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Abstract

This study investigated the relation among clients’ ratings of the relationship conditions (Relationship Inventory), outcome,
and working alliance (Working Alliance Inventory) in both cognitive—behavioral and process—experiential psychotherapy. It
was hypothesized that the working alliance mediates the relation between the relationship conditions and outcome. The RI
was predictive of treatment outcome on 4 different measures, and the impact of the relationship conditions was mediated
through the therapeutic alliance on 3 of 4 measures of outcome. No significant differences were found between the 2
psychotherapies on the RI in terms of therapists’ empathy, acceptance, and congruence. However, process—experiential

therapists were rated as more highly regarding of their clients than cognitive—behavioral therapists.

Keywords:

Research suggests that therapists show different
levels of effectiveness irrespective of their treatment
approach (Asay & Lambert, 2001; Beutler, Crago, &
Arizmendi, 1986; Burns & Nolen-Hoeksma, 1992;
Henry, Schacht, & Strupp, 1986; Lafferty, Beutler,
& Crago, 1989; Luborsky, McLellan, Diguer,
Woody, & Seligman, 1997). A major mediating
variable of therapists’ effectiveness is their ability to
establish good therapeutic alliances (LLuborsky et al.,
1997). The therapeutic alliance, defined as agree-
ment on the tasks and goals of therapy and the bond
that develops between the participants, has been
found to be a robust predictor of therapy outcome
across diverse perspectives (Alexander & Luborsky,
1986; Horvath & Greenberg, 1994; Horvath &
Symonds, 1991; Krupnick et al.,, 1996; Martin,
Garske, & Davis, 2000). However, little attention
has been paid to therapist factors that contribute to
the development and maintenance of a good working
alliance. Horvath and Bedi (2002) suggested that
more attention needs to be paid to understand the

mediating and moderating factors that influence the
alliance, especially therapist factors.

A number of authors have suggested that thera-
pists who are perceived as empathic, accepting,
nonjudgmental, and congruent in their interactions
with their clients are more likely to facilitate agree-
ment about the goals and tasks of therapy (Lietaer,
1992; Safran & Segal, 1990; Stiles, Honos-Webb, &
Suko, 1998; Watson & Greenberg, 1994). Stiles et al
(1998) suggested that a positive working alliance is
the product of a responsive process, defined as the
ability of therapists to fit specific therapeutic inter-
ventions and tasks to their clients’ goals. Watson and
Greenberg (1994) suggested that the implementa-
tion of specific tasks in process—experiential therapy
(PET) that fit with clients’ goals is an instantiation of
the relationship conditions to the extent that it
demonstrates therapists’ empathy, acceptance, and
understanding of clients’ objectives in therapy.

Early research in humanistic therapies showed that
the therapist qualities of empathy, acceptance, and
congruence were positively related to outcome (Asay
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& Lambert, 2001; Bohart, Elliott, Greenberg, &
Watson, 2002; Orlinsky, Grawe, & Parks, 1994).
More recently, Lafferty et al. (1989) found that less
effective therapists have lower levels of empathic
understanding. Lietaer (1992) found that successful
clients characterized their therapists as warm, inter-
ested, involved, empathic, accepting, respecting, and
patient. Similarly, Henry et al. (1986) found that
therapist behaviors in good outcome cases were
characterized as helping, teaching, protecting, af-
firming, and understanding. This was in contrast to
therapist behavior in poor outcome cases, which
included more blaming and belittling behaviors.

Much of the research on the impact of therapist
qualities has been conducted on humanistic ap-
proaches beginning with Rogers’s (1959) observa-
tion that empathy, acceptance, and congruence were
the necessary and sufficient conditions of therapeu-
tic change (Asay & Lambert, 2001; Bohart et al.,
2002). However, research indicates that the relation-
ship conditions may be important in the delivery of
cognitive—behavior therapy (CBT). A number of
studies have found a positive relation between the
therapist conditions and outcome in the develop-
ment of assertiveness skills (Chiappone, McCarrey,
Piccinin, Schmidtgoessling, 1981) and the treatment
of anxiety disorders (Arts, Hoogduin, Keijsers,
Severeijns, & Schaap, 1994) in CBT. Miller, Taylor,
and West (1980) observed that empathy accounted
for 67% of the variance in outcome in their
comparative treatment study of problem drinkers.
In another study, Burns and Nolen-Hoeksma (1990)
found that therapists’ empathy contributed signifi-
cantly to successful outcome in CBT. More recently,
Keijsers, Schaap, and Hoogduin (2000) observed
that only the relationship conditions and the ther-
apeutic alliance showed a consistent moderate re-
lationship to outcome in CBT for a number of
different disorders, including depression and anxiety.
Further support for the importance of the role of
empathy in CBT therapy is provided by Bohart et
al.’s (2002) meta-analysis examining the relationship
between empathy and outcome, which indicated that
empathy may be more important in CBT than other
therapies.

Originally, CBT emphasized technical skills with
less emphasis on the quality of the therapeutic
relationship compared with other approaches (DeR-
ubeis & Feeley, 1990; Safran & Wallner, 1991).
However, there has been a shift in emphasis; more
authors stress the importance of focusing on the
therapeutic relationship in a more systematic fashion
in cognitive therapy (Goldfried & Castonguay, 1993;
Mahoney 1991; Safran & Segal, 1990). This shift
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highlights the need for more empirical research on
the quality of the therapeutic relationship and its
relationship to outcome in cognitive therapy.

The first objective in this study was to provide
a more differentiated picture of the link among
the therapeutic alliance, therapist relationship
conditions, and outcome in CBT and PET.
Clarification of the relation between the relationship
conditions and the alliance is important to better
understand the factors that contribute to the devel-
opment and maintenance of a positive alliance.
To illuminate the distinct and interdependent
role of the therapist relationship conditions in the
development of working alliance and positive out-
comes in therapy, it was hypothesized that working
alliance would mediate the correlation between the
relationship conditions and outcome.

The second objective was to compare clients’
perceptions of the relationship conditions in
CBT and PET. Few studies have compared the
relationship conditions across different approaches,
and no study has compared clients’ perceptions of
the relationship conditions in both CBT and PET.
Most of the studies that have examined the role
of the relationship conditions in successful outcome
have focused on humanistic approaches to therapy.
More research is necessary to reveal similarities
and differences across orientations using current
diagnostic criteria (Asay & Lambert, 2001; Krup-
nick et al., 1996; Raue & Goldfried, 1994; Safran
& Wallner, 1991).

PET is an emotionally focused therapy
that integrates client-centered and gestalt techni-
ques. This approach emphasizes that therapists be
empathic, accepting, congruent, and positively
regarding of their clients while they work to facilitate
clients’ emotional arousal, differentiation, and
expression of emotion in the session to resolve
specific cognitive—affective tasks. In contrast, CBT
focuses on helping clients’ identify the cognitions
and dysfunctional attitudes that may be contributing
to their depression so that these can be challenged
and reexamined in the light of other evidence.
PET emphasizes empathy, acceptance, positive re-
gard, and congruence as essential to the change
process in therapy. In contrast, cognitive—behavioral
approaches see empathy and the other relationship
conditions as essential background conditions.
Given the extent to which the relationship conditions
are a cornerstone of treatment in PET,
it was expected that clients would rate the therapists
in the PET group higher on the relationship
conditions than the CBT therapists.
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Method

Partcipants

Clients. Data from 66 clients who participated in a
comparative treatment study on depression (Watson,
Gordon, Stermac, Kalogerakos, & Steckley, 2003)
were included in this study. Clients were included in
the study if they were diagnosed with major depres-
sion according to Diagnostic and Statistical Manual of
Mental Disorders (fourth edition [DSM-IV]; Amer-
ican Psychiatric Association, 1994) criteria and had
a Global Assessment of Functioning score of 50 or
more (M =59.92, SD =5.92). Clients were excluded
from the study if they were diagnosed with psychosis,
substance abuse, disordered eating, or bipolar mood
on Axis I or antisocial, schizotypal, or borderline
personality disorder on Axis II. Other conditions for
exclusion were suicide attempt within the last
3 years, loss of a significant other within the last
year, history of incest, or current treatment
or medication to treat depression. Clients who
participated in the study received 16 sessions of
either CBT or PET. Clients ranged in age from 21 to
65 years (M =41.70, SD =10.78).

Therapists. Of the 15 therapists in the study, 8
implemented the CBT treatment and 7 the PET
treatment. Therapists ranged in age from 26 to 43
years (M =32.73, SD =6.08). Thirteen therapists
were master’s or doctoral candidates in counseling
psychology, and 2 were psychologists. Therapists’
years of experience ranged from 1 to 15 years (M =
5.23, SD =4.74).

Treatments

CBT. CBT treatment followed a model based on
adaptations of Beck, Rush, Shaw, and Emery’s
(1979) treatment. The CBT treatment focused on
accessing clients’ cognitive schemes to facilitate
change. Therapists used thought records, weekly
activity and mood schedules, cognitive patterns, and
dispute handles homework sheets to help clients
identify their cognitive schemas.

PET. This treatment followed the model developed
by Greenberg, Rice, and Elliott (1993), which
identifies markers of clients’ cognitive—affective
problems and uses specific interventions or thera-
peutic tasks to help clients resolve them. The model
emphasizes the importance of the therapeutic atti-
tudes in facilitating change. The four treatment tasks
included systematic evocative unfolding at a proble-
matic reaction markers, two-chair work for conflict
and self-evaluative splits, empty-chair work for
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unfinished business with a significant other, and
focusing on an unclear felt sense.

Process measures

Relationship Inventory (RI; Barrett-Lennard, 1962,
1973). This is a self-report measure used to rate
Rogers’s relationship conditions. Using a 7-point
scale, clients rate their therapists on the extent to
which they experience them as empathic, congruent,
prizing, and accepting. The RI short form (40 items;
Barrett-Lennard, 1973) was used in this study. The
RI has been shown to have split-half reliability;
coefficients from the client data for the four scales
range from .82 to .96. The corresponding reliability
coefficients for the therapist data range from .88 to
.96. The RI has been shown to have good predictive
validity (Barrett-Lennard, 1986).

Working Alliance Inventory (WAI; Horvath &
Greenberg, 1989). This 36-item self-report question-
naire was used to assess the working alliance on the
dimensions of tasks, goals, and bonds. Using a 7-
point scale, clients rate the extent to which there is
agreement with their therapist on the tasks and goals
of therapy and whether they feel liked by their
therapist. The measure has been found to have
good interitem reliability (Horvath & Greenberg,
1986). The total of the three subscales was used in
the analysis.

Qutcome measures

Four outcome measures from the original study were
used to examine the association between the pre-
sence of the relationship conditions, the working
alliance, and outcome.

Beck Depression Inventory (BDI; Beck, Ward,
Mendelson, Mock, & Erbaugh, 1961). The BDI is a
21-item inventory for assessing depression. Test—
retest reliability has been reported at .65 (Ogles,
Lambert, & Sawyer, 1995).

Inventory of Interpersonal Problems (1IP; Horowitz,
Rosenberg, Baer, Urefio, & Villaserior, 1988). The IIP
is a self-report instrument consisting of 127 items to
measure distress arising from interpersonal sources.
The IIP has been shown to possess high internal
consistency, reliability, and validity and high test—
retest reliability (r=.90; Hansen & Lambert, 1996;
Horowitz et al., 1988).

Rosenberg Self-Esteem Inventory (RSE; Rosenberg,
1965). A 10-item version of the RSE scale (Bachman
& O’Malley, 1977) was used to assess clients’ levels
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of self-esteem. This instrument has shown good
internal consistency and validity. Excellent internal
reliability (.89—-.94), test—retest reliability (.80—.90),
and adequate sensitivity to change have been re-
ported.

Dysfunctional Attitudes Scale (DAS; Weissman &
Beck, 1978). The DAS is a 40-item inventory of
dysfunctional attitudes used to measure vulnerability
to depression. It has high internal reliability coeffi-
cients and test—retest reliability coefficients (Kuiper
& Olinger, 1989).

Procedure

Clients received 16 sessions of psychotherapy once a
week. They completed the outcome measures at the
beginning of treatment and after Sessions 8 and 16.
In addition, they completed the RI at Sessions 9 and
12 and the WAI after every session. Both treatments
were checked for adherence.

Results
Data screening

The outcome variables, the WAI, and the RI were
examined using SPSS for accuracy of data entry,
missing values, and fit between their distributions
and the assumptions of multivariate analysis. Fifty
clients completed the RI. Data for 16 clients were
missing as a result of a photocopying error. The
mean of Sessions 9 and 12 on the RI was used for
clients who completed the measure after both ses-
sions. For those clients with missing scores for one of
the sessions, the score from the one session only was
used. The total RI score was used in the mediation
analysis after a preliminary principal-components
analysis revealed that one factor accounted for
68.65% of the variance.

Comparison of CBT and PE therapists on RI

Regarding clients’ self-report ratings, differences
between groups on the four dimensions of the RI
were examined using an SPSS multivariate analysis

Table I. Client ratings on Barrett-Lennard Relationship Inventory.?
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of variance. The means and standard deviations are
presented in Table I. PET psychotherapists were
rated significantly higher on positive regard than
CBT psychotherapists. Contrary to expectations,
there were no significant differences between PET
and CBT therapists in terms of unconditional
acceptance and congruence, whereas empathy ap-
proached significance.

Relationship conditions, working alliance, and outcome

To test whether the correlation between the relation-
ship conditions and outcome is mediated by the
working alliance, the procedures outlined by Baron
and Kenny (1986) were followed. Three different
analyses are required to test mediation: First, the
relationship conditions should predict alliance; sec-
ond, the relationship conditions should predict out-
come; third, the alliance should predict outcome
when entered into the equation with the relationship
conditions. Mediation is observed if all these condi-
tions are met and the inclusion of the working
alliance in the regression equation renders the
correlation between the relationship conditions and
outcome insignificant.

The first condition for mediation requires that the
independent variable, the relationship conditions,
predict the mediator, the total working alliance
score. The clients’ self-report scores from the RI
significantly predicted their working alliance scores,
F(1, 48) =52.94, p <.01. The second condition of
mediation requires that the independent variable
predict the dependent variable. The dependent
variable was outcome as measured by each of the
outcome measures. In the first analysis, clients’
posttherapy scores on the BDI was the dependent
variable. To control for clients’ pretherapy status on
the BDI, their pretreatment scores were entered first,
followed by clients ratings on the RI in a hierarchical
multiple regression analysis. As expected, clients’
ratings of the relationship conditions significantly
predicted outcome, R*=.10, F(1, 47)=5.67,
p <.05. The third condition requires that the
mediator (the working alliance score) predict the
dependent variable, BDI, in a third equation when

CBT (23) PET (27)
RI scale M SD M SD F(1, 48) P
Empathy 49.90 6.40 52.78 5.08 3.14 .08
Regard 47.07 6.67 50.98 4.89 5.70 .02*
Acceptance 46.23 6.37 46.12 7.11 0.003 .96
Congruence 44.69 12.41 47.77 6.65 1.25 .27

#RI =Relationship Inventory; CBT =cognitive—behavioral therapy; PET =process—experiential therapy.



Y:/Taylor & Francis/tpsr/articles/Tpsr100010/TPSR100010.3d[x]

both the independent variable and the mediator are
entered together. Clients’ pretreatment BDI was
entered first followed by their midtreatment BDI
to ensure that the alliance scores were making
independent, additive contributions to outcome
over and above initial in-treatment improvement.
This was followed by clients’ ratings on the RI, and
then their WAI score was entered. As expected, the
alliance did significantly predict outcome over pre-
therapy status and initial in-treatment improvement,
AR?*=.13, F(1, 43) =9.71, p <.01. However, the
therapist relationship conditions were no longer
significant, indicating that the working alliance
mediates the relation between the therapists’ condi-
tions and outcome. The regression analyses are
presented in Table II.

The same analyses were repeated with each of the
other outcome measures. As expected, clients’
ratings of the relationship conditions significantly
predicted outcome wusing clients’ DAS scores,
AR?=.16, F(1, 40)=14.18, p <.01; their RSE
scores, AR®> =.10, F(1, 43) =791, p <.01, and
their IIP scores, AR?>=.07, F (1, 42)=17.19,
p <.01. As expected, clients’ ratings of the working
alliance significantly predicted outcome over and
above clients’ midtreatment change scores on the
DAS, AR* =.05, F(1, 35) =5.19, p <.05, and RSE,
AR? =.08, F(1, 40) =7.51, p < .01, and the relation-

Table II. Regression analyses for testing mediation hypothesis.®

Wednesday, 2nd February 2005 7:11:25

RI, WAI, and outcome in CBT and PET 5

ship conditions were no longer a significant predictor
of outcome, indicating that they were mediated by
the working alliance. Contrary to expectation, the
working alliance did not predict outcome on the IIP,
AR?*=.01, F(1, 39) =0.96, p <.34. The most sig-
nificant predictor of clients’ posttherapy IIP scores
when all four variables were entered was clients’
midtreatment change score.

Discussion

The current study examined the differences in
clients’ perceptions of the relationship conditions
of empathy, acceptance, positive regard, and con-
gruence in CBT and PET and illuminated the
association among these conditions, the working
alliance, and outcome. As expected, and consistent
with earlier studies, clients’ ratings of the relation-
ship conditions were predictive of outcome in both
PET and CBT (Bohart et al., 2002; Krupnick et al.,
1996) on measures of depression, dysfunctional
attitudes, and self-esteem. These findings support
earlier studies that highlighted the importance of the
relationship conditions in contributing to positive
therapeutic outcome and illuminate the mediating
role of the therapeutic alliance.

The mediating role that the alliance plays with
respect to the relationship conditions and outcome

DV Change v R? AR? F B ¢
WAI RI 52 52 52.94*** 72 7.28%**
BDI-post BDI-pre .06 .06 3.19 —.28 —2.07*
RI .16 .10 5.68*% —.32 —2.38%
BDI-post BDI-pre .04 .04 2.32 .02 17
BDI-Mid 21 .16 9.07** .38 2.73%%
RI .28 .07 4.42% .12 .71
WAI 41 .13 9.71*%* —.54 —3.12**
DAS-post DAS-pre .40 .40 27.73%** 57 5.35%**
RI .56 .16 14.18** —.40 —3.77**
DAS-post DAS-pre .38 .38 23.51%** 42 3.19**
DAS-mid .52 .14 10.59** 31 2.15%
RI .60 .08 7.72%* —.03 —.21
WAI .65 .05 5.19% —.36 —2.28%
RSE-post RSE-pre .35 .35 24.00*** .59 5.20%**
RI .45 .10 7.91*%*% .32 2.81**
RSE-post RSE-pre .36 .36 23.87*** .24 1.44
RSE-mid .48 .13 10.29** .49 2.95%*
RI 53 .05 3.92% —.61 -.55
WAI .60 .08 7.51%% 42 2.74*%*%
ITP-post IIP-pre .49 .49 41.41%** .66 6.40%**
RI 57 .07 7.19%* —.28 —2.68**
IIP-post IIP-pre .48 .48 38.30%** .27 1.52
IP-mid 54 .06 5.31% .46 2.60*
RI .61 .07 7.57%*% —.16 —1.10
WAI .62 .01 .96 —.15 —.98

***p <.001, **p <.01, *p <.05. *DV =; IV =; WAI =Working Alliance Inventory; BDI =Beck Depression Inventory; DAS =Dysfunc-
tional Attitudes Scale; RI =Relationship Inventory; RES =Rosenberg Self-Esteem Inventory; IIP =Inventory of Interpersonal Problems.
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indicates that the relationship conditions facilitate
the development and maintenance of a good working
alliance across different therapies with different
theoretical assumptions (Lambert, 1983; Stiles et
al., 1998; Watson & Greenberg, 1994). This sup-
ports the view that therapists who are empathic,
accepting, congruent, and prizing of their clients,
irrespective of the specific techniques they use, are
better able to negotiate agreement about the tasks
and goals of therapy and develop a positive ther-
apeutic bond than therapists who are not. It may be
that therapists who are more empathic, accepting,
nonjudgmental, and congruent will be able to
implement specific tasks and interventions that
clients’ view as fitting with their goals, thus increas-
ing the likelihood of good outcome (Stiles et al.,
1998). However, the alliance did not play a mediat-
ing role between the relationship conditions and
outcome with respect to changes in clients’ reports of
their interpersonal difficulties. The most important
predictor of change on the IIP was clients’ midtreat-
ment scores.

The finding that the two therapies were effective in
treating depression and that the relationship condi-
tions were predictive of outcome suggests that the
question of the primacy of relationship over techni-
que is not a simple either—or question. Rather, it is
important that the techniques are implemented in a
way that makes sense to the client and fits with their
objectives. This requires sensitive negotiation and a
good understanding of the other. Adherence to
techniques alone does not seem to be enough to
ensure positive outcomes; rather, competent delivery
requires that clients perceive their therapists as
empathic, accepting, nonjudgmental, and congru-
ent. The findings suggest that therapists need to
learn how to combine the relationship conditions
and technical expertise to ensure competent delivery.

Contrary to prediction, there were no differences
between PET and CBT therapists on clients’ ratings
of empathy, unconditional acceptance, and congru-
ence. However, clients did report feeling more highly
regarded by PET therapists than their CBT counter-
parts. The items that measure regard ask clients
whether they experienced their therapist as friendly,
warm, appreciative, and respectful of them. It is
possible that the more active and didactic style of
CBT therapists leaves clients feeling less highly
regarded than those in PET, which is less didactic
in its approach (Wiser & Goldfried, 1993). However,
further research is needed to replicate this finding
and to explore more fully what contributes to the
difference in the experience of clients in the two
psychotherapies.

There are a number of limitations with the current
study. These include the small number of partici-
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pants in each group, therapists’ level of expertise
(most were students), and the exclusive use of client
self-report data. It is important to replicate these
findings with a larger group using expert therapists
treating other disorders to determine whether the
findings generalize to other populations. The use of
self-report data only may have underestimated the
effects. In future studies, it will be important to use
data from multiple sources. In the current study, the
relationship conditions were measured relatively late
to ensure their reliability. This may have contributed
to a halo effect, so that clients’ ratings of their
therapists’ attitudes may reflect their positive feelings
about the effects of therapy. Future studies might
benefit from rating the therapists’ attitudes early and
at midpoints in therapy to better control for the
presence of a halo effect and to investigate their
relation to the development and maintenance of the
working alliance and more specific treatment effects
at different phases of therapy.
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