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Abstract

Objective—This study examined changes in the therapeutic alliance and in self-reported anxiety 

over the course of 16 weeks of manual-based family treatment for child anxiety disorders.

Method—86 children (51.3% female; aged 7.15 to 14.44; 86.2% Caucasian, 14.8% minority) 

with a principal diagnosis of separation anxiety disorder, generalized anxiety disorder, and/or 

social phobia, and their parents, received family treatment for anxiety disorders in youth. Child, 

therapist, and parent ratings of therapeutic alliance and child ratings of state anxiety were 

measured each session. Latent difference score growth modeling investigated the interacting 

relationship.

Results—Therapeutic alliance change, as rated by the mother and by the therapist, was a 

significant predictor (medium effect) of latter change in child anxiety (with greater therapeutic 

alliance leading to later reduction in anxiety). However, changes in child-reported anxiety also 

predicted latter change in father- and therapist-reported alliance (small-to-medium effect). 

Prospective relationships between child-reported therapeutic alliance and child-reported symptom 

improvement were not significant.

Conclusions—Results provide partial support for a reciprocal model in which therapeutic 

alliance improves outcome, and anxiety reduction improves therapeutic alliance.
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Studies have reported that therapeutic alliance components can be predictive of a favorable 

treatment outcome in adults and youth across various treatment modalities (see Horvath & 

Symonds, 1991; Martin, Garske, & Davis, 2000; McLeod, 2011; Shirk, Karver, & Brown, 

2011). In child therapy, current conceptualizations of therapeutic alliance find that a 

unidimensional model of therapeutic alliance—one that incorporates the affective bond and 

agreement/collaboration on tasks and goals—is developmentally applicable and supported 
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by data (DiGiuseppe, Linscott, & Jilton, 1996; Faw, Hogue, Johnson, Diamond, & Liddle, 

2005). Therapeutic alliance, as such defined, is viewed as a process that evolves across a 

course of treatment (e.g., Kendall et al., 2009). Across treatments for child disorders, 

therapeutic alliance has been found to be a modest predictor of treatment outcome (McLeod, 

2011; Shirk et al., 2011), but at present the role of therapeutic alliance in symptom reduction 

within the treatment of child anxiety disorders specifically remains poorly understood.

A strong therapeutic alliance may be particularly important for successful treatment with 

youth (Chu et al., 2004; Elvins & Green, 2008; Kazdin, Witley, & Marciano, 2006; Shirk, 

Karver, and Brown, 2011). Therapy for youth is typically not self-sought, and many 

interventions are either advised or mandated by others. Children are often referred by a 

school, agency, court, or other social service provider for treatment of problems that they do 

not believe they have. A favorable therapeutic alliance may be needed to complete therapy 

tasks, such as the exposure tasks that have been deemed critical to improvement (Beutler & 

Harwood 2002; Kazdin & Weisz, 1998; Kendall et al., 2009). By definition, exposure tasks 

are distressing to the client and therefore trust and confidence in the therapist can be vital. 

That is, a strong therapeutic alliance—characterized by agreement/collaboration on tasks 

and goals in the context of a strong affective bond—may be essential to the child's ability 

and willingness to confront fears and eventually overcome them (Kendall, Chu, Gifford, 

Hayes, & Nauta, 1998; Ollendick & King, 1998). Therapeutic alliance has been linked to 

family treatment involvement and retention (Hawley & Weisz, 2005), increased treatment 

acceptability, and lower perceived barriers to care (Kazdin et al., 2005).

Regarding therapy for youth, an initial meta-analysis (Shirk & Karver, 2003) found an 

overall effect size of r = 0.21 between treatment outcome and the therapeutic relationship, 

which was roughly comparable to the pooled effect size reported in Martin, Garske, and 

Davis’ (2000) meta-analysis examining therapeutic alliance and outcome within the broad 

population of clients across the lifespan. Such effects are significant but small, as they 

explain only a modest portion of the outcome variance. Although this initial meta-analytic 

evidence supported the therapeutic relationship as a predictor of child symptom 

improvement, limitations precluded causal inferences. Most of the included studies 

employed cross sectional analyses, whereby treatment responders typically reported stronger 

therapeutic relationships than non-responders at post treatment. Moreover, most of the 

included studies did not examine therapeutic alliance per se, but rather the overall 

therapeutic relationship.

Recent empirical work has more consistently employed longitudinal designs in the study of 

therapeutic alliance and outcomes in child therapy (e.g., Chiu et al., 2009; Liber et al., 2010; 

McLeod & Weisz, 2005). McLeod (2011) recently meta-analyzed the relevant child therapy 

literature, which had grown by roughly 65% since the initial Shirk and Karver (2003) meta-

analysis. Although most studies in Shirk and Karver examined the therapeutic relationship in 

general, rather than therapeutic alliance per se, McLeod’s more recent meta-analysis 

examined 38 studies investigating the link between therapeutic alliance and outcome across 

various modes of child therapy (e.g., individual, family, parent, multisystemic). McLeod 

found a small overall weighted association between therapeutic alliance and outcome (r = 

0.14). Meta-analytic findings based solely on prospective studies that measured therapeutic 

Marker et al. Page 2

J Clin Child Adolesc Psychol. Author manuscript; available in PMC 2014 November 08.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



alliance prior to outcome within the context of individual child therapy indicate a higher 

weighted effect size (r = 0.22), particularly for behavioral interventions (Shirk, Karver, & 

Brown, 2011).

To date, much of the prospective child therapy research on therapeutic alliance and outcome 

has relied on two-wave or three-wave approaches to longitudinal data (e.g., early vs. later 

session data; pre- vs. mid- vs. post-treatment data). Such work does not afford rich 

examination of trajectories across treatment, and the dynamic interplay between therapeutic 

alliance and outcome across time. Moreover, research has not ruled out reverse causation 

(see Crits-Cristoph, Gibbons, Hamilton, Ring-Kurtz, & Gallop, 2011), in which therapeutic 

alliance is simply a marker for improvements to-date (i.e., earlier symptom reductions, 

rather than therapeutic alliance, lead to subsequent symptom reductions). In the case of 

childhood anxiety, it is possible that treatment response (i.e., child anxiety reductions), in 

turn, leads to more favorable therapeutic alliance. The present study evaluates both timing 

effects and reverse causality in the examination of therapeutic alliance and anxiety measured 

each week across the course of therapy.

Regarding therapeutic alliance and anxiety, does one bring about change in the other? Many 

suggest that a strong therapeutic alliance can promote symptom response in the treatment of 

childhood anxiety (e.g., Chu et al., 2004), although research has yet to evaluate therapeutic 

alliance-outcome relationships with multiple perspectives reporting on therapeutic alliance. 

Initial reports suggested no relationship between therapeutic alliance and anxiety in the 

context of individual child therapy (Kendall, 1994; Kendall et al., 1997), although these 

studies used child-reported therapeutic alliance, measured at posttreatment rather than 

prospectively, which offered only a truncated range (mostly high) of therapeutic alliance 

ratings (see also Chu et al., 2004). In addition, recent analyses incorporating observational 

therapeutic alliance data have produced mixed findings. Chiu, McLeod, Har and Wood 

(2009) found that early therapeutic alliance predicted mid-treatment anxiety response, but 

not post-treatment anxiety response, and improvements in therapeutic alliance across the 

course of treatment predicted better post-treatment outcomes. In contrast, Liber and 

colleagues (2010) found minimal association between early therapeutic alliance and 

treatment response.

A challenge in this area is how to evaluate hypotheses regarding the dynamic interaction of 

therapeutic alliance and symptoms across therapy. Two-wave (i.e., early versus later) data 

analyses are insufficient to address such transactional relationships. One method for 

examining these processes over time is the latent difference score model (McArdle, 2001, 

2009; McArdle & Hamagami, 2001), which affords examination of how one variable affects 

later change in another variable and vice-versa. Thus, we can determine the influence of 

therapeutic alliance on later change in anxiety and anxiety’s influence on later therapeutic 

alliance change.

The present study tested whether the therapeutic alliance—unidimensionally characterized 

by agreement/collaboration on tasks and goals in the context of a strong affective bond—

predicts subsequent anxiety reduction, as well as whether anxiety reduction predicts 

subsequently improved therapeutic alliance, in a family-based treatment for childhood 

Marker et al. Page 3

J Clin Child Adolesc Psychol. Author manuscript; available in PMC 2014 November 08.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



anxiety disorders. As Kazdin and Nock (2003) noted, such work involves using a repeated 

measures design to assess process and symptom variables at multiple time points throughout 

therapy to demonstrate both an association between therapeutic alliance and symptom 

change, and temporal precedence (e.g., that therapeutic alliance/anxiety change predicts 

subsequent anxiety/alliance change). Traditional two-wave (e.g., pre- vs. post-treatment) 

approaches are limited in the extent to which they can evaluate the shape of therapeutic 

alliance growth across treatment and assess nonlinear trajectories. Consistent with Barber, 

Connolly, Crits-Christoph, Gladis and Siquel and (2000), we evaluated changes within a 

treatment, rather than comparing across treatments (see Teachman, Marker, & Smith-Janick, 

2008; Teachman, Marker, & Clerkin, 2010). Self-reported anxiety was assessed prior to 

each session, and therapeutic alliance was assessed following each session. This method 

permitted us to model the change trajectories for anxiety and therapeutic alliance, and then 

use structural equation modeling (SEM) to test whether change in therapeutic alliance 

predicted later changes in anxiety, and/or whether change in anxiety predicted later change 

in therapeutic alliance. Given previous literature, it was hypothesized that therapeutic 

alliance would predict later improvement in symptoms. We also expected a reciprocal 

relationship whereby improvement in anxiety symptoms preceded growth in therapeutic 

alliance.

Methods

Participants

Participants included 86 youths (51.3% female) whose ages ranged between 7.15 and 14.44 

(M=10.19, SD=1.7), and their parents. They were referred to and obtained treatment from 

the Child and Adolescent Anxiety Disorders Clinic (CAADC) as part of a larger randomized 

clinical trial (RCT; Kendall et al, 2008). Children’s race/ethnicity was: 86.2% Caucasian, 

7.2% African American, and 6.6% classified as Other. The yearly household income was as 

follows: 8.6% of the families earned less than $29,999; 22.4% earned between $30,000 and 

$59,999; and the other 61.8% earned $60,000 or greater. All of the referred youth met 

criteria for a diagnosis of separation anxiety disorder (SAD), generalized anxiety disorder 

(GAD), and/or social phobia (SP) based on the Anxiety Disorders Interview Schedule for 

Children and Parents for DSM–IV (ADIS C/P; Silverman & Albano, 1996). Exclusionary 

criteria included (a) an IQ of below 80, (b) psychotic symptoms present during intake, or (c) 

prescription of antidepressant or anti-anxiety medication. Sixty-seven children lived with 

both their mother and their father, and 83 mothers and 54 fathers participated in the present 

study. In several cases, only one parent in two-parent families was available. Therapeutic 

alliance data from 5 children were not available, so these children were not included.

Measures

Diagnostic status—The ADIS-C/P (Silverman & Albano, 1996) is a semi-structured 

diagnostic interview that assesses child psychopathology according to DSM–IV criteria. The 

ADIS-C (child version) and the ADIS-P (parent version) were used to collect data on the 

child’s and parents’ reports of the child’s anxiety. Silverman and Ollendick (2005) noted 

that the ADIS-C/P is reliable, valid, and sensitive to change. The anxiety disorders section of 

the ADIS-C/P for DSM–IV has demonstrated strong concurrent validity (Wood, Piacentini, 
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Bergman, McCracken, & Barrios, 2002). In age ranges comparable with those of the present 

sample, the interview has demonstrated good reliability for parent (ranging from .65 to .88) 

and child (ranging from .63 to .88) diagnostic profiles (Silverman & Ollendick, 2005; 

Silverman, Saavedra, & Pina, 2001).

Therapeutic alliance—The child’s perception of the therapeutic alliance was measured 

using a revised Therapeutic Alliance Scale for Children (TASC; Shirk & Saiz, 1992; 

adapted to assess the therapeutic alliance at each session). Items are consistent with original 

TASC items, with the exception that the time frame referred to “in the past week.” The 

revised Child TASC (TASC-r) is a 12-item scale completed by the child (e.g., “I liked 

spending time with my therapist,” “I felt like my therapist was on my side and tried to help 

me”). Items are rated on a 4-point scale ranging from 1 (not at all) to 4 (very much). 

Although initial TASC reports supported the use of three therapeutic alliance subscales (i.e., 

positive bond, negativity, task collaboration; Shirk & Saiz, 1992), recent applications and 

conceptualizations in child therapy find a unidimensional model of therapeutic alliance 

(which combines these three components) as more developmentally applicable and 

supported (DiGiuseppe, Linscott, & Jilton, 1996; Faw, Hogue, Johnson, Diamond, & Liddle, 

2005). The items in the revised weekly TASC were summed for the present purposes (see 

also Kendall et al., 2009 and Creed & Kendall, 2005 for similar applications of the TASC-r). 

Children were informed that their ratings would be confidential and that their therapist 

would not see their responses. The child completed the TASC-r separate from the therapist 

at the conclusion of each session and deposited it in a sealed box.

In a sample of anxiety-disordered youths, the Child TASC-r total scores had high internal 

consistency at each session (child α from .88 to .92; therapist from .94 to .96; Creed & 

Kendall, 2005), supporting its use as a unidimensional measure. In the present study, alpha 

coefficients were very high across sessions for child-report and for therapist-report (α from .

83 to .91, Mean α = .87). The quality of the therapeutic alliance is expected to fluctuate over 

time (Safran, 1993; Safran & Muran, 2006), and so retest reliability of the TASC reflects 

both true therapeutic alliance change and the measure’s consistency (14 day test-retest = .65 

for children and .82 for therapist; Harrison, 2007). The goal then is to find a measure that is 

reliable, but also measures change over time. The therapist’s perception of the child-

therapist alliance was measured with a therapist version of the TASC. The 12-question 

Therapist TASC-r has items parallel in content to those on the Child TASC-r. Parent 

perception of the child-therapist alliance was measured with a parent version of the TASC. 

The Parent TASC-r assessed the parent view of the child-therapist alliance at each session. 

Internal consistency of these parent-reports of the child-therapist alliance was strong in the 

present sample (αMother from .68 to .82, Mean αMother = .75; αFather from .72 to .89, Mean 

αFather = .83).

State Anxiety—State-Trait Anxiety Inventory for Children (STAIC; Spielberger, 1973). 

The STAIC is comprised of separate, self-report scales for measuring state anxiety (State 

form) and trait anxiety (Trait form). The STAIC is similar in conception and structure to the 

adult State-Trait Anxiety Inventory (STAI, Spielberger, Gorsuch, & Lushene, 1970) and is 

commonly used in treatment studies. In the original normative sample, the alpha coefficients 
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for the STAIC was 0.82 for males and 0.87 for females. This study focused on child state 

anxiety (STAIC State form), which has a 6 month test-retest reliability of .47, suggesting 

that an adequate amount of change can be measured (Beidel, Fink, & Turner, 1996). For the 

present purposes, we administered an adapted version of the STAIC (State form) at the 

beginning of each session, with instructions for the child to report on their experience of 

anxiety during the past week. The time frame of these instructions differs from the original 

STAIC (State form), which has individuals report on their experiences in the moment. 

Applying a 1-week time frame for the State form of the STAI has been used successfully in 

previous research examining transient anxiety symptoms in youth (e.g., Biegel et al., 2009). 

In the present sample, internal consistency for this adapted STAIC (State form) was high (α 

from .65 to .97, Mean α = .89).

Procedures

Study procedures were conducted under approval of the Temple University IRB. Children 

were referred to the CAADC by parents, school personnel, and mental health professionals 

for anxiety treatment. Parents completed procedures of informed consent, and children 

provided assent. At intake, participants were administered the ADIS-C/P. For each child, 

separate diagnosticians conducted the parent and child ADIS interviews. Diagnosticians 

each conducted an approximately equal number of parent and child interviews to control for 

potential bias. Evaluation of agreement among diagnosticians revealed high inter-rater 

reliability (k = .80). Following the interview, each diagnostician independently assigned 

diagnoses (for details, see Silverman & Albano, 1996), resulting in three diagnostic profiles 

for each child: (a) child self-report diagnoses, (b) parent-report child diagnoses, and (c) 

composite child diagnoses (generated by integrating the independent diagnostic profiles 

using the “or” rule; see Comer & Kendall, 2004; Silverman & Albano, 1996). Using 

composite diagnoses, three overlapping groups were identified: children meeting criteria for 

SAD, for SP, and for GAD. As is typical (Verduin & Kendall, 2003), comorbidity among 

the anxiety disorders was high, with 60% of the participating youths meeting criteria for 

more than one of the three diagnoses. Thirty percent met criteria for attention deficit/

hyperactivity disorder, 14% met for oppositional defiant disorder, 10% percent met for 

major depressive disorder or dysthymic disorder, and 1% met for conduct disorder.

All children from a larger RCT (Kendall et al., 2008) who participated in family treatment 

for child anxiety were included in the present study. Included children received either a 

manual-based family cognitive-behavioral treatment (FCBT; n = 47) or a manual-based 

family education, support, and attention condition (FESA; n = 39). Each treatment consisted 

of 16 sessions lasting 60 minutes per session, with an average of one session per week. Both 

treatments (1) focused attention on the child’s problems in a family context, (2) educated 

families about anxiety and emotions, (3) provided experience with an understanding and 

caring therapist, and (4) assigned homework. FESA participants learned about emotions and 

anxiety, and theories to explain anxiety (e.g., cognitive, behavioral, biological) were also 

offered. However, FESA participants did not receive CBT (e.g., no exposure tasks). 

Previous work has shown that the shape of therapeutic alliance growth across time did not 

differ across these two treatment groups (Kendall et al., 2009).
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Treatment protocols were implemented by master’s-level therapists with 2–3 years of 

experience and doctoral-level psychologists (n = 16), with supervision by licensed doctoral-

level psychologists with 6–7 years of experience in the community. All therapists for each 

condition studied written materials (manuals) and participated in training (typically two 3-

hour workshops) before initiating supervised pilot experience. Workshops included didactic 

presentation, role-plays, trainee demonstration, videotape playback, and discussion. 

Following training, and continuing throughout, all therapists participated in weekly 2-hour 

supervision groups.

A CAADC staff member, other than the therapist, had the child and parent complete the 

TASC-r forms at the end of each session and then fold and insert the form in a sealed box. 

Therapists independently completed the TASC-r at the end of each session. Therapists, 

children, and parents were blind to all TASC-r ratings and study hypotheses. Details 

regarding the design of the larger RCT are provided elsewhere (Kendall et al., 2008).

Results

Descriptive statistics are listed in Table 1. Specifically, means and standard deviations are 

noted for the main assessment points for therapeutic alliance and state anxiety. The therapist 

providing treatment was not significantly associated with either the trajectory of anxiety 

symptoms (p = .58) nor the trajectory of the four therapeutic alliance outcomes (ps ranged 

from .17 to .96).

A series of bivariate latent difference score (LDS) models evaluated how therapeutic 

alliance and anxiety interacted across the course of treatment. These models were used to 

examine whether one variable was a leading indicator of change in the other variable. Due to 

space limitations, a complete description of LDS models is not possible. Interested readers 

are referred to McArdle and Nesselroade (2002), McArdle (1988), and McArdle & 

Hamagami (2001). Readers interested in practical examples are referred to Hawley, Ho, 

Zuroff, and Blatt (2006; 2007), Teachman, Marker, and Smith-Janick (2008), and 

Teachman, Marker, and Clerkin (2010); for a review of LDS, see Ferrer and McArdle 

(2010). The LDS model is an alternative method for the structural modeling of longitudinal 

data that integrates features of latent growth curve models and cross-lagged regression 

models. LDS fits for examining the present questions because one can simultaneously model 

overall change across time and lagged relationships, allowing an estimate of whether change 

in therapeutic alliance predicts later change in anxiety symptoms, while controlling for 

overall change in both.

Prior to fitting the bivariate LDS models, univariate LDS models were tested to determine 

the best fitting pattern of change. The latent difference score models allow for many 

different models of change with different possible components: (a) an additive component, 

which represents a linear change; and (b) a proportional change component that allows 

nonlinear patterns to dampen or strengthen the linear slope. LDS models are typically 

specified as linear models. However, the accumulation of proportional change can result in 

distinct nonlinear trajectories. This result may be because, at each time, both the self-

feedback and coupling parameters are multiplied by scores at the previous state, which can 
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change over time. Thus, although the coefficients themselves can remain constant across all 

occasions, they are multiplied by changing values, resulting in effects that compound over 

time and fit a wide variety of trajectory patterns. The best fit for each variable was 

determined using a chi square difference test. Generally, the linear model provided the best 

fit of the data. In cases where the nonlinear model provided the best fit, the linear model had 

a similar enough fit to justify using the linear model across in the bivariate models. The 

linear model also has an added benefit in that it provides a parsimonious description of 

change. Both therapeutic alliance and anxiety changed across the course of treatment and 

provided justification to continue to the next step. Furthermore, correlations of the univariate 

models indicated that slopes of both variables were significantly correlated. Thus, it seems 

the change processes were related and the positive correlation provided justification to 

evaluate which variable was a leading indicator.1

The separate univariate latent models were then combined to create the bivariate latent 

difference score models2. The change process could go in either direction as therapeutic 

alliance could predict subsequent change in anxiety, or vice versa. We simultaneously 

estimated a parameter that predicted later change in the other variable (i.e., therapeutic 

alliance change as the predictor of change in anxiety and anxiety change as the predictor of 

change in therapeutic alliance). That is, we wanted to determine whether change was 

significant in either direction.

Markov Chain Monte Carlo (MCMC) estimation was used for all analyses with Mplus 

software (Muthén & Muthén, 2010; Asparouhov & Muthén, 2010). MCMC is a type of 

Bayesian estimation, which uses prior distributions on all parameters and simulation-based 

estimation is especially suited for small sample sizes and incomplete data. Furthermore, all 

models were also estimated with full information maximum likelihood estimation (Muthén 

& Muthén, 2008) and results were similar. These procedures estimate the model parameters 

using all available information rather than deleting cases with incomplete data (Enders, 

2001). Thus, people who did not have all sessions completed were still used in the analyses. 

This decision was made to maximize power and to be conservative in our approach (by not 

only examining treatment completers). To help address the potential impact of attrition on 

the results, we conducted an analysis of incomplete data (see Little & Rubin, 2002). As part 

of this analysis, we examined variables that might predict patterns of missingness with new 

procedures in Mplus (based on Collins, Schafer, & Kam, 2001; Enders, 2010; Graham, 

2003). Initial levels of therapeutic alliance and anxiety were not found to be significant 

predictors of incomplete data. Thus, we can assume that any pattern of missingness is 

missing at random.

1A more complete discussion of these preliminary steps can be found in an appendix on the first author’s webpage.
2The study included data from two different types of treatment, FCBT and FESA. Initially, a multigroup analysis was completed, in 
which the two treatment groups were allowed to vary in each of the bidirectional effects, but no significant differences between the 
groups were found, and overall the parameters were very similar. At baseline we did not see any significant differences in the groups 
in alliance measures nor the STAIC. Previous work (Kendall, Comer et al., 2009) on the same sample found no between-group 
differences in the alliance trajectories across treatment. Distribution of variables and analysis of missingness was also completed. We 
utilized estimation procedures that can handle deviations from normal distributions and missingness. Thus, we combined both 
treatments as to estimate the most reliable parameters of bidirectional effects.
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Model 1: Therapist rating of therapeutic alliance and experience of anxiety

Model 1 examines whether therapeutic alliance change leads to later change in anxiety 

symptoms and/or whether symptom change leads to later change in therapeutic alliance.

Figure 1 presents a diagram showing this relationship with the bivariate latent difference 

score model. This figure presents therapeutic alliance and anxiety measured at 16 occasions. 

At each occasion, a latent variable representing change in the true scores for each variable 

from the previous occasion is created (i.e., labeled STAIC change; Alliance change). Most 

arrows have parameters that are set to one (approach modeled from McArdle & 

Nesselroade, 2002), whereas the arrows labeled with the α (alpha) parameters are used to 

estimate the change in each variable over time. The β (beta) parameters are used to model 

proportional change. For the present purposes, the arrows from the change in one variable to 

the later change in the other variable are the most important. They represent relationships 

between variables (i.e., whether one variable predicts later change in the other variable). The 

α and γ parameters are constrained to be equal across time (i.e., we constrain the change 

process to be the same over time). In sum, the analysis addressed the specific question of 

whether one change process was a leading indicator of the other change process. As 

hypothesized, change in therapist-rated therapeutic alliance predicted later change in child 

anxiety (γalliance = −0.32; 95% C.I. = −0.12, – 0.48; p < .05; standardized coefficients). That 

is, the greater the therapeutic alliance improvement as reported by the therapist, the more 

reduction in symptoms seen later in therapy. Additionally, reduction in anxiety symptoms 

predicted later change in therapeutic alliance (γSTAIC = −0.23; 95% C.I. = −0.03, −0.44; p 

< .05). The amount of anxiety reduction predicted how much therapeutic alliance would be 

seen later in therapy.

Model 2: Child rating of therapeutic alliance and experience of anxiety

A similar model to the above model was run with the child’s rating of therapeutic alliance 

change predicting change in anxiety symptoms (and vice versa). Change in the child-rated 

therapeutic alliance did not predict later change in anxiety symptoms (γalliance = −0.05; 95% 

C.I. = 0.08, - 0.18; p > .05). Reduction in anxiety symptoms did not predict later change in 

child-rated therapeutic alliance (γSTAIC = −0.09; 95% C.I. = 0.04, −0.22; p > .05).

Model 3: Mothers’ rating of therapeutic alliance and child anxiety

Additional models investigated mothers’ report of therapeutic alliance change predicting 

change in anxiety symptoms (and vice versa). Mother-reported therapeutic alliance change 

predicted later change in anxiety (γalliance = −0.28; 95% C.I. = -0.07, – 0.47; p < .05). This 

medium effect indicates that the steeper the growth of mother-perceived child-therapist 

alliance predicted anxiety reduction later in therapy. Reduction in child anxiety did not 

predict later change in mother-rated therapeutic alliance (γSTAIC = −0.19; 95% C.I. = −0.03, 

−0.40; p > .05).

Model 4: Fathers’ rating of therapeutic alliance and experience of anxiety

A model investigated fathers’ report of alliance predicting child anxiety reduction (and vice 

versa). Change in father-rated alliance did not predict later change in child anxiety (γalliance 

Marker et al. Page 9

J Clin Child Adolesc Psychol. Author manuscript; available in PMC 2014 November 08.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



= −0.18; 95% C.I. = 0.02, – 0.38; p > .05). The amount of child anxiety change significantly 

predicted later change in father-rated therapeutic alliance (γSTAIC = −0.21; 95% C.I. = 

−0.01, −0.42; p < .05). This medium effect was in the hypothesized direction with lower 

anxiety predicting greater therapeutic alliance change.

Discussion

It has been suggested that a strong therapeutic alliance, characterized by a high affective 

bond and collaboration and agreement on therapeutic tasks and goals, has a significant role 

in the successful treatment of youth (e.g., Elvins & Green, 2008; Kazdin, Whitley, 

Marciano, 2006; McLeod, 2011). The present findings regarding family-based treatment of 

child anxiety are consistent with previous findings documenting a role for therapeutic 

alliance in prospectively predicting treatment response in child therapy (see Shirk, Karver, 

& Brown, 2011). However, to our knowledge this is the first empirical study to show 

evidence of a reciprocal relationship between therapeutic alliance and treatment response 

across treatment, whereby reduction in anxiety symptoms led to improved therapeutic 

alliance, and vice versa, according to multiple reporters. Specifically, therapist- and mother-

rated therapeutic alliance showed a medium effect when prospectively predicting anxiety 

symptom reduction. At the same time, anxiety reduction had a small to medium effect when 

predicting later child-therapist alliance (as rated by therapist and by father). The present 

longitudinal design, with measurements at each session, improves upon previous two-wave 

designs, and permits examination of the timing and shape of therapeutic alliance and anxiety 

changes rather than affording just a simple correlation between the two.

Regarding the treatment of child anxiety, this is the first study to examine alliance-outcome 

relationships with multiple perspectives reporting on therapeutic alliance. Prior research 

used child report (and was characterized by a ceiling effect in child-rated therapeutic 

alliance) and did not support a relationship between child-perceived therapeutic alliance and 

outcome (e.g., Kendall, 1994; Kendall et al., 1997). Consistent with these previous findings, 

the present study found that child-perceived therapeutic alliance was unrelated to outcomes 

in the context of family treatment of child anxiety disorders. In the present study, child-

perceived therapeutic alliance showed wider variability (i.e., standard deviations) than 

parent-perceived therapeutic alliance, and comparable variability to therapist-perceived 

therapeutic alliance (see Table 1). In addition, mean child-perceived therapeutic alliance 

ratings were lower than mean parent-perceived therapeutic alliance ratings which did show 

associations with symptom response. Collectively, these findings suggest that the absence of 

associations between child-reported alliance and symptom response was not simply due to a 

restricted range or ceiling effect for child-reported therapeutic alliance data.

In contrast, we found therapist- and mother-perceived child-therapist alliance were 

significant prospective predictors of subsequent improvements in child-reported anxiety. 

The strengths of these prospective associations were stronger than the alliance-outcome 

relationships identified in the prospective observational work of Liber, McLeod, Van 

Widenfelt et al. (2010) and Chiu, McLeod, Har and Wood (2009), the latter of which found 

that early therapeutic alliance predicted mid-treatment, but not post-treatment, anxiety 

response. The stronger relationships presently found may reflect important differences 

Marker et al. Page 10

J Clin Child Adolesc Psychol. Author manuscript; available in PMC 2014 November 08.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



between treatment formats in alliance-outcome relationships (only 18 of 34 children in Chiu 

et al. received family-based treatment; all children in Liber et al. received either individual 

or group-based treatment), or may reflect key differences in what is assessed by self-report 

versus observational data collection methods. Meaningful therapeutic alliance elements 

related to outcome may be captured in mother- and therapist-perspective reports that are not 

captured by observational strategies. Similarly, it is possible that parent- and therapist-

reports are subject to biases that do not affect observational data. Future work incorporating 

both observational and multiple-perspective reports of therapeutic alliance is needed in this 

area.

The prospective relationships between symptom change and subsequent therapeutic alliance 

change in the treatment of child anxiety have been understudied. In a rare exception, Chiu 

and colleagues (2009) did not find a reciprocal relationship with reduction of anxiety 

predicting later improvement in therapeutic alliance. In contrast, the present analyses found 

symptom improvement significantly predicted improvements in therapist- and father-

perceived therapeutic alliance. Again, differences in the proportion of family-based 

treatment cases studied, or methodology differences in the measurement of therapeutic 

alliance, may explain the inconsistent results. In addition, differences in data analytic 

approaches may explain the discrepant findings. The latent difference score modeling 

conducted in the present report allows for the simultaneous modeling of change in one 

process influencing change in the other, whereas the use of multiple regression of change 

scores does not.

McArdle (2010) called for developmental researchers to model the dynamic processes that 

unfold over time. Similarly, treatment outcome researchers need to consider the way 

trajectories change over time, as well as critical factors in the change process. As 

Nesselroade (1991, 2000) described, it is important to model both the process in the 

individual, as well as the average effect of everyone. The modeling used in this report 

describes how an individual’s change process in therapeutic alliance affects his or her 

change in anxiety (and vice versa). The effects from the individuals are then aggregated to 

determine an average effect across individuals.

An advantage of the current study is the multiple reports of child-therapist alliance, although 

this method has been understudied. Although studies evaluating therapeutic alliance in 

family treatments have increasingly incorporated parent-therapist alliance measurements 

(e.g., Kazdin et al., 2006; Hawley & Weisz, 2005), measurement of parents’ perceptions of 

the child-therapist alliance remains rare. Parent perceptions of the child–therapist alliance 

can be important for optimizing treatment retention, and fostering engagement in treatment-

related tasks in session and at home. Parents who perceive their child is not bonding or 

collaborating with their therapist may be less inclined to continue bringing their child to 

sessions or engage children out of session in treatment-related tasks.

Parent-child reporting discrepancies have been noted previously in the treatment of child 

anxiety disorders (e.g., Comer & Kendall, 2004). Although therapist and parent perceptions 

of the child-therapist alliance showed associations with changes in children’s reports of 

anxiety across treatment, the present analyses did not support an association between 

Marker et al. Page 11

J Clin Child Adolesc Psychol. Author manuscript; available in PMC 2014 November 08.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



children’s perceptions of therapeutic alliance and treatment response in the family-based 

treatment of childhood anxiety disorders. This finding is consistent with previous work 

examining child perspectives of therapeutic alliance in the context of individual treatment of 

child anxiety (e.g., Kendall, 1994).

Although the present study addressed issues of temporal precedence (i.e., whether anxiety 

symptoms or therapeutic alliance changes first or whether either process is a leading 

indicator of change in the other), the study is not without limitations. The use of a single 

child-report measure to capture weekly anxiety change across treatment may be limited. 

Future work in this area may do well to complement child-reports of symptom change with 

weekly data drawn from parent-report, observational, and physiological measurements. In 

addition, it is not clear how the mid-to-high retest correlations associated with the TASC-r 

might have influenced the present findings. The quality of the therapeutic alliance is 

expected to evolve over time (Safran, 1993; Safran & Muran, 2006). Retest reliability of 

measures of constructs expected to evolve across time (e.g., therapeutic alliance) reflects 

both true change and the measure’s consistency. Without a multimodal evaluation of 

therapeutic alliance, the full extent to which therapeutic alliance change reflects true change 

versus measure inconsistency remains unclear. Moreover, given the number of therapists 

participating in the study, the sample size, and the relatively small number of cases treated 

per therapist, when we accounted for therapist differences in the analyses, the models did 

not converge. Future work with larger sample sizes and increased caseloads per therapist is 

needed to evaluate the relationships between therapeutic alliance and outcome after 

accounting for individual therapist effects. Finally, to fully investigate the causal mechanism 

of change, alternative explanations or ’third variables’ would need to be ruled out. 

Alternative explanations include but are by no means limited to (1) gender and cultural 

differences between client and therapist, and (2) readiness of client to change (not 

measured). Gender and ethnic differences were examined with no differences found. 

However, sample size limitations may have affected the power with which to find true 

differences.

Differences between the client and therapist can influence therapeutic alliance. For adults, a 

client-therapist mismatch in gender, race, and ethnicity, amongst other cultural differences 

may affect therapeutic alliance (e.g., Maramba, & Nagayama Hall, 2002; Sue, Fujino, Hu, 

Takeuchi, & Zane, 1991; Zane, Sue, Chang, Huang, Huang, Lowe, Srinivasan, et al., 2005). 

Such differences, not examined in the present work, require future attention.

A client’s (child’s) motivation to change may also need to be considered in future work 

examining the relationships between therapeutic alliance and anxiety reduction. As noted, 

youth are brought to treatment by parents or school officials and, not surprisingly, their 

motivational balance may be tipped against change. Chu and Kendall (2004) indicated that 

positive treatment outcome was related to how much a child was involved in therapy. Future 

work is needed in this area to evaluate child motivation for change in the context of 

therapeutic alliance and symptom improvements. The stages of change model (Prochaska & 

DiClemente, 1992), includes pre-contemplation, contemplation, preparation, action, and 

maintenance. Motivation and an adult client’s readiness to change have been identified as 
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contributing to treatment outcome (Burke, Arkowitz, & Menchola, 2003; Riemsma et al., 

2002; Rubak, Sandbaek, Lauritzen, & Christensen, 2005).

Implications for Research, Policy, and Practice

Despite emerging literature on the modest, but significant, role of therapeutic alliance in 

contributing to engagement in therapeutic tasks and symptom improvement, rigorous 

investigations evaluating the prospective relationships between therapeutic alliance and 

symptom improvements across time are limited. Given the importance practitioners often 

attribute to therapeutic alliance in determining outcome, this latter issue is critical to 

informing dissemination efforts of evidence-based practices. In a survey of 1,179 child 

mental health practitioners, Kazdin, Siegel, and Bass (1990) found over 90% of practitioners 

rated the relationship between the therapist and the child as “very much” or “extremely” 

related to change. In contrast, only 50% reported specific therapeutic techniques as related to 

change. Similarly, Boisvert and Faust (2006) found mental health practitioners provided a 

mean rating of 5.38 on a scale of 1–7 (7=full agreement), indicating the extent of their 

endorsement of the statement “The relationship between the therapist and client is the best 

predictor of treatment outcome.” In the present analysis, we found partial support for a 

prospective relationship between child-therapist alliance and child-reported symptom 

change, when therapeutic alliance was rated by therapists or by mothers. At the same time a 

prospective relationship was found between child-reported symptom change and child-

therapist alliance, when therapeutic alliance was rated by therapists or fathers. Taken 

together, these findings suggest a dynamic interplay between symptom improvement and 

therapeutic alliance, and may be used to inform efforts to improve the uptake of evidence-

based practices in community settings.

Specifically, given that the extent to which mental health practitioners are willing to adopt 

empirically supported treatments may be contingent on their beliefs about the impact that 

supported techniques may have on therapeutic alliance, it may be of value for dissemination 

efforts to emphasize for practitioners that supported techniques for improving symptoms 

may in turn improve therapeutic alliance.
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Figure 1. 
Bivariate latent difference score model of the State Anxiety Scale for Children (STAIC) and 

Therapist Alliance Scale for Children (TASC-R). Previous score on alliance is a significant 

predictor of later change on the anxiety. Additionally, previous score on anxiety is a 

significant predictor of later change on alliance.

Note. The role of the latent intercepts and slopes is to describe change in a manner similar to 

a latent growth curve model (i.e., to take into account the starting point and overall linear 

change process for each measure separately, as we look at our primary question of how the 

change processes across variables are predictive of one another). The α refers to alpha 

(estimate to model straight-line growth) and the β refers beta, which is a proportional change 

(allowing the trajectory to have a non-linear slope).
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