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Abstract

The aim of the current study was to design and evaluate a therapist version of the

Alliance Negotiation Scale (ANS). The ANS was created in order to operationalize

the construct of dyadic negotiation in psychotherapy and to augment existing concep-

tualizations of the working alliance. The ANS has existed only as a client self‐report

form since its inception and has demonstrated promise as a psychotherapy process

measure. This research intended to develop a complementary therapist self‐report

version of the measure. The scale creation process is discussed in detail, and the

results of a preliminary psychometric investigation are reported. The ANS‐Therapist

version (ANS‐T) was developed using a sample of therapists (n = 114) through a prin-

cipal components analysis procedure. The ANS‐T contains 9 unidimensional items and

was moderately correlated with therapist‐reported working alliance (r = .468). The

results of the study support the composition of the ANS‐T and provide initial support

for the reliability and validity of the measure.
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1 | INTRODUCTION

The Alliance Negotiation Scale (ANS; Doran, Safran, Waizmann,

Bolger, & Muran, 2012) was created in 2012 in an effort to

operationalize the theoretical construct of dyadic negotiation in psy-

chotherapy (Safran & Kraus, 2014; Safran & Muran, 2000, 2006) and

in order to augment existing conceptualizations of the working alli-

ance. Bordin is credited with developing the modern definition of

the working alliance, framed as a collaborative stance between a

patient and therapist emerging from agreement on the tasks and goals

of therapy, as well as the quality of their relational bond (Bordin,

1979). Although the working alliance has become a foundational con-

cept in the practice and study of psychotherapy and has decades of lit-

erature to support it, historical conceptualizations are not without

their limitations or critiques. The working alliance and its measurement

are generally positively valenced in nature, with the hallmark feature

of existing measures described as “collaboration and consensus”

(Cushman & Gilford, 2000; Horvath, Re, Fluckiger, & Symonds,

2011). Safran and Muran (2006) have argued that the more traditional

concept has become somewhat outdated and have pushed for the

definition to evolve to include more modern theories and concepts.

Their foundational work emerged in the context of the relational ther-

apy model (e.g., Mitchell & Aron, 1999) and has focused more on neg-

ative interpersonal processes in therapy. The importance of tension,

disagreements, and upset feelings between a patient and therapist

began to be seen as critically important aspects of the therapeutic pro-

cess (Safran, Crocker, McMain, & Murray, 1990). Such negative ther-

apy events are known as ruptures in the therapeutic relationship

(Safran, 1993), and a body of literature has grown supporting the

importance of ruptures and their resolution (Safran & Muran, 2000),

their relationship to treatment outcome (Aguirre McLaughlin, Keller,

Feeny, Youngstrom, & Zoellner, 2014; Safran, Muran, & Eubanks‐Car-

ter, 2011), and their role in the change process (Stiles et al., 2004;

Strauss et al., 2006).

The ANS was developed in this context and the theoretical

argument to augment the current conceptualization of the working

alliance to include the constructive dyadic process of negotiation

over the more traditional focus on agreement and compliance (for

a more detailed review of this and aforementioned issues, see

Doran, 2016; Doran, Safran, & Muran, 2016; Safran & Muran,

2000, 2006). Alliance negotiation represents what patients and ther-

apists do when ruptures or other negative processes occur in
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therapy sessions and reflect if the quality of the therapeutic relation-

ship facilitates or hinders these issues being addressed and resolved.

Theoretically, a high level of dyadic negotiation is expected to be

related to positive treatment outcome, whereas problems in negoti-

ation are expected to negatively impact the therapy process and

outcome. Constructive alliance negotiation is conducive to identify-

ing and working through ruptures and other negative therapy pro-

cesses, paving the way for positive therapeutic and interpersonal

change. Research is beginning to support these ideas (Doran, Safran,

& Muran, 2017).

Although there are numerous existing patient and therapist mea-

sures of psychotherapy process (e.g., the Individual Therapy Process

Questionnaire; Mander et al., 2015) and the working alliance specifi-

cally (see Bachelor, 2013, for an overview of the three most common

measures of the alliance), the ANS is viewed as offering a unique con-

tribution in its explicit focus on negative therapy process related to

patient/therapist feelings, behaviour, and perceptions of the other

and their dyad during treatment. Although some existing alliance mea-

sures may contain a few items that assess the presence of negative

thoughts or feelings, the ANS is unique in its focus on what the client

and therapist actually do with these feelings when they occur. The

ANS moves beyond assessing the presence of disagreement, for

example, to examining how the client and therapist respond to and

address disagreement when it occurs. The ANS is also the first mea-

sure to explicitly operationalize and assess the construct of alliance

negotiation.

The ANS was modelled in structure and form after the Working

Alliance Inventory (WAI; Horvath & Greenberg, 1986, 1989), one of

the most commonly used measures of the working alliance, with the

intention to augment the measurement of the alliance construct by

including an explicit focus on negative therapy process and the pres-

ence and resolution of ruptures in therapy (Doran et al., 2016).

Although the original WAI has been transformed into several ver-

sions, including shorter forms as well as therapist self‐report and

observer‐based coding versions, the ANS was initially created only

as a client self‐report version of the measure (Doran et al., 2012). It

was determined that the reliability, validity, and utility of the con-

struct of negotiation, and the ANS as an independent measure,

should be examined before investing resources into the creation of

parallel versions.

The ANS is a 12‐item client self‐report measure consisting of two

factors: Comfort with Negative Feelings (Factor 1) and Flexible and

Negotiable Stance (Factor 2). ANS items assess both client feelings

and behaviour (such as “I am comfortable expressing disappointment

in my therapist when it arises”), client perceptions of the relational

dyad (“I feel that I can disagree with my therapist without harming

our relationship”), and client perceptions of the therapist's behaviour

(“My therapist is able to admit when he/she is wrong about something

we disagree on”). Items are rated on a 7‐point Likert scale, with

responses ranging from Never to Always, and Factor 2 items are

negatively valenced and reverse scored. Appendix A includes a copy

of the measure.

Since its inception, the ANS has been translated into Spanish and

adapted for use in an Argentinean population (ANS‐A; Waizmann

et al., 2015), with several other cultural adaptations in progress.

Results of a preliminary study on the ANS‐A were comparable with

that of the original ANS, demonstrating relative cultural equivalence

and potential utility of the construct cross‐culturally (Waizmann

et al., 2015). Both English and Spanish versions of the ANS have

continued to demonstrate psychometric integrity through investiga-

tions of their reliability as well as content, criterion, and construct

validity (Doran et al., 2012; Doran et al., 2016; Doran et al., 2017;

Gomez Penedo, 2017; Roussos, Gomez Penedo, Doran, Olivera, &

Horowitz, 2017).

Studies using the ANS have demonstrated relationships between

negotiation and other process and outcome variables of interest,

including both client and therapist factors. Client self‐reported inter-

personal problems, such as nonassertiveness and social avoidance,

as well as the presence of a personality disorder, were associated

with lower levels of negotiation in the therapeutic relationship (Doran

et al., 2016; Doran et al., 2017). Client perceptions of therapist empa-

thy were positively associated with negotiation (Doran et al., 2016).

Lower levels of negotiation have been associated with more client‐

identified ruptures in session, as well as with client behaviours aimed

at avoiding tension in the therapeutic relationship. In contrast, higher

levels of negotiation have been found to be associated with the res-

olution of ruptures and greater session impact (Doran et al., 2017),

as well as increased client satisfaction with treatment (Doran et al.,

2016). The ANS has also proven useful in helping to explain some

variance in treatment outcome, with higher negotiation scores corre-

lated with decreased symptom levels on measures of general psychi-

atric distress and interpersonal functioning. Furthermore, lower ANS

scores have demonstrated a predictive relationship with premature

termination from treatment (Doran et al., 2017). A study on the

ANS‐A found that hostile‐dominant and hostile‐submissive interper-

sonal problems were related to lower negotiation scores overall

(Gomez Penedo, 2017). The ANS‐A has also demonstrated a

Key Practitioner Message:

• Alliance negotiation is emerging as an important topic of

study in psychotherapy research

• The Alliance Negotiation Scale (ANS) and ANS‐

Therapist version may be important tools for tracking

alliance negotiation in psychotherapy

• The ANS and ANS‐T may provide clinicians with

important information about the quality of the

therapeutic relationship and help identify potential

problems in negotiation

• The ANS and ANS‐T can be used by clinicians to track

alliance negotiation throughout treatment and may

serve as an important bidirectional feedback tool

• The ANS and ANS‐T can help clients and therapists

identify their ability and willingness to work through

negative feelings and difficult therapy process when it

occurs
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relationship with treatment outcome, with higher early negotiation

scores predicting improvement in interpersonal problems of low

agency (social avoidance, nonassertiveness, and being overly exploit-

able), as well as predicting change on a global outcome measure

(Roussos et al., 2017).

Negotiation, as measured by the ANS, has been found to be

highly correlated with both the working alliance, as measured by the

WAI, and the real relationship, as measured by the Real Relationship

Inventory (Gelso et al., 2005), indicating substantial convergence

across constructs and measures (Doran et al., 2012; Doran et al.,

2016). The relationship between the ANS and WAI has been found

to vary over the course of treatment, with more distinction occurring

in the early and middle phases of treatment. Also, less overlap has

emerged between the ANS and WAI when comparing “low” versus

“high” negotiation cases, indicating that the ANS may capture some

unique relational difficulties (Doran et al., 2017).

Differences have not emerged in levels of negotiation across cli-

ent symptom levels or modalities of treatment, though negotiation

scores have been found to be higher for dyads who had been work-

ing together for longer periods of time and who met more regularly

for treatment (Doran et al., 2016). Relationships between negotia-

tion and demographic characteristics have varied across studies.

One study found that negotiation scores were slightly higher for

female clients and identified a positive linear relationship between

negotiation and client age. In the same study, clients endorsing a

racial/ethnic minority identity reported lower negotiation scores

overall, and negotiation was lower in culturally “mismatched” ther-

apy dyads, for example, a minority client with a White therapist

(Doran et al., 2016).

As in any interpersonal occurrence, the therapeutic relationship

and the working alliance are dyadic constructs. Understanding the

thoughts, feelings, and perceptions of both client and therapist is

needed in order to fully understand the psychotherapy process and

any associated relational construct. It is therefore critical to investigate

the presence and perception of negotiation from both the client and

therapist in determining the impact of negotiation on treatment

outcome. Research using previous working alliance measures has

demonstrated a lack of convergence in perceptions of the alliance

across reporters (Hersoug, Hoglend, Monsen, & Havik, 2001; Tichenor

& Hill, 1989), with differential impact on the process–outcome rela-

tionship as well (Horvath & Symonds, 1991; Piper, Azim, Joyce, &

McCallum, 1991).

The absence of a therapist version of the ANS has limited existing

research efforts, providing psychotherapy process data only from the

perspective of the patient. Given this, a therapist version of the ANS

is greatly needed in order to fully understand the dyadic process of

alliance negotiation in psychotherapy, as well as to continue to vali-

date the construct of negotiation itself and more clearly determine

its relationship with treatment outcome. The aim of the present study

was to create a psychometrically sound therapist version of the ANS.

It was hypothesized that a therapist version of the ANS would closely

parallel the existing client version in terms of factor structure and con-

tent. Based on research using the client versions of both scales (Doran

et al., 2017), a moderate‐to‐large correlation between the ANS and

WAI was also expected.

2 | METHOD

Given the popularity of the ANS in both American and Argentinean

cultures, the creators of the respective versions of the scale decided

to collaborate on the development of a therapist version of the mea-

sure. Traditionally, assessment measures are created in one language

or culture and then tested in another culture for equivalence and util-

ity or adapted/translated as needed. This approach to assessment

often results in very Western‐centric tools and places the country of

origin (typically the United States) in a position of privilege and as

the point of reference for subsequent versions. As the concept of

negotiation has been found to be useful cross‐culturally, and it is likely

that the ANS‐T will be used in multiple cultural contexts, it was deter-

mined that a collaborative cross‐cultural effort to create a therapist

version would be preferable. Members of the research teams involved

in the validation of both the ANS and ANS‐A worked together in order

to simultaneously (rather than sequentially) create and develop parallel

versions of the ANS‐T. This paper presents the final English/American

version of the scale; an identical Argentinean version of the measure

was also created as part of this process and will be presented in a sep-

arate paper in a Spanish‐language journal (Gomez Penedo, Doran, &

Roussos, 2017).

2.1 | Procedure

The present study was designed to mirror the original ANS develop-

ment study (for a detailed review of this process, see Doran et al.,

2012). The first step was to create an item pool for potential items

that would comprise the ANS‐Therapist version (ANS‐T). The item

creation process for the client version of the ANS was a long and iter-

ative process that involved collaboration with a core research team of

clinician‐researchers. Content validity checks also occurred through

review by senior members of the research team and an external expert

panel of psychotherapy researchers who reviewed and rated all poten-

tial items as part of the original ANS study (additional information

about the item construction process can be found in Doran et al.,

2012). Building on the theoretical groundwork that was part of this

original item creation process, existing ANS client‐centred items were

directly translated into a parallel item from the perspective of the ther-

apist. For example, in the client version of the ANS Item 1 is “I feel that

I can disagree with my therapist without harming our relationship.”

The directly translated item for the ANS‐T would therefore be “I feel

that I can disagree with my patient without harming our relationship.”

Although reasonable translations were able to be made for all original

ANS items, it was acknowledged that the most direct translation might

not provide the clearest or most psychometrically sound way of

assessing the concept of interest. Therefore, at least one alternate

wording was created for each item in an effort to reframe the item

wording or increase clarity of the concept. For Item 1, additional

wordings that were tested included “My patient and I are able to con-

structively work through disagreements in therapy” as well as “My

patient seems to feel that he/she can disagree with me without

harming our relationship.” As in the original ANS, items in the initial

item pool were framed both to capture the perspective of the individ-

ual completing the self‐report (the client in the original version; the
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therapist for the ANS‐T), as well as to assess their perception of the

“other” in the dyad. As another example, Item 2 in the original ANS

is “My therapist encourages me to express any concerns I have with

our progress.” For the ANS‐T, parallel items for testing included “I

encourage my patient to express any concerns he/she has with our

progress” (direct translation), as well as “I am comfortable hearing my

patient's negative feelings about me or our work” (alternate phras-

ing/wording). Although both tested items are similar in nature, one

assesses the therapist's feelings while the other their actual behaviour.

This was done purposefully, as the item pool in the original ANS (and

the actual final version of the measure itself) contains both types of

items. The goal for the ANS‐T was to test items that captured (a) ther-

apist feelings, (b) therapist behaviour, and (c) therapist perceptions of

the patient/dyad.

Participants for the current study were recruited through psychol-

ogy graduate student university departments, listserves for psycholo-

gists, and psychologist social networking sites using a snowball

sampling procedure. An initial invitation to participate was sent via

email or as a discussion post and requested participation from clini-

cians. Participants who were interested in the study were invited to

click on a link to learn more, which directed them to a data collection

website (Survey Monkey) where they were provided with informed

consent and given the option to participate. Informed consent was

obtained from all participants prior to their participation. The survey

consisted of 60 questions and first assessed therapist demographic

and professional information, followed by de‐identified client demo-

graphic information. This information was collected through the use

of multiple‐choice questions with the option to include a unique,

open‐ended response where applicable. Clinicians also provided infor-

mation about their theoretical orientation, modality of treatment, fre-

quency of sessions, duration of treatment, and their client's presenting

problems and diagnoses.

In order to encourage a range of responses and assess the quality

of the therapeutic relationship in both positive and more challenging

dyads, participants were randomly assigned to answer subsequent

questions while thinking about a current client who they perceive as

either easy or difficult to work with. Participants then responded to

each of the 26 potential ANS‐T items as well as the 12 items from

the short version of Working Alliance Inventory–Therapist version

(WAI‐T; Tracey & Kokotovic, 1989) to provide preliminary data on

convergent and discriminant validity. Items from the ANS‐T pool and

WAI‐T were presented together and randomly interspersed in an

effort to control for order effects. Finally, clinicians were asked how

much they liked their client overall and how they felt about their work

together given a Likert‐style scale.

2.2 | Participants

All participants (N = 114) were mental health providers who were cur-

rently seeing patients under their own licence or as a trainee under the

supervision of a licensed professional. Participants came from 15

countries (n = 20 respondents were from outside of the United States)

and 18 U.S. states. The majority of respondents was female (70.2%),

heterosexual (80.7%), and White (93%). A minority of respondents

identified as Asian (4.4%) or Hispanic/Latino (2.6%), as well as

endorsed a sexual minority status (14.1%). Therapist age ranged from

23 to 75 (M = 44.1, SD = 14.6). Therapists primarily identified as psy-

chologists (60.5%) or psychology trainees (27.2%). Several respon-

dents also identified as being a psychiatrist, a mental health

counsellor, a social worker, or a psychoanalyst (12.3%). The majority

of participants held a doctoral degree (69.3%) and worked in either a

clinical practice (57.0%), hospital or medical centre (28.1%), or other

mental health clinic (14.9%). Years of clinical experience ranged from

1 to 47 (M = 15.2, SD = 11.5).

The sample was close to evenly split between being assigned to

answer the survey questions while thinking about a “difficult”

(49.1%) versus an “easy” (50.9%) client. Therapists reported that more

than half of their clients were female (57.0%). The majority of clients

was also described as White (76.3%), heterosexual (82.5%), and youn-

ger than their therapists (64.9%). Client diagnoses included depressive

disorders (50.9%), anxiety disorders (6.8%), a trauma or stressor‐

related disorder (24.6%), or other clinical syndrome such as an eating

disorder or adjustment disorder (24.6%). A subset of the sample was

diagnosed with a personality disorder (21.1%).

3 | RESULTS

All data were analysed using the SPSS (version 23) statistical program.

All data were checked for errors and screened for outliers prior to run-

ning any analyses. Data were also checked to ensure that no statistical

assumptions were violated that would prevent the use of parametric

tests in the data analysis (Kendall & Stuart, 1958). Any case with more

than 5% of missing data was excluded from subsequent analyses. No

items were excluded from the pool of potential ANS‐T items on the

basis of violating a statistical criterion.

3.1 | Principal components analysis

The Kaiser–Meyer–Olkin test of sampling adequacy for factor analytic

techniques exceeded the recommended threshold (Kline, 1994), pro-

ducing a score of .801. An exploratory principal components analysis

(PCA) was performed on the data in order to identify any underlying

dimensions in the scale items and to reduce the item pool down to a

simplified measure. A direct translation of the client version of the

ANS was first tested before examining the differential functioning of

directly translated versus alternate items. The final scale was created

through careful analysis of both theoretical and statistical criterion,

with the goal of retaining the most psychometrically sound items

across both the English‐ and Spanish‐language versions of the scale.

The PCAs were run simultaneously in order to find the best fit for

both sets of data. From a statistical standpoint, established criteria

were utilized to qualify an item for retention (Bryant & Yarnold,

1995; Clark & Watson, 1995; Tabachnick & Fidell, 2001). Retained

items were required to have an eigenvalue above 1, factor loadings

above .4, and a minimum difference of .4 on an item that loaded on

multiple factors.

The final solution was obtained through running a PCA with a

one‐factor solution and without rotation. Table 1 presents each item

with its corresponding factor loading. As with all factor analytic
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procedures, multiple solutions were tested as part of the data analysis

process in order to identify the best fit. Utilizing a PCA versus principal

axis factoring would not have changed the composition of the scale, as

both methods yielded highly similar results. Many different versions of

the ANS‐T were also tested and subject to scrutiny, replacing directly

translated items with alternates in a sequential fashion in order to

determine the optimal composition of the scale. As the original ANS

includes two orthogonal subscales, and the present item pool was

closely modelled after the original items, a forced two‐factor solution

was also tested. Contrary to expectations, this solution was not a good

fit of the data, and the absence of an underlying factor structure in the

ANS‐T was confirmed by graphical representations on both the scree

plot and the component plot in rotated space (not shown). The princi-

ples of psychometric theory (Gregory, 2004) were closely adhered to

in reviewing and evaluating alternate versions of the ANS‐T through-

out the scale construction process.

3.2 | The ANS‐T

The final version of the ANS‐T includes nine unidimensional items. Six

of these items were direct translations of the original ANS wording,

and three of these items included alternate versions of an original item

(ANS Items 2, 7, and 12). Three items were also dropped from the

measure due to inadequate performance on either the original or

alternate versions of the item (ANS Items 8, 10, and 11). A final ther-

apist version of the ANS, the ANS‐T, is presented in Appendix B.

3.3 | Psychometric properties

Cronbach's alpha coefficient was adequate for the final version of the

ANS‐T, α = .843, exceeding the recommended threshold of .80 (Clark

& Watson, 1995; Gregory, 2004), and 44.9% of the variance in scores

was explained by the final version of the ANS‐T. A bivariate Pearson

correlation between the ANS‐T and the WAI‐T was run in order to

provide preliminary evidence for the construct validity of the measure.

The correlation between the two measures was moderate, at r = .468,

reflecting 21.9% shared variance and offering evidence of both con-

vergent and discriminant validity. Bivariate Pearson correlations dem-

onstrated significant relationships between ANS‐T scores and how

much therapists reported liking their clients overall, r = .26, p = .006,

as well as how positively they felt about their work together, r = .25,

p = .01. These small correlations can also be taken as evidence of both

convergent and discriminant validity. Although there is some relation-

ship between the constructs, alliance negotiation also appears to be

fairly distinct from liking the client or overall feelings about the work.

In contrast, correlations on these variables with the WAI‐T were

higher, at r = .64, p < .001, and r = .70, p < .001, respectively, indicating

a much larger degree of overlap and conflation between the con-

structs. These correlational data are presented in Table 2.

3.4 | Treatment characteristics

Treatment modality varied across therapists, with over half of the sam-

ple identifying as integrative or eclectic (56.1%). A substantial number

of therapists endorsed the use of psychodynamic psychotherapy/psy-

choanalysis (57.9%) and/or cognitive behaviour therapy or another

cognitive–behavioural treatment (52.6%). Several also selected human-

istic/existential therapy (19.3%). Given that the majority of therapists

endorsed more than one modality and very few selected only one,

analysing differences on ANS‐T scores between individual types of

treatment was not appropriate in this sample. Most therapy sessions

occurred at a frequency of once a week or more (80.7%), and just under

half of the dyads under study had been working together for 1 year or

longer (45.6%). No significant differences on ANS‐T scores emerged

when comparing treatment frequency or duration using one‐way anal-

yses of variance and independent t tests (all ps > .05).

3.5 | Demographic and diagnostic characteristics

Independent t tests, bivariate Pearson correlations, and one‐way anal-

yses of variance were run to analyse demographic and diagnostic

TABLE 1 ANS‐T items and factor loadings

ANS‐T item Factor loadings

I believe my patient feels comfortable expressing frustration in me when it arises .78

I believe my patient feels comfortable expressing disappointment in me when it arises .77

My patient and I are able to constructively work through and resolve tension or ruptures in our relationship .76

I encourage my patient to express any anger he/she feels towards me .73

I am comfortable hearing my patient's negative feelings about me or our work .72

I regularly “check in” with my patient to see if he/she feels that the way we are working together is correct .61

I am able to admit to my patient when I am wrong about something we disagree on .59

I feel that I can disagree with my patient without harming our relationship .54

I believe my patient feels like he/she has a say regarding what we do in therapy .46

Note. ANS‐T = Alliance Negotiation Scale–Therapist version.

TABLE 2 Correlations between the ANS‐T and other study variables

ANS‐T WAI‐T

WAI‐T .47 *

Feelings about client .26 ** .64 ***

Perceptions of work .25 * .70 ***

Note. ANS‐T = Alliance Negotiation Scale–Therapist version; WAI‐
T = Working Alliance Inventory–Therapist version.

*Correlation significant at p < .05.

**Correlation significant at p < .01.

***Correlation significant at p < .001.
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differences on ANS‐T scores. No significant differences emerged

across therapist or client demographic variables, including age, gender,

race/ethnicity, or sexual orientation (all ps > .05). Having therapeutic

dyads that were “matched” in terms of race/ethnicity (e.g., a White

therapist with a White client) was not significantly different than those

that were “mismatched” (e.g., a White therapist with an African

American client, or vice versa), F(1, 112) = .12, p = .73, t = −1.60,

p = .11. No diagnostic differences emerged as statistically significant,

including the presence versus absence of a personality disorder, F(1,

112) = 2.74, p = .10, t = .48, p = .64.

4 | DISCUSSION

The present study was designed in order to create a therapist self‐

report version of the ANS, previously only available in a client self‐

report version. This paper presents the results of the initial scale

development process. This research built on previous work (Doran

et al., 2012) and involved a cross‐cultural collaboration with members

of the research team behind the development of the Spanish‐language

ANS‐A (Waizmann et al., 2015). The ANS and ANS‐A have demon-

strated promise since their inception and have been met with interest

from the psychotherapy research community. The absence of thera-

pist versions of these measures has been limiting, and the present

study aimed to address this gap, so that negotiation could begin to

be measured dyadically from the perspective of both client and

therapist.

The ANS‐T is similar to the original client version of the ANS,

though not an identical translation. Although the client version of

the ANS contains 12 items and two factors, the ANS‐T is unidimen-

sional and contains only nine items. Although it may have seemed

preferable to have a version of the ANS‐T that more closely mirrored

the client ANS (12 items and/or two factors), it was deemed more

important to create the most psychometrically sound scale possible.

The resulting ANS‐T appears to offer a nice complement to the ANS.

Future research will be needed to determine how well these measures

complement and interact with each other, as well as to identify the

unique contributions of each. Another difference in the two scale

development processes is that the ANS and the ANS‐A (Spanish ver-

sion of the client measure) were created sequentially, with the ANS

developed in English and then tested as a translation in Spanish. In

contrast, the ANS‐T and ANS‐TA (Gomez Penedo et al., 2017) were

developed simultaneously. Of note, one of the three items that was

dropped from the ANS‐T was previously identified as statistically

problematic in the initial ANS‐A validation study (Item 8: “I pretend

to agree with my therapist's goals for our therapy so the session runs

smoothly”). Developing the ANS‐T and ANS‐TA in tandem is advanta-

geous in that it does not privilege one culture over the other and has

resulted in two identical measures that are both psychometrically

strong in their respective populations.

In the present study, the ANS‐T emerged as a psychometrically

sound measure, with evidence for both the reliability and validity of

the final version of the scale. An internal consistency analysis offered

support for the reliability of the measure, despite the relatively small

number of items comprising the scale. Content validity can be gleaned

from the factor loadings of each item, which all fall above the recom-

mended benchmark for inclusion. The full scale meets all of the spec-

ified criteria outlined above and was determined to be both

theoretically and statistically acceptable.

Evidence of construct validity is provided by the moderate corre-

lation between the ANS‐T and WAI‐T. Although substantial overlap

between the client versions of the ANS and WAI initially raised some

concerns about the distinction between the constructs and the utility

of a new alliance measure (Doran et al., 2016; Doran et al., 2017;

Waizmann et al., 2015), convergence between the two measures

was lower in the present study. The ANS‐T and WAI‐T shared only

21.9% of variance in scores. The magnitude of the correlation

between the two measures (r = .468) offers important support for con-

vergent validity, demonstrating that the constructs are significantly

related to each other as would be theoretically expected. However,

the correlation is also low enough to offer important evidence of dis-

criminant validity, showing that the two constructs are somewhat

operationally distinct.

In contrast with previous research on the ANS (Doran et al.,

2016), a lack of significant differences emerged in the current study

across demographic variables (both therapist and client), diagnostic

variables, and treatment characteristics. Prior relationships of interest

have included the finding that negotiation is lower in clients with

racial/ethnic minority identities, including in “mismatched” therapeutic

dyads, as well as in clients with self‐reported personality disorders.

These findings were not replicated in the present study, which may

be explained by the homogeneous nature of the sample (resulting in

relatively small subgroups across categories), or the fact that data

were provided from the perspective of therapist rather than the client.

It is noteworthy that alliance negotiation, as measured by the ANS‐T,

demonstrated relationships with both therapist liking of their client

and feelings about their work overall. Larger correlations emerged on

these same variables when using the WAI‐T, which indicate that the

ANS‐T may offer more independence from these related constructs.

The ANS and ANS‐T are important and unique contributions to

the psychotherapy research literature. They are very short, focused

measures designed to assess both client and therapist feelings, behav-

iours, and perceptions of the therapeutic dyad. Their brief nature lends

them to repeated measures assessment and reduces the burden of

measurement that can occur in complex psychotherapy studies. Ques-

tions directly focus on reactions and responses to negative therapy

process, providing a measurement of the quality of the therapeutic

relationship related to the ability to identify and address ruptures or

other negative therapy process when it occurs. The ANS includes

more negatively valenced items than other alliance measures and

focuses specifically on what happens when negative process occurs.

This goes beyond traditional self‐report measures that may assess if

negative process exists but fail to capture what is done with it. There

is broad consensus in the literature that negative therapy events such

as ruptures are important aspects of the therapy process, and the suc-

cessful resolution of such events can be a catalyst for therapeutic

change (Norcross & Wampold, 2011; Safran et al., 2011). Existing

research on the presence of ruptures and their repair have tradition-

ally relied on observer‐based coding methods rather than client and

therapist self‐report (e.g., Eubanks‐Carter, Muran & Safran, 2015).
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Although interesting and informative, such methods are very costly

and time consuming in nature. The ANS is the first measure that we

are aware of to assess the conditions conducive to the resolution of

alliance ruptures using a brief self‐report format.

The ANS may also be an important tool in helping to further ongo-

ing work related to the concepts of sudden gains and sudden losses—

the appearance of abrupt therapeutic changes during therapy. Sudden

gains refer to rapid improvement or indicators of significant change

between sessions and have been found to be related to both short‐

term and long‐term treatment outcomes (Aderka, Nickerson, Bøe, &

Hofmann, 2012; Stiles et al., 2003). Sudden losses refer to rapid

deteriorations during treatment and are associated with worse overall

outcome (Lutz, Ehrlich, Rubel, Hallwachs, & Röttger, 2013). This phe-

nomenon has demonstrated some relationship to overall alliance levels

and changes in the alliance (Lutz et al., 2013; Wucherpfennig, Rubel,

Hofmann, & Lutz, 2017). The ANS and ANS‐T have the potential to

offer important insight about alliance negotiation quality and changes

related to these constructs. For example, low alliance negotiation, or

sudden dips in alliance negotiation, may show a relationship to sudden

losses in treatment.

Despite decades of research focused on the relationship between

session process, the therapeutic relationship, and treatment outcome

in psychotherapy research (Lambert, 2013; Norcross, 2011), there

remains ample unexplained variance and critical gaps in our under-

standing about what processes produce therapeutic change. Although

the client version of the ANS and ANS‐A have demonstrated some

promise in explaining incremental variance beyond what has been pre-

viously accounted for by more traditional alliance measures (Doran

et al., 2017; Roussos et al., 2017), more research is needed utilizing

both client and therapist versions of the measure. Dyadic study of

negotiation is necessary in order to more fully understand the relation-

ship and the impact negotiation has on treatment outcome. Recent

studies have demonstrated that convergence over time between cli-

ent‐ and therapist‐rated working alliances resulted in greater improve-

ment of symptoms at termination (Coyne, Constantino, Laws, Westra

& Anthony, 2017; Laws et al., 2017). Whether increased convergence

in perceived negotiation also impacts treatment outcome will be

important to examine in future studies.

The present study has several limitations. First, in order to obtain

a sufficient sample for factor analytic techniques, online data collec-

tion methods were employed. Although online data collection has sev-

eral advantages, it also makes it impossible to confirm the accuracy of

participant responses and may limit the representativeness and gener-

alizability of the sample. Furthermore, it is possible that the results

may have been different if data were collected in person and/or

immediately following therapy sessions rather than on the therapists'

own time via an online survey. The study design was also cross‐

sectional in nature, and observations were limited to a single point in

time. It is possible that responses would have been different or more

variable if data had been collected using a repeated measures design

to allow for fluctuation in therapist perceptions. Although the sample

size was sufficient for the analyses that were conducted, it was never-

theless relatively small, and it would have been preferable to have had

a larger and more diverse sample. Another limitation is the use of only

therapist self‐report data without collecting complementary client

data from the therapy dyads under study. However, the major aim

of the study was to develop a therapist version of the scale for use

in future studies, and the feasibility of collecting dyadic data in large

samples would have limited these efforts. Therefore, it was deter-

mined that future work should focus on analysing data from both cli-

ent and therapist measures. The current study also focused primarily

on item and scale construction and preliminary reliability/validity anal-

yses. The accumulation of validity evidence is a long‐term and ongoing

process. Additional studies focused on assessing criterion and con-

struct validity in more comprehensive ways will be necessary to fully

evaluate the utility of the scale. The lack of clinical outcome data in

the current study is a limitation that will need to be addressed in

future studies, and the relationship between client‐ and therapist‐

ANS should be carefully examined. Furthermore, although the cross‐

cultural collaboration described above is primarily a strength of the

current study, the novelty of and lack of precedence for this approach

is nevertheless limiting. Finally, although factor analytic procedures

and recommendations were closely adhered to during data analysis,

any factor analytic procedure necessarily involves some subjective

decision‐making, and which items to include or discard during scale

development may be viewed as somewhat arbitrary in nature. To

address this, careful attention was given to adhering to the principles

of psychometric theory, and the authors tested and evaluated multiple

factor analytic solutions and configurations of the scale prior to

selecting a final version. All scale items were subject to both rigorous

statistical and theoretical scrutiny during this multiphasic process.

Despite these limitations, the creation of a therapist version of the

ANS‐T is overdue and will be useful to clinicians and researchers inter-

ested in the construct of alliance negotiation. Having a psychometri-

cally strong therapist measure to complement ongoing negotiation

research will add to the literature and better inform future investiga-

tions of negotiation and the ANS. Much more work will be needed

in order to further examine and validate the ANS‐T. The accumulation

of additional reliability and validity data will be needed to confirm the

psychometric integrity of the measure, and studies will also be needed

to examine its utility as a clinical and research tool. Given ongoing

cross‐cultural interest in the ANS, cross‐cultural research on the

strengths and limitations of the measure in other languages and cul-

tural contexts will be important. It is recommended that future studies

parallel existing work on the client versions of the ANS, investigating

the relationships between negotiation and both psychotherapy pro-

cess and outcome. Finally, the ANS and ANS‐T should be used

together in subsequent studies going forward so that the relationship

between them can also be analysed and understood.
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Please answer the following questions based on how you feel with your therapist overall.

Never Sometimes Always

1. I am comfortable expressing frustration with my therapist when it arises. 1 2 3 4 5 6 7

2. I feel that I can disagree with my therapist without harming our relationship. 1 2 3 4 5 6 7

3. My therapist encourages me to express any concerns I have with our progress. 1 2 3 4 5 6 7

4. My therapist and I are not good at finding a solution if we disagree. 1 2 3 4 5 6 7

5. My therapist is inflexible and does not take my wants or needs into consideration. 1 2 3 4 5 6 7

6. I am comfortable expressing disappointment in my therapist when it arises. 1 2 3 4 5 6 7

7. My therapist encourages me to express any anger I feel towards him/her. 1 2 3 4 5 6 7

8. I feel like I do not have a say regarding what we do in therapy. 1 2 3 4 5 6 7

9. I feel that my therapist tells me what to do, without much regard for my wants or needs. 1 2 3 4 5 6 7

10. I pretend to agree with my therapist's goals for our therapy so the session runs smoothly. 1 2 3 4 5 6 7

11. My therapist is rigid in his/her ideas regarding what we do in therapy. 1 2 3 4 5 6 7

12. My therapist is able to admit when he/she is wrong about something we disagree on. 1 2 3 4 5 6 7

Note. The measure was first published in Doran et al., 2012

Please answer the following questions based on how you feel with your patient overall.

Never Sometimes Always

1. I feel that I can disagree with my patient without harming our relationship. 1 2 3 4 5 6 7

2. I am comfortable hearing my patient's negative feelings about me or our work. 1 2 3 4 5 6 7

3. I believe my patient feels comfortable expressing disappointment in me when it arises. 1 2 3 4 5 6 7

4. I encourage my patient to express any anger he/she feels towards me. 1 2 3 4 5 6 7

5. I am able to admit to my patient when I am wrong about something we disagree on. 1 2 3 4 5 6 7

6. I believe my patient feels comfortable expressing frustration in me when it arises. 1 2 3 4 5 6 7

7. My patient and I are able to constructively work through and resolve tension or ruptures in our relationship. 1 2 3 4 5 6 7

8. I believe my patient feels like he/she has a say regarding what we do in therapy. 1 2 3 4 5 6 7

9. I regularly “check in” with my patient to see if he/she feels that the way we are working together is correct 1 2 3 4 5 6 7

APPENDIX A.

The Alliance Negotiation Scale–Client version

Doran et al. (2012)

APPENDIX B.

The Alliance Negotiation Scale–Therapist version
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