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Objective: The present study investigates the association between congruence of patients’ and therapists’
perceptions of the therapeutic bond and symptom improvement. Method: Bond congruence-outcome asso-
ciations were examined on the within- and between-dyad level for 580 patients (mainly depression and
anxiety) receiving cognitive–behavioral therapy. Symptom change was assessed on a session-to-session level
as well as from pre- to posttreatment. For the between-dyad analyses, the truth and bias model was applied.
For the within-dyad analyses, polynomial regression and response surface analysis were conducted. Results:
On the between-dyad level, higher temporal congruence between patients’ and therapists’ bond ratings (i.e.,
their correlation) was associated with better treatment outcomes. Additionally, the average discrepancy
between therapists’ and patients’ bond ratings showed a significant quadratic association with treatment
outcome. A tendency for therapists to moderately rate the bond lower than their patients’ showed lowest
posttreatment symptom scores. On the within-dyad level, we found that when patients’ and therapists’ ratings
were in “agreement,” higher bond scores were associated with fewer next-session symptoms. For “disagree-
ment,” the results showed that if therapists rated the bond as weak, whereas their patients rated it as strong,
higher subsequent symptom distress was observed than if patients rated the bond as weak and their therapists
rated it as strong. Conclusions: The present study highlights the importance of therapists being vigilant to
session-to-session changes in the therapeutic bond to adjust their interventions accordingly.

What is the public health significance of this article?
This study found that dyads in which patients and therapists similarly perceived session-to-session changes in
the therapeutic bond work more effectively to reduce patients’ symptom impairment. Over the entire course of
treatment, patients whose therapists reported moderately lower bond ratings than their patients achieved the best
outcomes. On a session-level, when therapists and patients rated the bond in opposite directions, it seemed more
detrimental when therapists perceived the bond as weak and patients as strong than vice versa.

Keywords: congruence, alliance, truth and bias model, response surface analysis, within and
between-patient analysis

A preponderance of psychotherapy process-outcome research
has dealt with the question whether the quality of the relationship
between patient and therapist is associated with treatment outcome

(Crits-Christoph, Gibbons, & Mukherjee, 2013). Meta-analyses on
this issue have found moderate but consistent associations for
patients’ as well as therapists’ perceptions of the alliance (Flück-
iger, Del Re, Wampold, Symonds, & Horvath, 2012; Horvath, Del
Re, Flückiger, & Symonds, 2011; Martin, Garske, & Davis, 2000).

While for many years alliance-outcome research was restricted
to comparisons between patients (between-patient level), only
recently, this line of research has been extended to comparisons
within patients (within-patient level; e.g., Falkenström, Granström,
& Holmqvist, 2013; Hoffart, Øktedalen, Langkaas, & Wampold,
2013; Rubel, Rosenbaum, & Lutz, 2017; Zilcha-Mano, Dinger,
McCarthy, & Barber, 2014). On the within-patient level, compar-
isons are made between time points rather than patients. For
instance, symptomatic impairment after sessions in which patients
and/or therapists report better alliance quality is compared with
impairment after sessions with worse alliance levels. Many have
argued that these within-patient associations are better suited to

This article was published Online First February 1, 2018.
Julian A. Rubel, Department of Psychology, University of Trier; Eran

Bar-Kalifa, Department of Psychology, Bar Ilan University, and Depart-
ment of Psychology, Ben-Gurion University; Dana Atzil-Slonim, Depart-
ment of Psychology, Bar Ilan University; Sebastian Schmidt and Wolfgang
Lutz, Department of Psychology, University of Trier.

This work was supported by grants from the German Research Foun-
dation (LU 660/10-1, LU 660/8-1). Julian A. Rubel and Eran Bar-Kalifa
contributed equally to this article.

Correspondence concerning this article should be addressed to Julian A.
Rubel, Clinical Psychology and Psychotherapy, Department of Psychology,
University of Trier, D-54296 Trier, Germany. E-mail: rubel@uni-trier.de

T
hi

s
do

cu
m

en
t

is
co

py
ri

gh
te

d
by

th
e

A
m

er
ic

an
Ps

yc
ho

lo
gi

ca
l

A
ss

oc
ia

tio
n

or
on

e
of

its
al

lie
d

pu
bl

is
he

rs
.

T
hi

s
ar

tic
le

is
in

te
nd

ed
so

le
ly

fo
r

th
e

pe
rs

on
al

us
e

of
th

e
in

di
vi

du
al

us
er

an
d

is
no

t
to

be
di

ss
em

in
at

ed
br

oa
dl

y.

Journal of Consulting and Clinical Psychology © 2018 American Psychological Association
2018, Vol. 86, No. 4, 341–353 0022-006X/18/$12.00 http://dx.doi.org/10.1037/ccp0000280

341

mailto:rubel@uni-trier.de
http://dx.doi.org/10.1037/ccp0000280


answer questions about possible change mechanisms, as more
possibly confounding variables can be excluded as alternative
explanations for the alliance-outcome association (e.g., Curran &
Bauer, 2011; Falkenström, Finkel, Sandell, Rubel, & Holmqvist,
2017; Hoffart, 2014; Wang & Maxwell, 2015). Consequently,
recent research has focused on the within-patient alliance-outcome
relationship. In accordance with the results from between-patient
analyses, most of these investigations have found that a stronger
alliance in one session was associated with lower symptom scores
in the following session (e.g., Falkenström, Ekeblad, & Holmqvist,
2016; Falkenström et al., 2013; Hoffart et al., 2013; Kivlighan,
Hill, Gelso, & Baumann, 2016; Rubel, Rosenbaum, & Lutz, 2017;
Tasca & Lampard, 2012; Zilcha-Mano et al., 2016; Zilcha-Mano,
et al., 2015). Only few studies did not replicate this finding (e.g.,
Sasso, Strunk, Braun, DeRubeis, & Brotman, 2016).

Although both the patients’ and therapists’ perception of the
alliance have been shown to be associated with treatment outcome
on a within- and between-patient level, these perceptions are often
only moderately related to one another (e.g., Tryon, Blackwell, &
Hammel, 2007). Studies investigating alliance congruence have
typically operationalized this relation as either the correlation
between patients’ and therapists’ alliance ratings over two or more
sessions or as the average difference between these ratings. In a
meta-analysis reviewing 32 studies applying a correlational defi-
nition of congruence, Tryon et al. (2007) found a moderate aggre-
gated effect of r � .36. Moreover, Tryon et al. (2007) found 44
studies in which the difference score between patients’ and ther-
apists’ alliance ratings was used as a measure of congruence. On
average, therapists rated the alliance lower than their patients with
a standardized mean difference of d � 0.63. This moderate cor-
relational association and substantial difference in average alliance
levels lends support to the view that because of their different roles
in the therapeutic process (Bachelor, 2013; Hartmann, Joos, Or-
linsky, & Zeeck, 2015) and their differential prior experiences with
the therapeutic setting (Fenton, Cecero, Nich, Frankforter, & Car-
roll, 2001; Tryon et al., 2007) patients and therapists take some-
what different perspectives toward their relationship.

However, these average associations have been shown to vary
between and within dyads (e.g., Atzil-Slonim et al., 2015; Bach-
elor & Salame, 2000; Marmarosh & Kivlighan, 2012). On the
between-dyad level, some dyads show high correlations between
patient and therapist perceptions of the alliance, whereas others
show low correlations. Similarly, some dyads show small differ-
ences in their average patient and therapist alliance ratings,
whereas others show large differences; with either the patient or
therapist rating the alliance lower than the other.

On a within-dyad level, patient and therapist ratings are in
agreement in some sessions, whereas in other sessions they are in
disagreement; again with either the patient or therapist rating the
alliance lower than the other.

From a clinical perspective, it has been argued that a shared
view on the therapeutic relationship may be an important charac-
teristic of a successful patient-therapist dyad (e.g., Hartmann et al.,
2015; Marmarosh & Kivlighan, 2012; Pepinsky & Karst, 1964). In
cognitive–behavioral therapy (CBT) the role of the therapeutic
alliance has been compared to the role of anesthesia during surgery
(Castonguay, Constantion, McAleavey, & Goldfried, 2010; Raue
& Goldfried, 1994). As such, the alliance can be seen as a neces-
sary change factor in CBT, without which a successful application

of specific techniques is unlikely. Following that, the quality of the
alliance is an important indicator for therapists, guiding their
clinical decision-making regarding which interventions should be
applied and how to do so. Therefore, matching therapist and
patient alliance perceptions should facilitate successful therapeutic
work. If therapists perceive the alliance differently than their
patients, their interventions may plausibly be inappropriately at-
tuned to the expectations and needs of their patients. For example,
if the therapist perceives the alliance quality as low and the patient
perceives it as high, the therapist might falsely refrain from inter-
ventions, which require a certain amount of trust and respect.
Instead, therapists may apply interventions designed to strengthen
the alliance although the patient may be already expecting more
symptom-oriented interventions. If, in contrast, the therapist expe-
riences a good alliance quality and the patient does not, the patient
may feel overwhelmed by the interventions applied by the thera-
pist because of the lack of mutual trust. In both cases, the con-
flicting alliance perceptions may result in a less effective therapy
process.

Given its potential importance, as described above, the agree-
ment between therapist and patient alliance ratings and its associ-
ation with treatment outcome has generated considerable research
interest of late. However, previous research on alliance congruence
is limited in several ways: First, the use of difference scores has
been criticized for various reasons (e.g., Marmarosh & Kivlighan,
2012). Second, studies typically utilized only one or just a few
time points to assess agreement in the therapeutic relationship.
Third, there is scant research on the association between congru-
ence and treatment outcome. Fourth, no study so far has taken into
account the different levels at which congruence-outcome associ-
ations take place; namely, the within- and between-dyad level.

To address these methodological concerns, more sophisticated
multilevel regression-based methods have been introduced to re-
trieve different congruence indicators and to investigate their as-
sociations with treatment outcome: the truth and bias model (T&B;
West & Kenny, 2011) and polynomial regression response surface
analysis (RSA; Edwards & Parry, 1993). Both models have re-
cently gained importance in the study of alliance agreement and its
effects in counseling and psychotherapy (e.g., Atzil-Slonim et al.,
2015; Compare, Tasca, Lo Coco, & Kivlighan, 2016; Marmarosh
& Kivlighan, 2012; Zilcha-Mano, Snyder, & Silberschatz, 2016).

The T&B model (West & Kenny, 2011) allows the simultaneous
estimation of two indicators of alliance overlap: The temporal
congruence of the perspectives and the average directional dis-
crepancy. With regard to alliance research, congruence reflects the
correlation between patients’ and therapists’ ratings over the
course of treatment. That is, high congruence refers to mutual
fluctuations in alliance ratings, while low congruence represents
asymmetrical changes. Discrepancy is a measure of the average
amount the two perspectives differ over the course of treatment (cf.
Atzil-Slonim et al., 2015).

The alternative method, namely polynomial regression and re-
sponse surface analysis (RSA), is especially apt to investigate the
association between two predictor variables, such as patient and
therapist alliance ratings, and a dependent variable (e.g., next
session symptom impairment). Additionally, it can be used to
examine whether agreement has a beneficial effect on the criterion
variable. While results from RSA provide more information on the
effects of absolute alliance ratings in the case of agreement (patient
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and therapist ratings match) and in the case of disagreement
(patient and therapist ratings are opposite to each other), the T&B
model analysis complements these results with global indicators of
the average difference between the two perspectives and their
congruence. Therefore, in the present study, both models were
applied to obtain a comprehensive understanding of the association
between agreement of alliance experiences and outcome.

So far, results on the association between agreement in alliance
ratings and treatment outcome are mixed. For the analysis of this
association, the differentiation of within- and between-patient/
dyad comparisons described above is again pivotal. Most of the
previous studies have focused on between-patient/dyad compari-
sons. Some of these studies have reported finding evidence of a
significant association between alliance agreement and outcome
(Fjermstad et al., 2016; Rozmarin et al., 2008). For example,
Rozmarin et al. (2008) investigated the correlation between pa-
tients’ and therapists’ weekly assessments of the 12 item version of
the working alliance inventory (WAI-S; Tracey & Kokotovic,
1989) as an indicator of congruence. They found this correlation to
be significantly associated with treatment outcome in a diagnosti-
cally heterogeneous sample of 22 patients treated with 30 sessions
of brief relational therapy. Dyads with higher correlations over the
course of treatment showed better outcomes at the end of therapy.
This association was even twice as strong as the respective asso-
ciations of patients’ and therapists’ alliance ratings with outcome.

On the other hand, other studies did not find such an association
(Compare et al., 2016; Fitzpatrick, Iwakabe, & Stalikas, 2005;
Langhoff, Baer, Zubraegel, & Linden, 2008; Marmarosh & Kiv-
lighan, 2012; Sinclair & Holmqvist, 2013; Zandberg, Skriner, &
Chu, 2015). For example, Sinclair and Holmqvist (2013) concep-
tualized agreement as the average absolute difference between
patients’ and therapists’ weekly WAI-S ratings and found no
association with psychological distress after treatment in a sample
of 700 patients with mixed diagnoses treated by one of 14 different
therapy orientations in primary care centers in two Swedish re-
gions.

On the within-dyad level only, Zilcha-Mano, Snyder, & Silber-
schatz, (2016) investigated the associations between alliance
agreement measured with the WAI-S and symptoms measured
with the OQ. For 127 diagnostically heterogeneous patient-
therapist dyads, alliance agreement in one session was used as a
predictor of symptoms 1 month later during the course of
cognitive-relational psychodynamic treatment. Applying response
surface analysis, Zilcha-Mano, Snyder, and Silberschatz (2016)
found that patient and therapist ratings had a combined association
with subsequent symptoms. One month later, symptom levels were
lower when patients’ and therapists’ perceptions of the alliance
were in agreement and (the alliance was) good than when they
were in agreement and (the alliance was) moderate or poor. Inter-
estingly, when both the therapist and the patient agreed that the
alliance was poor, the patient’s symptom level 1 month later was
lower than when the two were in agreement and (the alliance was)
moderate. The authors conclude that this finding may hint at the
potential of alliance ruptures, which are recognized by the patient
and the therapist (Zilcha-Mano, Snyder, & Silberschatz, 2016).
With regard to disagreement, the authors neither found that the
amount of disagreement had any association with symptom im-
pairment, nor did one of the two perspectives contributed more or
less to subsequent symptom distress. This last result is in disagree-

ment with the common finding of several alliance-outcome studies
that patients’ alliance ratings are stronger associated with patient-
rated symptoms than therapists’ alliance ratings (e.g., Zilcha-Mano
et al., 2016).

The Present Study

Given the vast heterogeneity between samples in previous re-
search (e.g., applied methods, number of alliance measurements,
treatment orientations, treatment length, treatment targets, modal-
ities, and alliance questionnaires) it is quite difficult to resolve
from where inconsistencies in the literature may arise. The present
study is the first to apply two state-of-the-art methods of congru-
ence research, the truth and bias model and response surface
analysis, to a longitudinal dataset of session-to-session alliance
measures to be able to determine between- and within-dyad
congruence-outcome associations in individual CBT. Before for-
mulating our specific research questions, it is important to clarify
the applied definition of alliance in the current study. Bordin
(1979) defined the alliance as involving consensus on goals and
tasks as well as the interpersonal bond. In the current study, we
focused on the congruence between therapist and patient therapeu-
tic bond ratings rather than other alliance components. The bond
refers specifically to the affective relationship between the patient
and therapist as persons and is distinct from the collaborative
relationship. Despite recent calls for the investigation of more
specific elements of the alliance (e.g., Gelso, 2009; Horvath,
2009), most of the previous studies on congruence of alliance
perceptions have been conducted with the rather global working
alliance. Therefore, our hypotheses draw mostly on results from
these endeavors.

Based on the literature presented above, the following research
questions and hypotheses were derived. On the between-dyad
level:

1. We expect that therapists’ bond ratings will, on average, be
significantly lower than their patients’ ratings (i.e., reflected
in a negative directional discrepancy) and that, on average,
both perspectives are positively associated with one another
(i.e., reflected in a positive temporal congruence).

2. We expect that the higher a dyad’s temporal congruence of
bond ratings, the better their patients’ treatment outcomes.

3. A quadratic association between directional discrepancy and
treatment outcome is expected. Patients whose therapists rate
the therapeutic bond considerably higher or lower than their
patients (larger squared discrepancy values) should have
worse treatment outcomes than those with similar bond
ratings.

On the within-dyad level:

4. Assuming sessions in which patient and therapist bond rat-
ings are in agreement (i.e., patient rating � therapist rating),
we expect:

a. Higher bond ratings are followed by lower next session
symptom ratings (i.e., reflected by a negative a1 esti-
mate). For example, sessions in which the patient rating
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equals the therapist rating � 0.5 will be followed by
lower symptoms ratings than sessions in which the dyad’s
rating � 1.5.

b. This association is characterized by a significant qua-
dratic relationship (i.e., reflected in a negative a2 esti-
mate). As such, agreement on higher bond levels and
agreement on lower bond levels is expected to be better
(i.e., followed by lower next session symptom scores)
than agreement on average bond levels.

5. Assuming sessions in which patient and therapist bond rat-
ings are in disagreement (i.e., patient rating � therapist
rating�(�1)), we expect:

a. Patients’ bond ratings will be more important for symp-
tom change than therapists’ bond ratings. Consequently,
if patients’ and therapists’ bond ratings are in “disagree-
ment,” it should lower next session symptoms are ex-
pected if therapists report higher bond ratings than their
patients’ compared with if patients report higher bond
ratings than their therapists (i.e., reflected in a positive a3
estimate).

b. Lower levels of bond disagreement in one session should
be associated with lower symptom scores in the subse-
quent session (i.e., reflected in a positive a4 estimate).
Specifically, if therapists’ and patients’ bond ratings are
too different in one session, irrespective of whether pa-
tients or therapists rate the bond more positively than the
other, next session symptoms should be lower than if they
agree on an average bond level. This hypothesis addresses
the test of whether bond agreement has a direct effect on
symptom impairment.

Method

Participants and Treatment

Data collection was part of the routine outcome monitoring
system implemented at the Trier University Outpatient Clinic in
Southwest Germany. All patients who started treatment between
2009 and 2015 were considered eligible for this study, as long as
they provided at least five HSCL-11 scores (to ensure sufficient
within-patient measurement points) and completed the BSI at the
beginning and end of treatment. Thus, the analyses were based on
a sample of 580 patients treated by 92 therapists. Patients were
36.35 years old on average (SD � 12.65, range � 15–74) and the
majority was female (65.1%). On average, patients received 36
sessions (SD � 17.07, range: 5–105). Psychological diagnostics
were based on the Structural Clinical Interview for Axis I DSM–IV
Disorders (SCID-I; First, Spitzer, Gibbon, & Williams, 1995),
which was conducted before the beginning of therapy by indepen-
dent clinicians who were trained in SCID administration. Most
patients were diagnosed with affective disorders (52.7%) followed
by anxiety disorders (18.2%). Other diagnoses were adjustment
disorder (9.2%), posttraumatic stress disorder (PTSD; 4.7%), so-
matoform disorders (4.2%), eating disorders (2.9%), and others
(8.1%).

The CBT program consisted of psycho-education on the respec-
tive disorder, relaxation training RT, cognitive restructuring (CR)
and in sensu as well as in vivo situational exposure for patients
with behavioral avoidance. Furthermore, therapists were trained in
an integrative CBT approach with interpersonal and emotion-
focused elements (Castonguay, Eubanks, Goldfried, Muran, &
Lutz, 2015; Grawe, 2004). All therapists were familiar with dif-
ferent published disorder specific CBT manuals, but did individ-
ually adapt their approach depending on patients’ characteristics.
All therapists participated in a 3- to 5-year postgraduate training
program with a CBT focus. Therapists were supervised every
fourth session by a senior therapist and were supported by a
feedback system monitoring patient outcomes on a session-by-
session basis. Psychometric feedback was provided to therapists
after each session.

Instruments and Data Collection

Brief Symptom Inventory (BSI). Symptom severity was
measured using the BSI (Franke, 2000; German translation of
Derogatis, 1975), which is a 53-item self-report inventory inquir-
ing about physical and psychological symptoms within the last
week. It is the brief form of the Derogatis’ Symptom Check-
List-90 Revised (SCL-90–R; Derogatis, 1992), which assesses
nine subscales with the following dimensions: somatization,
obsessive–compulsive, interpersonal sensitivity, depression, anx-
iety, hostility, phobic anxiety, paranoid ideation, and psychoti-
cism. Item response takes place on a 5-point Likert scale ranging
from 0 (not at all) to 4 (extremely). As the primary outcome
measure, a Global Severity Index (GSI) was computed by averag-
ing all BSI items to assess symptom severity both pre- and post-
treatment. Psychometric properties for this index can be regarded
as excellent (�pre � .96; �post � .97).

Hopkins Symptom Checklist—Short Form (HSCL-11).
The HSCL-11 (Lutz, Tholen, Schürch, & Berking, 2006) is an
11-item self-report inventory for the assessment of symptomatic
distress. It was developed based on the HSCL-25 (Coyne et al.,
1987), which is a brief version of the Hopkins Symptom
Checklist-90 (Derogatis, Lipman, Rickels, Uhlenhuth, & Covi,
1974). In the present study, the HSCL-11 was administered at the
beginning of each session. The items are responded to on a 4-point
Likert scale ranging from 1 (not at all) to 4 (extremely). The mean
of the 11 items represents the patient’s level of global symptomatic
distress for the preceding week. It is highly correlated with the GSI
(r � .91) and also has high internal consistency (� � .92; Lutz et
al., 2006).

Bern Postsession Reports (BPSR-P/T). The BPSR (Flück-
iger, Regli, Zwahlen, Hostettler, & Caspar, 2010) was designed to
analyze the process of change as reported by patients (or their
therapists) immediately after each session. To assess congruence in
bond ratings we chose to use only the two items of the patient and
therapist version of the global alliance subscale, which comprise
the exact same questions: “The relationship with my therapist
[patient] felt comfortable today,” “My therapist [patient] and I are
getting along well.” These items were answered on 7-point Likert
scales ranging from �3 (not at all) to 3 (yes, exactly). Both
versions had excellent internal consistencies in the present sample
(for patients, � ranged from .74 to .91 in the first 20 sessions; for
therapists, � ranged from .80 to .89). The BPSR-P/T has been
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validated and used in several previous studies (e.g., Flückiger,
Grosse Holtforth, Znoj, Caspar, & Wampold, 2013; Grosse Holt-
forth et al., 2014). As the BPSR and its bond subscale is a
relatively short measure, it is well suited for session-to-session
assessments. However, its brevity may deem the BPSR less reli-
able than longer and more established alliance measures. There-
fore, to be able to validate BPSR bond scores, patients completed
the Penn Helping Alliance Questionnaire (HAq; Alexander &
Luborsky, 1986) every fifth session. For the study sample, the
correlation between the two items from the BPSR alliance subscale
that were used and the relationship satisfaction scale of the HAq
(those items that were part of both the HAq and HAq-II) ranged
between r � .44 (Session 25) and r � .68 (Session 20) over the
first 30 sessions. These associations strengthen the evidence for the
validity of the two-item BPSR subscale used in the current inves-
tigation as a measure of the therapeutic alliance. However, given
the fact that the HAq relationship satisfaction subscale also mea-
sures the two other alliance components proposed by Bordin
(agreement on goals and tasks), it is plausible that the correlations
range from medium to large only.

Data Analytic Strategy

Data analyses were divided into two steps: analyses that are
concerned with associations on the between-patient level and
analyses that are concerned with associations on the within-patient
level. Different analytical models were used to examine these two
levels, respectively: We used the T&B model (West & Kenny,
2011) to retrieve patient/dyad level indicators of alliance agree-
ment that can be used to compare patients with different agreement
levels with regard to treatment outcome (between-patient level).
Polynomial regression and response surface analysis (Edwards &
Parry, 1993; Shanock, Baran, Gentry, Pattison, & Heggestad,
2010) is used to assess the direct session-to-session association
between alliance agreement and subsequent symptoms (within-
patient level).

As the data set has a hierarchical structure where session ratings
are nested within patients and patients are nested within therapists,
individual observations are not independent of one another and the
session-by-session ratings of any patient are more similar to each
other than those of two randomly chosen patients. Thus, for both
the T&B model and the polynomial regression analysis, we used a
three-level MLM (Raudenbush & Bryk, 2002), with sessions at
Level 1, patients at Level 2, and therapists at Level 3.

Truth and Bias Model

In accordance with the approach described in Atzil-Slonim et al.
(2015), the truth and bias model was applied to retrieve dyad
specific estimates of bond agreement. The model’s multilevel
equation was as follows:

TAspt � (�000 � u00t � r0pt) � (�100 � u10t � r1pt) * PAspt � espt

The therapists’ bond rating (TAspt) for session s of patient p,
who was treated by therapist t, was predicted by the sample
average (i.e., fixed) directional discrepancy (i.e., the intercept;
�000) and temporal congruence (i.e., the slope; �100) multiplied by
this patient’s bond rating in that session (i.e., PAspt). Directional
discrepancy and congruence effects are allowed to vary between

therapists (i.e., random effects at Level 3; u00t, u10t), and between
patients (i.e., random effects at Level 2; r0ct, r1ct). The residual
term quantifies the session-specific deviation from these effects
(i.e., random effect at Level 1; espt). For each patient-therapist
dyad, an empirical Bayes estimate of directional discrepancy (i.e.,
u00t � r0pt) and congruence (i.e., u10t � r1pt) effects is retrieved
and used in subsequent multiple regression analyses, in which their
associations with treatment outcome (BSI posttreatment scores)
are analyzed.

As West and Kenny (2011, pp. 374–375) suggested, we cen-
tered both the outcome (i.e., therapists’ reports) and the predictor
(i.e., the patients’ reports) on the predictor’s person-mean (i.e.,
each patient’s mean reports) across all sessions. This approach
allowed us to remove broad individual differences when examin-
ing within-person fluctuations. Moreover, as the intercept repre-
sents the outcome level when the predictor is set to zero (i.e., when
the patient’s report is on its average level), centering the outcome
on the predictor’s person-mean allows the intercept estimate to
represent the directional discrepancy—that is, the average differ-
ence between the therapists’ reports and their patients’ reports. In
other words, the degree to which therapists rate the bond higher (in
cases of positive intercepts) or lower (in cases of negative ones)
than their patients. Given this centering, patients’ bond ratings had
a mean of M � 0 (average within-dyad SD � 0.45). Therapists
rated the bond on average M � �0.42 (average within-dyad SD �
0.57) points below the respective patient mean.

Polynomial Regression and Response Surface Analysis

To examine associations on the within-patient level, we used the
polynomial regression version of the response surface analysis.
RSA allows the examination of the combined effect of two pre-
dictor variables on one outcome variable. These effects can be
visualized in a three-dimensional space (Edwards & Parry, 1993;
Shanock et al., 2010). The model’s multilevel equation was as
follows:

HSCLs�1pt � ��000 � u00t � r0ct� � �100 * HSCLspt

� �200 * PAspt � �300 * TAspt

� �400 * �PAspt * TAspt� � �500 * �PAspt�2

� �600 * �TAspt�2 � espt;

The symptom rating for session s � 1 of patient p, who was treated
by therapist t(i.e., HSCLs � 1pt) was predicted by this patient’s pre-
ceding symptom impairment in session s (i.e., �100

� HSCLspt), this
patient’s bond ratings in session s (i.e., �200

� PAspt), the bond ratings
of the therapist t treating this patient c (i.e., �300

� TAspt), the inter-
action of these bond ratings (i.e., �400

� (PAspt
� TAspt)), and the

squared bond ratings of the patient and the therapist (i.e.,
�500

� (PAspt)
2 and �600

� (TAspt)
2, respectively. Additionally, the

random terms u00t and r0ct control for the nested structure of the data
(sessions nested within patients, nested within therapists). As for the
T&B model analyses described above, the patient’s and therapist’s
bond ratings were centered around the patient’s person-mean score.

In response surface analysis, the coefficients �200 to �600 are
used to calculate test values for two slopes and two respective
curvatures along the response surface: (a1) The slope along the line
of agreement (a1 � �200 � �300); this slope reveals if and how
bond ratings are associated with next session symptoms if therapist
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and patient ratings are in agreement (a2). The curvature along the
line of agreement (a2 � �400 � �500 � �600); this curvature reveals
whether the association of bond ratings and next session symptoms
is quadratic, that is, if the association given agreement varies
depending on the bond ratings or if the association is equal over
the range of bond ratings (a3). The slope along the line of dis-
agreement (a3 � �200 – �300); this slope reveals whether in the
case of disagreement it is worse for next session symptom severity
if therapists rate the bond high and patients low or vice versa (a4).
The curvature along the line of disagreement (a4 � �400 – �500 �
�600); this curvature reveals whether next session symptoms are
lower if disagreement is lower (i.e., agreement is higher).

Results

Between-Dyad Associations of Congruence and
Discrepancy With Symptoms

Results from the truth and bias model analysis supported Hy-
pothesis 1. On average, therapists rated the therapeutic bond lower
than their patients by �000 � �.42 (SE � .03, t � �15.89, p �
.001) points. Additionally, the average congruence between pa-
tients’ and therapists’ bond ratings was �100 � .63 (SE � .02, t �
39.66, p � .001).

To test our Hypotheses 2 and 3, the individual dyad estimates
for congruence and discrepancy were retrieved and their associa-
tions with treatment outcome tested in a multilevel regression
analysis (patients nested within therapists).1 Supporting our Hy-
potheses 2 and 3, Table 1 shows that the congruence (�30) as well
as the squared discrepancy (�40) had a significant association with
GSIpost scores, while adjusting for GSIpre scores. The higher the
congruence between therapists’ and patients’ bond ratings over the
course of treatment, the lower patients’ symptom distress at post
treatment. Discrepancy shows a quadratic association with treat-
ment outcome. The first derivative of the quadratic discrepancy
function (f’(discrepancy) � 2�0.32�discrepancy-0.09 � � mini-
mum at discrepancy � 0.14) indicates, that the lowest posttreat-
ment symptom severity score was expected if therapists’ bond
ratings were on average 0.28 points lower than patients’ bond
ratings (i.e., 0.14 points above the average discrepancy score
of �0.42). Deviations above and below that optimal level were
associated with worse treatment outcome.

Within-Dyad Associations of Agreement/Disagreement
With Symptoms

Table 2 shows the results of the polynomial regression analysis.
Patients’ (�200) as well as therapists’ (�300) bond ratings showed a
significant negative association with next session symptom impair-
ment, when controlling for symptoms in the current session. Ad-
ditionally, we found a significant quadratic association between
patients’ bond ratings and symptoms (�600).

The four values (a1–a4) that result when subjecting these coef-
ficients to response surface analysis are presented in Table 3 and
the complete response surface is displayed in Figure 1. The sig-
nificant slope along the line of agreement (a1) supports our Hy-
pothesis 4b and indicates that if patients’ and therapists’ bond
ratings are in agreement, higher bond scores are associated with
lower symptom impairment in subsequent sessions, when control-
ling for symptoms in the current session (see Figure 2). Along the
line of disagreement, we found a significant negative linear rela-
tionship (a3), as well as a significant curvature (a4), which con-
tradicts our Hypotheses 5a and 5b (see Figure 3). Following that,
if patients and their therapists perceive the bond differently, next
session symptoms are less severe if the therapist rates the bond as
stronger than if the patient rates the bond as stronger. Given the
significantly negative a4 term, subsequent symptoms are less se-
vere if patients’ and therapists’ ratings are in disagreement, that is
one of the two perceives the bond as strong while the other
perceives it as weak, than if both parties agree on a person-specific
average bond level.2

Discussion

The present study investigated the associations of congruence of
patients’ and therapists’ bond ratings with patients’ symptom
distress on the within- and between-dyad level using session-to-
session data. Previous research has produced mixed results using
either limited statistical approaches, or only one or few alliance
measurements over the course of the treatment. We used two
sophisticated methods and intensive longitudinal measurements to
overcome the aforementioned limitations of prior research: The
truth and bias model was used to generate dyad specific estimates
of temporal congruence (i.e., mutual fluctuations) and directional
discrepancy (i.e., average differences) of bond ratings over the
course of treatment. These estimates were used to test whether
dyads with more congruent bond ratings and lower discrepancy
had more positive treatment outcomes. Polynomial regression and
response surface analyses were utilized to investigate the associ-
ations between bond agreement/disagreement and next session

1 A random intercept model was preferred over more complex models,
as inclusion of further random terms resulted in nonconvergence.

2 In an attempt to examine some of the potential reasons for the mixed
results regarding the congruence-outcome association, we conducted an
exploratory analysis to determine whether treatment length impacts the
results of our analyses. For the between-dyad associations presented in
Table 1 we, therefore, included interactions with treatment length to the
model predicting GSIpost scores. Neither temporal congruence nor squared
directional discrepancy showed a significant interaction with length of
treatment (i.e., number of sessions attended). Similarly, for the within-dyad
associations, we tested interactions between the predictors included in the
model displayed in Table 2 and treatment length. Again, none of the
predictors showed a significant interaction effect with treatment length.

Table 1
Multilevel Regression Results for the Prediction of Treatment
Outcome by Congruence and Bias

Effect Estimate SE t p

Intercept �00 .583 .025 23.672 �.001���

GSIpre �10 .416 .031 13.501 �.001���

Discrepancy �20 �.089 .070 �1.276 .203
Congruence �30 �.29 .108 �2.677 .008��

Discrepancy2 �40 .318 .111 2.868 .004��

Note. GSI � Global Severity Index.
�� p � .01. ��� p � .001.
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symptom impairment (while controlling for current symptom im-
pairment) on the within-dyad session level.

Replicating previous results (e.g., Atzil-Slonim et al., 2015;
Compare et al., 2016; Fitzpatrick et al., 2005; Tryon et al., 2007;
Zilcha-Mano, Snyder, & Silberschatz, 2016) and supporting our
first hypothesis, we found that, on average, therapists rate the bond
lower than their patients (negative directional bias), but both
parties similarly perceive changes in the bond over the course of
the treatment (positive congruence).

In support of our second hypothesis, we found a significant
between-dyad association between congruence of bond ratings and
treatment outcome. That is, the higher a dyad’s bond congruence,
the lower their patients’ symptoms at the end of treatment (while
controlling for symptoms at the start of treatment). This finding
underlines the importance of therapists’ perceiving changes in the
therapeutic bond similarly to their patients. Similar results have
been reported by the only other study that investigated the asso-
ciation between mutual fluctuations in session-to-session alliance
ratings and treatment outcome in adult individual psychotherapy
(Rozmarin et al., 2008). However, because Compare et al. (2016)
did not find this association in a sample of patients treated with
emotion-focused group therapy, this finding may be specific for
dyads from individual psychotherapy. The relationship build be-
tween patients and therapists in a group setting may plausibly be
structurally different from the more intimate relationship in indi-
vidual settings (cf. Piper & Ogrodniczuk, 2010). Of course, there
are several other potential explanations for these divergent find-
ings like differences in alliance measures, treatment approaches,
and diagnostic groups. More specific research is needed to unravel
the association between temporal congruence and outcome for
different settings, orientations, and disorders.

In support of our third hypothesis, a significant association was
found between squared directional bias and posttreatment symp-
toms. Lowest GSIpost scores were present for therapists’ bond
ratings that were moderately lower than those of their patients.
Therapists’ bond ratings higher or lower than 0.28 points below
their patients’ ratings were associated with more severe symptom
scores after treatment. For a dyad to achieve an average directional
discrepancy scores of �0.28 (i.e., therapists rate the bond on
average 0.28 points lower than their patients), which is estimated
as optimal in the current study, both parties need to provide rather
overlapping bond ratings over the course of the treatment. For
example, in a treatment with an average length (i.e., 36 sessions in
the current sample), a discrepancy of �0.28 would be achieved if

therapists provided a bond rating one point below the patient’s
rating in 10 sessions and identical ratings in 26 sessions. Of course,
this is only one example and there are ample different possibilities
of how dyads can eventually end up with a discrepancy of �0.28.
However, what becomes apparent within this numerical example is
that both have to report fairly similar ratings over the course of the
treatment. These results provide additional support for the impor-
tance of a shared perception of the therapeutic bond, but also the
importance of therapists being sensitive to detect problems in the
bond that patients might not be aware of (e.g., Fjermstad et al.,
2016; Rozmarin et al., 2008; Zilcha-Mano, Snyder, & Silberschatz,
2016).

More important, these between-dyad bond congruence-outcome
associations could be the result of many unmeasured potentially
confounding influences. This is a typical problem of psychother-
apy process-outcome research in which a random assignment of
patients or dyads to different groups is often not feasible (e.g.,
Falkenström et al., 2017). For example, therapists’ attachment
could have an influence on their alliance ratings (Kivlighan &
Marmarosh, 2016). Thus, our next step was to explore these
associations on a within-dyad level at which stable characteristics
of the dyad can be ruled out as alternative explanations of the
results.

On the within-dyad level, results of the response surface anal-
ysis supported our Hypothesis 4a—namely, that if patient and
therapist bond ratings are in agreement, higher bond ratings are
associated with lower next session symptoms, when controlling for
current symptoms. These results replicate Zilcha-Mano, Snyder,
and Silberschatz’s (2016) findings, although these authors used a
larger lag between alliance and symptom ratings (1 month instead
of one session) and did not control for symptom impairment in the
session, in which the alliance ratings were assessed. However, we
could not replicate Zilcha-Mano, Snyder, and Silberschatz’s
(2016a) finding that this association has a significant curvature
(Hypothesis 4b). This curvature would imply that patients profit
more from sessions in which therapists and patients agree on a low
alliance or on a high alliance than if they agree on an average
alliance quality. The authors explained this finding with the re-
spective implications these different forms of alliance agreement
may have. Agreement on a high alliance level might indicate an
optimal environment for therapeutic work, whereas agreement on
a low alliance level might indicate the need to specifically aim at
resolving problems in the alliance (cf. Safran & Muran, 1996).
Agreement on a moderate alliance level may neither indicate a

Table 2
Polynomial Regression Model for Patient and Therapist Alliance
and Patient-Rated Symptom Severity From Session to Session

Effect Estimate SE t p

Intercept �000 1.778 .0194 91.701 �.001���

HSCLt �100 .483 .006 77.779 �.001���

Therapist bond �200 �.064 .007 �9.705 �.001���

Patient bond �300 �.026 .006 �4.087 �.001���

Therapist 	 Patient bond �400 .0001 .002 .080 .936
Therapist bond2 �500 �.003 .003 �.825 .409
Patient bond2 �600 �.011 .004 �2.368 .018�

Note. HSCL � Hopkins Symptom Checklist.
� p � .05. ��� p � .001.

Table 3
Response Surface for Patient and Therapist Alliance Ratings
and Next Session Symptoms Controlling for Current Symptoms

Effect Coefficient SE t(20,835) p

a1: Slope along x � y �.09 .01 �12.203 �.001���

a2: Curvature along x � y �.01 .00 �1.803 .054
a3: Slope along x � �y �.04 .01 �3.653 �.001��

a4: Curvature along x � �y �.01 .00 �2.868 �.01��

Note. Slope along � association of patient and therapist bond ratings
(given agreement: x � y and disagreement: x � �y); curvature along �
quadratic trend of the line of agreement and disagreement.
�� p � .01. ��� p � .001.
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good environment for symptom-oriented work nor the necessity to
resolve alliance ruptures and, thus, may leave therapists guessing
what the right next steps are (cf. Zilcha-Mano, Snyder, & Silber-
schatz, 2016). Besides the different timing of assessments over the
course of treatment (session-to-session vs. every fifth session),
another explanation for the contrasting findings in the present
study may again be the different treatment approaches. CBT ther-
apists in the present sample may be less focused on the resolution
of alliance ruptures than the cognitive-relational psychodynamic
therapists in the Zilcha-Mano, Snyder, and Silberschatz (2016)
study. Future research needs to investigate whether training ther-
apists’ abilities to negotiate alliance ruptures results in patients
profiting more from sessions in which both agree on a low alliance
quality (e.g., Muran, Safran, & Eubanks-Carter, 2010).

In contrast to our Hypothesis 5a, we found that if patient and
therapist bond ratings were in disagreement, it was worse if ther-

apists rated the quality of the bond low and patients high than vice
versa. That is, given disagreement in bond ratings (patients bond �
therapists bond�(�1)), next session symptoms were more severe if
the patient perceived the bond as stronger than if the therapist
perceived the bond as stronger.

This surprising finding is difficult to understand clinically and
inconsistent with many results of previous research. For example,
there is a broad body of literature in which the actor-partner-
interdependence model (APIM; Kashy & Kenny, 2000) is applied
to investigate the association of patient-rated alliance (actor effect)
and therapist rated alliance (partner effect) with patient-rated
symptoms (e.g., Gelso et al., 2012; Kivlighan, Gelso, Ain, Hum-
mel, & Markin, 2015; Kivlighan et al., 2016; Kivlighan, Marma-
rosh, & Hilsenroth, 2014; Markin, Kivlighan, Gelso, Hummel, &
Spiegel, 2014; Zilcha-Mano et al., 2016). In most of these afore-
mentioned studies, actor effects were stronger than partner effects.

Figure 1. Response surface displaying the within-patient association of patient and therapist bond ratings and
next session symptoms while controlling for current symptoms (HSCLt). The x-axis is the patient’s bond, the
y-axis is the therapist’s bond, and the z-axis is the patient’s symptom scores in the following session adjusted
for symptoms in the current session.
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Because, in the present study, symptoms were measured by patient
self-reports, patient bond-symptom associations can be regarded as
an actor effect and therapist bond-symptom associations can be
regarded as a partner effect. Additionally, our finding is in contrast
to the notion of the “single rater bias” assuming higher associa-
tions between ratings provided by the same source than those of
different sources because of shared method variation (e.g., Hep-
pner, Wampold, & Kivlighan, 2008; Orth, 2013).

Given the considerable amount of competing findings, our result
regarding the priority of therapists’ over patients’ bond ratings
should be interpreted with caution. Methodological or sample
specific reasons might hamper the generalizability of our finding.
For example, it is important to keep in mind that sessions in which
therapists rate the bond better than their patients are rather seldom.
In this sample, therapists’ bond ratings were higher than their
patients’ ratings in only 10.6% of the sessions. As such, firm
conclusions about the associations of this scenario with symptoms
should not be drawn based on this one study. In future research, it
could be especially helpful to include observer-based assessments
with regard to bond ratings in sessions of disagreement, allowing
for a more fine grained analysis of what happens in these sessions.
In sessions in which therapists perceive the bond as strong, they
may rather engage in coping-oriented interventions, which could
facilitate symptom change, although patients perceive a weak
affective relationship with their therapist. Another possibility is
that in sessions in which the therapist rates the bond lower than the
patient, they are accurately perceiving a problem in the bond,
while the patient rates the bond high because he or she is overly
deferential, appeasing, or in denial about the problem in the bond.
This last explanation describes phenomena that are known in the
literature as withdrawal ruptures (Harper, 1989; Safran & Muran,
1996). Although rupture-repair episodes have been shown to be
positively associated with treatment outcome in the long run,
resolution processes may need several sessions after the rupture to

develop (e.g., Larsson, Falkenström, Andersson, & Holmqvist,
2016; Safran, Muran, & Eubanks-Carter, 2011; Strauss et al.,
2006). As such, these ruptures might be associated with higher
symptoms directly after the impasse, when resolution has not yet
begun or is not completed.

In contrast to our Hypothesis 5b, we did find that lower levels
of disagreement in one session were related to higher symptom
scores in the next session. That is, sessions were rather more
productive if therapists perceived the bond as strong and patients
as weak than if both agreed on an average bond quality. As this
effect leveled out for lower therapist bond ratings (i.e., higher
patient ratings in the case of disagreement), this association was
especially pronounced for sessions in which therapists perceived a
strong bond. If not so much the perception of the bond by therapist
and patient, but agreement on the quality of the bond were key for
the promotion of therapeutic change, we would have expected an
inverse U-shaped line of disagreement. That is, sessions in which
patients and therapists agreed on an average bond level should
have been more productive than sessions in which they perceived
the quality of the bond differently. As this is the first investigation
of this association on a session-by-session within-dyad level, we
can only compare our results with research from between-dyad
comparisons. In accordance with our results, neither Marmarosh
and Kivlighan (2012) nor Zilcha-Mano, Snyder, and Silberschatz
(2016) found a U-shaped association in the line of disagreement in
patient and therapist perceptions of the working alliance and
session smoothness or symptoms. On the other hand, Fjermstad et
al. (2016) found that therapist-youth dyads with higher levels of
agreement on change in the alliance from the third to the seventh
session of CBT anxiety treatments produced better long-term
outcomes. However, these effects were only present at 1-year
follow-up and not immediately after the treatment. Given this
evidence supporting the idea that the effects of alliance congruence

Figure 2. Within-dyad association of patient and therapist bond ratings
(given agreement) and next session symptom ratings while controlling for
current symptoms (HSCLt). See the online article for the color version of
this figure.

Figure 3. Within-dyad association of patient and therapist bond ratings
(given disagreement) and next session symptom ratings while controlling
for current symptoms (HSCLt). See the online article for the color version
of this figure.
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may take a longer time to manifest, it does not come as a surprise
that we did not find an immediate session-to-session association
between bond congruence and symptoms.

Overall our results suggest that therapists provide more imme-
diately helpful interventions when they perceive the bond as strong
compared with when they perceive the bond as weak. If patients
agree with their therapists on this high bond quality this seems to
further enhance the productivity of the session. However, agree-
ment in itself seems not to result in immediate symptom improve-
ments. Rather the overall amount of congruence and discrepancy
in patient and therapist bond ratings over the entire course of
treatment seems to be important for a dyad to achieve therapeutic
change. These associations seem to be independent of the length of
the treatment.

Limitations, Future Directions, and Summary

One limitation of our study is that all therapists received routine
feedback on their patients’ symptom and bond ratings after each
session. Consequently, their bond ratings in subsequent sessions
may be biased by their knowledge of how their patients perceived
the bond in previous sessions. However, it is important to notice
the timing of the feedback and the assessments. Therapists only
received the feedback on their patients’ bond ratings after they had
rated the alliance for a respective session, so that they were
unaware of the patients’ ratings at the time they provided their
bond ratings. Most of the recent studies investigating alliance
agreement-outcome associations collected data in settings, in
which therapists received feedback on their patients’ symptom
change and/or alliance ratings (Atzil-Slonim et al., 2015; Zilcha-
Mano, Snyder, & Silberschatz, 2016). Future studies, which also
include groups of therapists who are not provided with feedback
on their patients’ alliance ratings are needed to test whether this
feedback in-/decreases congruence and bias as well as their effects
on symptom impairment.

Furthermore, one can argue that therapists may not be guided by
how they perceive the quality of the bond, but how they think their
patients perceive it. Most alliance instruments ask therapists about
their impression of the alliance and not about their view of how
their patients perceive it. Consequently, only few studies thus far
have investigated the congruence of patient alliance ratings and
therapist judgments of these ratings (Hartmann et al., 2015; Orm-
haug, Shirk, & Wentzel-Larsen, 2015). However, this distinction
assumes that therapists have two more or less independent views
on the alliance. There is some evidence that casts doubt about
therapists being able to make this distinction (Creed & Kendall,
2005). In a study on alliance-building behavior of CBT therapists
treating 56 youth with anxiety, Creed and Kendall (2005) found a
correlation of r � .95 between how therapists thought the child
viewed the alliance and how therapists themselves viewed the
alliance. This high correlation lends support to the suggestion that
therapists’ perception of the therapeutic bond may well represent
how therapists think their patients perceive the bond. Thus, it
seems plausible that therapists use their own perception of the
bond as a tool to guide them in clinical decision-making.

Another potential limitation of the current study regards the use
of the bond component of the alliance. Future studies may benefit
from examining the association between congruence of therapist
and patient ratings of other facets of the therapeutic alliance

(namely, tasks and goals) and treatment outcome. More important,
instead of the global alliance subscale of the BPSR, which was
used in previous studies (e.g., Atzil-Slonim et al., 2015), we only
used the two respective overlapping items of the patient and
therapist subscales.

Moreover, it should be recognized that symptoms are solely
assessed from the patients’ perspective. While self-report measures
reflect an important source for the assessment of treatment prog-
ress, therapists’ or independent observers’ ratings may also reveal
important aspects of the change process, which do not always
concur with patients’ ratings (e.g., Ogles, 2013). Consequently, the
results of the present study should not be generalized without
caution to circumstances in which other means of outcome assess-
ment are used.

It should further be noted that the repeated assessment of bond
and symptoms itself may have effects on the use of these self-
reports beyond changes in the very construct, which is to be
assessed. Recollection biases could induce a lack of variation in
the measures and thus an artificial stability in the constructs under
scrutiny. However, we are not aware of a suitable statistical
method that on the one hand enables researchers to take advantage
of the rich information repeated measurement designs provide and
on the other hand quantify or control for these statistical artifacts.

Finally, it is important to note that the associations found in this
study might be different depending on the specific composition of
the patient sample. Especially diagnostic categories (Axis I as well
as Axis II) might be potential moderators of the reported associ-
ations. Future research that more specifically focuses on these
aspects is needed to unravel disorder specific relationships.

Notwithstanding the limitations noted above, the current study is
the first to use two contemporary methods for the study of bond
agreement, namely the T&B model and RSA, in a large dataset of
patients receiving individual cognitive–behavioral therapy to in-
vestigate its associations with treatment outcome on the within-
and between-dyad level. The results of this study encourage the
incorporation of patients’ session-by-session bond ratings into
routine monitoring and feedback systems (e.g., Lambert, 2007). In
the past, these feedback systems have been primarily concerned
with outcome measures alone and research has provided evidence
for the importance of therapists’ accurately tracking patients’ func-
tioning over the course of the treatment (e.g., Bar-Kalifa et al.,
2016; Lutz, DeJong, & Rubel, 2015). Additionally, these results
can inform the development of decision rules based on alliance
feedback (e.g., Lutz, Zimmermann, Müller, Deisenhofer, & Rubel,
2017). For example, with regard to the absolute difference between
patient and therapist bond ratings, it would be possible to define a
kind of “optimal zone” in which both perspectives are in an
optimal relation. Future research must test the additional value of
such bond feedback in randomized controlled trials and naturalistic
studies.
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