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ABSTRACT 

From a systemic perspective, there is more to therapeutic alliance than the 

relationship between one client and one therapist. This is especially evident in 

marital therapy. Research in the area of therapeutic alliance and marital therapy has 

been extremely limited, and findings from individually oriented studies of 

therapeutic alliance are insufficient to account for the role and nature of alliance in 

systemic therapies. This dissertation provides ground work for understanding the 

relationship between couple relationship characteristics, client characteristics, client 

perceived therapist characteristics, and therapeutic alliance. 

Twenty-eight married, heterosexual couples were the participants in the 

study. Each partner filled out a questionnaire after the first couple therapy session. 

The questionnaire consisted of the Couple Therapy Alliance Scale (Pinsof & 

Catherall, 1986), the Dyadic Adjustment Scale (Spanier, 1976), the Miller Social 

Intimacy Scale (Miller & Lefcourt, 1982), and the Perception of Therapist 

Behaviors Inventory derived from research by Lorr (1965), and basic demographic 

information. There were no significant relationships between overall therapeutic 

alliance and client characteristics. Significant relationships were found between 

couple relationship characteristics, perceived therapist characteristics and therapeutic 

alliance. A stepwise multiple regression, using couple relationship characteristics, 

determined that social intimacy between spouses accounted for 26.2% of the 

\'ariance in therapeutic alliance. A regression for perceived therapist characteristics 

found that perception of the therapist as not "critical-hostile" accounted for 67.9% 
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of the \'ariance in the total alliance, and u hen a second \ ariable, seeing the therapist 

as "accepting," was added the two variables accounted for 75.6% of the total 

variance in the alliance. Both perception of therapist characteristics and couple 

relationship characteristics are strongly related to therapeutic alliance in marital 

therapy. 
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CHAPTERI 

INTRODUCTION 

When a couple enters a therapist's office for the first time, the therapist is 

presented with a tremendous challenge. Most often the couple is coming to therapy 

because of serious difficulties in the couple relationship. It is the responsibility of 

the therapist to develop a relationship with both partners that will provide a suitable 

context for change. 

Developing a therapeutic relationship with one client is different than with 

two clients. This is especially difficult when the two disagree with each other about 

the goals and reasons for therapy and causes of the problem. Add the affective 

components of anger and frustration to the picture, and the therapist has a delicate 

situation. The dilemma then lies in developing a relationship with each partner 

without alienating either member of the couple. This therapeutic relationship also 

must allow for movement toward a common goal. 

Practitioners as well as researchers agree that the therapeutic alliance, 

defined by Pinsof and Catherall (1986) as the "aspect of the relationship between 

the therapist system and the patient system that pertains to their capacity to mutually 

invest in, and collaborate on the therapy" (p. 139), is an important and complex 

clinical factor. Its significance has been underscored by research confirming the 

relationship between alliance and individual treatment outcome (Horvath & 

Luborsky, 1993; Luborsky, 1994). An association between therapeutic alliance 

and individual outcome has been found with the effects of Behavioral, Cogniti\ e, 

Gestalt, and Psychodynamic therapies (Horvath & Symonds, 1991) and with 



varying problems and lengths of treatment (Hor\'ath & Symonds, 1991; Horvath & 

Luborsky, 1993). Unfortunately, despite its apparent broad-based significance, the 

existent literature depends almost exclusively on individual therapy data. As a 

consequence, the nature and importance of the therapeutic alliance in systemic or 

relational models is poorly understood. 

Although many studies based in individualistic therapy theories address the 

interpersonal capacities, interpersonal dynamics, and diagnostic features of clients 

and their associations with the therapeutic alliance (Horvath & Luborsky, 1993), 

information on how therapist characteristics influence alliance is limited. Specific 

therapist-client variable combinations and their impact on the development of the 

alliance have also been neglected in both individual and systemic therapy research 

(Horvath & Luborsky, 1993). 

Although therapeutic alliance is a systemic or relational concept, it has been 

largely overlooked in marital and family therapy research. Such oversight is 

perplexing given that most family therapists devote a great deal of time and energy 

to developing a working relationship with clients. 

Many different schools of marital therapy address the importance of 

developing a strong therapeutic alliance. This can be seen in Stmctural, Strategic, 

Contextual, Emotionally Focused Couple Therapy, Intergenerational Family 

Therapy, and Behavioral Marital Therapy. 

In explaining the concepts of Stmctural- Strategic marital therapy, Todd 

(1986) discussed the need for the therapist to identify clear goals with the couple 

and to keep therapy goal-directed. Colapinto (1991) further adds that the goals 

must be negotiated between the therapist and the family and that the therapist must 



engage the family in working on the therapeutic project. Todd (1986) stated that the 

therapist must know and adopt both the couple's language and their w orld \ iew. 

Structural and Strategic therapies both assume that alliances w ith the therapist can 

be consciously controlled and that particular attention must be paid to alliance 

development due to the possibility for triangulation and the need to, at times, ally 

with one spouse without alienating the other. The first item on a stmctural 

therapist's agenda is to be accepted in the family, a task done through joining. 

"Joining is letting the family know that the therapist understands them and is 

working for them" (Minuchin & Fishman, 1981, p. 31). These concepts are 

parallel to the concept of therapeutic alliance. 

Intergenerational marital therapy requires that the therapist avoid being 

triangulated by the couple and maintain a detached yet involved position (Aylmer, 

1986). The therapist must work with the couple to create a relationship that is 

distant but friendly. The creation of this relationship allows for therapeutic change 

by collaboration from patient and therapist (Pinsof & Catherall, 1986). 

In Emotionally Focused Couple Therapy the "therapist must establish a 

therapeutic alliance that allows a new experience to be explored w ith confidence" 

(Greenberg & Johnson, 1986, p. 271). Greenberg and Johnson further elaborate 

on the therapeutic alliance stating that the therapist must create a safe emironment 

that is equally accepting of both partners. Building the therapeutic alliance is done 

in this type of therapy by reframing the negative interaction cycles in terms of 

universal human needs (Greenberg & Johnson, 1986). 

In Beha\ ioral Marital Therapy (BMT), Holtzvvorth-Munroe and Jacobson 

(1991) note that the therapist is responsible for creating a context where the 



techniques associated with BMT can be successful. This includes negotiating an 

agenda with the couple and relating to the couple in a stmctured yet flexible manner. 

Creation of the context is accomplished by building a therapeutic relationship with 

the couple. 

Contextual Therapy requires that an attitude of caring be present between the 

therapist and family (Boszormenji-Nagy, Grunebaum & Ulrich, 1991). In 

Contextual Therapy, the relationship between therapist and clients is seen as an 

important and essential part of therapy. Further, contextualists view the therapeutic 

alliance as the base from which therapy occurs. 

Some schools of marital therapy (i.e., Stmctural, Strategic, BMT, 

Intergenerational) acknowledge the importance of the therapeutic alliance without 

specifically labeling it as therapeutic alliance. Regardless, the need for developing 

and maintaining a relationship with the client is important for all types of marital 

therapy. Relevant research guiding such efforts is extremely limited. 

Statement of the Problem 

Evidence from individually-oriented studies is insufficient to account for the 

role and nature of the alliance in systemic therapies. The therapeutic alliance in 

systemic therapies is complicated by the involvement of multiple and potentially 

conflicting relationships. In these models, a multitude of variables require attention 

in order to adequately depict the alliance. 

Therapist characteristics, client characteristics, and couple relationship 

characteristics comprise a key array of potential influences on the therapeutic 

alliance in marital therapy. Research is needed to identify the manner by which 



characteristics of therapist, client, and the couple relationship are associated w ith the 

development and maintenance of the alliance in systemic therapies. The results of 

such study may provide a foundation from which therapist characteristics and the 

alliance in systemic therapies can be further studied. 

Purpose and Rationale 

The purpose of this study was to determine whether a relationship exists 

between initial therapeutic alliance in marital therapy, client-perceived therapist 

characteristics, couple relationship characteristics, and client characteristics. 

Therapist characteristics, client characteristics, couple relationship characteristics 

and therapist-client variable combinations are especially relevant in marital therapy. 

When couples enter marital therapy, a primary issue is how to develop a 

relationship with each that does not exclude the other. If the therapist fails to do 

this during the first session, the chances of the couple retuming will decrease. With 

the capacity for triangulation of the therapist against the other spouse and the 

challenge of developing an alliance with both spouses, individually and as a 

system, during the beginning phase of marital therapy, elucidation of how client 

perception of therapist characteristics affect these alliances and how perception of 

therapist and client characteristics combine in alliance formation is extremely 

important. The field of marriage and family therapy is lacking research on how 

perception of therapist characteristics, couple relationship characteristics, client 

characteristics and client-therapist relationship characteristics influence the alliance 

in marital and family therapy. 



Variables 

Predictor \ ariables for this study were couple relationship characteristics, 

client perception of therapist characteristics, and client characteristics. Therapeutic 

alliance served as the single criterion variable. 

Research Questions 

The research questions for the following study were as follows: 

1. Are couple relationship characteristics and the therapeutic alliance in 

marital therapy related? 

2. Are client- perceived therapist characteristics and the therapeutic alliance 

in marital therapy related? 

3. Are client characteristics and the therapeutic alliance in marital therapy 

related? 



CHAPTER II 

REVIEW OF LITERATURE 

The concept of therapeutic alliance has been studied for several decades. 

This chapter reviews the different theoretical origins of therapeutic alliance. A 

review of systems theory and a systemic view of therapeutic alliance is followed by 

a review of the alliance research in individual psychotherapy and marital therapy. A 

statement of the problem and hypotheses are provided. 

Theoretical Origins of Alliance 

Horvath and Luborsky (1993) re\'iewed the psychodynamic, client-

centered, social-influence, and pantheoretical origins of the concept of alliance. 

Each perspective provides a unique explanation of the nature and mechanisms of the 

alliance. Their review summarizes the primary theoretical foundations to the 

existant alliance literature. 

The psychodynamic view of the therapeutic alliance began with Freud's 

(1958) concept of transference. Positive transference, according to the carK 

writings of Freud (1958), allowed the client to place a belief in the analyst. Later in 

Freud's writings, he viewed the therapeutic alliance as a form of transference 

allowing for the client to develop a reality-based connection with the therapist. 

Freud believed that this connection then made the task of therap>' possible. 

According to most theorists (Honath, 1995), the psychodynamic conceptualization 

of the therapeutic alliance is a distinct aspect of the current therapist-client 



relationship while also taking into account the past relationships of the client w ith 

others and the phenomena of transference and counter-transference. 

The client-centered concept of the therapeutic alliance de\ eloped from 

Roger's (1951) ideas of unconditional positive regard. Based on Roger's theory, 

therapeutic alliance is the relationship that develops between client and therapist 

based on the therapist offering regard, empathy, unconditionality and congruencv. 

This view puts the responsibility for providing the relationship conditions on the 

therapist, thus the relationship is based on one individual in the dyad. How ev er, 

the theory fails to explain the role that the client plays in accepting or rejecting the 

unconditional positive regard (Horvath, 1995). 

The primary idea from the social influence view of therapeutic alliance is 

that the leverage needed to produce change is obtained from the client perceiving the 

therapist as expert, tmstworthy, and attractive (Horvath, 1995). This idea takes 

into account the therapist's behaviors but proposes that client perception of the 

therapist is more important than actual behaviors. The therapeutic alliance is seen as 

the relationship that develops between client and therapist which assists the therapist 

in promoting change. 

The pantheoretical view of alliance was developed in response to the 

growing evidence that demonstrated that "different therapies produce similar 

amounts of therapeutic gains" (Horvath & Luborsky, 1993, p. 563). Based on 

these findings, it is evident that certain common factors relevant to treatment 

outcome transcend the different forms of therapy. The therapeutic alliance appears 

to be such a factor. The pantheoretical perspective suggests that regardless of the 

theoretical orientation, the quality of the working relationship between therapist and 
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client exerts profound effects on treatment process and outcomes. The works of 

Bordin (1976) advanced the pantheoretical view of therapeutic alliance as he 

suggested the alliance was primarily a conscious, current relationship between client 

and therapist that may be influenced, at least in the early stages of therapy, by past 

experiences (Horvath, 1995). This view accepted the alliance as a facilitative 

condition for the implementation of therapeutic interventions and also as a 

therapeutic agent in and of itself (Horvath, 1995). 

Alliance from a Svstems Perspective 

Not until the middle 1980's was the therapeutic alliance conceptualized from 

a systemic theoretical basis. This opened new doors for considering the alliance in 

individual, couple and family therapies. Pinsof and colleagues (Pinsof, 1988, 

1989, 1994; Pinsof & Catherall, 1986) introduced the systemic perspective to the 

study of the therapeutic alliance. Their efforts enabled clinicians and researchers to 

examine the concept in terms of dyadic interactions, as well as the triadic and larger 

systems that are found in family therapy. From a systemic perspective it is 

impossible to view the alliance as only an interaction between two individuals, 

regardless of who is sitting in the therapy room. 

Systems theory can be applied to the therapeutic process. From this 

viewpoint, there are patient systems and therapist systems, and therapy occurs 

when there is interaction between both systems. The patient system includes all 

people who are involved in maintaining and/or resolving the presenting problem. 

This can include members of the family and/or members of the community, as 

defined by the presenting problem. The therapist system is comprised of all parties 



involved in providing therapy services to the patient system. This includes support 

staff, supervisors, administrators, clinicians, case managers, and any others 

involved in providing therapeutic services to the patient system. The therapist and 

patient systems can be further broken down into direct and indirect subsystems. 

The direct patient and therapist systems are those who are directly engaged in the 

therapy process at any given time. An example of this would be the family 

members present in the therapy session. The indirect systems are those not 

participating directly in the therapy, for example, a husband not willing to attend 

couple therapy sessions. From this perspective, the only difference beU\'een 

individual and family therapy is the placement of the boundar\' betw een direct and 

indirect patient systems (Pinsof, 1994; Rait, 1995). 

The therapy system is comprised of the patient system and the therapist 

system. The systems contain subsystems, as well as subsystems within 

subsystems. Each of the subsystems influences the other subsystems and vice 

versa. Therapy is the interaction between patient and therapist systems and is a 

continuous, dynamic process which occurs both within and outside of therapy 

sessions (Pinsof, 1994). 

Based on systemic principles, Pinsof (1994) developed a clinical/theoretical 

model used to explain therapeutic alliance. Pinsof (1994) defined therapeutic 

alliance as consisting of "those aspects of the relationships between and within the 

therapist and patient systems that pertain to tiieir capacity to mutually invest in and 

collaborate on the tasks and goals of therapy" (p. 176). Therapeutic alliance is 

divided into two dimensions, the interpersonal system and content. The 

interpersonal system dimension is di\'ided into different levels and locations of the 

10 



alliance between the therapist and patient systems. These include the individual 

(alliances between individual members of the patient and therapist systems), 

interpersonal-subsystem (alliances between more than one person from the patient 

system or the therapist system, such as between the couple and the therapist), 

whole-system (between the entire patient system and the entire therapist system), 

and within-system dimensions (alliances between individuals or other subsystems 

within either the patient system or therapist system). The content dimension is 

divided into tasks (activities the patient and therapist systems work on during 

therapy), goals (degree of agreement and investment in the goals and outcomes of 

therapy), and bonds (the extent of trust, respect, and care between the patient and 

therapist systems). The level of alliance between the interpersonal systems, as well 

as the content dimension, will change throughout the course of the therapy because 

therapy is a dynamic process. The ruptures and repairs in the alliance are important 

for the development of the therapeutic process (Pinsof, 1994). 

The pieces of the interpersonal dimensions, when combined, constitute the 

therapeutic alliance (Pinsof, 1994). The individual, interpersonal subsystem, 

whole system, and wi thin-system dimensions do not necessarily carry the same 

amount of weight in terms of importance. The direct system alliance should be the 

most influential (Pinsof, 1994). Because there are several different parts to the 

therapeutic alliance, there is the opportunity for split alliances (one person or 

subsystem has a positive alliance and one a negative alliance). This can be 

important to the therapy outcome especially if there is a strong split in the alliance or 

based on the relativ e power of the persons with the positive and negativ e alliances. 

This is a common concern in couple therapy in terms of moti\ ation when one 
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partner is not invested in treatment or has been required to attend by the other (Rait, 

1995). 

Alliance Research in Psvchotherapy 

Studies of the therapeutic alliance have primarily investigated the 

relationship between patient and therapist in individual psychotherapy. These 

studies have shown that therapeutic alliance is an important predictor of treatment 

outcome in individual psychotherapy (Beutier, Crago & Arizmendi, 1986; Beutier, 

Machado & Neufeldt, 1994; Horvath & Symonds, 1991; Horvath & Luborsky, 

1993). Its universal significance is paralleled by the complexity and diversity w ith 

which the alliance has been conceptualized. Various terms such as working 

alliance, therapeutic alliance, helping alliance, and ego alliance have been employed 

to describe the relationship between therapists and clients. 

Alliance and outcome. Luborsky (1994) summarized the alliance-outcome 

research trends over the past 15 years, finding that therapeutic alliance generally 

predicts 20 to 45% of outcomes in psychotherapy. Therapeutic alliance is "now the 

most popular in-treatment factor in terms of numbers of studies significantly 

predictive of the outcomes of psychotherapy" (Luborsky, 1994, p. 45). Horvath 

(1994) concurred with the findings of Luborsky when he reviewed eight studies 

which used the Working Alliance Inventory to measure therapeutic alliance. The 

findings indicated that the effect size for client-based measures averaged .33 (a 

moderately strong effect) but was likely to be higher given the conservative method 

used to predict effect size. Luborsky (1994) noted the following main findings: the 

instrument used to measure alliance does not alter prediction of alliance (i.e.. 
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instmments purporting to measure therapeutic alliance do not differ from each other 

and appear to share an underiying construct); type of treatment is not a factor in 

prediction; and that the client's view of the alliance is more related to outcome than 

the therapist's or other observers' ratings, although all three viewsare predicti\ e. 

A positive therapeutic alliance has been linked to successful treatment 

outcome (Horvath, 1994; Horvath & Symonds, 1991). A positive therapeutic 

alliance has also been predictive of evaluations of subsequent sessions 

(Mallinckrodt, 1993). A direct association between alliance and outcome has been 

found in both short-term and long-term individual psychotherapies (Beutier et al., 

1996; Horvath & Symonds, 1991; Eaton, Abeles & Gutfreund, 1988; Frank & 

Gunderson, 1990; Horvath & Luborsky, 1993). Alliance has been shown to have 

a positive effect on outcome in treatment of various lengths; however, the length of 

treatment does not affect the association between quality of alliance and treatment 

outcome (Horvath & Luborsky, 1993; Horvath & Symonds, 1991). Therapeutic 

alliance has also been used to predict outcomes with different client populations 

such as drug users (Luborsky, McLellan, Woody, O'Brien, & Auerbach, 1995), 

depressed elderly clients (Marmar, Weiss & Gaston, 1989), schizophrenics (Frank 

& Gunderson, 1990), and relatively high functioning clients (Marmar et al., 1989). 

When outcome was defined according to symptomology, most studies 

report a moderate association between therapeutic alliance and a decrease in 

symptomology (Eaton et al., 1988; Horvath & Luborsky, 1993). Bachelor (1991) 

found that alliance was associated with improved outcome, as measured by the 

Global Assessment Scale, Psychiatric Symptom Index, and the Global Rating 

Scale. 
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Alliance and treatment modalitv. Therapeutic alliance has been linked to 

outcome w ithin a variety of treatment modalities (Luborsky, 1994; Hon ath & 

Luborsky, 1993; Horvath & Symonds, 1991; Beutier, Crago & Arizmendi, 1986). 

A strong alliance has been shown to be beneficial in Behavioral therapy. Cognitive 

therapy, Gestalt therapy. Experiential therapy, group ps>chotherapy, 

pharmacotherapy and psychodynamic therapy (Horvath & Luborsky, 1993). 

Alliance and time during treatment. Although studies ha\ e found that the 

strength of the therapeutic alliance varies during the course of therapy (Horvath & 

Marx, 1991), when strength of alliance is averaged across cases it appears to be 

stable over time (Horv ath & Luborsky, 1993). Horvath and Symonds (1991) 

found that alliance during the early phase of therapy is slightiy more predictive of 

outcome than alliance averaged across sessions or measured in the middle phase of 

treatment. Horvath (1994) also found that alliances measured in the early part of 

therapy were most predictiv'c of outcome. 

Factors influencing alliance. Client's intrapersonal and interpersonal 

dynamics have similar and significant effects on the therapeutic alliance (Hon ath, 

1994; Horvath & Luborsky, 1993). Clients who have difficulty creating and 

maintaining social and family relationships are less likely to develop strong 

therapeutic alliances (Gaston, Marmar, Thompson & Gallagher, 1988). Clients 

who have little hope for success, have poor object relations, or have a high degree 

of defensive behaviors have been shown to develop weaker therap>eutic alliances 

(Horvath & Luborsky, 1993; Gaston et al., 1988). Al-Darmaki and Kivlinghan 

(1993) have shown that convergence in expectations of the client and the therapist 

affect each's perception of the therapeutic alliance. Severity of client symptoms. 
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within limits, has not been found to impact the ability to develop strong therapeutic 

alliances (Horvath & Luborsky, 1993; Kokotovic & Tracey, 1990). 

Ryan and Cicchetti (1985) found that out of a sample of 40 psychotherapy 

patients diagnosed at intake as neurotic, with symptoms ranging between mild and 

severe, approximately 40% of the variance in alliance readiness was predicted from 

client pre-therapy variables such as object relations, psychological mindedness, 

hope for success, intrapsychic flexibility, and psychic pain. Quality of object 

relations accounted for almost 30% of the relationship with alliance. 

Gaston et al. (1988) conducted an investigation of the pretreatment 

characteristics of a sample of elderiy depressed patients and how these related to the 

ability to contribute to the alliance. Alliance was measured after the fifth session. It 

was found that higher patient defensiveness was related to lower patient 

contribution to the alliance. Available environmental support was found to have a 

positive effect on patient commitment to therapy and thus, the therapeutic alliance. 

Pre-treatment interpersonal functioning and level of symptomology were found to 

be related to patient contribution to the alliance. 

Mallinckrodt and Nelson (1991) assessed level of counselor training and its 

effect on the therapeutic alliance. They used a sample of 50 client-counselor dyads 

with counselors at three levels of experience (novice, advanced trainees, and 

experienced counselors). It was found that differences in goal and task dimensions 

of the therapeutic alliance based on level of training existed, but no significant 

differences in the bond dimension. 

Bachelor (1991) found that the determinants of a positive change in outcome 

varied based on client and therapist evaluation of the alliance. She also found that 
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from the client perspective, the most predictive factors of a good alliance were 

perception that the therapist provided help, that the therapist had demonstrated 

warmth, caring, and emotional involvement, and that the therapist had made 

exploratory interventions. From the therapist's perspective, the client's acti\ e 

participation in therapy accounted for 21% of the variation in improvement in 

outcome. Rounsaville et al. (1987) also found that therapist behaviors (exploration, 

warmth, and friendliness) were significantiy predictive of outcome, but patient 

behaviors were generally not related to outcome. Along this same dimension, 

Kokotovic and Tracey (1990) found that clients who were viewed by the therapist 

as having poor current and past relationships and who were expressing hostility 

were more likely to have poor therapeutic alliances. 

Kivlighan and Schmitz (1992) compared therapist behavior in cases where 

the therapeutic alliance was improving to cases where the therapeutic alliance was 

continuing to be poor. They found that in the improving therapeutic alliance group, 

the therapist was more challenging and more focused on the interactions in the 

counseling relationship. Therapists emphasized more focal issues of therapy rather 

than specific situations that the client had experienced in the past. 

Alliance Research in Marital Therapv 

Research that has examined the alliance in marital therapy has been limited. 

In a study of the relationship between marital distress, therapeutic alliance, and 

treatment outcome with clients in an educationally-oriented group marital skills 

program. Bourgeois, Sabourin, and Wright (1990) found that levels of marital 

distress were not related to therapeutic alliance formation. However, the 
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investigators found that strength of the therapeutic alliance, as reported by clients 

and therapists, was predictiv e of successful treatment outcome (Bourgeois et al., 

1990). They concluded that the strength of the alliance w as more important for 

successful outcome for men than for w omen. 

In a study of effects of therapist and client values on the therapeutic alliance 

in marital therapy, it was found that "there are positiv e relationships between 

therapist and client value similarity and therapeutic alliance and that there are 

therapist values which predict therapeutic alliance" (Thomas, 1994, p. 121). 

Thomas suggested that therapists' w ho place particular emphasis on the value of 

their safety needs, well being (comfortable life), acceptance (forgi\ eness), and a 

studied response to life (intellectual), predict positiv e client report of the therapeutic 

alliance. Therapist \ alues, such as valuing a sense of accomplishment, social 

recognition, and ambition, were found to be negatively related to therapeutic 

alliance. 

Implications for couple alliance from individual literature. Some 

assumptions about the therapeutic alliance in couple therapy can be made based on 

the therapeutic alliance research in individual psychotherapy. Since therapeutic 

alliance is related to outcome in individual psychotherapy, it is likely that this would 

hold tme in couple therapy. The significance may be greater due to the nature of 

couple therapy; however, this has not been tested. 

Since therapeutic alliance has been shown to be important across different 

indiv idual treatment modalities, it is reasonable to expect similiar e\ idence in couple 

therapy. Variables that ha\ e been shown to influence alliance in individual therapy 

can be assumed to also relate to alliance in couple therapy; howe\'er, the nature and 
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significance of the influence may be greatiy different. Due to the complex nature of 

couple therapy, there may be other variables that contribute to the alliance beyond 

those that have been studied in individual therapy (i.e., the relationship between tiie 

couple, and the partner's relationship with the therapisO- Research on the 

therapeutic alliance in individual psychotherapy can be viewed as a starting point for 

analyzing alliance in couple therapy. However, results can not be uniformly 

applied to couple therapy without investigation. 

Although alliance is a systemic or relational concept, it has been largely 

overlooked in marital and family therapy research. Such oversight is perplexing 

given that most family therapists consider the relationship between the family and 

the therapist as essential to the therapeutic process (Pinsof & Catherall, 1986). 

Therapists begin building the therapeutic alliance with clients at the time of first 

contact and continue developing and maintaining the alliance throughout the entire 

course of treatment. 

Although existing literature underscores the significance of the alliance, 

evidence from individually-oriented studies is insufficient to account for its role and 

nature in relational therapies. The therapeutic alliance in relational therapies is 

complicated by the involvement of multiple and potentially conflicting relationships. 

A variety of variables require attention in order to depict the alliance in relational 

therapies. Perception of therapist factors comprise a key category of potential 

influences. Research is warranted to identify the manner by which client perception 

of characteristics of therapists, clients, and the couple relationship are associated 

with the development and maintenance of the alliance in relational therapies. The 
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results of such study may provide an initial foundation from w hich the alliance in 

relational therapies can be conceptualized. 

Hvpotheses 

The hypotheses for the study were as follows: 

HI: Characteristics of the couple relationship will account for a significant 

portion of variance in the therapeutic alliance in marital therapy. 

H2: Perceived therapist characteristics will account for a significant portion 

of variance in the therapeutic alliance in marital therapy. 

H3: Individual client characteristics will account for a significant portion of 

variance in the therapeutic alliance in marital therapy. 

H4: Couple relationship characteristics, perceived therapist characteristics 

and client characteristics taken together will account for a significant portion of 

variance in the therapeutic alliance in marital therapy. 
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CHAPTER III 

METHODOLOGY 

Participants 

Participants were 28 couples selected from a pool of clients at the Texas 

Tech University Marriage and Family Therapy Clinic, three private practices in 

Lubbock, Texas, and an employee assistance program. Participants were couples 

attending their first therapy session. Both members of the couple dyad had to agree 

to participate to be included in the study. Other inclusion criteria included being 

married and heterosexual. Sites were varied to increase generalizability of the 

sample. They were also selected based on availability. 

The total sample consisted of 56 individuals representing 28 couple dyads. 

Approximately 40% of couples attended therapy with a male therapist, while 

approximately 60% had a female therapist. Data were not collected on the 

demographic characteristics of the therapists other than therapist gender. Sixteen 

couples were seen in the Texas Tech University Family Therapy Clinic, eight 

through the employee assistance program, and four from private practice. 

The age of the participants ranged from 19 to 50 with 50% of the sample in 

the 20-29 age range, 30.4% in the 30 to 39 age range, and 16.1% in the 40 to 49 

age range (Table 3.1). The average age of participants was 31.6. The participants 

were predominately Euro-American (76.8%), with 17.9% Hispanic and 5.4% 

African-American. 

The length of marriage ranged from one to 21 years, with an average of 5.7 

years. Of the 56 individuals reporting, 26 (46.4%) reported having no previous 
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marriages, while 17 (30.4%) reported having one previous marriage, and 14% of 

participants did not report on number of marriages (Table 3.2) The mean number 

of previous marriages, for those individuals who responded, was .7. Indi\ iduals 

reported having between zero and five children with an average number of 1.6. 

Twenty-six participants (46.4%) in this study reported having some college 

experience, while 14 (25%) reported having college degrees. Table 3.3 contains a 

breakdown of the participants' education. The sample is predominately educated 

beyond the high school level (80%), typical of studies of therapy clients. 

In terms of religious affiliation, the majority of participants (55.4%) 

reported being Protestant, while 14.3% were Catholic. Table 3.4 shows the 

religious preferences of the participants. 

Procedures 

The directors of the selected therapy sites were contacted and advised of the 

purpose and justification for the study. The procedures were slightiy different for 

the three sites. With regard to the private practice settings and employee assistance 

program, the therapists were given complete questionnaire packets and then the 

researcher went over procedures with each of the therapists. Selected couples w ere 

asked by their therapist to complete anonymous questionnaires (Appendix A) 

following their initial session. Couples were advised that their participation would 

in no way affect the services being provided and would not be tied to any agency 

evaluation of the therapist. Questionnaires were completed without the therapist 

present and were returned to the researcher via mail in a sealed, postage paid, 

en\'elope. Written instructions were provided in a cover letter attached to the 
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questionnaire (Appendix C). A consent form (Appendix D) for each participant 

was placed with each questionnaire. Participants from sites other than the Texas 

Tech University Family Therapy Clinic were given a sign-up form (Appendix E) 

for inclusion into a drawing for a free dinner for tw o and a draw ing for $ 100. The 

decision to not include the Family Therapy Clinic participants in the drawing w as 

based on preferences of the Family Therapy Clinic Director. Questionnaires were 

coded to allow the researcher to match marital dyads and location of the serv ice. A 

return post card was provided for the therapist's file, and therapists were instmcted 

to mail it to the researcher upon client attendance at the second therapy session. 

The instrument w as rev ised (Appendix B) for collection in the Texas Tech 

University Family Therapy Clinic so that measures already in the assessment 

package were not duplicated. An addendum was added to the assessment package 

with the questions for the current study. A red colored page separated the two 

questionnaires and stated that the therapist would not have access to responses. 

Facilitation of data collection was ensured by working closely w ith the Family 

Therapy Clinic Coordinator who instructed therapists on procedures for collecting 

data. The couples were given the questionnaire after the first therapy session and 

instmcted to complete them and place them in a locked box in the Family Therapy 

Clinic waiting area. 

Research Design 

The data for this research were anahzed using a correlational design. 

Anah ses were conducted to determine correlations between therapeutic alliance and 
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the different sets of independent variables. Multiple regressions were mn to 

determine the strength of relationships between alliance and each factor. 

Predictors 

There were three classes of independent variables in the study. The three 

categories of independent variables were couple relationship characteristics, 

perceived therapist characteristics, and client characteristics. 

Criterion 

The one dependent variable was strength of therapeutic alliance. The 

therapeutic alliance for the purpose of this study was viewed from a systemic 

perspective. According to Pinsof and Catherall (1986), the therapeutic alliance has 

three content dimensions: tasks, goals, and bonds, and three interpersonal 

dimensions: self, other, and group. 

Criterion Measure 

The Couple Therapy Alliance Scale (CTAS) (Pinsof & Catherall, 1986) is 

an individual self-report questionnaire that contains 29 seven-point Likert-type 

items. Responses range from "completely agree" to "completely disagree". Scores 

were averaged to find an overall therapeutic alliance score. Higher scores indicate 

stronger therapeutic alliances. Scores produces by the CTAS include the 'Task," 

"Goal," "Bond," "Self," "Other," "Couple," and 'Total Alliance." 

The CTAS has two dimensions, the content and the interpersonal system. 

The content dimensions "refers to the thematic categories of the alliance—the 
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'what' of the alliance" (Pinsof & Catherall, 1986, p. 140). The content dimension 

is comprised of three groups: 'Tasks," "Bonds," and "Goals." The 'Task" 

dimension reflects the major activities engaged in during therapv by the client and 

therapist, specifically the extent of expectations and agreement about tasks and the 

comfort level that the systems experience while performing the tasks. The "Goal" 

dimension reflects the extent of agreement between patient and therapist systems on 

the goals or what the outcome of therapy should be. The "Bond" dimension is 

reflective of the affectiv e portion of the relationship between patient and therapist 

system and the extent that the patient system trusts, respects, cares about, and feels 

cared about by the therapist system. 'The interpersonal system dimension refers to 

the human systems involved in the alliance— the 'who' of the alliance" (Pinsof & 

Catherall, 1986, p. 140), The interpersonal subscales reflect the individual's 

perception of his/her individual alliance with the therapist system ("Self" scale), the 

individual's perception of the spouse's alliance with the therapist system ("Other" 

scale), and the alliance of the couple with the therapist system ("Couple" scale). 

The final score produced by the CTAS is an overall alliance score produced by an 

average of all items ("Alliance" scale) (Pinsof & Catherall, 1986). 

Pinsof and Catherall (1986) report a test-retest reliabilitv coefficient of .79 

for the CTAS. Heatherington and Friedlander (1990) found an intemal consistency 

reliability coefficient of .93. Cronbach alpha for the interpersonal subscale has 

been found to range from .78 to .86 while the content dimension subscales ranged 

from .70 to .88 (Heatherington & Friedlander, 1990). Although reliabilities on this 

scale were already established, they were mn on the current sample. The overall 

therapeutic alliance scale produced a Cronbach alpha of .98. Cronbach alphas of 
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.94, .95, and .92 were found for the Self, Other, and Couple subscales 

respectively. 

Predictor Measures 

Couple relationship characteristics. The Miller Social Intimacy Scale 

(MSIS) is a 17-item questionnaire designed to measure closeness with others 

(Miller & Lefcourt, 1982). It was initially developed to assess a respondent's 

relationship with a close friend. For the purpose of the current study, items were 

revised to assess perceptions of the marital relationship. The respondents provide 

their impressions on a 5-point Likert scale ranging from "very rarely" to "almost 

always." An overall social intimacy score, obtained by averaging responses to all 

five-point questions, was utilized for this study. Higher scores reflect more social 

intimacy. Reliability for the origional scale has been assessed in two different 

studies. Cronbach alphas of .86 to .91 and 1 month and 2 month test-retest 

correlations .84 and .96 respectively were found. The validity of the MSIS has 

been supported in that MSIS scores differ between couple's seeking marital therapy 

and those who were not (Miller & Lefcourt, 1982). Support for the convergent 

validity of the MSIS has been found in studies comparing the correlation of MSIS 

scores with scores from other intimacy measures (Miller & Lefcourt, 1982). The 

MSIS produced a Chronbach alpha of .94 in the present study. 

The Dyadic Adjustment Scale (DAS) (Spanier, 1976) is a 32-item 

questionnaire designed to determine the quality of marital or cohabitating 

relationships. The internal reliability of the instmment has been reported to be quite 

high, .96, with the reliability of the subscales ranging from .73 to .94 (Corcoran & 
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Fisher, 1987). Support for the concurrent validity of the DAS has been found by 

correlating the DAS with other measures of marital adjustment (Corcoran & Fisher, 

1987). 

The DAS is scored so that higher scores reflect a more positive couple 

relationship. Items 1-15 are scored on a six-point Likert scale ranging from 

"always disagree" to "always agree." Items 16-22 are measured on a six-point 

Likert scale ranging from "never" to "all the time." Items 23,24,31 and 32 are 

measured on 5 , 6 , and 7-item Likert scales, respectively. Items 25-28 were 

intended to be measured on a six-point Likert scale. Data were collected this w ay 

through the Family Therapy Clinic; however, the scale used for the other sites was 

taken from Corcoran and Fisher's (1987) handbook and contained an error. The 

scoring was done on a five-point Likert scale ranging from "never" to "more often," 

leaving out the "once or twice a week" response included in the six-point scale. 

The five-point scale was used for calculating DAS scores for this study. 

Respondents from the Texas Tech University Family Therapy Clinic who answered 

using the "once or twice a week" response were coded as missing. Items 29 and 30 

are scored using a yes/no format. 

A reliability analysis was performed on the DAS with the current sample. 

The DAS subscales produced Chronbach alphas ranging from .62 to .89. The .62 

reliability was on the 10-item Dyadic Satisfaction subscale, the 4-item Affective 

Expression subscale yielded a .78, while the Dyadic Cohesion (5-item) and Dyadic 

Consensus (13-item) subscales yielded Cronbach alphas of .87 and .89, 

respectively. The total DAS scale produced a Chronbach alpha of .94. The DAS is 

normed based on sum of scores. For this study, scores for the total DAS and the 
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subscales were averaged. This w as done for statistical purposes and to remain 

consistent with the way the PTBI, CTAS and the MSIS w ere scored. 

Therapist characteristics. The Perception of Therapist Behaviors Inv entory 

(PTBI) is a 43-item questionnaire derived from research by Lorr (1965). The 

original work assessed five distinct factors (understanding, accepting, authoritarian 

behavior, independence encouraging behaviors, and critical-hostile behaviors) 

which describe the client perception of the therapist. The items on the questionnaire 

are answered using a 6-point Likert scale ranging from "completely agree" to 

"completely disagree." The higher the score, the stronger the client's perception of 

the therapist as possessing those characteristics. Reliability w as established on the 

measure by the researcher using a sample of 35 clients in a community mental 

health agency. Cronbach alpha for the nine-item "Understanding" subscale was 

.77, .76 for the 12-item "Acceptance" subscale, .52 for the four-item 

"Independence-Encouraging" subscale, and .87 for the 10-item "Critical-Hostile" 

subscale. Reliabilities w ere run using the current study and produced a Cronbach 

alpha of .98 for the overall PTBI score. Reliabilities of .70 for the Authoritarian 

subscale, .92 for the Understanding subscale, .95 for the Acceptance subscale, .61 

for the Independence-Encouraging subscale, and .96 for the Critical-Hostile 

subscale w ere found. 

The PTBI was chosen for the studv' because of the particular approach it 

takes with regard to addressing client perception of therapist behavior. The 

subscales tap into different aspects of client perceptions of the therapist deemed 

important in the present study. 
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Client characteristics. Client characteristics were obtained from the 

demographic information form. Variables such as client gender, age, length of 

marriage, number of children, number of previous marriages, education, religious 

affiliation, and ethnicity were used. 

DataAnalvsis 

The primary analysis for this study inv olved multiple regressions to 

determine the relative importance of the predictors in accounting for variability of 

the therapeutic alliance. These were run using the individual respondent scores, 

combined couple scores, and couple difference scores. 

Missing data was handled in the analyses by calculating the number of items 

in a subscale and multiplying by 70%, then rounding to the nearest whole number. 

If the participant answered that number of questions or more in the subscale, an 

average of the number answered was used as the subscale score. If the participant 

answered fewer than 70% of the questions, the subscale was counted as missing. 

Handling the data in this manner introduces a certain amount of error to the results, 

but allows for maximum use of data, which is an important issue based on the 

sample size. The author decided on the 70% cut-off based on a desire to hav e a 

significant portion of the questions answered. 
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Table 3.1: Age Ranges of Participants 

Range Number 

Below 20 

20-29 

30-39 

40-49 

50 and Above 

Total 

1 

28 

17 

9 

1 

56 

Percentage 

2 

50 

30 

16 

2 

100 

Table 3.2: Number of Previous Marriages of Participants 

Number Frequency Percent 

0 26 

17 

46 

30 

Missing 

Total 

1 

8 

56 

14 

99* 

* sums of percentages may not equal 100 due to rounding 
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Table 3.3: Education of Participants 

Level Frequency Percent 

Elementary 

High School 

Vocational School 

Some College 

College Degree 

Graduate Degree 

Total 

4 

7 

1 

26 

14 

4 

56 

7 

13 

46 

25 

7 

100 

Table 3.4: Religious Preferences of Participants 

Religion Frequency Percent 

Catholic 8 16 

Protestant 31 62 

Other 4 8 

Non-Denominational 7 14 

Total 50 100 
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CHAPTER IV 

RESULTS 

Preliminary Analvses 

Means and standard deviations were calculated for all scales and subscales. 

These are listed in Table 4.1 A Pearson product moment correlation was conducted 

using the 56 individual participants and the alliance subscales and 'Total Alliance" 

and demographic variables of age, length of marriage, number of previous 

marriages, and number of children (Table 4.2). No significant correlations were 

found (p >.05). An ANOVA was run using 'Total Alliance" and education, 

religion, ethnicity, and gender. No significant differences were found. 

A Pearson product moment correlation was conducted using the individual 

respondent ratings for alliance subscales and the 'Total Alliance" scores and couple 

relationship characteristics (Table 4.3). Significant results were found for 'Total 

Alliance" scores and all of the DAS subscale scores: Dyadic Satisfaction, Dyadic 

Cohesion, Dyadic Consensus, Affective Expression. The DAS total score was 

significantiy related to total alliance, as was the MSIS. A second set of correlations 

was run using summed couple scores for alliance and the summed couple 

relationship characteristics scale and subscale scores (Table 4.4). Significant 

results were found for total alliance scores and all of the DAS subscale scores: 

Dyadic Satisfaction, Dyadic Cohesion, Dyadic Consensus, Affective Expression. 

The DAS total score was significantly related to total alliance, as was the MSIS. 

Another correlation matrix w as developed using 'Total Alliance," alliance 

subscales and the client perception of therapist characteristics subscales (Table 4.5). 
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Significant results were found for client perception of therapist as "Understanding," 

"Accepting," and not "Critical-Hostile." The same type of correlation matrix was 

created using summed couple scores (Table 4.6). The same items were found to be 

significant, but with higher correlations. Perception of therapist as 

"Understanding," "Accepting," and not "Critical-Hostile" all produced significant 

results. 

To study the relationship between client gender, an ANOVA was performed 

to determine if there were any differences in couple relationship scores, client 

perception of family appraisal scores, and therapeutic alliance scores between males 

and females. No significant differences were found. 

A Pearson product moment correlation was conducted using the 'Total 

Alliance" scores, perception of therapist characteristics subscales, the DAS Total 

scores and the MSIS. Results are listed in Table 4.7. 

Hvpothesis 1 

Hypothesis 1 was supported such that characteristics of the couple 

relationship accounted for a significant portion of variance in the therapeutic alliance 

in marital therapy. A stepwise multiple regression using total alliance (ALLIAN) as 

the criterion variable and the two measures of the couple relationship (DASTOT and 

MSIS) as predictor variables was conducted (Table 4.8). Results showed that one 

variable, MSIS, accounted for 21.4% of the variance in ALLIAN. Couple scores 

were summed together, and a second stepwise multiple regression was completed 

(Table 4.9). This produced similar results, with MSIS accounting for 26.2% of the 

variance in total alliance. 
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Hvpothesis 2 

Hypothesis 2 was supported in that perceived therapist characteristics 

accounted for a significant portion of variance in the therapeutic alliance in marital 

therapy. A stepwise multiple regression was performed using individual total 

alliances scores as the criterion variable and the perception of therapist 

characteristics subscales as the predictor variables (Table 4.10). Perception of the 

therapist as Accepting accounted for 49.7% of the variance in total alliance and 

when combined with the Critical-Hostile score, 61.2% of the variance in total 

variance was accounted for. The same type of regression was performed with 

summed couple scores (Table 4.11). The first step was perception of the therapist 

as Critical-Hostile and it accounted for 67.9% of the variance in total alliance. 

Instep two, two scales (Critical-Hostile and Accepting) accounted for 75.6% of the 

variance in total alliance. 

Hvpothesis 3 

The third hypothesis which predicted that client characteristics would 

account for a significant portion of variance in the therapeutic alliance in marital 

therapy, was tested using a stepwise multiple regression with total alliance as the 

dependent variable and age, length of marriage, number of previous marriages, and 

number of children as predictor variables. No variables loaded in the regression; 

therefore, hypothesis 3 was not supported. An ANOVA was mn with total alliance 

as the criterion variable and education level, religion, ethnicity, and gender as 

predictor variables to determine if there were differences in therapeutic alliance 

based on these client characteristics. No significant results were found. 
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Hvpothesis 4 

Hypothesis 4 predicted that couple relationship characteristics, perceived 

therapist characteristics, and client characteristics would account for a significant 

portion of variance in the therapeutic alliance in marital therapy. It w as partiallv' 

supported. A stepwise multiple regression was conducted using total alliance as tiie 

criterion variable and couple relationship characteristics (DASTOT and MSIS) and 

the perception of therapist characteristics (Understanding, Accepting, 

Independence-Encouraging, Critical-Hostile, and Authoritarian) as the predictor 

variables (Table 4.12). Three steps w ere significant: therapist Critical-Hostile, 

therapist Acceptance, and DASTOT. Therapist Critical-Hostile accounted for 

50.2% of the variance in total alliance. When Critical-Hostile and Acceptance w ere 

combined, they accounted for 62.4% of the variance in therapeutic alliance. Critical-

Hostile, Acceptance and DASTOT accounted for 65.0% of the variance in total 

alliance. The same procedure was run using summed couple scores (Table 4.13). 

Two steps were significant: perception of therapist as Critical-Hostile and 

Accepting. Together they accounted for 79.4% of the v ariance in total therapeutic 

alliance. 
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Table 4.1 Descriptive Statistics 

Variable 

Dyadic Satisfaction 

Dyadic Cohesion 

Dyadic Consensus 

Affective Expression 

DAS Total 

Understanding 

Accepting 

Authoritarian 

Independence-
Encouraging 

Critical-Hostile 

Self 

Otiier 

Couple 

Task 

Goal 

Bond 

Alliance 

MSIS 

N 

54 

45 

54 

54 

54 

53 

53 

53 

52 

53 

56 

56 

56 

56 

56 

56 

56 

54 

Minimum 

2.10 

.80 

1.54 

1.00 

1.88 

2 22 

2.00 

1.75 

1.00 

1.00 

3.55 

3.45 

3.71 

4.00 

3.83 

4.00 

4.00 

1.47 

Maximum 

4.50 

3.80 

5.31 

4.00 

4.53 

6.00 

6.00 

4.75 

6.00 

4.00 

7.00 

7.00 

7.00 

7.00 

7.00 

7.00 

7.00 

4.88 

Mean 

3.50 

2.31 

4.09 

2.67 

3.48 

4.35 

4.37 

3.08 

3.69 

2.10 

5.51 

5.43 

5.43 

5.47 

5.24 

5.57 

5.46 

3.75 

SD 

.58 

.87 

.78 

.81 

.62 

.91 

.89 

.69 

.90 

.90 

1.02 

1.06 

1.07 

1.07 

1.11 

.96 

1.00 

.82 
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Table 4.2: Correlations between Alliance and Individual Respondent 
Characteristics 

Variable 

Age (N=56) 

Length of Marriage 
(N=53) 

Previous Marriages 
(N=48) 

Children (N=50) 

Self 

.09 

.01 

-.10 

-.05 

Other 

.12 

-.10 

.05 

-.13 

Couple 

.14 

-.40 

-.11 

-.03 

Alliance 

.12 

-.05 

-.09 

-.08 

* = p<.05 
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Table 4.3: Correlations between Alliance and Couple Relationship Characteristics 

Variable 

Dyadic Satisfaction 
(N=:54) 

Dyadic Cohesion 
(N=45) 

Dyadic Consensus 
(N=54) 

Affective Expression 
(N=54) 

DAS Total 
(N=54) 

MSIS 
(N=:54) 

Self 

.25 

.40** 

.26 

.33* 

.33* 

42*** 

Other 

39** 

.56*** 

.40** 

.50*** 

/ i /^* * * 

41*** 

Couple 

.35** 

.50*** 

.31* 

.37** 

4]^*** 

4g*** 

Alliance 

.34* 

5j*** 

.34* 

39** 

/\/\ * * * 

47*** 

* = p<.05; ** = p<.01; *** = p<.000 
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Table 4.4: Summed Couple Score Correlations between Alliance and Couple 
Relationship Characteristics 

Variable 

Dyadic Satisfaction 
(N=27) 

Dyadic Cohesion 
(N=19) 

Dyadic Consensus 
(N=27) 

Affective Expression 
(N=27) 

DAS Total 
(N=54) 

MSIS 
(N=26) 

Self 

.31 

.48* 

.33 

.39* 

.40* 

.46* 

Other 

.42* 

.63** 

.45* 

.47* 

.54** 

.56** 

Couple 

.39* 

.55* 

.39* 

.42* 

.48* 

.58** 

Alliance 

.38* 

.57* 

.40* 

.44* 

49* 

.54** 

* = p<.05; ** = p<.01 
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Table 4.5: Correlations between Alliance and Perception of Therapist 
Characteristics 

Variable 

Understanding 
(N=53) 

Accepting 
(N=53) 

Authoritarian 
(N=53) 

Independence-
Encouraging 
(N=53) 

Critical-Hostile 
(N=53) 

*** = p<.000 

Self 

70*** 

7g*** 

-.05 

.13 

_ i \ i \ ^ ^ ^ 

Other 

.63*** 

^ Q * * * 

-.09 

.11 

r\r^*^ "^ ^ 

Couple 

f'^f'\ ^^ ^̂  ^̂  

f^/\ * * * 

-.11 

.14 

-.65*** 

Alliance 

.70*** 

72*** 

-.09 

.13 

_ ^9*** 
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Table 4.6: Summed Couple Correlations between Alliance and Perception of 
Therapist Characteristics 

Variable Self Other Couple Alliance 

Understanding 74*** 
(N=25) 

Accepting .83*** 
(N=25) 

Authoritarian -.21 
(N=53) 

Independence- .13 .21 .21 .18 
Encouraging 
(N=24) 

Critical-Hostile -.80*** -.80*** -.80*** .82*** 
(N=25) 

*** = p<.000 

72*** 

75*** 

-.17 

72*** 

^9*** 

-.24 

74*** 

7g*** 

-.21 
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Table 4.7: Overall Correlation Matrix 

Variable Alliance DAS Tot MSIS Understanding 

Alliance 1.00 

DAS Tot 

MSIS 

Understanding 

Accepting 

Authoritarian 

44** 

1.00 

47*** 

72*** 

1.00 

.70*** 

.40** 

39** 

1.00 

Indep)endence-
Encouraging 

Critical-Hostile 

* = p<.05; ** = p<.01; *** = p,<.000 
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Table 4.7: Continued 

Variable 

Alliance 

DAS Tot 

MSIS 

Understanding 

Accepting 

Authoritarian 

Independence-
Encouraging 

Critical-Hostile 

Accepting 

72*** 

.31* 

.38** 

34*** 

1.00 

Authorit. 

-.09 

.12 

.19 

-.22 

.03 

1.00 

Ind-Encour 

.13 

-.08 

.01 

.28* 

.33* 

.14 

1.00 

Crit.-Host. 

_ ^9*** 

-.36** 

-.38** 

_ 7^*** 

_ ^7*** 

47*** 

-.03 

1.00 

* = p<.05; ** = p<.01; *** = p,<.000 
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Table 4.8: Regression for Alliance and Couple Relationship Characteristics 

Variables R Adj R̂  p MS F p 

Stepl 

MSIS .48 .21 .48 12.14 15.17 .000 

Note: p= standardized beta. 

Table 4.9: Regression for Summed Couple Scores for Alliance and Couple 
Relationship Characteristics 

Variables R Adj R̂  p MS F p 

Stepl 

MSIS .54 .26 .54 28.47 9.87 .004 

Note: p= standardized beta. 
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Table 4.10: Regression for Alliance and Therapist Characteristics 

Variables R Adj R̂  p MS F p 

Step 1 

Acceptance .71 .50 .46 26.81 51.40 .000 

Step 2 

Critical Hostile .79 .61 -.43 16.59 41.26 .000 

Note: p= standardized beta. 

Table 4.11: Regression for Summed Couple Scores for Alliance and Therapist 
Characteristics 

Variables R Adj R' p MS F p 

Stepl 

Critical-Hostile .83 .68 -.50 65.28 49.54 .000 

Step 2 

Acceptance .88 .76 .45 36.61 36.54 .000 

Note: p= standardized beta. 
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Table 4.12: Regression for Alliance, Therapist Characteristics, and Couple 
Relationship Characteristics 

Variables 

Stepl 

Critical-Hostile 

Step 2 

Acceptance 

Step 3 

DAS Total 

R 

.72 

.80 

.82 

AdjR' 

.50 

.62 

.65 

P MS F p 

.40 26.61 50.35 .000 

.41 16.63 41.73 .000 

.19 11.63 31.34 .000 

Note: p= standardized beta. 

Table 4.13: Regression for Summed Couple Scores for Alliance, Therapist 
Characteristics, and Couple Relationship Characteristics 

Variables R Adj R' p MS F p 

Stepl 

Critical-Hostile .86 .72 -.55 67.65 56.95 .000 

Step 2 

Acceptance .89 .79 .40 36.78 38.65 .000 

Note: p= standardized beta. 
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CHAPTER V 

DISCUSSION AND CONCLUSIONS 

This study examined client-perceived therapist characteristics, couple 

relationship characteristics, and client characteristics in relationship to therapeutic 

alliance in marital therapy. The final chapter will review the theoretical basis for 

this study, and provide an interpretation of the results, an indication of limitations 

of the data, and discuss conclusions/implications of the study. 

Theoretical Context 

The systemic view of alliance takes the position that therapeutic alliance is 

more than the relationship between one client and one therapist regardless of who is 

in the therapy room. According to systems theory, there are patient and therapist 

systems and therapy occurs when these two systems interact. In marital therapy, 

the researcher needs to look at the alliance between the individual and the therapist, 

the individual's partner and the therapist, the couple and the therapist, and an 

overall picture of the alliance that takes into account all three. The therapeutic 

alliance, according to Pinsof (1994), includes not only the interpersonal systems as 

noted above but also a content dimension that takes into account the task and goals 

of therapy and the bond between the patient system and therapist system. Pinsof 

(1994) developed the Couple Therapy Alliance Scale (CTAS) conceptualized from a 

systemic perspective and allowing for determining a score for each of the 

respondents on interpersonal and content dimensions. The CTAS facilitates the 

exploration of what contributes to therapeutic alliance in marital therapy. Research 
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on what contributes to the therapeutic alliance in marital therapy has been extremely 

limited. It is important to determine what types of variables affect the dev elopment 

of the alliance. 

Review and Interpretation of Results 

Preliminary analyses were conducted to determine if there were any 

significant relationships between males and females in their responses to specific 

variables. No significant relationships were found. To further explore how gender 

was affecting the results of the study, ANOVAS were conducted with gender as the 

independent variable with all of the subscale and scale scores. No significant 

differences were found between males and females on their scores. These results 

indicate that while male and female scores were not related, their differences are not 

significant. These findings suggest the importance of analyzing the data by using 

individual respondent scores plus sum couple scores. 

Analyses using summed couple scores were completed for Hypotheses 1, 2 

and 4. The results of the analyses using the summed couple scores were similar to 

the results obtained using individual respondent scores. Analyses were also 

conducted using couple difference scores. Analyses using couple difference scores 

produced no significant results. One problem associated with summing individual 

scores to create a couple score is that the sum score can mask large differences in 

individual response, for example two individuals each responding with a ' 3 " to a 

question would produce a sum score of "6" as would a couple where one individual 

responded with a " 1 " and whose partner responded with a "5". Because of this 

limitation, couple difference scores were used for analyses also. If couple 
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difference scores had produced significant results then results from the summed 

couple scores would have needed to been interpreted with caution. Because the 

couple difference scores did not produce significant results, summed couple data 

and individual respondent data could be safely interpreted. 

Hvpothesis 1. The hypothesis that characteristics of the couple relationship 

would account for a significant portion of variance in the therapeutic alliance was 

supported. The respondent's alliance scores for total alliance were significantiy 

related to all of the DAS subscales, the total DAS score and social intimacy (Table 

4.2). The same was true for summed couple scores (Table 4.3), but not for couple 

difference scores. When a stepwise multiple regression was completed on 

respondent alliance scores, MSIS accounted for 21.4% of the variance in alliance. 

When the same procedure was used with summed couple scores, MSIS accounted 

for 26.2% of the variance in alliance. 

Since the correlation matrices show strong relationships with all DAS scores 

and the MSIS scores in relation to alliance, it could be that the two constmcts, 

MSIS and DAS total score, are measuring relatively similar things and thus only 

load for one step. The DAS total score was correlated with the MSIS score (r=.71, 

p<.000). 

The results showing a correlation between couple relationship characteristics 

and therapeutic alliance may help therapists realize that the poorer the couple 

relationship, the more difficult it will be to establish a good therapeutic alliance with 

each partner and with the couple together. This may mean that more effort is 

needed in negotiating tasks and goals for therapy and in developing a bond with 

each individual in the couple. Horvath and Luborsky (1993) report that clients in 
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individual therapy who have littie hope for treatment success often hav e more 

difficulty in development of a strong therapeutic alliance. Couples in poorer 

relationships may have littie hope for success and this may, in turn, affect the 

therapeutic alliance formation. Therapists could spend extra time encouraging those 

in poor relationships by talking about the possibility of success. It may also be that 

couples who are in poorer relationships exhibit more defensive behaviors, 

something that Horvath and Luborsky (1993) and Gaston et al. (1988) have shown 

to have a negative impact on therapeutic alliance formation in individual therapy. 

Often, couples in poorer relationships go to therapy as a "last ditch" effort, as a way 

of convincing themselves that they have done everything possible to save the 

relationship, or to find a place to leave the spouse so that the spouse will have 

support. Couples attending therapy for these reasons may not be wanting to work 

on the relationship nor be willing to make sacrifices for therapy. These type of 

couple dynamics may also have an impact on therapeutic alliance development. 

These results differ from Bourgeois et al. (1990) results. They found that 

levels of marital distress were not related to therapeutic alliance formation. Their 

research was done on couples in a group marital skills program and not in couple 

therapy and this could contribute to the findings. Their research measured alliance 

after the completion of the group program and the current study measured after the 

first therapy session. This discrepancy could also be due to the difference in time 

of measurement of alliance. 

Another important generalization from the finding that couple relationship 

quality affects therapeutic alliance development is that couples should be 

encouraged to attend therapy before the couple relationship has deteriorated 
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significantiy. This will make it easier for both partners to develop an alliance with 

the therapist and vice versa. 

Hypothesis 2. The hypothesis that perceived therapist characteristics w ould 

account for a significant portion of variance in the therapeutic alliance in marital 

therapy was supported. Perception of the therapist as understanding, "Accepting" 

and "Critical-Hostile" (negative direction) were all significantiy correlated w ith 

'Total Alliance," "Self," "Other" and "Couple" alliance using individual respondent 

scores (Table 4.4). The same was true using summed couple scores (Table 4.5), 

but there were no correlations when using couple difference scores. Results of the 

stepw ise multiple regression showed "Accepting" and "Critical-Hostile" behaviors 

accounted for 61.2% of the variance in alliance using the individual scores. When 

summed couple scores were used, "Critical-Hostile" and "Accepting" accounted for 

75.6% of the 'Total Alliance"; however, the steps were reversed in order from the 

results obtained using the individual respondent scores. 

These results show the importance of perceived therapist characteristics in 

the development of the therapeutic alliance in marital therapy. Both members of the 

couple must feel accepted and that the therapist is not critical or hostile to enable the 

development of a strong alliance. These results concur with the results of Bachelor 

(1991) who found that predictive factors of a good alliance included the client 

seeing the therapist as demonstrating warmth, caring, and emotional involvement. 

Therapists must concentrate on showing acceptance for both spouses and 

the couple relationship. From the findings that "Self," "Other" and "Couple" 

alliance scores are all significantiy related to perception of the therapist as exhibiting 

"Understanding" and "Accepting" behav iors and not exhibiting "Critical-Hostile" 
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behaviors, it appears that the individual's perception of how the therapist relates to 

themselves, their partner, and them as a couple is fairiy consistent. It is interesting 

that the stepwise regression with the summed couple scores loaded "Critical-

Hostile" as the first step and "Accepting" as the second step. This may be because 

when couples are seen together, they are more sensitive to beliefs that the therapist 

is critical due to their sense of failure or frustration in the relationship. 

Hvpothesis 3. The hypothesis that client characteristics will account for a 

significant portion of variance in the therapeutic alliance in marital therapy was not 

supported. There was no significant correlation between 'Total Alliance" and anv 

of the demographic variables of age, number of previous marriages, number of 

children, or length of present marriage. The only significant association was a 

moderate correlation between education and "Self" alliance ratings (r=.30, p<.05). 

This may reflect a readiness for therapy or an accpetance of the therapy process. 

It is possible that individual client characteristics that were not measured in 

this study might be significant. For example, individual client personality 

characteristics such as defensiveness (Gaston et al., 1988), neurotic behaviors 

(Ryan & Cicchetti, 1985), and client hope for success (Horvath & Luborsky, 1993) 

have been shown to impact therapeutic alliance in individual therapy, and it is 

possible that these might impact therapeutic alliance in marital therapy. 

Hypothesis 4. The hypothesis that couple relationship characteristics, 

perceived therapist characteristics, and client characteristics would account for a 

significant portion of the variance in the therapeutic alliance in marital therapy was 

partially supported. Correlations showed that perceived therapist characteristics 

(Tables 4.4 and 4.5) and couple relationship characteristics (Tables 4.2 and 4.3) 
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were related to therapeutic alliance, but client characteristics were not (Table 4.1). 

Using a stepwise multiple regression with 'Total Alliance," perceived therapist 

characteristics, and couple relationships produced three significant steps. The three 

steps were therapist "Critical-Hostile" behaviors, therapist "Acceptance," and "DAS 

total" scores, respectively. Together, these three variables accounted for 65.0% of 

the variance in total alliance using the individual respondent ratings. When summed 

couple scores were used, two steps were significant: therapist "Critical-Hostile" 

behaviors and therapist "Accepting." Together, these accounted for 77.4% of the 

variance in total alliance. 

Based on these results, it is apparent that while perceived therapist 

characteristics and couple relationship characteristics are both related to therapeutic 

alliance in marital therapy, it is the perception of therapist characteristics that has the 

most impact on therapeutic alliance. This is good information for therapists and 

supervisors due to the fact that perception of the therapist is more likely to be 

affected by therapist behaviors during the first session of therapy than are couple 

relationship characteristics. 

Limitations 

There were several limitations in the present study. There was not an 

adequate amount of stmcture in the data collection process to ensure that all couples 

answered questions immediately following the first session and in the same 

manner. Couples were allowed to take the questionnaires home and then mail their 

responses to the researcher. They were asked to do this after the first session, but 

there were no control measures (such as a researcher administering the instmment) 
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to ensure that it was completed prior to the second session. The couples were also 

instmcted to complete the questionnaires without consulting each other. There was 

no way to assess whether or not this actually occurred. The study would have been 

improved if couples were given the part of the questionnaire with the Dyadic 

Adjustment Scale (DAS) and the Miller Social Intimacy Scale (MSIS) prior to the 

first session and then the CTAS and Perception of Therapist Behavior Inventory 

(PTBI) following the first session. Further, this whole process should have been 

supervised by the research staff. 

Another concern is that couples who agreed to fill out questionnaires might 

have had a better alliance with the therapist than those who declined participation or 

those who took questionnaires without retuming them. The couples who were seen 

at the Family Therapy Clinic filled out the questionnaire as part of an assessment 

package while couples from the other sites were asked for their voluntary 

participation. The couples outside the Family Therapy Clinic also had the incentive 

of being included in a drawing for participation while those in the Family Therapy 

Clinic did not. The Family Therapy Clinic couples filled out the instrument at the 

end of and as a part of a somewhat lengthy assessment. This appeared to have an 

effect on completion for some respondents: some questionnaires collected at the 

Family Therapy Clinic were not usable because of incomplete information. 

This sample was not as generalizable as the researcher had originally 

intended. This was due to the difficulty in getting permission to collect data at 

certain sites. Although three different types of sites were used, coverage was not as 

broad as it could have been. The couples in this study also tended to be young, 

(with the majority in their twenties and thirties) and educated. They were drawn 
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only from West Texas. Further, the sample size is small. This affects the power 

of the study and the range of analyses that could be performed. However, even 

with the low sample size and low power, significant findings and large effect sizes 

were detected. 

Although the respondents in the sample were not extremely variable as to 

age, ethnicity, religion, and demographics, a broad range of therapists was included 

in the study. The Family Therapy Clinic is a training setting for doctoral level 

therapists and provides intense supervision. The employee assistance program 

therapists vary in therapeutic experience and also receive regularly scheduled 

supervision. Therapists in private practice tend to be experienced and were not 

receiving direct supervision of their therapy. The current study, then, covers a 

wide range of experience levels of therapists. 

Clients varied in the amount they were charged for therapy. The Family 

Therapy Clinic works on a sliding fee scale and no clients were denied services 

based on inability to pay; the employee assistance program offers services free to 

the client (paid for by their employer); and private practice therapists typically 

charge more for services. Even with the differences in the amounts the clients were 

paying for therapy (a factor which can affect motivation), differences in experience 

level of therapists, and differences in level of supervision that the therapists were 

receiving, the significant relationships between couple relationship characteristics, 

perceived therapist characteristics, and therapeutic alliance were still detected. Had 

the sample been larger, it would have been interesting to determine if there were 

differences in therapeutic alliance formation between sites. 

54 



The PTBI has not been as fully researched in terms of reliability and v alidity 

as some of the other instmments used. It was chosen because the constmcts of the 

PTBI matched the research questions. Validity has not been established, and 

reliability data was collected only on a small sample of community mental health 

clients prior to this study. More psychometric research needs to be conducted on 

this measure. There were large differences in the reliabilities obtained in the current 

study and those found in the sample of community mental health patients. This 

could be a reflection of the time at which the instrument was given to the patient 

(after the initial session versus after a number of sessions). It may be that patients 

who have seen a therapist only one time tend to develop generalized opinions about 

the therapist's behaviors; therefore their responses then to be similar, while 

individuals who have had many sessions with a therapist have more varied 

responses to the questions. Regardless of whether or not the respondent's v iew of 

the therapist is generalized, there does appear to be an impact on therapeutic alliance 

based on the impression developed during the initial session. The differences in 

reliabilities could also be due to differences in the educational levels of the 

respondents. The respondents in the current study were better educated than the 

community mental health patients. 

Conclusions and Recommendations 

This study found that client jDcrception of the therapist, especially when 

therapists are viewed as not critical-hostile but as accepting and understanding, 

contributes heavily to the therapeutic alliance in marital therapy. Couple 

relationship characteristics were found to be related to therapeutic alliance in marital 
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therapy; however, client perception of therapist characteristics accounts for a larger 

portion of the variance in therapeutic alliance than couple relationship 

characteristics. 

This study addressed some of the client characteristics, couple relationship 

characteristics, and perceived therapist characteristics that relate to therapeutic 

alliance in marital therapy. Research by Thomas (1994) looked at client-therapist 

relationship characteristics in terms of value similarity and how it impacts 

therapeutic alliance in marital therapy. Further inquiry into client-therapist 

relationship characteristics may provide useful information as to what contributes to 

the therapeutic alliance. It would also be interesting to determine whether client-

therapist relationship characteristics are more important than perceived therapist 

characteristics in terms of therapeutic alliance development over time in therapy. 

Research by Bourgeois et al. (1990) found that the strength of the 

therapeutic alliance was predictive of successful treatment outcome in a marital 

skills group setting. Further research looking at the relationship between 

therapeutic alliance and therapy outcome in actual marital therapy settings is also 

warranted. The relationship between alliance and outcome needs to be studied at 

different times during the treatment process. 

Research focusing on client characteristics, other than specific demographic 

variables, could prove useful. Individual psychotherapy literature suggests that 

client pre-treatment variables impact therapeutic alliance formation. This stud>' 

found no significant differences in demographic variables, but no measures of 

individual client characteristics such as depression, defensiveness, hopefulness, 

substance abuse, and personality disorders were addressed in the present study. It 
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is likely that these factors would also greatiy impact alliance formation in marital 

therapy. 

The strength of the therapeutic alliance changes during the course of therapy 

(Horvath & Marx, 1991). This study addressed the alliance after the initial session 

based on information from Horvath (1994) that suggested that alliances in the initial 

phase of therapy are most predictive of outcome. Further, the author in the present 

study believed that if a workable alliance is not developed in the first session, the 

clients are not likely to retum. Further research in marital therapy needs to address 

changes in the alliance through different phases of therapy. 

This study found that client perception of therapist is extremely important in 

the development of the therapeutic alliance. Clinicians need to know what type of 

behaviors are likely to elicit these perceptions. Process research focusing on 

therapist in-session behaviors that are related to client jDcrception of therapist would 

both contribute to the existing alliance literature and provide beneficial information 

for clinicians and their supervisors. Coding and observation measures that are fine 

tuned enough to detect subtle therapist behaviors are needed, and this research 

project might serve as a starting point for development by suggesting specific 

perceptions of therapist behaviors that can be related to actual in-session behaviors. 

Bachelor (1991) found several factors in individual psychotherapy that were 

related to strong therapeutic alliance formation. Perception of the therapist as 

providing help and providing exploratory interventions were found to be related to 

strong alliances. Further research into perceptions of other therapist behaviors that 

are related to therapeutic alliance in marital therapy is also warranted. The work of 
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Bachelor (1991) and the current research could serve as an effectiv e starting point 

for such research. 

The idea of split alliance in marital therapy is compelling. It w ould be 

interesting for research to focus on the differences in contributing factors to alliance 

between couples who have a similar alliance and those with strong split alliances. It 

would be expected that outcome would be better with couples with similar positive 

alliances, and worse for couples with similar negative alliances. Split alliances may 

actually lead to a move to individual therapy or one partner dropping out of therapy. 

Outcome research in this area would also be helpful. 

Research addressing the gender issues involved in couple therapy is also 

warranted. It would be interesting to analyze the therapeutic alliances developed 

with same sex (therapist-client) and other sex combinations. It is possible that the 

gender difference may affect the development of the alliance with each individual 

and the couple in therapy. 

A strength of the current study centers around the clinical sample. The 

research focused on couples in marital therapy and was narrowed to include only 

couples who were attending their first couple therapy session. This allowed 

looking at therapeutic alliance in the beginning phase of therapy. This study 

contributes to the literature in the area of therapeutic alliance and marital therapy by 

identifying some variables that contribute to the development of the therapeutic 

alliance. It is also evident that client perception of the therapist contributes heavily 

to therapeutic alliance development. 
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APPENDIX A 

QUESTIONNAIRE 
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Form number ^— I 
Please nil in ihe following informalion about yourself. 

Your sex: male female Therapist sex: male female 

YearofBinh: Year of Marriage: 

Previous Marriages (number): Number of Children: 

Education Level Allaincd: (check Ihe highest level) Present Religious Affiliation or Preference: 
elementary Ĉatholic 
high school Protestand/Christian 
vocational school Ĵewish 
college (some) Other (specify) 
college (degree) 
graduate degree 

Ethnicity/Race: 
Anglo/white 
Hispanic 
Black 
Asian American 
Native American 
Other (specify) 

Instructions: The following statements refer to your feelings and thoughts about your therapist right NOW. Each statement 
is followed by a seven point scale. Please rate the extent to which you agree or disagree with each statement AT THIS TIME. 

If you completely agree with the statement at this time, circle the number 7. If you completely disagree with the sutement at 
this time, circle the number 1. Use the numbers in-between to describe the variations between the extremes. 

Please work quickly. We are interested in your FIRST impressions. Although some of the statements appear to be similar or 
identical, each statement is unique. PLEASE BE SURE TO RATE EACH STATEMENT. 

7 6 5 4 3 2 1 

Completely Strongly Agree Neutral Disagree Strongly Completely 
Agree Agree Disagree Disagree 

1. The therapist cares about me as a person 7 6 5 4 3 2 1 

2. The therapist and I are not in agreement about the goals for this therapy 7 6 5 4 3 2 1 

3. I trust the therapist 7 6 5 4 3 2 1 

4. Thetherapistlackstheskillsandability to help my partner and myself with our relationship...? 6 5 4 3 2 I 

5. My partner feels accepted by the therapist 7 6 5 4 3 2 1 

6. The therapist does not understand the relationship between my partner and myself. 7 6 5 4 3 2 1 

7. The therapist understands my goals in therapy 7 6 5 4 3 2 1 

8. The therapist and my partner are not in agreement about the goals for this therapy 7 6 5 4 3 2 1 
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7 6 5 4 3 2 1 

Complcieh Strongly Agree Neutral Disagree Sirongl\ Completcl> 

Agree Agree Disagree Disagree 

9. My partner cares about the therapist as a person 7 6 5 4 3 2 1 

10. The therapist does not understand the goals that my panner and I have 

for ourselves as a couple in this therapy 7 6 5 4 3 2 1 

11. My partner and the therapist arc in agreement about the way the therapy is being ainductcd..7 6 5 4 3 2 1 

12. The therapist does not understand me 7 6 5 4 3 2 1 

13. The therapist is helping my partner and me with our relationship 7 6 5 4 3 2 1 

14.1 am not satisfied with the then^y 7 6 5 4 3 2 1 

15. The therapist understands my partner's goals for this therapy 7 6 5 4 3 2 1 

16.1 do not feel accepted by the therapist 7 6 5 4 3 2 1 

17. The therapist zmd I are in agreement about the way the therapy is being conducted 7 6 5 4 3 2 1 

18. The therapist is not helping me 7 6 5 4 3 2 1 

19. The therapist is in agreement with goals that my partner and I have for ourselves 

as a couple in this therapy 7 6 5 4 3 2 1 

20. The therapist does not care about my partner as a person 7 6 5 4 3 2 1 

21. The therapist has the skills and ability to help me 7 6 5 4 3 2 1 

22. The therapist is not helping my partner 7 6 5 4 3 2 1 

23. My partner is satisfied with the therapy 7 6 5 4 3 2 1 

24.1 do not care about the therapist as a person 7 6 5 4 3 2 1 

25. The therapist has the skills and ability to help my partner 7 6 5 4 3 2 1 

26. My partner distrusts the ther^ist 7 6 5 4 3 2 1 

27. The therapist cares about the relationship between my partner and myself. 7 6 5 4 3 2 1 

28. The therapist does not understand my partner 7 6 5 4 3 2 1 

29. The therapist does not appreciate how important the relationship between my 
partner and myself is to me 7 6 5 4 3 2 1 
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A number of phrases are listed below that describe the kind of relationships people have with their spoujics Indicate, b\ 
circling the appropriate letters, how you would describe your current relationship with your spouse. 

A B C D E 

Very Some of Almost 

rarely the time always 

30. When you have leisure time how often do you choose to spend it with him/her alone? A B C D E 

31. How often do you keep ver>- personal information to yourself and do not sharcit with him/her?....A B C D E 

32. How often do you show him/her affection? A B C D E 

33. How often do you confide ver>-personal information to him/her? A B C D E 

34. How often are you able to understand his/her feelings? A B C D E 

35. How often do you feel close to him/her? A B C D E 

36. How much do you like to spend time alone with him/her? A B C D E 

37. How much do you feel like being encouraging and supportive to him/her 

when he/she is unhappy? A B C D E 

38. How close do you feel to him/her most of the time? A B C D E 

39. How important is it to you to listen to his/her personal disclosures? A B C D E 

40. How satisfying is you personal relationship with him/her? A B C D E 

41. How affectionate do you feel towards him/her? A B C D E 

«««««««««««««•««•««««•«««««»»«««•««««««*««*«•«•«««*«««>««««•«»« 

A B C D E 
Not A A great 

much little deal 

42. How important is it to you that he/she understand your feelings? A B C D E 

43. How much damage is caused by a typical disagreement in your relationship with him/her? A B C D E 

44. How important is it to you that he/she be encouraging and supportive to you when 

you are unhappy? A B C D E 

45. How important is it to you that he/she show affection? A B C D E 

46. How important is your relationship with him/her in your life? A B C D E 
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Most persons have disagreements in their relationships. Please indicate bclou the approximate extent of agreement nr 
disagreement between you and your partner for each item on the following list. 

6 5' ' ' 4 3 2 1 . 

Always Almost Always Ocassionally Frequently Almost Ahva>s Always 

Agree Agree Disagree Disagree Disagree Disagree 

47. Handling family finances 6 5 4 3 2 1 

48. Matters of recreation 6 5 4 3 2 1 

49. Religious matters 6 5 4 3 2 1 

50. Demonstrations of affection 6 5 4 3 2 1 

51. Friends 6 5 4 3 2 1 

52. Sex relations 6 5 4 3 2 1 

53. Conventionality (correct or proper behavior) 6 5 4 3 2 1 

54. Philosophy of life 6 5 4 3 2 1 

55. Ways of dealing with parents or in-laws 6 5 4 3 2 1 

56. Aims, goals, and things believed important 6 5 4 3 2 1 

57. Amount of time spent together 6 5 4 3 2 1 

58. Making major decisions 6 5 4 3 2 1 

59. Household tasks 6 5 4 3 2 1 

60. Leisure time interests and activities 6 5 4 3 2 1 

61. Career decisions 6 5 4 3 2 1 
•«•«««»«««•«««<«••«««••*«««««««««•«««•«••««•«•• • • • •«*««*•«•««•*«•« 

6 5 4 3 2 1 

AH The Time Most of the Time More often than Not Occassionally Rarely Never 

62. How often do you discuss or have you considered divorce, separation, or terminating 
your relationship? 6 5 4 3 2 

63. How often do you or your mate leave the house after a fight? 6 5 4 3 2 

64. In general, how often do you think that things between you and your partner 
arc going well? 6 5 4 3 2 

65. Do you confide in your mate? 6 5 4 3 2 

66. Do you ever regret that you married? 6 5 4 3 2 

67. How often do you and your partner quarrel? 6 5 4 3 2 

68. How often do >x>u and your mate "gel on each other's nerves'? 6 5 4 3 2 
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69. Do you kiss >our mate? 
Almost Occa-

Evcr\ day Everyday sionully Rarely Nc\er 
' 4 ' 3 ' ' 2 1 ' 0 

70. Do you and your mate engage in outside interests together. 

All of Most of Some of Very few None 
them them them of them of them 
4 3 2 1 0 

s s « c * « « « * « « « « « * « « « « c « « « « « « » s « « « * « « * * « « « « « c ( S * « « « s > s « < s s « s « a « « « « s s t « « « « > s « s > > s 

How often would you say the following events occur between you and your mate? 

0 1 2 3 4 

Never Less than Once a Month Once or Twice a Month Once a day More Often 

71. Have a stimulating exchange of ideas 0 1 2 3 4 

72. Laugh together 0 1 2 3 4 

73. Calmly discuss something 0 1 2 3 4 

74. Work together on a project 0 1 2 3 4 

These are some things about which couples sometimes agree and sometimes disagree. Indicate if either item below caused 
differences of opinions or problems in your relationship during the past few weeks. (Circle yes or no) 

Yes No 75. Being loo tired for sex 

Yes No 76. Not showing love 

77. The numbers on the following line represent different degrees of happiness in your relationship. The middle point, 
"happy", represents the degree of happiness of most relationships. Please circle the number thai best describes the degree of 
happiness, all things considered, of your relationship. 

0 1 2 3 4 5 6 
Extremely Fairiy A little H^jpy Very Extremely Perfect 
Unhappy Unhappy Unhappy Happy Happy 

78. Check one of the following statements that best describes how you feel about the future of your relationship. 

I want desperately for my relationship to succeed, and would go to almost any length to see that it does. 

I want very much for my relationship to succeed, and will do all I can to see that it does. 

I want ver>' much for my relationship to succeed, and will do my fair share to see that it does. 

It would be nice if my relationship succeeded, but I can't do much more than I am doing now to help it succeed. 

It would be nice if it succeeded, but I refuse to do any more than I am doing now to the relationship going. 

My relationship can never succeed, and there is no more that I can do to keep the relationship going. 
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The following sutcmcnis refer to >t>ur feelings and thoughts about your feelings and thoughts about your therapist and \our 
therapy right now Each sutement is followed by a six point scale. Please rate the extent to which you agree or disagree u ilh 
each statement AT THIS TIME. 

If you completely agree with the statement, circle number 6. If you completely disagree with the statement, circle number I. 
Use the numbers in-between to describe variations between the exu-emes. 

6 5 4 3 2 1 

Completely Strongly Strongly Completely 

Agree Agree Agree Disagree Disagree Disagree 

79. My therapist seems to know exactly what 1 mearu 6 5 4 3 2 1 

80. My therapist is easy to talk to 6 5 4 3 2 1 

81. My therapist is full of advice about everything I do 6 5 4 3 2 1 

82. My therapist becomes impatient when 1 make mistakes 6 5 4 3 2 1 
83. My therapist seems to understand how 1 feel 6 5 4 3 2 1 

84. My therapist acts as though we were coworkers on a common problem 6 5 4 3 2 1 

85. My therapist tells me what 1 should talk about 6 5 4 3 2 1 

86. My therapist expects an individual to shoulder his own responsibilities 6 5 4 3 2 1 

87. My therapist acts smug and superior as though she or he knew all the answers 6 5 4 3 2 1 

88. My therapist realizes and understands how my experiences feel to me 6 5 4 3 2 1 

89. My therapist relates to me as though I were a companion 6 5 4 3 2 1 

90. My therapist makes me feel better after talking about my worries with him or her 6 5 4 3 2 1 

91. My therapist tells me what to do when I have difficult decisions to make 6 5 4 3 2 1 

92. My therapist thinks people should be able to help themselves 6 5 4 3 2 1 

93. My therapist acts as though s/he were trying to outsmart me 6 5 4 3 2 1 

94. My therapist gives me the impression that s/he doesn't like me 6 5 4 3 2 1 

95. My therapist understands me even when I don't express myself well 6 5 4 3 2 1 

96. My therapist misses the point I am trying to get across 6 5 4 3 2 1 

97. My therapist shows a real interest in me and my problems 6 5 4 3 2 1 

98. My therapist offers rac advice on my everyday problems 6 5 4 3 2 1 

99. My therapist seems to try to get me to accept his/her standards 6 5 4 3 2 1 

100. My therapist encourages me to work on my own problems in my own way 6 5 4 3 2 1 
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Completely Strongly Stronglv Complciel\ 

Agree Agree Agree Disagree Disagree Disagree 

101. My therapist Ulks down tome as if I were a child 6 5 4 3 2 

102. My therapist makes me feel that I don't have to agree with him/her 6 5 4 3 2 

103. My therapist has a hard time seeing things as I do 6 5 4 3 2 

104. My therapist makes me feel thai s/hc is one j>erson that I can really trust 6 5 4 3 2 

105. My therapist shows a real liking and affection for me 6 5 4 3 2 

106. My therapist expects me to accept his ideas and opinions 6 5 4 3 2 

107. My therapist ignores some of my feelings 6 5 4 3 2 

108. My therapist has difficulty understanding what I am trying to express 6 5 4 3 2 

109. My therapist is quick to praise and commend me when I am doing well 6 5 4 3 2 

110. My therapist gives generously of his/her time and energy toothers 6 5 4 3 2 

111. My therapist tries to get me to think as s/he does 6 5 4 3 2 

112. My therapist is critical and not easily impressed 6 5 4 3 2 

113. My therapist is protective of and really concerned about ray welfare 6 5 4 3 2 

114. My therapist makes me feel free to say whatever I think 6 5 4 3 2 

115. My therapist acts as though I were dull and uninteresting 6 5 4 3 2 

116. My therapist makes comments that are right in line with what 1 am sajing 6 5 4 3 2 

117. My therapist seems to have a very real respect for me 6 5 4 3 2 

118. My therapist is a difficult person to warm up to 6 5 4 3 2 

119. My therapist understands my problems and worries 6 5 4 3 2 

120. My therapist seems glad to see the interview (therapy session) finished 6 5 4 3 2 

121. My therapist tries to get me to make my own decisions 6 5 4 3 2 

When you have finished, please place your response in the stamped envelope provided and put it in the mail. DO NOT GIVE 
YOUR RESPONSE TO YOUR THERAPIST, but place it in the mail. The receptionist can assist you with this if needed 
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APPENDIX B 

TTU FAMILY THERAPY CLINIC QUESTIONNAIRE 
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Form nomber. 
Please fill in the following information about yourself. 

Year of Marriage: Previous Marriages (number): 

Instructions: The following statements refer to your feelings and thoughts about your therapist nghi NOW. Each sutement 
is followed by a seven point scale. Please rate the extent to which you agree or disagree with each sutement AT THIS TIME 

If you completely agree with the sutement at this time, circle the number 7. If you completely disagree with the sutement at 
this time, circle the number I. Use the numbers in-between to describe the variations between the extremes. 

Please work quickly. We are interested in your FIRST impressions. Although some of the sutements appear to be similar or 
identical, each sutement is unique. PLEASE BE SURE TO RATE EACH STATEMENT. 

7 6 5 4 3 2 1 

Completely Strongly Agree Neutral Disagree Strongly Completely 
Agree Agree Disagree Disagree 

1. The therapist cares about me as a person 7 6 5 4 3 2 1 

2. The therapist and I are not in agreement about the goals for this therapy 7 6 5 4 3 2 1 

3. I trust the therapist 7 6 5 4 3 2 1 

4. The therapist lacks the skills and ability to help my partner and myself with our relationship...7 6 5 4 3 2 1 

5. My partner feels accepted by the therapist ....7 6 5 4 3 2 1 

6. The therapist does not understand the relationship between my partner and myself. 7 6 5 4 3 2 1 

7. The therapist understands my goals in therapy 7 6 5 4 3 2 1 

8. The therapist and my partner are not in agreement about the goals for this therapy 7 6 5 4 3 2 1 

9. My partner cares about the therapist as a person 7 6 5 4 3 2 1 

10. The therapist does not understand the goals that my partner and I have 
for ourselves as a couple in this therapy 7 6 5 4 3 2 1 

11. Mypartnerandthetherapistareinagrecmentaboutthe way the therapy is being conducted .7 6 5 4 3 2 1 

12. The therapist does not understand me 7 6 5 4 3 2 1 

13. The therapist is helping my partner and me with our relationship 7 6 5 4 3 2 1 

14.1 am not satisfied with the therapy 7 6 5 4 3 2 1 

15. The therapist understands my partner's goals for this therapy 7 6 5 4 3 2 1 

16.1 do not feel accepted by the therapist 7 6 5 4 3 2 1 

17. The therapist and 1 are in agreement about the way the therapy is being conducted 7 6 5 4 3 2 1 
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7 6 " 5 4 3 2 1 

Completely Strongly Agree Neutral Disagree Strongly Complctel> 
Agree Agree Disagree Disagree 

18. The therapist is not helping me 7 6 5 4 3 2 1 

19. The therapist is in agreement with goals that my partner and I have for ourselves 

as a couple in this therapy 7 6 5 4 3 2 1 

20. The therapist does not care about my partner as a person 7 6 5 4 3 2 1 

21. The therapist has the skills and ability to help me 7 6 5 4 3 2 1 

22. The therapist is not helping my partner 7 6 5 4 3 2 1 

23. My partner is satisfied with the therapy 7 6 5 4 3 2 1 

24.1 do not care about the therapist as a person. 7 6 5 4 3 2 1 

25. The therapist has the skills and ability to help my partner 7 6 5 4 3 2 1 

26. My partner distrusts the therapist 7 6 5 4 3 2 1 

27. The therapist cares about the relationship between my partner and myself. 7 6 5 4 3 2 1 

28. The therapist does not understand my partner 7 6 5 4 3 2 1 

29. The therapist does not appreciate how important the relationship between my 
partner and myself is to me 7 6 5 4 3 2 1 

A number of phrases are listed below that describe the kind of relationships people have with their spouses. Indicate, by 
circling the appropriate letters, how you would describe your current relationship with your spouse. 

A B C D E 

Very Some of Almost 
rarely the time always 

3(X When you have leisure time how often do you choose to spend it with him/her alone? A B C D E 

31. How often do you keep very personal information to yourself and do not sharcit with hiin/her?....A B C D E 

32. How often do you show him/her affection? A B C D E 

33. How often do you confide very personal information to him/her? A B C D E 

34. How often are you able to understand his/her feelings? A B C D E 

35. How often do you feel close to him/her? A B C D E 
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A B C D E 

Not A A great 
much little deal 

36. How much do you like to spend time alone with him/her? A B C D E 

37. How much do you feel like being encouraging and supportive to him/her 
when he/she is unhappy? A B C D E 

38. How close do you feel to him/her most of the time? A B C D E 

39. How important is it to you to listen to his/her personal disclosures? A B C D E 

40. How satisfying is you personal relationship with him/her? A B C D E 

41. How affectionate do you feel towards him/her? A B C D E 

42. How important is it to you that he/she understand your feelings? A B C D E 

43. How much damage is caused by a typical disagreement in your relationship with him/her? A B C D E 

44. How important is it to you that he/she be encouraging and supportive to you when 

you are unhappy? A B C D E 

45. How important is it to you that he/she show affection? A B C D E 

46. How important is your relationship with him/her in your life? A B C D E 
•«««««aa««a«a«aac«as««»«*»a«aaa«aaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaa 

The following sutements refer to your feelings and thoughts about your feelings and thoughts about your therapist and your 
therapy right now. Each sutement is followed by a six point scale. Please rate the extent to which you agree or disagree w ith 
each sutement AT THIS TIME 

If you completely agree with the sutement circle number 6. If you completely disagree with the sutement, circle number 1. 
Use the numbers in-between to describe variations between the extremes. 

6 5 4 3 2 I 

Completely Strongly Suongly Completely 

Agree Agree Agree Disagree Disagree Disagree 

47. My therapist seems to know exactly what I mean. 6 5 4 3 2 1 

48. My therapist is easy to Ulk to 6 5 4 3 2 1 

49. My therapist is full of advice about everything I do 6 5 4 3 2 1 

50. My therapist becomes impatient when I make mistakes 6 5 4 3 2 1 
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6 "5 4 3 2 I 

Completely Strongly Stfongly Completely 
Agree Agree Agree Disagree Disagree Disagree 

51. My therapist seems to understand how I feel 6 5 4 3 2 1 

52. My therapist acts as though we were coworkers on a common problem 6 5 4 3 2 1 

53. My therapist tells me what I should talk about 6 5 4 3 2 1 

54. My therapist expects an individual to shoulder his own responsibilities 6 5 4 3 2 1 

55. My therapist acts smug and superior as though she or he knew all the answers 6 5 4 3 2 1 

56. My therapist realizes and understands how my experiences feel to me 6 5 4 3 2 1 

57. My therapist relates to me as though I were a companion. 6 5 4 3 2 1 

58. My therapist makes me feel better after talking about my worries with him or her 6 5 4 3 2 1 

59. My therapist tells me what to do when I have difficult decisions to make 6 5 4 3 2 1 

60. My therapist thinks people should be able to help themselves 6 5 4 3 2 1 

61. My therapist acts as though s/he were trying to outsmart me 6 5 4 3 2 1 

62. My therapist gives me the impression that s/he doesn't like me 6 5 4 3 2 1 

63. My therapist understands me even when I don't express myself well 6 5 4 3 2 1 

64. My therapist misses the point I am trying to get across 6 5 4 3 2 1 

65. My therapist shows a real interest in me and my problems 6 5 4 3 2 1 

66. My therapist offers me advice on my everyday problems 6 5 4 3 2 1 

67. My therapist seems to try to get me to accept his/her standards 6 5 4 3 2 1 

68. My therapist encourages me to work on my own problems in my own way 6 5 4 3 2 1 

69. My therapist talks down to me as if I were a child 6 5 4 3 2 1 

70. My therapist makes me feel that I don't have to agree with him/her 6 5 4 3 2 1 

71. My therapist has a hard time seeing things as I do 6 5 4 3 2 1 

72. My therapist makes me feel that s/he is one person that I can really trust 6 5 4 3 2 1 

73. My therapist shows a real liking and affection for me 6 5 4 3 2 1 

74. My therapist expects me to accept his ideas and opinions 6 5 4 3 2 1 

75. My therapist ignores some of my feelings 6 5 4 3 2 1 
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6 5 4 3 2 1 

Completely Su-ongly Strongly Completely 
Agree Agree Agree Disagree Disagree Disagree 

76. My therapist has difficulty understanding what 1 am trying to express 6 5 4 3 2 1 

77. My therapist is quick to praise and conunend me when 1 am doing well 6 5 4 3 2 1 

78. My therapist gives generously of his/her time and energy to others 6 5 4 3 2 1 

79. My ther^ist tries to get me to think as s/he does 6 5 4 3 2 1 

80. My therapist is critical and not easily impressed 6 5 4 3 2 1 

81. My therapist is protective of and really concerned about my welfare 6 5 4 3 2 1 

82. My therapist makes me feel free to say whatever I think. 6 5 4 3 2 1 

83. My therapist acts as though 1 were dull and uninteresting 6 5 4 3 2 1 

84. My therapist makes comments that are right in line with what I am saying 6 5 4 3 2 1 

85. My therapist seems to have a very real respect for me 6 5 4 3 2 1 

86. My therapist is a difficult person to warm up to 6 5 4 3 2 1 

87. My therapist understands my problems and worries 6 5 4 3 2 1 

88. My therapist seems glad to see the interview (therapy session) finished 6 5 4 3 2 1 

89. My therapist tries to get me to make my own decisions 6 5 4 3 2 1 

Turn this in with the assessment package you have just completed THANK YOU. 
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QUESTIONNAIRE COVER LETTER 
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" I S J TEXAS TECH UNFv^RSITY 
V, 

Department of Human Development 
& Family Studies 

Box 41162 
Uibbock.TX 79409 1162 
(806) 742-3000 Office 
(806)7420285 FAX 

Dear Marital Therapy Client; 

This is a request for your participation in a study on Therapeutic Alliance and Marital 
Therapy. In return for your participation you have the opportunity to be signed up for a 
raffle for a free dinner for two at Chez Suzette. Your participation will require spending 
approximately 15 to 20 minutes of your time filling out a questionnaire. We ask that you 
do this without consulting your spouse; however, after you both are finished you are 
welcome to discuss the content with each other and your therapist if you choose. We do 
require that both you and your spouse agree to participate. 

Your responses are confidential, your therapist will not have access to this information. 
The researchers will be the only ones with access to your responses. Your therapist will 
not be evziluated based on these results. If you are disturbed by the questions you may 
choose to discontinue participation. 

Participants may fill out the small white card in the questionnaire packet which asks for 
name and telephone numbers. This will be used to enter you into the drawing for the free 
dinner for two. This will not be used to associate you with your therapist or responses. 
Questionnaires are numbered to allow the researchers to keep couple responses together. 

If you agree to participate please read the consent form and sign it. If you have any 
questions that you would like answered prior to completing the questionnaire please feel 
free to call the researchers: Dr. David Ivey or Lynne Reif at 742-3000. Thank you in 
advance for helping marital therapists offer more effective therapy. 

Sincerely, 

David Ivey, Ph.D. 

Lynne Reif, M.S. 
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CONSENT FORM 
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CONSENT FORM 

I hereby give my consent for my participation in the project entitled. Therapeutic Alliance and Marital 
Therapy. 

I understand that the person responsible for this project is: Dr. David Ivey telephone number 742-3000. 

He has explained that these studies are part of a project that has the following objectives: 

1. Understanding relations between therap>eutic alliance and marital characteristics. 

2. Understanding relations between therapist behavior and therapeutic alliance. 

3. Understanding relations between client characteristics and therapeutic alliance. 

He has explained to me through the introductory letter that the extent of my participation in this project is 
filling out the attached questionnaire; that my therapist will not be evaluated based on these results; that 
my responses vnll be anonymous; and that if I am disturbed by any question I may bring this up with my 
therapist or contact the researcher, and that If I choose to fill out the attached r^me card it will be placed 
in a drawing for a free dinner for two at a local restaurant. This card will In no way be used to trace my 
identity to my responses. Information concenning the drawing for the free dinner has been explained to 
me as follows: the estimated value of the dinner for two is $75; a drawing will be held upon receipt of 
questionnaires from 60 couples; the name cards will be placed in a box and will be drawn randomly; if I 
choose to participate In this drawing and I win. I will be contacted by telephone by the researcher and a 
gift certificate will be mailed to me; if I do not fill out the entire questionnaire and retum It to the 
researcher I will not be eligible for the drawing. 

The risks have been explained to me as following: questions may bring up unpleasant feelings toward 
spouse or therapist or may show problem areas that my spouse and I may need to worî  on in therapy. 

ft has further been explained to me that the total duration of my participation will be the time it takes to 
fill out this questionnaire (15 to 20 minutes); that only Dr. Ivey and Lynne Reif, M.S. will have access to 
the records and/or data collected for this study; and that all data associated with this study will remain 
strictly confidential. 

Dr. Ivey has agreed to answer any inquiries I nr^y have concerning the procedures and has informed me 
that I may contact the Texas Tech University Institutional Review Board for the Protection of Human 
Subjects by writing them in care of the Office of Research Services, Texas Tech University, Lubbock, 
Texas 79409, or by calling 742-3884. 

If this research project causes any physical injury to participants in this project, treatment is not 
necessarily available at Texas Tech University or the Student Health Center, nor is there necessarily any 
insurance carried by the University or its personnel applicable to cover any such injury. Financial 
compensation for any such injury must be provided through the participant's insurance program. Further 
information abotrt these matters may be obtained from Dr. Robert M. Sweazy, Vice Provost for 
Research, 742-3884, Room 203 Holden Hall, Texas Tech University, Lubbock, Texas 79409-1035. 

I understand that i may not derive therapeutic treatment for participation In this study. I understand that 1 
may discontinue this study at any time I choose without penalty. 

Signature of Subject: Date: 

Signature of Project Director or his Auttiorized Representative: 

Date: 
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SIGN UP FORM 
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DRAWING FOR FREE DINNER 

Please fill in the following information if you wish to be included in the drawing 
for the free dinner for two. 

Name: 

Phone: 

82 


