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Helene Nissen-Lie and her colleagues (Nissen-Lie, Havik,  Høglend, Monsen, & 
Rønnestad, 2013)  examined an international sample of 70 therapists and 227 clients. The 
authors used measures that explored the personal satisfaction and personal burdens of each 
therapist. They next examined the therapist’s and the client’s experience of the alliance. They 
found that therapists with high levels of personal satisfaction rated their alliance to be higher 
than their clients did. The therapists’ self-reported level of personal burdens was strongly and 
inversely correlated with the client’s rating of the alliance. In other words, therapist’s 
experiences of their own problems seemed to have a greater effect on their alliance than their 
experiences of satisfaction. Important to recall is that it is the client’s experience of the alliance 
that predicts the success of treatment, and not the therapist’s. 
 
Clearly, this was not a study of recidivism rates of sexual offenders, but instead yields important 
clues as to how therapists can build alliances that will help their methods become most 
effective. In this writer’s experience, many people who have sexually abused have described a 
sense of knowing when the time or situation was right to commit a crime. Why shouldn’t they 
also know when their therapist is on their game… and not? 
 
In his early years, Bill Miller, then only beginning to develop motivational interviewing, decided 
to run a simple experiment. He looked at therapists providing substance abuse treatment, 
expecting to find that their clients relapsed less than people with addictions who read self-help 
books. He was wrong; there was no difference. Perplexed, he repeated the study and realized 
that those therapists who were judged by their peers to be more empathic did indeed produce 
clients who abused substances less. Therapists who demonstrated less empathy produced 
clients who would have done better with a good book. These findings are deeply frightening, but 
necessary to address if our field is ever to improve. 
 
Since then, Theresa Moyers and Bill Miller (2013) have come to believe that although empathy 
levels differ between therapists, an important element of treatment provision is to screen for it 
during employment interviews and teach it to clinicians wherever possible. They also remind us 
of the body of research showing that it is the client’s perception of empathy that is more 
important than the therapist’s self-assessment. Further, they clarify that what is important is the 
actual demonstration and expression of “accurate empathy,” which they define as a: 
 

… commitment to understanding the client's personal frame of reference and the ability 
to convey this heard meaning back to the client via reflective listening … the process 
encompasses the accurate understanding of both cognitive and emotional aspects of the 
client's experience as well as attunement to the unfolding experience of a client during a 
treatment session. 

 
It can be a common refrain among treatment providers to say that people who have sexually 
abused are different or more challenging than other clients. Of course, Moyers and Miller are 
describing work with people who suffer from addictions – another population with a reputation 
for being deceptive and manipulative over time before entering treatment. 
 
So where does this leave us? 
 
Certainly, some therapists enter the field with higher levels of demonstrated empathy than 
others. Those of us committed to becoming better therapists can likely become more effective 
by deliberately practicing our skills in accurate empathy. However, our own self-assessment of 
our empathy – and for that matter our satisfaction with our lives – will probably predict very little 
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of our actual effectiveness. Nissen-Lie and her colleagues have also shown that our personal 
burdens may have more of an effect on our clients than we realize. In the end, even if some of 
us have greater advantages in some areas, the best therapists may well be the ones who make 
themselves better… with the help of their clients. 
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