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Will patients project their representations of significant others onto the therapist in a way that influences
the formation of the therapeutic alliance? To address this issue, the current study explored the following
questions: (1) To what extent are pretreatment representations of others projected onto the therapist and
thereby predict the development of alliance throughout the course of treatment? (2) To what extent are
these projections affected by the real relationship? (3) Are there specific representations of others that are
more prone to be projected onto the alliance? To this end, data on 134 patients from a randomized
controlled trial for depression comparing dynamic supportive–expressive therapy with supportive clin-
ical management combined with pharmacotherapy or placebo were used. Findings demonstrated that the
patients’ pretreatment representations of significant others predicted a substantial part of the alliance with
the therapist throughout the course of treatment. However, the representations of others were not
automatically projected onto the alliance but rather the projections were also influenced by the real
relationship with the therapist. Throughout this process, the alliance evolves into a collage of significant
others. A process of assimilation seemed to emerge during treatment, in which the most relevant
representations of significant others were projected onto the alliance with the therapist.

Keywords: alliance, transference, internal representations, significant others, CCRT

Shelley is a woman in her late twenties. She maintains emo-
tional distance from others, holds a negative view of them as
hurtful and not loving, and is reluctant to rely on them for support.
Owing to a recent depressive episode, she sought treatment. The
question of what type of alliance a patient such as Shelley, who
holds negative, malevolent representations of others, will form
with her therapist has been debated topic in clinical research (e.g.,
Greenson, 1965). Will Shelley project her maladaptive represen-
tations of significant others onto the therapist, diminishing her
chances of forming a strong positive alliance early in treatment?
Or will the ways in which Shelley interacts with significant others
play a minimal role in how she will view her therapist and not
interfere with the formation of a positive alliance?

The above scenario highlights an important issue in the field of
psychotherapy research: the extent to which transference (i.e.,

Shelley’s projections of her representations of significant others
onto her relationship with her therapist1) can affect the therapeutic
alliance. In other words, to what extent do patients’ representations
of others overlap with their alliances with their therapists? One
view of Shelley’s story may assume that there will be a large
overlap between the ways Shelley perceives significant others in
her life and the way she will view her therapist. According to this
view, Shelley may project her maladaptive representations of
significant others onto the therapist, thereby impeding the likeli-
hood of forming a positive strong alliance early in treatment
(Andersen & Przybylinski, 2012; Bowlby, 1988; Freud, 1912/
1958; Luborsky, 1998; Mallinckrodt, 2010).

An alternative view to Shelley’s story assumes that the overlap
between the ways Shelley perceives significant others in her life
and the way she views her therapist may in fact be rather minimal.
According to this view, the alliance may not be too contaminated
by transference. Thus, Shelley may form a strong positive alliance
early in treatment that will enable teamwork collaboration with her
therapist, despite her maladaptive representations of others. Ac-
cordingly, she may agree with her therapist about the tasks and
goals of treatment and may perceive a qualified, professional
therapist as helpful and trustworthy (Beck, Rush, Shaw & Emery,

1 Following Connolly et al. (1996) as well as other researchers using the
CCRT method, the concepts of transference and the projections of repre-
sentations of others are used interchangeably in this article.
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1979; Bordin, 1994; Raue & Goldfried, 1994; for review see
Castonguay, Constantino, McAleavey, & Goldfried, 2010).

Approaching this debate empirically is important for under-
standing the origins of the therapeutic alliance, which is one of the
most researched constructs in the field of psychotherapy research.
The most widely used definition of alliance in psychotherapy
research is Bordin’s (1979) tripartite pantheoretical definition of
the alliance as including the emotional bond established in the
therapeutic dyad, agreement pertaining to the goals of therapy, and
the degree of concordance regarding the tasks pertinent to accom-
plishing these goals (see also Hatcher & Barends, 2006). Decades
of research have focused on the alliance as a predictor of treatment
outcomes. Specifically, the association between alliance and psy-
chotherapy outcome across 14,000 treatments was found to be
small to moderate (r � .27) but reliable (Horvath, Del Re, Flück-
iger & Symonds, 2011), even while controlling for temporal pre-
cedence between alliance and symptoms throughout the course of
treatment (Zilcha-Mano, Dinger, McCarthy, & Barber, in press).
However, much less is known empirically about the origins of the
alliance, and specifically the extent to which alliance is affected by
transference. In the current study we use a research-based contem-
porary definition of transference, which involves both distorted
and accurate construals of relationships with others in the patient’s
life that influence the relationship with the therapist (Crits-
Christoph et al., 1990). This definition is in line with other
research-based contemporary approaches, which conceptualize
transference as the influences of personality styles that are rooted
in developmental history on a novel relational experience with the
therapist (DeFife, Hilsenroth, & Kuutmann, 2014).

While approaching the question to which extent alliance is
influenced by transference empirically, the following frameworks
can be helpful: attachment theory and the Core Conflictual Rela-
tionship Theme (CCRT) method. The two frameworks have been
most often (but definitely not exclusively) studied in different
disciplines of psychology: attachment theory within personality
development and social psychology, and the CCRT within clinical
psychology, and especially within psychotherapy research. Each
one offer different conceptualizations of individual differences
(i.e., while attachment orientations are most frequently delineated
based on the two dimensions of attachment avoidance and attach-
ment anxiety, the CCRT focuses on the three core components of
Wish, Response of Others, and Response of Self). However, both
frameworks attempt to capture an individual’s internal relationship
representations, and both focus on pervasive and persistent pat-
terns of relating to oneself and others that guide the formation of
future relationships. Therefore, both may be valuable sources of
information for the present study (Mikulincer, Shaver, & Berant,
2013; Luborsky & Crits-Christoph, 1998).

From an attachment perspective (Bowlby, 1988; Mikulincer,
Shaver, & Berant, 2013), studies have examined the extent to
which insecure representations of others could predict the alliance.
A review of these studies indicates a wide range of possible
overlap between representations of others and alliance, ranging
from r � .04 to r � .31 (Diener, Hilsenroth, & Weinberger, 2009;
Smith, Msetfi, & Golding, 2010). However, the above-mentioned
studies have two main shortcomings. First, they mainly focused on
alliance as assessed at one single time point during therapy for
each patient and that time point was not consistent across studies.
Yet, the extent of overlap between alliance and representations of

others may differ as a function of time and may not be the same
throughout the whole course of treatment (e.g., Horowitz, 1986;
Mann, 1973). Therefore, it is possible that differences between
phases of treatment may have contributed to the wide range of
reported overlap. A second shortcoming is that these studies
mostly used one generic (“average”) representation of significant
others (e.g., the Adult Attachment Interview; Main & Goldwyn,
1994). Although some scholars posit that one major pattern of
interacting with others exists across relevant relationships (e.g.,
Luborsky et al., 1985), others have suggested that more than one
pattern of relating may be apparent (e.g., Collins & Read, 1994;
Freud, 1912/1958; Horowitz et al., 1984; Strupp & Binder, 1984).
However, the present attachment literature leaves this debate un-
resolved.

The second framework that may assist in learning about the
extent to which patients’ representations of others may overlap
with therapeutic alliance is the CCRT method (Luborsky & Crits-
Christoph, 1998), which focuses on identifying an individual’s
major relationship themes. Although these studies did not focus
directly on alliance (for an exception see Beretta et al., 2005), they
examined a related concept of the patients’ representations of the
therapists. Again, results showed a wide range of possible overlap
(34%–60%) between the therapist’s representation and core rela-
tionships themes (e.g., Barber, Foltz, DeRubeis, & Landis, 2002;
Connolly et al., 1996; Crits-Christoph, Demorest, & Connolly,
1990; Fried, Crits-Christoph, Luborsky, 1992). Similar to the
studies using the attachment paradigm, a shortcoming of these
studies is that they gauge a single time point (inconsistent across
patients and studies) in the course of treatment (for an exception
see Connolly, Crits-Christoph, Barber, & Luborsky, 2000, though
note that in their study only a few patients (n � 5) were assessed
at both time points). Therefore, the question of whether changes
occur in the extent of overlap between the alliance and represen-
tations of others throughout treatment remains unanswered.

In addition, studies from both paradigms disregarded aspects of
the real patient–therapist relationship, which may influence the
therapeutic alliance from the moment the patient and therapist first
meet (Gelso, 2011). The real relationship is most widely defined as
the interpersonal relationship that exists from the moment the
patient and therapist meet for the first time (Gelso, 2002; Gelso &
Hayes, 1998), and is marked by the extent to which each is genuine
with the other and perceives the other individual in ways that suit
the other individual (Gelso, in press). Although previous studies
have examined the overlap between the alliance and representa-
tions of others after the patient has already met the real therapist,
they were not able to untangle the influences of the real relation-
ship on this overlap from the part that is not influenced by the real
relationship (using different terminology, the influences of the real
relationship were not untangled from the automatic projections).

Based on previous conceptualizations asserting that all thera-
peutic relationships consist of three main interrelated compo-
nents—a real relationship, a working alliance, and a transference
configuration (the tripartite model; Gelso, in press; Gelso &
Hayes, 1998; see also Greenson, 1967), in the current article we
are interested in investigating the extent of the overlap between
these three components. Figure 1 illustrates two of the many
possible configurations for the extent of overlap among the real
relationship, alliance, and transference. Moreover, as illustrated in
Figure 1, the overlap between alliance and transference may in-
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clude two different components (B � C). B is unaffected by the
real relationship, and was created even before the patient met the
real therapist (using different terminology, B may also be defined
as the overlap between representations of others and pretreatment
representation of the alliance). This a priori construct may con-
tribute to a patient’s tendency to see different therapists in rela-
tively similar ways (e.g., a possible tendency of Shelley to auto-
matically project onto the therapist her tendency to see others as
untrustworthy, irrespective of the therapist’s real characteristics).
In contrast, part C emerges only after the patient encounters the
real therapist. While part C includes the characteristics of the real
therapist that also characterizes some of the patient’s representa-
tions of others (e.g., after the therapist has tried to show Shelley a
different perspective on her difficulties, Shelley might come to
view her therapist in the same way that she views her mother–as
being critical toward her), part D cannot be explained by repre-
sentations of others (e.g., Shelley may see her therapist, but none
of her significant others, as loving). Research has yet to determine
the ratio of C versus B (in other words, how large is the influence
of the real relationship on the overlap between alliance and rep-
resentations of others).

The present study is an exploratory investigation of our pro-
posed model and is focused on the following questions: first, to
what extent do patients’ representations of significant others pre-
dict the alliance with the therapist (i.e., the size of the overlap
between the transference, namely projections of representations of
others, and alliance; within Figure 1 parts C � B) at different time
points throughout treatment? Second, to what extent does the
impact of the patients’ representations of significant others on the
alliance change on meeting the real therapist (untangling part C
from B � C)? Third, are there representations of significant others
that are more prone to be projected onto the alliance? To explore
these questions we examined the patients’ representations of sig-
nificant others, their pretreatment representation of the alliance,
and their alliance throughout treatment. Representations of signif-
icant others were assessed pretreatment (to avoid a potential con-
founding effect of the therapist’s influence on the reports on
significant others, Connolly et al., 2000) using a self-report CCRT
questionnaire with the aim of differentiating between significant

others (father, mother, best friend, romantic partner) as well as
between different characteristics of others (hurtful, independent,
loving, submissive).

The construct of the real relationship was operationalized in the
current study based on Gelso’s definition and referred to any ques-
tionnaire about the relationship with the actual therapist (e.g., alliance
questionnaire) that was filled out after the first moment of contact
between therapist and patient as potentially affected by the real
relationship (e.g., Gelso & Hayes, 1998). Based on this definition, we
refer to the overlap between alliance and representations of others that
existed before meeting the real therapist as not affected by the real
relationship and to the part that was developed only after meeting the
real therapist as potentially affected by the real relationship. This is an
indirect method of assessing the effect of the real relationship and is
in line with relational conceptualizations stating that there is no
therapist–patient interaction that does not involve the subjectivity of
the therapist (Mitchell & Aron, 1999).

In the current randomized controlled trial, patients in all three
treatment conditions—dynamic supportive–expressive therapy and
supportive clinical management combined with pharmacotherapy or
placebo—showed significant reductions in symptoms of depression
(Barber, Barret, Gallop, Rynn, & Rickels, 2012), anxiety symptoms,
and interpersonal distress, as well as improvements in quality of life
and physical and mental health (Zilcha-Mano, Dinger, McCarthy,
Barrett, & Barber, 2014). No significant differences were found
between the three treatment conditions in any of the outcome mea-
sures. Finally, there were no significant differences between the
conditions or between different time points in the extent to which
alliance predicted symptoms throughout the course of treatment (Bar-
ber et al., in press; Zilcha-Mano et al., in press).

Method

Participants

Individuals meeting Major Depressive Disorder diagnostic cri-
teria (American Psychiatric Association, 1994) using the Structural
Clinical Interviews for DSM–IV (First, Spitzer, Gibbon & William,
1995) and scoring more than 14 on the 17-item Hamilton Rating

Figure 1. Illustration of two possible models of the extent of overlap between alliance and transference.
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Scale for Depression at two evaluations one week apart (n � 156)
were randomly assigned to one of three treatment conditions:
supportive–expressive therapy (SET), clinical management com-
bined with pharmacotherapy (CM � MED) or clinical manage-
ment combined with placebo (CM � PBO; for more details see
Barber et al., 2012). Only those who completed the revised Central
Relationship Questionnaire (CRQ-R) at intake and rated the alli-
ance at least once over the course of treatment (n � 134) were
included in the current study. Exclusion criteria were bipolar
disorder, current or past psychosis, other DSM–IV axis I disorders
judged to be more severe than the depression, high suicide risk, a
medical condition contraindicating study medication, functional
illiteracy, and current DSM–IV substance dependence. The inclu-
sion of individuals with substance abuse was allowed. Participant
mean age was 37.45 (SD � 12.12), and 83 participants (61%) of
the sample were female. The majority of the sample identified as
Caucasians (50%), African Americans (43%), Latino Americans
(5%) and Asian Americans (2%). At intake 84.5% of the patients
had at least one comorbid disorder. Axis-I comorbidities included
anxiety disorders (44.9%) as well as current substance abuse or a
past dependence disorder (35%). In addition, 59% had a comorbid
Axis-II personality disorder. Most of the patients (67%) did not
have previous psychotherapy/counseling experience.

Treatments

All treatments were administered for 16 weeks. In the SET
condition (n � 42), patients received 20 sessions of a time-limited
manualized dynamic therapy for depression (Luborsky, 1995),
twice weekly for the first month and then weekly for the remaining
three months. Psychotherapists delivering SET were four experi-
enced clinicians (three women, one man; all Caucasian) with at
least 15 years of clinical experience and at least 10 years of
experience in SET. All therapists had served as therapists and/or
supervisors in prior SET studies. In the other two conditions,
patients received supportive clinical management (CM) combined
with either Sertraline (CM � MED, n � 46) or a placebo pill
(CM � PBO, n � 46). Patients in both of these conditions met
weekly with their psychopharmacotherapists for the first six weeks
and could switch to every other week for the remaining study
period if patients’ condition warranted it. In both CM conditions,
techniques specific to a psychotherapeutic orientation were pro-
hibited, but supportive interventions (such as helping patients
express their emotions and experiences, acknowledging gains,
reinforcing accomplishments, and offering empathy and warmth)
were allowed (Fawcett, Epstein, Fiester, Elkin, & Autry, 1987).
The CM was delivered by 10 experienced psychopharmacologists
(four women, six men; eight Caucasian, one South Asian, one East
Asian) with at least 7 years of experience each. For all therapists
(SET and psychopharmacotherapists) median caseload was 11.
The study was approved by the university institutional review
board.

Measures

Alliance. The 12-item Working Alliance Inventory (WAI; Hor-
vath & Greenberg, 1989; Tracey & Kokotovic, 1989) was used. Items
describing the agreement between patients and therapists about the
goals and tasks of treatment, as well as the affective bond between the

patient and therapist, were rated on a 7-point Likert scale. The reli-
ability and validity of the WAI have been demonstrated in previous
studies (e.g., Tracey & Kokotovic, 1989). The WAI was administered
at pretreatment intake (before meeting the real therapist) and through-
out treatment at Weeks 2, 4, and 8. The following instruction was
added when administered at intake to assess patients’ representations
of the alliance before meeting the real therapist: “Because you have
not yet experienced treatment through this study, answer the follow-
ing questions thinking about how you expect treatment to be.” In
addition, at the intake assessment, patients were explicitly instructed
(verbally as well as in the instructions on the form) to complete the
questionnaire in terms of their upcoming therapist and not their intake
evaluator. In the current study, the internal reliability range of the
WAI for the four time points was .92 to .95. The correlations of
pre-treatment alliance and alliance throughout treatment were .47, .57,
and .55, for Weeks 2, 4, and 8, respectively (see Barber et al., in
press).

Representations of significant others. The 23-item Re-
sponse of Others (ROs) scale of the CRQ-R (McCarthy, Connolly
Gibbons, & Barber, 2008) was used to assess different ROs (i.e.,
characteristics of others as hurtful, loving, submissive, and inde-
pendent), separately for each significant other (i.e., father, mother,
best friend, romantic partner). Participants were instructed to rate
their relationship with their father, mother, same-sex best friend,
and romantic partner using four separate CRQ-R forms. Partici-
pants that did not have a current romantic partner were asked to
rate a past partner or leave the section blank. Items describing the
extent to which the other (e.g., mother) could be characterized as
hurtful, loving, submissive, and independent were rated on a
7-point Likert scale. The reliability and validity of the CRQ-R
have been examined in previous studies (Barber, Foltz, & Wein-
ryb, 1998; McCarthy et al., 2008). Cronbach’s alphas for the
CRQ-R subscales in the current study are presented in Table 1. The
intercorrelations between subscales were low to moderate (most
correlations between the CRQ-R subscales were not significant,
with the significant correlations being mainly around .2–.3).

Procedure

At intake, patients filled out the alliance pretreatment measure
as well as separate CRQ-R forms for each of their core relation-
ships (father, mother, best friend, romantic partner). Alliance
throughout treatment was assessed at Weeks 2, 4, and 8. For each
measurement time point, the sample size was restricted only to
those patients who filled out both the CRQ-R at intake and the
alliance at the specific time point (with the most minimal number
of participants per analyses being 70 patients at Week 8).

Data Analysis Overview

Given the hierarchical nature of the data (patients nested within
therapists), the therapist was added as a random effect into the
models predicting alliance from representation of others at each
time point (i.e., for Week 2, 4, and 8; Baldwin & Imel, 2013).
Multilevel analyses were performed using SAS PROC MIXED
procedure for multilevel modeling (Littell, Milliken, Stroup,
Wolfinger, & Schabenberger, 2006). Intraclass Correlation (ICC)
was used to measure the amount of variance in the alliance that is
due to differences between therapists in the models predicting the
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alliance by representations of others. ICC is the percent of variance
of the random effect of the therapist out of the total unexplained
variance. It is calculated as follows: �therapist

2 /(�therapist
2 � �error

2 ),
with �therapist

2 as the variance of therapist random effect and �error
2

as the variance of the error. Irrespective of the ICC value, the use
of multilevel modeling was retained in all subsequent analyses.
Specifically, all analyses were conducted as hierarchal multilevel
models with therapist as a random effect (therapists in level 2 of
the analyses). Because we attempted to estimate the overlap be-
tween the components of interest in Figure 1 at each time point
separately, we used separate multilevel analyses for each time
point in all analyses. It is important to note that missing data were
not predicted by early alliance (Barber et al., in press).

To answer our first question, we use a multilevel linear regres-
sion model to determine the percentage of the alliance variance
that can be explained by the representations of significant others at
each time point. With the aim of estimating the conceptual frame-
work as a whole (rather than reaching the most parsimonious
model), all predictors were introduced to the model together
(Greene, 2008). Specifically, each of the four ROs (hurtful, inde-
pendent, loving, and submissive) of the four significant others
(father, mother, best friend, and romantic partner) were entered as
predictors, resulting in a total of 16 predicting variables. Following
Vonesh, Chinchilli and Pu (1996), R2 in multilevel models was
obtained by the squared correlation between the predicted values
of the alliance (by the 16 Response of Others predictors) and
the observed values. This procedure resulted in an estimate of the
overall extent to which representations of others predicted the
alliance at each time point.

Next, we addressed our second question regarding the amount of
overlap between alliance and representations of others that is
formed only after meeting the real therapist (i.e., part C in Figure
1). Put another way, we aimed to distinguish between the part of
the alliance throughout treatment that was unaffected by encoun-
tering the real therapist (i.e., the part of the alliance that existed
even before the patient met the therapist, namely, pretreatment
alliance) and the part of the alliance that was created only after the
patient met the real therapist. To do so, we examined the contri-

bution of representations of others in explaining the alliance be-
yond pretreatment alliance. Specifically, we compared two models
predicting alliance. The first model included only pretreatment
alliance as an explanatory variable, and the second model included
both pretreatment alliance and the 16 representations of others.
Then, we subtracted the percentage of alliance explained in the
second model from that obtained in the first model. This was
conducted for each time point separately including therapist ran-
dom effect as a second level. The results of such analyses are the
percentages of alliance explained by the 16 representations of
others beyond what can be explained by pretreatment alliance (i.e.,
beyond what existed before meeting the real therapist).

Finally, to examine the third question, whether there were
specific representations of others that were most prone to being
transferred onto the relationship with the therapist, we conducted
a series of multilevel analyses for each of the four characteristics
(hurtful, independent, loving, submissive) while accounting for
therapist’s effect. The entire process was repeated four times, for
each of the four assessment points (intake and Weeks 2, 4, and 8).
Since the third question was aimed at examining which relation-
ship made significant unique contributions to each RO, above and
beyond the contributions of other relationships, only the specific
ROs for each relationship (i.e., mother, father, same-sex best
friend, and romantic partner) were introduced to each multilevel
model, with a total of four predictors in each model. This proce-
dure resulted in the identification of the specific relationships that
made significant contributions to the alliance for each of the ROs,
and therefore, conceptually, are most prone to being transferred
onto the alliance.

Results

Means, standard deviations, and Cronbach’s alphas for the
CRQ-R subscales are presented in Table 1. Internal consistencies
were equal to or above .82 for 13 of the 16 CRQ-R subscales for
each of the four relationships (see Table 1). A hierarchical multi-
level analysis in which patients were nested within therapists,
suggested that the estimated variances of the therapist’s random

Table 1
Descriptive Statistics for the CRQ-R RO Subscales for Each Relationship

Variable (Nitems) Relationship M Median SD
Cronbach’s

alpha

The other is hurtful (11) Best friend 2.02 1.79 .86 .89
Father 2.99 2.71 1.29 .97
Mother 2.76 2.46 1.29 .87
Romantic partner 2.98 2.75 1.3 .95

The other is independent (3) Best friend 6.07 6.33 1.02 .88
Father 5.97 6.33 1.21 .97
Mother 5.47 6 1.59 .86
Romantic partner 5.68 6 1.33 .94

The other is loving (3) Best friend 5.1 5 1.45 .83
Father 3.96 4 1.82 .89
Mother 5.14 5.33 1.61 .39
Romantic partner 4.76 5 1.66 .82

The other is submissive (3) Best friend 2.52 2.67 1.09 .50
Father 2.32 2 1.10 .87
Mother 2.83 2.76 1.16 .43
Romantic partner 2.92 3 1.19 .82
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effect were null or nonsignificant for all time points. Specifically,
the proportion of therapist effect variance for Week 2 was approx-
imately 0 (�therapist

2 � 0.001, p � .99), the proportion of therapist
effect variance for Week 4 was 14.7% (�therapist

2 � 31.44, SE �
35.56, Z � 0.88, p � .18), and the proportion of therapist effect
variance for Week 8 was 12.54% (�therapist

2 � 13.71, SE � 19.60,
Z � 0.70, p � .24).

To What Extent Is the Alliance Explained by
Pretreatment Representations of Significant Others?

A multilevel analysis predicting alliance by the four ROs of all
significant others (introduced in one step) was conducted. This
analysis was repeated for each of the four time points (intake,
Week 2, 4, and 8). As can be seen in the “total variance explained”
column in Table 2, at intake and during the second week, around
one third of the alliance was explained by the representations of
the four significant others. As treatment progressed into Week 4, a
quarter of the alliance was explained by representations of signif-
icant others. Halfway through the treatment (Week 8), pretreat-
ment ROs explained more than half of the alliance variance.2

To What Extent Is the Alliance With the Therapist
Explained by the Representations of Significant Others
Was Formed Solely After Meeting the Therapist?

The contribution of representations of others in explaining the
alliance beyond the ability of pretreatment alliance to explain the
alliance is given in the right column of Table 2 (the “variance not
explained by pretreatment alliance” column). As can be seen in
Table 2, throughout the course of treatment at least half of the
overlap between alliance and representations of significant others
was formed only after meeting the real therapist.

Are There Specific Representations of Significant
Others That Are More Prone to Being Transferred
Onto the Alliance?

For each of the four ROs, we performed a multilevel analysis to
determine whether there were specific representations of others
that made a unique contribution in predicting the alliance. This
procedure was repeated for each of the four time points (intake and
Weeks 2, 4, and 8). As can be seen in Table 3, at intake and during

the second week of treatment, the representation of the father—
specifically, his independent and hurtful characteristics—was the
best predictor of alliance. The representation of the romantic
partner as independent also made a significant unique contribution.
As treatment progressed through Week 4, only the representation
of the mother as hurtful made a significant unique contribution. By
the middle of treatment (Week 8), the alliance became more
multifaceted as both the father’s and mother’s representations as
hurtful, and the mother’s and the romantic partner’s representa-
tions as loving, made significant unique contributions.

As can be seen in Table 3, viewing others as hurtful was
negatively related to the alliance, while seeing others as indepen-
dent and loving was positively related to the alliance. Additional
post hoc analyses showed that a patient’s gender did not influence
the current findings.3

Discussion

The alliance is considered an essential aspect of psychotherapy by
many theorists and researchers (e.g., Muran & Barber, 2010). In the
current study we delved into one of the possible origins of the alliance
by examining the extent to which it could be explained by the

2 To explore descriptive differences between treatment conditions in the
model fit, we calculated the percentage of alliance (from Week 2 to Week
8) explained by representations of others in our model in both SET and the
two CM conditions. First, a multilevel analysis was conducted in which
the representations of others (16 variables) and treatment conditions were
introduced as the predictors of the alliance throughout treatment, and the
residuals were saved. Second, we estimated the variances of these residuals
within the SET condition and within the two CM conditions. Third, we
divided these variances by the variances of the alliance (within the SET and
CM conditions) and subtracted it from 1, resulting in an estimation of the
percentage of variance explained in each condition. Findings showed that
while in the CM conditions, 42% of the alliance variance was explained by
representations of others, in SET 20% of the variance was explained.
Although the difference seems meaningful, it is unknown whether it is
significant, as no relevant statistical test was found that would be applica-
ble and some differences between conditions were apparent even at intake.

3 We also examined whether patients with previous psychotherapy or
counseling had different pretreatment alliance scores from those who did
not have previous psychotherapy or counseling. Findings show that the two
groups did not significantly differ in their pretreatment alliance score,
t(125) � 0.009, p � .99.

Table 3
Representation of Significant Others That Were Found to Have
a Significant Unique Contribution in Predicting Alliance for
Each of the ROs

Time

Hurtful Independent Loving

RO B RO B RO B

Intake Fa �0.22�� Fa 0.26��

RP 0.22�

W2 Fa 5.11��

W4 Mo �4.04��

W8 Fa �5.36��� Mo 2.34�

Mo �2.97� RP 2.17�

Note. No significant B’s were found for the submissive characteristic.
RO � Response of Other; Fa � father; Mo � mother; BF � best friend;
RP � romantic partner; W � week; B � estimate coefficient.
� p � .05. �� p � .01. ��� p � .001.

Table 2
The Alliance Variance Explained by Representation of Others

Time
Total variance explained

(%)

Variance not explained
by pretreatment

alliance (%)

Intake 32 —
W2 35 20
W4 25 17
W8 54 35

Note. Total variance explained � the percentage of the alliance variance
explained by the representations of significant others at each time point.
Variance not explained by pretreatment alliance � the percentage of the
alliance variance explained by the representations of significant others at
each time point, while controlling for the effects of pretreatment alliance.
W � week.
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patient’s representations of significant others. Our findings showed
that representations of significant others, as examined before treat-
ment begins, predicted a substantial part of the alliance with the real
therapist: benevolent representations of others at intake were posi-
tively related to the alliance subsequently developed with the thera-
pist, while malevolent representations of others were negatively re-
lated to the alliance subsequently developed with the therapist.

Importantly, the current findings delineate a process of the
development of the alliance from the representations of others.
Before treatment began, patients form expectations of the thera-
peutic alliance that are, to a large extent, the projection of repre-
sentations of significant others onto the therapist (32% of the
alliance expectations are explained by representations of others),
with one figure (the father) dominating the influence on the alli-
ance. The same remains true at Week 2, when the patient has had
only few meetings with the therapist (at this point approximately
35% of the alliance is explained by representations of others). By
Week 4, however, when the patient has had approximately eight
sessions with the therapist and is presumably starting to build up a
relationship with the therapist, only 25% of the alliance is ex-
plained by representations of others.4 In a post hoc interpretation
of our findings we suggest that a process of “incubation” is taking
place, in which the patient “puts aside” his or her projections while
learning how he or she can fit the therapist into his or her existing
patterns of relating to others. In what one may see as the results of
the “incubation” process, by Week 8, after approximately 12
sessions with the therapist, there was an increase in the influence
of representations of others on the alliance. Although the alliance
at this point is substantially influenced by the patient’s represen-
tations of others (approximately 54% of the alliance), those parts
of the alliance were mainly formed through the encounters with the
real therapist (and therefore are potentially not automatically pro-
jected). The projections at this point include a collage of repre-
sentations of significant others (father, mother, and romantic part-
ner). This collage seems to evolve to include different parts of the
patient’s inner representations that originated in different relation-
ships, with the real relationship influencing the specific collage of
others that is projected. The contribution of the real therapist to this
process can also be evident by the changes in therapist’s effect,
which is null in the second week of treatment but becomes more
than 10th at the fourth and the eighth week of treatment (although
still not significant).

Getting back to Shelley’s story, the findings may “predict” that
before starting treatment, and perhaps also at the very beginning of
treatment, the alliance she will form with her therapist is likely to be
highly influenced by her automatic projections of representations of
others. After a few sessions, a decrease in the influence of the
projections can be expected, before a more complex view on
the alliance can be created, which is likely to be influenced by both the
projections of representations of others and the encounters with her
real therapist. Throughout this process, her view of the alliance may
evolve to include different parts of her inner representations that
originate in different relationships, with the real therapist’s character-
istics potentially influencing the specific collage of others that is
projected. For example, Shelley may see her therapist as abandoning
her–exactly as she sees her father—after her therapist ended a session
exactly on time, although she felt she was in the middle of her line of
thinking. Therefore, although a substantial part of the alliance is
formed only through encounters with the real therapist, the therapist is

still perceived by Shelley in ways that are familiar to her from her
relationships with significant others. These findings may suggest that
a process analogous to Piagetian assimilation (Piaget, 1970) takes
place in which the patients use their familiar existing patterns of
perceiving others to perceive the interactions with the real therapist.
Throughout this assimilation process, the most relevant representa-
tions might be projected, such that the alliance becomes a collage of
significant others’ representations.

The findings from our current empirical investigation are con-
sistent with descriptions from case studies demonstrating a process
of change in the overlap between alliance and transference, from a
relatively small overlap in the early stages of alliance formation to
a great amount of overlap in the middle of treatment (e.g., Crits-
Christoph et al., 1990). Additionally, although the current findings
may to some extent not be in line with previous conceptualizations
of the alliance, the transference, and the real relationship as dis-
tinct, orthogonal entities (Gelso & Hayes, 1998), they are consis-
tent with findings showing high correlations among these compo-
nents (e.g., r � .79 between alliance and the real relationship in
Kelley, Gelso, Fuertes, Marmarosh, & Lanier, 2010, as well as
r � �.50 between the therapist’s rating of the real relationship and
negative transference in Marmarosh et al., 2009).

Furthermore, our current findings support the view that there are
multiple transference themes rather than one, especially at the
middle of treatment. Freud himself showed some ambivalence
regarding this issue (Freud, 1912/1966). Luborsky et al. (1985)
argued that one major dominant theme exists, while Horowitz et al.
(1984), and Strupp and Binder (1984), argued that a variety of
themes are most often apparent, especially as treatment progresses
(Strupp & Binder, 1984). Our findings are consistent with Horow-
itz et al. (1984) claim that a variety of conflicts and issues can be
transferred to the therapist, and therefore, not only one major
theme of transference predominates. The current findings are also
closely related to Strupp and Binder’s (1984) description of a
process in which at the beginning of therapy, one dominant theme
exists, but as treatment progresses, several themes become appar-
ent. Consistent with these theoretical assumptions, the current
findings provide support for theoretical conceptualizations of
transference that includes an initial uniform theme that evolves
into a multiplicity of patterns as therapy progresses.

Although the results of the current study are grounded in clinical
observations and support existing theories, our findings should be
interpreted as preliminary and exploratory. Specifically, owing to the
moderate sample size (which is still larger than many other studies in
the field) and the inevitable missing data, the relatively large number
of analyses and predictors conducted are a weakness. Additionally,
the samples at the different time points are also not entirely overlap-
ping (e.g., a specific patient may have missed one of the assessments
or dropped out before the last assessment point). Therefore, although
missing data were not associated with alliance or outcomes in the
current study, the use of data only from patients who remained in
therapy at each time point may still introduce a bias, as the analyses
are based only on the available data (see Smith et al., 2010). The
moderate sample size also prevented us from examining whether
significant differences exist between treatment types. In a sense, not

4 It is unknown whether the changes in the percentage of alliance
explained by representation of significant others are significant.
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being able to distinguish SET from supportive CM is a major short-
coming of the present study. In fact, discussing alliance and transfer-
ence across both supportive CM and SET might appear surprising if
one expects the interpretative psychodynamic work on interpersonal
relationships to play a causal role in the formation of transference.
However, our findings are in line with a view of transference as a
phenomenon that is not restricted only to psychoanalysis or psychody-
namic treatment (Gelso & Bhatia, 2012). Our findings are also in line
with studies demonstrating the role of the alliance as a common factor
across different treatment orientations, including supportive treatment
(Horvath et al., 2011), and are empirically supported by a separate
analysis on the current data set showing that type of treatment did not
moderate the alliance–outcome association (Zilcha-Mano et al., in
press). Furthermore, keeping in mind that there were no significant
differences in efficacy among the three treatments, the fact that the
effect of representations of others on alliance was revealed in such a
heterogeneous sample cannot be ignored. It may support the argument
that relatively similar interpersonal processes take place in distinct,
but equally effective, treatments. Saying that, it is important to ac-
knowledge that our findings do not rule out the possibility that
different tasks may be related to different amounts of transference,
and different overlaps between alliance and transference (Wampold &
Budge, 2012), as different treatments may still result in the same
outcomes even when different processes occur (DeRubeis, Brotman,
& Gibbons, 2005; Ulvenes et al., 2012). Future research should
further examine this issue.

A further limitation of the current study is its reliance on self-report
measures, which restrict our understanding of unconscious processes
and may also have contributed to inflated associations due to shared
method variance. Another limitation is the low reliability of three of
the CRQ-R subscales and the fact that although we explicitly asked
patients to answer the pretreatment alliance questionnaire for their
upcoming therapy and not their intake evaluator, we cannot know
exactly how participants interpreted the questions or what they were
thinking when they answered them (see Hill, Chui, & Baumann,
2013). Additionally, although our study is based on one of the most
widely used definitions of the real relationship as the conceptual
framework, and the findings are in line with other studies that used
direct methods to examine the real relationship and the real therapist,
the analyses conducted in this study were based on indirect methods
of examining the real relationship, and we cannot rule out the possi-
bility of alternative explanations. Therefore, the current findings ought
to be integrated with findings using other methods of examining the
real relationship (such as patient and therapist self-report measures or
observer coding that more directly addresses the genuineness and
realistic perceptions of the therapist and the relationship, for review
see Gelso, in press) in order to enable a comprehensive understanding
of this concept. Finally, although a temporal relation exists between
representations of others (examined at intake) and alliance (examined
through treatment), causality cannot be implied, as third-variable
explanations cannot be ruled out.

As discussed in the introduction, the current study addresses the
controversial theoretical issue of whether the alliance mainly in-
cludes nontransferential parts or rather that no aspect of the ther-
apeutic relationship is devoid of transferential loading (e.g., Green-
son, 1967). The findings of the current study support both
perspectives. Specifically, on the one hand, results showed that
substantial parts of the alliance originated in intrapsychic pro-
cesses (i.e., projections of representations of significant others).

However, on the other hand, the parts that are projected are
eventually assimilated to fit the encounters with the real therapist
and were not only automatically projected onto the alliance. There-
fore, even the intrapsychic origins of the alliance seem not to be a
“pure” intrapsychic process but rather arise from within the inter-
personal relationship with the real therapist. Additionally, there
were other parts of the alliance that could not be explained by the
representations of significant others (at least as operationalized in
the current study).

The current findings constitute fertile ground for further exam-
ination of a variety of clinically important questions. While the
current study focused on describing general phenomena, future
research could examine the effect of individual differences be-
tween patients (such as patient’s interpersonal problems, Dinger,
Zilcha-Mano, McCarthy, Barrett, & Barber, 2013, or attachment
orientation) as well as the effects of specific characteristics of the
real therapist (such as the therapist’s attachment orientation, or the
therapist’s personal therapy experience, Gold & Hilsenroth, 2009),
and the characteristics of the specific interactions between the
patient and the therapist on the phenomena described in this study.
Additionally, as the current study is not ideal for evaluating ther-
apist effects, future large-scale studies with appropriate designs for
investigating therapist’s effect (e.g., appropriate patients–therapist
ratio and number of therapists, see Baldwin & Imel, 2013 for
comprehensive description), should further examine the influence
of the therapist’s effect on the findings. Moreover, our interpreta-
tions of the findings (e.g., our “incubation process” suggestion)
should be examined in clinical practice and research to learn about
their potential utility. Additionally, future studies could use other
theoretical (e.g., attachment theory, cognitive scheme) and meth-
odological (e.g., The Quantitative Assessment of Interpersonal
Themes, Crits-Christoph et al., 1990; Adult Attachment Interview,
Main & Goldwyn, 1994; Real Relationship Inventory, Kelley et
al., 2010) perspectives to observe the impact of transference on
alliance in a variety of treatments (e.g., cognitive behavioral ther-
apy, long-term dynamic therapy), such that broader understanding
of the patient–therapist relationship can be obtained. Using those
methods and others may help in answering questions such as why
certain themes get enacted in the alliance while others do not, and
how the characteristics of the real therapist contributes to the
interpersonal patterns exhibited in the alliance. These questions are
of great importance, especially as contemporary evidence-based
approaches to transference have started to emerge (DeFife, Hilsen-
roth, & Kuutmann, 2014).

In sum, our findings delineate a process of alliance formation
that is highly influenced by both representations of others and the
patient’s encounter with the real therapist. If replicated in future
studies with diverse treatments and large sample sizes, these find-
ings will have important implications for the practice of psycho-
therapy. For example, by paying greater attention early in treat-
ment to patients’ relational patterns, clinicians could learn more
about potential risks and benefits to the alliance formation relevant
to a specific patient, and accordingly, better manage the alliance
using interventions relevant to create and repair the alliance. Spe-
cific evidence-based strategies can be used to resolve ruptures in
the alliance that may originate from issues of conflictual needs for
relatedness and agency as emerged in the patients’ relational
patterns (Safran, Muran, & Eubanks-Carter, 2011) and to offer
corrective emotional experiences (Friedlander et al., 2012). Ther-
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apists may also choose to use empathically attuned, open, and
curious interpretations of the transference to facilitate patients’
awareness and understandings of the maladaptive parts of their
transference patterns (Crits-Christoph, Barber, & Kurcias, 1993;
Levy & Scala, 2012) and to explore with the patient the in-session
interactions between themselves and the patient (i.e., the therapeu-
tic immediacy, DeFife, Hilsenroth, & Kuutmann, 2014; Kuutmann
& Hilsenroth, 2012). Finally, some hope for collaborations with
the patients’ nontransferential parts of relating might be suggested
based on the current findings.

References

American Psychiatric Association. (1994). Diagnostic and statistical man-
ual of mental disorders (4th ed.). Washington, DC: American Psychiat-
ric Association.

Andersen, S. M., & Przybylinski, E. (2012). Experiments on transference
in interpersonal relations: Implications for treatment. Psychotherapy, 49,
370–383. doi:10.1037/a0029116

Baldwin, S. A., & Imel, Z. E. (2013). Therapist effects: Findings and
methods. In M. J. Lambert (Ed.), Bergin and Garfield’s handbook of
psychotherapy and behavior change (6th ed., pp. 258–297). Hoboken,
NJ: John Wiley & Sons, Inc.

Barber, J. P., Barret, M. S., Gallop, R., Rynn, M. A., & Rickels, K. (2012).
Short-term dynamic psychotherapy versus pharmacotherapy for major
depressive disorder: A randomized, placebo-controlled trial. Journal of
Clinical Psychiatry, 73, 66–73. doi:10.4088/JCP.11m06831

Barber, J. P., Foltz, C., DeRubeis, R. J., & Landis, J. R. (2002). Rigidity of
interpersonal themes in narratives about relationships. Psychotherapy
Research, 12, 139–158. doi:10.1093/ptr/12.2.139

Barber, J. P., Foltz, C., & Weinryb, R. M. (1998). The Central Relationship
Questionnaire: Initial report. Journal of Counseling Psychology, 45,
131–142. doi:10.1037/0022-0167.45.2.131

Barber, J. P., Zilcha-Mano, S., Gallop, R., Barrett, M. S., McCarthy, K. S.,
& Dinger, U. (in press). The associations among improvement and
alliance expectations, alliance during treatment, and treatment outcome
for major depressive disorder. Psychotherapy Research.

Beck, A. T., Rush, A. J., Shaw, B. F., & Emery, G. (1979). Cognitive
therapy of depression. New York, NY: Guilford Press.

Beretta, V., Roten, Y. D., Stigler, M., Drapeau, M., Fischer, M., &
Despland, J. N. (2005). The influence of patient’s interpersonal schemas
on early alliance building. Swiss Journal of Psychology, 64, 13–20.
doi:10.1024/1421-0185.64.1.13

Bordin, E. S. (1979). The generalizability of the psychoanalytic concept of
the working alliance. Psychotherapy: Theory, Research, and Practice,
16, 252–260. doi:10.1037/h0085885

Bordin, E. S. (1994). Theory and research on the therapeutic working
alliance: New directions. In A. O. Horvath & L. S. Greenberg (Eds.), The
working alliance: Theory, research, and practice (pp. 13–37). New
York, NY: Wiley.

Bowlby, J. (1988). A secure base: Clinical applications of attachment
theory. London, UK: Routledge.

Castonguay, L. G., Constantino, M. J., McAleavey, A. A., & Goldfried,
M. R. (2010). The therapeutic alliance in cognitive-behavioral therapy.
In J. C. Muran & J. P. Barber (Eds.), The therapeutic alliance: An
evidence-based guide to practice (pp. 150–171). New York, NY: Guil-
ford Press.

Collins, N. L., & Read, S. J. (1994). Cognitive representations of attach-
ment: The structure and function of working models. In K. Bartholomew
& D. Perlman (Eds.), Attachment process in adulthood (pp. 53–92).
London, UK: Jessica Kingsley.

Connolly, M. B., Crits-Christoph, P., Barber, J. P., & Luborsky, L. (2000).
Transference patterns in the therapeutic relationship in supportive ex-

pressive psychotherapy for depression. Psychotherapy Research, 10, 356–
372. doi:10.1093/ptr/10.3.356

Connolly, M. B., Crits-Christoph, P., Demorest, A., Azarian, K., Muenz,
L., & Chittams, J. (1996). The varieties of transference patterns in
psychotherapy. Journal of Consulting and Clinical Psychology, 64,
1213–1221. doi:10.1037/0022-006X.64.6.1213

Crits-Christoph, P., Barber, J., & Kurcias, J. (1993). The accuracy of
therapists’ interpretations and the development of the therapeutic alli-
ance. Psychotherapy Research, 3, 25–35. doi:10.1080/10503309312
331333639

Crits-Christoph, P., Demorest, A., & Connolly, M. B. (1990). Quantitative
assessment of interpersonal themes over the course of psychotherapy.
Psychotherapy, 27, 513–521. doi:10.1037/0033-3204.27.4.513

DeFife, J., Hilsenroth, M., & Kuutmann, K. (2014). Beyond transference:
Fostering growth through therapeutic immediacy. In P. Luyten, L. C.
Mayes, P. Fonagy, M. Target, & S. J. Blatt (Eds.), Handbook of con-
temporary psychodynamic approaches to psychopathology. New York,
NY: Guilford Press.

DeRubeis, R. J., Brotman, M. A., & Gibbons, C. J. (2005). A conceptual and
methodological analysis of the nonspecifics argument. Clinical psychology:
Science and practice, 12, 174–183. doi:10.1093/clipsy.bpi022

Diener, M. J., Hilsenroth, M. J., & Weinberger, J. (2009). A primer on
meta-analysis of correlation coefficients: The relationship between
patient-reported therapeutic alliance and adult attachment style as an
illustration. Psychotherapy Research, 19, 519 –526. doi:10.1080/
10503300802491410

Dinger, U., Zilcha-Mano, S., McCarthy, K. S., Barrett, M. S., & Barber, J. P.
(2013). Interpersonal problems as predictors of alliance, symptomatic im-
provement and premature termination in treatment of depression. Journal of
Affective Disorders, 151, 800–803. doi:10.1016/j.jad.2013.07.003

Fawcett, J., Epstein, P., Fiester, S. J., Elkin, I., & Autry, J. H. (1987).
Clinical management-imipramine/placebo administration manual.
NIMH Treatment of Depression Collaborative Research Program. Psy-
chopharmacological Bulletin, 23, 309–324.

First, M. B., Spitzer, R. L., Gibbon, M., & Williams, J. B. W. (1995).
Structured clinical interview for DSM-IV axis I disorders, patient edition
(SCID-P, version 2.0). New York, NY: New York State Psychiatric
Institute Biometrics Research Department.

Freud, S. (1912/1958). The dynamic of transference. In J. Strachey (Ed.),
The standard edition of the complete psychological work of Sigmund
Freud (Vol. 12, pp. 99–108). (Original work published 1912). London,
UK: Hogarth Press.

Fried, D., Crits-Christoph, P., & Luborsky, L. (1992). The first empirical
demonstration of transference in psychotherapy. The Journal of Nervous
and Mental Disease, 180, 326–331.

Friedlander, M. L., Sutherland, O., Sandler, S., Kortz, L., Bernardi, S., Lee,
H., & Drozd, A. (2012). Exploring corrective experiences in a single,
successful case of short-term dynamic psychotherapy. Psychotherapy,
49, 349–363. doi:10.1037/a0023447

Gelso, C. J. (in press). A tripartite model of the therapeutic relationship:
Theory, research, and practice. Psychotherapy Research.

Gelso, C. J. (2002). Real relationship: The “something more” of psycho-
therapy. Journal of Contemporary Psychotherapy, 32, 35–40.

Gelso, C. J. (2011). The real relationship in psychotherapy: The hidden
foundation of change. Washington, DC: American Psychological Asso-
ciation. doi:10.1037/12349-000

Gelso, C. J., & Bhatia, A. (2012). Crossing theoretical lines: The role and
effect of transference in non-analytic psychotherapies. Psychotherapy,
49, 384–390. doi:10.1037/a0028802

Gelso, C. J., & Hayes, J. A. (1998). The psychotherapy relationship. New
York, NY: Wiley.

Gold, S. H., & Hilsenroth, M. (2009). Effects of graduate clinicians’
personal therapy on therapeutic alliance. Clinical Psychology and Psy-
chotherapy, 16, 159–171. doi:10.1002/cpp.612

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.

9ALLIANCE AND TRANSFERENCE



Greene, W. H. (2008). Econometric Analysis (7th ed.). Upper Saddle River,
NJ: Prentice Hall.

Greenson, R. R. (1965). The working alliance and the transference neuro-
sis. The Psychoanalytic Quarterly, 34, 155–181.

Greenson, R. R. (1967). The technique and practice of psychoanalysis
(Vol. 1). New York, NY: International Universities Press.

Hatcher, R. L., & Barends, A. W. (2006). How a return to theory could help
alliance research. Psychotherapy: Theory, Research, Practice, Training. 43,
292.

Hill, C. E., Chui, H., & Baumann, E. (2013). Revisiting and reenvisioning
the outcome problem in psychotherapy: An argument to include indi-
vidualized and qualitative measurement. Psychotherapy, 50, 68–76.
doi:10.1037/a0030571

Horowitz, M. J. (1986). Stress response syndromes. New York, NY:
Aronson.

Horowitz, M. J., Marmar, C., Krupnick, J., Wjlner, N., Kai Treider, N., &
Wallerstein, R. (1984). Personality styles and brief psychotherapy. New
York, NY: Basic Books.

Horvath, A. O., Del Re, A. C., Flückiger, C., & Symonds, D. (2011).
Alliance in individual psychotherapy. Psychotherapy, 48, 9–16. doi:
10.1037/a0022186

Horvath, A. O., & Greenberg, L. S. (1989). Development and validation of
the Working Alliance Inventory. Journal of Counseling Psychology, 36,
223–233. doi:10.1037/0022-0167.36.2.223

Kelley, F. A., Gelso, C. J., Fuertes, J. N., Marmarosh, C., & Lanier, S.
(2010). The real relationship inventory: Development and psychometric
investigation of the client form. Psychotherapy, 47, 540–553. doi:
10.1037/a0022082

Kuutmann, K., & Hilsenroth, M. J. (2012). Exploring in-session focus on
the patient-therapist relationship: Patient characteristics, process, and
outcome. Clinical Psychology and Psychotherapy, 19, 187–202. doi:
10.1002/cpp.743

Levy, K. N., & Scala, J. W. (2012). Transference, transference interpreta-
tions, and transference focused psychotherapies. Psychotherapy, 49,
391–403. doi:10.1037/a0029371

Littell, R. C., Milliken, G. A., Stroup, W. W., Wolfinger, R. D., &
Schabenberger, O. (2006). SAS for mixed models (2nd ed.). Cary, NC:
SAS Institute, Inc.

Luborsky, L. (1995). Supportive-expressive dynamic psychotherapy of
depression: A time-limited version. In J. P. Barber & P. Crits-Christoph
(Eds.), Dynamic therapies for psychiatric disorders (pp. 41–83). New
York, NY: Basic Books.

Luborsky, L. (1998). The convergence of Freud’s observations about
transference with the CCRT evidence. In L. Luborsky & P. Crits-
Cristoph (Eds.). Understanding transference: The Core Conflictual Re-
lationship Theme method (2nd ed., pp. 307–326). Washington, DC:
American Psychological Association. doi:10.1037/10250-021

Luborsky, L., & Crits-Christoph, P. (Eds.). (1998). Understanding trans-
ference: The Core Conflictual Relationship Theme method (2nd ed.).
Washington, DC: American Psychological Association. doi:10.1037/
10250-000

Luborsky, L., Mellon, J., Alexander, K., Van Ravenswaay, P., Childress,
A., Levine, F., . . . Crits-Christoph, P. (1985). A verification of Freud’s
grandest clinical hypothesis: The transference. Clinical Psychology Re-
view, 5, 231–246. doi:10.1016/0272-7358(85)90046-7

Main, M., & Goldwyn, R. (1994). Adult attachment scoring and classifi-
cation system. Unpublished scoring manual, Department of Psychology,
University of California, Berkeley.

Mallinckrodt, B. (2010). The psychotherapy relationship as attachment:
Evidence and implications. Journal of Personal and Social Relation-
ships, 27, 262–270. doi:10.1177/0265407509360905

Mann, J. (1973). Time-limited psychotherapy. Cambridge, MA: Harvard
University Press.

Marmarosh, C. L., Gelso, C. J., Markin, R. D., Majors, R., Mallery, C., &
Choi, J. (2009). The real relationship in psychotherapy: Relationships to
adult attachment, working alliance, transference, and therapy outcome.
Journal of Counseling Psychology, 56, 337–350. doi:10.1037/a0015169

McCarthy, K. S., Connolly Gibbons, M. B., & Barber, J. P. (2008). The
relation of rigidity across relationships with symptoms and functioning:
An investigation with the revised Central Relationship Questionnaire.
Journal of Counseling Psychology, 55, 346–358. doi:10.1037/a0012578

Mikulincer, M., Shaver, P. R., & Bernat, E. (2013). An attachment per-
spective on therapeutic processes and outcomes. Journal of Personality,
81, 606–616. doi:10.1111/j.1467-6494.2012.00806.x

Mitchell, S. A., & Aron, L. E. (1999). Relational psychoanalysis: The
emergence of a tradition. Mahwah, NJ: Analytic Press.

Muran, J. C., & Barber, J. P. (2010). The therapeutic alliance: An
evidence-based guide to practice. New York, NY: Guilford Press.

Piaget, J. (1970). Genetic epistemology. New York, NY: Norton and
Company.

Raue, P. J., & Goldfried, M. R. (1994). The therapeutic alliance in cognitive–
behavior therapy. In A. O. Horvath & L. S. Greenberg (Eds.), The working
alliance: Theory, research and practice (pp. 131–152). New York, NY:
Wiley.

Safran, J. D., Muran, J. C., & Eubanks-Carter, C. (2011). Repairing alliance
ruptures. Psychotherapy, 48, 80–87. doi:10.1037/a0022140

Smith, A. E. M., Msefti, R. M., & Golding, L. (2010). Client self-rated
adult attachment patterns and the therapeutic alliance: A systematic
review. Clinical Psychology Review, 30, 326–337. doi:10.1016/j.cpr
.2009.12.007

Stephen, A. M., & Aron, L. (1999). Relational psychoanalysis: The emer-
gence of a tradition. Hillsdale, NJ: The Analytic Press.

Strupp, H., & Binder, J. (1984). Psychotherapy in a new key: A guide to
time-limited dynamic psychotherapy. New York, NY: Basic Books.

Tracey, T. J., & Kokotovic, A. M. (1989). Factor structure of the Working
Alliance Inventory. Psychological Assessment: A Journal of Consulting
and Clinical Psychology, 1, 207–210. doi:10.1037/1040-3590.1.3.207

Ulvenes, P. G., Berggraf, L., Hoffart, A., Stiles, T. C., Svartberg, M.,
McCullough, L., & Wampold, B. E. (2012). Different processes for
different therapies: Therapist actions, therapeutic bond, and outcome.
Psychotherapy, 49, 291–302. doi:10.1037/a0027895

Vonesh, E. F., Chinchilli, V. M., & Pu, K. (1996). Goodness-of-fit in
generalized nonlinear mixed-effects models. Biometrics, 52, 572–587.

Wampold, B. E., & Budge, S. L. (2012). The relationship – and its
relationship to the common and specific factors of psychotherapy. The
Counseling Psychologist, 40, 601–623. doi:10.1177/0011000011432709

Zilcha-Mano, S., Dinger, U., McCarthy, K. S., & Barber, J. P. (in press).
Does alliance predict symptomatic change, or is it the other way around?
Journal of Counseling and Clinical Psychology.

Zilcha-Mano, S., Dinger, U., McCarthy, K. S., Barrett, M. S., & Barber,
J. P. (2014). Changes in well-being and quality of life in a randomized
trial comparing dynamic psychotherapy and pharmacotherapy for major
depressive disorder. Journal of Affective Disorders, 152–154, 538–542.
doi:10.1016/j.jad.2013.10.015

Received September 7, 2013
Revision received February 19, 2014

Accepted March 3, 2014 �

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.

10 ZILCHA-MANO, MCCARTHY, DINGER, AND BARBER

View publication statsView publication stats

https://www.researchgate.net/publication/262694365

