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Results from 23 studies examining associations between therapeutic relationship variables and treatment
outcomes in child and adolescent therapy were reviewed with meta-analytic procedures. Results indicated
that the overall strength of the relationship–outcome associations was modest and quite similar to results
obtained with adults. This modest association was moderated by 1 substantive factor, type of patient
problem, and 5 methodological factors, timing and source of relationship measurement, type and source
of outcome, and shared versus cross-source measurement of relationship and outcome variables. Type,
mode, structure, and context of treatment did not moderate associations between relationship variables
and outcomes. Findings indicated that the association between the therapeutic relationship and treatment
outcome was consistent across developmental levels and across diverse types and contexts of child and
adolescent therapy. Recommendations for future process research on the therapeutic relationship in child
psychotherapy are offered.

Two meta-analytic reviews of alliance–outcome relations have
revealed modest, but consistent, predictive relationships across
types of treatment and types of disorders (Horvath & Symonds,
1991; Martin, Graske, & Davis, 2000). However, a limitation of
these reviews has been the exclusion of child and adolescent
treatment studies. Admittedly, child psychotherapy process re-
search has lagged behind its adult counterpart (Kazdin, Bass,
Ayers, & Rodgers, 1990; Russell & Shirk, 1998), but there is
growing interest in process predictors of treatment outcome with
children and adolescents (Kazdin & Kendall, 1998; Weisz, Huey,
& Weersing, 1998). Further, the therapeutic relationship has been
posited to play a critical role in child treatment (Goldfried, 1998;
Shirk & Saiz, 1992) and is one of the few process variables that has
received attention in the child therapy outcome literature (Russell
& Shirk, 1998). The primary aim of this meta-analysis is to
examine the association between the therapeutic relationship and
treatment outcome in child and adolescent therapy.1

For many years, the therapeutic relationship has been viewed as
a pivotal change mechanism in child psychotherapy, especially in
psychodynamic and experiential traditions (Axline, 1947; Freud,
1946). More recently, the therapeutic relationship has been ac-
corded a more prominent role in behavioral and cognitive–
behavioral therapy (CBT) with children. For example, Kendall
(1991) noted that a positive therapeutic relationship is essential for
CBT with youth and has found that the therapeutic relationship is
viewed as highly important to children who have completed a
course of CBT (Southam-Gerow & Kendall, 1996).

Despite long-standing clinical and emerging empirical interest
in the therapeutic relationship, child process research has yet to

coalesce around a unifying relational construct such as the thera-
peutic alliance. Instead, a range of relationship variables such as
therapy bond, treatment involvement, and perceptions of therapist
warmth has been evaluated in relation to outcome. Although
several studies have revealed moderate associations among these
variables (Estrada & Russell, 1999; Shirk & Saiz, 1992), it is likely
that they capture varied facets of the therapeutic relationship.
Because of the emergent state of the child process literature, a
wider set of relationship variables was included in this review than
in previous meta-analyses of alliance–outcome relations. To make
a direct comparison with the adult alliance literature, instruments
were classified as alliance measures or general relationship mea-
sures, and associations with outcomes were computed for each.

From a developmental perspective, it has been suggested that
the therapeutic relationship may be more critical in child than adult
therapy (Shirk & Saiz, 1992). Because children rarely refer them-
selves for treatment, often do not recognize or acknowledge the
existence of problems, and frequently are at odds with their parents
about the goals of therapy, alliance formation can be a formidable
challenge with youth (Shirk & Russell, 1998). Further, the devel-
opmental trend toward increasing autonomy from adults can rep-
resent an additional obstacle to the formation of a positive thera-
peutic relationship among adolescents (DiGiuseppe, Linscott, &
Jilton, 1996). Given these considerations, the contribution of the
therapeutic relationship to outcome could vary as a function of
developmental level.

In addition to developmental level, type of emotional or behav-
ioral problems could moderate the importance of the therapy
relationship for treatment outcome (DiGiuseppe et al., 1996; Shirk
& Saiz, 1992). Youngsters with internalizing problems may form
a therapeutic relationship more readily than their externalizing
counterparts because of greater motivation to reduce internal dis-

1 The study includes samples of children and adolescents; “child” or
“children” is used in reference to youths under age 18 unless otherwise
noted.
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comfort and fewer problems with authority figures (DiGiuseppe et
al., 1996). Consequently, the formation of a positive therapeutic
relationship is likely to be more challenging, and potentially more
critical, for treatment outcome among youngsters with externaliz-
ing than internalizing problems. Consistent with this perspective,
Eltz, Shirk, and Sarlin (1995) found that adolescents with relation-
ship problems and more negative interpersonal expectations had
greater difficulty with alliance formation than comparable teens
without such problems and expectations. In turn, alliance forma-
tion was strongly predictive of outcome for this group. In contrast,
Kendall (1994) found minimal associations between alliance and
outcome in a sample of anxiety disordered youths, in part, because
of limited variability in alliance scores that were highly positive.
Although Martin et al. (2000) did not find alliance–outcome
relations to vary as a function of problem type in their adult
therapy sample, it is possible that type of problem could moderate
the association between therapeutic relationship and outcome in
younger samples.

Relatively little is known about the role of relationship pro-
cesses in different types of child therapy. Nonbehavioral child
therapies have emphasized the importance of the therapeutic rela-
tionship as a pivotal change mechanism (Shirk & Russell, 1996),
whereas behaviorally oriented treatments have underscored the
importance of the therapeutic relationship for treatment collabora-
tion and motivation (Kendall, 1991; Stark, Swearer, Kurowski,
Sommer, & Bowen, 1996). In fact, nonbehavioral child therapies
often posit relationship processes as the primary change mecha-
nism, whereas behavioral treatments consider such processes in the
context of other active interventions (Shirk & Russell, 1996). Early
studies revealed that relationship variables were moderately asso-
ciated with outcomes in nonbehavioral child therapy (Taylor,
Adelman, & Kaser-Boyd, 1986; Truax, Altman, Wright, & Mitch-
ell, 1973) but that relationship variables showed an uneven asso-
ciation with outcomes in CBT (Braswell, Kendall, Braith, Carey,
& Vye, 1985; Kendall, 1994). Thus, it is possible that the strength
of therapeutic relationship–treatment outcome associations will
vary as a function of type of therapy.

Because children are developing both adaptive and maladaptive
behavior in the context of the family (Sameroff, 1994), child
treatment often directly involves other family members. Reviews
of psychotherapy practice have shown that it is common to include
parents and siblings in child treatment, in the form of either family
therapy or parent management training (Ollendick & Russ, 1999).
In the latter, direct contact with the child can be relatively limited;
consequently, the primary therapeutic relationship in this form of
child treatment is between therapist and parent(s). Some years ago
Pinsoff (1994) argued that the alliance had been overlooked out-
side of individual therapy. However, there is growing recognition
of the role of the alliance in family therapy (Friedlander, Wildman,
Heatherington, & Skowron, 1994), as well as in parent manage-
ment training (Kazdin & Wassell, 1999; Morrissey-Kane & Prinz,
1999). Although previous meta-analyses of alliance–outcome re-
lations have focused on individual psychotherapy, this relatively
narrow scope is not developmentally sensitive to variations in
child treatment. Therefore, the relative contribution of the thera-
peutic relationship to outcome across different modes of therapy,
specifically, across individual, parent, and family therapies, is
considered.

A related issue concerns the importance of relationship variables
across treatments that vary in terms of specific treatment tasks. It

is possible that increased structure through manualization de-
creases the role of nonspecific factors, such as the therapeutic
relationship, by increasing the contribution of specific interven-
tions to treatment outcome (Krupnick, Sotsky, Elkin, Watkins, &
Pilkonis, 1996). One factor contributing to variation in structure
involves the use of a treatment manual for specifying treatment
tasks and organizing the delivery of therapy (Weisz, Donenberg,
Han, & Kauneckis, 1995). Treatments were classified in terms of
level of structure on the basis of their use of a treatment manual,
and differences in relationship–outcome associations were evalu-
ated across levels of structure.

The context of treatment could moderate the association be-
tween relationship variables and outcomes. There is growing ev-
idence that attrition rates from community-based child therapy,
estimated between 40% and 60% (Armbruster & Kazdin, 1994;
Gould, Shaffer, & Kaplan, 1985), are substantially higher than
rates found in research trials (Brent et al., 1997; Kendall &
Sugarman, 1997). Early dropout and sporadic involvement are
likely to dilute treatment strength and compromise effectiveness.
Emerging research has indicated that the therapeutic alliance plays
a significant role in attrition from child therapy (Kazdin, Holland,
& Crowley, 1997; Shirk, 2001). Consequently, a strong therapeutic
relationship appears to be essential in clinic-based therapy to
ensure that patients receive an adequate dose of treatment. Treat-
ment context, that is, whether the treatment was conducted in the
context of an ongoing clinical service or as part of a research trial,
was considered as a potential moderator of relationship–outcome
associations.

Like other child process research, studies in this area vary
substantially in methodological quality (Russell & Shirk, 1998).
Previous meta-analyses of child therapy outcome have shown that
methodological quality is associated with effect size estimates
(Shirk & Russell, 1992; Weiss & Weisz, 1990). Measures of
alliance and similar relationship constructs in child therapy can
differ in terms of reliability, source, and overlap with outcome
measures. Horvath and Symonds (1991) found that strength of
alliance–outcome relations varied as a function of source of mea-
surement. Building on this finding, the impact of timing, source,
and shared versus nonshared source of measurement on the
strength of relationship–outcome associations was evaluated. Sim-
ilarly, outcome measures differ in terms of content and source.
Previous meta-analyses of child therapy outcomes have revealed
that measurement content and source contribute to variations in
effect size estimates (Casey & Berman, 1985; Weisz, Weiss,
Alicke, & Klotz, 1987; Weisz, Weiss, Han, Granger, & Morton,
1995). These two measurement characteristics were evaluated as
potential moderators of the association between therapeutic rela-
tionship variables and treatment outcomes. Finally, process studies
are conducted in the context of controlled or uncontrolled trials,
and these trials can vary substantially in the degree to which they
demonstrate change. Both characteristics were considered as po-
tential moderators. Overall, then, a broad set of methodological
characteristics were considered in relation to estimates of thera-
peutic relationship–outcome effects to highlight promising direc-
tions as well as significant limitations in existing research.

The current study addressed two major questions. First, what is
the overall strength of association between therapeutic relationship
variables and outcomes in child psychotherapy? Second, are these
associations moderated by substantive or methodological factors?
Six variables were considered as possible substantive moderators,
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two patient characteristics and four treatment characteristics. Pa-
tient characteristics included the child’s age and type of presenting
problems; treatment characteristics included type of treatment,
mode of treatment, level of structure of treatment, and context of
treatment. Seven variables were considered as possible method-
ological moderators, including timing and source of relationship
measurement, content and source of outcome measurement, shared
versus cross-source measurement of relationship and outcome
variables, and finally, study design and degree to which study
treatments produced beneficial effects. To address these issues, we
conducted a meta-analysis of extant child process research relating
therapeutic relationship variables to treatment outcomes.

Method

Selection of Studies

This meta-analysis included 23 studies (18 published articles and 5
unpublished doctoral dissertations). The following procedures were used to
identify these studies.

Inclusion criteria. The inclusion criteria for this study were the same
as those used by Martin et al. (2000) and Horvath and Symonds (1991)
with three exceptions. Consistent with prior meta-analyses in this area,
criteria included: (a) the study included a quantifiable measure of associ-
ation between a therapeutic relationship variable and a measure of out-
come; (b) the study needed to be clinical, not analogue; (c) the study
needed to include at least five patients; (d) the study needed to be presented
in English; (e) and the study was either published or available for review
from Dissertation Abstracts (http://wwwlib.umi.com/dissertations).

Our inclusion criteria differed in three ways from those of Martin et al.
(2000) and Horvath and Symonds (1991). First, a wider set of relationship
variables was included for examination. Although some studies referred to
relationship variables as the alliance, most did not. Only those studies that
explicitly evaluated some aspect of the therapeutic relationship in associ-
ation with outcome were included. Independent judges agreed in all cases;
otherwise the study was excluded. Second, treatment was not restricted to
individual therapy but included family therapy and parent management
training as well. Although these treatments differ in terms of participants,
they represent common forms of child and adolescent treatment. Separate
analyses were conducted to evaluate the strength of relationship–outcome
associations for child patients only (excluding other participants) across
different modes of therapy. Third, previous meta-analyses required that
process and outcome measures be separated in time. Both prospective and
concurrent associations were evaluated in this meta-analysis, and strength
of association as a function of timing of measurement was evaluated.
Subsequent analyses considered the comparability of studies that met all
criteria used by Martin et al. (2000) with those that did not. The most
common reason for exclusion of a study was the absence of a measure of
treatment outcome. Studies that only examined the association of relation-
ship variables with session quality or impact were excluded.

Literature review. To identify relevant articles, several methods of
search were completed. First, a literature review was conducted using the
following databases: PsycINFO (http://spider.apa.org/psycinfo/index.cfm),
ERIC (www.eric.ed.gov), Medline (www.ncbi.nlm.nih.gov), and Disserta-
tion Abstracts. To constrain the search to child and adolescent treatment,
child and adolescent were used in conjunction with the words alliance,
therapeutic relationship, and outcome. Second, we examined the list of
studies included in two previous reviews of child treatment processes
(Russell & Shirk, 1998; Weisz et al., 1998). Third, four journals (Journal
of Abnormal Child Psychology, Journal of Clinical Child Psychology,
Journal of Consulting and Clinical Psychology, and Journal of the Amer-
ican Academy of Child and Adolescent Psychiatry) were searched by hand
to ensure that articles published after the previous reviews were not missed.
These steps produced a pool of 38 studies, 23 of which met criteria. All

studies were conducted with children under the age of 18 or with the
parents and family members of an identified patient under the age of 18.

Coding Procedure

All studies were coded independently for sample, design, and treatment
characteristics by Stephen Shirk and Marc Karver. Interrater agreement
(kappa) is reported for the independent codes. Disagreements were re-
solved by discussion between coders.

Patient age. Studies were classified as involving children or adoles-
cents. Studies were categorized as child treatment if the mean age was
reported (or could be computed) as under 13 years and as adolescent
treatment if mean age was 13 years or older (� � .92).

Type of problems. Each study was coded for the predominant broad-
band emotional or behavioral problems represented in the sample. Samples
were coded as externalizing if the predominant problems involved disrup-
tive behavior disorders or delinquency; as internalizing if the predominant
problems involved anxiety, depression, and low self-esteem; and as mixed
if no predominant problem was evident in the sample. Only a limited
number of studies (2) reported specific diagnoses, instead most relied on
scores from self-, parent-, or teacher-report or from therapist description to
define the sample. Kappa for type of problem was .64.

Treatment type and mode. Following Weisz, Weiss, et al. (1995),
studies were categorized as behavioral or nonbehavioral. Behavioral treat-
ments included CBT, parent training, and skills training interventions;
nonbehavioral included psychodynamic, client-centered, and eclectic ther-
apies (� � .87). Each treatment also was coded as individual, family, or
parent training. We coded the treatment as individual therapy if the child
or adolescent was seen alone with the therapist; as family therapy if the
identified patient and other members of the family were seen conjointly in
sessions; and as parent training if parents alone were seen by the therapist
(although the child might be in collateral treatment). There were no
disagreements between coders (� � 1.0).

Target relationship. Because some treatments involved multiple par-
ticipants, target relationship was coded. Target relationship refers to the
specific participants in the rated relationship, child–therapist (C-T), parent–
therapist (P-T), family–therapist (F-T). Codes are made independent of
type of treatment. For example, C-T was coded in family therapy if the
rated relationship was between the child and family therapist. Similarly,
P-T was coded in family therapy if the rated relationship was between a
parent and the therapist, regardless of the presence of other participants.
F-T included only those cases in which the average correlation between a
group of family members and therapist was reported. There were no
disagreements between coders, � � 1.0.

Level of treatment structure. As an index of level of structure, treat-
ments were coded as either manualized or nonmanualized. To be classified
as a manualized treatment, the study needed to report the use of a specific
treatment manual and a method for ensuring adherence. It was assumed
that manualized treatments involve a higher degree of treatment structure.
There were no disagreements across raters, � � 1.0.

Treatment context. Treatments were classified as service therapy or
research therapy. To be coded as service therapy, the treatment had to have
been part of an existing, clinical service and the assessment of relationship
variables and outcomes was added to the ongoing service. Such treatments
are often treatment as usual (TAU) and are not modified for research
purposes. To be coded as research therapy, the treatment had to have been
specifically set up for evaluation and research and not part of an ongoing
clinical service. Such treatments are often clinical trials or demonstration
projects that include process measures. Interrater agreement as assessed
with kappa was .90.

Comparability coding. To make direct comparisons with the adult
psychotherapy literature, studies were coded in terms of whether they
satisfied additional inclusion criteria used by Horvath and Symonds (1991)
and Martin et al. (2000). Three criteria were used. First, relationship
variables were coded as either alliance or general relationship variables. To
be classified as an alliance variable, the measure needed to be referred to
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as therapeutic alliance, working alliance, helping alliance, therapeutic
bond, or simply, alliance. Second, the studies needed to involve individual
therapy as defined above. Third, the measurement of alliance and outcome
needed to be separated in time. Studies that fulfilled all three criteria were
classified as alliance studies. All other studies were coded as relationship
studies. Interrater agreement as assessed by kappa was .50, p � .01.
Although kappa was lower for this coding dimension than others, it should
be noted that percentage agreement was .86.

Other methodological characteristics. Studies were coded for a set of
methodological and design characteristics. Specifically, source (child,
treatment provider, family member) and timing (early, late, or follow-up)
of relationship measures, domain (symptoms, global functioning, other)
and source of outcome measures were recorded. Of particular concern was
whether associations between relationship and outcome variables shared
source and/or timing of measurement. In addition, the design (controlled
vs. uncontrolled) and degree of change reported (statistically significant vs.
nonsignificant) were categorized. Finally, reliabilities for relationship mea-
sures, date of publication, and published or unpublished status were
recorded.

Calculation of Effect Sizes

Because most studies in this area of research report results as correla-
tions, the product–moment correlation coefficient r was used as our effect
size estimate. This was the statistic used in both meta-analyses of the adult
alliance to outcome literature. All results were converted to Fisher’s Z
equivalents for comparability and to adjust for bias of the r distribution
(Hedges & Olkin, 1985). To find the overall relationship to outcome
association, we weighted the effect size in proportion to the number of
subjects involved in the study. The formula used was

Esw � Sum of ��ni � 3�*Zri�/Sum of �ni � 3�

where ni is the sample size for the ith study and Zri is the Fisher’s transform
of the effect size r for the ith study.2 After these computations, results were
reconverted to rs for ease of interpretation. Thus, effect sizes presented in
the Results section refer to r values unless otherwise noted.

When relevant statistics were not reported in the published article or
dissertation, we attempted to contact the author(s) to obtain the missing
information. In those cases in which we were not successful, reports of
nonsignificant effects unaccompanied by any statistic were assigned an
effect size of zero.

Combination of effect sizes. In this meta-analysis, we computed
weighted effect sizes by sample size and unweighted effect sizes. The
reason we calculated both was because of the substantial impact of one
study that had a sample that was almost half the size of all other studies
combined. In most of the studies in our sample, more than one
relationship–outcome association was reported. To correct for a potential
weighting bias related to unequal number of associations across studies, we
averaged the relationship–outcome associations to form an overall effect
size for each study. In addition, the overall relationship–outcome associ-
ation was disaggregated by source and timing of relationship measurement
and by source, content, and specificity of outcome measurement and
reanalyzed separately. When data from a study were reported in more than
one source (dissertation, chapter, journal), we located and considered all
sources of information to prevent duplication of results.

Results

Sample Characteristics

The 23 studies that met inclusion criteria are shown in Table 1.
These studies were reported over a 27-year period (see Table 1);
however only 4 were conducted prior to 1990. The sample in-
cluded 18 published and 5 unpublished doctoral dissertations. The
mean sample size was 82.22 clients (SD � 146.66). However, this

mean sample size was inflated because of one study (Noser &
Bickman, 2000) that had a sample size of 731. A more accurate
representation of the typical sample size was the median of 47. The
average length of treatment could not be calculated because of
variations in reporting across studies. However, a rank ordering of
the studies indicated that the median length of treatment was
approximately 19 sessions. Unlike adult alliance studies in which
the majority of participants are women (Martin et al., 2000), 65%
of the patients in these child and adolescent studies were boys. The
mean number of therapists per study (only 13 studies provided this
information) was 10.62 (SD � 6.98).

Type of patient. Fourteen studies were conducted in outpatient
settings (clinic, school based, or university based). Patients in other
studies received in-home family therapy, residential treatment,
inpatient treatment, and mentoring. In total, 1,406 patients re-
ceived some form of outpatient clinic treatment, whereas 485
received other forms of treatment. Parents and/or other family
members were included in or were the primary focus of treatment
in 8 studies. The diagnostic characteristics of the sample were
extremely heterogeneous and ranged from children with anxiety
disorders to adolescents adjudicated for delinquent behaviors.
Based on our coding for predominant broad band problems, 5
studies involved externalizing samples, 4 involved internalizing
samples, and 14 involved mixed samples.

Alliance and relationship scales. The sample of studies used
numerous alliance/therapeutic relationship scales with very little
overlap in measures across studies. Most of the studies used just
one type of therapeutic relationship measure (n � 15), however,
eight studies attempted to measure the therapeutic relationship
with multiple measures. There was no most common measure
used, showing the lack of uniformity in the child–adolescent
treatment process literature. Some studies measured the family
therapeutic alliance (L. N. Johnson, 1998; Van Orman, 1996);
others used modified adult measures such as the Working Alliance
Inventory (Florsheim, Shotorbani, Guest-Warnick, Barratt, &
Hwang, 2000), others used general relationship measures such as
the Barrett–Lennard Relationship Inventory (McNally & Drum-
mond, 1973) or the Network of Relationships Inventory (Cavell &
Hughes, 2000), and in several studies researchers developed their
own measures of therapeutic relationship (Green, 1996; Kendall et
al., 1997).

Patients, therapists, parents, family members, and observers
made therapeutic relationship ratings. Twelve studies used more
than one type of judge. Therapeutic providers (n � 13) were the
most common, followed by children and/or adolescents (n � 12),
parents (n � 7), observers (n � 2), and family members (n � 2).

Outcome measures. A wide variety of outcome measures were
used in these studies. Fifteen studies measured symptomatology, 4
measured family functioning, 11 used ratings of global function-
ing, and 11 studies used a variety of measures that could not be
easily categorized, such as interpersonal relations, new criminal
charges, positive behavior, etc. Patients, therapists, parents, family

2 For example, assume there are three studies with sample sizes of 10,
20, and 30 participants and effect sizes per study of .2, .4, and .6,
respectively. Without weighting by sample size, the mean effect size is .4.
With weighting, the effect size is .2 (7) � .4 (17) � .6 (27) divided by the
sum of all participants across studies (10 � 3) � (20 � 3) � (30 � 3). The
weighted effect size, then, would equal .48.
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members, or observers completed outcome measures. Fifteen stud-
ies included more than one type of respondent. Children and/or
adolescents were the most common (n � 13), followed by thera-
peutic providers (n � 12) and parents (n � 10), observers (n � 5),
family members (n � 2), an objective indicator (n � 1), and an
average of all informants (n � 1). This wide variety of respondents
for alliance and outcome measures resulted in 20 different rela-
tionship to outcome scoring combinations.

Reliability

Before proceeding with an examination of relationship to out-
come associations, the reliability of alliance/relationship measures
was examined. Reliability information was provided by 19 of 23
studies. Most of the studies (n � 15) reported Cronbach’s alpha as
the indicator of reliability. For these studies the average alpha was
.86 (SD � .07), which is considered acceptable according to
Nunnally’s (1978) criteria on internal consistency. As point of
comparison, in a recent meta-analysis of the adult alliance litera-
ture, the average Cronbach’s alpha was .87 (Martin et al., 2000).

Interrater reliability was reported in eight studies. An average
reliability could not be reported for this category as different
statistics were used that do not have equivalent meaning for the
same value (percentage agreement, Pearson’s r, and interclass
correlation). The average Pearson’s correlation across six studies
was .70, which is minimally acceptable (all criteria according to
Cooper & Hedges, 1994; and Nunnally, 1978). One study reported
a percentage agreement of .96 that is highly acceptable; another
reported an interclass correlation of .34 that is unacceptably low.

Finally, test–retest reliability was reported in two studies that
had an average correlation of .83, which is very good according to
criteria established by Bickman et al. (1998). Unfortunately, time
interval was reported in only one study.

Relation Between Alliance and Outcome

The product–moment correlation coefficient r was used as the
estimate of effect size (mean r � .24; mean rW � .20; estimated
population variance � .01). The weighted mean correlation is very
similar to findings obtained in the most recent meta-analysis of
alliance–outcome relations among adults, weighted r � .22 (Mar-
tin et al., 2000). When converted to Z scores, the unweighted effect
size was .25 and the weighted effect size was .21. The sample in
the study by Noser and Bickman (2000) was almost equal to the
total sample of the other 22 studies combined, thereby resulting in
undue influence. Removing this study from the calculation resulted
in an unweighted effect size of .26. In 3 studies, some associations
were reported as nonsignificant, but adequate data for effect size
estimation were not provided. Removing studies that required a
conservative estimate of zero yielded an overall weighted effect
size of .22.3 According to Cohen’s (1992) criteria, these estimates
represent small effect sizes similar to those found in the adult
literature.

A test of homogeneity was conducted to determine whether
effect sizes came from a common pool of effects or whether there
were distinct clusters of effect sizes in the sample of studies. The
results suggested that there is more variability among these results
than might be expected on the basis of chance alone, Q(22)
�39.81, p � .02. Thus, it is likely that variation was not due to
sampling error but possibly because of the existence of more than

one population effect. This suggested that there are moderator
variables within the sample of relationship–outcome associations,
thereby justifying further analyses.

Moderator Analyses

A number of moderator variables were examined in an attempt
to identify potential homogeneous groupings within this heteroge-
neous collection of studies. The hypothesized moderators fell into
two categories: substantive moderators (moderators related to
characteristics of patients or treatments) and methodological mod-
erators (moderators related to characteristics of studies). All tests
of moderation were conducted by comparing effect sizes across
levels of the hypothesized moderator using either independent-
sample t tests or Wilcoxon’s signed rank tests. The Wilcoxon’s
was used in instances that included both independent and depen-
dent (results from the same study) data. Because of sample size, it
was necessary to use this strategy rather than compare only those
studies with independent data.

Substantive Moderators

Patient characteristics. It was hypothesized that patient age
might moderate the association between therapeutic relationship
and outcome. This result was not found. The association between
therapy relationship and outcome for children was M � .28, SD �
.33 and for adolescents was M � .25, SD � .17, but it was not
significant because of substantial variability in effect sizes across
studies, t(17) � .31, p � .761.

Type of problem was examined as a second patient character-
istic. It was hypothesized that studies with externalizing children
would show a stronger association between relationship and out-
come than would studies with internalizing children. Results, in
fact, supported this hypothesis (Minternalizing � .10, SD � .08,
Mexternalizing � .30, SD � .18), and were reliably different,
t(7) � 2.00, p � .05.

Treatment characteristics. It was hypothesized that the thera-
peutic relationship–outcome association might be moderated by
type of treatment because of different functions of the relationship
in these two forms of therapy. However, this was not found,
Mnonbehavioral � .25, SD � .18; Mbehavioral � .26, SD � .20,
t(21) � 0.08, p � .47. These results suggest that the association of
therapy relationship with treatment outcome is comparable across
behavioral and nonbehavioral child treatments.

The association of the therapy relationship with outcome across
individual, family, and parent treatments was also examined. Mode
of treatment did not moderate relationship–outcome associations.
Although the association appeared to be strongest for parent treat-
ments (Mparent � .33, SD � .13), this relation did not reliably
differ from means for family (Mfamily � .24, SD � .20) or
individual therapy (Mindividual � .22, SD � .17); F(2, 20) � 0.17,
p � .50.

Because some treatments involved multiple participants, mean
associations were computed by relationship target to distinguish
the potential effect of rated relationship (child, parent, family)

3 Because the study by Truax et al. (1973) reported unacceptably low
reliability for their therapeutic relationship measure, overall effects were
computed without this study. The mean weighted correlation for the sample
of studies was .24.

459THERAPY RELATIONSHIP AND CHILD OUTCOME



from mode of treatment (individual, parent training, family ther-
apy). Associations did not differ significantly, Mchild � .27, SD �
.24; Mparent � .23, SD � .26; Mfamily � .34, SD � .26. Only two
correlations were reported for the family therapeutic relationship.

It was hypothesized that the therapy relationship would account
for greater variance in outcome in nonmanualized than in manu-
alized treatments insofar as nonmanualized treatments rely on
nonspecific factors for change and manualized treatments focus on
specific treatment tasks. Results did not support this hypothesis.
Instead, the association between relationship variables and out-
comes was essentially the same across level of treatment structure
(Mmanualized � .23, SD � .20; Mnonmanualized � .24, SD � .15),
t(21) � 0.16, p � .44. It is noteworthy that this analysis was
confounded with type of treatment. In fact, only one manualized
treatment was nonbehavioral.

Finally, context of therapy was considered as a moderator. It
was hypothesized that relationship variables might be more critical
in service therapy than research therapy because of its potential
role in ensuring an adequate dose of treatment in service settings.
Though in the predicted direction, the results were not reliable,
Mservice � .27, SD � .19; Mresearch � .22, SD � .18, t(57) � 0.57,
p � .29.

Methodological Moderators

The set of studies included in this meta-analysis varied in terms
of when they measured the therapy relationship, who reported the
relationship and outcomes, and what type of outcomes were as-
sessed. In addition, studies varied in terms of design, and study
treatments differed in the degree to which they produced signifi-
cant effects. These methodological factors were considered as
potential moderators of relationship–outcome associations.

Therapeutic relationship measurement. Relationship variables
varied in terms of timing and source of measurement. For timing,
relationship variables were assessed early in treatment (first third
of treatment) or late in treatment (last third, at termination, or
following termination). Results revealed a significant effect for
time of measurement, with late measures showing larger associa-
tions (Mlate � .27, SD � .22) than early measures (Mearly � .12,
SD � .08), z(18) � 3.51, p � .01.

Relationship variables were assessed from multiple perspectives
including child patient, therapist or treatment provider, parent, and
other family members. There was some variation by source of
measurement, child and/or adolescent report (M � .18, SD � .14),
treatment provider (M � .29, SD � .18), parent and/or family
member (M � .26; SD � .22). In contrast to results from the adult
literature, associations between relationship and outcome were
stronger for therapist and/or provider reports than for child patient
reports, Z(13) � 3.06, p � .01. Child reports showed very limited
variability, reflecting the tendency of children to report positive
therapeutic relationships.

Outcome measurement. Outcome variables varied in terms of
measurement domain and source. For domain, outcomes were
classified as symptom measures, global functioning measures, and
other measures. Relative to measures of symptoms (Msymptom �
.21, SD � .19) or other measures (Mother � .20, SD � .24),
measures of global functioning (Mglobal � .32, SD � .20) were
more highly associated with relationship variables, Z(15) � 2.16,
p � .04, Z(15) � 2.94, p � .01, respectively for each comparison.
Means did not differ for symptom measures and other measures.

Outcome measures also varied by informant. Sources were clas-
sified as self (n � 10), parent (n � 13), treatment provider (n �
12), and observer (n � 5). The only significant difference was
between self-reports (Mself � .17, SD � .13) and provider reports
(Mprovider � .26, SD � .19) of outcomes, Z(13) � 2.167, p � .03;
all other comparisons were not reliably different (Mparent � .23,
SD � .17; Mobserver � .21, SD � .17).

Shared versus cross-source associations. The possibility that
associations could be moderated by shared versus cross-source
reporting of relationship and outcome variables was examined. In
fact, this methodological factor did make a difference with shared
source associations (Mshared � .29, SD � .21) greater than cross-
source associations (Mcross-source � .19, SD � .19), z(19) � 3.82,
p � .01.

Study design and effects. The studies included in this meta-
analysis varied in terms of design and overall treatment effects. In
fact, many of the treatments that were delivered have no or very
little evidence for their efficacy. Thus, beneficial treatment effects
could not be assumed for all studies. One concern was that inef-
fective treatments might yield limited variability in outcomes,
thereby attenuating associations with relationship variables. Stud-
ies were classified into three categories: controlled trials that failed
to produce treatment effects (CTF, n � 3), controlled trials that
produced positive effects (CTP, n � 4), and uncontrolled trials that
produced significant pre–posttreatment effects (NCP, n � 16).
There were no uncontrolled process studies that failed to produce
significant pre–posttreatment effects. Given the small number of
studies, it is not surprising that differences across these groups
failed to reach significance. However, there was a pattern suggest-
ing that treatments with positive outcomes yielded the largest
associations between relationship variables and outcomes, MCTF �
.12, SD � .02; MNCP � .27, SD � .25; MCTP � .28, SD � .25.

Comparability analyses. To draw a direct comparison with
results from meta-analyses of alliance–outcome relations in the
adult literature, we classified the 23 studies into two groups, those
that met full inclusion criteria used by Horvath and Symonds
(1991) and Martin et al. (2000) and those that did not. Remarkably,
only 1 study (Eltz et al., 1995) met criteria, and the prospective
association between alliance and outcome was very small, mean
r � .08. All other studies failed to meet criteria because of three
factors; treatments were not individual, the word alliance or bond
was not used as the name for the relationship variable, and/or
measurements were not prospective.

Additional analyses. Because treatments were delivered in
both outpatient clinic and other settings (e.g., residential or inpa-
tient settings), we checked the magnitude of association across
settings. Results did not differ; outpatient r � .25, other r � .26.
Finally, publication status and date of publication were examined
in relation to magnitude of association between relationship and
outcome. Associations from unpublished dissertations did not dif-
fer from associations from published articles, Mpublication � .25,
SD � .19, Mdissertation � .28, SD � .17. There also was no relation
between date of publication and magnitude of association, r �
�.08.

Discussion

The results of this meta-analysis showed that the therapeutic
relationship is related to outcome across diverse types and modes
of child treatment. The average relationship–outcome correlation

460 SHIRK AND KARVER



was comparable to results attained with adults for alliance–
outcome relations (Horvath & Symonds, 1991; Martin et al.,
2000). In fact, the estimated association between therapeutic rela-
tionship and outcome in individual child and adolescent therapy
was identical to the alliance–outcome estimate with adults. Taken
together, results suggest that the therapeutic relationship was mod-
estly associated with outcome, not only across divergent types of
treatment but also across levels of development as well. In essence,
the therapeutic relationship has a modest, but consistent, associa-
tion with outcome with children, adolescents, and adults. To be
sure, inclusion criteria differed across meta-analyses, but the fact
that estimated effects are quite similar despite the inclusion of a
wider range of treatments and relationship variables in this review
suggests that the role of the therapeutic relationship is reasonably
robust and consistent.

The strength of these associations should be considered in
relation to other predictors of child and adolescent treatment
outcome. The absence of research on child therapy process makes
it virtually impossible to evaluate the significance of relationship
variables relative to other process predictors (Russell & Shirk,
1998). However, a number of studies have evaluated patient char-
acteristics that account for variations in treatment response (Patter-
son & Chamberlain, 1994; Rohde, Clarke, Lewinsohn, Seeley, &
Kaufman, 2001; Southam-Gerow, Kendall, & Weersing, 2001).
For example, child age and high levels of internalizing psychopa-
thology predicted poorer response to CBT of anxiety disorders
(Southam-Gerow et al., 2001), whereas adolescent comorbidity
predicted symptom reduction but not recovery in group CBT of
adolescent depression (Rohde et al., 2001). Effect sizes for such
patient characteristics appear to be somewhat larger than therapeu-
tic relationship effects. However, when the full set of pretreatment
patient characteristics are considered, as we computed in the study
by Southam-Gerow et al. (2001), the mean effect size estimate of
.20 is quite similar to the estimate for the therapeutic relationship.4

Results revealed that associations between the therapeutic rela-
tionship and outcome were moderated by both substantive and
methodological factors. Among substantive moderators, type of
patient was the only variable that produced reliable differences.
Analyses revealed stronger associations for externalizing children
than internalizing children. Clinical accounts have noted difficul-
ties with treatment engagement and alliance formation with exter-
nalizing children (Henggeler, Schoenwald, Borduin, Rowland, &
Cunningham, 1998). Similarly, research with adults has shown that
patient hostility is a predictor of alliance difficulties (Horvath &
Luborsky, 1993). Hostility, along with other interpersonal prob-
lems (Eltz et al., 1995), could impede relationship formation
among children with externalizing problems. Such problems may
be less pronounced in children with internalizing problems. Con-
sequently, the formation of a therapeutic relationship may be both
more challenging and more critical for outcome among youth with
externalizing rather than internalizing problems. Alternatively, in
this sample, externalizing problems were treated with both indi-
vidual methods and parent management training. It is possible that
the stronger association for externalizing rather than internalizing
children is confounded with mode of treatment. In fact, the asso-
ciation between therapy relationship and outcome was relatively,
but not reliably, higher for parent treatment than individual child
treatment. Small sample size limited our ability to disentangle such
potential confounds.

Treatment characteristics did not moderate associations between
the therapy relationship and treatment outcome. Associations were
comparable for behavioral and nonbehavioral treatments; individ-
ual, parent, and family treatments; manualized and nonmanualized
treatments; and service versus research treatments. The consis-
tency of relationship–outcome associations across these factors
parallels results from previous meta-analyses with adults. Neither
Horvath and Symonds (1991) nor Martin et al. (2000) found
differences in alliance–outcome relations by treatment character-
istics. Even the inclusion of modes of therapy as disparate as
individual child and family therapy did not yield different results.
In this respect, it appears that the therapeutic relationship repre-
sents a hardy nonspecific factor in therapy. Although additional
research is needed to determine the function of the therapeutic
relationship in different types and modes of therapy, these results
indicated that relationship constructs are relevant for understand-
ing change in diverse child treatments and varied treatment
contexts.

Five methodological factors moderated the association between
relationship and outcome variables. Results showed that measures
of the relationship obtained late in therapy were more strongly
associated with outcomes than measures taken early in therapy.
Although findings have not been consistent with adults, this pat-
tern runs in the opposite direction of results obtained by Horvath
and Symonds (1991), who found a trend for early alliance to be
more predictive of outcome than late alliance. It is possible that
relationship formation evolves more slowly with children than
adults and that late measures are more reliable indicators of the
therapeutic relationship than early measures. More concerning,
however, is the possibility that later relationship measures are
confounded with outcomes. On the basis of the current findings,
there is very little support for a predictive association between
relationship variables and outcomes. This represents a significant
deficit in the existing child literature on relationship–outcome
associations and parallels a major controversy in the adult litera-
ture on direction of effects between treatment alliance and treat-
ment progress (Feeley, DeRubeis, & Gelfand, 1998).

Source of the therapeutic relationship also moderated strength of
associations. However, unlike findings in the adult literature that
show patient reports to be the best predictor of outcomes (Horvath
& Symonds, 1991), our results suggested that reports from treat-
ment providers were more strongly associated with outcomes than
reports from child and adolescent patients. It is possible that child
and adolescent patients lack the social cognitive skills to accu-
rately evaluate the therapeutic relationship or tend to be more
positively biased in their appraisals than adults. In support of the
latter possibility is evidence for restricted range in child reports
that tend to cluster near the positive end of ratings (Kendall, 1994;
Kendall et al., 1997; Smith-Acuna, Durlak, & Kaspar, 1991).
These results should be interpreted with caution, however. Differ-
ences with the adult literature could be a function of differences in
types of relationship measures and modes of treatments across
respective meta-analytic reviews.

A third methodological moderator involved shared versus cross-
source informants. Results indicated that associations between
relationship and outcome variables were stronger for shared versus

4 This estimate is based on effect sizes computed for participant mea-
sures and posttreatment responses.
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cross-source informants. As Horvath and Symonds (1991) have
noted, the common assumption among psychotherapy researchers
is that a patient or therapist who is satisfied with the process of
therapy is likely to rate its results as beneficial. In the context of
stronger associations for late versus early measures of the therapy
relationship, it is likely that participants who were pleased with
progress were inclined to rate process positively. In brief, the
association between relationship and outcome in child therapy may
be “inflated” by shared measurement source and biased by con-
current perceptions of progress.

Finally, the association between therapeutic relationship vari-
ables and treatment outcomes was moderated by outcome domain
and outcome source. Relationship variables were most highly
correlated with measures of change in global functioning. To the
degree that this type of outcome measure includes indicators of
interpersonal functioning or social competence, the stronger asso-
ciation could be due to similarity in content domains. Alterna-
tively, given the nonspecific character of many global functioning
scales, it is possible that they may be more readily influenced by
perceptions of treatment process than are measures of specific
symptoms. Overall, few studies in this sample used structured
diagnostic interviews or other independent assessments of treat-
ment progress. In fact, the vast majority of outcomes were from
participant sources, including parents of treated children, who
were not naive to treatment condition or treatment process. This
problem may be exacerbated in the case of treatment providers’
reports of outcomes. When outcome was measured from the pro-
vider perspective, the association between therapeutic relationship
and outcome was stronger than when measured from the child’s
perspective. Providers, as agents of change, are not in a neutral
position to evaluate change. Again, it is possible that evaluations
of progress could be confounded with perceptions of process.

It was noteworthy that only two measures of the therapy rela-
tionship were used in more than one study, the Child’s Perception
of Therapy Relationship developed by Kendall (1994) and the
Penn Helping Alliance Questionnaire developed by Luborsky,
McLellan, Woody, O’Brien, and Auerbach (1985) and modified
for use with adolescents. Both measures showed adequate internal
reliability, and the Penn measure showed moderate temporal sta-
bility. These measures may represent a good starting point for
investigators who are interested in evaluating the treatment alli-
ance in child and adolescent therapy, respectively. Despite evi-
dence from this review indicating that measures of the therapy
relationship were generally reliable, research on child therapy
process would benefit from the use of a consistent set of measures
across studies. Research with adults has shown that measures of
the alliance are not equally related to outcome (Martin et al.,
2000); consequently, it is not clear if some of the variation found
in this review reflects differences in relationship measures.

A major limitation of this meta-analysis was the limited sample
of studies that have examined relationship–outcome associations
in child therapy. To establish an estimate of the association be-
tween relationship variables and outcomes, it was not possible to
restrict the sample to studies that included alliance measures per
se; instead, it was necessary to include a range of relationship
process variables. In fact, only one study met the full inclusion
criteria used in meta-analyses of alliance–outcome relations in
adult therapy. Further, it was not possible to evaluate interactions
between classification variables; therefore, some potential con-
founds could not be ruled out. However, it should be noted that the

first meta-analysis of alliance–outcome relations in the adult lit-
erature (Horvath & Symonds, 1991) included a similar number of
studies (n � 24). Subsequently, research on the alliance in adult
therapy burgeoned; the most recent meta-analysis (Martin et al.,
2000) included substantially more studies (n � 79), most of which
were published after the original review. We hope that this review
triggers similar interest in relationship processes in child treatment.

The results of this meta-analysis provide direction for future
research on relationship processes in child psychotherapy. First,
many of the treatments included in this review had limited evi-
dence of efficacy. Consequently, for some types of treatment,
process research has preceded outcome research. Results showed
relatively stronger associations between relationship variables and
outcomes for treatments that produced beneficial effects, though
this trend did not attain statistical significance. Nevertheless, re-
search on therapy processes in treatments with no demonstrated
efficacy does not represent a productive direction for child process
research. Instead, it makes more sense to conduct analyses of
process after a treatment has been shown to be efficacious (Ken-
dall, 2000). An increasing number of child treatments have been
shown to be efficacious (Kazdin & Weisz, 1998), and these treat-
ments should receive priority among process researchers. Con-
versely, researchers investigating efficacious treatments should
make it a priority to consider relationship variables, as well as
technical variables, in their search for predictors of outcome.

Second, the potential contribution of relationship variables to
outcome in child treatment is ambiguous at this point because
measures have not been separated temporally. Too many of the
current studies measured the therapy relationship near or at the end
of treatment, and results from these studies appear to have inflated
relationship–outcome associations. The alliance or other relation-
ship constructs must be measured prior to outcome and preferably
at multiple points in time. This direction is necessary if we are to
establish a predictive relationship, and understand the course of
relationship formation in child treatment.

Third, results of this review indicated that relationship–outcome
associations may be inflated by shared source variance. Both
therapeutic relationship and outcome should be assessed from
multiple perspectives and with multiple methods. Although patient
report shows the strongest relationship with outcome in the adult
literature (Horvath & Luborsky, 1993; Horvath & Symonds,
1991), developmental differences in self-monitoring, perspective
taking, and meta-cognition could impact children’s ability to report
accurately on therapy processes (Shirk & Russell, 1998). Conse-
quently, it may be especially important to develop observational
methods for evaluating relationship constructs in child treatment. It
was noteworthy that only two studies used observational measures
of the relationship in this review.

Fourth, there was evidence that type of problem moderated the
association between relationship and outcome, despite the fact that
many of the studies in this review included heterogeneous samples.
It is possible that the strength and function of the therapeutic
relationship will differ for children with varied disorders. Future
process research must take greater care in assessing and identify-
ing homogeneous clinical samples and subsamples.

Finally, in none of the reviewed studies was the contribution of
relationship variables to outcome compared with the contribution
of other process variables, including collaboration with specific
therapy tasks and procedures. As a result, the relative contribution
of nonspecific relationship processes and specific therapy tech-
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niques cannot be gauged at this time, nor is it possible to know
whether relationship processes such as the alliance bear a direct or
indirect association with outcome. It is possible that relationship
and technical processes work in concert with a positive relation-
ship priming increased collaboration with treatment tasks (Shirk &
Russell, 1996). Future studies of relationship processes in child
treatment should consider other dimensions of process to estimate
the unique contribution of the therapeutic relationship to treatment
outcome.
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