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The Competing Influences of Initial
Depressive Symptomatology and Early Alliance
on Early Outcome: A Preliminary Study

Giorgio Gabriele Alberti'*', Anna Martorano?, & Bruno Martorano®

Abstract. We examined 40 psychotherapies, some delivered in combination with phar-
macotherapy, which were all conducted by cognitive behavioral or psychodynamically
oriented therapists in a general hospital center for the treatment of light to moderate de-
pressive disorders. Our goal was to examine the relationship between early outcome (de-
fined as change in Beck Depression Inventory scores between sessions 2 and 15) and
early therapy alliance (as measured at sessions 1 to 5 by the Working Alliance Inven-
tory). We also wanted to concurrently examine the effect of initial depressive sympto-
matology (BDI at session 2) on early outcome. For the entire sample, both early alliance
and initial depressive symptomatology were found to significantly correlate with out-
come, the latter more strongly so. However, after dividing the patient sample into sub-
groups based on different initial levels of depression, early outcome for patients with
depression of intermediate severity was found to be better predicted by early alliance
than by initial depression. These results suggest that there may be a patient subgroup
for whom a good early alliance optimally mitigates the self-perpetuating action of initial

depression.
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This study is part of a broader research project which
began in 2006 at the Center for Dysthymic Disorders,
San Carlo Hospital, Milan (Alberti, Rognoni, Carozzi,
& Alfieri, 2008a). The aim of this project was to study
the formation of the therapeutic alliance and the rela-
tionship between early alliance and therapy outcome
(Alberti, 2009; Alberti, Rognoni, Alfieri, Carozzi, Mar-
torano, Ricchi, Martini, 2008b; Alberti, Rognoni, Ca-
rozzi, Alfieri, Martorano, Ricchi, Martini 2008c).
Apart from finding a positive correlation between
early alliance and outcome, a peculiar aspect of our data

' Milan University, Medical Faculty, Specialization School in
Clinical Psychology.

* Milan University, Medical Faculty, Specialization School in
Clinical Psychology.

*> The United Nations Children’s Fund (UNICEF) Office of
Research - Innocenti of Psychology, University of Palermo, It-
aly.

™ Correspondence concerning this paper should be addressed
to Giorgio Gabriele Alberti, Piazza Lega Lombarda 1, 20154
Milano, Italy.

E-mail: dr.gg.alberti@studiomedicodipsicoterapia.com

was an even stronger correlation between patients’ ini-
tial depression and their depression at a later stage of
therapy, that is at session 15 (Alberti et al., 2008c). In
other words, although a strong early alliance, measured
at sessions 3 to 5, significantly correlated with a reduc-
tion of depression at later sessions (with Pearson’s »
varying from - .33 to -.38), depression reported at the
beginning of therapy was much more significantly cor-
related with depression reported later in therapy, (with
Pearson’s r reaching .78).

This suggested a sort of ‘inertia’ of initial depression,
or a tendency for depression to perpetuate in time, even
when it was offset against the opposing action of a good
therapy alliance (and, of course, of other factors mobi-
lized or facilitated by it). In this study we decided to fo-
cus on the opposing factors that influence outcome in
order to potentially highlight their dynamics.

Psychotherapy outcome is reliably predicted on the
basis of different factors, which can be divided into three
categories: patient factors (e.g., psychological minded-
ness, attachment modality, internal object relations, ex-
pectations about treatment, symptomatology and oth-
ers, Clarkin & Levy, 2004), therapist factors (e.g., clinical
experience, relational attitude, attachment modality,
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etc., Beutler et al,, 2004), and factors that arise during the
initial phase of the therapy process, as a consequence of
alliance fostering attitudes and procedures (Alberti,
2004; Safran & Muran, 2000). A great deal of research
has been carried out into the therapeutic alliance, which
plays a central role in the third category (Horvath & Sy-
monds, 1991; Lingiardi, 2002; Martin, Garske, & Davis,
2000). All of the above factors can positively or nega-
tively correlate with outcome. By considering them not
only as statistical predictors but also as factors that con-
tribute to the clinically efficacious therapeutic process,
we must establish whether they facilitate or hinder good
therapeutic activity.

The interplay between factors that facilitate and hin-
der outcome has been highlighted by Kazdin (2007,
2009), who distinguishes three general, fundamental
concepts: change mediators, change mechanisms, and
mechanism moderators. Change mediators are inter-
vening variables that statistically account for the rela-
tionship between a therapeutic procedure and its out-
come. They do not necessarily correspond to a change
mechanism. Kazdin points out that something that medi-
ates change may not necessarily explain how change
comes about. Indeed, the mediator can be either a proxy
for one or more other variables, or a general construct that
is not necessarily intended to explain the mechanisms of
change. A mediator may be a guide that indicates possible
mechanisms, but it is not necessarily one of them. On the
contrary, a change mechanism encompasses the processes
or events that are responsible for the change, thus the rea-
sons why change comes about. Finally, a moderator is con-
ceived as a factor that influences change mechanisms either
by reducing or increasing them.

Kazdin’s (2007, 2009) scheme provides a conceptual
framework within which the interplay of opposing factors
that contribute to the outcome found in our previous re-
search can be interpreted. The intensity of the early alli-
ance can be conceptualized as a mediator of the actual
change mechanism. From this perspective, initial depres-
sion can be re-defined as a moderator, which negatively
impinges on the alliance’s impact on clinical change,
thereby thwarting it (e.g., Hoberman, Lewinsohn, & Til-
son, 1988). In the present study, we focused on early out-
come, that is, a significant change in any problematic do-
main of a client within the initial phases of the treatment.
More specifically, we examined whether variations in ini-
tial depression moderate or differentially influence the al-
liance and therapy early outcome.

To this end we examined the correlation between
early alliance and depression at session 15 (i.e., early
outcome) in subgroups of patients differing in their
mean initial depression level, i.e. the intensity of the
moderating factor. Our hypothesis was that patients
with different initial depression level would show dif-
ferent correlations between early alliance and depres-
sion at session 15. Moreover, we were interested in ex-
ploring what configuration would assume these differ-
ent correlations. We thought that with increasing ini-
tial depression the correlation between early alliance
and early outcome would simultaneously diminish.

Method

Patient Sample and Treatments

We examined data pertaining to 40 short- to medium-
term psychodynamic (n = 24) and cognitive-behavioral
(n = 16) psychotherapies, given in weekly sessions by
five therapists in an outpatient setting. Patients were
affected by the following disorders: dysthymia anxiety
and adjustment disorders and cluster C personality dis-
orders. All patients manifested predominantly depres-
sive symptoms of low to medium severity, having a BDI
(Beck Depression Inventory, Beck & Steer 1987) aver-
age score at the beginning of therapy of 18.41. Exclu-
sion criteria were: dementia, other organic diseases im-
pinging on brain functioning (e.g., liver cyrrhosis),
acute or chronic psychosis, major depression, manic or
hypomanic condition, severe personality disorder (e.g.
paranoid or antisocial and severe borderline), current
substance abuse.

In about 60% of patients and in both psychothera-
peutic modalities, clients also received pharmacologi-
cal treatment with tranquilizers and mainly selective
serotonin reuptake inhibitors (SSRI) antidepressants.
In the majority of such cases, the onset of medication
preceded the onset of psychotherapy, which was rec-
ommended by the treating psychiatrist because medi-
cation alone had not produced satisfactory results.

Measure and Procedures

Upon arrival at the Center for Dysthymic Disorders,
patients underwent an intake interview in which they
were asked to describe their problem to the therapist,
who decided whether or not to treat them. In the con-
text of a broader research project (Alberti et al. 2008b,
2008c) a general assessment procedure was then car-
ried out on the patients who were deemed suitable for
therapy. An array of symptom scales were administered
at session 2, and then re-administered at sessions 15, 30
and 45: Hamilton Anxiety Scale (HAS; Hamilton 1959),
Hamilton Depression Scale (HDS; Hamilton 1960),
Zung Anxiety Scale (ZAS; Zung 1971), Zung Depression
Scale (ZDS; Zung 1965), Symptom Check-List-90 SCL-
90 (Derogatis 1977), Brief Psychiatric Rating Scale
(BPRS; Overall & Gorham 1962), and Beck Depression
Inventory (BDI; Beck & Steer 1987).

Patient-reported alliance measures were made by us-
ing the short form of the patient version of Horvath
and Greenberg’s Working Alliance Inventory (WAIL;
Horvath & Greenberg, 1989) with 12 items.

For the present study we used only a part of the data:
the WAI (Horvath & Greenberg, 1989) total and par-
tial scores (Task, Goal and Bond), administered at ses-
sions 2, 3,4, and 5, and to the BDI (Beck & Steer, 1987)
scores, administered at sessions 2 and 15.

Statistical Data Analysis

Statistical analyses included partial correlations and
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Table 1. Partial correlations between advanced depression (session 15) and respectively initial depression (session 2) and
early alliance (sessions 2 to 5), controlling respectively for early alliance and for initial depression

Variable BDI-t2 WAI-t2

WAI-t3 WAI-t4 WAI-t5

BDI-t15 0.77** -0.24

-0.24 -0.33* -0.38*

*p <.05 *p <.0L

Note: BDI = Beck Depression Inventory; WAI = Working Alliance Inventory; t2, t3, t4, t5, t15 = session number at which

instruments were administered

multiple regressions. Partial correlations were used to
test hypothesis of a correlation of early outcome with re-
spectively initial depression (controlling for early alli-
ance) and early alliance (controlling for initial depres-
sion), Multiple regression was used to assess the degree
of association of early alliance and initial depression (in-
dependent variables) on outcome at session 15 (depend-
ent variable). These two statistical methods, which esti-
mate the contribution of independent variables to early
outcome in two different ways, are thus complementary
and could potentially corroborate each other.

Results

Correlations between initial depression, early alli-
ance and early outcome

The BDI score variation between session 2 and 15, of

-4.46 points, shows a clear significant decrease (t =
4.7951, p < .01), that is, a positive therapy early out-
come. Although on a smaller scale, alliance also
strengthened significantly between sessions 2 and 5,
rising by 2.75 points on the WAI scale (t = 2.2972, p <
.05).

Table 1 shows the partial correlations between de-
pression at session 15 and respectively initial depres-
sion and early alliance, controlling respectively for alli-
ance and for initial depression. It is evident that initial
depression showed a high partial correlation with ad-
vanced depression.

Smaller partial correlation coefficients were found
between early alliance and depression at session 15. Alt-
hough it became progressively larger from session 2 to
session 5, this relationship was only statistically signifi-
cant at sessions 4 and 5. Therefore, with respect to early
outcome, two opposing relationships were found. Ini-
tial depression had a negative, stronger relationship

Table 2. Effects of initial depression (session 2) and alliance (sessions 2, 3, 4, 5 and 15) on advanced depression (session

15) as shown by multiple regression analysis

n =40
Variable B T R? F
Model 1 0.63 30.40**
Constant 10.89 1.61
BDI-t2 0.70** 6.08
WAI-t2 -0.15 -1.68
Model 2 0.62 32.64**
Constant 9.83 1.45
BDI-t2 0.71** 6.10
WAI-t3 -0.13 -1.55
Model 3 0.64 36.54**
Constant 14.04 1.94
BDI-t2 0.68** 5.80
WAI-t4 -0.19 -2.03
Model 4 0.62 24.31**
Constant 7.01 1.32
BDI-t2 0.72** 6.38
WAI-t5 -0.10 -1.39
Model 5 0.62 21.98**
Constant 13.66 1.97
BDI-t2 0.69** 6.07
WAI-t15 -0.17** -1.86

*p <.05*p<.01

Note. BDI = Beck Depression Inventory; WAI = Working Alliance Inventory; t2, t3, t4, t5, t15 = session number at which
instruments were administered.
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Table 3. Partial correlations between advanced depression (session 15) and respectively initial depression (session 2) and
the three factors Task, Bond and Goal or early alliance (sessions 2 to 5), controlling respectively for early alliance and

initial depression

BDI-t2 WAI-t2 WAI-t3 WAI-t4 WAI-t5
Variable Task Bond Goal Task Bond Goal Task Bond Goal Task Bond Goal
BDI-t15 0.77** -0.06 -0.19 0.10 -0.32f 0.07 0.09 0.08 -0.15 -0.07 0.39* -0.06 -0.15

Tp<.10;*p <.05**p < .01

Note. BDI = Beck Depression Inventory; WAI = Working Alliance Inventory; t2, t3, t4, t5, t15 = session number at which

instruments were administered.

with the outcome at session 15 compared to the early
alliance, which had a positive relationship with early
outcome.

We conducted a multiple regression analysis (Table
2) in order to test for either independent or mediation
effects between the prediction of early outcome of
these two variables at session 15. This analysis indicates
that the coefficient of variable BDI at session 2 (t2) is
always positive and statistically significant at the 1%
level. In particular, a unitary variation of BDI at session
2 corresponds to a variation of BDI at session 15 lying
within a range between .68 and .72. On the other hand,
the WALI variable pertaining to different sessions never
reaches significance, except in session 4, where it is neg-
ative and significant at the 5% level.

Table 3 shows the partial correlations of depression
at session 15 with initial depression and with the three
component factors of the WAI scale (Task, Bond and
Goal), controlling respectively for early alliance and for
initial depression.

It can be seen that there is a very significant strong
correlation between advanced and initial depression.

With regard of therapeutic alliance, early outcome
shows a moderate significant correlation only with the
Task subscale (agreement on what needs to be done
during sessions) at session 5.

Subgroups with different initial depression level

Thus far, the data has confirmed what had already been
shown for the larger sample and for longer-term out-
come (Alberti, Rognoni, Alfieri, et al., 2008b; Alberti,
Rognoni, Carozzi, et al., 2008c), that is, that initial de-
pression is a much stronger predictor of (early) out-
come than early alliance.

Relevant empirical evidence (Lambert & Ogles,
2004) demonstrates that said predictors can also be
considered as outcome-influencing factors. One could
argue that their action may also be indirect as they may
exert their influence through a cascade of other events
that are favorable and unfavorable to therapeutic
change. In the present study we infer that the outcome
of session 15 might be good if the positive effect of early

Table 4. Descriptive statistics of the assessed variables in the four subgroups of the total sample, differentiated according

to their initial depression

Minimal Moderate Pathological Severe Total sample
Depression Depression Depression Depression (n =40)
Level® Level® Level* Level?
(n=14) (n=32) (n=16) (n=28)
Variable M SD M SD M SD M SD M SD
BDI-t2 8.79 4.96 15.94 7.44 25.00 6.13 32.88 3.83 19.32 9.68
BDI-t15 6.57 5.89 12.16 7.41 18.85 7.06 24.13 8.03 14.55 8.87
WAI-t2 67.36 11.41 64.97 10.86 63.73 10.10 65.13 10.02 65.00 10.58
WAI-t3 67.57 9.57 64.84 10.80 64.88 10.55 69.75 6.18 65.82 10.18
WAI-t4 71.07 9.90 68.13 10.76 66.19 9.72 67.00 6.02 67.90 9.94
WAI-t5 71.71 9.68 68.25 10.48 65.62 10.23 65.75 10.22 67.75 10.35

*BDI < 17.°BDI < 29.°BDI > 16.9BDI > 28.

Note. BDI = Beck Depression Inventory; WAI = Working Alliance Inventory; t2, t3, t4, t5, t15 = session number at which

instruments were administered.
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Table 5. Partial correlations between advanced depression (session 15) and respectively initial depression (session 2) and
early alliance (sessions 2 to 5) in the four depression level subgroups, controlling for respectively early alliance and initial

depression
Minimal level (n = 14)
Variable BDI-t2 WAI-t2 WAI-t3 WAI-t4 WAI-t5
BDI-t15 0.71** 0.15 0.32 0.01 0.01
Moderate level (n = 32)
BDI-t2 WAI-t2 WAI-t3 WAI-t4 WAI-t5
BDI-t15 0.77** -0.25 -0.33" -0.37* -0.37*
Pathological level (n = 26)
BDI-t2 WAI-t2 WAI-t3 WAI-t4 WAI-t5
BDI-t15 0.47* -0.39* -0.377 -0.42* -0.49*
Severe level (n = 8)
BDI-t2 WAI-t2 WAI-t3 WAI-t4 WAI-t5
BDI-t15 —-0.09** -0.44 -0.10 -0.29 -0.72f

Tp<.10;*p <.05** p < .01

Note: BDI = Beck Depression Inventory; WAI = Working Alliance Inventory; t2, t3, t4, t5, t15 = session number at which

instruments were administered

alliance is sustained, and if the negative effect of initial
depression is reduced.

In this perspective, Kazdin’s (2007, 2009) concepts
of change mediator and change moderator are particu-
larly useful to help us understand the overall change
mechanism of our therapy sample. We can conceive of
alliance as a change mediator whose action may be in-
hibited and reduced by the patient’s symptomatic con-
dition at the beginning of therapy, or by secondary re-
lated moderating factors.

On this basis, we assumed that the inhibitory moder-
ating influence of initial depression depends on its inten-
sity level. We therefore decided to explore the alliance-

outcome correlation in patient groups that differ in their
initial depression level. To this end we re-grouped the
patients on the basis of their initial BDI score.
According to criteria suggested by Beck (Beck &
Steer 1987), we created four subgroups with increasing
mean initial depression (Figure 1), denominated as fol-
lows:
(a) Subgroup with minimal depression level: BDI
score between 1 and 16;
(b) Subgroup with moderate depression level: BDI
score between 1 and 28;
(c) Subgroup with pathological depression level:
BDI score between 17 and 63;

Table 6. Descriptive statistics of the intermediate depression level subgroup and of the total sample

Intermediate subgroup (n = 18)

Total sample (n = 40)

Variable M SD M SD

BDI-2 21.50 2.66 19.33 9.68
BDI-t15 16.50 5.27 14.55 8.87
WAI-t2 63.11 10.36 65.00 10.58
‘WAIL-t3 62.72 11.48 65.83 11.18
WAI-t4 65.83 11.12 67.90 9.94
WAI-tS 65.56 10.53 67.75 10.35

Note. BDI = Beck Depression Inventory; WAI = Working Alliance Inventory; t2, t3, t4, t5, t15 = session number at which

instruments were administered.
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(d) Subgroup with severe depression level: BDI
score between 29 and 63.

Table 4 shows that the four subgroups are not only in-
ternally more homogeneous, as is evident from the
standard deviations of their BDI means, but more im-
portantly that they have a different initial depression
level; BDI scores range from about 4 to 15, then to 24
and finally to 32. They are clearly different subgroups
in terms of patients’ initial depression.

Patients also show a clear difference in symptomatic
improvement at session 15: while in the subgroups with
“minimal level” and “moderate” depression, the BDI
scores decrease by scarcely more than 2-3 points, the
therapeutic response in the “pathological” subgroup is
almost twice as strong, and in the “severe” subgroup it
is four times as strong (with respect to the minimal de-
pression level).

Another difference pertains to the alliance: The in-
tensity of the patients’ early alliance experience is
clearly stronger in the two less-depressed subgroups, as
itis higher than that of patients in the pathological level
and severe level subgroups by 3 to 6 points respectively.
The alliance response of initially less-depressed pa-
tients also has a stronger increase rate from session 2 to
session 5. This confirms what has already been re-
ported (Alberti et al., 2008b), that is, i.e. that initial de-
pression has a negative influence on the formation of
early alliance.

However, the most interesting difference between
the four subgroups becomes evident when we consider
the partial correlations between early alliance, initial
depression and early outcome, i.e. a statistical analysis
highlighting the correlations of advanced depression
with early alliance and initial depression, controlling
for respectively initial depression and early alliance
(Table 5). In the two groups with respectively moder-
ate and pathological levels of initial depression, early al-
liance is much more correlated to advanced depression
than itis in the extreme groups (i.e., groups with respec-
tively minimal and severe levels of initial depression).
This aspect is particularly apparent in the pathological
level subgroup, but it is also noticeable in the moderate
level subgroup, albeit with a delay and lower intensity.

Another aspect that characterizes the pathological
level and the severe level subgroups is the decreasing

significance of the correlations between initial depres-
sion and advanced depression. In other words, the de-
pressive condition seems to perpetuate itself less in the
more severely depressed patients than in those who are
slightly depressed.

On one hand, therefore, we have an increasing rela-
tionship between early alliance and advanced depres-
sion, and on the other hand a decreasing relationship
between initial and advanced depression.

The creation of the intermediate level group

Hoping to highlight this trend and isolating the pa-
tients who show the highest early outcome predictivity
on the basis of their early alliance scores, we established
a fifth subgroup of patients whose BDI scores were in
the overlapping area of the moderate level and the
pathological level subgroups, that is between 17 and 28
(see Figure 2). As a result of this we identified an inter-
mediate level subgroup including 18 patients.

Descriptive statistics of this subgroup (Table 6)
show that it has an intermediate early alliance level, as
well as early alliance increase and BDI therapeutic re-
sponse, but also that it is more internally homogeneous
in comparison with both the total patient sample and
all other subgroups (see Table 5).

The main peculiarities of this subgroup become clear
when we examine the partial correlations (Table 7).
The first is that partial correlations between WAI at
sessions 2, 3, 4, and 5 and BDI depression score at ses-
sion 15, controlling for initial depression, are all signif-
icant at the 1% and 5% level. In no other subgroup is
early alliance so strongly and coherently predictive of
early outcome.

The second peculiarity is that significantly predictive
alliance scores are present at decidedly earlier sessions
with respect to the total sample and the other sub-
groups. The first significant partial correlation coeffi-
cient can already be found at session 2, while the most
outcome-predictive WAI score is found at session 3 in-
stead of session 5.

Therefore, in comparison with all the other sub-
groups and the total sample, patients with an interme-
diate initial depression develop an alliance which pre-
dicts outcome at session 15 earlier and more strongly,
and presumably exerts a more intense influence over it.

Table 7. Partial correlations between advanced depression (session 15) and respectively initial depression (session 2) and
early alliance (sessions 2 to 5) in the intermediate depression level subgroup, controlling for respectively early alliance

and initial depression

Variable BDI-t2 WAI-t2

WAI-t3 WAI-t4 WAI-t5

BDI-t15 0.19 -0.54*

-0.64** -0.55* -0.56*

*p <.05*p<.01

Note: BDI = Beck Depression Inventory; WAI = Working Alliance Inventory; t2, t3, t4, t5, t15 = session number at which

instruments were administered
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Table 8. Effects of initial depression (session 2) and alliance (sessions 2, 3, 4, 5 and 15) on advanced depression (session
15), for the intermediate level subgroup, as shown by multiple regression analysis

n=18
Variable B T R? F
Model 1 0.32 4.20*
Constant 27.64 3.35
BDI-t2 0.28 0.86
WAI-t2 -0.27** -2.88
Model 2 0.44 6.00*
Constant 9.83 2.67
BDI-t2 0.71** 1.70
WAI-t3 -0.13 -3.46
Model 3 0.33 3.85*
Constant 14.04 2.84
BDI-t2 0.68** 1.36
WAI-t4 -0.19 -2.75
Model 4 0.34 291
Constant 7.01 2.92
BDI-t2 0.72** 1.48
WAI-t5 -0.10 -2.41
Model 5 0.12 1.47
Constant 13.66 1.64
BDI-t2 0.69** 1.25
WAI-t15 -0.17** -1.42

*p<.05*p<.01

Note. BDI = Beck Depression Inventory; WAI = Working Alliance Inventory; t2, t3, t4, t5, t15 = session number at which

instruments were administered.

Another peculiarity of this subgroup, which is even
more important in our view, is the predictive power of
initial depression: For the first time we find a partial
correlation between BDI-t2 (initial depression) and
BDI-t15 (advanced depression) which is not signifi-
cant, besides being much lower than all the partial cor-
relations between WAI-t2, WAI-t3, WAI-t4, WAI-t5,
and BDI-t15. The negative influence on early outcome
of the initial symptomatic condition thus practically
vanishes, and is replaced by the opposing positive influ-
ence of a very early-established alliance.

This particular aspect of the behavior of the interme-
diate level subgroup with respect to early outcome fac-
tors is confirmed by multiple regression analysis.

This analysis shows that the contribution of initial
depression (BDI-t2) to advanced depression (BDI-t15)
is still positive but constantly not significant, whereas
the contribution of alliance, which is obviously nega-
tive, is persistent and often highly significant, even at
session 2 (Table 8). Comparing Table 8 with Table 2
gives clear evidence of the substantial inversion, in in-
termediately depressed patients, of the relationship be-
tween the contribution of initial depression and early
alliance to early outcome, in favour of the latter.

Regression analysis also reinforces the previous find-
ing that in this subgroup the early outcome predictive
power of the alliance arises earlier: exactly as happened
with partial correlations, significant values at the 5%

Table 9. Partial correlations between advanced depression (session 15) and respectively initial depression (session 2) and
the three, WAI components Task, Bond and Goal of early alliance (sessions 2 to 5) in the intermediate depression level
subgroup, controlling for respectively initial depression and early alliance

BDI-t02 WAI-t2

WAI-t3

WAI-t4 WAI-t5

Variable Task Bond Goal

Task Bond Goal

Task Bond Goal Task Bond Goal

BDI-t15 0.19 -0.07 -0.28 0.09

-0.48" 0.22

0.05 -0.02 -0.04 -031 -0.37 0.13 -0.24

fp<.10

Note. BDI = Beck Depression Inventory; WAI = Working Alliance Inventory; t2, t3, t4, t5, t15 = session number at which

instruments were administered.
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level are already present at session 2. The concomi-
tance of no predictive power of initial depression and
of a marked predictive power of alliance at a very early
phase of therapy is the most characterizing aspect of
patients entering psychotherapy with intermediate se-
verity of depression. In these patients, the therapeutic
effect of the alliance, with all its implications, over-
comes the strong tendency of initial depression to per-
petuate itself in time, hence bringing about positive
treatment early outcome.

Table 9 shows the partial correlations between ad-
vanced depression (BDI-t15) and respectively initial
depression (BDI-t2) and the three WAI components
(Task, Bond, and Goal) at each assessment point, con-
trolling respectively for early alliance and initial depres-
sion. Although there is some correlation for the Goal
and Bond components, the Task component shows a
trend to more constant and higher, although non-sig-
nificant, correlation coefficients with advanced depres-
sion. This data suggest that Task is the alliance compo-
nent mostly contributing to early outcome (see Table
3). In the intermediate level subgroup, too, patient-
therapist agreement about what needs to be done dur-
ing sessions is the strongest factor to influence early
outcome, and to contribute to breaking the tendency of
initial depression to perpetuate in time.

Discussion

Although this research project was initially explora-
tive, it led us to examine the interaction between
early therapeutic alliance, an acknowledged change
mediator, and initial depressive symptomatology,
another outcome factor, which could be defined as a
change moderator from Kazdin’s perspective (2007;
2009).

In a previous study (Alberti et al., 2008b) we re-
ported data showing that initial depression affects not
only the outcome of therapies but also the change me-
diator. Apart from the correlation with later depres-
sion, those data showed a negative (even significant at
session 5) correlation of initial depression and anxiety
with early alliance: the more depressed and anxious pa-
tients were at the beginning of psychotherapy, the
lower their alliance scores were.

In our opinion, the present study has provided more
tangible evidence of the influence of initial depression
on early alliance by showing that the higher a sub-
group’s mean initial depression, the lower its mean alli-
ance at sessions 2 to 5 (see Table 4).

Thus, an essential step towards a better understand-
ing of the interaction between the two opposing fac-
tors, initial depression and alliance, was to regroup pa-
tients in order to examine the early outcome predictive
power of different intensity levels of the former, that is
the moderating variable, simultaneously monitoring
possible variations in early alliance.

The most interesting data regarding these subgroups
is reported in Table 5, which shows that in the moder-
ate level subgroup and especially in the pathological

level subgroup, a correlation of alliance with later de-
pression develops much earlier than in the other sub-
groups. Excluding both the minimally and severely de-
pressed patients, we created a single specific subgroup
of subjects who, at the beginning of therapy, were af-
fected by a mood deflection of intermediate severity.

Patients with intermediate severity depression
showed a peculiar pattern of partial correlations (Table
7): while alliance correlated earlier (starting at session
2) more strongly and consistently with early outcome,
initial depression did not correlate with advanced de-
pression. This might be indicative of an inversion of the
predictive power of initial depression with respect to
the predictive power of early alliance is the peculiar
characteristic of this subgroup, showing that the thera-
peutic effect of alliance, as heralded by early WAI
scores, is stronger than the self-perpetuation of initial
depression.

Curiously, the intermediate level subgroup had not
developed as strong an alliance as the other subgroups
had. It was only characterized by the fact that its alli-
ance scores already correlated with the outcome at ses-
sion 2, which is earlier than in other subgroups. This
could be interpreted by suggesting that these patients
had a shorter latency in developing trust and confi-
dence in their therapists, and remained “tuned in” to
them throughout the course of subsequent sessions.
Considering the general relevance of the Task factor
for alliance, they presumably also agreed on what
needed to be done during sessions earlier than other
patients.

The reason why these three aspects, that is faster al-
liance development, stronger influence of alliance on
early outcome, and irrelevance of initial depression as
an outcome factor, were observed in patients with in-
termediate severity initial depression requires a tenta-
tive explanation.

Unfortunately, our research design did not include
measurements from which we could derive empirical
demonstrations that show why such patients should
behave in such a way. Therefore, we must limit our-
selves to hypotheses that could be tested in future re-
search.

We would like to consider some possible conse-
quences of intermediate severity initial depression.
Firstly, a higher degree of suffering compared to less
depressed patients could result in patients with inter-
mediate severity depression being more motivated to
committing themselves to therapy, which begins with
the awareness of their need to ask for and accept help
from a therapist.

Secondly, although patients with more severe de-
pression should theoretically be even more motivated
to committing themselves to treatment, such patients
might well be influenced by other factors that make
therapy and cooperation therein more difficult. For ex-
ample, a more depressed mood may bring about a re-
duction of energy and a lack of self-confidence.

Moreover, if more severe depression relates to inter-
personal issues, there might also be distrust and lower



propensity to interact, but also, perhaps in the more se-
vere patients, deep relational attitudes, severely dys-
functional relational schemas or attachment difficul-
ties, all of which may hinder building a trusting rela-
tionship with the therapist and the procedures he/she
proposes. This difficulty in building a trusting relation-
ship might explain why in general very severe mental
disorders, as those excluded by our research design, are
less suited for psychotherapy.

If patients with intermediate severity depression
have a less problematic and dysfunctional relational
orientation, this may explain, along with their strong
commitment, their higher capacity to establish an alli-
ance and to cooperate with the therapist.

On the other hand, the lower propensity to establish
an early alliance which is predictive of an early outcome
could be, at least partially, a consequence of our meas-
urement design. As previously described, this ends with
session 15 and, thus, does not show potentially good
outcomes resulting from longer treatment.

As already stated by Shapiro and colleagues (1994),
more depressed patients could develop a good alliance
at a slower pace, thereby only producing a good out-
come after session 15. An indication of a longer la-
tency in developing an early outcome-correlated alli-
ance comes from the data in Table 5, where we can see
that the severe level subgroup reaches a preliminarily
significant (i.e., at a 10% probability level) partial cor-
relation coefficient of over 0.70 by session 5, whereas
the moderate level and pathological level subgroups
reach a 5% significant correlation by session 4, or even
by session 2. This consideration should, of course, be
founded on more data.

On the other hand, a plausible explanation of the total
lack of significant alliance-early outcome correlation in
the minimal level subgroup is needed. Indeed, these less
severely depressed patients who presumably suffer less,
are perhaps also less motivated to work on themselves,
despite the higher absolute alliance scores (see Table 4).
In fact, in this case, we have the apparent paradox of a
very high alliance without any correlation with the ensu-
ing early outcome. At the moment, this leads us to the
conclusion that the alliance of minimally depressed pa-
tients is somehow disconnected from a sufficient com-
mitment to therapeutic work. It might be interesting to
see how the WAL factors behave in this subgroup in
comparison with the intermediate level subgroup.

Yet again, in connection with the less depressed pa-
tients, we should consider the possibility of a methodo-
logical limitation consisting in the fact that in this sub-
group the WAI and BDI scores lie near the range limit
of those measures. We cannot expect relevant varia-
tions in scores either for depression, which is already at
very low levels, or for alliance, which reaches high
scores from the very onset of therapy.

Here we must consider some other general limita-
tions connected with our sample’s composition: first,
we did not control for the distribution of diagnoses
across the two treatment modalities; second, part of the
sample was treated, as adjunctive pharmacological
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treatment, with antidepressants and anxiolythics. Alt-
hough we think that those differences were somehow
overshadowed by the patients’ similar clinical condition
at intake and by the not too dispersed severity of initial
depression, we also think that future research, with per-
haps more treatment modalities and particularly with a
homogeneous sample composition regarding diagnosis
and the presence/absence of pharmacotherapy. could
help to highlight the currently unanswered questions.

At this point we should not forget the salient result
of the present study, that there are situations in which
the intrinsic tendency of depressive suffering to perpet-
uate itself is counterbalanced and then overcome by a
good alliance between patient and therapist, with the
ensuing therapeutic processes facilitated by it. Alliance
is certainly favored by an adequate combination of pre-
existing patient and therapist factors: the patient’s mo-
tivation and capacity to enter a relationship, and the
therapist’s personality (Lambert, 2004).

Furthermore, it is facilitated and influenced by proce-
dures implemented by the therapist at the beginning and
during later phases of therapy. These procedures include
a broad array of supportive interventions, the interpre-
tation/explicitation of defensive patterns, the handling
of relational complementarity, and others like the well-
known Rogerian attitudes of empathy, acceptation, and
unconditioned positive regard (Alberti, 2004).

We think that the most favorable conditions for alli-
ance development, and consequently optimal coopera-
tion between patient and therapist, are those in which
the patient’s personality and motivational aspects coin-
cide with the therapist’s alliance-promoting behavior.
This optimal convergence may appear to be static, but
it is not necessarily so. The fact that the alliance can be
governed and guided within certain limits suggests that
the patient’s capacity to enter relationships may be
modified, provided the therapist modulates his/her at-
titudes and interventions.

This possibility implies that our research results for a
circumscribed subgroup could also be applied to the
generality of patients. If a positive alliance reaction is
favored by treating patients in certain ways, we can pre-
sume that what we have observed in the subgroup of
patients with intermediately severe depression may
also be true for many other patients, although perhaps
with longer delays.

In concluding, we can say that our main hypothesis
could be confirmed: patients having an initial different
depression level showed a different correlation between
early alliance and advanced depression. Moreover, there
was no proportional increase of alliance-early outcome
correlation parallel to the increase of initial depression
level. Rather, an inverse-U-shaped relationship emer-
ged, with patients showing an initial intermediate de-
pression level having a stronger correlation between alli-
ance and early outcome than both the less and the more
depressed ones. For the intermediately depressed sub-
group of patients the tendency of depression to perpetu-
ate during therapy course was outgrown by the positive
effect of a stronger and earlier developing alliance.
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