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This study examined whether therapist gender, professional discipline, experience conducting couple
therapy, and average second-session alliance score would account for the variance in outcomes
attributed to the therapist. The authors investigated therapist variability in couple therapy with 158
couples randomly assigned to and treated by 18 therapists in a naturalistic setting. Consistent with
previous studies in individual therapy, in this study therapists accounted for 8.0% of the variance in
client outcomes and 10% of the variance in client alliance scores. Therapist average alliance score and
experience conducting couple therapy were salient predictors of client outcomes attributed to therapist.
In contrast, therapist gender and discipline did not significantly account for the variance in client
outcomes attributed to therapists. Tests of incremental validity demonstrated that therapist average
alliance score and therapist experience uniquely accounted for the variance in outcomes attributed to
the therapist. Emphasis on improving therapist alliance quality and specificity of therapist experience
in couple therapy are discussed.

Research confirms what everybody knows: therapists differ in their ability to help clients
(Crits-Christoph et al., 1991; Kraus, Castonguay, Boswell, Nordberg, & Hayes, 2011). Across
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THERAPIST VARIABILITY IN COUPLE THERAPY 489

efficacy and effectiveness studies of individual therapy, therapists account for 5% to 10% of the
variance in client outcomes (e.g., Kim, Wampold, & Bolt, 2006; Lutz, Leon, Martinovich, Lyons,
& Stiles, 2007; Wampold & Brown, 2005). As Wampold (2005) summarized, “ . . . the variance of
outcomes due to therapists (8% to 9%) is larger than the variability among treatments (0%–1%),
the alliance (5%), and the superiority of an EST to a placebo treatment (0%–4%)” (p. 204).
What the psychotherapist brings to the table, therefore, is an important area of investigation. It is
surprising that there are few studies that examine therapist variability in couple therapy outcomes
(Blow, Sprenkle, & Davis, 2007; Sparks & Duncan, 2010).

Attempts to discern what accounts for therapist variability have resulted in limited success
and inconsistent findings. Demographic variables such as gender, race/ethnicity, and professional
discipline have not generally shown a relation with therapy outcomes in individual therapy
(Beutler et al., 2004; Blatt, Sanislow, Zuroff, & Pilkonis, 1996; Huppert et al., 2001; Maramba
& Nagayama Hall, 2002; Okiishi et al., 2006; Wampold & Brown, 2005). Investigations of
therapist training and experience have also yielded mixed results (Beulter et al., 2004). Some
researchers have concluded that therapist experience is weakly and unreliably related to better
therapy outcomes (e.g., Christensen & Jacobson, 1994; Nyman, Nafziger, & Smith, 2010). For
example, in a naturalistic study with 581 therapists and more than 6,000 clients, Wampold and
Brown (2005) found that therapist experience conducting therapy was not related to outcome.

On the other hand, a meta-analysis by Crits-Christoph and colleagues (1991) found that
therapist experience accounted for a significant proportion of the variability among therapists
(approximately 25% of the therapist variability). In an interesting analysis, Leon, Martinovich,
Lutz, and Lyons (2005) explored whether therapists learn from the experience of treating a
particular client with a particular problem and consequently are able to more effectively treat a
similar client at a later point in time. Their results indicated that second clients in the matched
pairs fared better than the first after an interval of 15–75 days, suggesting that therapists learn, at
least in the short run, from experience.

The research regarding the association between specific therapist characteristics and couple
outcomes is scant but similar to the findings for individual therapy. Regarding therapist demo-
graphics, Bischoff and Sprenkle (1993) did not find evidence that therapist age, gender, and
ethnicity affected retention in their study of marriage and family therapy dropouts. Regarding
experience, Raytek, McCrady, Epstein, and Hirsch (1999) found a significant positive association
between therapist experience and observer ratings of the alliance and completion of treatment for
a partner’s substance use, but not for overall outcome.

A criticism often leveled at research investigating therapist experience is that it is not op-
erationally defined according to specific treatment model or client population (Beutler et al.,
2004) and that a more sophisticated look at therapist experience may yield more positive find-
ings. In support, some have found that therapist experience may be related to therapy outcomes
when the type of treatment and client presentation is considered (e.g., Blatt et al., 1996; Leon
et al., 2005; Luborsky, McLellan, Diguer, Woody, & Seligman, 1997). For example, Kraus and
colleagues (2011) found that therapists’ competencies can be domain specific; some therapists
were on average better than others at treating certain conditions. Consequently, specificity in the
definition of experience may be important in understanding the effect of experience on client
outcomes.

A relatively new and promising area of research addressing therapist variability is through client
ratings of the therapeutic alliance. Baldwin and Imel (2013) meta-analyzed therapist variability in
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490 J. OWEN ET AL.

client alliance scores and found that therapists accounted for approximately 9% of the variance in
client-rated alliance across 15 samples ranging from college counseling centers, in-patient units,
to couples interventions. The client’s view of the alliance—the emotional bond and the agreement
between the client and therapist about the goals and tasks of therapy (Bordin, 1979)—is not only a
robust predictor of therapy outcomes, including couple therapy (Anker, Owen, Duncan, & Sparks,
2010; Friedlander, Escudero, Heatherington, & Diamond, 2011; Horvath, Del Re, Flückiger, &
Symonds, 2011), but also may offer an avenue to understand therapist differences. Marcus, Kashy,
and Baldwin (2009) noted:

. . . high levels of consensus in client ratings of their therapist indicate that clients of the same
therapist tend to agree about the traits or characteristics of their therapist, suggesting that there is
something about the therapist’s manner or behavior that evokes similar response from all of his or
her clients. (p. 538)

In the process of examining what differentiates more (or less) effective therapists, their average
ability to form alliances can address an important question: Are therapists who are generally better
at facilitating positive outcomes more likely to be rated as forming stronger alliances across their
clients? Baldwin, Wampold, and Imel (2007), the first researchers to address this question, found
only modest therapist variability (2%) compared with other studies, but reported that therapist
average alliance quality accounted for 97% of that variability. In a study of couple relationship
education, Owen, Rhoades, Stanley, and Markman (2011) found that leaders accounted for a
larger proportion of the variance in couples’ alliance (29.6%) and that leaders’ average alliance
quality accounted for nearly all of the variance (99%) in couples’ communication and relationship
adjustment outcomes attributed to the leaders.

The present study is the first, to our knowledge, to investigate therapist variability in couple
therapy. First, we expected that therapists would account for a small to medium proportion of
the variance in therapy outcomes and working alliance (Hypothesis 1). Next, we tested whether
therapist experience conducting couple therapy, average alliance score, discipline, and gender
would account for the variability between therapists in therapy outcomes. We did not expect gender
and discipline to be related to outcome, and given the mixed evidence regarding experience, we
did not make a formal prediction. We hypothesized that therapist average alliance quality would
account for the majority of the variance with less proportion of the variance being attributable to
experience conducting couple therapy, discipline, and gender (Hypothesis 2).

METHOD

Participants

The data from this study came from Anker et al. (2010), and a full description of the participant
recruitment can be found there. For the purpose of this study, we used a subsample of clients
who attended a minimum of three sessions (n = 316 clients, 158 couples, and 18 therapists).
Three sessions was the minimum number of sessions for clients to have a second-session alliance
score, a common time to assess early alliance, and to have a therapy outcome score at a future
session. Couples were White, Euro-Scandinavian, heterosexual, and had a mean age of 38.54 years
(SD = 8.47). Most participants (70%) were employed full-time; and 28.9% had completed lower
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THERAPIST VARIABILITY IN COUPLE THERAPY 491

secondary school, 33.9% had completed upper secondary school, and 37.2% had completed
university or college. Couples had been together an average of 11.8 years (SD = 8.7 years,
range = 1–39 years. Couples self-referred with a broad range of typical relationship problems,
including communication difficulties, loss of feeling for partner, jealousy/infidelity, conflict, and
coping with a partner’s physical or psychological problem. Diagnosis is not required, nor is it a
routine convention in this setting. However, initial distress levels based on the Outcome Rating
Scale (ORS; Miller, Duncan, Brown, Sparks, & Claud, 2003) score at pretreatment was 19.01
(SD = 7.59), indicative of a clinical population and similar to distress levels of other clinical sites
(Duncan, 2011; Miller & Duncan, 2004). In addition, the mean marital satisfaction score on the
Locke Wallace Marital Adjustment Test (LW; Locke & Wallace, 1959) was 72.62 (SD = 24.11),
indicative of a dissatisfied relationship, well under the traditional cutoff score of 100. The average
number of sessions for this subsample was 5.38 (SD = 2.37).

Therapists

The couples were seen by 18 therapists who worked at one of two family counseling agen-
cies in Norway. There were 11 female therapists and 7 male therapists (all were White,
Euro-Scandinavian), 9 of whom were licensed psychologists, 8 were licensed social work-
ers, and 1 a licensed psychiatric nurse. All therapists professed an eclectic orientation, us-
ing a variety of approaches—solution-focused, narrative, cognitive-behavioral, humanistic, and
systemic—similar to those typically practiced in Norway family counseling agencies. The aver-
age age of the therapists was 44 years (SD = 12.6 years, range = 26–61 years). The mean years
of experience with couple therapy was 7.28 years (SD = 7.14 years, range = 0–19 years). The
average number of couples treated by each therapist was 8.77 (range = 3 to 18 couples).

Measures

The Outcome Rating Scale (ORS)

Psychological functioning and distress was assessed at the beginning of every session using
the ORS (Miller & Duncan, 2004), but analyses were derived from pre- and posttreatment. The
ORS is a brief four-item visual analog self-report instrument designed to measure client progress
repeatedly throughout the course of therapy. The ORS assesses key areas of client functioning,
including personal well-being, interpersonal functioning (i.e., family, close relationships), social
(work, school), and overall well-being. The scores are totaled, ranging from 0 to 40, with lower
scores reflecting more distress. The reliability and validity of the scores for this measure has
been supported in previous studies of individual and couple therapy (e.g., Anker et al., 2010;
Campbell & Hemsley, 2009; Miller et al., 2003; Reese, Nosworthy, & Rowlands, 2009). Internal
consistency estimates of the ORS have ranged from .84 to .93 (Miller et al., 2003; Reese et al.,
2009). In the present sample, the internal consistency of ORS scores was .91. Concurrent validity
of ORS scores has been demonstrated in independent studies as adequate through correlates with
the Outcome Questionnaire 45.2 (Duncan, 2011; Lambert et al., 1996; r = .74, Campbell &
Hemsley, 2009; r = .59, Miller et al., 2003).

Using formulas developed by Jacobson and Truax (1991), clinical and normative data for the
ORS were analyzed by Miller and Duncan (2004) to provide cutoff scores for the reliable change
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492 J. OWEN ET AL.

index and clinically significant change. Using a sample of 34,790 participants, clients who change
in a positive or negative (deterioration) direction by at least five points are regarded as having
made reliable change. This degree of change exceeds measurement error based on the reliability
of the ORS and is one of the two criteria posited by Jacobson and Truax (1991) as indicative of
clinically meaningful change. The second criterion requires movement from a score typical of a
clinical population to one typical of a functional population. The cutoff on the ORS for marking
the point at which a person’s score is more likely to come from a dysfunctional population than
from a nondysfunctional population is 25 (Miller et al., 2003).

Session Rating Scale (SRS)

The client’s perspective of the alliance with the therapist was measured using the SRS (Duncan
et al., 2003). The SRS was administered at the end of every session, but the analyses were derived
from the second session. The SRS is also a four-item visual analog scale. Specifically the
clients rated their therapist on the following items: relationship with the therapist (“I felt heard,
understood, and respected.”), goals and topics (“We worked on or talked about what I wanted
to work on or talk about”), the approach used in therapy (The therapist’s approach is a good
fit for me”), and the overall rating of the session (“Overall, today’s session was right for me”).
Clients’ scores for the four items were totaled for a score ranging from 0 to 40, with higher scores
indicating a stronger alliance.

The SRS was developed from two key sources: (a) Bordin’s (1979) classic delineation of
the components of the alliance; and (b) Hatcher and Barends (1996) factor analysis of three
popular alliance measures where in addition to the general factor measured by all alliance scales
(i.e., strength of the alliance), two other factors were predictive: confident collaboration and the
expression of negative feelings. Confident collaboration describes the level of confidence that the
client has that therapy and the therapist will be helpful. Although overlapping with question three
on the SRS (the fit of the therapist’s approach), the fourth item of the SRS directly addresses
this factor. The other factor predictive beyond the general strength of the alliance is the client’s
freedom to voice negative feelings and reactions to the therapist, which is again captured in the
nature of the items. The reliability and validity for SRS scores has been demonstrated in previous
studies. For example, the reliability estimates have ranged from .88 to .90 for Cronbach’s alphas
and .54 to .74 for test–retest correlations (e.g., Duncan et al., 2003; Reese et al., 2009). In addition,
the validity for SRS scores has been supported through correlations with the Helping Alliance
Questionnaire–II, r = .48 (Duncan et al., 2003) and the Working Alliance Inventory, r = .63
(Campbell & Hemsley, 2009). The SRS has predicted therapy outcomes in similar magnitude
with other alliance measures (Anker et al., 2010; Reese et al., 2009). In the present sample, the
internal consistency of SRS scores was .89.

The SRS was developed to encourage clinicians to routinely assess and discuss the alliance
with clients. The ORS and SRS have a database of more than 400,000 administrations and have
been used in three randomized controlled trials comparing feedback and Treatment as Usual
(TAU), two of which examined couple therapy1 (Anker, Duncan, & Sparks, 2009; Reese et al.,
2009; Reese, Toland, Slone, & Norsworthy, 2010).

1The ORS and SRS are free for individual clinician use and can be downloaded at www.heartandsoulofchange.com.
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THERAPIST VARIABILITY IN COUPLE THERAPY 493

Couple Distress Measures

We used two measures to assess the level of adjustment/distress for couples. Couples were
administered these measures at pretherapy only. For our purposes, we tested whether therapists’
caseloads differed significantly on these measures to help ensure similarities across therapists’
cases.

Locke Wallace Marital Adjustment Test (LW; Locke & Wallace, 1959)

The LW is a commonly used self-report measure to assess marital functioning. The LW is
considered a reliable and valid measure of marital satisfaction and still relevant to clinical practice
and research (Freeston & Plechaty, 1997). It is highly correlated with the often-used Dyadic
Adjustment Scale (r = .93; Spanier, 1976). The LW cutoff score of 100, which differentiates
satisfied couples from dissatisfied couples, is widely accepted (Christensen et al., 2004; Freeston
& Plechaty, 1997). In the present study, the coefficient alpha for the LW was .75. The LW was
administered at pretreatment and 6-month follow-up (but not at posttreatment). Accordingly, we
used the pretreatment scores to test whether therapists differed in their clients’ initial relationship
distress.

Goal to Better the Relationship

We used a one-item question to assess whether clients’ initial therapy goal was to better their
relationship, which was rated dichotomously (yes/no). Clients completed this item on their intake
forms and their responses were not available to their partner. Similar to the LW, we used this
item to assess whether therapists differed in the clients’ desire to work on the relationship at the
beginning of treatment.

Procedure

This was a naturalistic study conducted in community-based outpatient centers in Norway. This
study was approved by the university’s institutional review board. Clients and therapists gave
informed consent to participate in a study regarding improving therapeutic practices. Clients
were then assigned randomly and weekly to available therapist intake slots. Therapists could
exchange one case for another if they felt uncomfortable with the couple’s clinical presentation as
depicted on the intake paperwork or if they had had previous nonclinical contact with the couple.
Such an exchange happened 20 times over the course of the study, primarily because of previous
nontherapy contact with the couple.

Therapists worked with couples, using the Partners for Change Outcome Management System
(Duncan, 2010, 2012; Miller, Duncan, Sorell, & Brown, 2005) where therapists had access to
alliance (SRS) and outcome (ORS) feedback from each spouse every session (Anker et al., 2009).
All therapists attended two days of training (8 hr total) before the study and three 3-hr follow-
up trainings during the investigation. Therapists were instructed to follow the general protocol
outlined in the scoring and administration manual for the ORS and SRS (Miller & Duncan, 2004)
as well as the transparent, collaborative process of monitoring outcome and the alliance with
clients described in these authors’ other publications (e.g., Duncan et al., 2004). Clients were
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494 J. OWEN ET AL.

administered the ORS by the therapists at the beginning of every session. Therapists were also
instructed in the use of the SRS (Duncan et al., 2003) to detect potential breaches in the alliance.
Toward the end of every session, the SRS was administered to the client and scored allowing
therapists to openly discuss any concerns and how the services may better fit client expectations.

Data Analysis

Given the interdependencies in the data and to estimate the variance in therapy outcomes and
working alliance attributed to clients, couples, and therapists, we conducted multilevel regression
models (i.e., partners nested within couples who were nested within therapists). Specifically,
we used multilevel modeling with Bayesian estimation. Bayesian statistical models differ in
philosophy and estimation from frequentist (or conventional) statistical models that are typically
based on null hypothesis significance testing (see Hamaker & Klugkist, 2011, for a discussion).
The key advantages of Bayesian models include (a) the results are not based on normality
assumptions or asymptotic results and (b) there is less biased estimation for unbalanced and
small sample sizes (Hamaker & Klugkist, 2011). These strengths are important here because our
sample size at the therapist level is relatively small and there is an unbalanced number of clients
treated by each therapist.2 In addition, in contrast with other estimation approaches, in Bayesian
models there are credible intervals (vs. confidence intervals). According to Yuan and MacKinnon
(2009), “a 95% credible interval means that there is a 95% chance that the credible interval
contains the true value of the parameter on the basis of the observed data” (p. 304). Confidence
intervals describe a range of scores if the same study was repeated multiple times with samples
from the target population (note that the replication process is seldom done in practice; Yuan &
MacKinnon, 2009).

RESULTS

We initially conducted three multilevel models to determine whether therapists differed in their
clients’ distress (ORS-pre), relationship distress (LW-pre), and desire to work on enhancing the
relationship (yes/no). In these models, the ORS-pre, LW-pre, and enhancing the relationship
were entered as the dependent variables, respectively, at Level 1 (individual client) and there
were no predictor variables at Level 2 (couples) or Level 3 (therapists). To determine therapist
effects, we divided the proportion of variance in therapy outcomes attributed to therapists by the
total variance in the model. Specifically, we used the following equation for therapist intraclass
correlation (ICC):

ICCtherapist = τtherapist

τtherapist + τcouple + σ 2
client

The therapist ICC for ORS-pre, LW-pre, and enhancing the relationship (yes/no) were all less
than 1% (ps > .05). This suggests that therapists’ caseloads did not significantly differ in terms of

2Bayesian models seek to reduce the uncertainty in a model by combining prior knowledge with current data [i.e.,
P(theory | data)]. The use of prior knowledge is commonly described as the prior distribution that can be represent previous
findings in the literature or in cases when there is less previous knowledge to inform the model, the prior distribution is
more uncertain or wider (Dienes, 2011). We used diffuse priors for the present study.
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THERAPIST VARIABILITY IN COUPLE THERAPY 495

TABLE 1
Associations Among Therapist Level Variables (N = 18)

1 2 3 4

1. SRS–2nd —
2. Gender −.57 —
3. Experience −.24 .28 —
4. Discipline .13 .12 −.47 —

Note. For SRS–2nd, clients’ scores were aggregated. Gender was coded 1 = men, 0 = women. Discipline was coded
1 = psychologist, 0 = social worker/psychiatric nurse.

∗p < .05.

their clients’ initial distress and desire to work on the relationship, which provides some support
for the random assignment to therapists. Table 1 shows the associations among the therapist-level
variables (note that these associations account for the interdependences in the data).

First, we tested whether therapists would account for a meaningful proportion of the variance
in their clients’ second-session SRS scores. We conducted a baseline model, where client second-
session SRS score was the outcome variable and there were no predictor variables. Results
revealed that the client level variance was 12.74 (95% CI [10.23, 16.09], p < .05), couple level
variance was 6.01 (95% CI [3.16, 9.85], p < .05), and therapist level variance was 2.08 (95% CI
[0.38, 7.05], p < .05). The ICC for therapists was .10, or, in other words, therapists accounted
for 10% of the variance in their clients’ alliance scores.

Second, we tested whether therapists would account for a significant proportion of the variance
in their clients’ therapy outcomes. To do so, we conducted a baseline model for client ORS-post.
In Model 1, client ORS posttherapy scores were the dependent variables, and we controlled for
client ORS pretherapy scores (grand mean centered at Level 1), but there were no other predictor
variables at Level 2 or 3. Using the aforementioned formula, the therapist ICC was .08 for the
ORS-post (see Table 2, Model 1). That is, therapists accounted for 8.0% of the variance in clients’
therapy outcomes (supporting Hypothesis 1). For a descriptive illustration, Figure 1 shows the

TABLE 2
Summary of Random Effects for Bayesian Multilevel Models

Model 1 Model 2 + Model 3 + Model 4 +
ORS-post exp only SRS 2nd only SRS 2nd and exp

Client variance 27.35∗ 27.37∗ 27.33∗ 27.22∗
Couple variance 32.54∗ 32.22∗ 31.85∗ 30.86∗
Therapist variance 5.11∗ 3.71∗ 2.60∗ 1.21∗
Client level 42% 43% 44% 46%
Couple level 50% 51% 52% 52%
Therapist level 8% 6% 4% 2%

Note. For all models, we controlled for ORS pretherapy scores. Exp = experience, ORS = Outcome Rating Scale,
SRS = Session Rating Scale.

∗p < .05.
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496 J. OWEN ET AL.

FIGURE 1 Percentage of couples who reached reliable and clinical significant change by therapist. The number above
each therapist bar represents the number of couples treated by the therapist.

percentage of couples who reached reliable and clinically significant change for each of the
therapists in the study.

Next, we tested whether therapist factors–gender, discipline, and experience conducting couple
therapy, and average second-session alliance score–would account for the variability in outcomes
attributed to therapists. To do so, we conducted a series of models where client ORS-post score was
the dependent variable and therapist variables were entered at level 3 as the predictor variables in a
stepwise manner. We also controlled for client ORS-pre scores (grand mean centered) at Level 1.

The results demonstrated that therapists’ gender did not significantly account for variance in
the model (b = −0.63, 95% CI [−3.96, 2.93], p > .05). The variance at the therapist level in client
outcomes when therapist gender was included in the model was 5.53 (slightly up from 5.11 in
the baseline model). The therapist ICC when therapist gender was included in the model was .08,
consistent with the baseline model. Accordingly, we removed this variable from our subsequently
models. Next, we tested whether therapists’ discipline would account for a significant proportion
of the variance of clients’ outcomes attributed to therapists. Similar to the previous model,
therapists’ discipline did not significantly account for any of the variance in client outcomes
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THERAPIST VARIABILITY IN COUPLE THERAPY 497

(b = −0.48, 95% CI [−3.73, 3.08], p > .05). The variance at the therapist level in client
outcomes was 5.63, again slightly higher than the baseline model. The increase in variance when
a variable is added to the model is typically referred to as negative variance, which simply implies
that the variable is not adding to greater understanding in the model (Snijders & Bosker, 1999).
Given this, we eliminated it from our final model.

In contrast, when therapist experience was added to the model, the results demonstrated that
therapist experience accounted for 2% of the initial 8% of variance in client outcomes that were
attributed to therapists (see Table 2, Model 2). In other words, therapists’ experience accounted
for 25% of the variance in client outcomes that were associated with therapists. We then added
therapist second-session SRS score to Model 3, but removed therapist experience from the model.
The results demonstrated that therapist second-session SRS score accounted for 4% of the initial
8% of variance in client outcomes that were attributed to therapists (see Table 2, Model 3). Last,
we added therapist experience and therapist second-session SRS score simultaneously to the
model. The results showed that in combination these two variables explained 6% of the initial
8% of therapist effects in client outcomes (see Table 2, Model 4). The fixed effects for therapist
experience was statistically significant (median b = 0.25, 95% CI [0.06, 0.42], p = .01) as was
for therapist second-session SRS score (b = 1.21, 95% CI [0.51, 1.96], p = .002). Simply put,
25% of therapist effects in the present study were accounted for by therapist experience and 50%
was accounted for therapist second-session SRS score.3 It is interesting that these variables did
not notably overlap as the association between them was r = −.24, p = .38.

DISCUSSION

The present study investigated whether therapists differ in client outcomes in couple therapy
as well as what therapist factors may account for these differences. Although the treatment
setting was naturalistic where therapists were eclectic in their theoretical orientation and diverse
in their experience conducting couple therapy, the random assignment of couples seemed to
create a level playing field for comparison as evidenced by a lack of significant differences
among therapists in client pretherapy functioning and initial goals. Accordingly, the variability
between therapists likely reflects differences in therapeutic effectiveness. It is not surprising that
we found therapists differed in their ability to secure positive outcomes, accounting for 8.0% of
the variance, an estimate consistent with prior studies in the individual therapy literature (e.g.,
Crits-Christoph et al., 1991; Lutz et al., 2007; Okiishi et al., 2006; Wampold & Brown, 2005). The
magnitude of this therapist effect may seem modest in absolute terms; however, it is a medium-
sized effect and consistent with many other predictors in the psychotherapy process and outcome
literature (Wampold, 2001). Therapists also accounted for 10% of the variance in client alliance
scores (a medium to large-sized effect), which is consistent with the Baldwin and Imel (2013)

3When using a stepwise procedure to determine the proportion of the variance explained by each variable, it is
important to consider which order the variables were entered. However, the order of therapist experience or therapist
second-session SRS score did not affect the results.
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498 J. OWEN ET AL.

meta-analysis estimate of 9.0%. Our results suggest that therapists have a significant role in the
client’s experience of both the process and outcome of couple therapy.

The differences among therapists in average alliance quality as well as therapist experience
conducting couple therapy were meaningful contributors to outcome. Specifically, therapist aver-
age alliance quality accounted for 50%; whereas, therapist experience accounted for 25% of the
variability in therapy outcomes attributed to therapists, suggesting that there may be at least two
pathways for therapists to become more effective in conducting couple therapy. Therapists who
were more effective in facilitating successful outcomes were also rated, on average, as forming
stronger alliances, a finding that parallels previous studies for individual therapy (Baldwin et al.,
2007) and relationship education (Owen et al., 2011). Therapist average alliance quality may be
but one indication of the facilitative interpersonal skills required that allow the identification and
processing of key interpersonal messages in therapy (Anderson, Ogles, Patterson, Lambert, &
Vermeersch, 2009). In addition, therapists who were more experienced conducting couple ther-
apy achieved, on average, better outcomes. It is interesting that therapist experience and therapist
average alliance quality were weakly and nonsignificantly associated. Accordingly, our findings
provide no clear evidence that experienced therapists have, on average, better alliance scores.
One way of interpreting these findings is that therapist experience and therapist average alliance
quality are important, yet notably distinct in effect on outcomes.

Two tentative implications emerge from these findings. The first implication concerns thera-
pist professional development and clinical experience. Novice therapists wishing to treat couples
should likely focus their experience specifically with couples. We can speculate that couple ther-
apy experience may enhance therapist confidence and skills in working with couples, who often
present with highly challenging and often conflictual in session interactions—an often daunt-
ing situation for many therapists. Consequently, new therapists may want to seek consultation
or supervision with an experienced couple therapist. Couple therapy involves a skill set that is
different from that of individual therapy, and therapists need to be mindful that experience in and
knowledge of couple therapy can prevent negative outcomes. To ensure that they are learning
from their experience, therapists may want to monitor their effectiveness using available process
and outcome measures. Ongoing measuring of outcomes allows therapists to plot their cumulative
career development (Orlinsky & Rønnestad, 2005), which enables a trial and error application of
new learning and a continual process of professional reflection .The combination of supervision
and monitoring outcomes perhaps provide the best possibility that any experience gained will
promote therapist development and better couple outcomes.

Our study, although preliminary, suggests that gaining specific experience as a couple therapist
is a worthy avenue to improve outcomes, but enhancing alliance abilities may provide a clear
pathway to better results (see Duncan, 2010). There are many ways to understand alliance skills
(Ackerman & Hilsenroth, 2003; Owen, Reese, Quirk, & Rodolfa, 2013) as well as many systems
to improve relational abilities, from Safran & Muran’s (2000) ways of therapeutically addressing
alliance ruptures, to specific models that are attentive to relational aspects, such as motivational
interviewing (Miller & Rollnick, 2002). Moreover, there is evidence suggesting that therapists can
improve their ability to form strong alliances (Crits-Christoph et al., 2006). Consistently, therapists
wishing to improve outcomes over the course of their careers might consider formally tracking
their ability to form strong alliances to allow a more proactive effort to develop their alliance skills
(Duncan, 2010). Systematically tracking couples outcome and alliance with available instruments
would enable proactive efforts by psychotherapists to continue to improve without guesswork,

D
ow

nl
oa

de
d 

by
 [

B
ar

ry
 L

. D
un

ca
n]

 a
t 0

8:
49

 2
5 

Ju
ly

 2
01

4 



THERAPIST VARIABILITY IN COUPLE THERAPY 499

leaving their growth to chance, or waiting for the platitudes about experience being the best teacher
to manifest. Routine alliance assessment allows the therapist to identify problems before they exert
a negative effect on outcome as well as the opportunity to tailor services to client preferences and
expectations. Many scholars have recently recommended continuous measurement of the alliance
as a way of directly improving client care (e.g., Castonguay, Constantino, & Holtforth, 2006;
Crits-Cristoph et al., 2006). In addition, the Division 29 Task Force on Empirically Supported
Relationships (Ackerman et al., 2001) has endorsed the routine assessment of the alliance.
Learning to tailor the alliance to the vast array of couples that a typical therapist treats may
enhance one’s average alliance abilities.

There are several limitations to this study. The use of only one outcome measure in the pre-
/posttreatment analysis as well as one alliance measure limits the conclusions that may be drawn.
We do not know whether more extensive alliance and progress assessments would have given
different results or whether other measures from clinician or observer perspectives would alter our
findings. However, our findings are consistent with other studies examining therapist variability.
This study was intentionally designed to more closely replicate what happens in typical clinical
practice to demonstrate the feasibility of doing routine assessment and was consequently limited
in terms of the instruments chosen as well as the frequency of administration. Moreover, this
study was conducted in Norway at two agencies; thus, we do not know whether these results will
generalize to other couple therapists.

In addition, we do not know whether clients were influenced by demand characteristics (Orne,
1962). That is, clients could have inflated their scores because the measures were completed in
the therapist’s presence and clients knew therapists would likely discuss their meaning. This is
more likely with the SRS (the alliance scale) than the ORS. Some clients do hide things from their
therapist, but they are more likely to withhold a negative reaction to the therapist or session than
to hide or misrepresent their level of distress (Farber, 2003). This limitation is tempered, however,
by a recent study (Reese et al., 2013) that found therapist presence did not lead to increased SRS
scores.

Another concerns is that therapists were trained to discuss alliance ratings and therefore were
encouraged to intervene when alliance problems existed which could have resulted in inflated
alliance scores. Alliance scores, however, tend to be positively skewed and clients tend to score
alliance measure high regardless of whether they are in the presence of the therapist or not (e.g.,
Reese et al., 2013). Nonetheless, further research is needed that directly addresses these issues and
our findings should be viewed with these important considerations in mind. Last, our study was
conducted in Norway with a racially and ethnically homogenous sample of clients and therapists,
thus the degree to which our findings will replicate in other settings, countries, or populations
should be explored.

In conclusion, our study highlights two promising factors that account for therapist effective-
ness in couple therapy: the effect of the alliance and specific therapist experience with couple
therapy. Thus, we suggest that therapists balance their focus on the technical aspects of cou-
ple therapy with gaining specific experience with couples and continually honing alliance skills
to accommodate more clients across their careers. Perhaps the best way to accomplish both
is to (a) systematically monitor the alliance and outcome and (b) take a more proactive approach
to improving alliance ratings across clients and ensuring that experiences with couples translate
to better outcomes.
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