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Aim. The moderate association between therapeutic alliance (TA) and psychological

therapy outcome is well established. Historically, the field has not focused on people with

a severe mental illness. This is the first review to conduct a meta-analysis of associations

between TA and therapeutic engagement as well as outcome in psychological therapy for

psychosis.

Eligibility criteria. Eligible studies conducted a quantitative investigation of the relation-

ship between TA during a psychological therapy and outcome at a subsequent time-point.

Method. A systematic review examined the relationship between TA and engagement

as well as outcome measures within psychological therapy for psychosis. Correlational

meta-analyses using an aggregate random effects model were conducted.

Results. Twenty-four studies were eligible for inclusion (n = 1,656) of which 13 were

included in the meta-analyses. Client- and therapist-rated TA were associated with

engagement in therapy (rclient (c) = 0.36, p = .003; rtherapist (t) = 0.40, p = .0053). TA was

also associated with reduction in global (rc = 0.29, p = .0005; rt = 0.24, p = .0015) and

psychotic symptoms (rc = 0.17, p = .0115; rt = 0.30, p = .0003). The systematic review

identified no evidence or limited evidence for a relationship between TA during therapy

and depression, substance use, physical health behaviours, global as well as social

functioning, overall mental health recovery, and self-esteem at follow-up. Although

number of studies was small, TA was related to a reduced risk of subsequent

hospitalization in 40%of analyses (across two studies) and improved cognitive outcome in

50% of analyses (across three studies).

Conclusions. The observed TA-therapy engagement and TA-outcome associations

were broadly consistent with those identified across non-psychotic diagnostic groups.

Well-powered studies are needed to investigate the relationship between TA and

process as well as outcome in psychological therapy for psychosis specifically.

Practitioner points

� This is the first review to conduct a meta-analytic synthesis of the association between therapeutic

alliance (TA) and both engagement and change in outcome in psychological therapies for psychosis.
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� TA (as rated by therapist and client) was associated with the extent of therapeutic engagement as well

as reduction in global mental health symptoms and psychotic symptoms.

� The significant associations between TA and engagement as well as change in outcome identified in the

current review are broadly consistent with those observed across non-psychotic diagnostic groups.

� We consider factors that could impact upon the dynamic and potentially interdependent relationships

between TA and therapeutic techniques, including attachment security and severity of paranoid

ideation.

Introduction

When compared against treatment as usual (TAU), theory-informed psychological

therapies for psychosis have been shown to map onto specific outcomes (e.g., cognitive

behaviour therapy for psychosis [CBTp]) and positive symptoms [Lincoln et al., 2012];

family intervention and risk of relapse [Pharoah, Mari, Rathbone, & Wong, 2010];

cognitive remediation therapy [CRT] and cognitive functioning [McGurk, Twamley,

Sitzer, McHugo, & Mueser, 2007]). However, meta-analytic evidence for this specific
match between therapy and outcome ismore variablewhen active comparison groups are

included. For example, CBTp has been found to outperform TAU but not other

psychological interventions in its impact on delusions (Mehl, Werner, & Lincoln, 2015),

whereas CRT has been found to have a significant effect on global cognitive outcome

regardless of the type of comparison group (Wykes, Huddy, Cellard, McGurk, & Czobor,

2011). Psychological therapies can also have a broader beneficial impact beyond their

‘primary target’. For instance, although CRT and social skills training primarily target

cognitive difficulties and impaired social functioning, respectively, they have also been
found to reduce negative symptoms (Cella, Preti, Edwards, Dow, &Wykes, 2017; Turner

et al., 2017).

One strong interpretation of such evidence is that it lends support to the long-standing

‘Dodo Bird’1 argument for equivalence in outcome across psychological treatments,

independent of techniques that are specific to a certain therapy (or ‘specific factors’)

(Rosenzweig, 1936; Wampold, 2001). A logical alternative account is that different

therapeutic modalities may achieve these similar outcomes but via different processes

(i.e., maintaining an important role for specific factors; DeRubeis et al., 2005). In the
context of this debate, it is equally valuable tounderstand the contributionof ‘non-specific

factors’. These are aspects of therapy that are considered common across the diverse

range of contemporary modalities (Meichenbaum & Lilienfeld, 2018), such as perceived

trustworthiness of the therapist. It has been suggested that non-specific factors can be

directly beneficial for treatment outcome in themselves (Huibers & Cuijpers, 2015;

Lambert, 2013) and, of these, the therapeutic alliance (TA) is perhaps the most widely

acknowledged (Wampold, 2001; DeRubeis et al., 2005).

Why investigate the therapeutic alliance in psychosis?

TheTAcanbedefined as the collaborative and affective bondbetween therapist and client

(Martin, Garske, &Davis, 2000). The TA constructwas explored originallywithin the field

of psychodynamic psychotherapy by Freud (1913) who ventured that the patient–

1Reference first made by Rosenzweig (1936) and derived from the Caucus-race in Lewis Carroll’s ’Alice and Wonderland’ (‘At
last the Dodo bird said, “Everybody has won and all must have prizes"’). Rosenzweig used this metaphor to assert the
general equivalence of benefits across psychotherapeutic modalities: a perspective which has come to be called the ‘Dodo Bird
Effect’.
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therapist transference is made up of a range of elements; some of which drive the patient

to resist the therapy process, while others drive their continued engagement. Thus, he

framed the TA as one of the latter ‘effective’ aspects of the transference (Freud, 1913;

Friedman, 1969). Within Rogers’ (1957) person-centred approach, the TA also plays an
essential role in the client’s experience of positive therapeutic change. Rogers ventures

that the therapist must: experience ‘unconditional positive regard’ towards their client,

take an empathic understanding of their internal world, and successfully communicate

this stance to the client over the course of their contact. Bordin (1979) argued for the

pantheoretical nature of TA2 and specified three core dimensions: (1) collaboration on

relevant tasks, (2) agreement on valued goals, and (3) the trusting, human bond between

client and therapist. Although these dimensions take on a different quality in different

modalities, Bordin (1980) proposed that they are essential to the success of therapeutic
work.

Table 1 gives an overview of how the TA is conceptualized in current psychological

therapies for psychosis. Although each acknowledges the importance of the TA, they

differ in terms of its hypothesized role in the efficacy of the therapy. For example, it could

be that service users with a generalized capacity for forging strong interpersonal

relationships are most able to develop and benefit from the TA (Zilcha-Mano, 2017). By

comparison, therapies such as motivational interviewing conceptualize the therapist’s

offer of unconditional positive regard and acceptance as directly beneficial in their own
right.

Service users with psychosis value collaborative therapeutic relationships (Wood,

Burke, & Morrison, 2015) and attribute the success of cognitive therapy to therapist

empathy and trustworthiness in particular (Lawlor et al., 2017). However, poor alliance

(Berry, Palmer, Gregg, Barrowclough, & Lobban, 2018) and poor engagement with

services (Berry, Wearden, & Barrowclough, 2007; Blackburn, Berry, & Cohen, 2010) are

common. This is perhaps unsurprising given the high prevalence of insecure attachment

among this clinical group (Berry, Barrowclough, & Wearden, 2007; Carr, Hardy, &
Fornells-Ambrojo, 2017; Gumley, Taylor, Schwannauer, & MacBeth, 2014). According to

attachment theory, the quality of our bondswith early caregivers shapes howwe navigate

our interpersonal relationships and emotional experience in the here-and-now (e.g.,

Bowlby, 1988). Thus, although distinct concepts, there is a plausible connection between

a person’s attachment style and their ability to forge a TA with a new therapist. Indeed,

increasingly, contemporary psychological therapies are targeting relational and interper-

sonal themes directly in psychosis (e.g., AVATAR Therapy [Craig et al., 2018]; Relating

Therapy [Hayward, Jones, Bogen-Johnston, Thomas, & Strauss, 2017]).

Relationship between therapeutic alliance and outcome: Existing reviews

Reviews of the link between TA and psychotherapy outcome have identified a moderate

association between higher quality TA and positive therapy outcome (Fl€uckiger, Del Re,
Wampold, & Horvath, 2018 [r = .29]; Horvath & Symonds, 1991 [r = .26]; Martin et al.,

2000 [r = .22]). More recently, Shattock’s , Berry, Degnan, and Edge (2018) qualitative

synthesis established that the TA can be established early on in psychological therapy for
non-affective psychosis and ismaintained or even improves over time (their paper reports

that the weighted average TA ratings observed in this population were comparable to

2 ‘Therapeutic alliance’ is used here for consistency, although Bordin used the term ‘working alliance’.
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those of other client groups). This existing review found that, among the eight included

studies that examined the TA–outcome relationship (published up to April 2015), there

was support for a predictive relationship between TA and overall psychotic symptoms as

well as promising links to rehospitalization, self-esteem, and medication compliance.

The present study

This paper aims to report a systematic review of the literature that investigates the

relationship between TA and therapy process as well as outcome in psychological

therapies for psychosis. A further objective was to conduct the first meta-analysis of the

association between TA and measures of recovery. As informed by the existing evidence

base, we hypothesized tentatively that the relationship between TA and outcome in
psychosis would be comparable to that observed in other diagnostic groups and in non-

affective psychosis specifically (Shattock et al., 2018). As this review was conducted

originally as part of the first author’s Doctoral thesis, no protocol was published in

advance.

Methods

Eligibility criteria

Inclusion criteria for studies were as follows: (1) service users with a diagnosis of either

affective or non-affective psychosis as the study participants; (2) a psychological therapy

of any modality and format; (3) a quantitative measure of TA, whether client, clinician, or

observer-rated; (4) a quantitative measure of therapy process or outcome; (5) assessment

of TA during therapy as well as outcome at one ‘baseline’ time-point (T1) and again at a

later time-point (T2). Itwas required that T2was after assessment of alliance but this could
have been during therapy, at the end of therapy or at a pre-specified follow-up time post-

therapy completion; and (vi) an article/academic conference abstract published in a peer-

reviewed journal or an unpublished thesis project. Originally, there was a further

inclusion criterion regarding participant age (i.e., 16 years and above); however, this was

removed as the systematic search identified no studies that met all other eligibility criteria

and included a child sample. Studies were excluded if they used medication adherence as

their only outcome measure.

Search strategy

PubMed, PsycInfo, and EMBASEwere searched across the time-span from each database’s

start-date to 31 July 2020 using the terms outlined in Supplementary Material A. These

terms were also applied in a search of Google Scholar. A three-part hand search was

conducted: (1) using the reference lists of papers known to be eligible for inclusion and

(2) replicating the search of journal titles screened by Martin et al. (2000) in their meta-

analysis of the relationship between TA and outcome across diagnostic categories for the
period January 2016 up to the end of July 2020. (3) This hand search was extended to the

following journals to reflect the specific research questions of the current review (same

timeframe as in step (2) above): Psychosis: Psychological, Social and Integrative

Approaches, Schizophrenia Research, Schizophrenia Bulletin, Cognitive and Beha-

vioural Psychotherapy and Journal of Clinical Psychology.

Review of therapeutic alliance in psychosis 7



Study title and abstract were screened for eligibility followed by full texts. It was

decided in advance that, if papers were found to be eligible after the full-text screen but

did not report the specific analyses of interest, the corresponding author would be

contacted to request further information (giving a 1-month deadline for response). Each
step of the search protocol was carried out by first author (Doctoral student with a ScM

qualification3). She discussed papers with the other two authors if their eligibility was

unclear or if she planned to contact the corresponding author for additional information.

Assessment of methodological quality

The National Institutes of Health (The National Institutes of Health, 2014) quality

assessment tool for pre–post-studies with no control group was adapted for this review
(see Supplementary Material B). This tool includes assessment criteria ranging from the

study sample and therapy fidelity monitoring, to the psychometric properties of the

outcome measures and the quality with which statistical analyses are reported. We chose

to expand the item about statistical reporting to include whether each paper reported

both significant and non-significant findings. Such complete reporting was crucial in light

of the plannedmeta-analytic approach. In a further adaptation, the binary ’yes’-’no’ rating

system was replaced with a 3-point scale to enable more nuanced quality assessment.

Assessment of association between therapeutic alliance and outcome

Effect sizes for the meta-analyses of association between TA and outcome were extracted

between two time-points. The earliest available alliance measure was extracted, along

with the outcome variable from the T1 and T2 waves of data collection (where T1

represents the baseline assessment). These were used to calculate the raw difference

score for the outcome measure of interest if this had not already been reported in the

original study. If there were multiple repeated waves of outcome assessment, the
outcome from the final time-point that was included in the paper’s analysis was extracted

and applied as the T2. Statistical analyses were carried out with the R software (version

3.4.2), using themetafor package (Viechtbauer, 2010). Themeta-analyticmodelweighted

the effect size from each paper based on sample size. Meta-analysis effect sizes were

calculated using Fisher’s z correlation coefficient. A random effects model was applied as

this approach allows for the fact that effect sizes within a meta-analysis can vary due to

random error as well as other differences arising when studies are conducted

independently of one another.
The Q-statistic and I

2 were used as measures of heterogeneity between studies

(Siddaway,Wood, &Hedges, 2019). The power of theQ-statistic has been found to be low

where a meta-analysis includes a small number of studies. I2 was applied here as a

supplementary measure which does not depend on the number of studies in a meta-

analysis (Higgins, Thompson, Deeks, & Altman, 2003). I2 was interpreted using Higgins

and colleagues’ guidance thresholds4.

Two methods were used to estimate the risk of publication bias: (1) funnel plot

inspection and (2) ‘fail-safeN’ calculation. A funnel plot visually represents the sample size
of each study against the size of the effect they report. Althoughoften not inspectedwhere

3 At the time when the original literature search was conducted, now DClinPsy.
4Higgins et al.’s (2003) tentative labels for evaluating the value of I2 are as follows: ‘low’ (25%), ‘moderate’ (50%), and ‘high’
(75%).
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the number of studies is small, funnel plots were used here as one way to detect

publication bias, especially if the scatter of small studies were to indicate that a positive

effect was reported more often than a negative effect (Lee & Hotopf, 2012). Orwin’s

(1983) formula for calculating fail-safe N was also applied. This calculation allows us to
estimate how many additional studies with a null result would be needed within each

meta-analysis before the observed association between TA and therapy process/change in

outcomewould becomenon-significant (i.e., bringing the p value above .05). Thismethod

is debated, for example, given its reliance on the arbitrary nature of p value thresholds

(e.g., Higgins & Green, 2011). Thus, fail-safe N together with funnel plot inspection were

included to explore the degree of potential publication bias and interpreted cautiously.

Results

The PRISMA diagram (Figure 1) details the break-down of papers identified. After

excluding duplicate records, the first pass of screening titles and abstracts was conducted

for 3,138 papers using the inclusion and exclusion criteria. Figure 1 details the rationale

for inclusion/exclusion of papers at each stage of the screening process.

Included studies
The final 24 papers were published between 1990 and 2019 and represent Western

samples (see Table 2). They represent data collected from 1,656 participants with a

psychotic diagnosis. The sample was predominantly male (across all studies, proportion

ofmale participants ranged from42.9% to 90.4%) and the average agewas 33.6 years old5.

Some studies recruited participants with non-affective psychosis only (e.g., Goldsmith,

Lewis, Dunn, & Bentall, 2015), while others focused on those whowere livingwith a dual

diagnosis (i.e., psychosis and a substance use disorder; Berry et al., 2015; Berry, Gregg,

Lobban, & Barrowclough, 2016).
Psychological therapies featured across the final papers represented one-to-one

(k = 18), group (k = 5), and combined individual and group (k = 1) formats. Therapeutic

modalities were diverse: CBTp (in-person or telephone-delivered; k = 7), CBT or another

psychological therapy (i.e., participants were either allocated to CBT or skills training for

symptom management, supportive therapy, or supportive counselling and papers

combined both of these treatment arms from an existing study in their analyses; k = 3),

cognitive remediation therapy (k = 3), individual psychotherapy (k = 2), motivational

interviewing (MI) plus CBT (k = 2), acceptance and commitment therapy (k = 1), CBT
for weight loss (k = 1), compensatory cognitive training (k = 1), treatment adherence

therapy (combination of behavioural and MI techniques; k = 1), individual resiliency

training (k = 1), family intervention (k = 1), and a ‘Healthy Lifestyles’ intervention (CBT

and contingent reinforcement techniques; k = 1).

Final T2 for data collection was conducted across the following time-points: after

therapy (k = 8), at the end of therapy (k = 9), or while therapy was ongoing (k = 2). In a

further five papers, there was variability according to whether T2 was conducted during

or at the end of therapy as access to the psychological therapy of interest was either

5 Excludes Hammond et al. (2004), Hassan et al. (2014), Jones et al. (2017) & Svensson and Hansson’s (1999) samples, as
average age was not available.
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available for the whole study period or for the course of an inpatient admission. Overall,

the range in timing of T2 was 9 weeks-24 months after baseline assessment.

Assessment of methodological quality

Individual ratings of each paper’s methodological quality according to the adapted NIH

assessment tool are detailed in Supplementary Material C. Fourteen papers delivered a
manualized therapy and ten reportedmonitoring treatment fidelity rigorously. A degree of

blinding was incorporated into the outcome assessment of five papers. For the remaining

studies, assessments at T2 could have been biased by awareness of the quality of the
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Non-response (n = 8) 
No quan�ta�ve analyses of TA-outcome 
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Authors unable to provide necessary data (n = 3) 

Records excluded 
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Papers included in meta-analysis          
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No psychological therapy (n = 35) 
No measure of TA (n = 34) 
Ineligible study design (n = 28) 
TA only as outcome (n = 19) 
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Figure 1. PRISMA flow chart of article selection process.
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client–therapist relationship during therapy. Most papers fulfilled the criterion of

reporting change in the outcome of interest (20/24; Constantino et al., 2017; TheNational

Institutes of Health, 2014), rather than the raw T2 score (or were able to share these data

on request).

Quality of measures

Assessment of therapeutic alliance. Nine different measures of TA were used. The

majority were well-validated and received the maximum quality rating. The Working

Alliance Inventory (WAI; Horvath & Greenberg, 1989) was the most commonly used.

Most papers assessed the client and/or therapist view of TA. Timing of assessment varied

between studies; common lengthswere 1–3 months after the start of therapywith a range

of 0–6 months.

Assessment of therapy process and outcome. Over ten different indices of therapy

process or therapeutic outcome were applied6. Only a small minority of outcome

measures were evaluated below the highest methodological quality rating. Across the

papers that were included in the meta-analyses, one study was assigned less than a ‘high’

or ‘acceptable’ rating for their outcome measure because therapists conducted a

subjective evaluation of global symptom change (Mulligan et al., 2014).

Systematic review and meta-analyses

Twenty-four papers were synthesized qualitatively in the systematic review. Table 3

presents a visual summary of the relationship between TA and engagement (as a therapy

process variable) as well as TA and a range of outcome domains (global psychiatric

symptoms, psychotic symptoms, depression, insight, self-esteem,mental health recovery,

substance use, global functioning, social functioning, cognition physical health, and (re)

hospitalization) (see Supplementary Material D for a tabular summary of the effect of the

TA on each study’s primary outcome only).
The papers applied a range of outcome measures and statistical analyses to examine

the role of the TA. Thirteen of these were consistent in that they all examined the

correlation between TA during therapy and (1) therapeutic engagement, (2) change in

global symptoms, or (3) change in psychotic symptoms. Therefore, these papers were

synthesized in correlational meta-analyses. For the symptomatology outcomes, the

difference between T1 and T2 outcome scores was applied (rather than the raw T2 score

alone) because this approach increases the ability to identify any TA-to-outcome direction

of effect (Constantino et al., 2017; The National Institutes of Health, 2014).
Of the papers included in the meta-analysis stage, the number of therapy sessions

ranged from 8 to 40 and spanned 2 months-2 years. Six of the papers delivered CBTp

(independently or combined with MI techniques) in a one-to-one, group, or telephone-

delivered format. The remaining psychological therapies were cognitive remediation

therapy, acceptance and commitment therapy, treatment adherence therapy, individual

psychotherapy, and a Healthy Lifestyles intervention (CBT and contingent reinforcement

techniques). The final T2 for data collection was conducted at the following stages: while

6 For clarity, only those outcome measures (n = 13) that were used in at least two papers are reported.
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therapy was ongoing (k = 1), at the end of therapy (k = 7), after therapy (k = 4), and

either at the end of/after therapy, depending on client choice in psychotherapy (k = 1;

Frank & Gunderson, 1990). Overall, the range in timing of T2 was 9 weeks-24 months

after baseline assessment (respectively, after Session 9 of therapy [Dunn, Morrison, &
Bentall, 2006] and at the end of the study period [Frank & Gunderson, 1990]).

Therapeutic alliance and engagement in therapy

Half of the analyses that examined the association between TA and engagement in therapy

identified a significant association (7/14 analyses in nine studies). These studies

operationalized engagement as session attendance, session participation, or time spent

practising therapy tasks.
The aggregate random effects estimate for client-rated alliance and engagement

throughout the course of psychological therapywas r = 0.36 (k = 5; 95% CI = 0.13-0.60;

Z = 2.99;p = .003;R2 = 0.13). This overall effect size represents the association between

alliance and engagement (i.e., treatment retention, number of therapy sessions attended/

missed or time spent completing cognitive remediation training exercises). Clients who

reported a stronger alliance during psychological therapy showed higher levels of

engagement (see Figure 2a for forest plot). The significant Q value of 14.06 (p = .007)

suggests that the heterogeneity between effect sizes was greater than would expected
based on sampling error and an I2 of 68.67% indicated amoderate-to-high level of variance.

The asymmetry of the funnel plotmay reflect an increased risk of publication bias. The fail-

safe N calculation could offer further indication of this risk. Approximately three

additional studies with a null finding would be needed to render the overall observed

association non-significant (see Supplementary Material E for funnel plots and fail-safe N

calculations for all meta-analyses).

The aggregate random effects estimate for therapist-rated alliance and engagement

throughout the course of psychological therapywas r = 0.40 (k = 4; 95% CI = 0.12-0.68;
Z = 2.79; p = .0053; R2 = 0.16). The stronger the alliance reported by therapists, the

higher the level of client engagement (see Figure 2b) for forest plot). This overall effect

size represents the association between therapist-rated alliance and engagement, where

engagement was operationalized as number of sessions attended/missed or treatment

retention. However, the asymmetry of the funnel plot and fail-safe N calculation may

highlight a risk of publication bias. As with the meta-analysis for client-rated TA and

engagement, the addition of just under three hypothetical null studies would bring the p

value of the observed association above the .05 threshold for significance.

Client-rated TA Therapist-rated TA

En
ga

ge
m

en
t i

n 
th

er
ap

y

(a) (b)

Figure 2. Forest plot for correlational meta-analysis of associations between therapeutic alliance (TA)

and engagement in therapy.
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The significant Q value of 14.57 (p = .002) suggests that the heterogeneity between

effect sizes was greater thanwould expected based on sampling error. In light of this high

level of heterogeneity (I2 = 78.98%), a sensitivity analysis was conducted (Higgins et al.,

2011). One potential basis for the observed heterogeneity could be variation in the focus
of therapy. Andrews et al.’s (2016) study had the second largest sample of the four studies

and found that the association between therapist-rated alliance and engagement was non-

significant. This study was unique in focusing on physical as well as mental health

difficulties in their Healthy Lifestyles intervention for service users who were diagnosed

with psychosis and identified as a smoker. A second contributing factor may have been

that this paper analysed data about the quality of the TA after just the first session, whereas

the remaining papers did so after Session 3, 1 month of therapy and 6 months of therapy

(Berry et al., 2016; Frank & Gunderson, 1990; Mulligan et al., 2014, respectively). When
the meta-analysis was repeated dropping the Andrews et al. paper, the significant

association was maintained; the stronger the therapist-rated alliance, the higher the level

of client engagement (r = 0.52 (k = 3; 95% CI = 0.35-0.68; Z = 6.17; p = < .001)).

Notably, the Q value of 1.90 was non-significant (p = 0.39) and the I2 reduced to 16.16%,

indicating a low level of heterogeneity (the forest plot and funnel plot for this sensitivity

analysis are reported in Supplementary Material F). In sum, the observed association

between therapist-rated alliance and engagement remained significant after excluding a

study that was identified as a potential source of heterogeneity.

Therapeutic alliance and symptomatology outcome: global and psychotic symptoms

Global psychiatric symptoms. The systematic review identified that just under one

third of relevant analyses (4/13 in eight studies) reported a relationship between TA and

global symptomatic recovery at T2. However, the meta-analyses for client- and therapist-

rated TA showed a significant and consistent overall association. The aggregate random

effects estimate for client-rated alliance and change in global symptoms at T2was r = 0.29

(k = 5; 95% CI = 0.13-0.45; Z = 3.50; p = .0005; R2 = 0.08) (see Figure 3a) for forest

plot). This overall effect size represents the association between alliance and change in

global symptoms as rated on the Brief Psychiatric Rating Scale (BRPS-24; Ventura,
Nuechterlein, Subotnik, Gutkind, & Gilbert, 2000), the Target Complaints Scale (Battle

et al., 1966), or therapist-rated evaluation of change. Clients who reported a stronger

alliance during psychological therapy showed greater improvement in global symptoms

at T2. A non-significantQvalue of 2.83 (p = .59) indicated that the heterogeneity between

effect sizes was not greater than what would be expected based on sampling error. As I2

was 0%, we can infer that the observed variance was not due to between-study variance.

Six papers examined therapist-rated alliance in relation to change in global symptoms.

The aggregate random effects estimate was r = 0.24 (k = 6; 95% CI = 0.09-0.39;
Z = 3.17; p = .0015; R2 = 0.06), suggesting that higher quality therapist-rated alliance

was associated with greater improvement in client symptoms at T2 (see Figure 3b) for

forest plot). This overall effect size represents the association between alliance and

change in global symptoms with the latter operationalized using the BPRS, Target

Complaints Scale, therapist-rated evaluation of change or Frank and Gunderson’s (1990)

combination of validated scales derived through factor and cluster analysis. Heterogeneity

testing generated a non-significant Q value of 4.91 (p = .43) and I2 was 10.42%, indicating

a low level of variance.
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Psychotic symptoms. In the systematic review, just under half of analyses (6/13 in nine
papers) reported a relationship betweenTA and improvement in psychotic symptoms at a

T2 as seen in Table 3. In a unique study, Goldsmith et al. (2015) found that higher

attendance predicted an improvement in outcome only where there was a strong TA.

Where alliance was poor, a higher dose of therapy had a reverse, detrimental impact.

Five papers were suitable for inclusion in the meta-analysis stage as they all examined

the association between client-rated TA and change in psychotic symptoms. Four of the

papers used subscale(s) of the PANSS (Kay, Fiszbein, & Opfer, 1987) while Lecomte,

Leclerc, Wykes, Nicole, and Abdel Baki (2015) reported their findings from the PSYRATS
(Haddock, McCarron, Tarrier, & Faragher, 1999) separately for delusions and hallucina-

tions. The meta-analysis was trialled using the delusions measure only, the hallucinations

measure only and with this paper excluded. As the results were highly similar, the

PSYRATS delusions measure was applied because it represented the largest sample size

(r = 0.17; k = 5; 95%CI = 0.04-0.30; Z = 2.53; p = .0115;R2 = 0.03). TheQ value (0.57,

p = .97) was non-significant indicating that the heterogeneity between effect sizes was

not greater thanwhatwould be expected due to sampling error. I2was 0%, indicating that

the observed variance was not due to variance between studies. As shown in Figure 3c),
the significant association from this meta-analysis suggests that higher quality client-rated

alliance was associated with greater improvement in psychotic symptoms at T2.

Three of the final papers tested the association between therapist-rated TA and change

in positive psychotic symptoms (specific outcome measures were as above or Frank and

Gunderson’s combination of validated scales). Higher quality therapist-rated alliance was

associated with greater improvement in psychotic symptoms at T2 (r = 0.30; k = 3; 95%

CI = 0.14-0.46; Z = 3.59; p = .0003; R2 = 0.09) (see Figure 3d) for forest plot). The Q-

statistic was non-significant (0.28, p = .87) which suggests that heterogeneity between
effect sizes was not greater than what would be expected when sampling error is

considered. I2 was 0% indicating that the observed variance was not due to variance

between studies. Based on the fail-safeN calculation, just one additional study reporting a
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Figure 3. Forest plot for correlational meta-analysis of associations between therapeutic alliance (TA)

and change in outcome.
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null finding would render this overall association non-significant7. While this could be

interpreted as indicative of publication bias, it is important to note that the number of

included studies has a direct bearing on Orwin’s (1983) formula (see Supplementary

Material E). Thus, with an N0 of just three studies, we cannot draw accurate conclusions
regarding the degree to which the ‘file-drawer phenomenon’ (Rosenthal, 1979) has

impacted the observed association.

Potential moderating factors for associations with engagement and symptomatology

Therapy duration and timing of T2 outcome assessment. The three papers that were

included in the meta-analyses and reported a significant effect of TA as rated by either

client or therapist on change in psychotic symptoms (Berry et al., 2015; Frank &

Gunderson, 1990; Staring, van der Gaag, & Mulder, 2011) examined substantially longer

courses of therapy (6 months-2 years) with later T2 timings for outcome assessment (1–
2 years post-baseline), relative to those that did not (Dunn et al., 2006; Huddy, Reeder,
Kontis,Wykes, & Stahl, 2012; Lecomte et al., 2015;White et al., 2011). For example, Berry

et al. (2016) reported that TAwas not ameaningful predictor at the end of a brief course of

therapy (lasting 4.5 months), but it became related to reduced psychotic symptoms at 9-

and 18-month follow-up.

Therapeutic modality. We aimed to explore the potential role of therapeutic modality

in the meta-analyses through examination of study characteristics in Table 3 together
with the forest plots for the association between TA and engagement as well as change in

symptomatology over time (Figures 2 and 3). The below observations are organized by

dependent variable: therapeutic engagement, change in global symptoms, and change in

psychotic symptoms.

Engagement. Across raters, engagement in therapy was associated with TA in

individual psychotherapy (Frank &Gunderson, 1990) and cognitive remediation therapy

(Hargreaves et al., 2018) studies, but not in the Healthy Lifestyles intervention (Andrews

et al., 2016). The remaining studies (CBTp,Mulligan et al., 2014; CBTpplusMI, Berry et al.,
2016; CBT or group supportive therapy, Johnson, Penn, Bauer, Meyer, & Evans, 2008)

lacked consistency in results across raters.

Global symptoms. TA was associated with change in global symptoms in individual

psychotherapy (Frank &Gunderson, 1990) but not in CBTp studies (Lecomte et al., 2015;

Mulligan et al., 2014). The remaining studies showed an inconsistent picture depending

on whether TA was client- or therapist-rated (Healthy Lifestyles intervention, Andrews

et al., 2016; cognitive remediation, Huddy et al., 2012; CBTp or skills training, Lecomte,

Laferri�ere-Simard, & Leclerc, 2012).
Psychotic symptoms. Similarly, TAwas associatedwith change in psychotic symptoms

in individual psychotherapy (Frank & Gunderson, 1990) but not in CBTp studies (Dunn

et al., 2006; Lecomte et al., 2015). The results were less consistent for acceptance and

commitment therapy (Staring et al., 2011;White et al., 2011), although it is of note that the

larger of these two trials (Staring et al., 2011) did identify a significant association between

client-rated TA and improvement in psychotic symptoms. A mixed therapy of CBTp and

7With Cohen’s convention of .5 for a ‘medium’-sized effect applied in the calculation.
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motivational interviewing (Berry et al., 2015) only showed an association between

therapist-rated TA and change in psychotic symptoms.

Therapeutic alliance and additional outcomes

Other symptoms and associated difficulties: Depression, insight, substance use,

cognition, and physical health behaviours. No analysis that investigated associations
with depression identified a significant effect (four analyses in three studies). One out of

two studies identified a significant, positive relationship between TA and client insight

(33.3% of analyses). There was limited evidence for associations with substance use (one

significant association identified across four analyses from two studies; 25%). Twoof three

studies (50% of four analyses) indicated that TA during therapy was positively related to

cognition (i.e., working memory, non-verbal memory, and overall cognitive perfor-

mance). Two studies examined the potential link between TA and physical health

behaviours (i.e., % weight loss, time spent walking each week, and number of cigarettes
smoked daily); none of the six analyses demonstrated a significant relationship.

Hospitalization. TA during psychological therapy was linked to hospital use in two out

of five analyses across two studies (40%). Specifically, these two significant findings

related to therapist-rated TA as associatedwith the risk of readmission to hospital (Frank&

Gunderson, 1990) and observer rating of relatives’ TA during family therapy and days until

client rehospitalization (Smerud & Rosenfarb, 2008).

Positive recoverymeasures. Four studies investigated TA and overall client functioning

as an outcome from therapy; two out of eight analyses (25%) found a significant and

positive relationship. One out of four analyses (25% across three studies) demonstrated a

significant positive relationship between TA and social functioning at follow-up

specifically. TA was significantly related to improvement in self-esteem over time in

one of four analyses, conducted across two studies (25%). Two studies examined the
impact of TA during therapy on overall ‘mental health recovery’ measures. One of the two

analyses indicated a significant and positive relationship.

Discussion

This review investigated the association between TA and therapy process as well as
therapy outcomes during psychological therapies for psychosis. Meta-analyses revealed

that the effect size for the association between TA and client engagement in therapy was

‘moderate’8 when alliance was rated by client (r = 0.36) and therapist (r = 0.40). The

association with change in global symptomatology was ‘moderate’ across therapist

(r = 0.24) and client (r = 0.29) perspectives, and within the ‘small’-to-‘moderate’ range

for TA and change in psychotic symptoms (therapist-rated TA, r = 0.30; client-rated,

r = 0.17).

8 Cohen’s (1992) conventions for ‘small’ (q = 0.1), ‘medium’ (q = 0.3), and ‘large’ (q = 0.5) correlation coefficients are
applied to estimate the size of the overall effect.
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R2values indicated that client- and therapist-rated TAaccounted for 13% and16%of the

variation in engagement, respectively. R2 values for the association between TA and

change in either global or psychotic symptoms ranged from 0.03 to 0.09. This suggests

that, within the current meta-analyses, 3–9% of the variation in symptom change over the
course of psychological therapy could be attributed to TA during therapy. These

conclusions about the proportion of variation accounted for by TAmust be reportedwith

caution because they represent findings from bivariate, correlational meta-analyses.

Therefore, they cannot be interpreted as indicating a causal pathway or taking any third

variable effect into account.

The results of thesemeta-analyses are broadly in keepingwith the effect sizes observed

in existing TA–outcome meta-analytic reviews with non-psychotic samples (Fl€uckiger
et al., 2018; Horvath & Symonds, 1991; Martin et al., 2000) and extend the qualitative
review in non-affective psychosis by Shattock et al. (2018). The associations reported as

well as the observed consistency with existing reviews are based on a small number of

studies. In particular, future replication of our findingswould be neededbefore a common

role for TA in psychological therapy across client groups could be asserted.

Considering potential moderating factors

According to Emsley and colleagues (Emsley, Dunn, &White, 2010), a ‘moderator’ effect
would be present in the context of the current review if variation in the TA affected the

strength of at least onepart of the causal pathway frompsychological therapy to treatment

outcome. Below, we consider therapy duration, timing of outcome follow-up assessment

and therapeutic modality as three potential moderators for the association between TA

and process or outcome in psychosis. Analysing moderator variables statistically was

beyond the scope of the current reviewand therefore these remain tentative observations.

Therapy duration and timing of T2 outcome assessment

The observed potential moderating role for length of therapy and/or length of time

between baseline and T2 assessment was specific to the correlation between TA and

change in psychotic symptoms. The papers that reported a significant effect examined

longer duration of therapy aswell as capturing change in outcome over a longer follow-up

period than those that reported a null result. It is plausible, for instance, that a longer

period of trust-building would be needed before experiences such as paranoid ideation,

delusions, and voices could be discussed openly and become amenable to lasting change
(e.g., Wood et al., 2015).

We must also consider time as a potential confounder of the hypothesized TA–
outcome relationship. An independent link between a longer course of therapy and

improved outcome due to a greater therapy ‘dose’ could be hypothesized. However, one

of the included papers (Goldsmith et al., 2015) indicated that number of therapy sessions

attended only predicted symptomatic improvement where there was a stronger TA. A

longer period before follow-up outcome assessment could highlight improved outcome

as service users have had more opportunity to integrate therapy concepts within their
everyday lives. It may be that, irrespective of the strength of the alliance, there is a link

between the timing of follow-up assessment and improvement in psychotic symptoms;

this is a limitation of the current review that will require further research.

22 Emilie Bourke et al.



Therapeutic modality

A preliminary exploration of therapeutic modality as a potential moderator for the TA-

outcome association did not indicate an interpretable pattern, especially given the small

number of included studies. Individual psychotherapywas themodalitymost consistently
linked to a significant association. This therapeutic model conceptualizes the TA as a

source of insight into the client’s way of relating to others. A strong TA may support

people with psychosis to continue attending sessions despite the activation of their

defences during therapy (e.g., Horvath, Del Re, Fl€uckiger, & Symonds, 2011; Horvath &

Luborsky, 1993). However,we cannotmake clear inferences from the observed pattern as

individual psychotherapy was represented by a single study that reported multiple

outcomes. Similarly, the lack of significant associations between TA and symptom

outcomes in ‘pure’ CBTp (i.e., not combined with techniques from other modalities) was
derived from just three studies, one of which did report an association between therapist-

rated TA and engagement.

It is plausible that the TA could have an especially important role in shaping

engagement with therapy in CBTp. Service users report higher levels of satisfaction with

this modalitywhere they have positive perceptions of their therapist (Lawlor et al., 2017).

There may be a further role for the TA in instilling service users with hope; those who

perceive that their difficulties can improve through therapy are more likely to attend and

achieve progress through their CBTp sessions (Freeman et al., 2013). The above
hypotheses highlight the need for further researchwithin a larger pool of studies to clarify

any variation in the relationship between TA and both therapeutic engagement and

outcome by therapy type.

Strengths and limitations of the current review

The current review is the first to synthesize the evidence for the association between the

TA and both therapy engagement and change in outcome for psychosis quantitatively as
well as qualitatively. We applied a comprehensive data-sourcing approach by (1)

including proactive contact with research groups (see Figure 1) and (2) ensuring that we

included eligible records from the grey literature in our systematic search. The goal of the

latter criterion was to guard against the file-drawer phenomenon whereby the published

literature around a subject area is skewed towards positive findings, rather than those

studies that identify null results. This review also tailored an existing NIH tool to assess

methodological quality rigorously. Collectively, the final papers were methodologically

strong in their use of well-supported measures (TA, engagement, and outcome) as well as
the clearly described and manualized therapies they investigated.

For the meta-analyses, we synthesized findings only where there was sufficient

methodological consistency to allow a meaningful result (Cuijpers, 2016), reducing the

number of studies included to 13. It is important to acknowledge the need for tentative

interpretations given this small number of studies. All but two of the included studies

reported that antipsychotic medication was prescribed in addition to psychological

therapy, but just three reported the degree to which participants adhered to this

medication. Therefore, we cannot assume that the current findings would be represen-
tative of the association between TA and outcome in the context of psychological therapy

alone (i.e., without medication). We were also unable to account for the potential

moderator effect of medication adherence on this role for the alliance.

The current systematic review examined a range of outcome measures, provided that

eachmeasurewas included in at least two studies, regardless ofwhether the study authors
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had identified them to beprimary targets/outcomes of the study. The goal of this approach

was to complete a broad, meaningful synthesis of the relationship between

TA and a range of indices of recovery in psychosis. A potential limitation of this decision

could have been that it masked the strength of the relationship between TA and change
in the intervention’s primary target, however the alternative summary grid in Supple-

mentary Material D would not appear to confirm this. Although our eligibility criteria

allowed for a broad definition of therapy outcome and we synthesized associations

between TA and therapeutic engagement, the final meta-analyses collated predominantly

symptom-focused data. To an extent, this reviewmay then present a reductionist view of

outcome rather than the multi-faceted definition of recovery in psychosis that service

users identify themselves (Pitt, Kilbride, Nothard, Welford, & Morrison, 2007).

The methodological quality assessment highlighted three potential sources of bias in
the current review. First, just four of the 24 included papers reported studies that were

designed originally to detect TA–outcome associations, while the remainder reported

secondary analyses from existing trials with a different research question. One study

reported conducting a power calculation to ensure analyses had sufficient power to

detect the relevant effect. When these patterns are taken together, we can infer a risk that

a number of the final papersmayhave reported studies thatwere under-powered to detect

a specific TA-therapy process/outcome effect.

Second, our conclusions may not be representative of service users who are at risk of
the poorest therapy outcomes (i.e., experience lower quality TA and drop out of therapy).

Six of the 24 studies received the highest quality rating because they reported a ≤ 20%

attrition rate and/or took the participants whowere lost to follow-up into account in their

analyses. Three studies received a ‘low’ rating because, for example, the sample was

selected retrospectively to include only those who completed a full course of therapy.

Therefore, the nature of the review question and the analysis strategy of selected studies

may have introduced a risk of attrition bias.

Third, two of the papers that reported significant associations between therapist-rated
TAand change in symptoms ([global symptoms]Mulligan et al., 2014; Frank&Gunderson,

1990 and [psychotic symptoms] Frank & Gunderson, 1990) were included in the meta-

analysis stage but identified to be at risk of bias. Frank andGunderson applied a factor- and

cluster analysis strategy to distil items on seven established measures into a briefer set of

measures to track change in symptomatology. Thus, although they used existing

measures, their final approach to evaluating therapeutic outcome was not yet validated.

Mulligan and colleagues’ outcome measure looked to the therapist themselves to make a

subjective judgement about degree of change in global symptoms. Therapists could have
been motivated to report symptomatic improvement on such measures to demonstrate

the positive impact of their clinical work.

Wedrewon the precedence criterion for inferring causality (Barker, Pistrang,&Elliott,

2016) by specifying that eligible papers must assess TA during therapy and outcome at a

subsequent time-point.We also examined change in symptomsover time to be better able

to venture that TA quality facilitates symptomatic improvement, rather than being only a

by-product of it (Constantino et al., 2017). However, applying correlational meta-analyses

means that any inference regarding a TA-to-outcome relationship from the current
correlational meta-analyses must be made cautiously. Just as strong alliance could predict

symptom reduction and enhanced therapeutic engagement, so clients are likely to be

better able to establish an alliance once they have seen a reduction in their symptoms and/

or attended more sessions of therapy (DeRubeis et al., 2005). Similarly, although the

studies included in the meta-analyses offer clarity by operationalizing engagement as
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number of sessions attended/missed or time spent practizing therapy tasks specifically, in

practice, it may be difficult to disentangle the distinction between alliance vs. how far the

client feels engaged in therapy.

Alliance also continues to evolve throughout therapy according to the challenges that
client and clinician face and resolve together (Elvins & Green, 2008; Horvath, Gaston, &

Luborsky, 1993). Future research is needed elucidate the mechanism(s) of effect behind

the overarching alliance-outcome associations observed here in psychosis: a notable gap

in the literature for service users with a serious mental illness in general (Hasson-Ohayon,

Kravetz, & Lysaker, 2017).

Implications for future research
Many of the papers included in this review conducted secondary analysis of data from

trials designed to examine the comparative efficacy of a psychological therapy relative to

anothermodality or standard care as their primary research question. There could be a risk

that researchersweremotivated to find support for the focal therapy’s specific effect, over

and above the impact of alliance as a non-specific factor (de Felice et al., 2019; Luborsky,

1995; Marcus, O’Connell, Norris, & Sawaqdeh, 2014). In line with Priebe and McCabe’s

(2006) conclusions, the current review underscores the need for more original studies in

this field, with a central place for the alliance–outcome relationship in the research
questions and analyses.

The current review reported similar outcome associationswith client and therapist TA

ratings, in line with existing research showing that the significant impact of alliance on

outcome from psychotherapy is independent of whose perspective is captured (Horvath

et al., 2011). However, given that some studies suggest subtle differences between client

and therapist evaluations of the alliance in other presentations (e.g., Croft & Watson,

2019), further research on psychological interventions for psychosis should explore the

impact of any such discrepancies, as well as the potential for distinct perceptions
regarding the role of the TA in therapy.

Implications for clinical practice

The evidence base reviewed here established that service users with psychosis can

develop a TA and that there is a significant association between the quality of the

relationship and therapeutic engagement as well as symptomatic improvement. This

could suggest that TA is important in enabling the efficacy of therapy; a critical
consideration for service users with psychosis as they may be emotionally avoidant or

mistrustful of the therapist, especially at the outset of therapy (Rollinson et al., 2008).

Although alliance can be threatened by challenges associated with the experience of

psychosis, it can still be formed where clinicians are sensitive to the needs of this group

(Hasson-Ohayon et al., 2017). Clinicians must consider how they interact with these

service users carefully throughout the course of their work if they are to build a

therapeutic relationship (Collip et al., 2011).

Routine assessment of the TA during psychological therapymay be beneficial to detect
potential ruptures as they arise (Wood et al., 2015) and service users higher in paranoia

may require greater interpersonal responsiveness before they can develop trust (Fornells-

Ambrojo et al., 2016). Chadwick (2006) advocates for a service user-tailored, radically

collaborative approach when working with psychosis, rather than focusing on how

therapy ‘should’ look. For instance, it could be advisable for therapists to delay

Review of therapeutic alliance in psychosis 25



introducing specific techniques until they feel confident that the TA has developed to a

sufficient level through engagement groundwork (Rollinson et al., 2008). These

perspectives are consistent with the findings of the current review: service users can

engage with psychological therapy and see an improvement in their symptoms when
clinicians manage to build a TA, despite the barriers presented by psychosis.
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