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ABSTRACT

Therapist responsiveness is an emerging construct in psy-
chotherapy research that still lacks a clear definition and, con-
sequently, a unique operationalization. Indeed, there is a great
overlap between therapist responsiveness and other variables,
such as attunement, flexibility, and empathy. This overlap in-
evitably hinders the assessment of the therapist’s responsiveness,
although it is crucial for the effectiveness of the treatments.
Therefore, the current systematic review aims at exploring the
different methodologies of measurement and analysis of thera-
pist responsiveness, including both direct and indirect instru-
ments. The results confirmed difficulties and divergences in the
operationalization of the construct, as shown by the great het-
erogeneity found in the choice and use of the tools. Furthermore,
this review provides guidance for future research, clinical prac-
tice, and training of therapists.

Key words: therapist responsiveness, evaluation, measurement
instruments, effectiveness, efficacy.

Introduction

Therapist responsiveness (TR) is an emerging construct in
psychotherapy research, and consequently, there is still no agree-
ment on its definition and operationalization. One of the first and
most shared formulations is the one by Stiles ez al. (1998) which
conceptualized it as a therapist’s interpersonal competence, defin-
ing it as the set of behaviors influenced by the emerging thera-
peutic context. Subsequently, Elkin et al. (2014) have extended
this definition by indicating TR as the degree to which the thera-
pist shows himself attentive, caring, and respectful towards the
patient, keeping in mind his uniqueness; he attempts to recognize
and understand the patient’s emerging concerns; and he appears
clearly interested in the patient’s communications, both in terms
of content and feelings. A following conceptualization is that by
Hatcher (2015), according to which TR refers to the therapist’s
ability to achieve benefits for a patient by adjusting the interven-
tions to the current state of the patient and the therapeutic process.
In an attempt to combine all these definitions, Watson and Wise-
man (2021) have recently conceptualized TR as a therapist’s in-
terpersonal competence consisting of a set of flexible
interventions aligned with patients’ emotional and cognitive states
and being able to respond to several contingencies within a spe-
cific clinical relationship.

Indeed, framing TR is a difficult task due to its similarity with
other constructs, such as attunement, flexibility, and empathy,
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among others; in fact, all of them require a connection to the pa-
tient’s mental state, but there are significant differences. In par-
ticular, the term “attunement” refers to a tuning process that allows
therapists to genuinely connect with patients’ feelings and expe-
riences (Erskine, 1998) without necessarily responding to them,
whereas TR is not a process but a competence, and in addition, it
concerns what the therapist does during the session. Therefore,
the attunement could be considered a necessary but not sufficient
precondition for TR: a therapist who is responsive is also tuned
to the patient, but a tuned therapist is not necessarily responsive.
Flexibility refers to a therapist’s personal characteristics that al-
lows them to adapt the treatment to patients’ needs and individu-
ality (Cahill er al., 2009); therefore, training therapists to
flexibility is more difficult, in contrast to TR, which is an inter-
personal competence that can be easier taught. Finally, empathy
refers to the ability to perceive, recognize, and identify oneself
with other people’s emotions. Undoubtedly, empathy is an impor-
tant prerequisite for TR, but even empathizing does not necessar-
ily imply responding to the other’s emotional state. By contrast,
as claimed by Stiles ez al. (1998), TR consists of a general and
positive trend within the clinical relationship to act to produce
several desired results; in this regard, they use the term “appro-
priate responsiveness”’, which is equivalent to “do the right thing
in the right moment” (Stiles & Horvath, 2017). Thus, it is possible
to emphasize that the aspect that, to date, better identifies TR and
distinguishes it from other constructs is this behavioral dimension,
which consists of the therapist’s actions (e.g., what the therapist
does) in response to the patient’s mental states. These therapeutic
responses or interventions may be verbal, non-verbal, and par-
averbal, such as empathic listening attitudes or interpretations,
and may simultaneously deal with different interaction levels
within the clinical relationship (e.g., tone of voice, the patient’s
regressive movements, his or her emerging emotions, the presence
of new symptoms, what happened in previous sessions, and cul-
tural, economic, ethnic, or gender differences) (Stiles et al., 1998).
Furthermore, according to these authors, TR occurs within mul-
tiple time intervals, on time scales ranging from months to mil-
liseconds.

According to some authors, TR is a problematic concept for
a variety of reasons. Firstly, it leads therapists to implement dif-
ferent treatments despite guidelines provided by theoretical man-
uals, characterizing itself as opposed to one of the dimensions of
treatment integrity, namely adherence (Stiles, 2021). However,
several researchers have shown that therapists can adhere to a
treatment protocol and at the same time adapt their interventions
to patients’ needs (Kendall & Frank, 2018; Marques et al., 2019)
with a positive impact on the therapeutic outcome (Esposito et al.,
2024; Esposito et al., 2020), supporting the idea that manualized
treatments may incorporate methods and techniques of other mod-
els (McAleavey & Castonguay, 2015). In this regard, Hatcher
(2021) underlines the importance of integrating these two factors
in order to tailor the treatment to patients’ necessities while re-
maining within a clear theoretical framework. Secondly, TR is
highly affected by participants’ subjective characteristics; thus,
for instance, therapists could think they were responsive because
they implemented specific interventions (i.e., interpretation) in
line with what was expected from their own theoretical model,
but a patient could judge therapists’ behavior as not responsive,
since it was painful (Kivlighan ef al., 2017).

Therefore, several studies showed that the decisive aspect of
treatment effectiveness is the therapeutic relationship. In this per-
spective, Reis (2014) identifies TR as a key element for establish-
ing and maintaining therapeutic relationships, since it consists of
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interacting with patients to facilitate achieving their objectives.
For this reason, TR may play an important role in fostering work-
ing alliance (WA), especially in identifying and repairing alliance
ruptures (Eubanks et al., 2021). This is extremely important con-
sidering that several studies showed an association between the
reparative processes of alliance ruptures and positive outcomes,
e.g., clients’ symptomatologic improvements and a significant re-
duction in early drop-out (Eubanks et al., 2019). Indeed, re-
searchers also found that TR may have a direct and positive
impact on treatment effectiveness (Zuroff et al., 2010).

In light of what was discussed, it is clear that enhancing and
developing TR is essential for psychotherapists. In particular, it
is also necessary to develop a set of valid instruments that allow
for the measurement of TR, which to date is still lacking in the
psychotherapy literature. As noted by Stiles (2021), some re-
searchers attempted to assess TR through the use of process meas-
ures, which inform on the quality of the therapeutic process by
looking at some indicators, such as cohesion, alliance, and empa-
thy. However, these instruments do not provide details on the ther-
apists’ actions taken to achieve the therapeutic objectives (Stiles
& Wolfe, 2006). Thus, even though evaluating TR can be complex
and expensive, it is a crucial need, as measuring TR could help
therapists promote therapeutic success. Therefore, to fill this gap,
the present systematic review aims to explore different method-
ologies (direct or indirect) of assessment, measurement, and
analysis of TR in the field of psychotherapy research.

Methods

This systematic review was reported following the instruc-
tions provided by the Preferred Reporting Items for Systematic
Reviews and Meta-Analyses (Page et al., 2021) (Supplementary
Figure ).

Information sources and research strategies

The research was conducted between February 2023 and
April 2023 by two independent researchers (second and fourth
authors), resorting to the following databases: APA Psyclnfo,
PubMed and Scopus. The selected keywords, searched in the full
text, were the following: (“Therapist” OR “Psychotherapist” OR
“Psychologist” OR “Clinician””) AND (“Therapist Responsive-
ness”) AND (“Evaluat*” OR “Assess*” OR “Measur*” OR
“Analys*” OR “Analyz*”) AND (“Tool” OR “Instrument” OR
“Scale” OR “Questionnaire”” OR “System” OR “Grid” OR “In-
ventory” OR “Index”). We selected the English language as the
only filter, while we decided not to apply any time limiter regard-
ing the publication of articles since, to our knowledge, the present
systematic review is the first on the subject.

Selection and data collection procedures

The inclusion criteria of the present study were the following:
i) measurement of TR through specific tools; and ii) research ar-
ticles. Regarding the first criterion, studies were admitted both if
they used instruments developed for a direct assessment of TR
and if they employed instruments developed for the analysis of
related constructs (e.g., empathy, attunement), provided that it was
explicitly stated that the measurement of the related construct con-
stituted an indirect (substitute or inferential) measure of TR. Con-
cerning the second criterion, it should be specified that studies
were admitted only if they were empirical articles; therefore, we
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excluded book chapters and theoretical articles. We decided not
to define restrictive inclusion criteria regarding specific profes-
sionals, such as only psychotherapists, since the literature showed
that TR is an interpersonal competence that can be developed in
any clinical-psychological field.

Before proceeding with the screening phase, the duplicate ar-
ticles from the three databases were removed. The selection then
took place, at first, based on the title and abstract and, later,
through the reading of the full text. These selection and data col-
lection procedures were carried out by two researchers (the second
and fourth authors) through consensus agreement, and a third re-
searcher (the first author) resolved any disagreement as a judge.
The information extracted for each study concerned the authors,
year of publication, country of the research, definition of TR, con-
structs associated with TR (e.g., outcome or WA), research objec-
tives, research design, sample size, instruments used for the
assessment of TR, presence of additional instruments, results, and
conclusions.

Quality assessment

The quality assessment of the eligible articles was carried out
by two independent researchers (the second and fourth authors),
through consensus agreement, using the following instruments: a

checklist for case reports (Moola et al., 2020), a checklist for co-
hort studies (Moola et al., 2020), the revised Joanna Briggs Insti-
tute (JBI) critical appraisal tool for assessment of risk of bias for
randomized controlled trials (Barker ez al., 2023), and a checklist
for qualitative research (Lockwood et al., 2015).

Each one of these instruments provides the possibility to an-
swer “yes”, “no”, “unclear”, or “not applicable”. Each item has
received a score of “1”” if it matched the specific criteria, or a score
of “0” if the criteria were not incorporated, not clear, or not appli-
cable. Finally, each article has been categorized into one of the
three available classes, based on the rate of “yes” obtained: class
A, of high quality, with at least 75% of affirmative answers; class
B, of good quality, with a score of affirmative answers ranging
from 51% to 74%; class C, of decent quality, with a score of af-
firmative answers less than 50%.

Results

As shown in Figure 1, the research produced a total of 329
articles, of which 26 were removed as duplicates. In the next step,
270 studies were excluded based on the title and abstract because
they did not meet the inclusion criteria: in particular, 214 articles
referred to other professional fields, such as physiotherapy and
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Figure 1. PRISMA 2020 flow diagram.
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medicine; 31 studies focused on the theorization but not on the
assessment of TR; 21 articles concerned occupational therapy, that
is, rehabilitation for people with physical and/or cognitive disabil-
ities through several recreational activities aimed at promoting au-
tonomy in the tasks of daily life; 1 study was in German; 1 article
was unavailable, despite having contacted the authors; finally, 2
studies were book chapters. As a result, the remaining 33 papers
were considered for eligibility by reading the full text, either be-
cause they had already met the inclusion criteria or in an attempt
to evaluate whether they met all the criteria since it was not clear
from the title and abstract. Of these, 12 studies were excluded as
they focused on the construct of TR as a means to open a discus-
sion on those variables underlying the therapeutic change without
mentioning the possibility of assessment of this construct; 2 arti-
cles were excluded, although they highlighted the importance of
the assessment of TR in supervision, because they were not re-
search articles and did not provide guidance on any instruments
to be used; and finally, 8 articles were excluded as they only un-
derlined the necessity for researchers to develop methods or the-
oretical models to operationalize TR. The remaining 11 articles
were considered eligible as they met all the inclusion criteria, con-
stituting the final pool of this systematic review. The full list of
included articles and information extracted for each study is pre-
sented in Supplementary Table 1.

Summary of results

Concerning the definition of TR, 55% of included studies re-
ferred to the definition provided by Stiles ez al. (1998) (Kivlighan
etal., 2017; Kramer et al., 2014; Kramer et al., 2016; Meystre et
al., 2014; Richards et al., 2013; Spagnuolo Lobb ef al., 2022),
while in the remaining studies, in 27%, the authors used the con-
ceptualization by Hatcher (2015) (Snyder & Aafjes-van Doorn,
2016; Snyder & Silberschatz, 2016; Zalaznik ef al., 2021), and in
18%, the one by Elkin ef al. (2014) (Culina et al., 2022; Elkin et
al.,2014).

In relation to instruments employed to assess TR, in 55% of
the included studies (Culina et al., 2022; Elkin et al., 2014;
Richards et al., 2013; Snyder & Aafjes-van Doorn, 2016; Snyder
& Silberschatz, 2016; Zalaznik et al., 2021) the authors adopted
tools aimed at directly measure TR [i.e., the therapist respon-
siveness scale (TRS), the patient’s experience of attunement and
responsiveness (PEAR) scale, and the adherence responsiveness
measure], while in the remaining 45%, TR was assessed indi-
rectly, through: 1) the use of instruments to measure related con-
structs [e.g., aesthetic relational knowledge scale (ARKS) or
processing-content-relationship scale] (Kramer et al., 2016;
Spagnuolo Lobb et al., 2022); ii) the integration of different con-
structs and methodologies, as in the case of discrepancy between
working alliance inventory short form and real relationship in-
ventory, or in the case of co-presence of the comprehensive psy-
chotherapeutic interventions rating scale (C-PIRS) and the
assimilation of problematic experiences scale (APES) (Kiv-
lighan et al., 2017; Meystre et al., 2014); iii) the adoption of an
atheoretical approach (i.e., the motive-oriented therapeutic re-
lationship) (Kramer ef al., 2014). Among the included studies,
the only instruments used in more than one article were the
PEAR scale (27%) (Snyder & Aafjes-van Doorn, 2016; Snyder
& Silberschatz, 2016; Zalaznik et al., 2021) and the TRS (18%)
(Culina et al., 2022; Elkin et al., 2014).

Regarding the sources of information, 55% of the included
studies were based on self-reported instruments. In 9% of these,
instruments were administered only to therapists (Spagnuolo Lobb
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et al.,2022); in 9%, only to patients (Meystre et al., 2014); and in
37%, to both therapists and patients (Kivlighan ez al., 2017; Sny-
der & Aafjes-van Doorn, 2016; Snyder & Silberschatz, 2016; Za-
laznik et al., 2021). In 45% of included studies, measurement was
based on observer-rated tools; in particular, 36% of the included
studies used videotapes (Culina et al., 2022; Elkin et al., 2014;
Kramer et al., 2016; Richards et al., 2013), and 9% analyzed tran-
scripts of sessions (Kramer et al., 2014).

Referring to the associated constructs, in 45% of the articles,
TR has been related to the outcome (i.e., symptom relief of panic
disorders, depression, and personality disorders), finding a posi-
tive association in all studies (Kramer et al., 2014; Kramer et al.,
2016; Richards et al., 2013; Snyder & Silberschatz, 2016; Za-
laznik et al., 2021). In the remaining studies, TR has been related
to therapist expertise in training (Spagnuolo Lobb et al., 2022),
quality session evaluation (Kivlighan et al., 2017), assimilation
of problematic experiences (Meystre et al., 2014), and patient
feedback (Snyder & Aafjes-van Doorn, 2016). Lastly, TR was also
found to be positively associated with WA (Culina et al., 2022)
and early patient engagement (Elkin et al., 2014).

Finally, considering the quality assessment, most of the 11
studies included in this systematic review are in class B (73%),
18% of articles are in class A, and only 9% of the studies are in
class C (Table 1).

Discussion

This systematic review has synthesized data from empirical
studies to explore the different methodologies of assessment of
TR. Before the discussion of the results regarding our research
question, we will comment on the results regarding the features
of the included studies.

First of all, regarding the definition of TR, it is possible to
note that the majority of included studies adopted the conceptu-
alization by Stiles ef al. (1998), in which TR represents a thera-
pist’s interpersonal competence consisting in a set of therapist’s
behaviors that are influenced by the emerging therapeutic con-
text. The remaining studies reported the definition elaborated by
Hatcher (2015), who considers TR as the therapist’s ability to
gain positive effects for the patient by adapting interventions to
the current state of the patient and therapeutic process, or the
formulation by Elkin ez al. (2014), according to which TR indi-
cates the extent to which the therapist appears caring, respectful,
and interested in the patient’s communications, both in terms of

Table 1. Results of the quality assessment of the included studies.

Study Quality assesment, % Level
Richards et al. (2013) 69 B
Elkin et al. (2014) 62 B
Kramer et al. (2014) 53 B
Meystre et al. (2014) 90 A
Snyder & Aafjes-van Doorn (2016) 88 A
Snyder & Silberschatz (2016) 53 B
Kramer et al. (2016) 60 B
Kivlighan et al. (2017) 62 B
Zalaznik et al. (2021) 60 B
Culina et al. (2022) 62 B
Spagnuolo Lobb et al. (2022) 50 C
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content and feelings. This result confirms the lack of a unique
definition of TR, hindering its operationalization and, conse-
quently, its measurement.

It is also possible to observe that all the included studies con-
cerned the psychotherapeutic field, despite our attempt to collect
data in relation to the wider psychological-clinical field. This re-
sult suggests that future research should broaden the context of
the investigation and application of TR.

Regarding the sources of information, most of the included
studies adopted observer-rated tools, especially those based on
videotapes. Considering that TR includes non-verbal communi-
cation, this type of analysis could be more informative than those
based on transcripts, as it allows for the consideration of several
levels of TR. The remaining studies employed self-reported in-
struments, in particular those administered to both therapists and
patients. In this last case, a great discrepancy emerged between
therapists’ and patients’ ratings, underscoring the subjective char-
acteristic of TR. Indeed, as stated above, therapists could judge
their intervention as responsive due to its consistency with guide-
lines provided by their own theoretical model, but patients could
consider it not responsive based on their experience, for example,
if it was distressing (Kivlighan et al., 2017).

With reference to the relationship between TR and associated
constructs, most of the included studies explored the impact of
TR on treatment outcomes, finding a positive association between
these variables. Other studies showed that TR may positively in-
fluence outcomes indirectly, particularly through a positive impact
on patient engagement and WA. Thus, most of the studies in-
cluded in the current systematic review emphasize the relevance
of TR in favoring treatment effectiveness.

Moving to the main research question that motivated this sys-
tematic review, namely “which type of (direct or indirect) instru-
ments are used to assess the therapist responsiveness?”, a great
heterogeneity emerged in the choice and the use of the tools. In
particular, we could detect two trends in terms of methods of
measurement. The first one, found in the majority of the included
studies, assessed TR using direct and explicit tools. The TRS
(Elkin & Smith, 2007) is an observer-rated tool developed for the
assessment of TR and subdivided into three parts, and each item
is rated on a Likert scale ranging from 0 to 4. Specifically, part I
assesses S-minute intervals of sessions and measures the presence
of appropriate responsiveness as well as behaviors indicating a
lack of appropriate responsiveness; part II considers the whole
session and focuses on the overall therapeutic atmosphere, to
which both therapist and patient contribute; and part III aims to
obtain the rater’s global impression of the therapist and patient.
Particularly relevant is the global responsiveness item included in
the third part, which consists of a global rating of TR. Elkin et al.
(2014) showed the reliabilities of all responsiveness factors: at-
tentiveness (Cronbach’s 0=.751), early emphatic responding
(Cronbach’s 0=.726), negative therapist behavior (Cronbach’s
a=.697), positive therapeutic atmosphere (Cronbach’s 0=.897).

In this regard, it is important to clarify that, in the studies syn-
thesized in the current systematic review, this tool has been
adopted in different ways: Elkin ef al. (2014) administered all
three subscales, while Culina ef al. (2022) applied only the third
one, i.e., the global responsiveness item, leaving out the other two
components of the scale that could be relevant. However, it should
be pointed out that in the study by Elkin ez al. (2014), the third
subscale appeared more significant in the assessment of TR. Any-
way, there is no doubt that in the future, this tool may be a refer-
ence point for the direct assessment of this construct.

The PEAR scale (Silberschatz, 2009) is a self-report measure
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developed to assess the patient’s experience of the therapist’s de-
gree of attunement and responsiveness during the session. This
scale has a patient version (PEAR-p) and a therapist version
(PEAR-t), each containing 30 items, which are similar in content
but rephrased to be appropriate for the patient or for the therapist
(for example, PEAR-p item 8: “what my therapist did and said
was helpful today”, PEAR-t item 8: “what I did and said was help-
ful to my patient today”). Each item is rated on a Likert scale rang-
ing from 0 (not at all) to 3 (very much), and then these responses
are summed to achieve a total attunement and responsiveness
score. PEAR-p scale demonstrated good reliability (0=.94) as did
the PEAR-t (0=.96) (Snyder & Silberschatz, 2016). The present
review also detected significant differences among the three stud-
ies in the use of the PEAR scale: in the first study, the authors
used it to understand the impact of patients’ experiences of attune-
ment and responsiveness during psychotherapy sessions (Snyder
& Silberschatz, 2016); in the second study, this tool was admin-
istered in an online context, requiring several changes compared
to original items to adapt it to this different setting (Zalaznik et
al., 2021); and finally, in the third study, the authors employed
this instrument in a case study as a feedback tool (Snyder & Aaf-
jes-van Doorn, 2016).

The responsiveness adherence measure (Richards et al., 2013)
is an observer-rated scale composed of five items that assess as-
pects of TR using a nominal, dichotomous scale (“present” or “ab-
sent”). The five items and their reliability are the following: 1)
empathy and acknowledgment of emotions (k=.484); ii) provision
of guidance and information (k=.647); iii) validation of partici-
pant’s successes (k=.478); iv) promotion of self-care and social
support (k=.478); and v) building alliance (k=.657). If all five as-
pects are present, then the score would be 5. This instrument was
used in an online context to analyze the impact of the therapist in
an e-cognitive behaviour therapy (e-CBT) (Richards ez al., 2013).
In this regard, it is necessary to note that in such cases, the inter-
actions between therapists and clients were asynchronous. How-
ever, as stated above, TR has a dynamic and moment-by-moment
nature that is difficult to capture in an asynchronous relationship.

The second trend, found in the remaining 45% of studies, in-
directly assessed TR. The ARKS is a self-report measure com-
posed of 58 items evaluating empathy, resonance, and bodily
awareness that can be administered only to therapists (Spagnuolo
Lobb et al., 2022). Participants are asked to respond on a 7-point
Likert scale ranging from 1 (extremely disagree) to 7 (extremely
agree). The reliability of the whole scale was good (Cronbach’s
a=.87), and for the single dimensions (reliability of empa-
thy=.672; resonance=.730; body awareness=.921) (Spagnuolo
Lobb et al., 2022).

In this regard, it is opportune to specify that the ARKS allows
for the assessment of empathy, resonance, and bodily awareness
only from a therapist’s point of view, while TR is an interpersonal
competence that needs to be measured within a specific clinical
relationship due to its relational nature. This is the case of the pro-
cessing-content-relationship scale (Sachse et al., 2011), which
takes into account the therapeutic interaction: indeed, it is an ob-
server-rated instrument that evaluates the quality of the therapeutic
interaction through 54 items, rated on a Likert-scale ranging from
0 (not at all) to 6 (to a great extend). Overall ratings are made for
both the patient’s and therapist’s processes that occur for 10 min-
utes, using video/audio recordings of a mid-session segment (be-
tween minutes 10 and 20). Higher scores reflect better interaction
quality. This tool showed good reliability (k varied between .72
and .85). From the patient’s perspective, three sub-scales are de-
fined (content, process, and relationship), while from the thera-
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pist’s perspective, six sub-scales are defined (relationship, under-
standing, process directivity, treatment of the patient’s avoidance,
treatment of interactional maneuvers, treatment of schemes).

As indicated by Kivlighan et al. (2017), TR can also be as-
sessed as a marker of discrepancy between the WA and the real
relationship (RR), since a responsive therapist would emphasize
a different aspect of the therapeutic relationship, i.e., work-fo-
cused (WA) or authenticity-focused (RR), with each client de-
pending on the client’s needs. In this case, the assessment of TR
occurs through the use of two instruments. The first is the working
alliance inventory - short form (Hatcher & Gillaspy, 2006), which
is a 12-item tool administered to both patient and therapist that
allows for the evaluation of tasks, goals, and bonds. Items are
scored on a 5-point scale, from 1 (seldom) to 5 (always). This tool
showed good internal consistency both for the client form (0=.95)
and for the therapist form (0=.94) (Kivlighan et al., 2017). The
second tool is the real relationship inventory (Gelso ez al., 2005),
which is a 12-item instrument administered to both patient and
therapist that assesses perceptions of genuineness and realism in
the therapeutic relationship. Items are rated using a 5-point scale
from 1 (strongly disagree) to 5 (strongly agree). This tool showed
good internal consistency both for the client form (0=.90) and for
the therapist form (0=.90) (Kivlighan ef a/., 2017). Kivlighan et
al. (2017) related these scores to the evaluation of session quality,
showing that patients evaluated a session as higher in quality when
they perceived that one or the other aspect (work-focused or au-
thenticity-focused) of the relationship predominated (i.e., in case
of greater discrepancy), in contrast to therapists’ perspectives, in
which higher quality was associated with the perception of bal-
ance between the two aspects (i.e., in case of lower discrepancy).

Another indirect way to evaluate TR requires the integration
of other two instruments: the C-PIRS (Trijsburg et al., 2002),
which provides an exhaustive classification of therapeutic inter-
ventions, and the APES (Stiles, 2002), which indicates the level
of assimilation (i.e., integration of problematic experiences during
psychotherapy) before and after the therapist’s intervention, ex-
ploring what the latter has produced. In this way, it is possible to
compare the APES levels for the patient’s statements before and
after each therapist’s intervention coded according to C-PIRS in
order to see which intervention is associated with APES
progress/regression at each level. In the present review, one study
integrated C-PIRS and APES, analyzing time to time the impact
of therapists’ interventions on the relationship with patients
(Meystre et al., 2014). Finally, TR was evaluated by a therapeutic
approach, the motive-oriented therapeutic relationship as the de-
gree of complementarity between the therapeutic approach and
patients’ plan analysis (Kramer ef al., 2014). The latter allows the
therapist to explore the patient’s needs to be able to provide indi-
vidualized therapy that will not reinforce problematic elements.
In this case, through transcripts and videotapes, observer-raters
extrapolated portions of therapeutic interactions considered sig-
nificant as inherent to the patient’s plan analysis, rating them on
a scale ranging from 1 to 7. This is particularly interesting because
it differs from previous methods and instruments; therefore, future
research should deepen this modality to clarify if it is useful in
the assessment of TR.

Ultimately, concerning quality assessment, most of the in-
cluded studies showed limited rigor about the scientific reporting
of methodology, since a medium level of quality was found and
only two studies presented a high-quality evaluation. However,
Siddaway et al. (2019) affirm that the results of quality assess-
ment should not be used to determine the exclusion of articles
from review nor to evaluate the quality of the review, but exclu-
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sively to take into account the potential risk of bias when draw-
ing conclusions.

Conclusions

The present systematic review aimed at exploring the different
methodologies of assessment of TR. The results of this study high-
lighted difficulties and divergences in the operationalization of
the construct, as shown by the great heterogeneity found in the
choice and use of the instruments. In this regard, it is possible to
observe the scarcity of the use of direct tools, which in turn have
also been administered in different ways, making it even harder
to obtain comparable results, thus hindering the possibility of un-
derstanding the impact of TR on the therapeutic relationship and
treatment effectiveness. Furthermore, some authors adopted ob-
server-rated tools, while others preferred self-report measures.
The latter undoubtedly provides relevant information, especially
when assessing both therapists’ and clients’ perspectives. How-
ever, they are also strongly affected by participants’ subjectivity.
In fact, as stated above, therapists could define responsiveness as
an intervention, but this intervention could be painful for patients,
leading them to consider the therapist as not responsive. This as-
pect is underlined by the great discrepancy found between the
therapists” and clients’ ratings. In order to overcome the limitations
of these instruments, it could be useful to triangulate the sources
of information. In particular, analyses based on transcripts of the
session (see Gelo et al., 2012) could offer advantages since they
provide information related to the interaction between the thera-
pist and the client. However, TR includes non-verbal communi-
cation; therefore, analyses based on videotapes seem to be more
suitable since they seem able to capture moment by moment the
evolution of the therapeutic relationship.

In an attempt to identify the most appropriate methodology
of assessment, it is important to reiterate that TR is declined within
the clinical relationship and thus has a relational nature; therefore,
we believe that it is contradictory to measure it without taking into
account the interactions between therapist and client. Therefore,
it would be advisable to avoid measuring such a construct in the
asynchronous relationship or examining only the therapist’s point
of view, as if TR was a therapist’s personal characteristic; on the
contrary, TR is an interpersonal competence that is articulated
within the specific therapeutic relationship.

Another interesting point is the relationship between TR and
related constructs, such as therapist expertise (Spagnuolo Lobb et
al., 2022) and assimilation of problematic experiences (Meystre
et al., 2014), which are often wrongly overlapped without taking
into account differences. It is necessary that future research clarify
the definition and operationalization of TR in order to distinguish
it from other variables and give mental health professionals indi-
cations for clinical practice. To this end, a pluralistic approach in-
volving quantitative, qualitative, and mixed methods could be
useful (Gelo et al., 2015).

The present systematic review may have some implications
for research, clinical practice, and the training of therapists.
First of all, it guides researchers in choosing and developing di-
rect tools to evaluate TR, suggesting paying particular attention
to the relational and interactive nature of this construct. In ad-
dition, it provides an overview of tools that allow for the meas-
urement of TR in a reliable way. Furthermore, it invites
researchers to adopt a multi-informant and multi-method ap-
proach in the assessment of TR, triangulating the sources of in-
formation and the methodologies, such as therapists’ and

OPEN aACCESS



\,_,l"ess Review

clients’ self-report, and observer-rated instruments based on
videotapes of the sessions. This may enable more objective rat-
ings and capture non-verbal aspects of communication. From a
clinical practice perspective, this review suggests that therapists
should monitor and be careful of their levels of responsiveness,
looking also at the clients’ perspective, to reduce discrepancies
and adapt their interventions to the patient’s needs. Finally, in
terms of training, this study recommends including the promo-
tion of TR in training procedures since it is an essential inter-
personal competence able to positively affect the WA and
treatment effectiveness (see Messina et al., 2018). However,
this systematic review presents some limitations. First of all,
the small number of studies examined reduces the possibility
of generalizing the results obtained. In addition, the identifica-
tion and selection of studies were carried out through manual
searches without the use of electronic tools, so it is possible that
some articles were accidentally excluded. Lastly, despite both
search and quality assessment being carried out by two inde-
pendent researchers, they were not blinded, and this may have
affected the evaluation of the included papers. However, such
a revision is also characterized by several strengths. Firstly, it
filled the gap in psychotherapy research, namely the lack of a
synthesis of the literature on the methodologies of assessment
of TR. Secondly, three databases were used to obtain a broader
and more diversified pool of articles.
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