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Abstract
Background  Greater therapeutic alliance has been associated with an improved treatment outcome in various 
clinical populations. However, there is a lack of evidence for this association in posttraumatic stress disorder (PTSD) 
in young patients. We therefore investigated the development of the therapeutic alliance during Developmentally 
adapted cognitive processing therapy (D-CPT) in adolescents and young adults with PTSD following abuse to answer 
the question whether there was a connection between the therapeutic alliance and symptom reduction.

Methods  Weekly assessments of therapeutic alliance, rated by patients and their therapists, as well as PTSD symptom 
severity from a randomized controlled trial (RCT) of D-CPT were analyzed with multilevel modelling. The sample 
consisted of n = 39 patients aged 14–21 with a history of sexual and/or physical abuse.

Results  Therapeutic alliance increased during D-CPT. The ratings of the therapeutic alliance by patients and 
therapists were strongly correlated (r = .512, p < .01); however, at session level, there was a significant difference 
between the patients’ and their therapists’ alliance assessments. Patients with a higher perceived therapeutic alliance 
showed a greater reduction in self-reported symptoms over the course of therapy, compared to patients with lower 
alliance ratings. However, this only applied to the therapeutic alliance assessed by the patients.

Discussion  The therapeutic alliance plays a crucial role in D-CPT with young patients, contributing to a reduction in 
symptom severity over the course of treatment. It is essential that therapists prioritize the development of a strong 
alliance and seek feedback from their patients. The results suggest that patients’ perceptions, which often differ from 
therapists’ assessments, were more important in determining treatment success in the sample. Studies with larger 
samples sizes and additional independent ratings of alliance are needed to further examine the alliance-outcome link.

Trial registration  The trial was registered at the German Clinical Trial Registry, DRKS00004787, 18 March 2013, https:/​
/www.dr​ks.de/D​RKS0​0004787.
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Background
The therapeutic alliance, sometimes also referred to as 
working or helping alliance, originated in psychoanalysis, 
but is now one of the most frequently studied factors of 
all forms of psychotherapy [1]. The definition developed 
by Bordin [2] which applies equally to all therapeutic 
modalities, comprises primarily three factors that char-
acterize the therapeutic alliance: First, mutual agreement 
on the goals of therapy (e.g. symptom reduction). Sec-
ond, mutual agreement on the tasks of therapy (e.g. the 
therapeutic tasks during treatment to achieve the cho-
sen goals) and third, the bond between client and ther-
apist (e.g. trust) [2]. In addition, Hatcher & Barends [3] 
emphasized the dyadic nature of the therapeutic alliance. 
When the therapist applies specific techniques during 
therapy that allow for collaboration between patient and 
therapist, the therapeutic alliance is built within the spe-
cific technique, which further enhances the effectiveness 
of the treatment [3]. The link between the therapeutic 
alliance and the effectiveness of psychotherapy has been 
confirmed in several meta-analyses for a range of popula-
tions and outcomes in adult patients, with moderate to 
large effect sizes [4–6]. However, the problem with this 
association is that there is great methodological diversity 
in terms of the measurement methods used (e.g. ques-
tionnaires, objective ratings) and the perspective from 
which the therapeutic alliance is measured.

There has been concern that patients suffering from 
Posttraumatic stress disorder (PTSD) may have dif-
ficulty forming a strong therapeutic alliance, as one of 
the associated problems is distrust of others, disrupted 
interpersonal relationships due to interpersonal trauma-
tization or lack of social support [7]. This is particularly 
likely for victims of violence in childhood and adoles-
cence [8, 9]. Furthermore, as avoidance is a core symp-
tom of PTSD and it is also associated with difficulties in 
emotion regulation, trauma therapy with exposure-based 
elements may strain the therapeutic alliance or promote 
treatment dropout [10–12]. Contrary to these expecta-
tions, a meta-analysis of 34 studies by Howard et al. [13] 
confirmed that the therapeutic alliance was consistently 
rated similarly high by patients with PTSD as in other 
disorders, and this was consistent regardless of the type 
of treatment chosen. In this context, the therapeutic alli-
ance significantly predicted PTSD symptom reduction 
(combined moderate effect of r = .34). The authors point 
out that there is still a need for research into possible pre-
dictors of the strength of the therapeutic alliance. How-
ever, in the studies reviewed, they were able to evidence 
that, for example, therapeutic competence as well as the 
patient’s attachment style and coping mechanisms are 
related to the strength of the therapeutic alliance [13].

Therapeutic alliance in young patients
The findings described above all originate from the field 
of adult psychotherapy. For younger patients they do not 
seem to be fully transferable due to various developmen-
tal particularities. On the one hand, it is challenging to 
involve not only the children and adolescents but also 
their caregivers in the treatment process. The therapeu-
tic alliance can be disrupted if the therapist, patient and 
caregiver do not agree on the goals of the therapy [14]. 
On the other hand, some of the young patients did not 
come up with the idea of going to therapy themselves, 
but were referred to treatment by their caregivers or 
other adults, which may contribute to a lower willing-
ness to change and to bond with the therapist [15–17]. 
Adolescent patients in particular may disagree with their 
caregivers and might have different ideas about the origin 
of their problems or question whether therapy is neces-
sary at all [18]. This can be problematic since successful 
therapy requires the active cooperation of the patient and 
the therapeutic alliance has been shown to be a signifi-
cant predictor of this engagement during treatment [19, 
20]. Therefore, a lack of therapeutic alliance may be one 
of the key factors contributing to dropout and poor out-
comes in young patients [20, 21]. In addition, the ther-
apeutic relationship may be influenced by the fact that, 
from a developmental psychology perspective, the desire 
for independence and self-determination is an impor-
tant developmental task in adolescence - respecting and 
acknowledging this may facilitate consent and the setting 
of therapeutic goals and tasks [22]. In the most recent 
meta-analysis published by Karver et al. [21], a signifi-
cant relationship between the therapeutic alliance and 
treatment outcome was found across 28 studies (small 
to medium effect of r = .19) in different clinical samples 
with young patients. However, the meta-analysis did not 
provide a consistent picture of the mechanisms underly-
ing this association. In the studies considered there were 
some potential mediators examined such as participation 
during treatment, attendance of sessions or compliance 
with homework assignments [23, 24]. Nevertheless, no 
study has yet been able to confirm any of these media-
tions, partly due to lack of power and inadequate mea-
sures of alliance and treatment outcome [21]. In contrast 
to the adult literature, the relationship between the thera-
peutic alliance and treatment outcome in children and 
adolescents is not independent of the type of therapy: 
It has been shown that the therapeutic alliance plays a 
greater role in behavioral therapies in comparison to psy-
choanalytic approaches [21, 25]. There are also signifi-
cant differences in the strength of the therapeutic alliance 
between different treatment modalities [26]. This may be 
because behavioral approaches usually require the active 
co-operation of the patient, and in therapeutic interven-
tions such as exposure, it is crucial that the patient and 
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therapist share the same treatment goal. However, these 
findings on differences between therapeutic approaches 
with regard to the therapeutic alliance lack validity due 
to the great heterogeneity of the definitions applied and 
measurement methods used in the studies available [21, 
27].

Therapeutic alliance and treatment outcomes in young 
patients with PTSD
Compared to adults, the field of therapeutic alliance 
between therapists and traumatized children and ado-
lescents is understudied. However, investigating the role 
of alliance seems particularly necessary as traumatized 
young patients often have generalized dysfunctional 
thoughts regarding danger, betrayal or trustworthiness of 
others [28] which may make it difficult for them to build 
trust with the therapist in treatment [29, 30]. This can be 
an important factor in the area of interpersonal trauma, 
as children or young people who have experienced abuse 
by a caregiver often have difficulty building trust in rela-
tionships [8, 9]. For example, adult female patients who 
had experienced sexual abuse in their childhood were 
shown to have greater difficulties in establishing a thera-
peutic alliance than patients who did not have a history 
of abuse [31].

There have been some studies focusing ontherapeutic 
alliance in the area of PTSD in children and adolescents: 
In trauma-focused cognitive behavioral therapy (TF-
CBT), the therapeutic working alliance has been shown 
to be a significant predictor of treatment outcome [29, 
32]. Capaldi et al. [33] used hierarchical linear models to 
analyze the development of the therapeutic alliance over 
the course of treatment and showed that sexually abused 
adolescent patients with PTSD rated the therapeutic alli-
ance significantly more positively over the course of ther-
apy. Interestingly, the alliance ratings were even higher in 
the intervention group with exposure-based treatment 
than in the patients treated with a client-centered treat-
ment. They also found a significant negative correlation 
between the therapeutic alliance and the levels of PTSD 
symptomatology as the number of sessions increased 
for both conditions. Kirsch et al. [34] showed that the 
therapeutic alliance of the caregivers is also important in 
association with therapy success in TF-CBT, where care-
givers are included closely into the treatment process: the 
higher it was, the lower the posttraumatic stress symp-
toms were post treatment. Ovensted et al. [30] focused 
on which therapist’s behaviors promote the development 
of a good therapeutic working relationship with young 
PTSD patients. They found that techniques such as cog-
nitive restructuring, offering support or focusing on the 
adolescent’s experience at the beginning of therapy were 
associated with improvements in the therapeutic rela-
tionship. They also showed that including trauma-related 

interventions (even in the early stages of therapy) did not 
negatively affect the therapeutic relationship.

The present study
As described above, there is a lack of research on ther-
apeutic alliance in younger patients with PTSD, par-
ticularly in populations with abuse-related PTSD. We 
therefore conducted a secondary analysis of the thera-
peutic alliance in the randomized controlled trial (RCT) 
of Developmentally adapted cognitive processing ther-
apy (D-CPT) in adolescents and young adults with 
abuse-related PTSD [35]. We focused on the question of 
whether therapeutic alliance was associated with treat-
ment outcome in terms of self-rated symptom reduc-
tion during D-CPT. We looked at ratings from both the 
patients themselves and the therapists. Based on the alli-
ance research with adult patients with PTSD [13], differ-
ent adolescent populations [21], and the existing findings 
on younger patients with PTSD [29, 32, 33], we stated the 
following hypotheses:

(1)	The therapeutic alliance increases with the number 
of sessions.

(2)	There is a significant negative relationship between 
the therapeutic alliance and self-rated PTSD 
symptoms over the course of D-CPT.

Methods
Procedure and participants
Adolescents and young adults aged 14–21 years were 
recruited as part of an RCT [35] on the effectiveness of 
D-CPT between July 2013 and June 2015 at three dif-
ferent locations in Germany. The ethics committees 
of all participating sites approved the study. Following 
informed consent of patients as well as caregivers, the 
baseline assessment was performed. Participants were 
then randomly assigned to either the D-CPT group or a 
wait-list condition with treatment advice (WL/TA). In 
the present analysis, we only considered the intervention 
group treated with D-CPT. The following inclusion crite-
ria were set: A primary abused-related (sexually and/or 
physically) PTSD diagnosis according then valid DSM-IV 
[36] with a lowered threshold for avoidance symptoms 
[37]. In addition, patients were not allowed to receive 
pharmacological treatment unless they had been on sta-
ble medication for at least 3 weeks. Participation in the 
study was not possible if life-threatening suicidality or 
self-harming behavior had occurred (previous 6 months). 
In addition, patients with an IQ ≤ 75 were not included. 
Further exclusion criteria were: concurrent other psy-
chotherapeutic treatments, profound developmental dis-
orders as well as psychotic or bipolar diagnoses. Given 
the outpatient setting, patients with substance-related 
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disorders or substance dependence who had been absti-
nent for less than 6 months were excluded.

At baseline, the PTSD-diagnosis was established by 
trained raters with the Clinician Administered PTSD 
Scale – Child and Adolescent version [CAPS-CA; 38] in 
German [IBS-KJ; 39]. The comorbidities were established 
using the Structured Clinical Interview for DSM-IV Axis 
I [SCID I;, 40] – in German [41]; the Borderline section 
from the Structured Clinical Interview for DSM-IV Axis 
II [SKID II;, 42] – in German [43]; as well as relevant 
sections (e.g., separation anxiety disorder, conduct dis-
orders) for diagnoses that led to exclusion from the Diag-
nostic Interview for Mental Disorders in Childhood and 
Adolescence [Kinder-DIPS; 44].

Treatment
D-CPT is a developmentally appropriate version of 
classical Cognitive Processing Therapy [45] that is spe-
cifically designed to meet the needs of adolescent and 
young adult patients with PTSD related to physical and/
or sexual abuse [46]. The therapy consists of 4 different 
phases in which the following treatment priorities are 
set: commitment (phase 1), emotion regulation (phase 
2), intensive D-CPT with impact statement (phase 3) and 
developmental tasks (phase 4). The therapy is carried out 
in 30 sessions of 50 min each in an high-intensity setting 
(30 sessions in 16 to 20 weeks, in phase 3 approximately 
15 sessions in 4 weeks), with six additional joker sessions 
for joint caregiver sessions or crisis intervention that can 
be used at any point during the treatment. More detailed 
information can be retrieved from Matulis et al. (2014). 
The treatments were carried out by 14 therapists, ten 
licensed therapists and four therapists in training. Four 
therapists were male. They had an average clinical experi-
ence of 46.1 months (SD = 19.3). The average experience 
in the treatment of PTSD cases before the study was 3.3 
cases (SD = 5.6). The therapists were trained in D-CPT 
in a three-day workshop with subsequent refreshing ses-
sions. In addition, fortnightly case consultations were 
conducted by telephone by licensed supervisors.

Measures
Helping alliance questionnaire (HAQ)
To assess the therapeutic alliance, the Helping Alliance 
Questionnaire (HAQ) [47, 48] was completed by both 
patients and therapists after each session. For the pres-
ent study, the adapted 11-item version [49] was applied. 
Patients and therapists rated their satisfaction with the 
alliance (e.g. “I think my therapist is helping me”) and the 
success of the therapy (e.g. “I feel better lately”) on a six-
point Likert scale ranging from 1 (“very unapplicable”) 
to 6 (“very applicable”). Higher scores indicate a stronger 
therapeutic alliance.

The instrument was validated by Nübling et al. [49] in 
three clinical samples (N = 4626) in different treatment 
settings with both behavioral and psychodynamic thera-
peutic orientations. The validity as well as the very good 
internal reliability could be confirmed in all samples, 
which shows that the HAQ, despite its psychodynamic 
origin, can be used in different clinical settings. In the 
present sample, the total sum scores had a good to excel-
lent internal consistency of α = .899 (HAQtherapists) and 
α = .923 (HAQpatients).

Clinician-administered PTSD scale for children and 
adolescents (CAPS-CA)
The Clinician-Administered PTSD Scale for Children and 
Adolescents [38] is a commonly used clinically structured 
interview for diagnosing PTSD according to DSM-IV. 
At study intake, we used the German version by Steil & 
Füchsel (2006). Trained, independent raters evaluated the 
severity of symptoms on a scale ranging from 0 (“never/
no problem”) to 4 (“most of the time/extreme”), with 
higher scores indicating more severe symptoms. The 
maximum total sum score possible is 136. Cronbach’s 
alpha for the total sum score was α = 0.875. Subscales had 
acceptable to good reliability (intrusion α = 0.785; avoid-
ance α = 0.626; hyperarousal α = 0.618).

University of California at Los Angeles PTSD reaction index 
for DSM-IV (revision 1; UCLA-PTSD-RI)
The German version [50] of the University of Califor-
nia at Los Angeles PTSD Reaction Index for DSM-IV of 
the UCLA-PTSD-RI [51] was applied to measure self-
reported PTSD symptom severity after each session. The 
questionnaire consists of three parts: A brief screening 
of PTSD events, a systematic assessment of the event 
according to the A-criterion of the DSM-IV and a symp-
tom scale. On the symptom scale, 20 items differenti-
ate between three different subscales according to the 
symptom classes: intrusion, avoidance and hyperarousal. 
Answers were given on a 5-point Likert Scale rang-
ing from 0 (none) to 4 (most of the time). The maximum 
total sum score is 68. Again, higher scores indicated a 
greater symptom severity. In our sample, the sum score 
had a good reliability α = 0.841, whereas the internal 
consistency for the subscales were acceptable (intrusion 
α = 0.785; avoidance α = 0.615; hyperarousal α = 0.627).

Data analysis
For each treatment case, we determined an average HAQ 
score over the entire treatment process (for HAQpatients as 
well as HAQtherapists). Alliance measures have, as here, a 
nested structure [4]. Individual session numbers (level 1) 
are nested within different treatment cases (level 2). We 
therefore decided to assess the variance at the respective 
levels and evaluated the available data using multilevel 
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modelling (MLM). In contrast to repeated-measures 
analysis of variance (ANOVA), MLM has the additional 
advantage that missing values can be dealt with more 
flexibly, and all observations of the therapeutic alliance 
can be taken into account from all treatment cases who 
have at least one observation [52, 53]. Of course, one can 
argue that there is a third level as treatment cases are 
nested in therapists. However, the number of cases per 
therapist and the total number of therapists were not suf-
ficient to include therapist-level effects in the models. 
While therapist factors could influence the development 
of the therapeutic alliance and its relationship with treat-
ment outcomes, the available data did not allow for pre-
cise modeling of these effects.

We built each model in a stepwise approach: first, 
we conducted a null model with a random intercept to 
determine individual differences in therapeutic alliance 
at baseline. We then calculated the interclass correla-
tion (ICC). As this was significantly deviated from 0, we 
assumed that there were grouping effects based on the 
nested structure, which allowed to continue within the 
MLM framework. We added the session number as a 
fixed predictor (random slope x random intercept model) 
to determine whether therapeutic alliance improves with 
increasing session numbers (hypotheses 1). We set up the 
models with both the HAQpatients and the HAQtherapists.

For hypothesis two, we conducted a null model with 
a random intercept to determine individual differences 
in symptom severity at baseline. We then calculated the 

interclass correlation (ICC). Following this, we added the 
session number as a fixed predictor. In the last step, we 
added an interaction effect between the session number 
and HAQ as a predictor to test the relationship between 
therapeutic alliance and treatment outcome during treat-
ment (hypothesis 2). When setting up the models we 
allowed free covariation of the random effects. We tested 
their significance with likelihood ratio tests. Model fit 
was estimated by comparing the random variance to a 
model without random variance. The significance of the 
fixed effects was calculated using a standard estimator of 
degrees of freedom.

For all tests, we applied a common alpha level of 0.05. 
Statistical analyses were proceeded with R-Studio and 
IBM SPSS Statistics 27 for Windows.

Results
After study intake, 44 patients were randomized to the 
D-CPT group. Only treatment cases with at least one 
therapeutic alliance observation were included in our 
analyses. As two individuals were never able to start 
therapy for organizational reasons, two patients were 
false randomizations and one person dropped-out before 
rating therapeutic alliance, the present sample consisted 
of n = 39 treatment cases. Demographic information 
and baseline PTSD symptom severity of the sample are 
shown in Table 1.

Descriptive data on therapeutic alliance
For several reasons, the number of observations col-
lected for therapeutic alliance (as well as PTSD treatment 
severity) varied between the treatment cases analyzed 
over the course of therapy e.g. dropouts during the trial, 
to optional sessions for crisis intervention or joint ses-
sions with the caregiver or missing entries in the ques-
tionnaires). Although we were very concerned to obtain 
an assessment of the development of symptoms and the 
therapeutic alliance from the patients as well as thera-
pists after each session, compliance varied from subject 
to subject. The answering rate of the patients was 97%, 
whereas the answering rate of the therapists was 95%.

All in all, we included n = 679 observations for HAQpa-
tients and n = 664 observations for HAQ therapists. The 
mean therapeutic alliance rated by patients was M = 55.58 
(SD = 8.94) with a range from 11 to 66, the mean thera-
peutic alliance rated by therapists was M = 50.02 
(SD = 6.97) with a range from 27 to 66. For an overview 
over the course of treatment, Table 2 shows the number 
of observations, mean values and standard deviations for 
therapeutic alliance ratings, separated according to ther-
apy phases, as well as the self-reported symptom severity 
of the patients.

At the end of treatment, 13 patients (34%) of the sam-
ple studied achieved clinically significant improvements 

Table 1  Demographics and symptom severity at study intake
Study Population
D-CPT Group (n = 39)

Age, mean (95% CL) 18.2 (14.3–21.9)
Female, No. (%) 36 (92)
Posttraumatic Stress Symptom Score
  CAPS-CA, M (SD) 67.97 (23.05)
  UCLA, M (SD) 42.28 (10.51)
Comorbid DSM-IV disorders, No. (%)
  0 9 (23)
  1 or 2 21 (53)
  ≥ 3 9 (23)
Most frequent DSM-IV disorders, No. (%)
  Mood disorders 20 (51)
  Anxiety disorders 14 (36)
  Nicotine dependence 10 (26)
  Borderline personality disorder 4 (10)
Trauma, No. (%)
  Only physical 8 (21)
  Only sexual 6 (15)
  Both 25 (64)
Note: CAPS-CA = Clinician-Administered PTSD Scale for Children and Adolescents 
for DSM-IV, D-CPT = Developmentally Adapted Cognitive Processing Therapy, 
PTSD = posttraumatic stress disorder, UCLA = University of California at Los 
Angeles Posttraumatic Stress Disorder Reaction Index
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(measured as a change of 2 SD below baseline). We also 
calculated the Pearson product-moment correlations for 
the symptom severity and therapeutic alliance measures, 
which are shown in Table 3.

Based on the described correlation between HAQpatients 
and the HAQtherapists, we tested whether the patient and 
therapist HAQ ratings differed significantly per session. 
As the differences were not normally distributed (Shap-
iro-Wilk tests p < .000), we applied the non-parametric 
Wilcoxon signed-rank test. It showed that the HAQpatients 
were significantly higher than the HAQtherapists per ses-
sion (p < .000).

Therapeutic alliance during treatment
In order to analyze the first hypothesis concerning the 
course of the therapeutic alliance during treatment, 
models were set up gradually for HAQpatients and HAQ 
therapists. We began with HAQpatients: the null modell with 
an ICC of 0.70 indicated grouping effects. The intercept 
(fixed effect) offers an estimation of the baseline scores. 
The estimate for this fixed effect was 54.58 with SE = 1.21 
and t = 45.13 (DF = 38.45), p < .001. Following this, the 
comparison between the fixed slope and random slope 
model revealed that incorporating a fixed slope enhanced 
the model (χ2 (2) = 98.64, p < .001). The ultimate random 

intercept with random slope model, variations specific 
to each session, compared to this baseline term, were 
estimated. The random effects delineate the approxi-
mate distinctions among patients (random intercept) 
and the patient-specific alterations in therapeutic alliance 
for each session (random slope). The variance between 
patients concerning therapeutic alliance was 71.32, the 
patient-specific alterations was 0.05 with a residual vari-
ability of 13.19 (nobservations = 679, npatients = 39). Fixed 
effects showed a significant increase in therapeutic alli-
ance (HAQpatients) with increasing session duration 
(Table 4).

Simultaneously, we proceeded with HAQtherapists: the 
null model, characterized by an ICC of 0.52, demon-
strated grouping effects. The fixed effect estimate was 
49.26 (SE = 0.84) and t = 58.54 (DF = 38.10), p < .001. 
The subsequent step again favored a model with a ran-
dom slope over a fixed slope (χ2 (2) = 94.62, p < .001). 
The variance attributed to therapeutic alliance between 
patients was 22.98, patient-specific alterations were 
0.04 and residual variability was 13.39 (nobservations = 664, 
npatients = 39). The fixed effects indicated a significant 
elevation in therapeutic alliance (HAQtherapists) with an 
increase in session duration (refer to Table 4).

Relationship between symptom reduction and therapeutic 
alliance during treatment
To answer the second hypothesis regarding the relation-
ship between symptom severity reduction and the ther-
apeutic alliance over the course of treatment we set up 
a model of self-rated symptom severity predicted by a 
cross-level interaction between therapeutic alliance and 
the number of sessions. Again, regarding therapeutic 
alliance as cross-level predictor, a distinction was made 
between HAQpatients and HAQtherapists, and 2 equiva-
lent models were calculated for each. We started with 
HAQpatients: The model with the cross-level interaction 
was superior to the model with the random intercept and 
random slope (χ2 (2) = 8.66, p = .013). The estimates for 
the random effects in this model were 161.34 for between 
patient variance and 0.20 for patient-specific session vari-
ance with a residual variability of 25.15 (nobservations = 698, 
npatients = 39). Fixed effects are shown in Table 5 and indi-
cated significant cross-level interaction: patients with 
higher therapeutic alliance had a significantly greater 

Table 2  Means of therapeutic alliance and symptom severity in different treatment phases
Treatment phase Phase 1 Phase 2 Phase 3 Phase 4

n M (SD) n M (SD) n M (SD) n M (SD)
HAQpatients 157 51.36 (8.88) 156 55.76 (6.30) 207 56.80 (8.04) 106 60.89 (7.19)
HAQtherapists 157 45.70 (6.21) 154 49.72 (5.19) 202 52.09 (6.21) 101 54.54 (6.94)
UCLA 164 38.40 (13.49) 158 34.93 (14.14) 211 29.63 (14.38) 109 24.74 (13.99)
Note: HAQ = Helping Alliance Questionnaire, UCLA = University of California at Los Angeles Posttraumatic Stress Disorder Reaction Index, n = number of observations; 
differences in n are due to missing entries and different lengths of treatment phases

Table 3  Correlations between symptom severity and 
therapeutic alliance measures

HAQpatients HAQtherapists UCLA
HAQpatients 1 0.512** − 0.460**
HAQtherapists 0.512** 1 − 0.363**
UCLA − 0.460** − 0.363** 1
Note: HAQ = Helping Alliance Questionnaire, UCLA = University of California at 
Los Angeles Posttraumatic Stress Disorder Reaction Index; * p < .05, ** p < .01

Table 4  Fixed effects from multilevel modeling of therapeutic 
alliance during treatment

Estimate (SE) t (DF) p
HAQpatients

  Intercept 50.61 (1.39) 36.51 (34.41) < 0.000 ***
  Session 0.29 (0.04) 7.08 (30.11) < 0.000 ***
HAQtherapists

  Intercept 45.44 (0.82) 55.60 (36.96) < 0.000 ***
  Session 0.27 (0.08) 6.94 (32.69) < 0.000 ***
Note: HAQpatients = Helping Alliance Questionnaire answered by patients; 
HAQtherapists= Helping Alliance Questionnaire answered by therapists; * p < .05, 
** p < .01, ***p < .000
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reduction in symptom severity over the course of treat-
ment than patients with lower therapeutic alliance 

scores. This interaction is illustrated in Fig.  1. As an 
example, the course of symptoms using UCLA-PTSD-
RI over different sessions for different treatment cases is 
shown. Treatment cases with a higher HAQpatient (shown 
here in green) had a greater reduction in symptoms than 
treatment cases with a lower mean HAQ patient (shown 
here in red).

It should be noted that the relationship could of course 
be reversed and that patients with lower symptom sever-
ity generally perceived a better therapeutic alliance over 
the course of treatment. We therefore also ran the model 
inversely, with HAQpatients as the dependent variable and 
symptom severity as a cross-level predictor. This showed 
that there was no significant interaction effect between 
PTSD symptom severity and the session number in pre-
dicting therapeutic alliance (as rated by the patient) (all 
fixed effects p > .05).

Concurrently, we continued with HAQtherapists as cross-
level predictor for symptom severity: The model incorpo-
rating the cross-level interaction could not describe the 

Table 5  Fixed effects from multilevel modeling of the 
relationship between therapeutic alliance and symptom severity 
during treatment

Estimate (SE) t (DF) p
UCLA
  Intercept 64.72 (15.31) 4.23 (41.57) < 0.000 ***
  Session 0.77 (0.61) 1.26 (39.70) 0.215
  HAQpatients -0.45 (0.28) -1.62 (41.23) 0.114
  HAQpatients x session -0.02 (0.01) -2.16 (38.73) 0.037 *
UCLA
  Intercept 45.52 (19.97) 2.48 (39.51) 0.018 *
  Session 0.63 (0.82) 0.76 (37.31) 0.448
  HAQtherapists -0.19 (0.40) -0.47 (39.34) 0.644
  HAQtherapists x session -0.02 (0.02) -1.43 (36.58) 0.161
Note: UCLA = University of California at Los Angeles Posttraumatic Stress 
Disorder Reaction Index; HAQpatients = Helping Alliance Questionnaire answered 
by patients; HAQtherapists= Helping Alliance Questionnaire answered by 
therapists; * p < .05, *** p < .000

Fig. 1  Interaction between therapeutic alliance (HAQpatients) and treatment course (session number) to describe symptom severity (UCLA). HAQpatients = Help-
ing Alliance Questionnaire answered by patients, UCLA = University of California at Los Angeles Posttraumatic Stress Disorder Reaction Index
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data structure significantly better than the model with 
the random intercept and random slop (χ2 (2) = 2.41, 
p = .299). Because we suspected that the effects might 
be very small, and due to the importance of the interac-
tion of therapeutic alliance and treatment duration on 
symptom reduction as described in the theoretical back-
ground, we decided to consider the more complex model 
anyway. The estimates for the random effects in this 
model were 172.17 for between-patient variance. Patient-
specific variance between session was 0.22, residual vari-
ability was 25.13 (nobservations = 698, npatients = 39). Fixed 
effects can also be retrieved from Table 5. In contrast to 
the model with HAQ rated by patients, there was no sig-
nificant cross-level interaction. This suggests that there is 
no significant interaction between therapist-rated thera-
peutic alliance and treatment duration in terms of symp-
tom reduction.

Discussion
The aim of the present study was to answer the ques-
tion if the therapeutic alliance is associated with treat-
ment outcome during the course of D-CPT in adolescent 
PTSD patients following sexual and/or physical abuse. 
To meet the need for data on young patient populations, 
both the PTSD symptom severity and the alliance ratings 
of the therapists and patients were analyzed on the basis 
of weekly measurements after each session.

Course therapeutic alliance during treatment
We showed that the therapeutic alliance improved sig-
nificantly with increasing number of sessions, supporting 
the first hypothesis. This in agreement with the findings 
in adult PTSD populations [13] and the study of Capaldi 
et al. [33], which also found an improvement in the 
therapeutic alliance during the course of treatment in a 
sample of adolescents with sexually abuse related PTSD 
using MLM. In our study, this result was independent 
of whether the therapeutic relationship was assessed by 
the patients or by the therapists. In both cases there was 
a significant improvement in therapeutic alliance with 
increasing number of sessions. However, although we 
found a strong correlation between patients’ and thera-
pists’ ratings, there was a significant difference between 
patients’ and therapists’ ratings per session with patients 
perceiving the therapeutic alliance to be significantly 
better than their therapists. These results indicate that 
there is a connection between the patient’s and thera-
pist’s perception of the therapeutic alliance across all 
measurement points, but that the therapist’s assess-
ment of the therapeutic alliance per session is on aver-
age lower than that of the patient. The findings in the 
literature are not unambiguous about the agreement of 
judgement concerning therapeutic alliance. In the field 
of PTSD, Therapist-rated alliance was consistently lower 

than client-rated alliance [13]. In the context of sub-
stance-abuse disorders in adult patients, a meta-analysis 
by Shick Tyron et al. [54] also found only a medium cor-
relation between therapist and patient judgement; over-
all, patients rated the therapeutic alliance significantly 
more positively, like in our study. One possible explana-
tion is that the two sides differ in terms of experiences. 
Research has revealed that the evaluations of the thera-
peutic alliance can be influenced differently by patients 
and their therapists, depending on the processes or emo-
tions experienced in the same sessions [55]. Additionally, 
while therapists can draw on their experience with other 
patients, patients may not have had any previous therapy 
and can only draw on their experiences with other pro-
fessionals in the health care sector or on previous experi-
ences of friends or acquaintances in psychotherapy [54]. 
In contrast to that, the meta-analysis by Flückiger et al. 
[4] of studies with adult clinical populations found no sig-
nificant differences between therapists’ and patients’ per-
spectives among a range of disorders. This was opposite 
to previous meta-analytic approaches that also tended to 
show lower average therapist ratings in different clinical 
samples [5, 6].

Relationship between therapeutic alliance and treatment 
outcome during D-CPT
With regard to the second hypothesis, it was shown 
that patients with a higher therapeutic alliance (rated by 
patients) achieved a greater reduction in PTSD symp-
toms over the course of treatment than patients with a 
lower therapeutic alliance. This shows that in D-CPT 
there is also a significant relationship between the thera-
peutic alliance and the treatment success over the course 
of sessions. This is congruent with findings from research 
with adult patients with PTSD [13] and other adult clini-
cal samples [4, 5]. Similar results were also found in 
studies with children and adolescents with various dis-
orders [21] as well as specific studies with young PTSD 
populations [29, 32, 33]. However, the negative correla-
tion between therapeutic alliance and symptom reduc-
tion over the course of therapy is only significant for the 
judgement of the patients themselves. In this case, the 
patients’ evaluation of the therapeutic alliance seems 
to be more important for treatment outcome than the 
therapists’ judgement. This is opposing to a study by 
Baldwin et al. [56] that separated the patient’s and thera-
pist’s contributions to the alliance in adult psychotherapy. 
They found that the therapist’s ratings of the alliance 
significantly predicted outcomes, whereas the patient’s 
contribution did not show a significant effect. This so-
called therapist effect was replicated later on [57]. How-
ever, findings from adult alliance research cannot fully 
be transferred to adolescent samples [27]. A recent study 
by Ovenstad et al. [30] on traumatized adolescents with 
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PTSD comparing different raters perspectives showed 
that only patient ratings could predict treatment out-
come in terms of symptom reduction.

Of course, one can state the question whether an 
improvement in symptom reduction might not cause an 
improvement in therapeutic alliance in the first place, so 
we reversed the model. However, we found that symptom 
severity across sessions was not a significant predictor 
of therapeutic alliance, suggesting that therapeutic alli-
ance is more likely to lead to symptom reduction across 
sessions. This has also been found in other adolescent 
samples with sexual abuse related PTSD, where an asso-
ciation between therapeutic alliance and treatment suc-
cess over the duration of therapy was found, but not 
vice-versa [33].

Strengths of the study
This study is one of the few focusing on young patients 
with abuse related PTSD. These patients often face prob-
lems forming trusting relationships, particularly when 
having experienced interpersonal violence [8, 9, 29]. In 
addition, common dysfunctional beliefs about danger 
and betrayal or the PTSD core symptom of avoidance 
can complicate the establishment of the therapeutic alli-
ance [12, 28]. In addition, adolescents are often referred 
to therapy by third parties [17, 18], or are in a develop-
mental phase in which freedom and self-determination 
are most important [22]. The present study therefore pro-
vides needed findings on a specific sample that has not 
yet been sufficiently studied in psychotherapy research 
regarding alliance.

We were also able to use progression estimates based 
on weekly measurements. This has the advantage that we 
did not simply rely on measurement points at the begin-
ning, middle and end of the treatment, but included the 
full dynamics of the process over the treatment sessions 
in our calculations.

As the therapeutic alliance is a dyadic concept [3], a 
further advantage of our study is that we assessed both 
the patients’ and the therapists’ perceptions. In several 
studies, only the ratings from patients are considered. 
This creates a bias since the same individual is then 
responsible for evaluating both the treatment’s suc-
cess and the therapeutic alliance [5, 13]. In addition, the 
predictors of therapeutic alliance differ between these 
two perspectives. In adult PTSD patients, the only con-
sistently found predictor is attachment style [13]. Oth-
ers, such as overt emotional expression during sessions 
or a patient’s coping style [58, 59], have been discussed, 
but there is still insufficient evidence [13]. At the thera-
pist level, higher competence is associated with higher 
alliance in therapy [58]. However, a previous study from 
our D-CPT trial showed that therapeutic adherence and 
competence did not predict treatment success, neither 

post treatment nor at follow-up [60]. This study also 
controlled for patient-rated therapeutic alliance on this 
association. It was shown that there was no significant 
correlation between the therapeutic alliance and a ther-
apist’s adherence or competence. However, in contrast 
to adherence and competence, higher patient-rated alli-
ance was associated with lower symptom severity at 12 
months post treatment.

Limitations and further research
The results are constrained by several factors. Firstly, 
we only applied self-report measures. Although we have 
already considered two possible sources for measur-
ing the therapeutic alliance, the perspective of an objec-
tive observer is missing. In contrast to TF-CBT, D-CPT 
does not regularly include joint sessions or sessions 
with caregivers as it was developed for adolescents and 
young adults – therefore, the perspective of caregivers on 
therapeutic alliance is not missing. Future studies should 
include independent ratings of therapeutic alliance. 
However, the meta-analysis on adult psychotherapy con-
ducted by Flückiger et al. [4] revealed a tendency wherein 
the effects observed by external assessors were slightly 
less pronounced when compared to the correlation 
between client-rated alliance and treatment outcomes.

Secondly, the D-CPT manual explicitly incorporates 
components focused on fostering the therapeutic alliance 
between the therapist and the client at the beginning of 
the treatment process [61]. Consequently, our study can-
not provide conclusive statements about protocols that 
lack these initial elements. It is recommended that future 
research includes a comparison between D-CPT and 
other PTSD treatments for young patients, for a more 
comprehensive understanding.

Another limitation is that our sample of therapists may 
not be fully representative. In our multicentre trial, all 
clinical sites had a high level of expertise in the treatment 
of PTSD associated with sexual and/or physical abuse. 
The average levels of adherence and competence were 
markedly high and tended to fall within the maximum 
range of the scales [60]. This is plausible as this trial was 
designed to focus on treatment evaluation of D-CPT and 
therefore needed to maintain high levels of adherence 
and competence through structured therapist trainings 
to ensure internal validity. However, there is evidence 
that the level of experience and competence is positively 
associated with the level of therapeutic alliance [13, 58]. 
This could not be confirmed for our trial, as there was no 
significant association between therapeutic competence 
and the levels of patient rated therapeutic alliance [60]. 
The relationship between therapeutic competence, thera-
peutic alliance and treatment outcomes therefore needs 
investigation in future dissemination trials, where a wider 
range of therapeutic expertise can be anticipated.
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Moreover, we did not perform a separate power analy-
sis for the secondary analyses, as it was difficult to esti-
mate the expected effect sizes based on the available data 
on samples with abuse related PTSD in children and 
adolescents. Although a power analysis was performed 
for the primary RCT, we acknowledge that future studies 
should include power analyses for secondary outcomes to 
strengthen the interpretability of the results. In terms of 
treatment quality, it should be added that 34% of patients 
achieved a clinically significant change in the sever-
ity of PTSD symptoms (2 SD below baseline). However, 
20 patients were already below this threshold before the 
start of treatment and were therefore unable to achieve a 
clinically significant change. The results discussed in this 
paper therefore do not exclusively refer to treatment suc-
cesses in the clinically significant range.

Due to the small sample size, including PTSD symptom 
severity at baseline as a predictor in the models compro-
mised the stability of the analyses, leading to unreliable 
estimates. The inclusion of baseline symptom severity did 
not significantly improve the model fit (χ² = 2.58, p = .108; 
BIC (4555.3 vs. 4495.4)). However, to address this con-
cern, we also conducted an inverted model in which we 
predicted therapeutic alliance based on symptom sever-
ity. The results indicated that symptom severity did not 
significantly predict the therapeutic alliance, suggest-
ing that the effect of symptom severity on the alliance-
outcome relationship is unlikely. In future studies with 
larger sample sizes, including baseline PTSD symptom 
severity could provide valuable insights. However, exist-
ing research in adult PTSD populations also suggests that 
the alliance-outcome link is not significantly influenced 
by symptom severity at the beginning of treatment [13].

Clinical implications
Contrary to many concerns, young patients with a history 
of sexual and/or physical abuse can develop stable thera-
peutic alliances during PTSD treatment. The therapeutic 
alliance is an important factor in D-CPT, as it contributes 
to the reduction of symptom severity over the course of 
the treatment. However, in this context, the patients’ rat-
ing is more important than that of the therapists. Thera-
pists should therefore pay particular attention to building 
a stable alliance and ask their patients for their percep-
tion. Routine outcome monitoring is a powerful tool that 
can increase the likelihood of detecting changes in the 
therapeutic alliance early on, especially in cases where 
patient-perceived alliance is low. For example, patients 
could answer the HAQ [47, 48] at regular intervals. As 
the questionnaire used in this study consisted only of 
11 items [49], it is an economic way of keeping track of 
the therapeutic alliance during treatment. This monitor-
ing should be discussed openly and transparently with 
patients, fostering a collaborative relationship where 

both therapist and patient are attuned to and engaged 
in the ongoing process of alliance-building. If the alli-
ance is deteriorating, they can first check whether this 
is in line with the patients’ perception. If this is the case, 
and the alliance results also show that, therapists should 
not overestimate their own perception of the therapeutic 
relationship. If a therapist feels that the therapeutic alli-
ance is on a low level, the therapist can use targeted tech-
niques to help improve the therapeutic relationship It has 
been shown that interventions like cognitive restructur-
ing and offering support are associated with higher levels 
of therapeutic alliance in adolescent PTSD patients [62].

Conclusions
This study of adolescent patients with PTSD follow-
ing sexual and/or physical abuse investigated whether 
there was a connection between the therapeutic alliance 
and symptom reduction over the course of D-CPT ana-
lyzing weekly measures with MLM. We found that the 
therapeutic alliance increased significantly with ongoing 
session duration. Therapists’ and patients’ ratings of the 
therapeutic alliance were strongly correlated. However, 
they differed significantly at the session level. Patients 
perceived the alliance to be higher than their therapists. 
Patients with a better therapeutic alliance showed a 
greater reduction in self-rated PTSD symptoms over the 
course of therapy. However, this relationship between 
therapeutic alliance and treatment success in D-CPT was 
only found for the patient ratings, suggesting that these 
were more important for PTSD symptom reduction in 
the present sample. Therapists should therefore focus 
on building a strong alliance and explicitly ask for their 
patients’ judgement. Future studies should concentrate 
on independent alliance ratings, symptom severity at the 
beginning of the treatment and larger sample sizes fur-
ther examine the alliance-outcome link.
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