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not significantly decreased from Session 2 to Session 5 (-.037 [95% CI, -.467 to .392], p =
1.000), but was significantly increased from Session 2 to Session 11 (.325 [95% CI, .001 to
.649], p =.049), and also significantly increased from Session 5 to Session 11 (.363 [95% CI,

053 to .673], p = .018).

Figure 1 Progression of Mean Therapeutic Alliance Scores Over Treatment Course
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utic Alliance Before and After Imaginal Exposure. Part b) of the second hypothesis predicted
that the introduction of imaginal exposure will initially (during Session 5) weaken the alliance in
the minutes following the exposure, but that this alliance weakening will no longer occur by

Session 11 when the patient has grown accustomed to the imaginal exposure exercises.
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Session 5. Due to the presence of outliers and non-normal distributions, the Wilcoxon
signed-rank test (a nonparametric test) was used. A paired samples z-test was also conducted as a
comparison.

Wilcoxon signed-rank test: Data are medians unless otherwise stated. Of the 28
participants in the sample, 23 demonstrated a strengthening of the therapeutic alliance after the
imaginal exposure, whereas 5 demonstrated a weakening. A Wilcoxon signed-rank test
determined that there was a statistically significant median increase in the strength of therapeutic
alliance (0.314) in the ten minutes of Session 5 following the introduction of imaginal exposure
(4.873) in comparison with the ten minutes prior to it (4.560), z = 3.423, p = .001.

Paired Samples T-Test: Data are mean + standard deviation, unless otherwise stated.

Participants demonstrated stronger therapeutic alliance in the ten minutes after the imaginal

exposures (4.873 £ .641) compared with the ten minutes prior (4.559 £ .617). Therapeutic

alliance following the imaginal exposure was 0.314 points higher (95% CI, 0.140 to 0.488).
Following the first imaginal exposure during Session 5, there was a statistically significant
increase in therapeutic alliance, #(27) = 4.453, p = .001. Cohen’s d on (transformed) variables d =
0.842. Effect size findings should be interpreted with caution due to limited variance, an artifact

of missing-values replacement methods.



Figure 2 Mean Therapeutic Alliance Scores Before and After Imaginal Exposure, Session 5

7.00

6.00-

5.00

4.007]

3.00-

Mean Therapeutic Alliance Average

2.007

1.00

Session 11.

Wilcoxon signed-rank test: Data are medians unless otherwise stated. Of the 28

T T
1.00 2.00

Before & After Imaginal Exposure

Error Bars: 95% ClI

56

participants in the sample, 27 demonstrated an increase in the strength of the therapeutic alliance

after the imaginal exposure, whereas 1 demonstrated a weakening after the imaginal exposure. A

Wilcoxon signed-rank test determined that there was a statistically significant median increase in

the strength of therapeutic alliance (0.341) in the ten minutes of Session 11 following the

introduction of imaginal exposure (5.249) in comparison with the ten minutes prior (4.908), z =

4.685, p < .05.



Paired Samples T-Test: Data are mean + standard deviation, unless otherwise stated.

Therapeutic dyads demonstrated stronger therapeutic alliance in the 10 minutes following
imaginal exposure (5.249 = .211) than in the 10 minutes prior to exposure (4.908 £ .281), a
statistically significant increase of 0.341 (95% CI, .250 to .432), #27) = 7.669, p <.0005, d =
1.449. These results should be interpreted with caution, as the findings may be spurious due to

the small degree of variance.

Figure 3 Mean Therapeutic Alliance Scores Before and After Imaginal Exposure, Session 11
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Associations Between Changes in Therapeutic Alliance and Concurrent Symptom
Self-Report. Part ¢) of the second hypothesis predicted that changes in the alliance over the
course of treatment would be reflected in symptoms reported the following week, such that if the
alliance decreased across two consecutive time points (i.e. Session 2 = Session 5), the
participant would endorse greater levels of PTSD symptoms and increased substance use over
the same period (i.e. symptoms reported across Week 3 > Week 6).

Several change variables were created for the following analysis, included variables for
the change in therapeutic alliance from Session 2 to Session 5, from Session 5 to Session 11, as
well as variables for the change in self-reported PTSD symptoms from Session 3 to Session 6
and for Session 6 to Session 12. In addition, variables were created to represent the change in
self-reported SUD symptoms from Session 3 to Session 6 and from Session 6 to Session 12.

Two sets of Spearman’s rank-order correlations analyses were run to assess the
relationship between changes in therapeutic alliance across sequential time-points in the therapy
intervention and concurrent changes in self-reported levels of PTSD and SUD symptoms,
respectively. No significant correlations were detected between changes in thereaputic alliance
and concurrent changes in self-reported PTSD or SUD symptoms. See Tables 9 and 10 for
results.

Table 9 Spearman's rank-order correlation for changes in therapeutic alliance and concurrent
symtpoms from beginning to middle of treatment (N = 28)

Change in TA Change in MPSSSR
Session 2-->5 Week 3-->6
Change in MPSSSR, Week 3-->6 0.20
Change in SUI, Week 3--> 6 0.12 0.21

Note: MPSSSR = Modified PTSD Symptom Scale-Self Report; SUI = Substance Use Inventory
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Table 10 Spearman's rank-order correlation for changes in therapeutic alliance and concurrent
symtpoms from middle to end of treatment (N = 28)

Change in TA Change in MPSSSR
Session 5-->11 Week 6-->12
Change in MPSSSR, Week 6--> Week 12 -0.01
Change in SUI, Week 6--> Week 12 -0.14 0.13

Note: MPSSSR = Modified PTSD Symptom Scale-Self Report; SUI = Substance Use Inventory

4.6 Hypothesis III Analysis

The third hypothesis was proposed as an exploratory exercize aiming to examine how baseline
severity of PTSD symptoms (high vs. low) and substance use symptoms (high vs. low) might
function as variables moderating the relationship between early therapeutic alliance and
treatment outcomes.

Baseline PTSD Severity Moderation on Early Therapeutic Alliance & Post-
treatment PTSD. A hierarchical multiple regression was run to assess the statistical significance
of the interaction term between baseline symptom severity and early therapeutic alliance on post-
treatment measures of PTSD. A scatterplot of post-treatment PTSD symptoms against early
therapeutic alliance was plotted. Visual inspection of this plot indicated that the assumptom of
linearity was met. There was no evidence of multicollinearity, as evidenced by no tolerance
values less than .015. The was homoscedasticity, as assessed by visual inspection of the
studentized residuals plotted against the predicted values for participants with high and low
levels of baseline substance use. The studentized residuals were normally distributed, as
assessed by Shapiro-Wilk’s test (p > .05). Severity of baseline PTSD symptoms did not

moderate the effect of early therapeutic alliance on post-treatment PTSD symptoms, as
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evidenced by an increase in total variation explained by 0.8%, which was not statistically

significant (F(1,24) = 0.243, p = .626. See table 11 for details.

Table 11 Moderated Multiple Regression Analysis of Baseline PTSD Severity on Effect of Early
Therapeutic Alliance on PTSD Severity at Follow-up (N = 28)

Step  Predictor Coefficients
B SEB p ! P
Step 1
Early Therapeutic Alliance 39.81 46.84 0.15 0.85 0.40
Baseline PTSD Severity 22.05 7.63 0.52 2.89 0.01
Step 2
Early Therapetic Alliance 29.12 52.26 0.11 0.56 0.58
Baseline PTSD Severity -7.92 61.24 -0.19 -0.13 0.90
ETA x Baseline PTSD Severity 62.19 126.07 0.70 0.49 0.63

Note: ETA = Early Therapetic Alliance; Therapeutic Alliance scores were measured with SWAI-O.
R’ change = 0.008, F(1,24) = 0.243, p=.626
Baseline SUD Severity Moderation on Early Therapeutic Alliance & Post-treatment

SUD. A hierarchical multiple regression was run to assess the statistical significance of the
interaction term between early therapeutic alliance and post-treatment measures of substance use
symptoms. A scatterplot of post-treatment substance use symptoms against early therapeutic
alliance was plotted. Visual inspection of this plot indicated that the assumptom of linearity was
met. There was no evidence of multicollinearity, as evidenced by no tolerance values less than
.016. Because values for participant Exp1622 were determine to be an outlier, the regressions
was run with and without the value and were found not to strong impact results. There was
homoscedasticity, as assessed by visual inspection of the studentized residuals plotted against the
predicted values for participants with high and low levels of baseline substance use. The
studentized residuals were normally distributed, as assessed by Shapiro-Wilk’s test (p > .05).

Level of baseline substance use symptoms did not moderate the effect of early therapeutic
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alliance on post-treatment substance use levels, as evidenced by an increase in total variation
explained by 0.5%, which was not statistically significant (¥(1,24) = 0.137, p =.715). See table

12 for details.

Table 12 Moderated Multiple Regression Analysis of Baseline SUD Severity on Effect of
Early Therapeutic Alliance on SUD Severity at Follow-up (N = 28)

Step  Predictor Coefficients
B SEB p t p

Step 1

Early Therapeutic 021

Alliance 5.30 4.66 ' 1.14 0.27

Baseline SUD Severity 1.16 0.74 0.30 1.58 0.13
Step 2

Early Therapetic Alliance 2.30 9.42 0.09 0.81 0.81

Baseline SUD Severity -0.82 5.43 -0.21 0.88 0.88

ETA X Baseline SUD 055

Severity 4.03 10.90 0.72 0.72

Note: ETA = Early Therapetic Alliance; SUD = Substance Use Disorder; Therapeutic Alliance
scores were measured with SWAI-O.

R’ change = 0.005, F(1,24) = 0.137, p=.715

4.7 Case Study: Exp521

Of the eight cases that completed all twelve sessions of COPE, several in particular bring
to life the group-level patterns described above. Participant Exp521 was a 53-year-old, African-
American male, who was originally from New York and who suffered the severe trauma of
witnessing his father’s murder when he was 6 years old. He had a history of homelessness, had
attended two years of college, and at the beginning of the study met criteria for alcohol and
cocaine dependence as well as High Severity PTSD. At the time of the study, he was living with
his sister and working part-time in a bar. He denied any history of physical or sexual abuse and
reported being divorced. At the baseline interview, he also met criteria for past and current major

depressive disorder, moderate. Exp521 had never been hospitalized, but had gone through four
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prior outpatient psychiatric treatments, along with one trial on an SSRI. During the imaginal

exposures, participant Exp521 drew upon the traumatic memories of his father’s murder (Kahn,

2016).
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In regards to his self-report of PTSD symptoms, Exp521 endorsed a significant trend-level
decrease over the course of treatment, with a few spikes along the way. It is worth observing
how his symptoms declined significantly after his first psychotherapy session. Also worth
observing is how his self-report of PTSD symptoms spiked upwards following the first imaginal
exposure in Session 5. Over the full course of treatment he endorsed such a significant decrease

in symptoms such that by the end, he was experiencing a sub-clinical level of PTSD symptoms.
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Data from the Substance Use Inventory (SUI) were used to track Exp521°s self-report of his
(drinking) patterns over the course of treatment. Unfortunately, data from his motivational
interviewing (MI) session and week 4 of the study were missing. However, the data available
demonstrate a remarkable decrease in the participant’s drinking patterns during the study. By
week 5, he is reporting having had zero days of use in the past week, and by the end of the study,

he further endorses just one day of use in the week before the last psychotherapy session.
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Therapeutic Alliance, Exp521
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The therapeutic alliance between participant Exp521 and his therapist grossly portrays the U-
shaped curve whereby the alliance begins strong in Session 2 (with an overall session alliance
score=5.56), dips slightly in the middle of treatment (Session 5 overall alliance score=5.26), and
regains—and even surpasses—its original strength by the end-stages of treatment in Session 11
(overall alliance score=5.44). Due to scheduling reasons the participant reported on the day of his
11™ psychotherapy session, he and his therapist were required to cut the session short, which
resulted in just one 5-minute segment being available to code in the portion of the session
following the final imaginal exposure in Session 11. Participant Exp521°s alliance with his
therapist also demonstrates the pattern in which the alliance rated in the 10 minutes following the
imaginal exposures is stronger that in the ten minutes before. The following summaries of each
of the three sessions that were coded with Exp521 are presented below, integrating both the
alliance ratings and excerpts of the coded material as illustrative of his progression through

treatment. For detailed breakdown of the raw coding scores, see table 13.



Table 13 Raw Therapeutic Alliance Coding Values for Exp521

Session 2 Session 5 Session 11
Item A B C A B C D A B C
Cl C2Cl C2ClC2ICl C2ClC2ClC2ClC2iCl C2ClC2ClC2
1 Agreement about steps taken 5 5 5 5 5 5 5 55 5 5 6 5 6 5 6 6 6 5 7
2 Agreement about the usefulness of activity 6 5 6 5 5 5 5 55 5 5 6 6 7 5 5 5 5 6 6
3 Lack of efficiency* 22 2 2 2 23 3 3 3 3 3 3 23 3 3 2 3 1
Task
4 Therapy process not making sense to client* 2 2 3 2 2 2 3 33 3 3 2 3 2 3 3 3 3 3 2
5 Agreement about client's role 5 6 5 6 5 6 5 55 5 5 5 5 6 5 6 5 6 5 6
6 Client's frustration* 2.2 2 2 2 2 3 3 3 3 3 3 2 2 3 32 3 2 1
7 Discomfort in the relationship* 2 2 2 2 3 2 2 3 3 4 2 3 2 4 2 32 2 2 1
8 Mutual understanding 6 6 6 5 6 6 5 4 5 5 5 5 5 5 5 6 5 6 5 6
9 Mutual respect 5.6 5 6 5 6 5 55 6 5 6 6 6 5 55 6 5 6
Bond
10 Mutual trust 6 6 6 6 6 6 5 55 6 5 6 6 6 5 5 5 6 5 6
11 Client's awareness of therapist's concern 55 6 5 6 5 5 55 6 6 6 6 6 6 5 6 5 6 6
12 Both see relationship as important to client 5 5 5 5 5 5 5 55 5 5 6 6 7 5 6 5 6 6 6
Note: Items with * are reversed coded. C1 = Coder 1, C2 = Coder 2. Range of scores, 1-7.
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Therapeutic Alliance in Session 2. In Session 2, it is clear that participant Exp521 and
his therapist have already established what can only be characterized as a strong and healthy
working alliance. The two raters assigned to code the middle fifteen minutes of the session,
broken down into three 5-minute segments, consistently gave this dyad scores of 5s and 6s,
indicating, respectively, “some evidence for” and “considerable evidence for” positive aspects of
working alliance across items measuring both task and bond. The items that were consistently
most elevated, rated as a 6 by each rater for each segment or all but one segment included an
item measuring the efficiency of the two parties in staying on task, and an item measuring the
degree of frustration (this item is reverse coded) expressed by the client in regards to the task at
hand. Bond items that were consistently elevated across include items measuring the degree of
“understanding” and “trust” between Exp521 and his therapist. Such patterns suggest how, even
from the early stages of treatment the two shared a bond that had a strong foundation, both in
terms of their interpersonal rapport, and also in terms of their ability to move forward in
discussing material pertinent to the session. These dynamics are reflected in the transcript of this
particular session, as with the following section when the therapist provides psycho-education
about the nature of craving through using an analogy about stray cats:

Min 43:20, Segment C

T: So it’s replacing all those unhealthy thoughts with healthier thoughts. Right? In the

time that you would spend scheming and planning and plotting and trying to get some

money, you’re cooking healthy food and making healthier decisions, right? The time that
you would have been using, you were riding your bike.

P: Right.

T: It’s a whole kind of change.

P: It is, yeah.

T: Physically, mentally, right?
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P: It’s a cycle.

T: Yeah. And so, you know, that’s great. The cravings are still gonna come, the more that
you can do things like that, you know, replace them with healthier thoughts, healthier
activities, the easier it’s gonna be to kind of push them away, right?

P: Okay, yes.

T: But if you kind of feed into them they’re like—it’s like a stray cat, right?

P: Right.

T: If a stray cat comes and you feed it, what’s gonna happen?

P: It’s gonna come back.

T: Keep comin’ back. Right? Looking for that food.

P: Yup.

T: If you don’t feed the cat, what happens?

P: It might scratch you.

[They laugh together.]

T: But what happens over time?

P: It becomes habit forming.

T: Okay, so if you’re not feeding that cat—

P: It’s gonna leave.

T: It’s gonna leave

P: He’s not gonna bother with you no more.

T: Exactly! Same thing with your craving.

P: Got you.

T: If you feed those cravings, they’re gonna keep coming back, stronger and stronger.

P: I got you.
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T: If not, eventually, the cravings will get less, they’ll come back less frequently, and
eventually they’ll die off.

P: Right.

T: Just like that stray cat, right? It will stop coming back to you.

P: Okay.

T: It will go elsewhere. Your craving is that stray cat, got it?

P: Got you.

T: Alright, good.

In this segment, though brief, participant Exp521 and his therapist demonstrate how good their
understanding of one another is. What also comes through loud and clear is how focused the
therapist is in supporting Exp521 in his growth relating to his understanding of cravings and in
his development of new ways of thinking and acting that will support his recovery. Another
aspect of this particular dyad that is so evident in the recording, is how the two are attuned to
each other, and also able to have fun, and play within their therapeutic relationship. With such a
genuinely strong bond early in treatment, in which both parties are actively working, the stage is
set for a successful therapy.

Therapeutic Alliance in Session 5. In looking more deeply into the ratings given to
specific aspects of therapeutic alliance across the two raters for this session, several patterns of
mutual agreement emerged across items pertaining to both the task and bond aspects of
therapeutic alliance as measured by the SWAI-O. For example, among the items that comprise
the dimensions of “task” on the SWAI-O, both raters indicated a strengthening in the “agreement
about the usefulness of the current activity” from the ten minutes before the imaginal exposure to
after the exposure, with an average combined rating of 5.0 before to an average of 5.75

following. The raters also both rated the degree of “frustration” experienced by the participant
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following the exposure as appreciably lower in the final segment, starting five minutes after the
exposure had finished and as the participant was putting words to his decreasing distress (as
measured by his “SUDS”, subjective units of distress), such that whereas both raters assigned
ratings of 5 in the ten minutes before and first five minutes after the imaginal exposure, both
agreed the degree of frustration lowered in the last segment, for which both raters assigned a 6.

The raters were in agreement about patterns that emerged over the course of Session 5
among the items comprising the “bond” dimension of therapeutic alliance as well. For example,
the raters agreed that the ten minutes following the imaginal exposure were stronger among
items pertaining to the degree of mutual respect and trust experienced in the therapeutic dyad,
going from an average of 5.25 before the imaginal to an average of 5.75 after the imaginal for
both items. The two raters also identified a strengthening in the aspects of the therapeutic bond
articulated by item #11 (“The client is aware that the therapist is genuinely concerned for his/her
welfare) for which the raters assigned an average rating of 5.25 before the imaginal, and 6 after
the imaginal. Furthermore, the raters identified an increase in the degree to which “the client and
therapist see their relationships as important to the client”, rating an average of 5 before the
imaginal, to an average of 6 afterwards.

These trends emerge in the transcript of the segments as well. For example, participant
Exp521 articulates the anxiety he is experiencing as his therapists introduces the nature of the
imaginal exposure task they will dive into for the first time that day:

Minute 28:25, Segment A

T: What are you reactions to what we’re going to be doing?

P: We’re gonna talk about the whole incident again. We’re gonna have to re-live this.
That sounds kind of scary.

T: Yes.
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P: Yes, it is. We said, decrease the fear, and increase the sense of control. And what do
you mean by the sense of control?

T: That you can control those thoughts, and that when you have nightmares, those

thoughts, first of all, those will go down, but when you do have a thought, it won’t be as

intense, and it won’t have as much control over you. You’re taking back control from the

trauma.

P: Okay.

T: Does that make sense?

P: That makes sense.
As the session continues and the therapist does not back down from the task at hand, she
continues to assess for the participant’s degree of distress, and as the exposure gets, closer, he
again expresses:

Minute 31:00, Segment A

T: Your SUDS.

P: Wow, right now that’s about 30.

T: Okay. So let’s just kind of talk about--

P: It’s going up; I’m getting nervous.

T: Yeah, it’s going to.

And in the minutes just before the imaginal begins:

Minute 37:21, Segment B

T: Okay, what are your SUDS right now, 70?

P: A little higher than that, a 80.
During the imaginal exposure over the course of the next 25 minutes, Exp521 revisits the
memory, from 1963 when he was 6 years old, of witnessing his father’s murder four times, being

continually encouraged by his therapist to not avoid returning to the memory, and experiencing
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the affect aroused in him by facing the traumatic memories. After this, his SUDS levels almost
immediately begin to decline from a 70 down to a 30 in the moments before he leaves the
therapy room to continue on with his day. As he explains just after completing the fourth
imaginal:

Minute: 1:02:30, Segment C

T: What’s your SUDS?

P: About a 70, it’s going down.
Moments later, after the therapist has asked participant Exp521 to reflect on his reaction to
having done the imaginal exercise for the first time, she checks in with him about his SUDS
again, which leads him to further reflect on the experience of revisiting the trauma and also to
identify a link between his traumatic experience and substance use:

Minute 1:03:45, Segment C

T: Okay, so what are your SUDS now?

P: It’s getting lower, about a 60. The more I talk, the lower it gets.

T: So, that makes sense, right? That it’s gonna get lower. So now that you can put it all
together in a story, how does it make sense to you? Does it make sense to you?

P: What makes sense is that there are a few details, I didn’t realize or remember it, I
didn’t remember it, you know. Um, when I first told it to you, I went deep, I didn’t
realize how still getting high was involved, but I think that the more sober I get the more
things I can remember and put my hands on, and uh, really uh, it’s helpful because I'm
starting to get strong, I can feel it. I’'m not anxious to get high, I’'m not that, I don’t know
how I’m gonna feel when I leave these doors.

This exchange also illustrates the reason why the two had such consistently high ratings across
items of the SWAI-O about agreement on “the steps taken to improve the client’s situation,”
about “the usefulness of the current activity in therapy,” regarding the efficiency of the sessions,

as well as the degree to which the therapy process “makes sense to the client.” As the two
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continue processing the experience of the imaginal, the therapist continues to convey her

appreciation of the participant’s work, and in turn, he expresses his understanding of how she

keeps him on task in the service of not avoiding the painful memories. As they communicate,

the sense of trust, respect, and understanding between them comes through loud and clear:
Minute 1:04:55, Segment C

T: Well, but as you remained in the memory, I mean you remained at 100 the
first time through, the third time through, you were at a 70.

P: Right.
T: Okay, so it does go down the more that we kind of revisit the memory, okay?
P: Uh-huh.

T: So it will go down. You’re already starting to take back some of the power
from the memory.

P: Okay.

T: The first time you thought about it, very intense. Right? You broke down, and that’s
normal. That’s a very intense image for you, right? The third time, fourth time you went
through it, it was much—it was 70, right? And it didn’t have as much control over you.
It wasn’t as intense, right? But you noticed, and I appreciate this, that you kept trying to
avoid it. Right?

P: Yeah.

T: You go off on a tangent, or go into a different—

P: You was not letting that happen.

[Laughter]

T: But that’s very normal, right? Your whole life.

P: Yeah, I try and escape. And you’ll always be on course.
T: That’s my job.

[Laughter]
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P: I said wow, she is not letting that happen.

T: Right.

P: She’s not having it.
In the final minute of the session, as they are wrapping up, the therapist reminds the patient he
can reach out to her if need be. She reiterates her support and her acknowledgement of the hard
work he is doing, and this in turn leads to the patient spontaneously volunteering how he feels
the therapy is working for him:

Minute 1:11:55, Segment D

T: So, you know, if you have any questions throughout the week, call.

P: I’11 call you.

T: But otherwise, you know, you’re doing an amazing job. This is really going to be a
powerful change for you.

P: I see it now, I’'m working with the program. I’'m not taking this, just for—to be taking

it, working with this, this thing, this is good stuff here. And I know I’'m going to have a

good opportunity to get myself better here.

Therapeutic Alliance in Session 11. In Session 11, the therapeutic alliance shared
between participant Exp521 and his therapist continued to be remarkably strong, with an average
overall session rating of 5.5. As with the first session, the alliance strengthened in the minutes
after the imaginal exposure compared with the ten minutes before. But this time, the trends that
emerged across the two raters had a slightly different focus. In particular, Session 11 saw an
upward trend with ratings for item #2 which addresses “the usefulness of the current activity in
therapy.” Before the imaginal, the raters assigned an average of 5.75, and in the minutes after,
and average of 6. Interestingly, by Session 11, the initial anticipatory discomfort the participant

had experienced in Session 5 leading up to the imaginal appeared to be absent, as evidenced by

an average rating of 6 both before and after the imaginal for the item addressing the absence of
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“discomfort” in the relationship. Furthermore, in Session 11, both raters discerned a dissipation
in the degree of frustration the participant experienced before the exposure in comparison with
after, as indicated by the average pre-exposure score of 5.25 and the average post-exposure score
of 6.5, a score which indicates, per the SWAI-O manual, an expression of the client’s
“enthusiasm”, “excitement” and “interest” in the task at hand. These trends are further expressed
in the following passages from the transcript of Session 11:

Minute 47:32, Segment C

T: Talking about it now. When you’re going through the story and visualizing it now,
what’s different now than when you were in it?

P: The noise. The screaming.
T: Okay, so it’s—

P: The shock, I don’t have the shock no more. The shock was overwhelming. It was
overwhelming. It’s your hero, your superman.

T: So the shock is gone.
P: It’s not there anymore. I can talk about it.

T: You’re able to talk about it, sure. There’s a big, dramatic difference between when you
first started doing this. Do you remember when we first did the story?

P: Yeah.
T: You couldn’t get through parts of it.
P: I couldn’t.

T: Right? And you skipped over parts of it. And now you were able to get through the
entire story.

P: Yeah.
T: And your SUDS since last time—

P: I thank you very much for this.
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T: You’ve done a tremendous job.

P: Thank you.
This passage captures beautifully the fear extinction, or “shock™ extinction participant Exp521
has experienced over the course of treatment. I also indicates how with repeated imaginal over
the course of 6 weeks, the particpant’s narrative became increasly linear, and less fractured. This
passage also captures the mutual appreciation participant Exp521 and his therapist have for each
other’s efforts. This same spirit is communicated in the following passage:

Minute 50:00, Segment C

T: You’re doing a tremendous job. It’s really nice to see how much you’ve improved.

P: Thank you, this is an opportunity that I needed, I wanted for a long time. Reaching out
for help, I never had the opportunity to—I really asked for it, and I got it. It’s so
refreshing to get it out of me.

T: Yes.
P: Itis.

T: And you certainly needed to get help, and so I’'m glad that you’re able to stick through
this. This is hard, this is not an easy treatment. And you know, especially what you’ve
been through, it’s very difficult to talk about. You haven’t done that in a long time. And
so, your willingness to do that and to keep coming back here is what has made all the
difference. So great job.

P: Thank you.
The therapist is warmly recognizing the participant’s efforts, and he is expressing his sense of
accomplishment. The two are affectively attuned in their appreciation for each other and what
the therapy has provided him, and they are also acknowledging how the tasks that have
comprised the “hard” treatment—namely by confronting and talking about the trauma the

participant had been avoiding for so long—paid off.
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CHAPTER 5: DISCUSSION

5.1 Summary of Main Findings

The present study offers a novel contribution to psychotherapy process research in its
focus on understanding the relationship between therapeutic alliance and changes in symptom
severity over treatment, as well as the development of the therapeutic alliance—both across
treatment and within sessions—in a manualized exposure-based psychotherapy designed for
individuals with comorbid PTSD and substance use disorders. The first aim of the study was to
ascertain the alliance-outcome relationship, specifically how early therapeutic alliance predicts
treatment outcomes across measures of PTSD and SUD when controlling for baseline symptoms
severity. Previous studies have led to mixed results in terms of the relationship between PTSD
and substance use symptoms and therapeutic alliance, when it is treated as both a predictor and
outcome measure (e.g. Ruglass et al., 2012; Cloitre et al., 2004; Meier et al., 2005b; McLaughlin
et al., 2014). In addition, this study investigated the development of therapeutic alliance over the
course of a manualized psychotherapy intervention, measuring alliance at the beginning, middle,
and end of treatment, and also within the session itself, with a focus on understanding changes in
alliance before and after the participant is engaged in an imaginal exposure. This second
research goal contributes to a growing body of research that tracks the strength of working
alliance using a “segmented” approach, analyizing psychotherapy sessions sequentially and in
such a way that is sensitive to changes in alliance including ruptures and repairs over the course
of a session (Berk, Safran, Muran, 2013; Eidlitz, 2017). Finally, this study conducted
exploratory analyses to ascertain whether baseline levels of PTSD and substance use symptoms
might have a moderating effect on the relationship between early therapeutic alliance and

symptoms changes over treatment. This chapter presents an exploration of the results presented



77

above in the context of the relevant literature, followed by the clinical implications of the
findings, study limitations, and recommended future directions for related research.

Early Alliance Predicting Outcomes. In keeping with prior studies that found a
relationship between the strength of early therapeutic alliance and improvement in PTSD
(Ruglass et al., 2012; Cloitre et al., 2004) and SUD symptoms (Meier et al., 2005b), it was
hypothesized that a measure of therapeutic alliance taken early in the treatment (Session 2)
would correlate positively with changes in symptoms of both PTSD and substance use from
baseline to the end of treatment. This hypothesis was also consonant with recurring findings
indicating how therapeutic alliance has a strong relationship with psychotherapy outcomes
regardless of treatment approach (Horvath et al., 2011; Norcross, 2011). The present study’s
findings did not provide support for the hypothesis that early therapeutic alliance would be found
to have a relationship with the decrease in PTSD and SUD symptoms at the conclusion of
treatment. A series of multiple regression analyses of how early therapeutic alliance functioned
as a predictor of outcomes along both clinician-administered and self-report measures of PTSD
symptoms and substance use yielded non-significant findings. While analyses investigating how
early therapeutic alliance predicts treatment outcomes on a measure of self-reported substance
use (Substance Use Inventory, Sobell & Sobell, 1992) approached trend-level significance with a
p-value of 0.10, such a finding remains inconclusive. These results suggest, in contrast to prior
findings regarding the consistent prediction of alliance on outcomes (Norcross, 2011; Horvath,
2011), that in the context of a treatment engaging prolonged exposure techniques, early
therapeutic alliance did not predict changes in PTSD symptoms or substance use patterns post-

treatment.
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However, as mentioned above, the regression analyses supplied evidence for how, using
both clinician-administered and self-report measures, baseline symptom severity functioned as a
predictor of post-treatment PTSD symptoms and substance use patterns. Significant predictive
values were demonstrated for the CAPS (p=.01, Table 5), for the MPSSSR (p=.05, Table 6), as
well as for a clinician-administered measure of substance use severity, the ASI (p=.04, Table 7).
Such values should be expected, and underscore the importance of factoring baseline values into
analyses in order to ascertain baseline-by-treatment interactions (Nunes et al., 2010).

Given the robust literature supporting the idea that therapeutic alliance is a consistent
predictor of psychotherapy outcomes (Norcross, 2011; Horvath et al., 2011), in a way it is
surprising that this finding would not be maintained in the present study. However, there may be
several compelling explanations for this discrepant finding. First, it is possible that limiting the
outcome variables to two symptom-based factors such as post-treatment PTSD and SUD severity
provided too narrow a lens in understanding the impact of therapeutic alliance on the benefits
patients may have gained from treatment that this particular study was not designed to detect.
Such benefits could include the strength of participants’ interpersonal functioning, which might
have had an impact on the size of their social network, or on decreasing the social anxiety and
social isolation participants may have experienced in the context of their PTSD symptoms
(Hofmann et al., 2003). More broadly, a stronger alliance may have enhanced participants’
capacity for emotion regulation.

Another possible explanation is that using a measure of alliance taken during Session 2
may have been too early given that in this particular treatment, so many of the “active
ingredients” are not added until later in treatment when the in-vivo and imaginal exposures

begin. Indeed, several of Horvath’s meta-analyses have supported the finding that the strength of
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the relationship between alliance and outcome increases over time (Horvath & Luborsky, 1993;
Horvath et al., 2011). During Session 2, the therapist is providing psycho-education about
cravings and typical reactions to trauma and is actively encouraging the participant to reflect
upon these topics in his own life. The relationship is still being established, and the heaviest
lifting, when the participant will be ushered forward into facing some of his most difficult
memories, is still several weeks away.

In reflecting on the wider literature on therapeutic alliance in treatment studies with
substance users, however, these findings may not be so discrepant afterall. Several prior studies
(DeWeert-Van Oene et al., 1999; Barber et al., 2001) demonstrated a relationship between
therapeutic alliance and treatment retention, but not between alliance and symptom changes.
The results of Meier et al.’s 2005 meta-analysis of alliance and treatment outcomes in studies
with substance users arrived at a similar conclusion. The literature also supports the idea that
due to the impact of alcohol and other substances on interpersonal functioning (i.e. reading social
cues, theory of mind), substance users experience an automatic handicap in forming relationships
and, by extension, in developing a strong therapeutic alliance at any time in the treatment
process, but particularly early on (Uekermann & Daum, 2008; Horvath & Bedi, 2002).

The present study, while it does not provide support for alliance-outcome effects relating
to substance use, does provide evidence that substance users are capable of forming a strong
baseline alliance, which stands in contrast to this suggestion. The mean overall therapeutic
alliance score for the present study was 4.84. As a score, 4.84 suggests that this sample received
positive ratings (5 or more) with a notably greater frequency than they did neutral scores (of 4)
or negative scores (3 or less). This overall positive rating may be in part related to the skill of

the therapists in developing rapport, and also it may be somewhat inflated because it does not



80

include alliance scores of the 9 participants who dropped out of the study after Session 1 and
who may have demonstrated weaker alliances with their therapists as a group. Regardless, the
positive mean overall alliance score does suggest, perhaps in contrast to anecdotal or clinical
reports, that substance users are capable of forming attachments with their therapists.

Another look into the literature on therapeutic alliance with patients living with PTSD
underscores how, as a disorder, it poses specific challenges to sustaining a therapeutic bond,
primarily due to challenges with emotion regulation that can hurt relationships (Chemtob et al.,
1997), and with difficulty sustaining interpersonal relationships (Price et al., 2001). Other
publications emphasize how in working with individuals with PTSD, repairing ruptures in the
therapeutic alliance both protects the relationship (Safran & Muran, 2000) and predicts superior
outcomes (McLaughlin et al., 2014). For the present study, rupture-repair events were not
measured. However, it could be that therapeutic alliance measured at Session 2 did not predict
outcomes on measures of PTSD because some dyads—especially those who dropped out of the
study before alliance ratings could be taken at Session 5 and Session 11—experienced ruptures
that were never sufficiently repaired, thereby impacting both alliance ratings and treatment
outcomes.

Why, exactly, alliance ratings for substance users predict successful outcomes less
reliably than they do for individuals with other disorders (Horvath & Bedi, 2002; Martin, Garske,
& Davis, 2000), still remains unknown. Perhaps the difference relates to the biological
mechanisms that characterize addiction and make it distinct from other psychiatric disorders
(Yalisove, 1997) Another possibility is that individuals with comorbid substance use typically

present with a more complex clinical picture, such that alliance is rendered a less powerful
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predictor when there are many more variables at play influencing symptom improvements across
both substance use and other psychiatric conditions.

Changes in Alliance Over Treatment. The second goal of the present study was to
understand if the strength of therapeutic alliance changed over the course of treatment, and if the
introduction of imaginal exposures impacted the strength of the alliace within sessions, and
finally, if changes in alliance over treatment were correlated with concurrent changes in PTSD
and SUD symptoms. It was hypothesized that the development of therapeutic alliance over the
course of treatment would reflect a U-shaped pattern, akin to the model for maximal treatment
effectiveness put forward by Gelso and Carter (1994), and also to Safran and Muran’s rupture-
repair model (2000). Such a model corresponds with the progression of COPE (Concurrent
Treatment of PTSD and Substance Use Disorders Using Prolonged Exposure), where the
therapeutic dyad begins treatment with a focus on psychoeducation and skills development,
before integrating more challenging and intentionally anxiety-provoking techniques into the
treatment through in-vivo exposures (starting in Session 3) and, in Session 5, the first imaginal
exposure. The treatment progresses by practicing the imaginal exposures as well as the the
continuing review of relapse-prevention techniques, until the exposures are concluded in Session
11 before the participant and therapist complete their work together in Session 12. As
mentioned, it was hypothesized that the present study would demonstrate a similar pattern,
whereby around the introduction of imaginal exposures into the treatment, the heighted
emotional arousal and anxiety introduced into the sessions would weaken the therapeutic alliance
from its initial strength, and that by the end of treatment, after the imaginals had been reviewed
again and again, gradually becoming less arousing and fractured, the alliance would have

regained—and perhaps even surpassed—its initial strength. This hypothesis was partially
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supported by the findings of the present study, which found a shallow U-shaped curve at the
group level, with statistically significant differences across both parametric and non-parametric
analyses in changes of therapeutic alliance ratings from Session 5 to Session 11.

A slight decline in therapeutic alliance was identified from Session 2 (mean alliance
value = 4.75) to Session 5 (mean alliance value = 4.71), but this 0.04 point difference on the
SWAI-O’s likert scale was not significant—statistically or clinically—and suggests that alliance
was maintained from the beginning of treatment to the introduction of imaginal exposures. The
portion of the U-shaped curve that was illustrated in the present study is centered around the
change in alliance from the onset of imaginal exposures in Session 5 to the end of exposures in
Session 11. The 0.36 point difference across these two sessions was statistically significant, and
it represents a clinically meaningful difference in the strength of alliance. Such a shift represents
the difference between a relationship with alignment on features of alliance between “no
evidence” and “some evidence” and ratings that were consistently showing “some evidence”
and in some instances “considerable evidence” for alignment across items.

As this description indicates, measuring variations in alliance from the observer’s
perspective was a process that required a high sensitivity for clinical nuance that often
necessitated direct conversation between the two raters to come to adequate agreement about
individual scores. And even after discussion, the scale may not have been sensitive enough to
detect important qualitative differences in the strength of a relationship. Because raters scoring
the scale are encouraged to default to a “neutral” rating of 4 for segments that lack evidence of
particular feature of alliance—be it pertaining to the therapy process “making sense” to the

client, or to whether or not “the client is aware that the therapist is genuinely concerned for
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his/her welfare”—scores were often pulled to center and variability was often constrained to a
limited range at both the individual and group level as a result.

The upward arc of the alliance at the group level offers an encouraging perspective on the
impact of prolonged exposure techniques on therapeutic alliance. Although it was hypothesized
that the alliance would weaken in Session 5 due to the challenges of introducing imaginal
exposures into the therapy, this weakening was not seen to a meaningful degree—rather, the
positive alliance that had been established in Session 2 was maintained, suggesting that the onset
of prolonged exposure into the treatment did not weaken the strength of the bond between
participants and their therapists. Furthermore, the upward arc of the alliance from Session 5 to
Session 11 suggests that as the prolonged exposures continue, the dyads enjoy a strengthening in
their alliance over time.

It is important to note, however, that the therapeutic alliance scores for Session 11 were
generated using the scores of the 9 participants who remained in the study at that time, the
“treatment completers.” The missing data points were filled with the mean score of these 9
participants, which also resulted in reduced variance for alliance scores across the sample for that
time point. While it is difficult to know exactly why the 33 other participants randomized into
the study dropped out before Session 11, it is safe to assume that these 9 participants may have
been distinct from the others in terms of their motivation for treatment and in terms of their
appraisal of the effectiveness of COPE in their lives. It is also possible that these 9 participants
generated stronger alliance ratings with their therapists than the 33 others would have had they
remained in the study through to the end. Because of this, there is a strong possibility that group-

level alliance scores for Session 11 were inflated on account of the self-selection of these 9
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participants. Therefore, any conclusions about the positive arc in alliance by the end of
treatment may be spurious and should be taken with a degree of caution.

Impact of Imaginal Exposures on Alliance. It was additionally hypothesized that the
introduction of imaginal exposures into psychotherapy sessions would initially pose a threat to
the alliance, as measured within sessions before and after exposures, due to the inherently
anxiety-arousing nature of recounting a trauma narrative for the first time. This hypothesis was
illustrative of the concerns around engaging imaginal exposure techniques experienced by
patients and therapists alike published by authors including Becker and colleagues (2004),
Morris (2015), and Meuret and colleagues (2012). Furthermore, it was hypothesized that by the
onset of the final exposure, any impact of the imaginal exposure on the alliance would disappear
as a result of the desensitization to the emotionally-arousing content.

Analyses revealed no support for this hypothesis; in fact the data supported the opposite
finding: that the introduction of imaginal exposures into the sessions strengthened the alliance
between patient and therapist at the group level. The effect was found to be significant at both
Session 5 (p <.01) and Session 11 (p < .05) using non-parametric and parametric tests. The
difference in the measure of therapeutic alliance before and after imaginals at both Session 5 and
Session 11 (changes on a Likert scale of 0.314 and 0.341, respectively) indicated that the
difference in in therapeutic alliance were not only statistically significant, but clinically
significant as well. The large effect sizes (d = 0.842 for Session 5; d = 1.449 for Session 11)
found for both sets of paired samples t-tests must be interpreted with caution, however, as the
missing values replacement methods employed may have artificially limited the variability and

impacted the distributions accordingly, thereby inflating the effect sizes presented.
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At first glance this finding offers a powerful angle on what has often been considered a
challenging, arduous therapeutic endeavor. Indeed, at the group level, the alliance between
participant and therapist was palpably stronger in the minutes after imaginal exposures at both
time points when within-session alliance was assessed. This suggests that the interpersonal
impact of recounting traumatic memories in the context of a safe, structured, supportive
relationship strengthens both the affective and collaborative aspects of the patient-therapist
partnership. Such a finding should be powerful in alleviating the worries of therapists who may
feel reluctant to engage imaginal exposures, especially with patients with PTSD who may be
seen as having a higher level of vulnerability due to ongoing substance use behaviors. This
finding does not simply reject the idea that imaginal exposures weaken the therapeutic alliance,
but it offers evidence for the opposite effect. Notably, this “strengthening” effect is related to the
growing literature on rupture-repair events in psychotherapy process research (McLaughlin et al.,
2014; Friedlander, 2015; Larsson et al., 2015; Safran et al., 2011) in that it documents how
therapeutic dyads can infact grow stronger in reflecting together on an event that was
experienced as anxiety-arousing to the patient in the context of the therapy relationship. And
yet, the effect is also unrelated to the rupture-repair literature because it does not directly address
an event that the patient experienced as a mistake on behalf of the therapist. Instead, this effect
suggsts how a therapist can prepare a patient for a challenging experience, usher her/him through
it in a supportive, attentive way, and then experience a stronger attachment in the process of
reflecting on the experience afterwards. At the group level, these results suggest how a strong
alliance can become even stronger in going through the phases of preparing for, experiencing,

and recovering from the imaginal exposure process.
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Although it is just one distinct case that cannot speak for every therapeutic dyad in the
sample, the case analysis of participant Exp521 helps to illustrate the specific aspects of alliance
that shift before and after the imaginal exposure. The two raters who scored alliance levels for
Session 5 were in agreement in documenting how the participant expressed a notably lower
degree of frustration after the imaginal, which, per his account, was a result of the anticipatory
anxiety he experienced prior to the imaginal and the contrasting relief he expressed when it was
over. The two raters also documented an increase in the agreement about the usefulness of the
therapy in the minutes following the imaginal, as well as many of the elements of alliance
pertaining to the affective bond between the two, including trust, respect, the patient’s awareness
of the therapist’s concern for him, and their joint appraisal of the importantce of the relationship
to participant Exp521. Similar patterns were evident for Session 11, in which the observed level
of the patient’s “discomfort” decreased after the imaginal and his frustration lowered. These
trends reveal how, rather than attributing the jump in alliance scores after the exposure to
recovery from a mistake made by the therapist, or an evaluation of distrust or limited respect that
was then restored, the change is better attributed to an easing of the anxiety experienced by the
participant, along with—in Session 5 especially—a strengthing of the affective link between
patient and therapist.

The possibility remains that the notable improvement in the strength of the alliance after
the imaginal exposures could be influenced by the structure of the sessions that were chosen for
measuring alliance. In the ten minutes leading up to the first imaginal in Session 5, the therapist
is actively providing psycho-education on the efficacy and purpose of the exposures, while
intermittently checking in on the participant’s SUDs level, as a way of mentally preparing the

participants. While the level of vocal engagement in the participants varied in these segments,
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the semi-instructional nature of the session at this point may have slightly depressed alliance
scores in comparision with the session total simply because of the nature of the task at hand. In
contrast, the ten minutes following the imaginal exposure are designed to give the participant
space to reflect upon the experience of repeatedly going through the imaginal, and to receive
further support from the therapist along with her observations as she continues to check in with
the participant about his/her SUDs level following the exercise. In this way, the minutes
following the imaginal are structured to invite direct processing on an emotionally arousing
experience, an undertaking that, when conducted in a skillful and supportive way, may lend itself
more readily to higher alliance ratings.

Changes in Therapeutic Alliance and Concurrent Symptom Self-Report. The last
component of the second hypothesis posited that changes in therapeutic alliance would be
reflected in symptoms participants reported the following week, such that if the alliance suffered,
the participant would endorse higher levels of PTSD symptoms and increased substance use.
This hypothesis was also not supported by the data, with an absence of meaningful correlations
between changes in the alliance and concurrent changes in self-reported PTSD and SUD
symptoms. And perhaps such a finding is not especially surprising in the context of the lack of
evidence supporting other alliance-outcome hypotheses.

Another glance into the literature on alliance-outcome relationships suggests that what
was considered a well-established relationship between alliance and treatment outcomes based
on research conducted in the last decades of the 20" Century is now being seen with a more
critical eye (Crits-Christoph, 2013). While contemporary meta-analyses continue to document
associations between alliance and outcomes (Horvath, 2011), researchers are questioning

whether such findings indicate that alliance directly impacts outcomes in psychotherapy, or
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whether the relationship might in fact run in the opposite direction, with symptom changes
influencing alliance (Strunk et al., 2010). In their review of psychotherapy process-outcome
research, Crists-Christoph and colleagues (2013) conjecture that alliance may take a more causal
role in the treatment effectiveness for patients with disorders like depression, with its associated
social isolation and low self-worth, in comparision with anxiety-spectrum disorders, for which
reserachers have had more difficulty finding an alliance-outcome link (Ryum et al., 2009). It
may be that in working with comorbid PTSD and SUD, two disorders that are typically
characterized by avoidance tendencies and weakened interpersonal relationships, a strong
alliance may not be as capable of addressing the difficulties at the root of a patient’s difficulties,
as may be the case when working with depression, as Chrits-Christoph and his colleagues
suggest.

Overall, the results of the analyses for Hypothesis II suggest that rather than threatening
the relationship between therapist and patient, the introduction of prolonged exposure into
treatment in fact improved the quality of the alliance when looking at the broad sweep of the
development of the alliance over the course of treatment and when looking at alliance changes at
the individual session level. While no links to concurrent symptom changes were evident, such
findings are not unusual for studies looking at alliance-outcome effects among psychotherapy
studies (Crits-Christoph, 2013).

Moderating Effect of Baseline Symptoms on Early Alliance’s Prediction of
Treatment QOutcomes. Consistent with previous studies finding that baseline symptom severity
is associated with outcome in the context of treatment studies (Nunes et al., 2011), it was
hypothesized that the strength of the relationship between early therapeutic alliance and

treatment outcomes would be moderated by the baseline severity of participants’ PTSD and SUD
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symptoms. This exploratory hypothesis was included in the context of previous literature that
has called for a deeper investigation into the types of patients who are more likely to benefit
from PTSD interventions (Seidler & Wagner, 2006) and treatments for individuals with co-
occuring PTSD and SUD (Ruglass et al., 2012). No moderation effects were found for baseline
level of symptom severity on the predictive value of therapeutic alliance for treatment outcomes.
Such findings suggest that even when dichotomizing the participants according to the severity of
their baseline symptoms, the absence of alliance-outcome findings was maintained in the present
study.

Perhaps there is a positive way of viewing the absence of a moderating effect, which is to
say that at the group level, baseline symptom severity does not alter a patient’s trajectory in
terms of how the therapeutic alliance they form early in treatment will impact their ability to
benefit from treatment overall. In the overall absence of alliance-outcome effects, it is difficult
to make strong conclusions about these symptom-alliance interactions, but it is safe to suggest
that those participants with more extreme levels of PTSD and SUD are not at a significant
disadvantage in terms of forming an alliance that will be supportive of their recovery.

5.2 Clinical Implications

The findings of the present study have some valuable implications for clinicians working
with individuals experiencing the deleterious effects of PTSD and substance use disorders. Most
powerfully, the findings suggesting that introducing prolonged exposure into a therapeutic
relationship will not harm the bond between patient and therapist—and that it may indeed
strengthen it—help alleviate the concerns of clinician who feel concerned that using exposure
would threaten therapeutic rapport. Many therapists worry that engaging exposure therapy might

be contra-indicated for their patients in treating PTSD, and some are concerned that encouraging
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their patients to do imaginal exposures may lead them to terminate therapy prematurely (Becker
et al., 2004). But the trend among the therapeutic dyads in this study demonstrate how the
process of approaching and remembering the traumatic memories head-on, in a supported, safe
environment, under the supervision of a skilled and attentive clinician, can even enhance the
strength of the bond between the two parties. Of course, as is often the case in psychotherapy
process research, the fluctuations in alliance at the level of each individual dyad were varied; not
every coupling exhibited the group level effects outlined above. But at the aggregate level, the
data support Gelso and Carter’s theory (1994) about the “U-shape” being optimal for therapeutic
alliance over the course of a short-term intervention, whereby the therapeutic alliance is strongest
after enduring challenges, such as confronting memories that have been actively avoided out of
fear of the emotional and physical distress facing them may arouse.

The finding about early therapeutic alliance not having a relationship with outcomes in
PTSD and SUD symptoms may also alleviate concerns of therapists who may worry about the
helpfulness of a treatment like COPE if they are struggling to establish a strong alliance with a
patient in this population. Because the strength of the alliance early in treatment seemed to have
no bearing on the degree of symptom alleviation patients experienced by the end of treatment,
this study offers some evidence to suggest that those patients and therapists who form an average
alliance early in treatment are just as likely as those who form a bond that is palpably supportive
and goal-directed to do work that results in positive outcomes for patients.
5.3 Limitations & Future Directions

A primary limitation of this study has been the degree of missing data that needed to be
filled in order to complete analyses. The smaller sample size limited the range and sophistication

of techniques available to fill the missing values, such that multiple imputation and estimation
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maximization were both attempted but rejected. In the end, a combination of linear interpolation
and series mean replacement were used. Because data were missing completely at random
(MCAR), these techniques provided valid estimates of symptom levels and alliance data,
however they also resulted in an underestimation of variability for study variables—variability
that would have been expanded by the missing values (Dziura et al., 2013). In regards to
variability, it is worth highlighting how estimation techniques used to fill missing values resulted
in data distributions on therapeutic alliance values, especially in Session 5 (35.7% missing) and
Session 11 (67.9% missing), with what can only be presumed to be artificially small standard
deviations, which may have impacted the outcome of analyses, especially on Hypothesis II.
Another limitation of the study is that alliance data were collected exclusively through
observational means rather than directly from the participants and therapists participating in the
study. While observational evaluations of alliance have been shown to be a stronger predictor of
outcome than therapist ratings of alliance, having access to the participant’s perspective on the
strength of their relationships with their therapists would have been optimal (Horvath &
Symonds, 1991). Such a limitation in design is not unusual for a study that uses secondary data,
and while more data would always provide a sharper focus on the nature of therapeutic alliance
in this study, data taken from audio recordings provided a rich and manageable entry point into
the inner workings of the therapeutic relationships that comprised the study sample.
Furthermore, the SWAI-O itself, while offering an innovative segmented approach to
collecting alliance ratings, also presented a share of methodological challenges. As with other
measures of therapeutic alliance (Raue et al., 1997), it had limited sensitivity that resulted in a
diminished range of alliance scores that reduced variability and therefore associated analyses. In

addition, the SWAI-O was normed on a population that was comparable to the present study’s
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sample in terms of education, but not in terms of racial/ethnic composition (the SWAI-O patients
being 72.7% Caucasian) or symptom presentation (the SWAI-O patients most often presented
with a primary Mood Disorder diagnosis [63.6%], and participants with active substance abuse
were excluded) (Birk et al., 2013). Furthermore, the SWAI-O was developed in the setting of a
psychotherapy research center that studies therapeutic interventions that are comparatively less
structured than COPE and in which the patient-therapist relationship is a used as a focus of the
therapeutic process (Safran, 2002). While the SWAI-O is intended for use across therapeutic
modalities, the contrast between COPE and the treatment approach the SWAI-O was developed
with are sufficiently distinct such that this particular instrument may not have been optimal for
measuring alliance in a study using COPE.

An additional potential limitation of the present study is that the study design did not
account for racial/ethnic match in assigning participants to therapists. While the literature on the
effects of racial/ethnic matching on treatment outcomes has been mixed overall, studies
consistently demonstrate that African American clients—unlike other racial/ethnic groups—tend
to have mildly improved treatment outcomes when matched with an African American therapist
(Cabral & Smith, 2011). Furthermore, cross-ethnic dyads have been shown to demonstrate a
weaker therapeutic alliance in comparison with ethnically matched dyads (Ruglass, 2005). In a
study in which 50% of participants identified as Black and racial/ethnic matching with therapists
was not employed, it is quite possible that the racial/ethnic mismatch could have complicated the
development of alliance as well as treatment outcomes considerably.

A valuable next step for this research would be to integrate treatment adherence data into
the analyses to ascertain a more nuanced understanding of the relationship between attendance

and treatment outcomes. In effect, this study presents the data collected from the participants
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who were able to complete a meaningful portion of the psychotherapy intervention, including at
least one imaginal exposure session. As mentioned above, 9 participants of the original 42
randomized into the treatment dropped out after session 1, and as a result alliance data were not
collected from them, effectively removing those cases from analyses. There were an additional
five whose data were not included because recordings were not available for the sessions
designated for coding which was in part due to errors in data collection, and in part to early drop-
out (after two or three sessions) on behalf of those participants. A future study would integrate
alliance and treatment adherence data to ascertain any relationship between these two factors and
also with treatment outcomes.

Future studies of therapeutic alliance in the context of a study using prolonged exposures
in the treatment of comorbid PTSD and SUD would benefit from a design that includes
participant and therapist ratings of alliance as well as observer ratings. Such exploration would
enable researchers to gain a more layered understanding of the alliance from a range of
perspectives, and it would also shed light on which aspect of the alliance is most sensitive to
predicting alliance-outcome interactions, as well as predictions for treatment adherence.

5.4 Conclusion

The current study has contributed to the growing literature on the nature of therapeutic
alliance in studies using prolonged exposure. Most notably, it has offered a novel look into the
within-session changes alliance experiences from before to after imaginal exposure, finding
evidence to suggest that—contraty to what was hypothesized—the introduction of exposure-
based techniques were actually associated with an improvement in the quality of the alliance that
was both statistically and clinically significant. Such a finding offers a valuable perspective for

clinicians who may worry that exposure techniques could threaten their therapeutic bond and



lead to premature termination, especially in this uniquely vulnerable population of substance

users with PTSD.
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Appendix A: SWAI-O Scoring Sheet
SWAI-O Scoring Sheet

Patient Acronym Patient Number Coder
Session Number Session Date Date Coded
Segment # Segment Time Span

Task:

1. Within this segment, there is agreement about the steps taken to help improve the client’s
situation.
1 2 3 4 5 6 7
2. Within this segment, there is agreement about the usefulness of the current activity in therapy
(i.e., the client is seeing new ways to look at his/her problem).
1 2 3 4 5 6 7
3. There is a perception that the time spent in this segment is not spent efficiently.
1 2 3 4 5 6 7
4. The therapy process does not make sense to the client in this segment.
1 2 3 4 5 6 7
5. There is agreement about what client’s role or responsibilities are in this segment.
1 2 3 4 5 6 7
6. The client is frustrated with what he/she is being asked to do in this segment.
1 2 3 4 5 6 7
Bond:
7. There is a sense of discomfort in the relationship.
1 2 3 4 5 6 7
8. There is good understanding between the client and therapist.
1 2 3 4 5 6 7
9. The client and the therapist respect each other.
1 2 3 4 5 6 7
10. There is mutual trust between the client and therapist.
1 2 3 4 5 6 7
11. The client is aware that the therapist is genuinely concerned for his/her welfare.
1 2 3 4 5 6 7
12. Both the client and therapist see their relationship as important to the client
1 2 3 4 5 6 7
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