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Abstract

Background: Although ultra-brief outcome and process measures have been developed for individual therapy, currently there

are no ultra-brief alliance measures for group therapy. Method: The current study examined 105 clients in group therapy for

issues related to substance abuse or with issues related to the substance abuse of a significant other. We tested whether a

newly developed group therapy alliance measure � the Group Session Rating Scale would be related to other commonly

used group process measures (Working Alliance Inventory, Group Cohesion, Group Climate) and early change (change

over the first four sessions of group therapy). Results: The findings provided support for reliability based on Cronbach alphas

and test-retest coefficients. Additionally, the GSRS was a one-factor measure that was related to other group process

measures as well as predicted early change. Discussion: Clinical implications for how to utilise ultra-brief outcome and

alliance measures are provided.
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Introduction

Practitioners need to make practical decisions in

working with clients, one of which is modality of

treatment. Both individual and group therapy for-

mats have been supported as valuable means of

assisting distressed clients (McRoberts, Burlingame,

& Hoag, 1998). Indeed, group therapy is an efficient

treatment modality, as it is possible to teach skills,

present information, and engage many clients within

the same time frame. Regardless of treatment

format, therapists need to be able to identify clients

who are at risk of negative therapy outcomes. Brief

measures of therapy outcomes and therapy process

that therapists can utilise to identify failing cases may

enable them to modify treatment approaches to

prevent poor outcomes. Ultra-brief outcome mea-

sures have been developed for individual therapy,

which can be administered session by session to

assess therapy progress (e.g. Outcome Rating Scale

(ORS); Miller, Duncan, Brown, Sparks, & Claud,

2003) and alliance (e.g. Session Rating Scale (SRS);

Duncan et al., 2003). Indeed, several randomised

studies examining the use of these measures have

shown significant gains in treatment outcomes

(Anker, Duncan, & Sparks, 2009; Reese, Nors-

worthy, & Rowlands, 2009; Reese, Toland, Slone,

& Norsworthy, 2010). Although the ORS can be

used for any modality of treatment including groups,

the SRS has the limitation of focusing only on the

individual’s experience of the alliance.

Alliance is conceptualised as a collaborative ex-

perience, characterised by an agreement on treat-

ment goals, methods used to obtain those goals, and
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the relational bond between client and therapist

(Bordin, 1979). Within group therapy, the alliance

is influenced by the multiplicity of relationships that

each individual develops within the context of other

group members (MacKenzie, 1998; Yalom &

Leszcz, 2005). Although therapy groups may differ

in their purpose and/or population, common pro-

cesses underlie most group therapies, such as group

cohesion and conflict (Yalom & Leszcz, 2005).

Thus, these group dynamics would need to be

captured in an ultra-brief group alliance measure

to adequately gauge whether individuals are forming

positive alliances with the therapist as well as other

group members.

In group therapy, the alliance resembles the

constructs of group cohesion and group climate

(Burlingame, McClendon, Theobald, & Alonso,

2011; Norcross, 2010). Group cohesion is a con-

structive interpersonal exploration through bonding

and working together toward common goals, mutual

acceptance, and identification with the group

(Marziali et al., 1997). Group climate is conceptua-

lised as the environmental force felt within a group,

derived from the summation of individuals’ engage-

ment, degree of avoidance of change, and conflict

(MacKenzie, 1983). Group cohesion and group

climate are influential factors that can facilitate the

attainment of clients’ treatment goals (Kivlighan &

Tarrant, 2001; MacKenzie, 1983).

The current study examined the reliability and

validity of a new measure of group alliance, The

Group Session Rating Scale (GSRS; Duncan &

Miller, 2007). We hypothesised that the GSRS

would consist of one factor (hypothesis 1). Internal

reliability alphas were expected to be approximately

.80 (hypothesis 2). Given that the GSRS is a process

measure test-retest correlations were expected to be

moderate (r�.50; hypothesis 3). To assess concur-

rent validity, it was also hypothesised that the GSRS

would be positively correlated with group cohesion,

group climate, therapist-rated alliance, and client-

rated alliance (hypothesis 4). Lastly, we posited that

the GSRS would predict early change in psycholo-

gical well-being (hypothesis 5).

Method

Participants

A total of 105 clients (61 women, 44 men) partici-

pated in the study from a treatment facility in

Australia. Client ages ranged from 18�78 years

(M�41.2, SD�13.5). Clients presented with two

different types of problems: self-reported alcohol

and/or other drug issues (n �51) and self-reported

concerns related to the substance abuse of a partner/

parent (n �54). Clients were primarily self-referred,

although some were mandated to attend group

therapy due to infractions related to their substance

abuse. Individuals were excluded from participating

in the group if they suffered from serious mental

illness that would prohibit their ability to work

appropriately in the group. All clients received out-

patient group services facilitated by 21 leaders who

ranged in age from 24�65 years old. Leaders’

education ranged from certifications to masters’

degrees in mental health-related fields. All leaders

reported using an eclectic therapeutic approach.

Procedure

Five different types of open therapy groups treated

substance abuse issues or coping with issues related

to the substance abuse of a significant other. Group

one (n �21) and two (n �30) were comprised of

women and men with substance use issues, respec-

tively. Group three (n �17) was comprised of adult

children of a parent(s) with substance abuse issues,

those in group four (n �26) were identified as

parents of children struggling with substance abuse,

and group five (n �11) was comprised of individuals

who were experiencing issues related to the sub-

stance abuse of a significant other. Each group was

offered for 12 weeks. At the beginning of each group

session the participants completed the ORS and

were then guided through a ten-minute relaxation

exercise. Next, participants were provided psycho-

education pertinent to the specific issues of the

group and the clients would then engage in an

hour of group process therapy. Following each group

session, leaders administered the GSRS and all other

concurrent measures (described below). Between

sessions, group leaders did not review clients’ scores

on these measures.

Ethical considerations

Group members completed an informed consent

form prior to completing the measures for the study.

Clients’ responses on the measures were not linked

to their clinical records. The study was approved

through an Institutional Review Board committee.
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Measures

Group Session Rating Scale (GSRS). The GSRS

(Duncan & Miller, 2007), adapted from the SRS, is a

four-item visual analogue scale, designed to be a brief

clinical tool to measure group-therapy alliance. The

items are presented as bipolar anchors requiring a

response on the ten centimetre line. The ‘relationship’

aspect was assessed on a continuum of ‘I felt under-

stood, respected, and accepted by the leader and the

group’ to ‘I did not feel understood, respected, and/or

accepted by the leader and/or the group’. The ‘goals

and topics’ aspect was assessed on a continuum of ‘We

worked on and talked about what I wanted to work on

and talk about’ to ‘We did not work on or talk about

what I wanted to work on and/or talk about’. The

acceptability of the approach used in the group was

assessed on a continuum of ‘The leader and group’s

approach is a good fit for me’ to ‘The leader and/or

group’s approach is not a good fit for me’. A sense of

overall fit was assessed on a continuum ranging from

‘Overall, today’s groups was right for me � I felt like a

part of the group’ to ‘There was something missing in

group today � I did not feel like a part of the group.’

GSRS scores are obtained by measuring the marks

made by the client and summing the lengths to the

nearest centimetre on each of the four lines. Scores are

summed out of a total possible score of 40.

Working Alliance Inventory�Client (WAI-C) and

Therapist (WAI-T). We utilised two forms of the

WAI; client- and therapist-rated alliance. Items were

scored on a 7-point scale ranging from 1 (never) to

7 (always). The WAI (Horvath & Greenberg, 1989)

is a self-report instrument that assesses three aspects

of the working alliance (goals, tasks, and bonds).

Strong internal consistency and subscale consis-

tency have been demonstrated in previous studies

(Horvath & Greenberg, 1986). In this study, we

utilised the total score.

Group Climate Questionnaire (GCQ; MacKenzie,

1983). The GCQ consists of 12 items, which assesses

members’ perceptions of the group’s therapeutic

environment on a 7-point scale, ranging from 0 (not

at all) to 6 (extremely). The GCQ is comprised of three

factor-analytically derived subscales: Engagement,

Avoidance, and Conflict. The Engagement subscale

assesses participants’ perceptions of others’ levels of

self- disclosure, confrontation, and interaction. The

Avoidance subscale assesses participants’ perceptions

of others avoidance of responsibility for change

processes. The Conflict subscale assesses interperso-

nal conflict and distrust within the group (MacK-

enzie, 1983). Support for the reliability (e.g. alpha �

.85; Kivlighan & Goldfine, 1991) and validity (e.g.

moderate correlations with therapy outcomes and

other group process measures) have been demon-

strated in previous studies (Kanas & Ziegler, 1984;

Kivlighan & Goldfine, 1991).

Therapeutic Factors Inventory�Cohesiveness Scale

(TFI-CS; Lese & MacNair-Semands, 2000). The

TFI-CS was used to assess group cohesion. The full

TFI scale is a self-report measure with 11 subscales

designed to assess members’ perceptions of the

presence (or absence) of various therapeutic factors

described by Yalom (1995). We only utilised the

Cohesion subscale, which consists of nine items, -

rated on a 7-point Likert scale, ranging from 1

(strongly disagree) to 7 (strongly agree). Internal con-

sistency of the TFI-CS has been supported in previous

studies, alpha�.90 (Johnson, Burlingame, Olsen,

Davies, & Gleave, 2005) and one-week test-retest

reliability�.93 (Lese & MacNair-Semands, 2000).

Outcome Rating Scale (ORS; Miller et al., 2003).

The ORS consists of four items, measured using a

visual analogue scale that assesses how clients are

doing within social, interpersonal, and individual

domains. Clients respond to items by making a mark

on each of the 10 cm lines. An overall score (general

sense of psychological well-being) is then totalled,

ranging from 0�40. Reliability of the ORS has been

demonstrated in previous studies (alpha�.93, test-

retest, r�.66; Miller et al., 2003). Concurrent

validity of the ORS has also been shown through

significant correlations with other therapy outcome

measures (e.g. OQ-45; Lambert et al., 1996).

Clients who change in a positive or negative direc-

tion by at least 5 points are regarded as having made

reliable change or the degree of change that exceeds

measurement error. Reliable change is one of two

criteria proposed by Jacobson and Truax (1991) as

indicative of clinically meaningful change. The

second criterion requires a change in a client’s score

from one that is typical of a clinical population to

one typical of a functional population. The cutoff

score on the ORS is 25 (Miller et al., 2003).

Results

Table I provides an overview of the means and

standard deviations for the variables. The present
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study hypothesised that the four-item GSRS scale

would consist of one factor. To test this, an

exploratory factor analysis (EFA) was conducted

using principal axis factoring with direct oblimin

rotation. We conducted four EFAs for each of the

four sessions. The results showed that the items

loaded on one factor for each of the four sessions,

supporting hypothesis 1 (see Table II). The internal

consistency was also supported as Cronbach alphas

ranged from .86 to .90 over the four sessions,

supporting hypothesis 2. Additionally, all adminis-

trations correlated with each other, ranging from .42

to 62 (psB.01), large-sized effects (see Table III;

supporting hypothesis 3).1 Although the GSRS is

only a four-item measure, our results support the

notion that it represents a global internally consistent

alliance factor.

Concurrent validity for the GSRS was examined

by calculating correlations among the GSRS, GCQ,

WAI-C, WAI-T, and the TFI-CS subscales. Correla-

tion coefficients between the GSRS and the indivi-

dual alliance measures (WAI-C and WAI-T) ranged

from .41 to .61 across the four sessions and were

significant (psB.01) with medium-to-large-sized

effects (see Table IV). Correlation coefficients be-

tween the GSRS and the GCQ and TFI-CS, ranged

from .31 to .60, which are medium-to-large effect

sizes. These data indicate that the GSRS adequately

assesses similar constructs as assessed by the GCQ,

WAI-C, WAI-T, and the TFI-CS, supporting hy-

pothesis 4.

Finally, it was hypothesised that GSRS scores

would predict early change in psychological distress

(as measured by the ORS). On average, clients

started in the clinically distressed range (i.e.

M�20.86); however, at the fourth session, on

average clients reported a mean ORS score of

26.97, which is above the clinical cut-off and is an

increase of more than 5 points (which is an indicator

of reliable change). We conducted three hierarchical

multiple regression models predicting ORS scores at

the fourth session. In all three models, ORS scores

from intake were entered in the first step as a control

variable. In the second step, we entered GSRS

scores from session 1�3, respectively (Models 1�3

in Table V).

Table I. Means and standard deviations for variables in the

current study.

Session 1 Session 2 Session 3 Session 4

GSRS 32.03 (6.79) 31.89 (6.23) 31.74 (7.34) 33.21 (6.05)

GCQ 5.15 (1.72) 4.77 (1.78) 4.81 (1.92) 4.56 (1.85)

TFI-CS 5.86 (0.90) 5.92 (0.83) 6.02 (0.86) 6.12 (0.90)

WAI-C 5.30 (0.88) 5.42 (1.49) 5.61 (0.92) 5.68 (0.90)

WAI-T 5.53 (0.81) 5.80 (1.21) 5.87 (0.80) 5.92 (0.73)

ORS 20.86 (7.44) 22.45 (8.52) 24.98 (7.95) 26.97 (7.98)

GSRS, Group Session Rating Scale; GCQ, Group Climate

Questionnaire; TFI-CS, The Therapeutic Factors Inventory�
Cohesiveness Scale; WAI-C, Working Alliance�Client

Perspective; WAI-T, Working Alliance�Therapist Perspective

Table II. Group Session Rating Scale factor loadings, Cronbach

alphas, and variance explained.

Session 1 Session 2 Session 3 Session 4

Item 1 .72 .84 .78 .88

Item 2 .88 .82 .91 .85

Item 3 .86 .82 .93 .89

Item 4 .90 .90 .94 .92

Alpha .86 .86 .90 .90

% Variance 71% 72% 79% 79%

Note. % Variance �percentage of the variance in the items that is

explained by the factor for each session.

Table III. Group Session Rating Scale: Test-retest correlations.

Session 1 Session 2 Session 3 Session 4

Session 1 �
Session 2 .42** �
Session 3 .59** .42** �
Session 4 .52** .62** .62** �

Note. **pB.001

Table IV. Group Session Rating Scale: Correlations with Working

Alliance, Group Cohesion, and Group Climate.

Session 1 Session 2 Session 3 Session 4

WAI-C .41** .60** .55** .61**

WAI-T .48** .54** .55** .41**

TFI-CS .34** .44** .60** .46**

GCQ .31** .30** .41** .42**

Notes. **pB.001, WAI-C, Working Alliance Inventory�Client

form; WAI-T, Working Alliance Inventory�Therapist form; TFI-

CS, Therapeutic Factors Inventory�Cohesiveness Subscale;

GCQ, Group Climate Questionnaire

Table V. Predicting ORS�fourth session by GSRS after control-

ling for ORS at intake.

Model 1:

Session 1

Model 2:

Session 2

Model 3:

Session 3

B (SE) B B (SE) B B (SE) B

ORS-pre 0.33 (.12) .31** 0.31 (.12) .30* 0.30 (.10) .27**

GSRS 0.26 (.13) .22* 0.15 (.16) .11 0.59 (.11) .50***

Note. *pB.05, **pB.01, ***p B.001.
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The results from model 1 were statistically sig-

nificant, and specifically at step 2 the DR2 was .044,

F(1,77) �4.11, p �.05. The relationship between

GSRS scores and ORS-fourth session was sr �.23,

p�.04, suggesting that the GSRS accounted for

approximately 5.3% of the variance in early change.

The results for model 2, using GSRS scores from

session two, were not statistically significant and

specifically at step two the DR2 was .011, F(1, 68) �
4.36, p�.35. The semipartial correlation between

GSRS-second session and ORS-fourth session (after

controlling for ORS at intake) was sr �.11, p�.35,

suggesting that the alliance accounted for 1.2% of

the variance in early change. Finally, GSRS third

session scores significantly predicted ORS-fourth

session, after controlling for ORS at intake. The

DR2 was .242, F(1, 74) �22.42, pB.001, sr �.56,

pB.001. It is not surprising that the session right

before the measure of early change would be a

stronger predictor and in this case the third session

alliance accounted for 31.4% of the variance in early

change. Collectively, these results partially support

our hypothesis 5.

Discussion

Brief, reliable and valid measures of therapy pro-

cesses and outcomes can be an efficient way to gain

feedback from clients to guide the therapy process.

Here, we have provided initial support for a new

brief measure for group therapy � the GSRS.

Specifically, we found the four items of the GSRS

can be thought of as a measure of global alliance

within group therapy, which has adequate reliability

(both alpha estimates and test-retest correlations).

GSRS scores were also found to correlate with other

measures that assess similar key group processes,

thus providing evidence for concurrent validity. This

conceptualisation is consistent with group theory

literature that emphasises the commonality under-

lying all group processes (Yalom & Leszcz, 2005).

Although other measures are longer and may directly

tap individual elements of alliance, the GSRS seems

to capture key aspects in a brief and reliable format.

Tracking the relationship between alliance and

therapy outcomes is a gold standard in providing

support for the predictive validity of alliance mea-

sures. Although we did not have information regard-

ing therapy outcomes at the end of therapy, we were

able to assess early change (change in distress from

first to fourth session), which is a strong indicator of

therapy outcomes (Anker et al., 2010). On average,

clients started in the clinically distressed range (ORS

score of 20.86), but reported less distress (i.e. 27) by

the fourth session and this degree of change was

related to clients’ GSRS scores. Clients’ first and

third session GSRS scores were found to be pre-

dictive of early changes in distress. Counter to our

expectations, GSRS second session scores were not

predictive of distress without clear reason as to why

this session would produce different results. Despite

this incongruity, scores from session one and three

lend support for the value of the GSRS in the

prediction of early psychological change.

The merits of our study should be considered in

concert with methodological limitations. Although

the overall sample size was fairly large, the small

number of groups coupled with the open group

format limits more nuanced interpretations of spe-

cific group differences. Future studies may be able to

address this shortcoming by utilising groups from a

variety of settings, with larger numbers of partici-

pants. Also, the groups utilised were specific to self

or other alcohol/addiction issues, which may limit

generalisability of the results to other types of groups

or populations. Although we cannot be certain how

the GSRS functions within other clinical settings,

addiction-related therapy groups are common and

group processes have been found to underlie most

therapy groups (Yalom & Leszcz, 2005).

We relied on client and therapist self-reports of the

group process, which is a common limitation of

many alliance-based studies (Horvath et al., 2011).

While the use of therapist-ratings is an asset, future

research may want to extend the examination of the

GSRS to external observer-ratings of the group

process (Chapman et al., 2010). Finally, the current

study only assessed early psychological changes in

distress, which limits our ability to predict whether

these changes would extend over longer periods.

However, consistent with current research, a large

majority of change in psychological functioning

occurs during early phases of therapy (Baldwin

et al., 2009).

Several important implications can be drawn from

the current study. The GSRS provides group leaders

with information about the alliance as it pertains to

both the group and the leader, simultaneously. The

brevity of the measure allows leaders to use scores as

a barometer for how each group member feels about

the group process. In a closed interpersonal process

group leaders can utilise the GSRS as a way to

generate discussion about the here-and-now. For

example, if three of the eight group members are

Group Session Rating Scale 5



reporting moderate alliances as compared to the high

alliances of the other five members, then the leaders

can utilise this information to spark discussion about

what dynamics are occurring for some members to

not feel as connected to the group and how these

dynamics may relate to their goals for therapy.

Dialogue about general scores or the presence of

low scores could be used as a way to encourage

members to express frustrations about the group,

thereby increasing the possibility of altering the

group to better fit members and perhaps increasing

group cohesion as well.

For inpatient group therapies (or open groups) the

therapeutic focus typically targets changes that be

altered within the current session (Yalom, 1983).

The use of GSRS in these types of groups may help

identify members who did not benefit from the

group experience and accordingly, therapists can

follow up with these clients to help address their

concerns related to the group process and possibly

their current distress. Ultimately, the use of the

GSRS will vary from group to group; however, it is a

tool that enables leaders to better identify group

members who do not feel the group experience is

assisting them to reach their goals and consequently

could prevent therapeutic failures and/or drop-outs

(Duncan, 2010; Lambert, 2010).

On a pragmatic level, therapists can administer

the GSRS, which takes approximately two minutes

to complete, near the end of each group therapy

session. Leaders can instruct clients to respond to

statements about how it felt to be in group today

by placing a mark on the line closest to the

statement they agree with. The leaders can then

score the GSRS after the session to assist in

processing the group dynamics. At times, leaders

may want to follow up with group members if

GSRS scores are very low, which may be indicative

of low engagement in the process. In subsequent

sessions, the leaders can decide whether it would

be beneficial to discuss general scores or impres-

sions at the initial check-in. Hopefully, through the

process of attending to the group alliance for each

member therapists will be better equipped to

understand and utilise the dynamics unfolding in

front of them.

Note

1 There were no differences between types of groups (i.e. self-

alcohol problem versus other-alcohol problem) (p�.46).
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