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                 The Therapeutic Alliance as a Predictor of Outcome in Dialectical Behavior Therapy Versus Nonbehavioral Psychotherapy by Experts for Borderline Personality Disorder Jamie D. Bedics California Lutheran University David C. Atkins, Melanie S. Harned, and Marsha M. Linehan University of Washington The purpose of the present study was to explore facets of the client- and therapist-rated therapeutic alliance as predictors of suicide attempts, nonsuicidal self-injury, depression, and introject during the course of 2 psychosocial treatments for borderline personality disorder. A total of 101 women meeting Diagnostic and Statistical Manual of Mental Disorders–IV DSM–IVcriteria for borderline personality disorder participated in a randomized controlled trial of dialectical behavior therapy (DBT) versus community treatment by experts. Clients and therapists rated the therapeutic alliance at 4 time points during 1 year of treatment. Multilevel models showed no significant differences in client ratings of the alliance by treatment condition. DBTtherapists reported greater working strategy consensus early in treatment and an overall greater alliance during treatment. Client ratings of commitment and working capacity were associated with fewer suicide attempts in DBT. Client ratings of commitment were also associated with reduced nonsuicidal self-injury in DBT only. Therapist ratings of the alliance were predictive of reduced suicide attempts in both treatments. Therapist ratings of the alliance in community treatment by experts were predictive of increased nonsuicidal self-injury. Client and therapist ratings of the alliance were not significantly associated with changes in depression or introject across both treatments. The study supported theoretically predicted relationships between facets of the therapeutic alliance in DBT and suicidal behavior. Results are discussed in the context of recommendations for developing the therapeutic alliance in DBT.
 Keywords:dialectical behavior therapy, borderline personality disorder, therapeutic alliance Dialectical behavior therapy (DBT) is one of the most widely researched and well-supported treatments for suicidal behavior and borderline personality disorder (BPD;Kliem, Kroger, & Kos- felder, 2010). DBT is the only treatment for BPD that has suffi- cient research to be deemed empirically supported according to a Cochrane Collaborative review (Stoffers et al., 2012). The accu- mulation of research on the efficacy of DBT has afforded research- ers the opportunity to better understand how DBT works and, specifically, to evaluate theorized mechanisms of change (Lynch, Chapman, Rosenthal, Kuo, & Linehan, 2006). The therapeuticalliance is widely acknowledged to be an active ingredient, or mechanism of change, in virtually all psychotherapies regardless of theoretical orientation, research methodology, use of a disorder- specific treatment manual, and investigator allegiance to the alli- ance construct (Flückiger, Del Re, Wampold, Symonds, & Hor- vath, 2012). In light of these data, researchers have become increasingly interested in components of the alliance that might vary according to a specific theoretical framework (Ulvenes et al., 2012;Webb et al., 2011). The goal of the present article is to test components of the therapeutic alliance and their relationship to outcome during a randomized controlled trial (RCT) of two expert- administered treatments for BPD.
 In the treatment of BPD, the therapeutic alliance has been identified as one of the few replicated, core change processes associated with improved outcomes (Barnicot et al., 2012). Of the studies supporting the importance of the therapeutic alliance in the treatment of BPD, several have come from the literature examining the efficacy of DBT. Two studies examining the therapeutic alli- ance in DBT have found the client-rated alliance to have an independent effect on BPD-related outcomes, but the effects did not differ between DBT and the control treatments (Hirsh, Quilty, Bagby, & McMain, 2012;Turner, 2000).
 One limitation of the alliance– outcome research in DBT has been the use of more global, summary ratings of the alliance that provide little theoretical direction regarding what a “good” alliance is and how therapists can act differently based on knowledge of the alliance– outcome correlation. One method of building on these prior findings is to examine theoretically meaningful facets of the Jamie D. Bedics, Department of Graduate Psychology, California Lu- theran University; David C. Atkins, Department of Psychiatry and Behav- ioral Science, University of Washington; Melanie S. Harned and Marsha M. Linehan, Behavioral Research and Therapy Clinics, Department of Psychology, University of Washington.
 This study was supported by grant MH34486 from the National Institute of Mental Health to the fourth author. Marsha M. Linehan receives royal- ties from New York: Guilford Press for books she has written on dialectical behavior therapy (DBT) and from Behavioral Tech, LLC, for DBT training materials she has developed. She also owns Behavioral Tech Research, Inc., a company that develops online learning and clinical applications that include products for DBT. Marsha M. Linehan and Melanie S. Harned are compensated for providing DBT training and consultation.
 Correspondence concerning this article should be addressed to Jamie D.
 Bedics, Department of Graduate Psychology, California Lutheran Univer- sity, 60 West Olsen Road, Thousand Oaks, CA 91360. E-mail:jbedics@ callutheran.edu This document is copyrighted by the American Psychological Association or one of its allied publishers.
 This article is intended solely for the personal use of the individual user and is not to be disseminated broadly. Psychotherapy© 2015 American Psychological Association 2015, Vol. 52, No. 1, 67–770033-3204/15/$12.00http://dx.doi.org/10.1037/a0038457 67 alliance that could be expected to vary by treatment. For example, in a study of cognitive therapy for depression, agreement on the goals and tasks of therapy was shown to be a stronger predictor of symptomatic improvement relative to the therapeutic bond (Webb et al., 2011). In a study of short-term dynamic psychotherapy and cognitive therapy for cluster C patients, the effect of the therapeu- tic bond on outcome was shown to vary based on therapeutic technique (Ulvenes et al., 2012). Taken together, these results support the importance of examining facets of the alliance, as they are likely to operate differently depending on theoretical orienta- tion and could more easily lend themselves to recommendations for improved clinical intervention.
 In DBT, the therapeutic alliance can best be understood through an analysis of its constituent parts as defined in the DBT manual (Linehan, 1993). Specifically, we focused on three components of the alliance considered important in DBT, namely an agreement on goals, commitment to therapy, and therapists’ taking a nonjudg- mental stance toward clients. Consistent with most cognitive and behavioral interventions, DBT places an emphasis on a collabor- ative agreement between therapist and client concerning the goals and tasks of therapy. DBT is unique from other cognitive– behavioral therapies in its use of a hierarchy of targeted goals including the reduction of life-threatening behavior, therapy- interfering behavior, and quality-of-life-interfering behavior (Line- han, 1993). While an agreement to work on the problems leading to suicidal behavior is a required part of DBT, goals related to building a worthwhile life are more fluid and develop throughout treatment. In addition to an agreement on goals, DBT therapists work to establish and maintain clients’ commitment to their goals and to therapy itself. DBT therapists use specific commitment strategies (e.g., devil’s advocate, pros and cons, foot-in-the door, etc.) as a means of motivating clients toward individual goals and as a method of trouble-shooting obstacles that may interfere with goal attainment. A final element of the alliance in DBT is thera- pists’ nonjudgmental and nonpejorative understanding of client behavior. DBT therapists are trained to interpret client behavior from a behavioral perspective that does not assume any intent or unconscious motivation beyond what is either observable or re- ported by the client, and to actively search for and validate the understandable reasons for the client’s behavior.
 In the current study, we sought to extend prior alliance work in DBT by examining components of the therapeutic alliance and their theoretically predicted association with outcome during a RCT of DBT compared with community treatment by experts for BPD (Linehan et al., 2006b). We used a comprehensive measure of the therapeutic alliance, the California Psychotherapy Alliance Scale (CALPAS;Gaston, 1991), which quantifies four facets of the alliance including working strategy consensus, patient com- mitment, therapist understanding and involvement, and patient working capacity. The first three of these facets, while certainly not unique to DBT, correspond well to the components of the alliance that are emphasized in DBT, as reviewed above. Our first set of hypotheses examined treatment differences in alliance rat- ings as rated by client and therapist. We predicted DBT therapists and clients to report greater client commitment, therapist under- standing, and agreement on goals compared with nonbehavioral community experts during the course of treatment. Although no predictions were made, we also examined treatment differences in client- and therapist-rated patient working capacity and total alli-ance ratings. Our second set of hypotheses focused on the associ- ation between alliance facets and outcomes relevant to the treat- ment of BPD: suicide attempt (SA), nonsuicidal self-injury (NSSI), introject (i.e., client self-concept), and depression. We predicted increased use of client- and therapist-rated working strategy consensus, patient commitment, and therapist understand- ing and involvement to be more predictive of improved outcome in DBT compared with the community treatment by experts condi- tion. Finally, we also examined the association between client- and therapist-rated patient working capacity and the total alliance with outcomes, although no predictions were made. Method Participants All participants (N 101) were female and metDiagnostic and Statistical Manual of Mental Disorders(4th ed.;DSM–IV;Amer- ican Psychiatric Association [APA], 1994) criteria for BPD. Di- agnoses were assessed through structured clinical interviews (First, Spitzer, Gibbon, Williams, Benjamin, 1996;Loranger, 1995) with intraclass correlations ranging from 0.74 to 1.00. The average age of all participants was 29.3 years (SD 7.5), ranging from 18 to 45 years. The majority of the sample identified as Caucasian (86.5%) and was single, divorced, or separated (87%), with an annual income reported at less than $15,000 (75%). Inclusion criteria were (a) a history of recurrent intentional self-injury, including at least two SAs or NSSI acts in the past 5 years, and (b) at least one SA or NSSI act in the prior 8 weeks. Individuals with a lifetime history of meeting criteria for schizophrenia, bipolar disorder, schizoaffective disorder, or psychotic disorder not other- wise specified were excluded from the study. Additional exclusion criteria included intellectual disability, a seizure disorder requiring medication, or mandated treatment. All participants were ran- domly assigned to either DBT (n 52) or community treatment by experts (CTBE;n 49) using a computerized adaptive minimi- zation randomization procedure. Further details on these proce- dures and the sample can be found inLinehan et al. (2006b).
 Treatments Dialectical behavior therapy.DBT (Linehan, 1993)isa cognitive– behavioral intervention initially developed for the treat- ment of suicidal behavior and later expanded to treat multidiagnostic, difficult-to-treat clients, including those meeting criteria for BPD.
 DBT is a principle-based intervention that incorporates behavioral change strategies with validation and acceptance techniques. Standard DBT consists of four modes of treatment, namely, weekly individual therapy, a weekly skills training group, as-needed telephone consul- tation, and weekly therapist team consultation meetings.
 Community treatment by experts.The CTBE condition was created as a control condition in this study to account for poten- tially confounding factors such as allegiance, expertise, prestige, and availability of a clinical supervision group, among others (see Linehan et al., 2006bfor further details). CTBE therapists were recruited based on nominations from community mental health leaders as experts in the treatment of difficult clients. Selected therapists described themselves as nonbehavioral in orientation.
 Cognitive behavior therapists were not selected for the CTBE This document is copyrighted by the American Psychological Association or one of its allied publishers.
 This article is intended solely for the personal use of the individual user and is not to be disseminated broadly. 68 BEDICS, ATKINS, HARNED, AND LINEHAN condition. Of the 38 therapists nominated, a total of 25 therapists were assigned clients. CTBE therapists provided the type and dose of therapy they felt necessary with a minimum of one individual therapy session per week.
 Materials Therapeutic Alliance.The CALPAS (Gaston, 1991) was used to rate the therapeutic alliance from both client and therapist perspectives. The CALPAS contains 24 items and four subscales, consisting of Patient Commitment, Patient Working Capacity, Therapist Understanding and Involvement, and Working Strategy Consensus. The Patient Commitment scale represents clients’ commitment to the therapist and the therapeutic process as well as confidence that the treatment will work. Patient Working Capacity signifies clients’ ability to reflect on therapist comments, self- disclose, and observe their own emotional reactions in the thera- peutic process. Therapist Understanding and Involvement mea- sures therapists’ understanding of clients’ problems and the ability of the therapist to take a nonjudgmental stance toward the client.
 Working Strategy Consensus measures clients’ and therapists’ mutual agreement on goals and the general procedures of therapy.
 We analyzed ratings of therapeutic alliance from the client and therapist perspective during the 1-year treatment at 4-month inter- vals, including pretreatment (after the first session), 4 months, 8 months, and 12 months (termination). Internal consistency for the total client-rated CALPAS was high ( .93), with scales ranging from .65 (Patient Working Capacity) to .82 (Working Strategy Consensus). Internal consistency for the total therapist-rated CALPAS was also high ( .95), with scales ranging from .73 (Working Strategy Consensus) to .92 (Patient Commitment). In the current study, correlations between alliance scales ranged from .64 (client- rated Patient Commitment and Patient Working Capacity) and .82 (client-rated Working Strategy Consensus and Therapist Under- standing and Involvement). Correlations between client and ther- apist subscales ranged from .28 (client-rated Therapist Under- standing and Involvement and therapist-rated Working Capacity) to .55 (client- and therapist-rated Patient Commitment).
 Depression.The Hamilton Rating Scale for Depression (HRSD) was used to assess interviewer-rated depression severity.
 The HRSD consists of 17-items and has well-established psycho- metric properties (Hamilton, 1960,1967).
 Introject.The introject, or client self-concept, was measured using the Intrex questionnaire (Benjamin, 1983). The Intrex ques- tionnaire is based on the structural analysis of social behavior (SASB;Benjamin, 1974) and, for the introject surface, consists of eight items rated on a scale from 0 (never,not at all)to100 (always,perfectly) in 10-point increments. Item examples include “I punish myself by blaming myself and putting myself down” for self-attack and “Aware of my personal shortcomings as well as my good points, I comfortably let myself be ‘as is’” for self-affirm.
 We used a weighted summary score of Intrex items to capture total introject affiliation (Pincus, Newes, Dickinson, & Ruiz, 1998).
 Nonsuicidal self-injury and suicide attempts.The Suicide Attempt Self-Injury Interview (SASII;Linehan, Comtois, Brown, Heard, & Wagner, 2006a) was used to measure SA and NSSI. The SASII is a structured interview that provides a standardized method and definition for the measurement of self-injurious be- havior. In the present study, both ambivalent and nonambivalentsuicide attempts were included as SA. Outcome variables used in the current analyses were assessed prior to treatment (baseline), 4 months, 8 months, and 12 months (termination). Data Analysis In our intent-to-treat sample, we used hierarchical linear mod- eling (HLM;Raudenbush & Bryk, 2002) as the primary data analytic technique. HLM has become the gold standard for data analysis in longitudinal or nested designs for its ability to flexibly model unbalanced data and include covariates across the hierar- chical levels of nested data. To examine alliance change during the course of treatment and by treatment condition, we used the following model as shown inEquation 1:
 Level 1:
 Alliance ti 0i 1(Time) ti 2(Time 2)ti e ti (1) Level 2:
  0i 00 01Tx r 0i  1 10 11Tx  2 20 21Tx wheretindexes time andiindexes individuals. Treatment,Tx, was dummy coded 0 for DBT and 1 for CTBE. We measured time in weeks and used linear and quadratic terms to model nonlinear change. At Level 2, the variance term (r 0i) models heterogeneity in individual participant’s initial alliance scores. Treatment differ- ences across time are modeled through cross-level interactions betweenTxandTime(i.e.,  11and 21). Deviance tests were used to assess whether additional random effects terms improved the model (Singer & Willett, 2003).
 We also were interested in examining how alliance ratings were associated with outcomes across both treatments for each hypoth- esis. One of the more notable advantages of HLM is its ability to model time-varying and time-invariant covariates as a method of examining the association between multiple variables across time.
 We added time-varying covariates as an additional fixed effect at level 1 of each model (seeSinger & Willett, 2003). An initial base model examined the effect of the alliance on outcomes regardless of treatment. The final, best fitting model, examined the interaction between treatment and time-varying covariates (TVC) and is shown inequation 2:
 Level 1:
 DV ti 0i 1(Time) ti 2(TVC) ti e ti (2) Level 2:
  0i 00 01Tx r 0i  1 10 11Tx  2 20 21Tx whereDVwas either SA, NSSI, SASB introject, or HRSD. NSSI is a count variable and was modeled using a Poisson mixed-effects regression using a log link function (Raudenbush & Bryk, 2002).
 The resulting coefficients called the rate-ratio (RR) can be inter- preted similar to an odds ratio for logistic regression. An assump- tion of the Poisson distribution is equidispersion where the mean is This document is copyrighted by the American Psychological Association or one of its allied publishers.
 This article is intended solely for the personal use of the individual user and is not to be disseminated broadly. 69 ALLIANCE IN DBT assumed to equal the variance (Atkins, Baldwin, Zheng, Gallop, & Neighbors, 2013). In the current data, NSSI has a mean of 1.60 and standard deviation of 1.84 suggesting overdispersion. Thus, we used a type of overdispersed Poisson mixed model in which an additional per-observation error term was included for NSSI. This functions as an overdispersion variance estimate, and the model itself is similar to a negative binomial. For SA, comparison of Akaike information criterion and Vuong test revealed the negative binomial distribution as the best fitting model. A single, outlying case in the CTBE condition reported 10 suicide attempts at pre- treatment. Analyses were conducted with and without the outlying case. Results were identical unless otherwise noted in the text. All SA results presented in the text and tables have excluded the outlying case. Lastly, we conducted sensitivity analyses to test the effect of client dropout or switching of therapists as impacting our analyses and found no change in our models. All data analyses were conducted in R v2.15.2 for Mac OS X (R Development Core Team, 2012) and made use of the lme4 package for generalized linear mixed models (Bates, Maechler, & Bolker, 2012). Results Treatment Differences in Client and Therapist Ratings of the Therapeutic Alliance Across Time Descriptive statistics for client- and therapist-rated alliance scores and our primary outcomes are provided inTable 1. The HLM inequation 1was fit to client-rated CALPAS scores allowing for a test of time, treatment, and treatment as it interacted with time. Our primary interest was in the treatment by time interaction, which is reported below for the total alliance score and each alliance scale. We note additional treatment and time effects in these models when significant. 1 Intraclass correlation coefficients for client-ratings of the total alliance showed 11% of the variability in alliance scores to be accounted for by therapists and 39% accounted for by patients.
 The treatment by time interaction for the total, client-rated alliance was not significant, indicating no treatment differences in total client-rated alliance (b .002,SE .01,t 0.15, p .88). The model revealed a significant quadratic effect of time, showing an increase in total client-rated alliance ratings toward the end of treatment, regardless of treatment (b .0002, SE .0001,t 1.98,p .05, CI 0.000002, 0.0005; all CIs are 95% CI). Of the client-rated subscales, treatment by time associations were not significant for client-rated Patient Com- mitment (b 0.004,SE 0.01,t 0.23,p .81), client-rated Therapist Understanding and Involvement (b 0.005,SE 0.01,t 0.36,p .72), client-rated Patient Working Capac- ity (b 0.002,SE 0.01,t 0.12,p .91), or client-rated Working Strategy Consensus (b 0.008,SE 0.02, t 0.52,p .60), indicating no treatment difference in client-rated subscales of the alliance. The only additional sig- nificant finding was an increase in client-rated Patient Commit- ment toward the end of treatment, regardless of treatment (b 0.0006,SE 0.0002,t(203) 3.86,p .05, CI 0.0003, 0.0009). Overall, these results showed no treatment differences in client ratings of the alliance across DBT and CTBE during the course of treatment.The HLM inequation 1was next fit to therapist-rated CAL- PAS scores allowing for a test of time, treatment, and treatment as it interacted with time. Intraclass correlation coefficients for therapist ratings of the total alliance showed 7% of the vari- ability in alliance scores to be accounted for by therapists and 25% accounted for by patients. The treatment by time interac- tion for the therapist-rated total alliance was not significant (b 0.03,SE 0.02,t 1.71,p .09). Results showed a treatment effect where DBT therapists reported a greater total alliance, regardless of time (b .39,SE 0.17,t 2.27, p .05, CI 0.73, 0.05). The only therapist-rated subscale to show a significant treatment by time interaction was Working Strategy Consensus where DBT therapists reported signifi- cantly greater Working Strategy Consensus early in treatment (quadratic effect;b 0.0007,SE 0.0003,t 2.45,p .05, CI 0.001, 0.0001). The treatment by time interaction was not significant for therapist-rated Patient Commitment (b 0.01,SE 0.02,t 0.54,p .59), therapist-rated Therapist Understanding (b 0.01,SE 0.01,t 1.09,p .28), or therapist-rated Patient Working Capacity (b 0.03,SE 0.02, t 1.39,p .17). The only additional significant result was for therapist-rated Patient Working Capacity, where DBT thera- pists reported greater Patient Working Capacity throughout treatment (b .45,SE 0.22,t(97) 2.06,p .05, CI  0.89, 0.02) and therapists in both treatments reported a significant increase in therapist-rated Patient Working Capac- ity during treatment (b 0.03,SE 0.01,t(183) 2.65,p .01, CI 0.01, 0.06). The Association Between the Alliance and Outcome Across Treatment Suicide attempts.An initial model examining the effect of the client-rated alliance on SA, regardless of treatment, showed no significant effects for client-rated total alliance (b 0.12, SE 0.10,z 1.14,p .26) and each client-rated subscale including client-rated Patient Commitment (b 0.01,SE 0.09,z 0.07,p .94), client-rated Patient Working Ca- pacity (b 0.16,SE 0.10,z 1.64,p .10), client-rated Therapist Understanding and Involvement (b 0.14,SE 0.10,z 1.44,p .15), and client-rated Working Strategy Consensus (b 0.09,SE 0.08,z 1.07,p .29).
 Equation 2was fit to examine the interaction between treatment and the client-rated alliance. Results are shown inTable 2and include the interaction and the treatment effects for DBT and CTBE. The interaction term for client-rated Patient Working Capacity approached significance suggesting a difference be- tween treatments in the association of client-rated Patient Working Capacity and SA (b 0.37,SE 0.20,z 1.90,p .06). As noted by the DBT treatment effect inTable 2, the association between client-rated Patient Working Capacity in DBT was significantly associated with SA (b 0.35,SE 0.16,z 2.39,p .02, CI  0.65, .06). In DBT, clients reported a 30% decrease in SA for every unit increase in client-rated Patient Working Capacity. In CTBE, the associa- tion between client-rated Patient Working Capacity and SA was 1Full HLM results for all analyses are available from the first author. This document is copyrighted by the American Psychological Association or one of its allied publishers.
 This article is intended solely for the personal use of the individual user and is not to be disseminated broadly. 70 BEDICS, ATKINS, HARNED, AND LINEHAN nonsignificant (b 0.02,SE 0.13,z 0.17,p .87). All other interactions and conditional effects for client-rated alli- ance on SA, in both treatments, were nonsignificant.
 The initial model examining the effect of the therapist-rated alliance on SA, regardless of treatment, showed significant effects for therapist-rated total alliance (b 0.31,SE 0.10, z 3.13,p .005, CI 0.50, 0.11), therapist-rated Patient Working Capacity (b 0.23,SE 0.08,z 2.77, p .01, CI 0.39, 0.08), therapist-rated Patient Commit- ment (b 0.22,SE 0.08,z 2.89,p .005, CI 0.37, 0.07), therapist-rated Working Strategy Consen- sus (b 0.20,SE 0.10,z 1.99,p .05, CI 0.40, 0.002), and therapist-rated Therapist Under-standing and Involvement (b 0.36,SE 0.11,z 3.35, p .0005, CI 0.57,  0.15).Table 2displays results examining the interaction between treatment and the therapist- rated alliance on SA as well as the treatment condition effects.
 There were no significant interactions between treatment con- ditions and therapist-rated alliance scales, indicating no signif- icant differences between treatments in the effect of the therapist-rated alliance on SA. The DBT treatment effect re- ported inTable 2showed a significant association between the therapist-rated total alliance and SA (b 0.34,SE 0.14, z 2.38,p .02, CI 0.61, 0.06). Of the therapist-rated Table 1 Descriptive Statistics for Client- and Therapist-Rated CALPAS Scales and Outcomes by Assessment Period First session 4 months 8 months 12 months DBT CTBE DBT CTBE DBT CTBE DBT CTBE C—Total Mean 5.20 5.10 5.14 4.94 5.29 5.20 5.57 5.63 SD0.95 1.01 1.04 1.16 0.96 1.00 1.02 .89 C—WSC Mean 5.37 5.23 5.21 4.85 5.40 5.24 5.68 5.59 SD1.12 1.22 1.38 1.49 1.23 1.23 1.29 1.19 C—TUI Mean 5.54 5.51 5.59 5.46 5.77 5.68 6.02 6.16 SD0.88 1.12 1.13 1.08 1.06 0.95 1.10 0.99 C—PWC Mean 4.60 4.38 4.89 4.68 4.86 4.88 5.02 5.22 SD1.13 1.20 1.04 1.08 0.89 0.98 0.97 0.72 C—PC Mean 5.31 5.22 4.85 4.76 5.14 4.99 5.55 5.22 SD1.14 1.13 1.10 1.45 1.07 1.19 1.09 1.13 T—Total Mean 4.49 4.08 4.61 4.65 4.86 4.68 5.29 5.08 SD0.89 0.75 1.12 1.07 1.02 1.08 1.01 1.15 T—WSC Mean 4.13 3.55 3.94 4.27 4.19 4.31 4.72 4.76 SD0.91 0.81 1.20 1.13 1.01 1.16 1.03 1.13 T—TUI Mean 5.28 5.06 5.36 5.34 5.49 5.32 5.74 5.49 SD0.85 0.76 0.90 0.96 0.81 0.94 0.80 1.19 T—PWC Mean 4.03 3.57 4.54 4.53 4.83 4.63 5.23 5.10 SD1.15 1.00 1.34 1.28 1.29 1.39 1.24 1.40 T—PC Mean 4.51 4.12 4.65 4.46 4.92 4.47 5.47 4.99 SD1.14 1.08 1.49 1.49 1.49 1.37 1.35 1.40 NSSI Mean 2.17 1.57 2.19 1.54 1.38 1.61 .84 1.24 SD2.23 1.44 2.09 1.76 1.67 1.67 1.58 1.60 SA Mean0.63 0.96 0.19 0.49 0.17 0.45 0.11 0.15 SD0.93 1.53 0.50 0.93 0.44 0.89 0.49 0.44 Introject Mean 73.10 95.30 21.44 47.53 3.27 33.55 18.30 24.31 SD56.81 45.88 73.36 71.66 67.16 70.17 85.51 81.50 HRSD Mean20.21 21.72 17.89 19.68 15.86 17.5 14.14 15.40 SD5.92 7.43 6.94 7.78 6.76 6.75 7.28 8.70 Note.CALPAS California Psychotherapy Alliance Scale;SD standard deviation; DBT dialectical behavior therapy; CTBE community treatment by experts; C client-rated; T therapist-rated; WSC working strategy consensus; TUI therapist understanding and involvement; PWC patient working capacity; PC patient commitment; NSSI nonsuicidal self-injury; SA suicide attempts; HRSD Hamilton Rating Scale for Depression. This document is copyrighted by the American Psychological Association or one of its allied publishers.
 This article is intended solely for the personal use of the individual user and is not to be disseminated broadly. 71 ALLIANCE IN DBT Table 2 Multilevel Model Results for Client- and Therapist-Rated Alliance Subscales by Treatment on Outcomes Outcome measures SA NSSI HRSD Introject affiliation (SE) (SE) (SE) (SE) CI CI CI CI Total Alliance—Client Rated Intercept .49 (.78) 1.56  (.49)23.46 (2.89) 93.30 (28.89) 1.04, 2.03 0.61, 2.51 17.76, 29.15 150.44, 36.16 C—Total: DBT .23 (.15) .18  (.09) 0.70 (.54) 6.48 (5.40) .53, .06 0.36, 0.0005 1.76, 0.36 4.19, 17.16 C—Total: CTBE 0.02 (.01) .14 (0.11) .09 (.60) 3.30 (6.40) 0.30, 0.25 .07, .35 1.10, 1.29 15.96, 9.36 Treatment C—Total 0.21 (.21) 0.31 (.14)0.79 (.80) 9.78 (8.34) 0.19, 0.62 0.04, 0.59 0.79, 2.38 26.28, 6.72 Working Strategy Consensus—Client Rated Intercept 0.13 (.65) 1.21 (.40)20.91 (2.43) 88.63 (23.96) 1.15, 1.42 .42, 2.00 16.11, 25.71 136.02, 41.23 C—WSC: DBT 0.16 (.12) 0.11 (.07) 0.20 (.43) 5.51 (4.33) 0.40, 0.08 0.25, 0.03 1.06, 0.65 3.06, 14.07 C—WSC: CTBE 0.04 (.11) 0.07 (.08) .02 (.47) 3.81 (4.95) 0.26, 0.18 .09, .23 .94, .91 13.60, 5.98 Treatment C—WSC 0.12 (.17) 0.18 (.11) 0.18 (.64) 9.32 (6.57) 0.21, 0.45 0.03, 0.40 1.07, 1.44 22.31, 3.67 Therapist Understanding and Involvement—Client Rated Intercept 0.27 (.81) 1.40  (.48)21.79 (2.80) 86.22 (27.89) 1.32, 1.86 0.61, 2.19 16.28, 27.30 141.39, 31.05 C—TUI: DBT 0.18 (.14) 0.14 (.08) 0.36 (.48) 4.73 (4.80) 0.46, 0.11 0.28, 0.004 1.31, 0.59 4.77, 14.23 C—TUI: CTBE 0.12 (.13) .14 (.11) .53 (.59) .92 (6.26) 0.38, 0.14 .07, .35 1.69, .63 13.31, 11.47 Treatment C—TUI 0.05 (.20) 0.28  (.13) 0.17 (.75) 5.65 (7.85) 0.33, 0.44 0.06, 0.50 1.66, 1.32 21.17, 9.87 Patient Working Capacity—Client Rated Intercept 0.89 (.67) 1.12 (.41)24.47 (2.53) 104.50 (25.63) 0.42, 2.20 0.31, 1.94 19.48, 29.47 155.18, 53.81 C—PWC: DBT 0.35  (.16) 0.11 (.09) 0.98 †(.51)9.57 (5.20) 0.65, 0.06 0.28, 0.06 1.98, 0.03 0.71, 19.85 C—PWC: CTBE 0.02 (.13) 0.10 (.10) .54 (.58) .56 (6.08) 0.24, 0.28 .10, .29 .60, 1.68 12.62, 11.44 Treatment C—PWC 0.37 †(.20)0.20 (.13) 1.52 (.76) 10.16 (7.95) 0.01, 0.76 0.05, 0.46 0.01, 3.02 25.87, 5.56 Patient Commitment—Client Rated Intercept 0.26 (.72) 1.58  (.42)23.44 (2.47) 64.28 (23.50) 1.67, 1.15 0.76, 2.41 18.57, 28.32 110.77, 17.80 C—PC: DBT 0.08 (.14) 0.19  (.08) 0.70 (.46) 0.82 (4.36) 0.35, 0.18 0.35, 0.03 1.60, 0.20 7.81, 9.46 C—PC: CTBE 0.06 (.12) 0.09 (0.09) .18 (.49) 1.54 (5.15) .18, .29 .09, .26 .79, 1.15 11.72, 8.65 Treatment C—PC 0.14 (.20) 0.28 (.12)0.88 (.67) 2.36 (6.75) 0.21, 0.50 0.05, 0.52 0.44, 2.20 15.71, 10.99 This document is copyrighted by the American Psychological Association or one of its allied publishers.
 This article is intended solely for the personal use of the individual user and is not to be disseminated broadly. 72 BEDICS, ATKINS, HARNED, AND LINEHAN Table 2 (continued) Outcome measures SA NSSI HRSD Introject affiliation (SE) (SE) (SE) (SE) CI CI CI CI Total Alliance—Therapist Rated Intercept 0.76 (.64) 0.79 (.44) 16.55  (2.65) 61.86 (27.21) 0.49, 2.01 0.08, 1.66 11.33, 21.77 115.79, 7.93 T—Total: DBT 0.34  (.14) 0.03 (.09) 0.77 (.55) 0.35 (5.87) 0.61, 0.06 0.22, 0.15 0.33, 1.86 11.99, 11.28 T—Total: CTBE 0.27 †(.14).32 (.11) .03 (.57) 2.32 (6.15) 0.54, 0.01 .10, .54 1.16, 1.11 14.52, 9.87 Treatment T—Total 0.07 (.20) 0.36 (.15) 0.79 (.78) 1.97 (8.28) 0.32, 0.46 0.07, 0.64 2.32, 0.78 18.39, 14.44 Working Strategy Consensus—Therapist Rated Intercept 0.34 (.58) 0.71 (.39) 16.82  (2.28) 47.28 (22.78) 0.79, 1.48 0.06, 1.48 12.32, 21.32 92.42, 2.14 T—WSC: DBT 0.26 (.14) 0.02 (.09) 0.79 (.52) 4.06 (5.34) 0.54, 0.01 0.20, 0.16 0.24, 1.82 14.64, 6.52 T—WSC: CTBE 0.09 ( .14) .23  (.10).05 (.55) 5.71 (5.91) .36, .18 .03, .43 1.02, 1.13 17.43, 6.01 Treatment T—WSC 0.17 (.20) 0.26 (.14) 0.74 (.74) 1.64 (7.81) 0.21, 0.56 0.003, 0.52 2.19, 0.72 17.12, 13.82 Therapist Understanding and Involvement—Therapist Rated Intercept 0.79 (.88) 1.07 (.57) 14.00  (3.34) 25.20 (34.01) .95, 2.51 0.05, 2.20 7.46, 20.54 92.60, 42.19 T—TUI: DBT 0.29 (.17) 0.11 (.11) 1.14 (.61) 7.32 (6.36) 0.61, 0.04 0.31, 0.10 0.06, 2.35 19.92, 5.28 T—TUI: CTBE .43  (.14).29 (.13).46 (.64) 5.64 (6.68) 0.71, 0.15 .04, .54 .81, 1.73 18.87, 7.59 Treatment T—TUI 0.14 (.22) 0.39 (.17) 0.68 (.88) 1.68 (9.15) 0.58, 0.29 0.07, 0.72 2.43, 1.06 16.45, 19.80 Patient Working Capacity—Therapist Rated Intercept 0.33 (.49) 0.72 (.33)18.86 (2.01) 88.45 (20.76) 0.64, 1.30 0.08, 1.37 14.89, 22.83 129.59, 47.32 T—PWC: DBT 0.26  (.12) 0.04 (.07) 0.28 (.44) 6.34 (4.64) 0.49, 0.03 0.18, 0.11 0.58, 1.14 2.86, 15.54 T—PWC: CTBE 0.19 (.11) .29  (.09) .05 (.44) 1.02 (4.77) 0.41, 0.02 .11, .46 .91, .81 8.44, 10.48 Treatment T—PWC 0.07 (.16) 0.32 (.11) 0.33 (.59) 5.32 (6.41) 0.24, 0.38 0.11, 0.54 1.50, 0.3 18.02, 7.37 Patient Commitment—Therapist Rated Intercept 0.50 (.49) 0.53 (.35) 17.81  (2.08) 65.67 (21.02) 0.47, 1.46 0.16, 1.22 13.71, 21.90 107.32, 24.02 T—PC: DBT 0.28  (.11)0.02 (.07) 0.48 (.41) 0.76 (4.39) 0.49, 0.06 0.12, 0.16 0.34, 1.31 7.93, 9.45 T—PC: CTBE 0.17 (.11) .19  (.08) .30 (.45) .40 (4.71) 0.38, 0.04 .02, .35 1.19, .59 8.93, 9.74 Treatment T—PC 0.11 (.15) 0.17 (.11) 0.79 (.61) 0.35 (6.36) 0.41, 0.19 0.04, 0.39 1.98, 0.41 12.96, 12.25 Note.CI 95% confidence interval;SE standard error; SA suicide attempts; NSSI nonsuicidal self-injury; HRSD Hamilton Rating Scale for Depression; PC patient commitment; WSC working strategy consensus; TUI therapist understanding and involvement; PWC patient working capacity; C client ratings; T therapist ratings; DBT dialectical behavior therapy; CTBE community treatment by experts. †p .06. p .05. This document is copyrighted by the American Psychological Association or one of its allied publishers.
 This article is intended solely for the personal use of the individual user and is not to be disseminated broadly. 73 ALLIANCE IN DBT subscales, therapist-rated Patient Commitment (b 0.28, SE 0.11,z 2.56,p .02, CI 0.49, 0.06) and therapist-rated Patient Working Capacity (b 0.26,SE 0.12,z 2.26,p .03, CI 0.49, 0.03) were significant predictors of SA in DBT, where DBT clients reported a 23% and 21% reduction in SA for every unit increase in therapist reported Patient Commitment and Patient Working Capacity, respectively. In CTBE, conditional effects revealed significant effects for therapist-rated total alliance (b 0.27,SE 0.14, z 1.93,p .05, CI .54, .01) and therapist-rated Therapist-Understanding and Involvement scales (b 0.43, SE 0.14,z 3.00,p .003, CI .71, .15) on SA, where an increase in both therapist-rated subscales was associ- ated with decreased SA during treatment. 2 Nonsuicidal self-injury.The initial model examining the ef- fect of the client-rated alliance on NSSI, regardless of treatment, showed no significant effects for total client-rated alliance (b 0.02,SE 0.07,z 0.26,p .79) or client-rated subscales including client-rated Patient Commitment (b 0.06, SE 0.06,z 1.02,p .31), client-rated Patient Working Capacity (b 0.01,SE 0.07,z 0.18,p .86), client-rated Therapist Understanding and Involvement (b 0.03,SE 0.07, z 0.41,p .68), and client-rated Work Strategy Consensus (b 0.03,SE 0.06,z 0.50,p .61).Table 2reports results examining the interaction between treatment condition and the client-rated alliance on NSSI as well as treatment condition effects. The interaction term for the total client-rated alliance indicated a significant difference between treatments for the effect of the total client-rated alliance on NSSI (RR 1.36,b 0.31, SE 0.14,z 2.21,p .03). The effect for the total client-rated alliance indicated that DBT participants reported a 16% reduction in NSSI for every unit increase in client-rated total alliance (RR 0.84,b 0.18,SE 0.09,z 1.95,p .05). An analysis of the CTBE condition showed a nonsignificant effect of the client- rated total alliance on NSSI (seeTable 2). We next examined the effects of client-rated alliance subscales on NSSI. The interaction term for client-rated Patient Commitment indicated a significant difference between treatments in the association between client- rated Patient Commitment and NSSI (RR 1.33,b 0.28,SE 0.12,z 2.34,p .01). DBT clients reported a 17% reduction in NSSI for every unit increase in client-rated Patient Commitment (RR 0.83,b 0.19,SE 0.08,z 2.37,p .02). An analysis of the CTBE condition showed a nonsignificant relation- ship between client-rated Patient Commitment and NSSI (see Table 2). The interaction term for client-rated Therapist Under- standing and Involvement indicated a significant difference be- tween treatments in the association between Therapist Understand- ing and Involvement and NSSI (RR 1.32,b 0.28,SE 0.13, z 2.08,p .04). Although nonsignificant, DBT clients reported a 13% reduction in NSSI for every unit increase in client-rated Therapist Understanding and Involvement (RR 0.87, b 0.14,SE 0.08,z 1.65,p .09). An analysis of the CTBE condition showed a nonsignificant relationship between client-rated Therapist Understanding and Involvement and NSSI (seeTable 2). Client-rated Patient Working Capacity and client- rated Working Strategy Consensus did not show a significant relationship to NSSI outcomes across treatments.
 We next examined the relationship between therapist-rated al- liance and NSSI. The initial model examining the effect of thetherapist-rated alliance on NSSI, regardless of treatment, showed no significant effects for the total therapist-rated alliance (b 0.11,SE 0.07,z 1.14,p .15) or any therapist-rated subscales including therapist-rated Patient Commitment (b .10, SE 0.06,z 1.72,p  .09), therapist-rated Patient Working Capacity (b .08,SE 0.06,z 1.32,p .19), therapist-rated Therapist Understanding and Involvement (b .06,SE 0.08, z 0.68,p .50), and therapist-rated Working Strategy Consen- sus (b .05,SE 0.07,z 0.76,p .45).Table 2reports results examining the interaction between treatment condition and therapist-rated alliance on NSSI and the treatment effects for DBT and CTBE. The interaction for the total therapist-rated alliance indicated a significant difference between treatments in the asso- ciation between the total therapist-rated alliance and NSSI (RR 1.43,b 0.36,SE 0.15,z 2.45,p .01). As shown by the DBT treatment effect inTable 2, the therapist-rated total alliance score was not significantly associated with NSSI in DBT. Analysis of the CTBE condition revealed a positive relationship between total therapist-rated alliance and NSSI (RR 1.38,b 0.32,SE 0.11,z 2.82,p .01) where CTBE clients reported a 38% increase in NSSI for every one-unit increase in therapist-rated total alliance. Of the therapist-rated subscales, results showed a signif- icant interaction between treatment and Therapist Understanding and Involvement (RR 1.48,b 0.39,SE 0.17,z 2.39,p .01) and Patient Working Capacity on NSSI (RR 1.38,b 0.32, SE  0.11,z 2.95,p .01). Therapists’ ratings of alliance subscales in DBT were not significantly related to NSSI (seeTable 2). Analysis of the CTBE condition showed a 33% increase in NSSI for every unit increase in therapist-rated Therapist Under- standing and Involvement (RR 1.33,b 0.29,SE 0.13,z 2.24,p .05) and a 33% increase in NSSI for every unit increase in therapist-rated Patient Working Capacity (RR 1.33,b 0.29, SE 0.09,z 3.21,p .05). Although not significantly different from DBT, therapist-rated Working Strategy Consensus and therapist-rated Patient Commitment were also positively associ- ated with NSSI in CTBE (seeTable 2).
 Introject affiliation.The initial models examining the effect of total client-rated alliance on introject affiliation, regardless of treatment, showed no significant effects for total client-rated alli- ance (b 2.18,SE 4.10,t 0.53,p .60) or any client-rated subscales including client-rated Patient Commitment (b 0.49, SE 3.29,t 0.15,p .88), client-rated Patient Working Capacity (b 5.02,SE 3.92,t 1.28,p .20), client-rated Therapist Understanding and Involvement (b 2.90,SE 3.78, t 0.77,p  .44), and client-rated Working Strategy Consensus (b 1.29,SE 3.24,t 0.40,p .69). Similarly, no significant main effects were found for total therapist-rated alliance (b 1.51,SE 4.32,t 0.35,p .73) or any therapist-rated subscales including therapist-rated Patient Commitment (b .17, SE 3.23,t 0.05,p .96), therapist-rated Patient Working Capacity (b 3.88,SE 3.42,t 1.14,p .26), therapist-rated Therapist Understanding and Involvement (b 7.20,SE 4.60, t 1.56,p .12), and therapist-rated Working Strategy Con- 2Results for therapist-rated Patient Commitment (b 0.22,SE 0.11,z 1.95,p 0.05, CI .43, .001) and Patient Working Capacity (b 0.22,SE 0.11,z 1.92,p 0.05, CI .44, .004) in the CTBE condition reached significance with the inclusion of a single, outlying case. This document is copyrighted by the American Psychological Association or one of its allied publishers.
 This article is intended solely for the personal use of the individual user and is not to be disseminated broadly. 74 BEDICS, ATKINS, HARNED, AND LINEHAN sensus (b 4.50,SE 4.02,t 1.12,p .27) on introject affiliation regardless of treatment. Client- and therapist-ratings of the alliance did not interact with treatment in having an effect on introject (seeTable 2).
 Depression.The initial models examining the effect of total client-rated alliance on depression, regardless of treatment, showed no significant effects for total client-rated alliance (b 0.36,SE 0.40,t 0.90,p .37) or any client-rated subscales including client-rated Patient Commitment (b 0.31, SE 0.34,t 0.92,p .36), client-rated Patient Working Capacity (b .34,SE .39,t 0.86,p .39), client-rated Therapist Understanding and Involvement (b 0.42,SE 0.38, t 1.12,p .26), and client-rated Working Strategy Consensus (b 0.12,SE 0.32,t 0.37,p .71). Similarly, no significant main effects were found for total therapist-rated alli- ance (b 0.39,SE 0.41,t 0.96,p .34) or any therapist- rated subscales including therapist-rated Patient Commitment (b .12,SE  0.31,t 0.39,p .70), therapist-rated Patient Working Capacity (b 0.12,SE 0.32,t 0.37,p .71), therapist-rated Therapist Understanding and Involvement (b 0.82,SE 0.45, t 1.82,p .07), and therapist-rated Working Strategy Consen- sus (b 0.47,SE 0.39,t 1.19,p .23). The interaction between treatment condition and client- and therapist-rated alli- ance on depression are reported inTable 2. The interaction term for client-rated Patient Working Capacity indicated a significant difference between treatments in the association between depres- sion and client-rated Patient Working Capacity (b 1.52,SE 0.76,t 1.99,p .05, CI 0.01, 3.02). The main effect indicated a trend association between an increase in client-rated Patient Working Capacity and decreased depression scores in DBT (b 0.98,SE 0.51,t 1.92,p .06, CI 1.99, 0.03).
 The association between client-rated Patient Working Capacity and depression in CTBE was not significant (seeTable 2). All other interaction terms and treatment effects for client and thera- pist ratings of the alliance on depression were nonsignificant. Discussion The goal of the present study was to examine the client- and therapist-rated therapeutic alliance in DBT for the treatment of BPD. Similar to prior literature examining the alliance in DBT (Hirsh et al., 2012), clients’ perceptions of the total alliance in- creased regardless of treatment condition and did not differ be- tween conditions. DBT therapists perceived a greater total alliance compared to the control condition regardless of time in treatment.
 The only subscale difference found over time was in DBT thera- pists’ perception of greater goal and strategy consensus early in treatment as compared with CTBE. This finding is consistent with DBT’s emphasis on pretreatment orientation where, in the first four sessions, therapists emphasize the establishment of clients’ goals as well as obtaining and strengthening commitments to work toward these goals.
 Despite the general lack of differences in client-rated alliance across treatments, some of our results suggested that elements of the client-rated alliance work differently in DBT and have unique effects on particular outcomes. An increase in the client-rated total alliance was associated with reduced NSSI in DBT but not CTBE.
 Further subscale analysis showed client-rated patient commitment and client-rated therapist understanding and involvement to beassociated with reduced NSSI in DBT only. In terms of commit- ment, one explanation for this finding is that DBT therapists are trained in, and required to use, specific commitment strategies to elicit and reinforce client commitment to a hierarchy of treatment goals. In this hierarchy the elimination of suicidal and self- injurious behavior has priority. The therapists’ use of commitment strategies around the elimination of self-injurious behavior may encourage clients to remain committed to changing what was once perceived as an intractable behavior. Future work would benefit by exploring whether these specific commitment-related strategies uniquely predict clients’ sense of commitment leading to reduc- tions in NSSI.
 In addition to client-rated commitment, a significant difference between treatments was found in the association between client- rated perceptions of therapist understanding and involvement and NSSI. DBT clients who perceived greater understanding and in- volvement on the part of their therapist also reported decreased NSSI. The association did, however, only approach significance in DBT while there was no association in CTBE. The trend finding in DBT is noteworthy in light of the significant difference between treatments and its consistency with prior research highlighting the importance of a more positive interpretation of clients’ behavior as being associated with reduced suicidal behavior (Bedics et al., 2012b;Shearin & Linehan, 1992).
 Although no predictions were made regarding patient working capacity, the scale did prove useful in understanding the effect of the client- and therapist-rated alliance in DBT. Patient working capacity is defined as clients’ tendency to self-disclose, observe their own reactions, modulate their emotions, and work effectively with therapists to resolve their problems (Gaston, 1991). In DBT, an increase in this element of the alliance, as perceived by clients and therapists, was associated with significant reductions in sui- cide attempts. In addition, the association between client-rated working capacity and depression was significantly different be- tween treatments although the treatment effect in DBT only ap- proached significance.
 The results from therapist ratings of the alliance were mixed.
 Therapists’ perception of the alliance, regardless of treatment and subscale, were found to be predictive of reduced SA. One inter- pretation of this finding is that factors associated with the occur- rence of SA, such as clients’ sense of hopelessness or lack of belongingness (Van Orden, Witte, Cukrowicz, Braithwaite, Selby, & Joiner, 2010), could vary more strongly with how therapists perceive the strength of the alliance as compared with other outcomes. In contrast to SA, therapists’ ratings of the alliance in CTBE were positively associated with NSSI and unrelated to NSSI in DBT. CTBE therapists who reported their clients as more engaged and rated themselves as more involved and understanding of their clients had clients who reported increased NSSI. These results are consistent with two findings from prior work examining DBT. First, in a prior study using the same database, a positive association was found between client-ratings of therapist affirma- tion and NSSI in CTBE (Bedics et al., 2012a). Second, in a study of DBT versus a treatment-as-usual control for BPD, the frequency of phone call use in the control condition was positively associated with parasuicidal behavior (i.e., NSSI) while there was no associ- ation between phone call use and parasuicidal behavior in DBT.
 Although speculative, these associations are suggestive of therapist reinforcement of NSSI through increased therapist attention and This document is copyrighted by the American Psychological Association or one of its allied publishers.
 This article is intended solely for the personal use of the individual user and is not to be disseminated broadly. 75 ALLIANCE IN DBT involvement in non-DBT treatments. This stands in contrast to DBT where therapists are instructed to respond in nonreinforcing ways to problematic client behaviors such as NSSI (e.g., act in matter-of-fact, neutral, yet engaged manner; reduce or maintain, but do not increase, the frequency of contact). Future research could extend these findings by examining the sequential interac- tion between therapist and client around topics related to NSSI.
 Lastly, the alliance had no impact on client introject and rela- tively little effect on depression across treatments. The lack of findings in DBT could be interpreted based on therapists’ use of a hierarchy of treatment targets. Clients’ introject and depression are not primary targets of treatment in DBT. Consequently, elements of the alliance in DBT may be less relevant to these outcomes. The effect of alliance on these outcomes could be stronger in cases where self-concept and depression were clear additional targets of treatment. In addition, our prior work has shown client introject to improve during DBT and that these improvements were associated with the quality of the interpersonal relationship between client and therapist (Bedics et al., 2012a). The therapeutic relationship can be understood as conceptually distinct from the alliance, and it may be the case that the interpersonal relationship between client and therapist has a greater effect on introject (Henry, Schacht, & Strupp, 1990).
 Conclusions and Limitations The current study supported the benefit of examining the alli- ance and theoretically meaningful facets of the alliance as predic- tors of specific outcomes during DBT. An analysis of facets of the alliance, especially from the client perspective, proved useful in understanding mechanisms within DBT that would not be revealed through a focus on total alliance ratings. In addition, elements of the alliance may be uniquely associated with particular outcomes during treatment. The strength of the current study lies in its measurement of the alliance and its facets during an RCT of DBT.
 Nevertheless, there are several limitations to the present work. We did not account for the possibility that early symptom improve- ment may have influenced ratings of the alliance resulting in subsequent symptom change. Additionally, our analysis of time- varying covariates does not allow for conclusions regarding cau- sation and at best points to associations between factors. The current data analyses also did not use a multivariate approach to HLM, thus making the results more vulnerable to increased Type I error rates (Baldwin, Imel, Braithwaite, & Atkins, 2014). Re- garding the CTBE control condition, although all CTBE therapists came from a nonbehavioral orientation, each represented a variety of theoretical perspectives that preclude generalization to any particular theoretical orientation. We also did not examine the extent to which convergence between client and therapist ratings was predictive of outcome. Initial or even moderate discrepancies between clients’ and therapists’ perspectives may be predictive of outcome, especially early in treatment (Horvath, Del Re, Flück- iger, & Symonds, 2011).
 This study was the first to examine theoretically meaningful facets of the alliance in DBT for the treatment of BPD. The results highlight the importance of clients’ commitment and clients’ working capacity in reducing suicidal behavior in DBT and ther- apists’ ratings of the alliance in reducing suicide attempts regard- less of intervention. The results are also encouraging of futurework focused on theoretically meaningful elements of the alliance as they relate to observable therapist technique for particular outcomes. References American Psychiatric Association. (1994).Diagnostic and Statistical Man- ual of Mental Disorders(4th ed.). Washington, DC: American Psychi- atric Association.
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