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Abstract

youth treatment outcomes.

This study examined the association between the therapeutic alliance and behavioral/emotional outcomes in
350 youth receiving outpatient therapy at a community mental health clinic. Constructs of interest were measured
at intake, 3 week, 2 month, 4 month and 6 month intervals. Results indicated that early therapeutic alliance ratings
were not related to premature termination. Problem type was related to the formation of the alliance only at the three
week time point. A relationship between age of the client and the formation of a therapeutic alliance was true only at
the 6 month time point. Finally, therapist’s ratings of the alliance were not correlated with psychotherapy outcome.
These findings indicate that further work is needed to understand associations between therapeutic alliance and

Keywords: Therapeutic alliance; Youth psychotherapy; Community
mental health services

Introduction

The therapeutic alliance in psychotherapy has been an area of
interest for clinicians and researchers for decades [1-3]. Most studies
of the alliance between child and adolescent clients and their therapists
indicate the same trend in relation to therapy outcomes as that which has
been found in the adult realm [4-7]. Although the overall importance of
the therapeutic alliance is supported by clinical and empirical evidence,
more work is needed to understand the circumstances under which
therapeutic alliance is most important, the populations in which it is
most influential, and the mechanisms through which it impacts therapy
outcomes. For example, it is unclear at what point during the course of
therapy alliance is most predictive of outcomes [8,9]. Similarly, many
studies of therapeutic alliance are limited by the use of measures and
methods assessing alliance or outcome that lack sensitivity to change
or do not facilitate analysis of the alliance over time [8]. Although there
are preliminary indications to support the notion, research has not yet
been able to establish whether a poor therapeutic alliance is related to
early termination or “dropout” from therapy [4,5,9,10]. Furthermore,
there is a limited understanding of what factors contribute to the
development, or lack of development, of a positive therapeutic bond
[1-3,11]. Moreover, the great majority of studies of therapeutic alliance
have been conducted with adult populations, calling into question
the applicability of findings to child and adolescent populations [8].
Finally, with regard to child therapy, there is little understanding as to
whether child, parent and therapist ratings of the alliance have equal
predictive value [7,12].

The construct of therapeutic alliance

One of the most frequently studied common factors in
psychotherapy is the therapeutic alliance. While there are varying
definitions for the therapeutic alliance, the affective quality shared
between the therapist and the client is a central component [5]. The
most pressing reason the therapeutic alliance has received so much
attention is that is has consistently demonstrated to be an influential
factor in the outcome of adult treatment, and the growing body of
evidence for child and adolescent treatment provides similar evidence
[2,3,5].

The construct of the therapeutic alliance as it relates to child therapy

carries all of the considerations of concern with adults, and adds a few
more which are specific to children. Child therapy is complicated by
the fact that children and adolescents are often brought to treatment
against their will which changes the dynamic of the therapeutic process
from the beginning of treatment [13,14]. Another distinctive challenge
of child therapists is the task of building an alliance with both the
parent and the child [14,15].

Therapeutic alliance and outcomes in child and adolescent
psychotherapy

A 2006 meta-analysis indicated that there have only been 23 studies
examining the therapeutic alliance in psychotherapy with children, as
opposed to over 2000 adult studies as of 2000 [16]. In examining the
studies that examined the therapeutic alliance, a correlation of .24 was
found between the quality of the child-therapist alliance and therapy
outcome [8,16]. Similar results (.22 alliance-outcome association)
were observed in a more recent meta-analysis [3]. Although these
results suggest that the variance in treatment outcomes accounted
for by the therapeutic alliance is comparable for adult and child/
adolescent populations, it is unclear to what extent adult research
on the therapeutic alliance is generalizable to child and adolescent
psychotherapy [16].

Based on 9 of the 23 studies in a 2003 review, the alliance was a
stronger predictor of outcome for children who had externalizing
problems compared to those who had internalizing problems [8].
This could be because the externalizing behavior treatments are more
effective, or that there is a systematic difference in children with
externalizing behaviors and how they relate to the therapist [8]. Further
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support for this was provided by Kaufman et al. [17] who found that
higher alliance ratings of depressed adolescents did not indicate better
outcomes.

In contrast, Bickman et al. [4] found that children in their study
with more aggressive behavior patterns reported lower alliance
ratings and poorer outcomes. A study examining alliance formation
in children who had been previously abused indicated that severity
of interpersonal problems was the best predictor of poorer outcomes
in the children they examined [18]. Because of the importance of the
development of the alliance and outcomes it has been recommended
that this area of research be continued [4,8,18].

In child psychotherapy research only preliminary data are currently
available regarding the consistency of therapeutic alliance ratings. At
this time, there is support for the notion that the child alliance ratings
remain stable once established and do not fluctuate during the course
of treatment. In a literature review of the few studies on the alliance
with children, it was suggested that overall the quality of the alliance
from the child’s perspective does not change significantly over time
[19]. Other researchers have also supported the notion that there is
consistency in the child’s ratings of the alliance over time [4,17].

Some attention in the literature has been directed at the question
of the influence of age in developing an alliance with children and
adolescents. Several authors have noted the inherent difficulty in
working with adolescent clients due to developmental needs for
autonomy [4,8,20]. Many therapists report feeling intimidated by
teenage clients, which can also hinder the development of a positive
therapeutic alliance [20]. It has been reported that many adolescents
begin therapy in the pre-contemplative stage, making it all the more
important for the therapist to quickly develop a positive relationship
in order to maintain engagement [20]. In spite of these findings, meta-
analytic reviews suggest that thus far there is no consistent relationship
between the age of the child and the alliance-outcome relationship
[3,8]. Given the lack of uniformity with regard to the alliance and
outcome measures in the studies included in the analyses, it may be that
underlying relationships have been obscured by divergent evaluations
of the constructs of interest.

Some studies have examined whether alliance and child outcome can
be better predicted by including multiple rater’s view of the relationship.
One study has given preliminary support for the association of a
better parent-therapist relationship leading to improvements in child
therapeutic outcome [21]. Further, it assumed that the therapeutic
alliance may influence the extent to which parenting practices improve
[21]. While much more investigation is needed to clarify this point,
Kazdin et al. [16] emphasized the importance of evaluating more than
one perspective when assessing alliance ratings and outcome in child
therapy.

Because multiple parties are influential in the child therapeutic
process, some have focused on whose ratings of the alliance are
the most predictive. Parents, children and therapists have all been
identified as believing that the alliance is important to outcome, yet
it is still unknown if child ratings, therapist ratings or parent ratings
are more predictive of outcome for child and adolescent therapy [4].
Based on the few studies that have compared different raters, it seems
that different informants of child functioning show only modest
agreement [7,16]. With regard to therapist ratings of the alliance, so
far there is minimal support for their predictive value of outcome
[4,7]. With regard to parent ratings of the alliance there is preliminary
support for the importance of positive parent ratings of the therapist

in therapy retention (i.e. family participation, dropouts, cancellations)
whereas youth alliance ratings were not associated with retention
[12]. This finding is intuitive given that the parent plays the primary
role in the child receiving mental health services, and this may play
a factor in the relatively high attrition rates observed in child therapy
[12]. While parents generally maintain the primary responsibility for
continuation in therapy, the youth has an important role in engaging in
the therapeutic process in a meaningful manner and the alliance can be
a major factor in promoting treatment compliance from a child [12]. A
few studies have indicated that those children who rated the alliance as
stronger exhibited greater therapeutic change [12,16].

In summary, the limited available research on the therapeutic
alliance in child and adolescent psychotherapy suggest that youth-
therapist and parent-therapist alliances may be associated with therapy
maintenance and symptom improvement. Although many other areas
of research still need attention, the alliance should not be disregarded
as an important contributor to the understanding of child therapy
processes.

Hypotheses

First, it was hypothesized that those adolescent participants who
reported low alliance ratings at the 3 week data collection point would
be more likely to prematurely terminate from therapy and/or exhibit
no reliable change. Second, it was hypothesized that participants
with externalizing problems would have lower alliance ratings as
compared to those participants with internalizing problems. Third,
it was hypothesized that therapists would report lower ratings of the
therapeutic alliance for adolescents as opposed to children. Fourth,
it was hypothesized that the adolescent participant’s ratings of the
alliance would have the highest correlation to outcome as compared to
the therapist’s ratings of the alliance.

Method

Participants

Participants were recruited as part of a broader study on youth
psychotherapy outcomes. Three hundred fifty participants were
recruited in order to meet requirements for data analysis. Eleven
participants were excluded because their treatment was medication
management only. The remaining participating youth in the study
were 143 females (44%) and 196 males (56%). Their ages ranged from 4
tol7 years old with a mean age of 11.38 years old. Participating youth’s
parents reported the following ethnicity characteristics: 255 (75.2%)
participants identified themselves as White, 55 (16.2%) as Hispanic,
19 (5.6%) as Black, 2 (.59%) as Asian, 1 (.03%) as Native American,
1 (.03%) as Pacific Islander and the 6 (1.8%) remaining participants
identified themselves as “Other”. All participants who completed
measures were able to speak, read and write in English. The average
income for participants who disclosed this information (N=209) was
$948 per month.

Participants received a variety of clinician-assigned primary
diagnoses with the most frequent being Attention-Deficit Hyperactivity
Disorder (n=97, 28.6%), Oppositional Defiant Disorder (n=27, 7.9%),
Depressive Disorder NOS (n=19, 5.6%), Posttraumatic Stress Disorder
(n=15, 4.4%) and Adjustment Disorder (n=15, 4.4%). Two-hundred
twenty nine (67.6%) participants had a co-morbid diagnosis. The
therapists reported representing disciplines including social work, social
services workers, licensed professional counselors and psychologists.
Twelve therapists indicated they were masters level clinicians (60%),
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3 indicated they did not hold masters degrees (15%), and 5 (25%)
therapists indicated they held no bachelors/associate degrees.

Measures

Psychotherapy outcome

The Youth Outcome Questionnaire 2.01 (Y-OQ-2.1) and Youth
Outcome Questionnaire Self -Report (Y-OQ-SR) were used over
the course of treatment as measures of psychosocial distress for
participating children and adolescents, aged 4-17 years old, receiving
mental health services [22]. The Y-OQ-2.1 is an outcome measure
intended to track changes during the course of psychotherapy and was
constructed to be sensitive to change over short periods of time, be
brief, and maintain validity and reliability at a high level [22]. Based
on clinical and non-treatment community norms, a cutoff score of 46
on the Y-OQ distinguishes individuals in treatment from non-treated
individuals in the normal population. A Reliable Change Index (RCI)
score of 13 points has been calculated for the Y-OQ, which is used to
judge whether changes exhibited by individuals during treatment are
reliable [22].

Therapeutic alliance

The Therapeutic Alliance Scale for Children-revised (TASC-r) was
used as a measure of therapeutic alliance across treatment. The TASC
is a 12-item, 4-point Likert-type scale completed by the adolescent
participant aged 12-18, and there is a parallel version for the therapist
to complete. Each item is rated on a 4 point scale ranging from 1 (not at
all) to 4 (very much). The total score equals the ratings of the 12 items
on the scale. The TASC is unique among alliance measures in that it
was designed specifically for use with youth and assesses both positive
and negative qualities of the relationship. The TASC has demonstrated
adequate internal consistency reliability (a=.72 to .74) in previous
investigations [5].

Procedure

A brief description of the study was given to the parent or guardian
of the child, by the clinic case worker, during their initial phone call
for scheduling of the intake session. The parent or guardians were
approached by trained research assistants during the standard clinic
intake session. During the description of the study the potential
participants were informed that they would be financially compensated
for their participation in this study: for the first set of questionnaires
completed they received $10 in gift certificates and the opportunity
to choose a gift from a “grab bag” consisting of small prizes, gift
certificates, or coupons. In addition, a light lunch was provided to the
participants during data collection. The potential participants were
notified that if they chose to participate, they would be approached
again at 3 weeks, 2 months, 4 months and 6 months after intake, to
complete the same packet of questionnaires. They were also notified
that if they chose to participate in the subsequent data collections they
will be compensated with $5 and a choice from the “grab bag” for each
packet of questionnaires. The response rate for participation among
families recruited at intake was above 60%. Only participating children
aged 12 years old and older completed the self-report version of the
Y-OQ and TASC and therapists for all clients completed their version
of the TASC.

Data Analysis

Given that one goal of this study was to examine the therapeutic
alliance ratings and premature termination, the logistic regression

examined whether early alliance ratings, from the 3-week data
collection point, were a significant predictor of premature termination
from therapy. Two sets of analyses were conducted using different
operationalizations of premature termination. For the first set of
analyses, premature termination was operationalized as the client
having discontinued treatment before reliable symptom change was
observed. In the second set of analyses, premature termination was
based on a subjective clinician judgment as to whether the client had
dropped out of treatment prematurely.

For the first set of analyses, reliable symptom change was assessed
using the Reliable Change Index (RCI) criteria developed by Jacobson
and Truax [23]. Evaluation of change was based on the clients’ Y-OQ
scores, and the developers of the scale have calculated the RCI value
of the Y-OQ as 13 points [22]. A cutoff score was used to determine
whether the client’s distress level was representative of an individual
in the clinical population versus the community normal range. The
cutoff score assigned participants to one of four categories: Recovered
(reliable change, and below cut off score), Improved (reliable change
only), Unchanged (criteria for reliable change not met) or Deteriorated
(reliably worse) [23]. Premature terminators from therapy were defined
as individuals who discontinued treatment and met criteria for the
Unchanged or Deteriorated groups. The client’s scores were examined
at their final Y-OQ provided, meaning either the last one taken before
premature termination or at the final data collection point. For the
second set of analyses on premature termination, therapist judgment
of premature termination was obtained from archival discharge data.
As part of routine clinic procedures when a case is closed, the primary
clinician is asked to provide a judgment as to whether the client
discontinued treatment prematurely. This dichotomous judgment was
used as the dependent variable in a logistic regression.

The definitions of premature termination are varied in the
literature. Many previous investigators have chosen criteria for
premature termination that are not founded in the progression of the
client throughout the therapeutic process. Rather, these studies base
“completion” of therapy on more arbitrary definitions such as therapist
opinion of whether termination was “timely” or “advised” [24,25].
Another means by which premature termination has been often defined
is a preset number of sessions required, without consideration of the
particular client’s needs or progression throughout the therapeutic
process [26]. Given that it is possible that clients achieve adequate
symptom relief after a varied number of sessions, it seems reasonable
to seek a more empirical definition of premature termination from
therapy. In the current study premature termination was defined by
criteria rooted in both pragmatic and empirical methods. Defining
premature termination in the manner utilized in this study, based
on both clinician judgment and self-reported symptom reduction,
is advantageous as it allows for a more individualized and specific
appraisal of where each client was when they discontinued treatment.

The second question addressed in this study was whether children
with externalizing problems had lower alliance ratings as compared
to those with internalizing problems. Behavior type was classified
by examining the six domains of the Y-OQ to determine the level of
internalizing or externalizing for participants who had contributed at
the respective time points. Each participant’s responses to the Y-OQ
provided internalizing and externalizing subscale scores. Both of these
scores for each participant were utilized in the analysis to avoid an
arbitrary split into two separate groups given that there was a high level
of comorbidity in diagnoses in this sample. The relationship between
problem type and alliance formation was examined, at each data
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collection time point, using a multiple regression statistical technique
to determine if either internalizing or externalizing had an influence on
ratings of the alliance.

The third question addressed in this study was whether therapists
reported lower alliance ratings for teenage participants (12 years old
and older) as opposed to child participants (under 12 years old.)
Dividing the participants in this manner allowed for comparisons
between two different age groups within the youth sample as therapists
may have differing approaches to alliance formation with them. The
therapist’s ratings of the alliance were examined at each of the data
collection points for differences between groups. This comparison was
also conducted by using a multiple regression statistical technique.

Finally, this study examined the hypothesis that the adolescent
participants’ ratings had the highest correlation to psychotherapy
outcome as compared to the therapists’ ratings. A correlation of the
child and therapists’ ratings of the alliance and outcome change scores
was examined to assess for differences between the two raters.

Results

Table 1 includes means and standard deviations of intake Y-OQ
scores from the youth and parents, and alliance ratings from youth
and therapists. Intake Y-OQ and Y-OQ-SR scores are comparable to
those found at intake in previous investigations [27,28]. Based on the
YOQ RCI value of 13, 16% of cases showed significant worsening of
symptoms (deteriorated) and 31% of cases showed no reliable change
in symptoms (unchanged); these were classified in the premature
termination category for the first set of premature termination analyses.
Of the 194 cases for which discharge data were available, 89 cases (46%)
were judged by the primary therapist to have discontinued treatment
prematurely.

Table 2 provides the prediction of premature termination from
therapy given the client and therapist’s ratings of the therapeutic
alliance from the 3 week data collection point. Premature termination
from therapy, as defined by symptom reduction (client discontinued
treatment before reliable change was observed), was not predicted by
client alliance ratings from the 3 week data collection point (p=.363),
nor by therapist ratings (p=.640). Premature termination from therapy,
as defined by therapist judgment, was not predicted by client alliance
ratings from the 3 week data collection point (p=.641) nor did the
therapist ratings (p=.176), these findings do not support the hypothesis

that client or therapist early alliance ratings would be predictive of
premature termination from therapy.

The influence of client’s primary behavior problem type
(internalizing versus externalizing) on the therapeutic alliance, as
reported by the participant, was examined by means of a multiple
regression statistical technique. Analyses were conducted separately
for each data collection time point and internalizing and externalizing
scores for the participants who had contributed data at the respective
time points were entered together. Using the Enter method, a
significant model emerged for client behavior predicting ratings of the
therapeutic alliance at the 3 week data collection point (F3,33:5.538,
p=-008. Adjusted R square=.206) indicating that externalizing behavior
was significantly negatively associated with alliance (f=-.647, p=.005).
Client’s behavior type did not have a significant influence on their
ratings of the alliance at the 2 month (F2,26:1.031, p=-371), 4 month
(F2,182.560, p=.581), or 6 month data collection points (F 675,
p=.524).

2’157

The third hypothesis was that therapists would report lower
ratings of the therapeutic alliance for adolescents than for children.
The association of client’s age category, teenage or child, with the
therapeutic alliance was examined by means of a multiple regression
statistical technique for the participants who had contributed measures
at each respective time point. Using the Enter method, a significant
model emerged for client age and therapist’s ratings of the therapeutic
alliance at the 6 month data collection point (F,, = 4.232, p=.048;
Adjusted R square=.089) indicating that the therapists rated their
relationships with youth under 13 years old more favorably than youth
over 13 years old (B=-.342, p=.048). Client age was not associated with
therapist’s ratings of the alliance at the 3 week (F ,=.135, p=.714), 2
month (F  =.156, p=.694) or 4 month data collection points (F, __=.250,
p=.619).

1,94 1,55

The fourth hypothesis was that participant ratings of the alliance
would be more significantly correlated with the overall change in
symptoms, as measured by a Y-OQ total change score, than the
therapist’s ratings. The Y-OQ total change score was the difference
between Y-OQ at intake and the final Y-OQ available for each
participant. There was no significant correlation of therapist alliance
ratings at 3 weeks and children’s (age < 13) Y-OQ total change score
r(201)=-.08, p=.453. There was also no significant correlation of the
therapist alliance ratings at 3 weeks and the youth (age > 13) Y-OQ
change score r(43)=-.116, p=.453. Finally, there was no significant

Y-0Q-youth Y-OQ-parent TASC-youth TASC-therapist
M SD N M SD N M SD N M SD N
Intake 71.2 35.3 157 87.6 35.8 323
3 weeks 75.3 40.2 49 77.3 355 155 30.57 .83 39 27.35 .79 127
2 month 70.3 354 46 76.5 36.1 116 31.38 .82 40 27.04 .70 53
4 month 56.6 394 42 68.7 37.6 103 30.61 .81 23 27.79 71 46
6 month 61.7 36.6 53 68.1 37.8 135 28.73 .96 35 26.91 .88 33
Table 1: Means, Standard Deviations, and Sample Sizes for Outcome and Alliance Measures.
Variable b SE Wald ratio P Odds ratio
Symptom Reduction
Client’s alliance rating -.075 .083 .810 .368 .928
Therapist’s alliance rating .016 .016 .218 .641 1.017
Therapist’s Judgment
Client’s alliance rating .336 722 .216 .642 1.399
Therapist’s alliance rating 496 .369 1.803 179 1.642

Table 2: Logistic regression predictors for premature termination.
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correlation of the youth alliance ratings at 3 weeks and their Y-OQ
change score r (49)=-.203, p=.156.

Discussion

In examining the range of therapeutic alliance scores obtained in
this study it became apparent that there was not extensive variability
in the ratings on the TASC. Low variability in the scores measuring the
alliance is problematic when trying to discern a potential relationship
between the alliance and psychotherapy outcomes as correlations
become more difficult to find. It is possible that if there was not a
restricted range in scores of the alliance that the associations examined
in this study would be more pronounced. Consequently, interpretation
of results should be made in the context of the limited variability
observed in therapeutic alliance scores.

Contrary to the first hypothesis in this study, early therapeutic
alliance ratings did not predict premature termination from therapy.
Although there is support in the literature for the notion that there is
a predictive relationship between early alliance ratings and completion
of treatment in the adult realm [9,29] preliminary findings with youth
are inconsistent [12,24,26,30]. Some child and adolescent therapy
studies have cited difficulty in establishing early alliance as a predictor
of premature termination [12,25]. One potential reason for the lack
of a significant relationship between early alliance and premature
termination in youth could be that children and adolescents may differ
in the manner in which they develop the therapeutic alliance compared
to adults. Youth may take longer to form a bond with their therapist
and therefore early alliance may not be the most telling predictor of
participation in therapy [8]. Other unique aspects of youth treatment
may also explain why early alliance between the youth and therapist
was not related to premature termination in this study and in some
previous research. For example, given that youth rarely refer themselves
for treatment, a strong alliance between the parent and the child’s
therapist may prolong treatment even if the child-therapist alliance is
poor. Similarly, if the parent feels dissatisfied with the therapist, the
parent may discontinue treatment even if the child-therapist alliance
was strong [10,31]. In addition, parental commitment to therapy,
finances and family dynamics are some of the many added contributors
to the therapeutic process with youth [1,12,14,15]. Factors such as these
may have had a greater influence on participation in therapy in this
study than early alliance did. Clients may have left early from therapy
for a variety of reasons, or may have continued participation in spite of
a poor alliance.

With regard to the finding that externalizing clients rated the
alliance lower than internalizing clients at the 3 week time point, there
is some support for this finding in previous research [18,19,32]. At such
an early point in the therapeutic process the externalizing clients may
have had difficulty establishing a trusting bond with their therapist but
eventually came to develop a relationship similar to the internalizing
clients at the later time points. One reason for this finding may be
the difficulty that therapists express in establishing relationships with
youth who have externalizing problems [4,8,18,32]. For example, Eltz
et al. [18] found that children and adolescents with interpersonal issues
had more difficulty forming positive relationships with their treatment
providers than youth without interpersonal issues.

Although age was hypothesized to predict alliance ratings, in
this study the association was only observed at one time point. The
lack of association is not surprising given the tentative nature of the
relationship between age and alliance development in the literature
[8,33]. In an important meta-analysis Shirk and Karver [8] identified

only 23 published studies and dissertations addressing the therapeutic
alliance with youth. Although meta-analyses have found a similar
effect size for alliance in youth psychotherapy as compared to the adult
literature [3,8], client age has not been a reliable moderator in alliance-
outcome associations. Given that many of the studies included in
the meta-analyses were complicated by shortfalls in methodology,
measures used, and lack real world representation, the role of age in
alliance ratings and outcome requires further study.

Contrary to hypothesis, neither therapist alliance ratings nor youth
alliance ratings significantly predicted change in parent-report or
self-report of youth symptoms. The lack of an observed relationship
between alliance and symptom change was unexpected given that
several prior studies have found alliance to be influential on treatment
outcomes in varying degrees [2,4,5,34-36]. The therapeutic alliance
has been consistently established as an influential factor in the adult
therapy realm and some research supports the alliance as the factor
most predictive of outcome [2,4,35,36]; however, this relationship has
not been consistently demonstrated in child and adolescent studies
[8,37-39]. The variability in the findings may be due to the additional
factors which influence child and adolescent psychotherapy specifically.
For example, children are often compelled to attend treatment by their
caregivers, therapy with youth often involves the client as well as the
parents or the entire family, and children may form relationships in
a different manner than adults [13,14]. It is therefore unclear to what
degree we can expect to find parallel results across adult and youth
research on the therapeutic alliance [16,40].

Another possible explanation for the findings in this study was that
the sample was comprised of patients from an outpatient community
mental health center. Historically, research on child and adolescent
therapy has been conducted in university-based research clinics
through controlled trials [41-43]. Many researchers and practicing
clinicians have raised concerns about the lack of external validity of
clinical trial studies due to important differences in how therapy is
conducted in research settings compared to treatment provided in
usual-care settings [38,39,41,42]. Consequently, it is unknown how
well results of therapeutic alliance studies conducted in usual-care
settings may compare to results obtained under more highly controlled
conditions. Future research in this realm should expand upon the work
which has been conducted in community mental health centers as this
is a more generalizable population than controlled studies.

The present study had several strengths that warrant emphasis.
One useful strength was the collection of alliance ratings from multiple
perspectives including the youth participants and the therapists.
Another strength of this study was that data regarding the alliance and
symptom change was collected at multiple points for the duration of
therapy which allowed for a more dynamic understanding of these
aspects through the course of treatment. Finally, this study sampled
from youth, parents, and therapists in a real-world community-based
mental health system.

Although this study had several strengths, it was not without some
limitations. One important limitation of the current study is the lack
of variability in alliance scores rated by the adolescents as well as the
therapists. The finding that the relationship was rated highly across all
raters at all time points maybe due to a difference in the manner which
this construct manifests in psychotherapy with youth, or may simply
indicate that alliance ratings tend to be uniform and relatively high for
the large majority of cases.

Additionally, high variability in the types of procedures utilized
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during therapy, which is typical of practice in real-world settings’ and 2. Martin DJ, Garske JP, Qavis MK (2000) Relatlion Of‘the therapeutic al!iance with
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and theoretic orientation were not taken into account and this may

be just as influential on the therapeutic relationship and outcomes as
the variables examined [8,38,39,44]. Lastly, in this study concurrent
treatments were not accounted for in these analyses. It is possible that

3. Shirk SR, Karver MS, Brown R (2011) The alliance in child and adolescent
psychotherapy. Psychotherapy (Chic) 48: 17-24.

4. Bickman L, Vides de Andrade AR, Lambert WE, Doucette A, Sapyta J et al.

. . . R (2004) Youth therapeutic alliance in intensive treatment settings. The Journal
the alliance would form differently given certain extraneous factors of Behavioral Health & Service Research 31: 134-148.

such as participation in family therapy or usage of medications [8,30]. , ) )
5. DeVet KA, Kim YJ, Charlot-Swilley D, Ireys HT (2003) The therapeutic

Due to the lack of knowledge in the field of the influences on relationship in child therapy: perspectives of children and mothers. J Clin Child
. . . Adolesc Psychol 32: 277-283.
therapy with youth more research is needed, especially on those

variables outside of the therapeutic relationship. In light of the historical 6. Kazdin AE, Durbin KA (2012) Predictors of child-therapist alliance in cognitive-
. f the th ic alli d di . 1d behavioral treatment of children referred for oppositional and antisocial
importance of the therapeutic alliance and client treatment it wou behavior. Psychotherapy (Chic) 49: 202-217.

also be desirable to expand our understanding of the various influences

. . . 7. Kazdin AE, Marci PL, Whitley MK (2 The th ic alli i
which are unique to child and adolescent therapy. In order to have an azdin AE, Marciano PL, Whitley (2009) The therapeutic alliance in

cognitive-behavioral treatment of children referred for oppositional, aggressive,

understanding of if and how the therapeutic alliance has an effect future and antisocial behavior. J Consult Clin Psychol 73: 726-730.

researchets coul'd include this common faCtor.H_l their lnvestlgatlons. of 8. Shirk SR, Karver M (2003) Prediction of treatment outcome from relationship
therapy with children and adolescents. To facilitate the understanding variables in child and adolescent therapy: a meta-analytic review. J Consult
of the alliance influence on psychotherapy with youth future research Clin Psychol 71: 452-464.

will need to include investigations of the potential influence of age, 9. zuroff DC, Blatt SJ (2006) The therapeutic relationship in the brief treatment
behavior type, various raters of the relationship and the development of depression: contributions to clinical improvement and enhanced adaptive
of the relationship over time [4,8,12,17,19,45,46]. Although these areas capacities. J Consult Clin Psychol 74: 130-140.

of interest have been suggested in previous research to be potential 10. Garcia JA, Weisz JR (2002) When youth mental health care stops: Therapeutic

relationship problems and other reasons for ending youth outpatient treatment.

influences on the development of the alliance, a compelling base of
P P 8 Journal of Consulting and Clinical Psychology 70: 439-443.

literature is not yet available to make these claims with certainty [8].
11. Hilliard RB, Henry WP, Strupp HH (2000) An interpersonal model of

There has been some empirical substantiation that early ratings psychotherapy: linking patient and therapist developmental history, therapeutic
of the alliance are an indicator of completion of treatment in child process, and types of outcome. J Consult Clin Psychol 68: 125-133.
and adolescent psychotherapy [10,33,47]. The early relationship and 12. Hawley KM, Weisz JR (2005) Youth versus parent working alliance in usual
how the relationship changes over the course of treatment may be a clinical care: dlistincltive associations with retention, satisfaction, and treatment
determining factor of whether clients obtain the amount of treatment outcome. J Clin Child Adolesc Psychol 34: 117-128.
needed before terminating therapy. Furthermore, there has been recent 13. Kazdin AE (2003) Psychotherapy for children and adolescents. Annu Rev

corroboration for the relationship of alliance and therapeutic outcomes Psychol 54: 253-276.

in youth psychotherapy [8,18]. Given that it may be possible to keep 14.McLeod BD, Weisz JR (2005) The therapy process observational coding

clients from prematurely terminating treatment the fundamentals of system-alliance scale: measure characteristics and prediction of outcome in
) A .p Y . . & ] usual clinical practice. J Consult Clin Psychol 73: 323-333.

this association should be identified by future researchers in order to

maximize retention in therapy. 15. Weersing VR, Weisz JR (2002) Mechanisms of action in youth psychotherapy.

J Child Psychol Psychiatry 43: 3-29.

Although some advancement in the field of child and adolescent 16 Kazdin AE, Whitley M, Marciano PL (2006) Child-therapist and parent-therapist
psychotherapy research have been made in the direction of assessing alliance and therapeutic change in the treatment of children referred for
therapy outside of controlled trials. more movement towards oppositional, aggressive, and antisocial behavior. J Child Psychol Psychiatry

? 47: 436-445.
understanding the therapeutic process in real life clinics is needed
[38,39,43]. To date the majority of research has been executed in 17. Kaufman NK, Rohde P, Seeley JR, Clarke GN, Stice E (2005) Potential

. . .. . mediators of cognitive-behavioral therapy for adolescents with comorbid major
settings that differ greatly from everyday clinical practice [38,39,43]. depression and conduct disorder. J Consult Clin Psychol 73: 38-46.
Additionally, practicing clinicians have asserted that empirical findings
are of little relevance to the work they conduct with their clients [43]. If
professionals in the field are not able to utilize the considerable amount 196 J(2008) Annotation: the th iic ali nificant but nealected

. . . . . . . Green nnotation: the therapeutic alliance--a significant but neglecte
of research belng pubhshed then a dlsp arity exists which needs to be variable in child mental health treatment studies. J Child Psychol Psychiatry
addressed and by continuing research in real world settings the gap can 47: 425-435.
be minimized [38,39,43].
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20. Oetzel KB, Scherer DG (2003) Therapeutic Engagement with Adolescents in
Acknowledgements Psychotherapy. Psychotherapy: Theory, Research, Practice, Training 40: 215-
225.
We express sincere appreciation to Catherine Carter, Dave Justice, and Mark ) . ! . )
p PP 21.Kazdin AE, Whitley MK (2006) Pretreatment social relations, therapeutic

Latkowski for their administrative assistance and database management for this
project. We also express appreciation to Melissa Richardson, Erin Parker, and
Brittany Willey for their contributions to this manuscript.

alliance, and improvements in parenting practices in parent management
training. J Consult Clin Psychol 74: 346-355.

22. Wells MG, Burlingame GM, Lambert MJ (1999) The Youth Outcome
Questionnaire (Y-OQ). In: ME Maruish (1999) The use of psychological testing
for treatment planning and outcomes assessment. (2ndedn), Mahwaw, New

This article is based on the doctoral dissertation of Golee Abrishami.
Correspondence concerning this article should be addressed to Jared S Warren.

References Jersey.

1. Campbell AF, Simmonds JG (2011) Therapist perspectives on the therapeutic 23. Jacobson NS, Truax P (1991) Clinical significance: A statistical approach to
alliance with children and adolescents. Counselling Psychology Quarterly 24: defining meaningful change in psychotherapy research. Journal of Consulting
195-209. and Clinical Psychology 59: 12-19.

J Child Adolesc Behav
ISSN: 2375-4494 JCALB, an open access journal

Volume 1 « Issue 2 + 1000110


http://www.tandfonline.com/doi/abs/10.1080/09515070.2011.620734
http://www.tandfonline.com/doi/abs/10.1080/09515070.2011.620734
http://www.tandfonline.com/doi/abs/10.1080/09515070.2011.620734
http://www.ncbi.nlm.nih.gov/pubmed/10883561
http://www.ncbi.nlm.nih.gov/pubmed/10883561
http://www.ncbi.nlm.nih.gov/pubmed/10883561
http://www.ncbi.nlm.nih.gov/pubmed/21401270
http://www.ncbi.nlm.nih.gov/pubmed/21401270
http://link.springer.com/article/10.1007/BF02287377
http://link.springer.com/article/10.1007/BF02287377
http://link.springer.com/article/10.1007/BF02287377
http://www.ncbi.nlm.nih.gov/pubmed/12679286
http://www.ncbi.nlm.nih.gov/pubmed/12679286
http://www.ncbi.nlm.nih.gov/pubmed/12679286
http://www.ncbi.nlm.nih.gov/pubmed/22642524
http://www.ncbi.nlm.nih.gov/pubmed/22642524
http://www.ncbi.nlm.nih.gov/pubmed/22642524
http://www.ncbi.nlm.nih.gov/pubmed/16173860
http://www.ncbi.nlm.nih.gov/pubmed/16173860
http://www.ncbi.nlm.nih.gov/pubmed/16173860
http://www.ncbi.nlm.nih.gov/pubmed/12795570
http://www.ncbi.nlm.nih.gov/pubmed/12795570
http://www.ncbi.nlm.nih.gov/pubmed/12795570
http://www.ncbi.nlm.nih.gov/pubmed/16551150
http://www.ncbi.nlm.nih.gov/pubmed/16551150
http://www.ncbi.nlm.nih.gov/pubmed/16551150
http://psycnet.apa.org/journals/ccp/70/2/439/
http://psycnet.apa.org/journals/ccp/70/2/439/
http://psycnet.apa.org/journals/ccp/70/2/439/
http://www.ncbi.nlm.nih.gov/pubmed/10710847
http://www.ncbi.nlm.nih.gov/pubmed/10710847
http://www.ncbi.nlm.nih.gov/pubmed/10710847
http://www.ncbi.nlm.nih.gov/pubmed/15677286
http://www.ncbi.nlm.nih.gov/pubmed/15677286
http://www.ncbi.nlm.nih.gov/pubmed/15677286
http://www.ncbi.nlm.nih.gov/pubmed/12185210
http://www.ncbi.nlm.nih.gov/pubmed/12185210
http://www.ncbi.nlm.nih.gov/pubmed/15796640
http://www.ncbi.nlm.nih.gov/pubmed/15796640
http://www.ncbi.nlm.nih.gov/pubmed/15796640
http://www.ncbi.nlm.nih.gov/pubmed/11848335
http://www.ncbi.nlm.nih.gov/pubmed/11848335
http://www.ncbi.nlm.nih.gov/pubmed/16671927
http://www.ncbi.nlm.nih.gov/pubmed/16671927
http://www.ncbi.nlm.nih.gov/pubmed/16671927
http://www.ncbi.nlm.nih.gov/pubmed/16671927
http://www.ncbi.nlm.nih.gov/pubmed/15709830
http://www.ncbi.nlm.nih.gov/pubmed/15709830
http://www.ncbi.nlm.nih.gov/pubmed/15709830
http://www.ncbi.nlm.nih.gov/pubmed/7606521
http://www.ncbi.nlm.nih.gov/pubmed/7606521
http://www.ncbi.nlm.nih.gov/pubmed/16671926
http://www.ncbi.nlm.nih.gov/pubmed/16671926
http://www.ncbi.nlm.nih.gov/pubmed/16671926
http://psycnet.apa.org/journals/pst/40/3/215/
http://psycnet.apa.org/journals/pst/40/3/215/
http://psycnet.apa.org/journals/pst/40/3/215/
http://www.ncbi.nlm.nih.gov/pubmed/16649879
http://www.ncbi.nlm.nih.gov/pubmed/16649879
http://www.ncbi.nlm.nih.gov/pubmed/16649879
http://psycnet.apa.org/journals/ccp/59/1/12/
http://psycnet.apa.org/journals/ccp/59/1/12/
http://psycnet.apa.org/journals/ccp/59/1/12/

Citation: Abrishami GF, Warren JS (2013) Therapeutic Alliance and Outcomes in Children and Adolescents Served in a Community Mental Health
System. J Child Adolesc Behav 1: 110. doi:10.4172/2375-4494.1000110

Page 7 of 7

24,

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

Chung WS, Pardeck JT, Murphy JW (1995) Factors associated with premature
termination of psychotherapy by children. Adolescence 30: 717-721.

Kazdin AE, Mazurick JL (1994) Dropping out of child psychotherapy:
distinguishing early and late dropouts over the course of treatment. J Consult
Clin Psychol 62: 1069-1074.

Venable WM, Thompson B (1998) Caretaker Psychological Factors Predicting
Premature Termination of Children’s Counseling. Journal of Counseling &
Development 76: 286-293.

Robinson KE, Rapport LJ (2002) Outcomes of a school-based mental health
program for youth with serious emotional disorders. Psychology in the Schools
39: 661-675.

Russell K (2003) An Assessment of Outcomes in Outdoor Behavioral
Healthcare Treatment. Child & Youth Care Forum 32: 355-381.

Principe JM, Marci CD, Glick DM, Ablon JS (2006) The relationship among
patient contemplation, early alliance, and continuation in psychotherapy.
Psychotherapy (Chic) 43: 238-243.

Kazdin AE, Holland L, Crowley M (1997) Family experience of barriers to
treatment and premature termination from child therapy. J Consult Clin Psychol
65: 453-463.

Garber BD (2004) Therapist Alienation: Forseeing and Forestalling Third-Party
Dynamics Undermining Psychotherapy with Children of Conflicted Caregivers.
Professional Psychology: Research and Practice 35: 357-363.

Johansson H, Eklund M (2006) Helping alliance and early dropout from
psychiatric out-patient care: the influence of patient factors. Soc Psychiatry
Psychiatr Epidemiol 41: 140-147.

Hogue A, Dauber S, Stambaugh LF, Cecero JJ, Liddle HA (2006) Early
therapeutic alliance and treatment outcome in individual and family therapy for
adolescent behavior problems. J Consult Clin Psychol 74: 121-129.

Gaston L (1990) Concept of the alliance and its role in psychotherapy:
Theoretical and empirical considerations. Psychotherapy: Theory, Research,
Practice, Training 27: 143-153.

Orlinsky DE, Grawe K, Parks BK (1994) Process and Outcome in
Psychotherapy. In: Bergin AE, Garfield SL (1994) Handbook of Psychotherapy
and Behavior Change. (4thedn), Wiley, New York.

37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

47.

. Puschner B, Bauer S, Horowitz LM, Kordy H (2005) The relationship between
interpersonal problems and the helping alliance. J Clin Psychol 61: 415-429.

Weisz JR, Weiss B, Alicke MD, Klotz ML (1987) Effectiveness of psychotherapy
with children and adolescents: a meta-analysis for clinicians. J Consult Clin
Psychol 55: 542-549.

Weisz JR, Donenberg GR, Han SS, Weiss B (1995) Bridging the gap between
laboratory and clinic in child and adolescent psychotherapy. J Consult Clin
Psychol 63: 688-701.

Weisz JR, Weiss B, Han SS, Granger DA, Morton T (1995) Effects of
psychotherapy with children and adolescents revisited: a meta-analysis of
treatment outcome studies. Psychol Bull 117: 450-468.

Kazdin AE (2004) Psychotherapy for children and adolescents. In: Lambert
M (2004) Bergin and Garfield’s Handbook of Psychotherapy and Behavior
Change. John Wiley and Sons Inc, New York.

Burns BJ, Hoagwood K, Mrazek PJ (1999) Effective treatment for mental
disorders in children and adolescents. Clin Child Fam Psychol Rev 2: 199-254.

Kazdin AE, Bass D, Ayers WA, Rodgers A (1990) Empirical and clinical focus
of child and adolescent psychotherapy research. J Consult Clin Psychol 58:
729-740.

Kazdin AE, Siegel TC, Bass D (1990) Drawing on clinical practice to inform
research on child and adolescent psychotherapy: survey of practitioners.
Professional Psychology: Research and Practice 21: 189-198.

Stevens SE, Hynan MT, Allen M (2000) A Meta-Analysis of Common Factor
and Specific Treatment Effects Across the Outcome Domains of the Phase
Model of Psychotherapy. Clinical Psychology: Science and Practice 7: 273-
290.

Diamond GM, Hogue A, Liddle HA, Dakof GA (1999) Alliance-building
interventions with adolescents in family therapy: a process study. Psychotherapy
36: 355-368.

Kazdin AE, Nock MK (2003) Delineating mechanisms of change in child and
adolescent therapy: methodological issues and research recommendations. J
Child Psychol Psychiatry 44: 1116-1129.

Robbins MS, Liddle HA, Turner CW, Dakof GA, Alexander JF, et al. (2006)
Adolescent and parent therapeutic alliances as predictors of dropout in
multidimensional family therapy. J Fam Psychol 20: 108-116.

J Child Adolesc Behav
ISSN: 2375-4494 JCALB, an open access journal

Volume 1 « Issue 2 + 1000110


http://www.ncbi.nlm.nih.gov/pubmed/7484354
http://www.ncbi.nlm.nih.gov/pubmed/7484354
http://www.ncbi.nlm.nih.gov/pubmed/7806717
http://www.ncbi.nlm.nih.gov/pubmed/7806717
http://www.ncbi.nlm.nih.gov/pubmed/7806717
http://onlinelibrary.wiley.com/doi/10.1002/j.1556-6676.1998.tb02544.x/abstract
http://onlinelibrary.wiley.com/doi/10.1002/j.1556-6676.1998.tb02544.x/abstract
http://onlinelibrary.wiley.com/doi/10.1002/j.1556-6676.1998.tb02544.x/abstract
http://onlinelibrary.wiley.com/doi/10.1002/pits.10064/abstract?deniedAccessCustomisedMessage=&userIsAuthenticated=false
http://onlinelibrary.wiley.com/doi/10.1002/pits.10064/abstract?deniedAccessCustomisedMessage=&userIsAuthenticated=false
http://onlinelibrary.wiley.com/doi/10.1002/pits.10064/abstract?deniedAccessCustomisedMessage=&userIsAuthenticated=false
http://link.springer.com/article/10.1023/B:CCAR.0000004507.12946.7e
http://link.springer.com/article/10.1023/B:CCAR.0000004507.12946.7e
http://www.ncbi.nlm.nih.gov/pubmed/22122041
http://www.ncbi.nlm.nih.gov/pubmed/22122041
http://www.ncbi.nlm.nih.gov/pubmed/22122041
http://www.ncbi.nlm.nih.gov/pubmed/9170769
http://www.ncbi.nlm.nih.gov/pubmed/9170769
http://www.ncbi.nlm.nih.gov/pubmed/9170769
http://psycnet.apa.org/journals/pro/35/4/357/
http://psycnet.apa.org/journals/pro/35/4/357/
http://psycnet.apa.org/journals/pro/35/4/357/
http://www.ncbi.nlm.nih.gov/pubmed/16372143
http://www.ncbi.nlm.nih.gov/pubmed/16372143
http://www.ncbi.nlm.nih.gov/pubmed/16372143
http://www.ncbi.nlm.nih.gov/pubmed/16551149
http://www.ncbi.nlm.nih.gov/pubmed/16551149
http://www.ncbi.nlm.nih.gov/pubmed/16551149
http://psycnet.apa.org/journals/pst/27/2/143/
http://psycnet.apa.org/journals/pst/27/2/143/
http://psycnet.apa.org/journals/pst/27/2/143/
http://books.google.co.in/books?ei=iVoTUtTAMMbYrQfHmICwDg&id=btJrAAAAMAAJ&dq=Handbook+of+Psychotherapy+and+Behavior+Change&q=Process+and+outcome+in+psychotherapy#search_anchor
http://books.google.co.in/books?ei=iVoTUtTAMMbYrQfHmICwDg&id=btJrAAAAMAAJ&dq=Handbook+of+Psychotherapy+and+Behavior+Change&q=Process+and+outcome+in+psychotherapy#search_anchor
http://books.google.co.in/books?ei=iVoTUtTAMMbYrQfHmICwDg&id=btJrAAAAMAAJ&dq=Handbook+of+Psychotherapy+and+Behavior+Change&q=Process+and+outcome+in+psychotherapy#search_anchor
http://www.ncbi.nlm.nih.gov/pubmed/15503317
http://www.ncbi.nlm.nih.gov/pubmed/15503317
http://www.ncbi.nlm.nih.gov/pubmed/3624610
http://www.ncbi.nlm.nih.gov/pubmed/3624610
http://www.ncbi.nlm.nih.gov/pubmed/3624610
http://www.ncbi.nlm.nih.gov/pubmed/7593861
http://www.ncbi.nlm.nih.gov/pubmed/7593861
http://www.ncbi.nlm.nih.gov/pubmed/7593861
http://www.ncbi.nlm.nih.gov/pubmed/7777649
http://www.ncbi.nlm.nih.gov/pubmed/7777649
http://www.ncbi.nlm.nih.gov/pubmed/7777649
http://www.ncbi.nlm.nih.gov/pubmed/11225935
http://www.ncbi.nlm.nih.gov/pubmed/11225935
http://www.ncbi.nlm.nih.gov/pubmed/2292623
http://www.ncbi.nlm.nih.gov/pubmed/2292623
http://www.ncbi.nlm.nih.gov/pubmed/2292623
http://psycnet.apa.org/journals/pro/21/3/189/
http://psycnet.apa.org/journals/pro/21/3/189/
http://psycnet.apa.org/journals/pro/21/3/189/
http://onlinelibrary.wiley.com/doi/10.1093/clipsy.7.3.273/abstract?deniedAccessCustomisedMessage=&userIsAuthenticated=false
http://onlinelibrary.wiley.com/doi/10.1093/clipsy.7.3.273/abstract?deniedAccessCustomisedMessage=&userIsAuthenticated=false
http://onlinelibrary.wiley.com/doi/10.1093/clipsy.7.3.273/abstract?deniedAccessCustomisedMessage=&userIsAuthenticated=false
http://onlinelibrary.wiley.com/doi/10.1093/clipsy.7.3.273/abstract?deniedAccessCustomisedMessage=&userIsAuthenticated=false
http://psycnet.apa.org/journals/pst/36/4/355/
http://psycnet.apa.org/journals/pst/36/4/355/
http://psycnet.apa.org/journals/pst/36/4/355/
http://www.ncbi.nlm.nih.gov/pubmed/14626454
http://www.ncbi.nlm.nih.gov/pubmed/14626454
http://www.ncbi.nlm.nih.gov/pubmed/14626454
http://www.ncbi.nlm.nih.gov/pubmed/16569095
http://www.ncbi.nlm.nih.gov/pubmed/16569095
http://www.ncbi.nlm.nih.gov/pubmed/16569095

	Title
	Corresponding author
	Abstract 
	Keywords
	Introduction
	The construct of therapeutic alliance 
	Therapeutic alliance and outcomes in child and adolescent psychotherapy  
	Hypotheses

	Method
	Participants

	Measures
	Psychotherapy outcome 
	Therapeutic alliance 

	Procedure
	Data Analysis 
	Results
	Discussion
	Acknowledgements
	References
	Table 1
	Table 2

