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1Treatment can be briefly and usefully defined as a unique, planned, goal-directed, temporally structured, multidimensional change
process of necessary quality, appropriateness, and conditions (endogenous and exogenous), which is bounded (culture, place, time,
etc.) and can be categorized into professional-based, tradition-based, mutual-help based (AA, NA, etc.), and self-help (“natural
recovery”) models. There are no unique models or techniques used with substance users—of whatever types and heterogeneities—
which are not also used with nonsubstance users. Whether or not a treatment technique is indicated or contraindicated, and its
selection underpinnings (theory-based, empirically-based, “principle of faith-based, tradition-based, etc.), continues to be a generic
and key treatment issue. In the West, with the relatively new ideology of “harm reduction” and the even newer Quality of Life (QOL)
and well-being treatment-driven models, there are now a new set of goals in addition to those derived from/associated with the older
tradition of abstinence-driven models. Each ideological model has its own criteria for success as well as failure. Treatment is
implemented in a range of environments, ambulatory as well as within institutions, which can include controlled environments.
Treatment includes a spectrum of clinician–caregiver–patient relationships representing various forms of decision-making traditions/
models: (1) the hierarchical model in which the clinician-treatment agent makes the decision(s) and the recipient is compliant and
relatively passive, (2) shared decision-making that facilitates the collaboration between clinician and patient(s) in which both are
active, and (3) the “informed model” in which the patient makes the decision(s). Editor's note.
2The journal's style utilizes the category substance abuse as a diagnostic category. Substances are used or misused; living organisms
are and can be abused. Editor's note.
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Abstract
We examined the association between the therapeutic alliance and treatment outcomes among 223
women with posttraumatic stress disorder (PTSD) and substance use disorders who participated in
a multisite clinical trial of group treatments for trauma and addictions in the United States
throughout 2004 and 2005. General linear models indicated that women who received Seeking
Safety, a cognitive-behavioral treatment, had significantly higher alliance ratings than those in
Women's Health Education, a control group. Alliance was related to significant decreases in PTSD
symptoms and higher attendance in both interventions. Alliance was not related to substance use
outcomes. Implications and limitations of the findings are discussed.
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Introduction
The quality of the relationship between the therapist and the client is conceptualized as the
therapeutic alliance. The therapeutic alliance is most often operationalized as a combination
of client attachment to the therapist and client investment in the therapeutic process
(Horvath & Luborsky, 1993). Two meta-analytic reviews indicate that there is a significant,
positive relationship between the therapeutic alliance and psychotherapy outcomes,
regardless of the type of treatment modality, alliance measure employed, or patient
population assessed (Horvath & Symonds, 1991; Martin, Garske, & Davis, 2000). While the
relationship between the therapeutic alliance and psychotherapy outcomes has been widely
studied with general outpatient populations, there is less research on the role that alliance
plays with individuals diagnosed with co-occurring posttraumatic stress disorder (PTSD)
and substance use disorders (SUDs). Since the therapeutic relationship is often considered
the primary vehicle through which successful trauma treatment outcomes occur (e.g.,
Herman, 1997), it may be important to assess the therapeutic alliance among individuals
with trauma histories.
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To date, research findings on the role of therapeutic alliance among substance users without
diagnosed comorbidity have been mixed (Barber et al., 2001; Belding, Iguchi, Morral, &
Mclellan, 1997; Carroll, Nich, & Rounsaville, 1997; Connors, Carroll, DiClemente,
Longabaugh, & Donovan, 1997; Luborsky, McLellan, Woody, O'Brien, & Auerbach, 1985;
Meier, Donmall, McElduff, Barrowclough, & Heller, 2006; Tunis, Delucchi, Schwartz,
Banys, & Sees, 1995). For example, Carroll Nich, & Rounsaville (1997) found that patient
ratings of the alliance were higher in cognitive behavioral therapy (CBT) compared to
clinical management (CM) for cocaine dependence. However, alliance ratings were related
to retention and cocaine use outcomes only for the CM condition and not for the CBT
condition. De Weert-Van Oene, De Jong, Jorg, and Schrijvers (1999) and De Weert-Van
Oene, Schippers, De Jong, and Schrijvers (2001) found that client ratings of the alliance
were related to retention in both outpatient and inpatient substance user treatment.1 Connors
et al. (1997) studied a large sample of primarily male outpatient clients manifesting alcohol
dependence and found that alliance ratings were significant predictors of treatment
Subst Use Misuse. Author manuscript; available in PMC 2013 April 29.
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participation and drinking behaviors during and after treatment. Barber et al. (2001)
analyzed data from the National Institute on Drug Abuse (NIDA) Collaborative Cocaine
Treatment Study (CCTS) and found that among cocaine-dependent outpatients receiving
treatment, self-reported measures of the alliance were differentially associated with retention
depending on the type of treatment received but were unrelated to drug use outcomes. In
contrast, Belding et al. (1997) and Tunis et al. (1995) failed to find any relationship between
alliance ratings and retention among opiate-dependent clients. Meier, Barrowclough, and
Donmall (2005) conducted a comprehensive review of the research on alliance and drug user
treatment outcomes over the past two decades and concluded that early alliance was a
consistent predictor of engagement and retention in substance user treatment but an
inconsistent predictor of posttreatment drug use outcomes. Nevertheless, they noted that
early alliance ratings may influence clients' early treatment progress and the effect sizes of
the alliance-outcome relationship in substance abusing2 samples were similar to those found
in other psychotherapy studies (e.g., Horvath & Symonds, 1991; Martin et al., 2000).
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Research on the alliance among trauma survivors suggest some of the long-term
consequences of trauma exposure such as difficulties with emotion regulation and
developing and maintaining interpersonal relationships may make it challenging to establish
a therapeutic alliance (Briere, 1992; Herman, 1997; Price, Hilsenroth, Petretic-Jackson, &
Bonge, 2001). Paivio and Patterson (1999) examined ratings of the alliance in a sample of
33 adult survivors of abuse (79% female) and found that early alliance was weaker for those
with a history of more severe abuse. Cloitre, Stovall-McClough, Miranda, and Chemtob
(2004) investigated the development of the therapeutic alliance in 34 women with a history
of childhood abuse and PTSD, who received a two-phase CBT treatment, including
prolonged exposure in Phase 2. The quality of the alliance during Phase 1 was a significant
predictor of reductions in PTSD symptoms during Phase 2. This reduction was mediated by
the women's ability to regulate negative mood states. These results underscore the potential
importance of developing a positive alliance with a population often defined by difficult
interpersonal relationships.
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Further, individuals diagnosed with both PTSD and SUD often have more severe clinical
profiles than those with either disorder alone (e.g., Brady, Back, & Coffey, 2004; Mills,
Teesson, Ross, & Peters, 2006; Najavits, Weiss, & Shaw, 1999; Ouimette & Brown, 2003),
making it potentially more difficult to develop and sustain a therapeutic alliance. The few
studies of alliance in individuals with comorbid PTSD and SUDs are studies of Seeking
Safety (SS; Najavits, 2002), an integrated cognitive-behavioral psychotherapy. Najavits,
Weiss, Shaw, and Muenz (1998) assessed alliance in women manifesting comorbid PTSD
and SUD and found that therapists and patients had highly correlated views. Therapists gave
significantly higher alliance ratings early in treatment to women who ultimately stayed in
treatment. Moreover, participants who completed treatment showed greater early treatment
satisfaction compared with dropouts. Additional studies found that female prisoners and
men in outpatient substance user treatment consistently reported high satisfaction with the
SS treatment and tended to have strong ratings of the helping alliance throughout the course
of treatment (Najavits, Schmitz, Gotthardt, & Weiss, 2005; Zlotnick, Najavits, & Rohsenow,
2003). Small sample sizes in these studies limit generalizability, and thus, further research is
needed to examine the impact of alliance on outcome, particularly as it relates to trauma
severity, and within interventions delivered in a group modality.
A recently completed multisite clinical trial on the effectiveness of treatments for trauma
and addiction provides a unique opportunity to explore the role of the therapeutic alliance in
relation to treatment improvements. The Women and Trauma Study (WTS; see Hien et al.,
2009, for a full description of the study) was conducted in community-based treatment
programs using the NIDA Clinical Trials Network (CTN) platform. The WTS compared 12
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sessions of SS (from the 25 topics in the full treatment model; Hien, Cohen, Litt, Miele, &
Capstick, 2004; Najavits, 2002; Najavits et al., 1998) with an attention control Women's
Health Education (WHE) intervention, both delivered in a group format. The WTS used a
randomized, controlled, repeated measures design to assess the effectiveness of adding a
trauma-focused group intervention to standard outpatient substance user treatment to 353
drug-dependent women seeking treatment for a SUD(s) who met criteria for PTSD.
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Findings revealed that both the SS and the WHE interventions were associated with large,
clinically significant reductions in PTSD symptoms, with small differences consisting of
interactive and trend effects favoring SS, particularly in participants with higher treatment
attendance (Hien et al., 2009). Abstinence rates and drug/alcohol days of use were not
significantly different between the two treatments. However, about 50% of the sample
reported no substance use at baseline, which potentially limited the power to detect
treatment effects on substance use outcomes. An additional analysis that further explored the
relationship between PTSD and SUD reductions (Hien et al., 2010) revealed a differential
impact on outcomes for those in SS who had heavy substance use at baseline. The
probability of being classified as a heavy substance user at the 12-month follow-up was over
twice as likely among those who received the control intervention than for those who
received SS if the participants were heavy users before treatment. Heavy baseline substance
users demonstrated reductions in PTSD scores on average by 52 points between baseline and
1 year posttreatment.
The specific aim of this secondary analysis was to examine the impact of the therapeutic
alliance on treatment retention and outcomes among this sample of women with comorbid
PTSD and SUD. We anticipated that a treatment model such as SS that specifically
addresses trauma and emphasizes more interpersonal and interactive processes would be
more conducive to the development of a therapeutic alliance. SS encourages counselors to
engage clients' affect within a safe emotional range, promotes opportunities for clients to
relate the material to specific problems they are currently facing, and emphasizes the need
for the counselor to offer support and validation throughout sessions, all of which may
promote greater connectedness in the therapeutic relationship. Based on the above research
and theory, we hypothesized that (1) the therapeutic alliance will be higher in SS, a
psychotherapy intervention group, than WHE, a psychoeducational control intervention; and
(2) the therapeutic alliance will be a significant predictor of treatment attendance and
posttreatment PTSD and substance use outcomes, above and beyond early symptom
changes.

Methods
NIH-PA Author Manuscript

Study Overview
This randomized clinical trial was conducted at seven outpatient community-based
substance user treatment programs in geographically diverse locations across the United
States. All procedures were reviewed and approved by institutional review boards associated
with the lead research team and at each treatment site, and all participants gave written
informed consent. Because participating counselors and supervisors at each site were
selected and randomly assigned to conduct one of the two treatment conditions, they were
also considered research participants and gave written informed consent. A Certifcate of
Confidentiality, issued by NIDA, was obtained for each clinic participating in the study (see
Hien et al., 2009, for detailed study procedures).
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Participants were women enrolled in outpatient treatment at each treatment program.
Women were eligible to participate if they met the following inclusion criteria: (1) at least
one traumatic event in their lifetime and current DSM-IV (American Psychiatric Association
[APA], 1994), criteria for full or subthreshold PTSD (subthreshold PTSD was defined as
meeting criteria A [exposure to a traumatic stressor], B [reexperiencing symptoms], E
[symptom duration of at least 1 month], and F [significant distress or impairment of
functioning], and either C [avoidance and numbing symptoms] or D [symptoms of increased
arousal]); (2) 18–65 years of age; (3) used alcohol or an illicit substance within the 6 months
prior to screening and met current diagnosis of drug or alcohol abuse or dependence; and (4)
capable of providing informed consent. Participants were excluded if they had (1) impaired
cognition as indicated by a Mini-Mental Status Examination (Folstein, Folstein, & McHugh,
1975) score of <21; (2) a significant risk of suicidal/homicidal intent or behavior
(Psychiatric Research Interview for Substance and Mental Disorders [PRISM]; Hasin et al.,
1996); (3) a history of schizophrenia-spectrum diagnosis or active (past 2 months)
psychosis; (4) involvement in litigation related to PTSD; or (5) non-English speaking.
Procedures
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This study assessed the effectiveness of 12 sessions of SS (from the 25 topics in the full
treatment model; Najavits, 2002) compared with an attention control treatment (WHE;
Miller, Pagan, & Tross, 1998), both delivered in a group format, plus standard substance
user treatment. Recruitment occurred over a 21-month period in 2004–2005. After
completing an eligibility screen and baseline assessment, participants were randomly
assigned to one of the two treatment conditions consisting of two 75–90 minutes sessions
per week over approximately 6 weeks. Treatment groups had a rolling admission format so
that participants could enter treatment at any session. This was done to mirror standard
treatment program group practices. Groups operated as long as there were three women
randomized into a given intervention and at least two in attendance at a particular session.
Participants were assessed weekly during treatment, and at 1 week, 3, 6, and 12 months
posttreatment. All study participants were asked to attend standard treatment at their
program during the 6-week treatment phase. Participants who left the treatment program
prior to completing study treatment were removed from the intervention portion of the study
but continued with follow-up assessments.
Interventions, Training, and Fidelity
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SS treatment was abbreviated from 25 to 12 sessions to better fit within a feasible time
frame for the treatment programs. SS is a structured cognitive-behavioral treatment with
both safety/trauma and substance use components integrated into each session. All sessions
followed the same structure: (1) check-in, including reports of “unsafe” behaviors and use of
coping skills; (2) session quotation, a brief point of inspiration to affectively engage
participants and link to the session topic; (3) topic discussion and structured skill practice,
relating session material to the participants' lives; and (4) checkout, including a commitment
to specific between-session skill practice.
WHE is a psychoeducational, manualized treatment focused on topics such as understanding
the female body, human sexual behavior, pregnancy and childbirth, sexually transmitted
diseases, and HIV/AIDS. WHE was designed to provide equivalent therapeutic attention,
expectancy of benefit, and an issue-oriented focus, but without theory-driven techniques of
SS, or any explicit content involving substance use or trauma. All sessions followed a
common format: (1) introduction of topic; (2) review of group rules and between-session
assignment; (3) topic presentation; (4) video, storytelling, and/or text readings; (5) topic
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exercises in a variety of formats to facilitate group discussion and application of session
materials; and (6) between-session goal setting.
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Counselors and supervisors from each site were selected based on (1) willingness to be
randomized and (2) demonstrated ability to deliver a manualized, cognitive behavioral style
of therapy based on an audiotaped relapse prevention session. Two counselors and two
supervisors per site were randomized to deliver one of the two study interventions.
Counselors and supervisors attended a comparable, centralized 3-day workshop on their
respective interventions; supervisors received an additional half-day of training focused on
how to carry out study supervision. Following training, counselors and supervisors were
certified in the interventions after successfully completing a training group of at least four
sessions. An expert from the lead training team rated the videotaped sessions for adherence
to the manual and competency in intervention delivery.
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During study implementation, all intervention sessions were videotaped and a proportion of
tapes rated by supervisors. Counselors also met weekly with supervisors. In order to ensure
competency on an ongoing basis, supervisors had weekly conference calls with lead node
experts. The lead node experts corated a randomly selected quarter (29%) of the counselor
session tapes reviewed by the supervisor to monitor ratings reliability on adherence
measures. Internal consistency and interrater reliability for both interventions were good to
excellent (see Hien et al., 2009, for a description of the adherence measures and findings).
Treatment as Usual
All study participants were enrolled in one of the participating community-based substance
user treatment programs and were asked to attend treatment as usual at the program during
the 6-week treatment phase of the study. Treatment as usual was not kept constant across
sites in frequency and length of sessions per week, although most offered intensive
outpatient services of 3 days per week or more. The treatment orientation of the programs
also varied, but none of the programs provided trauma-focused treatment to participants
during the study. During the study treatment and follow-up phases, treatment-as-usual data
were collected and categorized as mental health, outpatient medical, inpatient substance user
treatment, emergency room or hospitalization, and 12-step meeting attendance. Participants
who dropped from the CTP prior to completing treatment were removed from the treatment
portion of the study but continued with follow-up assessments.
Measures
Basic demographic data, including age and ethnicity/race, were collected at the screening
visit; education was collected at baseline.
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Addiction Severity Index-Lite (ASI-Lite; McLellan, Cacciola, & Zanis, 1997) is a
standardized, multidimensional, semistructured, clinical interview that assesses current (past
30 days) alcohol and substance use. The ASI-Lite has been shown to have good reliability,
validity, and convergence with the ASI, fifth edition (Cacciola, Alterman, McLellan, Lin, &
Lynch, 2007). The ASI-Lite was administered at baseline and follow-up time points. The
maximum number of days of use across any alcohol or illicit drug use (heroin, methadone,
opiates, barbiturates, sedatives, cocaine/amphetamines, marijuana) was calculated and
organized into four categories: 0 days, 1–11 days, 12–29 days, and 30 days.
Clinician-Administered PTSD Scale (CAPS; Blake et al., 1995) is a structured interview that
measures the frequency and intensity of symptoms of PTSD in the past 30 days and is used
as a measure of DSM-IV (APA, 1994) PTSD diagnosis and treatment outcome. The CAPS
was administered at baseline and follow-up time points. The CAPS has demonstrated
excellent interrater and test–retest reliability and strong discriminant and convergent validity
Subst Use Misuse. Author manuscript; available in PMC 2013 April 29.
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(Weathers, Keane, & Davidson, 2001). The scale has three symptom cluster subscales:
reexperiencing, avoidance/numbing, and hyperarousal. The total severity score was used in
the analysis and was calculated by summing all three symptom clusters' scores (range 0–
136). The lead team conducted diagnostic reliability checks by listening to a subset (18%) of
audiotaped scale assessments and held weekly conference calls with independent assessors
to maintain competency and discuss challenging clinical issues. In the current study, based
on 62 baseline interviews, percent agreement between two raters for current PTSD diagnosis
was 94%.

PTSD Symptom Scale—Self-Report (PSS-SR; Foa, Riggs, Dancu, Constance, & Rothbaum,
1993) is a 17-item self-report measure that assesses the frequency and severity of PTSD
symptoms and has demonstrated high test–retest reliability and good convergent validity
(Foa et al., 1993). The PSS-SR was administered at baseline, weekly during treatment, and
follow-up time points. Since the CAPS was not administered on a weekly basis, the PSS-SR
was used as a measure of early improvement in PTSD symptoms (from baseline to Week 2)
prior to the assessment of the alliance. Early improvement was defined as 30% or greater
reduction in PTSD symptoms from baseline to Week 2.
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The Revised Helping Alliance questionnaire II (HAq-II; Luborsky et al., 1996) is a wellvalidated measure of the counselor/patient alliance construct and excludes items that directly
tap patient improvement. The HAq-II consists of 19 items rated on a 6-point Likert scale (1
= strongly feel it is not true, 6 = strongly feel it is true). Higher scores reflect more positive
ratings of the alliance. Alliance can be rated by the counselor (HAq-II-C) or the client
(HAq-II-P). The HAq-II-P was completed by participants at Week 2 (cronbach's alpha =
0.87) and at Week 6 (cronbach's alpha = 0.94) during the 6-week treatment phase. Only
early alliance ratings (Week 2) were used in the analyses because (1) there were no
significant differences between the early and late alliance measures, (2) there were more
observations for the early measures due to subsequent participant dropout, and (3) studies
show that patients' early alliance ratings (i.e., the third to the fifth sessions) are one of the
strongest predictors of final treatment outcome (Horvath, 2001; Horvath & Symonds, 1991;
Wampold, 2001).
Session attendance (0–12) was the absolute number of sessions attended by each participant.
Statistical Analyses
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To test the effects of alliance ratings at Week 2 (HAq-II scores) on treatment outcomes (i.e.,
PTSD [CAPS scores] and substance use outcomes [ASI scores] during follow-up time points
and retention as measured by the number of sessions attended), we used generalized linear
models to fit each of the three outcomes as a function of treatment (SS vs. WHE), time of
assessment, and participants' HAq-II scores. The identity link function was used for
continuous variables (e.g., CAPS scores) and the cumulative logit link for categorical
outcomes (e.g., categories of substance using days). The linear regression model on
retention was estimated as a function of treatment and participants' HAq-II scores at Week 2.
Early improvement in PTSD symptoms was controlled for in the model of the effects of
alliance at Week 2 on PTSD during follow-ups. Race/ethnicity, age, education level, and site
were included as main effects in the model (i.e., the same covariates used in the main
outcome analyses; Hien et al., 2009). For each outcome, the corresponding baseline value
(i.e., baseline PTSD severity and baseline substance use severity) and its possible
interactions with time, treatment, and HAq-II scores were included in the model when
applicable. A manual backward elimination procedure starting with the four-way interaction
was used to determine a final model. The generalized estimating equations (GEE) approach
(Diggle, Liang, & Zeger, 1994) was used to estimate and test the model. The GEE
methodology can handle correlated data arising from repeated measurements, requires no
Subst Use Misuse. Author manuscript; available in PMC 2013 April 29.
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parametric distribution assumption, provides robust inference with respect to
misspecification of the within-subject correlation, and allows for the analysis of continuous,
categorical, and count data, which may be missing for some observations due to an absence
or treatment dropout. PROC GENMOD in SAS was used to carry out these analyses.
In order to examine the difference in treatment effect among clinical sites, site was tested as
an additional fixed effect in the model. Counselor level was not included in the model, given
that each intervention group was run continuously at each site by a single counselor (in the
majority of cases); therefore, much of the effect of group is accounted for in the model by
the inclusion of site and intervention.

Results
Participant and Counselor Demographics
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Sample characteristics for clients who completed alliance ratings at Week 2 (N = 223) are
displayed in Table 1. All participants were women with a mean age of 40 years (SD = 9.30).
Approximately 44% were Caucasian, 33% were African Americans, 7.6% were Latina, and
15.7% were self-identified as “other”. Forty-six percent were divorced, 35% were single,
18% were married, and the average year of education was 12.64 (SD = 2.31). At baseline,
the average CAPS total score among all participants was 62.09 (SD = 19.67), consistent with
severe levels of PTSD symptoms (Weathers et al., 2001). The percentage of participants
with current substance use (i.e., number of days used in the prior 30 days) was as follows: 0
days (40.81%), 1–11 days (30.94%), 12–29 days (17.49%), and 30 days (10.76%). The
mean number of sessions attended for the total sample is 8.69 (SD = 2.84). There were no
significant differences between participants in the SS groups and participants in the WHE
groups in any of the sociodemographic variables. Moreover, there were no significant
differences between participants who completed alliance ratings at Week 2 (N = 223) versus
those who did not (N = 130).
Fourteen counselors participated in the study. They were all females with a mean age of
approximately 39 years (SD = 9.2). Half of the counselors were Caucasian (n = 7), 4 were
African American, and 3 were Hispanic. Counselors had an average of nearly 5 years (SD =
2.7) of providing substance user treatment and worked at their current agency for 4 years
(SD = 2.9). All but one counselor had at least a bachelor's degree, with more than half (57%)
holding a master's degree. Twenty-nine percent of counselors identified as being in
recovery.
Alliance Ratings
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Table 2 shows the mean alliance ratings (HAq-II) at Week 2 (N = 223) and Week 6 (N =
171) for participants in the two treatment groups. Both groups of participants reported high
levels of alliance, with average scores between 5.15 and 5.33 (out of 6). There was a
significant difference between treatment conditions in alliance ratings at Week 2. SS
participants reported significantly higher alliance than WHE participants (M = 5.33 vs. 5.15,
respectively, t = 2.60, p = .01, d = 0.36). There was also a statistical trend at Week 6, where
SS participants reported higher alliance than WHE participants (M = 5.35 vs. 5.15,
respectively, t = 1.74; p = .08, d = 0.27). There were no significant differences between
Week 2 and Week 6 alliance ratings within either treatment group (SS: t = 0.89; p = .38;
WHE: t = 0.25, p = .80).
Effect of Alliance on Posttreatment PTSD Symptoms
There was no main effect of treatment nor any interaction effect between treatment and
alliance ratings at Week 2 on PTSD symptoms (X2 (1) = 1.46, p = .23), indicating the
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treatments did not differentially impact the effect of the alliance at Week 2 on PTSD
symptoms. There was a significant interaction between alliance ratings at Week 2 and time
on the participants' CAPS scores during follow-up (X2 (1) = 4.56, p < .05). As an illustrative
point, Figure 1 shows the mean CAPS score for participants with high (≥5.15) and low
(<5.15) alliance ratings at Week 2. Higher alliance ratings at Week 2 were associated with
lower CAPS scores at 1 week posttreatment (X2 (1) = 11.65, p < .001). For every one unit of
increase in alliance score, the CAPS scores decreased by 12 points. This effect weakened
over the follow-up time period and was nonsignificant at 12-month follow-up (X2 (1) =
1.94, p = .16). Baseline CAPS scores were a significant predictor of CAPS scores at followup (X2 (1) = 33.95, p < .0001). In order to rule out the possibility that early improvement in
PTSD symptoms (from baseline to Week 2) was responsible for the relationship between
alliance at Week 2 and CAPS scores at follow-up, we included early improvement in PTSD,
as measured by weekly PSS-SR scores, in the analytic model. Results revealed that early
improvement in PSS-SR scores up to Week 2 (improvement was defined as a 30% or greater
reduction in PSS-SR scores) was associated with significant reductions in CAPS scores
during the follow-up time points (b = −6.43, SE = 2.55, X2 (1) = 6.05, p = .01). Moreover,
the relationship between alliance ratings at Week 2 and PTSD symptoms at follow-up
remained significant even after partialling out early improvement in PTSD symptoms (see
Table 3), suggesting early alliance has an independent effect on PTSD symptom outcomes.
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Effect of Alliance on Posttreatment Substance Use
The main effect of alliance ratings at Week 2 on posttreatment substance use outcomes was
not significant (X2 (1) = 0.30, p = .59). Likewise, there were no significant two-way or
three-way interactions between alliance ratings at Week 2, treatment, and time on substance
use outcomes. There was, however, a significant main effect of time (X2 (1) = 15.71, p < .
01), indicating that participants in both treatment groups increased the number of days they
used substances over time, but this finding was independent of alliance. Baseline substance
use was also a significant predictor of later substance use (X2 (1) = 12.17, p < .001).
Effect of Alliance on Treatment Retention
In both treatment conditions, there was a significant main effect of alliance at Week 2 on
treatment retention, defined as the number of sessions attended (X2 (1) = 3.82, p = .05); the
higher the alliance at Week 2, the more sessions the participant attended. There was no
significant interaction effect between alliance at Week 2 and treatment type on participants'
session attendance during treatment (X2 (1) = 0.19, p = .66).
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We tested whether retention mediated the effect of alliance at Week 2 on CAPS scores using
the Baron and Kenny (1986) approach. After adding the participants' retention as a main
effect in the final model for CAPS (described earlier), the effect of number of sessions
attended was not significant (b = −0.12, SE = 0.44, X2 (1) = 0.07, p = .79), and the effect of
alliance at Week 2 on CAPS scores at follow-up remained the same (b = −11.59, SE = 2.84
at 1 week posttreatment in the model without retention, and b = −11.52, SE = 2.88 at 1 week
posttreatment in the model with retention). This indicates that the number of sessions
attended was not a mediator of the effect of alliance at Week 2 on CAPS outcomes.

Discussion
This study examined the association between the therapeutic alliance and treatment
outcomes among women with PTSD and SUDs in outpatient treatment. Participants' ratings
of the alliance were positive and high in both interventions. As expected, participants rated
the alliance significantly higher in SS, a cognitive-behavioral intervention, than in WHE, a
psychoeducational intervention, both at the beginning and at the end of treatment. Despite
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the potential for emotional dysregulation and mistrust that often interferes with trauma
survivors' ability to establish strong therapeutic relationships, the women in this study were
able to engage with their counselors during treatment and found the relationship helpful. We
anticipated that a treatment model such as SS that specifically addresses trauma and
emphasizes more interpersonal and interactive processes would be more conducive to the
development of a therapeutic alliance. The fexibility and inspiring tone of the manual may
have also promoted a strong therapeutic alliance. SS also encourages counselors to engage
clients' affect within a safe emotional range, promotes opportunities for clients to relate the
material to specific problems they are currently facing, and emphasizes the need for the
counselor to offer support and validation throughout sessions, all of which may promote
greater connectedness in the therapeutic relationship. Gaiton (2004) had a similar result
using an observer-based measurement of alliance in a study comparing SS and relapse
prevention therapy among a sample of dually diagnosed women with PTSD and substance
use.
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While the alliance for SS was statistically higher than WHE, both had averages above 5.0
(on a 6-point scale). Even within the structured format of the psychoeducational WHE
groups, participants rated their alliance as strong. The development of a positive alliance in
the WHE groups may be related to the psychoeducational nature of the groups. Studies
indicate that, given the deficits in self-care that are often evident in individuals with SUDs,
the provision of accurate and comprehensible information about specific health issues can
lead to positive treatment outcomes (Cummings & Cummings, 2008; La Salvia, 1993).
Thus, as participants received much needed health information, a strong alliance developed.
It is also notable that alliance was rated high despite some initial study counselor concerns
that using manualized interventions would constrain them in developing an authentic
relationship with participants. These concerns did not ultimately interfere with their ability
to reliably and comfortably deliver the interventions and for participants to view the
interventions and their counselors as helpful.
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As hypothesized, early alliance was a significant predictor of retention and reduction in
PTSD symptoms. These results are consistent with other studies that have demonstrated
early alliance to be a predictor of outcome (see Horvath & Symonds, 1991), including
diminished PTSD symptoms (Cloitre et al., 2004). Of interest in the present study is that
alliance scores for women in both the treatment conditions predicted PTSD symptom
reduction. Women who enrolled in the study may have been specifically motivated to
address their trauma and PTSD symptoms, and this may have had an impact on alliance and
symptom reduction, regardless of the specific intervention attended. Alliance has been
shown to be positively related to clients' expectation of improvement (Constantino, Arnow,
Blasey, & Agras, 2005). All of the women who enrolled in the study were aware that they
were participating in a study for women with trauma histories, perhaps with the hope and
expectation that they would experience some relief from their trauma symptoms. In addition,
alliance has specifically been shown to play a mediating role in the relationship between
expectations and group benefit, suggesting that the development of a strong bond and a
collaborative relationship between the group members and the group leader is an important
component of outcome (Abouguendia, Joyce, Piper, & Ogrodniczuk, 2004).
A strong early alliance also predicted treatment retention in both treatment conditions.
Although we expected greater retention in the SS condition due to the stronger traumafocused content of the treatment, women who formed an early alliance with their counselors
stayed longer in WHE as well. This finding is consistent with research, showing that client's
ratings of the alliance are predictive of retention during treatment (Barber et al., 2001;
Carroll et al., 1997; De Weert-Van Oene, De Jong, et al., 1999; De Weert-Van Oene,
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Schippers, et al., 2001). The therapeutic alliance was not associated with substance use
outcomes. This finding is in line with the primary outcome results from the parent study,
showing that neither treatment was associated with substance use reductions over time.
Other related studies have also reported no relationship between early alliance and substance
use outcomes (Barber et al., 2001; Belding et al., 1997) or have reported therapeutic alliance
impacting short-term substance use outcomes, but not long-term outcomes (Meier et al.,
2005). This finding may also represent an artifact of the methodology in the main study in
that substance use overall was low (e.g., nearly 50% of the sample had zero days of
substance use in the prior 30 days), given the population was actively engaged in standard
substance user treatment. This may have diminished the power to detect alliance effects on
substance use outcomes.

Study's Limitations
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There are several limitations to note in evaluating the relationship between the interventions
and the therapeutic alliance. On the whole, the counselors participating in the study were
also clinicians in the treatment programs where the participants received their ongoing
treatment. A greater overlap between participants' relationships with their counselors in the
research context and the treatment program would make it difficult to discern if the alliance
could be attributed specifically to the study interventions or to more frequent interactions.
Although study supervisors did not note this as a concern, data were not collected to
examine the impact of a potential dual relationship. However, there is no reason to believe
that the two treatments would differ on this, and the potential impact of this issue would
most likely vary by chance. Further, group membership was not included in the statistical
models. It is possible that since the treatments were delivered in rolling groups that changed
membership from session to session, group process might exert its own effect upon
outcomes. However, since each site ran a single ongoing group for each intervention and did
so for a majority of the time using one dedicated therapist (for each intervention), the
inclusion of site and intervention in the analysis handles much of the variance. Although
innovative methods are currently being developed to examine relevant questions related to
the complexities of group structure under rolling admission designs (e.g., Morgan-Lopez &
Fals-Stewart, 2007), using these models was beyond the scope of this article.
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In addition, only counselors who were proficient in delivering manualized therapy were
selected for this study. It is likely that they represent a more experienced group of
counselors who are better able to develop and maintain a therapeutic relationship (the mean
level of experience in substance user treatment for this group of counselors was
approximately 5 years). Although the counselors were selected based on their ability to
competently deliver a manualized relapse prevention session, certain other counselor
characteristics may have contributed to forming an alliance. Characteristics such as
counselor age, experience, and job satisfaction have been shown to affect alliance (Meier et
al., 2006). Data on participant characteristics that have been shown to affect alliance, such as
treatment motivation and treatment expectation, were also not obtained.
Finally, it is not uncommon in substance use research and substance user treatment to have a
high rate of treatment dropout and modest rates of retention. This study was no exception,
with retention rates of 61.4% for SS and 63.3% for WHE at 1 week posttreatment. Alliance
data were, thus, available only for the subset of women who might realistically be expected
to have higher alliance (compared with those who dropped from treatment). Therefore, the
results can only be generalized to those participants who remained in the treatment.
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Alliance scores in this study were comparable with those from other large-scale studies,
including the NIDA CCTS, a longer, more intensive study that included individual therapy.
In this protocol, alliance was determined based solely on the experience of individual group
members in relation to their group counselor. These data add further support to initial
findings of high alliance among participants in SS group and individual treatment studies
(Gaiton, 2004; Najavits et al., 1998; Zlotnick et al., 2003). In all, this study demonstrates
that this typically challenging group of women can develop a strong therapeutic alliance
within a relatively brief treatment episode in a group format, facilitating reductions in PTSD
symptoms and leading to treatment retention.
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Retention

In this study, retention was defined as the number of sessions attended

Substance use
disorder

Substance use disorder is defined as a diagnosis of either alcohol/drug
abuse or dependence

Therapeutic
alliance

The therapeutic alliance refers to the collaborative relationship
between the client and the therapist. The alliance includes the bond
between the client and the therapist as well as the degree of agreement
between the client and the therapist about the goals and tasks of
therapy
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Figure 1.

Mean CAPS score at baseline, 1 week posttreatment, 3, 6, and 12 months posttreatment by
HAq-II scores.
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