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EMPIRICAL PAPER

Pretreatment insight as a predictor of alliance strengthening in
supportive vs. supportive-expressive treatment

LIRIT YAFFE-HERBST , ABIGAIL KRAPF FORTEZA-REY, GALIT PEYSACHOV, &
SIGAL ZILCHA-MANO

The Department of Psychology, University of Haifa, Haifa, Israel

(Received 1 July 2022; revised 1 March 2023; accepted 2 March 2023)

Abstract
Objective The available literature points to the potential therapeutic benefits of alliance strengthening during treatment.
Both supportive and expressive techniques have been suggested to be associated with strengthening of the alliance. The
present study investigates whether patients may show different effects of supportive vs. expressive techniques in
improving alliance as a function of their pretreatment insight levels.
Method Fifty-five patients were randomly assigned to either supportive treatment (ST) or supportive-expressive treatment
(SET), as part of a larger randomized controlled trial. Clinical interviews were administered at pretreatment to evaluate the
patients’ level of insight. The working alliance was measured after each of the 16 sessions. A multilevel model, including a 3-
way interaction of pretreatment insight by treatment condition (ST vs. SET) by time, was used to predict alliance
strengthening.
Results The findings suggest that, for individuals receiving ST, those with higher levels of insight show greater alliance
strengthening. For individuals receiving SET, those with lower levels of insight show greater alliance strengthening.
Conclusion The current study suggests that one size may not fit all and, whereas some individuals may benefit more from ST
to achieve alliance strengthening, others may benefit more from SET.

Keywords: alliance; insight; self-understanding; psychodynamic treatment; process research; supportive-expressive

Clinical ormethodological significance of this article: The findings of the present study suggest that one size may not fit
all in strengthening the alliance. Patients with different levels of insight at pretreatment may benefit from distinct techniques
to show improvement in strengthening of the alliance. For patients with a higher initial level of pretreatment insight, it might
be more beneficial to strengthen the SL alliance through supportive treatment. For patients with a lower initial level of
pretreatment insight, however, it might be more beneficial to strengthen the SL alliance through supportive-expressive
treatment. Thus, information about the patient’s level of insight at pretreatment can be useful as an empirically
supported tool to decide how to strengthen the alliance.

The therapeutic alliance is commonly defined as
the emotional bond established between the
patient and the therapist, the agreement between
them regarding the goals of treatment, and the
degree of therapist-patient agreement regarding
the tasks that are pertinent to accomplishing
these goals (Bordin, 1979). A meta-analysis
based on 295 independent samples indicated a
positive, moderate-sized effect association

between alliance and treatment outcome, which
is consistent across different variables related to
the measurement, population, setting and treat-
ment types (Flückiger et al., 2018). Studies that
examined the association between the therapeutic
alliance and outcome suggest that stronger alliance
is related to symptomatic improvement (Barber
et al., 2013; Horvath et al., 2011) and that alli-
ance improvements temporally precede
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symptomatic reduction throughout the course of
treatment (Zilcha-Mano et al., 2014).
In recent years, some of the literature on the alli-

ance has differentiated between two distinct com-
ponents of alliance: trait-like (TL) and state-like
(SL) alliance (Zilcha-Mano & Fisher, 2022). The
TL component of alliance is conceptualized as refer-
ring to individual differences between people in their
general tendency to form a strong alliance. A syn-
thesis of the accumulating literature suggests that
the TL alliance is a product of the patient’s and the
therapist’s baseline TL characteristics, such as
intra- and inter-personal characteristics (Zilcha-
Mano & Fisher, 2022). In contrast, the SL com-
ponent of the alliance is conceptualized as referring
to changes in alliance occurring throughout the
course of treatment, such as strengthening or weak-
ening of the alliance from one session to the next,
or within a session. The SL alliance can be conceptu-
alized as the component of alliance responsible for its
potential to serve as a mechanism of change in treat-
ment (Zilcha-Mano, 2017, 2020), given that it
reflects changes within the individual (Kazdin,
2007).
A synthesis of the literature, based on 41 studies

that disentangled state-like and trait-like alliance,
suggests that although different studies used a
variety of approaches to estimate the SL alliance,
the findings are relatively consistent across studies:
the SL component is significantly associated with
subsequent treatment outcome (Zilcha-Mano &
Fisher, 2022). These findings, along with a concep-
tual understanding of SL alliance as the mechanism
making alliance therapeutic in itself, raises the ques-
tion of how alliance can be strengthened to improve
treatment outcomes.
Currently, little is known about pretreatment

characteristics of patients that may predict SL alli-
ance. Most studies looking for such pretreatment
characteristics failed to find a consistent association
between patients’ demographics (e.g., age, years of
education, gender, socioeconomic status) and SL
alliance (Accurso et al., 2015; Folmo et al., 2021;
Hersoug et al., 2009). A more consistent association
was found between patients’ interpersonal character-
istics and SL alliance. Specifically, findings suggest
that patients who had more interpersonal problems
showed greater SL alliance strengthening (Constan-
tino & Smith-Hansen, 2008; Dinger et al., 2013;
Hersoug et al., 2009; Ollila et al., 2016). Similarly,
patients with higher attachment anxiety and lower
avoidance (Tasca et al., 2007), higher level of distress
(Busmann et al., 2021; Manne et al., 2012; Penzen-
stadler et al., 2018) and impairment in ego function-
ing (Stenius et al., 2021) were found to show greater
SL alliance strengthening.

Other studies focused on in-treatment processes
that are associated with SL alliance, such as feedback
provided to the therapist about the progress of the
treatment. These studies found that providing thera-
pists with feedback was positively associated with
greater SL alliance strengthening (Errázuriz &
Zilcha-Mano, 2018; McClintock et al., 2017; She
et al., 2018; Tzur Bitan et al., 2020). The theoretical
literature suggests the potential role of supportive
and expressive techniques in facilitating SL alliance
strengthening. In supportive techniques, the thera-
pists implement techniques aimed at actualizing the
patient’s interpersonal wishes within the therapeutic
relationship and focus on the patient’s strengths (Lei-
bovich et al., 2018). Such supportive techniques
prepare the ground for enhancing the SL alliance
by providing a healing environment of safety and
warmth (Solomonov et al., 2018). Empirical litera-
ture focusing on the association between supportive
techniques and SL alliance strengthening suggest a
positive association between the two. That is,
greater use of supportive techniques was associated
with greater SL alliance strengthening (Leibovich
et al., 2020; Solomonov et al., 2018).
According to the theoretical literature focusing on

expressive techniques, these techniques are aimed at
helping thepatient gain insight intomaladaptive inter-
personal patterns. Insight can be defined as under-
standing regarding the associations between
components, such as past and present experiences,
typical relationship patterns, and the relation
between interpersonal challenges, emotional experi-
ence, and psychological symptoms (Jennissen et al.,
2018). Insight is theorized to be strengthened by
working through interpersonal patterns of the
patient outside the therapy roomandwithin the thera-
peutic relationship (Gibbons et al., 2007). To the best
of our knowledge, no research to date focused on the
association between expressive techniques and SL
alliance. The available literature focused mainly on
snapshots of the alliance on specific sessions and
thus was not able to shed light on the association
between expressive techniques and the development
of the alliance from one session to the next, as cap-
tured by SL alliance. Yet, the available literature
suggests a positive association between the use of
expressive techniques and the alliance at specific ses-
sions on treatment. That is, a greater use of expressive
techniques was found to be associated with a stronger
alliance at those specific sessions (for a review, see
Ackerman & Hilsenroth, 2003).
The theoretical and several available findings

regarding the techniques which are associated with
SL alliance strengthening may indicate that both
techniques are helpful for everyone, or that some
individuals may benefit more from one than the
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other in enhancing SL alliance strengthening. That
is, one size may not fit all, and whereas some individ-
uals may benefit more from a supportive technique to
achieve SL alliance strengthening, others may benefit
more from expressive techniques. If one size does not
fit all, indicating who may benefit from each type of
technique for SL alliance strengthening is of critical
importance.
One approach to determine who may benefit the

most from each type of technique to facilitate SL alli-
ance strengthening is by strength and weaknesses
theories (Barber & Muenz, 1996; Cheavens et al.,
2012). When focusing on pretreatment insight
level, in supportive treatment, the therapists work
with the patients capitalizing on their current level
of insight into interpersonal patterns, rather than
seeking to improve it. Thus, those individuals with
a high level of pretreatment insight may bring such
a strength to treatment focusing on supportive tech-
niques. In contrast, in supportive-expressive treat-
ment, the therapists seek to improve the patients’
level of insight into interpersonal patterns through
the use of interpretations focusing on interpersonal
patterns. Thus, those individuals with a low level of
pretreatment insight may benefit from compensating
for their weakness.
The present study aims to examine whether one

size does not fit all when focusing on techniques to
enhance SL alliance strengthening. We hypothesized
that, for individuals with higher levels of pretreat-
ment insight, supportive treatment focusing on
their strength will be associated with greater SL alli-
ance strengthening. In contrast, for individuals with
low levels of pretreatment insight, supportive-expres-
sive treatment focusing on the weakness will be
associated with greater SL alliance strengthening.

Method

Study design and procedure

Fifty-five patients with major depressive disorder
(MDD) were recruited through advertisements offer-
ing free treatment for depression at the psychother-
apy research lab clinic. This study is part of a larger
randomized controlled trial (RCT; Zilcha-Mano
et al., 2018). The patients were from the main trial
phases and the pilot of the RCT that were enrolled
from the point in which the insight measure started
to be collected. Individuals who met the inclusion
criteria and did not meet the exclusion criteria (see
below) received a time-limited psychodynamic treat-
ment which consisted of sixteen therapy sessions of
fifty minutes each. Participants were randomly
assigned to either a “supportive” treatment condition
or a “supportive-expressive” treatment condition

(Luborsky, 1984; Luborsky et al., 1995). Written
and oral informed consent was obtained from all par-
ticipants, and protocols were approved by the
Internal Review Board of the institution. Treatments
were face-to-face until the start of the pandemic,
which resulted in 13 patients being treated remotely
(Table I).
All participants that were included in the studymet

the following inclusion criteria: (a) MDD had to be
diagnosed according to structured clinical interviews
for Diagnostic and Statistical Manual of Mental Dis-
orders (5th ed.; DSM-V), rating above 14 on the 17-
item HRSD (Hamilton, 1967) at two different evalu-
ation points, one week apart, and current MDD
measured with the MINI assessment (MINI Inter-
national Neuropsychiatric Interview; Sheehan et al.,
1998); (b) patients on medication must have been
on a stable dosage at least the three previous
months before entering the study, and consent to
maintaining a stable dosage as long as they receive
the study’s treatment; (c) age between 18 and 60
years; (d) fluency in the Hebrew language; and (e)
providing written informed consent. Exclusion cri-
teria were: (a) current high risk of suicide or self-
harm (HRSD suicide item > 2); (b) current sub-
stance abuse disorder; (c) current or past schizo-
phrenia or psychosis, bipolar disorder, or severe
eating disorders that require medical monitoring;
(d) organic mental disease history; and (e) currently
receiving psychotherapy.

Treatment conditions

The two treatment conditions of this study were: a
supportive treatment condition (ST) or a suppor-
tive-expressive treatment condition (SET), which
are a time-limited psychodynamic therapy adapted
for depression and consisting of 16 fifty-min sessions.
The ST included supportive techniques, such as
affirmation and empathic validation and the SET
included expressive techniques, such as interpret-
ation, confrontation and clarification (Luborsky
et al., 1995). The SET was based on the manual
used by Luborsky et al. (1995). The ST included
all the supportive techniques detailed in the
manual, but not the expressive techniques (Leibo-
vich et al., 2018). Further details about the trial are
provided in the trial protocol (Zilcha-Mano et al.,
2018). All procedures were approved by the insti-
tutional review board.

Participants

Demographic and clinical characteristics of the
sample are given in Table I.

Psychotherapy Research 3



Therapists

Therapists had at least five years of expertise in psy-
chodynamic psychotherapy. All Therapists received
intensive training of 20 hours in supportive and sup-
portive-expressive techniques and participated in
both treatment conditions. During the study, thera-
pists were supervised by two supervisors in group
supervision and by one of the supervisors in individ-
ual supervision. Supervisors were licensed clinical
psychologists and had extensive supervision experi-
ence. A total of six therapists participated in the
study and the mean number of patients treated by
each therapist was 16.1 (SD= 8.4), range 5–31.

Measures

Insight measure. An interview administered at
baseline was used to assess insight based on the
Self-Understanding of Interpersonal Patterns
Scales-Interview version (SUIP-I; Gibbons & Crits-
Christoph, 2017; Yaffe-Herbst et al., 2022), which
is based on Luborsky’s Core Conflictual Relation-
ship Theme framework (CCRT; Luborsky, 1977;
Luborsky et al., 1990). SUIP-I was face-to-face
until the start of the pandemic (COVID-19), which
resulted in 13 patients being interviewed remotely
using secured software. During the interview,
patients are asked to share five interactions about
relational exchanges with significant others, which
they see as problematic. Structured questions are
used to give the patient the opportunity to verbalize
their understanding of each interaction without
leading the patient. The interviewer evaluates the
ability of the patients to recognize, understand and
describe their conflictual pattern. Each story is
coded along six levels. The first and lowest level

evaluates whether there is a basic recognition of the
pattern in the specific interaction, while the sixth
and highest level evaluates whether the patient is
able to think of an alternative way to understand
the interaction while it is occurring and whether the
patient is able to implement this understanding in a
similar interaction. The SUIP-I code is based on a
newly developed coding system which consists of
Likert scales to evaluate each of the six levels
(Yaffe-Herbst et al., 2022; the full description of
the SUIP-I coding system appears in Table S1 in
the Supplements). The total score was calculated as
an average of all six levels across the different
stories. Higher resulting scores indicate a higher
level of insight. The SUIP-I interviewers were gradu-
ate students in clinical psychology, who received
training and weekly supervision in the administration
of the SUIP-I by a PhD student. All interviews were
recorded to ensure reliability. The inter-rater
reliability of each of the six levels, as evaluated by
the agreement between two independent coders,
was in the ‘excellent’ range (ICC(1,1) = .91–.97)
for all the 6 levels (Portney & Watkins, 2009).
Internal reliability of the SUIP-I was good (Cron-
bach’s α = .81, N= 55).

Alliancemeasure. Alliance was assessed with the
Working Alliance Inventory (WAI; Horvath &
Greenberg, 1989; Tracey & Kokotovic, 1989), a
12-item self-report measure, rated on a 7-point
Likert scale, designed to evaluate therapeutic alli-
ance. Items are rated from 1 (never) to 7 (always)
and the overall score for the therapeutic alliance is
obtained from three subscales: agreement on the
goals of treatment, agreement on the tasks of treat-
ment, and the affective bond between the patient

Table I. Patient demographic and clinical characteristics as a function of treatment condition.

Patient characteristics Total sample (N= 55) ST (N= 27) SET (N= 28) Statistical test p Value

Demographic variables
Age, years, M (SD) 29.6 (6.7) 30.8 (5.8) 28.5 (7.4) t(53) = 1.28 .21
Female 56.4 (31) 59.3 (16) 53.6 (15) χ2(1) = .18 .79
Income > average 21.8 (12) 14.8 (4) 28.6 (8) χ2(1) = 1.73 .33
Education, years, M (SD) 13.8 (2.4) 13.9 (2.7) 13.6 (2.1) t(53) = 0.6 .55
Employed 69.1 (38) 74.1 (20) 64.3 (18) χ2(1) = 1.03 .38
Married 12.7 (7) 18.5 (5) 7.1 (2) χ2(1) = 1.6 .25
Jewish 72.7 (40) 77.8 (21) 67.9 (19) χ2(1) = .68 .55
Clinical variables
Current medication 14.5 (8) 18.5 (5) 10.7 (3) χ2(1) = .67 .47
Previous medication 18.2 (10) 18.5 (5) 17.9 (5) χ2(1) = .02 1
Previous psychotherapy 41.8 (23) 44.4 (12) 39.3 (11) χ2(1) = .26 .78
Comorbidity with personality disorder 76.4 (42) 74.1 (20) 78.6 (22) χ2(1) = .15 .76
Drop-outs 3.6 (2) 3.7 (1) 3.6 (1) χ2(1) = .001 1
Remote treatment, yes 23.6 (13) 25.9 (7) 21.4 (6) χ2(1) = .15 .76

Note. Values shown as % (n) unless otherwise noted. ST = supportive treatment; SET = supportive-expressive treatment.
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and therapist. In this study, the patients’ therapeutic
alliance was measured after each therapy meeting.
The internal reliability range for the WAI throughout
the treatment was .91–.96.

Data analysis

Baseline differences between treatment conditions in
demographic and clinical characteristics were exam-
ined using independent-samples t-tests for continu-
ous variables. Categorical variables were examined
using tests of independence or Fisher exact tests by
applying 10,000 Monte Carlo simulations.
To test the main hypothesis of the study, data were

hierarchically nested, with sessions nested within
patients and patients nested within therapists. To
account for interdependence, and to prevent
inflation of the nonindependence effects (Krull &
MacKinnon, 2001; Laurenceau & Bolger, 2012),
SAS PROC MIXED procedure was utilized (Littell
et al., 2007). We used a model with Level 1 as the
session level, Level 2 as the patient level, and Level
3 as the therapist level. Intra-class correlations
(ICC) were used to measure the amount of unex-
plained variance in predicting working alliance
(WAI) due to random effects of the therapist and
patient.
We examined whether the alliance development

throughout treatment has a trend in time (session)
(Curran & Bauer, 2011). The following trend
models were evaluated: without time; with time not
including slope as random; with time including
slope as random; with linear in log of time not includ-
ing slope as random; and with linear in log of time
including slope as random. We used the log likeli-
hood test and the Bayesian Information Criterion
(BIC) to determine whether the inclusion of each
term improved the model fit (a table with BICs and
AICs of all appears in Table S2 in the Supplements).
Themodel that was found to have the best fit, namely
with the lowest BIC and AIC, for the alliance
throughout treatment was the model with fixed and
random linear in log of time. For each treatment
type, the sample was divided according to their
insight levels: higher than one standard deviation
above average, average, and lower than one standard
deviation below average. We introduced alliance
development throughout treatment as the dependent
variable. The three-way interaction between patient’s
pretreatment level of insight, treatment condition
(ST vs. SET), and log of time (an equation of the
final model can be found in the supplements). The
two-way interactions between pretreatment levels of
insight with linear in log of time were also used as
predictors. As sensitivity analyses, we tested

whether findings were replicated when (a) the two
dropout cases were removed, and (b) controlled for
the mode of delivery (face to face vs. remote). In
addition, as part of the sensitivity analysis, we
assessed for each treatment type whether the differ-
ent trajectories of the different insight groups on alli-
ance were significantly different from each other.
We have calculated standardized effect sized for

the effects of the main hypothesis analysis, as well
as for the effects of the analysis assessing the alliance
development throughout treatment. We followed
Cohen’s guidelines, according to which the classifi-
cation for a coefficient β is that effect sizes between
0.10 and 0.29 are small, effect sizes between 0.30
and 0.49 are moderate, and effect sizes of 0.50 or
greater are large (Cohen, 2013).
Due to the relatively low number of missing obser-

vations (2% missing for SUIP-I, 4.6% for the WAI,
and none missing for the treatment condition), and
the use of multilevel models which can handle
missing values under the missing at random assump-
tion (e.g., Gallop & Tasca, 2009), we did not
conduct any further imputation of missing data
outside the multilevel modeling (MLM) models.

Results

Sample characteristics. The patient characteristics by
treatment conditions appear in Table I. For the
sub-set of individuals included in the present study,
no significant differences were found between treat-
ment conditions for any baseline demographic or
clinical characteristics.
Main analyses. A significant three-way interaction

was found between treatment conditions (ST vs.
SET), patient’s level of pretreatment insight and
time in predicting the alliance development through-
out treatment (b̂7 =−.67, SE = 0.21, t(828) =−3.23,
p= 0.001, CL 95% [−1.08, −0.26], β=−0.33, a
moderate effect size; Cohen, 2013, h2

p = 0.01). We
found that, in each treatment, the two-way inter-
action was significant (ST: b̂6= 0.45, SE = 0.18, t
(828) = 2.48, p = 0.014, CL 95% [0.11, 0.8], β=
0.22, a small effect size, h2

p = 0.01; SET: b̂6 + b̂7 =
−0.22, SE = 0.11, t(828) =−2.07, p = 0.039, CL
95% [−0.43, −0.001], β=−0.10, a small effect
size, h2

p = 0.01).
When the two-way interaction was significant,

simple mean analysis was used to reveal the source
of significance. In the ST condition, average or
higher levels of pretreatment insight significantly pre-
dicted the trajectory of alliance development
(average level of insight: B= 0.16, SE = 0.07, t
(406) = 2.5, p= .01, CL 95% [0.03, 0.29]; average
+SD/higher level of insight: B= 0.37, SE = 0.1, t
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(406) = 3.6, p < .001, CL 95% [0.17, 0.5]), while
lower pretreatment insight did not (average-SD/
lower level of insight: B=−0.05, SE = 0.11, t(406)
=−0.43, p= .67, CL 95% [−0.27, 0.17]). In other
words, in ST, alliance improves over time only
when patients’ pretreatment insight level is average
or above. The higher the patient’s pretreatment
insight levels, the more rapidly it strengthens.
In SET, the prediction of the trajectory of alliance

development was significant in all levels of pretreat-
ment insight (average-SD/lower level of insight: B
= 0.57, SE = 0.07, t(420) = 7.77, p< .001, CL 95%
[0.43, 0.72]; average level of insight: B= 0.48, SE
= 0.06, t(420) = 8.11, p< .001 CL 95% [0.36,
0.59]; average+SD/higher level of insight: B= 0.38,
SE = 0.08, t(420) = 4.79, p < .001, CL 95% [0.22,
0.53]). This indicates that the lower the patient’s pre-
treatment insight, the more rapidly it strengthens
(Figure 1).
Sensitivity analyses. The sensitivity analysis

revealed that findings were replicated when the two
dropout cases were removed and when controlled
for the mode of delivery (see the Supplements for
more details). In addition, for each treatment type,
all three trajectories were significantly different
from each other. Meaning, that different levels of
pretreatment insight were associated with different
trajectories of alliance development, within each of

the two treatments: ST (F(1, 406) = 6.13, p=
0.014) and SET (F(1, 420) = 4.27, p= 0.039).

Discussion

Given the established importance of strengthening
the SL alliance, it is important to identify how such
strengthening can be accomplished. The current
study aimed to investigate whether differences in pre-
treatment insight level affect SL alliance strengthen-
ing differences between ST vs. SET. We tested
whether patients with higher pretreatment insight
benefit from supportive treatment in strengthening
the alliance, with the therapists working to capitalize
on the patients’ current level of insight into interper-
sonal patterns, rather than seeking to improve it
(Zilcha-Mano, 2020). For patients with lower levels
of pretreatment insight, we tested whether they
would benefit from supportive-expressive treatment
in strengthening the alliance, where therapists seek
to improve the patients’ level of insight into interper-
sonal patterns using interpretations that focus on
interpersonal patterns.
The findings suggest that, for individuals receiving

ST, those with higher levels of insight show greater
SL alliance strengthening, compared to those with
lower level of insight, who show less SL alliance
strengthening. In ST, the therapist works with the
patient from their pretreatment level of insight with
which they started treatment. When patients start
treatment with higher levels of pretreatment insight,
as manifested in better understanding of their inter-
personal patterns, they are able to build on these
strengths to achieve SL alliance strengthening.
Therefore, during treatment, the patient might be
better able to develop an effective bond with the
therapist and an agreement about the goals and
tasks of treatment (Bordin, 1979). When patients
start treatment with a lower level of pretreatment
insight, as manifested in poor understanding of
their interpersonal patterns, the result is less SL alli-
ance strengthening. These findings are consistent
with previous studies showing an association
between supportive techniques and SL alliance
strengthening (Leibovich et al., 2020; Solomonov
et al., 2018), but further specify them to identify
the subpopulation most likely to benefit from it.
In relation to the SET condition, the findings

suggest that those with lower levels of pretreatment
insight show greater SL alliance strengthening,
while those with higher levels of pretreatment
insight show less SL alliance strengthening. In
SET, the therapist and patient work on gaining
insight into maladaptive interpersonal patterns and
expanding the repertoire of responses (RS), such as

Figure 1. The 3-way interaction between pretreatment insight,
treatment condition and time in predicting alliance strengthening.
Note. The X axis refers to time operationalized as log of time
according to the model. The Y axis refers to strengthening of the
alliance (WAI) from one session to the next throughout treatment.
The Solid line refers to patients with a high level (average+SD) of
pretreatment insight (SUIP-I); the Dashed line refers to patients
with an average level of pretreatment insight; and the Dotted
line refers to patients with a low level (average–SD) of pretreat-
ment insight. ST = supportive-treatment, SET = supportive-
expressive treatment.

6 L. Yaffe-Herbst et al.



adding interpersonal responses that are more adap-
tive and might also be beneficial in the current
relationship with the therapist. When the patient
starts SET with a lower level of pretreatment
insight, as manifested in lower understanding of
their interpersonal patterns, they have a potential
for additional gaining of insight through the expan-
sion of their repertoire, which results in strengthen-
ing the SL alliance. Such gaining of insight allows
the patient to facilitate better relationships with the
therapist throughout treatment. In contrast, when
the patient starts treatment with a higher level of pre-
treatment insight, as manifested in better under-
standing of their interpersonal patterns, less SL
alliance strengthening occurs. These findings are
also consistent with the theoretical literature, accord-
ing to which the use of expressive techniques is
expected to be associated with alliance strengthen-
ing. However, they further specify them as attributed
to SL alliance strengthening and indicate the sub-
population most likely to benefit from it.
The current study suggests that one size may not fit

all and, whereas some individuals may benefit more
from a ST to achieve SL alliance strengthening,
others may benefit more from SET. Thus, infor-
mation about the patient’s level of pretreatment
insight can be useful in assigning them to the suitable
treatment type to strengthen the alliance. For
patients with a higher initial level of pretreatment
insight, based on the finding, it could be suggested
that it might be more beneficial to strengthen the
SL alliance through their strength of high pretreat-
ment insight level, such as through ST. As one
patient remarked when interviewed at the end of
the treatment:

The therapist mademe feel like he was seeingme, lis-
tening to me and believing in me. During the treat-
ment I was able to realize my abilities and through
that I understood that I could get out of the situation.

However, for patients with a lower initial level of
pretreatment insight, it could be suggested that it
might be more beneficial to strengthen the SL alli-
ance through treatment that focuses on the weakness
of their low pretreatment insight level and to choose a
treatment, such as SET, that focuses on gaining
insight into maladaptive interpersonal patterns. As
one patient remarked when interviewed at the end
of the treatment:

The therapist helped me understand how I avoid and
please others, so they misunderstand my needs. This
understanding allowed me to make a positive change
in my relationships with others so that they would be
more meaningful and supporting, as it was in my
relationship with the therapist.

There are some limitations in the current study that
should be considered in future research. First, our
findings are based on a small sample size and are
specific toMDDpatients. The validity of our findings,
therefore, should be explored in future studies with a
larger sample size and other clinical populations.
Second, our study does not determine how other indi-
vidual differences, besides insight, may affect each
treatment condition inSLalliance strengthening. Fur-
thermore, only two different treatment conditions
were included in the study, and it would be beneficial
to investigate how other types of treatment interact
with patients’ individual differences. Third, although
it is a common practice to use pretreatment character-
istics that are assumed to be relatively stable without
treatment, such as insight, as capturing TL character-
istics of the individual, this trait may also have some
inherent dynamics that can be explored in future
studies. Finally, an important direction for future
studies with larger samples would be to investigate
moderated mediation models testing whether the
mechanism underlying symptom reduction is greater
improvement in insight for individuals with lower
levels of insight assigned to SET.
The current study investigates whether pretreatment

insight level predicts differences in effects for ST vs.
SET on SL alliance strengthening. In ST, for patients
with high levels of pretreatment insight, SL alliance
can be strengthened through capitalizing on their high
insight. Conversely, in SET, for patients with low
levels of pretreatment insight, SL alliance can be
strengthened by gaining insight into maladaptive inter-
personal patterns. Future studies should shed light on
the in-session processes contributing to these findings,
as well as their immediate and long-term effects on
patients’ well-being. If replicated in future research,
the present findings may serve as an evidence-based
personalized tool for strengthening the alliance.
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