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Abstract
Objective: To develop and validate a very brief version of the 24-item Real Relationship Inventory–Client (RRI-C) form.
Method: Two independent samples of individual psychotherapy patients (Nsample1= 700, Nsample2= 434) completed the
RRI-C along with other measures. Psychometric scale shortening involved exploratory factor analysis, item response
theory analysis, confirmatory factor analysis (CFA), and multigroup CFA. Reliability and convergent and discriminant
validity of the scale and subscales were also assessed.
Results: The 8-item RRI-C (RRI-C-SF) preserves the two-factor structure: Genuineness (k= 4, α= .86) and Realism (k=
4, α= .87), which were correlated at r= .74. CFA provided the following fit indices for the bifactor model:X2/df= 2.16, CFI
= .99, TLI = .96, RMSEA= .07, and SRMR= .03. Multigroup CFA showed that the RRI-C-SF was invariant across in-
person and remote session formats. The RRI-C-SF demonstrated high reliability (α= .91); high correlation with the full-
length scale (r= .96); and excellent convergent and discriminant validity with measures of other elements of the
therapeutic relationship, personality characteristics, current mental health state, and demographic-clinical variables.
Clinical change benchmarks were calculated to serve as valuable tools for both research and clinical practice.
Conclusion: The RRI-C-SF is a reliable measure that can be used for both research and clinical purposes. It enables a
nuanced assessment of the genuineness and the realism dimensions of the real relationship.

Keywords: real relationship; therapeutic relationship; short-form scale; psychological assessment; self-report

Clinical and Methodological Significance of this Article: This article details the development and validation of an 8-
item short form of the Real Relationship Inventory–Client form which showed excellent psychometric properties, high
content coverage, and strong criterion validity. The correlation between the short and full-length scores was r= .96, while
that between the subscales (genuineness and realism) of the short form was r = .74. The RRI-C short form appears useful
in both research and clinical settings.
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The existence of a real relationship between
patients and therapists as an element of the overall
therapeutic relationship has been recognized since
the inception of psychotherapy (Gelso, 2011). It is
a transtheoretical phenomenon (Gelso & Silberberg,
2016) defined as “the personal relationship existing
between two or more people as reflected in the
degree to which each is genuine with the other and
perceives the other in ways that befit the other”
(Gelso, 2009, pp. 254–255). The strength of the
real relationship depends on the combined magni-
tude (how much) and valence (from positive to nega-
tive) of its two fundamental elements: realism and
genuineness. Realism refers to the degree to which
one realistically experiences and perceives the
other, while genuineness refers to the degree of auth-
enticity demonstrated toward the other and the
extent to which one is truly themselves (Gelso
et al., 2012). It should be noted that genuineness
encompasses the personal characteristics of each par-
ticipant and the quality of the relationship between
them (Gelso, 2009). Since the real relationship is a
bipersonal phenomenon, both the patient and the
therapist contribute directly and indirectly to its
development and strength (Gelso, 2014).
Although probably all the relational elements of the

therapeutic relationship (Norcross & Lambert, 2019)
are likely linked, alliance, transference, and attach-
ment appear to hold particular relevance for the real
relationship (Gelso et al., 2019). The real relationship
(which is a non-work connection between the patient
and the therapist) and the working alliance (which is a
work connection) have been theorized as separate but
inarguably highly related constructs, so much so that
they are considered sister concepts (Gelso & Kline,
2019). This was confirmed by a recent meta-analysis
that estimated an overall correlation of r= .66 (Vaz
et al., 2023). Regarding the phenomenon of transfer-
ence, it is theorized and found to be modestly and
negatively related to the real relationship (Bhatia &
Gelso, 2018; Gelso, 2014). Regarding attachment,
it is expected that patients and therapists with
secure attachment and low anxiety and avoidance
attachmentwould develop a stronger real relationship
(Gelso, 2011; Gelso & Hayes, 1998). Here, it should
be remembered that the patient’s attachment style is
related to how they perceive their therapist (Kline
et al., 2023).
Importantly, meta-analytic results found that the

strength of the real relationship was moderately
associated (r= .38) with the outcome of psychother-
apy, independently of the type of outcome considered
(session outcome, treatment outcome, and treatment
progress) and of the informant (patient or therapist)
(Gelso et al., 2018). This is a larger magnitude than
the relationship found in recent meta-analyses for

the alliance and outcome (ranging from r= .20 to
.29) (Eubanks et al., 2018; Flückiger et al., 2018;
Kaiser et al., 2021; Probst et al., 2019).
Empirical investigation of the real relationship has

only gained significant attention in recent years,
largely due to the absence of reliable measurement
tools until the mid-1990s (Gelso et al., 2018). The
initial measure in this area, introduced by Eugster
and Wampold in 1996, was an 8-item patient-rated
scale, but it exhibited only moderate psychometric
properties (Eugster & Wampold, 1996; Kelley
et al., 2010). Subsequent quantitative studies on
the real relationship have almost exclusively utilized
two tools developed later by Charles Gelso and col-
leagues: the Real Relationship Inventory–Therapist
Version (RRI-T) (Gelso et al., 2005) and the Real
Relationship Inventory–Client Version (RRI-C)
(Kelley et al., 2010). An abbreviated 12-item
version of the RRI-C was created for each inventory
by selecting the items that the authors believed best
represented the realism (6 items) and the genuine-
ness (6 items) components within the longer inven-
tories (Hill et al., 2014). However, the 12-item
RRI-C was not developed following best practices
(DeVellis & Thorpe, 2022; Youngstrom et al.,
2020, 2021). Nor was it subject to psychometric vali-
dation. Furthermore, although the RRI-C is time-
efficient, the complex nature of therapeutic processes
often requires the concurrent use of multiple
measures (Wampold & Flückiger, 2023; Wampold
& Imel, 2015) or routine session monitoring
(Barkham et al., 2023; Tasca et al., 2019). There-
fore, there is a need for an even more rapid yet
reliable assessment of the real relationship.
The aim of this study was to develop and initially

validate a brief measure of the Real Relationship
Inventory–Client Version that was psychometrically
sound, in the framework of measurement based clini-
cal care and precision psychotherapy (Martinez-Aran
& Vieta, 2022). Exploratory factor analysis and sep-
arate item response theory analyses of the two sub-
scales were performed to retain the best items.
Confirmatory factor analysis was used to test the fit
of the final model. Reliability and convergent and
discriminant validity were also assessed. Lastly, clini-
cal cut-off scores were calculated to help clinical and
research practice.

Method

Data Set

This article undertakes a secondary analysis of base-
line data from both a longitudinal study (Stefana
et al., 2023) and a randomized clinical trial
(Stefana et al., 2024). The studies were approved
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by the Institutional Review Board Board (IRB) of the
University of North Carolina at Chapel Hill (IRB
number for the longitudinal study: 23-0216,
approval dated: 06 March 2023; IRB number for
the trial: 23-1067, approval dated: 31 July 2023).

Participants

Samples A and B consisted of 700 and 434 adult
patients, respectively, undergoing various forms of
individual psychotherapy for a range of mental con-
ditions. The majority self-identified as female (73%
in Sample A; 77% in Sample B). The most rep-
resented age groups were 23–29 years (20% in
Sample A; 23% in Sample B) and 30–39 years
(28% in Sample A; 32% in Sample B). The predomi-
nant ethnicity was white, comprising four out of five
participants (81% in Sample A; 80% in Sample B). A
significant majority were diagnosed with at least one
psychiatric disorder (84% in Sample A; 90% in
Sample B), with anxiety (66% in Sample A; 76% in
Sample B) and unipolar depression (56% in
Sample A; 63% in Sample B) being the most preva-
lent conditions. More than half of participants
attended their most recent session via video call
(53% in Sample A; 55% in Sample B), followed by
in-person face-to-face sessions (36% in Sample A;
34% in Sample B), telephone calls (8% in Sample
A; 7% in Sample B), and in-person sessions on the
couch (3% in Sample A; 4% in Sample B). Table 1
provides a detailed breakdown of the demographics,
clinical profiles, and treatment characteristics of the
participants in both samples.

Measures

We employed a comprehensive set of self-report
measures to capture a broad spectrum of data
related to individual patient attributes, the nuances
of therapeutic interventions, and the dynamics of
the therapeutic relationship. The “demographic
and therapy domain” includes both the sociodemo-
graphic details of the patient and details about the
therapeutic interventions they undergo. The “per-
sonality domain” investigates attributes related to
individual personality traits. The “mental health
state domain” is focused on conventional symptom
measures that influence the daily lives of participants.
Instruments in these three domains serve to assess
discriminant validity. The “therapeutic relationship
domain” shines a light on the intricacies of the
patient-therapist relationship from the patient’s
point of view, helping to evaluate the convergent val-
idity. On the other hand, the measure within the
“Session outcome domain” is tailored to determine

predictive validity. Table 2 displays the distribution
of each measure between the two studies, highlight-
ing which measures were administered in both
studies and which were exclusive to one of the two.

Demographic and therapy domain
Sociodemographic, clinical, and treatment

variables. Participants completed an 11-item socio-
demographic and clinical data form that recorded the
information listed in Table 1.

Personality domain. The Big Five Inventory–2-
Extra-Short form (BFI-2-XS) (Soto & John, 2017a) is
a self-administered scale consisting of 15 items
designed to assess personality traits at the level of the
Big Five domains, with three items dedicated to each
domain. Participants rate each item on a 5-point
Likert scale, ranging from 1 (“Disagree strongly”) to
5 (“Agree strongly”). The BFI-2-XS retained about
80% of the Big Five Inventory–2 (Soto & John,
2017b) domain scales’ external validity (Soto & John,
2017a). In our analysis of internal consistency, α
ranged from .50 for the Open-Mindedness dimension
to .65 for the Conscientiousness dimension.
The Level of Personality Functioning Scale-Brief

Form 2.0 (LPFS-BF 2.0) (Weekers et al., 2019) is a
self-report inventory consisting of 12 items designed
to assess the severity of personality pathology. It
measures the impairment criteria for self- and inter-
personal functioning set forth in the DSM-5
Section III. Participants rate each item on a 5-point
Likert scale, ranging from 1 (“Completely untrue”)
to 4 (“Completely true”). The LPFS-BF 2.0’s sub-
scales demonstrated positive correlations with analo-
gous constructs in the Severity Indices of Personality
Functioning Short Form (Verheul et al., 2008), bol-
stering the construct validity of the scale. The Cron-
bach’s α coefficient for our sample was .85.

Mental health state domain. The International
Positive and Negative Affect Schedule - Short Form (I-
PANAS-SF) (Thompson, 2007) is a self-report
measure that assesses the frequency of positive
affect (5 items) and negative affect (5 items) experi-
enced by the respondent during the past week.
Respondents rate the ten emotional adjectives on a
five-point Likert scale, ranging from 1 (“Very slightly
or not at all”) to 5 (“Extremely”). Convergent val-
idity and discriminant validity of the scale have
been confirmed (He, 2023). In our sample, the Posi-
tive Affect and Negative Affects scales showed coeffi-
cients of α = .78 and .74, respectively.
The Patient Health Questionnaire-9 (PHQ-9)

(Kroenke et al., 2001) is a self-administered scale
for measuring the severity of depressive symptoms.
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Table 1. Demographics, clinical, and treatment characteristics of participating patients.

Sample A (N= 700) Sample B (N= 434)

Demographics % (n) % (n)
Age (years)
18–22 9% (66) 7% (29)
23–29 20% (142) 23% (101)
30–39 28% (193) 32% (137)
40–49 16% (109) 16% (69)
50–59 14% (99) 12% (52)
≥60 13% (91) 11% (46)

Gender
Woman 73% (512) 77% (332)
Man 19% (132) 15% (64)
Other 7% (47) 8% (35)
I prefer not to say 1% (9) 1% (3)
Education
Less than high school 0% (2) 0% (1)
High school graduate 3% (24) 4% (19)
Some college 19% (136) 17% (75)
2-year degree 9% (64) 9% (37)
4-year degree 33% (231) 33% (145)
Professional degree 28% (195) 30% (128)
Doctorate 7% (48) 7% (29)

Ethnicity
White 81% (566) 80% (349)
Black or African American 10% (68) 9% (40)
Asian 4% (29) 5% (21)
Native Hawaiian or Pacific Islander 1% (4) 1% (2)
American Indian or Alaska Native 1% (5) 1% (4)
Other 4% (28) 4% (18)

Clinical characteristicsa

Any psychiatric disorder 84% (590) 90% (391)
Any anxiety disorder 66% (464) 76% (328)
Any (unipolar) depressive disorder 56% (391) 63% (273)
Any trauma- and stressor-related disorders 35% (244) 39% (167)
Any neurodevelopmental disorder 24% (165) 29% (124)
Any bipolar or related disorder 13% (88) 15% (65)
Any eating disorder 10% (71) 11% (46)
Any disruptive behavior and dissocial disorder 2% (15) 1% (4)
Schizophrenia or any other psychotic disorders 1% (9) 2% (8)
Any cluster A personality disorder 0% (3) 1% (6)
Any cluster B personality disorder 6% (43) 9% (41)
Any cluster C personality disorder 6% (41) 6% (27)
Treatment characteristics

In psychotherapy from
0–3 months 14% (99) 17% (74)
4–6 months 14% (96) 10% (45)
7–12 months 11% (79) 12% (52)
13–24 months 13% (94) 13% (55)
>24 months 47% (332) 48% (208)

Session frequency
1 or less per month 19% (130) 0% (0)
2–3 per month 39% (276) 49% (213)
1 per week 38% (267) 45% (196)
2 or more per week 4% (27) 6% (25)

Session attendance
Video call 53% (369) 55% (240)
In person face to face 36% (251) 34% (146)
Telephone call 8% (59) 7% (30)
In person on the couch 3% (21) 4% (18)

Therapy location
Private practice 70% (493) 75% (324)
Private health institution 11% (76) 10% (43)

(Continued)
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It consists of nine items that are rated on a 4-point
Likert scale, ranging from 0 (“Not at all”) to 3
(“Nearly every day”). We evaluated the depressive
symptom severity over a 7-day period instead of 14
days. The PHQ-9 showed superior criterion validity
for diagnosing depressive episodes compared to
well-established instruments such as the Hospital
Anxiety and Depression Scale and the WHO Well-
Being Index 5 (Löwe et al., 2004). The internal con-
sistency of this measure in our sample was α= .86.
The Generalized Anxiety Disorder-7 (GAD-7)

(Spitzer et al., 2006) is a self-report scale of the pres-
ence and severity of generalized anxiety disorder. It
consists of seven items rated from 0 (“Not at all”)
to 3 (“Nearly every day”). The GAD-7 demonstrated

good internal consistency and convergent validity
with anxiety, stress, depression, and worry (Kertz
et al., 2012). We assessed the patient’s health con-
dition for the previous 7 days instead of the default
14 days. Reliability in our study was α= .88.
The Single-item global measures of symptom severity,

psychosocial functioning, and quality of life (SI) consists
of three single-item “scales” originally developed by
Zimmerman et al. (Zimmerman et al., 2006). For
this study, we replaced the wording “symptoms of
depression” with “symptoms for which you are in
psychotherapeutic treatment.” This item is rated on
a 5-point Likert scale, ranging from 0 (“None”) to
4 (“Severe”). The item that assesses psychosocial
functioning uses a Likert scale ranging from 0
(“Not at all”) to 4 (“Extremely”). The item on the
quality of life was rated from 0 (“Very good, my life
could hardly be better”) to 4 (“Very bad, my life
could hardly be worse”).

Therapeutic relationship domain. The Real
Relationship Inventory–Client (RRI-C) form (Kelley
et al., 2010) is a 24-item self-report measure of the
patient’s perception of the strength of the real
relationship with their therapist. It comprises two
subscales: Genuineness and Realism. Ratings are
made on a 5-point Likert scale, ranging from 1
(“Strongly disagree”) to 5 (“Strongly agree”). The
validation study found item-total correlations of
.52–.74 for the genuineness items, and .51–.75 for
the realism items. The study’s internal consistency
was .91 for Genuineness, .90 for Realism, and .95
overall. In our internal consistency analysis, Cron-
bach’s α and the average item correlation for the
RRI total scale were respectively .97 and .55. For
the Genuineness factor, these measures were .94
and .56, and for the Realism factor, they were .93
and .53. Item-total correlations ranged .57–.85 for
the 12 genuineness items, and .54–.79 for the 12
realism items. RRI-C has shown strong convergence
validity with the working alliance (measured using
the Working Alliance Inventory), with r= .66
between total scores (Vaz et al., 2023) and patient
perceptions of congruence or genuineness (r= .71

Table 2. Measurement tools.

Domains and measures
Sample

A
Sample

B

Demographic and therapy domain
Sociodemographic, clinical, and treatment
data form

✓ ✓

Personality domain
Big Five Inventory–2-Extra-Short form ✓
The Level of Personality Functioning
Scale–Brief Form 2.0

✓

Mental health state domain
International Positive and Negative Affect
Schedule-Short Form

✓

Patient Health Questionnaire–9 ✓ ✓
Generalized Anxiety Disorder–7 ✓ ✓
Single-item global measures of symptom
severity, psychosocial functioning, and
quality of life

✓

Therapeutic relationship domain
24-item Real Relationship Inventory–
Client form

✓

8-item Real Relationship Inventory–Client
form

✓

Working Alliance Inventory–Short Revised ✓ ✓
Patient Session Questionnaire ✓
in-Session Patient Affective Reactions
Questionnaire

✓ ✓

Rift In-Session Questionnaire ✓ ✓
Session outcome domain
Session Evaluation Scale ✓ ✓

Table 1. Continued.

Sample A (N= 700) Sample B (N= 434)

Public health institution 10% (67) 10% (42)
University counseling center 4% (26) 3% (14)
Other 5% (38) 3% (11)
Therapist biological sex (Female) 81% (565) 77% (335)

Note: aN sums to more than 700 for sample A and 434 for sample B because cases could have more than one
diagnosis.
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with the congruence subscale score of the 64-item
Barrett-Lennard Relationship Inventory) (Kelley
et al., 2010).
The Working Alliance Inventory–Short Revised

(WAI-SR) (Hatcher & Gillaspy, 2006) is a 12-item
self-report measure that evaluates the quality of the
working alliance in a therapy session. It consists of
three subscales, each comprising four items, which
assess: (a) agreement on the tasks of therapy, (b)
agreement on the goals of therapy, and (c) the estab-
lishment of an affective bond between the patient and
the therapist. Respondents rate each item on a 6-
point Likert scale, ranging from 0 (“Not at all”) to
5 (“Completely”). In the current study, the WAI-
SR total scale obtained Cronbach’s α of .95. The
WAI-SR has shown good convergent validity (r
= .71) with the Helping Alliance Questionnaire for
correlation between total scores (Munder et al.,
2009).
The in-Session Patient Affective Reactions Question-

naire (SPARQ) (Stefana et al., 2023; Stefana et al.,
2024) is an 8-item self-report measure of the
patient’s in-session perceptions of and affective reac-
tions toward their therapist during the session. It
comprises two distinct 4-item scales that result in
two separate, non-summable scores. The Positive
Affect scale captures the patient’s perception of a
secure and comfortable therapeutic relationship,
whereas the Negative Affect scale is characterized
by items describing feelings of shame, shyness, fear
of speaking openly, worry about not receiving ade-
quate help, and a sense of failure stemming from
the need for help from the therapist. Items are
rated on a 5-point Likert scale, ranging from 0
(“Not at all true”) to 4 (“Very true”). In the
current study, the SPARQ showed Cronbach’s α
coefficients of .86 for the Positive Affect scale and
.75 for the Negative Affect scale. The Positive
Affect scale has shown good convergent validity
with the goal (r= .68), task (r = .67), and bond (r
= .83) subscales of the WAI-SR, as well as with the
RRI-C (r= .56). Similarly, the Negative Affect scale
has demonstrated good convergent validity with the
goal (r=−.42), task (r =−.44), and bond (r=−.46)
subscales of the WAI-SR, as well as with the RRI-C
(r =−.44).
The section B of the Post-Session Questionnaire

(PSQ) (Samstag et al., 1998) is a 4-single-item self-
report measure that assesses alliance ruptures and
rupture resolution during a therapy session. The
first item is a gate-keeping item that investigates the
occurrence (“No” or “Yes”) of any in-session con-
flict, misunderstanding, disagreement, or tension in
the relationship with the therapist from the patient’s
perspective. In case of an affirmative answer, the
further three items evaluating the highest degree of

tension experienced (from 1 = “Low” to 5
= “High”), the extent to which the problem was
addressed by the end of the session (from 1 = “Not
at all” to 5 = “Very much”), and the degree to
which the problem was resolved (from the patient’s
perspective) by the end of the session (from 1
= “Not at all” to 5 = “Very much”) are administered.
Lower intensity of rupture and higher resolution of
rupture have been found to be associated with
better ratings of the working alliance (12-item
WAI) and session quality (Session Evaluation Ques-
tionnaire) (Muran et al., 2009).
The Rift In-Session Questionnaire (RISQ) (Stefana

et al., 2023) is a 4-item patient-report measure that
assesses the risk of rifts in the therapeutic relation-
ship. The items assess the patient’s in-session experi-
ences with their therapist, focusing on: feelings of
being disparaged, rejected, or provoked, and fear or
unease about potential emotional harm. Respon-
dents indicate whether they experienced each of
these feelings by responding with a “Yes” or “No”
to each item. Higher scores indicate a higher risk of
rifts in the patient–therapist relationship. Cronbach’s
α was .67 in our sample.

Session outcome domain. The Session Evalu-
ation Scale (SES) (Hill & Kellems, 2002; Lent
et al., 2006) is a 5-item self-report scale that aims
to evaluate the patient’s perception of the quality of
therapy sessions, which is a crucial component of
session outcomes. Four of the items are rated on a
5-point Likert scale, ranging from 1 (“Strongly dis-
agree”) to 5 (“Strongly agree”). The fifth item is
rated on a 4-point scale, ranging from 1 (“Very effec-
tive”) to 5 (“Ineffective”). To obtain the SES score,
the values of the five items are summed (with appro-
priate reversals applied where indicated) and then
divided by five. In our study, the SES demonstrated
a reliability coefficient of α= .86.

Statistical Analyses

Short-form scale development and validation fol-
lowed best practices (DeVellis & Thorpe, 2022;
Youngstrom et al., 2020). The development and vali-
dation process integrated statistical analyses of data
from two distinct studies (see the Procedure section
for details). In the initial study, Sample A was
assessed using the 24-item RRI-C. These data facili-
tated the extraction of factors, the identification of
optimal items, and the evaluation of the RRI-C
reliability, validity, and score accuracy. Sub-
sequently, the second study focused exclusively on
an 8-item subset, derived from the previous analyses
with Sample A. This subset was used to assess
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dimensionality and reliability, as well as to investigate
measurement invariance.
The Kaiser-Meyer-Olkin test and Bartlett’s test of

sphericity were employed to assess the suitability of
the data for factor analysis. Exploratory factor analy-
sis (EFA) was performed on sample A using the R
package EFAtools v0.4.1 (Steiner & Grieder, 2020)
and a Promax rotation to analyze a matrix of inter-
item polychoric correlations. Promax rotation
begins with an orthogonal solution, which it sub-
sequently transforms into an oblique solution,
lending it greater robustness as it produces simple
structure (Irwing et al., 2018). Items with factor
loading < .40 and those≥ .40 on two factors were
removed (Hair et al., 2022; Reinard, 2006). Confir-
matory factor analysis (CFA) was employed to
assess the unidimensionality of the latent variable
within each of the two RRI-C subscales separately,
as the item response theory (IRT) approach we
intended to use necessitates unidimensional latent
variables (de Ayala, 2022). IRT graded response
model (GRM) was applied on sample A using the
R package mirt v1.36.1 (Chalmers, 2012) to estimate
the parameters of item discrimination (a) and diffi-
culty (b). Items with very high information (a>
1.70; (Baker & Kim, 2017)) across a wide range of
theta (θ) levels were selected. Confirmatory factor
analysis was conducted on sample B using the R
package lavaan v0.6-11 (Rosseel, 2012) to evaluate
the fit of the final factor solution, and k-fold cross-
validation using the R package kfa v0.2.0 (Nickodem
& Halpin, 2022) to verify the robustness of our final
model. As indicated in the literature (Hoyle, 2023;
Hu & Bentler, 1999), the following criteria were
adopted as guidelines for assessing the overall fit of
the model: a minimum of .95 for the Comparative
Fit Index (CFI) and the Tucker-Lewis Index
(TLI), a maximum of .06 for the root mean square
error of approximation (RMSEA), and a maximum
of .08 for the standardized root mean square residual
(SRMR). Multi-group CFA was conducted on
pooled samples (A + B) to examine the measurement
invariance of the short form of the RRI across
patients attending psychotherapy sessions in differ-
ent formats, specifically in-person (both face-to-
face and on the couch) versus remote (both video
and telephone calls). Methodologies proposed by
Smith et al. (Smith et al., 2000) were implemented
to predict potential values for Cronbach’s alpha
and content scope. Average item correlation and
was used as primary measure of internal consistency
that is not reliant on the length of the scale (Streiner
et al., 2015) and both McDonald’s total omega (ω)
and Cronbach’s alpha were used as supplemental
estimates. Additionally, marginal reliability was esti-
mated across various θ levels using IRT (Feuerstahler

et al., 2020). Reliability statistics for the short form of
the scale were estimated using raw items and 1000
bootstrapped replications (Revelle & Condon,
2019). Bland–Altman plots (Bland & Altman,
1986) were employed to assess the accuracy of
scores derived from the short form in comparison
to the full 24-item version. These plots offer an evalu-
ation of score bias and provide “limits of agreement.”
Correlations between the short-form scale and
patient demographic-clinical features, as well as vali-
dated measures of personality characteristics, current
mental health state, specific elements of the thera-
peutic relationship, provided information about the
criterion validity. Cohen’s q (Cohen, 1992) was
used as operationalization for meaningful difference
in correlations (Youngstrom et al., 2019).

Procedure

Participants in Sample A were recruited from March
to April 2023, whereas recruitment for Sample B
took place from September to November 2023. In
both cases, participants were enlisted through two
online patient registers: Research for Me and
ResearchMatch (Harris et al., 2012). Research for
Me (> 24k registered volunteers) is a resource
created by the North Carolina Translational and
Clinical Sciences (NC TraCS) Institute, the inte-
grated home of the United States National Institutes
of Health as part of the Clinical and Translational
Science Awards (CTSA) Program at the University
of North Carolina at Chapel Hill. ResearchMatch
(> 158k registered volunteers) was created by a
network of major academic institutions and is sup-
ported by the United States National Institutes of
Health as part of the CTSA Program. Studies
suggest that individuals sourced from online research
platforms consistently self-report demographic and
psychological data accurately, especially when no
financial incentives promote deception (Chandler &
Shapiro, 2016). Evidence indicates that compared
to peer recruitment, participants from Research-
Match are more likely to complete the study (Faro
et al., 2021). To qualify, participants had to be
adults 18 years or older, undergoing individual psy-
chotherapeutic treatment. They also needed to be
fluent in English and capable of providing informed
consent. Only for the randomized control trial (i.e.,
sample B), participants were also required to have a
minimum therapy frequency of two sessions per
month. After consenting, the participants underwent
a baseline evaluation that assessed their most recent
therapy session and the previous week’s experiences.
The surveys were conducted using Qualtrics
software.
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Results

Preliminary Analyses

The Kaiser–Meyer–Olkin test (.98 for sample A; .90
for sample B) and the Bartlett test of sphericity
(X2(276) = 13392, p< .001 for sample A; X2(28) =
1611, p < .001 for sample B) supported the suitability
of our data for factor analysis.

Exploratory Factor Analysis

Working with the assumption of two theoretically
derived dimensions of the RRI-C-SF, we performed
EFA on sample A extracting two correlated factors.
After the removal of items that cross-loaded or
demonstrated higher loadings on non-hypothesized
factors than on the hypothesized ones, the Genuine-
ness factor retained 7 items, and the Realism factor
retained 6 items. Items had good to strong loadings
on the respective factor: smallest loadings were .54
and .56 respectively for factor 1 (Genuineness) and
factor 2 (Realism); while median loadings were .83
and .68. The items on both the factors showed
good item distributions. Item-level EFA results,
including all item loadings’ coefficients, are reported
in Supplementary Online Table 1.
It should be noted that parallel analysis with prin-

cipal component analysis (PCA) of Pearson corre-
lation matrices suggested retaining two factors.
Parallel analysis with PCA has been demonstrated
to accurately assess a dataset’s dimensionality
(Debelak & Tran, 2016), particularly for polytomous
data (Christensen et al., 2023).

Unidimensionality of the Subscales

CFAs were conducted on the Genuineness and
Realism subscales of the RRI-C after the cross-
loading items and those loadings on the non-hypoth-
esized factor were deleted. The results for both sub-
scales suggested that a one-factor model provided an
acceptable fit. For the Genuineness factor: CFI

= .96, TLI = .94, RMSEA= .11, SRMR= .03; for
the Realism factor: CFI = .99 TLI = .98, RMSEA
= .06, SRMR= .02. These results indicated that
both scales were underpinned by a single latent vari-
able, making them appropriate for IRT analysis.

Item Response Theory

The two factors of the RRI-C were individually
examined using the GRM IRT to obtain discrimi-
nation and difficulty parameters for each item (see
Supplementary Online Table 2). For the short form
of the RRI-C, four items per subscale having very
high discrimination ability across a wide range of θ
levels were selected: items 1, 4, 7, 11 for Realism
and items 5, 9, 13, 20 for Genuineness. Table 3
shows the values of the discrimination and difficulty
parameters for the final Genuineness and Realism
subscales based on sample A. IRT analysis shows
that the RRI is very effective in measuring differences
in the Genuineness and Realism traits among partici-
pants. Every question in the RRI does an excellent
job of distinguishing people with varying degrees of
these traits. Additionally, the RRI can evaluate
people with a wide range of trait levels – from those
with low levels to those with high levels of Genuine-
ness and Realism. This means that the RRI is versa-
tile and confirms its reliability in measuring these
traits. Supplementary Online Figure 1 shows item
option characteristic curves for the scale scores.

Confirmatory Factor Analysis

One-, two-, and bi-factor models were tested in
sample B. The one-factor model showed the
poorest results: X2(20) = 150.79; CFI = .92; TLI
= .89; RMSEA= .12 (90% CI [.11, .14]); and
SRMR= .06. The two-factor model of the RRI-C-
SF showed a good fit for the data: X2(19) = 82.75,
CFI = .96, TLI = .94, RMSEA= .09 (90% CI [.07,
.11]), and SRMR= .04. Lastly, the bi-factor model
showed excellent fit indices: X2(12) = 32.67, CFI

Table 3. Item option characteristics for the Genuineness and Realism factors based on IRT models.

Scale n. Item content α β1 β2 β3 β4

Genuineness 1. I was able to be myself with my therapist. 2.81 −1.84 −1.43 −0.10 −0.00
4. I appreciated being able to express my feelings in therapy. 3.39 −1.97 −1.53 −1.07 −0.08
7. I was open and honest with my therapist. 3.92 −1.92 −1.36 −0.93 0.22
11. I was able to communicate my moment-to-moment inner experience to my

therapist.
2.37 −2.45 −1.29 −0.59 0.69

Realism 5. My therapist liked the real me. 3.05 −2.15 −1.63 −0.50 0.60
9. The relationship between my therapist and me was strengthened by our

understanding of one another.
2.97 −2.10 −1.47 −0.48 0.71

13. I appreciated my therapist’s limitations and strengths. 2.81 −2.49 −1.63 −0.65 0.68
20. I had a realistic understanding of my therapist as a person. 2.17 −2.27 −1.39 −0.62 1.02
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= .99, TLI = .97, RMSEA= .06 (90% CI [.04, .09]),
and SRMR= .02. Furthermore, a k-fold cross-vali-
dation setting k= 2 was carried out to test the robust-
ness of the bi-factor model and produced the
following indices of fit: X2(9) = 19.40, CFI = .99,
TLI = .96, RMSEA= .07 (90% CI [.07, .07]), and
SRMR= .03. Supplementary Online Figure 2
shows the measurement model that presents a fully
standardized solution using robust maximum likeli-
hood estimation.

Invariance Testing with Multigroup CFA

To evaluate the measurement invariance of the 8-
item RRI-C across patients attending in-person
(either face-to-face or on the couch) and remote
(via video or telephone call) sessions, multigroup
CFA models were applied using pooled samples
(sample A + sample B). A model with no equality
constraints across groups showed good model fit
(X2(38) = 105.40, CFI = 1.00, TLI = 1.00,
RMSEA= 0.06, SRMR= .03). Equating the load-
ings, item intercepts, and item thresholds did not sig-
nificantly harm model fit (ΔX2(28) = 20.3, p = .85),
providing evidence of metric invariance across the
remote and in-person settings for the RRI-C-SF.

Internal Consistency and Reliability

We applied Smith’s formula (Smith et al., 2000),
which enables the projection of probable Cronbach’s

alpha values for short forms, to data from Sample A,
consisting of participants who completed the 24-item
RRI-C. The expected values were .91 for the total
scale, .84 for the Genuineness subscale, and .82 for
the Realism subscale. These projections were sur-
passed by the observed values, with Cronbach’s
alpha reaching .92 for the total scale, .87 for the Gen-
uineness subscale, and .86 for the Realism subscale.
Additionally, we used pooled samples to estimate

the following internal consistency and reliability coef-
ficients. The reliability of the total scale (k= 8) was
McDonald’s omega total = .92, Cronbach’s alpha
= .91, and average inter-item r= .56. Regarding the
subscales, McDonald’s omega total and Cronbach’s
alpha were, respectively, .86 and .86 for Genuineness
(k= 4), and .87 and .87 for Realism (k= 4). Average
inter-item r was .60 for Genuineness and .62 for
Realism.
The 8-item RRI-C showed reliability > .80 from

theta of −3.3 to +1.2, indicating that the scale
items consistently measured the latent trait well
even at low levels of the latent variable range. The
Genuineness subscale demonstrated reliability > .80
from theta of −3.0 to +1.1, whereas the Realism sub-
scale exhibited reliability > .80 from theta of −2.8 to
+0.6.

Score Precision

The RRI-C-SF total score was 32.5 (SD= 6.20).
Table 4 reports the Standard Errors of Measurement

Table 4. Descriptive statistics, precision, and inter-scale correlations.

Total scale Genuineness Realism

Descriptive statisticsa 8 items 4 items 4 items
Potential Range 8–40 4–20 4–20
Observed Range 8–40 4–20 4–20
Mean, SD 32.46 (6.20) 16.68 (3.40) 15.78 (3.24)
POMP, SD 76.40 (19.40) 79.20 (21.30) 73.60 (20.30)
Skew −1.18 −1.40 −.78
Kurtosis 1.66 2.05 .63
Standard Error of Measurement (SEm) 1.75 1.27 1.17
Standard Error of Difference (SEd) 2.48 1.80 1.65
Clinical change benchmarksa

90% Critical Change 2.88 2.09 1.92
95% Critical Change 3.44 2.49 2.29
Minimal Important Difference (MID) 3.10 1.70 1.62
Minimum Change for a Reliable Change 4.86 3.53 3.24
Scale correlationsb

RRI-C-SF total score 1 – –

RRI-C-SF Genuineness score .94∗∗∗ 1 –

RRI-C-SF Realism score .93∗∗∗ .75∗∗∗ 1
RRI-C full form total score .96∗∗∗ .90∗∗∗ .90∗∗∗

RRI-C full form Genuineness score .95∗∗∗ .93∗∗∗ .85∗∗∗

RRI-C full form Realism score .94∗∗∗ .84∗∗∗ .93∗∗∗

Note: aData based on pooled samples. bData based on sample A. POMP= percentage of maximum possible. MID was operationally defined
as d= .5. ∗∗∗∗p< .0005, two-tailed.
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(SEm) and the Difference (SEd), informing us about
the score deviation due to measurement error, the
critical change for both 90% and 95% confidence
levels, offering insight into the threshold for signifi-
cant change beyond measurement error, the mini-
mally important difference (MID), indicating the
smallest score change perceived as beneficial, and
the Jacobson benchmark threshold (Jacobson &
Truax, 1991) to identify statistically reliable
changes. Supplementary online Figure 3 presents
histograms for each item, depicting the distribution
across each level of the Likert scale.

Retained Content Coverage

We applied Smith’s formula (Smith et al., 2000) to
calculate the expected correlations (Smith et al.,
2000) between the RRI short form (k= 8) and the
full-length version (k= 24) using sample A. The
expected correlations were r= .89 for the total
scale, r= .79 for the Genuineness subscale, and r
= .76 for the Realism subscale. The observed corre-
lations between the short version and the full
version scores of the RRI-C were r= .96 for the
total scale, .93 for the Genuineness subscale, and
.93 for the Realism subscale, all better than pro-
jected. The correlation between the two subscales
of the short version was .75 versus .93 for the two
scales based on the full-length item set.
Additionally, using pooled samples, we analyzed

the correlation between the 8-item total scale and
the Genuineness subscale (r = .94), as well as the
Realism subscale (r = .93). Furthermore, the corre-
lation between the Genuineness and Realism sub-
scales was found to be r= .74.

Agreement and Bias

Bland–Altman regressions and plots (see Figure 1)
evaluated the agreement between the short and
long forms of the scales in sample A. The short
forms were pro-rated to have the same scale as
the full length (e.g., potential scores of 24–120
for the full length, and 12–60 for the subscales).
When scaled similarly, the total score showed an
average discrepancy of 1.95 points higher using
the full item set, with a statistically significant but
clinically negligible slope of .02, p= .047. Within
the range where most participants’ scores fell, the
discrepancy was close to zero. The full item set
had a tendency to produce higher scores at the
very bottom of the possible range. The pattern
was similar, with average discrepancies of 2.2 and
.3 points, and slopes of −.09 and −.05 (both p
< .001) for Genuineness and Realism, respectively.

All results indicate a high degree of agreement and
little evidence of bias between the short and full-
length versions.

Associations Between Scale Scores and
Sociodemographic, Clinical, and Treatment
Variables

As detailed in Table 5, the RRI-C-SF score showed
very weak correlations (rs ranging from −.08 to .18)
with all the demographic, clinical, and treatment
variables listed in Table 1, when the data from
samples A and B were combined.

Figure 1. Bland-Altman Plots comparing accuracy of short and
full-length version of Real Relationship Inventory–Client form.
Note. Data based on sample A. The difference of measures is com-
puted by subtracting the scaled-up score of the shortened scale
from the score of the full-length scale, where a positive difference
indicates that the full-length scale has a higher score, and a nega-
tive difference suggests the opposite.
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Supplementary Online Table 3 reports all the cor-
relation coefficients calculated for the total scale and
the subscales in sample A. Steiger’s test of dependent
correlations found no differences between the corre-
lations based on the 8-item versus 24-item versions,
all p> .05.

Criterion Validity

The short form of the scale was very weakly corre-
lated with all the measures of patients’ and current
mental health state (GAD-7 and PHQ-9), while it

was moderately correlated with other measures of
elements of the therapeutic relationship (SPARQ
and WAI-SR). Furthermore, it was moderately cor-
related with the session outcome (SES). Table 5 pro-
vides estimates of the correlations.
Supplementary Online Table 5 shows all the corre-

lation coefficients calculated for the total scale and the
subscales in sample A. The 8-item RRI score demon-
strated very weak correlations with all measures
related to patients’ personality characteristics (BFI-2-
XS and LPFS-BF 2.0) and their current mental
health state (PHQ-9, GAD-7, I-PANAS-SF, and

Table 5. Criterion-related and construct validity correlations.

Total scale Genuineness Realism

Demographics
Age .04 .08 .08
Gender −.06 −.07∗ −.07∗
Education .09∗ .09∗ .09∗

Ethnicity −.02 −.02 −.02
Average absolute correlation across subset .05 .07 .07

Clinical characteristics
Any psychiatric disorder .06 .05 .05
Any anxiety disorder .01 −.01 −.01
Any (unipolar) depressive disorder .04 .04 .04
Any trauma- and stressor-related disorders .04 .02 .02
Any neurodevelopmental disorder .04 .02 .02
Any bipolar or related disorder .03 .02 .02
Any eating disorder −.00 −.03 −.03
Any disruptive behavior and dissocial disorder −.03 −.03 −.03
Schizophrenia or any other psychotic disorders −.05 −.07 −.07
Any cluster A personality disorder .03 .02 .02
Any cluster B personality disorder −.00 −.02 −.02
Any cluster C personality disorder .05 .05 .05
Average absolute correlation across subseta .03 .03 .03

Treatment characteristics
Therapy length (months, ordinal; see prior table) .18∗∗∗ .12∗∗∗ .12∗∗∗

Session frequency (ordinal, see prior table) .15∗∗∗ .13∗∗∗ .13∗∗∗

Session attendance .02 .04 .04
Therapy location −.08∗ −.08∗ −.08∗
Therapist’s sex .02 −.00 −.00
Average absolute correlation across subset .09 .07 .07

Mental health state domain
GAD-7 −.12∗∗∗ −.13∗∗∗ −.09∗∗∗
PHQ-9 −.18∗∗∗ −.19∗∗∗ −.13∗∗∗
Average absolute correlation across subset .15 .16 .10

Therapeutic relationship domain
SPARQ positive affect .58∗∗∗ .49∗∗∗ .59∗∗∗

SPARQ negative affect −.42∗∗∗ −.42∗∗∗ −.37∗∗∗
RISQ −.25∗∗∗ −.24∗∗∗ −.23∗∗∗
WAI-SR total score .59∗∗∗ .5∗∗∗ .60∗∗∗

WAI-SR goal .51∗∗∗ .44∗∗∗ .52∗∗∗

WAI-SR task .52∗∗∗ .46∗∗∗ .52∗∗∗

WAI-SR bond .56∗∗∗ .46∗∗∗ .60∗∗∗

Average absolute correlation across subsetb .47 .42 .46
Session outcome domain
SES .54∗∗∗ .49∗∗∗ .51∗∗∗

Note: Data based on sample A. Coefficients are point-biserial correlations for dichotomized variables, point-biserial correlations for dummy-
coded categorical variables, Spearman correlations for ordinal variables, and Pearson correlations for continuous variables.
a“Any psychiatric disorder” excluded from the matrix.
bWAI-SR subscales score excluded from the matrix due to redundancy with WAI-SR total score.
∗p< .05, ∗∗p< .01, ∗∗∗p< .001.
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three single-item scales). Conversely, it showedmoder-
ate correlationswith othermetrics assessing elements of
the therapeutic relationship, including the WAI-SR,
SPARQ, and PSQ items that evaluate the extent to
which problems experienced in a session were
addressed and resolved within the same session.
Lastly, it was moderately correlated with the SES
score. Again, Steiger’s test found no significant differ-
ences between correlations based on the 8-item versus
24-item RRI-C total scales.

Item Sequencing

The items with the highest factor loading on the
respective subscale (Item 1 for Genuineness, Item 2
for Realism) were placed at the beginning of the
scale. The order of the remaining six items was
then randomized.

Discussion

Previous research has consistently highlighted the Real
Relationship Inventory–Client (RRI-C) form as a
reliable and valid questionnaire used especially for
research purposes. However, a shorter scale is needed
to enhance its routine use in real-world psychothera-
peutic settings, requiring rapid and multiple adminis-
trations. The present study aimed to develop a short
form of the RRI-C. We used factor analyses and item
response theory to select the items with the highest
loadings on the theorized factor (and no cross-load-
ings) and with optimal difficulty and discrimination
parameters. The resulting 8-item Real Relationship
Inventory–Client Short Form (RRI-C-SF) demon-
strated sound reliability and internal consistency.
Importantly, the almost perfect correlation between
the original full-scale and the new short-scale, and
the lack of any significant differences in the criterion
correlations, underscore the shortened version as a
highly suitable alternative to the longer original. The
correlation coefficients between the short version and
the full version scores and subscores of the RRI-C
were notably higher than projected, lending support
to the validity of the short form. Bland–Altman plots
and regressions revealed a high degree of agreement
between the short and full-length versions, with
minimal evidence of bias. The tendency for the full
item set to produce higher scores at the very bottom
of the possible range have negligible clinical impli-
cations. It is also noteworthy that the short form of
the scale showed a similar pattern of correlations with
demographic, clinical, and treatment variables com-
pared to the full-length version.
Additionally, we calculated clinical change bench-

marks for the 8-item version, strengthening its utility

in clinical practice. Very weak to weak correlations
between the RRI-C-SF and the demographic, clini-
cal, and treatment variables of the patients, in
addition to moderate to strong correlations between
the RRI-C-SF and other relevant measures of
elements of the therapeutic relationship, demon-
strated sound criterion validity. Furthermore, this
set of correlations overall support the assumption
that the RRI-C-SF assesses dimensions that are
specific to the therapeutic relationship and not
heavily affected by clinical features of the patient or
extra-therapeutic factors. Furthermore, the good
sample size (Comrey & Lee, 2013) employed in our
study is a notable strength.
As expected, the RRI-C-SF demonstrated a mod-

erate correlation with its sister concept of working
alliance (Gelso & Kline, 2019), similar to the results
of a meta-analysis (16 studies, total N= 1119, versus
the current study N= 1134) (Vaz et al., 2023). The
bond dimension of the WAI-SR was not more
highly correlated with the real relationship than the
other two dimensions, which is in contrast to some
studies (Kelley et al., 2010) but in agreement with
others (Alessi et al., 2019). However, the realism
dimension of the RRI-C-SF was more highly corre-
lated with each of the three dimensions of the WAI-
SR, as well as with the SPARQ positive affective reac-
tions toward the therapist, than was the genuineness
dimension. Furthermore, as expected, the RRI-C-
SF showed a moderate and negative correlation
with the SPARQ Negative Affect scale, which from
a theoretical point of view may be seen as partially
overlapping with the concept of negative transference.
The observed weak and negative correlations between
the RRI-C-SF and measures of alliance ruptures
(SPQ) and rifts in the therapeutic relationship
(RISQ), along with the medium-strength correlations
between the RRI-C-SF and the degree of tension felt
during the session (negatively correlated) and the
extent to which the session addressed the problem
(positively correlated), suggest that a strong real
relationship may serve as a protective factor against
distress in therapeutic relationships. Genuineness
and realism appear to have similar contributions to
this process.
Genuineness and realism are distinct but closely

intertwined dimensions of the therapeutic relation-
ship (Gelso, 2009, 2011). In clinical terms, this
means that therapists who are more genuine are
likely to be more realistic in their perceptions of
their clients, and vice versa. Such a situation
poses the challenge of designing/selecting items
that precisely measure only one dimension while
avoiding overlap with the other. The very high cor-
relation between genuineness and realism observed
in the full version of the RRI-C indicated that some
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items captured shared variance rather than exclu-
sively representing one of the two dimensions,
whereas the significantly lower correlation observed
in RRI-C-SF suggests that the retained items more
effectively discriminate between genuineness and
realism. This is a favorable outcome as it allows
for a more nuanced assessment of these two dimen-
sions of the therapeutic relationship. These findings
suggest that the short form is more capable of
assessing a distilled or purified measure of the
dimensions of genuineness and realism, while they
did not show large differences in their criterion cor-
relations with the demographic and clinical vari-
ables included here. Significantly, our results
reveal that a bifactor model, which includes one
general factor affecting all scale items plus
additional specific factors for each dimension,
yields superior fit indices compared to a two-
factor model. In this context, the bifactor model
suggests that the RRI-C-SF total score reflects the
overall concept of the real relationship, with the
Realism and Genuineness factors representing dis-
tinct yet interconnected aspects of this broader
concept. This outcome corroborates the theoretical
foundations laid out by the creators of the scale
(Kelley et al., 2010), highlighting the utility of a
bi-factor model in capturing the nuanced interplay
between Genuineness and Realism dimensions.
This contrasts with a two-factor model, where gen-
uineness and realism would be viewed as separate,
correlated constructs, each measured indepen-
dently, without a unifying overarching factor con-
necting them.
Crucially, our results demonstrate invariance in

the RRI-C-SF across in-person and remote settings.
This suggests that the RRI-C-SF consistently
measures the real relationship construct in both con-
texts. Consequently, the RRI-C-SF emerges as a
valuable instrument for exploring and comparing
the dynamics of the real relationship in telepsy-
chotherapy and traditional in-person psychotherapy.
This finding gains particular significance considering
the rapid evolution of teletherapy from an adjunct to
a standard form of treatment over the past few
decades (Pierce et al., 2020, 2021), a trend further
accelerated by the recent COVID-19 pandemic
(Cena et al., 2021; Stefana et al., 2020).
Meta-analytic findings indicate that the real

relationship has a moderate association with both
session and treatment outcomes (Gelso et al.,
2018) and is at least as good a predictor as the
working alliance (Vaz et al., 2023). It is important
to regularly monitor the perspective of patients on
the real relationship with their therapist to provide
them with customized interventions to improve the
quality of the therapeutic relationship and thus the

outcomes. The 8-item versions of the RRI-C serves
as a brief measurement tool primarily suited for
research purposes. Additionally, it offers an opportu-
nity for regular patient assessment and can also be
integrated into systematic client feedback systems.

Strengths, Limitations, and Future
Directions

The study had several strengths. First, the partici-
pants were drawn from two large, independent clini-
cal samples. In the second sample, participants
completed the 8-item version of the RRI-C, ensuring
consistent results without the influence of surround-
ing items. The RRI-C-SF demonstrates excellent
psychometric properties. It can be completed in less
than two minutes and is straightforward to score.
Furthermore, the development of the RRI-C-SF
adhered to best practices and incorporated a blend
of traditional and modern test theories.
Although the short version of the RRI-C has

achieved our main goals, the study is not free from
limitations. The main limitation is the possible cul-
tural variation in the characteristics of the real
relationship (Qureshi & Collazos, 2011), which
limits the generalizability of the results. To enhance
and deepen our understanding of whether and how
cultural factors moderate or mediate the unfolding
of the real relationship, future research should
include diverse cultural groups and explore the
extent of cultural variation in genuineness and
realism. A second limitation concerns the fact that
while we provided valuable analyses for potential
longitudinal use of the RRI-C-SF, such as MID
and RCI values, our study is cross-sectional. Conse-
quently, conclusions about variability between-sub-
jects versus between-timepoints cannot be drawn
from these data. Ensuring test-retest stability in
future studies is crucial for accurately understanding
change over time. Future longitudinal studies should
also explore how the real relationship and its pro-
cesses unfold over the course of psychotherapy and
predict different trajectories and outcomes. Despite
its limitations, this study marks a significant
advance in developing a faster yet reliable scale to
assess the real relationship between patient and
therapist in both research and clinical settings.

Conclusion

This study has successfully developed shortened ver-
sions of the RRI-C, the most widely used self-report
measure of the quality of the real relationship from
the perspective of the patient. The abbreviated
form, composed of eight items, offers a significant
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reduction in length compared to the original 24-item
scale. The RRI-C-SF presents valuable options for
both research and clinical purposes. This concise
version is especially advantageous in real-world
therapeutic settings. Moreover, it enables researchers
to better distinguish between the genuineness and
the realism dimensions of the real relationship.

Real Relationship Inventory–Client–Short
Form (RRI-C-SF)

Please complete the items below in terms of your
relationship with your therapist.

Strongly
Disagree Disagree Neutral Agree

Strongly
Agree

1 I was able to be
myself with my
therapist.

1 2 3 4 5

2 I appreciated my
therapist’s
limitations and
strengths.

1 2 3 4 5

3 The relationship
between my
therapist and
me was
strengthened by
our
understanding
of one another.

1 2 3 4 5

4 My therapist liked
the real me.

1 2 3 4 5

5 I was open and
honest with my
therapist.

1 2 3 4 5

6 I had a realistic
understanding
of my therapist
as a person.

1 2 3 4 5

7 I was able to
communicate
my moment-to-
moment inner
experience to
my therapist.

1 2 3 4 5

8 I appreciated
being able to
express my
feelings in
therapy.

1 2 3 4 5

Genuineness items: 1, 5, 7, and 8. Realism: 2, 3, 4,
and 6.
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