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Abstract 

 

Research shows the therapist explains a significant proportion of the variance in 

patient outcome in psychological treatment. In this review we sought to identify 

therapists characteristics positively associated to greater therapeutic improvement. 

We systematically identified studies examining therapist characteristics and its relation 

with treatment outcome. These characteristics were clustered as observable traits (e.g. 

sex, age, gender), Observable states (e.g. types of professional training, amount of 

training), inferred traits (e.g. personality, values, beliefs), and inferred states (role of 

the therapist in the therapeutic relationships). Overall there seemed to be no robust 

effect of observable traits. There was only one observable state associated with 

positive effects in some studies which was therapist experience. We also found some 

inferred traits to be associated with treatment outcome. In terms of personality, 

kindness, artistry, and neutrality seem to play an important role. The inferred states 

studies are quite broad and heterogeneous. These studies suggest more effective 

therapists score higher on Facilitative Interpersonal Skills, have the ability to develop a 

strong therapeutic alliance, effectively address patient avoidance, have a flexible and 

adjusted interpersonal style and have better Rogerian Skills. The findings are 

discussed, as well as the implications for selection, training and future research. 
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All have won and all should have prizes- We all know the words from the dodo 

bird from Alice in Wonderland used by Rosenzweig in 1936. Seventy-seven years later 

we know that is not completely correct in the context of psychotherapy. There are 

common factors but as empirical research with Randomized Controlled Trials (RCTs) 

has concluded, some treatments do (slightly) better than others. But does the verdict 

also apply to the therapists, should all receive prizes or are there any who should get a 

bigger prize, while others should not receive any? There is emerging evidence to 

support the claim that there is strong heterogeneity between therapists in obtaining 

successful treatment outcome (Anderson, Ogles, Patterson, Lambert, & Vermeersch, 

2009; Baldwin, Wampold, & Imel, 2007; Brown, Lambert, Jones, & Minami, 2005; 

Larrison & Schoppelrey, 2011; J. Okiishi, Lambert, Nielsen, & Ogles, 2003; J. C. Okiishi 

et al., 2006; Saxon & Barkham, 2012). For instance, Okiishi, Lambert, Nielsen, and 

Ogles (2003) found that in a group of clinicians the most competent three therapists 

reduced symptoms significantly and reliably. This contrasts with the performance of 

the least effective three therapists, whose clients failed to improve in therapy. This 

means therapy with the latter therapists would result in no change or even an increase 

in symptoms. Provided that the majority of outcome research focusses on treatment 

programs, the research on identifying which aspects make certain therapists to be 

highly effective is still in its infancy. Yet this knowledge seems crucial in training new 

therapists. This thesis aims to address precisely this caveat in the literature.  

 

Methodological problems in RCT research 

Perhaps the RCTs are not the right way to find effects of the therapist. As 

Wampold (2001) stated RCTs are inherently flawed for studying therapist effects, 

because as a premise they consider them to be nuisance variables. Therapist effects 

would keep us from finding differences between treatments and so have to be ruled 

out. Given the evidence describing the differences in effectiveness of therapists this is 

problematic. It is possible that therapist effects are the cause of misinterpreting the 

results in therapy efficacy research (Staines, 2007). Staines addresses eight limitations 

of Randomized experiments: (1) Direct and indirect effects are conflated; (2) the 
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investigation of interactions is limited; (3) attention is diverted from background 

conditions; (3) temporal factors complicate causal inferences; (5) the stable-unit-

treatment-value assumption is easily violated; (6) therapist effects can confound 

therapy method effects; (7) differential effects of treatment methods are small; and (8) 

generalizability of treatment research findings is indeterminate. As limitation six states, 

there is a risk of confounding the effects of therapist characteristics and therapy 

methods in outcome evaluations of psychotherapy treatment programs. Treatment 

programs that depart from the one-to-one therapy model and have clients participate 

in group therapy led by multiple staff members simply make it more difficult to isolate 

and analyze. In the case researchers ignore the therapist effects, they could 

misinterpret their outcome data (Crits-Christoph, Beebe & Connolly, 1990; Crits-

Christoph & Mintz, 1991, as cited in Staines, 2007) This could result in a high rate of 

type I errors not necessarily favoring or opposing the experimental hypothesis.  

Similarly, the size, as well as the presence, of therapy method effects will be 

overestimated, but, again, not in any predictable direction. Since therapist effects are 

relatively large (Critschristoph & Mintz, 1991; Elkin, Falconnier, Martinovich, and 

Mahoney, 2006; Kim, Wampold, and Bolt, 2006), therapists must be considered as a 

separate factor in the analyses. According to Staines these confounds could contribute 

to the low effect-sizes in research. So his advice then is that we must identify therapist 

attributes that are responsible for the variability in client outcomes given the 

promising and compelling evidence of sizable therapist effects and differences (e.g. 

Okiishi et al., 2003). Related to this, one of the major limitations of empirical RCT 

research is that RCTs deliver little information on what caused the effects of the 

treatment (Koster, 2011). Koster argues that in RCTs the effect of the therapist is 

considered a disturbing variable in determining which treatment is most effective. He 

argues that we should be wary of an outcome research limited to RCTs and we should 

also conduct research on mechanisms of change, successful clients and successful 

therapists. The amount of variables involved in treatment research and successful 

outcomes can simply be too large to allow isolating specific relations or individual 

components. It would be advisable to use more experimental psychological 
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approaches that allow us to identify more specific causal relations (Koster, 2011). That 

is why RCT research is not suitable for exploring and fully understanding the aspects of 

psychotherapy which deliver the change in outcome.  

 

Therapist effects research 

Baldwin and Imel (2013), in the sixth edition of Bergin and Garfield's Handbook 

of Psychotherapy and Behavior Change, state that there are two main approaches for 

exploring therapist effects. The first type is the fixed effect studies. These studies 

quantify how much a number of therapists differ from each other. The parameters 

estimated in a given study focus on the differences between the therapists in the 

sample. The studies estimate how much therapist A differs in outcome from B and how 

much they differ from C and so on. The second type is the random effects studies. 

They measure the difference in outcome between therapists, but the parameters 

estimated focus on the variability in therapists’ outcome in the population of 

therapists. They treat A, B, and C as a sample from a broader population and use their 

results for estimating how much therapists differ in outcome in the population. 

Random effects are to be favored above fixed effects models because they analyze the 

variability of similar therapists, which makes it easier to make inferences to that 

population.  

In this article we wish to review the literature in which they compare the 

outcome of therapists. But what we really wish to know is what makes up for the 

difference in competence between therapists. This does not mean we do not value 

RCT research. But this type of research needs to be complemented by research 

examining which clinical and therapist variables contribute to better outcomes. 

Meanwhile the possibility of the relevance of treatment monitoring has been 

recognized. We believe research in therapist effects should not be left out and could 

enhance the improvement of psychotherapy and the competencies as a therapist. We 

argue that a careful assessment of research on therapist effects can add up to the 

knowledge of psychotherapy and can also be useful for clinical practice. “The common 

factor of outcome expectations might be a mechanism through which the specific 



8 
 

 
 

factor of psychotherapist competence exerts its influence on treatment outcome 

(Westra, Constantino, Arkowitz, & Dozois, 2011, p. 283). That is why we chose for this 

review only to include articles which compare therapists’ effectiveness and that put 

characteristics of the therapist in their analyses.  

 

History of research on therapist characteristics 

Research on therapist characteristics has been scarce compared to treatment 

efficacy research. The term supershrink has first been introduced by Ricks1 (1974, as 

cited in Baldwin & Imel, 2013). He compared two therapists on their effectiveness. 

Twenty-eight emotionally disturbed, delinquent adolescents recruited in the study, 

were treated by either therapist A or B. The primary outcome was the number of boys 

developing schizophrenia. Twenty-seven percent of the boys treated by therapist A 

developed schizophrenia, while eighty-five percent of the boys who therapist B saw 

developed schizophrenia. Thus, therapist A got named supershrink. Although there 

were many methodological problems in the study, it was an interesting beginning in 

the research on therapist effects. Later on, Bergin and Suigin (1975, as cited in 

Castonguay, Barkham, Lutz & McAleavey, 2013) labeled the ineffective therapist as the 

pseudoshrink.  

Two compelling reviews have been made of therapist characteristics by 

Ackermann and Hilsenroth. In (Ackerman & Hilsenroth, 2001) they investigated the link 

between therapist characteristics and their effect on the therapeutic alliance. They 

found several personal attributes to negatively contribute to the alliance. Therapists 

who are rigid, uncertain, exploitive, critical, distant, tense, aloof, distracted were most 

likely to have a worse therapeutic alliance. In Ackerman and Hilsenroth (2003) they 

conducted a similar review but this time in search for therapist characteristics and 

techniques positively impacting the therapeutic alliance. Here they found being 

flexible, experienced, honest, respectful, trustworthy, confident, interested, alert, 

friendly, warm, and open were predictors for a better therapeutic alliance. Although 

they did not investigate the effects on outcome, those characteristics could play an 

                                                           
1
 Ricks’ study can be seen as an example of a fixed effect design (Baldwin & Imel, 2013) 
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important role in the outcome as well. There is even some evidence for the causal role 

of the alliance, but most research has not been conducted with attention to issues of 

reverse causality, dependability of assessments, multilevel modeling or specificity of 

effects (Crits-Christoph, Gibbons & Mukherjee, 2013).  

Another interesting review is to be found in the fifth edition of Bergin and 

Garfield’s Handbook of Psychotherapy and Behavior Change. Beutler et al. (2004) 

began with addressing the fact that in the decades prior to their review the emphasis 

on RCTs and specific therapy models has resulted in decreasing attention given to 

specific therapist factors (Bergin, 1997; Beutler, 1997: Strupp & Anderson, 1997; as 

cited in Beutler et al., 2004). They remark that the dominance of RCT research have 

left little room for attending the therapist qualities such as personality, beliefs, culture, 

and demographics. Unlike the fourth edition they did not classify the therapist 

variables as extratherapy traits versus therapy-specific states and objective versus 

subjective qualities. Since the latter dimension was confusing, they adapted it to 

observable versus inferred qualities. Observable qualities can be identified by 

procedures that are independent of the therapist (e.g. sex, age, interventions used). 

Inferred qualities on the other hand consist of hypothetical constructs (e.g. religious 

beliefs, gender attitudes, theoretical alliance). They limited their review to articles 

which were conducted on clinical populations and problems and included a direct 

measure of outcome.  

They used the conclusions of the fourth edition (Beutler, Machado & Neufeldt, 

1994, as cited in Beutler et al., 2004) as hypotheses for the fifth. There conclusion was 

quite peculiar: “The strongest impression with which we are left at the conclusion of 

this review is that over the last two decades, there has been a precipitous decline of 

interest in researching areas that are not associated with specific affects of treatment 

and its implementation. Observable and inferred traits of the therapist have seen the 

greatest decline in research interest, even though several factors within these clusters 

of variables have, over the years, been viewed as being very promising predictors of 

treatment outcome. For example, recent research is noticeably sparse, or even absent, 

on the effect of therapist personality, well-being, personal values, and religious 
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viewpoints on outcomes” (p.289-290). This again emphasizes the singular attention on 

treatment efficacy research. Nevertheless they found some predictors to significantly 

predict outcome. They found therapist’s well-being and cultural attitudes to positively 

predict outcome (r of .12 and .13). As the relationship quality seemed to be one of the 

stronger correlates of outcome. They concluded with expressing their hope for more 

research on the issue. In the sixth edition their hope seemed to be futile. Baldwin and 

Imel (2013) begin by stating that the literature has had little to add up to the 

conclusions of the fifth and hereby concluding an update would be meaningless.  

 

Importance of therapist effects 

Lambert and Baldwin (2009) on the other hand question the possibility to draw 

useful conclusions from therapist effects research at all. They agree examining 

differences between therapists could be useful for training psychotherapists and could 

be used to enhance outcomes. But they reason it is unclear if therapist effects, patient 

effects or the interaction makes up for the difference in outcome. They do not believe 

useful answers to this question will be coming from the research typically conducted. 

Instead they expect that even if we were able to identify which therapists are effective 

for which patients, such information would not necessarily tell us what to do with our 

new knowledge. They conclude monitoring patient treatment response would benefit 

outcome more.  

But there are others (Miller, Hubble & Duncan, 2008) who share our belief in 

the importance of therapist effects for practice. Miller et al. (2008, p.16) stated: “it is 

critical that we find answers to these questions. If being the best is a matter of birth, 

personal disposition, or chance, the phenomenon would hardly be worth further study. 

But should their talents prove transferable, the implications for training, certification, 

and service delivery are nothing short of staggering”. They also stress the importance 

of monitoring. They state every therapist should begin by knowing his baseline. This 

means that therapists should know their current performance as a therapist. From 

then off progression can be made. Their own study found the mere act of measuring 

patient outcome yielded better outcomes. On top of that, sharing your baseline 
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effectiveness with a patient seemed to cut the drop-out in half. The problem is that 

most therapists have no data on their success rates with clients. Even fewer know how 

their performance scores compare to other therapists. A shocking conclusion from one 

of the studies in Miller et al. (2008) showed that the least effective therapists thought 

they performed on par with the most effective. If we want our therapists to be as 

effective as possible, (a) we need to know which therapist characteristics improve the 

outcome, (b) therapists should know what improvement they accomplish in therapy 

and how they score in compare to other therapists and (c) they need to know if the 

type of therapy they use is evidence-based and fit for the given client.  

 

The current study 

Since we lack a review of therapist characteristics for the last decade, we 

sought to clarify which therapist factors play an important role in the therapeutic 

process. More precisely, through a systematic literature search we wish to explore 

which therapist characteristics have positive, negative or no effect on patient 

outcome. We will discuss the implications that the findings have for research in 

particular and the clinical practice, as well as the inferences we can make about 

training and education of therapists. 

 

Method 

We undertook a systematic search in stages to locate primary articles. Since 

research is spread and done under different names, we used different adjectives and 

derivatives that were combined with a series of Boolean and/or operators and asterisk 

wildcards (see table). The aspects we searched for can be combined into three 

clusters, namely: therapist effect model, therapist effectiveness, and therapist 

characteristics. The adjectives mentioned below the therapist effect model were used 

because that is the most common technique used for exploring therapist effects. It is 

important we check if we can find any usable articles in the therapist effect research.  

We used these combinations to search the Web of Knowledge databases between 
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2000 and 2013. Only English journals were considered. This search yielded in total 541 

records.  

We then screened titles and abstracts for relevance. We only comprised articles 

in which different therapists were compared in effectiveness, using patient outcome 

measures. Patients had to come from a clinical population as well. In addition 

characteristics of the therapist had to be investigated for playing a role in mediating or 

moderating the relation between the therapist and the patient outcome. In the next 

stage we screened the reference lists of those articles we included in our first search 

and used the same inclusion criteria for implementation in the review. Our next step 

was categorizing the characteristics. Just as Beutler et al. (2004) did, we classified them 

as observable traits (sex, age, race, etc.), observable states (type of professional 

training, amount of training, etc.), inferred traits (personality, values, beliefs, etc.), and 

inferred states (therapeutic relationship).   

 

Search terms used in the review 

 

Results 

As mentioned before we divided our characteristics into the same four dimensions 

Beutler et al. (2004) did. Blow, Sprenkle, and Davis (2007) clearly describe the 

differences between the four dimensions in their article. (a) Observable traits are fixed 

characteristics that could be coded by an external coder and that describe the 

therapist independent of his or her role as a therapist.  Gender, race and age are 

examples of observable traits. It is relatively easy to do research on variables like the 

impact on outcome of therapist gender, age, and ethnicity as these data can easily be 

coded retrospectively. (b) Observable states are potentially changeable characteristics, 

The following search terms were used: 

“Therapist effect model” 

(Therapist) and ((Multilevel) or (Hierarchical linear modeling) or (Mixed 

models)) 

“Therapist effectiveness” 

(Therapist effect*) or (ineffective therapist) or (Therapist outcome) 

“Therapist characteristics” 

(Therapist trait*) or (Therapist competenc*) or (Therapist characteristics) or 

(Therapist quali*) 
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specifically related to the role of therapist, that do not need to be inferred. This means 

they could be potentially identified by procedures independent of the therapist. 

Therapist training and experience are examples of this dimension. (c) Inferred traits 

are relatively stable characteristics that can only be inferred from information 

provided by the therapist but that transcend the therapist’s role as a therapist. 

Personality, well-being, and values are examples of this dimension. (d) Inferred states 

are relatively changeable therapist variables that can only be inferred by information 

from the therapist like the therapist’s view of the therapeutic relationship. In this 

section, we will focus on the role of the therapist in the therapeutic relationship. 
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Table 1 

Observable traits 

Study Therapists Clients Outcome Characteristics Effect 

Anderson et al. (2009) 25 1,141 1. OQ-45 1. Age 
2. Gender 

 

Older therapists were 
more effective 

Greeson, Guo, Barth, 
Hurley, and Sisson 
(2009) 

412 1,416 1. Youth’s educational 
attainment 

2. Legal problems 
3. Living arrangements 
4. Level of care 

 

1. Age 
2. Gender 
3. Race 

Female therapists were 
more likely to produce 
better outcomes than 
males. 

Huppert et al. (2001) 14 312 1. ADIS-R 
2. Panic Disorder 

Severity Scale (PDSS) 
3. Clinical Global 

Impressions Scale 
(CGI) 

4. Hamilton Anxiety 
Scale (HAS) 

5. Hamilton Depression 
Scale (HDS) 

6. Anxiety sensitivity 
Index (ASI) 

7. Subjective Symptom 
Scale (SSS) 

8. Frequency of panic 
attacks (FPA) 

1. Age 
2. Gender 
3. Gender match 

No effect 
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J. C. Okiishi et al. (2006) 71 7,628 1. Outcome 

Questionnaire-45 
(OQ-45) 

 

1. Gender No effect 

Owen, Leach, Wampold, 
and Rodolfa (2011) 

31 143 1. The Cross-Cultural 
Counseling Inventory-
Revised (CCCI-R) 

2. Schwartz Outcome 
Scale-10 (SOS-10) 

 

1. Race/ethnicity No effect 

Podell et al. (2013) 38 279 1. Clinical Global 
Impression-Severity 
and Improvement 
Scales (CGI-S and I) 

2. Global Assessment 
Scale for Children 
(CGAS) 

3. Pediatric Anxiety 
Rating Scale (PARS) 

4. Child Behavior 
Checklist (CBCL) 

5. Multidimensional 
Anxiety Scale for 
Children (MASC)  

 

1. Age 
 

No effect 

Sandell et al. (2002) 209 434 1. Symptom Check List 
(SCL-90) 

1. Age Very small effect 
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2. Sense of Coherence 
Scale (SOCS) 

3. Social Adjustment 
Scale (SAS) 

 
B. E. Wampold and 
Brown (2005) 

581 6,146 1. Self-report 
questionnaire derived 
from OQ-45 

1. Age 
2. Gender 

Accounted for little 
variability in outcome 
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It is remarkable how little research has been done about therapist 

characteristics. The studies comprised in this review consisted of different clinical 

populations. Samples differed in age as well as clinical diagnosis. As for the observable 

traits, age and gender are researched the most, with some studies researching the 

effects of ethnicity. On the matter of age, studies seem to find no effect (Greeson et 

al., 2009; Huppert et al., 2001; Podell et al., 2013) or small effects (Sandell et al., 2002; 

B. E. Wampold & Brown, 2005).  

 Anderson et al. (2009) seem to be an outlier. They found that older therapists 

were more effective.  However the therapists’ age no longer predicted outcome when 

self-reported social skills and Facilitative Interpersonal Skills (FIS) were taken into 

account. In their study FIS and therapists’ age were significantly associated. The same 

results were found considering therapist gender. Some found no effects at all 

(Anderson et al., 2009; Huppert et al., 2001; J. C. Okiishi et al., 2006), other found small 

but insignificant effects of gender on outcome (B. E. Wampold & Brown, 2005). It was 

only Greeson et al. (2009) who found significant effects of gender on outcome. In this 

study they found that female therapists were more likely to produce better outcomes 

with their patients. We will elaborate this matter in the discussion. The third variable 

researched in the studies was ethnicity. Both studies (Greeson et al., 2009; Owen et al., 

2011) found no effect of the ethnicity of the therapist on patient outcome. 

Most studies show that the observable traits explored, hardly play a role in 

explaining the variance in therapist effectiveness. 
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Table 2 

Observable states 

Study Therapists Clients Outcome Characteristics Effect 

Anderson et al. (2009) 25 1,141 1. Outcome 
Questionnaire-45 (OQ-
45) 

1. Theoretical 
orientation 

2. Experience in 
psychotherapy 

 

No effects 

Brown et al. (2005) 281 10,812 1. The Life Status 
Questionnaire (LSQ) 

2. The Youth Life status 
Questionnaire (YLSQ) 

 

1. Therapist training No effect 

Greeson et al. (2009) 412 1,416 1. Youth’s educational 
attainment 

2. Legal problems 
3. Living arrangements 
4. Level of care 

 

1. Level of education 
2. Experience 
3. Therapist’s stability 

Therapist’s stability was 
significantly associated 
with outcome for youths 

Huppert et al. (2001) 14 312 1. ADIS-R 
2. Panic Disorder 

Severity Scale (PDSS) 
3. Clinical Global 

Impressions Scale 
(CGI) 

4. Hamilton Anxiety 
Scale (HAS) 

5. Hamilton Depression 

1. Self-identified 
theoretical 
orientation 

2. Years of experience 
doing therapy 

3. Years of experience 
with CBT 

Overall experience in 
conducting 
psychotherapy was 
related to outcome on 
some measures 
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Scale (HDS) 
6. Anxiety sensitivity 

Index (ASI) 
7. Subjective Symptom 

Scale (SSS) 
8. Frequency of panic 

attacks (FPA) 
 

J. C. Okiishi et al. (2006) 71 7,628 1. Outcome 
Questionnaire-45 (OQ-
45) 

1. Level of training 
2. Type of training 
3. Primary theoretical 

orientation 
 

No effect 

Podell et al. (2013) 38 279 1. Clinical Global 
Impression-Severity 
and Improvement 
Scales (CGI-S and I) 

2. Global Assessment 
Scale for Children 
(CGAS) 

3. Pediatric Anxiety 
Rating Scale (PARS) 

4. Child Behavior 
Checklist (CBCL) 

5. Multidimensional 
Anxiety Scale for 
Children (MASC)  

 

1. Prior clinical 
experience 

2. Prior anxiety cases 
3. Study caseload 
4. Degree 
5. Secondary 

Theoretical 
orientation 

Therapist prior clinical 
experience and anxiety-
specific experience were 
significant predictors of 
child outcome 

Sandell et al. (2002) 209 434 1. Well-being 1. Post-license years Post-license years and 
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Questionnaire (WbQ) 
2. Symptom Check List 

(SCL-90) 
3. Sense of Coherence 

Scale (SOCS) 
4. Social Adjustment 

Scale (SAS) 

2. Supervisor training 
3. Personal therapy 
4. Psychoanalytic 

training 
5. Pre-license years 
6. Case-load 

supervisor training were 
associated with patient 
outcome; personal 
therapy was negatively 
associated as well as 
therapist’s caseload. 
Psychoanalytic training 
and pre-license years did 
not matter. 
 

Saxon and Barkham 
(2012) 

119 10,876 1. Clinical Outcomes in 
Routine Evaluation-
Outcome Measure 
(CORE-OM) 

 

1. Therapist’s risk 
caseload 

Therapists with greater 
risk caseload had poorer 
patient outcome results 

B. E. Wampold and 
Brown (2005) 

581 6,146 1. Self-report 
questionnaire derived 
from OQ-45 

1. Experience  
2. Professional degree 

Accounted for little 
variability in outcome 

 

 

 

 

 



21 
 

Four big categories of observable states could be identified in the available 

studies. Therapist training and experience were studied the most, followed by 

theoretical orientation and finally level of education, and the effect of the therapist’s 

caseload.  Results seem to be rather inconclusive about the matter of therapist training 

and experience. Five studies found no effect (Anderson et al., 2009; Brown et al., 2005; 

Greeson et al., 2009; J. C. Okiishi et al., 2006; B. E. Wampold & Brown, 2005) of 

therapist experience or training on outcome, while others did find effects of the 

therapist on the matter.  

Huppert et al. (2001) found that more experienced therapists had better 

patient outcomes. Remarkably these results did not apply to all outcome measures but 

specifically to the ADIS-R and the ASI. Experience was related to outcome more when 

it was defined as overall years of practicing psychotherapy than when it was defined as 

years of practicing CBT. Podell et al. (2013) concluded in their study that prior clinical 

experience and anxiety specific experience were related to improved patient outcome. 

This would suggest that experience not only can be seen as experience in 

psychotherapy in general, but also experience in working with a specific clinical 

population. This could propound a therapist-patient match. Where therapist who are 

experienced with a certain disorder  are more effective working with a certain clinical 

population than others with the same amount or even more but in a completely 

different field. In the study of Sandell et al. (2002) they found different effects of 

experience prior- and post-license. Therapist Post-license years and supervisor training 

were associated with patient outcome. Personal therapy on the other hand was 

negatively associated with patient outcome. From these studies we could conclude 

that the therapists’ theoretical orientation plays no role in explaining the variance of 

effectiveness between therapists.  

There were three studies which compared the primary theoretical orientation 

(Anderson et al., 2009; Huppert et al., 2001; J. C. Okiishi et al., 2006). In another study, 

the primary theoretical orientation was CBT and they compared the secondary 

theoretical orientation (Podell et al., 2013). The level of education seemed to account 
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for some (Greeson et al., 2009; Podell et al., 2013) or little (B. E. Wampold & Brown, 

2005) variability in outcome.  

The last characteristic examined was the therapist’s caseload. Podell et al. 

(2013) found no effect of caseload. On the contrary Sandell et al. (2002) and Saxon and 

Barkham (2012) found therapists’ caseloads to be negatively associated to patient 

outcome. Sandell et al. (2002) did not seem to control for severity at onset. While 

Saxon and Barkham found that therapists who had more severely impaired patients, 

also had worse patient outcome. They found that the more severe a patient’s intake 

symptoms, the more he benefited from an effective therapist. Therapist effectiveness 

seems to play a greater role in the treatment of patients with more severe intake 

symptoms.  This was also the case for therapist stability. Therapist stability depends on 

how many different therapists you have. So when someone only had one therapist in 

his process, it means he had a high therapist stability. Greeson et al. (2009) found that 

therapist stability was positively associated with youth outcome. This is interesting 

knowing how often patients are redirected to other therapists. 

There seem to be some mixed results on the matter of the observable states. 

Studies found no effect of theoretical orientation or level of education. Only Sandell et 

al. found a positive effect of supervisor training on outcome. While 3 studies found no 

effect of therapist experience on patient outcome, 3 studies found therapists’ 

experience to be positively associated to patient outcomes. More research is needed 

to clarify these findings. Also for therapist’s caseload more research is needed before 

we can make any robust conclusions.  While there is one study finding no effect of 

therapist’s caseload on patient outcome, another did find a significant negative 

association to patient outcome. 
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Table 3 

Inferred traits 

Study Therapists Clients Outcome Characteristics Effect 

Heinonen, Lindfors, 
Laaksonen, and Knekt 
(2012) 

55 326 1. Global severity Index 
(GIS) of the symptom 
Check List (SCL-90) 

1. personal 
characteristics 
(Development of 
Psychotherapists 
Common Core 
Questionnaire 
(DPCCQ)) 

Active, engaging, and 
extroverted therapists 
had better outcome in 
short-term therapy, 
more cautious, non-
intrusive therapists 
generated better 
outcomes in long term 
therapy. 
 

Sandell et al. (2006) 160 327 1. Symptom Check List 
(SCL-90) 

2. Sense of Coherence 
Scale (SOCS) 

3. Social Adjustment 
Scale (SAS) 

1. Curative factors 
(Adjustment, insight, 
kindness) 

2. Therapeutic style 
(Neutrality, 
supportiveness, self-
doubt) 

3. Basic assumptions 
(irrationality, artistry, 
pessimism) 
 

Therapists with good 
treatment results are 
characterized by high 
TASC 2 scores on 
kindness and neutrality. 

Sandell et al. (2007) 142 225 1. Symptom Check List 
(SCL-90) 

2. Sense of Coherence 
Scale (SOCS) 

1. Curative factors 
(Adjustment, insight, 
kindness) 

2. Therapeutic style 

Therapist with higher 
outcome had higher 
TASC 2 scores, with 
kindness and artistry 
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3. Social Adjustment 
Scale (SAS) 

(Neutrality, 
supportiveness, self-
doubt) 

3. Basic assumptions 
(irrationality, artistry, 
pessimism) 
 

having a strong relation 
with outcome and 
neutrality acting as a 
suppressor. 

Schauenburg et al. 
(2010) 

31 1,381 1. The Symptom 
Checklist 90-R 
(SCL-90-R) 

2. Inventory of 
Interpersonal 
Problems (IIP) 

3. Impairment Score 
(IS) 

4. Helping Alliance 
Questionnaire 
(HAQ) 

1. Adult Attachment 
(AAI) 

No main effect of 
therapist attachment, 
however higher 
attachment security was 
associated with both 
better alliance and 
outcome in more 
severely impaired 
patients. 
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Research on inferred traits such as therapist personality, values and beliefs are 

scarce. However we found some studies on therapist personality. Heinonen et al. 

(2012) differentiated between short-term therapy and long-term therapy. They found 

different characteristics contributed to patient outcome depending on the length of 

the therapy. Active, engaging, and extroverted therapists had better outcome in short-

term therapy, more cautious, non-intrusive therapists generated better outcomes in 

long term therapy.   

Different characteristics were explored by Sandell et al. (2006) and Sandell et 

al. (2007). There were three groups of factors, each consisting of three subscales. The 

first group of factors was the curative factors group. They assessed what therapist 

thought contributed to long-term and stable therapeutic change. The first subscale 

was adjustment. Scoring high on this scale means you give the patient concrete goals, 

stimulate the patient to think about his problems in a more positive way, helping the 

patient adapt to his problems etc. The second scale measured was insight. Therapists, 

who help the patient to see connections between his problems and childhood or 

helping the patient to understand that old behavior is being repeated, score high on 

this subscale. Kindness is the last of the curative factors. Being warm and making the 

patient feel at ease is considered distinctive for this scale.  

The second group is the therapeutic style factors. Neutrality, the first of the 

three, is characterized by keeping personal opinions and circumstances outside the 

therapy. It means being aware of your countertransference and using it in an 

appropriate way. The next factor is supportiveness. Therapists who are active in 

sessions, use hope and goals score high on the latter factor. The last factor is self-

doubt, which reflects the doubt of the therapist on his own abilities as a therapist.  

The third group of factors is the basic assumptions group. The first factor here 

is irrationality. Therapists who see patients as irrational, controlled by subjective 

factors score high on this scale. Followed by artistry, which is characterized by seeing 

the therapeutic process as a form of art. Therapists scoring high on artistry believe the 

therapeutic process is governed by intuition. The last subscale is pessimism. Some of 
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the distinctive features are: seeing personality as unchangeable and being formed by 

heredity. In both studies they found that therapists with high scores on kindness and 

neutrality had superior patient treatment outcome. Sandell et al. (2007) also found 

strong effects of artistry on patient outcome.  

Schauenburg et al. (2010) explored the effect of therapist attachment security 

on patient outcome. They did not find a main effect of therapist attachment on patient 

outcome. However higher attachment security was associated with better therapeutic 

alliance and patient outcome in more severely impaired patients. This finding suggests 

that especially patients with a more severe disorder or diagnosis benefit from having a 

therapist with a high attachment security.  

From the inferred traits we can conclude that kindness, artistry and neutrality 

are interesting factors for future research. It would also be interesting to try to 

replicate the findings of Heinonen, Lindfors, Laaksonen, and Knekt to see if indeed 

therapist characteristics depend on the length of the therapy. Nonetheless therapist 

activity, engagement and extroversion, as well as kindness, artistry and neutrality are 

interesting for future research and are promising characteristics on which we can 

select our therapists. 
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Table 4 

Inferred states 

Study Therapists Clients Outcome Characteristics Effect 

Anderson et al. (2009) 25 1,141 1. OQ-45 1. Self-report of social 
skills (SSI) 

2. Facilitative 
interpersonal skills 
(FIS) 

 

FIS was a significant 
predictor of outcome. 

Baldwin et al. (2007) 80 331 1. OQ-45 1. Working alliance 
inventory (WAI) 

Therapists who formed 
stronger alliances with 
their patients showed 
better outcomes. 
 

De Bolle, Johnson, and 
De Fruyt (2010) 

141 567 1. Clinician-rated 
Montgomery Asberg 
Depressive Rating 
Scale (MADRS) 

1. Patient-and therapist-
rated Helping Alliance 
Questionnaire (HAQ-I) 

 

Therapeutic alliance 
predicts outcome 

Heinonen et al. (2012) 55 326 1. Global severity Index 
(GIS) of the symptom 
Check List (SCL-90) 

1. Professional 
characteristics 
(Development of 
Psychotherapists 
Common Core 
Questionnaire 
(DPCCQ)) 

Active, engaging, and 
extroverted therapists 
had better outcome in 
short-term therapy, 
more cautious, non-
intrusive therapists 
generated better 
outcomes in long term 
therapy. 
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Hogue et al. (2008) 9 136 1. Marijuana use 
frequency 

2. Drug use problems: 
Personal experience 
Inventory (PEI) 

3. Child behavior 
checklist (CBCL) 

4. Youth Self-report (YSR) 

1. Therapist behavior 
Rating Scale-
Competence (TBRS-C) 

2. Vanderbilt 
Therapeutic Alliance 
Scale-Revised (VTAS-
R) 

Greater levels of 
adherence predicted 
greater declines in 
marijuana use, stronger 
adherence predicted 
greater reductions in 
parent reports of 
externalizing behaviors 
and found a curvilinear 
(or quadratic) effect on 
internalizing behavior. 
 

Kertes, Westra, Angus, 
and Marcus (2011) 

3 10 1. Penn State Worry 
Questionnaire (PSWQ) 

2. Client Motivation for 
Therapy Scale (CMOTS) 

3. Posttherapy 
Semistructured 
Interview 

 

1. Impact of 
Motivational 
Interviewing 

Those who received MI 
prior to CBT had better 
outcomes and described 
their therapist as an 
evocative guide and saw 
themselves as playing an 
active role 

Kuyken and Tsivrikos 
(2009) 

18 69 1. Beck Depression 
Inventory-II (BDI-II) 

2. End-State Functioning 
Index 

3. Structured Clinical 
Interview for DSM-IV 
(SCID-II) 

 

1. Evaluation of 
Therapist’s behavior 
Form (ETBF) 

2. Patient’s Report of 
Therapy Form (PRTF) 

Patients with better 
outcomes rated their 
therapist as more skilled 
in terms of cognitive 
therapy, but not in terms 
of general therapy skills 

Laska, Smith, Wislocki, 25 192 1. PTSD Checklist (PCL) 1. Supervisor rated each The trainer identified the 
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Minami, and Wampold 
(2013) 

therapist 
effectiveness and 
characteristics 

following characteristics 
and actions of effective 
therapists: effectively 
addressing patient 
avoidance, language 
used in supervision, 
flexible interpersonal 
style, and ability to 
develop a strong 
therapeutic alliance 
 

Owen et al. (2011) 31 143 1. The Cross-Cultural 
Counseling Inventory-
Revised (CCCI-R) 

2. Schwartz Outcome 
Scale-10 (SOS-10) 

 

1. Multicultural 
Competencies (MCC) 

No effect 

Podell et al. (2013) 38 279 1. Clinical Global 
Impression-Severity 
and Improvement 
Scales (CGI-S and I) 

2. Global Assessment 
Scale for Children 
(CGAS) 

3. Pediatric Anxiety 
Rating Scale (PARS) 

4. Child Behavior 
Checklist (CBCL) 

5. Multidimensional 

1. Treatment integrity 
2. Therapist style 

Therapists who followed 
the guidelines of the 
manual and 
implemented it in a 
developmentally 
appropriate and 
supportive manner had 
youth with better 
outcomes. 
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Anxiety Scale for 
Children (MASC)  

Trepka, Rees, Shapiro, 
Hardy, and Barkham 
(2004) 

6 30 1. Beck Depression 
Inventory (BDI) 

2. California 
Psychotherapy Alliance 
Scale (CALPAS) or 
Agnew Relationship 
Measure (ARM-3) 

 

1. Competence 
(Cognitive Therapy 
Scale (CTS) and 
external rater) 

Therapist who showed 
more competence had 
patients with better 
outcomes. 

Westra et al. (2011) 4 32 1. Penn State Worry 
Questionnaire (PSWQ) 

2. Anxiety Change 
Expectancy Scale 
(ACES) 

3. Credibility and 
expectancy 
Questionnaire (CEQ) 

4. California 
Psychotherapy Alliance 
Scales (CALPAS) 

 

1. Competence 
(Cognitive Therapy 
Scale (CTS)) 

More competent 
therapists had patients 
with better treatment 
outcome. 

Zuroff, Kelly, Leybman, 
Blatt, and Wampold 
(2010) 

27 157 1. Beck Depression 
Inventory (BDI) 

2. Hamilton Rating Scale 
for Depression (HRSD) 

3. Hopkins Symptom 
Checklist (HSCL-90) 

1. Perceived Rogerian 
conditions in the 
therapeutic 
relationship 

Patients of therapists 
with better Rogerian 
skills showed more 
clinical improvement 
and were less vulnerable 
to depression. Better 
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4. Global Adjustment 
Scale (GAS) 

5. Social Adjustment 
Scale (SAS) 

6. Dysfunctional 
Attitudes Scale (DAS) 

outcomes were achieved 
with patients who 
experienced a higher 
level of the Rogerian 
conditions within the 
same therapist. 
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There were four therapist characteristics identified in the inferred states. One 

of the major subjects of research are the interpersonal skills.  Anderson et al. (2009) 

found therapist who scored high on facilitative interpersonal skills were more likely to 

have patients with better treatment outcome. They did not, however, find any effects 

of self-report of social skills. The FIS Performance Task is designed to elicit responses 

that are indicants of a person’s ability to perceive, understand, and communicate a 

wide range of interpersonal problems to apply suggested solutions to their problems 

and abandon maladaptive patterns. The FIS items included ratings of verbal fluency, 

emotional expression, persuasiveness, hopefulness, warmth, empathy, alliance-bond 

capacity, and problem focus. This study suggests that these characteristics play a role 

in being an effective therapist. However it is not clear whether some qualities are 

more predictive of outcome than others.  

As also mentioned in the inferred traits, Heinonen et al. (2012) observed that 

the effectiveness of therapist characteristics depended upon the length of the 

treatment. Engaging therapists were more effective on short-term therapy and non-

intrusive therapists were more effective on long-term therapy. Kertes et al. (2011) 

found that patients who received Motivational Interviewing prior to CBT had better 

outcomes and described their therapists as an evocative guide and saw themselves as 

playing an active role. Those who did not receive it saw their therapist as more 

directive and described themselves playing a more passive role. It would be interesting 

to further explore which characteristics of MI makes the therapist as more evocative 

and leads to better treatment outcomes.  

Different therapist interpersonal skills were found by Laska et al. (2013). A 

supervisor rated each therapist on efficacy. Supervisor ratings were associated with 

patient treatment outcome. Then the same supervisor would identify effective 

therapist actions. More effective therapists were more likely to effectively address 

patient avoidance, had a more flexible interpersonal style, and had the ability to 

develop a strong therapeutic alliance. The importance of supportive style was also 

found by Podell et al. (2013). Therapists who followed the guidelines of the manual 
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and implemented it in a developmentally appropriate and supportive manner had 

youth with better outcomes. So not only therapist interpersonal style is important but 

also if he or she shows adherence to the manual plays an important factor. The last of 

the interpersonal skills studies were the Rogerian skills of the therapist. Zuroff et al. 

(2010) concluded that therapist with better Rogerian skills were more likely to have 

patients with better treatment outcomes.  

We believe the matter of competence is more complicated, studies differ in their 

operationalization of the construct of competence. So we can question if they are 

measuring the same thing and if the results can be compared to each other. Kuyken 

and Tsivrikos (2009) measured competence with the ETBF and the PRTF. The ETBF, 

completed by the center’s director, consisted of 4 subscales. It assesses an overall 

evaluation of therapist competence, therapists’ cognitive therapy skills, therapists’ 

flexibility, and therapists’ general therapeutic skills. The PRTF was completed by the 

patient after every therapy session. It assesses the therapeutic skills of the therapist as 

seen by the patient. They found that therapists who are more competent than others, 

had better patient outcomes. This result was found regardless of degree of patient 

comorbidity. However this effect only applied to cognitive therapy skill and not general 

therapy skills.  

A very specific kind of competence was studied by Owen et al. (2011). They 

explored multicultural competency. They tested if therapists who had more 

multicultural competencies had patients with better treatment outcomes. They found 

therapist MCC’s did not explain the variance in effectiveness. Trepka et al. (2004) as 

well as Westra et al. (2011) used to CTS for measuring therapist competence. The CTS 

consists of 13 items consisting of General Interview Procedures (Agenda, Feedback, 

Collaboration, Pacing), Interpersonal effectiveness (Empathy, Effectiveness, 

Professionalism), and Specific Cognitive-Behavioral Techniques (Guided Discovery, 

Conceptualization, Cognitive Focus, Cognitive Techniques, Behavioral Techniques, 

Homework). Both studies found that therapists who were rated as being more 

competent, also had better treatment outcomes. 
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There were 2 studies who stressed the importance of the therapeutic 

relationship in particular. Therapist who formed better alliances had patients with 

greater therapeutic improvement (Baldwin et al., 2007; De Bolle et al., 2010). However 

they did not study which therapist characteristics or interpersonal style would benefit 

the patient in forming the alliance. It would be interesting to see if the characteristics 

found by Ackerman and Hilsenroth (2003) predict patient outcome. The last 

characteristic we can retrieve from these studies is therapist adherence or treatment 

integrity. Both studies found adherence to be positively associated with patient 

outcome. Hogue et al. (2008) found greater levels of adherence predicted greater 

declines in marijuana use, stronger adherence predicted greater reductions in parent 

reports of externalizing behaviors and found a curvilinear (or quadratic) effect on 

internalizing behavior. Podell et al. (2013) found that therapists who followed the 

guidelines of the manual and implemented it in a developmentally appropriate and 

supportive manner had youth with better outcomes. 

The inferred states seem to be quite heterogeneous. We can conclude that the 

following characteristics possibly play an important role in explaining the variance in 

therapist effectiveness. More effective therapists score higher on FIS, have the ability 

to develop a strong therapeutic alliance, effectively address patient avoidance, have a 

flexible and adjusted interpersonal style and have better Rogerian Skills. The results on 

competence are inconclusive. Competence probably plays a role in explaining the 

variance in therapist performance, but it depends on the operationalization of the 

construct. 
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Discussion 

In this study we sought to identify characteristics of highly effective therapists. 

We systematically searched the Web of Science for studies measuring therapist 

competence through patient outcome from 2000 to 2013. We were interested in 

studies that identified aspects associated to improved treatment outcome. Of course 

we also included the studies in which no effect or a negative effect of the characteristic 

was found. We wanted to provide an answer to the lack of a review of the last decade. 

The samples of included studies needed to consist of participants coming from a 

clinical population. We then categorized these features into four clusters of therapist 

characteristics. There were two dimensions: observable versus inferred and traits 

versus states. Observable means an external rater can measure the characteristic, 

while inferred means inferences have to be made about the construct being measured. 

This means that in an inferred feature, they will first have to agree on how to measure 

the construct itself. On the other dimension we differentiate between traits and states. 

Traits are unalterable, while a state is more like a snapshot which can change in time. 

So just as in Beutler et al. (2004), we classified them as observable traits (sex, age, 

race, etc.), observable states (type of professional training, amount of training, etc.), 

inferred traits (personality, values, beliefs, etc.), and inferred states (therapeutic 

relationship).  

Overall, no large effects were found regarding observable traits. Most studies 

did not find any or only a very small effect of therapist age, gender or race. Anderson 

et al. (2009) was the only study finding an effect of therapist age on treatment 

outcome. However therapist age correlated with Facilitative Interpersonal Skills. When 

they took the FIS into account, there was no effect anymore of age. This means that 

older therapists are more likely to have better Facilitative Interpersonal Skills. This 

study thus suggests that the variable age in itself does not make up for the difference 

in outcome, it is the FIS which is associated with age that makes up for the difference. 

Nonetheless it is curious they do find an effect of therapist age, while other studies do 

not. Another remarkable finding is those reported by Greeson et al. (2009). This was 

the only study finding an effect of therapist gender on patient outcome. Female 
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therapists were more likely to produce better outcomes than males. This was also the 

only study of which the sample consisted of youth. There could possibly be an effect of 

therapist-patient age match. Another possible explanation for this finding was the 

clinical population of this study. The sample consisted of youth receiving intensive in-

home therapy. It would be interesting to see what exactly makes up for the difference 

in outcome. What do female therapists differently than male and what effect does this 

have on the youth and even more important why. Of course more research is needed 

to confirm this result. These findings match those found by Beutler et al. (2004). They 

did not find any robust recurring effects of therapist age, gender or race. 

 

From the studies comprised under the observable states some found effects of 

the studied features, while others did not find any effect. Studies found no effect of 

theoretical orientation or level of education. This means that whether therapists have 

a cognitive-behavioral, humanistic, eclectic or psychodynamic orientation does not 

have a differentiating effect on patient outcome. This is not aligned with the amount 

of research done exploring the differences between treatment packages of theoretical 

orientations and which sought to identify the more superior one. If therapist 

orientation has absolutely no effect on patient treatment, this could suggest that 

research that focuses solely on the difference in effectiveness between treatments is 

not that fruitful. While Brown et al. (2005) and J. C. Okiishi et al. (2006) did not find any 

effect of training, Sandell et al. (2002) found supervisor training to be positive 

associated with patient outcome. J. C. Okiishi et al. (2006) divided training in pre-

internship, internship, and post-internship, Sandell et al. (2002) used whether or 

having a supervisor as a measure of training. Perhaps the effect of the supervisor lies 

in the fact that therapists perform better when monitored. Another possibility could 

be the effect lies in what the supervisor teaches or trains in the therapists. Perhaps the 

act of reflecting on cases provides the therapist with different ideas for treatment of 

which he otherwise would not have thought of. 

There seem to be some mixed results on the matter of therapist experience. 

Huppert et al. (2001) did find an effect of therapist experience on patient treatment 
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outcome. However this effect only applies to some outcome measures. This is 

interesting, because this could stress the importance of the outcome measure. So 

perhaps if more studies would use a wider range of outcome measures, more effects 

could be found. This also emphasizes the importance of a good operationalization of 

outcome. It is vital to know what a good outcome is for a patient and what it means. It 

is important that we know why exactly we select certain outcome measures. There is 

also something to be said about experience being seen as prior- or post-graduation. As 

well if the experience is relevant for the clinical population with which he or she works. 

Thus the last thing has not been said about therapist experience, but much more 

research is needed with different forms of operationalization, different clinical 

populations and varied outcome measures. 

 

From the review of studies on inferred traits we can conclude that kindness, 

artistry and neutrality are interesting factors for future research. It is intriguing these 

characteristics make for better therapists. But also why these aspects make for better 

treatment outcome is very fascinating. We can easily believe that being a warm 

therapist that can make the patient feel at ease and who keeps his own personal 

opinions out of the therapy, contributes to better patient outcome. It is more difficult 

to understand how the effect on artistry works in therapy. What does a therapist who 

scores higher on artistry do differently in treatment than a colleague who scores low 

on artistry. Rigorous process-outcome studies are needed to reveal the working 

mechanism which makes for this difference in effectiveness.  

It would also be interesting to try to replicate the findings of Heinonen, 

Lindfors, Laaksonen, and Knekt to see if indeed some positive influence of therapist 

characteristics depends on the length of the therapy. Active, engaging, and 

extroverted therapists had better outcome in short-term therapy, more cautious, non-

intrusive therapists generated better outcomes in long term therapy. This study would 

suggest that we need to choose our therapists according the therapy length. If these 

findings can be replicated, it is important we select or train our therapists according to 

the setting. This means some characteristics are not inherently more effective than 
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others, but the effectiveness depends on the therapist-therapy match. More research 

is needed to replicate these findings. Nonetheless therapist activity, engagement and 

extroversion, as well as kindness, artistry and neutrality are interesting for future 

research and are promising characteristics on which we can select our therapists. 

 

The inferred states seem to be quite heterogeneous. We can conclude that the 

following characteristics possibly play an important role in explaining the variance in 

therapist effectiveness. More effective therapists score higher on FIS, have the ability 

to develop a strong therapeutic alliance, effectively address patient avoidance, have a 

flexible and adjusted interpersonal style and have better Rogerian Skills. The results on 

competence are inconclusive. It depends on the operationalization of the construct. 

While multicultural competency failed to show any significant effects, two studies 

using the CTS found that therapists scoring higher on this scale had patients with 

better treatment outcome. But even this could be further explored, because it consists 

of three subscales. It would be interesting if we could identify whether general 

Interview Procedures, interpersonal effectiveness or the specific Cognitive-Behavioral 

Techniques explains most of the variance.  

 

These findings have theoretical implications as well as clinical implications. 

There is evidence for a patient-therapist match. It is possible some characteristics are 

not inherently better or worse in therapy, but depend on characteristics of the patient, 

the clinical population or therapy length. This suggests that a therapist who performs 

significantly better in one condition, does not necessarily in another too. Perhaps it 

would be possible identifying universal effective characteristics and specific 

characteristics.  

There is enough evidence for the role of the individual therapist in therapy. We 

cannot ignore these effects and must realize that some therapists are more effective 

than others. What are the implications of the finding? Do we see it as normal and 

simply accept the fact that some therapists perform better than others or do we see it 

as a part of our ethical code to give the best possible treatment to each patient. In the 
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best of worlds all therapists should be able to measure their patient outcome. This 

way, therapists know how well they perform and it would even be interesting to 

compare amongst therapists. The latter could improve skills and striving to become a 

highly effective therapist. This brings us to the aspect of training and education. 

Through this review we get a rough idea which characteristics highly effective 

therapists possess. It also gives us an idea on which characteristics we should select 

and, if possible, train our therapists on. Apart from these characteristics remains the 

question if these qualities are trainable. If this is not possible then it is simply a matter 

of selection. Whether or not we can train these qualities is interesting for training and 

education. Universities could implement these findings in their curriculum.  That way 

these qualities are already trained and strengthened then.  

 

There are several limitations of this review. First, in this review we did not use 

any meta-analytic techniques to calculate the size of the effect. This means we cannot 

augment our power by bringing all the effects together. This brings us to the second 

limitation that it is difficult to weigh the value of the different studies and we did not 

bring them together in an overall effect. The third limitation is the scarce research 

material regarding therapist effects and more precisely, therapist characteristics 

significantly impacting treatment outcome. This has the result that all these findings 

have a preliminary status. The last limitation is the difficulty of distinguishing therapy 

effects en therapist effects. They are always inevitably intertwined. As mentioned 

before, in therapy effectiveness studies the effect of the therapist should be taken into 

account. While the opposite is important too. In therapist effects research, we must 

account for the effect of the treatment and we need to make sure we don’t see this as 

therapist variance. 

 

Overall, much more research is needed to make any robust conclusions on 

therapist effects and therapist characteristics.  It is striking how limited the research is 

on this matter. Especially when we compare this to the endless studies on treatment 

efficacy. While these studies are interesting, we believe research on therapist 
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characteristics can add significantly to the knowledge for improving our clinical 

practice. Further research should probably focus on observable states (such as 

training), inferred traits, and inferred states more. They seem to be more fruitful and 

promising than observable traits.  

We believe the surface has not even been scratched by this research. Even in 

the small research sample included here there are many possibilities possible for 

future research. For most research a certain construct is found to be associated to a 

greater improvement in patient outcome. But in most cases this construct (cfr. FIS, 

CTS) consists of subscales and different aspects. We can question, what makes up for 

the biggest difference in patient treatment outcome. The same can be said about 

training for example. Not all training is the same and most training programs, train 

more than one thing. We would also want to know which of these aspects gives the 

biggest effect? If we could train one thing, what would be most efficient to train? 

These are all questions future research should try to give an answer on. If we can 

identify what makes up for the difference, the next question is how these relations 

work. How does these qualities moderate or mediate the relation between therapist 

and patient treatment outcome. We have located the tip of the iceberg and nothing 

more. 

 

We conclude therapist characteristics can and should be explored much further 

in the future, because the preliminary evidence we found is promising. It can give 

therapists guidelines to what works in the therapeutic process, it can give institutions 

guidelines to what they should train, and it can give employer and clinicians guidelines 

to what they should select their therapists on. 
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