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Objective: We aimed to assess the extent to which therapists’ reports of client functioning track their clients’
changing experience of their own functioning from session to session (temporal congruence) as well as the
extent to which they over- or underestimate their clients’ functioning (level or directional bias) and to examine
whether these indices predict treatment outcomes. Method: The participants included 384 clients who were
treated by 77 therapists. Both clients and therapists rated the clients’ functioning each session. The clients also
completed pre- and posttreatment outcome measures. Results: Using multilevel modeling, we found that
therapists’ reports regarding their clients’ functioning tended to be temporally congruent from session to
session with their clients’ reported functioning. In addition, on average, therapists did not show a level bias
(i.e., did not over- or underestimate their clients’ functioning). Finally, temporal congruence (but not level
bias) predicted better treatment outcomes. Conclusion: These findings highlight the importance of tracking
clients’ fluctuating symptoms over time. Thus, we discuss their implication for the policy and practice of
providing session-by-session feedback to therapists.

What is the public health significance of this article?
This study found that therapists’ reports regarding their clients’ functioning are temporally congruent
with their clients’ reports over time. It also suggests that such temporal congruence facilitates clients’
progress in therapy.

Keywords: congruence, outcome, between- and within-dyad analysis, truth and bias model

with objective markers of daily functioning if available; Lambert,
Hansen, & Finch, 2001). However, if one accepts clients’ reports
of their symptoms or functioning as one important criterion, one
should expect that agreement between therapists’ and clients’
perceptions of clients’ functioning would better equip therapists to
take appropriate therapeutic action, as has been shown with regard
to convergence between therapist and clients regarding other important processes, such as alliance (e.g., Laws et al., 2016).
It is interesting that few studies to date have empirically examined (a) whether this agreement actually exists and (b) whether it
benefits clients. A frequent finding of these few studies is a
moderate agreement between clients’ and therapists’ perceptions
of treatment outcomes (e.g., Caplan, 1983; Holmqvist, Philips, &
Mellor-Clark, 2016; Lampropoulos, 2010; Rosenblatt & Rosenblatt, 2002). Studies examining the benefits of therapist– client
agreement have yielded mixed results. In one study, agreement
regarding target complaints positively predicted treatment outcomes (Busseri & Tyler, 2004). Similarly, greater disagreement in
clients’ and therapists’ perceptions of the severity of the clients’
presenting problems was found to be associated with reduced odds
of mutually agreed-upon termination (Corning, Malofeeva, & Bucchianeri, 2007). In another study, greater agreement was found
between therapists and clients who completed treatment versus
clients who unilaterally withdrew from treatment (Lampropoulos,
2010), although this difference failed to reach significance. By
contrast, a more recent study found no association between client–

The last two decades have seen a surge of research examining
the extent to which providing clinicians with routine feedback
regarding their clients’ functioning improves therapeutic outcome
(e.g., Hatfield & Ogles, 2006; Lambert, 2007; Shimokawa, Lambert, & Smart, 2010). The rationale behind providing clinicians
with such feedback seems to begin with the premise that accurate
knowledge of clients’ level of symptomatology or functioning is a
key factor that enables therapists to make appropriate treatment
decisions (e.g., deciding whether a specific intervention is effective), which in turn can have a substantial beneficial impact on
clients’ overall therapeutic outcome (see Lambert & Shimokawa,
2011, for similar reasoning).
Adequate measurement of clients’ functioning requires information from multiple sources (e.g., reports from the clients themselves, from trained judges, and from significant others, coupled
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therapist agreement regarding symptoms and treatment outcomes
(Holmqvist et al., 2016).
The dearth of studies on this subject may stem from clinical
investigators’ tendency to use different measures to assess clients’
and therapists’ perspectives regarding clients’ functioning or
symptoms, making it difficult to get an exact comparison between
the two parties’ ratings. Moreover, studies that have examined
agreement have rarely estimated it by comparing repeated reports
of symptoms or functioning from both parties, and even those that
did do so (e.g., Busseri & Tyler, 2004; Holmqvist et al., 2016)
have tended to rely on a limited number of sessions (typically two
or three), reflecting phases within therapy rather than session-tosession changes. Consequently, these studies are informative regarding the issue of dyadic differences in broad agreement but less
informative regarding agreement across sessions within dyads.
A related limitation of the extant literature stems from the
operationalization of agreement. The construct has typically been
examined through correlations between clients’ and therapists’
ratings of outcomes (e.g., Lampropoulos, 2010) or observers’
ratings of agreement (e.g., Busseri & Tyler, 2004). These help
demonstrate the existence of broad agreement but obscure two
important parameters of agreement, namely (a) temporal congruence and (b) directional (or level) bias.
According to Fletcher and Kerr (2010) temporal congruence
(aka tracking accuracy) can be defined as the correlation between
a set of judgments over time (e.g., the correlation between clients’
and therapists’ ratings of functioning as they cofluctuate over
time); directional bias (aka level bias) can be defined as the
differences in the mean levels of a specific judgment across a
sample compared with a benchmark (e.g., the degree to which
therapists over- or underestimate their clients’ functioning compared to the clients’ ratings). The distinction between these indices
of agreement has received considerable theoretical attention over
the years (e.g., Cronbach, 1955; Funder & Colvin, 1997; Kenny &
Albright, 1987). However, its importance has largely gone unrecognized in the psychotherapy literature. Thus, several important
empirical questions remain unanswered.
First, psychotherapy researchers have yet to use a within-dyad
or session-by-session methodology to examine temporal congruence. Should one expect such agreement, on average, to exist, as
has been found at the between-dyads level (e.g., Holmqvist et al.,
2016)? Moreover, will dyad-level differences in session-bysession temporal congruence predict treatment outcomes?
Second, to the best of our knowledge, no study has examined the
direction of the differences (i.e., the possible directional bias)
between therapists’ and clients’ perspectives. Such directional
biases (i.e., over- or underestimation) may be meaningful and
influence therapists’ ability to take appropriate action when
needed. Should one expect therapists, on average, to over- or
underestimate their clients’ functioning session to session? Furthermore, will dyad-level differences in directional bias predict
treatment outcomes?
Third, to the best of our knowledge, no study has explored the
association between temporal congruence and level bias in client–
therapist ratings of treatment outcomes. Will within-dyad temporal
congruence decrease as directional bias increases, or, instead, will
the same therapists be both directionally biased and temporally
congruent in their tracking of their clients’ reported functioning?

A recent statistical innovation in judgment research—the truth
and bias model developed by West and Kenny (2011)—is particularly appropriate for exploring these three questions because it
allows a simultaneous within-dyad examination of (a) temporal
congruence, (b) directional bias, and (c) the association between
these two indices. Moreover, it can be used to obtain dyad-level
differences in the two indices, which can then be used to predict
treatment outcomes.
The truth and bias model, which was introduced in research on
close relationships (Overall, Fletcher, & Kenny, 2012), has recently been utilized in psychotherapy research. Using this model,
Atzil-Slonim et al. (2015) examined the temporal congruence and
directional bias between clients’ and therapists’ session-by-session
ratings of the therapeutic alliance and the association between
these two indices. Their results indicated that therapists tended to
accurately track changes in the therapeutic alliance but that their
reports underestimated this alliance compared with their clients’
reports. Of importance, temporal congruence and underestimation
were positively associated. On the basis of similar patterns that
have been found in close relationship research (e.g., Overall et al.,
2012), Atzil-Slonim et al. interpreted the findings as reflecting a
“better safe than sorry” pattern and argued that this pattern is
adaptive because it helps therapists simultaneously avoid the risk
of missing potential ruptures due to an overestimation of the
alliance and remain attuned to their clients’ changing experiences.

The Present Study
The present study aimed to examine temporal congruence, level
bias, and the association between these two indices with regard to
clients’ and therapists’ ratings of the clients’ functioning. It also
aimed to determine whether dyad-level differences in these two
indices are associated with treatment outcomes. In each session,
both the client and the therapist completed parallel measures to
evaluate clients’ functioning. These measures allowed us to fully
utilize the multilevel model (MLM) version of the truth and bias
model. Five specific hypotheses guided our work.
On the basis of the premise that therapists are motivated to be
cognizant of their clients’ fluctuating levels of functioning, we
expected to find significant session-level temporal congruence (as
suggested in studies showing dyad-level correlations between the
two parties’ reports; Hypothesis 1). On the basis of findings from
close relationship research (e.g., Overall et al., 2012) and findings
regarding congruence in therapeutic alliance ratings (Atzil-Slonim
et al., 2015), we expected to find that therapists significantly
underestimate their clients’ functioning (Hypothesis 2). We also
expected that therapists who were more negatively biased would
demonstrate greater temporal congruence (Hypothesis 3). Finally,
we expected greater temporal congruence (Hypothesis 4) and
greater negative direction bias (Hypothesis 5) to predict better
treatment outcomes.

Method
Participants and Treatment
Data collection was part of the routine outcome monitoring
system implemented at the Trier University Outpatient Clinic in
southwest Germany. All patients who started treatment were con-
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sidered eligible for this study, as long as they provided at least
nine session-level reports of functioning (to ensure sufficient
within-client measurement points) and completed the Outcome
Questionnaire–30 (OQ-30; Ellsworth, Lambert, & Johnson, 2006)
and the Beck Depression Inventory–II (BDI-II; Beck, Steer, &
Brown, 1996) at the beginning and end of the treatment. Of the 456
patients who entered treatment, 66 were excluded because of
insufficient number of sessions, and six were excluded due to missing
OQ-30 and/or BDI-II posttreatment scores (total Nexcluded ⫽ 72). The
excluded group had marginally lower pretreatment OQ-30 than did
the included group (Mexcluded ⫽ 53.08, SD ⫽ 14.95; Mincluded ⫽
56.9, SD ⫽ 15.3), t(454) ⫽ ⫺1.950, p ⫽ .052, but did not differ
in regard to their pretreatment BDI-II scores (Mexcluded ⫽ 23.36,
SD ⫽ 11.72; Mincluded ⫽ 23.87, SD ⫽ 11.04), t(454) ⫽ ⫺.352, p ⫽
.725. Thus, the analyses were based on a sample of 384 clients
treated by 77 therapists. On average, clients received 36.19 treatment sessions (SD ⫽ 16.84). All the clients were older than 12
years (M ⫽ 37.55, SD ⫽ 12.90), and most clients were female
(66.1%). Psychiatric diagnoses were based on the Structured Clinical Interview for Axis I DSM–IV Disorders—Patient Edition
(SCID-I/P; First, Spitzer, Gibbon, & Williams, 1995), which was
conducted before the actual therapy by independent clinicians who
were trained in administering the SCID-I/P. Most of the clients
were diagnosed with a depressive disorder (60.1%) or an anxiety
disorder (16.1%) as the primary diagnosis. Additional primary
diagnoses were acute stress and adjustment disorders (12%), eating
disorders (2.1%), and other disorders (9.5%). To diagnose personality disorders, we adopted the International Diagnostic Checklist
for Personality Disorders (Bronisch, Hiller, Mombour, & Zaudig,
1996). This checklist identified 77 of the 384 clients as having a
personality disorder (20.1%). All the therapists participated in a 3to 5-year postgraduate training program with a cognitive–
behavioral therapy focus.

Instruments and Data Collection
Outcome Questionnaire–30 (OQ-30; Ellsworth et al., 2006).
The OQ-30 was administered before and after treatment. This
30-item self-report measure is designed to assess client outcomes
during the course of therapy. The OQ-30 has three primary dimensions: (a) subjective discomfort, (b) interpersonal relationships,
and (c) social role performance. All 30 items can be aggregated to
create a total score. Total scores can range from 0 to 120, with
higher scores reflecting poorer psychological functioning. The
OQ-30 is a short form of the OQ-45. It comprises the 30 items that
are most sensitive to client change, and it has demonstrated high
levels of congruence with the OQ-45 in the measurement of client
outcomes (Ellsworth et al., 2006; Vermeersch, Lambert, & Burlingame, 2000; Vermeersch et al., 2004). The OQ-30 showed
adequate internal consistency in our sample (pretreatment: ␣ ⫽
.89; posttreatment: ␣ ⫽ .95).
Beck Depression Inventory–II; Beck et al., 1996. The
BDI-II was administered before and after treatment. This 21-item
self-report measure asks respondents to rate the severity of their
depressive symptoms over the previous 2 weeks on a variable
Likert scale (i.e., 19 items use a 4-point scale, and two items use
a 7-point scale). Individual item scores are summed to create a
total severity score that ranges from 0 to 63. Total scores can be
used to categorize respondents according to their depressive se-
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verity using the following ranges: 0 to 13 (minimal), 14 to 19
(mild), 20 to 28 (moderate), and ⬎28 (severe; Beck et al., 1996).
Analyses have revealed high internal consistency (␣ ⫽ .93) and
significant (p ⬍ .01) intercorrelations between the BDI-II total
scale and the Behavior and Symptom Identification Scale–24’s
Depression/Functioning (r ⫽ .79) and Overall (r ⫽ .82) subscales
(Subica et al., 2014). The BDI-II showed good internal consistency
in our sample (pretreatment: ␣ ⫽ .90; posttreatment: ␣ ⫽ .93).
Functioning. Client functioning was assessed from the client’s (functioning-C) and the therapist’s (functioning-T) perspectives using two parallel questions. Before each session, the clients
were asked the following question: “Over the past seven days, how
well do you feel that you are getting along emotionally and
psychologically?” After each session, the therapists were asked the
following question: “How well is your patient getting along emotionally and psychologically?” The clients answered this question
using the following 5-point Likert scale: 1 (Quite poorly), 2 (Fairly
poorly), 3 (So-so), 4 (Fairly well), and 5 (Quite well). The therapists used the same scale, although they had an additional category: 6 (Very well). To create strictly parallel scales for clients and
therapists, we merged the last two categories of the therapists’ item
into one category. The correlation between the therapists’ original
and adapted scales was extremely high (r ⫽ .98).
These questions were extracted from the Compass tracking
system (Howard, Brill, Lueger, O’Mahoney, & Grissom, 1995),
which was designed to assess treatment progress as part of outcome monitoring and feedback systems (Howard, Moras, Brill,
Martinovich, & Lutz, 1996; Lutz, Rafaeli, Howard, & Martinovich, 2002). The correlations between the function-C score and the
30-item short form of the OQ-45 for the entire sample of clients
who were treated at the outpatient clinic from which the data were
obtained were r ⫽ ⫺.52 (N ⫽ 1,194) after Session 5, r ⫽ ⫺.54
(N ⫽ 1,077) after Session 10, and r ⫽ ⫺.56 (N ⫽ 961) after
Session 15. Similarly, the correlations between the function-T
score and the Global Assessment Scale, a measure of overall
functioning (Endicott, Spitzer, Fleiss, & Cohen, 1976) were r ⫽
.51 (N ⫽ 1,387) after Session 5, r ⫽ .56 (N ⫽ 1,190) after Session
10, and r ⫽ .52 (N ⫽ 1,074) after Session 15. These moderate
associations provide some evidence for the validity of these two
questions as measures of client functioning.
Data collection and therapist feedback. Background measures (including BDI-II and OQ-30) were collected before the first
session and following the final session. Prior to each (typically
weekly) session, clients completed a brief report of symptoms
along with the functioning item described earlier. Following each
session, therapists completed a brief postsession report that included the therapist version of the functioning item. In general,
therapists had full access to their clients’ self-report data and were
encouraged to use this feedback; however, they did not have access
to their clients’ presession report until they themselves had completed their own (postsession) report for that session.

Data Analytic Strategy
The data set had a hierarchical structure, with session ratings
nested within clients and clients nested within therapists. Thus, we
used a three-level MLM (Raudenbush & Bryk, 2002), with sessions at Level 1, clients at Level 2, and therapists at Level 3. This
approach partitions the total variability into functioning ratings for
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session s of client c, who was treated by therapist t, into three
components: variance within client or therapist ratings at Level 1,
between clients at Level 2, and between therapists at Level 3.
To test our primary hypotheses regarding temporal congruence
and directional bias in therapists’ judgments regarding their clients’ functioning on a session-by-session basis, we used West and
Kenny’s (2011) truth and bias model. In these analyses, the therapists’ reports of functioning constituted the judgment, which
served as the dependent variable. The judgment was predicted by
the truth,1 which was the clients’ reports of their functioning. The
slope coefficient of the truth (i.e., the truth force) represented the
degree to which the therapists were temporally congruent in judging their clients’ functioning. As West and Kenny suggested (pp.
374 –375), we centered the judgment and truth parameters on each
person’s mean truth score (i.e., the client’s mean functioning)
across all sessions, which allowed us to remove broad individual
differences when examining within-subject fluctuations. In turn,
the intercept estimate represented the directional bias (i.e., the
extent to which therapists overestimate [in cases of positive intercepts] or underestimate [in cases of negative intercepts] their
clients’ functioning). We ran a three-level model in which (a) the
directional bias (i.e., the intercept), (b) the truth force, and (c) the
covariation between the two were treated as random at both Level
2 (i.e., the client level) and Level 3 (i.e., the therapist level).
The model’s multilevel equation was as follows:
Judgmentsct ⫽ 共␥000 ⫹ u00t ⫹ r0ct兲 ⫹ 共␥100 ⫹ u10t ⫹ r1ct兲 * Truthsct
⫹ esct ,
where the judgment for session s of client c, who was treated by
therapist t, was predicted by the sample average (i.e., fixed)
directional bias (i.e., the intercept; ␥000) and truth force (i.e., the
slope; ␥100) multiplied by this session’s truth variable (i.e.,
Truthsct), plus this therapist’s deviation for this particular client
from the fixed directional bias and truth force (i.e., random effects
at Level 3; u00t, u10t), plus this client’s deviation from the average
directional bias and truth force of the other clients who were treated
by the same therapist (i.e., random effects at Level 2; r0ct, r1ct), plus
a residual term quantifying the session’s deviation from these effects
(i.e., random effect at Level 1; esct).

Results
Table 1 displays the descriptive statistics for the study variables.
Table 2 presents the results of the truth and bias analysis. The fixed
effect for the truth variable was positive and significant, indicating
that the therapists tended to be temporally congruent with their clients
in their assessment of functioning, as predicted (Hypothesis 1). The
random effect of the truth variable was also significant at both
Level 2 and Level 3, indicating significant between-clients and
between-therapists variabilities in the extent to which therapists
were temporally congruent with their clients in their reports of
functioning. Despite this variability, the client-specific truth variable for all therapists was positive, indicating that congruence was
indeed the standard.
To estimate the explained variable in our model, we compared
it to an unconditional three-level model in which judgment was the
outcome (with no predictors other than the intercept; see Snijders
& Bosker, 1999). As expected, our model that included only a

Level 1 predictor (i.e., the truth variable) explained a considerable
amount of the Level 1 variance (reducing it from .452 to .341, a
reduction of 24.6%) but none of the Level 2 or Level 3 variance.
To rule out the possibility that the positive truth force reflected
a positive collinear trend of the effect of treatment time (i.e., both
clients’ and therapists’ ratings increased with time; see Bolger &
Laurenceau, 2013), we reran the model with time (coded as 0
during the middle session) and time by truth force terms included.
In this model, the main effect of truth force remained significant
(estimate ⫽ .35, SE ⫽ .02, p ⬍ .001); however, we also found that
the Time ⫻ Truth Force interaction term was significant (estimate ⫽ .004, SE ⫽ .0004, p ⬍ .0001), indicating that, as treatment
progressed, therapists tended to have greater truth force (i.e.,
greater temporal congruence).
The fixed directional bias was negative but not significant,
indicating that, in contrast to our prediction (Hypothesis 2), on
average, therapists did not tend to underestimate their clients’
functioning. However, the random effect of the directional bias
was significant at both Level 2 and Level 3, indicating significant
between-clients and between-therapists variabilities in terms of the
extent to which therapists tended to under- or overestimate their
clients’ functioning. Specifically, whereas the therapist had a negative directional bias (i.e., underestimated the clients’ functioning)
in approximately half (52.6%) of the therapeutic dyads, the therapist had a positive directional bias in the other half. Finally, in
contrast to our prediction (Hypothesis 3), we failed to find a
negative association between directional biases and truth forces at
either the client or the therapist level.
To test whether truth forces and directional biases predicted
treatment outcomes (Hypotheses 4 and 5, respectively), we first
obtained (for each client and for both the directional bias and the
truth force) the empirical Bayes estimates (Raudenbush & Bryk,
2002) that were computed from the multilevel truth and bias model
described earlier. Then, we used both of these estimates to predict
posttreatment outcomes (i.e., BDI-II and OQ-30) while adjusting
for the pretreatment levels of these variables. Although the outcome data were hierarchically nested (with two levels: clients
within therapists), an unconditional two-level model of both outcomes revealed that the Level 2 (therapist level) variance was not
significant (BDI-II: estimate ⫽ .003, SE ⫽.008, p ⫽ .347; OQ-30:
estimate ⫽ .003, SE ⫽ .013, p ⫽ .408) or substantial (BDI-II:
intraclass correlation [ICC] ⫽ .01; OQ-30: ICC ⫽ 0.01). Therefore, we opted to use ordinary least squares regressions (one for
each outcome measure), with clients as the (single) level of analysis. As predicted (Hypothesis 4), the truth force was negatively
associated with both BDI-II (b ⫽ ⫺.82, SE ⫽ .14, ␤ ⫽ ⫺.26, p ⬍
.001) and OQ-30 (b ⫽ ⫺1.00, SE ⫽ .19, ␤ ⫽ ⫺.24, p ⬍ .001):
Greater temporal congruence predicted better treatment outcomes.
In addition, in partial support of our prediction (Hypothesis 5), the
directional bias was marginally associated with posttreatment
OQ-30 (b ⫽ .10, SE ⫽ .06, ␤ ⫽ .08, p ⫽ .083) but not with
posttreatment BDI-II (b ⫽ .03, SE ⫽ .04, ␤ ⫽ .03, p ⫽ .512).
1
Of note, we opted to use the term truth to be consistent with the
technical terms used in the truth and bias model to describe the model’s
parameters. We do not wish to imply that clients’ reports (or therapists’
reports) should be taken as “truth” regarding the objective levels of
functioning.
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Table 1
Mean, Standard Deviation, Ranges, and Inter-Correlations of Study Variables
Zero-order correlationsa
Variable
1.
2.
3.
4.
5.
6.

Client reports of functioning
Therapist reports of functioning
Pretreatment OQ-30
Posttreatment OQ-30
Pretreatment BDI-II
Posttreatment BDI-II

M

SD

Range

2

3

4

5

6

3.49
3.59
56.90
34.31
23.87
10.41

.92
.82
15.30
18.29
11.04
9.82

1–5
1–5
8–98
1–90
0–55
0–54

.57
—

⫺.42
⫺.40
—

⫺.55
⫺.51
.39
—

⫺.44
⫺.38
.74
.36
—

⫺.51
⫺.49
.36
.82
.44
—

Note. OQ-30 ⫽ Outcome Questionnaire–30; BDI-II ⫽ Beck Depression Inventory–II.
The zero-order correlations with the clients’ and therapists’ reports of functioning were computed using these
variables’ means (computed across all treatment sessions). The within-client zero-order correlations between these two
variables (computed as the association between the variables after removing their averages) was r ⫽ .45.
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a

We conducted an exploratory analysis to determine whether
clients’ pretreatment symptom severity had any impact on the
extent to which the dyads would be in agreement regarding the
clients’ functioning. For example, it may be that the higher symptom levels are more overt and thus easier to follow; additionally,
it may be that clients with higher levels of symptoms are also more
interpersonally impaired and thus communicate their functioning
levels less clearly, which in turn may hamper their therapists’
ability to track this functioning. To test this idea, we ran another
truth and bias model, in which both pretreatment OQ-30 and
BDI-II were entered as linear and quadratic moderators of directional bias and temporal congruence. This analysis yielded little
support for this idea. Specifically, no quadratic effect was found
for either pretreatment OQ-30 or pretreatment BDI-II on either
directional bias or temporal congruence. Similarly, neither pretreatment index had a linear effect on directional bias, and pretreatment OQ-30 had no linear effect on temporal congruence. The
sole (marginally significant) finding was with pretreatment BDI-II,
which moderated temporal congruence (estimate ⫽ .003, SE ⫽
.0017, p ⫽ .0535): Dyads in which the clients had higher pretreatment BDI-II scores had marginally higher temporal congruence.

Discussion
The current study examined therapist– client agreement in assessing clients’ functioning, as reflected by two indices of agreement: (a) temporal congruence (i.e., the covariation between the
two parties’ assessments) and (b) directional bias (i.e., the difference in the levels between the two parties’ assessments). It also
examined the association between the two indices and the degree
to which they predict treatment outcomes.
The results supported Hypothesis 1—namely, that therapists
would be temporally congruent with their clients with regard to
functioning. This finding is consistent with those of previous
studies that have found a moderate association between clients’
and therapists’ ratings of the clients’ outcomes (e.g., Lampropoulos, 2010). Of importance, previous studies have examined the
association at the dyad level, whereas the current study is the first
to show this association at the session level as well.
Contrary to Hypothesis 2, we failed to find a negative directional bias in the therapists’ ratings—that is, on average, therapists
did not tend to underestimate their clients’ functioning. To our
knowledge, no study to date has examined the possibility of

directional biases in assessments of clients’ functioning. An interesting perspective on these (null) results may be drawn from a
recent meta-analysis (Sánchez-Meca, Rosa-Alcázar, MarínMartínez, & Gómez-Conesa, 2010) that compared treatment outcome effect sizes on the basis of clients’ and therapists’ perspectives. Notably, the meta-analysis found certain domains of
functioning for which therapists seemed to be less optimistic than
were their clients (e.g., depression, global adjustment) and other
domains of functioning for which these roles were reversed (e.g.,
anxiety; see also Kraus et al., 2016; Ogles, 2013). The current
study used a very general item to assess functioning. With more
domain-specific items, underestimation (but also overestimation)
could have emerged.
We did not find the expected association between temporal
congruence and directional bias (Hypothesis 3). In other words, the
better-safe-than-sorry pattern found in a recent study examining
congruence in client–therapist alliance ratings (Atzil-Slonim et al.,
2015) and among romantic partners (Overall et al., 2012) was not
evident in the client–therapist ratings of the client’s functioning.

Table 2
Truth and Bias Model for Ratings of Functioning
Parameter estimate
Fixed effects
Intercept (directional bias) (␥000)
Slope (truth force) (␥100)
Random effects
Level 1 (sessions)
Residual
Level 2 (clients)
Intercept
Slope
Intercept/slope covariance
Level 3 (therapists)
Intercept
Slope
Intercept/slope covariance
Model summary
⫺2 LogL (deviance)
No. estimated parameters
a

Estimate (SE)

p

Effect sizea

⫺.055 (.036)
.414 (.016)

.131
⬍.001

.04
.92

.341 (.004)

⬍.001

.196 (.017)
.029 (.004)
⫺.004 (.006)

⬍.001
⬍.001
.465

.047 (.017)
.007 (.003)
.004 (.005)

.003
.009
.427

28,193.5
9

Effect sizes were estimated with semipartial R2 for linear mixed models
(Edwards, Muller, Wolfinger, Qaqish, & Schabenberger, 2008).
ⴱ
p ⬍ .05. ⴱⴱ p ⬍ .01. ⴱⴱⴱ p ⬍ .001.
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This finding, together with the absence of an average directional
bias (Hypothesis 2), may suggest that the vigilant approach of
underestimation is less relevant for the evaluation of functioning
than it is for the evaluation of relational factors such as alliance.
Nonetheless, it is possible that a vigilant approach regarding relational factors may facilitate greater agreement regarding nonrelational factors, including the evaluation of functioning. For example, it may be that therapists who adopt the better-safe-than-sorry
approach regarding the state of the therapeutic relationship would
be more motivated to negotiate with their clients toward agreement
regarding the clients’ level of functioning. Future studies may wish
to test this hypothesis by examining client–therapist agreement
across multiple factors (e.g., alliance and functioning).
In support of Hypothesis 4, greater temporal congruence predicted better treatment outcomes. The literature regarding the
association between client–therapist agreement concerning clients’
symptoms or functioning and treatment outcomes has been mixed,
with several studies showing a positive association (e.g., Busseri &
Tyler, 2004; Corning et al., 2007; Lampropoulos, 2010) and others
not showing such an association (e.g., Holmqvist et al., 2016).
However, previous studies have often utilized nonparallel measures to assess clients’ and therapists’ perspectives and have rarely
utilized intensive repeated reports. To our knowledge, the present
study is the first to address these methodological considerations,
which we believe allowed a more reliable and valid demonstration
of the association between therapist– client agreement and treatment outcomes.
The association between temporal congruence and treatment
outcomes is consistent with the idea that therapists who are aware
of their clients’ functioning are better equipped to help their
clients. It also fits with the growing evidence that feedback provided to (or collected by) therapists regarding changes in the
clients’ level of functioning may be a powerful tool for enhancing
psychotherapy outcomes (Krägeloh, Czuba, Billington, Kersten, &
Siegert, 2015; Lambert & Shimokawa, 2011; Lutz, De Jong, &
Rubel, 2015). Specifically, information regarding changes in clients’ level of functioning may be crucial in helping therapists take
appropriate action or reconsider the treatment formulation, which
in turn may lead to better treatment outcomes (Castonguay,
Barkham, Lutz, & McAleavey, 2013). It is interesting that all of
our therapists received routine feedback regarding their clients’
progress, and their assessments were probably influenced (i.e.,
biased) by feedback they had received earlier in the therapy (e.g.,
about the trajectory of their clients’ functioning up to the previous
session). Nonetheless, we found substantial variation in the levels
of therapist– client agreement, which in turn were tied to treatment
outcome.
Previous studies (e.g., Lutz et al., 2015) have found attitudes
toward feedback and actual use of it to moderate the effects of
feedback. Unfortunately, data about therapist attitudes and usage
were not collected in the present study, but it certainly seems
fruitful to explore the possibility that therapist– client agreement
mediates this moderation—that is, that therapists who are enthusiastic about feedback may indeed have greater agreement with
their clients and, in turn, will have better outcomes. Additionally,
there is some evidence that feedback is particularly beneficial for
clients who are at risk of treatment failure (e.g., Krägeloh et al.,
2015). It will be important to determine whether the process by

which feedback aids such treatment involves greater agreement
(and especially, temporal congruence).
An alternative explanation for the association between temporal
congruence and treatment outcomes is that clients who benefit
more from treatment communicate their functioning more clearly
to their therapists—that is, that the clients’ improvement increases
their readability, which in turn drives the dyad’s congruence. To
disentangle these alternative explanations, future studies should go
a step further and examine the processes that occur within psychotherapy sessions (including the therapists’ choice of interventions and the clients’ clarity of communication), which may mediate the association between agreement and outcomes.
Hypothesis 5—namely, that the directional bias would be associated with treatment outcomes—was only partially supported.
Specifically, directional bias was marginally associated with one
measure of treatment outcomes (OQ-30), and it was not associated
with the second measure (BDI-II). This result seems to suggest that
directional bias is a much less robust predictor of treatment outcome than is temporal congruence. In other words, therapists’
ability to be congruent with their clients with regard to changes in
their clients’ experienced functioning is seemingly more important
than their ability to perceive the actual levels of their clients’
experienced functioning.

Additional Future Directions
In this study, we employed both client and therapist reports as
our solitary sources of data. This limits our ability to establish
whether therapist– client agreement also involves accurate assessment of clients’ subjective level of functioning or to establish
whether clients and/or therapists are objectively accurate. Future
studies could help disentangle this agreement or accuracy or truth
question by obtaining therapists’ perception of clients’ own subjective assessments (e.g., “How does your patient perceive himself/herself as getting along emotionally and psychologically”),
which would allow us to examine the effect of therapists’ accuracy
regarding their clients’ subjective states; alternatively, studies may
benefit from using objective indices (or judges) to assess functioning in-session or from using informers (e.g., friends, spouse) to
obtain estimates of out-of-session functioning; these would allow
one to examine the effect of therapists’ accuracy regarding their
clients’ objective states.
Relatedly, in the current study we used a single item for assessing functioning; this choice alleviates reporters’ burden but unfortunately may limit the variability of the assessed construct, which
in turn may reduce the power to detect both directional bias (e.g.,
because the limited scale may pull for agreement) or temporal
congruence (e.g., because the limited variability may restrict covariation). Still, it is important to note that even with this gross
one-item index, we found significant between-therapists and
between-clients variability in both temporal congruence and directional bias (though both might have been even greater if we had
used a more sensitive index of functioning).
Such variability signals the need for future empirical efforts to
identify relevant moderators, which may include characteristics of
the idiosyncratic therapy process itself and the therapists’ or the
clients’ pretreatment characteristics (e.g., DeRubeis, Gelfand, German, Fournier, & Forand, 2014). In the current study, we failed to
find any robust moderation effect of clients’ pretreatment func-
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tioning on therapist– client agreement; however, future studies
should try to examine other potential client or therapist factors
such as attachment orientation (e.g., Mallinckrodt, 2000), interpersonal problems (e.g., Hersoug, Høglend, Havik, von der Lippe, &
Monsen, 2009), and emotional regulation ability (Gratz & Tull,
2010). The inclusion of such moderators may also help in identifying those cases in which agreement facilitates treatment outcome
and those in which it may actually hinder treatment outcome. For
example, it has been suggested that people with attachment anxiety
use complaints to elicit care (Stuart & Noyes, 1999); it may be that
therapists who are able to empathically diverge from this often
ruminative preoccupation with the complaints are in a better position to help them develop constructive means to elicit care. More
generally, it may be that a certain level of incongruence might be
useful at times to promote insight and change—and thus, that
congruence does not necessarily exert only a linear effect. Of
course, these speculations should be empirically examined.
Additionally, in the current study we obtained omnibus dyadlevel indices of agreement (i.e., directional bias and temporal
congruence that were estimated across all the sessions of each
client) and then used these indices to predict treatment outcome.
We adopted this approach because temporal congruence, the
agreement index that proved to be predictive of treatment outcome,
is definable only across time. However, a more granular analysis
of therapist– client agreement and its immediate consequences
(i.e., possible symptomatic relief in the next session) is a worthy
target of examination for future research.
It is also important to note that the therapeutic approach of all the
therapists in this study was cognitive– behavioral; such homogeneity
limits the generalizability of the present findings. For example, it is
possible that cognitive– behavioral therapy’s focus on symptomatic
change makes agreement in this domain a predictor of treatment
outcomes. Indeed, with other therapeutic approaches, other domains
of phenomenology (e.g., emotional experience: e.g., Greenberg &
Paivio, 2003; or interpersonal experience: Klerman & Weissman,
1994) may play a more central role, and agreement regarding these
domains may have a stronger predictive value. To test this idea, future
studies should examine these processes for different therapeutic approaches, explore agreement in various domains, and consider various
types of outcomes.

Summary and Clinical Implications
Clinical wisdom often assumes that therapists’ understanding of
clients’ symptoms and functioning is a prerequisite for effective
intervention. It is interesting that this wisdom has rarely been
empirically tested. We aimed to assess the extent to which therapists’ agreement with their clients regarding changes in their
functioning from session to session (i.e., temporal congruence)—as well as the extent to which therapists over- or underestimate their clients’ functioning (i.e., directional bias)—predicts
treatment outcomes. We used session-by-session reports from both
clients and their therapists, subjecting these reports to the tools
offered by West and Kenny’s (2011) truth and bias model. Our
results found evidence of considerable therapist– client agreement
(manifest in both temporal congruence and minimal directional
bias). However, only temporal congruence proved to be associated
with treatment outcomes.
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Though further studies are needed to clarify the processes in
question, these results highlight the greater importance of tracking
clients’ fluctuating levels of functioning over time—that is, their
standing relative to themselves— even more than their absolute
level of functioning. From a clinical standpoint, it may be less
productive for therapists to try to achieve absolute agreement with
their clients regarding their “objective” levels of functioning than
to be aware of the trajectories of functioning as the treatment
unfolds. Such awareness may be attained by the routine monitoring
of clients’ functioning, as well as by facilitating open communication between clients and therapists regarding functioning.
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