Therapeutic Alliance and Trauma-Focused Involvement

Although adolescent-reported therapeutic alliance did not predict trauma-focused
involvement at a statistically significant level, the association was in the predicted
direction. Two important points are associated with this finding. First, this finding
suggests that alliance may be a facilitator of involvement in trauma-focused discussion
but low power restricted the ability to detect a statistically significant effect. In fact,
when examining the association between therapeutic alliance and initiation of trauma-
focused involvement, the effect size remained in the predicted direction and increased in
size (B = .17), suggesting that the more adolescents’ feel like they have a strong bond and
collaborative relationship with their therapist, the more often they will initiate discussion
about their past trauma experience. This suggests that with a larger sample and increased
power, therapeutic alliance may have predicted the frequency adolescents’ initiate
trauma-focused discussion at a statistically significant level.

Second, the magnitude of association between alliance and initiation is
comparable to other studies of alliance and outcome or therapeutic process. In a series of
studies by Farber and colleagues (Farber & Hall, 2002; Farber, 2003; Farber, Berano, &
Capobianco, 2004) who investigated the association between client self-disclosure and
the strength of the therapeutic relationship, results revealed that the stronger the
therapeutic alliance, the greater the total disclosure (Farber & Hall, 2002). The effect
size obtained in this analysis is similar to the results found in two recent meta-analyses
investigating the relationship between alliance and outcome in youth psychotherapy
(Shirk, Karver, & Brown, 2011; McLeod, 2011). Results from Shirk, Karver, and Brown
(2011) revealed a weighted mean correlation of .22 between alliance and outcome and an
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even smaller correlation of .14 was found in McLeod’s (2011) study. In the adult
literature, studies have linked alliance and outcome or therapeutic process in the
treatment of PTSD (Cloitre, Stovall-McClough, Miranda, & Chemtob, 2004; Keller,
Zoellner, & Feeny, 2010). Results from Cloitre et al., (2004) revealed a moderate to
large effect (-.46) between alliance and PTSD symptoms at the end of treatment. In a
study by Keller, Zoellner, and Feeny (2010), results indicated a significant association
between alliance and adherence to prolonged exposure therapy (r = .32) and overall
treatment completion (r = .19).
Therapeutic Alliance as a Moderator Variable

Based on the results from this study, a moderation model was not supported.
Therapeutic alliance did not affect the strength or direction of the relationship between
PTSD-Avoidance and trauma-focused involvement, nor did it affect the strength or
direction of the relationship between depression and trauma-focused involvement. In
some ways this is not surprising given the unexpected positive association between both
avoidance and depression and trauma-focused involvement. It was expected that a strong
alliance might offset the negative impact of avoidance, yet both avoidance and alliance
were positively associated with involvement, the latter at a non-significant level. In brief,
it appeared that the distress associated with high symptom severity was sufficient to
propel active involvement regardless of strength of alliance.
Gender and Age Predicting Trauma-Focused Involvement

Results showed that trauma-focused involvement varied by gender. Findings
indicated that on average males engaged less extensively in trauma-focused discussion
than females. This result could not be attributed to lower verbal intelligence among
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males, or to different types of trauma experiences across the two genders. Although more
recent studies in the adult literature have suggested substantial overlap between men and
women in regard to self-disclosure in therapy, past research has found that women tend to
disclose more than men in both same-sex and cross-sex therapeutic dyads (Dindia &
Allen, 1992). This finding, along with the findings from the current study, is supported
by the extensive adult literature on gender differences and interpersonal relationships.
For instance, theory and research have indicated that women are more socialized to
dyadic relationships and accept the psychotherapy process more readily than men
(Gilbert & Scher, 1999; Faidly & Leitner, 1993). In addition, the adult literature has
shown that men tend to feel more exposed and vulnerable than women when self-
disclosing their emotions (Ferguson, Eyre, & Ashbaker, 2000). Findings from this study
suggest that this pattern may pertain to adolescents as well as adults. Further
investigation is needed to explore the role of gender in trauma-focused involvement and
identify treatment components that may facilitate greater male involvement.

Analyses also revealed a statistically significant association between adolescents’
age and involvement in trauma-focused conversation, suggesting that the extensiveness
of involvement in trauma-focused conversation increased with age. Again, this finding
did not result from differences in verbal intelligence or differences in types of trauma. It
is possible that increasing cognitive maturity allows older adolescents to reflect on their
experiences and discuss them in greater depth than less cognitively mature younger
adolescents. Previous studies of involvement in adolescent therapy have failed to detect
variations across different age groups (Chu & Kendall, 2004; Panichelli-Mindel,
Flannery-Schroeder, Kendall, & Angelosante, 2005). However, in a recent study by
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Tobon et al. (2011), investigating a group cognitive-behavioral treatment for children
with anxiety, results revealed a significant correlation between age and early involvement
(r = .46), with older children displaying higher levels of early involvement in therapy.

One possible interpretation of this finding might be that older adolescents
experience more autonomy and independence from adult figures than younger
adolescents and may feel more empowered to share past experiences. In contrast,
younger adolescents may feel more vulnerable sharing past trauma experiences,
especially if the perpetrator is a part of their family and continues to play a role in the
adolescents’ life. It is noteworthy that the inclusion of age and gender in models linking
symptoms and alliance to involvement did not reveal suppression effects. The same
patterns of relationships held when these variables were included in predictive models.
Limitations of the Study

There are a number of limitations in this study that need to be taken into account
when interpreting the results. The most critical is the small sample size. Consequently,
power to detect associations was limited in many cases, even when there were moderate
(correlations greater than .3) effect sizes, suggesting Type Il error may have occurred.
On the other hand, given the small sample size and the multiple statistical tests computed
some results may have occurred by chance (Type I error). In light of this limitation, it is
important to consider the challenges that were faced in obtaining referrals and recruiting
participants in a community setting, rather than in a controlled lab setting. First, with the
overwhelming caseloads that community clinicians bare, it became quickly apparent that
asking them take on the additional responsibility of referring clients to the study was not
feasible request. In order to recruit participants, an additional clinician was hired to
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complete intake evaluations and initial trauma screening forms. Even after the intake
clinician was hired, referrals to the study were inconsistent. It is noteworthy, however,
that over one hundred adolescents were referred over a two year period, at rate that is
consistent with most large scale clinical trials. Second, finding participants who met
criteria for the study proved to be a challenge. Over 50 percent of participants referred to
the study were excluded due to the presence of a comorbid condition such as bipolar
disorder or psychotic disorder, below average intellectual ability, or sub-threshold
depressive symptoms. Regardless of these challenges, given that trauma-focused
involvement has never been observationally coded and the labor-intensive process
involved in this coding, pilot research with small samples is valuable for hypothesis
development for future larger studies. Furthermore, research evaluating interventions
within real-world settings such as community mental health centers is critical to
understand whether promising treatments will operate as effectively when delivered to
referred youth with multiple, co-morbid problems by clinic therapists with heavy
caseloads.

In addition to small sample size, this sample largely consisted of low-income
families who accessed treatment through public insurance. Individuals within this sample
experienced profound adversity and severe trauma, with majority of the sample having
experienced more than one traumatic event in their lifetime. Although this is an
important group to study from a public health perspective, youth in this sample did not
represent the population of adolescents in the U.S. Furthermore, selection bias may have
been present between the sample originally recruited for the Aurora-Adolescent Mood
Project and the sample used in the current study. The current study selected cases based
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on the presence of codable trauma-focused discussion. Those who chose to initiate
trauma-focused discussion may have differed in other important ways from those who did
not discuss trauma, such as the age of first trauma, number of trauma experiences, and
association with identified perpetrator.

The findings are also limited by the small sample of therapists. With only four
therapists involved in the study, detecting therapist effects on trauma-focused
involvement was not possible.

Another limitation involves the use of audio recordings, rather than video
recordings, which eliminated the ability to detect nonverbal behaviors indicative of
trauma-focused involvement. Specifically, it made it more challenging to code the
negative items on the TIRS (i.e., behaviors that demonstrate and adolescent’s withdrawal
from, or avoidance of, trauma-focused discussion), as these items tend to have less verbal
expression and likely more nonverbal behavior (i.e., adolescent looking away from the
therapist, slumped over in the chair, or starring at the floor when the therapist attempts to
elicit information about his or her trauma experience). There has been some evidence
indicating that nonverbal behaviors are important in detecting emotional avoidance
among individuals with mood an anxiety disorders (Campbell-Sills and Barlow, 2007;
Gross and John, 2003). Nevertheless, not measuring nonverbal behavior does not negate
the involvement in trauma-focused discussion detected in this study.

It may be noted that this study used an unpublished coding system without known
reliability and validity that was adapted from the Client Involvement Rating Scale (CIRS;
Chu & Kendall, 1999) and was modified for the coding of trauma-related content.
However, the results of this study demonstrate evidence of psychometric soundness of
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this coding system in that high inter-rater reliability and good internal consistency were
found.

An additional limitation concerns the PTSD-Avoidance measure. The PTSD-
Avoidance subscale used in the K-SADS appeared to lack specificity and may be an
index of symptom severity rather than a specific measure of avoidance. Items appear to
tap avoidance, but they do not focus on experiential avoidance, a construct that might be
more consistent with avoidance of painful topics in therapy.

Recommendations for Future Research

A next step in this area of research would be to evaluate a larger sample of youths
who have experienced interpersonal trauma, receiving treatment from a broader range of
therapists. In addition to larger sample sizes in future studies, statistical techniques such
as hierarchical linear modeling could be used to test the hypotheses presented in this
study. Future research should continue to utilize observational coding methods to
analyze trauma-focused involvement in youth psychotherapy. And an important
contribution of this research was the initial evaluation of an observational coding system.
In order to evaluate the contribution of client avoidance, measures of avoidant coping or
experiential avoidance are recommended for future studies.

Interestingly, this study found that of all the sessions completed by participants,
only about 60 percent of the sessions contained discussions of trauma-content and some
of the discussions were as short as one minute in length. If research has indicated that
trauma disclosure and attention to traumatic events in therapy are critical for recovery
from PTSD and associated emotional problems among victimized youth, then future
studies should implement treatment models that specifically address trauma-focused
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content more frequently, and perhaps earlier on in treatment to allow for sufficient time
to process these distressing experiences.

In the future it will be helpful to continue to explore gender differences in trauma-
focused involvement and identify specific factors that may influence greater trauma-
focused involvement from males. Since research has shown that men tend to feel more
exposed and vulnerable than women when self-disclosing their emotions (Ferguson,
Eyre, & Ashbaker, 2000), it may be useful to spend more time developing a strong
therapeutic alliance with male clients before encouraging them to discuss difficult topics
such as past interpersonal trauma.

Conclusions

This study was the first to investigate trauma-focused involvement using an
observational coding system with a community sample of depressed adolescents who had
experienced interpersonal trauma. Consistent with past research, this study showed that
adolescents’ who were more distressed, were more likely to initiate disclosure of trauma-
focused material than adolescents’ who were less distressed (Stiles, 1995). While the
therapeutic alliance did not predict trauma-focused involvement at a statistically
significant level, the effect was in the predicted direction and similar in strength to other
findings of alliance — treatment process association.

While this study did have limitations due to a small sample size consistent with
many previous community based randomized controlled trials, the present study did add
to the research in the field by providing an in depth and meticulous analysis of
psychotherapy process and by evaluating an observational coding system to strategically
analyze involvement in trauma-focused discussion.
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Appendix A: Trauma Involvement Rating Scale (TIRS; Simpson, 2011)

Trauma Involvement Rating Scale

Rater Name: 0 = Not at all present
Participant Number: 1 = A little present
Session Number: 2 = Some present

Date Coded: 3 = Moderately present

4 =To a large extent present
5 = A Great Deal present

Items of positive trauma-related involvement:

1) Does the adolescent initiate discussion or introduce new topics related to his or her
trauma experience?

Not at all Moderately A Great Deal
0 1 2 3 4 5

2) Does the adolescent offer information or elaborate about his or her past trauma
experience (trauma self-disclosure)?

Not at all Moderately A Great Deal
0 1 2 3 4 5

Items of negative trauma-related involvement:

4) Is the adolescent withdrawn or passive in relation to discussion of trauma experience?

Not at all Moderately A Great Deal
0 1 2 3 4 5

5) Is the adolescent avoidant in participating in trauma talk?

Not at all Moderately A Great Deal
0 1 2 3 4 5
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Appendix B: PTSD-Avoidance Module (Kiddie-Schedule for Affective Disorders and
Schizophrenia; Kaufman et al., 1997).

PTSD Supplement Avoidance
Efforts to avoid activities that remind of trauma

When activities remind you of the stress event, such as going certain places or doing
certain things, do you try to avoid or get out of doing those things?

0 — No information 1 — Not present 2 — Present

Inability to recall an important aspect of the event
Do you remember everything that happened or does it seem like parts are gone from your
mind? For example, details you just can’t possibly remember?

0 — No information 1 — Not present 2 — Present

Diminished interest in activity
Have you been feeling bored a lot? Like things aren’t as fun anymore because of the
stressful event?

0 — No information 1 — Not present 2 — Present

Feelings of detachment or estrangement
Do you feel far away from other people or alone even when you 're with people — as if
you 're not connected to friends or family that you used to like being around?

0 — No information 1 — Not present 2 — Present

Restricted Affect
Do you have trouble feeling happy when good things happen and sad when bad things
happen, almost like you're a robot?

0 — No information 1 — Not present 2 — Present

Sense of foreshortened future
Do you have trouble imagining getting older? Like maybe you won’t get a chance to
grow up?

0 — No information 1 — Not present 2 — Present
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Appendix C: Beck Depression Inventory—Second Edition (BDI-I1I: Beck, Steer, &

Brown, 1996).

V0477

Beck Depression
Inventory
CRTN:

™™
EAE EE N

Name:

CRF number:

Occupation:

Marital Status:

Baseline

Page 14

patient inits:

Age: Sex:

Education:

Instructions: This questionnaire consists of 21 groups of statements. Please read each group of statements carefully, and
then pick out the one statement in each group that best describes the way you have been feeling during the past two
weeks, including today. Circle the number beside the statement you have picked. If several statements in the group
seem to apply equally well, circle the highest number for that group. Be sure that you do not choose more than one
statement for any group, including Item 16 (Changes in Sleeping Pattern) or ktem 18 (Changes in Appetite).

1. Sadness
0 Ido not feel sad.
t I feel sad much of the time.
2 lam sad all the time.
3 lam so sad or unhappy that I can’t stand it.

2. Pessimism
0 I am not discouraged about my future.

1 Ifeel more discouraged about my future than I
used to be.

2 Ido not expect things to work out for me.

3 Ifeel my future is hopeless and will only get
worse.

3. Past Failure
0 Ido not feel like a failure.
1 1have failed more than I should have.
2 AsIlook back, I see a lot of failures.
3 Ifeel I am a total failure as a person.

4. Loss of Pleasure

0 I get as much pleasure as I ever did from the
things I enjoy.

1 Idon’t enjoy things as much as 1 used to.

2 I get very little pleasure from the things I used
to enjoy.

3 Ican’t get any pleasure from the things I used
to enjoy.
5. Guilty Feelings
0 1don’t feel particularly guilty.

1 I feel guilty over many things I have done or
should have done.

I feel quite guilty most of the time.
3 Ifeel guilty all of the time.

0
1
2
3

W M= O

0
1
2
3
0

1

2
3

0
1
2
3

6. Punishment Feelings

7. Self-Dislike

8. Self-Criticalness

9. Suicidal Thoughts or Wishes

10. Crying

I don’t feel I am being punished.
I feel I may be punished.

I expect to be punished.

1 feel I am being punished.

I feel the same about myself as ever.
I have lost confidence in myself.

I am disappointed in myself.

I dislike myself.

I don’t criticize or blame myself more than usual.
I am more critical of myself than I used to be.

I criticize myself for all of my faults.

I blame myself for everything bad that happens.

1 don’t have any thoughts of killing myself.

I have thoughts of killing myself, but I would
not carry them out.

1 would like to kill myself.
I would kill myself if I had the chance.

1 don't cry anymore than I used to.
I cry more than I used to.

I cry over every little thing.

1 feel like crying, but I can’t.

THE PSYCHOLOGICAL CORPORATION®
Harcourt Brace & Company
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Beck Depression
Inventory

CRTN:

v 0477 CRF number:

Baseline

Page 15 patient inits:

11. Agitation

0 I am no more restless or wound up than usual.

1 I feel more restless or wound up than usual.

2 Tam so restless or agitated that it’s hard to stay
still.

3 I am so restless or agitated that I have to keep

moving or doing something.

12. Loss of Interest

0 Ihave not lost interest in other people or
activities.

I am less interested in other people or things
than before.

I have lost most of my interest in other people
or things.

3 It’s hard to get interested in anything.

13. indecisiveness

0 I make decisions about as well as ever.

1 I find it more difficult to make decisions than
usual.

2 I have much greater difficulty in making
decisions than I used to.

3 I have trouble making any decisions.

14. Worthlessness

0 Idonot feel I am worthless.

1 Idon't consider myself as worthwhile and useful
as I used to.

2 I feel more worthless as compared to other
people.

3 I feel utterly worthless.

15. Loss of Energy

I have as much energy as ever.

I have less energy than I used to have.

1 don’t have enough energy to do very much.
I don't have enough energy to do anything.

W N = O

16. Changes in Sleeping Pattern

0 I have not experienced any change in my

sleeping pattern.

I sleep somewhat more than usual.
1 sleep somewhat less than usval.
1 sleep a lot more than usual.

I sleep a lot less than usual.

I sleep most of the day.

1 wake up 1-2 hours early and can't get back
to sleep.

la
1b
2a
2b
3a
3b

17. Irritability
0 1 am no more irritable than usual.
! Iam more irritable than usual.
2 I am much more irritable than usual.
3 Iam irritable all the time.
18. Changes in Appetite
0 I have not experienced any change in my
appetite.
My appetite is somewhat less than usual.
My appetite is somewhat greater than usual.
My appetite is much less than before.
My appetite is much greater than usual.
I have no appetite at all.
I crave food all the time.

E
1b
2a
2b
3a
3b

19. Concentration Difficulty

0  Ican concentrate as well as ever.

1 Ican’t concentrate as well as usual.

2 It's hard to keep my mind on anything for
very long.

3 Ifind I can't concentrate on anything.

20. Tiredness or Fatigue
0 I am no more tired or fatigued than usual.

1 I get more tired or fatigued more easily than
usual.

T am too tired or fatigued to do a lot of the things
1 used to do.

1 am too tired or fatigued to do most of the
things I used to do.

2

21. Loss of Interest in Sex

0 I have not noticed any recent change in my
interest in sex.

1 Iamless interested in sex than I used to be.

2 I am much less interested in sex now.

3 Ihave lost interest in sex completely.

3458789101112 ABCDE

- Subtotal Page 1
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Appendix D: Therapeutic Alliance Scale for Adolescents (TASA,; Shirk et al., 2003)
TASA

The following statements concern your views about your therapy at this time. Please rate
each statement according to how strongly you feel it is true or not true for you. No one
involved in your treatment will see this form.

1. I feel like my therapist is on my side and tries to help me.

1 2 3 4 5 6
Not True at All  Somewhat True A little Untrue A Little True  Somewhat True Very True

2. | feel uncomfortable talking about my thoughts and feelings with my therapist.

1 2 3 4 5 6
Not True at Al Somewhat True A little Untrue A Little True  Somewhat True Very True

3. I find it hard to trust my therapist.

1 2 3 4 5 6
Not True at All  Somewhat True A little Untrue A Little True  Somewhat True Very True

4. 1 use my time with my therapist to make changes in my thoughts and behavior.

1 2 3 4 5 6
Not True at Al Somewhat True A little Untrue A Little True  Somewhat True Very True

5. | feel like I can count on my therapist.

1 2 3 4 5 6
Not True at Al Somewhat True A little Untrue A Little True  Somewhat True Very True

6. | find it hard to work with my therapist on things that bother or upset me.

1 2 3 4 5 6
Not True at Al Somewhat True A little Untrue A Little True  Somewhat True Very True

7. My therapist really understands what bothers or upsets me.

1 2 3 4 5 6
Not True at All  Somewhat True A little Untrue A Little True  Somewhat True Very True

8. My therapist and I have figured out a good way to work on my sad and angry
emotions.

1 2 3 4 5 6
Not True at All  Somewhat True A little Untrue A Little True  Somewhat True Very True

86



9. Idon’t get much support from my therapist.

1 2 3 4 5
Not True at All  Somewhat True A little Untrue A Little True  Somewhat True

10. My therapist and | work well together on things that bother or upset me.

1 2 3 4 5
Not True at All  Somewhat True  Alittle Untrue A Little True  Somewhat True
11. I want the sessions to end quickly when I’'m with my therapist.

1 2 3 4 5
Not True at All  Somewhat True A little Untrue A Little True  Somewhat True

12. 1 would rather not work on my problems or issues with my therapist.

1 2 3 4 5
Not True at All  Somewhat True A little Untrue A Little True  Somewhat True
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6
Very True

6
Very True

6
Very True

6
Very True



