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Background: Although the importance of the therapeutic alliance in the treatment process and health outcomes is recognized, so far, 
there has been no evaluation in the Peruvian context that considers possible individual differences that could influence this assessment.
Purpose: This study assessed the psychometric properties of the WAI-S-P in a sample of individuals from Peru who are receiving 
psychological therapy. Furthermore, a network analysis was conducted to investigate the direct relationships between the therapeutic 
alliance and several relevant sociodemographic variables.
Methods: The short version of the Working Alliance Inventory was used in a sample of 241 participants (Mage=32.58, SD=12.67) that 
had attended less than 6 sessions. Three models were considered, including a three-factor and a two-factor correlated model, as well as 
a bifactor model. In addition, a network of partial associations was created including the overall therapeutic alliance, sex, age, and 
number of psychotherapeutic sessions.
Results: The bifactor model, with an overall therapeutic alliance factor and two specific factors (“contact” and “contract”), better fit 
the data. Invariance of the structure by sex and age showed equitable measurement. On the other hand, network analysis revealed 
a positive correlation between total session attendance and therapeutic alliance. Men reported higher therapeutic alliance, while women 
had higher total session attendance.
Conclusion: The results of this study suggest that the therapeutic alliance is better represented by a bifactor model and demonstrates 
invariance across sex and age in Peruvian adults. Additionally, findings indicate that differences in life experiences and the sex of 
patients may need to be verified in future studies to better understand nuanced needs in forming therapeutic alliances at least in the 
early stages of session attendance.
Keywords: Working Alliance Inventory, patients, psychotherapy, psychometric properties, network analysis

Introduction
The therapeutic alliance is an interactive process that has its roots in Freud’s ideas on transference and was later explored 
by Rogers in the context of humanistic therapy, emphasizing the importance of the therapist’s empathy towards the 
patient.1 The systematic study and conceptualization of the therapeutic alliance was carried out by Anderson,2 who 
introduced the term “rapport”. Since then, several researchers have contributed to the empirical testing of this concept.3,4

The therapeutic alliance can be described as a collaborative relationship that is established between an individual 
seeking treatment and the mental health professional, and is one of the key elements in both receiving and providing 
psychotherapy.5,6 In fact, the therapeutic alliance is considered a predictor of the success or failure of a psychotherapeutic 
treatment, regardless of the approach used.7 In addition, this factor is relevant in the appropriate management of various 
mental health disorders, such as schizophrenia,8 post-traumatic stress,9 depression and anxiety,10 personality disorders,11 

addiction,12 eating disorders,13 and obsessive-compulsive disorder.14
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Among the elements involved in the therapeutic alliance, previous research has highlighted its relationship with 
patient dropout,15,16 therapeutic failure,17,18 insight,8 participation in therapy and symptom reduction,19,20 commitment 
and satisfaction with therapy,21 and the results of the treatment.22 These findings indicate that the therapeutic alliance in 
psychotherapy is crucial for managing progress to prevent discontinuity and improve satisfaction outcomes. Additionally, 
as supported by a systematic review, these results suggest that therapeutic alliance plays a crucial role in influencing the 
effectiveness of the change process even across diverse patients, disorders, and settings.23

Previous research has found that sociodemographic aspects such as age and sex can play a significant role in the 
establishment of an adequate therapeutic alliance, particularly in the early stages of the sessions. For example, research 
with large samples has revealed significant differences according to sex in seeking psychological help,24 as well as 
a higher positive response to psychological therapy in older adults compared to young individuals.25 Despite these 
findings, differences according to sex and age in psychotherapy alliance have not been profoundly studied in the 
literature. Some research has identified that age may be a predictor of the quality of the therapeutic alliance in the 
context of online psychological therapy,26 while others have reported the effects of this variable on treatment improve-
ment when therapists are younger than patients.27 Previous research with young adults, as a systematic review28 suggests 
that they are more willing to seek psychological support, particularly with therapists who establish a strong, friendly, and 
highly individualized relationship. This strengthened therapeutic alliance can play a significant role in motivating young 
adults to continue attending additional therapy sessions. However, studies specifically examining the influence of age on 
the therapeutic alliance are still limited in the scientific literature. Regarding sex, there is evidence that men are less likely 
to seek psychological care;29 however, when they do, they tend to focus more on intervention tasks than women.30 On the 
other hand, it has been observed that women tend to seek psychological help more than men,31 however, results regarding 
trust, commitment, and satisfaction with therapists of both sexes are mixed and vary across studies.27,32 Therefore, based 
on such evidence, it is necessary to continue investigating whether age and sex are relevant variables at the time of 
initiating or maintaining an adequate therapeutic relationship.

Due to the importance of the therapeutic alliance, several instruments have been developed for its study and 
measurement. These instruments have been designed in versions intended to be completed by both the therapist and 
the patient. A systematic review identified 32 different scales, questionnaires, and inventories to measure therapeutic 
alliance. Among these options, the Working Alliance Inventory in its patient version (WAI-P) stands out due to its solid 
theoretical support and psychometric properties tested in various populations.1,33 The WAI-P, developed by Horvath and 
Greenberg, is a widely used scale to assess therapeutic alliance.34 The original version consists of 36 items that are 
grouped into three main dimensions. The first dimension, called “Bonds”, refers to the establishment of an interpersonal 
bond based on trust, acceptance, and confidence between patient and the therapist. The second dimension, called “Goals”, 
involves the agreement between the patient and the therapist on therapeutic goals, which should be perceived as relevant 
and effective. The third dimension, called “Tasks”, focuses on the specific activities or tasks that will be carried out to 
achieve the therapeutic objectives and agreements previously established.34,35 However, there is also a short version 
called WAI-SP, which consists of 12 items developed by Tracey & Kokotovic.36

Although the WAI-SP is widely used, research that has evaluated the psychometric properties of the instrument has 
revealed inconsistencies in its internal structure; which were mostly examined by means of exploratory and confirmatory 
factor analysis, yielding divergent results of 1, 2, and 3 factors, including proposals for bifactor models.6,20,37 For 
example, the original WAI-SP study found that the bifactor model, which includes one general factor and three specific 
factors, had a better fit in both the patient and therapist versions,36 This measurement model has also been replicated in 
a study conducted in Norway.38 In addition, the three-factor correlated structure of the WAI-SP has been validated in 
different countries. For example, in Canada,39 Turkey,40 and Poland.41 Recent research also confirms this factorial model 
in Asian participants from China42 where favorable results were obtained for the bifactor model, and Thailand, where 
both the unidimensional and three-dimensional models are plausible, suggesting that both structures are equally valid for 
explaining the nature of the therapeutic alliance in that context.43 It has even been observed that the factor structure of the 
WAI-SP remains invariant over time, ie, it does not vary between different psychotherapeutic sessions.44 While other 
research focused only on evaluating the internal consistency of the instrument.33,45
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On the other hand, an example of a study that proposed an alternative psychometric-theoretical model for the WAI-SP 
was carried out in Belgium, where a two-factor model was developed: contact and contract. These factors represent the 
interpersonal bond of trust and commitment to achieve the objectives agreed upon and positively accepted by the 
patient.46 This model has also been evaluated in other studies involving mental health professionals.47 It is important to 
note that, so far, none of the studies have investigated the invariance of the WAI-SP in relation to sex and age, despite 
evidence suggesting that both variables may influence the therapeutic alliance.26,27,32,48 Measurement invariance refers to 
the equivalence in the measurement of the therapeutic alliance between different groups, which is relevant to under-
standing whether the instrument measures consistently in different populations.

In Japan, evidence has been found to support the existence of two dimensions in the therapeutic alliance, which has 
led to the development of a unidimensional version of the WAI-SP with five items.45 In China, it has been observed that 
the three-dimensional model of the WAI-SP does not present a clear conceptual distinction due to the high correlations 
between its factors. As a result, a two-dimensional model of the instrument has been proposed, in which items 2 and 4 
were eliminated.49

The main objective of this study is to analyze the psychometric properties of the WAI-SP in a sample of people from 
Peru who are receiving psychological therapy. This research is justified due to the lack of previous studies that have 
examined the validity and reliability of the WAI-SP in the Peruvian population. Therefore, having a brief tool that meets 
these characteristics can be very useful to assess the therapeutic alliance from the patient’s perspective in an easier and 
faster way. This is especially relevant, since the therapeutic alliance is a predictor of better outcomes in therapy and 
a lower dropout rate.15,16,22,23 As a second objective of the study, a network analysis was conducted to investigate the 
direct relationships between the therapeutic alliance and relevant sociodemographic variables, such as sex, age, and total 
session attendance. This complementary analysis seeks to take into account the differentiation of attributes that may 
influence trust and commitment in psychological interventions in Peruvian patients, which would help psychologists and 
psychiatrists to achieve better results in clinical practice.

Materials and Methods
Participants
The study included 241 participants (50.6% female) aged 18 to 72 years (M= 32.58, SD =12.67). Among them, 97.5% had 
secondary education, while 2.5% had higher education. Regarding the overall psychotherapeutic sessions, it was observed that 
66% of the participants had attended between two and three sessions, 32% had attended between four and five sessions, and 
only 2% had attended six sessions or more. A non-probabilistic purposive convenience sampling approach was used, in which 
the sample selection was based on specific criteria of the researchers, taking into account the ease of access of the 
participants.50 The inclusion criteria used for the selection of participants were the following: to be over 17 years of age, to 
be Peruvian nationals, to have attended a minimum of 2 therapy sessions, and to reside in Lima. The sample size complied with 
the minimum required according to the calculator for models based on structural equation analysis. This calculator takes into 
account the number of variables used, both observable and latent, as well as the minimum predicted effect size (0.30, minimum 
for factor loadings), probability level (0.05), and statistical power (0.95).51

Measurement Instrument
Working Alliance Inventory-Short:36 It is a self-report instrument consisting of 12 items grouped into three dimensions, 
called task (1, 2, 10, and 12), bonds (3, 5, 7, and 9) and goals (4, 6, 8, and 11) measured through a Likert-type scale with 
scores ranging from 1 = Never to 7 = Always. There are versions for both therapists and patients. In this research, the 
version adapted to Spanish by Andrade-González & Fernández-Liria was used.52 Regarding the psychometric properties, 
the original research indicates a structure with three correlated and second-order dimensions, with adequate goodness-of- 
fit indices, which had a high internal consistency in general (α = 0.98) and in each of its components with 0.90, 0.92, and 
0.90 for task, bond, and goal, respectively.36 In addition, the translated version showed that the WAI-SP was related to 
therapeutic changes in the client (R2 = 0.16).52
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Procedure
First, permission for the use and administration of the instrument was requested via e-mail from the authors who 
translated it.52 Then, the linguistic adaptation process of the WAI-SP to the Peruvian context was carried out using the 
criteria of judges. This was done with the help of four psychologists specialized in psychotherapy and clinical 
psychology, who reside in the city of Lima. Each of the psychologists evaluated the 12 items that constitute the 
instrument on three criteria: relevance, pertinence, and clarity, which refer to the degree of importance, belonging to 
the dimension, and comprehension of the items, respectively. Then, the agreement between jurors was quantified with 
Aiken’s V, for which a cut-off point of 0.80 was taken into account.53

Data collection was carried out during the second semester of 2021 due to the persistence of the state of emergency in 
Peru due to COVID-19, which made it difficult to conduct face-to-face interviews or surveys. Instead of traditional face- 
to-face data collection methods, an online data collection method was used. Participants were recruited from 
a population-wide survey. For this purpose, a Google Form was implemented, which is a widely used tool in 
psychological research and follows the guidelines of the Internet-Based Methodology. In addition, it was ensured to 
comply with all ethical recommendations necessary to protect the privacy and confidentiality of the participants.

Before completing the questionnaire, each potential participant was provided with detailed information about the 
purpose of the study, the confidentiality of the data collected, and the voluntary and anonymous nature of their 
participation. In addition, it was ensured that all procedures carried out in the study adhered to the ethical standards 
established by article 81 of the Code of Ethics of the Peruvian College of Psychologists and the Declaration of Helsinki. 
The research protocol was reviewed and approved by the Research Ethics Committee of the Faculty of Health Sciences 
of the Universidad Peruana Unión (Approval number: N°00124-2020/UPeU/FCS/CIISA). Additionally, informed con-
sent was obtained from the participants. Finally, the scores were imported into an Excel spreadsheet and then analyzed in 
the statistical software JAMOVI 2.3.24.

Data Analysis
The sociodemographic analysis of the participants was carried out by calculating frequencies, which made it possible to 
describe and summarize the sociodemographic characteristics of the sample. The quantification of the judges’ criteria 
was performed with Aiken’s V based on the scores obtained from the four expert judges in three criteria: relevance, 
clarity, and pertinence, where values greater than 0.80 were considered.53

Then, a preliminary analysis of the items was made using univariate statistics, such as kurtosis and skewness in order to 
determine whether the data follow a normal distribution. For this purpose, a cut-off point of ±1.5 was used.54 Next, a confirmatory 
factor analysis (CFA) was performed to examine the internal structure of the WAI-SP in accordance with previous studies. For 
this purpose, an oblique two-dimensional model and a bifactor model were created, due to the high correlations between them. 
Within the bifactor model, hierarchical omega coefficient measures were calculated for the specific factors (ωh) and for the 
general factor (ωH), since they allow considering the maximum reliability of the specific factors with a control of the influence of 
the overall factor, for which a ωH > 0.80 would indicate unidimensionality and a ωh > 0.30 would indicate substantiality of the 
specific factors. Calculation of the Extracted Common Variance (ECV) and the Percentage of Uncontaminated Correlations 
(PUC) with a value greater than 0.70 would provide additional evidence to conclude that the model is mainly unidimensional.55 

The Dueber online calculator was used to analyze these additional indices of the bifactor model.56

The Unweighted Least Squares (ULS) estimator was used throughout due to its robustness to the assumption of 
normality of the data and its good performance in the analysis of ordinal variables.57 To evaluate the models, a CFI > 
0.95, RMSEA < 0.06, and SRMR < 0.08 were taken into account.58 The model with the best fit was subjected to 
invariance according to sex and age, since both variables have been found to be involved in the therapeutic alliance;27,48 

for this purpose, a cut-off point of CFI > 0.001 and RMSEA < 0.015 was taken into account.59 Internal consistency was 
evaluated with the omega coefficient, taking into account a cut-off point > 0.70.60

Finally, to evaluate the relationships with other categorical variables, network analysis was used. In this analysis, the 
connections between variables represent partial correlations, allowing the influence of the other variables in the network 
to be controlled. Network analysis is a useful tool for visualizing and understanding the interactions between variables 
and examining how they relate to each other. By using this approach, the structure and patterns of the network can be 
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identified, as well as the relative importance of each variable in the context of the others. This provides a more complete 
understanding of the relationships between categorical variables and their influence on the phenomenon studied.61,62 In 
addition, the accuracy and robustness of the association weights were evaluated by running 3000 bootstrap samples.63

Finally, to assess the relationships between all study variables and sociodemographics, network analysis was 
employed as the methodology. This technique represents connections (edges or lines) between nodes (circles representing 
variables), forming a global system that activates each variable to a varying degree. The network analysis module of the 
JASP software was used, applying the partial correlation estimator to control for the influence of all introduced variables, 
isolating only the “true” partial relationships between each variable.58,59 In the network, blue paths are interpreted as 
positive partial correlations, and red paths, negative partial correlations. Additionally, to evaluate the stability and 
precision60 of the associations, 2000 bootstrap samples were generated, producing multiple network samples from the 
observed data. This demonstrated a tendency to obtain the same associations reported in this study.

Results
The results of the CFA are shown in Table 1. It is observed that both the two and three correlated dimensions 
models presented the same fit indices (CFI = 0.965; TLI = 0.955; SRMR = 0.085; RMSEA = 0.082). However, in 

Table 1 Factorial Models of the Short Version of the Work Alliance Inventory

Tridimensional Bidimensional Bifactor

Task Bonds Goals Contract Contact Contract Contact FG

Item1 0.598 0.601 0.656 0.464

Item2 0.557 0.558 0.605 0.435

Item3 0.330 0.333 0.462 0.346

Item4 0.331 0.346 −0.036 0.372

Item5 0.583 0.584 −0.462 0.615

Item6 0.580 0.615 0.372 0.530

Item7 0.776 0.775 0.280 0.849

Item8 0.862 0.863 0.145 0.848

Item9 0.694 0.691 −0.068 0.697

Item10 0.618 0.653 0.083 0.688

Item11 0.675 0.719 0.174 0.692

Item12 0.567 0.566 0.143 0.573

CFI 0.965 0.965 0.983

TLI 0.955 0.955 0.973

SRMR 0.085 0.085 0.067

RMSEA 0.082 0.082 0.064

ω 0.705 0.667 0.618 0.809 0.667 0.178 0.007 0.810

ωH – – – – 0.153 0.006 0.830

ECV – – – – 0.168 0.084 0.748

PUC – – – – – – 0.485

Abbreviations: ω, omega coefficient; α, alpha coefficient; ωH, hierarchical omega; ECV, extracted common variance; PUC, percentage of 
uncontaminated correlations; FG, general factor.
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the original three-factor model, saturations of lower magnitude were observed (between 0.330 and 0.862), and the 
dimensions presented reliability values between 0.62 and 0.70. Furthermore, these dimensions showed a high 
correlation with each other (between 0.931 and 1.094). These questionable findings could indicate a poor fit of 
the data to the proposed model.64 Regarding the two-dimensional model, item 3 presented lower saturation (λ = 
0.333), while item 8 had higher factorial weight (λ = 0.863). However, the interfactor correlation was r= 0.98, 
therefore a bifactor model was created (general factor and three specific dimensions), whose goodness-of-fit indices 
were optimal (CFI = 0.983; TLI = 0.973; SRMR = 0.067; RMSEA = 0.064). As for the factor loadings of specific 
dimensions, there are items with saturations below 0.30, such as items 4, 8, 10, 11, and 12, which are part of the 
“contract” factor, and 7 and 9, which belong to the “contact” factor. In contrast, the general factor reports factor 
loadings greater than 0.30.

On the other hand, other goodness-of-fit indices that allow a more precise interpretation were calculated, such as the 
ECV, PUC, and ωH. The results showed a ωH value of 0.830, an ECV of 0.748, and a PUC of 0.485. Based on these 
values, it can be concluded that the WAI-SP is essentially unidimensional.

Because the bifactor model had better fits, factorial invariance was carried out with this structure. The results are 
shown in Table 2, where it is observed that metric, scalar and strict invariance are met, when sex was taken into 
account, thus the variance was < 0.01 and < 0.015 for ΔCFI and ΔRMSEA, respectively. Regarding age, the results 
were similar. Therefore, it is concluded that the WAI-SP meets with the equivalence of measurement according to 
sex and age.

In addition, a network was estimated that included the therapeutic alliance variables along with other socio-
demographic variables such as sex and age. This network is illustrated in Figure 1. In the network analysis, 
a positive relationship was identified between the total session attendance and the therapeutic alliance, suggesting 
that as participants attended more sessions, their alliance related to compromise and achieving therapy goals was 
also greater. In addition, it was observed that men reported a higher therapeutic alliance compared to women, while 
women showed a higher total psychotherapy session attendance. On the other hand, data revealed a negative 
association between age and total session attendance, indicating that younger individuals tended to have a higher 
total number of therapy sessions. Finally, a small but significant direct relationship was found between age and 
therapeutic alliance.

Table 2 Factorial Invariance According Sex and Age of the Short Version of the Working Alliance Inventory

CFI RMSEA SRMR ΔCFI ΔRMSEA ΔSRMR

Factorial Invariance According Sex

M1 0.972 0.073 0.082 – – –

M2 0.963 0.086 0.076 −0.009 0.013 −0.006

M3 0.954 0.088 0.076 −0.009 0.002 0.000

M4 0.954 0.093 0.076 0.000 0.005 0.000

Factorial invariance across age

M1 0.974 0.069 0.072 – – –

M2 0.963 0.083 0.080 −0.011 0.014 0.008

M3 0.962 0.086 0.080 −0.001 0.003 0.000

M4 0.945 0.091 0.081 −0.001 0.005 0.001

Notes: ΔCFI, ΔRMSEA, ΔSRMR: variations of each index.
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Discussion
The therapeutic alliance is one of the fundamental factors that influence the success or failure of psychotherapy 
regardless of the therapeutic approach, the reason for consultation, and diagnosis.7 Different instruments have been 
developed to assess the therapeutic alliance; however, one of the most widely used is the short version of the Working 
Alliance Inventory for Patients (WAI-SP), which has not yet been validated in the Peruvian context. In this sense, the first 
objective of this research was to examine the psychometric properties of this tool in the Peruvian population who attend 
psychological therapy.

Initially, after performing the analyses with three different factorial structures, it was observed that the bidimensional 
model showed good fit indices compared to the trifactorial model. The bidimensional model was generated from two 
main dimensions: “contact” (resulting from the high correlation between the original “task” and “goals” factors) and 
“contract”. This factorial model was also used in adults in Belgium46 and the Netherlands.47 In the Japanese context, 
favorable results supporting the two-dimensional structure of the instrument were observed in patients with musculos-
keletal conditions.45 Similarly, in China, significant correlations were found between the dimensions of the instrument, 
supporting a bidimensional model.49 This finding has also been replicated in Spain, where evidence of two-dimensional 
structure was obtained through exploratory factor analysis.6 However, it is important to note that in the two-factor 
solution, high correlations were also observed between the “contact” and “contract” dimensions, suggesting a lack of 
a clear conceptual distinction between these dimensions. Therefore, the possibility of considering bifactor structures that 
include general and specific components instead of a completely bidimensional model is raised.

After considering the significant correlations between the factors, we proceeded to evaluate a bifactor model, which 
provided a better representation of the factor structure of the therapeutic alliance scale. This model includes the 
dimensions of “contact” (bonding) and “contract” (therapeutic goal orientation), which showed some overlap between 
them. The bifactor approach is a valuable tool to describe more precisely the structure of psychological variables, 
allowing the analysis of complementary and more complex dimensions. Unlike other factor models, the bifactor model 
offers the advantage that items can belong to both a general factor and specific factors at the same time.65 This 
representation at the psychometric level is consistent in capturing the integrative model of the therapeutic alliance 
proposed by Bordin.3 According to Bordin, the therapeutic alliance has a common general characteristic and 

Figure 1 Network analysis including therapeutic alliance, sex, age, and total session attendance. 
Notes: Blue paths indicate positive associations; red paths indicate negative associations. Regarding sex, dummy codes were 1=men, 2=women.
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encompasses several more specific domains that influence the quality and strength of the patient-therapist relationship. In 
this context, the affective component of the bond with the therapist and the active commitment to self-improvement can 
be considered complementary, as both aspects influence the patient’s overall perception of the ongoing therapeutic 
relationship.66 These findings indicated evidence in favor of the estimated model, thus the WAI-SP should be considered 
as essentially unidimensional.55 Such results were previously reported in different countries, including the original WAI- 
SP model in the United States, which had a strong influence of the general factor on the items, although indices such as 
ECV or hierarchical omega were not reported.66 In China, favorable results were obtained for the bifactor model, 
indicating that this model is adequate to describe the structure of the therapeutic alliance in that population.42 On the 
other hand, in Thailand, both the unidimensional and three-dimensional models are plausible, suggesting that both 
structures are equally valid for explaining the nature of the therapeutic alliance in that context.43 Regarding reliability, the 
results showed a coefficient above what was suggested to conclude that the unidimensionality of the WAI-SP would be 
more appropriate, which coincides with the antecedents.36,42,43 These findings highlight the importance of considering 
cultural and contextual differences when investigating the structure of the therapeutic alliance, as there may be variations 
in how patients perceive and experience the relationship with their therapist.

To date, there have been no studies examining the invariance of the therapeutic alliance according to sex and age, 
despite the fact that a relationship between these variables and the therapeutic alliance has been observed.26 Concerning 
to sex, studies have found that there tends to be a greater alliance when the sex of the therapist and the patient coincide.67 

Consequently, the results obtained from the equivalence analysis of the WAI-SP provide an opportunity to evaluate the 
effects of sex and age, as the instrument has been shown to be invariant with respect to these two factors. This means that 
any differences found in the therapeutic alliance between different demographic groups cannot be attributed to 
measurement bias.

Regarding the results of associations through network analysis, the therapeutic alliance was mainly correlated with 
male participants, which could have some explanatory hypotheses. Previous research has reported that men tend to show 
lower emotional expression and seek less psychological help.29,68 However, when engaged in therapy, this group may 
exhibit higher therapeutic commitment from the beginning due to the culturally associated role of problem-solving 
quickly and showing efficacy, avoiding feelings of vulnerability in front of others.29 This tendency could also be 
supported by studies suggesting that men tend to have a greater task orientation and focus on achieving practical 
outcomes during therapy, which might foster increased collaboration in tasks and goals with the therapist.30 In addition, 
correlations were found between women and higher session attendance. This finding is in line with previous studies that 
report a higher prevalence of women seeking psychological help for various reasons (eg, sex of the therapist, need to be 
heard, among others).27 This tendency may be related to women’s predisposition to explore and express emotions, which 
may motivate them to seek professional help to address and manage their problems, even if they are not necessarily 
related to mental disorders.69

An additional finding revealed that the therapeutic alliance showed a direct association both with age and total session 
attendance. Older people tend to accumulate more life experiences and have greater emotional maturity, which may lead 
them to show a greater willingness and commitment to work on their well-being through therapy.70 In addition, it is 
important to note that as more therapeutic sessions are conducted, the opportunity to establish a trusting and collaborative 
relationship increases, which may contribute to better intervention outcomes. However, these findings need to be 
corroborated in larger samples to obtain more solid conclusions.71 Finally, the negative relationship between age and 
attendance at network sessions indicates that younger patients attended a greater number of psychotherapy sessions. 
Finally, the negative relationship between age and total attendance sessions suggests that there may be differences in the 
perception and needs of interventions compared to older adults. These findings highlight the importance of considering 
the specific characteristics and demands of different age groups when designing and delivering psychotherapy services. 
In the Peruvian context, young adults often face socioeconomic challenges and are in a transitional stage in which they 
must assume new responsibilities and make important decisions. This combination of factors can generate a greater need 
for personal exploration and psychological support.72 In addition, young adults are often more willing to seek counseling 
or psychological support, especially when they find therapists who establish a strong, friendly relationship tailored to 
their individual needs. This age group may be more receptive to participating in the therapeutic process and exploring 

https://doi.org/10.2147/PPA.S422733                                                                                                                                                                                                                                  

DovePress                                                                                                                                               

Patient Preference and Adherence 2023:17 2372

Ramos-Vera et al                                                                                                                                                    Dovepress

Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
https://www.dovepress.com


emotional and personal issues in a safe and trusting environment. When a strong therapeutic alliance is established and 
they feel understood and supported, young adults can make the most of the psychotherapy sessions and work on areas of 
personal development and emotional well-being.28 Indeed, the strength of the therapeutic relationship may be 
a motivating factor for young adults to continue to attend more therapy sessions.

Strengths and Limitations
This research has limitations in terms of the generalizability of the results due to the use of a non-probability sampling 
method. In addition, being a cross-sectional study, neither the temporal stability of internal consistency nor longitudinal 
invariance can be assessed.44 Another relevant limitation was the relatively low total number of psychotherapy sessions, 
specifically fewer than six sessions. Caution should be exercised when interpreting the results, or at least, considering 
that therapeutic alliance was primarily assessed during the initial five sessions, also focusing on Peruvian adults in 
a context of post-pandemic recovery. Additionally, this research did not take into account certain variables that could 
influence the association findings, such as the type of psychotherapy used, the sex or age of the therapists, as well as the 
severity of the patients’ diagnosis. These variables can play a significant role in the therapeutic relationship and 
psychotherapy outcomes. For example, different psychotherapy approaches may have different emphases on the 
therapeutic relationship and the strategies used. Similarly, the severity of the diagnosis may affect the duration and 
intensity of therapy, as well as the perception of the therapeutic alliance.

It is important to consider these variables in future research to obtain a more complete and accurate understanding of 
the therapeutic relationship and its effects. These factors can provide additional information on how the therapeutic 
alliance is developed and maintained, as well as its impact on treatment outcomes. By taking these variables into account, 
a more complete picture of the influence of various factors on the therapeutic relationship can be obtained and ultimately 
improve the quality of psychotherapy and outcomes for patients. However, the main objective was to validate 
a therapeutic alliance assessment instrument in Peruvian patients, offering a relevant tool for evaluating the quality 
therapeutic relationships in Latin America.

The study also presents strengths, such as being the first psychometric study that analyzes the WAI-SP in Peruvian 
patients, which is valuable for psychologists and psychiatrists in their clinical and research practice. In addition, it is 
important to note that this research is pioneering in providing evidence on the invariance of WAI-SP in relation to sex 
and age, which contributes significantly to the existing knowledge in this field. Likewise, associations with relevant 
variables such as sex, age, and total session attendance have been evidenced, which complements information for future 
comparative studies and administration to patients with different characteristics. These findings open new perspectives 
for understanding how sex and age may influence the perception and experience of the therapeutic alliance, and may have 
important implications for clinical practice and the tailoring of therapeutic interventions.

Conclusion
In conclusion, the results of this study indicate that the Peruvian version of the WAI-SP presents a good fit for a bifactor 
model, which is invariant according to the sex and age of the participants. Therefore, it should be interpreted as 
essentially unidimensional. Likewise, this structure has an adequate internal structure. Consequently, it is valid, reliable, 
and invariant.

Finally, in addition to the psychometric examination, network analysis findings suggest that the sex and age of 
Peruvian patients may represent significant variables to improve specific trust needs and psychotherapeutic goals. 
However, these preliminary results require further investigation to determine if such sociodemographic variables need 
to be considered in tailoring interventions to strengthen the therapeutic alliance in adults based on age groups or sexes. 
This approach, in future studies, will optimize therapeutic outcomes and foster greater effectiveness in the psychological 
treatment process.
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