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Workingg alliance and brief treatment outcome 

Abstrac t t 

Althoughh the therapeutic relationship is often found to be related to treatment outcome, this 
alliance-outcomee relationship is complex. Different aspects of alliance may differentially be 
relatedd to treatment outcome. The main aim of this study is to assess whether the three scales 
(Goal,, Task and Bond) of the Working Alliance Inventory (WAI) differently predict whether a brief 
treatmentt (BT) approach is successful. More agreement on Tasks or Goals, according to the 
patient,, increased the probability that a BT approach is successful. Bond was not related to 
outcome.. When all three WAI-scales were entered in a stepwise logistic regression procedure 
withh backward elimination, only the Task scale score remained significantly related to the 
probabilityy that BT was successful. The Task scale score also significantly improved the two 
predictionn models based on patient characteristics developed in an earlier study. 
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Chapterr 5 

Introductio n n 

Althoughh the concept 'working alliance' (broadly described as the collaborative and affective 
therapeutic-relationn between clinician and patient) is multidimensional, can be assessed with 
differentt measures (Martin, Garske & Davis, 2000), and from different perspectives (of the patient, 
cliniciann or an independent observer; Ogrodniczuk, Piper, Joyce, & McCallum, 2000), the relation 
off the 'working alliance' with therapeutic outcome has been widely demonstrated (Martin et al., 
2000;; Horvath & Luborsky, 1993; Horvath & Symonds, 1991). Recently, Beutler, Malik, 
Alimohamed,, Harwood, Talebi, Noble & Wong (2003) found a mean effect size (r) of .22 when 
workingg alliance was assessed against general outcome measures and an effect size (r) of .17 for 
targetedd measure. This finding is quite consistent with previous meta-analyses and support the 
conclusionn that the therapeutic relationship is modestly related to treatment outcome. 

Horvathh & Luborsky (1993) could not identify significant differences in alliance-outcome relations 
amongg different treatment approaches. Also length of treatment does not appear to influence this 
relationn (Horvath & Symonds, 1991). However, it is possible that the relation between different 
aspectss of alliance and treatment outcome is different for very brief limited treatments compared 
too unlimited or long-term treatments. Some authors state that different aspects of the working 
alliance,, assessed at different stages of the therapeutic process or within different treatment 
approaches,, can have different relations with (different types of) treatment outcome (e.g. 
Weerasekera,, Linder, Greenberg & Watson, 2001; Stiles, Agnew-Davies, Hardy, Barkham & 
Shapiro,, 1998; Hatcher & Barends, 1996; Horvath & Marx, 1991; Horvath & Symonds, 1991; 
Gaston,, 1990). 

Bordinn (1979) describes Goal, Task and Bond as three components of alliance. Goal pertains to 
thee mutually endorsement and value of treatment goals (including the areas targeted for change) 
byy patient and clinician. Task pertains to the fact that both the patient and clinician must decide 
onn clear tasks (strategies and techniques of treatment) that they both perceive as relevant and 
probablyy efficacious. Finally, Bond pertains to issues like mutual trust, acceptance and liking. 

Somee authors expect that the agreement on therapeutic Tasks, and to a certain level the 
agreementt on Goals, is especially important in the early phase of treatment (Weerasekera et al., 
2001;; Vervaeke & Vertommen, 1993). During the first sessions initial levels of collaboration must 
bee established and the patient and clinician must agree on what needs to be accomplished and 
whichh therapeutic tasks are therefore necessary (Horvath & Luborsky, 1993). The 'bond' between 
thee patient and clinician seems more crucial when the treatment progresses and the patient is 
confrontedd with set-backs or when the clinician is going to challenge old neurotic patterns. In such 
aa critical treatment phase it is important that the patient feels that the clinician understands what 
(s)hee is going through, feels supported and experiences mutual respect and trust (Vervaeke & 
Vertommen,, 1993). Saunders, Howard, and Orlinsky (1989) found a linear as well as a curvilinear 
relationn between bond and outcome. Especially in the early phase of treatment both a strong and 
aa weak bond resulted in more negative treatment results. 
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Mostt alliance research has focussed on treatments comprising twelve sessions or more and often 
withh no explicit time-limits. In these kind of treatments clinicians may have a different attitude with 
regardd to the different aspects of alliance than clinicians involved in time-limited treatments with a 
considerablee lower number of treatment sessions (Kamin, Garske, Sawyer & Rawson, 1993). 
Hatcherr and Barends (1996) found no significant relation between scores on their factor 'Goals 
andd tasks' and psychodynamic psychotherapy outcome. They argue that this was probably due to 
thee fact that therapy goals and tasks are not given explicit attention in dynamic open-ended 
therapyy in contrast to focal, short-term therapies and in cognitive-behavioural therapies. 
Especiallyy in (very) brief treatment, establishing agreement about clearly defined and focused 
goalss early in treatment, as well as agreement on the therapeutic-tasks, is very important 
(Schaefer,, Schene and Koeter, 1999; Schaefer, Koeter, Wouters, Emmelkamp & Schene, 2003; 
Kosss and Shiang, 1994). Consequently, both these aspects of alliance should be related to brief 
treatmentt outcome; more agreement on Goals and Tasks should increase the probability of brief 
treatmentt success. With regard to the aspect Bond it is less clear whether it is related to success 
inn brief treatment and if it does, whether the relation will be linear or curvilinear. 

Inn this article we assess the working alliance of patients that are allocated to brief treatment (BT; 
inn which the clinician has the intention to end the BT within six sessions) and study the impact of 
Goal,, Task and Bond on BT outcome. Outcome was defined as successful when it is ended in six 
orr fewer sessions and the patient rated the outcome as positive. In addition we assess whether 
thesee alliance components can improve outcome models based on patient characteristics 
developedd in an earlier study (Schaefer, Koeter, Wouters, Emmelkamp, & Schene, submitted). 
Thesee models together included the following variables: age, problems-focused coping, wish for 
structuree as an intervention characteristic, GAF-score, and number of complaints. Patients who 
weree at baseline assessed as younger than 30 years had more chance that their BT was 
successful,, which also holds for those with a more problem-focused coping style, and those who 
weree low on the wish to have a structured intervention. Patients with a higher baseline score on 
thee GAF (i.e. better functioning) had more chance that their BT was successful, which was also 
thee case for patients with three or fewer complaints in different problem areas compared to 
patientss with more than three complaints. 

Material ss  and method s 

Settin gg and procedur e 

Thiss study was executed in six Community Mental Health Centres (CMHC's) spread over the 
Netherlands.. In these centres patients can be allocated to 'Unlimited or Long-term Treatment' or 
'veryy Brief Treatment' (BT). Patients were allocated to BT when clinicians thought that patients did 
needd no more than six treatment sessions to restore their autonomy and enable them to deal with 
theirr problems on their own again. A more detailed description of the treatment allocation 
proceduree is presented elsewhere (Schaefer, et al., 2003; Schaefer, et al., submitted). 
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Chapterr 5 

Tablee 5.1 Patien t characteristic s 
(n=159;;  patient s of whom the 'successfulness ' of BT is know n and data is availabl e fro m the 
Workin gg Allianc e Inventor y assesse d two month s after the star t of brie f treatment ) 

Sociodemographi cc variable s 

Genderr  [%] 

Age e 

Educatio nn [%] 

Livin gg situatio n [%] 

Marita ll  statu s [%] 

355 men, 65 women 

MM = 40 years, S.D. = 11 years (range 18 - 76) 

122 Primary education or less 
300 Secondary education low 
355 Secondary education high 
233 Tertiary education and more 

211 Alone 
633 With partner (with or without child) 
88 With child without partner 
55 With parent(s) 
33 Other 

322 Never married 
511 Married 
133 Divorced 
44 Widowed 

Clinica ll  variable s 

DSM-IV,, first diagnosi s on Axis I [%] 

DSM-IV,, Axis II [%] 
Personalityy problems 

Disorderss or traits in clusters 

Globa ll  Assessmen t of Functionin g 
Scalee (GAF) DSM-IV 

Workin gg Allianc e Inventory 2 

-Goal l 
-- Task 
-Bond d 

66 No disorder 
322 Adjustment disorder 
299 Mood disorder 
144 Anxiety disorder 
44 Somatoform disorder 
44 Sexual or gender identity disorder 

111 Other disorders 

44 One or more Axis II personality disorders 
477 No disorder on Axis II, but one or more traits 
499 No Axis II disorder or traits 

11 Cluster A (paranoid, schizoid or schizotypal personality problem)1 

111 Cluster B (antisocial, borderline, histrionic or narcissistic personality problem)1 

422 Cluster C (avoidant, dependent or obsessive-compulsive personality problem)1 

MM = 63, S.D. = 8 (range 41 - 80) 

MM = 47.5, S.D. = 6.7 (range 25 - 60) 
MM = 48.5, S.D. = 6.6 (range 25 - 59) 
MM = 49.3, S.D. = 6.3 (range 22 -60) 

MM = mean 
S.D.. = standard deviation 
DSM-IV:: Diagnostic and Statistical Manual of Mental Disorders 4th Edition (1994) 

Percentagess of the total sample (some patients were diagnosed with more than one disorder or trait) 
22 Each scale had 12 items which were rated on a 5-point scale 

Patientss referred to BT, by an allocation committee, were asked to participate in the study. Those 
whoo gave informed consent (IC) were asked to complete the baseline questionnaires before the 
firstt BT-session and were followed up two, four and eight months after the start of the BT. For this 
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articlee the baseline and the two and eight-month follow-up data are used. The clinician 
responsiblee for the intake interview was also asked to complete a questionnaire before the start of 
thee first BT-session. 

Patientss referred to BT, by an allocation committee, were asked to participate in the study. Those 
whoo gave informed consent (IC) were asked to complete the baseline questionnaires before the 
firstt BT-session and were followed up two, four and eight months after the start of the BT. For this 
articlee the baseline and the two and eight-month follow-up data are used. The clinician 
responsiblee for the intake interview was also asked to complete a questionnaire before the start of 
thee first BT-session. 

Duringg the study period 594 patients were allocated to BT of which 459 (77%) were asked for 
Informedd Consent (IC). The remaining 135 patients (23%) were not asked for the following 
reasons:: 39 patients, mostly from ethnic minority groups, had problems with reading, writing or 
understandingg the questions; 50 were, according to the clinician who did the intake, too ill or too 
vulnerablee to be asked to participated in the study; and another 46 were missed because of 
logisticc reasons. Of the 459 patients asked to participate 379 (83%) gave IC. Of those 379 
patientss 118 (31%) did not return the baseline questionnaire. The remaining 261 patients 
participatedd in the study of which 199 patients (76%) completed the two-months follow-up and 
1911 (73%) the eight-months follow-up questionnaire. Clinicians completed a baseline 
questionnairee for 245 (94%) of the 261 patients that participated in the study. 

Fromm 176 of the 191 patients who completed the eight months follow-up, data could be used to 
assesss whether or not BT was successful. Finally some patients (see below) were excluded from 
thee analysis because of (1) missing part of the baseline or two months follow-up data or (2) filling 
outt the baseline questionnaire after the start of BT (mostly due to logistic reasons). The analysis 
pertainingg to the relation of working alliance and treatment outcome are based on 159 of the 176 
patients.. Patient characteristics of these 159 patients are described in Table 5.1. Analysis 
pertainingg to the question whether alliance information improves the predictive models based on 
patientt and clinician ratings of patient characteristics are based on respectively 125 and 138 of 
thee 176 patients. 

Patient s s 

Thee mean age of the total sample of 159 patients was 40 years (S.D. = 11), 65% were women. 
Consideringg DSM-IV (1994) diagnoses most patients had an Axis I disorders in the categories 
adjustment,, mood or anxiety disorder (6% had no Axis I diagnosis but a V-code). Few patients 
weree diagnosed with personality disorders, but half of the patients had traits, mostly of Cluster C 
personalityy disorders. These findings in combination with scores on the Global Assessment of 
Functioningg Scale of the DSM-IV, indicate that our sample BT-patients had primary moderate 
symptomss and/or moderate difficulties regarding their social or occupational functioning. Some 
patientss had more serious symptoms or impairment in their social or occupational functioning, but 
nonee had impaired reality testing. 
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Clinician ss and brie f treatmen t 

Thee 62 clinicians providing BT in the six centres participating in our study had different 
professionall backgrounds. Most of them were psychotherapists (i.e. an university degree followed 
byy four years post graduate study) or clinical psychologists (i.e. an university degree with regard 
too clinical psychology), and some of them community psychiatric nurses (i.e. nurses who 
completedd an advanced professional study specialised in working within mental health settings). 
Alll had quite some treatment experience and were trained how to keep treatment as brief as 
possible.. All clinicians participated in a multidisciplinary team, in which progress of the BTs could 
bee discussed. Each team comprised a psychiatrist who sometimes provided BTs themselves. 

BTT was always started with the intention to end it within six, or fewer, sessions. Patients were 
informedd at the start of the BT of this time limitation. BT usually ended within four or five months, 
butt there was no limit to length in number of months. Most clinicians were trained to work with a 
clearr focus and well-defined limited therapeutic goals often aiming at the reestablishment of a 
previouss level of functioning. Maintaining the chosen focus and treatment goals required that 
clinicianss actively participate in the therapeutic process. The description of an active approach 
fromm Koss and Shiang (1994) also holds for the BT-clinicians in this study. According to these two 
authors,, being active means 'directing the conversation when necessary, actively explore areas of 
interest,, offering support and guidance, formulating plans of action for the patient to follow, 
assigningg homework, teaching problem solving, and encouraging a constructive life philosophy' 
(pagee 672-673). Given the heterogeneity of the BT-patients, BT may comprise a variety of 
interventions.. Most clinicians have much treatment experience in more than one psychotherapy 
approach,, which enables them to be flexible and creative in choosing the right techniques for the 
particularr patient. Although BT can be an eclectic approach, BT is primarily directive, 
cognitive/behaviourall and solution focused psychotherapy. For more information about BT see 
Schaeferr et al. (2003) and Schaefer et al. (submitted). 

Assessin gg BT-succes s 

BTT was considered successful when it fulfilled both of the following two criteria: 

1.. It ended in six or fewer BT sessions. At eight-month follow-up some patients had not yet 
endedd their BT. When these patients had had more than six BT-sessions, BT was considered 
nott successful. When these patients had fewer than six sessions, they were excluded from 
analysiss since the fulfilment of this criterion could not be assessed. 

2.. Patient rated the result of BT (on a 10-point scale, ranging from 1 'bad' to 10 'good') > 6 or 
ratedd the BT result as 6 and rated the most important treatment goal (on a 4-pint scale, 
rangingg from 1 'not at all' to 4 'entirely' achieved) as either 'pretty much' or 'entirely' achieved 
(respectivelyy score 3 or 4). 
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Instrument s s 

PatientPatient ratings two months after the start of brief treatment 

WorkingWorking Alliance Inventory (WAI, Horvath & Greenberg, 1989). The 36 item WAI is developed to 
measuree Bordin's (1979) three aspects of the alliance; the agreement on Goals, the agreement 
onn Tasks, and the Bond between the patient and clinician. Each aspect is measured with a 12 
itemm scale. All items are rated on a 5-point scale. After recoding some items, high scores stands 
forr a more positive working alliance; more agreement on Goals and Tasks and a better Bond. In 
thiss study the patient completed the questionnaire two months after the start of BT. By then the 
patientt had four or five sessions with the clinician including intake session(s) that took place 
beforee the start of BT. 

Researchh has shown strong support for the reliability of the WAI scales and some support for its 
validityy (Horvath, 1994). Horvath and Greenberg (1989) found high internal consistencies for the 
threee subscales (.92 for Bond, .92 for Task and .89 for Goal). Correlations between Task en Goal 
aree often found to be higher than the correlation between Bond and these two scales. Busseri and 
Tylerr (2003) found a correlation of .92 between Goal and Task, .80 between Bond and Goal, and 
.711 between Bond and Task for the WAI completed by patients. 

PatientPatient baseline ratings 

UtrechtUtrecht Coping List (UCL, Schreurs, van de Willige, Tellegen & Brosschot, 1988). The UCL is a 
47-itemm questionnaire assessing various kinds of coping strategies. Subjects were asked to rate 
thee use of a certain coping strategy when confronted with a problem or unpleasant situation. 
Itemss were rated from 1 ('hardly ever') to 4 ('very often'). For this study only the 7 item scale 
'problem-focusedd coping' was used, because in earlier analysis (Schaefer et al., submitted) this 
scalee proved to be a predictor for BT success. 

PatientPatient Request Evaluation Scale (PRES, Swinkels, 1994). The PRES is an adjusted Dutch 
versionn of the Patient Request Form (Lazare & Eisenthal, 1977), which was used to identify 
patients'' requests for treatment. The PRES consists of 51 items divided over 11 scales. Patients 
weree asked to rate how applicable the items were on a 3-point scale rating from 1 ('exactly what I 
want')) to 3 ('not at all'). Only the 4 item scale 'structure' is used in analysis, because in earlier 
researchh (Schaefer et al., submitted) this scale proved to be a predictor for BT success. 

ClinicianClinician baseline ratings 

GlobalGlobal Assessment of Functioning (GAF). The clinician rated the Global Assessment of 
Functioningg Scale (GAF; Axis V from the DSM-IV, 1994). The score can range from 1 'very bad' 
too 100 'very good'. 
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TargetTarget complaints. A standardised screening list of thirteen complaints (e.g. mood problems, 
anxietyy problems, relational problems, somatoform problems, working problems) was used on 
whichh clinicians rated the target complaints. The number of different complaints was counted. 

Statistica ll  analyse s 

Logisticc regression analysis was used to determine whether or not the scales of the Working 
Alliancee Inventory (WAI) are predictors of BT success (P-value < 0.05). A two-step procedure was 
followed.. In the first step we checked the relationship between each WAI scale and BT success 
forr linearity in the logit. If this was not the case the variable was recoded and made categorical. 
Forr all analyses we controlled for the number of sessions that the patient had seen the clinician 
beforee completing the WAI by adding this variable as covariate to the statistical model. 

Inn the second step, a stepwise multiple logistic regression model was used. Gender, age, number 
off sessions, and treatment centre were entered first and kept in the model; the first three as 
potentiall confounders and the fourth to control for the multicenter character of our sample. The 
threee alliance-variables were subsequently entered in a stepwise procedure with backward 
eliminationn to construct a final model based on WAI-data. 

Too assess whether working alliance data improved (P-value < 0.05) the prediction models of BT 
successs based on baseline patient characteristics developed in an earlier study (Schaefer et al., 
submitted),, we started with the original model and entered the three WAI-scales using a 
backwardd elimination procedure. We did this for the original model based on patient baseline 
ratingss and the model based on clinician baseline ratings. 

Result s s 

Predictio nn of BT-succes s based on patien t Workin g Allianc e Inventor y self-rating s 

Forr 72 (45%) patients, of the 159 patients of whom data from the Working Alliance Inventory 
(WAI)) could be used to build a prediction model, BT was successful. All three WAI-scales were 
linearr in the logit and could be used as continuous variables in the analysis. Results of the 
(univariate)) analysis are presented in Table 5.2. Task and Goal were both predictors of BT-
success.. When agreement on Tasks or Goals increases, the probability of BT-success increases. 
Bond,, however, was not related to BT-success. 

Inn a multiple logistic regression analysis with the three WAI-scales (with age, gender, number of 
sessionss that the patient had seen the clinician before completing the WAI and centre fixed in the 
model)) only the scale Tasks' remained in the model. The Hosmer and Lemeshow Test showed a 
goodd overall model fit (P = 0.26; df = 8; x2 = 10.13). The odds ratio from for the variable Task was 
1.15(P<0.00). . 
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Tabl ee 5.2 Univariat e logisti c regressio n models , fo r predictin g brie f treatmen t success , 
basedd on Worl d ng Allianc e Inventor y patient-ratin g assesse d at tw o month s afte r th e star t of 
brie ff  treatmen t (n=159: 72 'successful ' vs . 87 'unsuccessful' ) 

Potentiona ll  predictor s OR R 95%% CI P-valu e e 

Workin gg Allianc e Inventor y  1 

Task k 
Goal l 
Bond d 

1.15 5 
1.09 9 
1.04 4 

1.08/1.22 2 
1.04/1.15 5 
0.99/1.09 9 

0.000 0 
0.001 1 
0.146 6 

ORR = odds ratio 
95%% CI = 95% confidence interval for OR (lower/upper) 

11 All analyses are controlled for number of sessions that the patient had seen clinician before completing the Working 
Alliancee Inventory. 

Predictio nn of BT-succes s based on WAI- and baselin e patient-rating s 

Tabl ee 5.3 A two ste p multipl e logisti c regressio n analysi s to predic t brie f treatmen t success ; 
wit hh onl y th e patien t baselin e rating s foun d in an earlie r stud y in step 1, and th e mode l after 
enterin gg the WAI-scale s in a stepwis e procedur e wit h backwar d eliminatio n in step 21. 
n=125::  54 'successful ' vs . 71 'unsuccessful ' 

Predictor s s 

Result ss  after ste p 1 

ORR 95% CI F-valu e 

Result ss  afte r ste p 2 

ORR 95% CI P-valu e 

Fixe d d 
Gender2 2 

Age 2 2 

Personalit yy  and copin g 
Problem-focusedd coping 2 

Reques tt  fo r typ e of interventio n 
Structure e 

Workin gg Allianc e Inventor y 
Task k 

1.833 0.71/4.74 0.210 

0.233 0.06/0.82 0.024 

4.433 1.73/11.37 0.002 

1.211 0.99/1.48 0.057 

1.588 0.56/4.47 0.385 

0.266 0.07/0.96 0.043 

3.500 1.28/9.58 0.015 

1.199 0.96/1.47 0.113 

1.155 1.06/1.25 0.001 

ORR = odds ratio 
95%% CI = 95% confidence interval for OR (lower/upper) 

11 In the first step the patient-characteristics from the original model based on patient baseline self-ratings (Schaefer, 
Koeter,, Wouters, Emmelkamp, & Schene, submitted) were entered. In the second step the three WAI-scales (Goal, 
Taskk and Bond), rated by the patient, were entered in a stepwise procedure with backward elimination. Only the 
scalee Task stayed in the model. The analyses were controlled for the multicenter character of our sample and 
numberr of sessions that the patient had seen the clinician before completing the Working Alliance Inventory was 
alsoo fixed in the model as potential confounder. 

22 These variables are dichotomous. A score 0 is used as reference category. 
Age:: < thirty years = 0 versus > thirty years = 1. 
Gender:: male = 0 versus female = 1. 
Problem-focusedd coping: < 16 = 0 versus > 17 = 1. 
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Forr 54 (43%) patients, of the 125 patients of whom WAI-data and self-rating baseline data could 
bee used to build a prediction model, the BT was successful. In concordance with the original 
modell (Schaefer, et al., submitted), the variables age (younger than 30 years versus 30 years 
andd older) and problem-focused coping (< 16 versus > 17) were dichotomised. 

Resultss of the multiple logistic regression analysis of the original model (including number of 
sessions)) are presented in Table 5.3. The Hosmer and Lemeshow Test showed a good overall 
modell fit (P = 0.62; df = 8; x2 = 6.26). The predictors problems-focused coping, wish for structure 
ass an intervention characteristic, and age were all significant (P-value < 0.05). Patients who were 
att baseline assessed with a more problem-focused coping style (score > 17) had more chance 
thatt their BT was successful, which also holds for those who were low on the wish to have 
structuree as an intervention characteristic and for those patients who are younger than 30 years. 

Afterr entering the three WAI scales in a stepwise procedure with backward elimination only the 
scalee 'Task' remained in the model (see also Table 5.3). This resulting model had a good overall 
modell fit (P = 0.64; df = 8; %2 = 6.07). 

Predictio nn of BT-succes s based on WAI patient-rating s and baselin e clinician-rating s 

Forr 62 (45%) patients, of the 138 patients of whom both patient WAI-data and patients 
characteristicss rated by the clinicians at baseline could be used to build a prediction model, the 
BTT was successful. In concordance with the original model (Schaefer et al., submitted) the 
variabless age (younger than 30 years versus 30 years and older) and number of complaints (3 or 
fewerr versus 4 and more) were dichotomised. 

Resultss of the multiple logistic regression analysis of the original model (including number of 
sessions)) are presented in Table 5.4. The Hosmer and Lemeshow Test showed a good overall 
modell fit (P= 0.49; df = 8; %2 = 7.42). GAF-score and age were again significant (P-value < 0.05) 
predictors;; patients with a higher baseline score on the GAF (i.e. better functioning) had more 
chancee that their BT was successful, which was also the case for patients who were younger than 
300 years. We also found a trend (P-value = 0.7) that patients with three or fewer complaints in 
differentt problem areas had more chance of a successful BT than patients with more than three 
complaints. . 

Afterr entering the three WAI scales in a stepwise procedure with backward elimination only the 
scalee Task' remained in the model (see also Table 5.4). This resulting model had a good overall 
modell fit (P = 0.73; df = 8; x2 = 524). 
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Tablee 5.4 A two step multipl e logisti c regressio n analysi s to predic t brie f treatmen t success ; 
wit hh onl y the clinicia n baselin e rating s foun d in an earlie r stud y in step 1, and the mode l after 
enterin gg the WAI-scale s in a stepwis e procedur e wit h backwar d eliminatio n in step 21. 
n=138:622 'successful ' vs. 76 'unsuccessful ' 

Result ss  after step 1 Result s after step 2 

Predictor ss OR 95% CI P-value OR 95% CI P-value 

Fixed d 
Gender22 1.61 0.67/3.87 0.285 1.62 0.63/4.20 0.317 
Age22 0.17 0.05/0.56 0.004 0.20 0.05/0.71 0.013 

Complaint ss  and symptom s 
Numberr of complaints2 0.25 0.05/1.14 0.073 0.41 0.09/1.93 0.260 

Functionin g g 
Globall Assessment of Functioning 1.09 1.03/1.16 0.005 1.10 1.02/1.17 0.008 
(GAF)) score 

Workin gg Allianc e Inventor y 
Taskk - - / - - 1-15 1.06/1.25 0.001 

ORR = odds ratio 
95%% CI = 95% confidence interval for OR (lower/upper) 
11 In the first step the patient-characteristics from the original model based on clinician baseline ratings (Schaefer, 

Koeter,, Wouters, Emmelkamp, & Schene, submitted) were entered. In the second step the three WAI-scales {Goal, 
Taskk and Bond), rated by the patient, were entered in a stepwise procedure with backward elimination. Only the 
scalee Task stayed in the model. The analyses were controlled for the multicenter character of our sample and 
numberr of sessions that the patient had seen the clinician before completing the Working Alliance Inventory was 
alsoo fixed in the model as potential confounder. 

22 These variables are dichotomous. A score 0 is used as reference category. 
Age:: < thirty years = 0 versus > thirty years = 1. 
Gender:: male = 0 versus female = 1. 
Numberr of complaints: three or fewer = 0 versus four or more = 1. 

Discussio n n 

Althoughh therapeutic relationship is often found to be related to treatment outcome, some authors 

notedd that the alliance-outcome relationship is complex. The relation between different aspects of 

alliancee and treatment outcome may differ for brief limited treatments compared to unlimited or 

long-termm treatments. This study is, to the best of our knowledge, the first that assesses whether 

thee three scales {Goal, Task and Bond) of the Working Alliance Inventory (completed by patients) 

differentlyy predict treatment outcome within a heterogeneous CMHC-sample allocated to 'very' 

brieff treatment (BT). 

Bothh Task and Goal were found to be good predictors of BT-success. More agreement on Tasks 

orr Goals, according to the patient, increased the probability that a BT approach is successful. 

Bond,, however, was not found to be related to this probability in our sample. When all three WAI-

scaless were entered in a stepwise procedure with backward elimination only the scale Tasks 

remainedd in the prediction-model. 
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Taskk and Goal seems to predict BT-success in almost the same way, which is not surprisingly 
becausee both scales are often found to correlate high. Results of Hatcher and Barends (1996) 
studyy also suggest that patients have difficulty distinguishing these two aspects of alliance. The 
presentt study converges with the results reported by Weerasekera, Linder, Greenberg and 
Watson,, (2001), suggesting that higher levels of Task alliance lead to better treatment outcome in 
task-orientedd and active treatments. Earlier research (Schaefer, Schene and Koeter, 1999) 
indicatedd that clinicians who have to decide whether or not to allocate a patient to BT often use as 
selection-criterionn the capacity of a patient to negotiate and work with clear and limited goals. 
Althoughh the patients of this study were allocated to BT and are therefore probably already a 
groupp with whom the clinicians thought they could relatively easy agree on clear goals (and 
probablyy also tasks) for treatment, the agreement on both Goals and Tasks were found to be 
goodd predictors. Consequently, it seems that for clinicians in BT it is worthwhile to pay much 
attentionn to establishing a solid agreement on goals and tasks with their patients. Of course, we 
aree unable to demonstrate a causal relationship between the score on the Task and Goal scale 
andd treatment success. 

Interestingly,, we found that the Task-scale could significantly improve a model based on baseline 
patientt characteristics, which means that Task-scores are relative independent of patients 
characteristicss that predict BT-success as for instance Global Assessment of Functioning (GAF) 
scoress and a problem-focused coping. 

Bondd was not found to be a predictor of BT-success in the present study. Because the BT-
patientss are pre-selected for BT (and 'ability to quickly develop a 'bond' is often mentioned as a 
selection-criteria)) and the fact that the patients of our study were quite satisfied about the Bond 
withh their clinician, one should be cautious to conclude that the amount of Bond does not play any 
rolee in the prediction of BT-success. Hatcher and Barends (1996) mentioned that the Bond-scale 
off the WAI probably should be more closely examined, because they expected their factor Bond 
(inn their study represented by six out of nine items from the WAI) to show greater strength in its 
associationn with patients' estimates of improvement (due to the open-ended psychodynamic 
therapy)) than it eventually did. However, Reese, Conoley, and Brossart (2002) found, in their 
studyy on telephone counselling, that WAI Bond scores can predict treatment outcome. 

Althoughh this study strongly suggests that, within a patient-sample allocated to BT, the predictive 
valuee of alliance with regard to BT-success varied depending on the type of alliance (with Task 
andd Goal being good predictors of BT-success whereas Bond was not), there are some 
limitationss that need to be addressed. As mentioned earlier, our sample was pre-selected for BT, 
whichh means that it was more homogenous than the total sample asking for help in CMHC's. 
Futuree research should assess whether same results are found when using a more 
heterogeneouss sample. 

Itt is also interesting to assess whether same results are found when clinicians WAI-ratings are 
used.. Especially because in this study we used patient WAI-ratings to predict an outcome score 
thatt was partly based on patients rating of treatment outcome, which makes the results vulnerable 
too possible halo effects (patients who report a strong alliance at some time in treatment may tend 

99 9 



Workingg alliance and brief treatment outcome 

too evaluate their treatment outcome as more positive and vice versa). Another way to evade this 
difficultyy is to assess whether patient WAI-ratings can predict outcome scores rated by clinicians. 

AA different point to note is the use of type of outcome measure. Weerasekera et al. (2001) as well 
ass Stiles, Agnew-Davies, Hardy, Barkham and Shapiro (1998) found that the predictive 
relationshipp between alliance and outcome varied depended on the type of alliance and type of 
outcomee measure. Weeraskera et al. (2001) found, for example, that the alliance-outcome 
correlationss for Goal and Task were generally stronger with gain on the Beck Depression 
Inventoryy (DBI) and the depression subscale of the SCL-90-R, than for gain on the Inventory of 
Interpersonall Problems (IIP) and the Rosenberg Self-Esteem inventory (RSE). In contrast, for the 
WAII Bond-scale the correlations were stronger with gain on the IIP and RSE measures than on 
thee DBI and SCL-90-R depression sub-scale. 

Inn this study we used as outcome measure a combination of patient rating of treatment outcome 
andd a limit of six sessions with regard to treatment duration. We chose to use this limit of six 
sessionss as one of the criteria because the results of our nationwide survey (Schaefer et al., 
1999)) showed that about three quarters of the CMHC's had a BT-programme in which the 
clinicianss started the BT with the intention to end it in six or fewer sessions. The other criterion, 
thatt was used to decide whether or not BT was successful, comprised a combination of rating 
treatmentt result and goal attainment to evaluate the effect of treatment as perceived by the 
patient.. Because of our heterogeneous sample specific symptom measures, which are often used 
inn research, could not be chosen. We also did not chose, for example, the SCL-90 score as a 
criterionn of outcome, because the items of the SCL-90 make it possible that progression is easier 
measuredd with problems of which the symptoms are good represented in the SCL-90 than 
problemss that have symptoms that are not so well represented within this questionnaire. Another 
reasonn why we did not chose the SCL-90 as outcome measure is that the goal of BT does not 
alwayss have to be immediate symptom reduction. 

Forr clinicians providing BT it is interesting to continue research with regard to different aspects of 
workingg alliance within BT. It would be interesting to known whether our results, that Tasks and 
Goalss are related to BT-success whereas Bond is not, can be replicated in other studies. 
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