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Background: The controversy about whether psychotherapy outcome is 

the consequence of the techniques themselves, common factors or both 

is still current. The importance of common factors has been demonstrated, 

although it is also known that they alone are insufficient. At the present time, 

the contextual model grants heavy weight to the therapeutic alliance in the first 

sessions and seems to predict positive final results. Furthermore, monitoring 

sessions has demonstrated that this alliance improves.

Objectives: To analyze the relationship between the therapeutic alliance and 

patient’s perceived improvement during the first five sessions of therapy, and 

find out whether the therapeutic alliance is maintained or unstable within that 

timeframe.

Methods: Thirty-four patients at a university psychological care service who 

had had at least five therapy sessions participated. Of these, 70.46% were 

women (Mage = 24.24, SD = 6.73). The patients filled out the Outcome Rating 

Scale and Session Rating Scale the week before each session. Data were 

analyzed by the Dual STATIS method.

Results: The compromise matrix explained 77.36% of the variability. The position 

of the vectors and the distribution of the position of the patients on the graph 

show that as their perception increased, therapeutic alliance remained stable. 

Moreover, the position of the vectors shows that the therapeutic alliance was 

forged in the first session and remained stable during the following sessions.

Conclusion: This exploratory study demonstrated the importance of the first 

session in establishing the therapeutic alliance, and for it to remain stable, 

regardless of whether the rest of the therapeutic process has variations or 

changes. Novel use of the STATIS method for analyzing measurements in 

the first five sessions, showed that beginning the therapeutic intervention 

with a strong alliance, produced the favorable, lasting effects necessary for 

development of the intervention.
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Introduction

The therapeutic relationship is fundamental to any 
psychotherapeutic orientation and is one of the major factors 
contributing to the psychotherapy outcome (Baldwin et al., 2007; 
Finsrud et al., 2022). The effects and outcomes of psychotherapy 
are well known, however, whether these effects are due to specific 
factors related to treatment protocols, or to factors all 
psychotherapy modalities have in common, continues to 
be under discussion.

Common factors vs. specific techniques

Psychotherapy is a complex multifactorial process, and it is 
quite likely that both common and specific factors have a role in 
the process leading to recovery. The debate on whether therapies 
work through common or specific mechanisms has kept up for 
decades (Cuijpers et al., 2019; Baier et al., 2020; Prochaska et al., 
2020). This said, the only empirical conclusion that can be arrived 
at is that it is unknown whether therapies act through common or 
specific factors or both, or whether they interact (de Felice et al., 
2019), and still more research is required to establish it (Cuijpers 
et  al., 2019). The common factors are perhaps considered 
necessary, but clearly insufficient alone. The evidence suggests that 
these common factors must be considered therapeutic and must 
be given due attention in theory, research and practice (Wampold, 
2015). The book Persuasion and Healing: A Comparative Study of 
Psychotherapy (Frank and Frank, 1993) describes four factors 
common to all psychotherapies considered functional elements. 
These elements are the relationship between patient and therapist, 
the theoretical basis that provides the therapy with credibility, 
certain therapist structural procedures or rituals, and a therapeutic 
context. The recently proposed contextual model has a particular 
common factor (Wampold, 2015) and includes three aspects 
fundamental to the therapeutic process: (a) the real relationship 
between patient and therapist, (b) the creation of expectations 
through the explanation of the disorder and treatment selected, 
and (c) starting up the specific therapeutic action of the therapy 
chosen for the patient’s problem. However, before these routes are 
activated, attention must be  given the initial therapeutic 
relationship, the creation of a bond between the therapist and the 
patient (Wampold and Imel, 2015; Finsrud et al., 2022). Compared 
to the original model of common factors by Frank and Frank 
(1993), the contextual model of Wampold and Imel (2015) 
specifies and emphasizes even more the basic importance of the 
therapeutic alliance through the relationship established between 
the patient and the therapist.

The therapeutic alliance vs. the specific technique is 
considered by a large number of psychologists to be essential and 
predictive of a positive therapeutic outcome (Hogue et al., 2008; 
Stamoulos et  al., 2016; Norcross and Wampold, 2018). The 
therapeutic relationship established at the beginning of therapy is 
considered valid for different measurement systems, types of 

intervention (including online therapy), patient characteristics, 
and consistency across countries (Flückiger et al., 2018). A recent 
review demonstrated the mediating role of the therapeutic 
alliance, especially its consolidation at treatment startup, in over 
70% of the studies reviewed (Baier et al., 2020).

The therapeutic alliance is defined as a subjective experience 
and collaborative partnership between patient and therapist, 
according to the therapeutic goals, tasks or processes defined to 
achieve these goals, and with positive emotional bonds based on 
trust in a therapeutic context (Bordin, 1979; Horvath, 2018).

Along this line, it seems that common factors such as 
therapeutic alliance or empathy could be  the most important 
elements for successful treatment, sometimes more than the active 
technical factors themselves, although these are still significant 
(Cook et  al., 2010; Stamoulos et  al., 2016). The complexity of 
analyzing the therapeutic alliance is demonstrated by therapist 
assessments, which are usually lower, and not necessarily 
congruent with those of the patient (Zilcha-Mano et al., 2016). 
However, these perspectives of therapeutic alliance by the patient 
and therapist could be influencing each other. Analysis of specific 
dyads in the relationship or bond between patient and therapist 
has shown that the congruence of this bond is related to better 
results and fewer symptoms in the following session (Rubel 
et al., 2018).

Therefore, the relationship between the therapeutic alliance 
and therapeutic outcome may be due to a reciprocal influence and 
not one-way (Flückiger et al., 2020a), especially at the beginning 
of the intervention. Patient characteristics, the initial distress 
levels, and therapist competence are equally important factors 
(Flückiger et al., 2020b).

Monitoring procedure followed in this 
study

Routine assessment of the patient’s adherence to therapy is an 
important task, but requires strong resources (Waller and Turner, 
2016). The clinician’s use of feedback tools to evaluate progress in 
psychotherapy sessions can help determine whether the 
therapeutic approach is effective or needs to be changed. These 
tools also provide an opportunity for patients to discuss their 
treatment and their own opinions of their progress. The tools and 
their scoring are transparent, which means that the therapist is not 
limited to collecting data for himself, but shares with the patient 
and together they interpret what the data show about the 
treatment (Janse et al., 2020).

Thus, Feedback-Informed Treatment (FIT) takes advantage of 
information collected during the sessions to determine when the 
patients run the most risk of dropping out (Coleman, 2018). Other 
procedures, such as Routine Outcome Monitoring (ROM), which 
focus on feedback on well-being and the therapeutic alliance, 
demonstrate improvements in the therapeutic alliance by enabling 
its analysis, repair and emotional regulation, insight and 
interpersonal learning (Brattland et al., 2019).
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This kind of patient feedback enables clinical improvement of 
the therapeutic approach by measuring and modifying the 
treatment systematically based on common factors, such as 
improvement in the therapeutic alliance (Coleman, 2018). FIT 
involves frequent systematic evaluation of therapeutic progress 
indicators (measurement of results), and feedback on the 
therapeutic alliance (measurement of the process). The therapist 
creates a culture of requesting feedback from the patient and 
making changes based on that feedback (Prescott, 2017). The 
outcome is usually measured at the beginning of the session, 
checking the key elements of socio-emotional functioning to 
adapt and direct the session. Measurement of the process is usually 
at the end of the session, giving the patient the opportunity to give 
his opinion on the session and how well the critical elements of 
the therapeutic relations seem to be  developing. This patient 
feedback is a step in the process; however, clinicians must be able 
to reflect on and act on this feedback (Schuckard et al., 2017).

Standardized tools can help professionals identify when the 
patients are not progressing in the therapy, and have been 
related with better results when the patient does not respond 
without them (Shimokawa et al., 2010). Along this line, The 
American Psychology Association (APA) Working Group on 
Evidence-Based Practice (American Psychological Association, 
2006) recommends that clinicians use instruments that 
routinely evaluate treatment progress. Monitoring or following 
up on patient progress is an important tool for the therapist, 
since it helps base treatment on solid evidence. The use of 
instruments for following the process is also more and more 
frequent among therapists. The growing support of research for 
routine outcome monitoring has led to the design of monitoring 
procedures (Overington and Ionita, 2012). Among them are the 
Partners for Change Outcome Management System (PCOMS; 
Miller et al., 2005; Duncan and Reese, 2015), which arose from 
clinical practice and was designed for such real settings 
(Gimeno-Peón et al., 2019). The PCOMS employs two scales, 
the Outcome Rating Scale (ORS; Miller et al., 2003), focused on 
the results, and the Session Rating Scale (SRS; Duncan et al., 
2003), which evaluates the therapeutic alliance in each session. 
Both scales have normative, reliability, and validity data 
comparable to those of the original American versions 
(Andrade-González et al., 2021). The PCOMS directly involves 
clinicians and patients in a continuous process of measurement 
and discussion of both progress and the therapeutic alliance, 
and is the first system to do so (Gimeno-Peón et  al., 2019). 
PCOMS seems to improve the results of cognitive behavioral 
treatment (Duncan and Reese, 2015; Waller and Turner, 2016), 
reducing the number of sessions required for sufficient or 
expected improvement (Janse et al., 2017), improves symptoms 
in fewer sessions (Janse et al., 2017; Koementas-de Vos et al., 
2018; Janse et al., 2020) and reduces dropout rates (Janse et al., 
2020; de Jong et al., 2021). As the first three-to-five sessions are 
considered essential in establishing the therapeutic alliance 
(Flückiger et al., 2018, 2020b) and its counterpart, therapeutic 
dropout (Roos and Werbart, 2013; Cooper et  al., 2018), 

we proposed an exploratory analysis of what happens in the 
therapeutic alliance in a period of time limited to the first five 
sessions, regardless of the changes that could take place during 
the rest of the therapeutic process. Thus, from a state 
perspective, which enables the changes in perception of the 
alliance and well-being/symptoms during the treatment to 
be analyzed (Zilcha-Mano et al., 2016), this study posed the 
following objectives: (1) analyze the relationship between 
therapeutic alliance and patient perceived improvement during 
the first five sessions of therapy, and (2) check whether the 
therapeutic alliance remains stable over time or varies, as well 
as its relationship with perceived improvement. We predicted 
that better therapeutic alliance (higher scores on the SRS) and 
satisfaction with therapy (high scores on the ORS) would 
be related to higher patient perception of wellbeing. We also 
estimated that as the first five therapy sessions progressed, the 
therapeutic alliance would become more robust (higher, more 
stable scores on the SRS) and this would have repercussions on 
the patient’s own perceived improvement.

Materials and methods

Participants

The sample was made up of 34 patients at a university 
psychological care service (university in southern Spain). The 
problems for which patients sought consultation fell within the 
following general diagnostic categories following the DSM-5 
classification (American Psychological Association, 2006): anxiety 
disorders (n = 16), mood disorders (n = 7), personality disorders 
(n  = 3), obsessive–compulsive spectrum and related disorders 
(n = 2), eating disorders (n = 1), somatic symptom and related 
disorders (n = 1), trauma and stress disorders (n = 3), and other 
clinical problems (n = 1). Women made up 70.6% of the patients. 
The mean age was 24.24 years (SD = 6.73, range 18 to 55), and 
29.4% were in university degree programs related to the social 
sciences, 26.5% to health sciences, 20.6% arts and humanities, 
11.8% sciences, and 11.8% engineering and technology. 52.9% 
were in fourth year, 14.7% first year, 11.8% in second year and 
11.8% third year, and 7.8% were postgraduate students. This study 
was performed following the principles of the World Medical 
Association Declaration of Helsinki (64th General Assembly, 
October 2013), the International Conference on Harmonization 
Guidelines for Good Clinical Practice (September 1997), and the 
legislation of the country where it was carried out. All participants 
were informed of the objectives of the study and signed their 
informed consent for participating.

Instruments

Original datasheet for sociodemographic and clinical data. 
This self-report questionnaire was prepared by the authors to 
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collect sociodemographic, academic, and clinical data of the 
patients who came to the Psychological Care Service. The 
clinical data included questions about physiological, emotional, 
cognitive, and motor symptoms. Problems in interpersonal, 
academic, and vocational relations were also evaluated. The 
number and severity of the symptoms were used as the 
selection criteria for care in the Psychological Care Service. 
Less severe patients were referred to prevention workshops or 
group therapy for emotional problems.

Routine Outcome Monitoring (ROM) focused on feedback on 
wellbeing and the therapeutic alliance using standardized 
measures. As our objective was to analyze the relationship of the 
therapeutic alliance to the patient’s perceived well-being, two of 
the measures most commonly used and studied, the Outcome 
Rating Scale (ORS) and the Session Rating Scale (SRS; Prescott, 
2017), were chosen from among the large number of potential 
measures for use in this study.

Outcome Rating Scale (ORS; Miller et  al., 2003). This 
visual analog scale has four items that evaluate the person’s 
perception of his well-being, interpersonal functioning (family 
and intimate relationships), social functioning (work, school, 
and friends), and general well-being. The scale is administered 
in the time between sessions and evaluates therapeutic progress 
compared to the starting point. The authors of the scale found 
adequate overall internal consistency (Cronbach’s alpha = 0.93) 
and moderately strong correlations with the Outcome 
Questionnaire 45.2 (OQ-45.2; Lambert et al., 1996), suggesting 
signs of concurrent validity. The measure discriminated 
between non-clinical and clinical populations and in the 
clinical population, reflected high sensitivity to change after 
therapy. Excellent internal consistency and evidence of 
concurrent and discriminant validity were found in the 
validation of the measure with Spanish patients. The scale was 
highly sensitive to change (Andrade-González et  al., 2021). 
With the sample in this study, internal consistency of the scale 
was 0.987.

Session Rating Scale (SRS; Duncan et al., 2003). This is a 
four-item measure in a visual analog scale format which 
evaluates how the person feels about the therapeutic alliance, 
achievement of the therapeutic objectives, the therapeutic 
approach and satisfaction with the therapy session in general. 
This scale evaluates the patient’s progress session by session 
and has been shown to be  a useful measure of therapy 
effectiveness. A high score indicates a good therapeutic 
relationship. The Cronbach’s alpha found by the scale’s authors 
was 0.88, reflecting internal consistency. Test–retest reliability 
was r = 0.64. The SRS scale indicated concurrent validity with 
moderate correlations with the Helping Alliance 
Questionnaire II (HAQ-II; Luborsky et al., 1996). The Spanish 
validation had high internal consistency, measurement 
stability, evidences of convergent and discriminant validity, 
and adequate predictive validity (Andrade-González et  al., 
2021). Internal consistency of the scale found with study 
sample was 0.973.

Procedure

Before starting therapeutic intervention, all the patients 
received information in writing on the possibility that their data 
could be used for research, protecting their personal information, 
and they signed their informed consent. At the end of the session, 
each patient was sent the ORS and SRS scales by email and they 
were asked to return them filled in by return email before the 
following session. This study analyzed the data of 34 patients who 
filled in at least five ORS and SRS evaluations. Among the sample 
inclusion criteria were to be enrolled as a student at the university 
where the service was located, be 18 years of age or older and 
be Spanish speakers. Participants who did not attend at least five 
sessions or did not fill in the scales were excluded.

The intervention sessions were carried out by Service 
therapists. After requesting attention at the Service, the patients 
were assigned to a single therapist. All of them were psychologists 
with a cognitive-behavioral orientation. The session contents were 
organized freely by each therapist depending on the therapeutic 
objectives resulting from the evaluation, and therefore, did not 
follow a systematized protocol. The therapists had an average 
clinical experience of 11.5 years (SD = 8.53).

Statistical analysis

First, (dis)similarity of the data and the correlation coefficients 
between the different moments in time (RV) were found by 
Euclidean representation. For the compromise matrix, the weights 
at each moment in time and the percentage of variability explained 
on each of the axes were calculated. Finally, the interstructure 
analysis and STATIS-Dual graphs were prepared. All the 
calculations were done using the MultBiplot program developed 
by Vicente-Villardón (2015) at the University of Salamanca 
(Spain) Statistics Dept.

Results

To be able to respond to the objectives set, work began by 
verifying the suitability of the data for multidimensional analysis. 
First the Euclidean projection of the data analyzed was presented 
(Figure 1). Each vector represents a moment in time of patient 
analysis, that is, Vector 1 represents the patient’s answers to the 
questionnaires after the first therapy session, Vector 2 after the 
second session, and so forth. The position in the Euclidean space 
is interpreted as the (dis)similarity between the different points in 
time analyzed. Vectors 1, 3, and 4 are closer and Vectors 2 and 5 
slightly further apart. This interstructure plot shows the close 
relationship between the different points in time, and therefore, 
pertinence of the multidimensional analysis of the multiple tables, 
as well as the stability of the therapeutic alliance during the 
sessions. This close relationship between the different points in 
time is also observed in the Pearson correlation coefficients 
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provided by the program as shown in Table 1. All the coefficients 
are over 0.9, except the one relating Vectors 2 and 5 (0.882), which 
are the furthest from the others in the plot.

The weight assigned to each of the original matrices (points in 
time) in the resulting compromise matrix should also 
be mentioned. Matrix 1 had a pondered weight of 0.203, Matrix 2 
0.199, Matrix 3 0.201, Matrix 4 0.201, and Matrix 5 0.196. These 
data suggest that the most important contact in the therapy 
sessions is during the first one, because it is the one with the 
highest weight. At the same time, there is no great difference 
between the weights found at each point in time, which shows that 
the compromise matrix is adequate for the analyses. The two axes 
of the compromise matrix explain a total of 77.36% of the 
variability (Axis 1 42.75%, and Axis 2 34.61%).

Figure 2, which presents the projection of the participants in 
STATIS Dual, was analyzed to respond to Objective 1 on any 
possible relationship between the therapeutic alliance and patients’ 
perceived improvement. The contribution of each of the 
measurements was differentiated by clustering the results of the 
SRS questionnaire (therapeutic alliance) and the ORS 
questionnaire (satisfaction) in vector bundles. Session 1 is 
represented by a triangle, Session 2 by a circle, Session 3 by an x, 
Session 4 by a +, and Session 5 by a dot, and the numbers represent 

the 34 participants in the study. Most of the points are distributed 
parallel to the ORS scale vectors (perceived personal well-being) 
and perpendicular to the vectors on the SRS scale (therapeutic 
alliance). It should be emphasized that most of the points cut the 
SRS scale vectors in half, and as this is the length of the vector of 
the total patient mean scores, the score on this scale is high (good 
therapeutic relationship), and is only lowered by those participants 
represented on Plane 4. Similarly, most of the participant scores 
appear parallel to the ORS scale vectors, where the sessions with 
the most disperse scores are the first (triangle) and the second 
(circle), and the rest are mostly grouped around the 0 point of the 
scale. Therefore, starting after the second session, patient 
perception of themselves improves. The information provided by 
the combination of the two vectors and the position of the patients 
shows that as their perception improves, the score on the 
therapeutic alliance remains high.

For the second objective, about whether the therapeutic 
alliance remains stable over time, the relationship between the 
vectors and the patient scores in Figure  2 was analyzed. The 
vectors cluster in two well-differentiated groups, corresponding to 
the results on each of the questionnaires. The RT (Relationship 
with the Therapist), EoM (Approach or Method) and OyT 
(Objectives and Themes), and G (General) vectors from the 
Session Evaluation Scale (SRS), which defines the relationship 
with the therapist and the therapeutic session which was just 
completed, are all in the second quadrant. In the third quadrant 
are the IND (individual personal wellbeing) INT (interpersonal 
functioning with family and close relatives), SOC (social 
functioning at work, study and with friends) and Gen (General 
feeling of well-being), on the Outcome Rating Scale (ORS), in 
which the patients evaluate their own progress and well-being. 
This is statistically coherent, as the vectors are clustered by 
questionnaires used, showing high correlation between 
questionnaire scales. The relationship between the two 
questionnaires by the degree of the angles formed by the groups 
of vectors also has to be interpreted. In this case, there is almost a 
90-degree angle, which shows that the groups are statistically 
independent. This may be  interpreted as absence of any 
relationship between them, such that trust in the therapist is 
formed at the beginning of the sessions and does not vary over the 
five sessions the measurement was made in, regardless of any 
improvement the patient may feel. At the same time, the 
perpendicular relationship of the subjects to the SRS scale shows 
that once the therapeutic alliance is formed at the beginning of the 
sessions, it remains stable throughout.

Discussion

The debate about the role of the therapeutic alliance remains 
open, showing how complex the study of this process is and the 
need to determine what other factors contribute, and to what 
extent, to the functioning of psychological therapy (Cuijpers et al., 
2019; Moriana et al., 2022). This difficulty in finding precisely even 

TABLE 1 Pearson correlation coefficients between the five points of 
time.

GR1 GR2 GR3 GR4

GR2 0.975

GR3 0.970 0.947

GR4 0.975 0.964 0.941

GR5 0.943 0.882 0.940 0.928

GR corresponds to the time point, from 1 to 5. In all cases, p < 0.01.

FIGURE 1

STATIS DUAL, interstructure analysis.
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whether the therapeutic alliance is a process common to the 
different therapeutic procedures, or whether it is rather a specific 
factor (Baier et al., 2020), demonstrates that we are still only at the 
beginning of scientific knowledge of the therapeutic process 
(Onken et al., 2014), perhaps still with basic analyses that are 
really additive, linear and less directed at identifying patterns of 
change (de Felice et al., 2019).

However, as the therapeutic alliance is a necessary condition 
of therapy, predictive not only of the outcome of intervention 
(Norcross and Wampold, 2018; Flückiger et al., 2020a; Finsrud 
et al., 2022), but also of dropping out (Cooper et al., 2018), and the 
first sessions when the patient-therapist alliance is established and 
stabilized, are important (Flückiger et al., 2018, 2020a; Del Re 
et al., 2021), the objectives posed for this study were to analyze the 
relationship between the therapeutic alliance and perceived 
improvement during the first five sessions of the intervention, and 
check whether the therapeutic alliance remained stable during this 

period. For the first objective, and as a novelty in the analysis of 
the variables intervening in therapy, it should be mentioned that 
the STATIS procedure employed in this study clearly differentiated 
the contribution of each of the measurements, by clustering the 
results of the SRS questionnaire (therapeutic alliance), and the 
ORS questionnaire (satisfaction), in different bundles of vectors. 
This made it possible to analyze how the therapeutic alliance 
influences patient perception of their evolution in therapy. As 
mentioned under Results, when the questionnaire vectors are at 
90-degree angles to each other, they are independent of each other.

Figure 2 also shows that the most inconsistent participant 
scores are those corresponding to Sessions 1 and 2, and the rest of 
the scores cluster mostly above the 0 point on the ORS scale, 
illustrating the improvement in patients as they progress during 
this five-session time period. Therefore, the first sessions are 
essential in forging the therapeutic alliance. However, the novel 
finding of this study is that while the reciprocal relationship 

FIGURE 2

STATIS Dual Analysis. Vectors in the second quadrant: RT (Relationship with therapist), EoM (Approach or Method), OyT (Goals and Topics), and G 
(Overall alliance). Vectors in the third quadrant: IND (Individual well-being). INT (interpersonal functioning with family, and intimate relationships), 
SOC (satisfaction with work/school and relationships outside of home) and Gen (overall well-being).
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between the therapeutic alliance and symptoms/distress described 
in the literature, in which the symptoms predict the alliance and 
the alliance predicts the symptoms (Flückiger et al., 2020a), the 
therapeutic alliance may remain more stable, or be constituted on 
a basis within this margin of time, but from the first session. 
Doubtless there are many more details forming part of these key 
moments in the therapeutic relationship, for example, the 
perception of agency during therapy, which would affect the 
relationship between the alliance and symptoms (Huber et al., 
2021). The idea that the therapeutic alliance is an initially stable 
base, could be related precisely to the fact that it facilitates action 
of specific factors, like being receptive to Socratic dialog in 
cognitive therapy (Baier et al., 2020).

Continuing with the objectives set for this study, it should 
be  mentioned that once the therapeutic alliance has been 
established, it remains stable throughout the first five sessions, 
since the relationship between the vectors of the therapeutic 
alliance and patient perceived improvement are independent. In 
fact, most of the patient scores are perpendicular to the SRS 
questionnaire vectors. Similarly, by weighting the results, the 
clinical session observed to be the most influential in forming the 
therapeutic alliance is the first.

The data therefore show that a good therapeutic alliance 
between therapist and patients is founded from the beginning of the 
relationship, and that this relationship remains stable throughout 
the first five sessions analyzed, even in spite of the patients’ 
perception of how they are nearing therapeutic goals up to that 
time. It is therefore possible that, if this base is already solid, repair 
of the therapeutic alliance would be more propitious, and there 
would be fewer of the interruptions and dropouts (Humer et al., 
2021) characteristic of intervention. All in all, it is clear that other 
considerations not included in this study, such as the patient’s 
functional characteristics, mainly interpersonal problems, which are 
clearly determinant in shaping the therapeutic alliance with their 
own relational dimension (Zilcha-Mano and Errázuriz, 2017), may 
be participating in this process and at the moment in time described.

A priori, these results may seem to suggest that the therapeutic 
alliance does not influence patient improvement, but they do 
underline that beginning the therapeutic intervention with a strong 
alliance produces favorable effects in patient perception, and retains 
its influence during the sessions the observation was made. This 
result coincides with the consideration of the therapeutic alliance 
as a critical process at the beginning of treatment (Flückiger et al., 
2020a), showing a certain pattern of alliance (Zilcha-Mano and 
Errázuriz, 2017), and at that time, less susceptible to alteration or 
rupture (Baier et  al., 2020). Therefore, more than emphasizing 
variations in the therapeutic relationship, with sudden losses and 
gains (Zilcha-Mano et  al., 2019), the results of this study 
demonstrate that in the first five sessions, there is a certain stability 
in the influence of the therapeutic alliance on the patient’s perceived 
improvement, and clearly, from the first session, at least in a 
cognitive-type intervention. However, the specificity of the 
therapeutic alliance itself may require more precision, for example 
in those therapeutic formats based on relational intervention, 

where most characteristics and the dynamics of the therapeutic 
alliance are identified (Baier et al., 2020).

Some studies have focused on the differences between 
therapeutic evaluation and evaluation of the patient. For example, 
Zilcha-Mano et  al. (2019) observed that when therapists find 
ruptures, but not the patients, there is a gain in the following 
sessions. In this study, evaluation of the alliance by the patient was 
taken into account, and that would fit in with the observation of 
its early stabilization. Possibly, consideration of the therapist’s 
evaluation would show an association between the two evaluations 
in later sessions (Kivlighan et al., 2016).

The results of this study are exploratory and had some 
limitations that recommend their cautious interpretation. In the 
first place, the sample is small and may not be representative of the 
general clinical population, since all were university students who 
voluntarily requested help with emotional problems. This 
comment involves implicit consideration of the severity of the 
request for help, and therefore the results may not be generalizable 
outside of the university context, or to a more severe clinical 
population. The therapeutic alliance is known to be problematic 
from the beginning in personality disorders, especially with 
interpersonal problems (Schenk et al., 2021), or post-traumatic 
stress (McLaughlin et al., 2014), but it should also be observed 
whether there is an optimum or propitious moment for 
establishing the therapeutic alliance as the base, as suggested in 
this study. In particular, and since users with the mentioned 
diagnoses participated in this study, no particular difficulty was 
observed in the participants. In the second place, many of the 
dropouts appeared after the first session, so having considered the 
first five sessions already suggests that a favorable alliance with the 
therapist has been formed (Del Re et al., 2021). Thirdly, the study 
is based on the first five sessions following observations in the 
literature, but the result of the whole therapeutic process was not 
analyzed, excluding the possibility of checking whether the final 
result was favorable, or whether, definitely, the result was due to 
the therapeutic alliance base as described, whether the alliance 
had variations, or whether there were ruptures, since none of the 
patients were administered postintervention evaluation, and it was 
their subjective perception of well-being that was analyzed. To 
contextualize the intervention, on average, the duration of the 
intervention in this university service is about 8–10 sessions. 
Fourth, related to the above, the measures were self-reports, which 
could indicate differences in evaluation from an outside observer 
(Del Re et al., 2021). In regard to this point, it should be taken into 
account that participant answers were not anonymous, which 
could be  a skew factor in the study results. Fifth, it should 
be mentioned that certain therapist variables were not controlled 
for (gender, years of experience, number and severity of cases 
usually dealt with, theoretical orientation, training, or supervision; 
Johns et al., 2019), and it is very important to know what each 
therapist can contribute (Del Re et al., 2021). In fact, one possible 
effect to be kept in mind is whether there could be differences in 
cases when therapists had only one patient assigned and when 
they had several cases at once. Certain patient variables were not 
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controlled for either (age, gender, socioeconomic status, 
motivation for the change, pathology with and without history, 
medication, etc.). It should further be  kept in mind that the 
measure used was a self-report evaluation and could therefore 
have been affected by social desirability. And finally, the time the 
patients took to turn in the test results before the next session was 
not controlled, so there could have been differences between those 
who filled in the tests immediately after the session and those who 
did so right before the next therapy session.

In brief, this research highlighted the importance of the 
therapeutic alliance, already established as a causal variable and/
or mediator of therapeutic change (Baier et  al., 2020; Crits-
Christoph and Gibbons, 2021). Although it is exploratory, our 
study showed, not only that the first moments of the intervention 
are important (between the third and fifth session, according to 
the literature), but especially the first session, in which 
independence from the measure of well-being suggests the solidity 
of this necessary condition of the alliance for intervention. This 
study also contributes its novel analysis by STATIS, based on 
follow-up of the measures in each session and characterization of 
their relationship of (in)dependence. This methodological and 
statistical approach can facilitate the analysis, follow-up, and 
probably, in a practical context, negotiation of the therapeutic 
relationship (Brattland et al., 2019; Crits-Christoph and Gibbons, 
2021). Although it underlines the base or stability of the 
therapeutic alliance in the first sessions, it should be emphasized 
that the therapeutic alliance is not in itself a stable process, it is an 
active process of change (Zilcha-Mano et al., 2019), a dynamic 
part of the dyadic patient-therapist relationship (Zilcha-Mano 
et al., 2016). As analytical models tend to be linear (de Felice et al., 
2019), it should be stressed that this therapeutic alliance process 
is probably not, and therefore the importance of subjecting it to 
the type of analysis in this study with respect to rupture and repair 
of the therapeutic alliance during the course of the intervention 
(Baier et al., 2020). Finally, in later studies, this method would 
have to be tested for the analysis of intervening moderators, such 
as important effects of the therapists (Johns et al., 2019; Firth et al., 
2020), characteristics of the patients (Baier et  al., 2020), and 
different patterns of change (de Felice et al., 2019).
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