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ABSTRACT

This study investigated the longitudinal relation between therapeutic alliance and treat-
ment motivation in a sample of 174 adolescents receiving residential treatment in the 
Netherlands. Structural equation modeling (SEM) with a cross-lagged panel design was 
used to examine the relation between therapeutic alliance and treatment motivation up 
to nine months of treatment. Results revealed that autoregressive associations between 
initial therapeutic alliance and alliance at subsequent time points were significant, where-
as for treatment motivation a significant association was found after six months, but not 
after nine months. Results also showed that a higher level of therapeutic alliance after 
three months was predictive of a higher level of treatment motivation after six months. 
Furthermore, a higher level of therapeutic alliance after six months was predictive of a 
higher level of treatment motivation after nine months. Implications for research and clin-
ical practice are discussed.
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INTRODUCTION

Residential youth care in the Netherlands is differentiated into voluntary treatment set-
tings (open facilities) and mandatory treatment settings (secure care facilities and youth 
prisons). Both types of settings can be characterized as facilities consisting of several group 
homes in which youth aged 12-20 are treated. In both settings professional health care 
for complex and persisting psychosocial and behavioral problems is an important aim of 
adolescents’ treatment during their stay (Harder, 2011; Nijhof et al., 2011; Scholte & Van 
der Ploeg, 2006; Van der Helm, 2011). An important difference between open facilities and 
secure care facilities is the degree of coercion and restriction (Vermaes & Nijhof, 2014). 
Treatment in secure care facilities and youth prisons is mandated by a judge. A primary 
reason for mandated treatment is to prevent youth (or parents) from withdrawing from 
care or hurting themselves or others. In secure care facilities, rules and regulations are 
more restrictive than in open facilities. For instance, youth in secure care are restricted in 
their communication with the outside world, and staff has authority to frisk and examine 
mail and confiscate forbidden items, but also is allowed to restrain children who pose a 
danger to others or themselves.

Research on residential treatment outcomes in youth has shown mixed results (Bates et 
al., 1997; Frensch & Cameron, 2002; Hair, 2005). Although some youth do benefit from 
residential services, others do not, and positive treatment outcomes tend to decline after 
discharge from treatment (Frensch & Cameron, 2002; Hair, 2005; Souverein et al., 2013). A 
recent meta-analysis found that residential youth care can be equally effective compared 
to non-residential youth care, and that residential treatment is more effective when using 
evidence-based treatment (De Swart et al., 2012).

Research on ‘what works’ for juveniles and adults in psychotherapy distinguishes between 
specific and non-specific (or common) factors affecting both engagement in treatment and 
treatment outcome (Duncan et al., 2010; Lambert & Barley, 2002; Oetzel & Scherer, 2003). 
Specific factors include different types of treatment methods or a specific target group. 
Common factors are conditions and processes that affect treatment outcome regardless 
of target group or type of treatment, including client factors, such as problem severity 
and client motivation (Cunningham et al., 2009; Smith et al., 2008) and relational factors, 
such as therapeutic alliance (Karver et al., 2005). The interaction between these factors in 
residential treatment of youth has not yet received much attention in empirical research 
(Elvins & Green, 2008; Oetzel & Scherer, 2003).

Engagement in treatment is seen as an umbrella term that includes a behavioral and atti-
tudinal dimension (Cunningham et al., 2009; Kim et al., 2012; Lindsey et al., 2014; Oetzel 
& Scherer, 2003; Smith et al., 2008; Staudt, 2007). Essentially, engagement in treatment 
is seen as a necessary condition for successful treatment of adolescents in therapy and 
may prevent premature termination of treatment (Lindsey et al., 2014; Oetzel & Scherer, 
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2003). The concept of treatment engagement pertains to a reciprocal interaction during 
which both therapist and client have a responsibility: Therapists express concern about 
the well-being of the client, actively motivating the client for therapy, whereas clients are 
expected to be attentive and actively involved in therapy and not to merely comply to the 
therapist’s wishes (Oetzel & Scherer, 2003; Staudt, 2007). This interaction between client 
and therapist may also be seen as a transactional process during which client and therapist 
behavior influence each other (Sameroff, 2009).

The present study aims to empirically investigate the relation between two important 
factors affecting engagement of youth in residential care: Treatment motivation and ther-
apeutic alliance. Further research on the interaction between these factors in treatment of 
youth in residential care can help understand why treatment either works or fails to work. 
Insight into how these factors interact throughout treatment and more specifically, the 
direction of effect they have on each other is of importance to clinical practice in order to 
influence these processes to optimize treatment circumstances and therapeutic outcome. 
This may in turn contribute to the prevention of premature termination of treatment, which 
has broad implications for both individual treatment outcome and public healthcare costs 
(Kim et al., McKay, 2012; Oetzel & Scherer, 2003).

Treatment motivation
Stimulating treatment motivation of adolescents in secure residential youth care settings is 
a difficult task for staff. Engagement of youth in a mandatory treatment setting, especially 
juvenile justice institutions, is often more difficult than motivating adolescents receiving 
voluntary treatment (Van der Helm et al., 2013; Vermaes & Nijhof, 2014). Adolescents - ju-
veniles in particular - often resist treatment, lack problem recognition, and fail to comply 
with therapeutic goals (Smith et al., 2008; Van Binsbergen, 2003; Verdonck et al., 2009).

According to self-determination theory (Ryan & Deci, 2000; Ryan & Deci, 2008), a person 
can experience autonomous (intrinsic) motivation as opposed to controlled (extrinsic) 
motivation. Autonomous motivation means that an individual is intrinsically motivated 
(doing an activity which leads to personal satisfaction) and leads to an internalization of 
attitudes towards the meaning, worth and sense of self-determination of proposed (ther-
apeutic) goals (Ryan & Deci, 2000; Vallerand & Bissonnette, 1992). Controlled motivation 
on the other hand is influenced by external regulation, such as rewards or punishment 
(extrinsic motivation), and individuals could feel pressured to think or behave in a certain 
way and constrained in their sense of self-determination (Deci & Ryan, 2008; Vallerand 
& Bissonnette, 1992). Theory also states that relatedness, the sense of being cared for 
and being connected with others, is important for therapeutic alliance and autonomous 
motivation, and enhances the client’s valuing of therapeutic goals and commitment to the 
therapeutic process (Markland et al., 2005; Ryan & Deci, 2008).
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Another influential theoretical model regarding the process of motivation for change is 
the stages of change model, which has been used extensively in psychotherapeutic treat-
ment to change health behavior (Miller & Rollnick, 2002; Norcross et al., 2011; Prochaska 
& DiClemente, 1984). The theory proposes that a person’s readiness for change develops 
through various stages. The first stage is the ‘precontemplation stage’, which is charac-
terized by an absence of intention to change behavior, because clients may be unaware of 
their problems. At the next stage (‘contemplation stage’) clients have become aware of their 
problem, are thinking about changing their behavior, but have not yet actively committed 
to the change process. During the ‘preparation stage’ clients show the intention to change 
certain aspects. In the ‘action stage’ clients invest more time and energy into changing 
his or her behavior and already have made progress regarding behavioral change. Finally, 
during the ‘maintenance stage’, clients try to consolidate positive outcomes of their change 
process in order to prevent relapse (Norcross et al., 2011).

Following from the theoretical models outlined above, motivation for treatment seems to 
be an ongoing dynamic process and should therefore be viewed as an attitude, which can 
be influenced by treatment (Kim et al., 2012; Miller & Rollnick, 2002; Staudt, 2007; Ver-
donck et al., 2009). Treatment motivation is viewed as an important factor contributing 
to engagement in treatment, which in turn affects treatment efficacy. Another factor that 
reflects a large part of both client and therapist engagement in treatment of children and 
youth is the therapeutic alliance (Bickman et al. 2004; Constantino et al., 2010; Karver et 
al., 2005; Oetzel & Scherer, 2003; Shirk and Karver, 2003). Studies suggest that failing to 
engage a child or adolescent in therapeutic activities may negatively affect the bond and 
collaboration between the therapist and the child or adolescent, which may lead to less 
treatment effectiveness and even premature termination of treatment (Constantino et al., 
2010; Fitzpatrick & Irannejad, 2008; Karver et al., 2005).

Therapeutic alliance in residential youth care
Therapeutic alliance - also referred to as working alliance - is a well-established process 
factor in psychotherapy. Bordin (1979) has defined a model which distinguishes three main 
components of the alliance: the client-therapist bond or relationship, agreement on goals, 
and collaboration on tasks (Bordin, 1979, 1994; Horvath, 2005). On a conceptual level of 
therapeutic alliance research in youth psychotherapy, there is no consensus on a general 
definition of the alliance and whether Bordin’s model applies both to a child and adoles-
cent population (Elvins & Green, 2008; Zack et al., 2007). It has been suggested that the 
alliance concept in children and youth psychotherapy may be viewed as a one-dimensional 
construct due to children’s and adolescents’ incapacity to discriminate between ‘task’ and 
‘goal’ aspects of the alliance (Bickman et al., 2010; Faw et al., 2005; Hogue et al., 2006; Roest 
et al., 2016; Shelef & Diamond, 2008).

The majority of empirical studies on therapeutic alliance in youth care have focused on 
single measurements of alliance in relation to outcome, and few studies have examined 
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possible changes in therapeutic alliance and its trajectory over the course of treatment 
(Bickman et al., 2012; Shirk et al., 2011). Moreover, studies on therapeutic alliance with 
children and adolescents have mainly focused on out-patient and family therapy (Karver 
et al., 2006; Shirk & Karver, 2003).

However, many children and youth receive treatment in a residential setting. Few stud-
ies have addressed the role of the therapeutic alliance with youth receiving residential 
treatment, although increasing attention has been given to therapeutic alliance research 
with this specific target group since the beginning of the 21st century (Bickman et al., 
2004; Duppong Hurley et al., 2013). Several studies focusing on developmental trajectories 
found that alliance ratings by youth remained relatively stable over time (Bickman et al., 
2004, 2012; Duppong Hurley et al., 2013; Handwerk et al., 2008). Studies focusing on the 
relation between alliance and outcomes in residential youth care have yielded contradic-
tory findings (Duppong Hurley et al., 2014; Florsheim et al., 2000; Handwerk et al., 2008; 
Holmqvist et al., 2007). For instance, Florsheim et al. (2000) found no relation between 
early alliance scores and subsequent alliance scores, nor with treatment outcome in a 
sample of delinquent youth. Consistent with this finding, a qualitative study by Hill (2005) 
found that juveniles and staff often develop a pseudo or ‘sham’ alliance: A working alliance 
without therapeutic impact, possibly as a result of forced compliance. As illustrated by 
the findings of aforementioned studies, treatment of youth in (semi-)secure residential 
care brings forth challenges to the development of a therapeutic alliance between youth 
and staff. Firstly, there is not a single therapist, but several staff members with whom 
youth can form or refuse to form an alliance. Secondly, adolescents do not seek help for 
their problems voluntarily and are referred to therapy because of perceived behavioral 
problems, and therefore treatment goals are often set by treatment staff (Bickman et al., 
2004; Green, 2006; Shirk & Saiz, 1992). Establishing a therapeutic alliance with juveniles 
and engaging them in treatment seems even more difficult, because juveniles often have 
resistance to treatment (Florsheim et al., 2000; Orsi et al., 2010). Additionally, coercion 
and restriction are often necessary during treatment of youth, particularly in secure care 
facilities and youth prisons (Orsi et al., 2010; Schubert et al., 2012).

Recent research shows that a positive living group climate, with a minimum of coercion, 
can be seen as a necessary condition for treatment of youth in (secure) residential care 
(Parhar et al., 2008; Schubert et al., 2012; Van der Helm et al., 2011). A positive, or ‘open’ 
group climate consists of a supportive environment in which staff attend to the psycho-
logical needs of adolescents and refrain from repressive professional behavior, such as 
unfair treatment, punitive behavior, and enforcement of incremental rules (Souverein et 
al., 2013; Van der Helm, Boekee, et al., 2011). Also, an open living group climate is char-
acterized by opportunities for youth to develop towards independence and autonomy as 
well as a positive group atmosphere in which youth can feel safe and trust each other (Van 
der Helm et al., 2011).
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Purpose of this study
The present study examines the longitudinal relation between therapeutic alliance and 
treatment motivation among adolescents receiving residential treatment. The purpose of 
this study is to (1) examine differences in therapeutic alliance and treatment motivation 
between youth receiving residential care in voluntary and mandatory treatment settings 
and (2) to examine the relation between therapeutic alliance and treatment motivation 
over the course of treatment, measured early in treatment, after six months of treatment, 
and after nine months of treatment. To our knowledge, this study is among the first to 
investigate the relation between therapeutic alliance and treatment motivation in resi-
dential youth care.

It is hypothesized that adolescents in a voluntary treatment setting show higher scores on 
therapeutic alliance and treatment motivation than adolescents in mandatory treatment 
settings. Consequently, it is expected that adolescents in voluntary treatment settings 
show a higher level of alliance and motivation scores later in treatment than adolescents in 
mandatory treatment settings. Additionally, it is hypothesized that therapeutic alliance and 
treatment motivation scores may either increase or decrease over time, showing moderate 
to strong correlations among each other throughout treatment.

METHODS

Participants
The sample was drawn from a larger dataset from a longitudinal study focusing on living 
group climate in youth care (Van der Helm et al., 2011). Only youth who had completed 
measures for both alliance and treatment motivation at two or three time points were 
included in the sample. The sample consisted of N = 174 adolescents, n = 127 (73%) boys, 
n = 47 (27%) girls; mean age of respondents was 16.08 years (SD = 1.75). The sample includ-
ed youth from open facilities (voluntary treatment), secure facilities, and juvenile justice 
institutions (mandatory treatment). The sample from the open facilities consisted of 48 
adolescents; 32 boys (66.7%) and 16 girls (33.3%); mean age was 15.88 years (SD = 1.30). 
The sample from secure care facilities consisted of 87 adolescents; 60 boys (69%) and 27 
girls (31%); mean age was 15.48 years (SD = 1.18). The sample from juvenile justice insti-
tutions consisted of 39 adolescents; 35 boys (89.7%) and four girls (10.3%); mean age was 
17.64 years (SD = 2.29).

Youth receiving treatment in open facilities represented 20 living groups from five facili-
ties, youth receiving treatment in secure care facilities represented 44 living groups from 
nine facilities, and youth receiving treatment in youth prisons represented 23 groups from 
seven facilities.
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Design
This study used a longitudinal design. Measurements were taken within three weeks after 
admission (T1), about three months after admission (T2) and about nine months after 
admission (T3). T1 data were used to examine the psychometric properties of a scale to 
measure therapeutic alliance. Data from the longitudinal sample were used to examine 
the relation between therapeutic alliance and treatment motivation on various points 
in time (T1, T2, and T3) during treatment. Data were obtained between 2009 until 2011.

Procedure
All adolescents participated voluntarily and signed an informed consent form. Participants 
filled out a questionnaire to measure group climate at the residential youth care facility and 
a treatment motivation questionnaire. Participants from the longitudinal sample received 
a shower gel or phone call credit as a token of gratitude after each moment of measurement. 
Questionnaires were assigned a number in order to guarantee anonymity of the partici-
pants. Participants were told their answers would only be accessed by the researchers, and 
were ensured that group workers and other staff members would not have access to their 
answers. Measurements and data entry were carried out by graduate students from various 
graduate schools of social sciences in the Netherlands. The students were instructed by 
members of the research team how to carry out the procedures and about proper ethical 
conduct during the contact moments with youth. The purpose of the research project was 
discussed, stating that the questionnaires were not part of their treatment, and that their 
answers would be processed anonymously. All students signed a written statement to 
ensure confidentiality in the presence of the youth.

Measures
Therapeutic Alliance scale. The original study from which the data were drawn investigat-
ed perceived living group climate by youth, and did not focus on therapeutic alliance as a 
distinct construct (Van der Helm, 2011). In order to construct a scale to measure thera-
peutic alliance, items from the Prison Group Climate Instrument (PGCI, Van der Helm et 
al., 2011) were used. This instrument measures the way in which adolescents perceive 
the group climate at the living group level and consists of four aspects: support, growth, 
atmosphere, and repression. A total of 14 items of the support scale (10 items) and growth 
scale (4 items) were used to construct the therapeutic alliance measure. The support scale 
measures the extent to which adolescents experience a supportive environment, encom-
passing a positive, respectful attitude of staff, and assisting youth in solving problems at 
the living group. The growth scale measures the possibilities for youth to develop towards 
independence and autonomy as well as a sense of increased well-being, belonging, and 
involvement in treatment.

Items referring to group workers (e.g., attitudes or behavior of youth towards group work-
ers, or collaboration between youth and group workers) were included. Based on Bordin’s 
(1979, 1994) conceptualisation of therapeutic alliance, two alliance scales “personal bond” 
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and “agreement on tasks” were constructed from the PGCI items and examined by means 
of confirmatory factor analysis. An example of an item from the bond scale is: ‘Group 
workers treat me with respect’. An example of an item from the task scale is: ‘I know what 
I have to work on’. All items were rated on a five-point Likert-type scale, ranging from 1 
(not at all true) to 3 (in between) and 5 (totally true). One item of the support scale was 
reverse-scored, meaning that a higher score represents a negative outcome. This item had 
to be recoded during analyses. For the constructed alliance scale, a higher score represents 
a higher level of alliance. Notably, the items in this constructed alliance scale measures the 
degree to which youth perceive the alliance with the group workers as a team. The items 
do not address the relationship between youth and individual group workers or a key staff 
member, such as the youth’s mentor or therapist.

A confirmatory factor analysis was carried out in SPSS Amos 20 (Arbuckle, 2011) to ex-
amine construct validity of the alliance scale. Both the model’s Chi-Square and fit-indi-
ces, the latter of which are non-sensitive to sample size (CFI [Comparative Fit Index], TLI 
[Tucker-Lewis Index], NFI [Normed Fit Index] and RMSEA [Root Mean Square Error of 
Approximation]), were used to evaluate model fit. Models that fit well score favorably on 
these fit-indices. For further references see Arbuckle (2011). The following fit index cut-
off values are indicative of good model fit: NFI > .90; CFI > .95, TLI > .95, and RMSEA < .05 
(Kline, 2005). A non-significant Chi-Square indicates exact model fit, a ratio between the 
x2 statistic and the degrees of freedom (df) that is lower than 2.5 indicates a close fit to the 
data (Hu & Bentler, 1999). To account for non-normality, the robust MLR maximum likeli-
hood estimation procedure was chosen (Muthén & Muthén, 1998). A modification index, 
giving the expected drop in Chi-Square if a parameter in question is freely estimated, was 
used to improve model fit. Further improvement of model fit was achieved by removing 
items that did not load significantly on their respective factors.

A confirmatory factor analysis of a two factor model (‘task’ and ‘bond’ scale) was carried 
out. Results confirmed a two factor solution: Chi-square = 37.51, df = 26, p = .067; NFI = .96; 
CFI = .99, TLI = .98, and RMSEA = .05. However, a one factor solution, using the same items 
showed a better fit to the data: Chi-square = 28.49, df = 27, p = .39; NFI = .97; CFI = 1.00, 
TLI = 1.00, and RMSEA = .02 (Table 1). Standardized factor loadings ranged from .55 to .76. 
Internal consistency reliability of the items on the scale was investigated by calculating 
Cronbach’s alpha in SPSS 21. To investigate the reliability of the items on the therapeutic 
alliance scale, item-total correlations were calculated as well. The alliance scale was found 
to be internally consistent (α = .89) with item-total correlations ranging from .52 to .72 
(Table 2).

ATMQ (Adolescent Treatment Motivation Questionnaire). To assess treatment motivation, 
the Adolescent Treatment Motivation Questionnaire (ATMQ; Van der Helm et al., 2012) 
was used. This instrument was derived from the Motivation for Treatment Questionnaire 
(MTQ; Van Binsbergen, 2003) and is based on the stages of change model of Prochaska and 
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DiClemente (1984). The instrument consists of 11 questions measuring the action phase 
of motivation for treatment as a single construct using a three-point Likert-type scale 
ranging from 1 (not true) to 3 (true). An example item is ‘My treatment helps me’. A higher 
score on treatment motivation is also to be interpreted as a higher level of motivation for 
treatment. The Cronbach´s alpha reliability coefficient for this scale was good (α = .74).

Statistical analyses
In addition to the confirmatory factor analyses described earlier, Pearson’s r correlations 
were computed for the scales across all time points. T tests were used to assess differences 
in therapeutic alliance and motivation scores between adolescents in open care facilities, 
secure care facilities and youth prisons at T1. Also, the difference in alliance and motivation 
scores between boys and girls was assessed. Additionally, in order to examine patterns 
of alliance and motivation across the three time points, a repeated-measures analysis of 
variance (Type of facility × Time) was carried out.

Furthermore, structural equation modeling (SEM) was conducted in AMÖS 20 (Arbuckle, 
2011), using the following indices of good model fit: NFI > .90; CFI > .95, TLI > .95, and 
RMSEA < .05 (Kline, 2005). An autoregressive cross-lagged panel design (Martens & Haase, 
2006) was used to test the relation between therapeutic alliance and treatment motivation 
across three time points (T1, T2 and T3). Analyses included type of treatment facility, de-
tention length, and the presence of mild intellectual disability (MID) as control variables. 
Residual variances of the control variables as well as the alliance and motivation variables 
were allowed to correlate with each other. We did have missing cases at T2 (6.3%) and T3 
(48.9%). The robust MLR maximum likelihood estimation procedure was used to account 
for non-normality of the data. Also, to improve model fit, correlations between residual 
variances of autoregressive paths were allowed in the model. Paths in the model are re-
ported as standardized regression coefficients (betas).

Table 1. Results of Confirmatory Factor Analyses of the Therapeutic Alliance Scale

Model x2 df p x2df NFI CFI TLI RMSEA

2 factor: bond and task 37.51 26 .07 1.44 .96 .99 .98 .05

1 factor: bond/task items 28.49 27 .39 1.06 .97 1.00 1.00 .02
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Table 2. Standardized Regression Weights of the Therapeutic Alliance Scale

Item 
No. Scale/Item

Standardized 
Estimates

Item-total 
correlations

Överall therapeutic alliance (α = .89)

1
When I have a personal problem, there is always 
somebody I can turn to .66 .60

2 Group workers treat me with respect .69 .68

3 I trust the group workers .75 .72

4 Group workers listen to my arguments and feelings .76 .68

5 There are always enough people to help me .70 .67

6 Group workers allow me some space .75 .66

7 Group workers stimulate me to try new things .70 .64

8 We regularly discuss things with the group workers .56 .52

9 I know what I am working at .57 .60

10 What I learn here will help me when I’m outside .63 .61

RESULTS

Differences in therapeutic alliance and motivation between voluntary 
and mandatory treatment settings
T-test results revealed a significant difference in therapeutic alliance scores between ad-
olescents in open facilities (M = 3.93, SD = 0.78) and adolescents in secure care facilities 
(M = 3.42, SD = 0.90); t(133) = 3.31, p = .001, d = 0.61, showing higher alliance scores for 
adolescents in open facilities compared to adolescents in secure care facilities. Also, a 
significant difference was found in motivation scores between adolescents in open facil-
ities (M = 2.28, SD = 0.41) and adolescents in secure care facilities (M = 1.97, SD = 0.47); 
t(133) = 3.78, p < .001, d = 0.70, indicating that adolescents in open facilities had higher mo-
tivation scores compared to adolescents in secure care facilities. Furthermore, a significant 
difference in therapeutic alliance scores was found between adolescents in open facilities 
(M = 3.93, SD = 0.78) and adolescents in youth prisons (M = 3.26, SD = 0.93); t(84) = 3.67, 
p < .001, d = 0.79, showing higher scores for adolescents in open facilities compared to 
adolescents in youth prisons. A significant difference was also found between motiva-
tion scores for adolescents in open facilities (M = 2.28, SD = 0.41) and adolescents in youth 
prisons (M = 1.83, SD = 0.46); t(84) = 4.75, p < .001, d = 1.02, demonstrating higher moti-
vation scores for adolescents in open facilities compared to adolescents in youth prisons. 
No significant differences in therapeutic alliance as well as motivation scores were found 
for adolescents in secure care facilities and youth prisons. T-tests also did not show sig-
nificant differences in both therapeutic alliance and motivation scores between boys and 
girls from open, secure care and juvenile justice facilities altogether. Also, no significant 
differences were found for alliance and motivation scores between youth younger and 
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older than 16 years. Means and standard deviations are shown in Table 3. Results from 
T-tests are shown in Table 4.

Table 3. Means and Standard Deviations of the Therapeutic Alliance and ATMQ Scores at 
T1, Differentiated into Adolescents from Open Facilities, Secure Facilities, and Youth Prisons.

Open facilities Secure facilities Youth prisons

Measure N M SD N M SD N M SD

Alliance 47 3.93 0.78 88 3.42 0.90 39 3.26 0.93

Motivation 47 2.28 0.46 88 1.97 0.47 39 1.83 0.47

Table 4. Differences Between Therapeutic Alliance and ATMQ Scores at T1 Between Adolescents from 
Open, Secure Care and Youth Prisons.

Alliance Motivation

Differences between groups t d t d

Open facilities - Secure care facilities 3.31*** 0.61 3.78*** 0.70

Open facilities - Youth prisons 3.67*** 0.79 4.75*** 1.02

Secure care facilities - Youth prisons 0.93 0.18 1.58 0.30

Boys - Girls -0.43 -0.08 -0.34 -0.06

Age ≤ 16 years - Age ≥ 16 years 0.86 0.10 0.62 0.14

***. p < 0.001

Relation between therapeutic alliance and motivation over time
Pearson r correlation analyses showed modest to strong significant correlations between 
therapeutic alliance scores on T1, T2 and T3, and between motivation scores on T1, T2 and 
T3. Means, standard deviations, and results from correlation analyses are shown in Table 
5. Two separate repeated-measures analyses of variance (ANOVA) were carried out, using 
therapeutic alliance and motivation variables as within-subjects factors and type of facility 
as a between-subjects factor. No significant main effects or interaction effects were found.
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Table 5. Pearson’s r Correlations Between Therapeutic Alliance and Treatment Motivation 
Across T1 (n = 174), T2 (n = 163), and T3 (n = 89)

Scale M SD Alliance 
T1

Alliance 
T2

Alliance 
T3

Motivation 
T1

Motivation 
T2

Alliance T1 3.52 0.91

Alliance T2 3.36 0.92 .59**

Alliance T3 3.56 0.94 .52** .62**

Motivation T1 2.03 0.48 .66** .47** .47**

Motivation T2 2.05 0.51 .48** .64** .43** .60**

Motivation T3 2.13 0.58 .31** .30** .67** .42** .28*

*. p < 0.01. **. p < 0.05

Structural Equation Modeling
The cross-lagged panel design using the total sample (youth from open, secure care facil-
ities and youth prisons) is shown in Figure 1. Model fit indices showed an exact fit to the 
data: Chi-square = 14.21, df = 14, p = .43; NFI = .97; CFI = 1.00, TLI = 1.00, and RMSEA = .01. 
Type of facility, detention length, and presence of a mild intellectual disability were includ-
ed as control variables in the analyses. Type of facility showed a significant association with 
both initial therapeutic alliance (ß = -.34, p < .001) and treatment motivation (ß = -.38, p < 
.001). Also, detention length had a significant association with initial therapeutic alliance 
(ß = -.17, p = .04), but not with treatment motivation.

Autoregressive associations between time 1 and time 2 were statistically significant for 
both therapeutic alliance (ß = .49, p < .001) and treatment motivation (ß = .49, p < .001), as 
well as the autoregressive association for therapeutic alliance (ß = .59, p < .001) between 
time 2 and time 3. No significant autoregressive association was found for treatment mo-
tivation between time 2 and time 3. Significant cross-lagged associations were found be-
tween therapeutic alliance at time 1 and treatment motivation at time 2 (ß = .17, p = .04) and 
between therapeutic alliance at time 2 to treatment motivation at time 3 (ß = .27, p = .045). 
No significant cross-lagged associations were found between treatment motivation at time 
1 and therapeutic alliance at time 2 (ß = .15, p = .07) or for treatment motivation at time 2 
and therapeutic alliance at time 3 (ß = .03, p = .81). Results are depicted in Figure 1.

Because the results showed moderate associations between type of facility and initial 
alliance and treatment motivation, separate cross-lagged panel models were carried out 
on the separate samples of youth receiving voluntary treatment (open facilities) and man-
datory treatment (secure care facilities and youth prisons), respectively. However, results 
of the models for the sample receiving voluntary treatment did not show a good fit to 
the data, supposedly due to the relatively small sample sizes at the various time points. 
Results for the youth receiving mandatory treatment showed a very good fit to the data: 
Chi-square = 14.02, df = 14, p = .45; NFI = .96; CFI = 1.000, TLI = 1.000, and RMSEA = .00. Sig-
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nificant autoregressive associations were found for therapeutic alliance between time 1 
and time 2 (ß = .49, p < .001), between time 2 and time 3 (ß = .49, p < .001), as well as for 
treatment motivation between time 1 and time 2 (ß = .47, p < .001). As opposed to signifi-
cant associations found in the total sample, no significant cross-lagged associations were 
found between therapeutic alliance and treatment motivation. Also, no significant associa-
tions were found between type of facility or detention length and either initial therapeutic 
alliance or treatment motivation.

Figure 1. Cross-lagged panel model of three measurements of the therapeutic alliance scale and
treatment motivation (ATMQ) in the sample youth receiving voluntary and mandatory treatment
*p < 0.05 ***p < 0.001
Note. MID = Mild Intellectual Disability

Figure 2. Cross-lagged panel model of three measurements of the therapeutic alliance scale and
treatment motivation (ATMQ) in the sample youth receiving mandatory treatment
***p < 0.001
Note. MID = Mild Intellectual Disability
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DISCUSSION

This study investigated the relation between therapeutic alliance and treatment motivation 
during treatment of adolescents receiving residential care in the Netherlands. First, we 
examined differences in therapeutic alliance and treatment motivation scores between 
youth receiving residential care in open facilities (voluntary treatment) and secure care 
and youth prisons (mandatory treatment). Adolescents receiving residential treatment 
in open facilities reported significantly higher scores for both therapeutic alliance and 
treatment motivation than adolescents in secure care facilities and youth prisons. This 
finding is supported by recent research, which demonstrated that families in more inten-
sive (outpatient) services reported lower levels of initial engagement in treatment (in terms 
of alliance, satisfaction, and participation) than those receiving care from less intensive 
services (Becker et al., 2015).

Furthermore, adolescents in secure care facilities reported higher scores for both ther-
apeutic alliance and treatment motivation than adolescents in youth prisons, but these 
differences were not significant. These findings might be explained by underlying client 
factors, such as type of problem behavior and its severity, agreement on goals and tasks 
of treatment, as well as prior placements in residential care facilities, which may have 
a moderating effect on therapeutic alliance and treatment motivation (Breda & Riemer, 
2012; Darchuk, 2007, Harder et al., 2015; Nijhof et al., 2012). For example, adolescents in 
mandatory treatment settings do not seek help themselves, might not agree to treatment 
goals, and demonstrate a higher level of problem severity and delinquent or antisocial 
behavior, which in turn increases resistance to treatment, negatively affecting treatment 
motivation and the establishment of a therapeutic alliance (Constantino et al., 2010; Orsi 
et al., 2010; Van der Helm et al., 2012).

A second aim of the study was to examine the relation between therapeutic alliance and 
treatment motivation over the course of treatment. Results from a cross-lagged panel 
model showed significant associations of therapeutic alliance on subsequent levels of al-
liance at six months of treatment and nine months of treatment. The association between 
treatment motivation and subsequent levels of treatment motivation was only significant 
at six months of treatment, but not at a later stage of treatment. These results suggest 
that the association between treatment motivation and levels of motivation during later 
stages of treatment declines over time. This may be explained by the duration of treatment, 
and perhaps the amount of youth care received by youth in secure care facilities prior 
to their treatment at the time of this study. The longer youth receive treatment, the less 
they become motivated to engage in therapeutic activities. However, a significant negative 
association was found between detention length and initial therapeutic alliance, but not 
between detention length and treatment motivation.
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Cross-lagged associations indicated that a higher level of therapeutic alliance after time 
point 1 (after three months) was predictive of a higher level of treatment motivation at 
time 2 (after six months), and a higher level of therapeutic alliance at time point 2 (after six 
months) was predictive of a higher level of treatment motivation at time point 3 (after nine 
months). These results suggest that treatment motivation can be influenced by establishing 
a therapeutic alliance with youth. Thus, the role of the group worker in treatment of ado-
lescents in residential care might be crucial during the process of therapeutic change. This 
may be particularly the case for early stages of treatment, as the autoregressive association 
between treatment motivation at time point two and time point three was not significant.

However, when the same cross-lagged model was applied to data of the sample of youth 
receiving mandatory treatment, no cross-lagged associations were found between alliance 
and treatment motivation. Again, this finding might be explained by the lack of motiva-
tion for change in youth receiving mandatory treatment due to a lower degree of problem 
recognition, and a higher degree of problem severity of youth in secure care and youth 
prisons in comparison with youth receiving voluntary treatment. This finding suggests 
that it is more difficult to form a therapeutic alliance with these youth, which can influence 
subsequent levels of treatment motivation.

Furthermore, in the present study, no significant cross-lagged associations were found 
between treatment motivation and subsequent levels of therapeutic alliance. Although 
there is currently a scarcity of studies that have investigated the association between 
treatment motivation and therapeutic alliance in residential youth care over time, it might 
be expected that in order to establish a therapeutic alliance with staff, youth would have 
to be motivated for change. Darchuk (2007) found that a high level of motivation for treat-
ment (in terms of readiness for change) was associated with client-rated alliance halfway 
through treatment of adolescent substance abusers in a residential setting. Other recent 
studies that have focused on youth in residential care have also emphasized the reciprocal 
interaction between motivation for treatment and therapeutic alliance as an important 
yet complicated process (Duppong Hurley et al., 2013, 2014; Lambert et al., 2013; Smith 
et al., 2008). Nonetheless, early engagement in therapy is seen as important for positive 
treatment outcomes. Therefore, further research on the interaction between therapeutic 
alliance and treatment motivation is recommended, as both constructs represent aspects 
of treatment engagement (or involvement), which is necessary for treatment to succeed.

During the examination of the factor analytic structure of the alliance scale used in the 
present study, evidence was found for a two factor solution (a ‘goal/task’ and ‘bond’ scale). 
However, results indicated that the data in this study best fits a one-factor solution of the 
alliance scale (‘overall alliance’) capturing the bond and collaboration aspects of the alli-
ance. These results are in line with findings from studies examining the factor structure 
of self- and observer-reported therapeutic alliance measures designed for child and youth 
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psychotherapy (i.e., TAQS, Bickman et al., 2010; ATAS, Faw et al., 2005; TPOCS-A, Fjermes-
tad et al., 2012; CAQ; Roest et al., 2016; VTAS-R, Shelef & Diamond, 2008).

Limitations
The most important limitation of the present study was related to methodological issues. 
The present study examined the relation between therapeutic alliance and treatment mo-
tivation with relatively low levels of control. Factors such as specific client characteristics 
(e.g., type of problem behavior or problem severity) and therapist characteristics (e.g., 
years of experience) may affect the strength of the association between initial and subse-
quent levels of therapeutic alliance as well as motivation for treatment and cross-lagged 
effects between alliance and motivation (in either direction).

Another limitation was that the original study from which the sample in the current study 
was drawn did not use a measure for therapeutic alliance. For the purpose of the present 
study, a secondary data analysis was carried out. Therefore, the alliance scale used in this 
study was derived from an existing instrument to measure group climate in residential 
care (Van der Helm, 2011) in an attempt to capture the personal bond and collaboration 
(task and goal) aspects of the alliance construct. An important difference between the scale 
used in the present study and other therapeutic alliance measures is that the items refer 
to group workers as a team instead of individual staff members, such as a mentor. This 
conceptualization of the alliance construct differs from other studies on therapeutic alli-
ance, and to our knowledge this study is among the first to investigate the alliance between 
youth and a team of group workers. It is noteworthy that recent research has developed an 
alliance measure to assess the strength of the parent-team alliance (Lamers et al., 2015).

Moreover, no alliance ratings by treatment staff or observer ratings of the alliance were 
taken into account. No data from the point of view of the therapist and no data from ratings 
of therapeutic alliance by an observer were available. Also, no measures for treatment 
outcome were taken into account. Although self-report measures of therapeutic alliance 
aim to directly assess the perspective of the adolescent involved in therapy, developmen-
tal factors may limit adolescents’ ability to comprehend and report on certain aspects of 
the therapeutic alliance (Shirk & Karver, 2003; Shirk & Saiz, 1992). Use of observer-rated 
alliance measures are less susceptible to bias and may therefore be better suited for youth 
and may lead to a better assessment of predictive validity of the therapeutic alliance in 
youth (McLeod, 2011; McLeod & Weisz, 2005).

Another important limitation of the present study is that analysis of panel data using 
structural equation modeling is usually carried out with a larger sample size compared 
to the sample in the present study. Replication of this study with a larger sample size 
might yield different results. Moreover, there was a large percentage of missing data, in 
particular at time point 3.
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Implications
The results of the present study imply that therapeutic alliance and treatment motivation 
tend to correlate strongly at the start of treatment and still do after six months and after 
nine months of treatment. As stated earlier, treatment motivation is not a personal trait, 
but rather an attitude which can be influenced by behavioral interventions (Lindsey et 
al., 2013). The association between early therapeutic alliance and subsequent treatment 
motivation found in the present study provides evidence that the support provided by 
the group workers at the living group level can affect the level of treatment motivation 
at subsequent time points. Given the context of the present study, this stresses the need 
for explicit early alliance formation strategies between staff and adolescents to improve 
motivation for treatment. In addressing reactance behavior, staff should stimulate clients’ 
self-esteem without rejecting behavior of non-compliance, keeping in mind that this kind 
of behaviour is often a result of situational circumstances instead of fixed client charac-
teristics (Miller & Rollnick, 2002; Norcross et al., 2011; Prochaska & DiClemente, 1984).

From a self-determination theory perspective, residential treatment might focus on need 
satisfaction of youth by discussing treatment expectations and therapeutic tasks and goals 
of treatment in order to stimulate intrinsic motivation. Also, relatedness seems important 
to increase intrinsic motivation. A controlling environment and relationships with staff 
that are based on compliance can lead to a decrease of intrinsic motivation and defensive 
behavior and resistance to treatment, further complicating alliance formation and dimin-
ishing treatment effects (Lipsey, 2009; Parhar et al., 2008).

Qualitative research on alliance in residential treatment and other contexts has yielded 
insights in what staff characteristics are considered as important by youth. Manso et al. 
(2008) found that being able to relate to the youth, commitment, trustworthiness, and gen-
uineness are important staff characteristics in the eyes of youth. Other studies have found 
that demonstrating care, building rapport, sharing treatment information, allowing input 
from youth and family and spending time with youth at the living group are important for 
building positive alliances (Eyrich-Garg, 2008; Henriksen et al., 2008; Iachini et al., 2015; 
Thompson et al., 2007). In another study of previously detained youth, alliance-building 
strategies by mental health professionals (e.g., treating youth with dignity, empathic un-
derstanding, seeing the problem from the youth’s perspective, allowing input from youth 
in treatment planning), were described as important by youth (Brown et al., 2014).

Group workers can positively influence their alliances with youth, which may affect youths’ 
treatment motivation. Besides group treatment and positive involvement in daily activ-
ities with youth at the living group, staff in residential care can play an important role 
in encouraging supportive relationships between youth and adults, such as other staff 
members parents, and teachers (Degner et al., 2010). Furthermore, positive interactions 
among staff, staff unanimity regarding treatment goals and treatment format, and reduc-
ing staff turnover are seen as important (Ahonen & Degner, 2013; Degner et al., 2010). 
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Finally, a good overall living group climate with ample opportunities for growth, and a 
good atmosphere (structure, safety and peer contacts) can also contribute to treatment 
motivation (Van der Helm, 2011).

With regard to the measurement of the alliance construct, there is accumulating evidence 
indicating that adolescents do not seem to discriminate between the different alliance 
dimensions of the therapeutic alliance. These findings suggest that both children and ad-
olescents understand the alliance construct as a one-dimensional construct (Bickman et 
al., 2010, 2012; DiGiuseppe et al., 1996; Faw et al., 2005; Hogue et al., 2006). Interestingly, 
findings from the present study showed that a two-factor solution fitted the data well, 
although a one-factor solution showed an even better fit to the data. Measurement of the 
personal bond, task, and goal aspects of the alliance as separate factors can be interesting 
for future research. An important reason to differentiate between these aspects of the alli-
ance is to gain a better understanding of how these constructs interact with other factors, 
such as client motivation, goal consensus, treatment expectancy, type of problem behavior, 
problem severity, and their separate and combined contributions to treatment efficacy and 
treatment outcome. Understanding these factors in the context of youth psychotherapy is 
of great importance in order to provide an optimal therapeutic environment

In sum, more research on the therapeutic alliance in an adolescent population is needed 
to investigate to what extent the theoretical framework of therapeutic alliance in adults is 
applicable to adolescents. Knowledge about the perception of the alliance by adolescents 
receiving residential care is necessary in order to increase responsiveness by group work-
ers and to increase the therapeutic impact of the interaction between youth and staff. The 
ability to assess important process factors, such as therapeutic alliance and treatment 
motivation, may lead to a better understanding of common therapeutic factors in residen-
tial youth care. By examining processes that explain changes in therapeutic alliance and 
treatment motivation, strategies can be developed to create therapeutic change and to 
prevent ruptures in the therapeutic alliance during treatment of youth in residential care.
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