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Introduction: Therapeutic alliance is a key component of the psychotherapeutic process. This study estimated
the impact of the therapeutic alliance as measured by CALPAS-P in an individual brief psychodynamic
psychotherapy program.
Methods: To study the impact of the therapeutic alliance patients in psychotherapy answered to the CALPAS-
P at the first and third session and to the Self-report Questionnaire (SRQ-20), to the Beck Depression Inventory
(BDI) and to the Hamilton Anxiety Scale at the beginning and at the end of psychotherapy.
Results: The study of the impact of the therapeutic alliance in brief psychodynamic psychotherapy showed that
higher TUI scores in the first session were significantly associated to the improvement on the BDI. Patients with
best scores in the working alliance, measured at the third PWC session had also significant symptomatic changes.
Discussion: The study of the impact of the therapeutic alliance in brief psychotherapy indicated that patients
who perceived that their therapists had the best capability to understand and to be involved in their issues had
best results in reducing depressive symptoms and patients with higher capability to form the working alliance
reached the best psychotherapy outcomes.

Psychotherapy. Psychotherapy brief. Scales. Outcome and process assessment (health care).

Introdução: A aliança terapêutica é um conceito central do processo psicoterápico. Este estudo avaliou o im-
pacto da aliança terapêutica em um programa de psicoterapia individual psicodinâmica breve.
Método: Para o estudo do impacto da aliança, pacientes em psicoterapia responderam, ao início e ao final de
cada psicoterapia, ao Questionário de auto-avaliação (SRQ-20), ao Inventário de Depressão de Beck (BDI) e à
Escala de Ansiedade de Hamilton. Responderam também a CALPAS-P ao término da primeira e da terceira
sessão.
Resultados: Os resultados mostraram que os pacientes com uma pontuação mais alta da TUI na primeira sessão
tiveram um impacto significativo sobre a mudança da sintomatologia medida pela BDI. Foi encontrado ainda
que os pacientes com maiores índices de aliança de trabalho, medidos pela PWC na terceira sessão, tiveram um
impacto significativo na mudança da sintomatologia medida por todas as escalas.
Discussão: O estudo do impacto da aliança terapêutica em psicoterapia psicodinâmica breve mostrou que, os
pacientes que demonstraram ter percebido seus psicoterapeutas com uma maior capacidade de compreensão e
envolvimento em suas questões, tiveram uma maior redução da sintomatologia da depressão e os pacientes com
maior capacidade para a aliança de trabalho atingiram os melhores resultados da psicoterapia.

Psicoterapia. Psicoterapia breve. Escalas. Avaliação de processos e resultados (cuidados de saúde).
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Introduction
The need of empirical validations regarding the psychothera-

peutic practice has been articulated by several researchers.
Commonly, evidence has shown that treated patients have a
significant improvement when compared to controls.1-5 The
several modalities of psychotherapy produce comparable re-
sults, despite their different techniques and the distinct theo-
retical presuppositions about the etiology of psychological
dysfunctions.1,4,6-8

The biggest gap of these studies was the low attention given
to the variables which interfere with the psychotherapeutic pro-
cess.7 In an attempt to find which factors explain the obtained
effects and which are common to the different approaches, the
research focus has been directed to the role of the patient-psy-
chotherapist relationship,5,9,10 which provides the context of all
psychotherapeutic processes.11

The psychotherapeutic alliance
Historically, the therapeutic alliance (TA) was the first concept

to be developed in order to capture the special role performed by
the patient-psychotherapist relationship. In 1912, Freud outlined
the first references to this model highlighting its importance as a
vehicle for success in psychoanalysis.12 Also following a psycho-
analytical referential, other authors13,14 have reviewed and expanded
the concept of TA, and in the last years other theoretical lines15,16

also have begun to consider it important.
One of the reasons for the increasing importance of the TA is

for its being considered as a common factor to all psychothera-
pies, as it is not based on a special type of psychotherapeutic
technique or on a determined theoretical school. Some authors17

have even stated that the TA’s quality is more important than
the type of psychotherapy in predicting positive therapeutic
outcomes. A study which analyzed data from the National In-
stitute of Mental Health – Research Program in the Treatment
of Depression found that the TA was responsible for a higher
variance in the outcome than the treatment modalities.18 Con-
sequently, many current theories which study the process of
therapeutic change emphasize the importance of the TA, reach-
ing to a point that some authors have referred to it as a primor-
dial integrative variable of psychotherapies.19

Empirical bases of the therapeutical alliance
Empirical findings have revealed that the TA is one of the

few variables in psychotherapy for which there is substantial
evidence of a positive impact in the treatment’s outcome.20 In
one study assessing several measures of the alliance and dif-
ferent types of treatment it was observed a significant impact
between the TA and psychotherapies outcomes.21 Other study22

has indicated that, as a rule, the relationship between TA and
outcome is moderate and consistent.

Researchers have used several definitions of TA, what has
generated multiple assessment instruments.23 Although the
scales were developed by independent researchers, the mea-
sures of the different instruments have shown to be highly cor-
related.21,22,24-26 These researchers have explored the psychody-
namic, interpersonal, behavioral and cognitive methods and

the patient-centered psychotherapy,27-29 showing that the cor-
relation between the alliance and the outcomes seems to be
reasonably constant along the several types of treatment, the
several clinical diagnoses and the different patient samples.21,22

Other significant information is that, most of the times, the
relationship between TA and outcome is already evident in the
measures performed in the first sessions of the treatment, es-
pecially in the third session.30-32 The TA increases lineally along
the first sessions, suggesting that the patients’ involvement in
psychotherapy is not only due to their own features, but also
emerges in collaboration with some of the psychotherapist’s
contributions.33,34

The used methodology has included the assessment of the
TA by patients, psychotherapists or by trained observers. In
general, studies21,22 have shown that patients assess the TA more
consistently than therapists or observers.

Psychotherapy program
The psychotherapy sector of the Department of Mental Health

of the Brotherhood of Santa Casa de Misericórdia of São Paulo
is currently composed by three members, all physicians with
specialization in psychoanalytical-oriented psychotherapy. Adult
patients referred by other sectors of the Department, mainly from
the sector of general psychiatry, are seen in a program of brief
psychodynamic psychotherapy. Patients referred to psycho-
therapy had been already followed up by other professionals and
had received from their psychiatrists diagnoses according to the
clinical descriptions and diagnostic guidelines of the Classifica-
tion of Mental and Behavioral Disorders of the ICD-10.35

In the psychotherapy sector, patients are screened by one of
the three members of the sector, when the indications of psy-
chotherapeutic attention are assessed. After this screening the
name of each assessed patient is written into a waiting list to
be later called by phone or by mail, in order to begin treatment.
As they are patients of the Sistema Unificado de Saúde (Public
Health System) the consultations are for free.

All patients included in our study were seen in psychotherapy
by resident physicians in their second year of practice in psy-
chiatry or by trainees of the psychotherapy sector. These pro-
fessionals had few or no previous experience in clinical psy-
chotherapy. The attention was psychoanalytically orientated in
a weekly basis along approximately 20 sessions. All profes-
sionals involved in the assistance of patients were supervised
and participated in theoretical seminars administered by mem-
bers of the sector.

Objective
The objective of this study was to assess the impact of the TA

on the outcomes of individual brief psychodynamic psycho-
therapy, measured by a patient version of the California Psycho-
therapy Alliance Scales (CALPAS-P) in the first sessions.

Methods

Selection
We have invited for this study patients ascertained for indi-
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vidual attention in the program of brief psychodynamic psy-
chotherapy of the psychotherapy sector of the Department of
Mental Health of the Brotherhood of Santa Casa de Misericórdia
of São Paulo.

Instruments
We used the following instruments in our study:

Questionnaire of sociodemographic data and pre-treatment
features

This questionnaire was composed by the following data:
gender, age, skin color, marital status, birth place, schooling,
occupational status, family income, expectation about the treat-
ment, previous psychiatric treatment, previous psychotherapeu-
tic treatment, previous admission in psychiatric hospitals, an-
tecedents of suicide attempt, psychiatric diagnosis, family an-
tecedents of psychiatric disorder, presence of a physical dis-
ease, clinical treatment concomitant with psychotherapy and
use of psychiatric medication during the treatment.

CALPAS-P (Portuguese version)
The CALPAS-P was the used TA assessment instrument and

was the object of a translation and reliability study in its Portu-
guese version.36 CALPAS-P’s 24 items are distributed in four
subscales: a) Patient’s Commitment (PC); b) Patient Working
Capacity (PWC); c) Therapist Understanding and Involvement
(TUI); d) Working Strategy Consensus (WSC).

Self-reported Questionnaire - SRQ-20
SRQ-20’s twenty items were developed to assess the pres-

ence of psychiatric disturbances in the population of develop-
ing countries.37,38 The Portuguese version of the SRQ-2039 was
validated against the Clinical Interview Schedule40 in São Paulo.
Its internal consistency and reliability were studied by Iacoponi
& Mari41 and the results were comparable to other research
questionnaires.42

Beck Depression Inventory – BDI
The Beck Depression Inventory43 is probably the most widely

used self-reported measure, both in research and clinically.44

Its 21 items constitute a self-reported questionnaire, which was
developed to assess the presence and intensity of depressive
symptoms. The psychometric properties of its Portuguese ver-
sion have been studied by Gorenstein & Andrade.45

The Hamilton Anxiety Scale46 is one of the most used scales
in clinical assessment.47 It is a scale of hetero-assessment com-
posed by 14 items. The first seven items assess the affective
components of anxiety and the remaining, its physiological
components.

Procedures
Before starting psychotherapy, each patient was called for

an interview in which the objectives of the study and the pro-
cedures involved in his/her participation in the study were ex-
plained. All patients gave their informed consent.

Data collection had three steps. In the first one, at the begin-

ning of psychotherapy, patients answered to the four assessment
instruments: sociodemographic data and pre-treatment charac-
teristics questionnaire, SRQ-20, BDI and Hamilton. These in-
struments were applied to patients by one of the authors.

The second step involved the assessment with the CALPAS-
P in the first and third session of psychotherapy. Patients re-
ceived an envelope with that scale, and answered it, without
the presence of their therapists, just after the end of the ses-
sion, giving it back to a secretary. The envelopes were col-
lected afterwards by one of the authors.

In the last step, performed at the end of psychotherapy, pa-
tients were called again by the first author to answer once more
to the SRQ-20, BDI and Hamilton. Patients who had dropped
out were also called to answer to these instruments.

In our study we considered as the dependent variable the
outcome measured by symptomatology change. The main in-
dependent variable was the measure of the TA according the
CALPAS-P. Sociodemographic data and pre-treatment char-
acteristics were considered as control variables.

Analysis
The collected data were codified and transcribed into the

computational system SPSS (Statistical Package for the So-
cial Sciences) for Windows.49 Chi-square test50 was used to
examine the association between control variables and TA
measures with the outcomes in the change of symptoms.
Wilcoxon non-parametric test50 was used to compare two de-
pendent samples. Mann-Whitney non-parametric test50 was
used to compare groups of patients with higher and lower TA
regarding the change of symptoms. We used 95% confidence
intervals and results were considered significant when p val-
ues were <.05.

Results

Sociodemographic data
Out of seventy patients who were selected for the program

of psychotherapy, sixteen (22.8%) did not participate in the
study as eight of them (11.4%) dropped out and eight (11.4%)
did not give their informed consent to the study. Therefore, the
sample was composed by fifty-four patients (77.1%).

The mean age of subjects was 38.8 years (SD=11.3; ranging
from 19 to 62 years), being 41 (75.9%) females and 13 (24.1%)
males. Regarding their marital status, 22 (40.7%) of subjects
were single, 15 (27.8%) were married, 7 (13%) were divorced
or separated, 6 (11.1%) lived with companions and 4 (7.4%)
were widowers. Mean schooling was 10.5 years (SD=3.9), 16
(29.6%) had finished high-school, 13 (24.1%) had finished
college, 8 (14.8%) had some college education, 8 (14.8%) had
some primary school, 5 (9.3%) had some high-school, 3 (5.6%)
had finished primary school and 1 (1.9%) was illiterate. Occu-
pational situation showed that 18 subjects (33.3%) were wage-
earners, 13 (24.1%) had domestic activities, 11 (20.4%) were
self-employed, 10 (18.5%) did not work and 2 (3.7%) were
unemployed. Average family income was R$1,864.85 -nearly
U$620- (SD=1875.42).
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Pre-treatment characteristics
When they started psychotherapy, 26 (48.1%) patients an-

swered that they were very hopeful with the beginning of the
treatment. Regarding previous treatments, 30 (55.6%) subjects
had received psychotherapy, 33 (66.1%) had had psychiatric
treatment, 6 (11.1%) had been previously hospitalized for psy-
chiatric treatment. Seventeen subjects (31.5%) had already at-
tempted suicide. Twenty-eight (51.9%) subjects had a family
history of psychiatric disorders, 21 (38.9%) had a physical dis-
ease, and 15 (27.8%) were being followed up by other special-
ists. Forty-three patients (79.6%) were using psychiatric medi-
cation during psychotherapy.

Psychiatric diagnoses
Regarding psychiatric diagnoses, 32 (59.3%) subjects re-

ceived the diagnostic hypothesis of depressive disorder, 8
(14.8%), recurrent depressive disorder, 3 (5.6%), persistent
mood disorder, 1 (1.9%), bipolar affective disorder, 4 (7.4%)
anxiety disorders, 1 (1.9%), phobic anxiety disorder, 1 (1.9%),
schizophrenia, 1 (1.9%) unspecified psychosis, 1 (1.9%), reac-
tion to severe stress, 1 (1.9%) dissociative disorder, and 1 (1.9%)
personality disorder.

Psychotherapy outcomes
Fifty-four patients answered to the three symptom-assess-

ment scales before starting psychotherapy and 50 (92.6%) an-
swered to the same scales at the end of the study. For the SRQ-
20, the median score at the beginning was 13 (minimum = zero;
maximum =20) and at the end was 11.5 (minimum = zero;
maximum =20) . The assessment of the distribution of these
two groups showed a significant statistical difference between
them ( Wilcoxon test p < .01). For the BDI, at the beginning of
psychotherapy, the obtained median was 24 (minimum = zero;
maximum =64) and at the end, it was 22 (minimum = zero;
maximum = 50. We also found a statistically significant change
between the initial and final punctuation (Wilcoxon test p=.034).
For the Hamilton scale, at the beginning the median was 30
(minimum =2; maximum =53) and at the end, it was 24.5 points
(minimum =3; maximum =48). The initial and final punctua-
tion was also statistically different (Wilcoxon test p<.01). These
results are in Table 1.

Psychotherapy: more and less favorable outcomes
We measured the difference between the punctuation ob-

tained at the beginning and at the end of psychotherapy for
each of the assessment instruments. The difference with a
positive value represented the group with more favorable
outcomes and values equal to zero or negative represented

the group of patients with the less favorable psychotherapy
outcomes.

Measures of the therapeutic alliance
The following measures were obtained at the first and at the

third sessions of psychotherapy; the mean and the standard
deviation of the four subscales and of the total of the CALPAS-
P. At the first session, PC mean was 5.7 (SD=.6), PWC mean,
4.6 (SD=.88), TUI mean, 6.1 (SD=.6), WSC mean, 5.9 (SD=.7)
and for the total score, the found mean was 5.6 (SD= .5). At
the third session PC mean was 5.9 (SD=.6), PWC mean, 4.8
(SD=1), TUI mean, 6.2 (SD=.6), WSC mean, 6.1 (SD=.7) and
for the total score, the found mean was 5.8 (SD=.6).

The comparison between the CALPAS-P total at the first and
the third session showed that there was a statistically signifi-
cant difference (Wilcoxon test p<.01).

CALPAS-P: high and low therapeutic alliance
In order to assess which groups of patients had produced the

highest and the lowest levels of TA, the mean of total scores
and of the four subscales of the CALPAS-P at the first and the
third sessions was divided into four groups. The criterion used
for this division was the values of percentiles 25, 50 and 75 of
the mean of punctuation of the CALPAS-P and of the subscales.

Based on this division into four groups we selected the group
of patients with a higher level of alliance and grouped the re-
maining patients in other group (Table 2).

Study on the impact of control variables over psychotherapy
outcomes

Sociodemographic data and pre-treatment characteristics of
subjects of the sample were not statistically different, com-
paring groups of patients with more or less favorable out-
comes (chi-square test p>.05). Some of these data can be ob-
served in Table 3.

Table 1 - Symptoms scales: initial and final means.

Note: SRQ-20: Self-reported Questionnaire; BDI: Beck Depression Inventory; Hamilton:
Hamilton Anxiety Scale.
*Wilcoxon non-parametric test

Scales Initial Finel p*

SRQ-20 13 11,5 <.01
BDI 24 22 .034
Hamilton 30 24,5 <.01

Table 2 - Distribution of means of the CALPAS-P from the first and third
session in two groups.
Scales Alliance 1st session 3 rd session

levels Mean median mean median

PC Low 5.54 5.66 5.80 6
(N=39) (N=35)

High 6.54 6.50 6.83 6.83
(N=13) (N=7)

PWC Low 4.30 4.33 4.45 4.67
(N=41) (N=31)

High 5.97 5.83 6.07 6
(N=11) (N=11)

TUI Low 5.92 6 6.06 6.17
(N=42) (N=33)

High 6.88 6.83 6.94 7
(N=10) (N=9)

WSC Low 5.79 5.83 5.86 6
(N=43) (N=31)

High 6.92 7 6.89 6.83
(N=9) (N=11)

Total Low 5.41 5.45 5.56 5.71
(N=39) (N=31)

High 6.31 6.21 6.49 6.50
(N=13) (N=11)

Note: PC = Patient Commitment; PWC = Patient Working Capacity; TUI = Therapist
Understanding and Involvement; WSC = Working Strategy Consensus; Total = total score.
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Study on the impact of the therapeutic alliance over
psychotherapy outcomes

First, we selected a group of patients who had the highest
alliance punctuation and another group of patients who had the
lowest alliance punctuation. In the first session we found that
the TUI punctuation distributed in these two groups showed a
statistically significant difference (Mann-Whitney test p=.040)
regarding psychotherapy outcomes obtained by the BDI. For
the other subscales and the total score of the CALPAS-P no
statistically significant difference was found.

In the third session we found a statistically significant dif-
ference between the PWC punctuation in these two groups
(Mann-Whitney test) regarding the BDI (p=.031) and the
Hamilton (p=.020). We also found a statistically significant

difference (Mann-Whitney test p=.048) between the total
CALPAS-P punctuation, regarding psychotherapy outcomes
obtained by the BDI. For the other subscales and for the total
of the CALPAS-P there was no statistically significant out-
come. These outcomes are in Table 4.

Next, we selected a group of patients who had the highest
TA means and gathered the remaining patients in one single
group. In the first session we found a significant statistical dif-
ference between the TUI punctuation of the group of patients
with the highest TA punctuation and the remaining patients,
regarding psychotherapy outcomes measured by the BDI
(Mann-Whitney test p=.049). These results are in Table 5.

In the third session, we found a statistically significant dif-
ference in the PWC punctuation of the groups of patients with
the highest TA punctuation, (Mann-Whitney test), compared
to the remaining patients, regarding psychotherapy outcomes
measured by the SRQ-20 (p=.017), by the BDI (p=.022) and
by the Hamilton (p=.023). These results can be observed in
Table 6 and Figure.

Discussion

Psychotherapy outcomes
The aim of this study was to examine the impact of the TA

in a program of brief psychodynamic psychotherapy. Patients
who were submitted to this type of intervention showed a
statistically significant reduction in the symptomatology,
measured by all assessment instruments. This reinforces what
has been pointed out by several authors, showing evidence of
how valued psychotherapy is in relieving psychological prob-
lems.1-5 In order to assess the impact of the TA this condition
had to be achieved.

Impact of control variables on psychotherapy outcomes
In our study we have not found a statistically significant dif-

ference between the distribution of patients along the control
variables and the outcomes obtained with psychotherapy. This

Table 3 - Impact of control variables on psychotherapy’s outcomes.
SRQ-20 BDI Hamilton

p* p* p*

Gender .28 .64 .09
Age .41 .08 .56
Schooling .86 .67 .75
Month family income .32 .33 .88
Medication during psychotherapy .85 .91 .48
Note: SRQ-20: Self-reported Questionnaire; BDI: Beck Depression Inventory; Hamilton:
Hamilton Anxiety Scale.
*Chi-square test.

Table 4 - Impact of high and low levels of therapeutic alliance on the
outcomes.
Scales Alliance SRQ-20 BDI Hamilton

levels p* p* p*

1st  session
Low (N=16)

PC .834 .576 .560
High (N=12)
Low (N=14)

PWC .977 .218 .860
High (N=10)
Low (N=14)

TUI .205 .040 .874
High (N=9)
Low (N=13)

WCS .401 .300 .815

High (N=9)
Low (N=13)

Total .180 .063 .684
High (N=11)

3rd session
Low (N=10)

PC .731 .056 .807
High (N=7)
Low (N=11)

PWC .060 .031 .020
High (N=10)
Low (N=12)

TUI .591 .059 .831
High (N=9)
Low (N=10)

WSC .355 .104 .573
High (N=11)
Low (N=10)

Total .110 .048 .240
High (N=10)

Note: PC= Patient Commitment; PWC = Patient Working Capacity; TUI = Therapist
Understanding and Involvement; WSC = Working Strategy Consensus; Total = total score.
SRQ-20: Self-reported Questionnaire; BDI: Beck Depression Inventory; HAMILTON:
Hamilton Anxiety Scale.
*Wilcoxon non-parametric test

Table 5 - Impact of the levels of therapeutic alliance in the first session on
the outcomes.
Scales Alliance SRQ-20 BDI Hamilton

levels p* p* p*

Low (N=36)
PC .574 .485 .497

High (N=12)
Low (N=38)

PWC .898 .347 .453
High (N=10)
Low (N=39)

TUI .490 .049 .578
High (N=9)
Low (N=39)

WSC .353 .146 .597
High (N=9)
Low (N=37)

Total .232 .314 .499
High (N=11)

Note: PC= Patient’s Commitment; PWC = Patient Working Capacity; TUI = Therapist
Understanding and Involvement; WSC = Working Strategy Consensus; Total = total score.
SRQ-20: Self-reported Questionnaire; BDI: Beck Depression Inventory; Hamilton: Hamilton
Anxiety Scale.
*Mann-Whitney’s non-parametric test.
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finding may support the hypothesis that the reduction in the
symptomatology was not correlated to the patients’
sociodemographic and pre-treatment characteristics.

Impact of the therapeutic alliance on psychotherapy
outcomes

Patients who had higher alliance levels, measured by the TUI
in the first session, had more favorable BDI outcomes. The
TUI is a subscale of the CALPAS-P which was developed to
assess the patients’ perception about the therapist’s capability
of understanding their point of view and suffering during psy-
chotherapy. It assesses the therapist’s capability of showing
patients they are committed in helping them to overcome their
problems. The instrument used for the assessment of the TA
was based on how patients see the alliance. Therefore, the as-
sociation between a higher punctuation in the TUI and BDI
outcomes already found at the first session seems to indicate
that patients who identified in their therapists a higher capabil-
ity of understanding and involvement in their issues had a higher
reduction in their depressive symptoms.

Some researchers have explored how the variables which
involve the therapist increase or prevent the development of a
favorable and positive alliance.51,52 This may be related to the
way in which patients perceive their own therapists. Accord-
ing to Rogers53 the conditions offered by the therapist should
suffice to trigger a healing process, suggesting that the rela-
tionship provided by the therapist is the main responsible for
the treatment’s effectiveness. Some studies supported the hy-
pothesis that a good therapeutic relationship was correlated to
a positive outcome.54,55 However, the subjective assessment of
the relationship performed by the patient was responsible for
the highest impact on psychotherapy outcomes, rather than the
therapist’s actual behavior. The impact of the psychotherapy
outcomes did not rely on the objective measure of the level of
empathy, coherence or on an unconditional sympathy of the
therapist for the patient: the measure of the patient’s percep-
tion was the best predictive factor of success of the helping

process.56,57 In that study, the perception that patients had about
the capability of understanding and involvement of their thera-
pists, measured by the TUI, was associated to a greater impact
on the change of depressive symptoms.

The change associated with the BDI may be justified by the
higher number of patients with depressive disorder in this
sample (81.6%). One hypothesis is that for the group of de-
pressed patients the perception that there was a higher involve-
ment and understanding of their therapists resulted in a greater
benefit as measured by the BDI.

With data from the third session, patients with higher capa-
bility for the work alliance, measured by the PWC, showed the
most favorable outcomes as assessed by all scales. According
to the authors of the CALPAS-P,58 the PWC is a subscale that
aims at measuring the patient’s working capability. It assesses
the patients’ capability of observing their reactions, of work-
ing actively with the therapist’s remarks and to solve prob-
lems. According to this concept a higher capability of patients
to establish the working alliance has produced the most sig-
nificant outcomes in this study, what has been already observed
by other authors59 who reported a significant correlation be-
tween the working alliance (PWC) and the improvement in the
symptomatology.

For Sterba60 the working alliance arises from the functioning
of patients with a more mature ego and from the therapist’s
interventions, what may indicate that patients with higher mea-
sures of the PWC had a more integrated ego and were more
able to link themselves to the therapists’ interventions and, due
to that, to obtain better outcomes.

The higher impact of the PWC on psychotherapy outcomes
could be related to the modality of psychotherapy employed in
this study. One study performed by Marmar,31 although using a
previous version of the CALPAS-P, found that the PWC punc-
tuation was related to the outcomes presented by the group
submitted to brief dynamic psychotherapy. According to these
authors, the higher impact of the PWC could be justified as the
psychodynamic approach would demand a greater contribu-
tion of patients to settle their problems. It seems thus that pa-
tients with a more integrated ego had better conditions to es-
tablish a working alliance with their therapists and to contrib-

Table 6 - Impact of the levels of therapeutic alliance in the third session on
the outcomes.
Scales Alliance SRQ-20 BDI Hamilton

levels p* p* p*

Low (N=34)
PC .794 .074 .488

High (N=7)
Low (N=31)

PWC .017 .022 .023
High (N=10)
Low (N=32)

TUI .590 .058 .647
High (N=9)
Low (N=30)

WSC .391 .108 .825
High (N=11)
Low (N=31)

Total .306 .114 .301
High (N=10)

Note: PC= Patient’s Commitment; PWC = Patient Working Capacity; TUI = Therapist
Understanding and Involvement; WSC = Working Strategy Consensus; Total = total score.
SRQ-20: Self-reported Questionnaire; BDI: Beck Depression Inventory; Hamilton: Hamilton
Anxiety Scale.
*Mann-Whitney non-parametric test.

Figure - PWC: Impact on outcomes.
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ute to the propositions made by this modality of psychotherapy.
The lack of association between the other subscales of the

CALPAS-P with psychotherapy outcomes could be related to
the structure of the scale, developed to encompass a wide range
of dimensions of the alliance. As the four subscales were mod-
erately correlated,36,61 that dimension might have been the most
related with the sample of patients involved in this study.

Furthermore, this sample was heterogeneously constituted,
what may have increased the dispersion of responses. A last
aspect may be related to the therapists’ inexperience, what could
have hampered a clear establishment of the objectives and tasks
of psychotherapy. The WSC is the CALPAS-P’s subscale to
assess the degree of consensus between patient and therapist
regarding the strategy and tasks of psychotherapy. In this study
we did not find an association between the punctuation of this
subscale and psychotherapy outcomes. Besides, the approach
proposed by psychodynamic-oriented psychotherapies gives
less emphasis to these aspects of the treatment.

Limitations of the study
Due to their professional formation, the supervisors were not

used to conduct brief psychotherapies, what could have caused
some discrepancy between the supervisors’ conception regard-
ing the process of change in psychotherapy and the proposed
criteria for a brief psychodynamic psychotherapy. For example,
there could have been some differences in the way of approach-
ing issues regarding the end of psychotherapy. This is a limita-
tion that has been observed by other authors,62 who have stated
that much of the research in psychotherapy demonstrating the
importance of the TA has been based on a context of protocols
involving brief psychotherapies, although the TA was not sys-
tematically thought for this modality of psychotherapy. Besides,
there were no attempts to clarify differences in the type of alli-
ance needed to conduct brief psychotherapies.

We also have not used a technical manual that could have
provided a more uniform pattern to the procedures. Defending
the use of manuals in psychotherapy, some authors63 state that
they propitiate an initial basis to make the psychotherapy op-
erative in a more competent way. Luborski64 argues that a good
alliance favors therapists to adhere to the use of a manual, as
therapists who are capable of establishing a good alliance may
keep closer to the planning of that psychotherapy and because
a good alliance allows therapists to work according to the in-
tended technique. On the other hand, the adherence of thera-
pists to manuals is only one of the aspects indicating the exten-
sion of the therapist’s competence. For Luborski64 the greatest
agent for an effective psychotherapy is the therapist’s person-
ality, particularly in creating conditions to form an affective
and supportive relationship with the patient.

The inexperience of therapists may have contributed with an
important bias regarding psychotherapy outcomes. For ex-
ample, the interventions could have been directed to support-
ive aspects, rather than to achieve the transferential situation,
preventing certain questions to be focused during the psycho-
therapeutic process, contributing for the appearance of resis-
tances and a weakening of the TA.

As a rule, studies suggest that there is no clear relationship
between the therapists’ experience and psychotherapies out-
comes.6,65 However, there are indications that more experienced
therapists are capable of deviating from recommended tech-
niques when dealing with more difficult patients and that inex-
perienced therapists are more accessible to suggestions regard-
ing their technique and style. Appropriate levels of personal
adjustment and clinical sensitivity are also essential, besides
the therapists’ characteristics. The exam of the role performed
by the therapists’ interventions in the development of the alli-
ance is an important investigating pathway.

Other limitations may be related to the sample. Patients re-
ferred to psychotherapy were already being treated with their
psychiatrists. This study has not assessed the conditions in
which the referral had been performed and how these condi-
tions could have influenced, for example, the patient’s motiva-
tion. The demand for psychotherapy could have occurred rather
as a response to a suggestion of their physician, without any
further reflection. Besides, patients waited until being called
to begin psychotherapy, and this waiting period could have in-
terfered in the issues that generated the referral.

Patients have not directly met criteria for indication to brief
psychodynamic psychotherapy. Our study has also not assessed
other pre-treatment characteristics that could have shown an
association between the alliance and the outcomes, such as the
capability of establishing good interpersonal relationships. For
Safran & Muran,62 due to the limitation of the time of the brief
therapy, the selection of patients is particularly important.

Regarding the patients’ schooling, although the mean school-
ing of the sample could be deemed high, some of the subjects
had a very low schooling. As the reliability study of the Portu-
guese version of the CALPAS-P36 was performed in a sample
of university graduate subjects, an effort to validate the scale
in other populations could show different outcomes.

Regarding psychotherapy’s outcomes, this study has not used
a control group for comparison. Perhaps the most important
suggestion for further discussion would be whether the improve-
ment found in the symptomatology was obtained by a sponta-
neous remission. This study has used a sample of patients with
different diagnoses, varying in severity and duration. Further-
more, we have not assessed the maintenance of changes in the
symptomatology after the end of psychotherapy.

This study has also not used other perspectives to assess out-
comes, such as changes in conflict patterns, general function-
ing and objectal relationship. Furthermore it has not compared
the impact of the TA in other psychotherapies, as the TA may
have an important role in psychodynamic psychotherapy but
not in other modalities.

A last point to be discussed is the exam of the relation-
ship between TA, outcomes and improvement of symptoms
at the first sessions. The main and most important hypoth-
esis indicates that a positive alliance that appeared in the
first sessions is associated to an improvement in the symp-
tomatology. This study has shown that high levels of work-
ing alliance were associated to the best outcomes. However,
it is possible that patients who had already improved in the
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first sessions had a trend to consider more positively their
therapists and psychotherapy. In this study, we did not as-
sess how the change in symptoms occurred after being as-
sessed the TA and the role of these first changes on the sub-
sequent outcome.

Conclusions
Patients who were submitted to the program of brief psycho-

dynamic psychotherapy had a statistically significant decrease
in their symptomatology, measured by all assessment instruments.

Control variables had not a statistically significant impact
on psychotherapy outcomes.

The association between the Therapist Understanding and
Involvement (TUI) in the first session and the Beck Depres-
sive Inventory (BDI) seems to indicate that patients who re-

ported having perceived that their therapists had a greater ca-
pability of understanding and involvement in their issues had a
higher decrease in depressive symptoms.

The measures of impact of the TA, obtained in the third ses-
sion , showed that patients with higher levels in the Patient
Working Capacity (PWC) showed the most favorable psycho-
therapy outcomes as measured in all the scales that assessed
symptomatology changes.
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