; Beck

et al., 1996) before the start of treatment. On average, the patients in

our sample reported depression scores (M = 17; SD = 10) around the

clinical cut-off of 17 (Beck et al., 1996) and average anxiety scores

(M = 13; SD = 11) just below the clinical cut-off of 16 on the BAI

(Beck & Steer, 1993), suggesting that many of the participants suf-

fered from symptoms of anxiety and/or depression. In the reported

sample, half of all patients scored above the clinical cut-off on the BAI

and/or BDI (n = 88; 51%).

2.5 | Measures

2.5.1 | Working alliance

The quality of the working alliance was assessed with the 12-item

Working Alliance Inventory-Short Form (WAI-SF; Hatcher &

Gillaspy, 2006), using the patient version. The WAI-SF was adapted

from the earlier versions of the WAI (Horvath & Greenberg, 1989)

using extensive factor analyses. The WAI-SF assesses the level of

agreement on the goals of treatment, agreement on the steps towards

meeting the patient's goals and the relationship between the patient

and therapist. The 10 items are rated on a Likert scale ranging from

1 (never) to 7 (always). A global working alliance rating of 4 (sometimes),

the middle point of the scale, is interpreted as a neutral working alli-

ance, with higher scores indicating a stronger working alliance

(Horvath & Greenberg, 1989). After reversing the relevant items, a

sum score was calculated to achieve a total working alliance score.

The WAI-SF has shown adequate reliability and validity (Hatcher &

Gillaspy, 2006). In the present study, the internal reliability level of the

patient-rated WAI total score ranged from .73 to .76 on the different

timepoints.

2.5.2 | Attunement

The Patient's Experience of Attunement and Responsiveness Scale

Patient-version (PEAR; Silberschatz, 2009) is a 30-item self-report

measure designed to assess the patient's experience of the therapist's

degree of attunement and responsiveness during a therapy session.

The 30 items on the PEAR are based on previous studies conducted

by the San Francisco Psychotherapy Research Group (Silberschatz &

Sampson, 1991) and by a group of psychoanalytic therapists (Bush &

Meehan, 2011) and were chosen because of their correlation with

treatment outcome. Example items include ‘My therapist understood

me (i.e., my thoughts, feelings, goals) today’; ‘I felt accepted by my

therapist today’; ‘My therapist had accurate empathy for my needs

and feelings today’. The items are rated on a Likert scale that ranges

from 0 to 3 with a rating of 0 = not at all, 1 = slightly, 2 = moderately

and 3 = very much. These responses are then summed to achieve a

total attunement and responsiveness score.

The internal reliability of the PEAR was high in the preliminary

study reported by Snyder and Silberschatz (2016), and ratings on the

PEAR scale have shown to be significantly related with psychological

functioning as measured by the Outcome Questionnaire (OQ) at the

concurrent session (Snyder & Silberschatz, 2016). In our dataset, the

Cronbach's alpha for the PEAR total score ranged from .63 to .79 on

the different timepoints.

2.5.3 | Psychological functioning

Patients' progress with regard to psychological functioning was

assessed with the 45-item patient-rated version of the OQ (Lambert

et al., 1996). The OQ-45 was designed to measure patient progress

over the course of therapy and includes three areas of functioning,

including how the person feels inside (subjective discomfort,

e.g., anxiety and depression: ‘I feel blue’), how he or she is getting

along with significant others (interpersonal relationships, e.g., ‘I feel
lonely’) and how he or she is doing in important life tasks, such as work

and school (social role performance, e.g., ‘I have too many disagree-

ments at work/school’). Possible scores range from 0 to 180, with

higher scores representing greater severity of distress. A sum score

was calculated to achieve a total psychological functioning score. The

OQ-45 is a psychometrically sound measure with internal consistency

reported to be .93 and test–retest reliability reported to be .84

(Lambert et al., 1996). The internal reliability level of the total OQ score

in the present study was good, with Cronbach's alpha of .90.

2.6 | Data analysis

The data were screened for accuracy, missing values and outliers

(Cohen et al., 2014). Approximately 14.20% of the responses for any

variable reflected missing data. This percentage of missing is within

the accepted range in naturalistic data. Outliers were identified using

the boxplot method and z score values that were more than 3 standard

deviations away from the mean for the total sample. No outliers were

identified. The associations between the patient reported WAI and

PEAR and OQ were tested using multilevel modelling (MLM) with

observations nested within patients. All variables were standardized

before entering the models.

To address our first and second research question, MLM was

applied. Data were hierarchically nested with assessments within
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patients and patients within therapists. To account for

interdependence, and to prevent inflation of the non-independence

effects (Krul & MacKinnon, 2001; Laurenceau & Bolger, 2012), SAS

PROC MIXED procedure was utilized, with Level 1 as the assessment

level, Level 2 as the patient level and Level 3 at the therapist level.

Intra-class correlations (ICCs) were used to measure the amount of

unexplained variance in predicting psychological functioning (OQ) due

to random effects of the therapist and patient. ICCs were calculated

using the output based on a model with a random intercept of the

patient and the therapist.

To examine whether patients' psychological functioning through-

out the course of treatment is predicted general experience

(between-patients differences) and specific fluctuations (within-

patient differences) in patients' reported (a) working alliance (WAI)

and (b) attunement (PEAR), two models were conducted; the first

predicted patients' psychological functioning by patients' general

experience and specific fluctuations of the working alliance, while

controlling for patients' psychological functioning at the previous

assessment. The second predicted patients' psychological functioning

by patients' general experience and specific fluctuations of the experi-

enced attunement, while controlling for psychological functioning at

the previous assessment.

To disentangle general experience and specific fluctuations of

working alliance, we followed the recommendations of Wang and

Maxwell (2015). We used the individual patient's mean of patient-

reported working alliance for patients' general experience (between-

patients effect) and centred the patient-reported working alliance

within the individual patient's mean the specific fluctuations of experi-

enced alliance (within-patient effect). This procedure yielded indepen-

dent coefficients for between-patients and within-patient effects

(Bolger & Laurenceau, 2013). Using this approach to disaggregate the

general and specific fluctuations of experienced working alliance, we

examined the two alliance components simultaneously as predictors,

in a combined model. To establish a correct temporal relationship

between patient-reported working alliance and psychological func-

tioning, we introduced the within-patient experience of alliance at a

given session (time T) as a predictor of psychological functioning at

time the measurement 1 month later (T + 1), while controlling for

psychological functioning at the first measurement (time T).

To examine the effect of patient-reported attunement and

responsiveness on psychological functioning, we repeated the same

model with attunement replacing working alliance in the model. To

enable a lag effect that is similar in duration across patients, only a lag

of a minimum of 15 days and maximum of 45 days was used.

3 | RESULTS

3.1 | Preliminary analyses

On average, the patients reported a relatively strong working alliance

(M = 50.31; SD = 7.10) and high levels of attunement and

responsiveness by their therapist (M = 53.15; SD = 6.64) and moder-

ate levels (M = 61.64; SD = 22.36) of psychological problems across

time points.

The patient-reported experienced level of attunement and

responsiveness, as measured by the PEAR, correlated highly with the

WAI, as well as with the patients' level of psychological functioning

throughout treatment. See Table 1 for an overview of the relevant

correlations. Based on the zero-order correlations, a total of 53% (R2)

of the variance in PEAR can be explained by the WAI, and 47% (R2) of

the variance in PEAR is unique, suggesting the significance of studying

these two constructs separately.

3.2 | Predicting psychological functioning

The estimated variance of the patient's random effect in the three-

level model predicting psychological functioning was significant, indi-

cating that the patient's random effects contributed significantly to

the variance in their psychological functioning (p < .0001). The ICC for

the patient's random effect was 81.52%. No random effects were

found in the therapists (p = 1).

Patients' general experience of the working alliance (between-

patient effect) did not predict the level of psychological functioning

throughout treatment (b = 0.05, SE = 0.15, p = .73). Nevertheless,

specific fluctuations in patient's reported working alliance (within-

patient effect) was significant (b = 0.63, SE = 0.25, p = .014,

R2 = .009), indicating that when patients report higher alliance rela-

tive to their general, underlying level of alliance, their psychological

functioning improved at the subsequent assessment.

Similarly, patients' general experience of attunement (between-

patient effect) did not predict the level of psychological functioning

over the course of treatment (b = �0.02, SE = 0.18, p = .91). Never-

theless, specific fluctuations of reported attunement during treatment

(within-patient effect) approached significance (b = 0.49, SE = 0.25,

p = .051, R2 = .006), indicating that when patients report higher

attunement relative to their general, underlying level of experienced

attunement, their psychological functioning somewhat improved at

the subsequent assessment.

TABLE 1 Correlations of attunement, working alliance and
psychological functioning in our treatment sample (N = 173)

PEAR WAI-SF OQ-45

PEAR 1 - -

WAI-SF .73*** 1 -

OQ-45 �.18*** �.17*** 1

Notes: Correlations are represented by beta coefficient (standardized)

based on MLM.

Abbreviations: OQ-45, Outcome Questionnaire-45; PEAR, Patients'

Experiences of Attunement and Responsiveness; WAI-SF, Working

Alliance Inventory-Short Form.

*p < .05. **p < .01. ***p < .0001.
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4 | DISCUSSION

In this study, we examined the therapeutic relationship and its subse-

quent effect on treatment progress in a naturalistic sample of outpa-

tients in a community-based psychotherapy training clinic. We

posited that, besides the working alliance, patients' perception of their

therapist's attunement and responsiveness might be an additional

important aspect of the therapeutic relationship to consider, espe-

cially emphasized in theories such as CMT, where patients' individual

trauma's, beliefs and goals are pertinent for the case conceptualization

and individualized treatment approach. We thus examined patient

self-report measures of these two interrelated aspects of the thera-

peutic relationship: a frequently used measure of the working alliance

(WAI) and a newly developed measure of perceived therapists' attune-

ment and responsiveness (PEAR). Moreover, to investigate the poten-

tial of the contributions of the therapeutic relationship to subsequent

improvement in psychological functioning, we aimed to disentangle

between patients' general therapeutic experiences and their specific

fluctuations of these experiences during treatment.

Our results suggest that in this patient sample, the general experi-

ence of a strong therapeutic relationship (i.e., collaborative working

relationship and feeling attuned and responded to) relative to other

patients did not appear to contribute to symptomatic change. Instead,

the patients' specific fluctuations in working alliance relative to their

own general experiences appeared important for subsequent symp-

tomatic change 1 month later. More specifically, the patient's average

working alliance score did not predict outcome, but when a patient's

working alliance scores increased relative to their average working

alliance score in a given session, this predicted an improvement in

psychological functioning 1 month later (relative to their previous

functioning scores). This same within-patient pattern emerged for the

therapeutic relationship variable of attunement and responsiveness,

but the relationship with treatment progress did not reach

significance.

These reported results on the effect of these therapeutic relation-

ship variables as individual predictors of patients' well-being further

suggest that even if patients do not generally tend to experience a

good therapeutic relationship with their therapist, when they experi-

ence a relative improvement in their working alliance with their thera-

pists, their level of psychological functioning improves in the following

month. From a control mastery perspective, the working alliance is

probably capturing patients' sense of safety (which fluctuates at a

within-patient level) in the relationship.

4.1 | Clinical implications

Our findings indicate that improvements in the therapeutic relation-

ship assessed within patients are more clinically useful than compari-

sons with the quality of other patients' (between patients)

relationships. The working alliance is a dynamic process to some

degree and should be measured repeatedly overtime. Particularly, the

fluctuation of the patient-reported working alliance over time might

be important for patients' sense of safety in the relationship, and the

development of a more collaborative working relationship increases

the chances of patients' improvement later in treatment. Other

aspects of the therapeutic relationship, such as attunement and

responsiveness, might possibly be relevant and warrant further

exploration.

This suggests that tracking the quality of the therapeutic relation-

ship is clinically informative and underlines the importance of routine

outcome monitoring in psychotherapy treatments (de Jong

et al., 2021). This may be particularly helpful for patients who have

difficulty expressing disappointment or unhappiness with therapy or

those who are overly compliant. Indeed, Samstag et al. (1998) have

pointed out that patients may be reluctant to voice dissatisfaction

directly to the therapist in sessions, even though the exploration of

such negative feelings might be very therapeutic. There is already a

growing and more recent body of literature demonstrating that regu-

lar measure-based feedback helps therapists identify ruptures in ther-

apy sessions (Safran et al., 2011), increases patient retention and

enhances treatment outcomes (see Berking et al., 2006; de Jong

et al., 2021; Lambert, 2012).

This outpatient sample was treated by therapists in-training

within a CMT context. However, the predictive contribution of

within-patient change in working alliance to treatment progress likely

generalizes across therapists of different levels of experience, because

similar patterns of contributions to outcomes have been reported for

licensed therapists in a variety of treatment approaches (Falkenström

et al., 2016; Strunk et al., 2010; Zilcha-Mano, 2017; Zilcha-Mano

et al., 2016). Thus, trainee therapists and seasoned therapists alike

might benefit from training in how to facilitate a strong working alli-

ance, such as Facilitative Interpersonal Relational Skills Training

(FIRST; e.g., Anderson et al., 2016) and Alliance-Focused Trainings

(AFTs; Eubanks-Carter et al., 2015) to learn to identify ruptures in the

working alliance as well as opportunities for attunement and repair.

4.2 | Strengths, limitations and future research

This study had several methodological strengths. We conducted natu-

ralistic treatment outcome research in a clinic setting where we

tracked process and outcome periodically, and we obtained a large

sample size (N = 173). We also sought to tease apart fluctuations in

the two measures from ‘general’ mean scores.

However, our study was also limited in the following ways. First,

although our naturalistic sample of patients and therapists was repre-

sentative for this CMT training clinic, most patients were highly edu-

cated, heterosexual and Caucasian. It is possible that some of these

therapeutic relationship experiences are different in different cultural

groups. Also, the naturalistic sample was ‘messy’ in that some thera-

pists participated with just one patient, whereas others participated

with several patients, and patient–therapist dyads entered the study

at varying points during the course of therapy. For example, some

dyads entered the study after their second session, whereas some

dyads entered the study after having been in therapy for several
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months. This is significant because research is mixed with regard to

the way in which the working alliance develops and changes over the

course of therapy (Bachelor & Salamé, 2000), including studies that

suggest a linear increase or a stagnant line over time

(Greenberg, 1994) or a U-shaped pattern of working alliance change

(Gelso & Carter, 1994; Horvath & Marx, 1990). Another consequence

of this naturalistic data-collection was that outcome measures were

only completed once a month (once in four sessions) rather than every

session. In community practices of long-term therapy, it is common

practice to gather therapeutic data at every month instead of every

session (Jensen-Doss et al., 2018), but it does mean that the progress

within these weeks was not captured.

Also, it is important to note that the WAI and PEAR scores were

both relatively high and had a very constricted range. It is possible

that therapists in this sample, who were trained and supervised in

CMT, were generally very collaborative in their working alliance and

very attuned and responsive to their patients (Silberschatz, 2021).

Although these relatively high ratings are likely a sign of a good thera-

peutic relationship, they also illustrate a likely ceiling effect, a fre-

quently reported limitation of self-report measures of the therapeutic

relationship (Baldwin et al., 2007). Both scales of the therapeutic rela-

tionship are more clinically useful when they can pick up moments of

disruption in the working alliance and attunement. Future studies,

using broader clinical samples, with more diverse therapists with dif-

ferent levels of training and training backgrounds are warranted.

Moreover, the self-report nature of the scales limited the study in

several ways. First, the fact that both therapeutic relationship mea-

sures were self-reported means that limited method variance might

explain part of the high correlations between these measures. Second,

the therapeutic relationship, including working alliance and attune-

ment and responsiveness, is complex, dynamic and more nuanced

than existing self-report measures reflect (Stiles & Goldsmith, 2010).

It is possible that attunement and responsiveness—more than the

sense of agreement measured in the working alliance—might reflect

an unconscious relational dynamic that is difficult to assess fully with

self-report measures, especially due to its unconscious dynamic ele-

ments, and its nuances and case-specific qualities. The PEAR, as a

measure of attunement and responsiveness, might need to be refined

to further strengthen the operationalization of the conceptually

unique and clinically relevant aspects of the therapeutic relationship it

aims to capture. If the PEAR were to predict treatment progress,

future research in other outpatient settings could test the prediction

of psychological functioning when both the WAI and PEAR are in the

same predictive model. This would then clarify if the PEAR explained

additional variance in psychological functioning, above and beyond

the prediction of the WAI.

Relatedly, a measure of the perceived level of therapists' attune-

ment and responsiveness to the patient, like the PEAR, may poten-

tially have some value in predicting treatment engagement. Empirical

research could, for example, include session-by-session measures of

patients' therapeutic agency or therapists' therapeutic presence to

elucidate the immediate in-session effects of a therapists' increased

attunement to the patient. Also, future research could examine if and

how much the percentage of pro-plan intervention use per session

(Silberschatz, 2017), or the average level of pro-planfulness per ses-

sion correlates with the perceived levels of attunement and

responsiveness.

Alternatively, an observer-rated or computer-based measure of

the moment-to-moment fluctuations might be better suited to cap-

ture the relational dynamic aspect of the therapeutic relationship. For

example, future research that includes tracking facial expressions and

physiological measures of change might give an additional perspective

on attunement between therapist and patient. Given the complex

nature of within-patient differences in therapeutic interactions,

nested within patients and nested within therapists to predict treat-

ment outcome, a possible future application is the use of machine

learning (Aafjes-van Doorn et al., 2020). Besides these advanced sta-

tistical analyses, qualitative research and mixed methods approaches

also have much to offer, with case studies providing a more individual-

ized way of examining global psychotherapy process patterns (Stiles &

Goldsmith, 2010).

4.3 | Conclusion

The therapeutic relationship between a patient and therapist involves

several components. Although the working alliance has been exam-

ined widely and has shown to be predictive of treatment outcome,

attunement and responsiveness has only recently received research

attention. Arguably, the construct of attunement and responsiveness

more clearly reflects the dynamic aspect of the therapeutic relation-

ship and the responsibility of the therapist. It is the therapists' task to

understand the patients' needs in the moment and to continuously

negotiate with and adapt to the individual patient.

When we disentangled the between and within-patient changes

in these therapeutic relationship variables, we found that, from a

patient's perspective, an increase in working alliance with their thera-

pist, relative to their general level of experience with this therapist, is

more important than comparisons with other patients' levels of

reported working alliance. This suggests that the tracking of the work-

ing alliance is clinically very informative, and further research on feed-

back and training in therapists' capacity to facilitate the working

alliance might be warranted. The measure of the PEAR, designed to

capture the patients' perception of the therapist's level of attunement

and responsiveness, might require further refinement to be able to

capture a complementary aspect of the therapeutic relationship.
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