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Therapeutic alliance; Background and Objectives: The study’s main aim was to determine which formal aspects of psy-
Formal aspects of the chotherapy (therapist’s work experience, number of sessions held, frequency of meetings,
psychotherapy; length of sessions) contributed to the quality of the therapeutic (working) alliance. The alliance
Demographic was also analyzed for demographic variables.

variables Methods: The sample consisted of 428 participants, and the working alliance was evaluated in

262 psychotherapist—patient dyads. To assess its quality, the author used the full version of the
Working Alliance Inventory (WAI).

Results: The analyzes led to several conclusions. Their results indicate that the quality of work-
ing alliance increases if psychotherapy is conducted by an experienced specialist, if the fre-
quency of sessions is high, and if the sessions are longer. They do not, however, pinpoint the
demographic markers of therapeutic alliance quality.

Conclusion: The formal aspects of the psychotherapeutic process influence the quality of the
working alliance. Alliance develops to an equal degree in people of different ages and with
diverse levels of education, regardless of the presence or absence of close interpersonal rela-
tionships in their lives.
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Introduction positive outcomes of psychotherapy.3’4 The very concept of the
therapeutic relationship is currently among the most intensively

Although some authors argue that there is no sufficient evidence explored constructs in psychotherapy-related literature.>°

to identify the mechanisms and factors responsible for the suc-

cess of psychotherapeutic treatment,”” many studies point to ~ Factors promoting alliance quality

the therapeutic alliance as one of the key factors ensuring
The relationship in the psychotherapist—patient dyad, referred

to in the literature as the patient—therapist match,’
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therapeutic partnership,® or therapeutic alliance,’ is consid-
ered an active factor in effective intervention because it ena-
bles the therapist to build a secure framework for various
techniques and methods of work. The treatment-dynamizing
effect of this factor rests on a certain level of what can be
called intimacy between the psychotherapist and the patient.
Developed thanks to the alliance, this intimacy allows the ther-
apist to establish permanent communication with the stable
part of the patient’s personality and helps the patient strive
for the expected change despite the fluctuation of perceived
tensions and difficulties in functioning. A strong alliance also
enables the therapist to adapt to those characteristics of the
patient that would otherwise hinder optimal contact.'®

Because alliance is regarded as a factor significant to the
success of the psychotherapeutic process, attention is
devoted mostly to its associations with the outcomes of psy-
chotherapy, especially those measured using objective indi-
cators, such as a decrease in symptoms impairing optimal
functioning.'” There is, however, little empirical material
concerning what factors alliance quality itself depends on
and what it is differentiated by.

The largest number of studies are devoted to the basic
conditions responsible for the formation of the alliance. On
the therapist’s side, the factors most often mentioned as
conducive to a proper therapeutic relationship include atti-
tude toward patients, self-awareness regarding one’s devel-
opment (abilities and limitations), and professionalism.
Some studies concern the relations of the alliance to psycho-
therapists’ education, work experience, and qualifications
(i.e., the number of training courses and certificates).'>'3
In a study devoted to building the therapeutic alliance in the
early stage of psychotherapy (during the first sessions), Sex-
ton and colleagues'® established that alliance quality
decreased when psychotherapists were less engaged in the
current conversation with their patients, when what they
said was devoid of emotional content, and when they were
giving general advice and information.

Horvath'” found that, on the patient’s side, the main fac-
tors influencing the quality of the therapeutic alliance were
the patient’s basic willingness to cooperate and a more
mature personality structure based on optimal attachment
models. Studies show that patients’ earlier life experience,
quality of object relations, and pre-therapeutic interper-
sonal functioning may impact the alliance too.'®'’ Still,
some factors require further research and exploration.

Scholars have investigated the impact of variables such as
the form of psychotherapy (face-to-face vs. online) on alli-
ance quality. According to preliminary results, the evalua-
tions of the alliance made by patients attending online
psychotherapy did not differ from those made by clients
attending in-office sessions. Psychotherapists’ evaluations
of alliance varied, being higher in the case of online psycho-
therapy.® In the latest studies, it is underscored that the
evaluation of alliance generally differs between patients
and psychotherapists. "2’ The psychotherapist’s and the cli-
ent’s evaluations do not necessarily coincide, particularly in
the early stage of treatment.?’

The findings concerning the differentiation of alliance
quality depending on the length of the psychotherapeutic
process also vary. There are studies indicating that the
strength of the alliance remains stable during the psycho-
therapeutic process.?>?* In a study on short-term individual
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therapy, Sexton et al.?* found that alliance was established
after the end of the first session and remained relatively sta-
ble for 10 sessions. As opposed to studies suggesting its sta-
bility, other research showed that alliance tended to
become stronger during treatment.?® Still other authors
reported evidence that alliance quality fluctuated in unique
ways in different patient-psychotherapist dyads?® or that it
increased with an increase in the number of sessions
held.>?” It was also reported that, with the development of
personal bonds in the dyad, the relationship of cooperation
became stronger.?%?°

Interestingly, several alliance development patterns have
been described in the literature. For instance, Kramer, de
Roten, Beretta, Michel, and Despland*® distinguished three
groups with different patterns: a group in which the alliance
increased as the treatment progressed, a group in which it
remained stable during treatment, and a group in which it
deteriorated with time. In the case of very short psycho-
therapies, consisting of four sessions, research revealed U-
shaped alliance development patterns, with high initial
evaluations decreasing in the middle of treatment and then
rising again during the final session.®' In most studies to
date, the alliance was evaluated only in the early phase of
psychotherapy.*?

Bordin’s pantheoretical conception of alliance

One of the main and most widely known theories of alliance
in psychotherapy is the one proposed by Bordin.**** In Bor-
din’s theory, the therapeutic relationship, referred to as the
working alliance, is a pantheoretical variable that can be
analyzed regardless of the theoretical modality employed by
the psychotherapist. This important assumption makes it
possible to compare the quality of alliance across psycho-
therapeutic modalities.

Bordin’s model presupposes cooperation and communica-
tion. The patient and the psychotherapist do not differ in
terms of competence in evaluating the way of bringing about
a specific change through psychotherapy and the quality of
that change. Recovery takes place through the achievement
of goals (the cognitive component of alliance) and tasks (the
behavioral component) agreed on. What enables agreement
on goals and tasks and makes their effective accomplish-
ment possible is the developing bond (the affective compo-
nent of the alliance)—a feeling that one is accepted,
understood, and liked.* The first two dimensions are speci-
fied usually, though not exclusively,®® during the first meet-
ings—which, for the psychotherapist, are also sessions
devoted to the assessment of the patient’s health problem.
The third dimension is developed throughout the psycho-
therapeutic process, as it is not possible to agree on mutual
trust during the first sessions.

Bordin stresses that the quality of mutual agreement is
the main component of treatment effectiveness and patient
recovery. This is because the alliance facilitates the thera-
pist’s work using specific techniques and ensures the
patient’s openness to the proposed treatment.

The present study

The empirical material accumulated so far in systematic
research on how the quality of psychotherapeutic alliance
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depends on variables defining the psychotherapeutic process
encourages further explorations and analyzes in this area.
Knowledge on this issue seems to be far from complete, par-
ticularly in Poland, where the quality of the working alliance
is evaluated much less often than elsewhere. The usually
considered factors belong to the categories of personal
skills, patients’ motivations, and the level of or decrease in
the symptoms experienced by patients.

The main aim of the present study was to determine
which formal aspects of the psychotherapy process (psycho-
therapist’s work experience, number of sessions, frequency
of meetings, length of sessions) influenced the therapeutic
alliance.

The working alliance was also analyzed in terms of demo-
graphic variables (patient’s and psychotherapist's sex and
age, patient’s education, and patient’s marital or relation-
ship status). | formulated the following hypotheses:

H1: The psychotherapist’s longer work experience, a
higher number of sessions held in the psychotherapeutic pro-
cess, a higher frequency of meetings, and a longer duration
of sessions increase the quality of the working alliance in
psychotherapy.

H2: The psychotherapist’s and the patient’s age and sex,
the patient’s education, and the patient’s marital status differ-
entiate the quality of the working alliance in psychotherapy.

When investigating the effect of the formal factors defin-
ing the psychotherapeutic process on the quality of the ther-
apeutic alliance, | also considered the source of information
about alliance quality. | relied not only on separate evalua-
tions from patients and psychotherapists but also on com-
bined (aggregated) patient and psychotherapist evaluations.

The model of hypothesized relationships among the varia-
bles, verified based on empirical data, is shown in Fig. 1.

Method
Participants

A total of 440 individuals were deemed eligible and invited to
take part in the study: 270 patients and 170 psychotherapists.
The final sample consisted of 428 subjects who consented to
participate: 262 patients and 166 psychotherapists. The drop-
out rate was 0.029 (2.9%) for patients and 0.023 (2.3%) for
therapists.

The working alliance was assessed in 262 psychotherapist
—patient dyads. The study included 428 participants. Among
them, there were 262 patients: 132 women aged 14 to
80 years (M=35.23, SD=11.89) and 130 men aged 18 to
70 years (M=37.24, SD=9.93). Most of the patients had
higher (54.6%) or secondary education (42.75%) and lived in
cities with a population above 100,000 (61.4%). In the sam-
ple of patients, 93 participants (35.5%) were single and 169
(64.5%) were married or had a romantic partner.

The sample also included 166 psychotherapists: 111
women and 55 men, aged 27 to 64 years (M=42.9, SD=9.04).
Among the psychotherapists, 90.8% had a master’s degree
and 9.2% had a doctoral degree; 66.8% had completed at least
two years of training in psychotherapy; 52.7% had a certifi-
cate from one of the Polish psychotherapeutic associations.
Nearly 53% of psychotherapists had more than 5 years of work
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experience, and 40% had worked in this profession for 1 to
5 years.

Psychotherapy followed the principles of several orienta-
tions: psychoanalytic and psychodynamic (25.6%), cognitive-
behavioral (30.9%), jointly considered Ericksonian (12.2%),
and systemic (11.5%), Gestalt (8.8%), humanistic (4.2%), and
other (e.g., existential; 0.4%).

By the time of the measurement, the patients had
attended between 2 (1.1%) and 960 (0.4%) sessions
(M=36.23, SD=81.07). Two hundred participants (76.3%)
attended psychotherapy once a week, 10.7% of psychothera-
pies (n=28) involved sessions held twice a week, and 8.8%
of dyads (n=23) attended sessions once a fortnight. Most
psychotherapy sessions (76.7%) took 50 to 60 min.

As regards the ailments that patients were treated for,
the largest group was individuals diagnosed with affective
and mood disorders (32.8%). Mental and behavioral disorders
caused by alcohol and substance use were diagnosed in
23.3% of patients, and adaptation disorders were found in
13.4% of cases; 9.5% of psychotherapies were conducted due
to personality disorders, schizophrenia, schizotypal disor-
ders, and delusional disorders. In 7.6% of patients, the
reported reason for psychotherapeutic work was anxiety dis-
orders and phobias, and 1.1% needed treatment due to a
trauma experienced in the pretherapeutic period.

Procedure

Empirical research was conducted between 2019 and 2020.
Participation in the study was voluntary and anonymous.
Participants for the main study were recruited from public
and private psychotherapy offices across Poland, with most
voivodeships (administrative regions) represented in the
sample. The research procedure was approved by the Insti-
tutional Review Board at the Maria Grzegorzewska Univer-
sity (APS) in Warsaw (decision no. 169-2018/2019).

First, the researcher approached the psychotherapist
about participation in the study. After the psychotherapist
granted his or her preliminary consent, both participants—
the psychotherapist and the patient—were informed about
the purpose of the study and asked for their final consent to
take part in it. Both the patient and the psychotherapist
gave informed written consent to participate. Next, the psy-
chotherapist completed the Working Alliance Inventory and
a survey on demographic variables and the formal aspects of
psychotherapy.

In the patient’s case, measurement began with the Work-
ing Alliance Inventory, followed by a survey with questions
about sociodemographic variables. | analyzed data collected
in a single measurement. The respondents received no
remuneration for participation in the study. After complet-
ing the questionnaires, each participant was asked if he or
she had responded to all items in the set of measures. No
missing data were found.

Measures

The Working Alliance Inventory (WAI). To assess the quality
of the working alliance, | used the full version of the WAI*’ as
adapted and validated into Polish.*® There are two versions of
this inventory, designed to be completed by the patient (WAI-
PA) and by the psychotherapist (WAI-PT). Each version consists
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Patient’s
estimation

Fig. 1
process. e = random Component.

of 36 analogous items operationalizing the construct of work-
ing alliance, which the respondent rates on a Likert scale as
accurately or inaccurately describing the cooperation in the
patient—psychotherapist dyad being evaluated. The WAI score
can be computed for three subscales: Goals, Tasks, and Bonds;
it is also possible to determine overall alliance quality by com-
puting the total score. Each subscale is composed of 12 items:
6 positive and 6 negative. The reliability coefficients for the
total score are awaj.pa = -97 and awa.pt=.97, and the reliabil-
ity values for the subscales are as follows: awa.pa=.93 and
OWAI-PT = .92 for Goals, OWAI-PA = .93 and OWAI-PT = .92 for Tasks,
and awar-pa = .93 and awarpt = .94 for Bonds. In this study, reli-
ability was also computed for the sum of the patient’s and the
psychotherapist’s scores (WAI-SUM); its value for the total
score is awar.sum = - 98, while reliability values for the subscales
are: awa.sum = -95 for Goals, awa.sum = .95 for Tasks, and awa-
sum = -96 for Bonds. WAI-SUM is a new proposal for the opera-
tionalization of the working alliance. It is based on the idea of
measurement combining patient and psychotherapist evalua-
tions to eliminate the overestimations and underestimations
that may appear on either side of the dyad. The score is com-
puted by adding the evaluations made by the patient and the
therapist. Measurement using the WAI-SUM was found to be
reliable and valid in earlier extensive empirical research vali-
dating the inventory.*® Confirmatory factor analysis (CFA)
showed that the WAI measurement was valid.

Demographic data and the formal aspects of the psy-
chotherapeutic process. In my study, | administered an
elaborate demographic survey to control for demographic
variables (sex, age, education) and psychotherapy-related
ones (psychotherapist’s work experience, number of sessions
held, frequency of meetings, length of sessions). Two
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Model of direct relations of the working alliance to demographic variables and the formal aspects of the psychotherapeutic

versions of the survey were prepared: one for patients and
the other for psychotherapists. The version completed by
psychotherapists included questions about the formal
aspects of the psychotherapeutic process.

Statistical methods

I used the SPSS 25 and IBM SPSS AMOS 25 statistical packages.
Preliminary analyzes of participants’ sociodemographic data
and reliability analyzes were performed using SPSS 25. Ana-
lyzes involving tests of differences were also run in SPSS 25.
To analyze SEM models, | used the AMOS 25 package.

Results

Formal aspects of psychotherapy and the quality of
alliance: SEM structural models of the observable
variables

To test the hypothesis concerning the relations between the
formal aspects of the psychotherapeutic process and the
quality of working alliance (H1), I built a structural model
with eight variables, as illustrated in Fig. 2, and tested it
using structural equation modeling (SEM). Because the mea-
surement was based on the patient’s evaluation (WAI-PA),
the psychotherapist’s evaluation (WAI-PT), and combined
patient’s and psychotherapist’s evaluations (WAI-SUM), |
constructed three SEM models. Their fit indices are pre-
sented in Table 1.

Using the criteria adopted to assess fit indices®® for SEM
models (x2/df < 2.5; RMSEA <.80; GFI values close to or
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Fig. 2

Structural and measurement model with eight variables, postulating the direction of relationships between the variables

concerning the formal aspects of the psychotherapeutic process and the quality of alliance, tested with SEM. PT work experi-
ence = psychotherapist’s work experience in years; the number of sessions = the number of psychotherapeutic sessions the patient
has attended by the time of the measurement (min. 2, max. 960); frequency of sessions = the frequency of the patient’s attendance
at psychotherapeutic sessions (minimum: once a month; maximum: three times a week), length of sessions = the mean duration of a

psychotherapeutic session in minutes (min. 30, max. 90).

exceeding .90; ECVI and MECVI—the best model is the one
with the lowest values) and analyzing the indices reflecting
the fit of the theoretical model with a particular measure-
ment model, | found that all three models had very good val-
ues of some fit indices (e.g., x%/df, RMSEA) and narrowly
acceptable values of others (e.g., GFl). The information cri-
teria (ECVI, MECVI) indicate that the quality of the models is
similar. | therefore decided to determine the strength of
relationships between the formal aspects of psychotherapy
and the quality of working alliance based on results from all
three models. These were not meant to be competing mod-
els; instead, | expected that they would all yield comparable
results on the hypothesized relationships, thus providing

strong empirical evidence to verify them. The values of
effect size estimators are presented in Table 2.

Most factor loadings, indicating how strongly the formal
aspects of psychotherapy impact the working alliance,
proved to be statistically significant and consistent across
different sources of alliance evaluation (patient, psycho-
therapist, and combined evaluations) in terms of both size
and direction.

The effects of the first three factors—psychotherapist’s
work experience, the number of sessions held, and the fre-
quency of sessions—on the alliance were similar, though

rather weak (MBpr work experience =0.25, MBnumser oF sEs-
sions = —0.24, MBrrequency oF sessions = 0.23). The effect of the

Table 1  Fit Indices for the Tested Models.
SEM models X df K2/ df p RMSEA  RMSEA RMSEA  GFI ECVI  MECVI
LL UL
Formal aspects of WAI-PA 1073.68 737 1.46 .01 .042 .036 .047 .80 4.75 4.87
psychotherapy WAI-PT 1019.16 737 1.38 .01 .038 .032 .044 .80 4.54 4.66
and alliance WAI-SUM 1062.51 737 1.44 .01 .04 .036 .047 .80 4.7 4.82
quality

Note. x* = chi?> model fit statistic; df = degrees of freedom; x2/df = chi? statistic divided by degrees of freedom; RMSEA = root mean square
error of approximation; RMSEA LL = lower limit of the value of root mean square error of approximation; RMSEA UL = upper limit of the
value of root mean square error of approximation; GFl = goodness-of-fit index; ECVI and MECVI = information criteria used to compare the

quality of models.
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Table 2 Standard Estimators for the Tested Models.

SEM model B p R? MB MR?
WAI-PA PTwork experience — WA 0.27 .01 .12 0.25 172
WAI-PT 0.21 .01 .20
WAI-SUM 0.29 .01 .19
WAI-PA Number of sessions — WA —0.06 .18 .12 —0.24
WAI-PT -0.28 .01 .20 .195
WAI-SUM —0.21 .01 .19
WAI-PA Frequency of sessions — WA 0.21 .01 .12 0.23
WAI-PT 0.25 .01 .20 172
WAI-SUM 0.23 .01 .19
WAI-PA Length of sessions — WA 0.06 .21 .12 0.12
WAI-PT 0.14 .02 .20 .195
WAI-SUM 0.11 .04 .19

Note. PTwork experience = psychotherapist’s work experience in years; the number of sessions = the number of psychotherapeutic sessions
the patient has attended by the time of the measurement (min. 2, max. 960); frequency of sessions = the frequency of the patient’s atten-
dance at psychotherapeutic sessions (minimum: once a month; maximum: three times a week), length of sessions = the mean duration of a
psychotherapeutic session in minutes (min. 30, max. 90), 8= standardized path coefficient; R = multiple correlation coefficient; Mg and

MR? = averaged values.

length of psychotherapeutic sessions on the working alliance
prOVed to be the weakest (MﬂLENGTH OF SESSION=0-12)- The
models explained an average of 17.2% of the variance in alli-
ance quality as determined by the psychotherapist’s work
experience or by the frequency of sessions. In the case of the
remaining relationships, the models explained an average of
19.5% of the variance in the explained variable.

The results showed that the quality of the working alliance
increased if psychotherapy was conducted by an experienced
therapist and if the frequency of sessions was high. There was
a weak but positive relationship between session length and
alliance quality. The analysis revealed an interesting pattern
for the number of sessions—alliance quality proved to be
inversely related to this variable. In other words, the quality
of alliance was not higher at all if the psychotherapeutic pro-
cess had been longer. The effect sizes were similar regardless
of who evaluated the psychotherapeutic alliance.

In sum, the values of coefficients yielded by SEM verified
the issue of alliance quality being determined by the formal
aspects of psychotherapy. Hypothesis H1 was supported,
except for the relationship between alliance quality and the
number of sessions held, whose direction was opposite to
the postulated one.

Demographic variables and alliance quality

The psychotherapeutic alliance was analyzed also in terms
of demographic variables (H2): sex and age (both patient’s
and psychotherapist’s), patient’s education, and patient’s
marital status (relationship status). To test the differentiat-
ing effect of the demographic variables, | performed Stu-
dent’s t-test for independent samples. The results are
presented in Table 3.

The results of analyzes show that the therapeutic alliance
is not differentiated by demographic variables. The
patient’s and the psychotherapist’s sex and age, the
patient’s education, and the patient’s marital status do not
determine working alliance evaluations. This applies not
only to the overall evaluation of the alliance but also to its
dimensions: goals, tasks, and bonds.
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It makes no difference for the quality of the alliance
established during the psychotherapeutic process if the indi-
viduals involved—patient and psychotherapist—are male or
female. Nor does alliance quality change according to their
age or depend on whether either of them is in a close rela-
tionship.

Only in one case did the differentiating effect of a demo-
graphic variable prove to be statistically significant—
namely, in the case of the patient’s sex and its impact on the
development of the patient—therapist bond. It turns out
that men build stronger alliances than women in this
respect.

The results of difference tests lead to the conclusion that
demographic variables do not determine the quality of the
therapeutic alliance. Hypothesis H2 was therefore rejected,
although the differentiating effect of sex should be noted.

Discussion

The results of this empirical study allowed for exploring the
quality of the therapeutic alliance in terms of whether it
depended on several formal variables related to the psycho-
therapeutic process. Earlier results of empirical studies and
the conclusions formulated on their basis made it reasonable
to investigate to what extent the formal aspects of the psy-
chotherapeutic process influenced the alliance and whether
the quality of this alliance was differentiated by demo-
graphic variables. In the present study, working alliance in
psychotherapy was thoroughly explored based on combined
patient and therapist evaluations of its quality and with sep-
arate evaluations included in some analyzes as well. The col-
lected empirical data and the strategy adopted to test the
hypotheses yielded interesting results, partly supporting the
earlier findings.

Of the formal aspects of psychotherapy, all four varia-
bles: work experience, the number of sessions held, the fre-
quency of sessions, and the length of sessions, contributed
to the quality of the therapeutic alliance to a small degree.
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Differences in the Evaluation of the Therapeutic Alliance According to Demographic Variables.

DEMOGRAPHIC VARIABLE

Table 3

Bonds

Tasks

Goals

Alliance

SD
20.86

SD
21.71
23.04

20.88

SD
22.32

SD
63.52

—-2.171*

120.33

—1.498

116.25

—0.840

115.29
117.67

—1.528

351.86

F(n=132)

M (n

PA sex

23.57
21.37

24.03

126.29

120.39

23.53
21.91

24.54

68.69
62.79
71.83
65.97
66.88

70.84

364.35

130)
166)
96)

(n=130)

—1.174

122.01

—1.294

116.88

—1.037

115.32

—1.194

354.21

F(n=
M (n

PTsex

125.49

24.81

120.77

118.46
116.15

364.72

—0.078

22.80
22.09
23.86

123.18
20.81

—0.092

118.18 22.17

—0.221

22.41

>36 357.51 —0.134

PA age

123.39

22.78
23.81

118.43

23.49
24.51

116.78

358.61

132)
132)
130)

<36 (n=
> 41

1.000

124.66

0.290

118.70
117.9

0.038

116.52

0.449

359.89

(n=

<41 (n

PTage

121.89

21.02
22.28
22.68
23.12

21.27
22.19

61.57 116.42
65.98
66.70

67.48
65.83

356.21

0.458

22.84
21.84

22.30

124.26

0.928

119.93

0.126

116.81

0.512

361.00

112)

secondary (n

PA education

122.97

117.29

23.65
23.25
22.75

116.45

356.71

higher (n=143)

single (n

0.002

123.29

0.489

117.73

—0.809

114.92

—0.382

355.95

=93)

PA marital status

22.52

123.14

22.11

117.32 118.62

359.22

in a relationship
(n=169)

(relationship

status)

Agreement on Goals subscale; Tasks = Agreement on Tasks subscale; Bonds = Development of Bonds subscale; PA

total score on the Working Alliance Inventory; Goals =

Note. Alliance

whether the patient lives alone

= patient’s education; PA marital status =

patient’s age; PTage = psychotherapist’s age; PA education
standard deviation, t

arithmetic mean; SD

psychotherapist’s sex; PA age

patient’s sex; PTsex =
or whether he/she is married or in a romantic partner; M

sex =

= Student’s t-test for independent samples.

p<.05.
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The factors conducive to a proper therapeutic relation-
ship include the psychotherapist’s work experience and the
frequency of psychotherapeutic sessions; the length of ses-
sions is such a factor to a slight degree only. Alliance quality
increases if the psychotherapist is more experienced and if
the patient attends the sessions regularly and frequently.
Alliance quality improves also when sessions are longer. |
controlled for sessions ranging in duration between 30 and
90 min; the largest number of observations (approximately
77%) concerned psychotherapeutic processes in which ses-
sions lasted about an hour.

The study yielded an interesting result regarding the
effect of the length of the psychotherapeutic process, oper-
ationalized as the number of sessions held, revealing that
the alliance tended to deteriorate with time. This result
confirms one of the patterns described by Kramer and col-
leagues,*® who found that even though the alliance is often
strong when newly established, it may weaken during subse-
quent meetings. This may stem from the fact that the psy-
chotherapist’s engagement, harmonization (particularly
emotional) with the patient, and activities aimed at hearing
the patient out and at the containment of the patient’s
experience (present and frequent during the first sessions)
partly give way to a focus on identifying the areas in the
patient’s life that require effort, work, and change on his or
her part and that demand new, more adaptive forms of
behavior and work on defense mechanisms. Such challenges
may increase discomfort and a feeling of being unable to
work further. They may also increase distance and negative
emotions towards the psychotherapist, thus leading to a
deterioration in alliance quality.

The alliance was also evaluated by the psychotherapist,
and a similar pattern was found in this case as well—a dete-
rioration in alliance quality as the number of psychotherapy
sessions increased. There are several conjectures worth con-
sidering in this regard. The patient’s reaction of discomfort
and resistance to the expectations (appearing in the
advanced stages of treatment) that he or she should put in
more effort and make changes may have an impact on the
psychotherapist’s self-esteem and critical assessment of the
alliance. After all, the evaluation of the working alliance as
theorized by Bordin concerns the achievement of goals
through the performance of tasks,* and these dimensions
become crucial in the advanced stages of psychotherapy.
Psychotherapists’ low evaluation of the alliance in longer
psychotherapy processes may stem from their awareness of
the responsibility involved. It is possible that, with the grow-
ing duration of psychotherapy, psychotherapists become
more attentive to what happens during sessions, to how the
provisions of the contract are implemented, and to whether
the patient does the tasks assighed to accomplish the goals
that have been set. Psychotherapists’ increasing vigilance,
especially when the goals are not achieved despite the
passing of time, may manifest itself in a more neutral,
restrained, and sometimes negative evaluation of the alli-
ance.”? Both in psychotherapists and in patients, low evalua-
tions of the alliance may also be related to the phenomenon
of fluctuation—an increase in the strength of the alliance on
some occasions and a decrease in its strength on others.
Fluctuation occurs particularly in long processes and in the
case of intensively working dyads. This phenomenon is inevi-
table, and, to a certain extent, it is a consequence of the
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intervention strategies activated by the therapist.?® It may
also stem from the general non-coincidence of psychothera-
pists’ and patients’ evaluations of the alliance and the sys-
tematic underrating of this relationship by the former.*'
What may suggest this last pattern is the negative value—
the highest of all in the analyzes—of the standard path coef-
ficient between the number of sessions held and the psycho-
therapist’s evaluation of the alliance. The psychotherapist’s
low evaluation of the alliance may also reflect the actual
state of this relationship. The alliance does not always
develop linearly. Moreover, it may be impossible to pinpoint
just one variable influencing the result of the analyzes
because multiple factors mold the psychotherapeutic rela-
tionship.*? The pattern that has been detected requires fur-
ther research, as there is considerable empirical material
indicating that the alliance should grow stronger with time
because the relationship in the dyad should deepen.®-%>:2%:2°

The results of the study do not allow for identifying the
demographic markers of the quality of psychotherapeutic
alliance. Neither sex, age, or education, nor the patient’s
being single or in a relationship determines the quality of
the alliance. It therefore seems that the expectation of alli-
ance in psychotherapy is common; alliance is expected to an
equal degree by individuals of different ages and with differ-
ent levels of education, regardless of the presence or
absence of close interpersonal relationships in their lives.

What is interesting is the fact that the analysis revealed
no differentiating effect of the patient’s marital status
(relationship status). To my knowledge, this variable has not
been investigated to date in studies on the quality of thera-
peutic alliance. It was assumed that patients who were sin-
gle and not in a close romantic relationship might transfer
this unfulfilled need to the relationship with the psychother-
apist and build a stronger alliance. This, however, was not
the case, perhaps because the working alliance, especially
as conceptualized in Bordin’s model,**** is largely formal
and centered on the main goal, which is to enhance the
patient’s well-being, eliminate symptoms, and achieve
recovery.

The only exception is the development of a bond in the
psychotherapeutic process. Men need a slightly stronger
therapeutic alliance than women. This can be understood as
follows: if the alliance in psychotherapy is also partly a for-
mal agreement concerning specific actions that should be
performed to achieve specific treatment outcomes, and if
other studies show that men generally build stronger inter-
personal relations when these relations are based on a
clearly defined goal and activities leading to the achieve-
ment of that goal,**~** then perhaps they approach the alli-
ance similarly, and hence their need for a stronger
emotional bond with the psychotherapist during treatment.

Conclusion

The formal aspects of the psychotherapeutic process influ-
ence the alliance. Alliance develops to an equal degree in
people of different ages and with different levels of educa-
tion, regardless of the presence or absence of close interper-
sonal relationships in their lives.
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Limitations

Research on the issues raised in this article requires continu-
ation and, importantly, replication. The adopted strategy of
collecting and analyzing data and identifying the factors
influencing the quality of working alliance carries certain
limitations. Further research should address and eliminate
them.

Future studies require increasing the sample size; both
the group of patients and the group of psychotherapists
must be larger to ensure stronger empirical support for SEM
analyzes. Larger samples will also allow for ensuring that
participants with various levels of extraneous variables are
adequately represented.

As mentioned in the first part of the article, previous ana-
lyzes concerning the impact of variables on the quality of
alliance usually included factors from the categories of per-
sonality and motivation. The present study did not include
them. Perhaps some of the variables analyzed in this study
are moderators between alliance quality and personality or
motivational factors. A critical issue, though an exceedingly
difficult one in the context of research into a phenomenon
as delicate as the psychotherapeutic process, is the prepara-
tion of measurement and the collection of data for longitudi-
nal analyzes. The present study was conducted on a cross-
sectional basis, with only one measurement to rely on. Data
collected from more than one measurement in the same
dyad at different stages of alliance consolidation could show
the dynamics of alliance depending on significant factors.
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