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Abstract
Alliance is a robust contributor to the outcome of adult, youth, and family therapy, but little is known about therapists’ 
contributions to the alliance in conjoint family treatment. We investigated the predictive value of therapists’ personality, 
clinical experience and observed alliance building behaviors for mid-treatment alliance as reported by therapists and fam-
ily members. Participants were 77 parents and 21 youth from 57 families receiving home-based family treatment from 33 
therapists. Therapist openness to experience and agreeableness as well as therapists’ in-session engagement and emotional 
connection behaviors predicted more positive therapists’ and family members’ reports of the alliance. Therapist neuroticism, 
extraversion and conscientiousness predicted more negative alliance-reports. In-session safety behaviors also predicted more 
negative alliance-reports, but this finding was only significant for therapists’ and not family members’ reports of the alli-
ance. Clinical experience did not predict quality of alliances. We conclude that training and supervision of family therapists 
could benefit from focusing on emotional connection with and active engagement of family members in treatment, and from 
increasing self-awareness of the impact of their personality on alliances with family members.

Keywords Therapeutic alliance · Home-based family treatment · Alliance building behaviours · Therapist personality · 
Clinical experience

Introduction

Do some therapists have more success with their clients 
than others, and if so, what factors might explain this 
between-therapist difference? This question has received 
growing attention in psychotherapy research, and several 
studies indeed indicate substantial between-therapist vari-
ability in explaining treatment outcome (Crits-Cristoph, 
& Mintz, 1991; Huppert et al., 2001; Zuroff et al., 2010). 
Previous studies have indicated that the extent to which 
they succeed in building alliances might be an important 

factor in explaining variability in therapy success between 
therapists (Baldwin et al., 2007; Zuroff et al., 2010).

Alliance is generally defined as a professional relation-
ship between a therapist and his or her client, consisting 
of an emotional bond and agreement on what goals and 
tasks should be central during treatment (Bordin, 1979; 
Elvins, & Green, 2008). It has shown to be a significant 
contributor to psychotherapy outcome in adults, youth and 
families (Flückiger et al., 2018; Murphy & Hutton 2018; 
Welmers-van de Poll et al., 2018). However, several stud-
ies have shown that therapists differ substantially in how 
much they succeed in building alliances with their clients 
(Dinger et al., 2008; Nissen-Lie et al., 2010). Thus, iden-
tifying therapist characteristics and behaviors that contrib-
ute to better alliances can be an important step towards a 
better understanding of between-therapist differences in 
treatment effectiveness. In the current paper, we aim to 
investigate the contribution of therapists’ observed alli-
ance building behaviors, personality, and years of clinical 
experience to the alliance in home-based family treatment.
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Alliances in Family Treatment

In conjoint family treatment, building alliances is complex 
for several reasons. First, the therapist simultaneously devel-
ops multiple alliances with different family members, who 
often have different or even conflicting needs and expec-
tations of the treatment and the therapist. Second, family 
members observe and influence each other in their alliances 
with the therapist. Consequently, knowing they are observed 
by their partner, father, mother or children, family members 
might feel unsafe and reluctant to be open and collabora-
tive with the therapist (Friedlander et al., 2006a). A final 
complexity in building alliances in family treatment is that 
treatment outcome is not only affected by family members’ 
individual bond and collaboration with the therapist, but also 
by the extent to which family members form an alliance 
with each other, also referred to as the within-system alliance 
(Pinsof & Catherall 1986), or shared sense of purpose within 
the family (Escudero et al., 2008; Friedlander et al., 2006a, 
2006b; Isserlin, & Couturier 2012).

In order to encompass these systemic complexities in 
a comprehensive model of the alliance in family therapy, 
Friedlander et al. (2006a) developed the System for Observ-
ing Family Therapy Alliances (SOFTA). This assessment 
system is based on a four domain model of the alliance, with 
two individual alliance domains reflecting (a) goal and task 
elements (Engagement in the Therapeutic Process), and (b) 
bond elements of the alliance (Emotional Connection to the 
Therapist), similar to Bordin’s (1979) definition of the alli-
ance for individual psychotherapy. The other two domains 
concern systemic aspects of the alliance unique to conjoint 
family treatment, that is, (c) Safety within the Therapeutic 
System, referring to family members experiencing the thera-
peutic environment as a safe place where they can take risks, 
be open and flexible, and handle family conflicts without 
risking harm, and (d) Shared Sense of Purpose within the 
Family, which is the agreement and cooperation between 
family members on shared goals (Friedlander et al., 2006a).

Several studies using the SOFTA to observe client behav-
iors indicate the importance of family members’ sense of 
safety and their shared sense of purpose in promoting posi-
tive outcomes of family therapy (e.g. Escudero et al., 2008; 
Friedlander et al., 2008b; Isserlin & Couturier, 2012; Sotero 
et al., 2018). Moreover, results of a recent meta-analysis on 
the association between alliance and outcome in couple and 
family therapy indicate that aspects of the alliance typical 
of systemic treatment, such as safety within the therapeutic 
system or the family’s shared sense of purpose, are more 
predictive of outcome as compared to individual alliances 
with the therapist, even when these individual alliances of 
multiple family members are averaged to measure a fam-
ily unit of alliance (Friedlander et al., 2018). This indicates 

that study findings on therapists’ contributions to alliance 
in individual therapy cannot simply be generalized to fam-
ily treatment, which emphasizes the importance of a sys-
temic approach to the alliance in family therapy practice and 
research. However, studies examining therapists’ contribu-
tions to the alliance in systemic family treatment are scarce 
(Sotero et al., 2017).

Therapists’ Alliance Building Behaviors

Therapists’ observed in-session behavior could be an impor-
tant contributor to the alliance, as has been shown in several 
studies in individual youth therapy (Creed & Kendall 2005; 
Fjermestad et al., 2020; Ovenstad et al., 2020). For con-
joint family treatment however, studies on alliance building 
behaviors are scarce. Diamond et al. (1999) examined ten 
cases of adolescents in Multidimensional Family Therapy 
(MDFT) with initially poor alliances, and compared five 
improved cases with five unimproved cases. They found that 
in the improved cases, therapists more extensively presented 
themselves as the adolescent’s ally, attended to the adoles-
cent’s experience, and formulated personally meaningful 
goals. In a comparable study on the alliance with adolescents 
in a Spanish setting of brief family therapy, Muñiz de la Peña 
et al. (2012) found that therapists showed significantly more 
competitive responding in poor alliance sessions. Competi-
tive responding reflects two speakers’ opposing views on 
who is in control in their relationship, resulting for example 
in not answering a question or interrupting the other speaker 
when he or she changes the conversation topic (Muñiz de la 
Peña et al., 2012). In the same study, cases with improved 
alliances showed a decrease in the therapist’s competitive 
responding. Although both of these studies concerned family 
therapy, the studies did lack a systemic focus on the alliance, 
as they examined individual alliances with adolescents only.

Two other observational family therapy case studies 
examining alliances with the family describe how alliances 
improved when the therapist (a) explained a rationale for 
introducing new goals and tasks, (b) fostered emotional 
bonds with each family member, for example by reassuring 
and empathizing, (c) focused on family members’ shared 
experiences and agreed upon goals, and (d) highly invested 
in family members’ sense of safety during sessions (Escu-
dero et al., 2012; Friedlander et al., 2014). Although provid-
ing valuable insight into good practices of alliance building 
and repairing in the context of family therapy, both case 
studies did not provide a statistical test of the association 
between alliance building behaviors and the alliance. Con-
sequently, the effect of therapists’ observed behaviors on 
alliances in family therapy remains unclear.
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Personality and Clinical Experience

Besides observable therapists’ behaviors, relatively stable 
individual characteristics of the therapist might influence 
alliance processes. Two reviews of studies on therapists’ 
contributions to the alliance in individual psychotherapy 
indicated that warmth, trustworthiness, flexibility, being 
interested, alert, relaxed, confident and respectful, are thera-
pist characteristics associated with a stronger alliance (Ack-
erman & Hilsenroth 2003), whereas being rigid, aloof, tense, 
uncertain, self-focused, and critical are associated with 
poorer alliances (Ackerman & Hilsenroth 2001). However, 
few studies comprehensively examined associations between 
therapists’ stable individual (personality) characteristics and 
alliance, while to our knowledge, no such studies exist for 
conjoint family treatment.

A well validated model that can be used to describe the 
therapist’s personality characteristics, is The Five Factor 
Personality Model (Chapman et al., 2009; McCrae & Costa 
1987). This model distinguishes between neuroticism, extra-
version, openness to experience, agreeableness, and con-
scientiousness as five basic personality domains (McCrae 
& Costa 1987). Neuroticism is likely to negatively impact 
the therapist’s ability to build strong alliances, as it refers 
to emotional instability and anxiety, lacking confidence, 
and being tense rather than relaxed (Hoekstra & De Fruyt 
2014). Neuroticism has been shown to negatively impact 
job performance more generally (Lado & Alonso 2017), as 
well as the quality of intimate and social relationships (e.g. 
Karney & Benjamin 1995; Lopes et al., 2003; Schaffhuser 
et al., 2014). In a recent study clients were asked to report 
on their ideal therapists’ personality, and they particularly 
valued low neuroticism and high conscientiousness (Rus-
sell et al., 2020). Conscientiousness refers to being targeted, 
organized, ambitious, disciplined, and trustworthy (Hoek-
stra & De Fruyt 2014), which positively impacts job per-
formance (Barrick & Mount, 1991; Lado & Alonso 2017). 
The review by Ackerman and Hilsenroth (2003) indicated 
that therapists’ trustworthiness was associated with stronger 
alliances, which supports the hypothesis that therapists’ con-
scientiousness may positively impact the alliance. However, 
a recent study on personal style and personality dimensions 
of therapists providing individual, group or family therapy 
found that conscientiousness negatively impacted therapists’ 
emotional closeness with their clients, possibly hampering 
the building of a strong alliance (Casari et al., 2019).

The remaining three domains of the Big Five Model 
all represent traits likely to positively impact the alliance. 
Extraverted individuals enjoy social interaction and tend to 
be warm (Hoekstra & De Fruyt 2014), showing higher per-
ceived quality of social relationships (Lopes et al., 2003). 
Agreeableness refers to being empathic, trusting, sincere, 
and caring (Hoekstra & De Fruyt 2014), and is associated 

with having less conflicts in social relationships (Assendorpf 
& Wilpers 1998). Finally, when therapists are more open to 
experience, they are more flexible, curious, and open to dif-
fering values of other people (Hoekstra & De Fruyt 2014). 
This may help clients feel more accepted, which in turn can 
strengthen the therapeutic bond.

Chapman et al. (2009) used the Five Factor Personality 
(FFP) model to investigate the association between indi-
vidual psychotherapy trainees’ personality and alliance in a 
sample of 34 trainees and 64 clients. They found that three of 
the FFP domains were associated with the alliance. Highly 
neurotic therapist trainees received better alliance reports 
of their clients, but reported on poorer alliances themselves. 
Highly agreeable trainees also reported poorer alliances, but 
this was not the case in client reports. Finally, higher levels 
of openness of trainees were associated with less positive 
client-reports of the alliance. Chapman and others explained 
these somewhat surprising findings by the low levels of neu-
roticism and high levels of openness and agreeableness in 
their trainee sample as compared to national norms. Con-
sequently, lower neuroticism and higher agreeableness and 
openness represented extreme levels of these traits, which 
may particularly explain their negative effect on the alli-
ance. In the light of these findings, it is interesting to men-
tion a study by Delgadillo et al. (2020), which showed that 
anxious and depressed clients individually treated by more 
agreeable and open psychologists had poorer treatment out-
comes. Notably, therapists’ means on these dimensions were 
exceeding national norms.

Although therapists’ personality traits might help or 
hamper bonding and collaborating effectively with clients, 
clinical experience might help therapists to enhance those 
interpersonal skills that do not come naturally. Especially in 
family therapy, skills required for balancing multiple alli-
ances and enhancing systemic aspects of the alliance are 
complex, and thus might benefit from extensive clinical 
experience. To our knowledge, there are no studies avail-
able examining the effect of the therapist’s clinical expe-
rience on alliances in conjoint family treatment. Previous 
studies of other forms of therapy show mixed results. For 
example, Mallinckrodt and Nelson (1991) found that expe-
rienced post-graduate therapists had stronger alliances with 
their clients as compared to both novice and advanced psy-
chotherapy trainees. Hersoug et al. (2009) found that in 
long-term psychotherapy more experienced therapists rated 
the alliance to be lower. However, in another study, with a 
larger sample of therapists, no effect was found for years of 
clinical experience on alliance (Dunkle & Friedlander 1996). 
These equivocal results underline the relevance of further 
investigating the role of the therapists’ clinical experience 
in building alliances.
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Present Study

This study aimed to examine the contribution of therapists’ 
observed alliance building behaviors, personality, and clini-
cal experience to the alliance in a home-based family treat-
ment for youth problems. Empirical evidence suggests that 
the client’s perspective on the alliance seems most predictive 
of outcome (Horvath et al., 2011). However, several stud-
ies support the predictive value of therapist reports as well 
(De Greef et al., 2018b; Flückiger et al., 2018; Zilcha-Mano 
et al., 2015). Also, it is the therapist who is responsible for 
managing the therapeutic process, including the process of 
building alliances and repairing problematic alliances if they 
occur (Hartmann et al., 2015). In this study we thus focused 
on predicting both family members’ and therapists’ experi-
ences of the alliance. Because we were interested in alli-
ance as a dynamic process that develops over time (Horvath, 
2011; Welmers-van de Poll et al., 2018), we investigated 
mid-treatment alliance, taking into account the possible 
effects of early treatment therapist behavior and alliance.

We hypothesized that the therapist’s personality, clinical 
experience, and observed alliance building behaviors would 
be significantly associated with mid-treatment alliance as 
reported by family members and therapists. More specifi-
cally, we expected that therapists’ extraversion, openness to 
experience, and agreeableness would positively, and neu-
roticism would negatively predict quality of the alliance. 
As previous findings regarding conscientiousness (-related 
traits) as well as years of clinical experience were inconsist-
ent, we did not formulate hypotheses for the direction of 
the association with the alliance for these characteristics. 
Finally, we expected that therapists’ observed engagement, 
emotional connection, safety, and shared sense of purpose 
behaviors would predict more positive mid-treatment alli-
ance reports.

Methods

Participants and Treatment

Participants were 77 parents (n = 54 (step)mothers, n = 23 
(step)fathers) and 21 children from 57 families. The mean 
age of the child for whom the treatment was indicated was 
10 (SD = 4.4, range 0–16.7). The mean age of the children 
participating in the study was 11.7 years (SD = 2.7, range 
5–16), and the mean age of parents was 39 years (SD = 7.8, 
range 25–55). The study was carried out in the Netherlands, 
and most participants were born in the Netherlands. In 3 
families, one or both parents were born in a western country 
other than the Netherlands, and in 4 families one or both 
parents were born in a non-western country. Participating 
families received home-based family treatment for youth 

problems, designated as Intensieve Pedagogische Thuishulp 
(IPT, Van der Steege, 2007). They were seen by 33 IPT-
workers (12% male; M age 42.7, SD = 9.3), hereafter referred 
to as ‘therapists’. All therapists had a social work related 
(post-) bachelor’s degree and an average of 8.4 years of clini-
cal experience (SD = 4.7). Each therapist saw 1–6 families 
(M = 1,73, SD = 1,15).

Intensieve Pedagogische Thuishulp (IPT, Van der Steege, 
2007) designates home based family treatment in the Neth-
erlands for families dealing with complex child behavior and 
parenting problems. Most families experience problems in 
other domains as well, such as financial problems, parental 
psychopathology or lack of a supporting social network. An 
important treatment principle is that effective treatment for 
youth problems cannot be provided to a child isolated from 
parents and other family members and is best provided in 
the child’s daily living environment (Van der Steege, 2007). 
Consequently, the treatment applies a systemic approach 
and is provided in the family’s home. Furthermore, it is 
characterized by a solution-focused, empowering approach, 
focusing on improving parenting skills and enhancing social 
support. During treatment, an IPT-worker visits the family at 
their homes once or twice a week or once every two weeks, 
depending on the families’ needs and stage of treatment. 
Families in this study received IPT for an average period of 
50 weeks (SD = 30.2; Median = 45,5; range 12–168), with 
the majority of families (80%) receiving treatment with a 
length between 14 and 78 weeks.

Measures

Working Alliance Inventory—Short Form (WAI‑s)

To assess the alliance, we used the Working Alliance Inven-
tory, Short Form (WAI-s; Horvath & Greenberg, 1989; Kil-
lian et al., 2017). The 12 items in this questionnaire (e.g. 
“My family counselor and I agree upon what I should do in 
order to improve the way things are going in my family” for 
the client version or “This client agrees upon what family 
members should do in order to improve the way things are 
going in the family” for the therapist version) are scored 
on a 5 point Likert-type scale ranging from 1 (never) to 5 
(always). In the current sample, Cronbach’s alpha for the 
therapists’ version was 0.82 at T1 and 0.85 at T2, and for the 
clients’ version 0.89 at T1 and 0.92 at T2.

NEO‑FFI

We used the NEO Five Factor Inventory (NEO-FFI) to 
assess therapists’ personality traits, which is a short ver-
sion of the full length NEO-Personality Inventory, Revised 
(NEO-PI R; Costa, & McCrae, 1992). The questionnaire 
contains 60 items scored on a 5-point Likert-type scale 
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(strongly disagree—strongly agree). Subscales contain 12 
items each and measure Neuroticism, Extraversion, Open-
ness to Experience, Agreeableness, and Conscientiousness. 
Both the English and Dutch version show favorable validity 
and reliability (Hoekstra & De Fruyt, 2014). In the current 
sample, Cronbach’s alpha was 0.69 for Neuroticism and 
for Extraversion, 0.58 for Openness to experience, 0.74 for 
Agreeableness, and 0.60 for Conscientiousness.

System for Observing Family Therapy Alliances (SOFTA‑o)—
Therapist version

To assess therapists’ alliance building behaviors we ana-
lyzed videotaped sessions using the therapist version of the 
SOFTA-o (Friedlander et al., 2006a). This instrument has 
been developed to asses four dimensions of alliance-related 
behavior from videotaped family or couple therapy sessions. 
Two dimensions reflect the individual alliance between a 
family member and the therapist similar to Bordin’s (1979) 
classical definition of the alliance, i.e. Engagement in the 
Therapeutic Process, representing task and goal elements 
of the alliance, and Emotional Connection. The two other 
dimensions—Safety within the Therapeutic System, and 
Shared Sense of Purpose within the Family—reflect aspects 
of the alliance that are unique to conjoint family treatment. 
The therapist version, which we used for this study, meas-
ures the therapist’s in-session contributions to these four 
dimensions.

When using the SOFTA-o, a trained coder observes a ses-
sion and notes the frequency of specific positive and nega-
tive alliance-related behaviors along the four dimensions. 
Some examples for positive and negative (italized hereaf-
ter) behavioral indicators include “Therapist encourages 
client(s) to articulate their goals for therapy” or “Thera-
pist argues with the client(s) about the nature, purpose, or 
value of therapy” for Engagement, “Therapist expresses 
interest in the client(s) apart from the therapeutic discus-
sion at hand” or “Therapist has hostile, sarcastic, or criti-
cal interactions with the client(s)” for Emotional Connec-
tion, “Therapist acknowledges that therapy involves taking 
risks or discussing private matters” or “Therapist does not 
attend to overt expressions of client vulnerability (e.g. cry-
ing, defensiveness)” for Safety, and “Therapist encourages 
clients to ask each other for their perspective” or “Therapist 
fails to address one client’s stated concerns by only discuss-
ing another client’s concern” for Shared Sense of Purpose.

The Shared Sense of Purpose dimension can only be 
observed when two or more family members are in a session 
together, the other three dimensions can also be scored with 
only one family member present in a session. After observ-
ing the session, based on the frequency, intensity and clini-
cal meaningfulness of the marked behaviors, coders assign 
global ratings on each dimension on a 7 point Likert scale 

ranging from -3 (extremely problematic) to + 3 (extremely 
strong). For the purpose of this study, the SOFTA-o was 
translated from English to Dutch, following guidelines as 
prescribed by Van Widenfelt et al. (2005).

For coding the videotaped IPT-sessions with the SOFTA-
o, we used the training manual by Friedlander et al. (2005) as 
a guideline. The first author received training from Valentín 
Escudero, one of the developers of the SOFTA. After train-
ing and translation of the manual, first author coded 12 vide-
otapes with at least two family members in the session to 
provide a coding standard for training other coders. Coding 
dilemmas from these 12 videotapes were discussed with 
Valentín Escudero. Next, 3 master students of Educational 
Sciences were trained, receiving 15 h of coder training over 
five weeks. They were introduced to the theoretical frame-
work of the SOFTA, coding guidelines, practice material 
from the developers and Dutch practice material taken from 
the drama-series In Therapie (In Therapy). Trained coders 
independently coded at least 10 videotapes to increase their 
reliability as coders compared to the golden standard cod-
ings by first author and received feedback on each coding. 
As advised by Friedlander et al. (2005), training continued 
until coders differed no more than one point in their scale 
scores in 90% of the cases.

After their training, each coder rated a random selection 
of the videotapes. Coding dilemmas were discussed and dif-
ficult parts were consensus coded during meetings with the 
coding team every two weeks. In total, 90 sessions were 
independently coded after training. Of these sessions, 14 
random selected sessions (16.6%) were double coded by the 
first author, coders were blind to these double coded ses-
sions. To assess interrater reliability, we calculated intra-
class coefficients for the 14 double coded sessions using the 
single measures of a two-way mixed effect model based on 
absolute agreement (Koo & Li, 2016). We first assessed reli-
ability of the subscale scores as originally developed, that 
is, with a rating from -3 to + 3 based on observed behaviors. 
Because these regular subscale scores had very little vari-
ance and because of this did not achieve sufficient interrater 
reliability, we chose to use a score for each subscale reflect-
ing the number of observed positive behaviors per 60 min. 
ICC’s for these scores were 0.637 for Engagement, 0.551 
for Emotional Connection, 0.558 for Safety, and -0.129 for 
Shared Sense of Purpose. According to Cicchetti (1994), 
ICC’s are fair when > 0.4, good > 0.6 and excellent > 0.8. 
The negative ICC for Shared Sense of Purpose could be 
explained by a low number of random selected sessions for 
double coding with two or more family members present 
in the session (n = 6) and by low variance (range = 0–3). 
For this scale we therefore additionally analyzed percent-
age of agreement between coders and found that for 67.7% 
of the sessions there was 100% agreement on number of 
observed SSP behaviors, for 16.7% (n = 1) of the sessions 
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the difference between coders was 1, and in the remaining 
16.7% the difference was 2. However, preliminary results 
showed that not only interrater reliability, but also variance 
was low for observed SSP behaviors. Therefore, we excluded 
this domain from our main analyses.

Procedures

Participating families were drawn from four IPT-teams of 
two Dutch youth care organizations. Each family that started 
treatment was informed about the research project by the 
IPT-worker or institution and received a letter with informa-
tion. In one team, all IPT-workers directly asked their clients 
to participate. In the remaining three teams families were 
invited to participate by telephone by a research assistant. 
Participating family members of 12 years and older signed 
an informed consent letter, and the project was approved 
by the ethical review board of the university faculty where 
authors of the study were employed. All participating 
families received a €10 gift card and by draw, two families 
received a voucher for visiting a zoo or fun park of their 
own choice.

For each participating family two IPT-sessions at the 
family’s home were videotaped. For T1—in the early treat-
ment phase—the third session (and by exception the fourth 
or fifth) was filmed. We chose the third session because 
families were informed about the research and asked to 
consider participation in the first session. By choosing 
the third session they had some time to consider partici-
pation, but treatment was still in its starting phase, which 
lasts about six weeks (Van der Steege, 2007). The second 
video-observation (T2) was two months later, when treat-
ment was in the phase of active change. Immediately after 
both video-recorded sessions, the therapist and participat-
ing family members were asked to independently fill out 
the Work Alliance Inventory (WAI). Children who were 
8 years or older were asked to complete the Working Alli-
ance Inventory (WAI). In some families, children above 8 
did not want to participate in the research, and in other fami-
lies the therapist saw one or two parents without a child for 
at least a part of the sessions, including the observed session. 
Therapists were asked to reflect on alliances with all family 
members actively involved in treatment, regardless of age. 
For 9 families there were no T2 measures available because 
the treatment had already ended (n = 3), or therapist or cli-
ents wished to end their participation after T1 because the 
situation had changed (n = 6), and for 1 family there was no 
T1 measure. Study dropouts were not excluded because this 
might have decreased the clinical representativeness of our 
study. We compared all measures at T1 as well as therapist 
personality measures and clinical experience for dropout 
and completer cases by performing a multilevel regression 
analysis of a dichotomous dropout variable at T2 on T1 

client- and therapist reported alliance, T1 therapist observed 
alliance behaviors, therapist clinical experience and thera-
pist neuroticism, extraversion, openness, agreeableness, and 
conscientiousness. We found no significant differences on 
any of these variables, except for therapists’ observed safety 
behaviors (β = 1.231, p = 0.001), indicating that therapists 
showed more safety behaviors at T1 in the dropout cases.

Statistical Analyses

First, we imputed missing values using expectation maxi-
malization (Tabachnick, & Fidell, 2013). After removing 
one case with T1 alliance measures as well as therapist vari-
ables missing, a MCAR test as proposed by Little (1988) 
indicated that missing values were completely at random 
(χ2 = 415.076 (370, N = 98), p = 0.053). Next, we tested 
for collinearity to enable a multivariate test of the relative 
importance of multiple independent variables by calculat-
ing a Variance Inflation Factor (VIF). All calculated VIF’s 
were below 3, indicating that there was no multicollinearity 
problem.

For our main analyses we used a two level model to 
account for dependency of data (Tabachnick & Fidell, 2013), 
as family members (level 1) were nested within therapists 
(level 2). Level 1 concerns variance of alliance measures 
between family members within the family, while level 2 
accounts for variance between families. Because of the short-
term longitudinal nature of the study (i.e. client- and thera-
pist reports as well as therapist’s alliance building behaviors 
were measured early and mid-treatment), we controlled for 
T1 alliance as well as T1 observed alliance building behav-
iors. We differentiated between parent-therapist and youth-
therapist alliance by adding a parent/youth variable to the 
model. Because some studies indicate that the strength of 
the alliance may differ between male and female therapists 
(e.g. Welmers- van de Poll et al., 2018), and that therapist 
age is associated both with years of clinical experience and 
observed interpersonal skills (Anderson et al., 2009), we 
also controlled for therapist age and gender. Within the two-
level model, we performed two stepwise multiple regression 
analyses to sequentially identify whether family role (par-
ent vs. youth), therapist age and gender, clinical experience, 
personality traits, mid-treatment alliance building behaviors, 
early alliance, and early treatment alliance building behav-
iors (independent variables) were significantly associated 
with therapist reported mid-treatment alliance or with client 
reported mid-treatment alliance (dependent variables).
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Results

Preliminary Analyses

Table 1 shows the distribution of therapists’ alliance build-
ing behaviors. Results indicate that therapists mainly 
invested in engagement and emotional connection, the two 
individual domains of the SOFTA model. Therapist behav-
iors contributing to safety and shared sense of purpose, the 
two systemic alliance domains of the SOFTA-model, were 
scarcely observed. As argued above, we excluded the shared 
sense of purpose domain from our main analyses.

Table 2 shows the distribution of therapists’ scores on 
the NEO-FFI, as compared to a general sample of Dutch 
adults in the development sample of the measure (Hoek-
stra & De Fruyt, 2014). Therapists in our sample reported 
notably higher levels of extraversion, agreeableness, and 
conscientiousness, lower levels of neuroticism, and similar 
levels of openness to experience as compared to the general 
Dutch sample.

Table 3 shows the distribution of WAI-therapist and WAI-
client scores. Results indicate that family members’ reports 
of the alliance were somewhat higher as compared to thera-
pist reports. Differences between T1 and T2 were very small.

Predictors of Therapist‑reported Alliance

We found that several variables significantly predicted ther-
apist reports of mid-treatment alliance (Table 4). Family 
role predicted therapist reports of the alliance (β = -0.156, 
p = 0.003), with therapists reporting stronger alliances with 
parents as compared to youth. As for demographic therapist 
features, only gender predicted therapist reports of the alli-
ance, with female therapists reporting stronger alliances as 
compared to male therapists (β = 0.331, p < 0.001). Therapist 
age did not predict therapist reports of the alliance.

As for therapist personality, all five personality domains 
were significant predictors of therapist-reported mid-treat-
ment alliance, which was in line with our hypothesis. As 
expected, openness to experience (β = 0.517, p < 0.001) 
and agreeableness (β = 0.306, p < 0.01) were positively 
associated with therapists reports of the alliance, and neu-
roticism (β = − 0.472, p < 0.001) was negatively associated. 
In contrast to our expectations, extraversion (β = − 0.304, 
p = 0.001) was also negatively associated, as was consci-
entiousness (β = − 0.230, p = 0.006), of which we had no 
previous expectations on the direction of the association. 
Our hypothesis on the contribution of therapists’ clinical 
experience was not confirmed, as clinical experience was 
not significantly associated with therapist reports of mid-
treatment alliance.

As hypothesized, therapist alliance building behaviors 
predicted therapist reports of the alliance. Observed in-
session therapist engagement (β = 0.374, p < 0.001) and 
emotional connection (β = 0.318, p < 0.001) behaviors at 
T2 were positively associated with therapist reports of the 
alliance right after the observed session. In contrast to our 
hypothesis, observed in-session therapist safety behaviors 
(β = − 0.806, p < 0.001) were negatively associated. Early 
therapist-reported alliance positively predicted therapists 
mid-treatment reports of the alliance (β = 0.398, p < 0.001), 
whereas early treatment observed in-session alliance build-
ing behaviors did not. This indicates that there was no lon-
gitudinal contribution of observed early treatment in-session 

Table 1  Therapists’ alliance building behaviors

Scores on SOFTA-o therapist version, number of alliance building 
behaviors per 60  min. T1 = starting phase of treatment; T2 = mid-
treatment. n = number of families with a score of observed therapist 
behaviors on the designated SOFTA domain

T1 T2

n Mean (SD) n Mean (SD)

Engagement in the therapeutic 
process

54 12.4 (5.6) 45 12.3 (6.1)

Emotional connection 54 14.5 (10.0) 45 14.4 (8.5)
Safety within the therapeutic 

system
54 1.1 (1.4) 45 0.6 (1.1)

Shared sense of purpose 30 0.5 (0.8) 20 0.4 (0.7)

Table 2  NEO-FFI scores

1 General sample of Dutch adults in the development sample of the 
measure (Hoekstra & De Fruyt, 2014)

Therapist Sample 
(n = 29)
Mean (SD)

General Dutch 
 sample1 
(n = 1715)
Mean (SD)

Neuroticism 27.5 (5.1) 34.0 (7.5)
Extraversion 44.0 (4.4) 39.3 (5.8)
Openness to Experience 39.9 (5.2) 38.9 (5.7)
Agreeableness 48.8 (4.1) 41.1 (5.6)
Conscientiousness 46.7 (4.0) 43.4 (5.7)

Table 3  Scores on working alliance inventory

T1 = starting phase of treatment; T2 = mid-treatment. n = number of 
individual family members with a therapist or client report on the alli-
ance

T1 T2

n Mean (SD) n Mean (SD)

Therapist reports 87 3.9 (0.4) 77 4.0 (0.4)
Client reports 86 4.2 (0.6) 69 4.3 (0.6)
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alliance building behaviors to therapist reports of mid-treat-
ment alliance.

Predictors of Client‑Reported Alliance

As depicted in Table 5, several variables significantly pre-
dicted family members’ reports of mid-treatment alliance. 
There were no significant differences in alliance reports 
between parents and youth. Therapist gender was the only 
demographic feature that significantly predicted fam-
ily members’ reports of the alliance, with higher alliance 
reports for female therapists as compared to male therapists 
(β = 0.404, p < 0.001).

In line with our hypothesis, all five personality domains 
significantly predicted family members’ reports of mid-treat-
ment alliance, but directions of the association were only 
partly as hypothesized. As expected, openness to experi-
ence (β = 0.202, p = 0.010) and agreeableness (β = 0.181, 
p = 0.024) were positively associated with family members’ 
alliance reports, whereas Neuroticism was negatively associ-
ated (β = − 0.264, p < 0.001). In contrast to our expectations, 
extraversion (β = − 0.196, p = 0.006) was also negatively 
associated with family members’ alliance reports, as was 
Conscientiousness (β = − 0.169, p = 0.028), on which we had 
no previous expectation for the direction of the association. 

These associations were all in the same direction as the asso-
ciations with therapists’ alliance reports. Our hypothesis on 
the contribution of therapists’ clinical experience was not 
confirmed, as clinical experience was not significantly asso-
ciated with therapist reports of mid-treatment alliance.

As hypothesized, therapist alliance building behaviors 
predicted family members’ reports of the alliance: observed 
in-session therapist engagement (β = 0.305, p = 0.001) and 
emotional connection (β = 0.237, p < 0.001) behaviors at T2 
were positively associated with family members’ reports of 
the alliance right after the observed session. In contrast to 
our hypothesis, therapists’ in-session safety behaviors were 
negatively but not significantly associated.

Early alliance as reported by family members posi-
tively predicted their mid-treatment reports of the alliance 
(β = 0.464, p < 0.001). Early treatment in-session therapist 
alliance building behaviors were not significantly associ-
ated, indicating that there was no longitudinal contribution 
of therapists’ early treatment alliance building behaviors to 
family members’ reports of mid-treatment alliance.

Table 4  Results of step wise multilevel regression modeling for predicting therapist-reported alliance at T2

N = 57 families, n = 77 parents, n = 21 youth, N = 33 therapists, +p < .10, *p < .05, **p < .01, *** p < .001

Model 1
β

Model 2
β

Model 3
β

Model 4
β

Model 5
β

Model 6
β

Family role (0 = parent, 1 = youth) − .282*** − .273*** − .292*** − .263*** − .175** − .156**
Therapist age .143 − .049 − .063 − .050 − .069
Therapist gender (0 = male, 1 = female) .442** .435*** .361*** .360*** .331***
Therapist experience .388** .154 − .024 − .040
Therapist personality
Neuroticism − .245* − .423*** − .458*** − .472***
Extraversion − .109 − .239* − .251** − .304**
Openness .161 .347** .462*** .517***
Agreeableness .140 .272 .243** .306**
Conscientiousness − .297** − .287** − .265*** − .230**
Therapist behavior T2
Engagement .195+ .343*** .374***
Emotional Connection .370*** .290*** .318***
Safety − .551*** − .692*** − .806***
Alliance T1 .407*** .398***
Therapist behavior T1
Engagement .037
Emotional Connection − .019
Safety − .130+

X2 (Δ improvement compared to previous model) 15.975*** 7.558 21.192* 28.616** 27.711** − 6.932***
X2 (Δ improvement compared to null-model) 15.975*** 23.515*** 44.707*** 73.323*** 101.034*** 94.102***
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Discussion

We examined the role of therapists’ personality, years of 
clinical experience, and observed alliance building behaviors 
in predicting mid-treatment alliance in home-based family 
treatment for youth problems, controlling for family role 
(parent vs. youth), therapist age and gender and early treat-
ment alliance. We found that therapist openness to expe-
rience and agreeableness as well as therapists’ in-session 
engagement and emotional connection behaviors predicted 
more positive therapists’ and family members’ reports of the 
alliance. Therapist neuroticism, extraversion and conscien-
tiousness predicted more negative alliance-reports. In-ses-
sion safety behaviors also predicted more negative alliance-
reports, but this finding was only significant for therapists’ 
and not family members’ reports of the alliance. Clinical 
experience did not predict quality of alliances.

Our finding that therapists’ personality traits predicted 
alliance was mostly in line with our hypotheses. As hypoth-
esized, we found that both therapists and family members 
reported stronger alliances when therapists were more agree-
able and open to experience. This is in contrast with find-
ings of Chapman et al. (2009) in individual psychotherapy, 
indicating that more openness to experience was associated 
with less positive client-reports of the alliance, and that 
more agreeable trainees in their sample reported on weaker 

alliances themselves. The authors reason that, given the high 
levels of openness and agreeableness in their trainee sample, 
it seems plausible that only extreme levels of these traits 
did negatively influence the alliance. In our sample how-
ever, therapists also reported their levels of openness to be 
somewhat higher, and their levels of agreeableness a stand-
ard deviation higher than that of the general Dutch popula-
tion. This indicates that even extremely agreeable and open 
therapists may be more successful in building alliances as 
reported by family members and by themselves. Our findings 
on neuroticism were also in line with our expectations, and 
in contrast with findings of Chapman et al. (2009) in their 
trainee sample. Our findings indicate that therapists who per-
ceive themselves as emotionally stable rather than neurotic 
have stronger alliances as perceived by themselves and fam-
ily members. This seems to apply even for extremely emo-
tionally stable therapists, because in our sample therapists 
reported their levels of neuroticism to be almost a standard 
deviation lower than that of the general Dutch population.

We furthermore found that therapists’ extraversion and 
conscientiousness negatively predicted both therapists’ and 
family members’ reports of the alliance. The negative con-
tribution of conscientiousness could be explained by the 
fact that highly conscientious people are predominantly 
task-oriented, orderly, and less inclined to operate off the 
beaten track (Hoekstra & De Fruyt 2014). This may hamper 

Table 5  Results of step wise multi-level regression modeling for predicting client-reported alliance at T2

N = 57 families, n = 77 parents, n = 21 youth, N = 33 therapists, + p < .10, *p < .05, **p < .01, *** p < .001

Model 1 β Model 2 β Model 3 β Model 4 β Model 5 β Model 6 β

Family role (0 = parent, 1 = youth) − .134 − .121 − .149* − .154* − .062 − .045
Therapist age − .180* − .361*** − .338** − .189* − .161+

Therapist gender (0 = male, 1 = female) .694*** .752*** .689*** .425*** .404***
Therapist experience .279** .149 .057 .001
Therapist personality
Neuroticism − .055 − .141+ − .243*** − .264***
Extraversion − .258** − .321** − .211** − .196**
Openness .193* .265** .207** .202*
Agreeableness .264** .304** .203** .181*
Conscientiousness − .029 − .026 − .128** − .169*
Therapist behavior T2
Engagement .110 .299*** .305**
Emotional Connection .226** .220*** .237***
Safety − .219+ − .162+ − .198+

Alliance T1 .467*** .464***
Therapist behavior T1
Engagement .083
Emotional Connection .030
Safety .006
X2 (Δ improvement compared to previous model) − 0.152*** 41.961*** 9.286 3.422 41.685*** − 8.975***
X2 (Δ improvement compared to null-model) − 0.152*** 41.809*** 51.095*** 54.517*** 96.202*** 87.227***
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therapists’ abilities to be flexible and accommodate treat-
ment protocols to their clients’ differing needs. Our finding 
on extraversion was surprising, given that extraverted indi-
viduals tend to be sociable, warm and optimistic. Our finding 
is also in contrast with previous findings of Chapman et al. 
(2009), indicating that extraversion did not impact the alli-
ance. However, in our sample therapists rated their levels of 
extraversion almost a standard deviation higher compared to 
national norms. It is thus not precluded that average extra-
version may help therapists in bonding with their clients, but 
that higher levels may become counterproductive. Perhaps a 
highly extraverted therapist, who is likely to be very talka-
tive, energetic, and optimistic, can be overwhelming and dif-
ficult to relate to for clients, who may feel rather depressed 
and pessimistic when receiving help for serious child and 
parenting problems. Another explanation that highly extra-
verted therapists were found to have less strong alliances 
with families in our sample, could lie in cultural background: 
perhaps extraversion is valued less in some cultures than in 
others (Hofstee et al., 1997).

We found no contribution of therapists’ years of clini-
cal experience to alliance. Initially, there was a significant 
association when clinical experience was first added to both 
our regression models, but it disappeared when we added 
alliance building behaviors to these models. This indicates 
that any assumed contribution of the therapists’ clinical 
experience to alliances should rather be explained by what 
therapists’ do during a session to strengthen the alliance. It 
could thus be reasoned that therapists’ clinical experience 
contributes to their in-session alliance building behavior. 
Indeed, Raytek et al. (1999) found that in a conjoint couple 
alcoholism treatment more experienced therapists showed 
more alliance fostering behaviors and less nonfacilitative 
behaviors as compared to less experienced therapists. A 
previous study on therapists’ contributions to alliance in 
home-based family treatment showed that therapists’ clinical 
experience positively impacted only early treatment engage-
ment behaviors (Welmers-van de Poll & Stams, 2019). There 
was no effect of clinical experience on any observed mid-
treatment behaviors or for early treatment emotional con-
nection and safety behaviors. Note that in the present study 
we only examined therapists’ and family members’ ratings 
of their individual alliances, since there were no therapist- 
or self-reports on safety or shared sense of purpose. Future 
research could investigate whether perhaps the more com-
plex aspects of alliance in conjoint treatment, such as creat-
ing a safe therapeutic environment for each family member 
or enhancing the within-family alliance, are more affected 
by the therapists’ clinical experience.

Regarding therapists’ observed in-session alliance build-
ing behaviors in the present study, we found that observed 
engagement and emotional connection behaviors predicted 
both their own and family members’ reports of the alliance, 

which was in line with our hypotheses. In a previous study 
investigating observations of client behaviors in relation to 
self- and therapist-reports of alliance, engagement and emo-
tional connection behaviors of family members were also 
positively associated with their self-reports, but not with 
therapist-reports (Friedlander et al., 2006b). Our finding 
indicates that when the therapist actively engages family 
members in the treatment process and connects with them 
at an emotional level, both the therapist and the family evalu-
ate the alliance as more positive.

In contrast to our expectations, therapists’ and family 
members’ reports of the alliance were negatively associated 
with therapists’ in-session safety behaviors, such as provid-
ing structure and guidelines for safety and confidentiality or 
actively protecting one family member from another. This 
is remarkable given the low occurrence of these behaviors 
in the included observed sessions. The negative direction of 
the association was replicated in predicting family members’ 
reports of the alliance, although this association just failed to 
reach significance. Our finding could indicate that therapists’ 
safety interventions have a negative effect on the alliance, 
even when applied scarcely. However, two previous studies 
including observations of family members’ in-session safety 
behaviors indicate that a sense of safety in the therapeutic 
context does promote positive outcome of systemic family 
treatment (Friedlander et al., 2008b; Sotero et al., 2018). An 
alternative explanation for our finding may be that thera-
pists increase their investment in safety when they perceive 
their alliance with family members as less favorable. This 
presumed mechanism is in line with Escudero and Fried-
lander’s (2017) proposed strategy for navigating alliances in 
challenging contexts of family treatment. They argue that a 
sense of safety among family members who are in treatment 
together is an essential precondition for facilitating strong 
bonds between the therapist and each family member, as 
well as for facilitating family members’ engagement in the 
treatment process and their shared sense of purpose.

The fact that our findings on the therapists’ personality 
and alliance building behaviors in predicting mid-treat-
ment alliance were significant even after controlling for 
early treatment alliance reports underlines the robustness 
of our findings. It indicates that regardless of fluctuations 
in alliance from early to mid-treatment, alliances are still 
relatively stronger when therapists are more agreeable, 
open and emotionally stable, and when they emotionally 
connect with family members and actively engage them in 
the treatment process. We also controlled for early treat-
ment alliance building behaviors, but found no longitudinal 
contribution of therapist behaviors during early treatment to 
mid-treatment alliance reports of therapists and family mem-
bers. This indicates that what therapists do during a specific 
session to strengthen the alliance only impacts therapists’ 
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and family members’ evaluation of the alliance shortly after 
this session.

Although not a specific focus of our study, it was interest-
ing to find that therapists mainly invested in individual alli-
ances with family members, but scarcely in systemic aspects 
of the alliance (safety and shared sense of purpose). This 
finding is in line with indications of Friedlander et al. (2019) 
that even highly experienced family therapists tend to focus 
mainly on individual alliances with family members, over-
looking the importance of systemic aspects of the alliance, 
such as in-session safety and a shared purpose among fam-
ily members. Although in our study more safety-promoting 
behaviors of the therapist were associated with less favorable 
therapist-reports of the alliance, several studies on alliance 
in family therapy indicate that family members’ in-session 
experience of safety (Friedlander et al., 2008b; Sotero et al., 
2018) as well the family’s shared purpose (Escudero et al., 
2008; Friedlander et al., 2008b; Sotero et al., 2018) promote 
positive treatment outcomes of systemic family treatment. 
Recent meta-analytic findings show that these systemic 
aspects of the alliance seem to be even more vital for posi-
tive treatment outcomes than family members’ individual 
alliances with the therapist (Friedlander et al., 2018). These 
combined study findings emphasize the need for a systemic 
focus on the alliance in training and supervision of family 
therapists.

This study has some limitations. First, because the sub-
scale scores as originally developed for the SOFTA resulted 
in little variance and insufficient interrater reliability, we 
instead used behavioral frequencies for each SOFTA alliance 
domain, with moderate interrater reliability. This means we 
only investigated the quantitative contribution of positive 
alliance building behaviors, whereas negative behaviors as 
well as clinical importance and context of certain therapist 
behaviors can also impact the alliance (e.g. Ackerman & 
Hilsenroth, 2001; Boardman et al., 2006; Friedlander et al., 
2006a; Muñiz de la Peña et al., 2012).

Second, despite the vital importance of systemic aspects 
of the alliance in conjoint family treatment, such as a shared 
purpose among family members and a sense of safety dur-
ing treatment (Friedlander et al., 2019), we had no data on 
family members’ and therapists’ experience of these sys-
temic aspects. This was due to the fact that we only had 
self- and therapist reported data from the WAI measure, 
designed for individual therapy, and the fact that measures 
of therapists’ observed shared sense of purpose behaviors 
had to be excluded from this study due to insufficient reli-
ability. Regarding differences between family members in 
their alliance with the therapist—another systemic complex-
ity in building alliances in family treatment—the number of 
included youth in our sample did not provide sufficient sta-
tistic power to differentiate between therapists’ contributions 
to alliances with parents and alliances with youth. We did 

however include multiple family members as informant of 
the alliance, controlled for family role (parent vs. youth) in 
our models, and included observations of therapists’ safety 
behaviors, and thus to some extent accounted for systemic 
alliance complexity.

A final limitation is that we only investigated therapists’ 
unilateral contributions to the alliance, and not the interac-
tion between therapists’ and family members’ contributions. 
This might imply that there is such a thing as a universal set 
of therapist characteristics that are best for every client or 
family. However, not only differences between therapists in 
their alliances with clients impact treatment outcome, alli-
ance differences between clients treated by the same thera-
pist can also be of substantial influence (Baldwin & Imel 
2013). Future research could benefit from explaining why a 
given therapist has above average alliances with some fami-
lies and family members, but below average alliances with 
other families and family members. This involves investigat-
ing families’ and family members’ characteristics contribut-
ing to the alliance (e.g. De Greef et al, 2018a; Sotero et al., 
2017), as well as the effect of interaction or ‘match’ between 
therapist and family members’ characteristics and behaviors 
(e.g. Friedlander et al., 2008a).

Despite its limitations, to our knowledge our study was 
the first to investigate therapists’ contributions to the alliance 
in family treatment including therapist personality and years 
of clinical experience. Although therapists’ observed in-ses-
sion alliance building behaviors have been studied before in 
family therapy (Diamond et al., 1999; Escudero et al., 2012; 
Friedlander et al., 2014; Muñiz de la Peña et al., 2012), our 
study adds to this body of knowledge by studying a larger 
sample, and providing empirical evidence for the associa-
tion between therapist behaviors and family members’ as 
well therapists’ reports of the alliance. The multi-informant 
character strengthens the robustness of our study findings. 
Another strength is the (short-term) longitudinal design, 
investigating the alliance as a process that evolves during 
treatment rather than as a static phenomenon.

Considering the small body of research on therapists’ 
characteristics contributing to the alliance in family treat-
ment, a replication of our study findings is vital to build a 
stronger evidence base. Future studies could benefit from 
investigating family effects as well as effects of interaction 
between therapist and family members’ characteristics or 
behaviors in relation to the alliance. Our finding that safety-
promoting behaviors of the therapist were associated with 
less favorable therapist-reports of the alliance seems some-
what contradictory to previous findings on family members’ 
in-session safety in relation to treatment outcome: further 
research on the role of safety during treatment may particu-
larly benefit from studying interactions between therapist 
and client behaviors. Finally, given the vital importance of 
alliance aspects typical of systemic treatment, an important 
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next step is to investigate therapists’ contributions predicting 
these systemic aspects. This includes investigating thera-
pists’ contributions to the family’s shared sense of purpose, 
their sense of safety and problematic differences between 
family members in their alliance with the therapist.

For clinical practice, our results implicate that train-
ing and supervision of family therapists could benefit 
from focusing on behaviors that enhance family members’ 
engagement in treatment and emotional connection to the 
therapist. More occurrences of these behaviors in treatment 
sessions may positively influence family members’ alli-
ances with the therapist, which in turn is likely to improve 
treatment outcomes. Additionally, training and supervision 
could be more effective when accommodated to the train-
ees’ personality profiles. Increasing trainees’ self-awareness 
and monitoring of the way their neurotic, extraverted, or 
conscientious tendencies become too manifest in expressed 
behavior during sessions might enhance the ability of family 
therapists in building strong alliances with family members 
in order to increase treatment effectiveness.
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