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This non-experimental field study examined the relationship between participant reported 

experiences of relational depth (RD) with their individual counselors in substance use disorder 

(SUD) treatment and participant reported motivation to change substance use. Participants in the 

study were clients enrolled in inpatient and outpatient levels of substance use disorder treatment. 

A total of 78 clients (aged 18-77, with mean age 35.97, 80.1% Caucasian, 11.5% African-

American, 3.8% Hispanic, 1.3% Asian, 1.3% multiracial, 1.3% other) with SUDs participated in 

the study. Results demonstrated that treatment process variables explained approximately 42% of 

the variance in participant recognition scores. Specifically, substance abuse community support 

involvement (β = .598, rs2 = .908, p < .001) and relational depth (β = .184, rs2 = .178, p = .045) 

were found to be significant predictors of participant recognition of a substance use problem. 

From these results, one may tentatively conclude that community support and the development 

of relational depth in SUD treatment are valuable additions to standard SUD treatment. Extended 

results are described and summarized using text, tables, and figures. The study has practical and 

clinical implications for counselors working with clients in substance use disorder treatment 

particularly concerning the length of individual counseling. 
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THE CLIENT-COUNSELOR ENCOUNTER: ASSESSING RELATIONAL DEPTH AND 

MOTIVATION TO CHANGE IN SUBSTANCE USE DISORDER TREATMENT 

Introduction 

Relational depth (RD) is a relatively new construct in the counseling and psychotherapy 

literature. The term RD was first coined by Dave Mearns (1996, 1997) as an extension of more 

contemporary conceptualizations of person-centered therapy with a blending of elements of 

existential theory. More specifically, RD is “a state of profound contact and engagement between 

two people, in which each person is fully real with the Other and able to understand and value 

the Other’s experiences at a high level” (Mearns & Cooper, 2005, p.xii). This definition of RD 

seemingly captures its most fundamental aspects: the encounter, the high level of realness or 

genuineness between the client and the counselor, and the understanding and valuing of one 

another. 

RD theorists described this phenomenon as occurring in both discreet moments in 

therapy, as well as being a general quality of a counseling relationship (Mearns & Cooper, 2005; 

2017). Whereas, much of the contemporary research into RD appears to have focused on the 

distinct moments of contact between the client and counselor, one can also refer to a therapeutic 

relationship and its general quality of RD. Mearns and Cooper (2005, 2017) described that such 

moments contain a blending of a high degree of the counselor’s attitudinal or facilitative 

conditions of person-centered counseling including genuineness, unconditional positive regard, 

and empathic understanding. Additionally, a counselor who develops RD demonstrates an 

intention to offer something more than a therapeutic alliance and supportive conditions, she 

intends to bring her own perceptions and experiences related to the therapeutic encounter into the 

therapeutic relationship (Mearns & Cooper, 2005, 2017; Schmid, 2001).  
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In his conclusion of the RD research literature, Cooper (2013) concluded that most 

therapists and clients can identify having experienced RD. Furthermore, it seems that researchers 

have discovered some factors associated with RD such as presence, genuineness, intimacy, 

mutuality, and a sense of losing track of time (Cooper, 2005; Cooper, 2013; Knox, 2008, 2011; 

Macleod, 2009). Whereas researchers have identified some helpful therapist characteristics for 

facilitating moments of RD such as trustworthiness; realness; and intent to understand beyond a 

typical professional level (Knox & Cooper, 2010), the client appears to exert some control over 

whether they decide to enter into moments of depth (Knox & Cooper, 2011). Experiencing these 

moments of depth has been described across studies in generally positive and encouraging ways 

(Cooper, 2013), and the experience of RD may be associated with client-reported significant 

events in therapy and therapeutic outcomes (Wiggins, 2013; Wiggins, Elliott, & Cooper, 2012). 

Clients and counselors have reported positive benefits from experiences of RD in numerous 

qualitative studies (Cooper, 2013), and initial findings suggested that RD and mutual experiences 

of UPR, empathic understanding, and congruence may be associated with therapeutic outcomes 

(Murphy & Cramer, 2014; Wiggins, 2011). 

Despite its person-centered and existential underpinnings, Mearns and Cooper (2005, 

2017) described RD as a pantheoretical construct not limited to humanistic therapies. Moreover, 

therapists from a variety of theoretical orientations have identified experiences of RD (Leung, 

2009). RD has been explored in clients and counselors from experiences of the self, experiences 

of the other person in moments of depth, and of the therapeutic relationship in general 

psychotherapy.  However, the RD literature appears to lack studies of client experiences of RD 

in special clinical populations. One such population includes clients receiving treatment for 

substance use disorders (SUDS). 



3 

SUD Treatment 

In 2014, more than 2 million Americans received treatment for SUDS and another 18 

million Americans with SUDs did not receive treatment (National Survey on Drug Use and 

Health [NSDUH]: Center for Behavioral Statistics and Quality, 2016). The consequences of 

substance misuse are staggering, costing 740 billion dollars per year in expenses related to crime, 

health care, and lost work productivity (National Institute of Drug Abuse [NIDA], 2017). 

Various models exist which explain the development of SUDs. More specifically, people with 

SUDs may have genetic and biological dispositions which can predispose them to mental health 

disorders and attachment-related problems (Flores, 2006). Those facing such predispositions may 

face challenges when seeking to make changes in their substance use. Authors in the addictions 

treatment literature have proposed that clients make change in their substance use when they are 

in touch with their own intrinsic motivation to change (Miller & Rollnick, 2013). 

Miller and Tonigan (1996) attributed motivation to change to Janis and Mann's (1977) 

psychological analysis of decision-making. In this process of analysis, Janis and Mann described 

motivation to change as a decisional balance between the pros and cons of a behavior: which can 

be in a constant state of fluctuation. Within the context of substance use, researchers have 

referred to the negative consequences and positive effects of substance use, whereby the person 

is in a state of deciding whether to use based on an appraisal of this balance (Miller & Rollnick, 

2013). A person’s values and goals for life inform this decisional balance, such that a person 

wanting to change her alcohol use evaluates the pros and cons of her behaviors—related to 

substance use—in the context of their congruence with the values and goals that drive that 

person’s intrinsic motivation (Miller & Rollnick, 2013).  Miller and Rollnick theorized that as a 
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person moves through stages of change (Prochaska et al., 1995), the person becomes more 

connected to her intrinsic motivation to change problematic substance use. 

Research into motivation to change supports this construct as helpful in predicting 

behavior change. Webb and Sheeran (2006) conducted a meta-analysis of 47 studies of 

interventions designed to affect behavior change through one’s motivation or intent to change 

problematic behaviors. Webb and Sheeran calculated a sample-weighted effect size of Cohen's d 

=.66 across a broad range of behaviors: which they deemed to be a medium to large effect in 

overall increase in intent to change behavior. Webb and Sheeran explored intent to change as a 

mediator in these studies to explore the subsequent change in behavior. Webb and Sheeran 

observed that researchers conceptualized intent or motivation to change through various theories 

of change.  The authors noted that studies varied on how much interventions were designed to 

increase intent or motivation to change, but they determined that the greater the intervention 

targeted intent or motivation, the greater the behavior change (r =.57). They concluded that 

motivation to change appears to effect behavior change, particularly when measured at multiple 

intervals.  

Miller and Tonigan (1996) developed a measure to assess motivation to change substance 

use as a construct with three continuous underlying processes including ambivalence about a 

problem, recognition of a problem, and taking steps to change the problem. More specifically, as 

a person gains more recognition of a substance use problem, she resolves ambivalence about the 

problem, and takes steps to change the problem. From a motivational perspective, this process is 

guided by the client’s self-actualizing tendency (Miller & Rollnick, 2013). Theoretically, RD 

relies on the client’s self-actualizing tendency in the client’s change process such that, in 

moments of depth, the client becomes connected to deeper parts of herself, including important 
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feelings, thoughts, and behaviors in need of evaluation in order to begin to change. The 

experience of RD in individual counseling in SUD treatment may increase one’s safety to 

explore these deeper parts of self as related to substance use.  

Additionally, other treatment process variables such as community support involvement 

and length of treatment appear to be influential variables in SUD treatment outcomes. For 

instance, 12-step participation predicts use outcomes (Humphreys, Blodgett, & Wagner, 2014; 

Moos & Moos, 2006) and treatment duration and intensity, such as length of treatment or the 

number of sessions in treatment have been discussed in the SUD treatment literature as 

demonstrating positive effects on treatment outcomes (Gates, Sabioni, Copeland, Le Foll, & 

Growing, 2016; Schmidt, Bojesen, Nielsen, & Andersen, 2018). However, Schmidt and 

colleagues argued that whereas the majority of studies observed treatment length by measuring 

weeks of planned therapy, the measurement of actual attended sessions may be more associated 

with positive SUD treatment outcomes. Indeed, in their systematic review of 23 randomized 

controlled trials, Gates et al. (2016) found improved treatment outcomes for psychosocial 

interventions (including those designed to enhance motivation change for change) delivered for 

more than four sessions on cannabis use and level of dependence. Additionally, the frequency of 

individual counseling sessions has been discussed as an enhancement to drug treatment programs 

contributing to increased abstinence at 30-days and 6 months in outpatient drug treatment 

(Fiorentine & Anglin, 1996; 1997). Conceptually, treatment components such as Alcoholics 

Anonymous meetings and individual counseling sessions may be seen as complementary 

treatment process variables to group therapy: the standard modality of SUD treatment (Center for 

Substance Abuse Treatment, 2005).   
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SUD and Relational Depth in Therapeutic Relationships 

Active addictions can cause changes in the brain that impair social cognition and alter 

normal patterns of behavior (Kelley & Berridge, 2002; Preller et al., 2014; Saunders and Janak, 

2014; Uhlman, Ipser, Wilson, & Stein, 2018). Taking such changes into context with elevated 

rates of stigma in interpersonal relationships (van Boekel, Brouwers, van Weeghel, & Garretsen, 

2016), those with SUDs appear to be more likely to experience social isolation and impaired 

social support (Birtel et al., 2017; Room, 2005). Furthermore, those with SUDs may have 

experienced isolation from the disingenuous, maladaptive, and disempowering relationships one 

commonly forms with others who share a common high priority goal of using and obtaining 

substances (Cameron, 2012; Flores, 2006; Hartling, 2004). 

Whether isolated by stigma or manipulative relationships, some authors have proposed 

that addiction is an attachment disorder—a disease of disconnection–to be treated through 

empowering relationships (Flores, 2004; 2006; Hartling, 2004). From a neurobiological 

perspective, some have proposed common processes in the mammalian brain—shown to be 

involved in the development of addiction, as well as social bonding, and maternal behavior in 

rats, as possible explanations one may form a sort of attachment to a substance (Burkett & 

Young, 2012; Insel, 2003; Montero González & Mondragón Egaña, 2016). Indeed, in a meta-

analytic review of the literature, researchers found that those with insecure attachment styles 

used substances to a greater amount than those with secure attachment styles (Fairbairn et al., 

2018). Fairbairn and colleagues proposed that substances may replace the emotion regulation 

function of secure relationships in the absence of such attachments. A potential connection 

between attachment and the development of SUDs may have implications for SUD treatment. 

More specifically, Flores (2006) proposed attachment-oriented treatment for addictions as a 
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paradigm shift, wherein the client with a SUD learns how to maintain healthy and supportive 

relationships which help the client to sustain her recovery.   

In accordance with Flores’ description of a paradigm shift, evidence-based counseling 

interventions for treating SUDs have traditionally been directive and behaviorally-focused to 

include cognitive-behavioral, motivational, and brief interventions (Blonigen, Finney, 

Wilbourne, & Moos, 2015; Martin & Rehm, 2012; Miller, Forcehimes, & Zweben, 2011). In 

studies of such treatments, outcomes are often modest (Gossop, Marsden, Stewart, & Kidd, 

2003; Miller & Moyers, 2015; Magill & Ray, 2009). 

In observation of modest outcomes in the SUD treatment literature, researchers have 

supported studying relational factors in treatment for clients with SUDs to improve outcomes 

such as the client’s motivation to change substance use (Gossop et al., 2003; Lebow, Knobloch-

Fedders, & Moos, 2006; Miller & Moyers, 2017). SUD treatment research historically indicates 

a strong association between relational common factors and positive treatment outcome across 

retention, engagement, and even use in some studies (Lebow et al., 2006; Miller & Moyers, 

2015). Of these factors, researchers firmly supported the therapeutic alliance and the counselor’s 

expression of empathy as important factors influencing treatment outcomes in the addictions 

literature (Brorson, Arnevik, Rand-Hendricksen, & Duckert, 2013; Meier et al., 2005; Moyers & 

Miller, 2013). Moreover, relational evidence-based approaches emphasize the importance of the 

therapeutic relationship and the counselor’s empathic understanding to positively impact a 

client’s motivation to change (Blonigen et al., 2015; Miller & Moyers, 2017; Miller & Rollnick, 

2013), and the therapeutic relationship appears to mediate the association between motivation to 

change and substance use outcomes (Cook et al, 2015; Webb & Sheeran, 2006). 
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In light of research findings supporting the counselor’s influence on motivation to change 

as impacting the client’s behavior change, the present study is intended to utilize this construct to 

address a gap in the RD literature regarding varied clinical outcomes pertinent to special 

populations in counseling such as clients who present with SUDs. Furthermore, considering the 

association between the relational common factors supported by theory, the present study was 

intended to extend the RD literature by exploring this construct in clients with SUDs. To the 

researcher’s knowledge, no current studies have explored RD and SUD treatment outcomes; 

more specifically, the present study was intended to address the role of RD in the prediction of 

client motivation to change in SUD treatment in the context of other influential treatment process 

variables including: community support involvement and length of individual counseling 

treatment as defined by the frequency of weekly individual counseling sessions. 

Method 

The present study is a descriptive field study utilizing a non-experimental naturalistic 

design to extend the relational depth (RD) literature to outcomes with clients who present with 

SUDs. Traditionally, research into the therapeutic relationship in SUD treatment has been 

conducted using similar non-experimental descriptive field study designs. I focused on one 

potential relational factor common across theoretical approaches, RD, in SUD treatment in 

facilities in the southeastern region of the United States. The relationship between RD and 

outcomes were explored using a measure of frequency of overall RD in treatment and a measure 

of client motivation to change in SUD treatment facilities as the outcome measure. 

Participants 

Participants in the current study were recruited from SUD treatment facilities in publicly 

or privately funded SUD treatment facilities in the southeastern United States. As a part of 
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admission requirements, clients in these facilities met criteria for a Diagnostic and Statistical 

Manual of Mental Disorders-fifth edition (DSM-5; American Psychiatric Association; 2013) 

SUD. Furthermore, participants in the present study were enrolled in some type of accredited 

inpatient or outpatient SUD treatment, had participated in at least three weekly individual 

sessions, and were 18 years or older. The researcher sampled 78 participants in total with a mean 

age of 35.97 (SD = 10.48; n = 78) with a range of 18 to 77 years old. Regarding gender, 57.7% 

of the sample identified as male, and 42.3% identified as female. Participants in the study had 

attended an average number of 5.12 sessions with a range of 3 to 23 sessions. Table 1 provides 

more extensive demographic information.  

Instruments 

Demographics Questionnaire 

Participants provided background information including age, race/ethnicity, gender 

identity, highest level of education, occupation, relationship status, sexual orientation, number of 

individual sessions in treatment, level of treatment, and number of previous treatment episodes.  

Relational Depth Frequency Scale (RDFS) 

The Relational Depth Frequency Scale-Client Version (RDFS; Di Malta, 2016) is a 20-

item self-report assessment measuring the client's perception of RD as an enduring characteristic 

of the therapeutic relationship, as well as experienced moments of RD. Di Malta found the RDFS 

to have excellent reliability, reporting a Cronbach’s alpha of .963. Di Malta (2016) reported 

Spearman’s Rho correlations of .68 for between the RDFS and the Relational Depth Inventory 

(RDI), and .17 with the SCS-SF demonstrating strong convergent and divergent validity, 

respectively. In the present study, the RDFS average score was used as a predictor variable. The 

Cronbach’s alpha for the RDFS in the present study was .89.  
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Stage of Change Readiness and Treatment Eagerness Scale (SOCRATES) 

The SOCRATES scale was originally developed by William R. Miller in 1987 (Miller & 

Tonigan, 1996) to assess an individual’s motivation to change problematic drinking. The most 

recent version (8D) contains 19-items to produce three subscale scores, Ambivalence, 

Recognition, and Taking Steps. Miller and Tonigan reported Cronbach alphas of .83 for Taking 

Steps, .85 for Recognition, and .60 for Ambivalence for the 19-item version. In the present study, 

Cronbach’s alphas were calculated at .943 for the Recognition subscale, .69 for the Ambivalence 

subscale, and .873 for the Taking Steps subscale.  

Alcoholics Anonymous Involvement Scale (AAI) 

The AAI scale was originally developed by Tonigan, Connors, and Miller (1996) and 

contains 10 items that assess AA involvement and three items which assess AA attendance to 

produce an overall AA involvement index. Tonigan and colleagues reported a Cronbach’s alpha 

of .85 for the total AAI scale.  In the present study, the total scale demonstrated a Cronbach’s 

alpha of .83. 

Procedures 

I obtained approval to conduct the present study with human subjects from a university 

Institutional Review Board (IRB). Following IRB approval of the study, I contacted local 

addiction treatment centers in the southeastern U.S. to solicit participation. Three programs 

approved the study. In group counseling sessions at approved treatment center sites, I used an 

IRB approved script to read to the participants in the study which included information about 

participant rights involved in participation in the study. Prior to administration, clients were 

informed of the purpose of the research and given informed consent notices. I offered 

participants a 10-dollar gift card to a local grocery chain as compensation for participation in the 
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study. Clients were recruited on a weekly basis for two months until the required sample was 

exceeded. Upon submission, survey packets were briefly scanned for completion.  

Analysis of Data 

The present study utilized linear multiple regression to explore variance of the underlying 

processes of motivation to change explained by participant perception of RD with their 

individual counselors, participant community support involvement, and length of individual 

counseling (Heppner, Wampold, Owen, Thompson, & Wang, 2016). To assess its influence on 

each underlying motivational process, three linear regression analyses were conducted with each 

subscale of the SOCRATES as separate criterion variables. Beta weights were observed for the 

entire model to identify dominant predictors in the model. Structure coefficients were calculated 

for each of the predictor variables. According to G*Power, to conduct a linear multiple 

regression with a medium effect size (ƒ2=.15), power=.80, α=.05, with three predictors, the 

current study required a sample size of 74.  

Results 

Predictors of Motivation to Change Substance Use 

In order to address the primary focus of the study regarding the role of RD in the 

prediction of client motivation to change, three linear multiple regression analyses were 

conducted using the criterion variables SOCRATES Recognition score, Ambivalence score, and 

Taking Steps to Change. The predictors analyzed included: number of individual sessions, AAI 

total score, and RDFS average score. The regression analysis was conducted with SPSS 

REGRESSION. Prior to conducting the multiple regression, SPSS REGRESSION was used to 

evaluate the assumptions of normality, linearity, multicollinearity, and homoscedasticity (Pallant, 

2016) for each of the criterion variables. Scatterplots, as well as skewness and kurtosis, were 
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observed to assess the degree to which assumptions were met or violated for each criterion 

variable.  

Recognition of a Drug Use Problem 

A linear multiple regression analysis was conducted to determine the extent to which the 

predictor variables (i.e., number of individual sessions, AAI total score, and RDFS score) 

predicted participant recognition of a drug use problem. SPSS FREQUENCIES was used to 

assess assumptions prior to conducting the analysis. Upon visual inspection, the analysis 

appeared to violate the assumption of homoscedasticity. Tabachnick and Fidell (2013) stated that 

heteroscedasticity can weaken the analysis of ungrouped data, but is not fatal and does not 

invalidate the results. Analysis of correlations between predictor variables and the criterion 

variable indicated two statistically significant correlations. The strongest statistically significant 

correlation was the relationship between participant involvement in substance abuse community 

support groups and participant recognition of a drug use problem (r = .615). Those who reported 

being more involved in community support were more likely to report higher recognition of a 

drug use problem. The correlation was statistically significant. The second strongest statistically 

significant correlation was between the participants’ average RD score and the participants’ 

recognition score (r = .272, p =.016). The correlation approximates a medium effect size. The 

higher the participant’s RD score, the more likely the client was to report recognition of a drug 

use problem. All other correlations were small and not statistically significant. All correlations 

are listed in Table 2.  

The regression, R, was statistically significantly different from zero, F(3, 74) =17.547, p< 

.001. Additionally, R2 = .416 indicating that all 3 independent variables (number of individual 

sessions, AAI total score, and RDFS score) accounted for approximately 42% of variance in the 
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recognition composite score. This finding indicates that the theory and model of this study 

appear to explain a substantial amount of the variance in predicted recognition scores. Table 3 

presents the regression analysis summary for variables predicting recognition. Additionally, 

Table 4 displays the beta weights, structure coefficients, and squared structure coefficients for 

each of the predictors. The examination of beta weights and associated squared structure 

coefficients indicated that AAI (β = .598 rs2 = .908, p< .001) was the most prominent predictor, 

explaining 91% of the variance accounted for in the effect. Additionally, RDFS average score 

was statistically significant (β = .184 rs2 = .178, p=.045), explaining approximately 18% of the 

variance in the model. Number of sessions was not a statistically significant contributor to the 

model, accounting for less than 1% of variance in the effect.  

Ambivalence about a Drug Use Problem 

A second linear multiple regression analysis was conducted to determine the extent to 

which the predictor variables (number of individual sessions, AAI total score, and RDFS average 

score) predicted participant ambivalence about a drug use problem. SPSS FREQUENCIES was 

used to assess assumptions prior to running the analysis and no violations were found. However, 

the regression analysis was not statistically significant, F(3, 74) =.351, p = .789. This indicates 

that the predictors AAI, number of individual sessions, and RDFS scores did not statistically 

significantly predict participant ambivalence scores. Further analyses were not conducted. Table 

5 presents the results of the regression analysis. 

Taking Steps to Change a Drug Use Problem 

For the tertiary research question, a linear multiple regression analysis was conducted to 

determine the extent to which the predictor variables (number of individual sessions, AAI total 

score, and RDFS score) predicted participant taking steps to change a drug use problem. SPSS 
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FREQUENCIES was used to assess assumptions prior to running the analysis. Upon visual 

inspection, large violations in normality of residuals and homoscedasticity were observed. 

Further analyses were not conducted. Table 6 includes the means and standard deviations for all 

predictor and criterion variables in the study.  

Discussion 

In this study, I sought to explore the relationships between SUD treatment process 

variables supplemental to group therapy and participant motivation to change substance use as 

indexed by underlying subscores of the SOCRATES (Miller & Tonigan, 1996) including 

ambivalence, recognition, and taking steps. Treatment process variables include the participant’s 

number of individual sessions, their level of involvement in substance abuse community support 

groups, and participant perceptions of relational depth with an individual counselor.  

This study revealed several findings relevant to motivation to change in SUD treatment, 

in particular with regard to one’s recognition of an SUD. As expected, one’s involvement in 

substance abuse community support strongly predicted one’s recognition of a substance use 

problem. Additionally, the participant’s relational depth with an individual counselor statistically 

significantly (p = .045) predicted the participant’s recognition of a substance use problem, and 

there was an approximate medium correlation between these factors (r = .27). Regarding 

ambivalence about a substance use problem, none of the predictors in the study predicted 

participant ambivalence. Moreover, the study’s findings regarding participant takings steps to 

change a substance use problem could not be interpreted due to the gross violations observed in 

statistical assumptions. Additionally, while not a part of the original study’s intended purpose, an 

interesting finding included that the number of individual sessions was not related to the 

participant’s reported average relational depth with the participant’s individual counselor.  
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Recognition of a Substance Use Problem 

From a motivational perspective, Miller and Rollnick (2013) have described that 

recognition of an SUD is an indicator of change talk, whereby a person engages in change talk 

when one considers making change. Prochaska, Norcross, and DiClemente (1995) delineated 

stages of change wherein one in an early stage exhibits high denial and low recognition of a 

problem. From this perspective, as a person moves through stages, one exhibits less denial, 

greater recognition of a problem, and will take more steps to change a problem. Accordingly, one 

should experience less severity of the problem with time. Zhang, Harmon, Werkner and 

Mccormick (2006) supported this theory in their finding of reduced alcohol use severity in adults 

with severe and persistent mental illness, such that as participants experienced greater 

recognition of a problem, they gradually took more steps to change the problem, and 

subsequently experienced lower alcohol use severity. Additionally, participant endorsement of 

items on the recognition subscale have been found to be positively correlated with participant 

taking steps to change a problem (Maisto et al., 1999; Miller & Tonigan, 1996).  

The strong correlational relationship between substance abuse community support 

involvement and recognition of a SUD is expected and consistent with literature supporting the 

positive effects of involvement in alcoholics anonymous on substance use (Humphreys et al. 

2014, Moos & Moos, 2006). Studies have demonstrated that participation in AA and other 

groups predicts short-term and long term abstinence (Humphreys et al., 2014; Moos & Moos, 

2006). Clients who become involved in working steps with a sponsor may be more likely to 

recognize a substance use disorder. Indeed, the first step according to AA is, “We admitted we 

were powerless over alcohol— that our lives had become unmanageable.” (p.1, retrieved from: 

https://www.aa.org/assets/en_US/smf-121_en.pdf), suggesting that recognition of a problem is a 
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feature of involvement in AA. Indeed, Tonigan et al. (1996) incorporated working steps into 

scoring the AA involvement index.  

The second meaningful finding from this study suggests that the participant’s experience 

of RD appeared to play a role in the participant’s recognition of an SUD in treatment. This 

finding is consistent with studies of other therapeutic relationship factors, namely: the 

counselor’s unconditional positive regard (UPR), empathic understanding of the client, and 

congruence or genuineness, key constructs in RD (Mearns & Cooper, 2005; 2017). In meta-

analyses of the counselor’s UPR, empathic understanding, and congruence, average correlations 

ranged between r =.2-.3 suggesting small-medium, but consistent positive correlations across 

various counseling outcomes (Farber & Doolin, 2011; Kolden, Klein, & Wang; Elliott, Bohart, 

Watson, & Greenberg, 2011), similar to the medium correlation found in the present study 

between RD and recognition of an SUD (r = .27). At a minimum, RD may contribute positively 

to therapeutic outcomes at a magnitude that is consistent with other theoretically grounded 

factors of the therapeutic relationship.  

This finding is also consistent with research more specifically related to SUD treatment 

outcomes. For example, the counselor’s expression of empathy appears to be robustly related to 

drinking outcomes (Miller, Benefield, & Tonigan, 1993; Moyers, Houck, Rice, Longabaugh, & 

Miller, 2016; Wiprovnik, Kuerbis, & Morgenstern, 2015; Valle, 1981). More recently, 

Wiprovnik and colleagues (2015) found that empathic resonance and therapeutic bond predicted 

7.5% of the variance explained in drinking.  Another key construct in RD, the counselor’s 

unconditional positive regard for the client was modestly related to psychosocial problems and 

negative consequences of drinking in another study (Ritter et al., 2002).  Finally, the therapeutic 

alliance, which is significantly related to RD (Wiggins et al, 2012) predicts treatment retention 
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(Brorson et al, 2013; Ruglass et al., 2012), as well as treatment engagement and use (Meier et al, 

2005). These findings are substantively relevant to the current study because recognition of a 

problem is related to treatment retention, treatment readiness, and treatment engagement 

(Brocato & Wagner, 2008), as well as alcohol use and relapse (Korcha, Polcin, Bond, Lapp, & 

Galloway, 2011; Miller, Harris, Westerberg, & Tonigan, 1996).  

Participants who perceive greater RD with their individual counselors may be more likely 

to experience opportunities to have genuine discussions about the consequences and impact of 

their substance use. Mearns and Cooper (2005; 2017) have noted that in moments of depth, 

clients have discussions about deeply personal matters and questions of existence. When 

facilitating RD, a strong therapeutic relationship characterized by genuineness, empathic 

understanding, and unconditional acceptance increasingly creates the safety for the client to 

become vulnerable. Higher participant endorsement of RD may indicate that the client not only 

perceives a strong therapeutic alliance with the counselor, but also feels that the counselor 

respected their own choice and direction in recognition of a substance use problem. Additionally, 

Mearns and Cooper described that clients will feel seen beneath superficial levels of relating, and 

there will be mutuality in the relationship. It may be that in counseling relationships 

characterized by greater RD, participants felt more equality in the relationship, less pressure to 

respond in socially desirable ways, and enhanced freedom to recognize the severity of a 

substance use problem.  

Overall, the present study demonstrates the most meaningful findings with regard to a 

participant’s recognition of a substance use problem. Findings concerning the other underlying 

factors of motivation to change as conceptualized by Miller and Tonigan (1996) were difficult to 

interpret in light of the greater construct of motivation to change. None of the predictors in the 
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model meaningfully predicted variance accounted for in the participant’s ambivalence about a 

substance use problem. Miller and Tonigan (1996) defined ambivalence as a substance user’s 

uncertainty about having a substance use problem. In the present study, RD was more related to 

the participant’s recognition of an SUD as opposed to the participant’s ambivalence about an 

SUD. RD may be more associated with moments of client discovery and connection to personal 

struggles as opposed to unresolved thoughts and feelings as described by change theorists 

(Prochaska et al. 1995; Miller & Rollnick, 2013).   

Length of Treatment and RD  

Another notable finding in the study was that the number of individual sessions was not 

related to relational depth scores (r = -.089). This finding is consistent with a prior RD study by 

Wiggins et al. (2013). Namely, Wiggins and colleagues found that the client’s number of weeks 

in counseling was not related to the presence of relational depth in client-identified significant 

events in counseling. Taken together, these findings suggest that the development of RD may be 

more associated with the quality of contact as opposed to amount of exposure to individual 

counseling.  

This finding is surprising because it is inconsistent with the treatment-dosage literature. 

In their systematic review of the literature, Hansen and colleagues determined that in randomized 

controlled trials comparing non-directive forms of therapy with cognitive-behavioral 

interventions, moderate treatment gains in mental health symptoms including panic, anxiety, and 

depressive symptoms occurred at a range of 9-15 sessions across studies. This finding is 

consistent with a recent meta-analysis of Humanistic-Experiential Psychotherapies (HEPs), such 

that large treatment effects in mental health symptoms occurred at an average of 20 sessions 

across studies (Elliott, Greenberg, Watson, Timulak, & Freire, 2013). Dose-response (therapeutic 
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session to improvement) researchers suggested that clients need to attend between 13-18 sessions 

to achieve at least a moderate improvement of mental health symptoms in therapy (Hansen, 

Lambert, & Foreman, 2002). Whereas such findings regard outcomes in mental health 

counseling, other findings suggest similar patterns in SUD treatment. For example, empathic 

resonance and therapeutic bond predict drinking outcomes after eight sessions in treatment 

(Wiprovnik et al., 2015). Additionally, when counselors utilize spirit of motivational 

interviewing only (SOMI) interventions, which rely only on the therapeutic relationship without 

the technical aspects of MI, statistically significant changes in drinking outcomes occur at eight 

sessions (Morgenstern et al., 2012). Taken together, these findings suggest that a linear 

relationship exists between the delivery of humanistic psychotherapies (reliant upon the 

therapeutic relationship as the central component for change) and constructs consistent with 

client improvement from humanistic therapies across outcomes in general psychotherapy and 

SUD treatment. Comparison of the present finding that participants developed RD regardless of 

treatment-dosage with this literature suggests that RD may be unique to other humanistic 

constructs.  

Additional support for the uniqueness of RD is that the present study’s findings are 

consistent with Mearns & Cooper’s (2005, 2017) assertion that RD offers something unique to a 

strong therapeutic relationship. Moreover, RD has been found to be conceptually different than 

the working alliance (Wiggins et al, 2012). However, the present study’s finding that client 

perceptions were not related to number of individual sessions strengthen the argument that RD 

may be an inherently unique addition to a strong therapeutic relationship. RD may indeed be rare 

(Mearns & Cooper, 2005, 2017), and participants in qualitative studies have described it as 

unique and unexpected (Cooper, 2013; Knox & Cooper, 2011). Mearns and Cooper (2005; 2017) 
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explained that in these unique moments, clients and counselors are truly engaging with one 

another beneath a superficial level of relating and are mutually prizing of one another, 

characteristics not included in definitions of therapeutic relationships in the psychological 

literature (Ackerman et. al., 2001; Horvath et al., 2011; Karver, Handelsman, Fields, & Bickman, 

2006; Lambert & Barley, 2001). Reaching such levels of relating may ultimately have little 

relationship with length of time in counseling or magnitude of exposure to individual counseling. 

Limitations 

The present study presents a promising initial investigation into RD in SUD treatment, 

yet results should be considered within the context of several limitations. The greatest limitations 

in the current study concern the sample of the study. The relatively low sample size in the study 

appears to have limited the potential for more extensive statistical analyses of the present study. 

The present study may have been able to explore a greater number of predictors of the 

underlying factors of motivation to change as measured by SOCRATES (Miller & Tonigan, 

1996). Additionally, a majority of participants in the study comprised a higher proportion of 

individuals in inpatient treatment. Participants in inpatient treatment may have been more likely 

to recognize a substance use problem than those in outpatient treatment. 

Another limitation observed in the study’s sample concerns the lack of a diverse sample: 

approximately 81% of the sample identified as White/Caucasian, limiting the external validity of 

the study findings. RD may be experienced or perceived differently by members of other races. 

Therefore, future studies should involve intentional sampling from treatment centers in regions 

with more diverse populations.  
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Implications for Clinical Practice 

The first clinical implication concerns the finding regarding substance abuse community 

support involvement and recognition of a substance use problem. This finding reaffirms prior 

research indicating that involvement in SUD treatment is related to enhanced clinical outcomes 

(Norcross et al., 2011). More specifically, it may be that clients become more aware of a problem 

with substance use when they are also involved in substance abuse community support groups of 

some type. SUD treatment programs may want to consider how they can integrate substance 

abuse community support groups into client treatment.  

With regard to program structure, the number of individual client sessions may not be 

related to RD in the therapeutic relationship in SUD treatment. For SUD treatment programs 

with limited counselor availability and resources, facilitation of RD may have more to do with 

the quality of contact within the therapeutic hour, and this quality of contact may hinge on the 

counselor’s ability to provide the conditions necessary for relational depth. Mearns and Cooper 

(2005, 2017) described several considerations for facilitating relational depth with clients to 

increase mutuality in the therapeutic relationship. For clinicians who work with clients exhibiting 

low recognition of a substance use problem and a lack of progress in counseling, supervisors 

may incorporate supervisee self-assessment to spark discussions about the therapeutic 

relationship or the quality of contact with clients in session. In the interest of program evaluation 

and enhancement of clinical outcomes, treatment programs might utilize measures such as the 

RDFS (Di Malta, 2016) or the Relational Depth Inventory (RDI; Wiggins, 2011) to assess the 

extent to which clients experience RD with counselors.  
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Conclusion 

Despite the limitations identified in the present study, it would seem that RD is, at 

minimum, a variable worth further investigation in addictions research. Miller and Moyers 

(2015) called for the additional study of treatment process variables, as well as relational factors 

in addictions research. In response to this challenge, the present study has revealed that client 

experiences of RD may have a meaningful relationship with the client’s recognition of an SUD. 

It remains unclear, however, how RD might contribute to this relationship, and more research is 

needed to this end. Additionally, the present study’s findings appear to support that client 

participation in substance abuse community support groups may be a helpful adjunct to SUD 

treatment, particularly with regard to recognition of a substance use problem. Whether these 

additional treatment processes work in conjunction in their relationship with recognition of a 

substance use problem, is also unknown. Taken together, one might conclude that client 

experiences of RD in individual counseling and client involvement in substance abuse 

community support groups seem to be beneficial to group therapy in SUD treatment.  
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Table 1 

Nominal Variables in the Demographics Questionnaire. 

Item Subcategory Count 

Race 

Afr. Amer./Black 9 (11.5%) 

Latino/Hisp. 3(3.8%) 

Native American 1(1.3%) 

Multiracial 1(1.3%) 

White 63(80.1%) 

Other 1(1.3%) 

Gender 
Male 45(57.7%) 

Female 33(43.3%) 

Relationship 

Committed 10(12.8%) 

Divorced 5(6.4%) 

Married 15(19.2%) 

Separated 8(10.2%) 

Single 38(48.7%) 

Widowed 2(2.5%) 

Orientation 

Bisexual 14(17.9%) 

Heterosexual 61(78.2%) 

Lesbian 3(3.8%) 

Education 

Some High School 10(12.8%) 

High School Grad 33(42.3%) 

Some College 23(29.5%) 

College Grad 10(12.8%) 

Graduate Degree 1(1.3%) 
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Item Subcategory Count 

Annual Income 

<10,000 36(46.2%) 

10,000-30,000 22(28.2%) 

30,000-50,000 12(15.3%) 

50,000-70,000 2(2.5%) 

>70,000 5(6.4%) 

Treatment Type 
Inpatient 48(61.5%) 

Outpatient 30(38.5%) 

Previous TX 
Yes 45(57.7%) 

No 32(41%) 
 

Table 2 

Correlations between Predictor Variables and Recognition 

 Recognition AAI RDFS_AVG sessions 

Recognition 

Pearson Correlation 1 .615** .272* .043 

Sig. (2-tailed)  < .001 .016 .709 

N 78 78 78 78 

AAI 

Pearson Correlation .615** 1 .140 .178 

Sig. (2-tailed) <.001  .272 .119 

N 78 78 78 78 

RDFS_AVG 

Pearson Correlation .272* .140 1 -.086 

Sig. (2-tailed) .016 .221  .453 

N 78 78 78 78 

sessions 

Pearson Correlation .043 .178 -.086 1 

Sig. (2-tailed) .709 .119 .453  

N 78 78 78 78 

**. Correlation is significant at the 0.01 level (2-tailed). *. Correlation is significant at the 0.05 level (2-tailed). 
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Table 3 

Regression Analysis Summary for Variables Predicting Recognition 

 Sum of 
Squares df Mean 

Square F Sig. R R2 Adj. 
R2 

Regression 1592.685 3 530.895 17.547 <.001 .645 .416 .392 

Residual 2238.921 74 30.256      

Total 3831.607 77       
 
Table 4 

Beta Weights and Structure Coefficients for Variables Predicting Recognition 

Predictor B SE B β t p rs rs
2 

RDFS_AVG 1.420 .697 .184 2.037 .045 .417 .178 

Sessions -.088 .167 -.048 -.525 .601 .006 .000 

AAI 1.554 .238 .598 6.536 <.001 .953 .908 
 
Table 5 

Regression Analysis Summary for Variables Predicting Ambivalence 

 Sum of 
Squares df Mean 

Square F Sig. R R2 Adj. 
R2 

Regression 22.078 3 7.359 .351 .789 .118 .014 .026 

Residual 1551.460 4 20.966      

Total 1573.538 77       
 
Table 6 

Descriptive Statistics for all Tested Variables (N=78 

 AAI Recognition Ambivalence RDFS_AVG Taking_steps Sessions 

Mean 5.521 30.739 12.077 3.662 36.385 5.115 

Std. 
Deviation 2.713 7.054 4.521 .914 5.751 3.844 
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For an in-depth understanding of the relationship between motivation to change and 

relational depth (RD), I will provide a thorough review of the major constructs of the proposed 

study: RD and client motivation to change. As these more focused constructs have developed out 

of larger topics in the general and addictions psychotherapy literature, a review of literature 

relevant to these broader topics is included here. These topics include the therapeutic relationship 

in general psychotherapy, the therapeutic relationship in chemical addictions treatment settings, 

relational common factors essential to therapeutic relationships in the psychotherapy and 

addictions research, and empirically-supported interventions in addictions treatment. The 

overview of empirically-supported interventions includes a brief discussion of research into 

relational common factors in addictions treatment via motivational interviewing (MI) and the 

Transtheoretical Model of Change (TTM; Prochaska et al., 1995) literature. A description of 

such models of change can be expanded to help the reader understand how relational factors in 

addictions treatment, like RD, can be potentially beneficial to any therapeutic approach in 

counseling. Moreover, because the therapeutic relationship and the counselor’s attitudinal 

conditions (empathy, unconditional positive regard [UPR], and congruence) are central 

components of RD, I will address each of these constructs.  

The Therapeutic Relationship in Psychotherapy 

Research indicates that psychotherapy is generally effective, and clients tend to report 

lasting benefits from attending counseling (American Psychological Association, 2013; 

Seligman, 1995). Researchers have hypothesized about various factors contributing to the 

effectiveness of psychotherapy. Lambert and Barley (2001) reviewed more than 30 years of 

extensive reviews of the psychotherapy outcome literature to explore factors which contribute to 

client improvement across a broad array of cognitive and behavioral measures in psychotherapy. 
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Lambert and Barley divided a wide array of factors into four categories: extratherapeutic 

factors, client expectancy, therapeutic techniques, and common factors of therapy. 

Extraptherapeutic factors include fixed and transient factors or other factors not directly 

influenced by the counselor such as client socioeconomic status or client expectancy (Lambert & 

Barley, 2001). Therapeutic techniques include interventions which the counselor utilizes to 

facilitate processing or change in thoughts or behaviors. Finally, common factors include those 

common across psychotherapies such as therapist and relationship factors. Of these factors, 

common factors demonstrated the largest contribution—among factors which occurred within 

the therapeutic hour—to therapeutic outcomes, explaining 30% of the variance observed in client 

outcomes. Extratherapeutic factors explained 40% of the variance, with client expectancy and 

therapeutic techniques each explaining 15%. Lambert and Barley concluded that factors common 

across various theoretical orientations and therapeutic approaches appeared to play a large role in 

therapeutic outcomes.   

Common Factors Essential to Therapeutic Relationships 

The theory of common factors in psychotherapy has been referred to as the dodo bird 

effect and may have originally been coined by Saul Rozenzweig (1936). Rosenzweig referred to 

the dodo bird character in Alice in Wonderland, who stated to Alice that everyone had won the 

race and that everyone must receive a prize, in reference to the lack of observable differences in 

therapeutic outcome across different psychotherapies.  Rosenzweig proposed that factors could 

be operating across different therapies which are unrecognized and potentially more important 

than that the factors which are proposed to be operating such as particular theory-driven therapist 

behaviors or techniques. Rosenzweig further stated that in light of findings whereby various 

therapies were found to be equally effective, researchers should explore the common implicit 
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factors which make these therapies equally effective. As one facet of common factors, 

Rozenzweig encouraged researchers to explore the dynamics of the therapeutic relationship to 

determine the best match between client and therapist based on client and therapist variables. 

Prior meta-analyses exploring the theory of common factors have confirmed the dodo 

bird effect, whereby different therapies demonstrated similar success rates on client 

treatment outcomes (Luborsky, Singer, & Luborsky, 1975; Smith & Glass, 1977; Wampold et 

al., 1997). Various designations of specific common factors abound in the psychotherapeutic 

literature and researchers have described a wide array of individual common factors.  

Lambert and Vermeersh (2002, p.709) provided a useful definition of common factors, 

“active ingredients that are common to all forms of psychotherapy and contribute to positive 

patient outcome”. However, this definition does not capture more specific common 

factors. Lambert (2012) delineated some specific common factors and divided them into three 

categories. These categories included support factors, learning factors, and action factors, 

whereby support factors included those related to the therapeutic relationship.  

In the early 1940s, Carl Rogers devised person-centered theory (PC), a theory of 

personality wherein the therapeutic relationship facilitates constructive personality change 

insofar as six conditions are present in the relationship (Rogers, 1959). Thus, it may be stated 

that the conditions and the therapeutic relationship are interdependent and are not mutually 

exclusive. Thus, it is important to note that Rogers (1959) described the therapeutic relationship 

as a type of interpersonal relationship, stating that these conditions are ideally common to all 

interpersonal relationships. Rogers (1957, 1959) further proposed that the six conditions are 

necessary and sufficient for client change across all therapeutic modalities and approaches 

(p.96): 
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1). Two persons are in psychological contact. 

2.) The first, whom we shall term the client, is in a state of incongruence, being 
vulnerable or anxious. 

3.) The second person, whom we shall term the therapist, is congruent or integrated in the 
relationship. 

4.) The therapist experiences unconditional positive regard for the client. 

5.) The therapist experiences an empathic understanding of the client’s internal frame of 
reference and endeavors to communicate this experience to the client.  

6.) The communication to the client of the therapist’s empathic understanding and 
unconditional positive regard is to a minimal degree achieved.  

Researchers commonly refer to the third, fourth, and fifth conditions as facilitative 

conditions because these conditions facilitate constructive personality change in another. Of 

these facilitative conditions, three conditions specific to the counselor are commonly studied and 

include the counselor’s unconditional positive regard, empathic understanding, and congruence 

(or genuineness), whereby researchers ask clients to self-report on their perceptions of their 

counselor’s provisions of these conditions.   

In their review of the psychotherapy literature, Lambert and Barley (2001) reviewed 100 

studies of a variety of psychotherapeutic treatments in which researchers provided statistical 

analyses of common factors that predict a wide range of clinical outcomes. Lambert and Barley 

took a subset of these studies to calculate average effects of treatments on outcomes. Lambert 

and Barley categorized the common factors in these studies as client-therapist relationship 

factors to include therapist variables, the facilitative conditions, and the therapeutic alliance. 

Such qualities considered to be general elements of effective psychotherapy relationships in 

addition to the therapeutic alliance include the counselor’s empathy, unconditional positive 

regard, and genuineness (Ackerman et al., 2001; Lambert & Barley, 2001). Other general 

elements include therapist-provided feedback, self-disclosure, management of 
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countertransference, and the ability to repair ruptures in the alliance (Ackerman et al., 2001). For 

the purposes of this review, I will focus on the common relational factors that occur in 

interaction between the client and the counselor to include counselor-provided facilitative 

conditions—empathy, unconditional positive regard, and congruence as described by Lambert 

and Barley (2001)—and the therapeutic alliance. In light of the high prevalence of 

studies into common factors inherent to the therapeutic relationship in the general psychotherapy 

research literature (Lambert & Vermeersch, 2002), and their direct conceptual ties to RD, I 

will discuss the following in terms of their individual contribution to therapeutic outcomes: 

therapeutic alliance, unconditional positive regard, empathy, and congruence. 

Therapeutic Alliance 

The therapeutic relationship appears to be frequently operationalized in the 

psychotherapeutic literature with the construct therapeutic alliance, and a variety of 

different terms refer to particular types of the alliance. From a psychodynamic perspective, 

therapeutic alliance refers only to transference and countertransference (Horvath, 2000). 

Moreover, researchers of the alliance have noted how frequently terms used to describe the 

therapeutic relationship such as therapeutic alliance are used interchangeably with other 

overlapping constructs such as attachment, cooperation, bond, treatment involvement, and more 

(Karver, Handelsman, Fields, & Bickman, 2006), marking inconsistency in the conceptual use of 

therapeutic alliance in the research literature. Moreover, several terms are used to describe 

therapeutic alliance, with the most common being helping alliance and working alliance 

(Horvath et al., 2011). Additionally, the concept of the alliance has been expanded and modified 

by proponents of different psychotherapies, resulting in a broad use of the term.                          

A salient theoretical conceptualization of the therapeutic alliance in the psychotherapy literature 
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includes that by Luborsky (1976). Luborsky emphasized the building of a relationship between 

client and therapist whereby the client and therapist develop a sense of collaboration or 

togetherness in the client's aim to achieve therapeutic goals. Luborsky entitled this collaboration 

the helping alliance. Bordin (1979) later extended the construct of alliance to include consensual 

agreement on the goals and tasks of therapy as being indicative of the strength of the alliance, 

which he entitled the working alliance. Bordin also named the relationship component as a 

separate factor, which he called the bond between therapist and client. Horvath and Greenberg 

(2011) tracked the historical development of the therapeutic alliance from helping alliance to 

working alliance which included Bordin’s (1979) addition of the consensus agreement between 

client and counselor on tasks and goals for therapy. Horvath, Del Re, Flueckiger, and Symonds 

acknowledged that the therapeutic alliance is a pantheoretical concept, rather than a construct, 

and no consensus definition of therapeutic alliance has been reached in the psychotherapy 

literature. Thereby, researchers have typically used any of thirty different measures used to 

measure specific constructs designed to measure the therapeutic alliance such as helping alliance 

or working alliance, and this may depend upon a researcher’s particular theoretical views of what 

comprises therapeutic alliance (Horvath et al. 2011).  

Horvath and colleagues (2011) described the therapeutic alliance as a subject of intense 

research interest, identifying over 7000 unique items yielded by a search of various related key 

terms of studies of the therapeutic alliance. Various conceptualizations of the therapeutic alliance 

exist implicating cautious interpretations of any findings associated with the therapeutic alliance 

and therapeutic outcomes. Due to the variability across study samples and measures 

used, Horvath, and colleagues (2011) utilized random-effects modeling in a recent 

extensive meta-analysis of the therapeutic alliance in 190 studies and its association with 
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therapeutic outcomes such as client retention and various forms of psychopathology. Horvath 

and colleagues found an overall effect of r=.275, which they deemed to be a moderate effect. 

They concluded that a good therapeutic alliance is important to establish early on in therapy in 

order to maximize therapeutic outcomes. These findings support the conclusions of the American 

Psychological Association's second division task force on evidence-based therapy relationships 

as summarized by Norcross and Lambert (2011).  

Regarding the therapeutic alliance, recent studies highlight more specific considerations 

regarding its association with treatment outcomes. Laws et al. (2017) used multilevel modeling 

to explore convergence between counselor and client ratings of the therapeutic alliance and their 

ability to predict therapeutic outcome in the treatment of chronic depression. Participants 

included 357 clients in treatment for chronic depression whom they randomized to either 

psychotherapy only or pharmacotherapy conditions.  Researchers used the Working Alliance 

Inventory ([WAI]; Horvath & Greenberg, 1989) to measure the working alliance. Researchers 

found that the convergence in scores predicted depression scores at three-month follow up 

indicating that the more clients and counselors reached consensus on ratings of alliance over 

time, the greater the drop in depression scores at the end of therapy. Haugen, Werth, Foster, and 

Owen (2016) explored how the therapeutic alliance interacts with cognitive-behavioral and 

psychodynamic interventions in the treatment of 29 adults referred for treatment of post-

traumatic stress symptoms. Researchers used the Combined Alliance Short Form Patient version 

(CASF-P; Hatcher & Barends, 1996) to explore patient perceptions of the alliance and the 

Outcome Questionnaire 45.2 (OQ-45.2; Lambert & Ogles, 2004) to measure psychological 

distress. They found that alliance scores interacted with the number of techniques used in both 

interventions, such that participants who reported higher alliance scores also demonstrated better 
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outcomes when their counselors used fewer techniques. This finding suggests that the effects of 

therapeutic relationships may be dampened when the counselor frequently uses intervention-

based techniques. Overall, findings from these studies suggest that the therapeutic alliance could 

play an important role in various treatment approaches and may interact with the delivery of 

theory-driven therapeutic interventions.  

Empathic Understanding 

Carl Rogers (1980) defined empathy as a way of being with another person in which one 

enters into the world of the other without judgment, setting aside his or her own views or values, 

to sense important meanings of the other and to communicate the sensing of those 

meanings. Rogers appears to emphasize the active role one takes to communicate one’s 

understanding of the other’s experience non-judgmentally. Rogers (1957, 1959) included 

empathic understanding as one of therapist-provided attitudinal conditions necessary for 

therapeutic change. Rogers stated that empathic responding on the part of the therapist facilitates 

communication of parts of the client's inner world which may not yet be symbolized, and which 

often lie at the edge of the client’s awareness. Rogers stated that empathic understanding also 

contributes to the client feeling understood. 

As previously stated, empathy is considered by many to be a necessary ingredient to all 

therapeutic relationships (Ackerman et al., 2001) regardless of theoretical orientation. Accepted 

definitions of empathy have shifted over time from being predominantly an emotional state to 

including a cognitive element (Gerdes, Segal, & Lietz, 2010). Gerdes and colleagues noted that 

Carkhuff  (1967) was the first to argue that empathic understanding is a measurable skill. 

The therapist’s empathic understanding of the client has been historically measured with 

numerous measures (Gerdes et al., 2010). Popular ways to measure empathy include client 
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observations of the therapist’s empathy (Bayne & Hays, 2017) such as the Barrett-Lennard 

Relationship Inventory (BLRI; Barrett-Lennard, 1962) or the Empathy Scale of Truax and 

Carkhuff’s (1967) Relationship Questionnaire (RQ). However, measuring empathic 

understanding has been historically problematic because of its frequently shifting definitions. For 

example, Gerdes et al. (2010) highlighted the difficulty of measuring a client’s inner world from 

Roger’s (1957) definition. In light of many different definitions of empathy, Wispe (1986) 

described how the lack of a consistent definition has negatively impacted its construct validity, 

and subsequently, empathy measures.  However, more recent studies using client observations of 

therapist’s empathy have indicated that these observations can predict scores on measures of 

psychological distress such as the Clinical Outcome in Routine Evaluation-Outcome Measure 

(CORE-OM: Barkham et al., 1998; Murphy & Cramer, 2014; Tilliman, 2017). 

Empathy has been extensively studied in the psychotherapeutic literature, and Norcross 

and Wampold (2011) included empathy as an essential component of evidence-based 

relationships in psychotherapy. In support of this conclusion, Elliott, Bohart, Watson, and 

Greenberg (2011) conducted an extensive review of the literature and meta-analysis of effect 

sizes of empathy on therapeutic outcomes across 59 independent study samples, 3599 

participants, and various measures of client, observer, and counselor perceptions of the 

counselor’s empathy. In their study, they defined empathy using Barrett-Lennard’s (1981) three 

perspectives including the therapist’s empathic resonance, expressed empathy, and the client’s 

received empathy. Elliott and colleagues reported an average weighted effect size of r =.31, 

noting a similar effect as that observed between the therapeutic alliance and psychotherapy 

outcomes in prior meta-analyses of the therapeutic alliance. More specifically, when given 

weight for study sample size, empathic understanding tended to predict 9.6% of the variance in 
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outcomes. Based on Cohen’s (1988) effect size indicators this would be considered a medium 

effect. Elliott and others also reported that empathy rated by the client presented the strongest 

effects (r =.32) over observer-rated and therapist-rated measures of empathy. 

More recent studies of the client’s perception of empathy raise some important 

considerations for future studies, namely that mediators may affect how the counselor’s 

expressed empathy impacts therapeutic outcomes. In a study of the client’s perception of 

expressed empathy in session one of counseling, Malin and Pos (2015) explored the extent to 

which the counselor's expressed empathy could predict therapeutic alliance, the 

client's emotional processing in the working phase of treatment, and their depression scores. 

Malin and Pos randomly assigned 30 participants to a client-centered or emotion-focused therapy 

condition. Using a measure of expressed empathy (Watson & Prosser, 1999/2002), they 

determined that the counselor's session one expressed empathy predicted the client's 

perception of the alliance, as well as the client's emotional processing during the working phase 

of treatment. Session one empathy did not predict post-treatment outcome. This finding suggests 

that early empathy may be important for outcomes during treatment but may not directly predict 

post-treatment outcomes. 

In exploration of client's attachment style as a mediator of the counselor's empathy on the 

client's depressive symptoms, dysfunctional attitudes, interpersonal problems, psychological 

distress, and self-esteem, Watson, Steckly, and Mcmullen (2014) observed data from a 

randomized-controlled trial of 66 clients assigned to CBT or emotion-focused therapy. Watson et 

al. found that the therapist's empathy predicted 16% of the variance in participant change in 

secure attachment.  Furthermore, after controlling for working alliance, improvements in 

insecure attachment uniquely accounted for a statistically significant drop in depression, 
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dysfunctional attitudes, interpersonal problems, and psychological distress. They concluded that 

the therapist's empathy played an important role in impacting client outcomes by increasing 

participant's secure attachment. The study indicates a potential mediator of the counselor's 

expressed empathy on therapeutic outcomes. Watson and colleagues highlighted the need for 

future studies to explore empathy earlier in treatment. 

Unconditional Positive Regard 

Another of Rogers’ (1959) therapist-provided attitudinal conditions contributing to 

therapeutic relationship and facilitative of personality change is unconditional positive regard 

(UPR). UPR was described by Rogers (1951) as: non-judgmental caring for the client in a way 

that is non-possessive of the client, including an unconditional acceptance of the client. 

Unconditional positive regard does not appear to have been as frequently studied as empathy in 

the psychotherapeutic literature due to the lack of consistency in UPR nomenclature in the 

psychotherapy literature (Farber & Doolin, 2011).   

Farber and Doolin (2011) stated that most investigations into UPR and therapeutic 

outcome have utilized either the BLRI (Barrett-Lennard, 1962) or the Relationship Questionnaire 

(RQ: Truax & Carkhuff, 1967). Farber and Doolin noted some challenges in assessing UPR; the 

first of these challenges is that some researchers used different terms for UPR, and another 

challenge included that a frequently used measure—the BLRI—differentiates between level of 

positive regard and unconditionality of regard with separate subscales. Despite these challenges, 

Farber and Doolin reviewed 18 studies which met inclusion criteria in a meta-analysis of 

therapists’ reports of positive regard toward clients on client therapeutic outcomes. Farber 

and Doolin reported an average effect of r=.27, demonstrating a moderately strong relationship 

with outcome: a notably similar effect to empathy and therapeutic alliance. Farber 
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and Doolin noted that this finding increased in studies which utilized samples with relatively 

large proportions of racial or ethnic minorities indicating that clients of ethnic minorities may be 

even more positively impacted by the counselor’s genuineness.  

Recent studies of unconditional positive regard reveal some important considerations for 

research and training. Furthermore, they demonstrated that UPR may influence outcomes in 

studies with different methodological designs. Barnicot, Wampold, and Priebe (2014) assessed 

the counselor’s unconditional regard using the BLRI (Barrett-Lennard, 1962) to determine if 

unconditional regard could predict recovery from depression in a multilevel random effects 

linear regression. They randomly assigned 157 patients to a CBT, interpersonal therapy, or 

clinical management condition. Barnicot and colleagues did not find a statistically significant 

relationship between unconditionality of regard and the number of clients who had reached 

recovery at week 16 based on a clinical cut-off score. However, positive regard predicted 

severity of depression during treatment. This finding suggests that, during treatment, the level of 

positive regard may be more important than the unconditionality of the regard. Barnicot et al. 

indicated that future studies may need to account for therapist differences as opposed to using 

averaged scores on clinician behavior.  

Nevertheless, UPR may be an important factor when treating clients of varying 

presenting concerns. In a hermeneutic single-case efficacy design, an independent panel of 

judges reviewing counseling session transcripts determined that the clinician’s UPR for a client 

was the most important factor in reducing her social anxiety above and beyond the counselor’s 

empathy, openness, and non-directive stance (Macleod & Elliott, 2015). In a post-treatment 

qualitative interview, the participant also highlighted the importance of the counselor’s UPR in 

reducing her fear to speak openly with others. Macleod and Elliott suggested that future studies 
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should consider other populations, as those with social anxiety may be more likely to report 

socially favorable qualitative data.   

Congruence/Genuineness 

Rogers (1957) described the third condition of the attitudinal conditions, whereby the 

counselor engages in a congruent and genuine manner with the client.  Congruence, like UPR, 

also presents as bipartite (Kolden, Klein, Wang, & Austin, 2011): the first part being that the 

counselor is fully herself and is aware of all parts of her experience, and the second part being 

the counselor’s ability to communicate her experience to the client. Like the other attitudinal 

conditions—Empathy and UPR—congruence or genuineness has typically been measured with 

the BLRI (Barrett-Lennard, 1962) or the Relationship Questionnaire ([RQ]; Truax & Carkhuff, 

1967). Kolden and colleagues reported that a synthesis of previous systematic reviews indicated 

that the relationship between the counselor’s congruence and therapeutic outcome was mixed, 

but Kolden and others’ consensus slightly endorsed congruence as positively contributing to 

therapeutic outcome. As a part of a review of the literature, Kolden and colleagues conducted a 

meta-analysis of 16 studies exploring the relationship between counselor genuineness and 

therapeutic outcome. Kolden and colleagues used a random effects model—due to the lack of 

homogeneity between studies—to calculate an overall effect size. They reported an overall 

average effect size of r = .25. That is, the counselor’s congruence/genuineness predicted about 

6% of the variance in therapeutic outcomes. Of note, average client-rated effects were higher 

than therapist-rated effects (.29 vs. .07). 

Recent studies of the therapist’s genuineness reveal potentially important implications for 

understanding how this construct may impact outcomes. For instance, Jung, Wiesjahn, Rief, and 

Lincon (2015) conducted a study with forty-eight clients receiving cognitive behavioral therapy 
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(CBT) for psychosis to assess how the therapist’s genuineness impacts the client’s perception of 

the working alliance. In their regression analysis, Jung and colleagues found that genuineness 

was the only statistically significant predictor among the therapist’s attitudinal conditions of the 

therapeutic alliance, explaining 38% of the variance in alliance scores. Another study also 

highlighted how genuineness may function through the therapeutic relationship to impact 

outcomes. Lo Coco, Gullo, Prestano, and Gelso (2011) surveyed 65 clients in an Italian 

university counseling center to assess the relationship between client perceptions of the 

counselor’s genuineness and therapeutic outcomes above and beyond the working alliance. Lo 

Coco and colleagues used a hierarchical regression analysis to explore unique variance in 

psychological distress that could be explained by the counselor’s genuineness. They found a 

statistically significant difference in variance predicted above and beyond the working alliance in 

client psychological distress, suggesting that the alliance does not capture the counselor’s 

genuineness and its impact on reducing a client’s psychological distress.  

Overall Impact of Common Factors Essential to Therapeutic Relationships 

In observing the previously mentioned meta-analyses on client-therapist relational 

common factors essential to therapeutic relationships (Ackerman et al., 2001), one can observe 

similar effect sizes across factors. Meta-analyses across factors demonstrated small-medium 

effects in contribution to therapeutic outcomes when one takes into account a wide variety of 

therapeutic outcomes. Wampold (2015) proposed a theory of common factors known as the 

contextual model to describe how these factors can enhance therapeutic outcomes. This model 

includes three pathways which clarify how these common factors can enhance client engagement 

through strong therapeutic relationships : 1)  a genuinely supportive therapeutic relationship is 

developed between the client and counselor that augments 2) the client's trust or expectation that 
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therapy will work, and this increased trust will facilitate 3) the client's agreement to the goals or 

tasks of therapy to improve the client’s motivation and likelihood to engage in healthier actions 

discussed in therapy. 

Whereas this model is helpful in understanding how these common factors 

might contribute to therapeutic outcomes, it does not explain the individual contributions of each 

common factor. What appears to be common across studies into the client-therapist relationship 

is that researchers have tended to study these factors in isolation. Wilkins (2010), however, 

clarified the counselor’s attitudinal conditions are effective when they are understood as 

combined and integrated into strong therapeutic relationships. Truax and Carkhuff (1967) 

described these conditions as interwoven and essential to the therapeutic relationship, and 

research has suggested that these factors are highly intercorrelated (Barnicot et al., 2014; Barrow, 

1977; Truax & Carkhuff, 1967). In this way, such research may have limitations to external 

validity in that it is challenging to conceptualize a counselor using these skills in 

isolation. To suggest that a therapist enacts these common factors in isolation may not 

capture the dynamic way in which they can work together to affect outcomes. Indeed, person-

centered authors have lamented the reductionist trend in psychotherapy research whereby 

researchers narrow and isolate the conditions in studies of the therapeutic relationship (Tudor & 

Worrall, 2006; Mearns & Thorne, 2000). Mearns and Thorne (2000) stated that such studies lose 

the relational and interdependent process of the attitudinal conditions. To this end, it may be 

useful to study a construct which accounts for this dynamic relational process by blending the 

relationship with the attitudinal conditions such as RD (Mearns & Cooper, 2005; 2017; Mearns 

& Thorne, 2000). 
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Relational Depth 

Relational Depth (RD) is a relatively new construct in the counseling and psychotherapy 

literature. The term RD was first coined by Dave Mearns (1996, 1997) as an extension of more 

contemporary conceptualizations of person-centered therapy with a blending of elements of 

existential theory. More specifically, RD is “a state of profound contact and engagement between 

two people, in which each person is fully real with the Other and able to understand and value 

the Other’s experiences at a high level” (Mearns & Cooper, 2005, p.xii). This definition of RD 

seemingly captures its most fundamental aspects: the encounter, the high level of realness or 

genuineness between the client and the counselor, and the understanding and valuing of one 

another. This definition also includes a hallmark aspect of RD, namely, the bi-directional flow 

and mutual expression of traits between the client and counselor, which will be described in 

more detail in later sections that cover its fundamental components.  

RD theorists described this phenomenon as occurring in both discreet moments in 

therapy, as well as being a general quality of a counseling relationship (Mearns & Cooper, 2005; 

2017). Whereas, much of the contemporary research into RD appears to have focused on the 

distinct moments of contact between the client and counselor, one can also refer to a therapeutic 

relationship and its general quality of RD. Mearns and Cooper (2005, 2017) described that such 

moments contain a blending of a high degree of the counselor’s attitudinal conditions of person-

centered counseling. Furthermore, these moments typically require high degrees of the following 

qualities: therapeutic presence, realness, empathy, affirmation, client openness, mutuality, 

intimacy, and a meeting that is without words or is hard to describe (Mearns & Cooper, 2005; 

2017.) One might conclude that relationally deep therapeutic relationships are more likely to 

contain a higher frequency of moments in which the counselor and client have met in levels of 
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deep and profound contact. Mearns and Cooper (2005, 2017) argued that such moments 

contribute to a therapeutic relationship that provides the space for clients to explore fundamental 

and existential questions about the self. The authors described this level of contact as both 

attractive and terrifying: the client’s deepest level of self is exposed such that she cannot lie or 

relate using facades or masks (Mearns & Cooper, 2005, 2017). 

RD is a seemingly complex construct comprised of several parts. However, RD 

researchers have averred that this construct is unidimensional with a four-domain structure 

(Cooper, 2013; Knox, 2013) which can be measured with the Relational Depth Inventory (RDI; 

Wiggins, 2008) and the Relational Depth Frequency Scale (RDFS; Di Malta, 2016), whereby the 

RDI measures particular moments of RD and the RDFS measures RD as an enduring quality of a 

therapeutic relationship, while still accounting for moments of RD. From a unidimensional 

perspective, all of the attitudinal conditions of person-centered therapy are foundational and are 

present in high levels simultaneously, blending together in the context of the encounter between 

client and counselor. 

Foundations of Relational Depth 

RD, in its most fundamental sense, is founded upon person-centered constructs. Carl 

Rogers (1957, 1959), the father of person-centered therapy, proposed the necessary and 

sufficient conditions for therapeutic change. Of these conditions, the therapist provides 

unconditional positive regard, empathy, and genuineness to enhance the client’s ability to have 

unconditional positive self-regard. The client’s ability to have unconditional positive self-regard 

would facilitate the actualizing tendency, whereby the client would tend to progress in self-

enhancing ways towards growth by accurately symbolizing and pursuing aims which are 

congruent with her innate valuing process (Rogers, 1957, 1959).  
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Mearns and Cooper (2005, 2017), however, have critiqued the original conceptualization 

of person-centered theory as Rogers (1957, 1959) described it. They argued that therapy can be 

seen as more intersubjective than its classical iteration. Mearns (1996, 1997) may have been the 

first writer to describe this intersubjectivity within a meeting at RD. More specifically, Mearns 

described such a meeting as occurring through a deepening of Rogers’ psychological contact as 

an intersubjective contact between the client and the counselor. Mearns and Cooper (2005, 2017) 

subsequently incorporated existential elements into RD such as Martin Buber’s I-thou 

relationship and the dialogical encounter as described by more contemporary person-centered 

authors such as Peter Schmid (2001a, 2001b). 

Whereas Mearns (1996, 1997; 2003) offered RD as an extension of PC constructs such as 

psychological contact, Mearns and Cooper (2005) described RD as a “fundamental dimension of 

relatedness” (p.160) and encouraged readers to move away from focusing on RD as being only 

offered by therapists from relationally-oriented therapies such as those which are based in 

humanistic perspectives of counseling and human development. Mearns and Cooper described 

RD as a development of a recent trend across numerous psychotherapies toward an increased 

focus on the importance of the therapeutic relationship as foundational to any theoretical 

approach to therapy. Wilders (2013) critiqued Mearns and Cooper’s presentation of RD as a 

development of person-centered practice, particularly the ideas of mutuality and encounter. 

Wilders stated that mutuality is not additive to person-centered theory and criticizes the concept 

of countering the client as fundamentally inconsistent with a person-centered approach. Whether 

one views RD as an extension of person-centered theory or as a state of contact, it has been 

identified in one study by a majority of counselors from a variety of different theoretical 
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orientations (Leung, 2009). Such variability in counselor orientations supports RD as an 

atheoretical state of contact.  

Within such contact, Schmid and Mearns (2006) referred to a co-creative process 

whereby the counselor serves as the client’s Other and helps the client to bring awareness to 

parts of the client's experiencing that the client is not accurately symbolizing. In this sense, the 

counselor is in a state of simultaneously being with and being counter to the client; that is, the 

counselor is with the client in the interaction, but also exists as a counter reference point to the 

client. From a phenomenological perspective, a person must exist in the relationship who 

counters the client in order for the client to be able to be acknowledged by her counter. In being 

with the client, the client and counselor resonate with each other. When the counselor shares this 

type of resonance, or the experiencing of the other, she engages in dialogue with the client. 

Dialogue is characterized by a mutual exchange of experiencing between client and counselor 

(Schmid & Mearns, 2006). Mearns and Cooper (2005, 2017) stated that as depth in the 

relationship and moments of deep contact increase, the client will gradually share her experience 

of the counselor. In this expression, the client increasingly becomes more in touch with her own 

experiencing of UPR and empathy for the counselor, and the expression of these is partially 

influenced by the client’s inherent need to relate with and express positive regard to another, a 

need not described by Rogers (1957, 1959) in his necessary and sufficient conditions of 

psychotherapy.  

 A relationship characterized by such encounters seems to extend beyond what 

researchers have referred to in the literature as a therapeutic alliance (Schmid & Mearns, 2006). 

Furthermore, Mearns and Cooper (2005, 2017) described a historical shift toward a relational, 

intersubjective therapy characterized by a mutual encounter that extends beyond such a working 
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alliance. Mearns and Cooper developed Mearns’ (1996, 1997) original conceptualization of RD, 

providing counselors with a practical approach to working with and meeting clients at RD. More 

specifically, Mearns and Cooper described historical influences on RD as well as considerations 

for facilitating moments of RD.  

Facilitating a Meeting at Relational Depth 

When considering how one facilitates a moment of RD, Mearns and Cooper (2005, 2017) 

described the following concepts in greater detail that characterize RD: presence, mutuality, 

realness, intimacy, and meeting without words. Presence refers to the degree to which the 

counselor and client are psychologically available and are giving themselves fully to the Other in 

the session. The counselor, for instance, may come into session distracted, with numerous 

worries in mind, reducing her presence and availability to the client. Mutuality includes a bi-

directional flow of the conditions between client and counselor. The client may express empathic 

understanding of the counselor’s in-the-moment experience of her client: a mutual exchange of 

empathic understanding. Realness of the counselor or client requires complete transparency and 

genuineness between the client and counselor, such that neither wears masks in session with one 

another (Mearns, 1997). Intimacy describes a connection, a closeness, or a togetherness between 

the client and counselor both in the physical juxtaposition of counselor and client in the room, as 

well as emotional intimacy occurring in dialogue between the client and the counselor. And 

finally, meeting without words refers to a very unique aspect of RD, whereby client and 

counselor experience a phenomenon that is difficult to describe with words (Mearns & Cooper, 

2005, 2017). 

Whereas Mearns and Cooper (2005, 2017) delineated these concepts as important to be 

aware of in the facilitation of RD, they asserted that one cannot create RD or make RD happen. 
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There may be certain actions on the part of the counselor which can increase safety in the 

therapeutic relationship. One salient action the counselor can take to increase the likelihood of 

engaging in RD with a client is to let go. Mearns and Cooper (2005, 2017) stated that the 

counselor must let go of aims/lusts, techniques, and anticipations for the client: in other words, 

the counselor is not trying to do something to the client. Letting go increases the counselor’s 

ability to really listen to the client, to attune to her way of being in the world in a cognitive, 

emotional, and embodied sense. Following extended periods of listening to and fully attuning to 

the client’s way of being, the counselor can knock on the door: a subtle invitation to the client to 

meet the client at a deeper level of relating. Knocking on the door may take the form of a 

reflection or even a question, which prompts the client to go deeper (Mearns & Cooper, 2005, 

2017).  

In session, clients are likely to present different versions of self, some of which clients 

may deem as more acceptable than others. It is the counselor’s responsibility to accept and 

express empathy toward all of these different presentations or configurations of self, as some of 

these configurations may not want to engage at levels of depth (Mearns & Cooper, 2005, 2017). 

Mearns and Cooper referred to this accepting attitude as multidirectional partiality. Another 

attitudinal shift Mearns and Cooper recommended includes having an openness to being affected 

by one's client. For example, the counselor may use a self-disclosure of an immediate reaction to 

a client verbalization that communicates to the client that the counselor has been impacted in 

some way by the interaction. An example of this might be if the counselor were to respond to the 

client, “when you described how anxious you were, it felt like I was experiencing it with you.” 

Mearns and Cooper (2005, 2017) also suggested more active measures the counselor can 

take in order to increase the likelihood of facilitating a meeting at RD. Creating a safe space 
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occurs when the therapist does not force entry into the client's deeper parts of self and maintains 

a consistent, stable, and non-judgmental stance toward the client. Another, minimizing 

distractions, is comprised of any number of actions the therapist may make to increase her ability 

to be present with her client in session, and Transparency involves the counselor being true to 

herself in session, as well as making the commitment to communicate her immediate experiences 

of the client in session. Finally, a similar but different measure for the counselor to take is to 

work in the here and now, whereby the counselor makes statements which relate something the 

client is discussing back to the therapeutic relationship or the immediate encounter (Mearns & 

Cooper, 2005, 2017).  For a breakdown of these terms as they apply prior to session, during 

session, and during moments of RD, refer to Table A.1.  

Table A.1 

Facilitating Relational Depth 

Letting go prior to session Facilitative actions in 
session Characteristics of RD 

Expectations Knocking on the door Meeting without words 
Aims Multidirectional partiality Mutuality 
Techniques Creating a safe space Intimacy 
 Minimizing distractions Realness/Genuineness 
 Being transparent  
 Working in the here and now  

 

Research Examining Relational Depth 

Whereas the previously described factors either characterize or facilitate moments of RD, 

researchers of RD have tended to use a four-domain structure to investigate experiences of RD: 

self-experiences, experiences of the Other, experiences of the relationship, and experiences of 

the moment itself (Cooper, 2013). In a review of the recent literature, Cooper (2013) grouped 

previous research findings in RD into each of these four domains. Whereas this might be a 
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helpful way to conceptualize how RD is studied, this author will conduct a review of studies into 

RD in a way that tracks linear development of research into RD. This author will also discuss 

some highly related literature in the field of person-centered counseling, whereby researchers 

discussed or explored constructs that are fundamental to RD as a construct.  

The Development of Qualitative Relational Depth Research 

Due to its relatively recent emergence as a construct in the psychotherapy literature, 

research into RD is developing. Researchers exploring RD have predominantly used qualitative 

designs to explore factors and related constructs as described by Mearns (1996, 1997) and later 

by Mearns and Cooper (2005, 2017). Moreover, researchers have, for the most part, explored the 

discreet identifiable moments of depth more than RD as an enduring quality of a therapeutic 

relationship.  

In early studies, researchers sought to explore if counselors and clients reported 

experiencing RD in session. Cooper (2005) conducted what appears to be the first study on RD. 

Cooper interviewed eight predominantly person-centered therapists using a phenomenological 

approach to explore their experiences of RD. From this study, Cooper organized participant 

responses into three themes or domains: experiences of the self, experiences of the relationship, 

and experiences of the other. Therapists in the study reported high levels of unconditional 

positive regard, empathy, and congruence, as well as feelings of aliveness, receptivity, 

satisfaction, and immersion in these moments. Cooper determined that the experience of 

relational depth is a distinctive experience, which can be mutual and reciprocal. Researchers 

concluded that future studies should explore the experience of mutuality and its potential 

association with therapeutic outcome.  
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As these initial findings suggested that RD is a distinct phenomenon, researchers 

continued to investigate these moments using predominantly qualitative and other non-

experimental designs. Leung (2009) constructed a survey design experiment as a dissertation, 

recruiting 140 counselors for an online survey with a Likert-type rating scale. Counselors of 

various theoretical orientations reported an average frequency of 4.06—on a scale of 1 to 7—

regarding how frequently they had experienced RD with clients. Overall, 98 percent of 

counselors surveyed could identify a moment of RD. Leung also surveyed 119 clients who were 

participants. Both clients and counselors in the study identified RD as helping them to achieve 

personal growth and change. However, most of the client participants had also been therapists, 

potentially limiting the external validity of the study’s findings. In support of these findings, 

Macleod (2009) conducted a qualitative study with ten participants exploring counselor 

perceptions of RD, wherein nine identified having experienced RD with clients. Therapists from 

three separate theoretical approaches including PC, psychodynamic, and Gestalt spoke 

predominantly of really getting what life was like for their clients who had a disability. 

Therapists were able to identify concrete changes in their clients in moments of RD, including 

physical and emotional changes such as increased eye contact and increased flow of 

communication. Participants also reported feeling as if the counselor and client blended into one.  

Participants reported that counselor flexibility and client willingness to be vulnerable were 

factors which facilitated moments of relational depth. Regarding the relationship, common 

themes included that there was a sense of trust and equal power within the relationship.  

As research continued to develop in support of RD—that most counselors were able to 

identify experiencing RD with clients—researchers began to inquire about client experiences of 

RD. To this end, McMillan and McLeod (2006) used a grounded theory design to investigate 
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client experiences of facilitative qualities of therapeutic relationships which contributed to RD. 

This study is significant in that it is the first exploratory study to map out RD and deeply 

therapeutic relationships from the client's perspective. McMillan and McLeod interviewed ten 

counselors who had at least two prior sessions of therapy. They reported a core category which 

emerged in the data of letting go or being ready to enter into a moment of depth. Participants 

spoke most frequently of both the counselor and client being ready to engage with one another, 

experiencing the counselor as a parental figure, and looking inward and dealing with personal 

issues. McMillan and Mcleod (2006) highlighted their study as the first to explore the experience 

of RD from the counselor’s perspective but suggested that future studies should target more 

diverse samples with participants who have not previously been clients.  

An additional aspect of Leung’s (2009) study included RD from the client perspective, 

whereby clients in the study were able to identify having experienced at least one moment of 

RD. In an in-depth analysis, Knox (2008) conducted the first qualitative study into client 

experiences of RD. In her study, Knox conducted semi-structured interviews with 14 practicing 

and trainee counselors who had prior experiences as clients. Participant responses regarding 

experiences of moments of RD mostly fell into the same domains corresponding to the initial 

Cooper (2005) study, but a fourth subdomain emerged which was later included as a subcategory 

under experiences of the relationship: experiences of the moment itself. Knox reported that all of 

the participants were able to identify having experienced moments of RD, reporting in these 

moments that they enjoyed positive effects such as feeling known, vulnerable, cared for, 

connected to self, more alive, validated, safe, and a sense of delving deeper. Participants in the 

study identified that counselors seemed to offer something above and beyond a typical 

professional role in moments of RD. The study brings up implications for boundaries, as some 
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clients also noted a feeling of merging or blending of boundaries with their therapists, and two 

identified feeling as if RD was not supposed to happen. 

 Knox (2011) followed up this initial study with another qualitative study with 26 

participants in an unpublished doctoral dissertation. Many of the findings confirmed those of her 

prior study, but unique findings in the study included that the client appears to make the decision 

to enter into moments of RD and that the moment itself was difficult to describe. From the study, 

Knox (2011) conceptualized how moments of depth happen, whereby the client initially feels 

safer and the client does the following in sequence: slows down, begins feeling more vulnerable, 

opens up, feels safer, goes deeper, connects with self, and then returns from depth feeling more 

alive, energized, validated, and relieved. Participants also described how the experience of RD 

included moments which flowed into one another rather than isolated moments of RD. Knox 

identified as a limitation that many counselors came to the study with a moment or two of RD in 

mind for the interviews. Knox offered that it was difficult to distinguish how time impacted the 

participant’s recalling of moments of RD.  

As researchers observed that clients were also able to identify having experienced RD, 

researcher inquiries into experiences of RD appeared to gain more focus. Knox and Cooper 

(2010) also investigated moments of RD but focused their attention on relationship qualities 

associated with these moments. Using a phenomenological design, Knox and Cooper asked 14 

participants who were either counselors or counselors-in-training about their prior experiences of 

their counselors in sessions where RD was present. Participants in the study reported that in 

moments where RD was present, they experienced their therapists as trustworthy, real, highly 

genuine, genuinely caring, and trying to understand beyond a typical professional role. 

Furthermore, participants were able to reach depth despite therapist mistakes. In moments where 
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RD was not present, participants reported their counselors as distant, interpreting, and not 

understanding them. Researchers noted trying to sort out counselor actions which inhibited depth 

from those which were simply signs of bad counseling. An overt adherence to a purist form of 

person-centered theory appeared to inhibit depth for some participants. Researchers noted as a 

limitation that the study occurred within a person-centered discourse, perhaps influencing 

participant responses.  

 In another qualitative study, Knox and Cooper (2011) used a phenomenological design 

to explore the client's role in moments of RD from the client's perspective. Knox and Cooper 

interviewed 14 participants, all of whom were counselors or counselors-in-training. Knox and 

Cooper (2011) supported Knox's (2011) finding that clients make a decision to become 

vulnerable in therapy when they perceive the core conditions from the therapist. A unique 

finding from the study included that prior experiences in therapy may have prepared clients to 

enter into moments of RD. Researchers reported no differences in participant responding across 

client demographic variables including age, gender, and ethnicity. However, researchers noted 

that participant responses suggested that clients are more deliberate and take time leading into 

moments of RD based on prior experiences in therapy. This finding was inconsistent with 

therapist descriptions in prior studies of RD emerging spontaneously. Researchers offered that 

these findings have implications for the client’s active role in their reception of the counselor’s 

UPR, empathic understanding, and congruence. The previously described qualitative studies 

appeared to indicate that RD is a distinct phenomenon which can be identified by clients and 

therapists. Furthermore, it appears that clients and therapists may perceive RD differently. The 

client may take more of an active role in deciding to enter into moments of RD, whereas the 

counselor may only be able to provide a high level of facilitative conditions of RD. One 



60 

limitation in these studies concerns their samples, as a large percentage of participants in many 

of these studies either had prior experience as counselors or were current counselors-in-training. 

Future studies with clients who had not previously served as counselors would appear to extend 

the qualitative literature on relational depth.  

 Quantitative studies into RD are scarce and, similar to qualitative studies into RD, 

contain some limitations which affect the interpretation of each study's findings. Nevertheless, 

these studies may have revealed new insights into RD, as well as solidified that RD is a 

potentially beneficial phenomenon for counselors and clients (Cooper, 2013). Furthermore, a 

promising implication for RD research concerns quantifying the positive impact which clients 

have described in numerous qualitative studies in terms of impact on therapeutic outcomes.   

Quantitative Studies of Relational Depth 

With some initial support for the existence of RD, research into RD has shifted. Namely, 

researchers have increasingly begun to use more quantitative designs to study RD. Initially, 

researchers sought to study the mutual experience of RD in counseling between the client and the 

counselor. For instance, Cooper (2012) investigated the mutual experience of client and 

counselor-rated levels of connection in session in a non-experimental analogue study. Cooper 

asked 80 client-counselor dyads to rate minute-to-minute level of connection while viewing a 20-

minute session. Cooper reported a median correlation of client-counselor moment-to-moment 

level of connection of .76, suggesting considerable overlap in mutual perceptions of connection. 

Cooper also used a multilevel regression analysis—due to the fact that counselors and clients 

were nested within dyads—to investigate predictors of in-session connection. Cooper included 

various counselor characteristics such as gender, ethnicity, and personality traits. Among 

predictors, Cooper found that when clients perceived their counselors as worried or anxious, they 
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demonstrated a reduced increase in connection over time, such that clients felt more connected 

with counselors rated low on neuroticism after minute six in session. Cooper concluded that 

counselors can be fairly confident that when they perceive connection, that clients will likely 

perceive it as well. However, Cooper noted that observed differences across individual 

counselors suggest that counselors may differ highly in their ability to offer connection. Cooper 

noted that the study has limitations to external validity due to using clients who were prior 

counselors. Cooper suggested that future studies should explore the effect of counselor anxiety 

on levels of perceived connection.  

 Frzina (2012) conducted a similar study concerning client-counselor experience of 

mutual connection in session. In this study, Frzina asked a single counselor-client dyad to rate 

moment to moment connection after watching a practice skills session. Frzina used a grounded 

theory design to explore emergent themes related to moments when clients and counselors 

identified that they felt either connected or disconnected. Frzina did not calculate a correlation 

coefficient due to the use of only one dyad, but reproduced a figure indicating considerable 

overlap between client and counselor identified moments of connection and disconnection. The 

themes of moments of connectedness and moments of disconnectedness emerged in the analysis. 

Subthemes under moments of connectedness included the experience of the counselor's 

congruence, of the client being listened to, and of the client having time to process. Subthemes of 

moments of disconnectedness included the experience of not being in tune with the counselor 

and of the counselor working too hard to interpret the client. Frzina concluded that the 

counselor’s skills, not the counselor’s theoretical orientation, may be linked to experiences of 

connectedness in session. The study used only one dyad, thereby the external validity of the 

findings are limited. 
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Although these studies hallmarked an initial shift in research designs, Wiggins, Elliott, 

and Cooper (2012) conducted the first predominantly quantitative study into client and counselor 

experiences of RD. Seeking to develop a quantitative measure to explore the prevalence and 

characteristics of RD events in counseling, Wiggins and colleagues created an online 

questionnaire for content analysis of RD presence in therapeutic situations and included the 

Relational Depth Inventory (Wiggins, 2011). Wiggins (2013) noted that she utilized a grounded 

theory analysis of data collected in prior workshops as a part of an unpublished dissertation to 

create the initial 64-item measure used for the study. A total of 343 participants responded to 

initial requests to complete the study, with a reported response rate of between 15-43%. She first 

asked participants to identify a moment in therapy when they experienced the state of profound 

contact identified by Mearns and Cooper (2005, 2017) in their definition of RD. Wiggins then 

asked participants to rate 64 items on a 1-5 scale assessing the extent to which such qualities 

were present during the identified significant event in therapy.  Two doctoral students conducted 

the content analyses to identify whether RD was present on a three-point Likert scale ranging 

from "not at all present" to "clearly present".  

 One major finding of the study included that RD was probably present in about 26% of 

significant events identified in therapy, and clearly present in 8%, for a combined percentage of 

34% of significant events in therapy. Another finding of the study was that the RDI was 

moderately correlated with the working alliance, suggesting that RD is similar but separate from 

working alliance. Researchers also reported finding that RD may be composed of many different 

factors, particularly those associated with non-romantic love, connectedness, intimacy, 

mutuality, and respect.  
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There are a few limitations when interpreting the study’s findings. It may be difficult for 

some to interpret the meaning of RD being “probably” present. Furthermore, participants in the 

study responded to an email suggesting that participants may have been more relational than the 

typical client or counselor. Furthermore, the online administration of the survey may have 

limited the diversity of the sample. Finally, the researchers dichotomized the level of 

significance variable into categories of probability of RD presence, causing them to have 

potentially lost information about degrees of RD presence. 

In order to investigate counselor factors that contribute to RD, Tangen and Cashwell 

(2016) used a qualtrics survey asking participants to rate how important each of 90 statements 

were in contributing to moments of RD, as well as how frequently the counselors used the 

factors identified in the statements. Several major findings emerged in this concept mapping 

study. The first is that the counselor uses concrete counseling skills, the genuine relationship, and 

spirituality to facilitate RD. The second, third, and fourth findings of the study were interrelated, 

and spoke to developing the counselor’s ability to meet clients at RD. The second finding is that 

the counselor’s experiencing and processing of feelings which have arisen spontaneously in 

interaction with a prior therapist or a supervisor may help develop the ability to integrate self and 

counseling skills. The third is that the counselor’s prior experiences of relational depth helped 

counselors to be able to offer RD.  The fourth is that counselors believe that the skills needed to 

offer clients RD can be learned. Taken together, it would seem that counselors can increase their 

ability to offer clients meetings at RD through spiritual and relationally deep experiences, as well 

as in training.  The fifth finding is that RD is related to specific counseling skills and intentional 

structuring of the therapeutic environment by the counselor. This finding suggests that 

counselors should be trained to provide structure for clients and should understand theoretically 
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intentional use of interventions. This study is significant in that researchers used quantitative and 

qualitative data, supporting findings of prior studies of counselor factors which are facilitative of 

RD. Researchers noted that the length of the study may have fatigued participants in a way that 

influenced their responding. Furthermore, researchers noted that participants may have been 

influenced to respond in a socially desirable manner.   

As of yet, no known studies using experimental designs exist, nor published studies 

linking specific measures of RD to measures of outcome in counseling. Researchers have 

conducted studies that trend in this direction. In a study examining mutual counselor-client 

expression of the core conditions, Murphy and Cramer (2014) utilized the Barrett-Lenard 

Relationship Inventory to investigate the relationship between counselor and client expression of 

the counselor’s attitudinal conditions of UPR, empathy, and congruence toward one another. 

Murphy and Cramer surveyed 72 clients and counselors in their study. Researchers asked clients 

to fill out the measure regarding their perceptions of their counselor’s provision of the 

conditions, as well their provision of the conditions toward their counselors. Murphy and Cramer 

asked 12 counselors to fill out the measure in the same manner regarding their perception of their 

client’s provision of conditions toward them, as well as their provision of the conditions toward 

their clients. Findings from the study included that client views of the quality of the relationship 

predicted outcome better than therapist views, client perception of the relationship and outcome 

was strong when both clients and therapists mutually perceived conditions provided by the 

therapist, and that outcome was also strong when mutual levels of the conditions were perceived 

in the other by the client and the therapist. These findings support that mutual expression of 

therapeutic conditions may contribute to therapeutic outcome.  
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Also promising are the findings of an unpublished study with 42 participants, whereby 

Wiggins (2011) reported that, having controlled for pre-therapy scores on various measures 

including those measuring the therapeutic relationship, client feelings during the week (two 

outcome measures), and client perception of attainment of identified goals for therapy, RDI 

scores emerged as a statistically significant predictor of post-therapy outcome scores. Wiggins 

reported effect sizes related to reliable change in scores on the outcome measures, noting 

clinically meaningful changes for client feelings during the week (ES=1.29, 1.55; where .5, .6 

indicate reliable change respectively) and attainment of goals (ES=1.47; where 1.43 indicates 

reliable change) reporting. An important finding from the study was that the therapeutic 

relationship did not correlate with post-therapy outcome scores, however RDI scores were 

correlated with post-therapy outcome scores. Linking RD to outcomes in therapy shows promise 

for expanding the research with more rigorous designs. 

In light of the recent developments in RD research and despite the lack of rigorous 

designs, it appears that one can draw some tentative conclusions from the RD literature.  In his 

conclusion of the RD research literature, Cooper (2013) noted that it appeared that most 

therapists and clients can identify having experienced RD. Furthermore, it seems that researchers 

have discovered some factors associated with RD such as presence, genuineness, intimacy, 

mutuality, and a sense of losing track of time (Cooper, 2005; Cooper, 2013; Knox, 2008, 2011;  

Macleod, 2009). Just as well, whereas researchers have identified some helpful therapist 

characteristics for facilitating moments of RD such as trustworthiness; realness; and intent to 

understand beyond a typical professional level (Knox & Cooper, 2010), the client appears to 

exert some control over whether they decide to enter into moments of depth (Knox & Cooper, 

2011). Experiencing these moments of depth has been described across studies in generally 
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positive and encouraging ways (Cooper, 2013), and the experience of RD may be associated with 

client-reported significant events in therapy and therapeutic outcomes (Wiggins, 2013; Wiggins 

et al., 2012). 

However, one must draw tentative conclusions due to some of the methodological 

limitations indicating that RD is an emergent construct in the psychotherapy research: lack of 

studies using experimental designs, preponderance of qualitative studies, and unclear use of 

measures to insure trustworthiness in qualitative studies. Despite these limitations, a growing 

body of studies demonstrate promise in exploring RD quantitatively, and researchers have 

devised measures to explore RD as single identifiable moments in therapy as well as overall RD 

in the therapeutic relationship (Di Malta, 2016; Wiggins, 2011). Those researchers constructing 

RD measures have identified as limitations the utilization of snowball and convenience samples 

with large percentages of participants who were prior therapists or who had an interest in 

relational topics (Di Malta, 2016; Wiggis, 2011). Thus, a gap appears to exist regarding studies 

of RD with the general population of clients in therapy.  RD researchers have also called for 

future RD research to measure its relationship with therapeutic outcomes (Di Malta, 2016; 

Cooper, 2013; Wiggins, 2011), and prior outcomes have included self-report measures associated 

with psychological distress in general psychotherapy. Thus, another gap appears to exist 

regarding RD’s relationship with positive therapeutic outcomes related to specific clinical 

populations, such as clients with SUDS. As a relational factor, RD may be related to positive 

outcomes in these populations. What remains to be examined is the extent to which RD 

contributes anything new to prior SUD treatment research indicating that facilitative conditions 

and the therapeutic alliance do predict positive outcomes in SUD treatment. 
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Relational Depth as a Unique Relational Factor 

In a critique of RD, Wilders (2013) noted the inconsistent associations RD authors made 

of RD with person-centered (PC) theory, stating that in some aspects RD offers little which is 

new to PC theory while simultaneously being theoretically inconsistent with a PC approach. 

Indeed, Mearns and Cooper (2005, 2017) have acknowledged the PC origins of RD, but assert 

that RD offers something above and beyond the facilitative conditions. RD theorists have 

asserted that RD can either refer to a quality of a therapeutic relationship or can exist as an 

observable moment in therapy which occurs at a deep level of psychological contact and includes 

a dynamic blending of the counselor’s empathic understanding, UPR, and genuineness. 

Moreover, RD researchers have asserted that moments of RD are concrete experiences which can 

contribute to positive outcomes as reported by clients (Wiggins et al., 2012).  

Regarding a purely PC approach, Mearns and Cooper (2005, 2017) critiqued an 

overreliance on a more one-sided therapeutic approach often seen in PC counseling: the 

counselor does not challenge a client and focuses purely on providing a warm and accepting 

environment. Mearns and Cooper (2005, 2017) supported a more active approach from the 

counselor, consistent with more contemporary PC approaches that incorporate the concept of 

encounter. Schmid (2001a) argued that in order to define self, the client must encounter a 

counselor who not only mirrors the client’s experiencing but who also offers a different 

experience. Within this encounter the counselor acknowledges the client (provides UPR) and 

engages in a dialogue. From this perspective, the dialogue becomes the therapy. As the client is 

increasingly seen, known, and countered in a respectful and accepting way, the client 

increasingly chooses to engage in greater levels of depth (Mearns & Cooper, 2015, 2017) and 

even begins to experience feelings of empathic understanding and UPR toward the counselor’s 
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internal frame of reference and in-the-moment experiencing. RD may thus be more interactive 

than traditional PC theoretical applications: whereby the counselor provides facilitative 

conditions. RD also seems to incorporate deeper levels of relating than just collaboration on 

goals and tasks of therapy offered by theorists of the working alliance (Horvath, 2000). Thus, RD 

theorists may have offered a unique construct and relational factor for SUD researchers.  

Substance Use Disorders 

In 2014, more than 2 million Americans received treatment for SUDS and another 18 

million Americans with SUDs did not receive treatment (National Survey on Drug Use and 

Health [NSDUH]: Center for Behavioral Statistics and Quality, 2016). The consequences of 

substance abuse are staggering, costing 740 billion dollars per year in expenses related to crime, 

health care, and lost work productivity (National Institute of Drug Abuse [NIDA], 2017). SUDs 

disproportionately affect those living in impoverished or violent neighborhoods (Substance 

Abuse and Mental Health Services Administration [SAMHSA], 2018a). Among ethnic groups in 

the United States, Native Americans and Pacific Islanders report illicit substance use rates 

roughly 50% higher than the national average (SAMHSA, 2018b). Gender also plays a factor in 

substance abuse, whereby men report illicit drug use and binge drinking that is approximately 

40% higher than women (NSDUH: Center for Behavioral Statistics and Quality, 2016). 

Whereas SUDs affect diverse populations, in general, people with SUDs may be more 

likely to experience stigma from others contributing to lower self-esteem and higher rates of 

depression and anxiety (Birtel, Wood, & Kempa, 2017). According to the NSDUH (Center for 

Behavioral Statistics and Quality, 2014), approximately half of adults with SUDS have co-

occurring disorders. People with SUDs may have genetic and biological dispositions which can 

predispose them to mental health disorders and attachment-related problems (Flores, 2006). 
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Furthermore, active addictions can cause changes in the brain which impair social cognition and 

alter normal patterns of behavior (Kelley & Berridge, 2002; Preller et al., 2014; Saunders and 

Janak, 2014; Uhlman, Ipser, Wilson, & Stein, 2018). Taking such changes into context with 

elevated rates of stigma in interpersonal relationships (van Boekel, Brouwers, van Weeghel, & 

Garretsen, 2016), those with SUDs appear to be more likely to experience social isolation and 

impaired social support (Birtel et al., 2017; Room, 2005). Furthermore, those with SUDs may 

have experienced isolation from the disingenuous, maladaptive, and disempowering relationships 

one commonly forms with others who share a common high priority goal of using and obtaining 

substances (Cameron, 2012; Flores, 2006; Hartling, 2004).  

Whether isolated by stigma or manipulative relationships, some authors have proposed 

that addiction is an attachment disorder—a disease of disconnection–to be treated through 

empowering relationships (Flores, 2004; 2006; Hartling, 2004). From a neurobiological 

perspective, some have proposed common processes in the mammalian brain—shown to be 

involved in the development of addiction, as well as social bonding, and maternal behavior in 

rats, as possible explanations one may form a sort of attachment to a substance (Burkett & 

Young, 2012; Insel, 2003; Montero González & Mondragón Egaña, 2016). Indeed, in a meta-

analytic review of the literature, researchers found that those with insecure attachment styles 

used substances to a greater amount than those with secure attachment styles (Fairbairn et al., 

2018). Fairbairn and colleagues proposed that substances may replace the emotion regulation 

function of secure relationships in the absence of such attachments. A potential connection 

between attachment and the development of SUDs may have implications for SUD treatment. 

More specifically, Flores (2006) proposed attachment-oriented treatment for addictions as a 
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paradigm shift, wherein the client with a SUD learns how to maintain healthy and supportive 

relationships which help the client to sustain her recovery.  

In accordance with Flores’ description of a paradigm shift, evidence-based counseling 

interventions for treating SUDs have traditionally been directive and behaviorally-focused to 

include cognitive-behavioral, motivational, and brief interventions (Blonigen, Finney, 

Wilbourne, & Moos, 2015; Martin & Rehm, 2012; Miller, Forcehimes, & Zweben, 2011). In 

studies of such treatments, outcomes are often modest (Gossop, Marsden, Stewart, & Kidd, 

2003; Miller & Moyers, 2015; Magill & Ray, 2009). In a meta-analysis of 53 RCTs, Magill and 

Ray (2009) concluded that cognitive-behavioral interventions demonstrated small, but 

statistically significant, treatment effects (hedge’s g=.144). Furthermore, meta-analyses of 

motivational and other brief interventions have reported statistically significant effects on use 

outcomes with a wide range of effects across studies (Kaner et al., 2009; Lundahl, Kunz, 

Brownell, Tollefson, D., Burke, 2010; Magill et al., 2018). Thereby, it may benefit addictions 

researchers to consider other influential variables contributing to outcomes in SUD treatment 

research.  

Influential Variables in Addictions Treatment Research 

The wide range of effects observed in treatment studies has been attributed to a lack of 

studying specific client factors in the context of treatment interventions (Miller & Moyers, 

2015). Prior studies have explored various fixed client factors such as age and gender, and 

influential predictors of treatment engagement and retention (Brorson, Arnevik, Rand-

Hendricksen, & Duckert, 2013; Brown, Bennett, Li, & Bellack, 2011; Stark, 1992).  However, in 

a systematic review of the literature, Brorson et al. (2013) concluded that age was not a predictor 

of treatment drop-out in 49 out of 72 studies, and gender only statistically significantly predicted 
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drop-out in 10 of the 62 studies reviewed. With regard to gender, being male predicted the 

client’s dropout in half of the studies, whereas in the other half of studies, the client’s 

identification as female predicted dropout.  

In contrast, treatment process variables, however, such as community support 

involvement and length of treatment may be more influential variables in SUD treatment 

outcomes. For instance, 12-step participation predicts use outcomes (Humphreys, Blodgett, & 

Wagner, 2014; Moos & Moos, 2006) and treatment duration and intensity, such as length of 

treatment or the number of sessions in treatment have been discussed in the SUD treatment 

literature as demonstrating positive effects on treatment outcomes (Gates, Sabioni, Copeland, Le 

Foll, & Growing, 2016; Schmidt, Bojesen, Nielsen, & Andersen, 2018). However, Schmidt and 

colleagues argued that whereas the majority of studies observed treatment length by measuring 

weeks of planned therapy, the measurement of actual attended sessions may be more associated 

with positive SUD treatment outcomes. Indeed, in their systematic review of 23 randomized 

controlled trials, Gates et al. (2016) found improved treatment outcomes for psychosocial 

interventions (including those designed to enhance motivation change for change) delivered for 

more than four sessions on cannabis use and level of dependence. Additionally, the frequency of 

individual counseling sessions has been discussed as an enhancement to drug treatment programs 

contributing to increased abstinence at 30-days and 6 months in outpatient drug treatment 

(Fiorentine & Anglin, 1996; 1997). Conceptually, treatment components such as Alcoholics 

Anonymous meetings and individual counseling sessions may be seen as complementary 

treatment process variables to group therapy: the standard modality of SUD treatment (Center for 

Substance Abuse Treatment. 2005).   
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Indeed, it seems that community support involvement (12-step participation) and 

treatment length may be potential influential treatment process variables related to SUD 

treatment outcomes. Additionally, the recently observed trend in research into relational factors 

such as the therapeutic alliance increasingly looks at how such factors can predict a client’s 

motivation to change (Brocato & Wagner, 2008; Cook, Heather, & McCambridge, 2015; Ilgen, 

McKellar, Moos, & Finney, 2006), and researchers of relational factors in SUD treatment appear 

to be increasingly favoring this variable over outcomes related to SUD treatment.  

Motivation to Change 

Motivation to change stems back to the decisional balance of pros and cons described by 

Janis and Mann (1977). From a decisional balance perspective, a person experiences greater 

motivation to change when the costs of a behavior outweigh the benefits of this behavior. As a 

construct, numerous authors have adapted motivation to change and integrated them into various 

humanistic self-change/self-actualizing theories and approaches like motivational interviewing 

(MI), which incorporate these theories. The Transtheoretical Model of Change (TTM), 

developed by Prochaska, Norcross, and DiClemente (1995), is a popular self-change theory 

based in self-actualizing that describes how motivation to change fluctuates as a person moves 

through stages of change. Miller and Tonigan (1996) developed a measure to assess motivation 

to change substance use based in the TTM. However, Miller and Tonigan (1996) noted that 

whereas their measure was originally aligned with stages in the TTM, the instrument actually 

measures motivation to change as a construct with three continuous processes underlying 

motivation to change including ambivalence, recognition of a problem, and taking steps to 

change the problem. Because RD is theorized to benefit clients by connecting them with deeper 

parts of themselves, it is very much based in humanistic perspectives of change which hinge 
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upon the client’s self-actualizing, motivation to change may be the most appropriate measure in 

addictions research to explore the client’s self-actualizing process. Furthermore, due to its 

theoretical association with the TTM, a brief overview of this model contributes to a greater 

understanding of motivation to change and its underlying processes. 

Transtheoretical Model of Change 

Prochaska and colleagues developed the TTM in the 1970s; it was originally intended to 

conceptualize how smokers decide to quit smoking (Prochaska et al., 1995). The model contains 

nine processes of change which underpin a person's movement through the stages of change. 

These change processes are applied at different stages of change to facilitate a person's 

movement toward their own change. The five stages of change are pre-contemplation, 

contemplation, preparation, action, and maintenance. Prochaska and colleagues noted that even 

though changers can move in and out of these stages as their decisional balance scale and 

ambivalence fluctuate, in a general sense: as the person moves into higher stages of change, the 

person experiences increasingly less ambivalence about change. For example, a person currently 

taking actions to quit smoking in the action stage will be more committed to change, and thus 

less ambivalent about change than a person in the contemplation stage. Similarly, one also 

increasingly recognizes the existence of a problematic behavior as one moves into higher stages 

of change (Prochaska et al., 1995).  

Within the TTM, the process of change is at least partially influenced by external forces. 

The most relevant of these external forces, in the context of the present study, includes helping 

relationships. Prochaska and colleagues stated that the helping relationship provide "support, 

caring, understanding, and acceptance" (Prochaska et al., 1995, p.32). These aspects of the 

relationship circumvent confrontation, which in the TTM leads to greater denial of a problem. 
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Furthermore, Prochaska and colleagues described that helping relationships are so vital because 

of the difficulty inherent in loved ones relating to one another when a person, in need of change, 

is experiencing emotional pain. Another pivotal change process related to the proposed study 

includes consciousness-raising, whereby the client becomes more aware of information about 

self and the problem in need of change. Finally, emotional arousal may also be influenced by 

external forces (such as a therapist) and is thereby relevant to the proposed study (and the 

therapeutic relationship) as the client must experience and express feelings about the problem to 

enhance motivation to change (Prochaska et al., 1995): as the client becomes increasingly aware 

of the consequences of the problem and the emotions associated with it, she is likely to 

experience less ambivalence and greater motivation to change.  

As previously stated, Miller and Tonigan (1996) attributed motivation to change to Janis 

and Mann's (1977) psychological analysis of decision-making. In this process of analysis, Janis 

and Mann described motivation to change as a decisional balance between the pros and cons of a 

behavior: which can be in a constant state of fluctuation. Within the context of substance use, 

researchers have referred to the negative consequences and positive effects of substance use, 

whereby the person is in a state of deciding whether to use based on an appraisal of this balance 

(Miller & Rollnick, 2013). A person’s values and goals for life inform this decisional balance, 

such that a person wanting to change her alcohol use evaluates the pros and cons of her 

behaviors—related to substance use—in the context of their congruence with the values and 

goals that drive that person’s intrinsic motivation (Miller & Rollnick, 2013).  Miller and Rollnick 

theorized that as a person moves through the stages of change, the person becomes more 

connected to her intrinsic motivation to change problematic substance use. 



75 

Research into motivation to change supports this construct as helpful in predicting 

behavior change. Whereas MI literature largely supports motivation to change, studies of other 

treatment support intent to change as a general construct. For example, Webb and Sheeran 

(2006) conducted a meta-analysis of 47 studies of interventions designed to affect behavior 

change through one’s motivation or intent to change problematic behaviors. Webb and Sheeran 

calculated a sample-weighted effect size of Cohen's d =.66 across a broad range of behaviors: 

which they deemed to be a medium to large effect in overall increase in intent to change 

behavior. Webb and Sheeran explored intent to change as a mediator in these studies to explore 

the subsequent change in behavior. Webb and Sheeran observed that researchers conceptualized 

intent or motivation to change through various theories of change.  The authors noted that studies 

varied on how much interventions were designed to increase intent or motivation to change, but 

they determined that the greater the intervention targeted intent or motivation, the greater the 

behavior change (r =.57). They concluded that motivation to change appears to effect behavior 

change, particularly when measured at multiple intervals.  

A recent longitudinal study of motivation to change confirms the findings of this meta-

analysis (Korcha, Polcin, Bond, Lapp, & Galloway, 2011). Researchers in the study explored 

motivation to change using the Alcohol and Drug Consequences Questionnaire (ADCQ; 

Cunningham, Sobell, Gabin, Sobell, & Breslin, 1997) in terms of the decisional balance between 

pros and cons associated with alcohol use in 323 participants in residential recovery homes. 

Researchers in the study measured substance use at 6-month intervals over a course of 18 

months. Korcha and colleagues reported that the most robust finding was that one’s perceptions 

of the costs of maintaining drug use was associated with use at 18 months (r =.42) and one’s 

perceived benefits of changing were also associated with use at 18 months (r =.27). Korcha and 
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others reported that their study’s measures of motivation to change was limited as a 

costs/benefits decisional balance only. Korcha and colleagues suggested that researchers of 

future studies use other measures of motivation to change.  

 Motivation to change may also play a role in predicting relapse. In a study of various 

antecedents to relapse, Miller, Westerberg, Harris, and Tonigan (1996) found that the motivation 

to change cognitive factor subscales (taking steps, and recognition of a problem) scores of the 

SOCRATES measure predicted 24% of the variance in relapse scores, highlighting the 

importance of not only ambivalence, but also of the active cognitive processing of change. Other 

studies suggest that motivation to change is an important variable in use outcomes. Ilgen, 

McKellar, Moos, and Finney (2006) performed secondary data analysis on 753 clients from 

project MATCH to investigate the interrelationships between motivation to change, the 

therapeutic alliance, and posttreatment alcohol use. Researchers used the University of Rhode 

Island Change Assessment (URICA-A; DiClemente & Hughes, 1990) to assess motivation to 

change. Researchers reported that baseline motivation to change was related to alcohol 

consumption at 6-month and 1-year follow-up. Furthermore, they observed an interaction 

between baseline motivation to change and participants who had low motivation to change 

beginning treatment, such that improvements in counselor perceptions of the alliance mitigated 

the effects of low baseline motivation to change. Their findings suggested that there may be 

distinct types of clients based on levels of motivation to change entering treatment. Of note, the 

therapeutic alliance did not strongly mediate this relationship for clients entering treatment with 

high levels of motivation to change. Another finding suggests that motivation to change may act 

as a mediator of SUD outcomes related to use. In their study, Cook and colleagues (2015) 

suggested that the client’s level of post-treatment motivation to change mediated the therapeutic 

https://www.sciencedirect.com/science/article/pii/S0740547206001036?_rdoc=1&_fmt=high&_origin=gateway&_docanchor=&md5=b8429449ccfc9c30159a5f9aeaa92ffb#bib6
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alliance’s impact on post-treatment drinking outcomes. When synthesized with Webb and 

Sheeran’s (2006) findings, motivation to change may be an important mediator of change in 

actual substance use behavior.  

The strength of motivation to change as a mediator may be at least partially influenced by 

the counselor. Within Janis and Mann's (1977) theoretical conceptualization of motivation to 

change, social factors in the environment can influence motivational states. Janis and Mann’s 

theoretical tenet is supported by Korcha and colleagues’ (2016) study: namely, those participants 

with high numbers of social contacts were more likely to maintain abstinence when they also 

perceived more benefits for abstinence, suggesting a higher number of social contacts may result 

in more exposure to traits and behaviors that influence motivation to change. Moreover, in Webb 

and Sheeran’s (2006) study, social pressure, support, and encouragement had a medium effect on 

participants’ intention to change a behavior (d=.64). 

 Within a therapeutic context, social factors in the environment may include counselor 

traits and behaviors. Indeed, after reviewing the literature, Miller (1985) concluded that 

researchers had previously underestimated the association between observable behaviors and 

motivation to change. Furthermore, Miller determined therapist empathy, expectancy, and 

hostility to be strong determinants of motivation to change. Varying degrees of these 

characteristics may differentiate more confrontational styles from more supportive styles. The 

seminal theorists of the TTM (Prochaska et al., 1995), as well as MI (Miller & Rollnick, 2013), 

heed the importance of the counselor’s support and discourage counselors from using 

confrontational techniques. In a randomized controlled trial of therapist style and its association 

with motivation to change, Miller, Benefield, and Tonigan (1993) offered participants a free 

drinker's check-up to provide them with feedback on the level to which their current alcohol use 
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was harming them. Miller and colleagues randomly assigned participants either to a 

confrontational condition, a client-centered supportive feedback condition, or a waitlist delayed 

feedback condition. Researchers asked participants to come back for a follow-up session. After 

reviewing audiotapes of the follow-up sessions, researchers found that participants in the client-

centered supportive condition were much less likely to demonstrate behaviors consistent with 

denial such as: arguing, interrupting, and ignoring. Denial is conceptualized within the TTM as a 

sign of low motivation to change (Prochaska et al., 1995). 

Characteristics Associated with Motivation to Change 

With regard to motivation to change, length of treatment and 12-step involvement may be 

involved in motivationally related outcome indices (Brocato & Wagner, 2008; Norcross, Krebs, 

& Prochaska, 2011). For the present study, the researcher seeks to assess the potential influence 

of treatment process variables within the context of participant experiences of RD in the 

prediction of participant motivation to change. Thus, these additional process variables are 

hypothesized to contribute to outcomes, but extensive literature reviews of these variables are 

beyond the scope of this study. However, a brief overview of the associations between these 

predictors and motivation to change follows.   

The first of these, length of treatment, refers to how much treatment the client has 

currently been exposed to, which can be measured by the number of weeks in treatment or the 

number of sessions completed (Schmidt et al., 2018). In one study, researchers found length of 

treatment to be a significant predictor of motivation to change (Brocato & Wagner, 2008). 

However, this variable does not appear to be largely explored in the motivational literature. The 

relationship may be such that the more exposure a client has to treatment, the more they may 

come to see the benefits of change, thereby increasing motivation to change. Another variable, 
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community support involvement, may have a relationship with motivation to change such that 

each variable affects the other in a circuitous manner; namely higher motivation to change would 

increase community support involvement, or community support involvement could increase 12-

step attendance, or both. This relationship has not been clearly delineated in the literature. 

However, a meta-analysis of 39 studies across various psychotherapy outcomes indicated 

that motivation to change demonstrated the strongest effects in programs that included 12-step 

facilitation (TSF) as the primary approach to treatment (Norcross et al., 2011). It would appear 

that researchers have established some tentative evidence that treatment process variables can 

influence outcomes in SUD treatment research. Additionally, Miller and Moyers (2015) 

encouraged future researchers to account for client variables that occur in interaction between the 

counselor and the client, such as the therapeutic relationship.  

The Therapeutic Relationship in Substance Use Disorder Treatment 

The counseling relationship, in general, does not appear to have been as extensively 

researched in the SUD treatment literature as in the general psychotherapy literature. Researchers 

in SUD treatment literature have noted the trend in the addictions field to focus on evidence-

based interventions and have encouraged future researchers to explore variables related to the 

therapeutic relationship (Miller & Moyers, 2015: Moyers & Miller, 2013). Despite an apparent 

stronger focus in the addictions literature on exploring various theoretical and atheoretical 

approaches to SUD treatment, Miller and Moyers (2015) noted that treatment effects appeared to 

be small related to specific approaches or theoretical applications. Indeed, cognitive-behavioral 

interventions have a broad base of evidentiary support in the counseling and psychotherapy 

literature; however, in the addictions literature these effects are small in terms of practical 

significance (Magill & Ray, 2009).  
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Motivational approaches, along with cognitive-behavioral approaches, may have the 

broadest base of evidence in the SUD treatment literature (Miller & Wilbourne, 2002), and yet 

Miller and Moyers (2015) described larger effects attributable to therapist factors such as 

empathy, warmth, UPR and other relational factors, such as the working alliance and client 

feedback. Miller and Moyers have also noted a wide variation in outcomes among individual 

therapists in various studies in the general psychotherapy literature (Crits-Christoph, Baranackie, 

Kurcias, & Beck, 1991; Luborsky, McLellan, Diguer, Woody, & Seligman, 1997), indicating 

that a therapist-treatment approach interaction may be occurring. In one related study, the 

specific counselor assigned to a client accounted for 11% of the variance in alcohol use disorder 

treatment outcomes (Moyers, Houck, Rice, Longabaugh, & Miller, 2016). In light of these 

findings, I will discuss the development of research in the SUD treatment literature related to the 

counseling relationship and commonly studied therapeutic outcomes, as well as studies into the 

development of strong therapeutic relationships.  

Therapeutic Alliance in the Substance Use Disorder Treatment Literature 

As previously stated, research into the therapeutic relationship appears to be modest in 

comparison to the preponderance of studies into treatment approaches and techniques in the 

addictions literature. Meier, Barrowclough, and Donmall (2005) conducted a systematic review 

of the addictions treatment literature over the previous 20 years to explore the therapeutic 

alliance and its relationship with various outcomes including treatment retention, engagement, 

and substance use. Meier and colleagues determined that the therapeutic alliance demonstrated 

the strongest support when treatment retention was used as an outcome. Alliance was also a 

significant predictor of treatment engagement in 3 of the 4 studies reviewed. Support for the 

relationship between engagement and retention outcomes was modest but consistent (between r 
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=.15 and r =.30). Meier and colleagues cautioned readers in the interpretation of their findings, 

highlighting that studies varied considerably in measurements of alliance and methodological 

quality.  

Some of the studies Meier and colleagues (2005) reviewed raise important implications 

for the therapeutic alliance in substance abuse treatment. For example, Barber et al. (2001) 

conducted a study of therapeutic alliance as a predictor of outcome in clients with cocaine 

dependence. The therapeutic alliance demonstrated a positive relationship with retention in 

treatment in an individual drug counseling and supportive-expressive therapy condition, but not 

in cognitive therapy, demonstrating a negative relationship. Barber et al. suggested that a focus 

on cognitive interventions early on in treatment may have weakened initial alliances in the 

cognitive therapy group, extending stays in treatment. Belding, Iguchi, Morral, and McLellan 

(1997) studied the alliance in 53 clients in opiate dependence treatment, finding that alliance did 

not predict dropout from treatment. However, Belding and colleagues surmised that client use of 

methadone during treatment may have limited the development of therapeutic alliances. Belding 

and others also suggested that limiting counselors to a standardized behavioral intervention may 

have also impeded variability in counselor ability to build working alliances.  

In support of these findings, Brorson and colleagues (2013) conducted a more recent 

systematic review of the literature for studies examining risk factors that predict drop-out from 

addiction treatment. Among the six studies reviewed, all reported therapeutic alliance as a 

statistically significant predictor of drop-out of from treatment. In one study, Cournoyer, Brochu, 

Landry, and Bergeron (2007) surveyed 248 participants using the California Alliance Scale 

(CALPAS; Gaston & Marmar, 1995) to investigate the therapeutic alliance, client behavior, and 

client drop-out from treatment. Participants in the study were referred to one of two different 
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programs either for reasons of presence of severe mental health symptoms or because of 

involvement in the legal system. Cournoyer and colleagues found that the client’s attitudes about 

and trust in the counselor, along with therapist involvement, were the strongest predictors within 

the therapeutic alliance measure of client dropout. One standard deviation increase on the patient 

commitment subscale decreased risk of dropout by 27% and one standard deviation increase in 

the therapist involvement subscale decreased risk of dropout by 21.4%. Cournoyer et al. advised 

researchers to identify client subpopulations, as those in the study involved in the justice system 

demonstrated less commitment and greater negative attitudes toward treatment. Developing 

relationships with those mandated to treatment may present unique challenges for counselors.    

Meier, Donmall, McElduff, Barrowclough, and Heller (2005) conducted a study of 187 

participants in residential rehabilitation treatment to investigate the therapeutic alliance as a 

predictor for drug treatment retention. They used the WAI to assess early alliance within the first 

three weeks of treatment. Meier and colleagues reported that counselor-rated alliance early on in 

therapy predicted length of treatment, but not the client-rated alliance. The findings were not 

consistent with prior studies whereby the client rated alliance was the stronger predictor of 

treatment retention. The authors admitted that some variables related to the environment such as 

staff member’s relationships with the client and the client’s dissatisfaction with early treatment 

progress could have reduced client ratings of the alliance. Meier and colleagues’ findings 

however, contradict those of Brocato and Wagner (2008) who did not find predictive value of 

ratings of alliance with treatment retention as measured by consecutive days in treatment 

following admission. Brocato and Wagner, however did report that therapeutic bond subscale of 

the WAI was a statistically significant predictor (β = .289) of client motivation to change 

throughout treatment, suggesting that the therapeutic relationship may be more important than 
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client-counselor agreement on tasks and goals of treatment in motivation to change. Researchers 

conducted this study with prison inmates mandated to treatment in therapeutic communities 

which may have affected the findings of the study, such that clients in mandated programs may 

be more motivated to verbalize recognition of a substance use problem in order to avoid further 

legal consequences. 

More recently, research into the therapeutic alliance in the addictions literature 

demonstrates mixed results. Regarding retention, Ruglass et al. (2012) explored the relationship 

between alliance and outcomes among women who met criteria for a diagnosis of post-traumatic 

stress disorder (PTSD) and SUD and did not find a statistically significant result for 2nd week 

alliance ratings measured by the client and post-treatment substance use. However, Ruglass and 

colleagues reported a statistically significant effect between 2nd week alliance ratings and 

treatment retention (regardless of treatment type) but not with post-treatment use. This finding 

suggests that a strong alliance may be beneficial for various treatment formats. Furthermore, 

Ruglass and colleagues noted that average alliance ratings were high for both treatment 

conditions, but that clients in the trauma treatment condition reported higher alliances and 

surmised that may have been due to its emphasis on interpersonal interaction. Researchers noted 

that data were collected with women one week following treatment, which may have inflated the 

results toward women who would naturally report higher alliances.  

These findings are consistent with Myers, Pasche, and Adam (2010) who explored 

correlates of SUD treatment completion among disadvantaged communities in Cape Town, 

South Africa and found that the alliance, as measured by a counseling rapport scale (constructed 

by the researchers), was one of the strongest predictors of treatment completion. Recovery-

related social support also equally predicted treatment completion. Myers et al. recommended 
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that improving the therapeutic alliance, client perceptions of treatment, and client social support 

networks may mutually enhance one another to increase client treatment completion. The sample 

used may not be generalizable to typical clinical populations in the US. 

The therapeutic alliance appears to have implications for other clinical outcomes in SUD 

treatment such as client motivation to change and substance use outcomes. For example, Cook, 

Heather, and McCambridge (2015) devised their own measure for motivation to change, which 

they entitled readiness to change. Cook and colleagues measured the alliance and readiness to 

change at the first session, finding the client-rated alliance to be related to post-treatment 

motivation to change for clients randomized to a Motivational Enhancement Therapy (MET) 

condition, suggesting that alliance may have a lasting effect on motivation to change. This effect 

was only observed for clients randomized to the MET condition and not the Social Behavior 

Network Therapy condition, suggesting that the alliance may be more important in outcomes in 

therapy conditions that focus on therapeutic relationships. A limitation of the study is that, of the 

254 participants in the study, 81 were excluded from the study’s findings due to missing data, 

and these clients had lower WAI scores. 

Regarding use outcomes, Crits-Christoph et al. (2011) conducted a randomized-

controlled trial (RCT) across 20 community-based outpatient substance abuse treatment clinics 

using a multi-level mixed-effects model to explore alliance as a mediator of the relationship 

between program characteristics and drug use. Crits-Christoph and colleagues found that 

variability in average alliance across programs predicted average program drug/alcohol use. 

Crits-Christoph and others conjectured that program differences may account for variation in 

alliance ratings across programs which foster stronger alliances when compared to other 

programs. Furthermore, Crits-Christoph reported that after controlling for treatment length, 



85 

counselor variability, and program variability in alliance ratings, the alliance predicted any drug 

or alcohol use with a Cohen’s d effect size of .63. Whereas, Crits-Christoph found a medium 

effect at the client level, rates of reported use were quite low across all weeks of treatment and 

did not vary greatly, placing reported drug use into question as a valid outcome in studies of the 

alliance.   

Prince, Connors, Maisto, and Dearing (2016) supported these findings, utilizing a 

correlational design to explore the relationship between alliance and post-treatment frequency of 

alcohol use in 65 participants who received 11 sessions of individualized CBT. Prince and others 

created models of the development of participant ratings over time into three classes of high, 

medium, and low alliance based on minimum ratings, maximum ratings, and number of sessions 

until reaching the highest maximum rating.  Prince and others determined that therapeutic 

alliance was complex, such that when measuring the alliance at several points throughout 

treatment, the developing alliance predicted post treatment frequency of alcohol use based on 

client ratings of the alliance. Furthermore, those clients in the high alliance group, who 

demonstrated the lowest deterioration in alliance over time in treatment, had the lowest substance 

use at four-month follow-up when compared to the low alliance group with a medium-large 

effect size (Cramer’s V = .29). They concluded that their study extended the literature which 

examined alliance only at a single point in time. Limitations to the study included a small sample 

size and ceiling effects in alliance ratings. 

Researchers investigating the alliance with a group counselor as a predictor of use 

outcomes in group therapy have supported the alliance as predictive of use outcomes (Bethea, 

Acosta, & Haller, 2008; Crits-Christoph, Johnson, Connolly Gibbons, & Gallop, 2013). Bethea 

et al. delivered a manual-guided behavioral group intervention to 36 participants diagnosed with 
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opioid use disorders, whereby sessions 1-2 focused on forming bonds with the clients.  Whereas 

patient ratings of the alliance did not predict substance use based on urine screens, therapist 

ratings positively predicted treatment compliance after the fourth session in treatment (r=.43). 

This finding indicated that the developing alliance may predict use at later points in treatment. 

An important finding from the study was that patients with current depressive and alcohol use 

disorders had lower overall alliance ratings after early sessions focused on relationship building, 

suggesting that clients with co-occurring disorders may have more difficulties forming strong 

alliances with counselors when counselors begin to expect behavior change.  

Crits-Christoph et al. (2013) conducted a large randomized-control design with 487 

participants across five treatment sites. Observers reviewed tapes of group sessions and rated the 

therapeutic alliance. Clients with higher observer-rated therapeutic alliances were less likely to 

use cocaine during the month (r=-.13). Observer-rated therapist advice-giving negatively 

predicted client days of cocaine use during the month (r=-.18). The authors suggested that 

advice-giving from the counselor may have increased the client’s resistance and encouraged 

future counselors to include more empathic responses in their delivery of interventions. 

Moreover, the authors suggested that future research should explore the alliance as enhancing the 

delivery of substance abuse treatments. Researchers noted the difficulty inherent in generalizing 

findings to the wide variety of substance abuse treatments available in the community.    

Whereas the alliance appears to be the predominant relational common factor which 

researchers have explored in the SUD treatment literature, a few studies have explored other 

relational common factors as well. Researchers have not investigated these factors to the same 

extent in the SUD treatment literature as they have in the general psychotherapy literature. 

Despite a smaller preponderance of studies in the SUD treatment literature, the researcher will 
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describe studies of other relational common factors in SUD treatment research to provide a richer 

review of the impact of relational common factors in SUD treatment on treatment outcomes. 

The Influence of Other Common Factors in Addictions Research 

Whereas a considerable body of literature concerns the therapeutic alliance in SUD 

treatment research, findings from studies of other relational common factors in SUD treatment 

develop a more nuanced picture of their relationship with SUD treatment outcomes. Such studies 

explore other important therapist attitudinal conditions important to the development of 

therapeutic relationships including the counselor’s empathy, UPR, and congruence (Ackerman et 

al., 2001). In early research into the attitudinal conditions in SUD treatment, researchers 

established the importance of the counselor’s empathic understanding to reduce drinking. In such 

studies, the counselor’s empathic understanding was the largest predictor of client outcomes 

including alcohol use and expressions of denial of a substance use problem (Miller, Benefield, & 

Tonigan, 1993; Moyers & Miller, 2013; Valle, 1981). Moyers and Miller (2013) expressed in 

their review of the literature that counselor expression of empathy appeared to be highly related 

to alcohol use outcomes, perhaps even more than in general psychotherapy. Moyers and Miller 

stated that, given the historical context of confrontational approaches to SUD treatment, the SUD 

population may be particularly strongly impacted by counselor expressions of empathy. In an 

older study, when researchers trained counselors in the attitudinal conditions, the counselor’s 

expression of empathy explained 66% of the variance in scores (Miller, Taylor, & West, 1980).  

More recent studies exclusively exploring the counselor’s empathic understanding in 

SUD treatment support the salience of empathy in SUD treatment outcomes. Fiorentine and 

Hillhouse (1999) conducted a study with 419 participants to investigate the effects of client- 

counselor gender and ethnic matching as a predictor of perceived empathy, engagement in 



88 

treatment, and maintenance of abstinence. Whereas gender and ethnic matching of clients to 

counselors increased perception of empathy, matching did not increase client engagement. 

Researchers also found a small-medium relationship (r =.29) between client rating of the 

perception of the counselor's empathy and client abstinence rates in the follow-up period. 

Researchers suggested matching clients with counselors who are more empathic, rather than on 

gender or ethnicity. However, for Latinx clients, gender-matching was highly important to 

outcomes. Researchers suggested that future studies should explore correlates of client-perceived 

empathy and the client-counselor relationship in order to improve outcomes. This study was 

limited by retroactive client perceptions of the counselor’s empathy post-treatment, such that 

those who completed treatment may have inflated perceptions of counselor empathy. 

More recently, Pantalon, Chawarski, Falcioni, Pakes, and Schottenfeld (2004) evaluated 

counselor interpersonal processes on client retention and abstinence from cocaine. Researchers 

recruited 16 pregnant or post-partum women randomized to a community reinforcement or a 

twelve-step program. Raters reviewed session tapes to measure the counselor’s empathy, the 

client’s response to resistance, and the therapeutic alliance. Participants who achieved abstinence 

after three weeks had statistically significantly higher perceptions of counselor empathy and 

positive responses to client resistance than those participants who had not achieved abstinence. 

Researchers concluded that such counselor responses can enhance behavioral interventions. The 

study had some notable limitations including low sample size and use of observer-rated measures 

without established psychometric properties. Pantalon and colleagues recommended that future 

studies should explore combinations of interpersonal processes such as empathy and alliance.  

In addition to the counselor’s empathy, recent studies also explored other relational 

common factors such as the counselor’s congruence, level of regard, warmth, and acceptance in 
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SUD treatment settings. Ritter et al. (2002) recruited 161 participants from a large public drug 

treatment facility receiving three weeks of outpatient cognitive-behavioral relapse prevention. 

Researchers used the Follow-Up Drinker Profile (FDP; Marlatt & Miller, 1984) and the BLRI 

(Barrett-Lennard, 1964) to investigate the relationship between therapist expression of Rogerian 

(1957, 1959) attitudinal conditions for therapeutic change and substance use outcomes. Client 

perceptions of these conditions were not related to alcohol consumed, however, client perception 

of empathy and positive regard were related to reductions in anxiety. Also, client-perceived 

empathy was related to a reduction in alcohol-related psychosocial problems, degree of alcohol 

dependence, and negative consequences of drinking. Level of positive regard was related to 

psychosocial problems and negative consequences of drinking. Additionally, all correlations in 

the study were modest (.3-.4 range). Researchers determined that the therapist’s provision of the 

conditions exhibited a negative relationship with drinking-related outcomes, more than direct use 

outcomes, and this finding was strongest for the counselor’s empathic understanding. For 

example, increased therapist expression of empathy was related to a reduction in outcomes like 

the participant’s anxiety. The study had a limited sample with only male clients and had limited 

amounts of data due to poor follow-up response rates. 

Wiprovnick, Kuerbis, and Morgenstern (2015) used hierarchical multiple regression to 

explore the therapeutic bond’s role in the delivery of motivational interventions. Wiprovnik and 

colleagues used the therapeutic bond subscale of the Therapy Session Report—Patient Version 

(TSR–P; Kolden et al., 2006) which includes mutual affirmation, working alliance, and empathic 

resonance. Empathic resonance refers to the client and counselor’s ability to understand one 

another, and mutual affirmation refers to the counselor and client’s mutual acceptance and 

warmth toward one another (Kolden et al., 2006). Researchers found that within the therapeutic 
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bond, empathic resonance was the only statistically significant predictor of week 8 drinking, 

explaining a 10% change in client drinking from week 1. Researchers conjectured that empathic 

understanding was the most salient predictor of the therapeutic bond, explaining a majority of the 

variance explained by the therapeutic bond. Furthermore, the high intercorrelations between the 

subscales suggested that the working alliance and mutual affirmation factors were explaining 

much of the same variance already explained by empathic resonance. They concluded that there 

may not be much reason for measuring these factors independently. The study’s sample was 

limited by only including problem drinkers and only utilizing motivational interventions.  

Overall, the therapeutic relationship appears to be an important predictor of various SUD 

treatment outcomes in most studies, even when taking into account some variability in how 

researchers measure the therapeutic relationship. Blonigen, Finney, Wilbourne, and Moos (2015) 

concluded in their review of the literature on psychosocial treatments for SUDs that counselors 

who demonstrate better interpersonal skills, show more empathy toward client struggles, and are 

less confrontational tend to establish stronger alliances, which are then associated with better 

client outcomes. In light of this conclusion, it is important to consider what is currently known 

about the development of strong therapeutic alliances in SUD treatment.  

Establishing Strong Alliances in Substance Use Disorder Treatment 

Research into the mechanisms of action in the development of strong therapeutic 

alliances is developing. Few studies have explored predictors of strong alliances in substance use 

treatment (Urbanoski, Kelly, Hoeppner, & Slaymaker, 2012). Indeed, in their exploration of such 

predictors in SUD treatment for young adults, Urbanoski and colleagues found older client age 

and higher baseline levels of motivation, self-efficacy, coping skills, and commitment to 

Alcoholics-Anonymous/Narcotics-Anonymous meetings to predict stronger therapeutic 
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alliances. This study, however, explored client characteristics in the development of alliance. In 

their systematic review of the literature, Meier and colleagues (2005) did not find conclusive 

evidence that client demographic variables were related to client perception of the therapeutic 

alliance. Meier et al. were also unable to clearly distinguish counselor demographic variables 

related to stronger therapeutic alliances. However, counselor and client demographic variables 

may matter somewhat with ethnic minority clients. Davis, Ancis, & Ashby (2015) found the 

counselor’s attitudinal conditions to be associated with alliance, and to partially mediate the 

strong association between the counselor’s ethnicity and working alliance. They concluded that 

developing the counselor’s attitudinal conditions appears to be important in the treatment 

of African-American women in improving therapeutic alliance in SUD treatment. Furthermore, 

gender matching between counselors was important for Latinx clients in the Fiorentine et al. 

(1999) study. Thus, some fixed factors—such as ethnicity and gender—may be important for 

members of ethnic minorities in SUD treatment settings.  

To explore more in-depth how counselors establish positive working alliances with 

clients in SUD treatment, Allen and Olson (2016) conducted a qualitative study of 20 clients 

enrolled in outpatient and residential facilities. Researchers used deep engagement and thick 

description for augmenting trustworthiness of the findings. Researchers discovered the main 

themes of counselor flexibility to address other ancillary emotional issues, negotiation (whereby 

the counselor gave the client power to determine their own goals and direction), and the ability to 

motivate the client toward other goals above and beyond abstinence. Other highly named 

counselor interventions included exploration, reflection, accurate interpretation, and facilitating 

client exploration of emotions. Additional findings in the study consistent with quantitative 

studies of counselor traits contributing to a strong alliance included counselors who were non-
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judgmental, supportive, sympathetic, not intimidating, respectful, and professional. Brown 

(2017) also conducted a qualitative study using a phenomenological approach framed within 

relational-cultural theory to investigate what clients care about in the therapeutic alliance and 

what counselor relational characteristics and actions matter to clients in SUD treatment. 

Participants in the study expressed the benefits of working with their counselor which included 

the subtheme of uncovering hidden insights, as well as the theme of mutuality deepening the 

client-counselor relationship. This theme was comprised of the subthemes of counselor showing 

emotion and counselor genuine self-disclosure as means for establishing mutuality and 

relatability. A final theme was counselors holding clients accountable in a genuine relatable way 

about therapeutic goals. These early qualitative studies provide some important considerations 

for the therapeutic relationship in substance use counseling, namely that some themes described 

by clients appear related to therapist behaviors in moments of RD. 

Overall, it appears that research is still in development with regard to relational common 

factors and SUD treatment outcomes. Researchers appear to have consistently explored the 

therapeutic relationship with various measures of the therapeutic alliance, whereby stronger 

alliances were associated with positive retention and use outcomes in a majority of studies.  

However, other important aspects of the therapeutic relationship may not be captured by the 

working alliance as originally conceptualized by Bordin (1979): comprised of a focus on the 

bond and collaborative relationship between the client counselor, but not necessarily 

incorporating Rogerian constructs of unconditional positive regard, empathy, and congruence 

which are foundational for strong relationships in counseling (Ackerman et al., 2001). Regarding 

empathy, it appears to be well established that the therapist's ability to show empathic 

understanding of a client’s experience predicts better outcomes in SUD treatment.                   
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Less appears to be known about genuineness and UPR in SUD treatment. Research studies into 

these constructs are likely complicated by difficulty measuring these factors. Furthermore, 

researching their individual effects on treatment outcomes may not capture the dynamic and 

interdependent nature of relational common factors (Mearns & Cooper, 2005, 2017; Mearns & 

Thorne, 2000; Truax & Carkhuff, 1967; Tudor & Worrall, 2006). RD functions as a construct 

which captures the relational elements of the working alliance as well as accounts for the 

dynamic interaction of the attitudinal conditions to contribute to moments of RD (Mearns & 

Cooper, 2005, 2017). 

Conclusion 

A synthesis of the psychotherapy and SUD treatment literature reveals some important 

implications for research into relational common factors in SUD treatment. In general, relational 

common factors such as the therapeutic alliance, and the counselor’s empathic understanding, 

UPR, and congruence demonstrate small-medium effects on counseling outcomes (Elliott et al., 

2011; Farber & Doolin, 2011; Horvath et al., 2011; Kolden et al., 2011), and taken together, 

demonstrate larger effects on treatment outcomes than the particular therapeutic intervention 

used by the counselor (Lambert & Barley, 2001; Moyers & Miller, 2015). Furthermore, SUD 

treatment research also supports the strong association between relational common factors and 

positive treatment outcome across retention, engagement, and use in some studies (Lebow et al., 

2006; Miller & Moyers, 2015). Of these factors, research firmly supports the therapeutic alliance 

and the counselor’s expression of empathy as important factors influencing treatment outcomes 

in the addictions literature (Brorson et al., 2013; Meier et al., 2005; Moyers & Miller, 2013). 

Moreover, relational evidence-based approaches emphasize the importance of the therapeutic 

relationship and the counselor’s empathic understanding to positively impact a client’s 
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motivation to change (Blonigen et al., 2015; Miller & Moyers, 2017; Miller & Rollnick, 2013). 

Furthermore, the therapeutic relationship appears to mediate the association between motivation 

to change and substance use outcomes (Cook et al, 2015; Webb & Sheeran, 2006).                      

In observation of similar effects on outcomes across relational common factors, some have 

argued that researchers should recognize that these factors as interrelated (Barnicot et al., 2014; 

Barrow, 1977; Truax & Carkhuff, 1967) and should account for the relational and interdependent 

nature of these factors in counseling (Mearns & Thorne, 2000; Tudor & Worrall, 2006). RD is a 

pantheoretical relational construct which accounts for a presence of high levels of psychological 

contact characterized by UPR, empathic understanding, and congruence expressed mutually 

between client and counselor, as well as a strong working alliance (Mearns & Cooper, 2005, 

2017). Clients and counselors have reported positive benefits from experiences of RD in 

numerous qualitative studies (Cooper, 2013), and initial findings suggest that RD and mutual 

experiences of UPR, empathic understanding, and congruence may be associated with 

therapeutic outcomes (Murphy & Cramer, 2014; Wiggins, 2011). Moreover, RD does not appear 

to be limited to counselors of person-centered or humanistic theoretical orientations (Leung, 

2009). 

In light of research findings supporting the counselor’s influence on motivation to change 

as impacting the client’s behavior change, the present study is intended to utilize this construct to 

address a gap in the RD literature regarding varied clinical outcomes pertinent to special 

populations in counseling such as clients who present with SUDs. Furthermore, considering the 

association between the relational common factors supported by theory and research previously 

discussed, the present study is intended to extend the RD literature by exploring this construct in 

a special population, clients with SUDs. Due to the lack of research studies and theoretical 
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literature concerning RD in group counseling, the present study is intended to explore RD in the 

context of individual counseling sessions in SUD treatment. To the researcher’s knowledge, no 

current studies have explored RD and SUD treatment outcomes; more specifically, the present 

study is intended to answer if RD can predict client motivation to change in SUD treatment in 

the context of other influential treatment process variables considered additional to group 

counseling including: community support involvement and length of individual counseling 

treatment as defined by the frequency of weekly individual counseling sessions. 
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The present study is a descriptive field study as described by Heppner, Wampold, Owen, 

Wang, and Thompson (2016) utilizing a non-experimental naturalistic design to extend the 

relational depth (RD) literature to outcomes in special populations, namely clients who present 

with SUDs. Traditionally, research into the therapeutic relationship in substance use disorder 

(SUD) treatment has been conducted using similar non-experimental descriptive field study 

designs. Miller and Moyers (2015) noted a gap in the literature of more specific relational 

common factors in SUD treatment (Miller & Moyers, 2015). Although researchers have 

examined certain relational common factors in SUD treatment such as therapeutic alliance, 

therapeutic bond, and empathy, to date, researchers do not appear to have studied RD in SUD 

treatment. The proposed study will focus on one potential relational factor common across 

theoretical approaches, RD, in SUD treatment in facilities in the southeastern region of the 

United States. The relationship between RD and outcomes will be explored using a measure of 

frequency of overall RD in treatment and a measure of client motivation to change in SUD 

treatment facilities as the outcome measure. 

Research Questions 

The focus of the current study is the ability of treatment process variables, including RD, 

to predict client motivation to change in SUD treatment settings. Prior meta-analyses and 

reviews of the literature indicated stronger relationships between outcomes and relational factors 

as perceived by clients as opposed to the therapist (Elliott, Bohart, Watson, & Greenberg, 2011; 

Lambert & Barley, 2001). In light of these findings, the researcher hypothesizes that the client’s 

frequency of experiencing characteristics of RD, along with community support involvement and 

number of sessions, will significantly predict variance in client motivation to change. 

The proposed study includes the following research questions: 
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1. Do treatment process variables including client perceptions of RD, community 
support involvement, and length of individual counseling in SUD treatment 
significantly predict variance in the client’s recognition of a substance use problem? 

2. Do treatment process variables including client perceptions of RD, community 
support involvement, and length of individual counseling in SUD treatment 
significantly predict variance in the client’s taking steps to change a substance use 
problem? 

3. Do treatment process variables including client perceptions of RD, community 
support involvement, and length of individual counseling in SUD treatment 
significantly predict variance in the client’s ambivalence about a substance use 
problem? 

Operational Definitions 

• Community support involvement. This variable refers to how involved clients are in 

community support meetings such as alcoholics anonymous, narcotics anonymous, or celebrate 

recovery. For the purposes of this study, community support involvement is operationally 

defined as the total score on the Alcoholics Anonymous Involvement Scale (Tonigan, Connors, 

& Miller, 1996).  

• Length of individual counseling. Length of individual counseling refers to the number 

of individual sessions that the participant has participated in the current treatment episode. For 

the purposes of this study, this will be operationally defined as the number of sessions that client 

reports on the demographic form.   

• Relational depth. RD theorists defined RD as “A state of profound contact and 

engagement between two people, in which each person is fully real with the other, and able to 

understand and value the Other’s experiences at a high level.” (Mearns & Cooper, 2005, p. xii). 

Moreover, RD includes a blending of Rogers’ facilitative conditions and mutual expressions of 

these conditions between the counselor and the client (Mearns & Cooper, 2005, 2017). The 

mutual expression of RD and the blending of conditions make RD both a unique, observable 

phenomenon that is related to, but distinct from the therapeutic alliance and person-centered 
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theory. Mearns and Cooper referred to this phenomenon as occurring in rare moments in 

counseling, as well as being an enduring quality of a therapeutic relationship. For the purposes of 

this study, RD will include both acute moments and the nature of the relationship as a whole. RD 

frequency refers to how often the client perceives characteristics of RD occurring in the 

therapeutic relationship. For the purposes of this study, RD will be operationally defined as the 

total score on the Relational Depth Frequency Scale (Di Malta, 2016) whereby scores range from 

20-100. 

• Client motivation to change. Client motivation to change refers to how much the 

client desires to change his or her drinking or using behavior. Miller and Tonigan (1996) 

highlighted three continuously distributed motivational processes underlying motivation to 

change: recognition of a problem, taking steps to change the problem, and having some 

ambivalence about changing the problem. This variable is meant to be interpreted by observing 

the total subscale scores of three underlying motivational processes.  

o Recognition of a problem. This construct refers to a client’s recognition of a 

substance abuse problem. For the purposes of this study client recognition of a problem is 

operationally defined as the participant's total score on the SOCRATES subscale Recognition. 

• Taking steps to change. This construct refers to a client’s endorsement of taking steps 

to change a substance use problem. For the purposes of this study taking steps to change is 

operationally defined as the total score on the SOCRATES subscale Taking Steps. 

• Ambivalence. This construct refers to a client’s level of ambivalence, or mixed 

feelings, about changing a substance use problem. For the purposes of this study, this construct 

will be operationally defined as the total score on the SOCRATES subscale Ambivalence.  
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Participants 

 The present study explored RD among counselors and clients in SUD treatment 

facilities. Therefore, the aim was to identify publicly or privately funded SUD treatment 

facilities, which served diverse client populations in a large metropolitan setting in the 

southeastern United States. As a part of admission requirements, clients in these facilities met 

criteria for a Diagnostic and Statistical Manual of Mental Disorders Five (DSM-5; American 

Psychiatric Association; 2013) SUD. Furthermore, participants in the current study met the 

following criteria:  

• enrolled in some type of accredited inpatient or outpatient SUD treatment   

• participation in at least three weekly individual sessions in current treatment 

• be 18 years or older   

The second criterion accounts for the first session as an intake session and to allow for 

the opportunity for clients to have developed rapport, and potentially, RD with their individual 

counselor.  The present study sampled 78 participants in total with a mean age of 35.97 (SD = 

10.48; n = 76) with a range of 18 to 77 years old. Two participants did not report their age. Of 

the 78 participants in the sample, 80.1% (n= 63) of participants identified as white/Caucasian, 

11.5% (n = 11) identified as black/African-American, 3.8% (n= 3) identified as Latino/Hispanic, 

1.3% (n = 1) as Native American, 1.3% (n = 1) as Multiracial, and 1.3% (n = 1) as Other 

(Indian). Regarding gender, 57.7% (n = 45) of the sample identified as male, and 42.3% (n = 35) 

identified as female. Regarding sexual orientation, 78.2% (n = 61) identified as heterosexual, 

17.8% (n = 14) identified as bisexual, and 3.8% (n = 3) identified as lesbian. With regard to 

relationship status, 48.7% (n = 38) reported being single, 19.2% (n = 6.4) reported being married, 

12.8% (n = 10) reported being in a committed relationship, 10.3% (n = 8) reported being 

separated, 6.4 % (n = 5), and 2.6% (n = 2) reported being widowed.  
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Additionally, participants identified their annual income by endorsing ranges of income. 

Of these ranges, 46.2 % (n = 36) reported earning less than 10,000, 28.2% (n = 22) reported 

earning between 10,000 and 30,000 annually, 15.4% (n = 12) earned between 30,000 and 50,000 

annually, 2.6% (n = 2) earned between 50,000 and 70,000 annually, and 6.4% (n = 5) earned 

greater than 70,000 annually. Regarding highest level of education, 42.3 % (n = 33) reported 

graduating high school/obtaining a GED, 29.5% (n = 23) reported attending some college, 12.8% 

(n = 10) reported attending some high school, 12.8% graduated from college (n = 10), and 1.3% 

(n = 1) reported having a graduate degree (Master’s/Doctoral Degree). 

Instrumentation 

Participants completed three self-report measures. These measures captured different 

variables of interest. The measures are described individually here, including any relevant 

psychometrics. 

Demographics questionnaire. Participants completed a basic demographics 

questionnaire to generate a representation of the sample. Participants provided background 

information including age, race, ethnicity, gender identity, highest level of education, 

occupation, relationship status, sexual orientation, number of individual sessions in treatment, 

level of treatment, and number of previous treatment episodes. Refer to Appendix E for this 

form.   

Relational Depth Frequency Scale (RDFS). The Relational Depth Frequency Scale-

Client Version (RDFS; Di Malta, 2016) is a 20-item self-report assessment measuring the client's 

perception of RD frequency as an enduring characteristic of the therapeutic relationship, as well 

as experienced moments of RD. Participants respond to each item by selecting a rating on a 5-

point Likert-type scale from 1 (not at all) to 5 (most or all of the time). The participants’ 
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responses can then be totaled for an overall RD score ranging from 20-100. The RDFS also 

includes two subscales which reflect RD as experienced in moments (Moments of Relational 

Depth), as well as an enduring characteristic of a therapeutic relationship (Enduring Relational 

Depth). Sample items include, “I felt like we were totally in the moment together,” and “There 

was a deep understanding between us.” The scale was originally constructed and validated by Di 

Malta (2016) to measure the frequency of RD. Di Malta found the RDFS to have excellent 

reliability, reporting a Cronbach’s alpha of .963. To establish the measure’s construct validity, Di 

Malta (2016) explored the measure’s convergent validity with the Relational Depth Inventory 

(RDI) and the Working Alliance Inventory (WAI; Horvath & Greenberg, 1989), as well as its 

divergent validity with the Self-Compassion scale short form (SCS-SF). Di Malta (2016) 

reported Spearman’s Rho correlations of .68 for between the RDFS and the Relational Depth 

Inventory (RDI), and .17 with the SCS-SF demonstrating strong convergent and divergent 

validity, respectively. In the present study, the RDFS average score was used as a predictor 

variable. The Cronbach alpha for the RDFS in the present study was .89.  

Stage of Change Readiness and Treatment Eagerness Scale (SOCRATES). The 

SOCRATES scale was originally developed by William R. Miller in 1987 (Miller & Tonigan, 

1996) to assess an individual’s motivation to change problematic drinking. The original version 

of the SOCRATES contained 38-items intended for participants with alcohol use concerns. 

Miller and Tonigan revised the measure, reducing the number of items to 19. The most recent 

version (8D) contains 19-items and includes a separate questionnaire reworded for clients 

presenting with drug use concerns. To complete the questionnaire, participants are instructed to 

answer the extent to which they agree with each statement. Items are scaled on a 5-point Likert-

type scale from 1 (strongly disagree) to 5 (strongly agree). Sample items include, “I am working 
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hard to change my drinking”, “I know that I have a drinking problem,” and “Sometimes I wonder 

if I have a drinking problem.” Miller and Tonigan (1996) conducted a factor analysis and found 

that the factor loadings demonstrated three distinct factors. Mitchell and Angelone conducted 

factor analyses of the SOCRATES and reported that the scale measures three constructs with 

relatively little overlap. Ambivalence was not related to Recognition (r = .03) or Taking Steps 

(r = .03). Miller and Tonigan reported that Recognition and Taking Steps were modestly related 

to one another (r = .33).  

 These factors are represented by mixed feelings about change (Ambivalence), 

recognizing that a problem exists which needs to be changed (Recognition), and taking steps to 

change the problem (Taking Steps). Miller and Tonigan reported Cronbach alphas of .83 for 

Taking Steps, .85 for Recognition, and .60 for Ambivalence for the 19-item version. Each 

completed measure yields a separate subscale score for each subscale, whereby subscales have 

little overlap (Miller & Tonigan, 1996). Due to the lack of overlap between subscales, the 

authors do not report internal consistency for the entire scale. Brocato and Wagner (2008) 

reported Cronbach alphas for the three subscales ranging from .77 to .90. Brocato and Wagner 

did not report a separate factor analysis for the SOCRATES in the study.  

Whereas measure items were originally constructed to assess a client’s current stage of 

change as devised by Prochaska, Norcross, and DiClemente (1995); after testing the measure, 

Miller and Tonigan (1996) determined that the measure was more suited to assessing a client’s 

motivation to change, whereby the subscales of ambivalence, recognition, and taking steps 

comprise three continuously measured processes underlying motivation to change. Mitchell and 

Angelone (2006) found the SOCRATES to have concurrent validity with the Addiction 

Treatment Attitude Questionnaire, as well as predictive validity such that participant scores 
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predicted participants’ length of stay and successful completion of treatment of military members 

undergoing SUD treatment. In the current study, subscale scores of ambivalence, recognition, 

and taking steps were used as separate outcome variables. In the present study, Cronbach alphas 

were calculated at .943 for the recognition subscale, .69 for the ambivalence subscale, and .873 

for the taking steps subscale. The recognition and taking steps subscales were in the preferable 

range, and the ambivalence subscale fell just below the acceptable benchmark of .7 (Pallant, 

2016). 

Alcoholics Anonymous Involvement Scale (AAI). The AAI scale was originally 

developed by Tonigan, Connors, and Miller (1996) to measure involvement in the popular 12-

step recovery program Alcoholics Anonymous. The scale contains 10 items which assess AA 

involvement and three items which assess AA attendance to produce an overall AA involvement 

total score. To complete the measure, participants answer yes or no to eight of the 10 items 

assessing involvement. Two of the items assessing involvement require participants to circle the 

AA steps they have worked. An example of an involvement question includes “Have you ever 

had an AA sponsor?” Two of the questions assessing attendance ask for numerical input of 

number of attended meetings. The final question assessing attendance is a yes or no question and 

asks, “Have you ever had a spiritual awakening or conversion experience since your involvement 

in AA?” Additionally, three items ask participants to input number of AA steps worked, number 

of AA meetings attended in the last year, and number of AA meetings attended lifetime. In 

accordance with Tonigan and colleagues’ guidelines, decile ranks were created to assign point 

values to these items in order to generate a total score. Tonigan et al. conducted a factor analysis 

and found that the factor loadings demonstrated two distinct factors, AA involvement and AA 

attendance which can be combined to generate a total score called AA Involvement Index. 
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Tonigan et al. intended for this measure to be used to assess the extent to which participants are 

involved in additional substance abuse treatment components such as alcoholics anonymous. For 

the current study, this measure was used to assess involvement in alcoholics anonymous as an 

additional treatment process variable. Tonigan and colleagues reported a Cronbach alpha of .85 

for the total AAI scale.  In the present study, the total scale demonstrated a Cronbach alpha of 

.83.  

Procedures 

The researcher obtained approval to conduct the present study with human subjects from 

the University of North Texas Institutional Review Board. Following IRB approval of the study, 

the principal investigator leveraged a variety of tools to identify addiction treatment centers 

including Google, as well as the National Association of Accredited Addictions Treatment 

Providers (NAATP; retrieved from: http://naatp.org), and the Department of Children and 

Families list of licensed treatment providers (retrieved from 

www.dcf.state.fl.us/programs/samh/substanceabuse/docs/LicensedSAProvidersByCity.pdf).  

From this, the researcher identified more than 100 programs in the Southeast. Programs were 

filtered based on driving distance from the researcher’s home location. After filtering to 

programs located within an established driving radius, 40 programs were identified. The 

researcher reviewed individual program sites, as well as NAATP published program manager 

information to seek request to conduct a study. The researcher emailed 30 program directors, 

following up with emails and phone calls (when such information was available) requesting to 

disseminate a one-time, paper-pencil survey packet. Ten programs responded to emails for a 

33% response rate. Three programs approved the study. Overall, the researcher visited nine 
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group counseling sessions to recruit participants, resulting in a potential 120 participants of 

which 78 participants were eligible and agreed to participate in the study. 

 In group counseling sessions, the researcher used an IRB approved script to read to the 

participants in the study. Prior to administration, clients were informed of the purpose of the 

research and given informed consent notices. The researcher offered participants in the study a 

10-dollar gift card to a local grocery chain as compensation for participation in the study. Clients 

were recruited on a weekly basis for two months until the required sample was exceeded. Upon 

submission, survey packets were briefly scanned for completion. Refer to Appendix E for IRB 

approval letter, demographic form, informed consent, and recruitment script. 

Analysis of Data 

The present study utilized linear multiple regression to explore variance of the underlying 

processes of motivation to change explained by participant perception of RD with their 

individual counselors, participant community support involvement, and length of individual 

counseling. By utilizing a multiple regression analysis, the researcher explored the relationships 

between multiple predictor variables on the criterion variable (Heppner et al., 2016). In the 

present study, predictor variables were entered into the model to determine the amount of 

variance in client motivation explained by the entire model. Structure coefficients were then 

calculated to observe unique variance accounted for in the explained variance R. To assess its 

influence on each underlying motivational process, three linear regression analyses were 

conducted with each subscale of the SOCRATES as separate criterion variables. According to 

G*Power, to conduct a linear multiple regression with a medium effect size (f2=.15), power=.80, 

α=.05, with three predictors, the current study would a sample size of 74.  
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Regression analyses have a few basic assumptions which must be met prior to running 

analyses (Keith, 2015). First, the dependent variables underlying motivation to change would 

need to have a linear relationship with the independent variables RD, community support 

involvement, length of treatment, and gender. Second, each observation must be drawn 

independently from the population. Third, the errors should be evenly distributed around the line 

formed from the regression equations, also known as homoscedasticity of the errors. Fourth, the 

predictor variables (RD, length of individual counseling, community support attendance) should 

not be highly correlated with one another. And finally, the errors should be normally distributed 

(Keith, 2015). Assumptions were checked prior to running the analysis. 

To interpret the data, the researcher observed the R-squared value to determine the total 

amount of variance explained by predictor variables (RD, length of individual counseling, and 

community support involvement). Next, beta weights were observed for the entire model to 

identify dominant predictors in the model. The researcher interpreted beta weights by calculating 

structure coefficients from correlations between independent and dependent variables. The 

structure coefficients clarified the amount of unique variance each independent variable 

explained in the predicted scores. Structure coefficients were then compared with beta weights to 

determine if any predictors shared variance explained.  
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APPENDIX C 

EXTENDED RESULTS
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The following results include the descriptive characteristics of the study sample included 

in the demographic questionnaire which include: substance use disorder (SUD) treatment type, 

number of individual sessions at treatment center, and illicit substance use in the previous 30 

days. Additionally, results intended to answer the study’s research questions are included. 

Descriptive Characteristics. All data were collected and coded in SPSS. In order to fully 

represent the sample, Table 1 presents descriptive statistics for all nominal variables in the 

demographic questionnaire. Of all participants in the study, 57.7% (n = 45) reported having had 

prior substance use disorder (SUD) treatment with a mean of number of episodes 1.44 prior 

treatment episodes (SD = 1.94), and number of episodes ranged from a minimum of zero 

episodes to a maximum of nine episodes. Regarding number of individual sessions, participants 

reported a mean of 5.1 individual sessions (SD = 3.84), a mode of 3 sessions, and a range of 

three sessions to 23 sessions. Approximately 61% (n = 48) of the sample was enrolled in 

inpatient SUD treatment, and approximately 39% of the sample was enrolled in outpatient SUD 

treatment, comprised of intensive outpatient and traditional outpatient treatment.   Regarding 

previous treatment, 57.7% (n = 45) of the sample reported having had prior SUD treatment. Of 

those who had prior treatment, the mean number of prior treatment episodes was 1.43, and the 

mode was 1 prior treatment episode. 

Regarding illicit substance use in the previous 30 days, 12.8% (n = 10) reported using 

Marijuana in the previous thirty days, 7.7% (n = 6) used prescription anxiety medications 

without a prescription (ex. Xanax, Ativan), 10.3% (n = 8) used methamphetamines, 9% used 

cocaine (n = 7), 6.4% (n = 5) used prescription opiates without a prescription (ex. Oxycodone, 

Codeine), 3.8% (n = 3) used ADHD medications without a prescription (ex. Adderall, Ritalin), 

and 3.8% (n = 3) used heroin. 
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Predictors of Motivation to Change Substance Use. In order to answer the study’s 

research questions, a linear multiple regression was conducted using the criterion variables 

SOCRATES recognition score, ambivalence score, and taking steps to change. The predictors 

analyzed included: number of individual sessions, AAI total score, and RDFS average score. The 

regression analysis was conducted with SPSS REGRESSION. Prior to conducting the multiple 

regression, SPSS REGRESSION was used to evaluate the assumptions of normality, linearity, 

multicollinearity, and homoscedasticity (Pallant, 2016) for each of the criterion variables. 

Scatterplots, as well as skewness and kurtosis, were observed to assess the degree to which 

assumptions were met or violated for each criterion variable.  

Recognition of a drug use problem. For the first research question, a linear multiple 

regression analysis was conducted to determine the extent to which the predictor variables (i.e., 

number of individual sessions, AAI total score, and RDFS score) predicted participant 

recognition of a drug use problem. SPSS FREQUENCIES was used to assess assumptions prior 

to running the analysis. Upon visual inspection, the analysis demonstrated that a relatively 

normal distribution of standardized residuals. Figure 1 displays the probability P Plot of 

regression standardized residuals with the recognition score as the dependent variable.  

Additionally, observation of tolerance and variance inflation factors revealed no tolerance 

coefficients below .10 or variance inflation factor coefficients above 10 for all variables, 

indicating that the regression met the assumption of multicollinearity (Pallant, 2016). 
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Figure C.1.  Normal probability plot of regression standardized residual with Recognition score 
as criterion variable indicates negative skew which lies within 3 standard deviations. 
 

Additionally, analysis of correlations confirmed that none of the independent variables 

demonstrated correlations larger than .7 (Pallant, 2016).  However, upon visual inspection, the 

analysis appeared to violate the assumption of homoscedasticity. Figure 2 displays the scatterplot 

of standardized predicted values on the x-axis and standardized residuals on the y-axis.  Negative 

skew in the residuals may have caused the pattern indicated in the scatter plot of regression 

standardized predicted values and regression standardized residuals. Tabachnick and Fidell 

(2013) stated that heteroscedasticity can weaken the analysis of ungrouped data, but is not fatal 

and does not invalidate the results. Due to the inherent challenges involved in interpreting a 

transformed recognition score and the confirmation by Tabachnick and Fidell regarding 

robustness of linear regression, original data without transformation was used in analysis.  
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Figure C.2. Scatter plot of regression standardized predicted values and regression standardized 
residuals indicates a pattern in the residuals. 

 

Additionally, casewise diagnostics were observed resulting in the removal of one case 

from the sample. Removal of the case dropped participants from 78 to 77 for analysis. For the 

entire data set, only one item response on the Recognition subscale from one participant was 

missing. The mean of the items within the Recognition factor for that participant was used for 

the one point of missing data. Table 3 presents the results of the regression analysis.  

Analysis of correlations between predictor variables and the criterion variable indicated 

two statistically significant correlations. The strongest statistically significant correlation was the 

relationship between participant involvement in substance abuse community support groups and 

participant recognition of a drug use problem (r = .615). Those who reported being more 

involved in community support were more likely to report higher recognition of a drug use 

problem. The correlation was statistically significant.  
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The second strongest statistically significant correlation was between the participants’ 

average RD score and the participants’ recognition score (r = .272, p =.016). The correlation 

approximates a medium effect size. The higher the participant’s RD score, the more likely the 

client was to report recognition of a drug use problem. All other correlations were small and not 

statistically significant. All correlations are listed in Table 2.  

The regression, R, was statistically significantly different from zero, F(3, 74) =17.547, p< 

.001. Additionally, R2 = .416 indicating that all 3 independent variables (number of individual 

sessions, AAI total score, and RDFS score) accounted for approximately 42% of variance in the 

recognition composite score. This finding indicates that the theory and model of this study 

appear to explain a substantial amount of the variance in predicted Recognition scores.  

The structure coefficient for each independent variable was calculated using the equation 

rs= ryx1/R (Thompson, 2006) where 𝑟𝑟s is the structure coefficient, 𝑟𝑟xy1 is correlation between the 

independent variable and the dependent variable, and R is the regression coefficient (Thompson, 

2006). Structure coefficients are then squared to indicate percentage of predicted variance in R 

by each of the predictor variables (Ziglari, 2017). Table 4 displays the beta weights, structure 

coefficients, and squared structure coefficients for each of the predictors. The examination of 

beta weights and associated squared structure coefficients indicated that AAI (β = .598 rs2 = .908, 

p< .001) was the most prominent predictor, explaining 91% of the variance accounted for in the 

effect. Additionally, RDFS average score was statistically significant (β = .184 rs2 = .178, 

p=.045), explaining approximately 18% of the variance in the model. Number of sessions was 

not a statistically significant contributor to the model, accounting for less than 1% of variance in 

the effect.   
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Ambivalence about a drug use problem. For the second research question, a linear 

multiple regression analysis was conducted to determine the extent to which the predictor 

variables (number of individual sessions, AAI total score, and RDFS average score) predicted 

participant ambivalence about a drug use problem. SPSS FREQUENCIES was used to assess 

assumptions prior to running the analysis. Upon visual inspection, the analysis demonstrated 

some normal skewness in the distribution of standardized residuals. Figure 3 displays the 

probability P Plot of regression standardized residual with the ambivalence score as the 

dependent variable.  

Figure C.3. Normal probability plot of regression standardized residual with Ambivalence score 
as criterion variable indicates normal skew. 

Before running the regression, SPSS FREQUENCIES was used to evaluate the 

assumptions of normality, linearity, multicollinearity, and homoscedasticity (Pallant, 2013). 

Scatterplots along with skewness and kurtosis were examined to assess these assumptions, and 

no violations were found. 
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Figure C.4. Scatter plot of regression standardized predicted values and regression standardized 
residuals relative homoskedasticity of standardized residuals within 3 standard deviations 

However, the regression analysis was not statistically significant, F(3, 74) =.351, p = 

.789. This indicates that the predictors AAI, number of individual sessions, and RDFS scores did 

not statistically significantly predict participant ambivalence scores. Further analyses were not 

conducted because the model did not explain variance in predicted ambivalence scores. Table 5 

presents the results of the regression analysis.  

Taking steps to change a drug use problem. For the tertiary research question, a linear 

multiple regression analysis was conducted to determine the extent to which the predictor 

variables (number of individual sessions, AAI total score, and RDFS score) predicted participant 

taking steps to change a drug use problem. SPSS FREQUENCIES was used to assess 

assumptions prior to running the analysis. Upon visual inspection, large violations in normality 

of residuals and homoscedasticity were observed. Transformation of a Taking Steps to Change 
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variable was determined as difficult to interpret. Further analyses were not conducted. Table 6 

includes the means and standard deviations for all predictor and criterion variables in the study. 
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APPENDIX D 

EXTENDED DISCUSSION
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The present study explored the relationships between substance use disorder treatment 

process variables supplemental to group therapy and participant motivation to change substance 

use. Treatment process variables include the participant’s number of individual sessions, their 

level of involvement in substance abuse community support groups and participant perceptions 

of relational depth with an individual counselor. Motivation to change is indexed by three 

underlying subscores of the SOCRATES (Miller & Tonigan, 1996) including ambivalence, 

recognition, and taking steps. Currently, there is limited outcome research on relational depth, 

and there are no identified relational depth studies with SUD populations. This study revealed 

several findings relevant to motivation to change in SUD treatment, in particular with regard to 

one’s recognition of an SUD. As expected, one’s involvement in substance abuse community 

support strongly predicted one’s recognition of a substance use problem. Additionally, the 

participant’s average relational depth with an individual counselor statistically significantly (p = 

.045) predicted the participant’s recognition of a substance use problem, and there was an 

approximate medium correlation between these factors (r = .27). Regarding ambivalence about a 

substance use problem, none of the predictors in the study predicted participant ambivalence. 

Moreover, the study’s findings regarding participant takings steps to change a substance use 

problem could not be interpreted due to the gross violations observed in statistical assumptions. 

Additionally, while not a part of the original study’s intended purpose, an interesting finding 

included that the number of individual sessions was not related to the participant’s reported 

average relational depth with the participant’s individual counselor.  

Recognition of a Substance Use Problem. This researcher investigated the extent to 

which the participant’s involvement in alcoholics anonymous, number of weekly individual 

sessions, and reported average relational depth with an individual counselor could predict one’s 
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recognition of a substance use problem among 78 participants in SUD treatment.  The 

Recognition subscale demonstrated strong internal consistency (Cronbach alpha = .89) for the 

study’s sample. Altogether, the predictors statistically significantly predicted the participant’s 

recognition of a substance use problem.  

From a motivational perspective, Miller and Rollnick (2013) have described that 

recognition of an SUD is an indicator of change talk, whereby a person engages in change talk 

when one considers making change. Theoretically, this model of change is foundationally built 

upon Janis and Mann’s (1977) conceptualization of motivation to change, whereby one engages 

in a balancing of pros and cons of a particular behavior prior to making change. Prochaska, 

Norcross, and DiClemente (1995) delineated stages of change wherein one in an early stage 

exhibits high denial and low recognition of a problem. From this perspective, as a person moves 

through stages, one exhibits less denial, greater recognition of a problem, and will take more 

steps to change a problem. Accordingly, one should experience less severity of the problem with 

time. Zhang, Harmon, Werkner and Mccormick (2006) supported this theory in their finding of 

reduced alcohol use severity in adults with severe and persistent mental illness, such that as 

participants experienced greater recognition of a problem, they gradually took more steps to 

change the problem, and subsequently experienced lower alcohol use severity. Additionally, 

participant endorsement of items on the recognition subscale have been found to be positively 

correlated with participant taking steps to change a problem (Maisto et al., 1999; Miller & 

Tonigan, 1996). This process is perhaps facilitated when those with SUDs remain for longer 

periods of time in treatment. Indeed, Brocato and Wagner (2008) found that when participants in 

therapeutic communities endorsed greater recognition of a problem, they were more like to 

remain in SUD treatment.  



120 

The strong correlational relationship between substance abuse community involvement 

and recognition of a SUD is expected and consistent with literature supporting the positive 

effects of involvement in alcoholics anonymous on substance use (Humphreys et al. 2014, Moos 

& Moos, 2006; Norcross et al., 2011). In their meta analysis of program theoretical orientation 

across various psychotherapy outcomes, programs that incorporated 12-step facilitation as their 

primary orientation demonstrated the largest effects on indices of motivation to change (Norcross 

et al., 2011). Additionally, other studies have demonstrated that participation in AA and other 

groups predicts short-term and long term abstinence (Humphreys et al., 2014; Moos & Moos, 

2006). SUD treatment programs may vary in requirements that clients attend alcoholics 

anonymous or other forms of sober support. Clients who become involved in working steps with 

a sponsor may be more likely to recognize a substance use disorder. Indeed, the first step 

according to Alcoholics Anonymous (AA, 2019) is, “We admitted we were powerless over 

alcohol— that our lives had become unmanageable.” (p.1, retrieved from: 

https://www.aa.org/assets/en_US/smf-121_en.pdf), suggesting that recognition of a problem is a 

feature of involvement in AA. Indeed, Tonigan et al. (1996) incorporated working steps into 

scoring the AA involvement index. Additionally, sober support communities such as AA may 

provide a socially supportive community that facilitates the client’s natural self-actualizing 

process toward greater change talk similar to Miller and Rollnick’s (2013) theory regarding 

counselor’s social support in the Spirit of motivational interviewing. More specifically, it is the 

counselor’s supportive attitude, characterized by empathy, acceptance of the client, and a firm 

belief in their ability to change which will support a natural movement toward change.  

The second meaningful finding from the study suggests that the participant’s average 

relational depth appeared to play a role in one’s recognition of an SUD in treatment. This finding 
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was statistically significant, such that increased endorsement of RD with an individual counselor 

predicted greater problem recognition. This finding is the first regarding RD in SUD treatment 

settings, but can be meaningfully interpreted in the greater context of factors related to the 

therapeutic relationship in counseling. In accordance with this interpretation, this finding is 

consistent with other such factors, namely: the counselor’s unconditional positive regard (UPR), 

empathic understanding of the client, and congruence or genuineness, key constructs in RD 

(Mearns & Cooper, 2005; 2017). In meta-analyses of the counselor’s UPR, empathic 

understanding, and congruence, average correlations ranged between r =.2-.3 suggesting small-

medium, but consistent positive correlations across various counseling outcomes (Farber & 

Doolin, 2011; Kolden, Klein, & Wang; Norcross & Wampold, 2011), similar to the small-

medium correlation found in the present study between RD and recognition of an SUD (r = .27). 

At a minimum, RD may contribute positively to therapeutic outcomes at a magnitude that is 

consistent with other theoretically grounded factors of the therapeutic relationship.  

This finding is also consistent with research more specifically related to SUD treatment 

outcomes. For example, the counselor’s expression of empathy appears to be robustly related to 

drinking outcomes (Miller, Benefield & Tonigan, 1993; Moyers et al., 2016; Wiprovnik et al., 

2015;Valle, 1981). More recently, Wiprovnik and colleagues (2015) found that empathic 

resonance and therapeutic bond predicted 7.5% of the variance explained in drinking.  Another 

key construct in relational depth, the counselor’s unconditional positive regard for the client was 

modestly related to psychosocial problems and negative consequences of drinking in another 

study (Ritter et al., 2002).  Finally, the therapeutic alliance, which is significantly related to 

relational depth (Wiggins et al, 2012) predicts treatment retention (Brorson et al, 2013; Ruglass 

et al., 2012), as well as treatment engagement and use (Meier et al, 2005). These findings are 
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substantively relevant to the current study because recognition of a problem is related to 

treatment retention, treatment readiness, and treatment engagement (Brocato & Wagner, 2008), 

as well as alcohol use and relapse (Korcha et al., 2011; Miller et al., 1996).  

Participants who perceive greater relational depth with their individual counselors may be 

more likely to experience opportunities to have genuine discussions about the consequences and 

impact of their substance use. Mearns and Cooper (2005; 2017) have noted that in moments of 

relational depth, clients have discussions about deeply personal matters including questions of 

existence. When facilitating relational depth, a strong therapeutic relationship characterized by 

genuineness, empathic understanding, and unconditional acceptance increasingly creates the 

safety for the client to become vulnerable. Mearns and Cooper iterated that a counselor seeking 

to facilitate these moments can share expressions which communicates to the client that, whereas 

the counselor truly understands content that the client alludes to, the counselor does not force the 

client to discuss material that she is not ready to discuss. Higher participant endorsement of 

relational depth may indicate that the client not only perceives a strong therapeutic alliance with 

the counselor, but also feels that the counselor respected their own choice and direction in 

recognition of a substance use problem. Additionally, Mearns and Cooper described that clients 

will feel seen beneath superficial levels of relating, and there will be mutuality in the 

relationship. It may be that in counseling relationships characterized by greater relational depth, 

participants felt more equality in the relationship, less pressure to respond in socially desirable 

ways, and enhanced freedom to recognize the severity of a substance use problem.  

Other Underlying Motivational Processes. In their three factor model of motivation to 

change, Miller and Tonigan (1996) identified two other underlying variables which comprise the 

other two subscales of the SOCRATES. These variables include one’s ambivalence about a 
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substance use problem and one’s taking steps to change a substance use problem. Regarding 

ambivalence, none of the predictors in the model meaningfully predicted variance accounted for 

in the participant’s ambivalence about a substance use problem. Miller and Tonigan (1996) 

defined ambivalence as a substance user’s uncertainty about having a substance use problem. 

The development of and resolution of client ambivalence is a key counselor goal in the process 

of enhancing client motivation to change her substance use (Miller & Rollnick, 2013). This 

finding may be related to the problem Miller and Tonigan encountered when testing this 

motivational construct with the SOCRATES, as observed by their reported low internal 

consistency of the ambivalence subscale (Cronbach alpha =.60) , consistent with the low internal 

consistency observed in the present study (Cronbach alpha = .69). Additionally, Maisto et al. 

(1999) failed to find factor loadings for the ambivalence subscale of the SOCRATES in a clinical 

sample of at-risk drinkers, leading them to question the stability of the ambivalence subscale. 

Indeed, Miller and Tonigan (1996) admitted that ambivalence may be conceptually difficult to 

capture in a measure.  

The lack of predictive validity of the regression model in the present study of 

ambivalence does not conflict with the noted limitations in this subscale; the predictors in the 

current study do not appear to be related to ambivalence as conceptualized by Miller and 

Tonigan (1996). In the present study, RD was more related to the participant’s recognition of an 

SUD as opposed to the participant’s ambivalence about an SUD. Change theorists have 

described ambivalence as the simultaneous presence of a desire to change and a desire to remain 

the same (Prochaska et al., 1995). Miller and Rollnick (2013) have described ambivalence as the 

coexistence of relatively equal amounts of change talk and sustain talk. Items on the 

SOCRATES (Miller & Tonigan, 1996) indicate a lack of clarity about the severity of an SUD.  
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Two participants in the study even noted on the measure that they did not “wonder” whether they 

had an SUD, they “knew” they had an SUD on one of the ambivalence items. In studies of RD, 

participants have reported feeling vulnerable, and feeling more connected to self (Knox, 2008, 

Knox & Cooper, 2010). RD may be more associated with moments of client discovery and 

connection to personal struggles as opposed to unresolved thoughts and feelings. 

Additionally, regarding the participant’s taking steps to change a substance use problem, 

the present study did not generate any interpretable findings regarding this third motivational 

factor due to gross violations observed in the skew and kurtosis of the standardized residuals in 

the regression output. This skew may be related to the fact that the majority of the study’s sample 

(N = 45) were in inpatient SUD treatment at the time of the study such that being in residential 

treatment may have influenced some participants to perceive that they were already taking steps 

to change. Indeed, the mean (36.38) and mode (40) of the taking steps distribution are consistent 

with this hypothesis, such that participants may have tended to endorse items at the end of the 

Taking Steps scale.   

Overall, the present study demonstrates the most meaningful findings with regard to a 

participant’s recognition of a substance use problem. Findings concerning the other underlying 

factors of motivation to change as conceptualized by Miller and Tonigan (1996) were difficult to 

interpret in light of the greater construct of motivation to change. However, the client’s 

recognition of a substance use problem may be the most important factor in the motivation to 

change construct, and researchers have demonstrated greater internal validity for the recognition 

subscale of the SOCRATES as compared to the ambivalence and taking steps subscales (Brocato 

& Wagner, 2008; Maisto et al., 1999).  

Individual Sessions  
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A notable finding in the study concerned the participant’s number of individual sessions 

in SUD treatment and their reported RD scores, such that the number of individual sessions was 

not related to relational depth scores (r = -.089). While not one of the study’s original research 

questions, this finding was noteworthy. In a related finding, Wiggins et al. (2013) found that the 

client’s duration in counseling was not related to the presence of relational depth in significant 

events in counseling. This finding contributes uniquely to the RD literature; whereas Wiggins 

and colleagues measured distinct moments of RD with the RDI (Wiggins, 2011), the present 

study incorporated the RDFS (Di Malta, 2016) to measure overall RD in the participant’s 

relationship with an individual counselor. Additionally, Wiggins and colleagues observed 

duration in treatment as opposed to the specific number of individual sessions.    

When both findings are taken into context, achieving relational depth in counseling may 

be more complex than the development of a therapeutic relationship over time. Standard practice 

in counseling may be to spend the first few sessions building therapeutic rapport, whereby the 

client may increasingly perceive key components of strong therapeutic relationships: the 

counselor’s empathic understanding, genuineness, and unconditional acceptance (Ackerman et 

al., 2001). However, Carl Rogers (1957, 1959) did not offer guidelines regarding treatment and 

the client’s perception of these conditions. However, in their review of the treatment-dosage 

literature, Hansen and colleagues determined that in RCTs comparing non-directive forms of 

therapy with cognitive-behavioral interventions, moderate treatment gains in reduction of mental 

health symptoms occurred at a range of 9-15 sessions across studies. This finding is consistent 

with a recent meta-analysis of Humanistic-Experiential Psychotherapies (HEPs), such that large 

treatment effects on mental health symptoms occurred at an average of 20 sessions across studies 

(Elliott, Greenberg, Watson, Timulak, & Freire, 2013). Dose-response (therapeutic session to 
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improvement) research suggests that clients need to attend between 13-18 sessions to achieve at 

least a moderate improvement of mental health symptoms in therapy (Hansen, Lambert, & 

Foreman, 2006). Whereas such findings regard outcomes in mental health counseling, other 

findings suggest similar patterns in SUD treatment. For example, empathic resonance and 

therapeutic bond predict drinking outcomes after eight sessions in treatment (Wiprovnik et al., 

2015). Additionally, when counselors utilize spirit of motivational interviewing only (SOMI) 

interventions, which rely only on the therapeutic relationship without the technical aspects of MI, 

statistically significant changes in drinking outcomes occur at eight sessions (Morgenstern et al., 

2012). Taken together, these findings suggest that a linear relationship exists between the 

delivery of bona fide humanistic psychotherapies (reliant upon the therapeutic relationship as the 

central component for change) and client improvement across various outcomes in general 

psychotherapy, as well as in SUD treatment. 

Whereas RD incorporates these conditions (Mearns & Cooper, 2005; 2017), the present 

study’s findings are consistent with Mearns & Cooper’s assertion that RD offers something 

unique to a strong therapeutic relationship. Moreover, RD has been found to be conceptually 

different than the working alliance (Wiggins et al, 2012). However, the present study’s finding 

that client perceptions were not related to number of individual sessions strengthen the argument 

that RD may an inherently unique addition to a strong therapeutic relationship. RD may indeed 

be rare (Mearns & Cooper, 2005; 2017), and participants in qualitative studies have described it 

as unique and unexpected (Cooper, 2013; Knox & Cooper, 2011). Mearns and Cooper (2005; 

2017) explained that in these unique moments, clients and counselors are truly engaging with 

one another beneath a superficial level of relating and are mutually prizing of one another, 

characteristics not included in definitions of therapeutic relationships in the psychological 
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literature (Ackerman et. al., 2001; Horvath et al., 2011 Karver et al., 2006; Lambert & Barley, 

2001). Reaching such levels of relating may ultimately have little relationship with length of 

time in counseling or magnitude of exposure to individual counseling and may have more to do 

with other variables or processes in need of further exploration.     

Limitations and Research Implications 

To the researcher’s knowledge, the present study stands as the first to explore RD in SUD 

treatment. To this end, the present study presents a promising initial investigation into RD in 

SUD treatment yet results are considered within the context of several limitations.  These 

limitations include those related to the study’s sample and methodology and thereby limit the 

conclusions which one can draw from the study’s findings. The greatest limitations in the current 

study concern the sample of the study. The relatively low sample size in the study appears to 

have limited the potential for more extensive statistical analyses of the present study. Lower 

sample size reduces number of usable predictors and limits power in the study (Heppner et al., 

2016). According to G*Power, an additional 4 participants would have to have been surveyed to 

find a medium effect in four predictors in the SOCRATES variable. Perhaps a higher sample size 

would have revealed more unique variance between RDFS and recognition scores. Additionally, 

the present study may have been able to explore a greater number of predictors of the underlying 

factors of motivation to change as measured by SOCRATES (Miller & Tonigan, 1996). 

Additionally, a majority of participants in the study comprised a higher proportion of 

individuals in inpatient treatment. Participants in inpatient treatment may have been more likely 

to recognize a substance use problem than those in outpatient treatment, potentially contributing 

to the skew observed in the distribution of standardized residuals and the lack of 

homoscedasticity of the standardized residuals across all predicted outcomes on the criterion 
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variable.  As previously noted, Tabachnick and Fidell (2013) stated that lack of homoscedasticity 

in the residuals weakens the analysis, but is not fatal in studies of ungrouped data. With respect 

to the present study, AAI and RDFS scores could have more strongly predicted participant 

recognition of a substance use problem had the standardized residuals demonstrated greater 

homogeneity of variances. Additionally, the distribution of scores on the taking steps measure 

was too skewed to be interpreted. Thus, the researcher could not investigate if RDFS has any 

predictive validity with another of the three continuous variables underlying Miller and 

Tonigan’s motivation to change variable, leaving an incomplete picture about how RD 

influences overall motivation to change. Future studies of motivation to change in SUD 

treatment should include a greater balance of participants at inpatient and outpatient levels of 

care.  Moreover, future studies should also incorporate other measures with additional indices of 

motivation to change. Miller and Tonigan (1996) have noted as a limitation that their measure 

may not include all potential vectors for motivation to change, which may include self-efficacy, 

perception of supportive relationships, or expectancy of outcome, among others.   

Another limitation observed in the study’s sample concerns the lack of a diverse sample: 

approximately 81 percent of the sample identified as white/Caucasian, limiting the external 

validity of the study findings. The lack of racial diversity observed in the sample may be a result 

of geographical limitations because participants were sampled from treatment centers in 

predominantly majority Caucasian geographical regions. RD may be experienced or perceived 

differently by members of other races. Therefore, future studies should involve intentional 

sampling from treatment centers in regions with more diverse populations. 

Finally, the study is limited by its design (non-experimental) and corresponding chosen 

statistic, multiple regression, with regard to the conclusions that can be drawn from the findings 
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of the study. Linear multiple regression allows the investigator to explore if predictive 

relationships exist between predictor variables and the criterion variable (Keith, 2015), but does 

not allow the investigator to make causal inferences about variables (Heppner et al., 2016). In the 

present study, one cannot conclude that participant involvement in AA causes greater recognition 

of a substance use problem. Accordingly, one also cannot conclude that experiencing relational 

depth with a counselor facilitated greater recognition of a substance use problem. Future studies 

could utilize more advanced statistical procedures to test a more nuanced causal model for 

relational depth to include other factors hypothesized to influence motivation to change.  

In light of the limitations of the present study as an initial quantitative exploration into 

RD in SUD treatment, the findings demonstrate some promise that RD may merit future research 

in SUD treatment. This population has not been extensively discussed in the RD or addictions 

literature. Regarding the addictions literature, Woehler, Giordano, and Hagedorn (2018) 

discussed moments of RD as potentially valuable in sex addiction treatment. However, current 

studies with rigorous designs are needed to support this proposal. Such studies would enhance 

the external validity of RD as a meaningful factor in treatment across unique treatment 

populations because diverse treatment populations may experience or benefit from RD 

differently. 

Implications for Clinical Practice 

The reported findings present important potential implications for clinical practice with 

clients who present with SUDs.  The proposed clinical implications concern SUD treatment 

program design. Additionally, implications for individual SUD treatment counselors seeking to 

positively enhance client recognition of a substance use problem are included.  
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     The first clinical implication concerns the finding regarding community support 

involvement and recognition of a substance use problem. This finding reaffirms prior research 

indicating that involvement in SUD treatment is related to enhanced clinical outcomes (Norcross 

et al., 2011). More specifically, it may be that clients become more aware of a problem with 

substance use when they are also involved in community support groups of some type. SUD 

treatment programs may want to consider how they can integrate community support groups into 

client treatment. When clients express hesitation or lack of interest in becoming involved in 

community support, counselors could consider how they can adopt a motivational approach 

(Miller & Rollnick, 2013) to help clients elaborate on the pros and cons of engaging in 

community support and to enhance any natural client change talk which emerges with regard to 

their involvement in community support. 

Concerning the other additional treatment processes, client experiences of RD in individual 

sessions may be additionally important in SUD treatment. With regard to program structure, the 

number of individual client sessions may not be related to RD in the therapeutic relationship in 

SUD treatment. For SUD treatment programs with limited counselor availability and resources, 

facilitation of RD may have more to do with the quality of contact within the therapeutic hour, 

and this quality of contact may hinge on the counselor’s ability to provide the conditions 

necessary for relational depth. Mearns and Cooper (2005, 2017) described several considerations 

for facilitating relational depth with clients which increase mutuality in the therapeutic 

relationship. These considerations include specific suggestions such as letting go of expectations 

of therapeutic outcomes, inviting the client to enter into relational depth, increasing presence and 

genuineness in the session, not interpreting the client, among others. SUD treatment counselors 

may want to review these considerations to evaluate the extent to which they facilitate relational 
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depth in their clinical work. Additionally, it may be beneficial for counselors to consider the 

extent to which they are engaged in genuine discussions characterized by deeper connections 

with clients.  

In support of enhancing client experiences of RD in SUD treatment, treatment programs may 

benefit from assessing the extent to which their counselors can offer a meeting at RD. To this 

end, Di Malta (2016) developed a therapist version of the Relational Depth Frequency Scale 

(RDFS) that clinical supervisors might use for counselor assessment of RD in their individual 

work with clients. For clinicians who work with clients exhibiting low recognition of a substance 

use problem and lack of progress in counseling, supervisors may incorporate supervisee self-

assessment to spark discussions about the therapeutic relationship or the quality of contact with 

clients in session. Lambers (2013) supported the benefits of engaging supervisees in discussions 

of RD with clients in clinical supervision. In addition to discussion about RD, supervisors may 

refer developing supervisees to personal development exercises (Cooper, 2013) designed to 

enhance supervisee ability to offer a meeting at RD.  

In the interest of program evaluation and enhancement of clinical outcomes, treatment 

programs might utilize measures such as the RDFS (Di Malta, 2016) or the Relational Depth 

Inventory (RDI; Wiggins, 2011) to assess the extent to which clients experience RD with 

counselors. Research indicates that when clients experience greater motivation to change a 

substance use problem, clients are more likely to take action (Web & Sheeran, 2006). As 

program counselors increase in their ability to offer RD with clients, counselors may notice 

increased change talk and less sustain talk in client discussions of use experiences, 

consequences, and pros and cons of use (Miller & Rollnick, 2013). It may be in moments of RD 

where painful feelings associated with such discussions can emerge leading to highly vulnerable 
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and necessary discussions which contribute to the client’s recognition of a substance use 

problem.  

Conclusion 

Despite the limitations identified in the present study, it would seem that RD is, at 

minimum, a variable worth further investigation in addictions research. Miller and Moyers 

(2015) called for the additional study of treatment process variables, as well as relational factors 

in addictions research. In response to this challenge, the present study has revealed that client 

experiences of RD may have a meaningful relationship with the client’s recognition of an SUD. 

It remains unclear, however, how RD might contribute to this relationship, and more research is 

needed to this end. Additionally, the present study’s findings appear to support that client 

participation in substance abuse community support groups may be a helpful adjunct to SUD 

treatment, particularly with regard to recognition of a substance use problem. Whether these 

additional treatment processes work in conjunction in their relationship with recognition of a 

substance use problem, is also unknown. Taken together, one might conclude that client 

experiences of RD in individual counseling and client involvement in substance abuse 

community support groups appear beneficial to group therapy in SUD treatment.  

 The present study adds to the small foundation of studies exploring relationships 

and predictive models of RD with therapeutic outcomes. RD researchers have called for the 

exploration of RD with various treatment outcomes (Cooper, 2013), and the present study serves 

as an initial exploration into an additional outcome variable not previously explored by RD 

researchers, motivation to change substance use. The present study’s findings indicate that 

research into RD in special clinical populations may be warranted.  Additionally, the present 

study enhances a prior finding regarding RD and treatment length. Namely, the finding that that 
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number of individual sessions do not appear to be related to the client’s perception of RD with 

their individual counseling in SUD treatment appears consistent with Wiggins et al. (2011) 

finding regarding the number of weeks in treatment and the presence of RD in significant events 

in therapy. More specifically, the development of RD may be more related to factors not yet 

explored in studies utilizing predictive or causal models.  
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University of North Texas Institutional Review Board 
Informed Consent Notice 

 
Before agreeing to participate in this research study, it is important that you read and understand 
the following explanation of the purpose, benefits and risks of the study and how it will be 
conducted. 
 
Title of Study: The Client-Counselor Encounter: Assessing the Relationship Between Relational 
Depth and Motivation to Change in Substance Use Disorder Treatment.  
Student Investigator:  Elliott Woehler, University of North Texas (UNT) Department of 
Counseling and Higher Education.   
Supervising Investigator: Dee Ray, Ph.D., University of North Texas (UNT) Department of 
Counseling and Higher Education 
Purpose of the Study: You are being asked to participate in a research study which involves 
exploring the client’s experiences with the counselor and the effects on motivation to change. 
The study intends to help researchers better understand how strong therapeutic relationships are 
formed in treatment and how this impacts a person’s motivation to change substance use.  
 
Study Procedures: You will be asked to complete four questionnaires that will take about 20 
minutes of your time. 
 
Foreseeable Risks: The study will ask you to answer questions about your substance use, as 
well as your relationship with your counselor Although not expected, it is possible that you may 
experience some discomfort as a result of the questions asked in the questionnaires. If excessive 
discomfort is experienced, you may choose to stop answering questions at any time without 
penalty. If you feel that you need to discuss your discomfort further, please speak with your 
counselor. If your need is urgent and your counselor or other staff is unavailable, a 24-hour toll 
free crisis line is available by dialing 844-244-3171 
Participation is completely voluntary. There are no penalties or consequences of any kind if you 
decide that you do not want to participate and you will continue to receive treatment services as 
usual. 
Benefits to the Subjects or Others: The researcher is offering a five-dollar gift card as an 
incentive to participate in the study. Your participation in this study may benefit others by 
contributing to learning more about clients’ experiences in counseling which can inform the 
counseling profession. 
 
Compensation for Participants: Five-dollar gift card. 
 
Procedures for Maintaining Confidentiality of Research Records: Your questionnaires will 
receive a three-digit code and no identifying information will be collected. Therefore, completed 
surveys will be in no way linked back to individual clients. The confidentiality of your individual 
information will be maintained in any publications or presentations regarding this study. 
 
Questions about the Study: If you have any questions about the study, you may contact Elliott 
Woehler at Elliottwoehler@my.unt.edu or Dr. Dee Ray at dee.ray@unt.edu.  
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Review for the Protection of Participants: This research study has been reviewed and 
approved by the UNT Institutional Review Board (IRB). The UNT IRB can be contacted  
at 940-565-4643 with any questions regarding the rights of research subjects. 
 
Research Participants’ Rights: 
Your participation in the survey confirms that you have read all of the above and that you agree 
to all of the following: 
 

• Elliott Woehler has explained the study to you and you have had an opportunity to 
contact him/her with any questions about the study. You have been informed of the 
possible benefits and the potential risks of the study. 
• You understand that you do not have to take part in this study, and your refusal to 
participate or your decision to withdraw will involve no penalty or loss of rights or 
benefits. The study personnel may choose to stop your participation at any time. 
• You understand why the study is being conducted and how it will be performed. 
• You understand your rights as a research participant and you voluntarily consent 
to participate in this study. 
• You understand you may keep this form for your records. 

 
 
 
 
 
 
 
 
 
 

Client Participant Recruitment Script  
 
 
Hello. I am a fourth-year doctoral student in the counseling program at the University of North 
Texas inviting you to participate in an important research project investigating client experiences 
with their counselors. It is a paper survey that will take about 10-15 minutes and you will receive 
a ten dollar gift card to publix as compensation for your time. The survey will ask you a series of 
questions about your prior substance use, as well as your experiences with your individual 
counselor. You are eligible to participate in this study if you are 18 years of age or older and are 
seeing a counselor for individual counseling sessions. Your participation in this study is 
voluntary. You may choose to remove yourself from the study at any time with no penalty. Any 
identifying information will be removed when researchers analyze and report findings to protect 
confidentiality. I will pass out informed consent forms for you to look over and keep. By keeping 
the informed consent form and moving onto the survey, you have agreed to participate in this 
study.  
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If you have questions or concerns, please let me or the primary investigator, Dr. Dee Ray, know. 
Her contact information is on the informed consent form.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 

Demographic Form 
1. What is your age? (in years)____ 
2. What do you consider to be your primary racial group? 

a. Asian  
b. Black/African American  
c. Latino(a)/Hispanic  
d. Native American  
e. Multiracial  
f. White/Caucasian  
g. Other _______________ 
3. What is your gender? 
a. Female  
b. Male 
c. Transgender 
d. Other ___________________ 

      4. What is your relationship status? 
a. Committed Relationship  
b. Divorced  
 c. Married  
d. Separated   
e. Single  
f. Widowed  
g. Other ____________________ 
        5. What is your sexual orientation? 
             a. Bisexual 

b. Gay 
c. Heterosexual 
d. Lesbian 
e. Questioning 
f.  Other ____________________ 
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6a. Which type of treatment are you in? 
a.inpatient 
b.outpatient 
6b. Have you had at least three one on one sessions with your counselor at this treatment 
center?  Y/N  
6c. If so, how many one on one sessions have you had with your counselor at this 
treatment center?  _____ 
6d. How many weeks have you been in treatment? _____ 

7. In the past 30 days, have you used any of the following (check all that apply) 
______Cigarettes/chewing tobacco/e-cigarettes 
______Marijuana/hash 

______Prescription anxiety medication without a prescription (ex. Xanax, Ativan) 
______Prescription ADHD medication without a prescription (ex. Adderall, 
Ritalin) 
______Prescription narcotic medication without a prescription (ex. Oxycodone, 
codeine) 

______Cocaine/Crack 
______Methamphetamines/Crystal Meth 
______Heroin 
______Synthetic marijuana (ex. Spice, K2) 
______Other illegal drugs (Specify)  
8. Have you ever previously received counseling for concerns related to your substance 
use?  
Y/N 
If yes, how many programs have you previously attended? _____ 
9. What is your highest education level? 
    a. Some high school 
    b. High school graduate/GED 
    c. Some College 
    d. College Graduate 
    e. Some graduate school 
     f. Graduate degree (master’s/Doctoral degree) 
10. What is your annual income? 
    a. Less than 10,000 
    b. 10,000-30,000 
    c. 30,000-50,000 
    d. 50,000-70,000 
    e. Greater than 70,000 
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