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Introduction: Enhancing treatment adherence, especially for chronic diseases, can be achieved through therapeutic alliance, potentially elevating the quality of care. An instrument to evaluate the therapeutic alliance could be beneficial in routine clinical settings, educational environments, and extensive research efforts at national and European levels. In this study, we translated therapist and patient versions of the Working Alliance Inventory Short Revised (WAI-SR) into Italian.

Methodology: An email-based Delphi method was employed for the English-to-Italian translation, incorporating a forward-backward process. The initial translation team comprised two Italian family physicians proficient in English, a linguist, and a psychiatrist. The forward translation was then reviewed by 18 Italian family physicians through a Delphi process and was subjected to a backward translation by two Italian English teachers. A cultural correspondence was subsequently identified to adjust translations within a national and international framework.

Results: All 18 experts fully engaged in the Delphi process, and consensus was achieved by the second Delphi round. A cultural check checked for discrepancies regarding linguistic consistency with other translations and found no difference.

Conclusion: This Italian translation of the WAI-SR is expected to support Italian family physicians aiming to enhance their clinical practice and therapeutic outcomes. It could also be a valuable tool for Italian medical students to foster therapeutic relationships and improve their communication skills.
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1 Introduction

The medical practice model has changed during the last century in European countries and worldwide. From a paternalistic physician-centered model, in which the physician holds the knowledge and decides what is suitable for the patient, the physician/patient relationship has moved to a patient-centered, shared decision-making and relational model in which the patient becomes involved in their medical management (1) encouraged to play the role of a partner and to take greater responsibility for their own health (2).

The relational model emphasizes the importance of relationships, interactions, and connections among individuals, which can lead to improved decision-making, enhanced cooperation and better outcomes between patients and medical professionals. Prusiński (2023) sheds light on the regulatory potential of procedural justice in medical advice compliance and treatment adherence, referring to the fairness and transparency of decision-making. Patients who perceive their doctors as respectful, unbiased, and inclusive in decision-making are more likely to adhere to medical advice. This highlights the role of the relational model in healthcare outcomes (3).

Similarly, Prusiński’s earlier work in 2022 delves into the influence of a doctor’s authority on patients’ treatment decisions. The research underscores that the relational dynamics between doctors and patients play a pivotal role in shaping patients’ perceptions of medical authority. When doctors establish empathetic and collaborative relationships with patients, it can lead to shared decision-making, increased patient satisfaction, and improved adherence to treatment plans. This aligns with the relational model’s emphasis on communication, trust, and shared understanding (4, 5).

In shared decision-making, it is crucial to build a suitable relationship with the patient to facilitate the sharing of information, which will permit patients to deliberate with their therapist and express their preferences and points of view (6). This alliance between physician and patient is termed the “Therapeutic Alliance,” describing how patients and therapists work together to accomplish specific goals (7).

A common definition of therapeutic alliance comes from Bordin (1979) on the generalizability of the concept of working alliance (8), where he outlined the three elements or ‘dimensions’ that make up a therapeutic alliance: the relationship between the patient and the therapist – ‘development of bonds’; their shared understanding of the therapy’s objectives – ‘agreements on goals’; and their shared understanding of the activities involved in the treatment – ‘assignment of tasks’.

Bordin stressed the concept’s psychodynamic origin, but his intention with the definition was to transform it into a pan-theoretical construct. Research spanning several decades consistently highlights the significance of the therapeutic alliance in predicting positive therapy outcomes across various therapeutic approaches and client populations. A robust therapeutic alliance contributes to better engagement in therapy, increased adherence to treatment recommendations, and enhanced client satisfaction (6, 7, 9, 10).

The concept of alliance in therapy emphasizes the importance of a strong working relationship between patient and therapist (5, 8). Although the field has yet to settle on a uniform definition of the concept (9), there seems to be convergence empirically and theoretically that the central aspects of the therapeutic alliance construct involve the bond between the therapist and the patient as well as agreement about the therapeutic goals and tasks (6, 8, 10–13).

Building and maintaining a therapeutic alliance becomes even more crucial in aging populations and individuals with chronic diseases, who often require ongoing management. It’s not just about prescribing medications and treatments; it’s about creating a comprehensive and supportive framework that helps patients lead healthier lives while effectively managing their conditions (14).

On the other hand, non-compliance with medical advice is generally attributed to the patient’s problem (depression, disturbances of cognitive functions, lack of motivation, rejection, cultural issues, alternative systems of beliefs) without a critical analysis of relational factors (4, 15).

The most common paradigm in medical education continues to be disease-oriented, hospital-based, and more concerned with treatment and healing than caring (16). This has led medical students to develop negative attitudes toward chronic diseases throughout their curriculum and training, even where students did not hold these attitudes before attending medical school (17). Thus, Medical schools must modify curricula to care for patients with chronic diseases (18). This could be achieved by developing skills to enhance the physician-patient relationship and improve the therapeutic alliance.

Several methods exist for evaluating the therapeutic alliance (19–21). An Italian version of the Working Alliance Inventory (WAI) has been available since 2002, but the WAI-SR has yet to be translated into Italian (22). The shorter WAI-SR makes it more suitable for a primary care setting, which in the Italian context is characterized by varying degrees of health literacy and a fast-paced nature of the consultations. To ensure valid international comparisons, translated versions of the questionnaire must possess similar characteristics to the original. This includes adhering to the original language regarding concepts (23) and semantics, which means that the concepts being measured by the scales should exist in different cultures, and the wording of the questions should have equivalent meanings in other languages (24). In international research, these scales need to be culturally equivalent, ensuring that people from different cultural backgrounds can understand, interpret, and assess the subject matter in a way that is similar or equal across cultures.

The procedure for assessing cultural linguistic equivalence involves several steps:

a Back-translation: The translated version of the scale is evaluated by translating it back into the original language to check for any discrepancies or loss of meaning.

b Test–Retest: Bilingual respondents are used to assess the reliability of the translated version through test–retest procedures.

c Adaptation: The translated version may need further adaptation to accurately capture the intended concepts and meanings in the target culture.

d Cultural Check: Finally, a principal researcher in the target country conducts a cultural check to ensure that the scale is culturally appropriate and meaningful within the context of that culture. This process helps researchers ensure that assessment scales are translated accurately, culturally relevant, and applicable, allowing for meaningful and valid cross-cultural comparisons in psychological research (25).

A ‘working alliance’ might be interpreted differently across cultures. Italy, with its strong emphasis on interpersonal relationships and familial ties, might interpret or value certain aspects of the therapeutic relationship differently than English-speaking cultures. A direct translation without considering these nuances could miss or misconstrue essential facets of the therapeutic relationship in an Italian setting.

A validated tool in one’s native language can lead to more accurate self-reports, improving patient outcomes. To our knowledge, there was a lack of validated tools in Italian to measure the therapeutic alliance, specifically in primary care. Translating and validating the WAI-SR would fill this gap, providing Italian general practitioners with a tool tailored to their context. Researchers and clinicians can make cross-cultural comparisons with standardized instruments available in multiple languages. Regarding cultural differences, Italians might place a higher emphasis on relational aspects, trust, and rapport. Such nuances were considered during the translation process to ensure that the Italian version of the WAI-SR is both culturally relevant and valid (26).

Our study sought to authenticate and finalize the Italian translation of the English WAI-SR and WAI-SR-T questionnaires in a primary care context. We opted to employ a Delphi process accompanied by a backward translation. This research was part of the “tool assessment for therapeutic alliance study” (TATA study) project, which aims to identify the most validated scale for measuring therapeutic alliance in Europe and translate it into all European languages.



2 Materials and methods


2.1 Design of the study

The authors participated In establishing an international team of researchers from the European general practice research network (EGPRN). This team, comprised of 10 national research groups, was spearheaded by scholars from The University of Brest, France. This EGPRN team and The University of Brest used a RAND-UCLA appropriateness method to find the most appropriate tools to evaluate therapeutic alliance according to its reproducibility and reliability for French and European general practice. The short, revised version of The working Alliance inventory for patient (WAI-SR) and therapist (WAI-SR-T) was selected by 220 GP researchers from 10 European countries between 2013 and 2016 (27–30).

To extend the study and evaluation of the therapeutic alliance within Europe, we needed to validate the WAI-SR and WAI-SR-T translations in other European languages. This paper presents the Italian segment of the study.

We used a Delphi method to ensure semantic, idiomatic, experiential, and conceptual correspondence in the translation. The survey questionnaires and scoring key were translated via email, employing a forward-backward translation process. The translated version was then modified within an Italian context to guarantee the uniformity and cultural correspondence of the questionnaire.



2.2 Instrument

The WAI-SR* scale In this study (Paap, 2017) includes a 12-item questionnaire for the patient and a 10-item questionnaire for the physician, evaluating the three key aspects of the physician-patient therapeutic alliance: goal, tasks, and bond (19). Each of the 10 or 12 items is rated on a 5-point Likert scale, ranging from “1: rarely or never” to “5: always.” a high score indicates a more effective therapeutic relationship. A scoring key provides guidance on how to assess the questionnaires.



2.3 Participants

To achieve a consistent translation, we adopted a multistep approach to translating the WAI-SR questionnaires systematically (31), as illustrated in Figure 1.
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FIGURE 1
 Translation and cross-cultural adaption process flow chart for the WAI-SR into Italian.



2.3.1 Forward translation by 4 translators

A single investigator assembled a translation group responsible for translating the WAI-SR and the WAI-SR-T from English to Italian. This group comprised individuals proficient in English and native Italian speakers (32). It included two Italian-speaking family physicians with intermediate and upper-intermediate levels of English proficiency, a native Italian-speaking English teacher, and a fluent English psychiatrist. The four experts made a forward translation from English to Italian of both WAI-SR scales. All the translation differences were reconciled until they reached a consensus.



2.3.2 Delphi process

The Delphi method has been used in various fields of research, such as medicine (33), nursing (34), and ecology (35). It Is a qualitative method aimed at reaching a consensus about a subject by independently consulting group members. This way, an attempt is made to counteract the usual group dynamics with highly dominant persons. Members of the Delphi process are called “experts.” this term means that every member has practical, political, legal or administrative knowledge about a specific subject and sufficient legitimacy to express a representative opinion within their area of expertise. The number of experts participating in a Delphi process is not predetermined. The quantity depends on the scope of the problem and the resources available (36). Still, having at least 10 experts at the end of the process is recommended, which means inviting more than 20 at the start to allow a margin for refusals and dropouts.



2.3.3 Recruitment of expert family physicians

The same researcher who recruited the translation group recruited a convenient sample of 20 Italian family physicians natives who voluntarily agreed to participate in the Delphi method procedure as experts to achieve a consensus regarding the translation. The family physicians were contacted anonymously and separately by e-mail. All participants were provided with a written explanation of the aims and procedure of the study and signed a statement on voluntary participation. Among those twenty invited experts, two declined to participate.



2.3.4 Validation of the forward translation by the Delphi method

To establish a semantic correspondence, both questionnaires were emailed to 18 specialist Italian family physicians in alignment with the Delphi method. This included a sequence of judgments in an iterative process and monitored feedback of opinions (37). Each physician expert was asked To approve or reject the translation by rating each sentence on a scale of 1–9, with 1 signifying “no agreement” and 9 representing “full agreement.” if a translation was rated lower than 7, they were prompted To explain their disagreement and suggest a more appropriate translation.

Validation for each statement was considered successful if at least 70% of the participants rated it 7 or higher. If a statement did not meet this standard, the lead researcher proposed a new translation, considering the family physician experts’ recommendations. This revised translation was once more distributed to the group for a second round of the Delphi method. This process was continued until every statement was validated to satisfaction.

We needed two Delphi consensus procedures to reach an agreement among the experts in the present study.



2.3.5 Backward translation

Two Independent translators, Italian instructors of advanced English at a public secondary school in Italy, translated the Italian versions of the WAI-SR, WAI-SR-T, and the scoring key back into English. The goal of the backward translation was to create a linguistic counterpart of the original document that accurately reflected the same meaning. Any inconsistencies in the translation were deliberated with the two back translators, and additional translation efforts were made until an acceptable version was finalized. Consensus was reached after a single round of the agreement procedure between the two expert translators for both WAI SR scales. However, getting a consensus for the back-translation of the scoring key required two rounds.



2.3.6 Cultural check

During a workshop at the EGPRN meeting in Dublin in 2017, the global TATA research group, comprising all national supervisors, international supervisors and two linguists, convened biannually for 2 years, reviewed translation obstacles and compared the back-translated versions with the original English versions. Leaders from five country teams and an international committee led by the principal investigator of the TATA group conducted a cultural assessment by comparing back-translations of five languages, including Italian, with the original versions of the WAI-SR and WAI-SR-T. The primary objective was to identify any translated items where the meaning was lost or inaccurately altered during translation. If an issue could not be resolved, it was delegated to a local research team to formulate a solution.




2.4 Information and consent

Every participant in the study received information that explained the aim and the procedure of the research, and each participant completed and signed a consent form.


2.4.1 Legal requirements

Professor Adam O. Horvath of Simon Fraser University (Canada) and Professor Robert L. Hatcher of the University of Michigan (USA) permitted us to use the WAI for this research (December 20, 2015).





3 Results


3.1 Composition of the translation group

The translation team comprised two Italian family physicians proficient in English, one linguist, and one psychiatrist. The group consisted of three males (the two family physicians and the psychiatrist) and one female (the linguist), with an average age of 55 years (ranging between 43 and 60 years). Both family physicians were practicing in a rural group setting; the psychiatrist was employed at a hospital, and the linguist served as an English teacher at a university. All members were fluent in English. A written agreement was signed by all four experts. Detailed characteristics of the group members can be found in Table 1.



TABLE 1 WAI SR forward Italian translation group.
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3.2 Characteristics of the expert GPs

The local investigator recruited expert family physicians separately by e-mail from September to October 2016. Eighteen experts participated in the entire study after two had been lost to follow-up. Three family physician experts were women (17%), and 15 were men (83%). The average age of participants in the study was 62 years, and the average number of years in practice was 34 years. Most family physician experts worked in group practices (61%) and urban environments (67%), and most had teaching and research responsibilities. 56% of experts had a fluent English level, 11% an intermediate level, and 33% a basic level.



3.3 Delphi process


3.3.1 WAI-SR patient scale

For an item to be validated, at least 13 expert participants had to rate it as 7 or higher. The Delphi round for the WAI-SR patient scale yielded acceptable agreement among all expert participants. Consensus was reached, with over 70% of responses scoring 7 or higher for each item on the WAI-S (Table 2).



TABLE 2 WAI-SR patient scale Likert scores, mean and median – Round 1 (N = 18).
[image: Table2]



3.3.2 WAI-SR physician scale

The Delphi round for the WAI-SR physician scale demonstrated acceptable agreement in all participants. A consensus was achieved, with more than 70% of responses scoring 7 or above for each WAI -SR item (Table 3).



TABLE 3 WAI-SR therapist scale Likert scores, mean and median – Round 1 (N = 18).
[image: Table3]



3.3.3 WAI-SR scoring key scale

The scoring key provides instructions for the evaluation of the scale. The translation process of the scoring key followed the same approach as that used for the WAI-SR items. It was validated over two Delphi rounds, with question 6 (Q6) receiving a score of 6 from two out of 18 individuals (11%) and all other questions, except Q11, scoring above 7 (Table 4). Q11 was modified following a consultation with the scale’s author, AO Horvath, for additional guidance.



TABLE 4 WAI-SR scoring sheet scale.
[image: Table4]




3.4 Backward translation

The backward translation emphasized conceptual and cultural equivalence and found no discrepancies. If a difference in the forward- backward translations changed the meaning of the item, then the difference was considered ‘significant,’ otherwise ‘insignificant.’

Insignificant differences are shown in black, and significant differences are shown in red in the Supplementary Tables S4–S6.



3.5 Comprehensive cultural equivalence evaluation

The cultural equivalence process identified a few potential translation challenges:

In the instructions for the “WAI SR Patient scale,” the original English version utilized the term “therapist.” However, the forward and backward translations employed the word “family physician.” The Italian version preserved this term, translated as “medico di famiglia/terapista.” Given the work conducted by local family physicians in translating, validating, and evaluating the scales, we concluded that their suggested translation was appropriate.

In the instructions for the “WAI SR Physician scale,” the original English version referred to “people and client.” However, the backward translation used “family physician and patient.” Consequently, in the final Italian translation, the term “therapist” was retained for consistency with the original English title of the WAI-SR Physician scale.

In the scoring keys for Q5 and Q6, about translating “goal” and “task,” two family physicians (11%) translated these words into Italian as “scopo” for Q5 and “lavoro” for Q6. However, the linguistics expert argued that there was no cultural equivalence, and as a result, the translations “compito” and “obiettivo” were preserved in the final version (Table 4).

A discrepancy occurred in the translation of the sentence explaining the usage of the scoring sheet. The original English version stated, “To derive a scale or total score, simply sum and take the mean of the items.” The backward English version was “To obtain a scale or a total score, just sum up or take the mean of the numbers.” The Italian translation presented a mismatch in meaning, which was adjusted from “Per ricavare una scala o un punteggio totale, semplicemente fai la somma o la media dei numeri” to “Per ricavare una scala o un punteggio totale, semplicemente fai la somma e la media dei numeri.” For further clarification, we consulted the author of the scale, AO Horvath. Q11 was subsequently corrected and referred back to the expert group for revision. Later, consensus was reached for Q11.

After the second Delphi round, the final version of the Italian translation of the WAI-SR, which included the above modifications, was implemented.




4 Discussion


4.1 Main results

This study accomplished a validated Italian rendition of the WAI-SR and WAI-SR-T questionnaires, potentially assisting Italian family physicians in enhancing care quality, particularly for chronic disease patients. Furthermore, it could be an unbiased tool for instructing medical students in therapeutic alliance. It required two Delphi technique rounds to achieve a consensus on all questionnaire item translations, and after a few minor adjustments, the back-translation achieved cultural equivalence.

The translation and Delphi processes presented diverse challenges, encompassing linguistic and cultural nuances in content translation, potential misinterpretation of complex terms, and the importance of maintaining consistency in terminology and style throughout the translated questionnaire. The Delphi process involved participants from various cultural backgrounds, required culturally sensitive yet unbiased questions and statements, emphasizing the need for consistent phrasing across rounds to ensure reliable results. Following data collection in the Delphi survey, analysis and synthesis were crucial to derive meaningful insights and consensus. Ethical considerations, including informed consent, confidentiality, and sensitive data handling, were integral to the overall process.



4.2 Analysis of forward translation

Upon completion of each forward translation, translators convened to resolve discrepancies between their versions. However, certain items incorporated terms or concepts that could be translated differently, depending on the original English text’s intended meaning (for instance, “client,” “toward mutually agreed-upon goals,” and “derive a scale”). Instead of directly translating the term into Italian, a consensus was reached in each case that conveyed the question’s idea. Rather than a straight conversion into Italian, the multilingual expert panel devised a first “reconciliation” Italian version, which they felt best translated the original English text.



4.3 Analysis of backward translation

The initial reconciled Italian version was independently back-translated into English by two distinct bilingual English–Italian speakers. The two back-translations were compared and discussed, and their differences from the original were analyzed to determine if any information was lost during translation. Many minimal adjustments arose from various ways of expressing the same idea. Corrections were made in the Italian translation.



4.4 Validation process and international comparison

Although complex and time-consuming, the equivalence method used in translating the two measures assessing therapeutic alliance was effective for semantic validation. The same procedure was utilized to validate the WAI-SR questionnaire in other countries (38). A polish translation demonstrated the approach’s practicality, requiring only one Delphi round to achieve consensus (38). The advantage of this procedure is that it was simultaneously taking place in several European countries with different linguistic bases, which provided the opportunity to discuss the difficulties national and local research groups met while translating the original WAI-SR scales. The Delphi method was used to validate the approved forward translation and proved to be suitable for exploring areas of disagreement, contention, or ambiguity. During this process, translations of WAI-SR scales were thoroughly tested with target demographic or language group representatives to ensure their understanding of the questionnaire was consistent with the original. We believe this method was justified for translation, providing a precise consensus (39).

In our view, every questionnaire translation should undergo a cultural equivalence adaptation to identify and correct deficient expressions in the translation and to distinguish any differences between the original and back-translated items. The work of Streiner et al. (40) influenced the process’s earliest stages. Recent guidelines (41, 42) confirmed the standardized strategy for cultural adaptation of patient-measured outcomes. In this study, we followed the recommendations throughout: initially, by using the Delphi method, recognizing it as the best choice given our linguistic, social, and cultural context, and subsequently, by the oversight of researchers led by the University of Brest, who supervised the questionnaire’s adaptation and the cultural adaptation based on back-translation. This ensured items were translated while maintaining their structure and essence.



4.5 Strengths and limitations of the study

Information bias was minimized among experts by individually sending documents via anonymized emails. Anonymity also secured the Delphi procedure’s quality, eliminating issues like dominance, conflicts of interest, and group pressures typically associated with expert panels (43).

Moreover, when translating questionnaire scales like the WAI-SR, it’s preferable to have forward translations done by professionals familiar with the questionnaire’s terminology, experienced in translating scales and possessing native language skills. The content of the WAI-SR spans psychology and medicine, requiring its translation to be comprehensible to both physicians and patients. This challenge was mitigated by forming a group of two family physicians, a psychologist, and a linguist to perform the forward translation. The selection of the recruited Italian family physician experts was unbiased, with their English proficiency levels ranging from intermediate to advanced.

We only covered the first stage of a complete validation of the WAI-SR Italian, which involved confirming the semantic and cultural equivalency of the scale. Results of evaluations of item reliability and validity will be presented in further research. To compare response patterns with the scale constructs that have been proposed, exploratory principal component analysis will be performed. Future research should focus on four key areas: the psychometric features of the Italian WAI-SR scale, the scale’s suitability for family physicians, the administrative logistics, and the theoretical underpinnings of scale interpretation in family medicine.

The Delphi group wasn’t representative of the broader Italian family physician community. However, as the Delphi method is qualitative, population representativeness is not necessary.

Lastly, the back-translation would ideally have been performed by an independent translator proficient in Italian but whose first language was English. Due to the lack of such translators, we settled for two independent licensed Italian translators unfamiliar with the WAI-SR scale.



4.6 Implication for clinical practice, medical education, and future research

The Italian translation of the WAI-SR could benefit clinical practice, medical training, and further research on therapeutic alliance. In 2016, Italy had the highest proportion (22%) of the population over 65 years in Europe (44). With an aging population, the prevalence of chronic diseases will inevitably rise. The ICON (improving cardiovascular risk profile in older Neapolitans) study included 503 patients >65 years with cardiovascular risk factors and low socioeconomic status (45) and aimed to enhance patient motivation through a positive patient-physician relationship intervention, focusing on lifestyle changes, particularly smoking cessation. The study suggested that improved physician-patient contact positively altered the cardiovascular risk profile in elderly Neapolitans. The working alliance can be quantified In medical care and appears strongly linked with patients’ treatment adherence and satisfaction (46).

Another example where the WAI SR could be useful is in obesity care. In 2015, Italy had a high prevalence of overweight and obese children (47). The WAI-SR could also be used in diabetes care. A survey among patients with type 1 diabetes found that therapeutic alliance assessment with two tools (Helping Alliance Questionnaire–R and WAI-SR) predicted better glycemic control at a one-year follow-up. The HbA1C level at follow-up was negatively correlated with therapeutic alliance (48, 49).

The 21st-century patient-physician relationship should be holistic and patient-centered. This involves effective communication and interpersonal skills such as empathy, understanding and relational versatility, which could be taught and learned (50). A study of Swedish medical students learning communication skills showed that students often felt intrusive when exploring the patient’s psychosocial situation (51). Medical students need to know how to recognize the patient’s feelings, define them, legitimize them, and respect their efforts to deal with emotions. While teaching and learning communication skills occurs, a therapeutic alliance assessment tool such as the WAI-SR can give concrete feedback so medical students can extend their empathy and improve the patient-physician relationship.

Studies from the USA (52) and Greece (53) that investigated patient-centered attitudes in medical students showed that medical students in later years had more physician-centered attitudes than students in their early years. This paternalistic attitude shift during medical training emphasizes the need for redesigning communication skills curricula, perhaps aided by therapeutic alliance assessments.

WAI-SR could help medical students be more patient-centered by assessing their communication skills development using the WAI-SR in different years of their curricula. WAI-SR could also be used in continuing medical education by supplying discussion topics to GPs and other physicians regarding physician–patient relationships.

A validated therapeutic alliance assessment tool in all European languages could enhance further research. Now that we have an Italian version, Italy can be comparable with other European countries in the quality of therapeutic alliance in clinical practice.



4.7 Future research

This translated version could be tested on Italian family physicians to assess its usefulness in improving their clinical practice and therapeutic results. It can also be tested on Italian medical students to enhance their communication skills. Further studies will be needed to compare the backward Italian translation with the Slovenian, Polish, Swedish, Hebrew, French, Bulgarian and Spanish backward translations. Eventually, these studies may help identify cultural discrepancies between European countries and jurisdictions and make it possible to adapt translations within their national contexts to ensure homogeneity.




5 Conclusion

Therapeutic Alliance plays a significant role in everyday medicine. It enhances the quality of care. Future health professionals need to develop competence in using it. Therapeutic Alliance will also be the focus of studies and research in the coming years.

This study was part of a more comprehensive study named “Tool Assessment for Therapeutic Alliance study” (TATA study), whose aim was to find the most validated scale to measure therapeutic alliance in the whole of Europe and to translate it into all European languages.

The present translation of the WAI-SR in Italian could facilitate Italian family physicians seeking to improve their clinical practice and therapeutic results. It could also be used with Italian medical students to teach therapeutic alliance and enhance their communication skills.



Data availability statement

The original contributions presented in the study are included in the article/Supplementary material, further inquiries can be directed to the corresponding author.



Ethics statement

Ethical review and approval was not required for the study on human participants in accordance with the local legislation and institutional requirements. Every participant in the study received information that explained the aim and the procedure of the research, and each participant completed and signed a consent form.



Author contributions

JR, HT, and DP conceived and designed the experiments. NB and BS analyzed the data. NB, HT, and JR wrote the manuscript. NB and BS performed the study. HT, PN, and DP supervised the performance of the survey. JR, HT, DP, RH, PN, and BS reviewed the manuscript. All authors have read and approved the manuscript.



Funding

The author(s) declare that no financial support was received for the research, authorship, and/or publication of this article.



Acknowledgments

I want to offer my heartfelt appreciation to every member of the focus groups who shared their information and feedback. Without them, this study would not have been possible.



Conflict of interest

The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.



Publisher’s note

All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.



Supplementary material

The Supplementary material for this article can be found online at: https://www.frontiersin.org/articles/10.3389/fmed.2023.1236273/full#supplementary-material



References

 1. Kaba, R, and Sooriakumaran, P. The evolution of the doctor-patient relationship. Isssssnt J Surg. (2007) 5:57–65. doi: 10.1016/j.ijsu.2006.01.005

 2. Ahmad, W, Krupat, E, Asma, Y, Fatima, N-E, Attique, R, Mahmood, U , et al. Attitudes of medical students in Lahore, Pakistan towards the doctor-patient relationship. Peer J. (2015) 3:e1050. doi: 10.7717/peerj.1050 

 3. Prusiński, T. When does doctor’s recommendation become patient’s resolution? The regulatory potential of procedural justice in the context of compliance with medical advice and the treatment process. Front Med. (2023) 10:1004994. doi: 10.3389/fmed.2023.1004994 

 4. Prusiński, T. The role of doctor’s authority in patients’ treatment decisions. Am J Health Behavior. (2022) 46:503–14. doi: 10.5993/AJHB.46.5.2

 5. Mentovich, A, Rhee, E, and Tyler, TR. My life for a voice: the influence of voice on health care decisions. Soc Justice Res. (2014) 27:99–117. doi: 10.1007/s11211-014-0201-y

 6. Elwyn, G, Frosch, D, Thomson, R, Joseph-Williams, N, Lloyd, A, Kinnersley, P , et al. Shared decision making: a model for clinical practice. J Gen Intern Med. (2012) 27:1361–7. doi: 10.1007/s11606-012-2077-6 

 7. Bioy, A, and Bachelart, M. L’alliance thérapeutique: historique, recherches et perspectives cliniques, the therapeutic alliance: background, research and clinics. Perspect Psy. (2011) 49:317–26. doi: 10.1051/ppsy/2010494317

 8. Bordin, ES. The generalizability of the psychoanalytic concept of the working alliance. Psychotherapy (Chic). (1979) 16:252–60. doi: 10.1037/h0085885

 9. Horvath, AO, and Bedi, RP. The alliance In: JC Norcross, editor. Psychotherapy relationships that work: therapist contributions and responsiveness to patients : U. S. Oxford University Press (2002). 37–69.

 10. Horvath, AO, Del Re, AC, Flückiger, C, and Symonds, D. Alliance in individual psychotherapy. Psychotherapy. (2011) 48:9–16. doi: 10.1037/a0022186

 11. Hatcher, RL, and Barend, AW. How a return to theory could help alliance research. Psychother Theory Res Pract Train. (2006) 43:292–9. doi: 10.1037/0033-3204.43.3.292 

 12. Fitzpatrick, MR, Iwakabe, S, and Stalikas, A. Perspective divergence in the working alliance. Psychother Res. (2005) 15:69–80. doi: 10.1080/10503300512331327056

 13. Wampold, BE. Healing in a social context: the importance of clinician and patient relationship. Front Pain Res. (2021) 2:684768. doi: 10.3389/fpain.2021.684768 

 14. Fuertes, JN, Boylan, LS, and Fontanella, JA. Behavioural indices in medical care outcome: the working Alliance, adherence, and related factors. J Gen Intern Med. (2009) 24:80–5. doi: 10.1007/s11606-008-0841-4 

 15. Sabate, E. Adherence to long-term therapies: Evidence for action. Geneva: World Health Organization Press (2021).

 16. Campbell, C. Doctor-patient relationships in chronic illness: insights from forensic psychiatry. BMJ. (2005) 330:667–70. doi: 10.1136/bmj.330.7492.667 

 17. Davis, BE, Nelson, D, Sahler, OJ, McCurdy, F, Goldberg, R, and Greenberg, L. Do clerkship experiences affect medical students’ attitudes towards chronically ill patients? Acad Med. (2001) 76:815–20. doi: 10.1097/00001888-200108000-00015 

 18. Darer, J, Hwang, W, Pham, H, and Bass, E. More training needed in chronic care: a survey of U. S physicians: academic medicine. J Med Educ. (2004) 79:541–8. doi: 10.1097/00001888-200406000-00009 

 19. Paap, D, and Dijkstra, PU. Working Alliance inventory–short form revised. J Physiother. (2017) 63:118. doi: 10.1016/j.jphys.2017.01.001 

 20. Luborsky, L, Barber, JP, Siqueland, L, Johnson, S, Najavits, LM, Frank, A , et al. The revised helping Alliance questionnaire (HAq-II): psychometric properties. J Psychother Pract Res. (1996) 5:260–71.

 21. Saunders, SM, Howard, KI, and Orlinsky, DE. The therapeutic bond scales: psychometric characteristics and relationship to treatment effectiveness. Psychol Assessment. (1989) 1:323–30. doi: 10.1037/1040-3590.1.4.323

 22. Lingiardi, V. L’alleanza terapeutica. Teoria, clinica, ricerca. Milano: Raffaello Cortina Editore (2002). 260 p.

 23. Patrick, DL, Wild, DJ, Johnson, ES, Wagner, TH, and Martin, MA. Cross-cultural validation of quality of life measures In: J Orley and W Kuyken, editors. Quality of life assessment: International perspectives. Heidelberg: Springer Verlag (1994). 19–32.

 24. Acquadro, C, Jambon, B, Ellis, D, and Marquis, P. Language and translation issues In: B Spilker, editor. Quality of life and pharmacoeconomics in clinical trials. 2nd ed. Philadelphia: Lippincott-Raven (1996). 575–85.

 25. Herdman, M, Fox-Rushby, J, and Badia, X. “Equivalence” and the translation and adaptation of health-related quality of life questionnaires. Qual Life Res. (1997) 6:237–47. doi: 10.1023/A:1026410721664 

 26. Ferre, F, de Belvis, AG, Valerio, L, Longhi, S, Lazzari, A, Fattore, G , et al. Italy: health system review. Health Syst Transit. (2014) 16:1–168.

 27. Aguilar, MD, Bernstein, S, Burnand, B, Fitch, K, Kahan, JP, LaCalle, JR , et al. The RAND/UCLA appropriateness method User’s manual [internet]. Santa Monica, CA: RAND (2001).

 28. Noel, P-M. Revue systématique de la littérature sur les moyens d’évaluation de l’alliance thérapeutique par des outils de mesures fiables et reproductibles. Thèse de médecine. Faculté de Médecine. Brest. (2013). Available at: https://dumas.ccsd.cnrs.fr/dumas-01904703/document (Accessed 15th June 2016)

 29. Letissier, A. Sélectionner un outil de mesure de l’alliance thérapeutique fiable et reproductible chez l’adulte, méthode de consensus par RAND/UCLA. Thèse de médecine. Faculté de médecine. Brest. (2014). Available at: https://dumas.ccsd.cnrs.fr/dumas-01904703/document (Accessed 15th June 2016)

 30. Le Borgne, E. Selection of a reproducible and reliable tool assessment for therapeutic alliance in general practice, by a RAND/UCLA consensus method. Thèse de médecine. Faculté de Médecine. Brest. (2016). Available at: https://dumas.ccsd.cnrs.fr/dumas-01904703/document (Accessed 15th June 2016)

 31. Acquadro, C, Conway, K, Hareendran, A, and Aaronson, N. European regulatory issues and quality of life assessment (ERIQA) group. Literature review of methods to translate health-related quality of life questionnaires for use in multinational clinical trials. Value Health. (2008) 11:509–21. doi: 10.1111/j.1524-4733.2007.00292.x 

 32. WHO. Guidelines on translation. (2016) Available at: https://www.studypool.com/documents/9245221/who-guidelines-on-translation-and-adaptation-of-instruments (Accessed November 23, 2023)

 33. Sinha, IP, Smyth, RL, and Williamson, PR. Using the Delphi technique to determine which outcomes to measure in clinical trials: recommendations for the future based on a systematic review of existing studies. PLoS Med. (2011) 8:e1000393. doi: 10.1371/journal.pmed.1000393 

 34. Keeney, S, McKenna, H, and Hasson, F. The Delphi technique in nursing and Health Research U.S. Wiley-Blackwell (2010). 208 p.

 35. Mukherjee, N, Huge, J, Sutherland, W, McNeill, J, Van Opstal, M, Dahdouh-Guebas, F , et al. The Delphi technique in ecology and biological conservation: applications and guidelines. Methods Ecol Evol. (2015) 6:1097–109. doi: 10.1111/2041-210X.12387

 36. Mullen, PM. Delphi: myths and reality. J Health Organ Manag. (2003) 17:37–52. doi: 10.1108/14777260310469319 

 37. Skulmoski, GJ, Hartman, FT, and Krahn, J. The Delphi method for graduate research. J Inf Technol Educ. (2007) 6:001–21. doi: 10.28945/199

 38. Le Reste, JY, Buczkowski, K, Morvan, F, Lazic, V, Lingner, H, Petek, D , et al. Translation of a therapeutic alliance scale (the WAI SR) into polish, TATA EGPRN collaborative study. Abstracts/programme book of the 85th EGPRN meeting, Dublin, (2017). Available at: https://www.egprn.org/file/54649c37-2009-43f3-aca5-03f02545c807/Abstract_Book_of_the_85th_EGPRN_Meeting_Dublin-Ireland_19-22_October_2017.pd (Accessed December 20, 2020)

 39. Linstone, HA, and Turoff, M, editors. The Delphi method: Techniques and applications. (2002). Available at: https://scholar.google.com/scholar?hl=it&as_sdt=0%2C5&q=39.%09Linstone+HA%2C+Turoff+M%2C+editors.+The+Delphi+method%3A+techniques+and+applications.+2002.+&btnG= (Accessed November 23, 2023).

 40. Streiner, DL, Norman, GR, and Cairney, J. Health measurement scales: A practical guide to their development and use. 5th ed. Oxford, New York: Oxford University Press (2014).

 41. Wild, D, Eremenco, S, Mear, I, Martin, M, Houchin, C, Gawlicki, M , et al. Multinational trials – recommendations on the translations required, approaches to using the same language in different countries, and the approaches to support pooling the data: the ISPORP patient-reported outcomes translation and linguistic validation good research practices task force report. Value Health. (2009) 12:430–40. doi: 10.1111/j.1524-4733.2008.00471.x 

 42. Rabin, R, Gudex, C, Selai, C, and Herdman, M. From translation to version management: a history and review of methods for the cultural adaptation of the EuroQol five-dimensional questionnaire. Value Health. (2014) 17:70–6. doi: 10.1016/j.jval.2013.10.006 

 43. Hallowell, M. Techniques to minimize Bias when using the Delphi method to quantify construction safety and health risks. Seattle, Washington, United States (2009). Available at: https://www.researchgate.net/publication/269124457_Techniques_to_Minimize_Bias_When_Using_the_Delphi_Method_to_Quantify_Construction_Safety_and_Health_Risks

 44. OECD Reviews of Health Care Quality: Raising Standards. (2014) Primary and community care in Italy. OECD Library. Available at: https://read.oecd-ilibrary.org/social-issues-migration-health/oecd-reviews-of-health-care-quality-italy-2014_9789264225428-en#page1 (Accessed 23rd November 2023)

 45. Marotta, T, Viola, S, Ferrara, F, and Ferrara, LA. Improvement of cardiovascular risk profile in an elderly population of low social level: the ICON (improving cardiovascular risk profile in older Neapolitans) study. J Hum Hypertens. (2007) 21:76–85. doi: 10.1038/sj.jhh.1002098 

 46. Fuertes, JN, Mislowack, A, Bennett, J, Paul, L, Gilbert, TC, Fontan, G , et al. The physician-patient working alliance. Patient Educ Couns. (2007) 66:29–36. doi: 10.1016/j.pec.2006.09.013

 47. Ahrens, W, Pigeot, I, Pohlabeln, H, De Henauw, S, Lissner, L, Molnár, D , et al. Prevalence of overweight and obesity in European children below the age of 10. Int J Obes. (2014) 38:S99–S107. doi: 10.1038/ijo.2014.140 

 48. Altobelli, E, Petrocelli, R, Verrotti, A, Chiarelli, F, and Marziliano, C. Genetic and environmental factors affect the onset of type 1 diabetes mellitus. Pediatr Diabetes. (2016) 17:559–66. doi: 10.1111/pedi.12345 

 49. Attale, C, Lemogne, C, Sola-Gazagnes, A, Guedeney, N, Slama, G, Horvath, A-O , et al. Therapeutic alliance and glycaemic control in type 1 diabetes: a pilot study. Diabetes Metab. (2010) 36:499–502. doi: 10.1016/j.diabet.2010.08.003 

 50. Louis-Simonet, M. Communication during medical consultation: a competence skill that needs learning and …teaching. (2012) Available at: https://www.researchgate.net/publication/221836224_Communication_during_medical_consultation_a_competence_ski (Accessed 26th December 2021)

 51. Lumma-Sellenthin, A. Talking with patients and peers: medical students’ difficulties with learning communication skills. Med Teach. (2009) 31:528–34. doi: 10.1080/01421590802208859 

 52. Haidet, P, Dains, JE, Paterniti, DA, Hechtel, L, Chang, T, Tseng, E , et al. Medical student attitudes toward the doctor-patient relationship. Med Educ. (2002) 36:568–74. doi: 10.1046/j.1365-2923.2002.01233.x 

 53. Tsimtsiou, Z, Kerasidou, O, Efstathiou, N, Papaharitou, S, Hatzimouratidis, K, and Hatzichristou, D. Medical student’s; attitudes toward patient-centred care: a longitudinal survey. Med Educ. (2007) 41:146–53. doi: 10.1111/j.1365-2929.2006.02668.x 



OPS/images/fmed-10-1236273-t004.jpg
Results Q1 Q2 Q3 Q4 Q5 Q6 Q7 Q8 Q9 Q10 Q11

>7 (n/18) 16 17 15 17 16 15 17 1 16 17 15
27 (%) 88 9% 83 94 88 83 94 78 88 9% 83
Mean 79 80 84 77 82 76 80 82 8.4 84 82
Median 8 i 9 8 8 8 8 8 9 9 8

kert scores, mean and median. Q1, scoring key; Q2, patient scale mean; Q3, family physician scale mean; Qd, scale type; Q5, goal; Q6, task; Q7 bond; Q8, WAI-SR item; Q9, score patient
version; Q10, score family physician version; Q11, Instructions.






OPS/images/fmed-10-1236273-t002.jpg
Results
27 (n/18)
>7(%)
Mean

Median

Inst
18

Ans
18
100
8.1

8

Q1
16
88
82

8

16 15 17 14 16 17 15 18
88 8 94 78 88 9% 83 100
82 80 81 76 7.9 79 79 79
8 8 8 8 8 8 8 8





OPS/images/fmed-10-1236273-t003.jpg
Results Inst Ans Q1 (e] Q3 Q4 Q5 (e} Q7 (el:] Q9

>7 (n/18) 18 18 16 16 17 17 14 15 17 14 16 17
27 (%) 100 100 88 88 9% 94 78 83 94 78 88 %
Mean 7.8 80 78 79 8.1 77 81 79 76 81 78 78
Median 8 i i 8 8 8 8 s 8 8 8 8

item>7 out of all 18 participants; Inst, instructions; Ans, Likert scale answers; Q, question.

N, number of pacticipants that rated the






OPS/xhtml/Nav.xhtml




Contents





		Cover



		Translation of the working alliance inventory short revised into Italian using a Delphi procedure and a forward-backward translation



		1 Introduction



		2 Materials and methods



		2.1 Design of the study



		2.2 Instrument



		2.3 Participants



		2.3.1 Forward translation by 4 translators



		2.3.2 Delphi process



		2.3.3 Recruitment of expert family physicians



		2.3.4 Validation of the forward translation by the Delphi method



		2.3.5 Backward translation



		2.3.6 Cultural check









		2.4 Information and consent



		2.4.1 Legal requirements















		3 Results



		3.1 Composition of the translation group



		3.2 Characteristics of the expert GPs



		3.3 Delphi process



		3.3.1 WAI-SR patient scale



		3.3.2 WAI-SR physician scale



		3.3.3 WAI-SR scoring key scale









		3.4 Backward translation



		3.5 Comprehensive cultural equivalence evaluation









		4 Discussion



		4.1 Main results



		4.2 Analysis of forward translation



		4.3 Analysis of backward translation



		4.4 Validation process and international comparison



		4.5 Strengths and limitations of the study



		4.6 Implication for clinical practice, medical education, and future research



		4.7 Future research









		5 Conclusion



		Data availability statement



		Ethics statement



		Author contributions



		Funding



		Acknowledgments



		Conflict of interest



		Publisher’s note



		Supplementary material



		References



















OPS/images/fmed-10-1236273-g001.jpg
Forward translation by 4 translators

Delphi Process by 18 experts

Backward translation by 2 translators

Cultural check by the research commettee

Culturally adapted version

Final version






OPS/images/fmed-10-1236273-t001.jpg
Profession Reading Level of English Number of scientific

publications in English

Writing Speaking
Family physician Intermediate Intermediate Intermediate 4
Family physician Upper-intermediate Upper-intermediate Upper-intermediate 20
Linguist Advanced Advanced Advanced I
Psychiatrist Intermediate Intermediate Intermediate 1

The ‘intermediate level s equivalent to the B1 level of the Common European Framework of Reference for Languages (CEFR), the “Upper-Intermediate” level is equal to the B2 level of the
CEFR, and the “Advanced” level is equivalent to the C1 level of the CEFR.





OPS/images/cover.jpg
’ frontiers | Frontiers in Medicine

Translation of the working
alliance inventory short revised
into Italian using a Delphi
procedure and a
forward-backward translation












OPS/images/crossmark.jpg
(®) Check for updates







OPS/images/logo.jpg
’ frontiers Frontiers in Medicine






