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Relation of the Therapeutic Alliance With Outcome and Other Variables:
A Meta-Analytic Review

Daniel J. Martin, John P. Garske, and M. Katherine Davis
Ohio University

To identify underlying patterns in the alliance literature, an empirical review of the many existing studies
that relate alliance to outcome was conducted. After an exhaustive literature review, the data from 79
studies (58 published, 21 unpublished) were aggregated using meta-analytic procedures. The results of
the meta-analysis indicate that the overall relation of therapeutic alliance with outcome is moderate, but
consistent, regardless of many of the variables that have been posited to influence this relationship. For
patient, therapist, and observer ratings, the various alliance scales have adequate reliability. Across most
alliance scales, there seems to be no difference in the ability of raters to predict outcome. Moreover, the
relation of alliance and outcome does not appear to be influenced by other moderator variables, such as
the type of outcome measure used in the study, the type of outcome rater, the time of alliance assessment,
the type of alliance rater, the type of treatment provided, or the publication status of the study.

In the past two decades, psychotherapy researchers and practi-
tioners have postulated that the therapeutic alliance—defined
broadly as the collaborative and affective bond between therapist
and patient—is an essential element of the therapeutic process.
Although the alliance concept originated in early psychoanalytic
theories (e.g., Freud, 1912/1958, 1913/1958; Greenson, 1967,
Zetzel, 1956), it has become increasingly common in recent con-
ceptualizations of the therapeutic process generally. The primary
reason the alliance has grown in significance is the consistent
finding that the quality of the alliance is related to subsequent
therapeutic outcome. Indeed, although researchers from several
theoretical orientations have assessed the alliance in a variety of
ways using an assortment of measures, they have consistently
found that the alliance is related to therapeutic outcome (Horvath
& Symonds, 1991).

Another reason interest in the alliance has increased in the
past 20 years is the inability of researchers to find a consistent
difference in the effectiveness of psychotherapy across orienta-
tions. As a result of the conclusion that psychotherapies are gen-
erally found to be effective (e.g., Lambert & Bergin, 1994; Smith,
Glass, & Miller, 1980; Stiles, Shapiro, & Elliot, 1986), many
researchers have looked for common factors across therapies that
can explain therapeutic outcomes. Of these researchers, several
have begun to conceptualize the alliance as a common factor
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across therapeutic disciplines; some have even begun to argue that
the quality of the alliance is more important than the type of
treatment in predicting positive therapeutic outcomes (e.g., Safran
& Muran, 1995). Consequently, many contemporary theories of
psychotherapeutic change now emphasize the importance of the
alliance, so much so that some theorists have referred to the
alliance as the “quintessential integrative variable” (Wolfe &
Goldfried, 1988, p. 449) of therapy.

It seems worthwhile to empirically review the many existing
alliance studies to identify underlying patterns in the literature.
Although a meta-analysis of the alliance literature has already been
conducted (Horvath & Symonds, 1991), the number of new studies
that have investigated the relation of the alliance and outcome
justified an updated meta-analytic review of the data.

Although the therapeutic alliance is now commonly referred to
as a single construct, it has actually developed from various
understandings of the relationship between therapist and patient.
Indeed, whereas some have conceptualized the alliance as repre-
senting only one construct (e.g., Sterba, 1934; Zetzel, 1956), others
have hypothesized that the alliance consists of several independent
dimensions (e.g., Bordin, 1979; Luborsky, 1976). In addition,
theorists and practitioners have used various terms to describe
different aspects of the relationship between a therapist and a
patient, such as therapeutic alliance, working alliance, therapeutic
bond, and helping alliance. Unless otherwise specified, we have
referred to the general construct under discussion as the alliance.
Although there are differences among the many alliance concep-
tualizations, most theoretical definitions of the alliance have three
themes in common: (a) the collaborative nature of the relationship,
(b) the affective bond between patient and therapist, and (c) the
patient’s and therapist’s ability to agree on treatment goals and
tasks (Bordin, 1979; Gaston, 1990; Horvath & Symonds, 1991;
Saunders, Howard, & Orlinsky, 1989).

Alliance Measures

Researchers have attempted to create scales that measure the
alliance based on these various theoretical understandings of the
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concept. Although some scales were created for specific research
projects, others were intended to be used more generally. Re-
searchers created the early alliance scales so that they could
measure the alliance in individual, adult psychotherapy; these
scales were rated by trained clinical judges or by independent
observers. To avoid the limitations of relying on alliance measures
assessed from only an observer’s perspective, researchers adapted
most of the early scales so that patients and therapists could also
rate the alliance. Although the alliance scales were developed by
several independent research groups, the scales have been shown
to be highly correlated (e.g., Hatcher & Barends, 1996; Safran &
Wallner, 1991; Tichenor & Hill, 1989). Because the various alli-
ance scales are based on somewhat different theoretical under-
standings of the alliance and rely on different methodologies for
measuring the relationship, the origins and development of the
most common alliance scales are presented below.

The Pennsylvania Scales

Of the early alliance scales, one of the most commonly used sets
of scales was the measures that Luborsky and his colleagues
developed at the University of Pennsylvania (referred to collec-
tively as the Penn scales). The Penn scales were created to empir-
ically test Luborsky’s (1984) psychodynamic conceptualization of
the helping alliance, measuring both Type 1 signs (the patient’s
experience of the therapist as providing the help that is needed)
and Type 2 signs (the patient’s experience of treatment as a
process of working together with the therapist toward the goals of
treatment). Over the years, Luborsky and his colleagues have
constructed several scales to assess these two dimensions of the
alliance.

At first, the Pennsylvania researchers relied on the Helping
Alliance Counting Signs method (HAcs; Luborsky, 1976). Within
the HAcs, there are four subscales for Type 1 signs of the alliance
and three subscales for Type 2 signs. To assess the alliance using
the HAcs, a clinical observer locates and rates all relevant patient
statements that appear in a therapy session transcript. After locat-
ing a statement, the observer determines the subscale to which the
statement belongs, decides whether the statement is positive or
negative, and rates the statement on a 5-point scale (1 = very low,
5 = very high). The final HAcs score is the sum of the positive and
negative signs for each subscale. (See Alexander & Luborsky,
1986, for a more complete description of this procedure.)

Because rating the alliance with the HAcs was a time-
consuming procedure, the Pennsylvania researchers created the
Penn Helping Alliance Rating Method (HAr; Luborsky, Crits-
Christoph, Alexander, Margolis, & Cohen, 1983; Morgan, Lubor-
sky, Crits-Christoph, Curtis, & Solomon, 1982). The HAr has
several advantages over the HAcs: The HAr is less time-
consuming, is not dependent on clinical transcripts, and is used to
rate briefer samples of therapy. They developed this scale by
converting each of the subscales from the HAcs into 10-point
rating scales (1 = very little or none, 5 = moderate amount, 10 =
very much). In addition, the researchers added three new subscales
to the HAr. The HAr is assessed by clinical observers; the patient’s
score is equal to the sum of the subscale ratings. In a study that
measured both the HAcs and the HAr (Luborsky et al., 1983), the
two scales were found to be highly correlated, with correlations for
the positive subscales ranging from .57 to .86. Because the two

scales seemed to be measuring similar constructs, the more user-
friendly HAr has become the preferred scale for researchers at-
tempting to assess Luborsky’s conceptualization of the alliance
from an observer’s perspective.

These researchers later developed versions of the HAcs and the
HAr that were to be rated by therapists. These scales are virtually
identical to the observer-rated versions, except that they are re-
worded so that they are from the therapist’s point of view. These
therapist-rated versions of the Penn scales correlated with the
observer-rated versions, with a correlation range of .76 to .85
(Alexander & Luborsky, 1986).

Luborsky and his colleagues next constructed the Helping Al-
liance Questionnaire Method (HAq; Luborsky, McLellan, Woody,
O’Brien, & Auerbach, 1985). This alliance scale allows the psy-
chotherapy patient to rate the alliance on 11 items that are similar
to those included in both the HAcs and the HAr; 8 items refer to
Type 1 signs of the alliance, whereas 3 items refer to Type 2 signs.
The patient rates each item on a 6-point scale (—3 = No, I strongly
Jeel that it is not true, 3 = Yes, I strongly feel that it is true); the
alliance score is the sum of the subscale ratings. Luborsky et al.
stated that the HAq was highly correlated with the therapist-rated
version of the HAr, but they failed to report the exact correlation.
In a later study (Gerstley et al., 1989), a therapist-rated parallel
form of the HAq was created. Thus, researchers could use the Penn
scales to assess the alliance from patients’, therapists,” and observ-
ers’ perspectives.

The Vanderbilt Scales

Strupp and his colleagues, at Vanderbilt University, developed
scales that reflect Strupp’s combination of dynamic and integrative
conceptualizations of the alliance (e.g., Strupp & Binder, 1984), as
well as the theories of Bordin (1979), Greenson (1965), and
Luborsky (1976). The Vanderbilt researchers first developed and
refined the Vanderbilt Psychotherapy Process Scale (VPPS;
Gomes-Schwartz, 1978; O’Malley, Suh, & Strupp, 1983; Suh,
Strupp, & O’Malley, 1986), an 80-item descriptive measure of the
therapist—patient relationship and the psychotherapy process. The
scale was “designed to assess both positive and negative aspects of
the patient’s and therapist’s behavior and attitudes that are ex-
pected to facilitate or impede progress in therapy” (Suh et al.,
1986, p. 287). The VPPS was created so that clinical observers
could rate a given segment of therapy on a 5-point scale (1 = not
at all, 5 = a great deal) for each of the 80 items. The scale’s first 3
items assess global impressions of the quality of the patient—
therapist relationship, the productivity of the session, and the
patient’s current level of functioning. Of the remaining items, 40
pertain to the patient and 37 pertain to the therapist; these items
rate the patient and therapist on both their behavior and their
demeanor during the therapy segment (Suh et al., 1986).

Although the VPPS measured features of the therapist—patient
relationship, it was not specifically designed to measure the alli-
ance; thus, Strupp and his colleagues developed the Vanderbilt
Therapeutic Alliance Scale (VTAS; Hartley & Strupp, 1983). They
designed this scale so that observers could rate the alliance for a
given segment of a therapy session; each item is rated on a 6-point
scale (0 = none at all, 5 = a great deal). Of the 44 items on the
VTAS, 14 pertain to the patient, 18 pertain to the therapist, and 12
pertain to the patient—therapist interaction. A factor analysis con-
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ducted on the two scales found that the VPPS and the VTAS had
similar factor structures (Hartley & Strupp, 1983); therefore, the
VTAS has become their preferred global alliance scale.

More recently, the Vanderbilt researchers (e.g., Henry, Schacht,
& Strupp, 1986) have advocated the use of Benjamin’s Structural
Analysis of Social Behavior System (SASB; Benjamin, 1974) as
an alliance measure. This scale measures small units of interper-
sonal transactions, usually only a sentence or less; thus, there are
many ways in which different versions of the SASB can be used to
assess the therapist-patient relationship. Although Strupp and his
colleagues agree that global ratings of the alliance are useful
indices, they have become interested in obtaining more refined
measures of the interpersonal process that exists within the ther-
apeutic setting (Henry & Strupp, 1994). Their use of the SASB is
indicative of this interest.

The Toronto Scales

Created by Marziali and her colleagues at the University of
Toronto, along with Marmar and his colleagues at the Langley
Porter Psychiatric Institute in San Francisco, these scales measure
classic psychodynamic conceptualizations of the alliance as well
as Bordin’s (1979) integrative model. After combining items they
generated with items selected from other scales (e.g., the VPPS
[Gomes-Schwartz, 1978], the VTAS [Hartley & Strupp, 1983],
and the HAcs [Luborsky, 1976]), they created the Therapeutic
Alliance Rating Scale (TARS; Marziali, Marmar, & Krupnick,
1981). While developing this scale, Marziali et al. focused on
affective aspects of the alliance rather than on therapist interven-
tions or specific responses. The TARS allowed nonparticipant
observers to evaluate the positive and negative aspects of both
therapists and patients. After revisions, the scale contained 42
items, with 21 pertaining to the patient and 21 pertaining to the
therapist. Each item is rated on a 6-point scale (0 = not present,
5 = intensely present). In their preliminary study, Marziali et al.
found that the TARS items that assessed patient contributions to
the alliance predicted subsequent therapy outcome, but the items
that assessed therapist contributions did not discriminate between
“good” and “bad” outcomes.

Later, Marziali (1984) created therapist- and patient-rated ver-
sions of the TARS by rewording the original observer-rated ver-
sion of the scale. The 42 items are again rated on a 6-point scale
(0 = not present, S = intensely present). Marziali found that the
three versions of the TARS were correlated on the patients’ pos-
itive and negative contributions to the therapy and the therapists’
positive contributions but not on the therapists’ negative contribu-
tions. Nevertheless, all three versions of the TARS were related to
therapeutic outcome, with the patient- and therapist-rated versions
being better predictors than the observer-rated version.

Working Alliance Inventory (WAI)

In an attempt to measure Bordin’s (1979) integrative model of
the alliance, Horvath and his colleagues developed the WAI (Hor-
vath, 1981; Horvath & Greenberg, 1986, 1989). Their goal in
creating a new alliance scale was threefold: They wanted to
measure alliance factors in all types of therapy, to document the
relation between the alliance measure and the theoretical con-
structs underlying the measure, and to connect the alliance mea-

sure to a general theory of therapeutic change (Horvath, 1994).
Using techniques that focused on content validity, they developed
the WALI so that it would measure Bordin’s three aspects of the
alliance: the bond, the agreement on goals, and the agreement on
tasks. To allow measurement of the alliance from different per-
spectives, Horvath and his colleagues developed patient-,
therapist-, and independent observer-rated versions of the WAI;
each item is rated on a 7-point scale (1 = never, 7 = always).
Recently, others (e.g., Tracey & Kokotovic, 1989) have developed
a shortened version of these scales. Research has shown strong
support for the reliability of the WAI scales and some support for
its validity (see Horvath, 1994, for a review). For example, Hor-
vath and Greenberg (1989) found that the WAI’s reliability ranged
from r = .85 to r = .93 and that the scale correlated with a variety
of outcome indices.

The California Scales

The California alliance scales were based on Marziali and
Marmar’s TARS (Marziali, 1984; Marziali et al., 1981). Although
the earlier scales were commonly referred to as the TARS, the
California researchers sometimes refer to them as the California
TARS (CALTARS). Marmar, Gaston, Gallagher, and Thompson,
(1989) revised the TARS (or CALTARS) and developed the
California Psychotherapy Alliance Scales (CALPAS). The
CALPAS was also based on theoretical writings (e.g., Bordin,
1979; Freud 1913/1958; Greenson, 1967; Luborsky, 1976) and on
the empirical results of other alliance measures (e.g., Gomes-
Schwartz, 1978; Hartley & Strupp, 1983; Marmar, Gaston, et al.,
1989). The current CALPAS consists of 24 items that were created
to assess Gaston’s (1990) four aspects of the alliance: (a) The
therapeutic alliance is measured by the Patient Working Capacity
scale, (b) the working alliance is assessed by the Patient Commit-
ment scale, (c) the therapist’s contribution to the alliance is mea-
sured by the Therapist Understanding and Involvement scale, and
(d) the patient—therapist agreement on treatment goals and tasks is
assessed by the Working Strategy Consensus scale. Patient-,
therapist-, and independent observer-rated versions of the
CALPAS exist; each item is rated on a 7-point scale (1 = not at
all, 7 = very much so). Factor analytic studies have shown some
confirmation for these four factors (e.g., Gaston, 1991; Marmar,
Gaston, et al., 1989; Marmar, Weiss, & Gaston, 1989). Because the
CALPAS offers versions that are rated by patients, therapists, and
independent observers, and because of the integrative nature of the
instrument, the CALPAS has been used extensively by researchers
who have wanted to assess the alliance in psychotherapy outcome
studies.

Therapeutic Bond Scales (TBS)

Saunders and his colleagues developed the TBS (Saunders et al.,
1989) based on the generic model of psychotherapy (Orlinsky &
Howard, 1986). These scales measure the three dimensions of
Orlinsky and Howard’s therapeutic bond: working alliance, em-
pathic resonance, and mutual affirmation. In addition, the TBS
provides a Global Bond Scale, which is a composite of the three
subscales. Saunders et al. created the TBS by extracting items from
the Therapy Session Report (Orlinsky & Howard, 1966), a 145-
item general survey of patients’ experiences during therapy; they
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chose items from this scale that they thought represented an aspect
of the therapeutic bond. After revisions due to psychometric con-
siderations, the 50-item TBS consists of the following dimensions:
15 items compose the Working Alliance scale, 17 items compose
the Empathic Resonance scale, and 18 items compose the Mutual
Affirmation scale. When using the TBS, patients’ rate their expe-
riences during therapy on a 21-point scale (O = no experience,
10 = some experience, 20 = a lot of experience).

Research has provided some support for the reliability and
validity of the TBS (e.g., Saunders et al., 1989). For example, the
internal reliabilities of each subscale were adequate (r = .72 to
.87), as was the internal reliability of the Global Bond scale (r =
.62). In addition, two of the scales failed to correlate (Working
Alliance and Empathic Resonance), indicating that the scales were
measuring different aspects of the alliance. All three scales and the
Global Bond scale were related to patient ratings of session quality
(r = .34 to .60), whereas only the Global Bond scale was related
to observer ratings of termination outcome (r = .19).

In summary of the alliance measures reviewed, a few conclu-
sions are apparent. First, some scales attempt to measure specific
theoretical conceptualizations of the alliance (the Penn scales, the
WAL, the CALPAS, and the TBS), whereas other scales attempt to
measure more eclectic blends of alliance constructs (the VPPS, the
VTAS, and the TARS). Second, the scales use different rating
systems that vary considerably to assess the alliance. Indeed, the
counting signs method of the HAcs is much different than the
5-point rating system of the VPPS and the 6-point rating systems
of the VTAS and the TARS, which again are much different than
the 7-point system of the WAI, the 10-point system of the HAr, or
the 21-point system of the TBS. Third, the number of items vary
across alliance measures: from the 7 items of the HAcs to the 80
items of the VPPS. Fourth, the scales purport to measure different
numbers of alliance dimensions; for example, there are two di-
mensions of the Penn scales, three dimensions of the WAI and the
TBS, and four dimensions of the CALPAS. In their review of the
alliance scales, Horvath and Luborsky (1993) concluded that there
are two core aspects of the alliance measured by most scales: (a)
therapist—patient affective attachments and (b) collaboration or
willingness to invest in the therapy process. The following meta-
analysis attempted to integrate 20 years of research using these
various alliance scales.

The Present Study

In an earlier attempt to empirically review the relation between
alliance and outcome, Horvath and Symonds (1991) found an
average effect size of .26 between quality of alliance and outcome.
Researchers, theorists, and clinicians throughout the psychother-
apy literature have referred to this alliance—outcome effect size as
evidence that the alliance is related to therapeutic outcome. Since
the time of Horvath and Symonds’s review, researchers have
published many empirical studies that have included alliance and
outcome measures; these studies needed to be integrated using
meta-analytic techniques. For example, Horvath and Symonds
found 24 studies that met their criteria for inclusion. In our review
of the literature, we located over 60 additional studies that seemed
to meet their inclusion criteria. Because the number of empirical
studies we identified is more than three times greater than the
number in Horvath and Symonds’s review, it seemed necessary to

conduct another meta-analytic review of this area of inquiry. In the
present study, we attempted to reanalyze Horvath and Symonds’s
previous comparisons, such as the relation of the alliance-
outcome correlation with type of treatment, type of rater, and time
of alliance rating. In addition, we analyzed the relation of the
alliance—outcome correlation with type of alliance measure. Fur-
thermore, we assessed whether a publication bias or a file drawer
problem existed in the literature. Finally, we assessed the homo-
geneity of each effect size to ascertain the uniformity of the effect.

Method
Selection of Studies

In the present meta-analysis, 79 studies were analyzed, including 58
published studies and 21 unpublished doctoral dissertations or master’s
theses. The following are the procedures that we followed to arrive at these
numbers.

Inclusion criteria. Based on the criteria used by Horvath and Symonds
(1991), the following guidelines were used as the inclusion criteria for the
present meta-analysis: (a) The alliance construct had to be referred to as
therapeutic alliance, working alliance, helping alliance, therapeutic bond,
or simply alliance; (b) the study had to include a quantifiable measure of
the relationship between the alliance and some assessment of outcome,
measured subsequently; (c) the study had to be clinical, not analogue; (d)
the study must have included at least 5 patients; (e) the therapeutic
treatment must have been individual, as opposed to group, family, or
couples treatment; (f) the study needed to be presented in English; and (g)
the study had to be available (published in journals or in Dissertation
Abstracts or presented at a professional conference) between January 1,
1977, and January 1, 1997. Overall, the most common reason for the
elimination of a study was the failure to include a quantifiable measure of
the relationship between alliance and outcome. '

Literature review. In an attempt to find all relevant published articles,
we conducted a literature review using the following databases: PsycINFO,
PsycLIT, ERIC, and Medline. When we entered the search words alliance
and therapeutic bond, 1,405 studies were found. We carefully read the
abstracts of all 1,405 studies and identified 111 studies that seemed to
match the inclusion criteria. Next, we manually searched the abstracts from
the following journals for the previous 2 years (1995 and 1996 inclusive):
American Journal of Psychiatry, Archives of General Psychiatry, Coun-
seling Psychologist, Journal of Consulting and Clinical Psychology, Jour-
nal of Counseling Psychology, Journal of Nervous and Mental Disease,
Psychotherapy, Psychotherapy Research, and Professional Psychology:
Research and Practice. An additional 24 studies were identified from this
procedure that had not been identified by the database reviews. As a last
precaution, we examined the references of the selected studies to identify
any overlooked studies; 5 studies were identified by this method that had
failed to be identified by the other two search procedures.

As a result of all three search procedures, 140 published studies were
identified as possibly meeting the inclusion criteria. We then read each
study, which resulted in the removal of 69 studies from further consider-
ation; these studies failed to meet at least one of the inclusion criteria. At
this time, the rating procedure began with 71 published studies still under
consideration. Because of data that were unanalyzable (e.g., no comparison
of alliance with outcome or no statistics were reported), another 13 studies
were eliminated, which resulted in 58 published studies remaining in the
meta-analysis.

Similar, but not as extensive, procedures were used to identify unpub-
lished presentations, doctoral dissertations, or master’s theses. Primarily,
we relied on searching the Dissertation Abstracts database, but we also
examined the references of the selected studies to identify any overlooked
unpublished studies. When the words alliance and therapeutic bond were
searched using Dissertation Abstracts, 3,040 studies were found. We then
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limited our search by including the word outcome. From this search, 271
doctoral dissertations or master’s theses were identified. We then read the
abstracts of all 271 studies and found 37 that seemed to meet the inclusion
criteria. Using various methods, we attempted to obtain these 37 unpub-
lished studies; we ultimately obtained 35 dissertations or master’s theses.
After reviewing these 35 studies, 11 were eliminated from further consid-
eration because they failed to meet the inclusion criteria. Therefore, 24
unpublished studies were included when the rating procedure began. One
study was later eliminated from further analysis because it had been
published, and 2 studies were eliminated because they reported only the
results of factor analysis or multiple regression analyses. Thus, 21 unpub-
lished studies were included in the meta-analysis at the end of the selection
process.

Coding Procedure

After selecting the studies that were included in the present meta-
analysis, five graduate students and two advanced undergraduates coded
and recorded several variables from each study. Coding materials were
created to translate the features of each alliance study into usable quanti-
tative data. The following variables were coded: publication year, type of
publication (e.g., journal article or dissertation), methodological quality
(e.g., retrospective or prospective, whether random assignment was
present, and whether an experimental manipulation was present), research
institute that conducted the study (e.g., University of Pennsylvania or
Vanderbilt University), number of patients per study, gender of patients,
presenting problem (e.g., depression or personality disorder), treatment
setting (e.g., outpatient, partial hospital, or inpatient), number of total
therapists, gender of therapists, therapist years of experience, therapist
professional affiliation (e.g., psychologist, psychiatrist, or social worker),
type of treatment (e.g., behavioral, cognitive, or psychodynamic), type of
alliance scale (e.g., the WAI or the CALPAS), type of alliance rater (e.g.,
patient, therapist, or observer), time of alliance rating (e.g., early, middle,
late, averaged), reliability information of alliance scales, type of outcome
measure (e.g., the Global Assessment Scale [GAS], the Target Complaints
Scale, or the Beck Depression Inventory [BDI]), type of outcome rater
(e.g., patient, therapist, or observer), and overall correlation of alliance and
outcome for each alliance measure paired with each outcome measure. The
research assistants were trained to use the coding materials by reading
selected articles on the alliance and by completing four practice codings of
studies that were not included in this meta-analysis. After completing the
practice codings, the research assistants met with the principal investigator
to discuss discrepancies. When the research assistants reported that they
were comfortable and confident in their coding abilities, the coding of the
studies included in the meta-analysis began.

To ensure thoroughness, each study was assessed by two coders: one of
the six research assistants and the principal investigator. If any discrepant
ratings were found between the original two coders, a third coder rated the
study. The coders then discussed the discrepancy until a unanimous verdict
was reached. (On several occasions, it was necessary to reread the primary
study to solve the discrepancy.) Discrepancies usually resulted from re-
search assistants being uncertain whether a specific variable was an out-
come measure. In addition, discrepancies were sometimes noted when a
primary study reported several statistical indices to explain a single com-
parison; coders were uncertain which index to code. Discrepancies also
occurred because of coder transcriptional errors.

As a check on the accuracy of the coding procedures, the variables coded
for methodological quality were compared before consensus was reached.
There was 87% agreement on whether the study was retrospective or
prospective, 87% agreement on whether random assignment to conditions
occurred, and 92% agreement on whether an experimental manipulation
was included. The kappas for the agreement between the two raters were
.76, .68, and .85, respectively. These findings indicate that there was a high
level of agreement between raters before consensus was obtained.

Estimation of Effect Size

Because analyses in this area of research are usually reported as corre-
lations between alliance and outcome, we used a variation of the product-
moment correlation as the effect size estimate (Hedges & Olkin, 1985;
Hunter & Schmidt, 1990; Rosenthal, 1991). The best weighted estimate of
the population correlation is

- E[Niri]
TN

where 7; is the correlation in study i and N, is the number of individuals in
study i. The corresponding weighted variance is

PN

r N‘ .

If the effect size from a study was not reported as a correlation, we
converted it into a correlation using procedures recommended by Hedges
and Olkin, Hunter and Schmidt, or Rosenthal. Because Hunter and Schmidt
argued that converting correlations into Z scores never results in a more
accurate meta-analysis, we did not rely on this correction. As Horvath and
Symonds (1991) had done, we considered results reported as nonsignificant
without the actual value of the statistic being equal to zero. However, as an
estimate of the upper boundary of the possible distribution of the overall
alliance—outcome correlation, we also recalculated the overall correlation
with the results that were set equal to zero removed. Presenting both a
conservative and a nonconservative estimate of the overall alliance-
outcome correlation aliowed for a confidence interval in which the “true”
correlation was highly likely to be found.

Combination of Effect Sizes

Before this meta-analysis could be completed, a few issues needed to be
resolved a priori on how to deal with certain situations. The following is the
list of guidelines we used when conducting several controversial steps in
the meta-analytic process.

1. In this meta-analysis, we computed weighted effect sizes rather than
unweighted effect sizes; we weighted the effect sizes by the sample size of
each study. In their review of meta-analytic techniques, Hunter and
Schmidt (1990) could not identify a situation in which unweighted effect
sizes would provide more information than weighted effect sizes. Thus, we
did not compute separate unweighted effect sizes.

2. Data reported in separate studies but based on the same patient
sample were averaged into an overall effect size that was entered into the
analysis once. If the studies used the exact same sample, the overall effect
size was simply an average of the effect sizes across studies; if the studies
had different sample sizes (e.g., one study included only a subsample of the
data), the overall effect size for that set of studies was weighted by the
sample size of each study.

3. When data from a study were reported in more than one source (e.g.,
doctoral dissertation, conference presentation, journal article, or book
chapter), we used the most accessible source (usually the journal article).
If possible, we located all sources of the study and combined the results as
described above. However, if this was not possible, we only reported data
from the source we had obtained.

4. When studies reported more than one outcome measure, we exam-
ined the effect sizes from that study separately and as an aggregate effect
size for that study. The outcome measures for each study were averaged
together into an overall effect size per study and were entered into an
overall alliance—outcome analysis. In addition, the overall alliance-
outcome relation was disaggregated by type of outcome and was reana-
lyzed separately.

5. Throughout the meta-analysis, we corrected the variance for sam-
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pling error. The following section presents the logic behind this method-
ology, as well as the statistical formulas used to correct for sampling error.

Correcting the Variance for Sampling Error

Because the observed variance (s2) confounds two things—variation in
population correlations and variation in sample correlations produced by
sampling error—an estimate of the variance in population correlations is
obtained by correcting the observed variance for sampling error (Hunter &
Schmidt, 1990). For correlational meta-analysis, the best estimate of sam-
pling error is

,_ (-

O S

where N is the average number of patients per study. The replication of
sampling error across studies allows the use of averaging to reduce the
impact of that sampling error. The larger the number of studies in the
meta-analysis, the more the impact of sampling error can be eliminated.
Taking this information into account, the population variance (o'f,) is best
estimated by subtracting the sampling error variance (¢2) from the ob-
served weighted variance (s?). That is,

Thus, o'f, is the variance of the population correlation corrected for sam-
pling error.

Tests of Homogeneity

To ensure that effect sizes were measuring a single population of effects,
we conducted tests of homogeneity. This involved calculating 7, 52, and o2
for each effect size that was found. Homogeneity was then examined using
Hedges and Olkin’s (1985) Q statistic, which has approximately a chi-
square distribution with K — 1 degrees of freedom, where K equals the
number of effect sizes being examined. The formula for the Q statistics is
as follows:

Q= Ks¥o?.

If the statistic is significant, it is assumed that the variation of the category
under review is not due to sampling error: The category is representing
more than one population of effects. When a category is found to have a
nonsignificant Q, the researcher can assume that the category represents a
single population of effects.

Although tests of homogeneity were conducted throughout this meta-
analysis, many cautions exist against strict reliance on the use of signifi-
cance tests. As Hunter and Schmidt stated (1990), “significant variation
may be trivial in magnitude, and even nontrivial variation may still be due
to research artifacts” (p. 110). Researchers, therefore, must not be overly
confident in conclusions based only on tests for homogeneity. What can be
reasonably concluded from the Q statistic is that if the chi-square is not
significant, there is probably no true variation across studies.

Significance Tests

To determine whether two effect sizes were significantly different from
one another, the following formula from Hunter and Schmidt (1990) was
used:

n-n
7= —————
,/sf + s% ’
where r, is the first average effect size, r, is the second average effect size,

s is the variance of the first effect size, and 53 is the variance of the second
effect size. When using this formula, if 7 was greater than 1.96, the effect

sizes were considered to be significantly different at the .05 level. Although
significance tests were conducted during this meta-analysis, caution must
be taken when interpreting them; there are many logical and statistical
problems with relying on significance tests when conducting a
meta-analysis.

Results
Sample Characteristics

The 79 studies that met the inclusion criteria were conducted
over an 18-year span, with 30 studies available before 1990 and 49
studies available between 1990 and 1996. Of these studies, 58
were from published sources and 21 were unpublished doctoral
dissertations or master’s theses. The mean sample size was 60.39
patients (SD = 64.64), and the average length of treatment
was 22.18 sessions (SD = 18.76). Approximately two thirds of the
patients were female. The mean number of therapists per study
was 20.22 (SD = 19.99), and the average amount of therapist
experience was 8.10 years (SD = 5.23).

Type of patient. The majority of patients who participated in
this sample of studies were from an outpatient population (n = 59),
but a minority of studies (» = 18) included patients who were
more severely mentally disordered (psychotic disturbances or se-
vere personality disorders). Although most studies included pa-
tients with various diagnoses (n = 59), some studies included only
patients with a specific diagnosis, such as depression (n = 8),
substance abuse (n = 2), bereavement (r = 2), or eating disorders
(n = 1). Because most of the studies contained a heterogeneous
sample of patients, meta-analytic techniques were unable to ad-
dress whether type of patient diagnosis affects the alliance—
outcome relation. In addition, most studies included both male and
female patients, but the studies failed to break down the alliance—
outcome correlation by gender. Thus, meta-analytic techniques
were unable to address whether patient gender affects the relation
of alliance and outcome.

Alliance scales. The sample of studies used several alliance
scales to measure the collaborative and affective bond between
therapist and patient. Most studies relied on a single family of
alliance scales (n = 72), but some studies contained more than one
type of alliance measure (n = 7). Because some studies used more
than one alliance scale, the following categories are not mutually
exclusive. The WAI was used most often in the sample of studies
(n = 22), followed by the CALPAS (n = 16), the Penn scales (n =
12), the Vanderbilt scales (n = 9), the TARS (n = 5), and the TBS
(n = 3). In addition, 10 studies relied on scales that were devel-
oped to be used with severely mentally disordered patients, and 8
studies used alliance scales that are not commonly referred to in
the literature. These scales were either created by the researchers
for the specific study or were combinations of the other more
commion alliance scales.

- The alliance measures were rated by either patients, therapists,
or observers. Some studies used more than one type of rater; thus,
the following are not mutually exclusive. In the sample of studies,
patients were the most common rater of the alliance (n = 37),
followed by therapists (n = 26), and observers (n = 25). The large
number of patient ratings could possibly be a result of Horvath and
Symonds’s (1991) conclusion that patients’ ratings of the alliance
were more correlated with outcome than were therapists’ ratings.
In addition, the increase in patient and therapist ratings could be
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due to the ease with which these ratings are obtained: The training
of raters and the reliance on audio- or videotapes are eliminated
when using patient and therapist ratings.

QOutcome measures. Many diverse outcome measures were
represented in the present sample of studies. Because over 60
different outcome measures were used, the measures were catego-
rized into five broad types of outcome measures: (a) mood scales,
such as the BDI and the Hamilton Rating Scale for Depression; (b)
symptom scales, such as the Symptom Checklist—90 and the
State~Trait Anxiety Inventory; (c) global scales, such as the GAS
and overall assessments of change; (d) specific outcome scales,
such as the Target Complaints scale and ratings of drug use; and
(e) termination status, which is a measure of whether or not the
patient remained in therapy until the patient and therapist agreed it
was time to terminate the relationship. Because many of the studies
used more than one outcome measure, the following are not
mutually exclusive. Global scales were the most common type of
outcome measure in the sample of studies (n = 38), followed by
specific scales (n = 27), symptom scales (z = 24), termination
status (n = 13), and mood scales (n = 9).

The outcome measures were rated by patients, therapists, or
observers. Some studies used more than one type of rater; thus, the
following are not mutually exclusive. In the sample of studies,
patients were the most common rater of outcome (n = 51),
followed by observers (n = 20) and therapists (n =. 18). This
overreliance on patient-rated outcomes is expected on the basis of
past reviews of methodological issues (e.g., Lambert & Hill,
1994).

Reliability Information

The sample of studies reported a total of 93 reliability indices
for the alliance scales. Table 1 presents the aggregated alliance
reliability information from these studies. The overall average
reliability of the alliance scales based on various estimation meth-
ods was .79 (n = 93, SD = .16). This overall index was then
separated by type of estimation method. When Cronbach’s alpha
was used, the average alliance scale reliability was .87 (n = 44,
SD = .10); when interrater reliability was reported, the average
reliability was .77 (n = 33, SD = .15); and when a test-retest
correlation was used, the average correlation was .63 (n = 16,

Table 1
Reliability of the Alliance Scales

MARTIN, GARSKE, AND DAVIS

SD = .19). These numbers are slightly lower than those reported
by Horvath and Symonds (1991), but they still indicate that the
various alliance measures have acceptable reliability.

To determine the average reliabilities of individual alliance
measures, the overall index was broken down by type of alliance
scale. Table 1 presents this reliability information. If a type of
reliability is not listed for a specific scale, it indicates that no
information was available for that scale. As shown in Table 1, all
of the alliance scales had overall average reliability indices above
.70. This finding indicates that each of the alliance scales had
adequate reliability. However, some of the average indices were
based on a small number of reliability correlations. For example,
the average reliability index for the TARS was a combination of
six indices, and the average reliability index for the TBS was based
on only two correlations. Because the overall reliability indices of
the TARS and the TBS are based on such small numbers of
correlations, their reliability is questionable.

The overall reliability index was also separated by type of rater:
patient, therapist, or observer. Table 2 presents this reliability
information. When patients rated the alliance, the average reliabil-
ity index was .82 (n = 28, SD = .11); when therapists rated it, the
average reliability index was .72 (n = 16, SD = .18); and when
observers rated it, the average reliability index was .80 (n = 46,
SD = .18). These results indicate that reliability indices based on
patients’, therapists’, and observers’ views of the alliance all have
adequate reliability. Because of the large number of reliability
indices included in this analysis, these findings probably will not
vary substantially in future meta-analytic reviews. Although the
ratings of therapists seem to be slightly less reliable than those of
patients and observers, therapists’ ratings of the alliance are still
within the acceptable range. The most noticeable difference among
the raters was their test-retest correlations: Patient ratings had
adequate reliability, whereas therapist and observer ratings were
low. However, this finding should be considered tentative; the
difference among the reliabilities was not found to be significant
(z = 1.70, p > .05). In addition, the comparison was based on
only 16 reliability indices. Taken together, the results indicate that
reliabilities based on patient, therapist, and observer ratings are
acceptable.

Cronbach’s o Interrater

Test-retest Overall

Type Reliability n SD Reliability n SD Reliability n SD Reliability n SD
Penn scales 91 5 .04 68 6 .07 .55 3 .02 74 14 15
Vanderbilt scales 91 4 .05 83 9 .10 .86 13 .09
WAI 90 8 05 92 2 01 73 5 11 .84 15 A1
CALPAS .85 14 12 66 6 24 .65 6 21 76 26 .20
TARS 91 3 .03 73 3 04 .82 6 09
TBS 71 2 .09 71 2 .09
SMD scales .76 3 12 .84 .07 48 2 24 5 11 .19
Other scales 90 5 .03 92 .00 90 6 .03
Overall 87 44 .10 77 33 15 .63 16 .19 79 93 .16

Note.

Missing data indicate that there was no information available for that scale. WAI = Working Alliance Inventory; CALPAS = California

Psychotherapy Alliance Scale; TARS = Therapeutic Alliance Rating Scale; TBS = Therapeutic Bond Scale; SMD = severely mentally disordered.
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Table 2
Reliability of Alliance Raters
Cronbach’s a Interrater Test-retest Overall
Type Reliability n SD Reliability n SD Reliability n SD Reliability n SD
Patient .84 19 12 72 1 .00 .78 8 09 .82 28 11
Therapist 81 7 .10 a7 5 .07 49 4 18 12 16 .18
Observer 91 16 .05 .78 26 17 49 4 11 .80 46 18

Overall Relation of Alliance and Outcome

The overall weighted alliance-outcome correlation was .22
(n = 68, SD = .12), with an estimated population variance (of,) of
zero. The test of homogeneity conducted on this overall correlation
resulted in a Q value of 57.89 (df = 67, p > .05), indicating that
the correlation represented a homogeneous population. This find-
ing suggests that there are no moderator variables within the
sample of alliance—outcome correlations. According to the logic of
homogeneity testing, further analyses were unnecessary; there was
not enough variance remaining to allow the breakdown of the
overall correlation by the proposed moderator variables. In sum,
the overall weighted alliance—outcome correlation represents a
single population of effects, indicating that further analyses could
not lead to a more explanatory model of the relation of the alliance
and outcome.

It could be argued that this overall alliance—outcome correlation
of .22 is a conservative estimate because effect sizes that were not
reported or that were listed simply as nonsignificant were coded as
being equal to zero. As an estimate of the upper boundary of the
possible-distribution of the overall alliance—outcome correlation,
the overall correlation was recalculated with the results that were
set equal to zero removed. When only nonzero correlations re-
mained in the meta-analysis, the overall weighted alliance—
outcome correlation was .23 (n = 67, SD = .10), with an estimated
population variance (0,2,) of zero. This finding indicates that the
overall alliance—outcome correlation of .22 is not an overly con-
servative estimate and therefore adequately depicts the relation of
the alliance and outcome.

Finding that the overall alliance—outcome correlation is homo-
geneous nullified many of the proposed analyses. To allow other
analyses to be conducted, alternative meta-analytic techniques
needed to be used in which variance remained within the overall
alliance—outcome correlation. By scanning the data, we deter-
mined that the averaging of correlations within studies was signif-
icantly reducing the amount of variance available in the overall
alliance— outcome correlation. Because many of the proposed anal-
yses needed to be conducted on all of the effect sizes, not just the
averaged effect size per study, we conducted a meta-analysis of
each weighted alliance-outcome correlation without averaging
effect sizes within each study. This meta-analysis should not be
thought of as a negation of the original weighted alliance—outcome
correlation. Rather, it was conducted as an exploratory analysis of
the many moderator variables that were coded in preparation for
the present research project.

When all alliance—outcome correlations were entered into the
meta-analysis, an overall weighted effect size of .23 (n = 261,
SD = .20) was obtained, with an estimated population variance

(of,) of .02. The test of homogeneity conducted on this overall
correlation resulted in a Q value of 628.49 (df = 260), indicating
that the correlation represented a heterogeneous population (p <
.05). Although the alliance—outcome correlations were no longer
averaged within studies, the change in the overall alliance—
outcome relation was negligible (.22 to .23). This finding allowed
a search for moderator variables in an attempt to separate the
sample of correlations into homogeneous groupings. Nonetheless,
when the overall alliance—outcome correlation was disaggregated
by type of outcome measure, type of alliance rater (patient, ther-
apist, or observer), type of outcome rater (patient, therapist, or
observer), time of alliance rating (early middle, late, or averaged
across sessions), methodological quality, or type of psychotherapy,
the model failed to account for additional variance. Only when the
overall correlation was disaggregated by type of alliance scale was
additional variance successfully explained. When disaggregated by
alliance scale, the Penn scales (¥ = .29, n = 24), the Vanderbilt
scales (7 = .25, n = 35), the WAI (+ = .24, n = 80), and the
CALPAS (r = .17, n = 49) were correlated with outcome. The
TARS, on the other hand, did not appear to be related to outcome
(r = .07, n = 11). The results of the limited amount of research
that has been conducted on the TBS seems promising (v = .37,n =
4), but this result was based on only four alliance-outcome cor-
relations. Other miscellaneous alliance scales (r = 21, n = 23)
seem to be moderately related to outcome.

Publication Status

To determine whether publication status influenced the relation
of alliance and outcome, we separated the overall alliance—
outcome correlation into two groups: published studies and un-
published dissertations or master’s theses. This analysis is pre-
sented in Table 3. The average correlation for published studies
was .25, whereas the average correlation for unpublished studies
was .19. Neither of these groupings, however, were homogeneous.
Although the correlation for published studies was larger than that
for unpublished studies, this difference was not reliable and failed

Table 3
Influence of Publication Status on the Alliance—
Outcome Relation

Publication status T tr;‘; Q daf P
Published 25 .02 410.01* 189 .05
Unpublished .19 .03 207.39* 70 .05

* Indicates rejection of the null hypothesis of homogeneity.
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to reach statistical significance (z = 1.66, p > .05); thus, a
publication bias does not appear to exist in the studies that have
been conducted assessing the alliance—outcome relation.

File Drawer Problem

A file drawer analysis for effect sizes was conducted on the
overall average alliance—outcome correlation (Hunter & Schmidt,
1990; Rosenthal, 1991). This analysis estimates the number of
unlocated studies with null results that would need to exist to
reduce the significance level of the effect size by a certain amount.
To complete this analysis, an unweighted overall average correla-
tion was found using the following formula:

Fe= > rdK,

where K is the number of studies included in the effect size. An
unweighted effect size was necessary because it is impossible to
determine the number of patients in the unlocated studies. Differ-
ent values of 7 were chosen to demonstrate how many studies with
null results would be necessary to lower the overall unweighted
average correlation to a given level. The file drawer analysis was
completed by determining x, which represents the number of
missing studies with null results that would be necessary to lower
the average correlation to the critical value. The formula for this
analysis is as follows:

x = K(Fdr,— 1).

The unweighted average alliance—outcome correlation was .26.
To reduce this effect size to .15, 58 undiscovered studies with null
findings would need to exist. To lower the average correlation to
.10, 126 null studies would need to be located. To lower the
average correlation still further to .05, 331 studies with null results
would be needed. Because only 78 studies were located for this
meta-analysis and because few of these studies had null results, it
is highly unlikely that enough studies exist to reduce the average
correlation to .15, and the chances are virtually nonexistent that
enough studies exist to reduced it below .10. Therefore, it seems
that the file drawer problem is unable to render the overall
alliance-outcome correlation insignificant.

Discussion

Using various techniques, this review indicates that alliance is
moderately related to outcome (r = .22). The average alliance—
outcome correlation is within the range of many other effect sizes
that are associated with psychotherapy outcome (see Matt &
Navarro, 1997, for a review). In addition, the relation of alliance
and outcome appears to be consistent, regardless of many of the
variables that have been posited to influence this relationship.
Indeed, the test of homogeneity suggests that the correlation rep-
resents a homogeneous population. In sum, the present meta-
analysis indicates that the overall alliance-—outcome correlation
represents a single population of effects that cannot be reduced by
a moderator variable into a more explanatory model of the relation
of the alliance and outcome.

This meta-analysis supports the belief that the relation of the
therapeutic alliance with outcome is consistent within the psycho-
therapy literature. With the improved quality of recent investiga-

tions of this relationship (e.g., Gaston, Piper, Debbane, Bienvenu,
& Garant, 1994; Krupnick et al., 1996), there is increased confi-
dence that this finding is not a result of confounds in the literature.
The direct association between the alliance and outcome identified
in this empirical review is supportive of the hypothesis that the
alliance may be therapeutic in and of itself (Henry et al., 1994). In
other words, if a proper alliance is established between a patient
and therapist, the patient will experience the relationship as ther-
apeutic, regardless of other psychological interventions. However,
alternative explanations for the relation of the alliance and out-
come (e.g., the alliance may have an indirect effect on outcome or
the alliance may interact with other interventions) cannot yet be
ruled out (Gaston, 1990). What is evident from this review is that
the strength of the alliance is predictive of outcome, whatever the
mechanism underlying the relation.

From the empirical review of the reliabilities of the various
alliance scales, it seems clear that all the alliance measures have
adequate reliability. Although the overall reliability index for the
various scales was somewhat lower than that found in the previous
meta-analysis (.79 vs. .86), the present index still reaches an
acceptable standard of consistency. Moreover, when the overall
alliance index was separated by individual alliance scales, every
alliance measure had an overall reliability index above .70. Sur-
prisingly, even the scales that are not well established as measures
of the alliance had adequate reliabilities. Given these results, all
the alliance scales seem to have acceptable reliability. These
findings are consistent with those reported by other studies (e.g.,
Hatcher, Barends, Hansell, & Gutfreund, 1995) that found no
differences when direct comparisons of the reliabilities of the
various alliance scales were conducted.

This meta-analysis did not implicate a specific alliance scale as
being more reliable than the others, but it also failed to eliminate
a scale from further consideration as a research tool because of its
psychometric properties. These results suggest that researchers
cannot base their choice of an alliance scale on its reliability
indices; the scales all tend to receive strong support.

The overall reliability index was obviously reduced from the
previous meta-analysis by the inclusion of test-retest information.
Because the alliance is expected to vary somewhat throughout
treatment, it was anticipated that the test-retest correlations for all
the measures would be lower than the other reliability indices.
Indeed, the alliance scales in which there was test—retest informa-
tion available tended to have lower overall reliabilities than did the
scales in which this information was unavailable. It could be
argued that alliance measures compared over time should not be
referred to as test—retest and that this information is inappropriate
as a measure of reliability. That is, because the alliance could
conceivably change from week to week, measures of the alliance
taken after different sessions are not expected to remain consistent.
However, because some of the alliance studies reported these
correlations as test-retest information, they were included in the
present empirical review as such.

The alliance ratings of patients, therapists, and observers all
tended to have adequate reliability. Although the ratings of ther-
apists seemed to be slightly less consistent than those of patients
and observers, therapists’ ratings of the alliance were still within
the acceptable range. Across therapy sessions, patients tended to
rate the alliance more consistently than did therapists or observers.
This finding was unexpected but helped clarify the contradictory
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findings associated with the stability of the alliance (e.g., Frank &
Gunderson, 1990; Hartley & Strupp, 1983; Klee, Abeles, & Mul-
ler, 1990; O’Malley et al., 1983; Tunis, Delucchi, Schwartz,
Banys, & Sees, 1995). On the basis of the present meta-analysis, it
seems that patients tend to view the alliance as stable, whereas
therapists and observers tend to indicate more change over time in
their alliance ratings. The implications of this finding are clear:
Because patients tend to view the alliance consistently throughout
treatment, they are more likely to view the alliance as positive at
termination if their initial assessment was positive. Thus, therapists
must be effective at establishing positive alliances with their
patients early in the therapy process. However, because of the
small sample size of this comparison, the greater consistency of
patient ratings across alliance sessions should be considered a
tentative finding. Future research directly assessing this compari-
son is necessary.

Most of the alliance scales have been shown to be related to
outcome. The Penn scales, the Vanderbilt scales, the WAI, and the
CALPAS were moderately correlated with outcome, but the TARS
failed to receive support. Because the TARS has not been associ-
ated with outcome, researchers should avoid this scale and choose
among the other established alliance scales in their attempts to
associate the alliance with outcome. In addition, the Penn scales,
the Vanderbilt scales, the WAI, and the CALPAS have received
far more empirical scrutiny than any of the other alliance scales
and therefore should be used in future research studies unless
persuasive reasons exist to develop or use a different measure. As
Henry, Strupp, Schacht, and Gaston (1994) noted, “given the
diversity and multiplicity of alliance measures already available, it
may be time for a halt in the production of new alliance scales”
(p. 482).

Of these measures, the WAI is likely to be appropriate for most
research projects. The scale was designed to measure alliance
factors in all types of therapy and to measure the theoretical
constructs underlying the alliance. The scale provides both an
overall alliance. score and also an assessment of Bordin’s (1979)
three aspects of the alliance: the bond, the agreement on goals, and
the agreement on tasks. The WAI also provides an assessment of
Horvath and Luborsky’s (1993) two core aspects of the alliance
measured by most scales: (a) therapist—patient affective attach-
ments and (b) collaboration or willingness to invest in the therapy
process. In addition, patient-, therapist-, and independent observer-
rated versions of the scale are available, as are shortened versions
of these scales.

The overall correlation of alliance and outcome did not seem to
be influenced by publication status. Although the unpublished
studies included in the meta-analysis had a slightly lower average
correlation than did the published studies, the difference was not
significant. This finding supports the tentative conclusion by Hor-
vath and Symonds (1991) that the publication status of the alliance
literature fails to influence the relation of the alliance and outcome.
Similarly, it is highly unlikely that enough unlocated studies with
null results exist in file drawers to reduce the overall alliance—
outcome correlation to a level of nonsignificance. Indeed, it would
take 331 studies averaging null results to reduce the correlation of
the alliance and outcome to .05. This finding should assure the
reader that even if the present meta-analysis failed to locate some
relevant studies, the results still represent relations that exist within
the population of alliance studies.
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