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Abstract

Background: This study aims to evaluate the factor structure, reliability, and validity of the Clinician Affective REsponse (CARE)
scales, a 15-item self-report measure designed for practical use in psychotherapy settings. Methods: Validation data were gathered
from 151 mental health clinicians. These clinicians completed the CARE scales alongside measures capturing sociodemographic
and professional details, patient demographics and clinical details, therapeutic intervention characteristics, therapeutic relationship
elements, and session outcomes. Results: The CARE scales had a three-factor structure: positive engagement (k =5, w =.78),
enmeshed (=5, v =.72), and stuck (=5, w =.71). Confirmatory factor analysis (CFA) yielded the following fit indices for
the three-factor model: X%sn =120.41, CFI=.94; TLI=.93, RMSEA =.05, and SRMR =.08. Multigroup CFA (which pooled
two samples for a total of 607 subjects) showed that the CARE scales were invariant across remote and in-person session
formats. The scales showed meaningful correlations with concurrent measures of working alliance, real relationship,
countertransference, patient’s experience of the therapeutic relationship, and session outcome. Discussion: The CARE scales
are a valuable instrument in clinical, training, and research contexts, adept at capturing clinicians’ session-level affective
responses and perceptions of the therapeutic relationship. Quantifying these reactions facilitates statistical analysis and empirical
research, while their monitoring can guide therapeutic interventions and inform clinical supervision.

Keywords: therapeutic relationship; emotional reaction; clinician; psychotherapy process research; self-report measure;
CARE scale

Clinical or methodological significance of this article: The subjective affective reactions of clinicians toward their
patients during individual psychological counseling and psychotherapeutic sessions play a crucial role in influencing
treatment outcomes. In this article, we validated the Clinician Affective REsponse (CARE) scales, a reliable and valid
self-report measure of clinicians’ session-level affective responses. Quantifying these reactions facilitates statistical analysis
and empirical research, and monitoring them can guide therapeutic interventions and inform clinical supervision.
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Psychotherapy can evoke a broad spectrum of
emotions not only in patients but also in therapists
(Atzil-Slonim et al., 2018; Kimerling et al., 2000;
Stefana et al.,, 2022). Among the various affective
states experienced by a therapist during sessions,
those directed towards the patient are particularly sig-
nificant for two primary reasons. First, these emotions
represent a complex and co-constructed phenomenon
that involves both members of the therapeutic dyad
(Gelso & Hayes, 2007), thus providing information
on the emotional states or psychological functioning
of the patients. Second, countertransference reac-
tions—where the clinician’s unresolved conflicts
come into play (Gelso & Hayes, 2007)—have been
associated with poorer therapy outcomes if unma-
naged, while successful management correlates with
better outcomes (Hayes et al., 2018).

Mental health clinicians’ awareness of their own
emotional states is associated with improved
therapy outcomes (Cologon et al., 2017). Further-
more, clinicians’ patterns of negative emotional reac-
tions are negatively correlated with the quality of the
working alliance (Tanzilli et al., 2018) and are associ-
ated with more ruptures and fewer resolutions
(Tishby & Wiseman, 2022). On the contrary, posi-
tive emotional patterns are associated with a higher
quality of the therapeutic alliance (Tanzilli et al.,
2018) and predict successful resolution when thera-
pists reinforce these positive patterns. However,
they can predict ruptures if used to repair previous
negative patterns (Tishby & Wiseman, 2022).

The importance of emotions experienced during
sessions is further highlighted by recent research
showing that therapists’ presession emotions do not
predict their empathy or session quality (Chui et al.,
2022). This is crucial, as an empathetic and positive
therapeutic relationship is essential not only to facili-
tate change but also to ensure the effective delivery
of psychotherapeutic interventions (Hayes & Vinca,
2017; Peluso & Freund, 2018). Therefore, the
emotional experience of a therapist in session can be
a predictor of certain negative outcomes.

Given the above, it is crucial for mental health clin-
icians to regularly monitor their own affective reactions
towards their patients using brief, validated, and
reliable self-report tools. However, existing self-report
measures often have significant limitations. Some
lack full psychometric validation (e.g., Brody &
Farber, 1996)—a critical issue that usually justifies
the avoidance of such tools. Others focus solely on
therapists’ emotional responses without exploring
underlying dynamics or a specific relational situation
(e.g., Breivik et al., 2020; Holmqvist & Armelius,
1994); for example, they explore “When I talk with
this patient I feel enthusiastic” instead of “How
much did I feel enthusiastic about working together
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with this patient.” Additionally, some tools are
lengthy and assess reactions over a series of sessions
rather than a single session (e.g., Betan & Westen,
2009). This latter point is particularly important
because, in counseling psychology and psychotherapy,
scale length remains a crucial concern due to the com-
plexity of therapeutic processes, which frequently
demand the collection of multiple measures
(Wampold & Fluckiger, 2023) or the systematic use
of a select few (Barkham et al., 2023).

There is a significant need for brief, theoretically,
and psychometrically sound self-report tools that
assess therapists’ reactions toward patients during a
single session. Thus, we developed the Clnician
Affective REsponse (CARE) scales.

An Overview of the CARE Scales
Development

The CARE scales development and preliminary vali-
dation followed best practice recommendations
(DeVellis & Thorpe, 2022; Stefana et al., 2025) and
are detailed elsewhere (Stefana, Fusar-Poli, Langfus,
et al., 2024).

The phenomenon we aim to measure is the pattern
of positive and negative emotional, cognitive, and be-
havioral reactions experienced by a therapist toward
their patient during a counseling or psychotherapy
session—reactions that stem from the patient-thera-
pist interaction. This construct includes counter-
transference (i.e., reactions based on the clinician’s
unresolved conflicts; Gelso & Hayes, 2007; Stefana,
2017), but it is much more comprehensive and
implies that not all reactions are countertransferen-
tial (Gelso & Kline, 2022).

Central to the CARE scales’ design were the hierarch-
ical model of affect (Tellegen et al., 1999a, 1999b), the
social and interpersonal dimension of the dominance
behavioral system (Johnson et al., 2012), the tripartite
model of the psychotherapy relationship (Gelso,
2014), and the contextual model (Wampold, 2015).
These last two evidence-based therapeutic process
models served as guideposts, ensuring the scale’s appli-
cability and relevance in real-world clinical settings.

We employed both inductive and deductive
approaches to generate the initial item pool. Existing
scales (Betan et al., 2005; Friedman & Gelso, 2000;
Gelso et al., 2005; Horvath & Greenberg, 1989;
Izard et al., 1993; Latts, 1997; Meehan et al.,
2012; Najavits et al., 1995; Pallagrosi et al., 2014)
were reviewed, relevant items were selected, and,
when necessary, they were adapted to reflect the
affective, cognitive, and behavioral responses that
psychotherapists might experience during “good/
not-so-difficult” or “difficult” sessions. Additionally,
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the authors and two experienced psychotherapists—
one with a psychological background and another
with a psychiatric background—generated new
items, emphasizing emotions and affect. The
content validity of the initial item pool was reviewed
by six experienced clinicians from different theoreti-
cal orientations (three cognitive-behavioral, two
eclectic, and one psychodynamic).

The initial pool consisted of 116 items, which were
administered to 556 licensed clinicians. The statistical
analysis began with descriptive statistics to eliminate
items that exhibited very low or no variability—specifi-
cally, items where fewer than 5% of responses fell
within the “somewhat to very much” range were
dropped. A parallel analysis on the remaining 38
items suggested a four-factor structure. Thus, explora-
tory factor analysis (EFA) was conducted by extracting
four factors. Items with unique loadings < .40 and those
that cross-loaded without a distinct dominating factor
were eliminated. After a second round of EFA, 21
items remained, resulting in a three-dimensional model.

The graded response model within item response
theory (Samejima, 2010) was applied separately for
each scale. Final item selection involved choosing
items across the full range of theta levels. Confirma-
tory factor analysis demonstrated excellent fit
indices. Internal reliability was confirmed. Criterion
validity analyses showed that the positively engaged
scale was weakly negatively related to cluster B per-
sonality disorders and positively related to global
functioning. The enmeshed and stuck scales were
weakly associated with more frequent sessions and
longer therapy duration. Lastly, the stuck scale was
weakly linked to poorer global functioning and to
cluster C personality or trauma-related disorders.

Aim of the Study

This study aimed to more fully validate the CARE
scales, a self-report measure designed to assess the
patterns of in-session thoughts, feelings, and beha-
viors of therapists toward their patients.

We analyzed the factor structure, measurement
invariance, internal consistency, score precision,
and the convergent and divergent criterion validity
of the three scales that make up the CARE scales.
The criterion validity analysis specifically examined
their relationship with a series of measures assessing
the therapeutic relationship and session outcomes.
We anticipated moderate-to-large positive corre-
lations between the Engaged scale and levels of
working alliance (especially the bond dimension),
real relationship, patient’s positive affect toward the
therapist, patient’s levels of insight, overall session
quality, and session positivity. We also expected

moderate-to-large positive correlations between the
Enmeshed scale and positive transference and coun-
tertransference, with very weak or no association with
session outcomes. Lastly, we expected moderate-to-
large negative correlations between the Stuck scale
and working alliance (especially the task dimension),
patients’ levels of insight, and session outcomes, as
well as positive associations with negative transfer-
ence and the occurrence of alliance ruptures.

Method
Participants

The sample consisted of 151 mental health clini-
cians, predominantly women (71%, n=108). The
age group represented the most was 60 years and
older (57%, n = 86), followed by those 50-59 years
(23%, mn=35). Regarding psychotherapeutic
approaches, most were psychoanalytically/ psychody-
namically oriented (40%, n=61), with behavior
therapy accounting for one-fifth of the sample
(19%, n=28). Approximately half of the respon-
dents had more than 20 years of post-license clinical
experience (55%, n = 83) and spent more than 21 h a
week practicing therapy (46%, n=70). Each of the
151 clinicians reported on a single patient. Among
the patients, 65% (n=98) were women and 47%
(n="171) were between 30 and 49 years old. Most of
the patients (75%, n=113) had a diagnosis of psy-
chiatric disorder and were rated as mildly (33%, n
=50) or moderately (25%, n =37) ill on the Clinical
Global Impression scale. The average Global Assess-
ment of Functioning score was 67.4 (SD=12.4).
About half of the patients had been in psychotherapy
for more than 2 years (48%, n = 73), typically attend-
ing one session per month (48%, n=72). Table I
presents the demographics and professional charac-
teristics of the therapists, while Table II provides
patient demographics, clinical data, and treatment
characteristics.

Measures

A comprehensive range of self-report instruments
gathered extensive data on the individual character-
istics of the clinicians and patients, the dynamics of
the therapeutic relationship, and the outcomes of
the session.

Demographic and therapy domain

Clinician demographic and professional data
Jorm. Clinicians filled out a sociodemographic and
professional data form, which captured the infor-
mation presented in Table I.



Table I. Therapist demographic and professional characteristics
(N=151).
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Table II. Patient demographic, clinical, and treatment
characteristics (N =151).

Demographic characteristics % (n)

Demographic characteristics % (n)

Age (years)

30-39 5% (8)

40-49 15% (22)

50-59 23% (35)

60 or above 57% (57)
Gender

Woman 72% (108)

Man 28% (43)
Ethnicity

White 91% (138)

Other 9% (13)
Professional Characteristics % (n)
Professional background

Psychologist 36% (54)

Social Worker 21% (31)

Psychiatrist 13% (20)

Other 31% (46)

Psychotherapeutic approach

Psychoanalysis or psychoanalytic therapy 27% (41)
Behavior therapy 19% (28)
Psychodynamic therapy 13% (20)
Integrative or holistic therapy 9% (13)
Cognitive therapy 7% (11)
Humanistic therapy 7% (11)
Other 18% (27)
Post-licensed experience (years)
1-6 6% (10)
7-10 9% (14)
11-15 15% (22)
16-20 15% (22)
More than 20 55% (83)
Time spent practicing therapy (hours per week)
1-5 7% (10)
6-10 11% (17)
11-15 13% (19)
16-20 23% (35)
21 or more 46% (70)

Patient demographic and clinical data form.
Clinicians were asked to review their appointment
records, identify the last adult patient (18 years or
above) they saw for an individual session, and com-
plete a demographic and clinical data form for that
patient, which included the information reported in
Table I, as well as the Clinical Global Impressions
(CGI) (Busner & Targum, 2007) and Global Assess-
ment of Functioning (GAF) (Jones et al., 1995)
scales.

Therapeutic relationship domain

Clinician Affective REsponse (CARE) scales.
The CARE scales (Stefana, Fusar-Poli, Langfus,
et al.,, 2024) are a 15-item self-report instrument
designed to assess therapists’ emotional, cognitive,
and behavioral patterns towards their patients
during an individual adult psychotherapy session.

Age (years)

18-22 6% (9)
23-29 17% (25)
30-39 22% (34)
40-49 24% (37)
50-59 17% (25)
60 or above 14% (21)
Gender
Woman 64% (98)
Man 32% (48)
Non-binary / third gender 3% (5)
Ethnicity
White 82% (123)
Asian 5% (8)
Other 13% (20)
Clinical Characteristics % (n)
Presence of any psychiatric mental disorder 75% (113)
Any anxiety disorder 42% (64)
Any trauma- and stressor-related disorders 21% (31)
Any (unipolar) depressive disorder 20% (30)
Any neurodevelopmental disorder 8% (12)
Any personality disorder 6% (9)
Any eating disorder 5% (8)
Any bipolar or related disorder 5% (7)
Any other disorder 6% (9)
CGI
Normal, not at all ill 21% (32)
Borderline mentally ill 19% (28)
Mildly ill 33% (50)
Moderately ill 25% (37)
Markedly/Severely ill 2% (4)
GAF, M (SD) 67.4 (12.4)
Treatment Characteristics % (n)
Therapy length (months)
0-3 13% (20)
4-6 8% (12)
7-12 13% (19)
13-24 18% (27)
24 or more 48% (73)
Session frequency
<1 per month 10% (15)
2-3 per month 30% (46)
1 per week 48% (72)
>2 per week 12% (18)
Session attendance
In person 52% (78)
Video call 46% (69)
Telephone call 2% (4)
Location

Private practice 89% (134)
Private health institution 7% (11)
Other 4% (6)

Responses are recorded on a 3-point Likert scale:
0=“Not at all,” 1 =“A little,” and 2 = “Somewhat-
to-Very much.” The CARE scales do not have a
total score but consist of three scales, each containing
five items: positive engagement, enmeshed, and
stuck. The positive engagement scale includes items
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that reflect feelings of appreciating the patient as an
individual, contentment in seeing them, comfort
and enthusiasm about working with them, and inter-
est in their work. The enmeshed scale contains items
that indicate a desire to give love, an urge to act for
the patient, concern for their feelings, needs, and
wishes, tenderness, and a tendency to protect them,
which are notably higher compared to those for
other patients. The stuck scale consists of items
describing the therapist’s difficulty in entering the
patient’s inner world, frustration in their efforts to
help, feelings of incompetence, hopelessness, and
annoyance towards the patient. In their development
and preliminary validation study, the CARE scales
demonstrated McDonald’s @ values of .78 for
the positive engagement scale, .75 for the enmeshed
scale, and .77 for the stuck subscale.

Working Alliance Inventory-Short Revised
(WAI-SR). The therapist version of WAI-SR
(Hatcher et al., 2020) is a 12-item measure that
evaluates the quality of the working alliance within
a therapy session from the clinician’s perspective. It
includes three subscales, each with four items, that
evaluate agreement on therapy tasks and goals and
the affective bond between the patient and the clini-
cian. Responses are given on a 7-point Likert scale
from 0 (“Not at all”) to 5 (“Completely”). The
WAI-SR has shown good convergent validity (r
=.71) with the Helping Alliance Questionnaire
(Munder et al., 2010). In this study, the WAI-SR
total scale achieved a Cronbach’s o of .88, while
the tasks, goals, and bond subscales showed McDo-
nald’s @y values of .84, .79, and .80, respectively.

Real Relationship  Inventory-Therapist
(RRI-T). The therapist form of the RRI (Gelso
et al., 2005) contains 24 items that assess the
strength of the real relationship, asking therapists to
rate themselves, the client, and their relationship on
a five-point scale from 1 (“Strongly disagree”) to 5
(“Strongly agree”). It comprises two subscales of
12 items each: realism and genuineness. Realism is
the degree to which one realistically perceives the
other, while genuineness is the degree of authenticity
demonstrated towards the other and the extent to
which one is genuinely themselves. Higher scores
indicate stronger real relationships. Construct val-
idity is supported by associations with working alli-
ance, negative transference, and session/treatment
outcomes (e.g., Bhatia & Gelso, 2018; Gelso et al.,
2005). In our study, the internal consistency McDo-
nald’s w;oa values were .83 for realism and .84 for
genuineness, while Cronbach’s o for the total scale
was .84.

Inventory of Countertransference Behavior
(ICB). The ICB was originally developed as an
observer-rated measure of countertransference be-
havior (Friedman & Gelso, 2000) and subsequently
validated as a self-report measure (Bhatia & Gelso,
2018). It consists of 21 items rated on a five-point
scale from 1 (“To little or no extent”) to 5 (“To a
great extent”). Higher scores indicate greater coun-
tertransference behavior in the session. The ICB pro-
vides scores on positive, negative, and overall
countertransference. ICB has been validated
through various studies showing its reliability and
theoretical relationships with countertransference
management, therapist attachment, working alli-
ance, and treatment outcomes (e.g., Bhatia &
Gelso, 2018; Mohr et al., 2005). In this study, the
ICB showed McDonald’s @4 values of .66 for posi-
tive countertransference and .68 for negative coun-
tertransference, and Cronbach’s a of .81 for the
total measure.

In-Session Patient Affective Reactions
Questionnaire—Clinician form (SPARQ-C).
The SPARQ was originally developed as a self-
report measure for the evaluation of the patient’s per-
ceptions in session and affective reactions toward
their therapist (Stefana et al., 2023; Stefana, Fusar-
Poli, Vieta, et al., 2024). Subsequently, it has been
validated as a measure rated by clinicians (Stefana
et al., unpublished work). It comprises two distinct
4-item scales: positive and negative affect. The posi-
tive affect scale reflects a secure and comfortable
therapeutic relationship, while the negative affect
scale includes feelings of shame, shyness, fear of
speaking openly, worry about inadequate help, and
a sense of failure. The items are rated on a 5-point
Likert scale from 0 (“Not at all true”) to 4 (“Very
true”). The positive affect scale demonstrated good
convergent validity with the goal subscale (r=.51),
task subscale (r=.57), and bond subscale (r=.68)
of the WAI-SR therapist form, and with the RRI-T
(r=.64). The negative affect scale showed good con-
vergent validity with the task subscale of the WAI-SR
therapist form (r = —.38), and with negative transfer-
ence (r=.41). In this study, SPARQ-C showed
McDonald’s @y coefficients of .83 for positive
affect and .78 for negative affect.

Therapy Session Checklist-Transference
Items (TSC-TI). Clinicians rated the patient’s
amount of transference using three single items
from the Therapist Session Checklist (Graff &
Luborsky, 1977). Transference was defined as the
displacement of material from an early significant
relationship onto the therapist. Each of the items



assesses the amount, respectively, of total transfer-
ence, positive transference, and negative transference
using a five-point scale from 1 (“None or slight”) to 5
(“Very much”). The TSC-TI ratings are associated
with various phenomena such as successful analysis,
counselor intentions, and a multi-item transference
measure, supporting their construct validity (Gelso
et al., 1991; Graff & Luborsky, 1977; Multon
et al., 1996). No internal consistency is reported for
single-item scales.

Session outcome domain

Session Evaluation Scale—short form (SES-
3). The SES-3 (Stefana & Hill, under review) evalu-
ates the perception of the quality of a specific therapy
session, which is a key component of session
outcome. It consists of three items rated on a five-
point scale from 1 (“Strongly disagree”) to 5
(“Strongly agree™). Validity was indicated by corre-
lations with intermediate session outcome measures
(Stefana & Hill, under review). This study used a
five-item version recommended by Lent et al
(2006), including an item on overall session effective-
ness. The internal consistency McDonald’s @ for
the SES in this study was .74.

Session Quality (SQ). Clinicians assessed the
overall quality of sessions using a single item from
Gelso et al. (1991), rated on a five-point scale
ranging from 1 (“Very poor”) to 5 (“Very good”).
This single-item measure has been used effectively
to assess the interaction of transference and insight
in predicting session quality outcomes. No internal
consistency is reported for single-item scales.

Session Progress Scale (SPS). The SPS
(Kolden, 1991) is part of the broader Therapy
Session Report (Orlinsky & Howard, 1966). It is a
four-item measure of session impact. Items are
rated on a Likert scale from 1 to 6, where lower
scores indicate greater session progress. The specific
words corresponding to each number vary depending
on the question; for example, 1 may mean “Comple-
tely helpful” and 6 “Not at all helpful.” The SPS has
demonstrated a test-retest reliability of .75. Its val-
idity has been consistently supported, with the
scales showing predictive validity for treatment dur-
ation and termination outcomes (Kolden &
Howard, 1992). McDonald’s @y for the SPS in
this study was .85.

Post-Session Questionnaire (PSQ), Section
B. The PSQ (Samstag et al., 1998) is a four-item
measure that evaluates alliance ruptures and their
resolution during a specific therapy session. The
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first item checks for the occurrence of any conflict,
misunderstanding, disagreement, or tension
between the patient and the clinician during a
session. If the response is affirmative, the next three
items assess the highest degree of tension experi-
enced from 1 (“Low”) to 5 (“High”), the extent to
which the problem was addressed by the session’s
end from 1 (“Not at all”) to 5 (“Very much”), and
the degree to which the problem was resolved from
1 (“Not at all”) to 5 (“Very much”). Lower intensity
and higher resolution of ruptures have been associ-
ated with better ratings of the working alliance and
session quality (Muran et al., 2009). No internal con-
sistency is reported for single-item scales.

Session Evaluation Questionnaire (SEQ).
The SEQ (Stiles, 1980, 2002; Stiles et al., 1994)
measures the impact of counseling or psychotherapy
sessions. It consists of 21 bipolar adjective scales,
presented in a 7-point semantic differential format.
Respondents are instructed to select a number from
1 to 7 that best represents their feelings about the
session or their post-session mood, with higher
scores indicating a greater degree of the measured
construct. The SEQ assesses four primary dimen-
sions: depth, smoothness, positivity, and arousal.
These dimensions are categorized into session evalu-
ation factors (depth and smoothness) and post-
session mood variables (positivity and arousal).
Depth reflects the clinician’s perception of the
value and impact of the session, while smoothness
refers to the perceived ease and comfort of the
session. The post-session mood variables measure
the clinician’s emotional state, with positivity indicat-
ing levels of happiness, satisfaction, and confidence,
and arousal measuring the level of calmness or exci-
tement. In this study, the internal consistency for
the four subscales were McDonald’s @y = .83 for
depth, w = .87 for smoothness, @ = .84 for positivity,
and w = .65 for arousal.

Insight. Clinicians rated the level of insight of
patients using single items developed by Gelso
et al. (1991). Insight was defined as the patient’s
accurate understanding of the therapy material,
including their relationship, functioning outside of
therapy, and personal dynamics. Intellectual insight
reflects an understanding of cause—effect relation-
ships, whereas integrative insight connects affect
and intellect. Clinicians rated integrative, intellec-
tual, and overall insight on a five-point scale from
(“None or slight”) to 5 (“Very much”). Although
single-item measures can be problematic, their use
is justified by their practicality and previous vali-
dation in studies (Bhatia & Gelso, 2018; Fuertes
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et al., 2013; Markin et al., 2013). No internal con-
sistency is reported for single-item scales.

Procedures

The Institutional Review Board at the University of
North Carolina at Chapel Hill (UNC-CH) reviewed
and exempted all procedures and materials for this
study (IRB number 23-2656). Mental health clini-
cians were recruited between February and May
2024 through email invitations sent to members of
various professional associations and registries. Eli-
gible participants were licensed psychologists, psy-
chotherapists, psychoanalysts, and counselors, with
the exclusion criterion being the absence of at least
one adult patient (aged 18 years or older) currently
under their psychological care. Participants were
asked to refer to their appointment records and
select the most recent adult patient they had seen
for an individual session. The survey, which
focused on this specific patient and the therapeutic
relationship, was administered online through Qual-
trics and took an average of approximately 17 min to
complete. Each clinician was allowed to participate
only once. The development and validation of the
CARE scales are part of a larger research project
funded by the European Commission, details of
which are available on the Open Science Framework
website (OSF.io) at https://osf.io/amzgk.

Sample Size

The sample size requirements in confirmatory factor
analysis (CFA) are influenced by various factors such
as the number of items, the strength of the relation-
ships between items and factors, model complexity,
reliability, and estimation methods (Kline & Little,
2023; Streiner et al., 2015). In conducting a CFA
for a scale validation study involving a scale with
moderate complexity and reasonable indicators per
factor (like in the case of the CARE scale), a
sample size of 150 is sufficient to achieve reliable
and valid parameter estimates, ensuring robust
model fit (Brown, 2015; Kline & Little, 2023; Kyria-
z0s, 2018). When assessing the correlations between
the scale and other measures for different types of
validity, similar considerations apply. A sample size
of 100-200 is generally recommended to ensure suf-
ficient statistical power to detect meaningful corre-
lations and establish the validity of the scale (Hair
et al., 2023; Tabachnick et al., 2019). Taking into
account the above, a sample size of 150 can be
deemed adequate for the present study and to over-
come the problems derived from small sample sizes
(De Prisco & Vieta, 2024).

Statistical Analyses

In the initial step, the Kaiser—Meyer—Olkin test and
the Bartlett test of sphericity were performed to
determine the suitability of the data to perform
factor analysis. A confirmatory factor analysis
(CFA) using a robust maximum likelihood estimator
was carried out using the R package lavaan v0.6-18
(Rosseel, 2012) to examine the fit of the positively
engaged, enmeshed, and stuck subscales of the
CARE scales both individually and collectively (i.e.,
the three-factor model identified in the validation
study). To evaluate the fit of the CFA model, the fol-
lowing criteria were applied: a comparative fit index
(CFI) of .95 or higher, a Tucker Lewis index (TLI)
of .95 or higher, a root mean square error of approxi-
mation (RMSEA) of .06 or lower, and a standardized
root mean square residual (SRMR) of .08 or lower
(Hu & Bentler, 1998; Kline & Little, 2023).

A multi-group CFA was conducted to assess the
measurement invariance of the CARE scales across
psychotherapy session formats (in-person versus
remote, including video and telephone calls).
Measurement invariance evaluates whether a con-
struct is psychometrically equivalent across groups,
ensuring that it retains the same structure and
meaning in different contexts. Following established
guidelines (Putnick & Bornstein, 2016), three levels
of invariance were tested sequentially: (i) configural,
(i) metric, and (iii) scalar invariance. Configural
invariance determines whether the factor structure
(i.e., the relationships among items and factors)
holds across groups. It assesses whether the same
items load onto the same factors in both groups
without imposing equality constraints, thereby con-
firming that the constructs are conceptualized simi-
larly in both in-person and remote settings. Metric
invariance (weak invariance) tests whether factor
loadings are equivalent across groups, ensuring that
the strength of the relationships between items and
factors is consistent. This indicates that the construct
is perceived similarly across groups. Scalar invariance
(strong invariance) assesses whether item intercepts
are equivalent across groups. Establishing scalar
invariance ensures that observed mean differences
reflect differences in the latent construct rather
than group-specific response tendencies. Fit at each
step was evaluated using changes in alternative fit
indices (ACFI < —.01, ATLI < —-.01, ARMSEA <
.015, and ASRMR < .03 for metric invariance or <
.01 for scalar invariance) and chi-square difference
tests (Chen, 2007). These criteria balance sensitivity
and robustness, addressing the limitations of chi-
square difference tests, which can be overly sensitive
in large samples. Residual invariance (strict invar-
iance), which tests the equivalence of item-specific
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error variances, was not assessed because it is not
required for comparing latent means (Putnick &
Bornstein, 2016; Vandenberg & Lance, 2000). To
ensure sufficient power for the multi-group CFA
(Kyriazos, 2018), data from the development and
preliminary validation study (N =556) were pooled
with the present study sample (N =151).

To assess the psychometric properties of the
CARE scales, the following statistical analyzes were
performed. The internal consistency for each scale
was evaluated using Cronbach’s a and McDonald’s
wioral COefficients, and the average inter-item corre-
lation, calculated with the R package psych v2.3.12
(Revelle, 2024). Standard error of measurement
(SE,,) and difference (SE4) were calculated to
inform about the deviation of the score due to
measurement error. The correlations between the
CARE scales and (a) sociodemographic, clinical,
and treatment variables, as well as (b) validated
measures of specific elements of the therapeutic
relationship and session outcomes, were calculated
to establish criterion validity. The Benjamini-Hoch-
berg method was applied to adjust the p-values (Ben-
jamini & Hochberg, 1995). These adjusted p-values
were then used to identify significant correlations.
There were no missing data in the survey results, as
the Qualtrics survey was designed to require
responses to all questions, ensuring complete data
collection.

Results
Preliminary Analyses

The Kaiser—Meyer—Olkin test (.78) and the Bartlett
test of sphericity (p <.001) supported the suitability
of the data for factor analysis.

Confirmatory Factor Analysis

Confirmatory factor analyses (CFAs) were per-
formed on the positively engaged, enmeshed, and
stuck subscales of the CARE scale individually and
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in combination in a three-factor model (see Table
III). The results indicated that a single-factor
model provided a good fit for the positively
engaged and enmeshed factors, but was only partially
satisfactory for the stuck factor. For the positively
engaged factor: ){%5) =2.94, CFI=1.00; TLI=1.02,
RMSEA =.00 (90% CI [.00, .85]), and SRMR
=.02. For the enmeshed factor: ygs5 =9.66, CFI
=.97; TLI=.94, RMSEA=.08 (90% CI [.00,
.15]), and SRMR =.04. For the stuck factor: )(?5> =
12.55, CFI=.94; TLI=.88, RMSEA=.10 (90%
CI [.03, .17]), and SRMR =.06. The three-factor
model incorporating the three scales showed a good
fit for the data: y{g7)= 120.41, CFI=.94; TLI=.93,
RMSEA =.05 (90% CI [.03, .07]), and SRMR
=.08.

We also tested a bi-factor model at the suggestion
of a blind reviewer. While it showed excellent global
fit (x*(5) =83.82, p=.227, CFI=.98; TLI=.98,
RMSEA =.03 (90% CI [.00, .06]), and SRMR
=.08), the explained common variance for the
general factor was only 0.36, and its omega was
0.35—both suggesting the general factor primarily
reflects shared variance rather than a distinct con-
struct. Consequently, we regard the three-factor
structure (Engaged, Enmeshed, and Stuck) as our
primary focus, as it demonstrates clearer interpret-
ability, stronger reliability, and better alignment
with our theoretical framework.

Invariance testing with multigroup CFA

A multigroup CFA model was tested for measure-
ment invariance between patients attending in-
person (either face-to-face or on the couch) and
remote (via video or telephone call) sessions.

Configural invariance. Configural invariance
was tested to examine whether the same factor struc-
ture holds across both groups. The model exhibits a
robust fit across both groups, indicating that the
three-factor structure of the CARE scales is concep-
tually similar across session formats. The configural

Table III. Indices of fit for confirmatory factor analysis and internal reliability coefficients.

Statistical index of fit

Practical index of fit

Internal reliability

Model P df ) CFI TLI RMSEA [CI] SRMR a o

Positively engaged 2.94 5 709 1.00 1.02 0.00 [0.00, 0.09] 0.02 0.76 0.79
Enmeshed 9.66 5 .086 0.97 0.94 0.08 [0.00, 0.15] 0.04 0.72 0.75
Stuck 12.55 5 .028 0.94 0.88 0.10 [0.03, 0.17] 0.06 0.70 0.71
Three-factor model 120.41 87 010 0.94 0.93 0.05 [0.03, 0.07] 0.08 0.64 0.81

Note. o= Cronbach’s alpha value; ® = McDonald’s omega total; CFI = comparative fit index; df = degrees of freedom; RMSEA = root mean
squared error of approximation; SRMR = standardized root mean square residual; TLI = Tucker-Lewis index; 2 = chi-square.
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model fit indices were CFI=.992, TLI=.991,
RMSEA=.030, and SRMR=.085. These values
indicate that the pattern of item-factor loadings is
uniform across the groups, satisfying the requirement
for configural invariance.

Metric invariance. Metric invariance was tested
by constraining the factor loadings to be equal
across groups. This step assesses whether the items
contribute equally to the latent constructs in both
groups. The model fit indices showed a minimal
change: the CFI changed from .992 to .989
(ACFI=-.003), the TLI changed from .991 to
987 (ATLI=-.004), the RMSEA increased from
.030 to .035 (ARMSEA=+.005), and the SRMR
increased from .085 to .089 (ASRMR=-.006).
According to established criteria (Cheung &
Rensvold, 2002), A values indicate that metric invar-
iance holds and the factor loadings are largely con-
sistent across groups.

Scalar invariance. Scalar invariance was then
tested by additionally constraining the item inter-
cepts to be equal across groups. This step is crucial
for comparing latent means between groups. The
model fit indices exhibited minimal changes: the
CFI changed from .989 to .988 (ACFI=-.001),
the TLI remained the same at .987 (ATLI=.000),
and the RMSEA decreased from .035 to .033
(ARMSEA = —-.001). The SRMR remained at .089
(ASRMR=.000). A values are well within the accep-
table range and thus indicate that scalar invariance
holds.

Model comparisons. The chi-square difference
test comparing the metric (weak) invariance model
to the configural model showed a significant differ-
ence (p<.001), suggesting some differences in
factor loadings across groups. However, A values
were within acceptable limits, supporting metric
invariance. The comparison between the scalar
(strong) invariance model and the metric invariance
model showed no significant difference (p =.794),
further supporting scalar invariance.

Summary. Overall, the results indicate that the
CARE scales exhibit configural, metric, and scalar
invariance across in-person and remote session
formats. This suggests that the scales measure the
same constructs in the same way across these
groups, thus allowing for meaningful comparisons
of scores between patients attending different
session formats.

Correlations between CARE scales

The positively engaged factor correlated r=.16 with
the enmeshed factor and —.35 with the stuck factor,
while the enmeshed and stuck factors correlated at
r=.23.

Internal Consistency and Normal
Distribution

Each of the three scales demonstrated acceptable
internal consistency: positive engagement factor (k
=5, a=.76, w total=.78, average inter-item r
=.39), enmeshed factor (=5, a=.72, w total
=.72, average inter-item r=.34), and stuck factor
(k=5, a=.70, w total=.71, average inter-item r
=.31). Skewness and kurtosis values were within
normal limits: —1.46 and 1.47 for the positively
engaged factor, 1.16 and .68 for the enmeshed
factor, and 1.07 and .24 for the stuck factor.

Score Precision

The mean sum scores for the positively engaged,
enmeshed, and stuck factors were 8.79 (SD =1.65),
2.25 (SD=2.23), and 1.46 (SD=1.69), respect-
ively. The percentages of the maximum possible
scores were 88%, 22% and 15%, respectively. SE,,
and SE; were 4.12 and 5.83 for the positively
engaged scale, 1.18 and 1.67 for the enmeshed
scale, and .91 and 1.29 for the stuck scale.

Associations between Subscale Scores and
Sociodemographic, Clinical, and Treatment
Variables

As detailed in Tables IV and V, the CARE scale
scores showed very weak correlations (Pearson r
coefficients ranging from —.20 to .21) with all
demographic data of patients and clinicians, as
well as the clinical and treatment variables listed in
Tables I and II.

Convergent Criterion Validity

Table IV presents all the correlation coefficients cal-
culated for each CARE scale with the measures of
therapeutic relationship and the measures of session
outcome.

Therapeutic relationship measures. The posi-
tively engaged scale was strongly and positively corre-
lated with the quality of the task (r=.51) and the
bond (r=.54) dimensions of the working alliance
(WAI-SR-T) and with the genuineness dimension



Psychotherapy Research 229

Table IV. Convergent and divergent validity correlations.

Scale score Engaged Enmeshed Stuck

Therapeutic relationship measures
WAI-SR-T total score 67.22 (8.98) 50%* -.00 —.45%%*
WAI-SR-T goal 20.85 (3.94) 307 —-.06 —.37
WAI-SR-T task 22.36 (3.24) o) —-.00 —.51%*
WAI-SR-T bond 24.01 (3.02) 547 .08 —.32%x
RRI-T total score 94.68 (10.77) 53%Ex 27%* —.32%H*
RRI-T genuineness 47.74 (5.89) 55%* 26™* =31
RRI-T realism 46.93 (5.51) R 25%* —.20%*
ICB total amount 24.67 (3.84) -.16 32k .28**
ICB positive 12.43 (2.69) -.01 38 23"
ICB negative 12.23 (1.82) — .32k .10 .26%*
Tranference total amount 2.25 (1.13) .14 21% .13
Tranference positive 2.63 (1.27) 28%* .22% -.03
Tranference negative 1.50 (.86) -.01 .19* .18*
SPARQ-C positive affect 12.46 (2.69) 57 .22% —.24%**
SPARQ-C negative affect 1.83 (2.24) -.14 17 .28%*
PSQ (yes)? 20 (13%) .00 .07 .22

Degree of tension 2.40 (1.05) -.37 .34 .29

Extent issue addressed 3.60 (1.54) .04 -.03 -.33

Degree of resolution 3.15 (1.42) .16 -.08 —.42
Session outcome measures
Insight overall 3.85 (.98) 427 17 —. 41
Insight intellectual 3.90 (1.08) .26%* .06 —.28%*
Insight integrative 3.66 (1.10) AT 11 —.45%%*
SES-3 12.54 (1.82) 437 .10 —. 417
SQ 4.01 (.84) A5 .17 —.40%**
SPS 14.09 (3.64) —.45%** —-.06 46%*
SEQ depth 3.06 (.66) 33 21% —.24%
SEQ smoothness 4.19 (1.18) .18 -.02 —.209%*
SEQ positivity 4.37 (.90) RS R -.03 —.36%**
SEQ arousal 2.84 (.94) 12 .15 .02

“Number of observations and percentage on the whole sample.

*p<.05, **p<.01, **p<.001, two-tailed.

(r=.55) of the real relationship (RRI-T). Further-
more, the positively engaged scale was strongly corre-
lated with the patient’s safe and comfortable
experience of the therapeutic relationship as per-
ceived and rated by the clinician (SPARQ-C) (r
=.57). Lastly, it was weakly and moderately corre-
lated with negative countertransference (ICB) levels
(r=-.32).

The stuck scale was strongly and negatively corre-
lated with the task dimension (r=-.51) of the
working alliance (WAI-SR-T), while it was only
moderately correlated with the goal (r=-.37) and
bond (r=-.32) dimensions. Furthermore, it was
moderately and negatively correlated with the real
relationship (RRI-T) (r=-.32) and weakly with the
patient’s positive experience of the relationship as
perceived and rated by the clinician (SPARQ-C) (r
= —.24). In contrast, the stuck scale was weakly and
positively correlated with the levels of countertrans-
ference (ICB), both positive (r=.23) and negative
(r=.26), the patient’s negative experience of the
relationship (r=.28), and the amount of negative
transference (r=.18).

The enmeshed scale was moderately correlated
with the amount of positive countertransference
(ICB) (r=.38) and only weakly associated with the
real relationship dimensions (RRI-T) (r=.27) and
the amount of patient’s positive emotions toward
the therapist and the therapeutic relationship—in
the form of positive transference and SPARQ-C posi-
tive affect as perceived and rated by the clinician
(both r=.22).

It is important to note that each scale retains a sig-
nificant amount of reliable specific variance (=@ —
%), indicating that there is reliable variance unique
to each scale, beyond the variance shared with
other measures.

Session outcome measures. The positively
engaged scale was moderately correlated with five
measures of session outcome (Insight integrative,
SES-3, SQ, SPS, and SEQ Positivity) (rs range
=.41-.45), while it was weakly and negatively corre-
lated with the degree of tension between the patient
and the clinician during the session (PSQ) (r=-.37).
The direction of the correlations was in line with
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Table V. Discriminant validity correlations.

Positively
engaged Enmeshed Stuck
Therapist age .16* —.11 —-.16
Therapist gender (Man —-.06 .03 12
higher)
Professional background .02 .04 —.08
Psychotherapeutic approach .09 11 11
Years of post-licensed .06 -.07 -.05
experience
Weekly Time spent .03 -.08 -.05
practicing therapy
Patient age .16 -.20* —.04
Patient gender -.04 -.13 12
Patient ethnicity .08 .23 -.03
Any psychiatric disorder .08 .09 —.04
Any anxiety disorder .04 .03 -.16
Any trauma- and stressor- .06 .14 .03
related disorders
Any (unipolar) depressive
disorder
Any neurodevelopmental .02 .09 .04
disorder
Any personality disorder 12 .14 11
Any eating disorder .14 .23 -.03
Any bipolar or related -.01 -.05 .15
disorder
Any other disorder -.14 .02 .02
CGI .06 .15 .15
GAF —-.00 -.13 —.19*
Therapy length (months, .16 .16 .20*
ordinal; see prior table)
Session frequency (ordinal; .09 217 .02
see prior table)
Session attendance (in —-.09 .05 .14
person, telephone, video)
Location (categorical; see -.03 .00 -.07

prior table)

Note. Coefficients are point-biserial correlations for dichotomized
variables, Spearman correlations for ordinal variables, and
Pearson correlations for continuous variables.

*p<.05, **p<.01, ***p<.001, two-tailed.

expectations, indicating a positive correlation between
the clinician’s level of positive engagement in the thera-
peutic relationship and positive session outcomes.

The stuck scale showed a pattern of correlations
similar to that of the positively engaged scale but in
the opposite direction. The main differences were
moderate correlations with the real relationship (r
=-.32) and between the stuck scale and the
problem addressed (r=-.33) and problem resolved
(r=-.42) scales of the PSQ. These negative corre-
lations align with theoretical expectations.

The enmeshed scale was very weakly correlated
with all measures of session outcome (rs range
=.03-.21), except one: the PSQ highest tension
(r=-.34), which evaluated the highest degree of
conflict, misunderstanding, or tension experienced
in the therapeutic relationship during the session.

Discussion

The present study examined the structure, reliability,
and validity of a new brief tool intended to gather
potentially clinically useful information on the pat-
terns of affective, cognitive, and behavioral responses
experienced by mental health clinicians towards their
patients during individual psychological and psy-
chotherapeutic sessions. Clinician self-report feed-
back, despite its inherent biases and distortions
(Bhatia & Gelso, 2018; Ciuk et al., 2015), is an
essential indicator of their subjective experience
during psychological interventions. Clinicians’
awareness of their affective states in the relationship,
as reflected in such feedback, plays a crucial role in
enhancing treatment outcomes (Abargil & Tishby,
2022; Hayes et al., 2018).

Factor analyses confirmed that the CARE scales
measure three-dimensional factors—namely posi-
tively engaged, enmeshed, and stuck—that are theor-
etically sound, clinically meaningful, and supported
by empirical evidence (Betan et al., 2005; Colli
et al., 2014; Tanzilli et al., 2016). These scales
reflect different emotional patterns and have specific
features and correlations with measures of other
elements of the therapeutic relationship, as well as
of session outcome, suggesting potentially differen-
tiated roles in the context of therapy research.

Importantly, our findings show that the CARE
scales work similarly across both in-person and
remote sessions, meaning the fundamental structure
and item meanings are consistent between the two
groups. In other words, the tool reliably measures
the same concepts regardless of the session format.
As a result, the CARE scales are a valuable and
reliable tool for examining and comparing therapists’
inner dynamics in both teletherapy and traditional
in-person psychotherapy. This result is especially sig-
nificant given the rapid growth of teletherapy from a
supplementary service to a standard treatment option
in recent decades (Pierce et al., 2020, 2021), a trend
that has been further accelerated by the COVID-19
pandemic (Stefana, Youngstrom, Chen, et al.,
2020; Stefana, Youngstrom, Hopwood, et al., 2020).

The positively engaged factor encompasses items
reflecting feelings of appreciation for the patient, con-
tentment in their presence, comfort and enthusiasm
in working with them, and interest in their progress.
This factor represents the therapist’s positive experi-
ence of the therapeutic relationship and process,
characterized by empathic attunement and a strong
positive alliance, potentially independent of the
therapy outcomes. The positive engagement scale
tends to yield high scores frequently. In line with the
preliminary validation study (Stefana, Fusar-Poli,
Langfus, et al., 2024), the average score was near the



upper limit (88% of the maximum possible), although
there was still variability within the sample. The results
also indicate that typical sessions are characterized by
strong positive engagement from clinicians.

Regarding convergent validity, positive engagement
is strongly correlated with the bond dimension of the
alliance and the clinician’s perception that the patient
experiences the therapeutic relationship as secure
and comfortable. Furthermore, positive engagement
during the session was moderately correlated with
the clinician’s positive mood post-session. Evidence
of discriminant validity was demonstrated by weak or
moderate correlations of the positive engagement
scale with the demographic and professional variables
of the therapists, as well as with the demographic, clini-
cal, and treatment variables of the patients. These cor-
relations between elements of the therapeutic
relationship, especially the alliance, are consistent
with the existing clinical-theoretical and empirical lit-
erature (Stefana, 2017; Tanzilli et al., 2018).

Lastly, scales were moderately correlated with
measures of session quality and patient emotional-intel-
lectual understanding of the material discussed in the
session. Given that therapists’ overall in-session reac-
tions become an obstacle mainly when it has a negative
valence (Racker, 2018), our results align with a meta-
analysis indicating that psychotherapists’ ability to effec-
tively manage countertransference, defined as “internal
and external reactions in which unresolved conflicts of
the therapist, usually but not always unconscious, are
implicated,” appears crucial for achieving positive thera-
peutic results (Hayes et al., 2018). Notably, the corre-
lation between the positive engagement scale and
session outcome measures was equal to or greater than
the correlations reported for therapist-rated session out-
comes with working alliance (Bhatia & Gelso, 2018;
Zilcha-Mano et al., 2016), real relationship (Bhatia &
Gelso, 2018; Gelso et al., 2018), and countertransfer-
ence (Bhatia & Gelso, 2018). Importantly, the skewness
values (skews < 3) observed for the three CARE scales
suggest that the coefficients are unlikely to be biased,
aligning with established guidelines that indicate such
skewness levels do not typically distort statistical esti-
mates (Chou & Bentler, 1995).

On the contrary, the enmeshed scale had a lower
central tendency in its score distributions, with
means around 20% of the maximum possible range.
The items—reflecting a desire to give love, a drive to
act for the patient, concern for their feelings, tender-
ness, and a tendency to protect them, significantly
more than for other patients—were less commonly
endorsed in response to sessions. Evidence for discri-
minant validity of the enmeshed scale was shown and
convergent validity was supported by a statistically sig-
nificant correlation with positive countertransference.
As hypothesized in the preliminary validation study of
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the CARE scales (Stefana, Fusar-Poli, Langfus, et al.,
2024), the enmeshed factor appears to represent
aspects of what is more accurately described as posi-
tive countertransference (Gelso & Kline, 2022).

The stuck scale reflects the clinician’s feelings of dif-
ficulty entering the patient’s inner world, frustration in
their efforts to help, incompetence, hopelessness, and
annoyance towards the patient. Similar to the
enmeshed scale, the stuck scale exhibited a lower
central tendency in its score distributions, with
means around 20% of the maximum possible range.
Discriminant validity for the stuck scale was demon-
strated, and convergent validity was supported by a
moderate correlation with the task dimension of the
working alliance. Regarding convergent validity, this
scale was moderately and negatively correlated with
measures of session quality outcome and the resol-
ution of conflicts, misunderstandings, or tensions
between the clinician and the patient during the
session. Contrary to our expectations, the stuck scale
was not associated with the occurrence of alliance rup-
tures. This result might be due to the therapist-
reported nature of the data and might be different
when considering patients’ reported alliance ruptures.
The stuck scale was also moderately and negatively
correlated with the degree of integrative insight of
the patient. This correlation pattern aligns with the
findings from a study that employed the Assessment
of Clinicians’ Subjective Experience’s (Pallagrosi
et al., 2014) difficulty in attunement scale (which
includes items related to difficulties in establishing
emotional contact, being empathic, understanding
the patient’s experience, and communicating with
the patient). That study found a correlation between
the difficulty in attunement scale and working alliance
and session outcome measures in adult psychotherapy
settings (Tanzilli et al., 2018). The stuck scale thus
appears to indicate a negative process in which the
therapist experiences a loss of agency and reflective
capacity during their in-session work with the
patient (Moltu et al., 2010; Werbart et al., 2022).

The three dimensions of the CARE tool closely
mirror the core aspects of clinicians’ affective
responses that arise during clinical interactions
(Prasko et al., 2022; Stefana, Bulgari, et al., 2020).
The use of brief scales, such as the CARE scales,
helps therapists identify patterns of emotional reac-
tions and ways of interaction in session. The varied
content across the three scales is likely to enhance
the awareness of the types and extents of clinicians’
in-session reactions. The CARE scales may be ben-
eficial for monitoring fluctuations in these dimen-
sions across sessions and evaluating their
relationships with session and treatment outcomes.
Furthermore, in line with recent suggestions to incor-
porate emotional competency into clinical research
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and practice (Gonsalvez et al., 2020; Price et al.,
2017), the CARE scales could serve as a valuable
tool. This scale can contribute to the evaluation of
emotional competency, an area that has been pro-
posed for integration into clinical practice. Recent
research underscores the significant impact of coun-
tertransference management skills of therapists
(Hayes et al., 2018) and, more broadly, foundational
and functional competencies (Dimmick et al., 2023)
on patient outcomes. This emphasizes the impor-
tance of a tool such as the CARE scales to advance
the assessment of emotional competency and
linking it to real-world clinical outcomes.

Strengths, Limitations, and Future
Directions

This study has several strengths. Validation of a
concise self-report tool contributes significantly to
operationalization of the emotional, cognitive, and
behavioral responses of clinicians towards patients
during therapy sessions, which constitutes an impor-
tant component of the therapy relationship (San &
Arranz, 2023). The CARE scales exhibited strong
psychometric properties, corroborating the findings
from its development and preliminary validation,
and fully establishing its validity. The set of three
brief scales takes less than 2 min to complete and is
straightforward to score.

However, some limitations must be considered
when interpreting the findings. First, the data are
based solely on the perspectives of the clinicians.
This includes a potential bias in self-reporting one’s
own affective reactions compared to observer
ratings of verbal and nonverbal behaviors or physio-
logical recordings (Ciuk et al., 2015), which can
capture aspects of emotional reactions beyond the
awareness of respondents. Despite this, growing evi-
dence supports using clinicians’ ratings of their
responses to patients (Betan et al., 2005; Bhatia &
Gelso, 2018). Furthermore, self-report measures
provide valuable insights into clinicians’ perceptions
and internal experiences of their patients and the
therapeutic relationship during sessions. Second,
the study lacks measures of clinicians’ mental state
awareness (i.e., mentalization), ability to identify
and verbalize emotional states (i.e., alexithymia),
and emotion regulation strategies. These factors are
crucial to collect valid and reliable data on emotional
reactions in session and are related to the first limit-
ation, as integrating self-report questionnaires with
observer-rated methods would be beneficial.

Future research using the CARE scales should
explore affective states and processes from multiple per-
spectives to further validate the tool, assess correlations,

and understand how the scores relate to patients’ per-
ceptions and their affective reactions towards clinicians.
A comparison with other inventories assessing the
overall emotional reactions of therapists toward
patients—such as the Therapist Response Questionnaire
(Betan & Westen, 2009) and the Feeling Word Checklist
(Holmgvist & Armelius, 1994)—would also be impor-
tant. Longitudinal studies are particularly needed to
investigate the predictive validity of the CARE scales
in terms of patient outcomes. Additionally, researchers
should examine the CARE scales as a self-report tool to
measure weekly changes in the emotional responses of
therapists to patients, which would represent a signifi-
cant step towards a measurement feedback system for
the experiences in sessions of therapists. Finally, pro-
spective studies could improve our understanding of
how subjective experiences of therapists evolve
throughout psychotherapy and influence various trajec-
tories and outcomes.

Conclusion

Our findings endorse the utility of the CARE scales in
both clinical and research contexts, particularly to
evaluate the subjective affective reactions of clinicians
toward their patients and affective processes at the
session level. The CARE scales are brief and easy to
complete, making them easily implementable in clini-
cal practice, supervision, and research environments.
By allowing therapists to self-rate a set of common
affective reactions toward their patients on a standar-
dized scale with established correlates, the CARE
scales can help therapists (a) reflect and recognize
their internal experiences and (b) quantify these
experiences for statistical analysis and research. Fur-
thermore, the CARE scales can potentially guide
therapeutic interventions, inform clinical supervisors.
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Appendix

Clinician Affective REsponse (CARE) Scales

The following are 15 statements that psychothera-
pists might use to describe how they feel toward
their patients. Think about your last session with
that specific patient, then read each statement and
rate it on the extent to which it is true of the way
how you felt during that session. Select the response
that corresponds with your answer placing a cross on
the appropriate number. Do not worry if your
responses appear to be inconsistent, as people often
experience mixed and conflicting feelings.

During the last therapy session, Not A Somewhat to

how much did at all little very much
1 I really like this patient as a 0 1 2
person.
2 I do all I could for this patient 0 1 2

to a greater extent than for
my other patients.

3 I feel frustrated in my efforts 0 1 2
to help this patient.
4 I wish I could give this patient 0 1 2

the genuine love and care
that they never received,
need, or deserve.
5 I think what we are working 0 1 2
on was interesting.

(Continued)

Continued.

During the last therapy session, Not A Somewhat to
how much did at all little very much

6 I feel like I was incompetent 0O 1 2
or “not good enough” to
help this patient.

7 I feel tenderness towards this 0 1 2
patient, more than I usually
feel for my other patients.

8 I feel hopeless for this patient. 0 1 2

9 I feel annoyed, irritated, or 0 1 2
angry with this patient.

10 I feel more protective of this 0 1 2

patient than of most
patients in my care.

11 I feel enthusiastic about 0 1 2
working together with this
patient.

12 Ifind it hard to step into their 0 1 2
inner world.

13 I was more concerned with 0 1 2

this patient’s feelings,
needs, and wishes than
with other patients.

14 1 feel happy to see this 0 1 2
patient.

15 I feel overall comfortable and 0 1 2
enjoy working with this
patient.

Positively engaged: 1, 5, 11, 14, and 15. Enmeshed: 2, 4, 7, 10,
and 13. Stuck: 3, 6, 8,9, and 12.
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