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Relationship in Counselling
Good Morning,
 Today I’ll be exploring a topic at the very heart of effective counselling: the therapeutic relationship. Specifically, I’ll be reviewing a recent journal article, “Patients’ Perspective on the Therapeutic Relationship and Session Quality: The Central Role of the Alliance,” published in Frontiers in Psychology by Stefana, Fusar-Poli, Vieta, and Youngstrom in 2024.
 Why Does the Relationship Matter?
 The therapeutic relationship is widely acknowledged as the cornerstone of effective counselling and psychotherapy. This research study was undertaken to provide meaningful insights into how patients experience this relationship and to identify what truly matters for successful counselling

Have you ever left a conversation feeling truly heard and understood? Or, on the other hand, have you ever felt dismissed or judged?
In counselling, these moments are not just incidental—they are central to whether therapy succeeds or fails. The therapeutic relationship is widely acknowledged as the cornerstone of effective counselling and psychotherapy. But what does that really mean from the patient’s perspective? That’s what this study set out to discover.
Study Purpose
 The researchers wanted to know: What makes a counselling session feel successful to the client? What are the ingredients of a strong therapeutic relationship, and how do these influence outcomes?
To answer these questions, they examined four key components from the patient’s perspective:
· The working alliance
· The real relationship
· Positive affective reactions
· Negative affective reactions
Theoretical Models To frame their research, the authors drew on two influential models:
· Wampold’s Contextual Model:
·  This model suggests that psychotherapy works not because of specific techniques, but because of common factors—like the initial bond between patient and therapist, shared expectations for improvement, and actions that promote health.
· Gelso’s Tripartite Model:
·  This model breaks down the therapeutic relationship into three parts: the real relationship (genuine human connection), the working alliance (collaboration on goals and tasks), and transference–countertransference (the emotional dynamics that arise).
 Why Focus on the Relationship? The study highlights that the therapeutic relationship isn’t just a backdrop—it’s the mechanism for meaningful change. In fact, it’s one of the most reliable predictors of psychotherapy outcomes, accounting for 7–12% of the variance—more than any specific technique or treatment model.
Research Gaps
 Interestingly, few studies have examined multiple components of the therapeutic relationship from the patient’s perspective simultaneously. This research addresses that gap, giving us a more holistic understanding.
Ethical and Practical Implications 
The findings have important ethical and practical implications. Patients report feeling understood, respected, and emotionally safe when the relationship is strong. This highlights the ethical responsibility of counsellors to work within their competence and maintain professional boundaries.

But there’s a flip side: negative emotions—like shame, fear of judgment, or worry—can cause ruptures in the relationship if therapists fail to attune or overstep their competence. Genuineness and transparency are essential, but they must be balanced with ethical boundaries.
Methodology—Who Took Part? Let’s look at how the study was conducted.
· 700 adult psychotherapy patients in the United States participated, recruited online.
· The majority were female (81%) and White (81%), with (48%) aged 23–39.
· (84%) had at least one psychiatric diagnosis, such as anxiety, depression, or trauma.
· 77% had a degree or higher education.
· (47%) had been in treatment for over two years
(70%) had received therapy in private practice.

 How Was the Study Run? 
Data was collected online between September and November 2023 via Research Match and Research for Me.
Inclusion: adults 18+, English-speaking, individuals capable of providing informed consent and debriefing.
 Participants completed baseline evaluations and post-session questionnaires, all with ethical approval, data protection and confidentiality maintained.
Measures Used
 The study used several validated questionnaires:
· Working Alliance Inventory – Short Revised (WAI-SR)
  12 items
  3 subscales:
· Task – agreement on how to work together
· Goal – agreement on what the client wants to achieve
· Bond – trust, acceptance, emotional connection
Scale: 0–5 Likert

Real Relationship Inventory – Client Short Form (RRI C SF) 8 items
  Scale: 1–5 Likert
 Measures two key components:
· Genuineness – authenticity, honesty, therapist being “real”
· Realism – accurate, undistorted perceptions of each other

SPARQ (Positive & Negative Affect)  8 items
· 4 positive affect (e.g., calm, hopeful, relieved)
· 4 negative affect (e.g., distressed, upset, tense)
· Scale: 1–5 Likert
· Session Evaluation Scale (SES)
  5 items
 Scale: 1–5 Likert
  Assesses:
· How helpful the session felt
· How deep or meaningful it was
· How satisfied the client felt
· Whether the session met their needs
· Overall quality


Findings—Statistical Analyses

The researchers used Pearson’s correlation analyses to examine how the components of the therapeutic relationship related to session outcomes. They also used multiple regression analysis to see how each component contributed uniquely.
 Reliability of Measures 
All the scales used had high internal consistency and were highly reliable, with Cronbach’s alpha values between .75 and .95. This means we can trust the results of the scales used. It was determined that all scales contribute to the therapeutic alliance. 
Interestingly, the  SPARQ scale was positively skewed, indicating that strong negative emotions towards the therapist are rare.
· The working alliance had a strong positive correlation with session outcome (r = .74). In other words, when the bond and collaboration between therapist and client were strong, sessions were more successful.
· The real relationship also correlated strongly with the working alliance (r = .66) and with perceptions of genuineness (r = .71).
· Positive affect—feeling good about the therapist—was strongly linked to better session outcomes (r = .66).
· Negative affect—feeling bad about the therapist—was linked to poorer outcomes (r = −.49).
Regression Analysis 
When all four components were considered together, they explained about 30% of what makes a session feel successful to the patient. The working alliance was the strongest predictor, even after accounting for the other factors.
 Interrelations The alliance, real relationship, and positive affect were all strongly interrelated. 
Negative affect was inversely related to all other components—if negative feelings went up, the others went down.
 ANOVA Findings 
Session frequency—how often someone attended therapy—didn’t make a significant difference to the quality of the relationship or session outcome.
However, treatment duration did matter. Longer treatment (more than 24 months) was linked to stronger alliances, more positive feelings, and better session outcomes. Negative feelings decreased over time.

Discussion
What Does This Mean? So, what do these findings mean for counselling practice?
· The quality of the therapeutic relationship—especially the working alliance—is crucial for positive session outcomes.
· Positive feelings towards the therapist are extremely influential, while negative feelings have a weak impact.
· Longer therapy tends to improve these relationships and outcomes.
 Strengths of the Study
 This study stands out for its large sample size (700), use of multiple validated measures, and a patient-centred perspective. The rigorous statistical approach adds to the robustness of the findings.
 Limitations 
However, there are limitations. The cross-sectional design means we can’t say for sure what causes what. The sample was mostly White, educated females in private practice, so the findings may not generalise to more diverse populations. And, as with many studies, all data were self-reported. (The answers can be prone to bias, mood-dependent and influenced by social expectations).
 Conclusion
· The therapeutic relationship is multidimensional—composed of alliance, affect, and authenticity.
· Building and maintaining a strong therapeutic alliance—agreement on goals, collaboration on tasks, and a trusting emotional bond—is central to effective therapy.
· The strongest message is clear: the working alliance remains the most powerful predictor of session quality.
Implications for Practice
 What does this mean for counsellors?
· Prioritise the emotional bond with clients.
· Be attentive to both positive and negative emotional cues.
· Create a climate where clients feel safe to express discomfort.
· Remain ethically grounded, self-aware, and within your scope of competence.
 Future Research
 The authors suggest that future research should use longitudinal designs to track how the therapeutic relationship develops over time. This would help us understand how these components evolve and influence outcomes across different phases of therapy.
Final Thought
 I’d like to leave you with this:
In counselling, techniques and models matter—but it’s the human connection, the alliance, that makes the real difference. As Carl Rogers once said, “The curious paradox is that when I accept myself just as I am, then I can change.”
Perhaps the same is true for the therapeutic relationship: when clients feel accepted and understood, real change becomes possible.
Thank you for your attention. I’m happy to take any questions
**************************************************************

Further Notes:
The therapeutic relationship is widely acknowledged as the cornerstone of effective counselling and psychotherapy. This research study was undertaken to provide meaningful insights into how patients experience this relationship and to identify what truly matters for successful counselling. It examined four key components from the patient’s perspective: the working alliance, the real relationship, and both positive and negative affective reactions. Findings reveal that these relational factors collectively account for a significant portion of session outcome variance, with the working alliance emerging as the strongest predictor of session quality (Horvath, 2009; Bhatia & Gelso, 2018).
Meta-analytic evidence indicates that the therapeutic relationship contributes approximately 15% of the variance in adult psychotherapy outcomes, compared to 0–10% for specific treatment methods (Norcross & Lambert, 2019; Wampold & Imel, 2015). Furthermore, the patient accounts for around 30% of this variance, while the therapist contributes 7%, underscoring the importance of relational dynamics in treatment success (Norcross & Lambert, 2019; Wampold & Imel, 2015).
The study highlights that positive emotional experiences and a sense of authenticity within the therapeutic relationship significantly enhance patients’ perceptions of effectiveness. Conversely, negative affect—such as feelings of shame or fear of judgment—can hinder progress, although its impact is less pronounced than that of positive affect (Høglend, 2014; San & Arranz, 2023). These findings suggest that counsellors should consistently prioritise the emotional bond with clients, remain attentive to both positive and negative emotional cues, and create a climate where clients feel safe to express discomfort.
Two theoretical models provide a nuanced understanding of the therapeutic relationship. Bruce Wampold’s Contextual Model of Psychotherapy, also known as the “common factors” model, posits that psychotherapy is grounded in an initial patient–therapist bond and unfolds through three pathways: the real relationship between therapist and client, the creation of expectations for improvement, and the enactment of health-promoting actions within the therapeutic context. Wampold argues that these common factors, rather than specific techniques, are the primary drivers of change (Wampold & Budge, 2012; Wampold & Imel, 2015).
Charles Gelso’s Tripartite Model of the Therapeutic Relationship identifies three interconnected elements: the real relationship, the working alliance, and the transference–countertransference configuration, which reflects the influence of past relational patterns on the current therapeutic relationship. Evidence suggests that this model accounts for approximately 27% of the variance in session outcomes (Gelso, 2014; Gelso, 2018). Factor analysis further indicates that items from four therapeutic relationship measures cluster into four distinct factors, albeit with some degree of overlap (Bhatia & Gelso, 2018).
Taken together, this study and these models emphasise that the therapeutic relationship is not merely a backdrop to counselling—it is the mechanism through which meaningful change occurs. By understanding and nurturing these core components, practitioners can significantly improve client outcomes and foster lasting progress.
Meta-analytic research consistently demonstrates that the therapeutic relationship is one of the most reliable predictors of psychotherapy outcomes, typically accounting for 7–12% of the variance—a meaningful proportion when compared with specific techniques or treatment models. This evidence provides a strong foundation for interpreting the findings of Patients’ perspectives on the therapeutic relationship and session quality, which emphasises the centrality of the working alliance in shaping patients’ session experiences. To situate these findings theoretically, the contextual model provides a useful lens, proposing that therapeutic change arises through relational factors, expectations, and the creation of meaning, rather than solely through techniques.
A key strength of this study is that it addresses a notable gap in the literature. Although alliance research is extensive, very few studies examine multiple components of the therapeutic relationship simultaneously and from the patient’s perspective. 
Critically, the study also highlights important implications for counselling practice. Patients’ reports of feeling understood, respected, and emotionally safe underscore the ethical responsibility of counsellors to work within the limits of their knowledge, skill, and experience, and to maintain clear professional boundaries. 
The presence of negative affect items—such as shame, fear of judgement, or worry that the therapist cannot help—illustrates how easily relational ruptures can occur when therapists fail to attune, exceed their competence, or inadvertently reinforce power imbalances. Likewise, the real relationship factor reminds practitioners that genuineness and appropriate transparency are essential, but must be balanced with ethical boundaries to avoid over-identification or inappropriate self-disclosure. Recognising these limits is central to safe, ethical, and effective counselling.
Overall, this study deepens our understanding of the therapeutic relationship by showing that patients experience it as a multidimensional process in which alliance, affect, and authenticity interact to shape session quality. It reinforces the need for counsellors to cultivate strong relational foundations while remaining ethically grounded, self-aware, and within the scope of their competence.
For practitioners, the findings reinforce the central importance of building and maintaining a strong therapeutic alliance—characterised by agreement on goals, collaboration on tasks, and the development of a trusting emotional bond. These are not peripheral aspects of therapy but are, in fact, the mechanisms through which meaningful change occurs.

Method
Participants: 
700 adult psychotherapy patients in the United States were recruited and participated online. 
Majority female (81%), 18% male, mostly White (81%)
Age distribution (48% age 23-39, majority of participants, with 30% age 40-59)
84% had at least one psychiatric diagnosis (66% anxiety and 56% depression, 35% experienced trauma )
77% participants degree to doctoral level education.
47% in treatment over 2 years, 53% under 1 year.
Treatment settings: mostly private practice (70%)
Inclusion/exclusion criteria (e.g., age ≥18, English‑speaking)
The demographic distribution included 81% females (n = 564), with 74% (n = 512) identifying with woman gender. The primary age groups represented were 23–29 years (20%, n = 142) and 30–39 years (28%, n = 193). The majority of ethnicities were Caucasian, comprising 81% (n = 566) of the participants. A predominant proportion, 84% (n = 590), had been diagnosed with at least one psychiatric ailment, with anxiety (66%, n = 464) and unipolar depression (56%, n = 391) being the most prevalent conditions. The patients received different types of psychotherapy.

Procedure: 
Data collected online via Research Match and Research for Me (Sept–Nov 2023)
To qualify, participants had to be adults 18 years or older and undergo individual psychotherapeutic treatment in private practice. They also needed to be fluent in English and capable of providing informed consent and debriefing. After consenting, the participants underwent a baseline evaluation of their most recent therapy session. The survey was carried out using Qualtrics software. Participants were recruited from university counselling centres and outpatient clinics. After providing informed consent, they attended regular psychotherapy sessions with licensed therapists. Following each session, participants completed a series of validated questionnaires assessing the working alliance (WAI), real relationship (RRI), and positive and negative affective reactions toward their therapist, as well as a session outcome measure. Data collection occurred immediately after sessions to capture the patient’s perspective accurately. All procedures adhered to ethical guidelines, and confidentiality was maintained throughout
Ethical approval from UNC‑CH IRB (23‑0216)
Materials/Measures:
Working Alliance Inventory – Short Revised (WAI‑SR)) 
12 items, 3 subscales: task, goal, bond
4 items in each: agreement on therapy tasks, agreement on therapy goals, and the establishment of an affective bond between the patient and the therapist.
Likert 0–5 (“Not at all”) to 5 (“Completely”).
 Real Relationship Inventory – Client Short Form (RRI‑C‑SF)
8 items, self–report measure of perception of the strength of the real relationship between patient and therapist from the perspective of the former.
Likert scale, ranging from 1 (“Strongly disagree”) to 5 (“Strongly agree”). 

 SPARQ (Positive & Negative Affect)
8 items, 4 positive, 4 negative
Likert scale, ranging from 1 (“Strongly disagree”) to 5 (“Strongly agree”). 

 Session Evaluation Scale (SES)
5 items assessing session quality
Likert 1–5 1 (“Strongly disagree”) to 5 (“Strongly agree”). 
Findings:
Statistical Analyses
Pearson’s correlation analyses were conducted to examine the relationships between the components of the therapeutic relationship—measured by the Working Alliance Inventory–Short Revised (WAI-SR), Real Relationship Inventory–Client Short Form (RRI-C-SF), and the in-Session Patient Affective Reactions Questionnaire (SPARQ; Positive Affect [PA] and Negative Affect [NA])—and session outcomes, assessed using the Session Evaluation Scale (SES). Multiple regression analysis was performed to determine the unique contribution of each component of the therapeutic relationship in predicting session outcomes, as well as the interrelations among the four components.
The SPARQ-NA variable exhibited positive skewness, which aligns with expectations that strong negative emotions toward the therapist are relatively rare following typical sessions.
Reliability of Measures
Internal consistency was high across all scales: WAI-SR (α = .95), RRI-C-SF (α = .97), SPARQ (α = .86 for PA; α = .75 for NA), and SES (α = .86). The SPARQ-NA scale was log-transformed to address skewness.
Correlations and Regression Analysis
Working alliance showed a strong positive correlation with session outcome (r = .74, p < .001). Real relationship demonstrated strong convergent validity with both the working alliance (r = .66; Vaz et al., 2023) and patient perceptions of genuineness or congruence (r = .71 with the congruence dimension of the Barrett–Lennard Relationship Inventory; Kelley et al., 2010). Positive affective reactions toward the therapist were also strongly associated with session outcome (r = .66, p < .001), while negative affective reactions were inversely related (r = −.49, p < .001).
When all four components were entered simultaneously into a regression model, they collectively accounted for 30% of the variance in session outcome (Adj. R² = .58, F = 238, p < .001). All predictors had a statistically significant effect, with working alliance emerging as the strongest predictor (partial r = .53, p < .001). As hypothesised, working alliance correlated positively with real relationship (r = .48, p < .001) and positive affect (r = .80, p < .001), and these latter two components were also positively related (r = .52, p < .001). Negative affect was negatively correlated with all other components (r = −.49, p < .001).
ANOVA Findings
Analysis of variance revealed no significant differences in therapeutic relationship or outcome measures across session frequency (e.g., once a month or less, two to three times a month, once a week, or two or more times a week). However, significant differences were observed across treatment duration. Specifically, WAI-SR, SPARQ-PA, and SES scores differed significantly at the .01 level between patients treated for 0–3 months and those treated for more than 24 months, with a clear trend toward improvement over longer treatment durations. SPARQ-NA also showed significant differences between patients treated for 0–3 months (p < .01) or 4–6 months (p = .02) and those treated for more than 24 months. 
All components predicted the session outcome when simultaneously included in a regression model. Collectively, these four components accounted for 30% of the variance in session outcome. All four TR components significantly predicted the session outcome. Working alliance strongest predictor (partial r = .53). Alliance, real relationship, and positive affect are strongly interrelated. Negative affect is inversely related to all other components. Treatment length did not meaningfully alter relationships. The outcome of the patient-rated session outcome related positively to the patient-rated working alliance (r = 0.74, p &lt; 0.001), real relationship (r = 0.48, p &lt; 0.001), and positive affective reactions toward the therapist (r = 0.66, p &lt; 0.001), and negatively to the negative affective reactions of the patient toward the therapist (r = −0.49, p &lt; 0.001). The results indicated that these four components together accounted for 30% of the variance in the session outcome (Adj.R2 = 0.58, F = 238, p &lt 0.001). All predictors in the model had a statistically significant effect on session outcome (see Table 2), with working alliance showing the strongest association (partial r = 0.53, p &lt 0.001) after adjusting for all other components. As hypothesised, there is a positive correlation between the working alliance and the real relationship (r = 0.48, p &lt 0.001) and the positive affective reactions towards the therapist (r = 0.80, p &lt 0.001), as well as between these latter two components (r = 0.52, p &lt 0.001). Furthermore, as hypothesised, the negative affective reactions of the patients towards the therapist were negatively related to both alliance (r = −0.49, p &lt 0.001), real relationship (r = −0.49, p &lt 0.001), and positive affective reactions (r = −0.49, p &lt 0.001). • (WAI-SR) The total scale showed an internal consistency Cronbach’s alpha value of 0.95 • • (RRI-C-SF)The total scale showed an internal consistency Cronbach’s alpha value of 0.97 • • SPARQ (Positive &amp; Negative Affect) • α = .86 (PA), .75 (NA) • NA log transformed due to skew • • Session Evaluation Scale (SES) • α = .86 In our study, the SES showed an internal consistency Cronbach’s alpha value of 0.86 • •

Discussion
The components of the therapeutic relationship are strongly associated with session quality from the patient’s perspective. Among these, positive affect and the alliance bond appear particularly influential. While negative affect also plays a role, its impact on session outcome is smaller in magnitude. Interestingly, the alliance bond may represent a distinct construct rather than simply being part of a single alliance factor.
This study is among the few to examine multiple elements of the therapeutic relationship simultaneously from the patient’s viewpoint. The working alliance, the real relationship, and both positive and negative affective reactions toward the therapist collectively accounted for 30% of the variance in session outcomes as rated by patients. The simultaneous regression model indicated that the working alliance was the strongest predictor of session outcome (β = .53, p < .001). Positive affect (β = .12, p = .003) and the real relationship (β = .09, p = .003) also significantly predicted better outcomes, whereas negative affect predicted poorer outcomes (β = –.14, p < .001).
Together, these findings underscore the central role of the alliance, alongside clients’ affective experiences, in shaping session quality. In summary, the working alliance, the real relationship, and the positive and negative reactions of the patient toward the therapist are all significantly related to the patient’s evaluation of the session outcome. A key finding is that negative affective reactions have a weaker impact on session quality compared to positive reactions. This suggests that in-session negative emotions exert less influence than positive ones, and that the working alliance and real relationship may serve as buffers against negative affective experiences.
The implications of these findings for everyday counselling practice are direct and meaningful, particularly because they centre the patient’s perspective on what makes a session feel effective. The strongest message is clear: the working alliance remains the most powerful predictor of session quality.

 Conclusion:
The findings of this study reinforce the central importance of the therapeutic relationship in promoting healing. Specifically, they support a quadripartite model of the therapeutic relationship, which includes the working alliance, the real relationship, and both positive and negative affective reactions toward the therapist. Together, these components account for a substantial proportion of variance in session outcomes from the patient’s perspective.
A deeper understanding of how these components interact with session and treatment outcomes enables therapists to focus on elements that enhance or hinder effectiveness. Notably, the results suggest that the affective bond dimension of the working alliance is distinct from its task and goal dimensions, indicating that the emotional bond should be conceptualised separately. Clinically, this underscores the importance of establishing and maintaining a strong emotional connection with patients.
Monitoring patients’ affective responses—both positive and negative—may further improve outcomes, as these reactions significantly influence session quality. The study also highlights the value of patient-reported measures of the therapeutic relationship for both research and clinical practice. Finally, the findings point to the need for longitudinal research designs to track the development of the therapeutic relationship over time and its impact on treatment outcomes.
.Strengths
This study benefits from several strengths, including a large sample size (N = 700), the use of multiple validated measures, and a patient-centred perspective that prioritises the client’s experience of therapy. Additionally, the application of a rigorous factor-analytic approach enhances the robustness of the findings.
Limitations
Despite these strengths, certain limitations should be acknowledged. The cross-sectional design restricts causal inference, and the self-selected sample may introduce bias. Demographic bias of white academic females is seen in private practice. Cultural diversity is not reflected in the study. Furthermore, all data were self-reported, which could be influenced by subjective perceptions. Finally, the absence of therapist or observer perspectives limits the ability to clients' own perspectives
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