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A B S T R A C T   

Introduction: We explored the working alliance as measured by both clients and therapists. The working alliance 
has been known to predict the outcome of psychotherapy and is often considered an important common factor. 
This study raised the question of how to conceptualize the working alliance in the blended format. 
Methods: This was an exploratory study derived from a randomized controlled trial comparing bCBT and face-to- 
face cognitive behavioural therapy (ftf CBT) on depression. The change in depressive symptoms was measured 
with the Patient Health Questionnaire (PHQ-9) and the working alliance was measured using the Working 
Alliance Inventory. 
Analyses: Correlation coefficients were calculated for the working alliance as reported by clients and therapists, 
working alliance was then examined at item and dimension level (task, bond, goal). Linear regression models 
were applied to investigate the predictive value of the working alliance on treatment outcome. Interaction be-
tween the level of working alliance and treatment condition was also considered. 
Results: Client and therapist working alliance ratings correlated at r = 0.44 and clients rated the working alliance 
higher than therapists (x‾clients = 48.6, x‾therapists = 44.6). ftf CBT and bCBT had comparable joint working 
alliance ratings (x‾ftf = 46.4, x‾bCBT = 46.8). Items had little deviation apart from item 4 with high positive 
values. The level of working alliance from the total sample did not significantly predict outcome based on the 
client's perspective. Contrarily, seen from the therapist's perspective, it did (b = 0.00, p = .044). Using the mean 
from these predictors as a composite variable, was also significant (b = 0.00, p = .039, R2

adj = 0.07). There was 
no significant interaction with treatment condition. 
Discussion: Clients and therapists may lay emphasis on different aspects of the working alliance. The finding that 
therapist-rated working alliance was better than client working alliance at predicting outcome went against 
common findings; this pattern may be specific to bCBT. 
Conclusion: Clients rated the working alliance slightly higher than therapists on average. Clients and therapists as 
well as treatment conditions had different profiles on dimension deviations. Therapist ratings of the working 
alliance appeared to better predict treatment outcome than client ratings. Joint working alliance predicted 
outcome using client and therapist composite means. The working alliance was equally strong in ftf CBT and 
bCBT. The absence of interaction with treatment condition indicated that the working alliance was equally 
predictive of outcome in ftf CBT as in bCBT.   

1. Introduction 

Depression is a mood disorder with both mental and somatic mani-
festations. The main symptoms are low mood, anhedonia, insomnia, 
fatigue, loss of appetite and suicidal ideation (World Health Organiza-
tion, 2019). Global Burden of Disease Study (2017) considered 

depression the third largest contributor to years lived with disability 
(YLD). A recent surge of meta-analyses comparing internet-based 
cognitive behavioural therapy (iCBT) with waiting-list and treatment 
as usual, have demonstrated the efficacy and effectiveness of this 
treatment approach for various disorders (Carlbring et al., 2018; 
Andrews et al., 2018; Karyotaki et al., 2017; Zhou et al., 2016). 
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Combining iCBT and ftf CBT in an effort to get the best of both worlds is 
often labelled blended CBT (bCBT).1 In bCBT, elements of iCBT and ftf 
CBT are incorporated in a session plan where online modules supple-
ment traditional sessions, often in an alternating sequence. bCBT frees 
up professional resources by being scalable, flexible in time and acces-
sible over distance. This format could potentially be more affordable for 
healthcare providers compared to ftf CBT, because it can lower the 
necessary amount of therapist hours whilst retaining similar efficacy 
(Wright et al., 2005). There are indications that bCBT can be cost- 
effective at the socioeconomic level (Kooistra et al., 2019). 

As of yet, little is known about the impact on the therapeutic alliance, 
when introducing technological elements into psychotherapy. Richard 
Sterba provided a model built on the notion of non-transferential parts 
of psychoanalysis in 1934, giving rise to the eventual idea of the working 
alliance (also called therapeutic alliance or helping alliance) (Horvath, 
2018; Friedman and Samberg, 1994). He emphasized the patient's 
ability to perform ego-split and self-inquiry through mutual cooperation 
with the therapist. In tandem with their therapist, the patient could 
explore and dissociate parts of the ego in a healthy way. This could 
happen both at the conscious and unconscious level, through the pa-
tient's ego introspection and the therapist's analysis of the ego (Friedman 
and Samberg, 1994). Elisabeth Zetzel first used the word ‘alliance’ in 
1956 to describe aspects of patient-therapist collaboration. Ralph 
Greenson later defined the core of the working alliance as: “(…) formed 
by the patient's motivation to overcome his illness, his conscious and rational 
willingness to cooperate, and his ability to follow the instructions and insights 
of his analyst” (Greenson, 2008, p. 80). Psychoanalytic thinkers of the 
day viewed the relationship between helper and beneficiary as an 
essential ingredient in psychotherapy (Horvath, 2018). 

Bordin (1979) claimed, in a seminal paper, that the working alliance 
could be understood as the therapeutic interaction or real relationship 
that generalized across specific techniques and theoretical orientations. 
Hence contributing to the expansion of this construct beyond psycho-
analysis. The working alliance was conceptualized to encompass ele-
ments of the tasks hand, the bond between partakers and the set goals in 
psychotherapy (Bordin, 1979). The task dimension includes the pro-
fessional contract regarding how the patient and the therapist cooperate 
on particular techniques used during psychotherapy, the parties 
involved can vary in their inclination to be either sceptical or confident 
in the methods used. The bond dimension had to do with how well the 
parties connect as humans or had “good chemistry”. Trust and respect as 
were considered relational properties that contribute to the bond in 
psychotherapy. The goal dimension involved the degree to which the 
parties agreed about the ultimate goal of psychotherapy. Ideally, both 
parties should have converging ideas on the desired outcome. Goals 
should be considered both in short-term milestones from session-to- 
session and enduring long-term changes (Bordin, 1979). 

The quality of the working alliance is known to predict the outcome 
of psychotherapy in general and is considered an important common 
factor. This relationship seems to be robust, albeit moderate, irre-
spective of therapeutic orientation (Flückiger et al., 2018; Horvath & 
Symonds, 1991). Less research has been done on the working alliance in 
the context of bCBT, and how it relates to the working alliance in generic 
psychotherapy. Vernmark et al. (2019) found that therapist-rated alli-
ance predicted depression outcome during the course of bCBT, whilst 
client-rated alliance did not. In an observational study, Mol et al. (2018) 
explored the content of written therapeutic feedback offered on a web- 
based platform in bCBT for depression. This platform was used after 
completed online modules and for practical communication purposes 
throughout the course of treatment. The most frequent categories used 

were: informing, encouraging and affirming. On the contrary, self- 
disclosure, confrontation and emphasizing responsibility was uncom-
mon. Confrontations were more apparent in ftf CBT and correlated with 
a positive outcome, which may be viewed through the lens of rupture- 
repair thinking (Mol et al., 2018; Gelso, 2014). 

1.1. Aims 

In the present study, we aimed to explore whether there were sig-
nificant differences between the Working Alliance Inventory Client 
Version (WAI–C) and the Working Alliance Inventory Therapist Version 
(WAI-T) in terms of predicting treatment outcome. These inventories 
measured the working alliance from the viewpoint of the client and 
therapist, respectively. Furthermore, we aimed to investigate whether 
WAI-C and WAI-T predicted outcome (measured as participant random 
slopes on PHQ-9). Additionally, we aimed to explore whether working 
alliance interacted with treatment condition, i.e. predicted the outcome 
differently in the two treatment conditions. Finally, we wanted to 
inspect the relationship between WAI-C and WAI-T and whether certain 
WAI items deviated more than others from their respective means. 

2. Methods 

This exploratory study was a secondary analysis of data from a two- 
arm, non-inferiority, randomized controlled trial (RCT), comparing the 
effect of ftf CBT and bCBT on adults with major depressive disorder 
(MDD). The study protocol was registered at ClinicalTrials.gov 
(NCT02796573). A brief description of the trial is included below, and 
a comprehensive description of the protocol has been published else-
where (Mathiasen et al., 2016). Participants were recruited between 
March 1, 2016 and April 1, 2018 from Internetpsykiatrien in Odense, 
Denmark, which is an online clinic delivering iCBT for anxiety and 
depression (Mathiasen et al., 2018). Licensed clinicians and trained 
graduates referred willing participants to the study and diagnoses were 
confirmed using the Mini-International Neuropsychiatric Interview 
(MINI) according to Diagnostic and Statistical Manual of Mental disor-
ders 4th edition (DSM-IV) (American Psychiatric Association, 2000). 
Eligible participants were then randomized by an independent 
researcher using Random Allocation Software with 1:1 symmetric allo-
cation. Double-blinding during treatment was not possible insofar as 
treatment condition was evident to participants. 

Inclusion criteria  
● ≥18 years  
● Meeting the diagnostic criteria for MDD and PHQ-9 ≥ 5  
● Access to computer and internet 
Exclusion criteria  
● Current high risk of suicide 
● Comorbid substance dependence, bipolar affective disorder, psy-

chotic illness or obsessive-compulsive disorder  
● Concurrently receiving psychological treatment for depression  
● Unable to comprehend Danish  
● Unable or unwilling to travel to physical location of the trial 

During the intervention phase, the two treatment conditions were 
delivered in an effort to ensure equivalent treatment, apart from the 
difference in delivery format (bCBT being partially online). bCBT con-
sisted of six face-to-face consultations alternated with six to eight online 
modules in the NoDep program by Context Consulting ApS. The ftf CBT 
condition comprised twelve face-to consultations. Progression of the 
consultations and online modules in the bCBT condition reflected the 
parallel ftf CBT sessions and were not simply used as repetition or 
condiments. Several steps were taken to ensure adherence to both 
therapies; participants received automated reminders to complete 
modules and to continue in the case of prolonged inactivity, personal 
contact from the guiding therapist and they were provided with the 

1 bCBT: Blended Cognitive Behavioural Therapy, iCBT: Internet-based 
Cognitive Behavioural Therapy, ftf CBT: Face-to-face Cognitive Behavioural 
Therapy, WAI: Working Alliance Inventory, WAI–C: Working Alliance In-
ventory Client Version, WAI-T: Working Alliance Inventory Therapist Version. 
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opportunity to perform the online modules at the clinic if requested. 
Treatment conditions ran over a period of 12 weeks and the primary 

outcome variable was measured using the Patient Health Questionnaire 
(PHQ-9), which is a brief measure of depression severity with proven 
psychometric properties in the primary care setting (Kroenke et al., 
2001). The PHQ-9 outcome variable was represented at baseline, 1 
through 12 weeks of treatment and at 3, 6 and 12 month follow-up. 
Additionally, the Credibility and Expectancy Questionnaire (CEQ) was 
used to see how the participant's perceived the treatment they had been 
assigned and if this had an impact on working alliance and treatment 
relationship. CEQ measures the perception of cognitive credibility and 
emotional expectancy tied to receiving particular treatments. CEQ has 
good internal consistency within the factor structure and with a stan-
dardized Cronbachs α from 0.84 to 0.85 (Devilly and Borkovec, 2000). 

The Working Alliance Inventory – Short Revised (WAI-SR) (Hatcher 
and Gillaspy, 2006) was administered at 3-month follow-up as a mea-
sure for working alliance on both WAI-C and WAI-T. WAI-SR is a vali-
dated 12-item questionnaire built upon the construct put forward by 
Bordin (1979), and the central dimensions of the working alliance. 
Hatcher and Gillaspy (2006) ran confirmatory factor analysis to see 
whether the a priori dimensions matched with response patterns in the 
revised version. They found an adequate fit for the model (Tucker-Lewis 
index = 0.94), which exceeded that of the original version. WAI-SR is 
divided into 3 item dimensions meant to represent these distinct clusters 
of the working alliance: task (item: 1, 2, 8, 12), bond (item: 3, 5, 7, 9) 
and goal (item: 4, 6, 10, 11). This lends itself to a three-factor structure 
based on the three dimensions and a one-factor structure based on the 
overarching working alliance (Hatcher and Gillaspy, 2006). The WAIS- 
SR has good internal consistency (α > 0.80) and has convergent validity 
with the Helping Alliance questionnaire (r > 0.64) (Munder et al., 
2010). 

Written informed consent was obtained from all participants prior to 
randomization. The project was approved by the Ethics Committee of 
the Region of Southern Denmark and followed the ethical principles of 
the Declaration of Helsinki. Sensitive information was managed in 
accordance with the Danish Data Protection Agency and EU directive 
95/46/EC. The present study was affiliated to the large-scale EU-project 
E-compared and part of the data set is shared with that study (Kleiboer 
et al., 2016). The present study, however, investigated the total local 
data set of the Danish trial, which ran for a longer period than the E- 
compared study. 

3. Analyses 

Three analyses were performed: (a) WAI-C and WAI-T correlations, 
(b) item and dimension deviations and (c) linear regression predicting 
participant random slopes on PHQ-9, in the linear mixed effect model 
from the RCT. Participant slopes were predicted on the basis of WAI-C 
and WAI-T as well as WAI-C and WAI-T means. This composite vari-
able was used to predict participants' slopes from the client's and ther-
apist's joint working alliance. Correlations were computed between 
WAI-C and WAI-T, along with effect size to gauge the magnitude. Cor-
relations were also calculated for the ftf CBT and bCBT subsets of WAI-C 
and WAI-T for potential treatment condition differences in WAI-C and 
WAI-T association. Steiger's Z-test was performed to see whether an 
equivalent or higher correlation coefficient would be likely under the 
null hypothesis and range estimates were calculated using Zou's confi-
dence intervals. 

The next step involved calculating the deviations of item and 
dimension deviations of WAI-C and WAI-T from their appropriate 
means. WAI-C and WAI-T were analysed on an item-by-item basis where 
deviations and z-scores for all items were calculated. Combined de-
viations using both inventories were calculated to describe item devia-
tion detached from client vs. therapist perspective. That is, each item 
deviation was calculated relative to the WAI-C and WAI-T combined 
mean (Fig. 1). The same statistics were also calculated relative to each 

subset mean to consider the amount of deviation, within directly com-
parable inventories and treatment conditions. That is, each item devi-
ation was calculated relative to the mean for clients within bCBT (bCBT- 
WAI-C), therapists within bCBT (bCBT-WAI-T), for clients within ftf CBT 
(ftf CBT-WAI-C) and therapists within ftf CBT (ftf CBT-WAI-T) (Fig. 1). 

In the last step, inferential analyses were conducted, where levels of 
the working alliance were used to predict outcome. In the LMM from the 
RCT, the natural main predictor for outcome was the time-effect of 
treatment and participants were used as random effects. In this analysis, 
outcome was defined as the individual participants' slopes on PHQ-9. 
Hence, the intention was to predict individual responses to therapy 
based on WAI–C, WAI-T and joint working alliance (WAI-C & WAI-T 
means). A multiple regression model was built where WAI-C and WAI- 
T were used as independent predictors. Variance inflation factor (VIFi) 
was calculated on this model to check for multicollinearity in this model. 
Simple linear regression models were built for the total sample as well as 
within the ftf CBT and bCBT treatment condition, respectively. An 
interaction model was also built using the total sample with treatment 
condition and with an interaction term between joint WAI and treatment 
condition as additional independent variables. All models were made in 
an unadjusted version and an adjusted version that included age, 
gender, marital status, education, employment status, treatment pref-
erence and CEQ as control variables. All tests were two-sided and used a 
significance level of 5%. The effect size was calculated using standard-
ized mean differences (Cohen, 1992). All calculations were performed 
using Rstudio with R version 3.6.3, the mixed-effects models were per-
formed using the lme4 package (Bates et al., 2015; R Core Team, 2020). 

4. Results 

In the RCT, 87 participants were assessed for eligibility using the 
inclusion and exclusion criteria described above, eleven subjects were 
excluded at this point. Thereafter, 38 participants were randomized to 
each arm of the RCT (n = 76) (Fig. 2). The sample had a majority of 
females (73.7%, n = 56) with a mean age of 35 years ranging from 18 to 
71. The majority of the participants presented with moderate to severe 
levels of depression (Table 1). 

WAI-C and WAI-T scores correlated at r = 0.44, indicating moderate 
agreement between client and therapist perception of the working alli-
ance. This correlation was significant (p = .001) with a medium effect 
size (d = 0.53). Clients appeared to evaluate the working alliance as a 

Fig. 1. Visualization of combined mean and all subset means.  
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Fig. 2. Flowchart.  

S. Askjer and K. Mathiasen                                                                                                                                                                                                                   



Internet Interventions 25 (2021) 100404

5

little stronger (x‾clients = 48.6), compared to therapists (x‾therapists =

44.6) on a scale from minimum 12 to maximum 84. ftf CBT and bCBT 
had comparable working alliance ratings when averaged out between 
clients and therapists (x‾ftf = 46.4, x‾bCBT = 46.8). Furthermore, the 
correlation between WAI-C and WAI-T varied between treatment con-
dition subsets. In bCBT, WAI-C and WAI-T correlated significantly at r =
0.62 (p = .002) compared to ftf CBT where they correlated at a non- 
significant r = 0.32 (p = .087). Thus, there seemed to be more agree-
ment between clients and therapists in the bCBT group. Steiger's Z-test 
on these two correlation coefficients gave significant results (Z = 2.57, p 
= .010) and Zou's confidence intervals had relatively narrow values and 
did not cross zero (95% CI [0.0783, 0.6131]). The combined WAI-C and 
WAI-T item deviations (deviation from the combined mean, Fig. 1), 
revealed that most items centred around the mean with some right skew 
(Fig. 3). Item 4 accounted for most of this skew due to a high positive 
value (z = 2.2), followed by item 10 (z = 1.40). Keep in mind that WAI-C 
and WAI-T may not be directly comparable due to being formulated 
from opposite perspectives, but they are almost identical except from 
perspective (client vs. therapist). The degree to which the formulations 
are equivalent may mirror item deviation, that is, similar WAI-C and 
WAI-T formulations facilitate less deviation. To avoid this issue, we 
looked at the deviation in items within inventories and treatment 

conditions. When we did this, the only significant standardized score 
(<− 1.96 or >1.96) was on item 4 in bCBT-WAI-C (z = 2.25) and ftf CBT 
WAI-T (z = 1.97). Notable scores were also seen on item 4 in bCBT-WAI- 
T (z = 1.90), item 10 in ftf-WAI-C (z = 1.70) and item 7 having notably 
negative scores in bCBT-WAI-C (z = − 1.68). Analyses of deviations on 
dimension level (task, bond and goal) revealed considerable differences 
in z-scores based on client vs. therapist perspective and treatment con-
dition (Fig. 4). From dimension level analyses, it was apparent that the 
goal dimension was consistently evaluated higher than the task and 
bond dimensions in all subsets, most prominently in ftf CBT-WAI-C. It 
also showed that therapists evaluated bond higher than clients, whilst 
clients rated goal comparatively high and that therapists rated task 
comparatively low. 

WAI-C (item 4): “My therapist does not understand what I am trying to 
accomplish in therapy”. 

WAI-T (item 4): “I have doubts about what we are trying to accomplish in 
therapy”. 

© A. O. Horvath, 1981, 1982, 1984, 1991; Revision Tracey & 
Kokotowitc 1989. 

In the slope prediction models (Table 2), WAI-C and WAI-T were first 
used as separate independent predictors of total sample outcome. This 
revealed that WAI-C was not significantly predictive of outcome (b =
0.00, p = .845), but WAI-T was when adjusting for potential confounds 
(b = 0.00, p = .044). There was no evidence of problematic multi-
collinearity in this model (VIFi = 1.23). The joint WAI model based on 
the total sample was significant (b = 0, p = .039). However, the coef-
ficient of determination was minor (R2

adj = 0.07) (Tables 2 & 3), indi-
cating that this predictor only accounted for around 7% of the variance. 
Predicting joint WAI within ftf and bCBT models were non-significant 
(bftf = 0.00, pftf = 0.832; bbCBT = 0.00, pbCBT = 0.133). The interaction 
model using joint WAI showed a non-significant interaction with the 
treatment condition group (b = 0.00, p = .359) and had a rather punitive 
adjusted R-squared (R2 = 0.15, R2

adj = 0.09) (Tables 2 & 3). 

5. Discussion 

The aim of this study was to map out differences in working alliance 
between clients and therapists as well as between ftf CBT and bCBT. 
Another aim was to use the working alliance to predict therapy outcome. 
We approached the topic from different angles to elucidate correlations, 
item and dimension deviations and predictive value of the working 
alliance in ftf CBT compared to bCBT. We found moderate agreement 
between WAI-C and WAI-T and that WAI-C was rated slightly higher 
rated than WAI-T, which are common findings in previous research, but 
this pattern remains to be established in bCBT (Blais et al., 2010; Hor-
vath and Bedi, 2002; Marmarosh and Kivlighan, 2012; Kooistra et al., 
2020; Tryon et al., 2007; Vernmark et al., 2019). One hypothesis for this 
difference could be that clients may compare the working alliance with 
other health professionals (e.g., physicians), whilst therapists rather 
compare with other clients (Tryon et al., 2007). A reverse pattern where 
WAI-T is rated higher than WAI-C might indicate poor therapy 

Table 1 
Baseline characteristics.   

ftf CBT bCBT p 

Baseline description    
n 38 38  
Age (mean(sd)) 35.16 (14.14) 34.78 (13.98) 0.908 
Gender = female (%) 29 (78.4) 27 (73.0) 0.786 
PHQ (mean(sd)) 16.05 (3.83) 14.42 (4.14) 0.084 
Credibility (mean(sd)) 0.67 (2.01) − 0.69 (2.28) 0.009** 
Expectancy (mean(sd)) 0.70 (2.22) − 0.72 (2.88) 0.022* 

Marital status    
Marital (%)   NaN 
Single 13 (35.1) 14 (37.8)  
Divorced 5 (13.5) 6 (16.2)  
Widow/widower 0 (0.0) 0 (0.0)  
Cohabiting 9 (24.3) 8 (21.6)  
Married 10 (27.0) 8 (21.6)  
No answer 0 (0.0) 1 (2.7)  

Highest education    
Education (%)   NaN 
Further education <3 years 7 (18.9) 8 (21.6)  
Further education 3–4 years 13 (35.1) 13 (35.1)  
Higher education >4 years 4 (10.8) 3 (8.1)  
Fundamental school <8 years 0 (0.0) 0 (0.0)  
Fundamental school 9–10 years 3 (8.1) 3 (8.1)  
Gymnasium (3 years) 9 (24.3) 5 (13.5)  
Skilled worker 1 (2.7) 5 (13.5)  

Employment status    
Employment (%)   0.338 
Full-time employed 9 (25.0) 4 (11.8)  
Part-time employed 5 (13.9) 9 (26.5)  
Sick leave 11 (30.6) 9 (26.5)  
Leave of absence 2 (5.6) 0 (0.0)  
Retired 1 (2.8) 1 (2.9)  
Unemployed 8 (22.2) 11 (32.4)  

Treatment preference    
Preference (%)   0.820 
No preference 16 (43.2) 18 (50.0)  
Blended care 9 (24.3) 7 (19.4)  
Face-to-face 12 (32.4) 11 (30.6)  

Depression severity    
Severity (%)   NaN 
No 0 (0.0) 0 (0.0)  
Mild 3 (8.1) 4 (11.1)  
Moderate 9 (24.3) 14 (38.9)  
Severe 19 (51.4) 16 (44.4)  
Highly severe 6 (16.2) 2 (5.6)  

*p < 0.05. 
**p < 0.01. 

Fig. 3. Combined item deviation distribution.  
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progression (Tryon et al., 2007). 
Another explanation might be that bCBT therapists are more accu-

rate in their evaluations of the working alliance than clients, because 
patients may confound their ratings from both ftf CBT sessions and on-
line modules, whereas therapists rather rate on the basis of ftf CBT 
sessions alone (Kooistra et al., 2020). However, we would argue that the 
program and the therapist both elicit a sense of alliance in the partici-
pant, thus the subjective experience of this aggregated phenomenon 
might be a more accurate representation of the therapeutic alliance in 
the blended format of treatment delivery. Less is known about what 
mediates low ratings from therapists, but there are indications that 
therapists' attachment style influence ratings since therapists with more 
avoidant attachment styles tend to report weaker working alliances 
(O'Connor et al., 2019). Nonetheless, in some instances it might be 

favourable for clients and therapists to have opposing attachment styles 
(Bucci et al., 2016). Interestingly, WAI-C and WAI-T rating convergence 
was higher for the bCBT group. It could be speculated that the more 
strict structure afforded by the computer-based modules may lead to a 
clearer depiction of the objectives in therapy. 

The working alliance items distributed similarly for both WAI-C and 
WAI-T relative to the combined mean. This is to be expected due to the 
reliable psychometric properties of the working alliance inventory. The 
right skew in item deviation distribution might simply be caused by an 
absence of the lowest ratings and/or a small number of very high ratings. 
Item 4 in ftf CBT-WAI-C was of particular interest since this item was the 
only one significantly deviating from the mean. This item is related to 
the perception of accomplishment in therapy and is thus tied to the goal 
dimension. This pointed to clients having better perceptions than 

0.70
-0.47

-0.23

bCBT-WAI-C
Task Bond Goal

0.43
0.27

-0.70

bCBT-WAI-T
Task Bond Goal

0.94
-0.47
-0.47

�f CBT-WAI-C
Task Bond Goal

0.68
0.19

-0.88

�f CBT-WAI-T
Task Bond Goal

Fig. 4. All WAI dimension z-scores from their respective subset means.  

Table 2 
Slope prediction models.   

Model  Unadjusted Adjusted 

B SE t p B SE t p  

1 Total sample 
(separate) 

(Constant)  − 0.01  0.01  − 1.80  0.078  − 0.01  0.01  − 1.77  0.084 
WA-C  0.00  0.00  − 0.35  0.729  0.00  0.00  − 0.20  0.845 
WAI-T  0.00  0.00  − 1.61  0.114  0.00  0.00  − 2.08  0.044*  

2 Total sample 
(mean) 

(Constant)  − 0.01  0.01  − 1.76  0.084  − 0.01  0.01  − 1.72  0.093 
Joint WAI  0.00  0.00  − 1.85  0.070  0.00  0.00  − 2.13  0.039*  

3 Within ftf (Constant)  − 0.03  0.02  − 1.93  0.065  − 0.03  0.01  − 2.05  0.051 
Joint WAI  0.00  0.00  − 0.05  0.958  0.00  0.00  − 0.22  0.832  

4 Within bCBT (Constant)  − 0.01  0.00  − 3.16  0.005**  − 0.01  0.01  − 0.63  0.536 
Joint WAI  0.00  0.00  − 1.93  0.067  0.00  0.00  − 1.57  0.133  

5 Interaction (Constant)  − 0.03  0.01  − 2.38  0.021*  − 0.02  0.01  − 2.30  0.026* 
Joint WAI  0.00  0.00  − 0.15  0.884  0.00  0.00  − 0.40  0.691 
Group  0.02  0.02  1.23  0.226  0.02  0.01  1.13  0.265  

Joint WAI × Group  0.00  0.00  − 1.02  0.314  0.00  0.00  − 0.93  0.359 

Dependent variable: Random slopes in LMM from the RCT. 
* p < .05. 
** p < .01. 

Table 3 
Regression statistics.   

Model Multiple R2 Unadjusted n Multiple R2 Adjusted n 

Adjusted 
R2 

Adjusted 
R2  

1 Total sample (separate)  0.08  0.04  49  0.11  0.07  46  
2 Total sample (mean)  0.07  0.05  50  0.09  0.07  47  
3 Within ftf  0.00  − 0.04  27  0.00  − 0.04  26  
4 Within bCBT  0.15  0.11  22  0.11  0.07  20  
5 Interaction  0.13  0.08  48  0.15  0.09  54  
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therapists in this regard, thus being one of the drivers of the afore-
mentioned finding that clients rated the working alliance as stronger on 
the whole. The distribution of mean scores of the dimensions in the 
working alliance also deviated in relation to treatment conditions. The 
goal dimension was higher in ftf CBT, and the task dimension was higher 
in bCBT, relative to each other. The bond dimension ratings were 
comparable between treatment conditions, and an interesting observa-
tion was that bond ratings were higher among the therapists than among 
clients. In a narrative review, Berger (2017) suggested that the task 
dimension and the goal dimensions were of particular importance for 
predicting outcomes, representing an intriguing prospect for future 
research, since the treatment conditions were dissimilar across these 
dimensions in the present study. 

The joint WAI score significantly predicted treatment outcome, 
which appeared to be driven by the WAI-T, meaning the therapist rat-
ings of the alliance gave a better estimate of treatment outcome than the 
client ratings. This is contrary to some general working alliance research 
that has found WAI-C to be a better predictor of outcome than WAI-T 
(Cameron et al., 2018). However, it is in line with other studies on 
bCBT, who have found WAI-T to be comparable or even a better pre-
dictor of outcome and suggest that this pattern may be specific for bCBT 
(Kooistra et al., 2020; Vernmark et al., 2019). Using the joint working 
alliance from WAI-C and WAI-T mean for all participants proved to be 
more parsimonious, but had the same explained variance. The idea 
behind this model was to see whether the conjoint rating of both parties 
was a better predictor than each separate rating. 

Within ftf CBT and bCBT, adjusted models using the joint WAI were 
not significant, indicating that the predictive values of the working 
alliance didn't change within the treatment conditions. There was no 
interaction with treatment condition in the interaction model, indi-
cating that the treatment condition didn't influence the working alliance 
and outcome relationship. Zilcha-Mano et al. (2014) have raised the 
question of causal directionality of the working alliance-outcome asso-
ciation. Traditionally the working alliance has been posited as an active 
ingredient in the treatment process with inherent therapeutic value, 
accounting for treatment outcome variance in itself. However, it may be 
argued that the working alliance is rather influenced by symptom 
change and that alleviation of symptoms and remission leads to a better 
working alliance (Zilcha-Mano et al., 2014). 

It doesn't follow from these models that predict outcome based on the 
working alliance, that the working alliance leads to better outcome. In 
fact, it might as well be true that patients who quickly respond to 
treatment develop better working alliances, indicating bidirectionality 
between outcome and working alliance. An interesting line of inquiry 
would be to investigate weekly working alliance and depression mea-
sures, e.g. by using Granger causality (Molenaar, 2019). The working 
alliance seems to predict outcome from session to session, even after 
controlling for preceding symptom improvement (Falkenström et al., 
2016; Falkenström et al., 2014). To our knowledge, this is yet to be 
explored in the context of bCBT. 

5.1. Strengths and limitations 

The strengths of this study stemmed from high treatment fidelity and 
a direct comparison of two formats of delivery of CBT. Additionally, the 
use of various diverse measures in the RCT allows for fine-grained an-
alyses. Using WAI from both client and therapist aided the content 
validity of the phenomenon we intended to capture herein. However, 
the present investigation is vulnerable to the methodological limitations 
of exploratory analysis (e.g. base rate neglect) when testing multiple 
hypotheses and the risk of spurious relationships. Due to the small to 
moderate sample size, caution is warranted with regard to the gener-
alizability of the conclusions drawn from this study. 

6. Conclusion 

The findings in this study suggested that the working alliance was 
equally strong in blended care and face-to-face therapy. Findings also 
suggested that working alliance was predictive of outcome, when 
working alliance was averaged out between clients and therapists and 
that this is mostly due to therapist ratings. Furthermore, this association 
didn't seem to interact with treatment conditions, meaning that treat-
ment outcome was predicted equally well from working alliance in both 
ftf CBT and bCBT. Additionally, purely descriptive findings indicated 
that clients rated the working alliance higher than therapists and that 
those clients and therapists appeared to have more uniform ratings in 
the bCBT condition. In the working alliance inventory, the ftf CBT 
condition scored higher on the goal dimension for both clients and 
therapists and the bCBT group scored higher in the task dimension. The 
treatment conditions had similar ratings on bond, but therapists rated 
the bond dimension higher than clients in both treatment conditions. 
Future research is needed to further elucidate the item deviation pat-
terns to see if certain items are consistently more prone to diminish 
working alliance in bCBT. More work is also needed on the causal 
directionality of the working alliance-outcome association in bCBT. 
Finally, future research is needed to establish whether therapist-rated 
alliance is indeed more closely associated with outcome than client- 
rated alliance in bCBT. 
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