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Although cognitive-behavioral therapy (CBT) for pediatric obsessive-compulsive disorder 

(OCD) is considered a first-line treatment for the disorder, research reveals suboptimal remission 

and treatment non-responder rates, suggesting the need to investigate factors that may enhance or 

reduce treatment effects. Few studies have investigated predictors of treatment response in 

pediatric OCD, and there is an absence of studies examining the influence of treatment process 

variables (e.g., therapeutic alliance [TA]) on treatment outcome. Using a multiple-informant and 

multiple-time point design, our study examined the role of the TA in family-based CBT for 

pediatric OCD. Analyses examined the predictive value of the TA on homework compliance and 

OCD symptom reduction. Furthermore, analyses investigated the role of discrepant alliances 

(i.e., differences between child-therapist and parent-therapist alliances) on outcome and whether 

changes in the TA over time predict treatment response. Our main findings were that (1) stronger 

child-rated, parent-rated, and therapist-rated TAs were predictive of better treatment outcome, 

(2) large discrepancies in child-therapist versus parent-therapist TAs were associated with poorer 

treatment outcome, (3) larger and more positive early alliance shifts (as rated by changes in 

child-rated TA between sessions 1 and 5) were predictive of better treatment outcome, (4) 

therapist-rated child-therapist TA and therapist-rated parent-therapist TA at session 1 predicted 
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homework compliance across treatment, (5) both TA and compliance ratings were uniquely 

predictive of treatment outcome, and (6) with the exception of child age being correlated with the 

therapist-rated parent-therapist TA, no measured pre-treatment child characteristics were 

predictive of TA ratings. Implications for the treatment of youth with OCD within family-based 

CBT are discussed based on study findings. 
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CHAPTER 1 
INTRODUCTION 

Introduction 

Obsessive-compulsive disorder (OCD) is an anxiety disorder characterized by the presence 

of recurrent obsessions and/or compulsions that are distressing, time consuming (more than one 

hour per day), and/or debilitating (interfere with normal functioning) (American Psychiatric 

Association, 2000). With recent epidemiological studies reporting prevalence rates of 

approximately 1-4% among children and adolescents (Douglass, Moffit, Dar, McGee, & Silva, 

1995; Zohar, 1999), OCD is now considered one of the most common childhood psychiatric 

illnesses (Stewart et al., 2004). Research has indicated a bimodal age of onset distribution, with 

the initial peak incidence occurring during the pre-pubescent period (termed early-onset OCD) 

and the second during early adulthood (termed late-onset OCD) (Pauls, Alsobrook, Goodman, 

Rasmussen, & Leckman, 1995). Approximately 80% of adults with OCD exhibit initial symptom 

onset prior to 18 years of age (Riddle, 1998; Pauls et al., 1995), and individuals who are 

untreated experience a chronic and fluctuating course (Besiroglu et al., 2006; Zohar, 1999). High 

rates of comorbidity in pediatric OCD complicate the clinical presentation and exacerbate OCD-

related impairments in functioning (Masi et al., 2006; Storch et al., 2007a; Suchodolsky et al., 

2005). Recent studies reported comorbidity rates as high as 80% (Barrett, Healy-Farrell, & 

March, 2004; Pediatric OCD Treatment Study [POTS], 2004; Storch, et al., 2007a), with major 

depression, anxiety disorders, tic disorders, attention deficit hyperactivity disorder (ADHD), and 

disruptive behavior disorders being among the most common comorbid disorders (Storch et al., 

2008a). 
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Pediatric Obsessive-Compulsive Disorder 

The heterogeneous and idiosyncratic nature of obsessions and compulsions, coupled with 

low levels of insight, complicates the clinical presentation in youth with OCD (American 

Academy of Child and Adolescent Psychiatry [AACAP], 1998). Obsessions are persistent and 

intrusive thoughts, ideas, impulses, or images that result in increased anxiety and accompanying 

distress. Compulsions are repetitive or ritualistic behaviors or mental acts aimed at reducing or 

preventing anxiety in response to the obsessive thought. The most common symptom subtypes 

include contamination/washing, doubting/checking, obsessions without overt compulsions (e.g., 

sexual, aggressive, or religious obsessions), and hoarding (Sookman, Abramowitz, Calamari, 

Wilhelm, & McKay, 2005). Although certain compulsions are typically linked with certain 

obsessions, some cases do not follow this pattern, such as certain early-onset cases who exhibit 

compulsions without endorsing any identifiable obsession (Geller et al., 1998). Early-onset cases 

are more likely to be male, have a family history of OCD, present with tic-related compulsions 

(e.g., tapping, touching, rubbing), have a comorbid tic disorder, and engage in reassurance 

seeking behaviors (Geller et al., 1998). 

Cognitive models of OCD suggest that patients with OCD have a tendency to misinterpret 

the content of intrusive thoughts in a way that leads to a worsening spiral of symptoms 

(Salkovskis, 1999). Patients with OCD evidence difficulty in cognitively inhibiting intrusive 

thoughts, and therefore they selectively attend to intrusive thoughts (Tolin, Abramowitz, 

Przeworski, & Foa, 2002). Such selective attention increases the accessibility of these thoughts, 

which results in heightened anxiety and discomfort, which in turn leads to counterproductive 

attempts (compulsions) aimed at decreasing these thoughts (Salkovskis, 1999). 

Behavioral models of the development and maintenance of OCD symptoms can be traced 

back to Mowrer’s (1939; 1960) two-stage theory, which posits that (1) fears are acquired due to 
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neutral stimuli becoming paired with feared stimuli via classical conditioning, and (2) fears are 

maintained due to the engagement of behaviors (i.e., compulsions) that function to reduce 

distress associated with the conditioned stimuli via negative reinforcement. However, the 

reduction in anxiety resulting from the engagement in rituals is only temporary, due to the 

persistent, intrusive, and recurrent nature of obsessive thoughts and images. Consequently, youth 

seeking relief from their obsessive-compulsive symptoms paradoxically become trapped in a 

time-consuming and incessant cycle of obsessions and compulsions that results in significant 

distress and impairment in functioning (Carter & Pollock, 2000).  

Youth with OCD frequently involve their parents and other family members in this 

pathological cycle, resulting in the further maintenance of obsessive-compulsive symptoms 

(Storch et al., 2008b). In addition to actively participating in rituals, family members may 

accommodate OCD symptoms by facilitating compulsive avoidance of feared stimuli, modifying 

family routines to accommodate rituals, and tolerating delays associated with ritual completion 

(Storch & Merlo, 2006). Approximately 80% of family members of patients with OCD 

accommodate the patient’s symptoms to some degree, and higher rates of accommodation are 

associated with higher levels of family dysfunction and family distress (Calvocoressi et al., 1995; 

Calvocoressi et al., 1999; Storch et al., 2008b). Research investigating the effects of OCD on the 

family has found that parents of children with OCD, compared to parents of children with other 

clinical disorders or healthy controls, exhibit higher levels of expressed emotion, lower levels of 

warmth, and decreased encouragement of child autonomy or problem-solving (Barrett, Shortt, & 

Healy, 2002). Researchers have posited that pediatric OCD and family functioning influence 

each other in a bi-directional pattern (Freeman et al., 2003), which leads to increased tension and 

frustration within family relationships (Geffken et al., 2006; Waters & Barrett, 2000). Thus, 
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researchers emphasize the importance of including family members in the treatment of pediatric 

OCD to mitigate the impact that OCD has on the entire family (Storch & Merlo, 2006). 

 In addition to impairments in family functioning associated with OCD, children with 

OCD suffer detrimental effects in both academic and social functioning as well (Flament et al., 

1988; Leonard et al., 1993; Piacentini, Bergman, Keller, & McCracken, 2003), although the 

severity of impairments is variable across individuals (Piacentini et al., 2003). These 

impairments may have an accumulating negative impact over time, with early OCD-related 

impairments in functioning linked to later interpersonal and psychological difficulties in 

adulthood (Thomsen & Mikkelsen, 1995; Flament, Koby, Rapoport, & Berg, 1990). Given the 

significant and long-lasting effects of OCD on overall functioning and quality of life for both the 

patient and his or her parent(s), participation in effective treatment is essential. 

Cognitive-Behavioral Treatment of Pediatric Obsessive-Compulsive Disorder 

Cognitive-behavioral therapy (CBT) for OCD in youth involves four primary components: 

psychoeducation, cognitive training, mapping of OCD, and exposure with response prevention 

(E/RP; AACAP, 1998; March & Mulle, 1998; Storch et al., 2007a; Storch et al., 2006).  

Treatment lasts approximately 14 sessions, and can be delivered in a weekly or intensive format 

(Lewin, Storch, Adkins, Murphy, & Geffken, 2005). Psychoeducation reviews the 

neurobehavioral etiology of OCD and assists patients in labeling and monitoring symptoms. 

Cognitive training teaches patients to identify and restructure anxiety-provoking cognitions, 

engage in constructive self talk, cultivate nonattachment, and externalize blame. Cognitive 

training is adapted to the child’s developmental level; training with younger children tends to 

focus on teaching constructive self talk aimed at increasing the patient’s sense of self-efficacy 

and predictability, whereas training with older children who have the cognitive ability to identify 

and challenge cognitions tends to focus more on cognitive restructuring techniques. Mapping 
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OCD involves constructing a hierarchy of OCD symptoms that will be used for E/RP. In E/RP, 

patients are gradually exposed to anxiety-provoking stimuli while refraining from engaging in 

compulsive behaviors or rituals (Meyer, 1966). Extended exposure allows for habituation of 

anxiety and provides data for youth to disconfirm distorted fear representations, which are 

characterized by inaccurate expectations of harm and responsibility (Foa & Kozac, 1986).  

Parent involvement in therapy is an important aspect of successful treatment (Barrett et al., 

2004; Freeman et al., 2003; Knox, Albano, & Barlow, 1996; Storch et al., 2007a). During 

treatment, parents are provided with psychoeducation regarding the neurobehavioral etiology of 

OCD to reduce unnecessary blame and criticism as well as to decrease parental accommodation 

of child symptoms (Freeman et al., 2003). Parents are also taught operant procedures to reinforce 

effort and adaptive coping skills through praise and rewards, as well as to extinguish reassurance 

seeking behaviors through removal of parental attention (March, Franklin, Nelson, & Foa, 2001). 

Furthermore, parent involvement in treatment is essential for generalization of therapeutic gains 

to other settings (e.g., home) (March, Franklin, Nelson, & Foa, 2001). Finally, parents learn the 

importance of modeling, and they are instructed to decrease the extent to which they model 

anxious interpretations of events or avoidance behaviors.  

Recent research examining the effectiveness of CBT for pediatric OCD has revealed 

promising results for the treatment of youth. A recent meta-analysis of 18 studies identified CBT 

and selective serotonin reuptake inhibitors (SSRIs) as evidence-based treatments for pediatric 

OCD (Abramowitz, Whiteside, & Deacon, 2005). Findings from this meta-analysis revealed 

larger effect sizes for CBT when compared to SSRIs and placebo. Additionally, youth receiving 

CBT tended to have a higher percentage (62%) of clinically significant improvement when 

compared to youth receiving SSRIs (38%).  
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In addition to several uncontrolled studies supporting the effectiveness of CBT for 

pediatric OCD in individual, family, and group formats (e.g., Franklin et al., 1998; March, 

Mulle, & Herbel, 1994; Piacentini, Bergman, Jacobs, McCracken, & Kretchman, 2002; Storch et 

al., 2006; Thienemann, Martin, Cregger, Thompson, & Dyer-Friedman, 2001), four randomized 

controlled trials (RCTs) comparing CBT, pharmacological treatment, and placebo/waitlist 

conditions have established strong support for the efficacy of CBT, pharmacological treatment, 

and their combination (Barrett et al., 2004; de Haan, Hoogduin, Buitelaar, & Keisjers, 1998; 

POTS, 2004, Storch et al., 2007a). In an RCT comparing E/RP to clomipramine in youth with 

OCD, results revealed that both treatments resulted in significant reduction of symptoms as 

assessed by the main outcome measure in pediatric OCD (Children’s Yale-Brown Obsessive 

Compulsive Scale [CY-BOCS]). Furthermore, results indicated that the group receiving CBT (n 

= 12) had a greater response rate (defined as pre to post improvement on CY-BOCS > 30%) 

(66.7% versus 50.0%) and a greater mean reduction in symptom severity on the CY-BOCS 

(59.9% versus 33.4%) than patients treated with clomipramine (n = 10), providing support for 

the superiority of CBT over clomipramine (de Haan et al., 1998).  Effect sizes were 1.58 and 

1.45 for the behavior therapy and clomipramine groups, respectively. 

In an RCT study of individual family-based CBT (n = 24), group family-based CBT (n = 

29), and waitlist control (n = 24), Barrett et al. (2004) reported an 88% response rate (as defined 

by no longer meeting diagnostic criteria for OCD) for children in the individual CBT condition, a 

76% response rate for children in the group CBT condition, and a 0% response rate in the waitlist 

control condition. In a long-term follow-up study, Barrett, Farrell, Dadds, and Boulter (2005) 

indicated that in both the individual (n = 22) and group (n = 26) conditions, treatment gains were 

maintained at 12-month and 18-month follow-ups, with a total of 70% of participants in 
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individual therapy and 84% of participants in group therapy diagnosis-free at follow-up (Barrett 

et al., 2005).  

In a randomized trial of weekly (n = 20) versus intensive (daily sessions; n = 20) family-

based CBT, Storch et al (2007a) reported that both modes of treatment resulted in clinically 

significant reductions in OCD symptoms at post-treatment and 3-month follow-up. Response 

analyses (as assessed by a post-treatment CY-BOCS score < 10) indicated a high rate of 

responders in both conditions, with 75% of youth in the intensive group and 50% of youth in the 

weekly group meeting remission status criteria at post-treatment. At 3-month follow-up, 72% of 

youth in the intensive group and 77% of youth in the weekly group met remission status criteria. 

Effect sizes conducted in this study revealed post-treatment and 3-month follow-up effect sizes 

of 2.62 and 1.73 for the intensive group, and 2.20 and 2.33 for the weekly group. The authors 

concluded that both intensive and weekly CBT are efficacious treatments for pediatric OCD, 

with the intensive group displaying slight immediate advantages in symptom improvement at 

post-treatment (Storch et al., 2007). 

Finally, in a recent multi-site RCT, investigators compared CBT alone (n = 28), sertraline 

alone (n = 28), the combination of CBT and sertraline (n = 28), and placebo (n = 28) in a sample 

of youth with OCD (POTS, 2004). Response analyses (assessed by a post-treatment CY-BOCS 

score < 10) indicated that the combination group had a significantly higher rate of responders 

(53%) compared to the sertraline alone group (21%) and the placebo group (3%). The 

combination group and the CBT alone group did not differ significantly with regard to response 

rates, with 39% of the CBT alone group classified as responders. Effect sizes conducted in this 

study revealed effect sizes of 1.14, .97, and .67 for the combination group, CBT alone group, and 
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sertraline alone group, respectively, suggesting the relative superiority of the combination of 

CBT and sertraline over monotherapy, and suggesting the superiority of CBT over sertraline. 

 Taken together, findings suggest that CBT delivered alone or in combination with SSRIs 

should be the first-line treatment of pediatric OCD (POTS, 2004). However, despite the relative 

effectiveness of CBT for OCD, many patients do not respond following a full course of 

treatment, and others remain symptomatic despite some therapeutic gains. Findings from 

controlled and open trials of CBT demonstrate sub-optimal remission rates ranging from 25% to 

54%, and pre-post-treatment change scores indicate that between 14% and 40% of patients do 

not significantly improve (i.e., are non-responders) following treatment (de Haan, 2006).   

In an effort to enhance treatment response rates, researchers have begun to investigate 

possible predictors of poor response to identify specific targets for additional or adjunctive 

interventions. Treatment outcome research in pediatric OCD has indicated greater OCD 

symptom severity (Piacentini et al., 2002), higher levels of OCD-related academic impairment 

(Piacentini et al., 2002), higher levels of family accommodation (Storch et al, 2007b), higher 

levels of family dysfunction (Barrett et al., 2005), and the presence of a comorbid non-anxiety 

disorder diagnosis (Storch et al., 2008a) as predictors of worse outcome. Overall, these results 

suggest that those children with a more complex and severe presentation are at particular risk for 

poor response to CBT. Given findings of several family-related predictors of poor outcome, 

involving family members in treatment seems critical for optimal reduction in symptoms. 

There has been considerably more work conducted in the examination of treatment 

response predictors in the adult OCD literature. However, much of this research is characterized 

by inconsistent findings. Despite this, several pre-treatment variables have emerged as relatively 

reliable indicators of worse treatment response. Symptom severity (Franklin, Abramowitz, 
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Kozak, Levitt, & Foa, 2000; Keijsers, Hoogduin, & Schaap, 1994; Mataix-Cols, Marks, Greist, 

Kobak, & Baer, 2002), comorbid severe depression (Abramowitz, Franklin, Street, Kozak, & 

Foa, 2000; Abramowitz & Foa, 2000; Foa, 1979; Steketee, Chambless, & Tran, 2001), symptom 

presentation characterized by religious/sexual obsessions (Alonso et al., 2001, Mataix-Cols et al., 

2002; Rufer, Fricke, Moritz, Kloss, & Hand, 2006) or hoarding (Abramowitz, Franklin, 

Schwartz, & Furr, 2003; Rufer et al., 2006), comorbid personality disorder (Fricke et al., 2006; 

Moritz et al., 2004; Minichiello, Baer, & Jenike, 1987; Steketee et al., 2001), and family 

dysfunction (Chambless & Steketee, 1999; Emmelkamp, Hoekstra, & Visser, 1985; Steketee, 

1993) have been the most consistent predictors of poor response. In addition, two treatment-

related variables have emerged as reliable predictors of treatment response: the therapeutic 

alliance (TA; Hoogduin, de Haan, & Schaap, 1989; Keijsers et al., 1994; Vogel, Hansen, Stiles, 

& Gotestam, 2006) and patient compliance (Abramowitz, Franklin, Zoellner, & DiBernardo, 

2002; De Araujo, Ito, & Marks, 1996; Tolin, Maltby, Diefenbach, Hannan, & Worhunsky, 2004; 

Whittal, Thordarson, & McLean, 2005). These latter two variables seem particularly relevant as 

intervention targets, as it may be more feasible for clinicians to focus on enhancing aspects of the 

TA or patient compliance than to attempt to modify pre-treatment characteristics, such as 

symptom subtype. However, no study of CBT outcome in pediatric OCD has examined these 

two variables and their potential influence on treatment response in youth with OCD. 

Therapeutic Alliance in the Psychological Treatment of Youth 

Although no study has examined the TA in pediatric OCD, research has examined the 

influence of the TA on treatment outcome for a number of other psychiatric disorders. The TA is 

a more sophisticated form of the therapeutic relationship, as it encompasses cognitive (e.g., 

commitment to goals) and behavioral (e.g., collaborative engagement in the tasks of treatment) 

aspects of the interaction in addition to affective (e.g., bond) aspects of the therapist-patient 
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interaction (Shirk & Saiz, 1992). Researchers have purported that the examination of the TA in 

treatment outcome studies may be especially important for youth treatment, as children rarely 

refer themselves to treatment, often do not acknowledge the existence of problems, and may be 

at odds with parents regarding the goals of therapy (Shirk & Saiz, 1992). This may be 

particularly true for anxiety-provoking treatments, such as CBT for OCD, as children with OCD 

often lack insight into their symptoms (Geller et al., 1998) and are less likely to understand the 

long-term benefits of engaging in a therapeutic task that causes discomfort, because children, 

cognitively speaking, are less future-oriented than adults (Piacentini, 1999).  

A recent meta-analysis of the TA indicated that few (n = 14) child treatment outcome 

studies assess the TA (Karver, Handelsman, Fields, & Bickman, 2006), despite the large 

magnitude (n = 1500+) of controlled studies of child psychological treatment (Kazdin, 2002). 

These studies have demonstrated the utility of assessing the TA, with studies reporting 

significant effects on treatment outcome (Karver et al., 2006). Child, parent, and therapist 

perspectives of the therapeutic relationship and alliance are uniquely related to outcome (Shirk & 

Karver, 2003), and these effects are evident across developmental levels (child versus 

adolescent), service types (research versus community based), types of treatment (individual, 

parent training, family therapy), modes of treatment (behavioral versus nonbehavioral, and 

manual-based versus non-manual based), and treatment contexts (inpatient versus outpatient) 

(Shirk & Karver, 2003). Research has indicated that the type of presenting problem is a clinical 

moderator of the alliance-outcome relation, with the relation having a stronger effect for patients 

presenting with externalizing versus internalizing problems (Shirk & Karver, 2003). Studies 

examining the specific influences of the TA on outcome have indicated that a strong TA is 

positively associated with symptom improvement (Hawley & Weisz, 2005; Hogue, Dauber, 
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Stambaugh, Cecero, & Liddle, 2006; Florsheim, Shotorbani, & Guest-Warnick 2006; Hughes & 

Kendall, 2007; Kazdin, Marciano, & Whitley, 2005; Kazdin & Whitley, 2006; Kazdin, Whitley, 

& Marciano, 2006; McLeod & Weisz, 2005; Tetzlaff et al., 2005), treatment retention (Garcia & 

Wiesz, 2002; Hawley & Weisz, 2005; Kazdin, Holland, & Crowley, 1997), treatment satisfaction 

(Hawley & Weisz, 2005), and treatment acceptability (Kazdin et al., 2005; DeVet, Kim, Charlot-

Swilley, & Ireys, 2003). 

Despite these significant findings, researchers have highlighted a host of methodological 

inadequacies that characterize the research on the TA in child treatment outcome studies. First, 

most studies of the alliance-outcome relation in child treatment studies fail to utilize a multiple-

informant approach. Green (2006) encourages the assessment of the TA from multiple 

informants (i.e., child, parent, therapist, observer) to decrease the influence of shared 

measurement inflation bias on the interpretation of results. Additionally, assessing the TA from 

multiple informants may yield interesting data pertaining to how discrepant alliances (e.g., 

differences between parent-rated alliances and child-rated alliances) potentially influence 

outcome. For example, research examining the influence of discrepancies between child-rated 

and parent-rated TAs on treatment outcome has demonstrated that greater discrepancies are 

predictive of dropout (Robbins, Turner, & Alexander, 2003) and less symptom improvement 

(Shelef, Diamond, & Guy, 2005). Identifying discrepancies in alliances may be particularly 

relevant for the treatment of pediatric OCD, in which parental involvement is a significant 

component (Barrett et al., 2004).  Children may be hesitant to begin an anxiety-provoking 

treatment, especially if they lack insight into their symptoms, and thus, their willingness to 

develop a strong TA may be limited. On the other hand, parents of children with OCD often 

present to treatment motivated to engage in therapeutic tasks aimed at reducing their child’s 
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symptoms, and therefore may be more likely to develop a strong TA. If the parent-therapist TA 

is substantially greater than the child-therapist TA, the degree to which symptoms are reduced 

may be negatively affected, as children may recognize the unbalanced TAs and react in an 

oppositional manner by refusing to comply with therapeutic tasks. 

A second methodological issue concerns the dearth of studies that assess the TA at 

multiple time points during treatment (Kazdin & Nock, 2003). As a result, few studies have 

evaluated the directionality of effects. Therefore, it cannot be known for certain whether it is the 

strength of the TA that predicts symptom improvement, or it is symptom improvement that 

predicts the strength of the TA. Measuring the TA at multiple time points will permit further 

investigation into how the quality of the TA changes over time, and such information will be 

influential for the development of interventions aimed at building or improving the TA 

(Diamond, Diamond, & Liddle, 2000). Research in this area has indicated that changes in the TA 

over time (i.e., improvements or declines) are more predictive of outcome than early alliance 

levels (Hogue et al., 2006). Within CBT for OCD, it may be that the introduction of anxiety-

provoking exposures exercises in therapy affects the nature of the established TA. However, no 

study of CBT for OCD has examined how the TA changes over time and whether these potential 

changes in the nature of the alliance affect outcome.  

Third, researchers have underscored the need for studies to include other variables (e.g., 

pre-treatment characteristics, treatment-related factors) that may influence or may be influenced 

by the strength of the TA. The addition of other variables in studies of the alliance-outcome 

relation permits the examination of the relative contributions of posited predictors of treatment 

outcome (Green, 2006), and may shed light on the ways in which the TA influences outcome 

(Kazdin & Whitley, 2006). In an adult study of the influence of the TA, motivation, and 
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treatment expectancies on treatment outcomes in CBT for OCD, only the TA significantly 

predicted treatment outcome, suggesting that the strength of the TA has greater predictive power 

than either motivation or expectations (Vogel et al., 2006).  

Although several studies identified patient compliance as a reliable predictor of treatment 

outcome in CBT for OCD, no research has examined both the TA and patient compliance within 

the same study. Researchers have examined these two variables within the context of CBT for 

non-OCD anxiety disorders, and results indicated that the therapist-rated child-therapist 

relationship was uniquely predictive of anxiety disorder severity at post-treatment and 1-year 

follow-up whereas therapist-rated homework compliance was not (Hughes & Kendall, 2007), 

suggesting the relative importance of the therapeutic relationship within CBT for anxiety 

disorders. Although informative, this study only incorporated therapist ratings of the child-

therapist relationship, and did not assess the therapist-parent relationship. Furthermore, both 

measurement of the relationship and of compliance were based on a 1-item questions (i.e., “How 

would you describe the quality of the therapeutic relationship during the session?” and “Rate the 

child’s degree of compliance with the homework task.”) rather than on already established 

measures of the TA and homework compliance (Hughes & Kendall, 2007). More research is 

needed in this area to better understand these factors within CBT for pediatric OCD. Such 

research would allow investigators to evaluate the relative predictor power of these two variables 

as well as to examine whether the strength of the TA influences the degree of patient 

compliance, or vice versa. Knowledge of these influences has implications for the manner in 

which therapists approach the establishment of rapport, the formation of the TA, and the 

discussion of the importance of compliance with therapeutic tasks. 
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Finally, the investigation of the TA in heterogeneous populations and diverse treatment 

approaches threatens the internal validity of the results and limits the degree to which results can 

be interpretable for a specific patient population. Assessing the TA within more homogeneous 

populations is especially important given findings that type of presenting problem moderates the 

alliance-outcome relation (Shirk & Karver, 2003). Unfortunately, few studies have been 

conducted that examine the TA within the context of anxiety-provoking treatments for children. 

Kendall (1994) examined the influence of the therapeutic relationship (affective component 

only) on outcome in CBT for youth with non-OCD anxiety disorders. Results indicated that for 

the subset of individuals who rated the therapeutic relationship as one standard deviation below 

the mean, the therapeutic relationship was predictive of worse outcome on measures of child 

anxiety and depression. However, because Kendall (1994) restricted the assessment of the 

therapeutic relationship to one time point (post-treatment) and one informant (child), the 

interpretation of these findings is limited. Furthermore, the study did not assess the cognitive and 

behavioral components of the alliance, which may be of particular importance in treatments that 

require children to engage in anxiety-provoking tasks.  

In another study of the therapeutic relationship within CBT for non-OCD anxiety 

disorders, Hughes and Kendall (2007) found that the therapist-rated child-therapist relationship, 

averaged across all treatment sessions, was a significant predictor of outcome. In a study of 

alliance-building behaviors, Creed and Kendall (2005) reported that therapists’ attempts at 

collaborating with the patient (i.e., setting goals with child, agreeing on therapeutic tasks) was 

the behavior most predictive of a positive TA, as judged by all three raters (observers, children, 

and therapists). Thus, assessing the larger construct of the TA, versus only the therapeutic 

relationship, may yield more interesting findings regarding its influence on outcome in the 
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treatment of child anxiety disorders. However, because none of the participants in these studies 

had a primary diagnosis of OCD, the field has no information regarding the influence of the TA 

in the treatment of pediatric OCD. 

Study Objectives and Hypotheses 

The primary objective of this study was to examine the role of the TA in CBT for pediatric 

OCD, and this objective was divided into 5 specific aims.  

First, this study aimed to examine whether the TA, as rated separately by the child, parent, 

and therapist, would predict treatment outcome (as defined by reduction in OCD symptoms). 

Given findings from adult studies that have indicated the TA as a significant predictor of CBT 

outcome (Hoogduin et al., 1989; Keijsers et al., 1994; Vogel et al., 2006), it was hypothesized 

that stronger child-rated, parent-rated, and therapist-rated TAs would predict better treatment 

outcome.  

Second, this study sought to investigate whether discrepancies between child-rated and 

parent-rated TAs would predict treatment outcome. In accordance with preliminary data 

suggesting an association between greater discrepancies in alliance ratings and worse outcomes 

(Robbins et al., 2003; Shelef et al., 2005), this study hypothesized that greater discrepancies 

between child-rated and parent-rated TAs would predict worse treatment outcome.  

Third, this study aimed to examine whether changes in the strength of the TA over time 

would predict treatment outcome. Based on studies that have reported on the therapeutic benefits 

of strengthened versus weakened alliances in samples of delinquent adolescents (Hogue et al., 

2006; Florsheim et al., 2000), it was hypothesized that improvements in the TA over time would 

be predictive of better outcome, whereas declines in the TA over time would be predictive of 

worse outcome.  
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Fourth, this study sought to examine the relation between the TA and homework 

compliance. Given that one aspect of the TA involves developing the motivation and 

commitment to engage and collaborate in therapeutic tasks, it was hypothesized that stronger 

TAs would lead to higher levels of homework compliance.  

Finally, this study aimed to assess the relative contributions of the TA and homework 

compliance on treatment outcome. This study hypothesized that both the TA and patient 

compliance would uniquely and positively predict treatment better outcome. 

A secondary objective of this study was to investigate pre-treatment characteristics that are 

associated with the TA. Identifying those pre-treatment characteristics that are associated with 

weak TAs will aide clinicians in recognizing specific patient presentations that may be at risk for 

poor treatment response. Thus, based on past studies analyzing the correlates of weak TAs (Eltz, 

Shirk, & Sarlin, 1995; Kazdin & Whitley, 2006), this study hypothesized that high levels of child 

social problems and oppositionality will be correlated with weaker TAs. 
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CHAPTER 2 
METHOD 

Participants 

 Twenty-five youth aged 7 to 17 years old (M = 13.16, SD = 2.69) with a principal 

diagnosis of OCD and their parents participated in our study. Participants (11 females; 14 males) 

were recruited from families who presented to the University of Florida (UF) OCD Clinic. 

Eighty percent of the sample was Caucasian, 8% was African American, 8% was Hispanic, and 

4% was biracial. The average age of onset for the sample was 10.48 years of age. Inclusion 

criteria were as follows:  

 Principal diagnosis of OCD 

 CY-BOCS Total Score ≥ 16 

 Able to read study measures (as determined by having participant read measure 
instructions out loud) 

 No change in psychotropic medication (if applicable) for at least 8 weeks prior to study 
entry  

Children were excluded if they met any of the following criteria: 

 History of and/or current psychosis, bipolar disorder, or current suicidality 

 Autism or mental retardation 

 A current diagnosis in the caregiver of mental retardation, psychosis, or other psychiatric 
disorders or conditions that would limit their ability to understand CBT 

Three of the 25 participants dropped out of the study prematurely. Completers and dropouts did 

not differ based on age, gender, or ethnicity. 
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Measures 

Demographic Form 

 Parents completed a general demographic form to assess demographic variables, including 

child’s age, gender, ethnicity, caregiver education and occupation, family income, marital status, 

and child’s age of OCD onset. 

Children’s Yale-Brown Obsessive-Compulsive Scale (CY-BOCS; Scahill, Riddle, 

McSwiggen-Hardin, & Ort, 1997) 

 The CY-BOCS is a 10-item clinician-rated measure designed to assess OCD symptom 

severity and response to treatment in children. Items are anchored on a 0 to 4 point scale, and 

they assess the degree to which obsessions and compulsions occupy the patient’s time, interfere 

with functioning, cause subjective distress, are actively resisted, and can be controlled by the 

patient. The CY-BOCS has demonstrated good to excellent levels of internal consistency (α = 

.87) and inter-rater reliability (rs ranging between .68 - .91), and evaluations of divergent and 

convergent validity have indicated that the measure is valid (Scahill et al., 1997; Storch et al., 

2005). Additionally, the CY-BOCS has been shown to be sensitive to therapeutic change (Scahill 

et al., 1997). Cronbach’s alpha for the CY-BOCS total score in our study was .81. 

Therapeutic Alliance Scale for Children (TASC; Shirk & Saiz, 1992) 

The TASC is a 12-item measure of the child’s perception of the quality of the TA in child 

psychological treatment. Items are anchored on a 0 to 4 point scale, and they assess the child’s 

affective experience of therapy as a positive bond, negative affective experience to therapy itself, 

and collaboration with tasks of therapy. Child (e.g., “I like spending time with my therapist”) and 

therapist (e.g., “The child likes spending time with you, the therapist”) versions exist to capture 

the unique and subjective perspectives of both child and therapist (Shirk & Karver, 2003). The 

original measure was designed to measure the alliance across treatment, and it has since been 
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revised (TASC-R; Creed & Kendall, 2005) to assess the TA after individual treatment sessions. 

The TASC-R has demonstrated acceptable internal consistency across studies, with Cronbach’s 

alpha coefficients ranging from .85 to .96 (Creed & Kendall, 2005; Kazdin & Whitley, 2006). In 

our study, Cronbach’s alpha for the child-rated and therapist-rated versions of the TASC-R were 

.91 and .98, respectively. 

Working Alliance Inventory (WAI; Horvath & Greenberg, 1989) 

The WAI is a 36-item measure of the quality of the TA in adult psychological treatment. 

The measure was adapted to be a suitable assessment of the parent-therapist alliance in child 

psychological treatment (Kazdin et al., 2005). Items are anchored on a 1 to 7 scale, and they 

assess the degree of positive personal attachment, acceptance, and trust in the therapeutic 

relationship, the extent to which parent and therapist agree on and endorse therapeutic goals, and 

the extent to which parent and therapist agree on and accept responsibility for therapeutic tasks. 

Parent (e.g., “My child’s therapist and I are working towards mutually agreed upon goals”) and 

therapist (e.g., “My patient’s parent and I are working towards mutually agreed upon goals”) 

versions exist to capture the unique and subjective perspectives of both parent and therapist 

(Shirk & Karver, 2003). The WAI is a widely used measure, with proven reliability and validity 

(Horvath & Bedi, 2002). It has recently been used in the context of child therapy, and has 

demonstrated acceptable psychometric properties in this context (e.g., median Cronbach’s alpha 

of .92) (Kazdin et al., 2005; Kazdin & Whitley, 2006). In our study, Cronbach’s alpha for the 

parent-rated and therapist-rated versions of the WAI were .87 and .93, respectively. 

Homework Compliance Rating Form 

The Homework Compliance Rating Form was created according to Abramowitz et al.’s 

(2002) protocol for assessing homework compliance in CBT for adult OCD. The measure 

assesses the therapist’s ratings of patient compliance with homework on a scale ranging from 0 
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(did not complete any assigned homework) to 6 (completed all homework and made efforts 

above and beyond assignments).  

Child Behavior Checklist (CBCL; Achenbach & Rescorla, 2001) 

The CBCL is a 118-item parent report measure designed to assess a wide range of child 

emotional and behavioral problems. Using a 0 (not true) to 2 (very or often true) rating scale, 

parents are asked to describe their child’s behavior and emotional functioning over the past 6 

months. Factor analyses have yielded reliable and valid individual narrow subscales and 

broadband Internalizing and Externalizing subscales, in addition to a Total Problems composite 

score. For the purposes of this study, the Social Problems syndrome subscale and the 

Oppositional Defiant Problems DSM-IV oriented subscale were used. The CBCL has 

demonstrated acceptable to excellent psychometric properties across a variety of clinical and 

non-clinical populations, with Cronbach’s alpha coefficients for subscales ranging from .79 to 

.94 (Achenbach & Rescorla, 2001). Cronbach’s alpha for the Oppositional Defiant Problems 

DSM-IV oriented subscale in our study was .70. Cronbach’s alpha for the Social Problems 

syndrome subscale in our study was .73. 

Procedures 

 Participants were enrolled in part of a larger study examining predictors of CBT outcome 

at the UF OCD Clinic. During the initial clinical interview conducted by a clinical child 

psychologist, families who met study criteria were asked if they would like to hear about a study 

examining CBT for pediatric OCD. If they answered yes, families completed human subjects 

informed consent procedures approved by the UF institutional review board and were scheduled 

for their pre-treatment assessment.  
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Pre-Treatment Assessment 

A trained research assistant, under the supervision of a clinical child psychologist, 

administered the CY-BOCS to the parent and child jointly. The research assistant then provided 

instructions on completing the study measures. Immediately following this assessment, the child, 

accompanied by the parent, began the first session of CBT. 

Treatment 

Treatment consisted of up to 14 sessions of CBT for OCD based on the protocol used in 

POTS (2004), which includes psychoeducation, cognitive training, and exposure with response 

prevention. Treatment was terminated early if both the therapist and the patient agreed that an 

optimal level of symptom reduction had been achieved. In our study, the average duration of 

treatment was 12 sessions. The first session of CBT for OCD consisted of rapport building, 

information gathering, and psychoeducation regarding the nature of OCD and the rationale for 

treatment. Session 2 consisted of therapeutic tasks that include the creation of a fear hierarchy 

and cognitive training. Sessions 3 and beyond consisted of both therapist-assisted and home-

based exposure exercises with response prevention. An important part of the treatment entailed 

the assignment of homework, which focused on either self-monitoring exercises or exposure 

exercises.  

Treatment was provided by 9 clinical child psychology postdoctoral fellows (n = 3) or 

doctoral candidates (n = 6) within the UF OCD Clinic. All therapists had previous training and 

experience in implementing CBT for pediatric OCD. Supervision was held on a daily (for 

participants in intensive treatment; n = 10) or weekly (for participants in weekly treatment; n = 

15) basis to ensure competence and adherence to the treatment protocol. Therapists included 3 

males and 6 females.   
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Treatment Assessments 

Treatment assessments were conducted following the first and fifth treatment sessions. 

After completion of the treatment session, a research assistant (not the therapist) met privately 

with the child and parent and asked them to complete the TASC and WAI, respectively. The 

child and parent were instructed to insert the completed measures in a sealed (confidential) 

envelope and were notified that their therapist would not have access to their responses. After the 

fifth session, a research assistant also administered the CY-BOCS. The therapist completed the 

therapist versions of the TASC and WAI after the first and fifth sessions. Additionally, after each 

session, the therapist rated homework compliance.  

Post-Treatment Assessment 

At the post-treatment assessment, which immediately followed the last treatment session, a 

research assistant administered the CY-BOCS along with other treatment-related measures. 

Additionally, the child and parent privately completed the TASC and WAI respectively, and the 

therapist completed the therapist versions of these measures. Table 2-1 represents a visual 

representation of the assessment schedule. 



 

 

32

Table 2-1.  Assessment schedule 
Pre-treatment 1 2 3 4 Session 5 6 7 8 9 10 11 12 13 14 Post-

treatment 

CY-BOCS 
CBCL 

TASC 
WAI C C C 

CY-BOCS 
TASC 
WAI 
C 

C C C C C C C C C 
CY-BOCS 
TASC 
WAI 

CY-BOCS - Children’s Yale-Brown Obsessive Compulsive Scale, CBCL - Child Behavior Checklist, TASC – Therapeutic Alliance 
Scale for Children, WAI - Working Alliance Inventory, C - Compliance ratings. 
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CHAPTER 3 
RESULTS 

Sample Characteristics  

Means, standard deviations, and ranges for each study measure are shown in Table 3-1. To 

evaluate the normality of the TA variables, we analyzed the skewness and kurtosis of each 

alliance variable. Analyses indicated that all session 1 and most 5 TA variables (child-rated, 

parent-rated, and therapist-rated) were roughly univariate normal (skewness and kurtosis 

estimates less than two). Post-treatment TA variables were somewhat skewed (statistics between 

-1.41 to -2.66) and highly kurtotic (statistics between 1.05 and 8.39), with post-treatment TA 

variables tending to be rated more uniformly positive. Scores on the CY-BOCS were reduced 

across treatment, with an overall Cohen’s d effect size of 2.89. Fifty-nine percent of our study’s 

sample achieved remission status (CY-BOCS < 10) at the end of treatment. All measures 

demonstrated acceptable internal consistency; alpha coefficients ranged from .70 to .98. 

Independent group t-tests and one-way analyses of variance (ANOVAs) indicated no significant 

differences on measures of TA and CY-BOCS as a function of gender, ethnicity, or the presence 

of a comorbid psychiatric disorder. Correlational analyses indicated that age was significantly 

correlated with session 1 therapist ratings of the parent-therapist TA. Therefore, in analyses 

incorporating the session 1 therapist-rated parent-therapist TA as a predictor variable, age was 

entered as a covariate. Child age was not significantly correlated with any other ratings of the TA 

or the CY-BOCS at the first, fifth, or final sessions. 

Hypothesis 1: TA Predicting Outcome 

Using hierarchical regression analyses, we evaluated whether the strength of the TA 

predicted treatment outcome, as measured by post-treatment CY-BOCS scores, after controlling 

for pre-treatment symptom severity (i.e., pre-treatment CY-BOCS scores). Results of these 
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analyses are shown in Tables 3-2 and 3-3. For analyses conducted for session 1 ratings of the 

TA, findings indicated that the therapist-rated child-therapist TA significantly predicted 

treatment outcome after controlling for pre-treatment symptom severity. Additionally, the 

therapist-rated parent-therapist TA was found to significantly predict treatment outcome after 

controlling for both age and pre-treatment symptom severity. In both cases, stronger alliances 

resulted in greater reductions in OCD symptoms (Table 3-2). Additionally, there was a trend for 

parent-rated parent-therapist TAs, such that higher ratings of the alliance tended to predict 

greater reductions in OCD symptoms. For analyses conducted for mid-treatment ratings of the 

TA, findings indicated that all ratings of the TA (child-rated TA, therapist-rated child-therapist 

TA, parent-rated TA, therapist-rated parent-therapist TA) significantly predicted treatment 

outcome, and again, the stronger the alliances, the greater the reductions in OCD symptoms 

(Table 3-3). Overall, the results provide strong support for hypothesis 1, and findings suggest 

that both initial (i.e., 1st session) ratings and mid-treatment (i.e., 5th session) ratings of the TA are 

robust predictors of outcome. Using the criteria proposed by Cohen (1988) for effect sizes (ESs) 

for R2 , in which.01 signifies a small effect size, .09 medium, and .25 large, the ESs for 

significant findings were in the medium to large range (Tables 3-2 and 3-3).  

Researchers have raised questions as to whether the TA is an important causal agent in 

therapy outcome or whether the alliance is, in fact, a product of symptom improvement (Feeley, 

DeRubeis, & Gelfand, 1999). Although several correlational studies have found a significant 

positive relationship between alliance and treatment outcome, few have established a temporal 

precedence of the alliance, a criterion necessary to make a causal claim about a process variable 

(Judd & Kenny, 1981). To establish temporal precedence of the process variable, it is necessary 

to assess the process variable (TA) at a given session and to also assess symptom change that 
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occurs prior to and subsequent to that session (Feeley et al., 1999). The study design, which 

measured symptom severity as well as the TA at sessions 1, 5, and the final session allows for 

such an analysis of temporal precedence. Thus, a series of hierarchical regression analyses were 

conducted in which we evaluated whether the strength of the TA (child-rated, parent-rated, and 

therapist-rated) at session 5 predicted subsequent change in symptom severity after controlling 

for prior change in symptom severity. The prior change score represented the difference between 

the session 1 CY-BOCS score and the session 5 CY-BOCS score, and the subsequent change 

score represented the difference between the final session’s CY-BOCS score and the mid-

treatment CY-BOCS score. All change scores were in the form of residualized change scores in 

order to remove the stability in each measure and therefore only capture the variance that is 

explained by factors other than the initial level of the measure. Results indicated that child-rated 

and therapist-rated mid-treatment ratings of the child-therapist TA, as well as parent-rated mid-

treatment ratings of the parent-therapist TA, were significant predictors of subsequent change in 

symptom severity after controlling for prior symptom change (Table 3-4). Additionally, there 

was a trend for therapist-rated mid-treatment ratings of the parent-therapist TA to be predictive 

of subsequent change in symptom severity.  

Hypothesis 2: TA Discrepancy Scores Predicting Outcome 

Parent and child standardized ratings of the TA were negligibly correlated at session 1 (r = 

-.12, p =.60), but were moderately correlated at session 5 (r = .52, p =.01). Standardized 

therapist ratings of the child-therapist TA and the parent-therapist TA were moderately 

correlated at session 1 (r = .54, p =.01) and markedly correlated at session 5 (r = .64, p < .01).  

Using hierarchical regression analyses, we evaluated whether the discrepancies between the 

child-therapist TA and the parent-therapist TA at session 1 and mid-treatment predicted 

treatment outcome after controlling for pre-treatment symptom severity scores. Of note, child’s 



 

36 

age was not significantly correlated with any discrepancy scores. No discrepancy scores 

significantly predicted treatment outcome (Table 3-5).  

As an extension of regression analyses, we sought to evaluate whether large discrepancies 

(defined as a 1.5 standard deviation difference between child TA and parent TA) were associated 

with outcome. Independent samples t-tests indicated that parent-child dyads (n = 7) with large 

discrepancies (using parent and child ratings) in the TA following the first session had 

significantly higher post-treatment CY-BOCS scores (mean score = 14.58) compared to parent-

child dyads (n = 15) who did not have large discrepancies (mean score = 5.33; t[20] = -3.46, p < 

.01). Similar results were found for mid-treatment ratings by parent and child, such that parent-

child dyads (n = 3) with large discrepancies at mid-treatment tended to have higher post-

treatment CY-BOCS scores (mean score = 15.00) compared to parent-child dyads (n = 19) who 

did not have large discrepancies (mean score = 7.21; t[20] = -1.84, p = .08). Analyses 

incorporating therapist-ratings of TAs did not yield significant findings regarding large 

discrepancies. 

Hypothesis 3: Alliance Shifts Predicting Outcome 

Session 1 ratings of the TA were highly correlated with mid-treatment ratings of the TA 

for child-rated child-therapist alliance (r = .87, p < .01) and therapist-rated child-therapist 

alliance (r = .85, p < .01), were moderately correlated for parent-rated parent-therapist alliance (r 

= .44, p = .04), and were markedly correlated for therapist-rated parent-therapist alliance (r = .71, 

p < .01). Additionally, mid-treatment ratings of the TA were highly correlated with final session 

ratings of the TA for child-rated child-therapist alliance (r = .93, p < .01), therapist-rated child-

therapist alliance (r = .85, p < .01), parent-rated parent-therapist alliance (r = .92, p < .01), and 

therapist-rated parent-therapist alliance (r = .89, p < .01).  
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Interestingly, change score analyses revealed an overall slight positive early alliance shift, 

such that, on average, between sessions 1 and 5, the strength of the child-rated TA increased by 

1.82 points (SD = 4.53), the strength of the therapist-rated child TA increased by 2.05 points (SD 

= 6.20), the strength of the parent-rated TA increased by 8.41 points (SD = 16.24), and the 

strength of the therapist rated parent TA increased by 5.27 points (SD = 16.74).  For the late 

alliance shift, analyses revealed mixed findings. On average, between session 5 and the final 

session, the strength of the child-rated TA increased by 0.82 points (SD = 3.20), the strength of 

the therapist-rated child TA increased by 2.91 points (SD = 10.67), the strength of the parent-

rated TA decreased by 11.77 points (SD = 8.90), and the strength of the therapist rated parent TA 

increased by 6.32 points (SD = 12.94). Using paired sample t-tests, the only significant alliance 

shift was the decrease in strength of the parent-rated TA across mid-treatment to the final session 

(t[21] = 6.20, p < .01).   

Using hierarchical regression analyses, we evaluated whether the changes in the strength of 

TAs across treatment sessions predicted treatment outcome after controlling for pre-treatment 

symptom severity scores. The early alliance shift change score represented the difference 

between the session 1 TA score and the session 5 TA score and the late alliance shift change 

score represented the difference between the final session’s TA score and the session 5 TA score. 

All change scores were in the form of residualized change scores. Early alliance shifts based on 

child-rated ratings of the TA significantly predicted treatment outcome, such that the larger and 

more positive the change in the strength of the alliance between sessions 1 and 5, the greater the 

reduction in OCD symptoms (Table 3-6). Additionally, there were trends for early alliance shifts 

regarding the therapist-rated child-therapist TA and the parent-rated parent-therapist TA, such 

that the larger and more positive the change in the strength of alliance over the first 5 sessions, 
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the greater the reduction in OCD symptoms. No late alliance shifts significantly predicted 

treatment outcome.  

Hypothesis 4: TA Predicting Homework Compliance 

The mean for homework compliance ratings across treatment for the study’s sample was 

3.91 (SD = 1.14), with a minimum of 1.00 and a maximum of 5.80. Using regression analyses, 

we evaluated whether the strength of the TA measured after session 1 predicted homework 

compliance across treatment. Average homework compliance for each participant was the sum of 

all homework compliance scores for all sessions divided by the sum of the number of sessions 

attended. The session 1 therapist-rated child TA significantly predicted homework compliance (r 

= .48, p < .05), such that the stronger the alliance, the greater the homework compliance ratings. 

Additionally, the session 1 therapist-rated parent TA significantly predicted homework 

compliance (r = .44, p < .05), and again, the stronger the alliance, the greater the homework 

compliance ratings. Child and parent ratings of the TA at session 1 were not significantly 

predictive of average homework compliance across treatment. We repeated the analyses to 

examine whether the strength of the TA rated after session 5 predicted homework compliance in 

all sessions occurring after session 5.  Results indicated that no mid-treatment ratings of the TA 

significantly predicted homework compliance. Overall, the results suggest that initial therapist 

ratings of both child-therapist and parent-therapist TAs are predictive of the child’s homework 

compliance across treatment.  

Hypothesis 5: TA and Homework Compliance Predicting Outcome 

A series of hierarchical linear regression analyses were computed separately for child-

rated, parent-rated, and therapist-rated alliance, in which TA ratings (averaged across therapy) 

and compliance ratings (averaged across therapy) were entered simultaneously as predictor 

variables after controlling for pre-treatment symptom severity scores. All overall models were 
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significant (Table 3-7). Results from analyses incorporating the child-rated TA indicated that 

both the average child-rated TA and average compliance emerged as significant unique 

predictors of treatment outcome. Results from analyses incorporating the therapist-rated child-

therapist TA revealed that no individual variables emerged as significant unique predictors of 

outcome, although there was a trend for the TA to be uniquely predictive. Regarding analyses 

incorporating the parent-rated TA, both the average parent-rated TA and average compliance 

were unique predictors of treatment outcome. Finally, results from analyses incorporating the 

therapist-rated parent-therapist TA indicated that no individual variables emerged as significant 

unique predictors of outcome, although again, there was a trend for the TA to be uniquely 

predictive of outcome (Table 3-7).   

Hypothesis 6: Associations among TA and Pre-Treatment Characteristics 

Zero-order correlations between session 1 child-rated, parent-rated, and therapist-rated 

TAs and various pre-treatment characteristics (i.e., child age, child social problems, child 

oppositionality, pre-treatment symptom severity) are shown in Table 3-8. Results indicated that 

child age was significantly correlated with therapist-rated parent-therapist TA, such that older 

child age was associated with higher ratings of the TA. No other of these characteristics was 

significantly associated with alliance scores. Furthermore, chi-square analyses indicated no 

significant relation between session 1 TA ratings and gender or ethnicity. We repeated these 

analyses to examine whether pre-treatment characteristics were related to session 5 TAs, and 

none of the pre-treatment characteristics was significantly associated with alliance scores.  

Post Hoc Analyses 

 In addition to research investigating the influence of the TA on treatment outcome, 

studies have also focused on the influence of the TA on attrition (Garcia & Weisz, 2002; Hawley 

& Weisz, 2005; Kazdin et al., 1997). Therefore, post hoc analyses were conducted to examine 
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the potential impact of the TA on treatment dropout. In our study, 3 participants dropped out of 

treatment and 22 completed treatment. A series of logistic regression analyses were conducted 

separately for the child-rated, parent-rated, and therapist-rated alliances, with therapist alliance 

ratings as the predictor variable and attrition status (completer or drop out) as the criterion 

variable. Additionally, we used t-tests to examine whether TA discrepancies or alliance shifts 

predicted attrition status. Findings indicated none of these variables significantly predicted 

attrition status.  
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Table 3-1.  Means (standard deviations) and ranges of study variables 
Variable M (SD) Range 
CY-BOCS 
    Pre-treatment 
    Session 5  
    Post-treatment  

 
25.73 (4.59) 
17.59 (5.78) 
8.27 (7.19) 

 
16.00 to 35.00 
10.00 to 27.00 
0.00 to 22.00 

Child-rated child-therapist alliance 
    Session 1 
    Session 5 
    Post-treatment 

 
37.86 (8.59) 
39.68 (8.85) 
40.50 (8.49) 

 
12.00 to 48.00 
12.00 to 48.00 
12.00 to 48.00 

Therapist-rated child-therapist alliance 
    Session 1 
    Session 5 
    Post-treatment 

 
34.86 (11.57) 
36.91 (10.43) 
39.82 (9.13) 

 
14.00 to 47.00 
12.00 to 48.00 
18.00 to 48.00 

Parent-rated parent-therapist alliance 
    Session 1 
    Session 5 
    Post-treatment 

 
227.41 (15.98) 
235.82 (14.70) 
224.05 (20.29) 

 
194.00 to 250.00 
194.00 to 252.00 
150.00 to 239.00 

Therapist-rated parent-therapist alliance 
    Session 1 
    Session 5 
    Post-treatment 

 
200.45 (17.35) 
205.73 (23.76) 
212.05 (28.57) 

 
169.00 to 230.00 
150.00 to 239.00 
140.00 to 249.00 

Oppositionality 3.45 (2.50) 0.00 to 8.00 
Social Problems 5.82 (4.00) 0.00 to 13.00 
CY-BOCS - Child Yale-Brown Obsessive Compulsive Scale 
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Table 3-2.  Session 1 TA predicting outcome: Hierarchical regression analyses after controlling 
for pre-treatment symptom severity 

Step Variable(s) R2 ΔR2 ΔF β 
Child-rated child-therapist alliance 
1  .03 .03   .67  
 Pre-treatment Symptom Severity    .18 
2  .14 .11 2.35  
 Pre-treatment Symptom Severity    .29 
 Session 1 Alliance    -.34 
Therapist-rated child-therapist alliance 
1  .03 .03   .67  
 Pre-treatment Symptom Severity    .18 
2  .30 .27 7.34*  
 Pre-treatment Symptom Severity    .32 
 Session 1 Alliance    -.54* 
Parent-rated parent-therapist alliance 
1  .03 .03 .67  
 Pre-treatment Symptom Severity    .18 
2  .19 .16 3.82+  
 Pre-treatment Symptom Severity    .07 
 Session 1 Alliance    -.42+ 
Therapist-rated parent-therapist alliance 
1  .08 .08 .80  
 Pre-treatment Symptom Severity    .16 
 Child Age    -.21 
2  .27 .19 4.75*  
 Pre-treatment Symptom Severity    .18 
 Child Age    .13 
 Session 1 Alliance    -.56* 
+ p < .10,  *p < .05,  **p < .01   
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Table 3-3.  Session 5 TA predicting outcome: Hierarchical regression analyses after controlling 
for pre-treatment symptom severity 

Step Variable(s) R2 ΔR2 ΔF β 
Child-rated child-therapist alliance 
1  .03 .03     .67  
 Pre-treatment Symptom Severity    .18 
2  .42 .39 12.87*  
 Pre-treatment Symptom Severity    .32 
 Session 5 Alliance    -.64** 
Therapist-rated child-therapist alliance 
1  .03 .03     .67  
 Pre-treatment Symptom Severity    .18 
2  .43 .40 13.12**  
 Pre-treatment Symptom Severity    .23 
 Session 5 Alliance    -.64** 
Parent-rated parent-therapist alliance 
1  .03 .03     .67  
 Pre-treatment Symptom Severity    .18 
2  .30 .27   7.43*  
 Pre-treatment Symptom Severity    .07 
 Session 5 Alliance    -.53* 
Therapist-rated parent-therapist alliance 
1  .03 .03     .67  
 Pre-treatment Symptom Severity    .18 
2  .26 .23   5.77*  
 Pre-treatment Symptom Severity    .18 
 Session 5 Alliance    -.48* 
+ p < .10,  *p < .05,  **p < .01   
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Table 3-4.  Session 5 TA predicting subsequent change in symptom severity: Hierarchical 
regression analyses after controlling for prior change in symptom severity 

Step Variable(s) R2 ΔR2 ΔF β 
Child-rated child-therapist alliance 
1  .00 .00     .03  
 Prior Change in Symptom Severity     .04 
2  .35 .35 10.41**  
 Prior Change in Symptom Severity    -.12 
 Session 5 Alliance    -.62** 
Therapist-rated child-therapist alliance 
1  .00 .00     .03  
 Prior Change in Symptom Severity     .04 
2  .32 .32   8.95**  
 Prior Change in Symptom Severity    -.31 
 Session 5 Alliance    -.66** 
Parent-rated parent-therapist alliance 
1  .00 .00     .03  
 Prior Change in Symptom Severity     .04 
2  .24 .24   5.90*  
 Prior Change in Symptom Severity    -.04 
 Session 5 Alliance    -.49* 
Therapist-rated parent-therapist alliance 
1  .00 .00    .03  
 Prior Change in Symptom Severity     .04 
2  .17 .17  3.85+  
 Prior Change in Symptom Severity    -.11 
 Session 5 Alliance    -.44+ 
+ p < .10,  *p < .05,  **p < .01   
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Table 3-5.  TA discrepancy scores predicting outcome: Hierarchical regression analyses after 
controlling for pre-treatment symptom severity 

Step Variable(s) R2 ΔR2 F β 
Session 1 Child- and parent-rated alliances 
1  .03 .03 .67  
 Pre-treatment Symptom Severity     .18 
2  .04 .01 .07  
 Pre-treatment Symptom Severity     .16 
 Discrepancy Score    -.06 
Session 5 Child- and parent-rated alliances 
1  .03 .03 .67  
 Pre-treatment Symptom Severity     .18 
2  .05 .02 .25  
 Pre-treatment Symptom Severity     .23 
 Discrepancy Score     .13 
Session 1 Therapist-rated alliances 
1  .03 .03 .67  
 Pre-treatment Symptom Severity     .18 
2  .03 .00 .01  
 Pre-treatment Symptom Severity     .19 
 Discrepancy Score     .03 
Session 5 Therapist-rated alliances 
1  .03 .03 .67  
 Pre-treatment Symptom Severity     .18 
2  .06 .03 .62  
 Pre-treatment Symptom Severity     .21 
 Discrepancy     .18 
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Table 3-6.  TA early alliance shift change scores predicting outcome: Hierarchical regression 
analyses after controlling for pre-treatment symptom severity   

Step Variable(s) R2 ΔR2 F β 
Child-rated child-therapist alliance 
1  .03 .03     .67  
 Pre-treatment Symptom Severity     .18 
2  .50 .47 18.04**  
 Pre-treatment Symptom Severity     .10 
 Early Alliance Shift    -.69** 
Therapist-rated child-therapist alliance 
1  .03 .03     .67  
 Pre-treatment Symptom Severity     .18 
2  .17 .14   3.21+  
 Pre-treatment Symptom Severity     .13 
 Early Alliance Shift    -.38+ 
Parent-rated parent-therapist alliance 
1  .03 .03     .67  
 Pre-treatment Symptom Severity     .18 
2  .18 .15   3.32+  
 Pre-treatment Symptom Severity     .14 
 Early Alliance Shift    -.38+ 
Therapist-rated parent-therapist alliance 
1  .03 .03    .67  
 Pre-treatment Symptom Severity     .18 
2  .07 .04    .82  
 Pre-treatment Symptom Severity     .17 
 Early Alliance Shift    -.20 
+ p < .10,  *p < .05,  **p < .01   
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Table 3-7.  TA and homework compliance predicting outcome: Hierarchical regression analyses 

after controlling for pre-treatment symptom severity 
Step Variable(s) R2 ΔR2 F β 
Child-rated child-therapist alliance 
1  .03 .03     .67  
 Pre-treatment Symptom Severity     .18 
2  .63 .60 14.41**  
 Pre-treatment Symptom Severity     .38* 
 Alliance    -.53** 
 Homework Compliance    -.46** 
Therapist-rated child-therapist alliance 
1  .03 .03     .67  
 Pre-treatment Symptom Severity     .18 
2  .53 .50   9.66**  
 Pre-treatment Symptom Severity     .32+ 
 Alliance    -.39+ 
 Homework Compliance    -.40 
Parent-rated parent-therapist alliance 
1  .03 .03     .67  
 Pre-treatment Symptom Severity     .18 
2  .56 .53 10.43**  
 Pre-treatment Symptom Severity     .12 
 Alliance    -.44* 
 Homework Compliance    -.42* 
Therapist-rated parent-therapist alliance 
1  .03 .03     .67  
 Pre-treatment Symptom Severity     .18 
2  .46 .43   7.13**  
 Pre-treatment Symptom Severity     .25 
 Alliance    -.50+ 
 Homework Compliance    -.19 
+ p < .10,  *p < .05,  **p < .01   
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Table 3-8.  Correlations for session 1 TA and pre-treatment characteristics 
 1 2 3 4 5 6 7 8 
1. Child-rated child-
therapist alliance 

--- .68** -.12 .36 .23 -.17 -.22  .32 

2. Therapist-rated child-
therapist alliance 

---  .05 .54** .26 -.06 -.16  .27 

3. Parent-rated parent-
therapist alliance 

--- .32 .23  .16 -.16 -.26 

4. Therapist-rated parent-
therapist alliance 

--- .61**  .03 -.11 -.02 

5. Age  ---  .26 -.04 -.07 
6. CBCL OPP  ---  .55**  .10 
7. CBCL SOC  ---  .16 
8. CY-BOCS  --- 
Mean  
(SD) 

 

CY-BOCS - Children’s Yale-Brown Obsessive Compulsive Scale, CBCL SOC - Child Behavior Checklist Social Problems, CBCL 
OPP - Child Behavior Checklist Oppositionality. 
* p < .05, ** p < .01 
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CHAPTER 4 
DISCUSSION 

The primary aim of our study was to examine the role of the TA in CBT for pediatric 

OCD. The study’s main findings were that (1) stronger child-rated, parent-rated, and therapist-

rated TAs were predictive of better treatment outcome, (2) large discrepancies in child-therapist 

versus parent-therapist TAs were associated with poorer treatment outcome, (3) larger and more 

positive early alliance shifts (as rated by changes in child-rated TA between sessions 1 and 5) 

were predictive of better treatment outcome, (4) therapist-rated child-therapist TA and therapist-

rated parent-therapist TA at session 1 predicted homework compliance across treatment, (5) both 

TA and compliance ratings were uniquely predictive of treatment outcome, and (6) with the 

exception of child age being correlated with the therapist-rated parent-therapist TA, no measured 

pre-treatment child characteristics were predictive of TA ratings. 

Hypothesis 1: TA Predicting Outcome 

Our study found that both child-rated and therapist-rated child-therapist TAs were 

significantly related to treatment outcome, such that stronger ratings of the alliance at the 

beginning of treatment and at mid-treatment predicted a greater reduction in OCD symptoms at 

post-treatment. Additionally, results indicated that both the parent-rated and the therapist-rated 

parent-therapist TA was also a significant predictor of treatment outcome. Furthermore, analyses 

examining the temporal precedence of these findings provided support for the causal hypothesis 

that the TA predicts outcome, as results indicated that the TA was a predictor of subsequent 

change in OCD symptoms after controlling for prior change of symptoms.  

Findings from our study correspond with alliance-outcome research among youth being 

treated with evidence based therapies for disruptive behavior disorders (Kazdin et al., 2005, 

Kazdin & Whitley, 2006), substance abuse (Hogue et al., 2006; Tetzlaff et al., 2005), and non-
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OCD anxiety disorders (Hughes & Kendall, 2007), and they lend further support for the 

importance of investigating the TA in evidence-based treatments for children and adolescents 

(Green, 2006). Additionally, results from our study are congruent with research regarding the 

influence of the parent-therapist TA on treatment outcome, with most studies reporting a 

significant alliance-outcome association (Kazdin & Whitley, 2006; Kazdin, Whitley, & 

Marciano, 2006; McLeod & Wiesz, 2005). The effect sizes in our study were larger than ones 

found in previous research with youth (r = .24; Shirk & Karver, 2003) and adults (r = .22; 

Martin, Garske, & Davis, 2000), suggesting that the TA may be a particularly important 

predictor of treatment outcome within the cognitive-behavioral treatment of pediatric OCD.  

Researchers have conceptualized the TA as a catalyst for treatment involvement, such that 

the TA generates motivation to work on problems and promotes collaboration with treatment 

tasks (Shirk & Karver, 2005). Within an anxiety-provoking treatment, in which youth experience 

intense emotional arousal as a result of therapeutic tasks (i.e., exposure to feared thoughts and 

situations), it is likely that a strong TA provides an empathic, supportive, and motivating 

environment that facilitates involvement in such tasks designed to reduce OCD symptoms. It is 

noteworthy that findings from our study indicate that both early and mid-treatment ratings of the 

TA were predictive of outcome, as they suggest that both before and after the initiation of 

exposure exercises, the alliance between child and therapist is an important predictor of outcome.  

Alliance ratings following the first session are likely reflective of how well the therapist 

was able to establish rapport with the child and deliver the treatment rationale in a way that 

matched therapeutic tasks with the child’s goals. Alliance ratings following mid-treatment are 

likely to be influenced by the introduction of exposure exercises into therapy. Exposure exercises 

facilitate reduction in symptoms through helping the patient to approach and attend to anxiety-
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provoking stimuli so as to activate the fear network, tolerate the emotional arousal associated 

with such activation, and change the cognitions involved in the maladaptive fear network (or 

schema) to allow for a more adaptive understanding (Foa & Kozak, 1986). Helping the patient 

through this difficult process requires substantial clinical skill (Foa & Franklin, 2000), with the 

clinician needing to adequately respond to the patient’s emotions in an empathic way that 

communicates to the patient that they are safe and supported through the process (Greenberg & 

Pascual-Leone, 2006). Thus, findings from the study suggest that within an exposure-based 

treatment for pediatric OCD, a strong TA may provide a validating and encouraging environment 

that helps the patient to understand the importance of difficult therapeutic tasks and supports the 

patient through completing these tasks. Greenberg and Pascual-Leone (2006) have likened the 

therapeutic relationship to a “thermostat” for the “fire” of emotional arousal, such that the 

through a positive relationship, the therapist can empathically evoke emotional arousal (i.e., 

“heat”) (to facilitate activation of the fear network) and can validate and facilitate adaptive 

regulation of overly “hot” emotions (to prevent escape and avoidance within the exposure task).  

The strong parent-therapist alliance-outcome relation in our study is not surprising, given 

that parental involvement within CBT for pediatric OCD is considered an essential aspect of 

successful treatment. Within family-based CBT for OCD, parental involvement serves many 

different functions, as parents learn to reduce criticism, decrease accommodation and 

reinforcement of OCD symptoms, limit modeling of anxious responding, increase reinforcement 

of adaptive coping skills, and provide support during in-session and out-of-session exposures 

(Barrett, Dadds, & Rapee, 1996; Barrett et al., 2004; Freeman et al., 2003). Our study’s findings 

suggest that the parent-therapist TA may promote compliance with and support of the treatment 

within and outside of the treatment sessions.  
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Hypothesis 2: TA Discrepancy Scores Predicting Outcome 

A unique aspect of our study, as compared to other alliance-outcome studies in youth 

psychotherapy, is that both parent and child participated in each therapy session together with the 

same therapist. As a result, we were able to include an assessment of the parent-therapist TA 

within this family-based CBT treatment approach. Given our study’s design, we were able to 

examine whether discrepancies between child-therapist TAs and parent-therapist TAs were 

related to treatment outcome.  

Results from regression analyses revealed that discrepancies were not predictive of 

treatment outcome. One possible explanation for the lack of significant results may be related to 

the study’s operational definition of a discrepancy (i.e., difference between a measure of child-

therapist TA and parent-therapist TA). Subtracting TA scores may not adequately reflect the 

degree to which a child and his or her parent disagree about the strength of the TA. Study 

findings may have been different had we been able to assess discrepancies using observational 

data. For example, the System for Observing Family Therapy Alliances (SOFTA; Friedlander, 

Escudero, & Heatherington, 2006) incorporates an assessment of individual family members’ 

sense of comfort with each other in therapy and their agreement about attending therapy and 

working together towards common goals. 

However, analyses comparing those parent-child dyads with particularly large 

discrepancies in TAs (discrepancies of 1.5 standard deviations or higher between child-therapist 

and parent-therapist TAs) with those dyads without such a large discrepancy indicated that larger 

discrepancies were significantly associated with poorer treatment outcome. Interestingly, these 

results suggest the need to monitor and assess for a noticeably large imbalance in the degree to 

which each family member involved in treatment believes that the therapist is working hard to 

respect them, understand their goals, and help them overcome problems. Within any family-
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based treatment, the therapist has a challenging task of aligning simultaneously with both parents 

and children, a task that may be particularly demanding if there are significant differences in the 

perception of the problem or disagreements regarding the goals of treatment (Friedlander, 

Lambert, & Muniz de la Pena, 2008; Robbins et al., 2003).  

Shirk and Saiz (1992) have highlighted that important factors to consider when developing 

alliances with youth in therapy include beliefs about the need to change, causal locus of 

problems, and the contingency of the problem solution. If there are disagreements between child 

and parent regarding these issues (e.g., parent does not understand role of family accommodation 

in maintenance of symptoms, child experiences ego-syntonic OCD symptoms), such 

disagreements could limit the development of the alliance and/or interfere with treatment 

progress. Thus, findings highlight the need for the therapist to be mindful of discrepancies in 

TAs and reflect the importance of adequately responding to both parents’ and children’s needs 

and concerns and to attempt to incorporate each family member’s goals into the overall treatment 

plan. If sensing that a considerable imbalance exists, findings from our study suggest that it may 

be especially critical to attend to possible family conflict or disagreements and to work to equally 

engage and connect with each family member in each session.  

Given the study’s finding that TA does predict outcome, these discrepancy findings 

highlight the importance of utilizing intervention strategies aimed at transforming the child’s 

initial resistance or negativity about treatment into a sense of collaboration with the therapist and 

their parent on treatment tasks (Diamond et al., 1999). For example, in a study investigating 

alliance building behaviors within family therapy, Diamond et al (1999) found that improvement 

in adolescent-therapist alliances was related to therapist behaviors of attending to the 

adolescent’s experience, presenting themselves as the adolescent’s ally, and helping the 
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adolescent formulate personally meaningful goals. Thus, it appears that a therapist’s willingness 

to advocate for youth in therapy and to spend time early in therapy developing goals that are 

mutually agreed upon by all treatment participants may assist in the development of strong 

alliances and consequently facilitate treatment progress (DiGiuseppe, Linscott, & Jilton, 1996).  

Hypothesis 3: Alliance Shifts Predicting Outcome 

Findings from analyses investigating the influence of alliance shifts on outcome found that 

early alliance shifts based on child-rated ratings of the TA significantly predicted treatment 

outcome, such that the larger and more positive the change in the strength of the alliance over the 

first 5 sessions, the greater the reduction in OCD symptoms. Additionally, results revealed trends 

for early alliance shifts based on the therapist-rated child-therapist TA and the parent-rated 

parent-therapist TA to be predictive of treatment outcome, and again, the larger and the more 

positive the change in the strength of the alliance over the first 5 sessions tended to predict a 

greater reduction in OCD symptoms. Findings from our study are congruent with a study 

examining the impact of parent-therapist and child-therapist alliances in family therapy for 

adolescent substance use, in which results indicated that adolescents whose alliances improved 

from early to mid-treatment demonstrated improvement in externalizing symptoms whereas 

adolescents with worsening alliances between these time points demonstrated a worsening of 

externalizing symptoms (Hogue et al., 2006). In other words, in both studies, it appears that a 

positive shift in early alliances is related to symptom improvement where as the reverse (a 

negative shift) is related to symptom worsening.   

These results are encouraging, as they suggest that despite initial difficulty in establishing 

a TA, it is possible for the child and/or parent to perceive that he or she and the therapist can 

become more collaborative across time. Findings from this set of analyses are especially 

interesting as they indicate an average positive shift in alliances across sessions 1 to 5, which 
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reflects an improving alliance in therapy despite the initiation of exposure and response 

prevention exercises that have the potential to result in considerable distress. These findings have 

important implications for early tasks in therapy. It may be more important to devote extra time 

with patients and/or parents who have difficulty connecting with the therapist in order to promote 

a collaborative relationship.  

Analyses of TA change scores, which indicated fluctuations in ratings of the TA over time, 

provide data suggesting that the TA is a modifiable construct, and therefore, support the notion 

that the TA in and of itself can be a target for intervention. For example, therapists can be trained 

to increase certain behaviors associated with strong alliances (e.g., therapist responsiveness; 

Russell, Shirk, & Jungbluth, 2008) as well as decrease other behaviors associated with weak 

alliances (e.g., pushing the child to talk; Creed & Kendall, 2005; Karver et al., 2008). Thus, 

findings suggest that it remains crucial for therapists to continue to focus on the development of 

the TA while simultaneously attending to specific therapeutic tasks, such as exposure and 

response prevention.  

Hypothesis 4: TA Predicting Homework Compliance 

Analyses examining the potential predictive value of the TA on homework compliance 

provided partial support for hypothesis 4, with results indicating that therapist ratings, but not 

child or parent ratings, of the session 1 TA significantly predicted homework compliance across 

treatment. Researchers have conceptualized the TA as a catalyst for treatment involvement, such 

that the alliance is thought to generate motivation to work on problems and promote 

collaboration with treatment tasks (Shirk & Karver, 2005). Given our study’s findings, it appears 

that the therapist’s perception of the initial alliance with the patient and the patient’s parent may 

be an indicator of the degree to which the patient successfully completes out-of-session 

homework assignments across treatment. It may be that therapists who establish strong initial 
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alliances with their patients are able to use the collaborative relationship to garner motivation for 

involvement in therapy and/or highlight the importance of participation in treatment tasks. 

Alternatively, however, it may be that therapists’ ratings of the initial TA are influenced by their 

perception of their patients’ motivation for involvement in therapy, which may be manifested in 

subsequent sessions by good compliance with homework tasks. It is also important to note the 

potential influence of shared method variance on these findings, given that only therapist-rated 

TAs were associated with homework compliance, which is also ultimately rated by therapists 

(with input from the child and parent).  

 Interestingly, child-rated and parent-rated TAs were not related to homework compliance. 

Perhaps these non-significant findings are a result of how our study assessed compliance, as it 

focused exclusively on homework compliance. Abramowitz et al (2002) examined the role of 

compliance within several different aspects of CBT for adult OCD, including psychoeducation, 

in-session exposure, homework exposure, and ritual prevention.  Perhaps examining patient 

compliance in this more comprehensive manner may have resulted in significant findings for 

parent and child ratings as well as for mid-treatment ratings of the TA. Consistent with this 

proposition, other studies examining child involvement in therapy, a variable that includes an 

array of behaviors associated with participating in therapy (e.g., discussing thoughts and feelings, 

responding to therapist requests, completing homework), have found that this more 

comprehensive variable has been related to strong TAs (Chu & Kendall, 2004; Karver et al., 

2006; Karver et al., 2008). 

Other potential reasons for the study’s nonsignificant findings may be related to 

methodological issues associated with how homework compliance was assessed. One issue 

relates to the study’s reliance on a 1-item therapist rating of homework compliance based on a 
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review of child and parent report of compliance at the beginning of each treatment session. This 

type of assessment may increase risk of inaccuracy as well as reporting bias. Additionally, we 

did not control for the amount of homework given to each patient nor were we able to account 

for quality of homework assigned (e.g., difficulty level; Woods, Chambless, & Steketee, 2002). 

Future investigations of the influence of the TA on homework compliance should include a more 

comprehensive assessment of patient compliance, and should consider ways of assessing for both 

quantity and quality of therapeutic tasks (Woods et al., 2002). 

Hypothesis 5: TA and Homework Compliance Predicting Outcome 

Findings from analyses examining the relative predictive value of the TA and homework 

compliance on outcome suggest that both the TA and homework compliance are robust and 

unique predictors of OCD symptom reduction in CBT for pediatric OCD. These findings are 

partially congruent with a previous study examining the relative influence of the therapeutic 

relationship and homework compliance on non-OCD anxiety disorder symptoms, in which the 

therapeutic relationship, but not homework compliance, was a significant predictor of whether 

participants had a post-treatment anxiety disorder diagnosis (Hughes & Kendall, 2007). Results 

from our study highlight the importance of both non-specific, relationship-based factors as well 

as specific cognitive-behavioral techniques in the treatment of pediatric OCD.   

The finding that homework compliance was a unique predictor of OCD symptom 

reduction after accounting for pre-treatment symptom severity and the TA is congruent with past 

research examining the compliance-outcome association in adult OCD patients (Abramowitz et 

al., 2002; De Araujo et al., 1996; Tolin et al., 2004; Whittal et al., 2005).  This finding suggests 

that exposure and other skills-based homework exercises practiced outside of the treatment 

session (i.e., in the child’s natural environment) aid in the reduction of OCD symptoms, likely 

through increased opportunities for habituation to feared stimuli as well as through providing 
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additional opportunities to alter distorted cognitions and to enhance the child’s sense of mastery 

(Hudson & Kendall, 2002; Huppert, Ledley, & Foa, 2006). Given these findings, efforts should 

be made to use strategies to promote homework compliance and to problem-solve issues of non-

compliance in a quick and effective manner. Hudson and Kendall (2002) discuss various 

techniques to improve homework compliance within CBT for children with anxiety disorders, 

such as using positive reinforcement strategies (e.g., praise, rewards) for compliance and 

involving parents in the process to help remind the child of their homework tasks. 

Hypothesis 6: Associations among TA and Pre-Treatment Characteristics 

Researchers have highlighted the importance of investigating the precursors of the TA, as 

identifying such characteristics increases our understanding of the nature of the alliance and may 

help to reveal possible factors that impede the development of a strong alliance (Kazdin & 

Whitley, 2006). Interestingly, our study found that no measured pre-treatment child characteristic 

(i.e., age, gender, ethnicity, OCD symptom severity, oppositionality, and social problems) was 

associated with the child-rated child-therapist TA, the therapist-rated child-therapist TA, or the 

parent-rated parent-therapist TA. This finding may speak to the therapist’s ability to respond 

appropriately to the child’s presentation and to modify or adapt therapeutic behaviors based on 

the presence of behavior or social problems (e.g., employ behavioral modification principles 

when handling oppositional behavior). Researchers have highlighted the importance of therapist 

responsiveness to patient factors that may interfere with the development of the TA (Newman & 

Stiles, 2006). For example, they suggest spending more time on the explanation of the treatment 

rationale for a patient with low treatment expectations and incorporating social interventions to 

build positive support for patients with negative or inadequate social support networks. 

Unfortunately, because we did not use observational methods, we are unable to examine whether 

therapist responsiveness was a factor in assuaging potential barriers to the development of the 
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TA.  These null findings are also encouraging in that they suggest largely that the degree of a 

child’s oppositionality, social problems, or OCD symptom severity does not necessarily have to 

negatively impact the development of a strong therapeutic alliance within CBT for pediatric 

OCD.   

Our study found that only one measured pre-treatment child characteristic, age, was related 

to the TA, such that the older the child, the stronger the initial therapist-rated parent-therapist 

TA. Perhaps therapists sense a strong connection from parents of adolescents struggling with 

OCD because these parents may express or exhibit a particular appreciation for and/or interest in 

having a supportive and understanding person help their child and family cope with OCD. 

Future research should continue to investigate other potential predictors of the TA, 

including child (e.g., comorbidity, level of peer support), parent (e.g., degree of family 

accommodation, parental psychopathology), and therapist (e.g., level of experience, degree of 

empathy) characteristics. Furthermore, given this study’s findings on alliance shifts and their 

importance in predicting outcome, it would also be interesting to investigate possible predictors 

of such shifts. 

Limitations 

 Despite the many strengths of the study, including its multi-informant and multiple time-

point design within an evidenced based treatment protocol, there are several limitations worth 

acknowledging. First, the design of the present study does not allow for a causal examination of 

the alliance-outcome relationship, given that there was no experimental manipulation of the TA. 

Thus, although findings suggest a significant relationship between the TA and outcome, other 

factors, such as maturation or the passage of time, confound the interpretation of results. On 

balance, we were able to establish temporal precedence of the TA as it relates to symptom 

change, which provides some support for the causal hypothesis. Furthermore, therapists were not 
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systematically randomized to patients, and therefore we cannot rule out the influence of selection 

bias. Therapists were assigned cases based on availability and scheduling, and there was no 

attempt to “match” a particular patient with a therapist. Chi-square analyses were conducted to 

examine the possible influence of therapist on homework compliance and outcome, and findings 

revealed no significant differences on these variables as a function of therapist.  

The number of variables in our analyses was limited by the study’s small sample size. As a 

result, potential moderators of the alliance-outcome relationship were not examined in our study. 

Within the TA literature for youth, few clinical moderators of the alliance-outcome relationships 

have been identified, with the most robust finding indicating that the type of presenting problem 

moderates the relationship (Shirk & Karver, 2003). Such research is needed to understand for 

whom and under what conditions the TA is important with regards to outcome (Kendall & 

Choudhury, 2003). Future studies of larger magnitude should focus on examining moderators 

within pediatric OCD treatment to identify disorder-specific variables that impact the alliance-

outcome relationship.  

 Although our study did investigate the influence of the TA on both homework 

compliance and OCD symptom reduction, it did not examine the alliance’s effect on other 

potential outcomes, including depressive symptoms, degree of family accommodation, and levels 

of functional impairment. It may be that the TA impacts these variables as well, and if so, 

positive findings would likely strengthen the field’s focus on the TA and its importance within 

CBT. Additionally, the study did not incorporate an objective measure of the TA. Given the 

variability in ratings of alliance between child and therapist as well as parent and therapist, it 

appears as though perceptions of the alliance vary depending on the rating source. Despite this, it 

appears as though all perceptions matter in terms of outcome, and therefore, it is worthwhile to 



 

61 

gain subjective ratings. However, this study may have been enhanced by comparing subjective 

versus objective ratings and exploring whether discrepancies between these ratings signify 

meaningful data. 

Another limitation pertains to the study’s inability to examine all sources of variability in 

the TA. DeRubeis, Brotman, & Gibbons (2005) have identified four sources of variability in the 

TA, including the patient, therapist, patient-therapist interaction, and outcome. Although our 

study did evaluate pre-treatment characteristics of the patient that may contribute to the 

development of the alliance (e.g., age, gender, level of oppositionality), it did not examine 

therapist characteristics (e.g., level of experience, ability to be empathic) that may contribute to 

the variability in the alliance. Furthermore, our study did not utilize observational methods to 

assess the moment-to-moment dyadic interaction between patient and therapist in session. Such 

investigation into these others sources of variability will further our understanding of factors that 

lead to the development of strong TAs and may provide us with information pertaining to what 

specific types of patients work well with particular types of therapists. Future research utilizing 

multilevel modeling methods will allow researchers to further understand the degree to which 

these different sources of variability influence outcome (Baldwin, Wampold, & Imel, 2007). On 

balance, the study did control for symptom severity when examining the influence of the alliance 

on outcome, thereby accounting for the source of outcome in our analyses.  

Study Implications 

Given the study’s finding that the TA is indeed an important factor in outcome within CBT 

for pediatric OCD, research should begin to investigate specific therapist attributes and 

techniques that contribute to the development of strong TAs. Within the child anxiety literature, 

Creed and Kendall (2005) have identified specific therapist behaviors that predicted strong TAs. 

However, they only examined these behaviors during CBT sessions focusing on general CBT 
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strategies (e.g., learning emotion management, cognitive restructuring skills) rather than during 

sessions involving exposure and response prevention exercises, which are arguably more 

anxiety-provoking and difficult for children but which comprise the majority of the treatment 

protocol for pediatric OCD. The field will benefit from research examining specific therapist 

attributes (e.g., empathic, confident, flexible) and actions (e.g., provides encouragement, engages 

in exposure with child, reviews past exposure successes) that promote strong TAs. Furthermore, 

given the numerous roles of the therapist within CBT for OCD (including educator, consultant, 

support, modeler, motivator, and accountability agent; Tolin & Hannan, 2005), it will be 

important to identify specific therapeutic behaviors within each role that create an optimal TA. 

Results indicated that therapist-rated alliances significantly predicted both symptom 

reduction and homework compliance. Implications for this finding suggest the potential benefit 

of therapist’s regular evaluation of the alliance, especially in the instances in which weak TAs 

may be hindering therapeutic progress (Baldwin et al., 2007). Within such an evaluation, it will 

be important to address the different aspects of the TA, including problems with the therapeutic 

bond as well as disagreements on tasks or goals. Furthermore, findings that child-rated and 

parent-rated TAs significantly predicted outcome highlight the importance of obtaining patient 

and parent feedback regarding the strength of the TA at multiple time points during therapy. 

Research with poorly responding adult patients has highlighted the advantage of obtaining 

patient feedback about TAs with regard to improved outcomes (Harmon, Hawkins, Lambert, 

Slade, & Whipple, 2005), and Nafisi and Stanley (2007) have proposed several different 

strategies for gathering such feedback, including subjective rating forms as well as regular 

inquiry at the end of all sessions.  
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Another implication of the study’s findings relates to reports of therapist reluctance to 

conduct E/RP with patients given that such treatment entails anxiety-provoking exercises that are 

distressing to the patient. Indeed, researchers have hypothesized that one reason for the under-

utilization of E/RP (despite its proven effectiveness) is that clinicians are concerned that such 

treatment approaches will damage the therapeutic relationship (Rosqvist, 2005). Findings from 

our study indicated that, overall, patients and their parents generally rated their TA with their 

therapists as positive, with an average child-rated TA of 38.56 (on a scale from 12 to 48) and an 

average parent-rated TA of 228.59 (on a scale from 36 to 252) . These results suggest that 

patients and their parents generally perceive their therapist positively. A strength of our study is 

that the TA was assessed at multiple time points during therapy (both before and after E/RP 

exercises were implemented). Findings revealed that, at both time points, as well as at the end of 

therapy, ratings of the TA were relatively high. Such findings will hopefully assuage clinicians’ 

concerns regarding E/RP as a therapeutic technique and will encourage apprehensive clinicians 

to learn and utilize the effective approach to better the outcomes among children and adolescents 

with OCD. 

Conclusions 

Despite substantial evidence demonstrating that manualized treatments, which describe 

specific procedures and techniques for specific problems, work, and work very well, there are 

concerns that such treatment protocols neglect to focus on the practitioner’s question, “How do I 

get my patients to do these procedures?” (Shirk & Karver, 2005). In fact, although most 

evidence-based treatment manuals mention the importance of the TA, there is often a dearth of 

information regarding how to specifically develop the alliance or what specific therapeutic 

actions will enhance the patient’s motivation and engagement in therapeutic tasks. Our study 

evaluated the TA within a manualized treatment, and findings revealed the importance of 
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examining the construct with regards to its relationship to compliance with therapeutic tasks as 

well as treatment outcome. Results suggest that a certain degree of variability in outcome for 

pediatric OCD patients is related to the nature of the TA between therapist and patient as well as 

between therapist and parent. Given these findings, it is essential to continue to investigate this 

variable as the field moves towards enhancing outcomes for OCD patients. We should move 

from simply acknowledging the importance of the TA within our manuals to explicitly citing 

those therapist attributes and actions that yield strong alliances and better outcomes.  
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