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Abstract

Using 53 studies, comprising 52 separate data sets, published in refereed journals from 1985 through 2006, the authors
conducted meta-analyses of the correlation and mean difference between client—therapist alliance ratings. Client and
therapist alliance ratings were moderately correlated (F=.36, SD =.00); clients’ ratings were higher than ratings by their
therapists (d =.63, SD =.42). Client disturbance was a significant moderator of client—therapist alliance rating
discrepancies; clients with milder disturbances or with substance abuse problems tended to have larger rating discrepancies
with their therapists than clients with more severe disturbances or moderate disturbance without substance abuse.

Several researchers have investigated client and
therapist agreement on what is happening in therapy
and found that convergent perspectives are asso-
ciated with better outcomes (Cummings, Hallberg,
Slemon, & Martin, 1992; Cummings, Martin, Hall-
berg, & Slemon, 1992; Kivlighan & Arthur, 2000;
Reis & Brown, 1999). The client—therapist working
alliance (also known as therapeutic alliance, working
relationship, and helping alliance) is common to all
psychotherapeutic interventions (Gelso & Carter,
1985). Although theorists differ somewhat in their
conceptualizations of the alliance (Bordin, 1979;
Hausner, 2000; Hentschel, 2005), most emphasize
client—therapist collaboration and consensus on the
goals and tasks of therapy (Horvath & Bedi, 2002) as
well an emotional bond between client and therapist
(Martin, Garske, & Davis, 2000).

Despite the importance of client—therapist colla-
boration, Fitzpatrick, Iwakabe, and Stalikas (2005)
indicated that therapist and client perspectives of the
alliance do not always agree. Authors of numerous
studies (Bachelor, 1991; Bachelor & Salame, 2000;
Cecero, Fenton, Nich, Frankforter, & Carroll, 2001;
Fitzpatrick et al., 2005; Hatcher, Barends, Hansell,
& Gutfreund, 1995; Hilsenroth, Peters, & Acker-
man, 2004; Mallinckrodt, 1991, 1993; Mallinckrodt
& Nelson, 1991; Ogrodniczuk, Piper, Joyce, &
McCallum, 2000; Tichenor & Hill, 1989) have
observed that clients and therapists appear to view

the alliance differently, with clients generally giving
higher alliance ratings. Some studies (Casey, Oei, &
Newcombe, 2005; Kivlighan & Shaughnessy, 1995;
Mallinckrodt & Nelson, 1991) also have reported
relatively low correlations between client and thera-
pist alliance ratings. Several factors appear to influ-
ence the alliance, and some or all may relate to
client—therapist divergence in perspective. It is our
goal to use meta-analyses to examine client—thera-
pist alliance ratings as well as factors that influence
the alliance that might serve as possible moderators
of these rating.

One of these factors is client disturbance. In a
summary of 11 studies, Horvath (1991), as cited in
Constantino, Castonguay, & Schut, 2002) reported
that clients who have difficulty maintaining social
relationships were more likely to have difficulty
forming a working alliance. More severely disturbed
clients generally have relationship problems, and
several studies (Gaston, Thompson, Gallager,
Cournoyer, & Gagnon, 1998; Gunderson, Najavits,
Leonhard, Sullivan, & Sabo, 1997; Hersoug,
Hoglend, Monsen, & Havik, 2001; Lingiardi,
Filippucci, & Baiocco, 2005; Zuroff et al., 2000)
indicated that more severe client disturbance is
related to lower alliances ratings. In contrast to the
often reported pattern of client alliance ratings being
higher than ratings by therapists, severely disturbed
clients in studies by Gehrs and Goering (1994) and
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Gunderson et al. (1997) frequently rated the alliance
lower than did their therapists. Others (Joyce &
Piper, 1998; Paivio & Bahr, 1998), however, have
not found a relationship between client disturbance
and alliance ratings.

Within the larger category of degree of client
disturbance, client diagnosis could be a factor that
influences alliance ratings. Most client participants
in alliance-rating studies, however, have several
diagnoses that usually are listed by study authors,
but generally alliance data are not presented or
analyzed according to diagnoses. Some studies,
however, use more homogeneous client samples.
For example, several studies have used clients who
were being treated for drug or alcohol problems
(Barber et al., 1999; Calsyn, Klinkenberg, Morse, &
Lemming, 2006; Cecero et al., 2001; Connors,
Carroll, DiClemente, Longabaugh, & Donovan,
1997; Fenton, Cecero, Nich, Frankforter, & Carroll,
2001; Luborsky et al., 1996; Meier & Donmall,
2006; Meier, Donmall, Barrowclough, McElduff, &
Heller, 2005; Meier, Donmall, McElduff, Barrow-
clough, & Heller, 2006; Petry & Bickel, 1999). Some
of these authors have commented about finding large
alliance rating discrepancies, with clients with sub-
stance abuse problems viewing the alliance much
more positively than their therapists. Thus, some
specific client diagnoses may impact alliance ratings.

Another factor that may impact client—therapist
perspectives on the alliance is the experience level of
the therapist. Experienced therapists have had both
more opportunities to practice psychotherapy and a
wider exposure to different types of clients than
trainees, so their perceptions of the alliance may
differ from that of trainees, and clients may also rate
them differently than they do trainees. Hersoug et al.
(2001) and Mallinckrodt and Nelson (1991) found
that alliance ratings by both clients and therapists
differed depending on therapist experience. Dunkle
and Friedlander (1996), however, did not find such
a relationship.

Length of therapy is another factor that may
moderate client—therapist alliance rating differences.
It may be that rating convergence is greater in longer
term therapy because it covers a longer period of
time, during which client and therapist could pre-
sumably develop similar perspectives. There have
been alliance studies comparing longer and shorter
term therapies (e.g., Stiles, Agnew-Davis, Hardy,
Barkham, & Shapiro, 1998), but none have com-
pared client—therapist alliance perspective conver-
gence for shorter relative to longer therapies.

Differences in client—therapist alliance ratings
may also depend on the scales used to assess the
alliance. Several alliance-rating instruments have
both client and therapist versions. These alliance

measures are based on various theoretical concep-
tualizations of the alliance and generally have been
found to correlate highly with each other (Cecero
et al., 2001; Fenton et al., 2001; Hatcher & Barends,
1996; Stiles et al., 2002: Tichenor & Hill, 1989),
confirming the common elements of the alliance.
Although the various alliance instruments are simi-
lar, they are not identical, and it is possible that
client—therapist convergence could be influenced by
the alliance measure used.

Finally, the type of therapeutic treatment that
clients receive could moderate client—therapist alli-
ance ratings. The alliance is an important compo-
nent of all types of treatment, and meta-analyses
have shown that the relationship between alliance
and treatment outcome is not moderated by type of
treatment (Horvath & Bedi, 2002; Martin et al.,
2000). Although the alliance is common to all
therapies, different theoretical orientations empha-
size different aspects of the alliance (Raue, Caston-
guay, & Goldfried, 1993), and there is evidence that
the theoretical orientation of the alliance rater
may influence alliance ratings (Raue, Putterman,
Goldfried, & Wolitzky, 1995). Thus, the type of
treatment may impact therapists’ alliance ratings and
play a role in client—therapist alliance rating differ-
ences.

Although convergence of client and therapist
perspectives on what is happening in psychotherapy
is desirable (Kivlighan & Arthur, 2000), the litera-
ture that we reviewed suggests that, in regard to the
alliance, client—therapist perspective divergence may
be the rule rather than the exception. To what extent
do clients’ and therapists’ perceptions of the alliance
converge? Are client—therapist alliance perspectives
moderated by factors such as client disturbance,
therapist experience, length of therapy, alliance
instrument, and treatment type? Over the past 21
years, several studies have assessed the alliance from
both client and therapist perspectives. The aim of
this study is to use meta-analyses to investigate the
relationship between client and therapist alliance
ratings by assessing (a) the correlation between client
and therapist ratings of the alliance and (b) the mean
differences in client—therapist alliance ratings along
with their possible moderating factors.

Method
Selection of Studies

Our inclusion criteria, similar to those used in the
alliance—treatment outcome meta-analyses by Hor-
vath and Symonds (1991), Horvath and Bedi
(2002), and Martin et al. (2000), were as follows:
(a) The study categorized the alliance as working
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alliance, helping alliance, therapeutic alliance, work-
ing relationship, or the alliance; (b) the study was
published in a refereed journal between 1985 and
2006; (c) the study either listed a correlation
between client—therapist working alliance ratings or
presented mean client and therapist working alliance
ratings; (d) the study had to be a group design with
at least five participants; (e) the psychological
treatment had to be conducted in individual ses-
sions; (f) the study had to have used client and
therapist versions of the same instrument; (g) the
study had to be published in English; and (h) the
alliance was measured on adult clients. Also, because
we wanted to examine effects associated with differ-
ent alliance measures, we excluded a study when it
was the only one that used a particular alliance
measure.

We used two databases to search for articles:
Psychlnfo and Medline. Word searches yielded the
following numbers of references: “therapeutic alli-
ance,” 1,192 references; “therapeutic alliance or
working alliance,” 3,123 references; “therapeutic
alliance or working alliance and client and counse-
lor,” 109 references; “therapeutic alliance or working
alliance and client and counselor ratings,” two
references. We cross-tabulated the references, vi-
sually scanned the abstracts of the articles, and
examined approximately 300 articles in greater
depth. This resulted in the identification of 41
articles with both client and therapist working
alliance data that met criteria. We examined the
reference sections of the 41 articles and inspected
the previous year of journals in which the articles
appeared. We also used the phrases “client and
therapist working alliance” and “client and counse-
lor working alliance” in Google searches. These
latter procedures resulted in the identification of
12 additional articles that met inclusion criteria.
Thus, our search yielded 53 articles that presented
client—therapist working alliance correlational or
mean data.

Recording Study Data for Analyses

Table I presents information (i.e., number of parti-
cipants, client disturbance, therapist experience,
type of therapy, length of therapy, and alliance
measure) recorded from the Method section of
each study. At least two of the three of the current
authors independently categorized the data, and if
we disagreed on the categorization, we conferred to
reach agreement.

As can be seen in Table I, Busseri and Tyler (2003,
2004) used the same client and therapist data, as did
Hersoug et al. (2001, 2002), and Bachelor and
Salame (2000) reported data from two studies.

Working alliance meta-analyses 631

Thus, the 53 articles yielded 52 different data sets
that formed the bases for the meta-analyses; 44 of
these data sets provided client and therapist mean
alliance ratings and 32 provided client—therapist
alliance correlations.

Table I shows that, in most of the studies, the
number of therapists is considerably less than the
number of clients, because usually each therapist
rated alliances with several clients. So, for example,
in a hypothetical study having 27 clients and five
therapists, the number of dyads on which a client—
therapist correlation for this study is based would be
27. The total number of individual client and
therapist ratings on which a mean difference effect
is based, however, would be 54, because therapists
rated 27 clients, and 27 clients rated therapists.
Sometimes, as a result of attrition, the number of
clients and therapists who actually provided alliance
ratings is less than the number of clients and
therapists reported by the authors in Participant
sections. Thus, for effect sizes based on numbers of
participant raters that differ from the client and
therapist numbers given in Table I, the number of
dyads (for correlations) and number of raters (for
mean differences) are also presented with their
respective effect sizes.

We classified client disturbance as mild if clients
were volunteers who were recruited from college
classes or had no formal psychiatric diagnoses. Many
of these mildly disturbed clients were seen at training
clinics. Table I shows that clients in 19 (37%) of the
data sets were mildly disturbed.

Moderately disturbed clients had various psychia-
tric diagnoses (usually including depression or anxi-
ety), generally were identified by study authors as
moderately disturbed, and were seen at outpatient
clinics or drug treatment facilities. Table I shows that
clients in 23 (44%) of the data sets were moderately
disturbed. Within the moderately disturbed cate-
gory, seven data sets had clients with substance-
abusing clients. The other data sets in this category
had clients with multiple diagnostic characteristics.

Clients in 10 (19%) data sets were identified by
study authors as severely disturbed. These clients
were either hospitalized or seen at outpatient clinics.
Within this severely disturbed grouping, five data
sets had clients with schizophrenia. One data set
each had the following: clients with bipolar disorder;
homeless, substance-abusing clients with severe
mental illness of an unspecified type; clients with
eating disorders; clients with borderline personality
disorder; and clients with brain injuries and severe
mental disturbance.

Therapists were trainees in nine (17%) data sets,
experienced therapists in 27 (52%) data sets, and a
mixture of trainees and experienced therapists in 15
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Table I. Summary of Studies Used in Meta-Analysis.

Effect sizes®

No. clients No. therapists  Psychotherapy Alliance
Study (disturbance) (experience)® (length)b measures did riF
Al-Darmaki & Kivlighan 25 (mild) 25 (3) Unspecified WAI 0.23 .38
(1993) (unspecified)
Bachelor (1991) 45 (moderate) 23 (2) Several (2) HAq, 0.41
TARS, VPPS
Bachelor & Salame (2000)
Study 1 27 (moderate) 17 (2) Humanistic (2) HAq, 0.31
VPPS, TARS
Study 2 29 (moderate) 20 (3) Humanistic (2) WAI-S, HAq, 0.22
CALPAS
Bale et al. (2006) 71 (severe) 91 (1) Community (3) WAI 0.00 32
Barber et al. (1999) 98 (moderate) 99 (1) Several (2) CALPAS, 1.75
HAg-II
Bikos & Uruk (2005) 16 (mild) 8 (1) CBT (1) WAI-S 0.95
Brossart et al. (1998) 11 (mild) 11 (2) PD (1) WAI 27
Busseri & Tyler (2003, 54 (mild) 18 (3) Several (1) WAI 0.54 .33
2004) (n=104)
Calsyn et al. (2006) 115 (severe) Unspecified Several (3) WAI-S 0.51 .26
number (1)
Casey et al. (2005) 106 (moderate) 5 (1) CBT (1) WAI .20
Cecero et al. (2001) 52 (moderate) 11 (1) Several WAI 0.85 37
(unspecified)
Connors et al. (1997) 1,196 (moderate) 75 (1) Several (1) WAI 0.81
Couture et al. (2006) 30 (severe) Unspecified (1) Several (1) WAI 0.21 .14
Cummings et al. (1992) 10 (mild) 7(2) Several (1) WAI 0.23
Davis & Lysaker (2004) 24 (severe) Unspecified CBT (3) WAI-S 0.62 41
number
(unspecified)
Fenton et al. (2001) 46 (moderate) Unspecified Several (1) WAI 0.87 43
number (1)
Fitzpatrick et al. (2005) 48 (mild) 45 (2) Unspecified (1) WAI 0.58
Gallop et al. (1994) 31 (severe) 18 (1) Refeeding (1) WAI 0.31
(n=50)
Gaudiano & Miller (2006) 61 (severe) Unspecified Several (3) WAI —0.30 31
number (1)
Gehrs & Goering (1994) 22 (severe) 12 (1) Rehab. ther. (3) WAI 0.15
Gunderson et al. (1997) 33 (severe) Unspecified Several (3) HAq —0.10 58
number (3) (n=59) (n=14)
Hatcher et al. (1995) 144 (mild) 38 (3) PD (3) WAI, HAg-II, .38
CALPAS
Hersoug et al. (2001, 2002) 270 (moderate) 59 (1) PD (2) WAI 0.28 .40
(n=348) (n=129)
Horvath & Greenberg 29 (moderate) Unspecified (1) Several (1) WAI .70
(1989a)
Kivlighan & Shaughnessy 21 (mild) 21 (2) Unspecified (1) WAI-S 0.89 .16
(1995)
Kokotovic & Tracey (1990) 121 (mild) 15 (3) Unspecified WAI 1.54
(unspecified) (n=210)
Long (2001) 24 (mild) 9 (3) Unspecified (1) WAI 0.43
Luborsky et al. (1996) 246 (moderate) Unspecified Several (2) HAg-1I, 1.24
number (1) CALPAS (n=251)
Lunnen & Ogles (1998) 52 (moderate) 8 (3) Unspecified (1) HAq 0.09
(n=101)
Mallinckrodt (1991) 87 (mild) 77 (3) Unspecified (1) WAI 0.39 .32
Mallinckrodt (1993) 61 (mild) 30 (2) Unspecified (1) WAI 0.27 .33
(n=88) (n =40)
Mallinckrodt & Nelson 50 (mild) 50 (3) Unspecified WAI 0.55
(1991) (unspecified)
Meier et al. (2005) 187 (moderate) 24 (1) Unspecified (3) WAI-S 31

(n=119)
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Effect sizes®

No. clients No. therapists  Psychotherapy Alliance
Study (disturbance) (experience)? (length)® measures did riv
Meier & Donmall (2006) 137 (moderate) 34 (1) Generic WAI-S .25
counseling (1)
Meier et al. (2006) 187 (moderate) 24 (1) Generic WAI-S 0.93 .29
counseling (1)
Mollersen et al. (2005) 191 (moderate) 32 (1) Several (1) WAI-S 0.65 .29 =127)
(n=368)
Neale & Rosenheck (1995) 166 (severe) 30 (1) Rehab. WAI 0.34 .20
counseling (2)
Patton et al. (1997) 16 (mild) 6 (2) PD (1) WAI 0.19
Petry & Bickel (1999) 46 (moderate) 3 (1) CBT (1) HAq 0.92
(n=89)
Puschner et al. (2005) 678 (moderate) 13 (3) Several (2) HAq —0.04
(n =986)
Samstag et al. (1998) 73 (moderate) 47 (1) Several (2) WAI-S 0.41
Sauer et al. (2003) 17 (mild) 13 (2) Several (1) WAI 0.58 .38
Sexton et al. (2005) 34 (moderate) 14 (1) Several WAI 17
(unspecified) (n=33)
Schénberger et al. (2006) 86 (moderate) Unspecified Several (2) WAI-S 0.35 .38
number (1) (n=127) (n=60)
Solomon et al. (1995) 86 (severe) Unspecified Case WAI 0.06 .44
number (1) management (3)
Stiles et al. (2002) 18 (moderate) 4 (1) Several (1) ARM, WAI 0.18
Tichenor & Hill (1989) 8 (moderate) 8 (1) PD (1) WAI .09
Tryon & Kane
1990 121 (mild) 15 (3) Unspecified (1) HAq 0.80 .46
1993 91 (mild) 10 (3) Several (1) WAI-S 0.83 .34
1995 89 (mild) 10 (3) Several (1) WAI-S 1.01 .39
Wei & Heppner (2005) 31 (mild) 31 (3) Unspecified WAI-S 0.50 .23
(unspecified)

Note. ARM =Agnew Relationship Measure; CALPAS =California Psychotherapy Alliance Scale; HAq =Helping Alliance Questionnaire;
HAQg-II =Revised Helping Alliance Questionnaire; TARS =Therapeutic Alliance Rating Scale; VPPS =Vanderbilt Psychotherapy Process
Scale; WAI =Working Alliance Inventory; WAI-S =Working Alliance Inventory— Short version; PD =psychodynamic; CBT =cognitive—

behavioral therapy.

1 =experienced, 2 =trainees, 3 =both experienced and trainees. b] =1-20 sessions; 2 =21-39 sessions; 3 =40 or more sessions.
°Subsample sizes in parentheses are the number of dyads (for correlations) and number of raters (for mean differences) if the number of

dyads or raters differs from that listed in columns two and three.

(29%) data sets. One study (2%) did not specify the
therapists’ experience level.

Most studies indicated a specific treatment length;
however, for those that did not, we used the average
number of sessions as treatment length. We divided
treatment length into three categories. The first
category included studies that indicated 20 or fewer
therapy sessions (7 =27 [52%]). The second in-
cluded studies having between 21 and 39 sessions
(n=9 [17%]). The third category included studies
with 40 or more sessions (7 =10 [19%]). Six (12%)
studies did not specify treatment length.

Table I also shows the type of therapy provided in
the study. In 34 (65%) data sets, authors either did
not specify their treatment (r =12 [23%]) or used
more than one type of therapy (n =22 [42%]). Four
data sets (8%) used cognitive—behavioral therapy
exclusively, five (10%) used psychodynamic therapy

exclusively, and two (4%) used humanistic therapy
exclusively. The remaining seven data sets (13%)
used other types of therapies, such as generic
counseling, case management, refeeding, and reha-
bilitation therapy, that we were not able to categorize.

For the most part, the studies used one or more of
the alliance measures that are common in the
literature. The majority of data sets (n =27 [52%])
used the Working Alliance Inventory (WAI; Horvath
& Greenberg, 1989b) exclusively, and an additional
13 (25%) exclusively used the Working Alliance
Inventory—short version (WAI-S; Tracey & Kokoto-
vic, 1989). Five (10%) data sets used the Helping
Alliance Questionnaire (HAq; Alexander & Lu-
borsky, 1989) only. Finally, seven (13%) data sets
used more than one alliance measure. In addition to
the WAI, WAI-S, or HAq, these data sets used one or
more of the following measures: Agnew Relationship
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Measure (ARM; Agnew-Davies, Stiles, Hardy, Bark-
ham, & Shapiro, 1998), California Psychotherapy
Alliance Scale (CALPAS; Gaston, 1991; Marmar,
Gaston, Gallagher, & Thompson, 1989), revised
Helping Alliance Questionnaire (HAQg-II; Luborsky
et al.,, 1996), Therapeutic Alliance Rating Scale
(TARS; Marmar, Horowitz, Weiss, & Marziali,
1989), or Vanderbilt Psychotherapy Process Scale
(VPPS; Suh & Strupp, 1989).

Estimation of Effect Sizes

In computing effect sizes for each study that
reported client and therapist alliance means, we
followed the formula provided by Hunter and
Schmidt (2004, p. 277, Formula 7.6). We subtracted
the mean of the therapist working alliance rating
from the mean of the client working alliance rating,
which was generally larger and would thus yield a
positive effect size. We divided this figure by the
pooled client and therapist standard deviation.

Whereas most data sets used just one alliance
measure, others used two or more measures to assess
alliance or to assess the alliance more than once
during therapy. To obtain one average d statistic for
these data sets, we weighted each mean alliance
rating by the number of participants who completed
it and averaged these weighted means. We also
weighted and pooled the standard deviations of
each alliance measure. When a data set used two
(or more) alliance measures, we corrected for
differences in the number of rating points for alliance
measures by multiplying the means and standard
deviations of the measures with fewer rating
points by a correction factor equal to the number
of points in the scale with the larger number of rat-
ing points divided by the number of rating points in
the scale with the smaller number of rating points.
We then computed an aggregated d for that data set
by subtracting the average weighted therapist mean
from the average weighted client mean and divided
the resultant number by the weighted and pooled
client and therapist standard deviation.

To obtain one average correlation, we weighted
the individual correlations by the number of parti-
cipants and averaged these weighted correlations to
obtain a single 7 for each alliance assessment time
period and the total data set. Effect sizes for client—
therapist correlations and mean differences are
presented in Table 1.

Meta-Analyses

We conducted two large meta-analyses, one to
obtain the correlation between client—therapist alli-
ance ratings and the second to obtain the mean

difference between client and therapist alliance
ratings using the Hunter—Schmidt Meta-Analysis
Programs package (Schmidt & Le, 2004). This
software is commercially available and is described
extensively in Hunter and Schmidt’s (2004) Methods
of Meta-Analysis: Correcting Error and Bias in Research
Findings (Appendix, pp. 517-526). In a Monte
Carlo study, Field (2005b) compared Hunter and
Schmidt’s method of meta-analysis with that of
another popular meta-analytic technique by Hedges
and Vevea (1998) and found that the Hunter and
Schmidt method “produced estimates of the average
correlation with the least error” (p. 444). Hunter and
Schmidt (2004) indicate that, although most meta-
analytic methods only control for sampling error
(Glass, 1976), it is important to control for measure-
ment error in meta-analyses to obtain a more
accurate measure of true effects. Hunter and
Schmidt present a lengthy detailing of “the severe
distorting effects” (p. xxxi) of measurement errors
on the outcomes of both individual studies and
meta-analyses.

The artifact distribution option allows correction
of effect sizes for the unreliability of the measures
used.! To calculate 7, we entered into the program,
for each data set, the total correlation effect size, r or
7, for that study and the number of dyads that
provided ratings on which the correlation was based.
We then entered the reliability estimates of both the
therapist alliance instruments and the client alliance
instruments to correct for measurement errors using
the artifact distribution option. These reliability
estimates were coefficient alphas. When they were
available, we entered the coefficient alphas as
reliability estimates for the alliance instruments
based on that particular data set’s therapist and
client samples as part of the artifact distribution. We
also entered reliability coefficients for the alliance
measures from other studies that used that particular
alliance measure to correct for the unreliability of
these measures on the outcome of the analysis. We
obtained coefficient alphas for the client and thera-
pist alliance measures from the Method section of
each study and from other studies that used the same
alliance measures (Alexander & Luborsky, 1989;
Busseri & Tyler, 2003; Gaston, 1991; Hanson,
Curry, & Bandalos, 2002; Hatcher, 1999; Hatcher,
& Barends, 1996; Luborsky et al., 1996; Marmar, &
Horowitz, et al.,, 1989; Suh, & Strupp, 1989;
Tichenor & Hill, 1989; Tracey, & Kokotovic,
1989). The rationale for using this option is that a
distribution of coefficient alphas across studies
provides a better estimate of each test’s reliability
than does any single study.

To calculate d, we again chose the artifact
distribution option to correct for the unreliability
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of the alliance measures used.? Thus, for each data
set, we entered the total d or d calculated for that
study and the number of participants (the total
number of clients and therapists) providing alliance
ratings. Following this, we entered coefficient alphas
for all the alliance measures used in all the studies
that we obtained from the studies themselves and
from other studies that used those instruments (see
prior discussion).

Thus, we had two large client—therapist alliance
ratings meta-analyses: one for 7 and one for d.
Hunter and Schmidt (2004) indicate that if the
variance observed in the 7 or d values after removal
of the variance resulting from all study artifacts (i.e.,
the residual variance) is essentially 0, then modera-
tors do not play a part in the relationship between
client and therapist alliance ratings. Small residual
variances may not indicate the presence of modera-
tors because “it is never possible to correct for all
artifacts that cause variation across studies” (p. 54).
Hunter and Schmidt state that moderator analysis is
complete when 75% of the variance is explained. To
test for moderator variables, Hunter and Schmidt
recommend (p. 78) that studies are divided into
subsets representing levels of the possible moderator
variable and that separate meta-analyses are con-
ducted for each level. Residual variance that is
minimal at the different levels of a possible mod-
erator indicates that that moderator is an important
source of variation. If residual variance still exists (in
excess of 25%), the search for potential moderators
should continue. Although Hunter and Schmidt do
not recommend moderator analysis when the resi-
dual variance is less than 25%, we sought to explain
more fully variance in reported results. To test
differences between mean client—therapist alliance
rating effect sizes, we converted ds to correlations
and conducted Z tests for independent correlations
(Rosenthal & Rosnow, 1991).

To determine what moderators to examine when a
meta-analysis had more than minimal residual var-
iance, we examined the data for outliers using box-
and-whisker plots that provided us with a visual
representation of the effect size distributions (Field,
2005a, pp. 66—69). When we found outlier data, we
determined the subsample that they represented
(e.g., clients with substance abuse issues) and
grouped the data sets according to that subsample
for moderator meta-analyses.

Results
Client—Therapist Alliance Correlations

Thirty-two data sets presented correlational data for
client—therapist alliance ratings. The total sample
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size for the meta-analyses for these data was 2,331
client—therapist dyads. The mean true correlation
was 7=.36, SD =.00. There was no residual var-
iance, indicating that variation among studies is
entirely accounted for by alliance measurement
unreliability. Cohen (1992) indicates that a medium
effect size for correlations is .30 and a large effect size
for correlations is .50. Thus, .36 falls between a
medium and a large effect size for the correlation
between client—therapist alliance ratings.

Client—Therapist Mean Differences

Forty-four data sets with a total sample size of 8,716
client and therapist alliance ratings yielded a mean
difference between client and therapist ratings of
d=.63, SD=.42. Cohen (1992) indicates that a
large effect size for mean differences is .80, a
medium size is .50, and a small effect size is .20.
Thus, the effect size for client alliance rating minus
therapist alliance rating is midway between a med-
ium and a large effect size. Residual variance for this
analysis, however, was .16, suggesting the possibility
of moderators. We identified five possible modera-
tors of the client—therapist alliance rating differences
(client disturbance, therapist experience, length of
therapy, alliance measure, and type of treatment) in
the literature. We had no reason to choose one of
these moderators over the others, so we performed
meta-analyses by dividing the data sets initially
according to each of these moderators. Table II
presents the results of these analyses.

Client disturbance. As seen in Table II, the client—
therapist alliance rating discrepancy was smaller
when clients had a severe disturbance than when
they had either a moderate (Z=6.67, p <.001) or a
mild (Z=7.11, p <.001) disturbance. Residual var-
iance in the moderately disturbed category, however,
suggested the presence of moderators. Using the box-
and-whisker method described previously, we identi-
fied data sets in the moderately disturbed category
that appeared to have larger discrepancies when
clients had substance abuse concerns. Table II shows
that we reduced the residual variance of the moder-
ately disturbed category by dividing it into data sets
according to whether or not clients had a substance
abuse problem and conducting separate meta-ana-
lyses for these groups. Moderately disturbed clients
with substance abuse problems had larger client—
therapist alliance discrepancies than moderately dis-
turbed clients without substance abuse concerns (Z =
13.06, p <.001) and also had significantly larger
client—therapist discrepancies than severely disturbed
(Z=10.21, p < .001) or mildly disturbed (Z=3.70,
p <.01) clients. Client—therapist discrepancies with
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Table II. Meta-Analyses of Client—Therapist Alliance Rating Differences Using Different Moderators.

Variable Sets d SD n R.V.
Client disturbance
Severe 10 .24 .15 1,218 .02
Moderate 17 .67 43 5,814 .16
W/substance abuse 7 .96 22 3,499 .05
W/O substance abuse 10 22 .23 2,315 .04
Mild 17 .79 .33 1,684 .10
Length of therapy
<20 sessions 23 .78 .16 4,883 .02
21-39 sessions 9 41 .56 2,531 .28
W/substance abuse 2 1.55 .21 448 .04
W/O substance abuse 7 17 .16 2,083 .02
>40 sessions 7 .20 22 796 .04
Therapist experience
Experienced 22 .62 .19 6,653 17
W/substance abuse 7 .96 22 3,499 .05
W/O substance abuse 15 .23 .23 3,154 .05
Trainee 9 .63 .18 634 .03
Mixed experienced and trainee 12 71 43 1,381 .15
W/O substance abuse 11 54 .20 1,171 .04
Alliance measures
WAI 23 .65 .32 4,993 .09
WAI-S 10 .78 12 1,559 .02
HAq 5 17 .36 1,477 12
W/O substance abuse 4 12 31 1,388 .09
Several measures 6 1.14 .59 687 31
W/substance abuse 2 1.55 .21 448 .04
W/O substance abuse 4 .33 .00 239 0
Type of therapy
Psychodynamic 2 .28 .00 380 0
Cognitive—behavioral 4 71 12 229 .01
Humanistic 2 .28 .00 113 0
Several 21 .69 12 6,317 .15
W/substance abuse 7 .93 24 3,640 .05
W/O substance abuse 14 .36 .36 2,677 11

Note. R.V. =residual variance; WAI =Working Alliance Inventory; WAI-S =Working Alliance Inventory—Short version; HAq =Helping

Alliance Questionnaire.

severely disturbed clients and mildly disturbed clients
without substance abuse were small effect sizes and
did not differ from each other (Z=.28, p >.05).
Thus, mildly disturbed clients and moderately dis-
turbed clients with substance abuse had large client—
therapist alliance rating discrepancies, whereas se-
verely disturbed clients and moderately disturbed
clients without substance abuse had much smaller
discrepancies.

Length of therapy. Table II shows that in shorter
term therapy ( <20 sessions), client—therapist rating
discrepancies are larger than those of clients and
therapists in therapies lasting 21 to 39 sessions
(Z=17.20, p <.001) and in therapy lasting 40 or
more sessions (Z =7.31, p <.001). The difference in
alliance discrepancies for 21 to 39 sessions compared
with 40 or more sessions was also significant
(Z=2.44, p <.05). Thus, it seems that the client—

therapist alliance rating discrepancy is less for longer
than for shorter term therapy. The residual variance
in the 21- to 39-session grouping, however, was
large, so we inspected the data to find data sets with
larger and smaller discrepancies. A box-and-whisker
analysis led us to identify data sets with substance-
abusing clients as having larger discrepancies than
those with clients without substance abuse concerns.
Meta-analyses on these data sets confirmed this (Z =
12.12, p <.001). Clients with substance abuse
problems and their therapists who were engaged in
therapy lasting 21 to 39 sessions also had greater
alliance discrepancies than did clients and their
therapists in shorter term therapy (Z=6.60,
p <.001) and those in therapy lasting 40 or more
sessions (Z=10.30, p <.001). Clients without sub-
stance abuse problems and their therapists who were
engaged in therapy lasting 21 to 39 sessions had
small alliance rating differences that did not differ
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from those of clients and therapists in therapy of 40
or more sessions (Z =.50, p >.05).

Thus, clients in shorter term therapy had large
client—therapist alliance discrepancies that were
larger than those of clients in therapy lasting 40
sessions or more (small effect) and clients without
substance abuse in therapies of 21 to 39 sessions
(small effect). Clients with substance abuse pro-
blems, however, had the largest client—therapist
alliance discrepancies of all. It should be noted that
there were no data sets with substance-abusing
clients who were in shorter term therapy.

Therapist experience. Table II shows similar client—
therapist alliance ratings discrepancies for clients of
experienced, trainee, and mixed experience thera-
pists. These moderate effects did not differ from
each other (experienced therapists vs. trainees:
Z =0.00, p >.05; experienced vs. mixed: Z=1.01,
p >.05; trainees vs. mixed: Z=.62, p >.05). The
residual variance for experienced therapists sug-
gested the presence of a moderator. Box-and-whis-
ker inspection of the data sets led us to divide the
experienced data sets according to client substance
abuse. Clients with substance abuse concerns had
larger alliance rating discrepancies (large effect size)
with their experienced therapists than did clients
without substance abuse (small effect size;
Z=13.03, p <.001). Clients without substance
abuse with experienced therapists had smaller alli-
ance discrepancies than did clients with trainee
therapists (Z=4.36, p <.001). It should be noted
that data sets with trainee therapists exclusively
tended to have clients with only mild disturbances.
When the one data set with substance-abusing
clients was removed from the mixed therapist
experience grouping, the residual variance de-
creased, and the client—therapist alliance discre-
pancy (moderate effect size) did not differ from
that in data sets with trainee therapists (£ =1.01,
p >.05). Thus, type of client disturbance has a
moderating effect on client—therapist discrepancies
with therapists of differing levels of experience.

Alliance measures. Table II shows that WAI and
WAI-S client—therapist discrepancies tended to be
moderate to large effect sizes that did not differ from
each other (Z=1.38, p >.05) but were significantly
larger than those in data sets that used the HAq
(Z=8.10, p <.001, for WAI vs. HAq; Z2="7.70,
p <.001, for WAI-S vs. HAq). Removing the one
outlier data set with substance-abusing clients from
the HAq meta-analysis decreased residual variance,
and the HAq client—therapist discrepancy (small
effect size) was still significantly smaller than in data
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sets using the WAI (Z =8.56, p <.001) or the WAI-S
(Z=8.12, p <.001).

Studies using several alliance measures had the
largest effect sizes of all (vs. WAL, Z=5.64, p <.001;
vs. WAI-S, Z=4.14, p <.001; vs. HAq, Z=10.17,
p <.001), but there was considerable residual
variance in the meta-analysis for several measures,
indicating the presence of moderators. A box-and-
whisker analysis of the several measure data sets led
us to divide them according to data sets with
substance-abusing clients and data sets with clients
without substance abuse. The meta-analysis of data
sets using several measures with clients with sub-
stance abuse yielded larger discrepancies (large effect
size) than did the analysis using several measures
with clients without substance problems (small effect
size; Z=6.83, p <.001). Discrepancies with data
sets using several measures with clients with sub-
stance abuse had larger effect sizes than those using
the WAI (Z=7.88, p <.001), the WAI-S (Z=6.51,
p <.001), and the HAq (Z=11.65, p <.001).

Type of therapy. Table II also presents meta-
analytic effect sizes for the client—therapist alliance
discrepancy according to type of therapy. The
client—therapist discrepancy for cognitive—beha-
vioral therapy data sets was significantly larger than
that in data sets using psychodynamic (Z =2.38, p <
.05) but not humanistic (Z=1.72, p >.05) therapy.
We caution readers that these results are based on
small numbers of data sets and client—therapist
dyads. The effect size for the meta-analysis of data
sets that used several therapies was moderate to
large, with residual variance suggesting moderators.
Inspection of the data indicated that breaking this
large set into smaller data sets of clients with and
without substance abuse issues might reduce the
residual variance. The meta-analysis effect for dis-
crepancies for clients with substance abuse treated
with several therapies was significantly larger
than the effect for clients without substance abuse
(Z=10.60, p <.001), showing once again that
clients with substance abuse tend to have larger
client—therapist alliance rating discrepancies than
those without substance abuse problems.

File Drawer Analyses. It is possible that studies not
included in the meta-analysis (i.e., in unpublished
papers and book chapters) could have null results
and that these studies, had we included them, would
have reduced effect sizes substantially. We conducted
file drawer analyses using formulas presented by
Hunter and Schmidt (2004, p. 501) to determine
how many studies with null results would have to
have been included to reduce the effect sizes for the
correlational meta-analysis to .05 and the mean
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difference meta-analyses to .10. We chose these
effect sizes because they are very small (Cohen,
1992) and would be of little importance. We used
the following formula to calculate x, the number of
studies with null results necessary to lower 7 to .05:

ka(’ik_ )a
T,

where 7, is the meta-analytic result and 7is the
comparison value that would lower effect size to .05.
The result of this analysis showed that 233 studies
with null results would be needed to do this. For
mean difference results, we used the following
formula to calculate x:

X = <(%k—1>,
d,

where d, is the meta-analytic result and d, is the
comparison value that would lower d to .10. This
analysis indicated that 198 studies with null results
would have to be added to the meta-analysis to lower
the effect size to one that is very small. None of the
studies in the current meta-analyses had null effect
sizes, so the chances that there are 233 studies with
null correlations or 198 studies with no mean
difference discrepancies are practically nonexistent.

Discussion

The results indicate that client and therapist working
alliance ratings illustrate both convergence and
divergence. The correlational meta-analysis indicates
that client and therapist alliance ratings are moder-
ately positively related (7= 0.36). This relationship,
corrected for the unreliability of alliance measures,
was not moderated by other variables. This result
suggests that, when the internal consistency of
alliance measures is controlled for, clients’ and
therapists’ alliance ratings covary in a moderately
consistent, positive way regardless of client distur-
bance, therapist experience, therapy length, alliance
measure, or type of treatment. The meta-analysis for
client—therapist differences in alliance ratings, con-
trolling for the unreliability of alliance measures,
indicated an overall medium to large effect for the
difference between clients’ and therapists’ alliance
ratings, with clients rating the alliance more favorably
than their therapists (d = .63).

One might think that the correlation between
client and therapist alliance ratings should be higher
and the gap between client and therapist ratings
smaller; after all, they are involved together in the
same interactions. The level of rater agreement we
found, however, is similar to that obtained in other
areas of psychology. For example, in a large national
survey, Reynolds and Kamphaus (1992) found that

parent—teacher ratings of children’s personality and
behavior correlated .35 and .37 for children and
adolescents, respectively. Christensen, Margolin,
and Sullaway (1992) also found similar correlations
between mothers’ and fathers’ ratings of their
children.

It seems that raters may bring different perspec-
tives to their evaluations that lead to similar, but not
identical, ratings. In the case of clients and thera-
pists, therapists have experienced the alliance with
other clients and may rate their alliances with current
clients relative to those with previous clients. Clients
may have had little prior experience in therapy and,
therefore, have minimal comparison therapy experi-
ence against which to judge their current alliances.
Clients, however, may have had experience with
other health service professionals and may rate the
alliance in terms of this perspective. The medical
literature (Morgan, 2003; Stewart & Roter, 1989)
indicates that physician—patient relationships may be
characterized by paternalism, with the physician in
the dominant role deciding what is best for the
relatively passive patient. In contrast, psychologists
usually seek a more collaborative role with their
clients. Thus, if clients use their experiences with
physicians as a reference, this may be a factor in their
higher alliance ratings. Clients might also compare
their experiences with therapists with interactions
with friends, family members, or clergy. Future
studies should examine the frames of reference of
alliance raters. Several authors (Bachelor & Salame,
2000; Fitzpatrick et al., 2005; Hersoug et al., 2001;
Hilsenroth et al., 2004) have commented on the
consistent finding that clients tend to rate the
alliance more highly than their therapists, but most
do not speculate about the basis for this, and we did
not find any studies that addressed the reasoning
behind client and therapist alliance ratings. What
therapists can take from the current meta-analyses is
the expectation that their clients’ view of the alliance
will vary with, but be more positive than, their own.
Thus, if a client has a lower alliance rating than his or
her therapist, this is unusual and may be an indicator
that therapy is not progressing well.

Client—therapist rating discrepancies, however,
were not the same for all clients. Clients with
substance abuse problems and those with mild
disturbances tended to have larger client—therapist
rating discrepancies than did clients with moderate
disturbances without substance abuse concerns and
more severely disturbed clients. In fact, ratings using
clients with substance abuse and mildly disturbed
clients accounted for most of the residual variance in
meta-analyses based on client disturbance, therapist
experience, length of treatment, alliance measures,
and treatment types. Fenton et al. (2001) indicated
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that clients with substance abuse problems generally
are provided treatment free of change and may,
therefore, rate the alliance highly out of gratitude or
fear of offending their therapists. Mildly disturbed
clients were often volunteers or clients at university
counseling centers where treatment usually is pro-
vided at low or no cost. Thus, it seems possible that
the cost of therapy may impact the alliance discre-
pancy. Most authors do not include client fees in
their studies, but the results of our analyses suggest
that this variable bears examination.

In contrast to mildly disturbed clients and mod-
erately disturbed clients with substance abuse con-
cerns, moderately disturbed clients without
substance abuse problems and severely disturbed
clients had smaller client—therapist alliance discre-
pancies that did not differ from each other. This
suggests that we could have collapsed the latter two
groups into one category for analyses. Alliance
studies do not separate clients by diagnoses. In the
future, this should be done. It may be that clients
with certain diagnoses have larger alliance rating
discrepancies with their therapists than others.

The meta-analyses indicated that clients in
cognitive—behavioral therapy had larger client—
therapist rating discrepancies than clients in psycho-
dynamic treatment but not those in humanistic
treatments. These findings, however, are based on
small samples. Most studies used more than one type
of therapy or did not specify type of therapy.
The emphasis in cognitive—behavioral and psycho-
dynamic therapies differs. Cognitive—behavioral
therapy, although stressing the importance of cli-
ent—therapist collaboration, focuses on modifying
the client’s cognitions related to dysfunctional beha-
viors (Meichenbaum, 1995). Psychodynamic ther-
apy, in contrast, tends to focus more on the
relationship between client and therapist, particu-
larly in interpreting client transference (Luborsky &
Crits-Christoph, 1990). This focus on the therapeu-
tic dyad by psychodynamic therapists may lead to
more similar client—therapist alliance ratings than
those provided by cognitive—behavioral therapists
and their clients.

The client—therapist alliance rating discrepancies
using the WAI and the WAI-S were larger than those
using the HAq, suggesting the need for more studies
comparing these instruments. Hatcher and Gillaspy
(2006) indicated that the HAq focuses on “colla-
borative work and helpfulness, as opposed to agree-
ment on goals” (p. 22) that are emphasized in the
WAI and WAI-S. Bordin (1979) stressed collabora-
tion in his alliance model. Hatcher and Gillaspy
(2006) found that some WAI items focus on only
one member of the dyad and thus do not assess
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collaboration. It may be that when clients and
therapists rate their collaborative effort, as they do
when using the HAq, their ratings are more in
agreement than when they also rate what they
believe about the other person in the dyad, as
some WAI items request. Hatcher and Gillaspy
(2006) developed a revised short version of the
WAI, the WAI-SR, for clients that corresponds
more closely to Bordin’s (1979) theory than the
WAI or WAI-S. We encourage these authors to
develop a companion version of this scale for
therapists.

As we have discussed, there are several next steps
to be taken in client—therapist alliance rating con-
vergence—divergence research. In general, we need
to know more about what impacts alliance ratings,
particularly clients’ ratings. Instead of just speculat-
ing about the reasons for client and therapist alliance
ratings, future researchers should ask both parties for
the frames of reference that they use in alliance
ratings. This research could benefit from qualitative
as well as quantitative data.

Notes

—

See Hunter & Schmidt’s (2004) Formula 4.4, Ave(p)=
Ave(r)/ E(A), where A equals the compound attenuation factor
(p. 142) and Formula 4.10, Var(p)=[Var(p,) — p*A*V1/A?,
where V' equals the sum of the variances (p. 145).

See Hunter & Schmidt’s (2004) Formula 7.60 (p. 309),
E(0)=E(d,)/E(a), and Formula 7.66 (p. 310), Var(o,)) =
[E@))* Var(9) + [E(S))* Var(a) + Var(e) = A+ B+ C, where A4 is
the variance resulting from variation in true effect size (residual
variance), B is the variance resulting from variation in reliability,
and C is the variance resulting sampling error.

[}
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