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Abstract 

Title of Dissertation:  Fidelity and Alliance Effects on Youth Outcomes of 

Functional Family Therapy 
 
 John A. Cosgrove, Ph.D., 2020 
 

Dissertation Directed by: Professor Bethany R. Lee, School of Social Work, 
University of Maryland, Baltimore 

 
This dissertation contributes to the scant and inconclusive literature on fidelity and 

alliance effects on outcomes of manualized youth behavioral health intervention. The 

aims of this study are to test the comparative effects of fidelity and alliance on (1) 

treatment progress, (2) change in behavioral health symptoms, and (3) recidivism among 

juvenile offenders receiving Functional Family Therapy (FFT) – a community-based 

family therapy intervention. The concurrent effects of fidelity and alliance on FFT 

outcomes have not been previously tested, which can help to better understand the 

relative importance of the technical and relational aspects of delivering an intervention 

effectively. This study involved secondary analysis of data collected for a statewide 

evaluation of FFT for delinquent youth in Maryland. Using a single-group longitudinal 

design, treatment progress and change in behavioral symptoms were observed at 

discharge, and recidivism was observed at 12 months post-discharge. Mixed-effects 

models regressed treatment progress, behavioral symptoms change, and recidivism on 

fidelity, alliance, and other covariates. Therapist random intercepts estimated between-

therapist variance in each outcome when controlling for fidelity and alliance individually, 

and both simultaneously, to better understand the role of each in differentiating the 

effectiveness of FFT across different practitioners. Stronger alliance was associated with 

greater reductions in youth behavioral symptoms and recidivism for any offense. Higher 



fidelity was associated with further progress through treatment and reduced recidivism 

for adjudicated offenses. Neither fidelity nor alliance substantively explained between-

therapist variance in outcomes. Results suggest that the relative importance of fidelity 

and alliance is contingent upon the goals of implementing the intervention, with alliance 

being more salient for clinical outcomes and fidelity for program retention and 

delinquency status. For public systems-involved youth with emotional and behavioral 

challenges, both clinical functioning and systems involvement are critical outcomes, 

underscoring that both fidelity and alliance are essential for effectively serving this 

population.
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CHAPTER 1: PROBLEM STATEMENT AND BACKGROUND 

In the US, between 13-20% of children and adolescents are estimated to have a 

diagnosable mental health disorder (Perou et al., 2013). This rate is considerably higher 

among youth involved with public social service systems, with an estimated 50-75% of 

youth in the juvenile justice system (Underwood & Washington, 2016) and 

approximately half in the child welfare system (Bronsard et al., 2016) meeting criteria for 

mental health diagnoses. Externalized behavior disorders such as disruptive and conduct 

disorders are the most common mental health diagnoses among youth involved with these 

systems (Bronsard et al., 2016, Underwood & Washington, 2016). Youth from low 

income households (Hodgkinson et al., 2007) and racial and ethnic minorities (Alegria et 

al., 2011; Institute of Medicine, 2009) are also at increased risk for mental and behavioral 

health challenges – populations that are also disproportionately represented in public 

service systems (Alegria et al., 2011). The social and economic costs of child mental 

illness are well-established. Having a psychological disorder has been associated with 

poorer physical health, academic performance, and social functioning, and increased risk 

for delinquency and victimization, among other key wellbeing indicators (Currie & 

Stabile, 2009; Sheehan, 2017). Further, mental illness is the most costly medical 

condition among children ages 0-17, with an estimated annual cost of nearly $14 billion 

(Soni, 2015). Despite the prevalence and costs of child psychological disorders, youth 

often do not receive the mental health care that they need, particularly youth with the 

greatest needs such as those involved in public service systems (Alegria et al., 2011; 

American Psychological Association [APA] Task Force on Evidence-Based Practice for 

Children and Adolescents, 2008). Common barriers to service use include help-seeking 
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attitudes and behaviors; cultural factors such as perceptions of mental illness and 

language barriers; and accessibility issues such as lack of health insurance and 

fragmented service delivery systems (Alegria et al., 2011; APA Task Force on Evidence-

Based Practice for Children and Adolescents, 2008). Effectively delivering mental and 

behavioral health services to youth who need them remains a pressing public health 

concern.  

The remainder of this chapter briefly introduces two prominent approaches to 

delivering mental health treatment: (1) evidence-based practice (EBP), which maintains 

that there are specific treatment techniques or components that are best equipped for 

treating certain symptoms or disorders; and (2) common factors, which places more 

emphasis on general therapeutic practices such as developing a strong working alliance 

with the client than delivering specific treatment components. The strengths of the EBP 

approach for improving service delivery to youth with behavioral health needs are 

introduced, as well as the role of program fidelity in providing consistent and quality 

evidence-based services. Next, the comparative importance of delivering specific 

treatment components (per the EBP approach) and general therapeutic skills (per the 

common factors approach) for effecting client change is discussed, including an overview 

of research on the relative effects of program fidelity and working alliance on outcomes 

of youth behavioral health interventions. The chapter closes with a description of the 

purpose and rationale of the current study, which examines the comparative effects of 

fidelity and alliance on youth outcomes of a family therapy intervention for juvenile 

offenders. This study’s contribution to the broader discourse about [evidence-based] 
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treatment techniques and common factors is addressed, as well as its relevance to social 

work practice. 

Evidence-Based Practice 

Over the past 25 years, EBP has emerged as a prevalent approach to treating 

youth behavioral disorders (Hoagwood et al., 2014). Evidence-based practice involves 

the integration of research evidence, clinical expertise, and client needs and preferences 

in the delivery of health care services (McKibbon, 1998). In behavioral health treatment, 

an evidence-based intervention (EBI) refers to a specific program or protocol that draws 

upon EBPs and has been empirically demonstrated as efficacious for treating certain 

symptoms, disorders, and other related outcomes such as reduced reliance on out-of-

home care. Blueprints for Healthy Youth Development – a prominent registry of EBIs for 

youth problem behaviors – requires that a program has a positive impact on targeted 

outcomes, intervention specificity, and dissemination readiness to be designated as an 

EBI (Center for the Study and Prevention of Violence, 2019). Thus, in addition to 

scientific evidence, an EBI must also have clearly defined program components that 

distinguish it from other interventions, and the capacity to be transported across treatment 

settings. It follows that an EBI is typically manualized, with a treatment manual that lays 

out essential program components to guide practitioners in correctly and consistently 

delivering the intervention.  

As EBIs are both efficacious and transportable, they have the potential to expand 

utilization of effective behavioral health services by youth who need them the most. 

Research has shown that numerous manualized behavioral health EBIs (e.g., 

Multisystemic Therapy, Functional Family Therapy) are effective with juvenile justice 
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and child welfare populations (California Evidence-Based Clearinghouse for Child 

Welfare, 2019; Center for the Study and Prevention of Violence, 2019). Further, EBIs for 

youth with conduct disorders were found to be similarly effective across youth with 

varying comorbidities and case complexities (e.g., severity of child dysfunction, 

socioeconomic disadvantage; Kazdin and Whitley, 2006). These findings suggest that 

EBIs can work for youth with the highest needs. In addition to client outcomes, some 

evidence suggests that adopting EBIs may have economic benefits. A fiscal evaluation of 

EBIs implemented across one state attributed a net savings of taxpayer dollars to the 

[collective] EBIs, and estimated that the risk of loss in adopting an EBI is low (Aos et al., 

2006). Therefore, disseminating EBIs shows promise as an effective and sustainable 

approach for delivering high quality behavioral health services to youth with the greatest 

need. 

Consistent EBI Delivery across Settings 

 The evidence for an EBI is often established by controlled efficacy trials. To 

replicate an EBI’s effects demonstrated in clinical studies, the intervention delivered in 

real-world settings must resemble to the extent possible that which was delivered in 

controlled research settings. Poor or inconsistent delivery can result in clients not 

receiving services of the quality or quantity expected, and ultimately not getting the 

intended benefits of the intervention (Carroll et al., 2007). Further, poor delivery can 

obscure an EBI’s effectiveness in a given setting or context, as it cannot be determined 

whether outcomes are attributable to the intervention itself or to the quality of its 

implementation (i.e., type III error; Dobson & Cook, 1980), which could lead to 

misinformed policy decisions about whether to adopt or sustain an EBI. Implementing 
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complex interventions such as mental health EBIs can be especially challenging, as they 

tend to have many interactive components to account for (Hasson, 2010) such as client 

engagement and cultural barriers; clinician acceptance and integration of research and 

manualization into practice; agency infrastructure and support; and system-level values 

and priorities (Becker et al., 2017; Lewis et al., 2020; Powell et al., 2013). Efforts to 

ensure consistent and quality implementation are critical for effectively transporting EBIs 

from research to practice and across treatment settings.  

Program Fidelity 

Fidelity refers to an intervention being implemented as intended, i.e., as it was 

designed by the model developers (Breitenstein et al., 2010; Feely et al., 2017) and/or as 

it was delivered in the research that established its treatment effects (Mihalic, 2002). 

Measuring and monitoring fidelity is common practice in real-world EBI implementation. 

Fidelity can vary by intervention in the specific constructs that it measures, but most 

fidelity assessments include indicators of adherence to content and quality of process. 

Adherence captures whether the essential treatment components in an intervention’s 

manual or protocol are delivered, and quality refers to the skill with which practitioners 

deliver them (Breitenstein et al., 2010; Dusenbury et al., 2003). Thus, fidelity to an EBI 

reflects how well the manualized components that make it effective and differentiate it 

from other interventions are delivered. It follows that fidelity mediates the relationship 

between an EBI and its desired outcomes, and monitoring the extent to which an 

intervention is delivered with fidelity is key to its successful dissemination across 

treatment settings (Carroll et al., 2007). Fidelitous implementation has been associated 
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with better client outcomes across numerous youth behavioral health EBIs (e.g., Forgatch 

et al., 2005; Schoenwald et al., 2011; Sexton & Turner, 2010). 

Common Factors 

Common factors in psychotherapy are aspects of general therapeutic practice that 

benefit clients, regardless of the specific therapeutic approach (Weinberger, 1993). The 

most studied common factor is working alliance, which encompasses the therapist-client 

relationship, agreement on treatment goals, and agreement on treatment tasks (Wampold, 

2015). Alliance has been consistently linked to positive outcomes across therapeutic 

interventions, treatment settings, client characteristics, and measures of alliance and 

outcomes (Flückiger et al., 2018). Client outcomes have also been associated with related 

common factors such as empathy and genuineness (Wampold, 2015). In addition to 

client-level differences, differential therapist effects on client outcomes have been 

observed within treatment modalities (Wampold, 2015); the most effective therapists 

display the strongest mastery over common factors such as alliance and interpersonal 

skills (Wampold & Imel, 2015). Across an array of youth behavioral health interventions, 

common factors such as alliance (with both youth and parents) and interpersonal skills 

have likewise been shown to predict client success (Karver et al., 2006). Findings from 

the common factors literature challenge the importance of program specificity and 

differentiation emphasized in EBIs, in that consistently delivering the manualized 

components of an intervention (e.g., via fidelity-monitoring) may not necessarily assure 

that its intended impact will be fully attained. Rather, the effectiveness of therapeutic 

intervention – including EBIs – is at least partially attributable to general good practices 

of psychotherapy, regardless of specific treatment components. 
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Comparing Common Factors and Treatment Techniques 

The relative importance of common factors and specific treatment components to 

effective therapeutic intervention has been widely studied in clinical psychology 

literature. Recent syntheses of existing research have shown that client outcomes vary 

more between therapists than between treatment modalities, and common factors such as 

alliance and empathy are more predictive of outcomes than specific techniques or 

treatment components (Brown, 2018; Wampold, 2015). As it pertains to manualized EBIs 

specifically, the debate about common factors and treatment components is newer and 

less conclusive. Research suggests that both common factors and specific treatment 

components are determinant of client outcomes, and the added presence of a practice 

framework may result in an EBI being more effective than the sum of its standalone 

treatment techniques (Barth et al., 2012; Chorpita et al., 2007).  

Fidelity and Alliance Effects on EBI Outcomes 

Although fidelity and common factors such as alliance have each been shown to 

predict client success in youth behavioral health interventions (e.g., Karver et al., 2006; 

Schoenwald et al., 2009), few studies have tested the comparative effects of fidelity and 

other therapist factors concurrently. Comparing these effects contributes to understanding 

the relative importance of delivering manualized treatment components (as measured by 

fidelity) and common factors of psychotherapeutic practice for achieving the desired 

outcomes of an EBI. Of the few studies that have examined both fidelity and working 

alliance, findings have been mixed, with variance in client outcomes primarily attributed 

to fidelity (Hurley et al., 2017), working alliance (Liber et al., 2010; Multisite Violence 

Prevention Project, 2014), and both fidelity and alliance equally (Hukkelberg & Ogden, 
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2013). Turner et al. (2018) studied the effects of fidelity and therapist experience, finding 

that both were associated with client success, although fidelity had a larger effect. Client 

satisfaction was associated with some client outcomes, but had a weaker effect than 

alliance (Multisite Violence Prevention Act, 2014). These findings indicate that both 

fidelity and common factors are significant to the effectiveness of EBIs, but inconsistent 

results across studies leave their relative importance unclear. 

Dissertation Purpose and Rationale 

 This dissertation study will contribute to the scant and inconclusive literature on 

the comparative effects of fidelity and common factors on client outcomes of evidence-

based behavioral health interventions for youth. Adopting EBIs has shown promise as an 

effective and sustainable approach for delivering behavioral health services to youth with 

particularly high need and low utilization. Yet, the extent to which different treatment 

mechanisms contribute to an EBI’s effectiveness – namely the program-specific 

manualized components and general good practices of psychotherapy – remains 

uncertain. Understanding which aspects of treatment are most salient to an EBI’s effects 

could be informative to clinicians for most effectively serving youth and families. In 

addition, public service systems and other agencies planning to adopt EBIs could benefit 

from understanding whether more emphasis should be given to selecting a particular 

treatment modality or the skill of the practitioners who deliver it, when assessing the fit 

and feasibility of interventions to best meet their populations’ needs. 

To contribute to this knowledge gap, this study will examine the effects of fidelity 

and alliance on treatment progress, change in behavioral health symptoms, and 

recidivism among juvenile offenders receiving Functional Family Therapy (FFT) – an 
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evidence-based family therapy intervention. Treatment progress and completion, 

behavior change, and delinquency have been established as meaningful outcomes of FFT 

(Alexander & Parsons, 1973; Robbins et al., 2003) and youth behavioral health 

interventions generally (Burns et al., 1999; Hoagwood et al., 2012). The evidence for 

FFT’s effectiveness for reducing problem behaviors has been demonstrated by more than 

40 years of research (Hartnett et al., 2017). Both fidelity and therapist experience have 

been linked to lower recidivism (Turner et al., 2018). A balanced working alliance among 

family members has been associated with higher FFT completion, whereas the alliance of 

individual family members was not predictive (Flicker et al., 2008; Robbins, et al., 2003). 

The comparative effects of fidelity and alliance on FFT outcomes has not been tested.  

Study Aims and Research Questions  

Aim 1. To examine the relative effects of fidelity and working alliance on FFT treatment 

progress. 

• Are fidelity and working alliance associated with further progress through treatment? 

What are the magnitudes of these associations? 

• Does treatment progress vary among therapists? How much therapist variance in 

treatment progress is associated with fidelity and working alliance? 

Aim 2. To examine the relative effects of fidelity and working alliance on change in 

youth behavioral health symptoms from FFT intake to discharge. 

• Are fidelity and working alliance associated with improved behavioral health 

symptoms? What are the magnitudes of these associations? 
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• Does change in behavioral health symptoms vary among therapists? How much 

therapist variance in behavioral health change is associated with fidelity and working 

alliance? 

Aim 3. To examine the relative effects of fidelity and working alliance on delinquent 

recidivism after discharge from FFT. 

• Are fidelity and working alliance associated with reduced recidivism? What are the 

magnitudes of these associations? 

• Does recidivism vary among therapists? How much therapist variance in recidivism is 

associated with fidelity and working alliance? 

Relevance to Social Work 

 Providing competent services to vulnerable populations reflects core social work 

values (NASW, 2008). The current study concerns effective intervention for youth 

involved with the juvenile justice system, a population that is at increased risk for mental 

illness (Lee & Underwood, 2016) but has utilized needed mental health care less than 

other youth (Alegria et al., 2011). Evidence-based practice has shown promise for 

increasing the reach of effective behavioral health services to youth who need them the 

most, including those involved with public service systems (Aos et al., 2006). Behavioral 

health EBIs have become prominent in social work practice, as clinical social workers 

now comprise the largest group of helping professionals providing mental health services 

(Thyer, 2002). Therefore, understanding which aspects of behavioral health intervention 

– such as specific treatment techniques and common factors – are most salient to 

achieving better client outcomes can be informative to social workers for effectively 

serving vulnerable populations. Study findings could inform clinical instruction and 
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training curricula by demonstrating the extent to which therapists (and supervisors) 

should focus on the technical and relational aspects of delivering an intervention , thus 

promoting more competent service for youth with clinically significant needs.  
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CHAPTER 2: SYTHESIS OF THEORETICAL AND EMPIRICAL LITERATURE 

 This chapter reviews theoretical and empirical literature pertinent to the purpose 

and aims of the study. The review first summarizes literature on program fidelity, 

including a conceptual framework for how fidelity mediates outcomes, and research 

findings on fidelity’s predictive validity with client outcomes of behavioral health 

interventions. Next, the review describes the contextual model of psychotherapy, which 

emphasizes the importance of common factors for effecting client change, and 

summarizes evidence for the contextual model. It then discusses the relevance of fidelity 

and common factors to manualized EBIs, and synthesizes research findings on the effects 

of fidelity and common factors on outcomes of manualized youth behavioral health 

interventions. This is followed by a methodological review of the few studies that have 

tested the comparative effects of fidelity and working alliance on youth and family 

outcomes of behavioral health interventions, with attention to the intervention 

participants receive, how fidelity is measured, and the outcomes that are assessed in each 

study. Lastly, the review describes the FFT intervention, including its development and 

theory of change, evidence for its effectiveness for improving youth behavioral health, 

and research on the effects of fidelity and other therapist factors on youth and family 

outcomes. This chapter closes with a summary of the literature reviewed and explains 

how it supports the current study’s research aims, including a conceptual model of the 

relationships among its key variables.  

Program Fidelity 

Fidelity refers to an intervention being implemented as it was intended – i.e., as 

designed by the model developers (Breitenstein et al., 2010; Feely et al., 2017; Proctor et 
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al., 2011) and/or as delivered in the research that established its treatment effects 

(EPISCenter, 2015; Mihalic, 2002). Adherence and quality are considered essential 

components of fidelity in most definitions. Adherence indicates the extent to which 

providers or practitioners deliver the prescribed elements in an intervention’s manual or 

protocol (Breitenstein et al., 2010). Quality refers to the skill with which providers or 

practitioners deliver these prescribed elements (Hurley et al., 2017), based on either a 

benchmark for delivering program content established by the model developers or a 

“theoretical ideal” of practice (Dusenbury et al., 2003, p. 244). These components are 

complementary, with adherence capturing if prescribed elements are delivered, and 

quality capturing how well they are delivered. In sum, these two constructs comprise the 

core components of how most scholars conceptualize fidelity. 

Some scholars extend their conceptualizations of fidelity to include additional 

components such as exposure or dose (e.g., Dusenbury et al., 2003; Mihalic, 2002; 

Proctor et al., 2011), participant responsiveness (e.g., Carroll et al., 2007), and program 

differentiation (e.g., Breitenstein et al., 2010; Dusenbury et al., 2003; Schoenwald et al., 

2011). How these additional components relate to fidelity varies among scholars, with 

some considering them aspects of fidelity and others regarding them as factors related to, 

but distinct from fidelity itself. Table 1 shows each fidelity component and some varying 

definitions according to different authors.   
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Table 1. Fidelity constructs and definitions 

Construct Definition(s) Citation(s) 

Adherence Quantity or presence of prescribed behaviors 

defined in the intervention manual or protocol 

Breitenstein et al. 

(2010) 

The extent to which the delivered intervention 

corresponds to the designed intervention 

Carroll et al. 

(2007); Hasson 

(2010) 

The number or proportion of essential treatment 

elements implemented as designed 

Hurley et al. 

(2017) 

Whether the program is delivered as it was designed 

or written (i.e., all core components delivered to the 

appropriate population; staff trained properly; use of 

correct protocols, techniques, and materials; in the 

locations/contexts prescribed) 

Mihalic (2002) 

The extent to which the therapy occurred as 

intended 

Proctor et al. 

(2011) 

The degree to which a therapist uses prescribed 

procedures and avoids proscribed procedures 

Schoenwald et al. 

(2011) 

Differentiation The presence or absence of critical program 

elements  

Carroll et al. 

(2007); Hasson 

(2010) 

The extent to which treatments differ from one 

another on critical dimensions 

Schoenwald et al. 

(2011) 

Exposure/dose The amount of an intervention received by 

participants; whether frequency/duration of the 

intervention is as full as prescribed by the 

developers. May also include coverage, i.e. whether 

all who should participate in the intervention 

actually do 

Carroll et al. 

(2007); Hasson 

(2010) 

Number of sessions implemented, length of each 

session, and/or frequency that techniques are 

delivered. 

Mihalic (2002) 

Participant 

Responsiveness 

Participant engagement in program activities. 

Participants include both providers and clients; 

involves judgements by participants about the 

outcomes and relevance of intervention  

Carroll et al. 

(2007); Hasson 

(2010); Mihalic 

(2002) 
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Table 1 (continued) 

Construct Definition(s) Citation(s) 

Quality/ 

Competence 

The skillfulness in the delivery of the intervention, 

including interpersonal and process level skills; how 

well the protocol is implemented (whereas 

adherence only captures if it was implemented) 

Breitenstein et al. 

(2010) 

The appropriateness of the delivery process for 

achieving what was intended. 

The extent to which a provider approaches a 

benchmark either defined by the program/developers 

or by a ‘theoretical ideal’ in terms of delivering 

program content 

Carroll et al. 

(2007); Hasson 

(2010) 

Dusenbury et al. 

(2003) 

The level of skill with which a service provider 

delivers treatment components (Quality) 

Hurley et al. 

(2017) 

The manner in which a teacher, volunteer, or staff 

member delivers a program; skill in using 

techniques or methods prescribed by the program, 

enthusiasm, preparedness, attitude) 

Mihalic (2002) 

The level of skill and judgement used in executing 

the treatment (Competence) 

Schoenwald et al. 

(2011) 

 

The Conceptual Framework of Fidelity 

As fidelity reflects the essential components of an intervention that make it 

effective, it can be assumed that fidelity will be associated with better client outcomes. 

Carroll et al. (2007) introduce a conceptual framework for how fidelity mediates an 

intervention’s impact on its intended outcomes. Through a multi-method systematic 

review, Carroll et al. (2007) identified adherence, exposure or dose, quality of delivery, 

participant responsiveness, and program differentiation as components of fidelity 

established in the fidelity literature. Per the literature, there were two predominant 

approaches for how these components are conceptualized: (1) each component is an 

alternate way to capture fidelity, and (2) all components are essential to comprehensively 

capture fidelity. Carroll et al.’s (2007) framework proposes a third approach that lays out 



   

16 
 

these components as interrelated mechanisms through which fidelity leads to better 

outcomes. 

Figure 1 illustrates Carroll et al.’s (2007) conceptual framework, which 

distinguishes which components are elements of fidelity itself, and which are moderating 

factors that support fidelitous implementation. Fidelity is essentially a measure of 

adherence, although Carroll et al.’s (2007) notion of adherence encompasses content, 

coverage, frequency, and duration. Therefore, adherence includes indicators of 

exposure/dose, and captures whether essential program components are delivered as often 

and for as long as the intervention prescribes. Quality of delivery and participant 

responsiveness are moderators that can influence the extent to which an intervention is 

delivered with fidelity. Thus, they are not characteristics of fidelity itself; they are related 

implementation factors that precipitate fidelity. In addition to the fidelity components 

identified in the literature, Carroll et al. (2007) propose two additional moderating 

factors: intervention specificity and facilitation strategies. Intervention specificity refers 

to the level of detail with which an intervention is defined. Interventions tend to be 

implemented with higher fidelity when their key components are articulated with clarity 

and detail compared to when they are vaguely defined, as they provide practitioners more 

precise direction for delivering program content. Facilitation strategies are 

implementation activities that support the consistent delivery of the intervention, such as 

standardized training and support, and monitoring and feedback procedures. The 

moderators are not independent and can interrelate. For example, having effective 

facilitation strategies will likely improve the quality of delivery, which in turn may 

increase participant responsiveness.  
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Figure 1. Conceptual framework for fidelity (adapted from Carroll et al., 2007). 

 
 

Empirical Evidence of Fidelity Effects in Behavioral Health Intervention 

 Despite the conceptual link between fidelity and outcomes, the evidence for 

fidelity demonstrating a significant positive effect on client outcomes of behavioral 

health interventions has been mixed. Webb et al. (2010) synthesized the effects of 

adherence to manualized treatment components, and the competence with which they are 

delivered, across nine psychotherapy treatment modalities. Aggregate effects1 were small 

and non-significant for both adherence (d = .04, 95% CI = [-.14, .20], k = 32) and 

competence (d = .14, 95% CI = [-.14, .41], k = 17). However, effect sizes varied widely 

 
1 To the extent possible, quantitative findings are converted to Cohen’s d using Ellis’ (2009) 
effect size calculator to allow for consistent comparison and synthesis of effects reported in the 

literature in this review (Cohen, 1988). 
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across studies (ds = -.87 to 1.06 for adherence; ds = -.77 to 2.14 for competence), 

prompting the investigators to explore factors that may moderate fidelity effects. 

Competence had a stronger positive correlation with outcomes in studies that did not 

control for working alliance2 (Q[1] = 4.52, p < .05) and in which depression or multiple 

diagnoses were the target outcomes (Q[3] = 18.33, p < .01); there were no moderating 

effects on adherence. Despite the variation in adherence and competence effects on 

outcomes across studies, these effects did not systematically differ among treatment 

modalities, which included variations of cognitive-behavioral, dynamic, and emotion-

focused trauma therapy interventions.  

Fidelity was similarly found to have little effect on outcomes across 13 studies of 

motivational interviewing (d = -.08, 95% CI = [-.14, -.01]; Pace et al., 2017). Among 30 

studies of psychodynamic therapy (Town et al., 2012), those that monitored fidelity had 

greater sustained client improvement in anxiety (Q[1] = 8.50, p < .01), but not in other 

outcomes including depression, personality functioning, and general psychiatric 

symptoms, nor in aggregate across all outcomes (Q[1] = .39, p = .54). Fidelity effects 

have been explored in other treatment modalities such as dialectical behavioral therapy 

(Dimeff & Linehan, 2008) and contingency management (Petry et al., 2010), finding 

positive correlations with client outcomes. These findings suggest that fidelity may be 

more impactful for certain interventions than others; additional research is needed to 

determine whether there are certain intervention attributes (such as complexity and 

specificity) that might moderate fidelity effects. 

 
2 Working alliance comprises the client-therapist bond and agreement on treatment goals and 

activities; see pp. 19-21 of this chapter for further discussion of working alliance.  
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 To summarize the evidence, fidelity’s predictive validity with client outcomes has 

been studied extensively across numerous psychotherapy interventions. Fidelity effects 

on outcomes have varied widely, from strong negative to strong positive correlations. The 

heterogeneity in findings reflects some differential fidelity effects for different study 

attributes. For example, the impact of fidelity has been found to differ by clinical target 

outcome, although the outcomes that have been associated with fidelity are not consistent 

across the literature (e.g., anxiety in Town et al., 2012; depression in Webb et al., 2010). 

Further, controlling for working alliance has been shown to attenuate the effects of 

fidelity, consistent with Carroll et al.’s (2007) framework in which practitioner quality 

and participant responsiveness moderate fidelity. However, the extent to which outcomes 

might be directly attributed to alliance, regardless of fidelity, remains unclear. Of the 

interventions that have been compared, fidelity effects were similar across treatment 

modalities (i.e., null), although the intervention specificity of each modality was not 

considered, which Carroll et al. (2007) propose as a moderating factor. In aggregate, 

fidelity has not been found to consistently predict client outcomes of behavioral health 

interventions. Therefore, other aspects of therapeutic intervention may be more salient to 

its effectiveness than delivering the components of a specific modality. 

Common Factors 

 The prior section of this chapter reviewed conceptual and empirical literature on 

fidelity to particular treatment modalities or techniques, showing that fidelity has not 

consistently predicted client outcomes of therapeutic intervention. This section considers 

the importance of the interpersonal context of psychotherapy, and clinician skill in 

delivering general good therapeutic practice, for effecting client change. 
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The Contextual Model of Psychotherapy 

Wampold’s (2015) contextual model of psychotherapy emphasizes the therapeutic 

process itself as the key mechanism for change in psychotherapeutic intervention. This 

approach diverges from the medical model of psychotherapy, which posits that (1) there 

are distinct mechanisms for change for different symptoms and disorders, and (2) the 

effectiveness of therapeutic intervention relies on using the appropriate clinical 

techniques to treat them (Bohart & Tallman, 1999). Although the medical model remains 

dominant in the field, in part because it aligns with health insurance industry standards 

(e.g., billable services for specific diagnoses), critics feel that it understates the role that 

the interpersonal context of psychotherapy plays in effecting client change (Elkins, 

2009). The contextual model emphasizes this context as the most salubrious aspect of 

therapeutic intervention. Drawing from extensive research on therapeutic processes, 

Wampold (2015) proposes that there are three pathways through which psychotherapy 

produces client benefits: (1) the real relationship, (2) client expectations, and (3) specific 

ingredients. These pathways are cumulative and sequential, with each establishing a 

necessary condition for the next to develop. 

The real relationship refers to the therapeutic bond between client and clinician. 

This bond in many ways resembles other social relationships (i.e., sincere, empathic, 

collaborative), but it is distinct in that (1) what the client shares is confidential, and (2) it 

is not disrupted by disclosing information that may be socially undesirable. Thus, it 

affords the client the opportunity to process thoughts, feelings, and experiences with 

another person without the threat of judgement or termination of the relationship. Human 

connection has long been considered fundamental to wellbeing (e.g., theories of 
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attachment, belongingness, social support), and has been established as a significant 

protective factor against physical and mental health morbidity and mortality (Holt-

Lunstad et al., 2010). The contextual model therefore regards the therapeutic relationship 

itself as instrumental for effecting healthy change in the client (Wampold, 2015; 

Wampold & Imel, 2015).    

Expectations refer to the client’s belief that therapy will be helpful and sense of 

self-efficacy to change. Clients often enter therapy with maladaptive explanations or 

understandings of their problems, based on their own self -perceptions and cultural beliefs 

about psychological disorder. From these maladaptive understandings, clients develop 

coping strategies that are unsuccessful, which can demoralize them from believing 

change is possible. Therapy reframes clients’ understanding of their challenges and offers 

more adaptive explanations and strategies to overcome them. Clients then come to 

believe that their participation in therapeutic activities will help them improve. The 

contextual model regards this process of remoralizing clients by fostering the belief that 

they can master their problems as a key mechanism through which therapy helps clients 

change (Wampold, 2015). For this process to succeed, the therapist and client must agree 

on the goals of therapy and the treatment activities to achieve them. Otherwise, the client 

will not develop the expectation that therapy will work. This client-therapist agreement 

about treatment goals and strategies, in addition to the therapeutic bond, collectively 

make up the working alliance (Bordin, 1979). 

Specific ingredients are the therapeutic techniques and activities that the therapist 

uses with the client. Both the medical and contextual models emphasize the importance 

of specific ingredients for client success. However, the models differ in how these 
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ingredients work to effect change. The medical model proposes that there are certain 

treatment modalities or techniques that are best equipped for treating certain symptoms or 

disorders, whereas the contextual model considers the treatment approach itself less 

important than the client’s belief in and acceptance of it (i.e., expectations; Wampold, 

2015). Per the contextual model, various therapeutic techniques can be equally effective 

for treating a symptom or disorder, as most therapeutic techniques involve health-

promoting practices (e.g., nurturing interpersonal relationships, altering distorted thought 

patterns, self-acceptance), all of which can be useful for treating an array of 

psychological disorders. The techniques that will be most effective for a given client are 

those that the client most engages in and follows through with. Thus, using clinical 

techniques most fitting for treating specific symptoms or disorders matters less than using 

clinical techniques most fitting for the clients themselves.   

These three pathways lay out complementary aspects of psychotherapy’s 

interpersonal context and how they build upon each other to effect client change. The 

therapist-client relationship is foundational, providing a safe and confidential space for 

the client to process difficult material. This relationship, along with therapist-client 

agreement about treatment goals and activities (in sum, the working alliance), instill in 

the client the belief that problems are surmountable and therapy will help. It is through 

this belief that specific treatment ingredients are effective, in that the client follows 

through with the health-promoting activities that he or she has accepted. It follows that, 

per the contextual model, a clinician’s skill in good therapeutic practice – namely 

establishing a strong working alliance and engaging the client to complete treatment 
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activities – supersedes adhering to any particular treatment modality for promoting client 

success. 

Evidence for the Contextual Model 

The effects of therapeutic process factors on client outcomes have been 

extensively studied in clinical psychology literature. A meta-analysis of therapist effects 

on treatment outcomes found that therapist variance contributed a medium effect across 

17 naturalistic studies (d = .55) and a small effect across 29 studies in clinical research 

settings (d = .35; Baldwin & Imel, 2013). A synthesis of intervention-level differences 

showed a weaker aggregate effect of treatment modality (d = .20; Wampold, 2015). More 

recent studies have tested the relative contributions of therapist and treatment modality 

concurrently across an array of psychotherapeutic interventions, finding that outcomes 

significantly varied among therapists but not modalities (Berglar et al., 2016; Saxon et 

al., 2016).  

Among therapist attributes, common factors have demonstrated the largest effects 

on client outcomes. Horvath et al. (2011) synthesized the effects of working alliance on 

outcomes across 190 independent samples and more than 14,000 treatment techniques 

between 1973 and 2009. In aggregate, alliance was positively correlated with treatment 

outcomes with a medium effect size (d = .58, 95% CI = [.52, .63]). The effects of 

relationship quality and goal consensus – components of working alliance – have also 

been well-established. Meta-analyses have found positive aggregate correlations between 

treatment outcomes and goal consensus (Tryon & Winograd, 2011; d = .70, 95% CI = 

[.52, .93], k = 19, n = 2,260) and relationship genuineness (Kolden et al., 2011; d = .50, 

95% CI = [.24, .77], k = 16, n =863), reflecting medium effects. Medium positive effects 
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have also been aggregated for related common factors such as therapist empathy (Elliott 

et al., 2011; d = .65, 95% CI = [.58, .72], k = 59, n =3,599) and positive regard (Farber & 

Doolin, 2011; d = .56, 95% CI = [.32, 82], k = 18, n = 1,067).  

This body of clinical psychology research overwhelmingly supports the 

contextual model. Client outcomes have consistently been found to vary more across 

therapists than treatment modalities. Further, working alliance and other common factors 

have been associated with better client outcomes. These findings are consistent with the 

contextual model’s emphasis on the therapeutic process itself as the key mechanism for 

change, a clinician’s skill in general good therapeutic practice over any particular 

treatment modality or technique, and a strong working alliance as the basis through which 

specific ingredients are effective.   

Fidelity and Common Factors in EBIs 

 Thus far, this chapter has described fidelity and common factors as differing 

approaches to understanding how psychotherapy effects client change. Both ideas have 

been studied extensively, and common factors such as working alliance have been salient 

to client outcomes consistently across the clinical psychology literature, whereas 

adhering to particular treatment techniques has not. This section of the chapter elaborates 

on the EBP approach to behavioral health treatment and considers some distinguishing 

characteristics of EBIs through which fidelity may be more impactful than in non-EBI 

therapeutic interventions.  

Evidence-based practice in behavioral health entails the decision to use a 

particular treatment approach with clients based on scientific evidence that the approach 

is effective with similar clients presenting with similar problems (Hall, 2008). The EBP 
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decision-making process follows the Client-oriented Practical Evidence Search (CoPES) 

method, which involves the following five steps for determining the best treatment 

approach for a client: (1) formulating a clinical question, such as whether a particular 

treatment technique or modality will be effective for treating a certain presenting 

problem; (2) searching for the best evidence to answer the question; (3) critically 

appraising the evidence collected; (4) integrating the evidence with client preferences and 

clinical expertise; and (5) evaluating the treatment approach that was delivered and 

modifying accordingly (Gibbs, 2003). The CoPES process originates from medicine 

(Sackett et al., 2000), and applies a medical model approach to therapeutic intervention, 

as it is based on identifying a treatment approach best equipped for treating a certain 

symptom or disorder. 

 As research has supported the contextual model over the medical model of 

psychotherapy, finding the therapeutic process itself to be the key mechanism for client 

change, (e.g., Wampold, 2015), it follows that the EBP approach might not be fitting for 

therapeutic intervention. Regardless, in numerous studies, manualized EBIs have 

outperformed other therapeutic interventions for achieving targeted outcomes. For 

example, within youth behavioral health, a meta-analysis of manualized family therapy 

interventions (i.e., FFT, Multisystemic Therapy, Brief Strategic Family Therapy, and 

Multidimensional Family Therapy) found that, in aggregate, the manualized interventions 

had a small but significant effect on reducing juvenile delinquency and substance abuse 

when compared to other therapies (Baldwin et al., 2012; d = .26, 95% CI [.05, .48], k = 

11). In a more recent evaluation of an FFT adaptation for youth with or at risk of gang 

involvement (FFT-G), those randomized to participate in FFT-G received drug charges (d 
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= -.70, p = .037) and were adjudicated delinquent (d = -.53, p = .029) at lower rates than 

youth who received another family therapy intervention (Gottfredson et al., 2018). The 

contextual model (Wampold, 2015) would suggest that these differential treatment effects 

are due to the EBI therapists delivering common factors systematically better than those 

delivering the other therapy conditions. However, this explanation does not account for 

why therapist performance would differ between EBI and non-EBI therapies, specifically, 

when the wealth of research supporting the contextual model has found that client 

outcomes varied little across treatment modalities (e.g., Berglar et al., 2016; Saxon et al., 

2016). If common factors are the key mechanisms through which therapeutic intervention 

is effective, then findings showing that EBIs outperform other therapies would suggest 

that delivering an EBI is associated with delivering common factors.  

 The moderating factors in Carroll et al.’s (2007) conceptual framework of fidelity 

may help to explain why manualized EBIs would outperform other therapeutic 

interventions, and how fidelity to EBIs might correlate with common factors and client 

outcomes more strongly than in non-EBI therapies. Carroll et al. (2007) identified (1) 

intervention specificity, (2) strategies to facilitate implementation, (3) quality of delivery, 

and (4) participant responsiveness as moderators of fidelitous implementation in the 

fidelity literature (see Figure 1). Table 2 describes how these fidelity moderators align 

with unique attributes of EBIs or with common factors and pathways of the contextual 

model of psychotherapy, to demonstrate how constructs from different bodies of 

literature represent similar and overlapping ideas.  
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Table 2. Integration of fidelity moderators, EBI attributes, and common factors 

Fidelity 
moderatorsa 

EBI attributesb Common 
factorsc 

Integration for current study 

Intervention 
specificity 

Program 
differentiation 

-- Through manualization, EBIs 
have well-defined program 
components that distinguish 
them from other interventions, 
which allows for precision in 

assessing fidelity that is 
sensitive to variations in 
practice. 

Facilitation 
strategies 

Dissemination 
readiness 

-- EBIs adopt strategies for 
dissemination, such as certified 
training and consultation for 
community providers, which 

support fidelitous 
implementation across 
treatment settings. 

Quality of 
delivery 

-- Empathy 
Positive regard 
Relationship 
genuineness  

In psychotherapeutic 
intervention, quality pertains to 
clinical skills such as empathy 
and other common factors 

through which the therapist 
establishes a therapeutic bond 
with the client.  

Participant 
responsiveness 

-- Client 
expectations 

Participant responsiveness 
refers to the client’s belief that 
participation in therapy will be 

helpful, which is fostered by the 
therapeutic bond and goal 
consensus. Together, quality of 
delivery and participant 

responsiveness reflect the 
working alliance. 

aCarroll et al. (2007); bCenter for the Study and Prevention of Violence (2019); cWampold 
(2015). 

 

The Blueprints for Healthy Youth Development criteria for an EBI require that, in 

addition to (a) evidence of a positive impact, a program must also have (b) clearly 

defined program components that distinguish it from other interventions and (c) the 
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capacity to be transported across treatment settings (Center for the Study and Prevention 

of Violence, 2019). The latter two criteria align with intervention specificity and 

facilitation strategies, respectively, from Carroll et al.’s (2007) framework. Specifically, 

an EBI’s manualization of essential program components to guide practitioners in 

delivery increases its program specificity. Further, manualized EBIs often incorporate 

implementation strategies to support their community dissemination, such as training and 

coaching, administrative support, and technical assistance (Fixsen et al., 2015). Thus, 

EBIs include facilitation strategies that more general therapeutic approaches such as 

psychodynamic therapy do not. Having high program specificity and adopting facilitation 

strategies support consistent and quality dissemination of an intervention across treatment 

settings, which may explain why manualized EBIs have been more effective than other 

therapies in community settings (e.g., Baldwin et al., 2012), reflecting the idea that an 

EBI is more than a sum of its clinical components (Barth et al., 2012; Chorpita et al., 

2007). Program specificity and facilitation strategies may also moderate fidelity by 

increasing its effect on EBI outcomes. When an intervention’s treatment components are 

more specifically defined, fidelity can be more precisely measured and thus more 

sensitive to variations in practice compared to interventions with less specificity  (Carroll 

et al., 2007). Further, by supporting quality implementation, facilitation strategies help to 

promote fidelitous delivery. In one study of a manualized family therapy EBI 

(Schoenwald et al., 2004), model expert consultation with site supervisors was associated 

with higher fidelity and greater reduction in problem behaviors, consistent with Carroll et 

al.’s (2007) framework. 



   

29 
 

The moderating effects of quality of delivery and participant responsiveness on 

fidelity (Carroll et al., 2007) may also contribute to EBIs being more effective than non-

EBI therapies, through the delivery of common factors. In Carroll et al.’s (2007) 

framework, quality of delivery pertains to practitioner skills that facilitate fidelitous 

delivery, rather than the quality with which specific program components are delivered 

(i.e., a component of fidelity itself, as proposed in some definitions of fidelity). In 

psychotherapy, practitioner skill may include therapist empathy, positive regard, and 

other common factors that promote the therapeutic bond with the client. Relatedly, 

participant responsiveness reflects the client’s acceptance of and engagement in the 

intervention, and belief that therapy will help. Thus, quality of delivery and participant 

responsiveness respectively align with pathway 1 (the therapeutic relationship) and 

pathway 2 (client expectations) of Wampold’s (2015) contextual model of 

psychotherapy. Collectively, practitioner quality and participant responsiveness reflect 

the working alliance. When considering Webb et al.’s (2010) finding that fidelity is a 

stronger predictor of client outcomes in studies that do not control for alliance, it seems 

that practitioner quality and participant responsiveness are the key factors for effective 

intervention, and any observed fidelity effect is a product of the shared variance with 

alliance. However, this conclusion does not account for intervention attributes such as 

program specificity and facilitation strategies which, as Carroll et al. (2007) propose, 

augment the effects of fidelity on outcomes and interrelate with the other moderators (i.e., 

practitioner quality and participant responsiveness, which in sum reflect the working 

alliance).  
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Some research has explored the relationship between fidelity and alliance in  

manualized behavioral health interventions and their interaction for promoting client 

success. For example, in a community implementation of CBT for adults with eating 

disorders (Brauhardt et al., 2014), fidelity predicted stronger working alliance, and 

reduced the client-within-therapist and between-therapist variances in alliance to non-

significance from zero. These findings suggest that fidelity promotes a stronger working 

alliance. In another study of a manualized adult drug counseling intervention (Barber et 

al., 2006), fidelity was associated with reduced drug use only when the working alliance 

was low, but high alliance negated any fidelity effect, indicating that alliance is more 

salient to outcomes but fidelity also has a supplemental effect. Together, these studies 

suggest that (1) greater fidelity is associated stronger working alliance, (2) alliance is the 

primary driver for better client outcomes, and (3) fidelity contributes to better outcomes 

indirectly by promoting a stronger alliance and directly when alliance is low. The 

relationship between fidelity and alliance is likely strongest in interventions whose 

manualized treatment components include practices to foster a strong working alliance. 

In summary, manualized behavioral health EBIs have unique attributes such as 

intervention specificity and facilitation strategies that distinguish them from other 

therapeutic interventions and can contribute to their effectiveness. These attributes, 

together with the interaction of fidelity and working alliance, may lead to fidelity being a 

more robust predictor of client outcomes among EBIs than other therapies. The 

remainder of this section reviews empirical evidence for fidelity and common factors 

effects in youth behavioral health interventions, germane to the study aims of this 

dissertation. The research reviewed includes common factors effects on youth outcomes, 
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with attention to the moderating effects of program specificity; fidelity effects on 

outcomes of manualized EBIs; and the comparative effects of fidelity and alliance on 

outcomes. 

Common Factors Effects in Youth Behavioral Health Interventions 

Meta-analyses (Karver et al., 2006; Shirk et al., 2011) have synthesized the effects 

of working alliance and related process factors on outcomes of youth behavioral health 

interventions. Youth-therapist alliance was found to have a small-to-medium positive 

effect on outcomes (d = .43, p = .001, k = 10) in aggregate across behavioral, 

psychodynamic, and family systems therapies as well as community-based treatment as 

usual conditions (Karver et al., 2006). Alliance effects were not significantly moderated 

by study attributes such as treatment type, presenting problem, client sample age, or 

timing of alliance measurement. Shirk et al. (2011) found a similar aggregate effect of 

(youth and parent) alliance on outcomes of individual youth therapy interventions (d = 

.45, 95% CI = [.32, 58], k = 16, n = 1,306). Although not significantly different, the 

alliance-outcome effect sizes were larger in studies of behavioral treatments such as CBT 

(medium effect, d = .52, 95% CI = [.37, .68]) than non-behavioral therapy (small effect, d 

= .32, 95% CI = [.12, .54]), and when target outcomes were internalizing (d = .52, 95% 

CI = [.22, 85]) and externalizing behavior problems (d = .54, 95% CI = [.28, .82]; 

medium effects) compared to substance use (d = .20, 95% CI = [-.15, .55]) or other target 

outcomes (d = .20, 95% CI = [-.04, .44]; nonsignificant small effects). 

Karver et al. (2006) also synthesized the effects of therapeutic relationship and 

client willingness to participate in treatment – components of working alliance – on youth 

outcomes of psychotherapy interventions. Therapeutic relationship with the youth had a 
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medium-to-large positive effect on outcomes (d = .75, k = 5) and therapeutic relationship 

with the parent had a small positive effect (d = .22, k = 10); it should be noted most 

studies of the parent-therapist relationship involved non-behavioral interventions (k = 7), 

which may explain the smaller aggregate effect on outcomes (consistent with Shirk et 

al.’s [2011] finding that alliance effects were smaller in non-behavioral therapy). Fewer 

studies examined the effects of youth (k = 1) and parent (k = 2) willingness to participate 

in treatment, both showing medium positive effects on outcomes (d = .54 and d = .63, 

respectively). Beyond alliance and its component constructs, related common factors 

such as therapist direct influence skills (d = .82, k = 5), therapist interpersonal skills (d = 

.72, k = 16), and client affect toward therapist (d = .43, k = 1) were also shown to predict 

client success. 

These aggregate findings show that working alliance and related process factors 

are associated with better youth outcomes across an array of youth behavioral health 

interventions, consistent with what has been found in the broader psychotherapy research 

on common factors (e.g., Horvath, et al., 2011). The magnitude of alliance effects on 

outcomes was larger for behavioral treatments than non-behavioral therapy. This finding 

is unexpected, as behavioral interventions emphasize the importance of specific treatment 

components for effecting change, whereas non-behavioral therapy places more emphasis 

on the therapeutic process itself (Shirk et al., 2011). The stronger alliance effect among 

behavioral treatments may reflect the interaction of increased program specificity 

(compared to non-behavioral therapy modalities) with practitioner quality and participant 

responsiveness (alliance components) for facilitating better program delivery and thus 

better outcomes, consistent with Carroll et al.’s (2007) conceptual framework. Lastly, 
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alliance had stronger effects on behavioral outcomes such as internalizing and 

externalizing symptoms, although these outcomes were primarily observed in studies of 

behavioral interventions, thus it is unclear whether these effects are differential by 

outcome or treatment type.   

Fidelity Effects in Manualized Youth Behavioral Health EBIs 

 Across an array of therapeutic interventions, fidelity was not found to consistently 

predict client outcomes (e.g., Webb et al., 2010). However, the effect of fidelity on 

outcomes of manualized youth behavioral health EBIs, specifically, has not been 

quantified across studies via meta-analysis, despite the prominence of EBIs for serving 

youth and the use of fidelity to monitor EBI implementation. Distinguishing 

characteristics of EBIs such as high program specificity and facilitation strategies have 

been established as moderators of the fidelity-outcome relationship both conceptually 

(e.g., Carroll et al., 2007) and empirically (e.g., Schoenwald et al., 2004). Therefore , 

fidelity may be a more robust predictor of client outcomes among manualized behavioral 

health EBIs than among psychotherapy interventions in general. 

 The Blueprints for Healthy Youth Development registry includes 17 youth 

behavioral health interventions that meet the criteria for a Model Program, i.e., sustained 

positive effects demonstrated in at least two rigorous studies, as well as intervention 

specificity and dissemination readiness (Center for the Study and Prevention of Violence, 

2019). Though most of these EBIs include fidelity-monitoring protocols, the association 

between fidelity and program outcomes has not been widely studied. Among studies that 

have tested fidelity effects on outcomes of EBIs, fidelity has been associated with 

reduced juvenile delinquency, particularly among family-therapy interventions. Effects 
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were strongest among caregiver-rated fidelity assessments (Henggeler et al., 1997, β = -

.48; Schoenwald et al., 2009, d = -.85) compared to youth-rated (Henggeler et al., 1997; β 

= -.21) and supervisor-rated (Sexton & Turner, 2010; d = -.47) assessments.3 Caregiver-

rated fidelity was also associated with improved family functioning (β = .30) and parental 

monitoring (β = .09), which are protective factors for youth delinquency (Huey et al., 

2000). Fidelity to a parent training program to help parents manage child problem 

behaviors – assessed by videotaped sessions rated by trained fidelity coders – showed 

moderate-to-strong associations with improved parenting practices in both mothers (β = 

.51) and fathers (β = .49; Forgatch et al., 2005).  

 Hogue et al. (2008) explored the shape of the fidelity-outcome relationship among 

individual and family therapy interventions for youth problem behaviors. Across both 

treatment modalities, the quadratic adherence term was the best fit for predicting 

reductions in internalizing symptoms (d = .40, p < .05), whereas the linear term was the 

best fit for predicting reduced externalizing symptoms (d = .37, p < .05). Further 

exploration of the curvilinear adherence effect on internalizing symptoms found a U-

shaped curve, in which moderate adherence was associated with more client 

improvement than low and high levels of adherence. This finding may reflect an 

association between fidelity and case risk level, in which higher-performing therapists 

serve more difficult cases who are less likely to succeed in treatment. A more recent 

study of fidelity and client risk interaction effects on delinquency outcomes of a family 

therapy EBI supports this hypothesis, finding that therapists with higher fidelity ratings 

 
3 Standardized beta effect sizes were interpreted using Acock’s (2014) recommended benchmarks 

for weak (.1), moderate (.3), and strong (.5) associations, to make them comparable to the small 

(.2), medium (.5), and large (.8) Cohen’s (1988) d effect size magnitudes, respectively. 
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carried caseloads that comprised higher-risk clients (β = .14, p < .001) who were thus 

more likely to recidivate (Turner et al., 2018).  

In summary, these studies indicate that fidelity may more reliably predict client 

outcomes of manualized behavioral health EBIs than was previously found among 

therapeutic interventions generally. Although this relationship has not been studied 

enough to quantitatively synthesize effects, existing studies have consistently found 

positive associations between fidelity and outcomes. Effect sizes have varied from 

small/weak to large/strong, suggesting the need to explore potential moderating factors 

such as how (and by whom) fidelity is measured, the intervention and outcomes 

evaluated, and other methodological differences. Additionally, it is important to consider 

the interaction between fidelity and (baseline) client risk to better understand the fidelity-

outcome relationship, as some evidence suggests that the higher-performing practitioners 

serve more difficult cases, which may confound estimates of fidelity effects.   

Comparative Effects of Fidelity and Alliance 

 Both alliance and fidelity have been shown to predict better client outcomes of 

youth behavioral health interventions – particularly those with high program specificity. 

However, few studies have examined the relative effects of alliance and fidelity 

concurrently on outcomes of youth behavioral health interventions. Conceptual (e.g., 

Carroll et al., 2007) and empirical (e.g., Brauhardt et al., 2014) links between alliance and 

fidelity suggest that they are related but distinct factors for client success. Comparative 

analysis of fidelity and alliance effects on outcomes can help to better understand the 

relative importance of each for most effectively delivering an intervention. The following 

describes four published studies that tested fidelity and alliance effects concurrently on 
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outcomes of manualized youth behavioral health interventions, which yielded 

inconsistent findings.  

Hukkelberg and Ogden (2013) examined the effects of alliance and fidelity on 

changes in externalizing child behavior during participation in an evidence-based parent-

training program for families presenting with child behavioral problems. From pretest to 

posttest (20 sessions), fidelity was associated with a decrease in parent-rated child 

problem behavior (β = .18, p < .05, weak effect), whereas parent-therapist alliance was 

associated with less pretest-posttest change (β = -.17, p < .05, weak effect). Neither 

fidelity nor alliance significantly predicted change in teacher-reported child problem 

behavior. 

Liber et al. (2010) tested the relative effects of fidelity, alliance and their 

interaction on changes in anxiety and internalizing symptoms among children receiving 

CBT in individual and group settings. After controlling for treatment format, alliance was 

associated with reliable improvement in anxiety from pretest to posttest (β = .32, p < .05, 

moderate effect), but fidelity had no significant effect and the addition of the fidelity-

alliance interaction term did not improve model fit. Reliable improvement in internalizing 

behavior was not significantly associated with alliance, fidelity, or their interaction. 

These findings should be interpreted with attention to the sample size (N = 52), which is 

small for modeling five predictors (including the interaction terms). 

A study conducted as part of the Multisite Violence Prevention Program (MVPP, 

2014) examined whether alliance and fidelity predicted parenting outcomes of a group-

based, family-focused violence prevention program for middle school students. Child-

therapist alliance was associated with significant pretest-posttest (15 sessions) 
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improvements in parental discipline (β = .30, p < .01, moderate effect) and monitoring (β 

= .15, p < .05, weak effect), but not with parent involvement in education. Parent-

therapist alliance was associated with a significant improvement in parental discipline (β 

= .25, p < .01, weak-to-moderate effect), and improvement in parental monitoring that 

approached significance (β = .13, p < .10, weak effect), but not with parent involvement 

in education. Fidelity was not associated with any parenting outcomes. 

Most recently, Hurley et al. (2017) tested the relative effects of fidelity and 

alliance on change in problem behavior among children receiving a therapeutic 

residential care intervention that uses token economy and relationship-building 

techniques to help youth regulate their behavior. From pretest to posttest (6 months), both 

fidelity (β = -.35, p < .01, moderate effect) and youth-therapist alliance (β = -.19, p < .01, 

weak effect) predicted significant decreases in behavioral problems.  

Table 3 presents the methods and results of each study. Across studies, findings 

were mixed, with greater variance in client outcomes attributed to fidelity (Hurley et al., 

2017), alliance (MVPP, 2014), and both fidelity and alliance equally (with positive and 

negative effects, respectively; Hukkelberg & Ogden, 2013). However, these studies 

varied considerably in the types of interventions that were delivered, the populations that 

they served, and how fidelity, alliance, and outcomes were measured. Further, fidelity 

and alliance effects varied across different outcomes within some studies. Due to 

heterogeneity in findings and study attributes, the relative contributions of fidelity and 

alliance to client outcomes remains inconclusive. Additionally, the only study that tested 

fidelity-by-alliance interaction effects on outcomes (Liver et al., 2010) lacked statistical 

power to support the interaction terms in the models. Given that fidelity and alliance are 
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correlated (e.g., Brauhardt et al., 2014), and have both been shown to predict outcomes of 

youth behavioral health EBIs (e.g., Schoenwald et al., 2009; Shirk et al., 2011), testing 

their moderating effects with adequate statistical power may help to better understand 

how they interrelate in effecting client change, per Carroll et al.’s (2007) conceptual 

framework. Lastly, these studies did not observe therapist-level random effects to 

determine how much between-therapist variance in client outcomes might be attributed to 

fidelity and alliance, which is instructive for transporting interventions across 

practitioners. Additional research is needed to contribute to these gaps in the current 

evidence of fidelity and alliance effects on client outcomes of youth behavioral health 

interventions. 

Table 3. Relative fidelity and alliance effects in youth behavioral health interventions 

Citation 

Inter-

vention EBIa Sample 

Fidelity 

measure 

Alliance 

measure 

Out-

comes Results 

Hukkel-

berg & 

Ogden 

(2013) 

PMTO 

parenting 

program 

Yes 331 

children 

(74% male, 

age 4-12) 

and their 

families, 

referred 

from CW 

and MH 

service 

agencies 

Trained coder 

ratings of 

practitioner 

knowledge, 

structure, 

teaching, 

clinical 

process, and 

overall quality  

Working 

Alliance 

Inventory 

– short 

form 

(WAI) 

Parent-

rated 

change 

in child 

problem 

behavior 

 

Fidelity 

β=.18* 

Alliance 

β=-.17* 

Teacher-

rated 

change 

in child 

problem 

behavior 

Fidelity 

β=.02 

Alliance 

β=-.07 

Hurley 

et al. 

(2017) 

Teaching 

Family 

Model 

No 112 youth 

(57% male, 

age 10-17) 

with 

disruptive 

behavioral 

disorders 

across 44 

group 

homes 

Ratio of 

positive to 

negative 

youth-staff 

interactions 

(token 

economy 

adherence) 

Thera-

peutic 

Alliance 

Quality 

Scale 

(TAQS) 

Child 

problem 

behavior  

Fidelity 

β=.35**  

Youth 

alliance 

β=-.19** 
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Table 3 (continued) 

Citation 

Inter-

vention EBIa Sample 

Fidelity 

measure 

Alliance 

measure 

Out-

comes Results 

Liber et 

al. 

(2010) 

Individual

- and 

group-

based 

CBTs 

No 52 Dutch 

children 

(58% male, 

age 8-12) 

with anxiety 

disorders 

Trained coder 

ratings of 

therapist 

delivery of 

therapeutic 

exercises 

reflecting 

CBT 

techniques 

Therapy 

Process 

Obser-

vational 

Coding 

System for 

Child 

Psycho-

therapy – 

Alliance 

scale 

(TPOCS-

A) 

Anxiety Fidelity 

β=-.26 

Alliance 

β=.32* 

Fidelity-

by-

alliance 

ΔR2=.01 

 

Internal-

izing 

symp-

toms 

Fidelity 

β=-.09 

Alliance 

β=.08 

Fidelity-

by- 

alliance 

ΔR2=.06 

MVPP 

(2014) 

Group-

based 

family-

focused 

violence 

preven-

tion 

program 

No 334 

aggressive 

and socially 

influential 

sixth 

graders 

(65% male, 

65% Black) 

and their 

families 

from 19 

schools 

Parent- and 

provider-rated 

key activities 

and 

procedures 

completed; 

Provider-rated 

completion of 

objectives 

Trust/ 

positive 

feelings of 

parent/ 

child, rated 

by parents 

and 

children; 

Helpful-

ness of 

provider to 

parent/ 

child, rated 

by parents 

and 

children 

Parent 

involve

ment in 

edu-

cation 

Fidelity 

β=.10 

Child 

alliance 

β=.06 

Parent 

alliance 

β=.07 

 

Parental 

moni-

toring 

Fidelity 

β = .02 

Child 

alliance 

β=.15* 

Parent 

alliance 

β=.13 

 

Parental 

disci-

pline 

Fidelity 

β=.11 

Child 

alliance 

β=.30** 

Parent 

alliance 

β=.25** 
aPer the Blueprints Model Program criteria (Center for the Study and Prevention of Violence, 

2019); *p < .05, **p < .01. 
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Functional Family Therapy 

Functional Family Therapy (FFT; Alexander et al., 2013) is a brief, solution-

focused family therapy intervention that draws upon the family dynamic as a key 

mechanism for change in reducing adolescent problem behaviors. The target population 

for FFT includes youth ages 11 to 18 presenting with behavioral and emotional problems, 

often referred by juvenile justice, child welfare, and other public service systems. A full 

course of FFT typically consists of 12 to 14 therapy sessions delivered over 3 to 5 months 

by FFT-trained therapists in home or clinic settings. 

The FFT model consists of five sequential phases of treatment (Alexander et al., 

2013), including (1) engagement, (2) motivation, (3) relational assessment, (4) behavior 

change, and (5) generalization. The logic model in Figure 2 describes the objectives and 

activities of each phase, and illustrates how they work to reduce risk factors and enhance 

protective factors in the individual, family, and community, which are the key 

mechanisms for change in achieving immediate and long-term outcomes. The 

engagement phase establishes family members’ initial perceptions of the therapist as 

responsive and credible for working with the family. Engagement activities primarily 

involve therapist outreach and availability to family members, with sensitivity to their 

cultural perspectives and values. The motivation phase seeks to replace feelings of 

hostility and blame among family members with nonjudgmental perspectives about 

responsibility and motivation for behaviors, with the goals of fostering constructive 

alliances among family members and a sense of hope for change. During motivation, 

treatment activities include disrupting negative interactions and conflict, and reframing 

the presenting problem behaviors by helping family members understand the (potentially 
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noble) intent behind them, while validating their negative impact on the family. The 

motivation phase helps to establish a working alliance with the family. Relational 

assessment entails identifying interactive patterns among family members in order to 

understand the functions of individual behaviors in the context of the broader family unit. 

Relational assessment activities include observation and discussion with family members 

about problem behaviors, focusing on the relationships of each dyad as well as the full 

family unit, and viewing family members’ problems relationally rather than individually. 

During the behavior change phase, the therapist introduces strategies to promote family 

functioning, address clinical needs (e.g., mental health), and develop individual skills that 

support change in the presenting problem behaviors. Behavior change activities primarily 

involve cognitive-behavioral techniques focused on improving the family dynamic and, 

relatedly, reducing the presenting behaviors. Finally, generalization draws upon the 

family’s progress in behavioral change for addressing other challenges that the family 

may encounter after treatment ends. Activities during the generalization phase include 

connecting the family with community resources that support its positive changes, 

developing a plan with the family to prevent recurrence of the presenting problems, and 

helping the family transition to independently responding to future problems that arise. 
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Figure 2. FFT logic model (EPISCenter, 2015; created in collaboration with FFT, Inc.) 
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Beyond the clinical intervention itself, FFT also has a systematic training and 

implementation model to support community dissemination (FFT LLC, n.d.). This model 

comprises three phases. Phase I, completed during the first 12-18 months of 

implementation, involves putting in place an infrastructure at the local FFT site that 

facilitates FFT training and consultation procedures and maximizes how clinicians 

benefit from them. Clinicians receive training in delivering FFT, and a quality-

monitoring process is established whereby clinicians’ adherence and competence with the 

model is assessed and tracked during regular consultation sessions. Phase II, which lasts 

approximately one year, shifts focus from developing skilled clinicians to developing 

skilled supervisors, to promote a more independent implementation at the site with less 

involvement from FFT consultants. An onsite supervisor is trained in performing 

clinician supervisory tasks, including assessing clinician adherence and competence and 

tracking performance in the FFT purveyor database. The role of FFT consultants shifts to 

primarily supporting the supervisor rather than supporting individual clinicians, as the 

latter becomes the responsibility of the supervisor. Phase III, which is ongoing on an 

annual basis, promotes the maintenance and/or expansion of FFT after the site has 

completed the first two phases. The FFT consultants monitor adherence and quality 

remotely via the data tracked by supervisors and support the site with activities such as 

staff development and interagency partnership. In sum, the three phases of the FFT 

implementation model support FFT’s dissemination readiness in community settings, 

including a systematic process for monitoring fidelity. 
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Efficacy and Effectiveness of FFT 

 Blueprints recognizes FFT as a Model Program, indicating high-quality evidence 

that the program produces sustained positive effects (Center for the Study and Prevention 

of Violence, 2019). The evidence for FFT’s effects on youth behavioral health has been 

established by more than 40 years of research, including 10 randomized efficacy trials, 

five randomized effectiveness studies, and 12 quasi-experimental evaluations (Robbins et 

al., 2016). One meta-analysis found that FFT has a small aggregate effect on delinquency 

outcomes (d = .32, SE = .146, k = 8, n = 681; Lee et al., 2012), although omission of 

relevant studies is a limitation. In a subsequent review, Hartnett et al. (2017) conducted a 

series of meta-analyses comparing FFT to various counterfactual conditions on self-

reported delinquency and substance use. In aggregate, FFT significantly outperformed 

randomly-assigned control conditions (d = .48, p < .01, k = 3, n = 165), and both 

randomly-assigned (d = .35, p < .05, k = 5, n = 406) and non-randomly assigned (d = .75, 

p < .001, k = 3, n = 175) alternative treatment conditions. Effect sizes favored FFT over 

randomly-assigned (d = .20, k = 3, n = 250) and non-randomly assigned (d = .08, k = 2, n 

= 130) treatment-as-usual, and non-randomly assigned control conditions (d = .90, k = 2, 

n = 548), although these effects were not significant (p > .05). When compared to the 

randomized counterfactual conditions, FFT effects were consistently in the small-to-

medium effect size range. When treatment conditions were non-randomized, FFT effect 

sizes ranged from less than small to large; limited comparability of the treatment 

conditions and small numbers of studies in each meta-analysis may explain the 

heterogeneous effects across the non-experimental studies. Overall, this body of research 

suggests that FFT is effective for improving youth behavioral health. 
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FFT Fidelity Effects on Outcomes 

As previously described, FFT emphasizes client engagement and motivation as 

key intervention components; has a well-defined theory of change and associated 

treatment techniques; includes a systematic implementation model to support program 

installation, maintenance, and expansion; and has extensive evidence for effectiveness in 

reducing youth behavioral problems. Thus, FFT has all three of the Blueprints-defined 

characteristics of an EBI (i.e., evidence of impact, program differentiation, and 

dissemination readiness; Center for the Study and Prevention of Violence, 2019) and 

most of the attributes that Carroll et al. (2007) propose to moderate the relationship 

between fidelity and client outcomes (i.e., participant responsiveness [through 

engagement and motivation], intervention specificity, facilitation strategies). As evidence 

has shown a positive association between fidelity and outcomes among manualized EBIs 

(e.g., Henggeler et al., 1997; Schoenwald et al., 2009), there is both conceptual and 

empirical support to hypothesize that fidelity predicts better client outcomes of FFT. 

Two studies have tested fidelity effects on FFT outcomes, both finding that higher 

fidelity was associated with lower recidivism. In Barnowski’s (2002) evaluation of a 

statewide implementation of FFT, therapists were rated by supervisors during case 

consultation on their adherence to the FFT model. Therapist ratings were categorized  as 

highly competent, competent, borderline competent, and not competent in their delivery 

of FFT. Youth served by the competent and highly competent FFT therapists had lower 

felony recidivism rates (17% and 14%, respectively) than those in the randomly-assigned 

control group (22%). Conversely recidivism was higher among youth served by 

borderline competent (42%) or non-competent (50%) FFT therapists. However, 
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recidivism rates varied widely among therapists within each competence level, and 

inferential statistics of competence effects were not reported. Sexton and Turner (2010) 

conducted follow-up analyses of Barnowski’s (2002) evaluation data. Complementing 

Barnowski’s (2012) descriptive findings, felony recidivism was lower among adherent 

(i.e., competent or highly competent) FFT therapists (d = -.27, p = .050), and higher 

among non-adherent (i.e., borderline competent or not competent) FFT therapists (d = 

.27, p = .021), as compared to the control group (small effects). Among the FFT 

recipients, those served by adherent therapists had lower recidivism than those served by 

non-adherent therapists by a small-to-medium effect (d = -.47, p = .008). However, 

moderation analysis showed that adherence only had an effect in cases with high negative 

peer risk at baseline (d = -.66, p < .001, medium effect), but not in cases with low 

negative peer risk (d = -.15, p = .449). 

A more recent study of a large and diverse sample of FFT recipients (N  = 5,884) 

expands upon Sexton and Turner’s (2010) risk-fidelity interactions by exploring 

moderating effects among client risk, caseload risk, therapist experience, and therapist 

adherence on FFT program completion and felony recidivism in the 12 months post-

treatment (Turner et al., 2018). Prior to examining completion and recidivism outcomes, 

a preliminary interaction effect between individual client risk and site-level caseload risk 

on therapist adherence was observed. Among sites with low-risk caseloads, therapists had 

higher adherence scores when working with lower-risk clients (d = .51, p < .005), 

whereas adherence was not significantly associated with client risk in high-risk caseload 

sites. This differential effect may have been driven by consistently high adherence ratings 

across all client risk levels (i.e., lack of variability) at higher-risk caseload sites, whereas 



   

47 
 

adherence varied considerably by client risk level in lower-risk caseload sites. Site-level 

caseload risk also moderated the effect of therapist experience on adherence. When 

therapists had less experience providing FFT (e.g., 5-6 cases), adherence was lower 

among high-risk caseloads than low-risk caseloads (d = .27, small effect). Conversely, 

among therapists with more experience delivering FFT (e.g., 11-12 cases), those with 

high-risk caseloads had higher adherence ratings than those with low-risk caseloads (d = -

.52, medium effect). Higher caseload risk (d = .19, p = .007) and therapist experience (d 

= .08, p < .001) were both positively associated with completing a full course of FFT, 

whereas higher client risk was associated with lower program completion (d = -.15). 

Though these main effect sizes were minimal, moderation analysis found that completion 

rates were higher in therapist’s later cases than earlier cases among high-risk caseloads (d 

= .38, small effect), whereas therapist experience did not predict completion among low-

risk cases. Finally, increases in therapist adherence (d = -.07, p = .028) and experience (d 

= -.06, p = .030) were associated with lower recidivism among low-risk caseloads, 

although effect sizes were minimal. In high-risk caseloads, adherence and experience did 

not significantly predict recidivism, although the null adherence effect should be 

interpreted with attention to the lack of variability in adherence among high-risk 

caseloads, as previously noted.   

In sum, fidelity to the FFT model was associated with lower recidivism across 

two large independent samples. Effect sizes were small, but also differential across levels 

of caseload risk and therapist experience. More adherent therapists carried higher-risk 

caseloads, and therapists with more experience delivered the model to high-risk cases 

with better adherence than less-experienced therapists. Experience and caseload risk 
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(correlates of fidelity) were both associated with program completion, however the effect 

of fidelity on completion was not directly tested. Fidelity effects on additional outcomes, 

such as changes in behavioral health symptoms, have not been explored among FFT 

recipients. 

Summary and Synthesis 

 The literature reviewed in this chapter has shown that common factors such as 

working alliance have been consistently associated with better client outcomes of 

psychotherapy (Wampold, 2015), whereas fidelity to any particular treatment modality 

has not, although fidelity effects on outcomes have varied widely across studies (Webb et 

al., 2010). Among manualized behavioral health EBIs, fidelity has predicted better client 

outcomes more consistently than among more general therapeutic interventions. 

Distinguishing characteristics of EBIs, such as intervention specificity and strategies to 

support dissemination, may promote higher fidelity and increase its association with 

client outcomes (Carroll et al., 2007; Figure 1). Further, the moderating effects of 

practice quality and participant responsiveness may also augment the effect of fidelity on 

outcomes (Carroll et al., 2007), as these factors in sum reflect the working alliance – a 

consistent predictor of client success in therapy (Horvath et al., 2011). Among 

manualized youth behavioral health interventions, both fidelity (Schoenwald et al., 2009) 

and working alliance (Shirk et al., 2011) have been associated with better outcomes. 

However, few studies have tested the effects of fidelity and alliance concurrently, and 

their findings have been mixed, with both fidelity (Hukkelberg & Ogden, 2013; Hurley et 

al., 2017) and alliance (Liber et al., 2010; MVPP, 2014) identified as the strongest 

predictor of client success. 
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 The current study contributes to this literature by testing the relative effects of 

fidelity and working alliance on client outcomes of FFT, a family therapy model with 

extensive evidence for reducing adolescent problem behaviors (Robbins et al., 2016). In 

the initial phases of treatment, FFT emphasizes therapist engagement with family 

members and fostering the motivation to change (Alexander et al., 2013); hence treatment 

activities that establish a strong working alliance are essential components of the FFT 

model. In addition, FFT is manualized with well-specified program components, and 

includes strategies for dissemination in community settings (FFT LLC, n.d.). 

Accordingly, FFT fidelity has been associated with lower recidivism – a target outcome 

of FFT with juvenile offenders (Sexton & Turner, 2010; Turner et al., 2018). Therapist 

experience has been associated with higher program completion and lower recidivism, 

and interaction effects among therapist experience, fidelity, and client risk on recidivism 

have also been observed (Turner et al., 2018). A balanced working alliance among 

participating family members has been shown to predict greater progress through FFT 

treatment (Robbins, et al., 2003). The comparative effects of fidelity and working alliance 

on FFT outcomes, and fidelity effects on improved behavioral health symptoms, have not 

been explored.  

The current study examines the comparative effects of fidelity and working 

alliance on treatment progress, youth behavioral health symptoms, and recidivism among 

juvenile offenders receiving FFT. Figure 3 illustrates the conceptual model of the 

hypothesized relationships that are tested in this dissertation. The study aims and 

hypotheses are stated in more detail in Chapter 3, p. 51). 

 



   

50 
 

Figure 3. Conceptual model of hypothesized relationships. 
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CHAPTER 3: METHOD 

This chapter describes the research methods to test the study aims and hypotheses 

of this dissertation. The aims and hypotheses, which are depicted in Figure 3, are 

formulated as follows: 

Aim 1: To examine the relative effects of fidelity and working alliance on FFT treatment 

progress. It was hypothesized that: 

1.1. Increases in fidelity and alliance are associated with further progress through 

treatment. 

1.2. Controlling for fidelity and alliance is associated with a reduction in between-

therapist variance in treatment progress. 

Aim 2: To examine the relative effects of fidelity and working alliance on change in 

youth behavioral health symptoms. It was hypothesized that: 

2.1. Increases in fidelity and alliance are associated with greater reduction in 

behavioral symptoms. 

2.2. Controlling for fidelity and alliance is associated with a reduction in between-

therapist variance in behavioral symptoms. 

Aim 3: To examine the relative effects of fidelity and working alliance on recidivism. It 

was hypothesized that: 

3.1. Increases in fidelity and alliance are associated with lower recidivism. 

3.2. Controlling for fidelity and alliance is associated with a reduction in between-

therapist variance in recidivism. 
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Design 

 This study involved secondary analysis of data collected for continuous quality 

improvement and evaluation of a statewide implementation of FFT among juvenile 

offenders in Maryland. Using a single-group longitudinal design, FFT recipients’ 

treatment progress and behavioral health symptoms were observed from intake to 

discharge, and delinquency was observed from intake through 12 months-post discharge. 

The single-group design was appropriate for the current study aims, as they concern 

heterogeneity in treatment outcomes within a treated population. The 12-month follow-up 

recidivism period is consistent with the time frame observed in prior studies of FFT 

fidelity effects on delinquency outcomes (Sexton & Turner, 2010; Turner et al., 2018).  

Study Procedure 

Description of FFT Implementation  

 Since 2009, Maryland Department of Juvenile Services (DJS) has funded and 

referred youth to FFT as a pre-court service, a service available during probation, or an 

aftercare service following committed residential placement. Treatment has been 

delivered by three community mental health providers across 20 Maryland jurisdictions 

including metropolitan, suburban, and rural areas. In accordance with the FFT 

dissemination model, an FFT LLC-contracted model expert has provided clinical 

consultation with site supervisors and therapists to support implementation. Further, the 

Institute for Innovation and Implementation (III) at the University of Maryland has 

provided technical assistance, continuous quality improvement, and independent 

evaluation efforts. As of 2019, DJS funds 157 FFT slots across 19 jurisdictions, providing 

the capacity to serve approximately 471 youth annually, with two provider agencies 
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actively providing treatment (The Institute for Innovation and Implementation, 2019). 

With few exceptions, FFT services have been delivered to families in their homes. 

Data Collection 

 Staff from the provider agencies log case information for all youth referred to 

FFT in tracking spreadsheets that they send to the Evaluation Team at III monthly. 

Spreadsheet fields include names and demographics, dates of referral and admission, and 

non-admission reasons for cases that are not served. In addition, therapists enter case 

information into the Clinical Services System (CSS), a web-based application developed 

by FFT LLC to support therapists’ delivery of the model. The information tracked in CSS 

includes youth demographics, date and treatment phase of each FFT session, discharge 

reasons, therapist fidelity ratings assigned by supervisors, youth and family clinical 

assessments, and status outcomes (FFT LLC, 2009). The III Evaluation Team downloads 

the CSS data for Maryland cases monthly. Data from the provider spreadsheets and CSS 

are then merged and cleaned. Any discrepancies, duplicate entries, or other data quality 

issues identified during the cleaning process are resolved on monthly phone calls with the 

providers to maintain data integrity. 

 The Evaluation Team also obtains delinquency data for youth served by FFT. On 

an annual basis, the Evaluation Team links FFT cases with their DJS administrative data 

using the DJS case identification number. For cases not successfully matched on the DJS 

identification number (e.g., due to missing or discrepant IDs), probabilistic record-linking 

methods are used to match them using name, gender, race/ethnicity, and date of birth. In 

addition, the FFT case list is sent to the Maryland Department of Public Safety and 

Correctional Services (DPSCS), which performs an exact match on name, gender, race, 
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and date of birth to link FFT cases with their DPSCS administrative data. The linked 

DPSCS data are then sent to the Evaluation Team. The DJS data include youths’ juvenile 

offense, arrest, adjudication, and detention histories, as well as risk and needs assessment 

scores for all adjudicated youth. The DPSCS data include history of adult arrest, 

conviction, and incarceration. After FFT cases are linked with their respective DJS and 

DPSCS data, the Evaluation Team cleans and merges the linked data with the CSS and 

provider spreadsheet merged data file. 

 For the current study, this author obtained from the Evaluation Team a de-

identified data set that included select variables needed to test the research questions and 

conduct related preliminary analyses. Table 4 provides a list of variables that were 

extracted from the evaluation data for this study’s analyses.  

Sample 

Sampling Plan and Recruitment 

Study participants included a non-probability sample of DJS-referred youth who 

received FFT in Maryland. The sampling plan included selecting the most recent 730 

cases from a sampling frame of youth who discharged from FFT between July 1, 2015 

and June 30, 2018 (see Appendix A for a description of the a priori sample size 

determination). Implementation science literature suggests that it can take an average of 

nine years for an EBI to reach full implementation in community settings (Yuan et al., 

2009). As FFT was in its 10th year of implementation in Maryland at the time the data 

were drawn, the sampling strategy was to select the most recently-discharged 730 cases 

with at least one year of follow-up observation, to reduce potential confounding effects of 

implementation ramp-up on study findings. 
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Table 4. Variables included in the study data file.  

Case-level variables Therapist-level variables 

Non-identifying case ID 

Therapist providing FFT (non-identifying ID) 

Youth gender 

Youth race 

Youth ethnicity 

Youth age (full years) at admission 

FFT referral date 

FFT admission date 

FFT discharge date 

Reason for discharge 

Last phase of treatment completed 

Total number of sessions completed 

Dates and scores of all YOQ scales 

Dates and scores of all YOQ-SR scales 

Dates and scores of all FSR assessments 

DJS supervision type at referral 

Number of prior DJS referrals 

Age at first DJS referral 

Number of prior DJS committed residential 
placements  

New DJS referral in 12 months post-
discharge 

New DPSCS arrest in 12 months post-
discharge 

New DJS adjudication in 12 months post-
discharge 

New DPSCS conviction in 12 months post-
discharge 

Non-identifying therapist ID 

FFT treatment team ID 

Therapist race 

Therapist ethnicity 

Admission dates of all cases served 

Dates and scores of all fidelity ratings 

 

Delinquent youth who DJS deemed appropriate for FFT were referred to a 

community FFT provider. Youth were considered ineligible for FFT if they (1) were not 

between the ages of 11 and 18 years (although youth outside of this age range were 

occasionally admitted if the therapist considered them FFT-appropriate); (2) had 

unmanageable medical issues; (3) were actively suicidal, homicidal, or psychotic; (3) 
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were diagnosed with autism, pervasive developmental delay, or had an IQ of less than 75; 

(4) were diagnosed as a sex offender; (5) had no psycho-social system or identifiable 

caregiver to participate in treatment; (6) had previously completed a full course of FFT; 

(7) were unavailable to participate (e.g., detained or absent without leave); or (8) were 

scheduled to be placed away from the family. For the analysis of the treatment progress 

outcome (Aim 1), the analytic sample included all youth who discharged from FFT 

because they completed treatment, quit after at least one session, ran away, were placed 

out-of-home, incarcerated, or deceased. Youth who moved prior to completion, were 

discharged due to administrative reasons, or were referred for other services were 

excluded from analysis. For the analyses of change in behavioral symptoms and 

recidivism outcomes (Aims 2 and 3, respectively), the analytic sample included only 

youth who completed a full course of FFT. As behavioral symptoms are assessed during 

the first and last treatment sessions (see Measures, pp. 60-62), many non-completers are 

lost to follow-up because they are not available for the posttest assessment, and thus 

cannot be observed for change in symptoms. Further, because non-completion reasons 

include incarceration and placement out-of-home, many non-completers are not in the 

community at the time of discharge and thus their exposure to risk of recidivating during 

the subsequent 12 months differs from those who discharge for other reasons. Therefore, 

only program completers were included in analyses of behavioral symptoms change and 

recidivism.   

Analytic Samples 

 Between July 1, 2015 and June 30, 2018, a total of 1,105 youths discharged from 

FFT met discharge criteria for the analytic sample for Aim 1, and 797 youths completed a 
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full course of FFT (thus meeting criteria for the analytic sample for Aims 2 and 3). 

However, due to cases having incomplete data, only 577 and 348 youths were included in 

the analytic samples, respectively. To reduce missing data bias, inverse probability 

weights (IPWs) were applied to each analytic sample to minimize differences between 

those with and without complete data (for more detail on missing data analysis, see Data 

Analysis, pp. 70-73). Table 5 reports descriptive statistics of the IPW-weighted youth 

with and without complete data from Sample 1 (Aim 1) and Sample 2 (Aims 2 and 3).  

 

Table 5. Characteristics of IPW-weighted participants with and without complete data 

Characteristic 

Sample 1 (N = 864) Sample 2 (N = 654) 

Completea 
Incom-

pleteb 
t or χ2 

Completec 
Incom-

pleted 
t or χ2 

M (SD) 
or % 

M (SD) 
or % 

M (SD) 
or % 

M (SD) 
or % 

Age 15.68 

(1.53) 

15.82 

(1.78) 

t862 = -.72 15.63 

(1.58) 

15.63 

(1.73) 

t652 = -.01 

Male 77.2% 78.4% χ2
1 = .08 76.2% 76.4% χ2

1 < .01 

Race/ethnicity   χ2
2 = 3.59   χ2

2 = .02 

Black/non-

Hispanic 

57.5% 59.7%  55.2% 54.7%  

White/non-

Hispanic 

26.8% 30.2%  27.5% 27.5%  

Hispanic/ 

Latino or Other 

15.7% 10.2%  17.3% 17.8%  

DJS supervision 

type 

  χ2
3 = 2.60   χ2

3 = .05 

Probation 51.8% 54.9%  53.7% 54.3%  

Aftercare 29.8% 31.7%  27.4% 27.2%  

Pre-court 14.8% 10.8%  15.9% 15.9%  

Other 3.6% 2.6%  3.0% 2.7%  

Number of prior 

DJS complaints 

4.35 (3.77) 4.11 (3.10) t862 = .78 4.14 (3.97) 3.80 (2.96) t652 = 1.21 

Age at first DJS 

complaint 

13.94 

(2.10) 

14.23 

(2.08) 

t862 = -1.23 14.02 

(2.10) 

14.20 

(2.04) 

t652 = -1.04 

Prior committed 

residential 

placement 

29.7% 31.8% χ2
1 = .17 27.7% 26.7% χ2

1 = .08 

 

 



   

58 
 

Table 5 (continued) 

Characteristic 

Sample 1 (N = 864) Sample 2 (N = 654) 

Completea 
Incom-

pleteb 
t or χ2

 

Completea 
Incom-

pleteb 
t or χ2

 
M (SD) 
or % 

M (SD) 
or % 

M (SD) 
or % 

M (SD) 
or % 

FFT treatment 

team 

  χ2
3 = 6.14   χ2

3 = .01 

Anne Arundel 

County 

24.0% 20.8%  27.6% 27.7%  

Central 

MD/Eastern 

Shore 

22.5% 19.6%  22.7% 22.4%  

DC Metro 

Region 

28.0% 22.4%  23.7% 24.0%  

Southern MD 25.5% 37.2%  26.0% 25.9%  

Therapist 

experience 

(prior cases) 

85.70 

(82.30) 

103.18 

(91.50) 

χ2
1 = 3.16† 87.69 

(83.60) 

88.94 

(88.62) 

χ2
1 = .03 

an = 577, bn = 287, cn = 348, dn = 306. 
†p < .10. 

 

 

Sample 1  

Youth in the analytic sample to test Aim 1 were predominantly male (77%), 

Black/non-Hispanic (57%), and an average of 16 years old. Most were under DJS 

probation (52%) or aftercare (30%) supervision. On average, youth had four prior 

complaints with DJS, with the first complaint occurring around age 14; the majority 

(70%) had not been previously placed in a committed residential setting. The analytic 

sample was evenly distributed across the FFT treatment teams. Youth were served by 

therapists who had previously served an average of 86 cases, although therapist 

experience varied widely, ranging from 0 to 278 prior cases, and 14% of cases having a 

therapist who previously served less than 10 cases. Bivariate tests show that participant 

characteristics were similar between IPW-weighted youth with and without complete 

data, with a small difference observed in therapist experience. Youth with complete data 
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were served by therapists who had previously served an average of 13% fewer cases than 

those with incomplete data – a difference that approached statistical significance (IRR = 

.83, p = .076). Overall, the weighted analytic sample was representative of Sample 1 at 

large. 

Sample 2  

Descriptive statistics of the analytic sample to test Aims 2 and 3 were similar to 

the analytic sample for Aim 1 (see Table 5). Bivariate comparisons found that the IPW-

weighted youth with and without complete data were strongly balanced on all participant 

characteristics, suggesting that the analytic sample was well-representative of all Sample 

2 participants.  

Measures 

Dependent Variables 

Treatment Progress  

Treatment progress encompassed whether a family completed the full course of 

treatment, and the phase of FFT in which the family discharged. A completed case is 

defined as the family progressing through all phases of the FFT intervention, consistent 

with other community-based implementations of FFT (California Institute for Behavioral 

Health Solutions, 2010). Upon case closure, the therapist closes the case in CSS and 

indicates it as completed or non-completed. Reasons for non-completion include (1) 

youth incarcerated for an offense during treatment; (2) youth placed out-of-home; (3) 

family quit after at least one session; (4) youth ran away; (5) youth deceased; (6) 

administrative discharge (e.g., incarceration for pre-treatment offense, termination of 

treatment funding); (7) family moved out of the service area; and (8) family was referred 
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to other services. Reasons 1-5 are considered to be within the therapist’s control and are 

included in the formula for calculating completions rates. Reasons 6-8 are considered 

outside of therapist control and not included in the completion rate calculation, hence 

their exclusion from this study (see Sample, p. 55). The therapist also records the phase 

of treatment during which the case discharged (see pp. 40-42 for a description of the FFT 

treatment phases). Treatment progress was measured as whether a case discharged prior 

to completion during the Motivation phase (0); discharged prior to completion during the 

Behavior Change or Generalization phases (1); or completed the full course of treatment 

(2). An ordinal outcome distribution was specified for data analysis.  

Behavioral Health Symptoms  

Youth’s behavioral symptoms were measured with the Youth Outcome 

Questionnaire (Y-OQ) and Youth Outcome Questionnaire–Self-Report (Y-OQ-SR; Wells 

et al., 2003). The Y-OQ and Y-OQ-SR are 64-item questionnaires completed by 

caregivers and youth, respectively, which assesses multiple domains of youth’s mental 

and behavioral health. Subscales include Intrapersonal Distress, Somatic Complaints, 

Interpersonal Relations, Social Problems, Behavioral Dysfunction, and Critical Items 

(e.g., paranoia, hallucinations, mania, suicidality). The Y-OQ and Y-OQ-SR were 

designed to be sensitive to changes in symptoms, making them strong measures for 

assessing efficacy and effectiveness of interventions. Validation studies have found the 

Y-OQ-SR to have high internal consistency (α = .96, α = .95), test-retest reliability (r = 

.89), and concurrent validity with other well-established measures of youth behavioral 

health (e.g., r = .83 with the Child Behavior Checklist [CBCL]; Ridge et al., 2009; Wells, 

et al., 2003). All items on the Y-OQ/Y-OQ-SR are rated on a 5-point Likert-type scale, 
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and summed to compute subscale and total scores. Higher Y-OQ/Y-OQ-SR scores reflect 

greater symptomology. The Y-OQ and Y-OQ-SR forms are available in Appendix B. All 

Y-OQ and Y-OQ-SR assessment scores were tracked in the CSS system. 

The Interpersonal Relations (IR) subscale captures the youth’s relations with 

family and peers, as well as aggression, non-cooperation, and other displays of defiant 

behavior. The Behavior Dysfunction (BD) subscale measures attention, impulse control, 

and emotional regulation. Social Problems (SP) pertain to problem behaviors such as 

delinquency and substance use. Collectively, the IR, BD, and SP subscales encompass the 

presenting problems that FFT targets. Thus, a composite sum score of the IR, BD, and SP 

subscales was used to measure change in behavioral health symptoms in the current 

study. In a community sample, the IR (r = .69), BD (r = .68), and SP (r = .62) subscales 

were strongly correlated with the Externalizing subscale of the CBCL; further, BD (r = 

.66) and IR (r = .61) showed strong concurrent validity with the Aggressive subscale, and 

SP (r = .69) and IR (r = .64) were highly correlated with the Delinquent subscale (Ridge 

et al., 2009). The composite sum score of IR, BD, and SP has not been reported in prior 

research. Therefore, the youth and caregiver distributions were standardized for data 

analysis, to increase comparability with more commonly-reported measures used in 

behavioral health research such as the CBCL-Externalizing.  

Therapists administered the Y-OQ and Y-OQ-SR to caregivers and youth, 

respectively, during the first and last sessions of FFT. To measure change in behavioral 

symptoms, the posttest IR-BD-SP composite score was modelled as the outcome 

variable, with the pretest score held constant. Behavioral symptoms change was assessed 

from the caregiver and youth perspectives separately. Only the subscale and total sum 
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scores of the Y-OQ and Y-OQ-SR assessments were available for this study, precluding 

item-level psychometric analysis. As a coarse indicator of the IR-BD-SP composite’s 

internal consistency, the Cronbach’s alpha reliability coefficient was computed using the 

three subscale scores, indicating good reliability for caregivers (α = .921) and youth (α = 

.905) in the analytic sample. Additionally, Pearson correlation tests explored the bivariate 

relationships among the IR, BD, and SP subscales for caregivers (rs ≥ .727, ps < .001) 

and youth (rs ≥ .721, ps < .001), finding strong pairwise correlations. 

Recidivism  

Recidivism was defined as whether a youth was referred to DJS or arrested as an 

adult for a misdemeanor or felony offense occurring within 12 months following FFT 

completion. This definition follows Maryland DJS recidivism criteria (Farrell et al., 

2017). The Evaluation Team created the 12-month recidivism variable using offense and 

arrest data from the DJS and DPSCS administrative databases. This variable captures 

whether a youth was referred to DJS or arrested (1) or not referred or arrested (0) during 

the 12 months after FFT discharge. A binomial outcome distribution was specified for 

data analysis. In addition, an ancillary recidivism variable captured only referrals and 

arrests in the 12 months following discharge that resulted in adjudication or conviction, 

consistent with how this outcome was measured in prior studies on the association 

between FFT fidelity and recidivism (Barnowski, 2002; Sexton & Turner, 2010; Turner 

et al., 2018). The 12-month follow-up period also aligns with those used in prior studies 

on fidelity and recidivism (e.g., Turner et al., 2018), as well as the minimum time frame 

through which a positive effect must be sustained to meet Blueprints Model Program 

criteria (Center for the Study and Prevention of Violence, 2019).  
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Independent Variables 

Fidelity  

Therapist fidelity is assessed by clinical supervisors during weekly supervision, in 

which the therapist presents an active case and the supervisor uses a structured fidelity -

rating tool to assess the extent to which FFT core principles and manual-specific 

practices were applied when serving the family (Sexton et al., 2004). The assessment 

captures two domains of FFT fidelity: (1) therapist adherence to goals, strategies, and 

theoretical principles of the FFT model, and (2) the quality with which therapists deliver 

them. The fidelity rating score can range 0-6, with a higher score reflecting greater 

fidelity, and a cutoff score of 3 indicating model adherence. Fidelity ratings were tracked 

in the CSS data. 

Turner et al. (2018) found that therapist fidelity ratings improved over time as 

they accrued more experience delivering FFT. However, within the course of individual 

cases’ treatment episodes, therapist fidelity ratings were stable (intra-class correlation 

[ICC] = .84, α = .94). Therefore, fidelity was measured at the case-level by computing the 

mean of the therapist’s scores that were rated during the treatment episode  of each case. 

Among study participants, variance components analysis found that therapist fidelity 

ratings were less stable within cases (ICC = .54) than the Turner et al. (2018) study, 

indicating that the case-level fidelity measure was moderately reliable for the current 

study (Koo & Li, 2016). A bivariate association between fidelity and FFT treatment team 

(F[573, 3] = 71.39, p < .001) suggests possible supervisor rater effects and/or differential 

therapist performance by site, hence treatment team was included as a covariate in data 

analysis (see p. 70). 
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Alliance  

Working alliance was measured by the Family Self Report (FSR). The FSR is a 7-

item questionnaire administered to all adults and youth over 11 years old participating in 

treatment at the start of the Motivation, Behavior Change, and Generalization phases of 

FFT. The FSR assesses the family members’ experiences with FFT, including beliefs that 

the family will improve during treatment and perceptions of the working relationship 

with the therapist (i.e., pathways 1 and 2 from the contextual framework of 

psychotherapy; Wampold, 2015). All FSR items are rated on a 7-point Likert-type scale 

(see Appendix B for the FSR items and response options) and tracked in the CSS data 

system. Two of the FSR items assess the respondent’s feelings about how the family was 

doing prior to the first treatment session and at the start of the current session, and thus 

reflect changes in family functioning more so than the working alliance with the 

therapist; these items were excluded from the alliance measure. Each of the five 

remaining items captures various facets of the alliance construct. The mean of these five 

items was computed to produce an alliance score, with a higher score indicating stronger 

working alliance. The FSR is used primarily during therapist supervision and not for 

reporting purposes, thus psychometric properties of the FSR have not been previously 

reported. Among this study’s participants, the abbreviated 5-item FSR showed high 

internal consistency for youth (Cronbach’s α = .890) and caregivers (Cronbach’s α = 

.877). 

As the FSR is administered to youth and caregivers during the Motivation, 

Behavior Change, and Generalization phases of FFT, alliance is observed multiple times 

from multiple perspectives throughout the course of treatment. Linear mixed models 
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tested rater and time effects on alliance to determine a measurement strategy that fit the 

data. As Aim 1 concerns client progress through the FFT program, the FSR completion 

rate across phases was correlated with the outcome itself. Therefore, only FSR 

assessments completed during Motivation were used for the analysis of Aim 1, as a 

measure of initial alliance. On average, initial alliance was rated lower by youth than 

caregivers (b = -.35, p < .001). To address this variation between raters, alliance was 

measured as the youth’s initial FSR rating while controlling for a rater effect (i.e., the 

difference between the youth and caregiver ratings) in the models. The analyses of Aims 

2 and 3 involved program completers only, hence the FSR was observed at all three time 

points. On average, youth reported lower alliance than caregivers (b = -.19, p < .001) and 

alliance increased across the treatment phases (b = .32, p < .001), although this time 

effect did not differ between youth and caregivers (see Table 6). Thus, for Aims 2 and 3, 

alliance was measured as the youth’s initial FSR rating while controlling for a rater effect 

and a time effect (i.e., the average change across phases) in the models.  

Table 6. Mixed-effects linear regression estimates of alliance 

Parameter 
Sample 1a Sample 2b 

Rater effect Rater effect Phase effect Interaction effect 

Coefficients (Robust SE) 

Intercept 5.92 (.04)*** 6.24 (.03)*** 5.60 (.06)*** 5.61 (.06)*** 

Youth (ref: caregiver) -.35 (.04)*** -.19 (.03)*** -.19 (.03)*** -.22 (.07)** 

Phase growth curve -- -- .32 (.02)*** .31 (.02)*** 

Phase*Youth  -- -- -- .01 (.03) 

Random effects (Robust SE) 

Between-youth s2 .47 (.05) .20 (.03) .22 (.03) .22 (.03) 

Within-youth s2 .25 (.04) .41 (.03) .30 (.02) .30 (.03) 

ICC .65 (.05) .33 (.03) .42 (.04) .42 (.04) 

Youth slope s2 .38 (.10) .14 (.03) .20 (.03) .20 (.03) 

Phase slope s2 -- -- .01 (< .01) .01 (< .01) 

Model fit statistics (df) 

AIC 2881.86 (5) 4691.89 (5) 4301.49 (7) 4303.39 (8) 

BIC 2907.12 (5) 4720.11 (5) 4341.00 (7) 4348.54 (8) 
aN = 577 (IPW-weighted), 1,154 observations. 
bN = 348 (IPW-weighted), 2,088 observations. 
**p < .01, ***p < .001. 
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Control Variables 

Therapist Experience  

As FFT therapists serve more cases, their fidelity ratings and case completion 

rates have been shown to increase (Turner et al., 2018). Therefore, therapist experience 

was a key control variable in this study to parse out the effects of fidelity [and alliance] 

on outcomes beyond their associations with therapist tenure. To measure therapist 

experience, a variable was created that assigned to each youth the number of FFT cases 

that the therapist had previously served. To compute this variable, youth were sorted 

within therapists by their case admission dates, from oldest to newest. Then, a sequential 

count variable starting at 0 was assigned to each case within each therapist (i.e., 0 for the 

first case, 1 for the second case, etc.), resulting in a value that captures how many cases 

the therapist served prior to the current case. Turner et al. (2018) found that therapist 

fidelity ratings improved by ~10% with each 10-case increase in experience, 

approximating a linear relationship, until the 70th case after which fidelity ratings did not 

change (i.e., a ceiling effect). Therefore, therapist experience was an interval-level 

measure of prior cases served collapsed into 10-case increments, which Turner et al. 

(2018) showed to be both sensitive to change in fidelity and robust to variability among 

single cases within each 10-case interval. Furthermore, a splined term was created to 

measure a different experience effect before and after the 70th case, consistent with 

Turner et al.’s (2018) findings. The therapist that serves each case was tracked in the CSS 

data system. 

Youth Delinquency Risk  
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Delinquency risk was also a key control variable, as Turner et al. (2018) found an 

association between youth risk and therapist fidelity whereby higher-performing 

therapists tended to carry higher-risk caseloads, which can obscure the effects of fidelity 

on recidivism and other outcomes. Delinquency risk was measured by the youth’s 

delinquency history, including number of prior DJS complaints, age at first prior DJS 

complaint, and number of prior DJS committed residential placements, each of which are 

risk factors for recidivism assessed in the Maryland Comprehensive Assessment and 

Service Planning Risk and Needs Assessment (MCASP; Maryland DJS, 2019). The DJS 

worker completes the MCASP for each youth upon adjudication to assess for risk and 

protective factors that help to inform case-planning and decision-making. As MCASP 

data were not available for the current study, indicators of delinquency history were 

directly observed from the linked DJS data. Ordinal values were assigned for prior DJS 

complaints (None or one = 0; Two = 1; Three = 2; Four or more = 3), age at first prior 

DJS complaint (Over 16/None = 0; 16 = 1; 15 = 2; Under 15 = 3), and prior DJS 

committed residential placements (None = 0; One = 1; Two or more = 2) to align with 

how each is coded in the MCASP, and summed to compute an aggregate delinquency 

risk score. This score could range 0 – 8, with a higher score indicating greater risk for 

recidivism, reflecting an abbreviated version of the MCASP Delinquency History 

domain. 

Prior delinquency was observed for each youth served, thus delinquency risk was 

measured as a youth-level variable. However, Turner et al. (2018) also found that site-

level risk can moderate the effects of individual youth risk on therapist performance. 

Among this study’s participants, delinquency risk varied across the FFT treatment teams 
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(F[573, 3] = 4.71, p = .003). Therefore, treatment team was held constant in data analysis 

to control for site-level variation in delinquency risk, along with other key site-level 

factors (see Measures, p. 70).  

Youth Demographics  

Each youth’s date of birth, gender, and race and ethnicity were tracked in both the 

provider spreadsheets and the CSS data system. These items were routinely crosschecked 

by the Evaluation Team for consistency between the two data sources, and discrepancies 

were resolved with the providers. For the current study, age was measured as the number 

of years between date of birth and date of FFT admission, captured in whole years to 

minimize identifiability. Most youth were male, thus gender was measured as a binary 

variable capturing whether the youth was male (1) or not male (0). Lastly, almost all 

participants were either Black, White, or Hispanic or Latino; less than 7% were of other 

racial or ethnic identities. To ensure adequate cell sizes for analysis, race/ethnicity was 

collapsed into a three-category variable capturing whether a youth was Black/non-

Hispanic (0), White/non-Hispanic (1), or Hispanic/Latino or Other (2), with Black/non-

Hispanic as the reference group. 

Therapist-Client Race/Ethnicity Match  

Therapist demographic characteristics were recorded in the provider tracking 

spreadsheets. Whether the therapist and youth were of the same race or ethnicity was 

included as a covariate. Clients served by therapists of the same race have shown better 

responsiveness to treatment activities of family therapy (Foster et al., 2009). Therefore, a 

therapist-client match may foster a stronger working alliance, and moderate the effects of 

fidelity on outcomes if clients are more responsive to (well-delivered) FFT treatment 
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activities when they are delivered by a matched therapist. This variable was measured 

dichotomously, capturing whether either the race or ethnicity of the youth and therapist 

was matched (1) or not matched (0). Table 7 shows the racial and ethnic breakdown of 

therapists and youth in the study samples, as well as the match rate for youth within each 

racial/ethnic group. Most therapists identified as Black/non-Hispanic, and the majority of 

Hispanic and Black/non-Hispanic youth were served by a matched therapist. The few 

youths who identified as Asian/non-Hispanic (n = 4) and American Indian or Alaskan 

Native/non-Hispanic (n = 2) had no racial representation among the therapists. For 

multiracial therapists and youth, additional information was not available to determine 

the multiple racial groups with which they identified; thus, a match was defined as both 

youth and therapist being multiracial, which is a limitation to how this variable was 

measured for multiracial youth.  

 

Table 7. Frequencies of therapist and youth race/ethnicity and rates of youth-therapist 

match 

Race/ethnicity 
Sample 1 Sample 2 

Therapists Youth 
% youth 

matched 
Therapists Youth 

% youth 

matched 

Hispanic or Latino 2 67 77.6% 2 31 74.2% 

Not Hispanic or 

Latino 

      

Black 18 329 62.6% 14 201 65.2% 

White 6 146 39.7% 5 93 38.7% 

Asian 0 4 0.0% 0 4 0.0% 

American Indian 

or Alaska Native 

0 2 0.0% 0 2 0.0% 

Multiracial 1 26 11.5% 1 15 20.0% 

Other 0 3 0.0% 0 2 0.0% 

Total 27 577 55.3% 22 348 55.5% 
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FFT Treatment Team  

Functional Family Therapy has been implemented across 20 Maryland 

jurisdictions encompassing Baltimore City, the DC metro area, the eastern shore, and 

central and southern Maryland counties. Between the two active provider agencies there 

have been five FFT treatment teams, each serving different areas of the state. Cases 

served by four of these teams were included in this study, and one team was excluded due 

to missing data (see Data Analysis, pp. 70-71). Treatment team was held constant in data 

analysis as a proxy for potential agency, site supervisor (e.g., rater effects on fidelity), 

and jurisdictional effects (e.g., policing and court practices). The treatment team 

coefficients were not reported, as this study does not concern differential outcomes by 

team. This variable was included strictly as a statistical control. The treatment team under 

which each case was served was tracked in the CSS data system. 

Data Analysis 

Preliminary Analysis 

Missing Data 

To explore missing data patterns, Little’s (1988) test was conducted to determine 

if data were missing completely at random (MCAR), finding that incomplete data were 

not MCAR for Sample 1 (χ2[26] = 65.65, p < .001) or Sample 2 (χ2[1137] = 1332.93, p < 

.001). Further exploration revealed that at one FFT treatment site (n = 212), data were 

incomplete for most cases (94%), as fidelity data were available for only one therapist 

from this treatment team. Given the infrequency of cases from this team with complete 

data (n = 13) and the inability to distinguish between site and therapist effects, this team 

was excluded from any analyses. For the remaining cases, missing variable bias was 
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addressed using Seaman and White’s (2013) approach of applying IPWs based on the 

propensity for having complete data, thereby weighting cases to reduce differences 

between those included and excluded from the analytic sample. The propensity for 

having complete data was estimated with a logit model that regressed data completeness 

on a vector of predictor variables. Then, the fitted probability of data completeness (P[Cx 

= 1 | X]) predicted from the logit model was obtained for each case, as well as the 

marginal probability for the sample (P[Cx = 1]). Lastly, IPWs were computed using the 

following formula:4 

• P[Cx = 1] / P[Cx = 1|X] for cases with complete data 

• (1 – P[Cx = 1]) / (1 – P[Cx = 1|X]) for cases with incomplete data. 

Separate propensity models were fit and IPWs computed for each analytic sample, as 

they represent related but distinct populations. 

 Sample 1. Excluding the team that was dropped, there were 864 youths who met 

inclusion criteria for Aim 1, of whom 577 (67%) had complete data. Variables with 

missing values included fidelity (7%), youth-reported (16%) and caregiver-reported 

(18%) initial alliance, and therapist race or ethnicity (17%) to determine a client-therapist 

match. Table 8 describes the logit model estimates of data completeness, including the 

vector of predictor variables and their coefficients. After predicting the fitted probability 

of completeness for each case, the logit model was refit with the square of the predicted 

probability added as a covariate; this coefficient was non-significant (b = .34, p = .889), 

indicating that the missingness model was well-specified (Kang & Schafer, 2007).  

 
4 This is a modified IPW formula to compute “stabilized” weights, which yields smaller and less 

dispersed weights than the unstabilized IPW formula, to reduce the influence of possible extreme 

weights for cases in the tails of the propensity distribution (Thoemmes & Ong, 2016). 
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 Sample 2. There were 654 youths who completed FFT and were thus eligible for 

Aims 2 and 3, of whom 348 (53%) had complete data. This rate reflects less complete 

data than Sample 1, in part because additional variables were required to test these study 

aims for which values were also missing, including the pretest (13%) and posttest (22%) 

Y-OQ scores and pretest (5%) and posttest (12%) Y-OQ-SR scores. Further, in Sample 2, 

alliance was observed at all three phases due to its time-variance over the course of 

treatment (see Measures, pp. 64-65). Youth-reported (15%) and caregiver-reported (17%) 

alliance were considered incomplete if each was missing at more than one phase. For 

those missing youth-reported (18%) and caregiver-reported (19%) alliance at only one 

phase, the values observed at the other two phases and their linear time trend across 

phases were used to impute the missing value (truncated at 1 and 7, the respective floor 

and ceiling values of the FSR).5 Finally, 7% of Sample 2 were missing fidelity and 16% 

were missing therapist race or ethnicity. 

 Table 8 reports results from the logit model of data completeness in Sample 2. 

The coefficient of the squared predicted probability was not significant in the refit logit 

model (b < .01, p = .172). Hence the missingness model fit the data (Kang & Schafer, 

2007). 

 

 

 

 

 

 
5 A binary indicator of whether the value was imputed was held constant in data analysis, to 

reduce potential bias of imputing alliance ratings. 
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Table 8. Logit regression estimates of data completeness 

Predictor 
Sample 1 (N = 864) Sample 2 (N = 654) 

OR (Robust SE) OR (Robust SE) 

Intercept .53 (.52) 14.44 (13.80)** 

Age 1.01 (.06) .90 (.05)† 

Male 1.30 (.25) 1.08 (.21) 

Race/ethnicity 
(ref: Black/non-Hispanic) 

  

White/non-Hispanic 1.09 (.21) .82 (.16) 
Hispanic/Latino or Other .91 (.23) .56 (.13)* 

DJS supervision type  
(ref: Probation) 

  

Aftercare 1.42 (.33) 1.40 (.33) 

Pre-court 1.08 (.30) .69 (.18) 
Other 1.06 (.50) .85 (.41) 

Delinquency risk .98 (.05) .92 (.05)† 

FFT treatment team  
(ref: Southern MD) 

  

Anne Arundel County .89 (.21) .64 (.16)† 
Central MD/Eastern Shore .29 (.07)*** .39 (.09)*** 

DC Metro Region 2.78 (.78)*** .86 (.22) 

Therapist experience  
(linear 10-case slope, splined) 

  

< 70 cases .97 (.04) .96 (.04) 
70+ cases 1.15 (.03)*** 1.04 (.02)† 

Treatment progress  
(ref: Motivation) 

  

Behavior change/Generalization 1.81 (.60)† -- 
Completion 2.81 (.65)*** -- 

Juvenile complaint or adult arrest 
within 12 months 

-- .70 (.13)* 

*p < .05, **p < .01, ***p < .001, †p < .10. 

 

Exploratory Analysis 

 Univariate descriptive statistics explored the distributions of all independent and 

dependent to understand the central tendency and dispersion of fidelity, alliance, and 

behavioral health symptoms; and frequency of program completion, treatment phase at 

discharge, and recidivism. Linear regression models tested the association between 
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fidelity and alliance (including rater, phase, and imputation effects), and the associations 

of fidelity and alliance with all control variables. 

Main Analysis 

 To test this study’s research hypotheses (see Figure 3), mixed-effects regression 

models estimated the effects of fidelity and alliance on treatment progress, behavioral 

symptoms change, and recidivism, with therapist random effects. Fidelity-by-alliance 

interaction effects were also tested for exploratory purposes. Variables were added to the 

model in stepwise blocks to parse out the effects of fidelity, alliance, fidelity and alliance 

together, and the interaction of fidelity and alliance on each outcome, as well as changes 

in model fit and therapist variance. The distributions of fidelity and alliance were 

standardized as z-scores for analysis, so their effects could be directly compared.  

An adjusted alpha-level of .05 was used for rejecting null hypotheses, as analytic 

sample sizes were determined based on the power to detect effects when p < .05 (see 

Power Analysis, Appendix A). To reduce the risk of type I error, the alpha-level was 

adjusted using Tukey et al.’s (1985) method for critical value adjustment when assessing 

multiple endpoints. The Tukey et al. (1985) approach assumes that the various endpoints 

are correlated, and thus adjusts the critical value less conservatively than adjustment 

methods that assume that multiple endpoints are independent (such as the Bonferroni and 

Mantel methods; Zhang et al., 1997). Therefore, the Tukey et al. (1985) approach is less 

likely than other methods to overcorrect the alpha-level and increase risk of type II error 

more so than is appropriate for this study’s [theoretically correlated] outcomes. A total of 

five models were fit to test this study’s research questions, thus the .05 alpha-level was 

adjusted to .023 for rejecting null hypotheses: 
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∝a = 1 − (1 − ∝)1/√𝐾  = 1 − (1 − .05)1/√5  = .023 

Aim 1: Fidelity and Alliance Effects on Treatment Progress  

A mixed-effects ordered logit model regressed treatment progress on fidelity, 

alliance (including rater effects), and the fidelity-by-alliance interaction term, while 

controlling for therapist experience, delinquency risk, age, gender, race/ethnicity, FFT 

treatment team, and therapist-client race or ethnicity match. Random-intercept variance 

components estimated how much client progress through treatment varied among 

therapists when holding fidelity, alliance, and the control variables constant at 0.  

Aim 2: Fidelity and Alliance Effects on Behavioral Symptoms Change  

A mixed-effects linear model regressed the posttest IR-BD-SP composite score on 

fidelity, alliance (including rater, phase, and imputation effects), and the fidelity-by-

alliance interaction term, while controlling for the pretest IR-BD-SP score, therapist 

experience, delinquency risk, age, gender, race/ethnicity, FFT treatment team, and 

therapist-client race or ethnicity match. Random-intercept variance components estimated 

how much behavioral symptoms at posttest varied among therapists when holding 

fidelity, alliance, pretest symptoms and other control variables constant at 0. Separate 

models were fit using the IR-BD-SP composite scores from the Y-OQ and Y-OQ-SR, to 

estimate changes in behavioral symptoms reported by the caregiver and youth, 

respectively.  

Aim 3: Fidelity and Alliance Effects on Recidivism  

A random-intercept logit mixed model regressed 12-month recidivism on fidelity, 

alliance (including rater, phase, and imputation effects), and the fidelity-by-alliance 

interaction term, while controlling for therapist experience, delinquency risk, age, gender, 
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race/ethnicity, FFT treatment team, and therapist-client race or ethnicity match. Random-

intercept variance components estimated how much recidivism rates varied among 

therapists when holding fidelity, alliance, and the control variables constant at 0. Separate 

models were fit for each of the two recidivism measures (see Measures, p. 62). 

Stepwise Model-Building  

For each model, fixed effects were added in a five-step sequence: 

• Step 0 included random effects only (i.e., the null model); 

• Step 1 included fixed effects for the control variables; 

• Step 2 included fixed effects for the control variables and fidelity; 

• Step 3 included fixed effects for the control variables and alliance; 

• Step 4 included fixed effects for the control variables, fidelity, and alliance; and 

• Step 5 included fixed effects for the control variables and the fidelity-by-alliance 

interaction term. 

The therapist-level variance, ICC, and their confidence intervals were observed at each 

step, to estimate how much each outcome differed among therapists when holding 

constant the effects of fidelity, alliance, and both simultaneously.   

Assumption Testing 

 To test for proportional odds between levels of the treatment progress outcome, 

the Brant test of parallel regression found that the effects of fidelity, alliance, and control 

variables did not differ across pairs of ordered categories of treatment progress (χ2[14] = 

18.17, p = .199), indicating that ordered logit regression was appropriate for modeling 

this outcome. The Breusch-Pagan test of heterogeneous variances found that the 

estimates of youth self-reported behavior, conditional on all covariates, had 
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heteroskedastic residuals (χ2[1] = 23.53, p < .001). Further, Shapiro-Wilk tests of 

normality found that residuals of the conditional estimates of caregiver-reported youth 

behavior (W = .98, p < .001, V = 5.94) and youth-self reported behavior (W = .93, p < 

.001, V = 18.04) were not normally distributed. To correct for these violations, all models 

were fit using robust standard error estimation. To assess for non-linearity, model 

variations were fit that tested the quadratic effects of fidelity and alliance, holding all 

other covariates constant, on each outcome. One quadratic term was significant, 

indicating a curvilinear alliance effect on caregiver-reported youth behavior (b = .04, p = 

.048), and a similar quadratic effect was observed on youth self -reported behavior that 

approached significance (b = .04, p = .054). However, further inspection of the data 

suggests that these patterns were driven by a ceiling effect of the FSR rather than true 

curvilinear relationships in the population. Therefore, the linear effects were retained for 

analysis, with attention to this measurement limitation, and post hoc splined terms were 

also tested to explore the linear alliance slopes for observations below the FSR ceiling. 

Finally, variance inflation factors showed acceptable multicollinearity among covariates 

(fidelity VIF = 2.05, alliance VIF = 3.00, all VIFs ≤ 4.74). 
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CHAPTER 4: RESULTS 

Preliminary Analysis 

Descriptive Statistics 

Table 9 describes the distributions of independent and dependent variables in the 

IPW-weighted analytic samples. The average fidelity scores slightly exceeded the target 

score of 3 that indicates adherent FFT. On average, alliance ratings were high relative to 

the range of possible scores, and caregivers tended to rate alliance higher than youth . 

Among Sample 2 participants, for whom alliance was observed at three time points over 

the course of treatment, alliance increased over time for both caregivers and youth.  

Table 9. Descriptive statistics of independent and dependent variables 

Variable 
Sample 1a  
M (SD) or % 

Sample 2b  
M (SD) or % 

Fidelity 3.86 (1.13) 3.88 (1.11) 

Youth alliance   
Motivation phase 5.56 (1.08) 5.66 (.99) 
Behavior Change phase -- 6.12 (.80) 
Generalization phase -- 6.30 (.79) 

Caregiver alliance   
Motivation phase 5.92 (.85) 5.88 (.85) 

Behavior Change phase -- 6.30 (.65) 
Generalization phase -- 6.51 (.57) 

Treatment progress   
Motivation phase 14.5% -- 
Behavior Change or Generalization phase 9.5% -- 
Completed all phases 76.0% -- 

Caregiver-reported youth behavior   
Pretest -- 31.86 (27.04) 

Posttest -- 26.77 (24.23) 

Youth self-reported behavior   
Pretest -- 27.42 (24.11) 
Posttest -- 23.34 (22.40) 

12-month recidivism   
Any juvenile referral or adult arrest -- 34.0% 
Adjudicated referral or convicted arrest -- 11.0% 

Possible score ranges: Fidelity [0, 6]; Alliance [1, 7]; Youth behavior [-12, 104]. 
aN = 577 (IPW-weighted), bN = 348 (IPW-weighted). 
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Approximately 15% of Sample 1 discharged during the Motivation phase, less 

than 10% discharged during Behavior Change or Generalization, and the majority 

completed the full course of FFT (76%). Among program completers (i.e., Sample 2), 

caregivers reported greater youth behavioral symptoms than the youth reported 

themselves, although symptoms improved at posttest from both perspectives. Roughly 

one third of youth were referred to DJS or arrested within 12 months after discharge from 

FFT (34%), and 11% experienced a referral or arrest that resulted in adjudication or 

conviction, respectively. These recidivism rates were lower than the Maryland population 

rates for youth released from probation (46% referred or arrested, 20% adjudicated or 

convicted) and committed placement (47% referred or arrested, 19% adjudicated or 

convicted) during State Fiscal Year 2017 (Maryland DJS, 2019). 

Exploratory Associations 

 Table 10 reports the regression estimates of the associations between alliance and 

fidelity. Although fidelity was not associated with the level of alliance,  fidelity was 

positively associated with change in alliance across treatment phases (b = .22, p = .004). 

The associations between fidelity and all study control variables are reported in Table 11. 

Holding all other covariates constant, therapist experience had the strongest relationship 

with fidelity. When therapists had served less than 70 cases, each additional 10 cases 

served was associated with a .27 standard deviation increase in fidelity (b = .27, p < 

.001). Conversely, after serving 70 or more cases, additional experience was associated 

with a slight decrease in fidelity, by about .03 of a standard deviation per 10 cases served 

(b = -.03, p = .005). Additionally, in Sample 2, fidelity was about .21 of a standard 
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deviation lower for White/non-Hispanic youth than Black/non-Hispanic youth (b = -.21, 

p = .022). 

Table 10. Linear regression estimates of fidelity (z-score) regressed on alliance 

Parameter Sample 1a  Sample 2b 

Coefficients (Robust SE)   
Intercept -.04 (.05) -.10 (.08) 

Alliance (z-score) -.01 (.06) .12 (.09) 
Youth rater effect -.08 (.07) -.15 (.08)† 
Phase time effect -- .22 (.08)** 
Imputed value effect -- -.13 (.12) 

Model fit statistics   
F (df) 1.49 (2, 574) 6.05 (4, 343)*** 
R2 .01 .06 

aN = 577 (IPW-weighted), bN = 348 (IPW-weighted). 
**p < .01, ***p < .001, †p < .10. 

 

Table 11. Linear regression estimates of fidelity (z-score) regressed on control 
variables 

Parameter Sample 1a  Sample 2b 

Coefficients (Robust SE)   
Intercept -.96 (.36)** -.82 (.44)† 

Age -.01 (.02) -.01 (.03) 
Male .17 (.09)† .15 (.09) 
Race/ethnicity (ref: Black/non-
Hispanic) 

  

White/non-Hispanic -.13 (.08) -.21 (.09)* 
Hispanic/Latino or Other -.07 (.11) -.16 (.14) 

Delinquency risk (z-score) -.06 (.04) -.03 (.04) 
Therapist experience (splined)   

< 70 cases (10-case slope) .27 (.02)*** .27 (.02)*** 

70+ cases (10-case slope) -.03 (.01)** -.02 (.01)† 

Therapist race/ethnicity match -.01 (.08) .02 (.09) 

Model fit statistics   
F (df) 53.75 (8, 568)*** 41.40 (8, 339)*** 

R2 .42 .45 

Note. Models also control for FFT treatment team, but these coefficients are not reported (see 

Measures, p. 70). 
aN = 577 (IPW-weighted), bN = 348 (IPW-weighted). 
*p < .05,  **p < .01, ***p < .001, †p < .10. 
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Table 12 reports the associations between alliance and all control variables. In 

Sample 1, controlling for all other covariates and the alliance rater effect, the level of 

alliance was higher for youth who were Hispanic/Latino or Other race/ethnicity than 

Black/non-Hispanic youth by an estimated .23 of a standard deviation (b = .23, p = .015). 

In Sample 2, after controlling for the alliance rater effect, phase time effect, and imputed 

value effect, no study control variables were significantly associated with the level of 

alliance. 

 

Table 12. Linear regression estimates of alliance (z-score) regressed on control 
variables 

Parameter Sample 1a  Sample 2b 

Coefficients (Robust SE)   
Intercept -.05 (.38) .24 (.38) 
Age .02 (.02) .01 (.02) 
Male .04 (.09) < .01 (.09) 
Race/ethnicity (ref: Black/non-

Hispanic) 

  

White/non-Hispanic .04 (.08) < .01 (.09) 
Hispanic/Latino or Other .23 (.09)* .07 (.11) 

Delinquency risk (z-score) .06 (.03)† .01 (.04) 

Therapist experience (splined)   
< 70 cases (10-case slope) -.01 (.02) < .01 (.02) 

70+ cases (10-case slope) -.01 (.01) < .01 (.01) 

Therapist race/ethnicity match .06 (.07) -.04 (.08) 

Alliance measurement covariates   

Youth rater effect .74 (.04)*** .41 (.05)*** 
Phase time effect -- -.53 (.05)*** 

Imputed value effect -- < .01 (.09) 

Model fit statistics   
F (df) 41.80 (9, 567)*** 40.19 (11, 336)*** 
R2 .44 .61 

Note. Models also control for FFT treatment team, but these coefficients are not reported (see 

Measures, p. 70). 
aN = 577 (IPW-weighted), bN = 348 (IPW-weighted). 
**p < .01, ***p < .001, †p < .10 
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Main Analysis 

Aim 1: Treatment Progress 

 Table 13 reports results from the mixed-effects ordered logit regression models of 

treatment progress. After controlling for age, gender, race/ethnicity, delinquency risk, 

therapist experience, therapist race or ethnicity match, and treatment team, fidelity was 

significantly associated with greater treatment progress. Specifically, as fidelity increased 

by 1 standard deviation, the proportional odds of attaining further progress through 

treatment (i.e., discharging during Behavior Change or Generalization as compared to 

Motivation, and completing all phases as compared to discharging during Behavior 

Change or Generalization) increased by an average of 56% (OR = 1.56, 95% CI [1.07, 

2.27], p = .022). The level of alliance was not associated with treatment progress, 

although there was a significant rater effect whereby an increase in the youth’s rating of 

alliance relative to the caregiver’s rating was associated with greater treatment progress  

(OR = 1.67, 95% CI [1.35, 2.08], p < .001). Results were similar when modeling the 

effects of fidelity and alliance simultaneously, and the fidelity-by-alliance interaction 

term was non-significant. Holding all else constant, each 10-case increase in therapist 

experience after the 70th case was significantly associated with a 10% increase in the 

proportional odds of further progress through treatment (OR = 1.10, 95% CI [1.03, 1.18], 

p = .007), and the proportional odds were 56% higher for youth served by a therapist of 

the same race or ethnicity (OR = 1.56, 95% CI [1.05, 2.31]), which was significant at the 

unadjusted alpha level (p = .028). Lastly, a standard deviation increase in delinquency 

risk was associated with a 30% reduction in the proportional odds of further treatment 

progress (OR = .70, 95% CI [.58, .85], p < .001). 
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Table 13. Mixed-effects ordered logit regression estimates of FFT treatment progress 

Parameter 
Null 

model 
Step 1 Step 2 Step 3 Step 4 Step 5 

Proportional odds ratios (Robust SE) 

Age (years) -- .98 (.08) .98 (.07) .98 (.08) .99 (.08) .99 (.08) 

Male -- .79 (.24) .74 (.22) .81 (.24) .77 (.21) .77 (.21) 

White/non-Hispanic 

(ref: Black, non-

Hispanic) 

-- 1.26 (.36) 1.28 (.36) 1.33 (.37) 1.35 (.36) 1.35 (.38) 

Hispanic/Latino or 

Other 

(ref: Black/non-

Hispanic) 

-- 1.74 (.84) 1.71 (.82) 2.00 (.99) 2.00 (.98) 2.00 (.97) 

Delinquency risk (z-

score) 

-- .71 (.07)* .72 (.07)* .69 (.07)* .70 (.07)* .70 (.07)* 

Therapist experience 

(splined) 

      

< 70 cases (10-case 

slope) 

-- .90 (.10) .81 (.09) .90 (.10) .81 (.10) .81 (.10) 

70+ cases (10-case 

slope) 

-- 1.08 

(.03)* 

1.09 

(.03)* 

1.09 

(.03)*  

1.10 

(.04)* 

1.10 

(.04)* 

Therapist race/ethnicity 

match 

-- 1.46 (.33) 1.49 (.32) 1.52 (.33) 1.56 

(.32)† 

1.56 

(.31)† 

Fidelity (z-score) -- -- 1.56 

(.30)* 

-- 1.58 

(.33)† 

1.58 

(.32)† 

Alliance (z-score) -- -- -- .94 (.12) .90 (.11) .90 (.12) 

Youth rater effect -- -- -- 1.67 

(.19)* 

1.74 

(.17)* 

1.74 

(.18)* 

Fidelity*Alliance -- -- -- -- -- 1.00 (.14) 

Latent variable thresholds (Robust SE) 

Cut point 1 .16 (.03)* -3.04 

(1.09)* 

-3.33 

(1.10)* 

-3.17 

(1.16)* 

-3.40 

(1.16)* 

-3.40 

(1.16)* 

Cut point 2 -1.20 

(.16)* 

-2.38 

(1.14)† 

 -2.64 

(1.14)* 

-2.49 

(1.21)† 

-2.70 

(1.20)† 

-2.70 

(1.20)† 

Variance components (Robust SE) 

Between-therapist s2  .37 (.57) < .01  

(< .01) 

< .01  

(< .01) 

< .01  

(< .01) 

< .01  

(< .01) 

< .01  

(< .01) 

ICC .10 (.18) < .01  

(< .01) 

< .01  

(< .01) 

< .01  

(< .01) 

< .01  

(< .01) 

< .01  

(< .01) 

Model fit statistics (df) 

AIC 800.29 

(3) 

778.72 

(13) 

771.08 

(14) 

766.35 

(15) 

758.23 

(16) 

760.22 

(17) 

BIC 813.37 

(3) 

835.37 

(13) 

832.09 

(14) 

831.72 

(15) 

827.95 

(16) 

834.31 

(17) 

Note. Steps 1-5 also control for FFT treatment team, but these coefficients are not reported (see 

Measures, p. 70). 

N = 577 (IPW-weighted), k = 27. 
*p < .023 (adjusted α), †p < .05 (unadjusted α). 
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  The random effects estimates indicate that 10% of the unconditional variance in 

treatment progress was between therapists (ICC = .10). After adding the control variables 

to the model, the share of the total variance attributed to therapists was reduced to nearly 

0% (ICC < .01), which did not change when controlling for fidelity and alliance effects. 

Aim 2: Behavioral Symptoms Change 

Caregiver-reported Youth Behavior 

 Table 14 reports results from the mixed-effects linear regression models of 

change in (standardized) caregiver-reported youth behavioral symptoms. After 

controlling for the pretest score, the posttest score intercept indicates that, on average, 

caregiver-reported symptoms significantly decreased from pretest to posttest by .22 of a 

standard deviation (b = .22, 95% CI [-.33, -.11], p < .001). When also controlling for age, 

gender, race/ethnicity, delinquency risk, therapist experience, therapist race or ethnicity 

match, and treatment team, there was a significant alliance effect on behavioral 

symptoms change. As alliance increased by 1 standard deviation, posttest symptomology 

decreased by .30 of a standard deviation (b = -.30, 95% CI [-.44, -.17], p < .001). 

Additionally, the alliance effect was time-varying, whereby a standard deviation increase 

in alliance on average across treatment phases was associated with a .18 standard 

deviation decrease in posttest symptomology (b = -.18, 95% CI [-.28, -.08], p = .001). To 

address the FSR ceiling effect (see p. 77), the post hoc splined term found that the linear 

alliance effect for values below the ceiling (n = 308) was similar to the estimate for the 

full sample (b = -.32, 95% CI [-.45, -.18], p < .001). However, it remains unclear whether 

these results would be robust to measuring alliance with an instrument that is more 

sensitive to variation among higher alliance values beyond the FSR ceiling. 
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Table 14. Mixed-effects linear regression estimates of caregiver-reported youth behavioral 

symptoms (z-score) at posttest 

Parameter 
Null 

model 
Step 1 Step 2 Step 3 Step 4 Step 5 

Coefficients (Robust SE) 

Intercept -.22 

(.05)* 

-.36 (.21) -.34 (.23) -.23 (.17) -.18 (.18) -.19 (.18) 

Pretest symptoms (z-

score) 

.62 (.04)* .64 (.03)* .63 (.03)* .56 (.04)* .55 (.04)* .55 (.04)* 

Age (years) -- < .01 

(.01) 

< .01 

(.01) 

< .01 

(.01) 

< .01 

(.01) 

<.01 

(.01) 

Male -- .06 (.06) .06 (.06) .06 (.07) .05 (.07) .05 (.07) 

White, non-Hispanic 

(ref: Black, non-

Hispanic) 

-- 0.10 (.07) .11 (.07) .10 (.08) .11 (.08) .12 (.08) 

Hispanic/Latino or 

Other 

(ref: Black, non-

Hispanic) 

-- -.01 (.06) -.01 (.06) -.01 (.07) -.01 (.07) -.01 (.07) 

Delinquency risk (z-

score) 

-- .03 (.03) .03 (.03) .03 (.03) .03 (.03) .03 (.03) 

Therapist experience 

(splined) 

      

< 70 cases (10-case 

slope) 

-- -.03 (.03) -.03 (.02) -.03 (.02) -.05 

(.02)† 

-.05 

(.02)† 

70+ cases (10-case 

slope) 

-- .03 (.01)* 0.03 

(.01)* 

.03 (.01)* .03 (.01)* 0.03 

(.01)* 

Therapist race/ethnicity 

match 

-- .11 (.05)† .11 (.05)† .08 (.05) .08 (.05) 0.08 (.06) 

Fidelity (z-score) -- -- .05 (.05) -- .09 (.04)* 0.08 

(.04)† 

Alliance (z-score) -- -- -- -.30 

(.07)* 

-.32 

(.06)* 

-.32 

(.06)* 

Youth rater effect -- -- -- .11 (.06) .12 (.05)† .12 (.05)† 

Phase time effect -- -- -- -.18 

(.06)* 

-.19 

(.05)* 

-.19 

(.05)* 

Imputed value effect -- -- -- .11 (.08) .10 (.08) .10 (.09) 

Fidelity*Alliance -- -- -- -- -- .03 (.04) 

Variance components (Robust SE) 

Between-therapist s2 .03 (.02) < .01 

(.01) 

< .01 

(.01) 

< .01 

(.01) 

< .01 

(.01) 

< .01 

(.01) 

Within-therapist s2 .30 (.05) .30 (.05) .29 (.05) .26 (.04) .26 (.04) .26 (.04) 

ICC .09 (.06) < .01 

(.03) 

.01 (.03) .01 (.04) .01 (.03) .02 (.03) 
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Table 14 (continued) 

Parameter 
Null 

model 
Step 1 Step 2 Step 3 Step 4 Step 5 

Model fit statistics (df)       

AIC 593.50 

(4) 

593.90 

(15) 

594.59 

(16) 

559.78 

(19) 

557.04 

(20) 

558.30 

(21) 

BIC 608.91 

(4) 

651.68 

(15) 

656.22 

(16) 

632.97 

(19) 

634.08 

(20) 

639.20 

(21) 

Note. Steps 1-5 also control for FFT treatment team, but these coefficients are not reported (see 

Measures, p. 70). 

N = 348 (IPW-weighted), k = 22. 
*p < .023 (adjusted α), †p < .05 (unadjusted α). 

 

Before controlling for alliance, fidelity was not associated with caregiver-reported 

behavioral symptoms. However, when modeling fidelity and alliance simultaneously, 

higher fidelity was associated with a small but significant increase in posttest symptoms 

(b = .09, 95% CI [.01], p = .022). The alliance effects were robust to controlling for 

fidelity, and the fidelity-by-alliance interaction effect was small and non-significant. 

Holding all else constant, an increase in therapist experience was associated with lower 

posttest symptoms when therapists had served less than 70 prior cases (b = -.05, 95% CI 

[-.09, -.01], p = .034), and higher posttest symptoms when therapists had served 70 or 

more cases (b = .03, 95% CI [.01, .05], p = .001). 

An estimated 9% of the variance in caregiver-reported behavioral symptoms at 

posttest, conditional on pretest symptoms, fell between therapists (ICC = .09). After 

adding the effects of all control variables, the proportion of variance between workers 

approached 0% (ICC < .01), which was similar when adding the effects of fidelity and 

alliance (ICCs = .01). 

Youth Self-reported Behavior 

 The mixed-effects linear regression estimates of (standardized) youth self-

reported behavioral symptoms are presented in Table 15. The intercept of the posttest 
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score, conditional on the pretest score, indicates a significant pretest-posttest decrease in 

youth self-reported symptoms by .19 of a standard deviation (b = -.19, 95% CI [-.31, -

.07], p = .002). When also controlling for age, gender, race/ethnicity, delinquency risk, 

therapist experience, therapist race or ethnicity match, and treatment team, alliance was 

significantly associated with symptoms change. Specifically, as alliance increased by 1 

standard deviation, behavioral symptoms at posttest decreased by .16 of a standard 

deviation (b = -.16, 95% CI [-.25, -.08], p < .001). The post hoc splined term found a 

similar alliance effect for values below the ceiling (b = -.17, 95% CI [-.25, -.08], p < 

.001). When controlling for alliance, there was a significant positive association between 

fidelity and youth-reported posttest symptoms (b = .06, 95% CI [.02, .11], p = .010), 

although the strength of this relationship was minimal (Acock, 2014). The interaction 

between fidelity and alliance was not significant. Holding all else constant, when 

therapists had previously served less than 70 cases, each additional 10 cases served was 

significantly associated with a .05 standard deviation decrease in posttest symptoms (b = 

-.05, 95% [-.08, -.02], p = .001). Conversely, after therapists served 70 or more cases, 

each additional 10 cases served was associated with a .02 standard deviation increase in 

posttest symptoms (b = .02, 95% CI [< .01, .03]) that was significant at the unadjusted 

alpha level (p = .027). Lastly, the posttest symptoms of youth who identified as 

Hispanic/Latino or Other race/ethnicity were an average of .15 of a standard deviation 

lower than Black/non-Hispanic youth (b = -.15, 95% CI [-.30, -.01]) – a significant 

difference at the unadjusted alpha level (p = .041). 

 After adjusting for pretest symptoms, an estimated 13% of variance in youth-rated 

posttest symptoms fell between therapists (ICC = .13). When adding all control variables 
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to the model, the proportion of total variance between workers decreased to 10% (ICC = 

.10), which did not substantially change when controlling for fidelity (ICC = .11) and 

alliance (ICC = .12).  

 

Table 15. Mixed-effects linear regression estimates of youth self-reported behavioral 

symptoms (z-score) at posttest 

Parameter 
Null 

model 
Step 1 Step 2 Step 3 Step 4 Step 5 

Coefficients (Robust SE) 

Intercept -.19 

(.06)* 

.18 (.29) .20 (.29) .29 (.29) .32 (.29) .32 (.29) 

Pretest symptoms (z-

score) 

.64 (.04)* .63 (.04)* .62 (.04)* .57 (.04)* .56 (.04)* .56 (.04)* 

Age (years) -- -.03 (.02) -.03 (.02) -.03 (.02) -.03 (.02) -.03 (.02) 

Male -- .02 (.05) .02 (.05) < .01 

(.05) 

< .01 

(.05) 

< .01 

(.05) 

White, non-Hispanic 

(ref: Black, non-

Hispanic) 

-- -.05 (.09) -.04 (.09) -.06 (.08) -.05 (.08) -.05 (.08) 

Hispanic/Latino or 

Other 

(ref: Black, non-

Hispanic) 

-- -.13 (.09) -.13 (.09) -.16 

(.08)† 

-.16 

(.08)† 

-.15 

(.08)† 

Delinquency risk (z-

score) 

-- < .01 

(.02) 

< .01 

(.02) 

< .01 

(.02) 

< .01 

(.01) 

< .01 

(.02) 

Therapist experience 

(splined) 

      

< 70 cases (10-case 

slope) 

-- -.03 (.02) -.04 

(.02)† 

-.04 

(.01)* 

-.05 

(.02)* 

-.05 

(.02)* 

70+ cases (10-case 

slope) 

-- .01 (.01) .01 (.01) .02 (.01) .02 (.01)† .02 (.01)† 

Therapist race/ethnicity 

match 

-- .02 (.08) .02 (.08) < .01 

(.07) 

< .01 

(.07) 

< .01 

(.07) 

Fidelity (z-score) -- -- .05 (.03) -- .06 (.02)* .06 (.02)* 

Alliance (z-score) -- -- -- -.16 

(.04)* 

-.17 

(.04)* 

-.17 

(.04)* 

Youth rater effect -- -- -- -.03 (.04) -.03 (.04) -.03 (.04) 

Phase time effect -- -- -- -.11 (.06) -.12 (.06) -.12 (.06) 

Imputed value effect -- -- -- .03 (.05) .03 (.05) .03 (.05) 

Fidelity*Alliance -- -- -- -- -- .02 (.02) 

Variance components (Robust SE) 

Between-therapist s2 .04 (.02) .03 (.02) .03 (.02) .03 (.02) .03 (.02) 0.03 (.02) 

Within-therapist s2 .27 (.04) .26 (.04) .26 (.04) .25 (.03) .24 (.03) .34 (.11) 

ICC .13 (.06) .10 (.05) .11 (.06) .12 (.06) .12 (.06) .13 (.07) 
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Aim 3: Recidivism 

Juvenile Referral or Adult Arrest  

 Table 16 reports results from the mixed-effects logit regression models of any 

juvenile referral or adult arrest within 12 months after discharge from FFT. After 

controlling for age, gender, race/ethnicity, delinquency risk, therapist experience, 

therapist race or ethnicity match, and treatment team, alliance had a significant effect on 

referral/arrest. As alliance increased by 1 standard deviation, the odds of being referred or 

arrested decreased by 27% (OR = .73, 95% CI [.57, .95], p = .017). Fidelity was not 

associated with referral/arrest. These results were similar when modeling fidelity and 

alliance simultaneously, and the fidelity-by-alliance interaction term was small and non-

significant. When holding all else constant, the odds of referral/arrest were significantly 

higher for male youth than female youth (OR = 2.53, 95% CI [1.57, 4.09], p < .001), and 

lower for youth who were White/non-Hispanic (OR = .54, 95% [.33, .88], p = .013) and 

Hispanic/Latino or Other race/ethnicity (OR = .40, 95% CI [.21, .75], p = .005) as 

compared to Black/non-Hispanic youth. Being older was associated with significantly 

lower odds of being referred or arrested (OR = .70, 95% CI [.59, .83], p < .001). Lastly, 

youth with higher delinquency risk (based on prior delinquency history) were at increased 

Table 15 (continued) 

Parameter 
Null 

model 
Step 1 Step 2 Step 3 Step 4 Step 5 

Model fit statistics (df) 

AIC 553.77 

(4) 

566.56 

(15) 

567.56 

(16) 

554.54 

(19) 

554.49 

(20) 

556.19 

(21) 

BIC 569.18 

(4) 

624.35 

(15) 

629.19 

(16) 

627.73 

(19) 

631.53 

(20) 

637.09 

(21) 

Note. Steps 1-5 also control for FFT treatment team, but these coefficients are not reported (see 

Measures, p. 70). 

N = 348 (IPW-weighted), k = 22. 
*p < .023 (adjusted α), †p < .05 (unadjusted α). 
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odds of subsequent referral or arrest (OR = 1.28, 95% CI [1.06, 1.55], p = .011). Most of 

the unconditional variance in juvenile referral or adult arrest fell between youth within 

therapists (ICC < .01). 

Table 16. Mixed-effects logit regression estimates of juvenile referral or adult arrest within 

12 months post-discharge 

Parameter  
Null 

model 
Step 1 Step 2 Step 3 Step 4 Step 5 

Odds ratios (Robust SE) 

Intercept .52 

(.06)* 

58.09 

(80.09)* 

53.42 

(72.22)* 

74.95 

(99.28)* 

69.41 

(89.22)* 

69.47 

(89.89)* 

Age (years) -- .70 (.06)* .70 (.06)* .70 (.06)* .70 (.06)* .70 (.06)* 

Male -- 2.49 

(.55)* 

2.56 

(.58)* 

2.47 

(.58)* 

2.53 

(.61)* 

2.53 

(.62)* 

White, non-Hispanic 

(ref: Black, non-

Hispanic) 

-- .51 (.13)* .49 (.12)* .56 (.14)* .54 (.13)* .54 (.13)* 

Hispanic/Latino or 

Other 

(ref: Black, non-

Hispanic) 

-- .34 (.12)* .34 (.11)* .40 (.14)* .40 (.13)* .40 (.13)* 

Delinquency risk (z-

score) 

-- 1.28 

(.13)* 

1.27 

(.13)* 

1.29 

(.12)* 

1.28 

(.12)* 

1.28 

(.12)* 

Therapist experience 

(splined) 

      

< 70 cases (10-case 

slope) 

-- 1.16 (.11) 1.21 

(.11)† 

1.16 (.12) 1.20 (.12) 1.20 (.12) 

70+ cases (10-case 

slope) 

-- .97 (.04) .96 (.04) .96 (.04) .96 (.04) .96 (.04) 

Therapist 

race/ethnicity match 

-- .99 (.23) .99 (.23) 1.01 (.25) 1.01 (.25) 1.01 (.25) 

Fidelity (z-score) -- -- .82 (.11) -- .84 (.11) .84 (.11) 

Alliance (z-score) -- -- -- .73 (.10)* .75 (.10)† .75 (.10)† 

Youth rater effect -- -- -- 1.34 (.26) 1.33 (.25) 1.33 (.25) 

Phase time effect -- -- -- .82 (.10) .83 (.10) .83 (.11) 

Imputed value effect -- -- -- .51 (.26) .50 (.26) .50 (.26) 

Fidelity*Alliance -- -- -- -- -- 1.01 (.10) 

Variance components (Robust SE) 

Between-therapist s2  .01 (.06) < .01  

(< .01) 

< .01  

(< .01) 

< .01  

(< .01) 

< .01  

(< .01) 

< .01  

(< .01) 

ICC < .01 

(.02) 

< .01  

(< .01) 

< .01  

(< .01) 

< .01  

(< .01) 

< .01  

(< .01) 

< .01  

(< .01) 
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Table 16 (continued) 

Parameter  
Null 

model 
Step 1 Step 2 Step 3 Step 4 Step 5 

Model fit statistics (df) 

AIC  448.00 

(2) 
416.05 

(12) 

416.84 

(13) 

416.43 

(16) 

417.51 

(17) 

419.50 

(18) 

BIC 455.70 

(2) 
462.28 

(12) 

466.92 

(13) 

478.06 

(16) 

482.99 

(17) 

488.84 

(18) 

Note. Steps 1-5 also control for FFT treatment team, but these coefficients are not reported (see 

Measures, p. 70). 

N = 348 (IPW-weighted), k = 22. 
*p < .023 (adjusted α); †p < .05 (unadjusted α). 

 

Adjudicated Juvenile Referral or Convicted Adult Arrest 

 Table 17 reports estimates from the mixed-effects logit regression models of 

juvenile referral or adult arrest within 12 months that resulted in adjudication or 

conviction. Controlling for age, gender, race/ethnicity, delinquency risk, therapist 

experience, therapist race or ethnicity match, and treatment team, a standard deviation 

increase in fidelity was associated with a 35% decrease in the odds of adjudication or 

conviction (OR = .65, 95% CI [.43, .98]), which was significant at the unadjusted alpha 

level (p = .038). Alliance was not associated with adjudication/conviction, nor did it 

moderate the effects of fidelity. When holding all else constant, the odds of being 

adjudicated or convicted were significantly lower for youth who were older (OR = .81, 

95% CI [.68, .95], p = .010) and Hispanic/Latino or Other race/ethnicity (relative to 

Black/non-Hispanic youth; OR = .09, 95% CI [.04, .23], p < .001). Further, the odds for 

male youth were nearly four times higher than the odds for female youth (OR = 3.93, 

95% CI [1.34, 11.57], p = .013), although this point estimate was widely dispersed due to 

the small cell size of females who were adjudicated or convicted (n = 4), thus this effect 

size may not reflect a stable parameter estimate. Finally, as delinquency risk increased by 

1 standard deviation, the odds of being adjudicated or convicted significantly increased 
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by 70% (OR = 1.70, 95% CI [1.21, 2.37], p = .002). Like the distribution of any juvenile 

referral or adult arrest, nearly all of the variance in having an adjudicated referral or 

convicted arrest fell between youth within therapists (ICC < .01), indicating that there 

was no therapist-level effect on recidivism. 

Table 17. Mixed-effects logit regression estimates of juvenile adjudication or adult 

conviction within 12 months post-discharge 

Parameter  
Null 

model 
Step 1 Step 2 Step 3 Step 4 Step 5 

Odds ratios (Robust SE) 

Intercept .12 (.02)* .46 (.74) .35 (.54) .52 (.79) .41 (.58) .40 (.57) 

Age (years) -- .80 (.08)† .80 (.07)* .81 (.08)† .81 (.07)* .81 (.07)* 

Male -- 3.75 

(2.07)* 

4.07 

(2.31)* 

3.55 

(1.82)* 

3.81 

(2.02)* 

3.93 

(2.17)* 

White, non-Hispanic 

(ref: Black, non-

Hispanic) 

-- 2.15 

(.83)† 

1.98 (.75) 2.12 (.85) 1.95 (.76) 1.99 (.74) 

Hispanic/Latino or 

Other 

(ref: Black, non-

Hispanic) 

-- .12 (.05)* .11 (.06)* .10 (.04)* .09 (.04)* .09 (.04)* 

Delinquency risk -- 1.73 

(.26)* 

1.75 

(.26)* 

1.69 

(.29)* 

1.70 

(.29)* 

1.70 

(.29)* 

Therapist experience 

(splined) 

      

< 70 cases (10-case 

slope) 

-- 1.14 (.14) 1.25 (.17) 1.12 (.19) 1.22 (.21) 1.21 (.21) 

70+ cases (10-case 

slope) 

-- 1.02 (.04) 1.00 (.04) 1.03 (.06) 1.02 (.06) 1.02 (.06) 

Therapist race/ethnicity 

match 

-- 1.44 (.50) 1.36 (.43) 1.34 (.53) 1.25 (.48) 1.24 (.49) 

Fidelity (z-score) -- -- .65 (.14)† -- .65 (.14) .63 (.15)† 

Alliance (z-score) -- -- -- .68 (.16) .72 (.17) .70 (.18) 

Youth rater effect -- -- -- .80 (.21) .76 (.20) .77 (.20) 

Phase time effect -- -- -- .64 (.15) .64 (.16) .64 (.16) 

Imputed value effect -- -- -- 1.06 (.54) 1.07 (.55) 1.10 (.54) 

Fidelity*Alliance -- -- -- -- -- 1.13 (.24) 

Variance components (Robust SE) 

Between-therapist s2  < .01  

(< .01) 

< .01  

(< .01) 

< .01  

(< .01) 

< .01  

(< .01) 

< .01  

(< .01) 

< .01  

(< .01) 

ICC < .01  

(< .01) 

< .01  

(< .01) 

< .01  

(< .01) 

< .01  

(< .01) 

< .01  

(< .01) 

< .01  

(< .01) 
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Table 17 (continued) 

Parameter  
Null 

model 
Step 1 Step 2 Step 3 Step 4 Step 5 

Model fit statistics (df) 

AIC  241.66 

(1) 

228.92 

(12) 

228.52 

(13) 

230.84 

(16) 

230.73 

(17) 

232.32 

(18) 

BIC 245.51 

(1) 

275.14 

(12) 

278.59 

(13) 

292.47 

(16) 

296.22 

(17) 

301.66 

(18) 

Note. Steps 1-5 also control for FFT treatment team, but these coefficients are not reported (see 

Measures, p. 70). 

N = 348 (IPW-weighted), k = 22. 
*p < .023 (adjusted α); †p < .05 (unadjusted α). 
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CHAPTER 5: DISCUSSION 

 This chapter concludes the dissertation by expounding upon the study results 

within the context of the prior research and theory that framed the investigation. The 

discussion opens with a review and interpretation of the main findings, considering each 

outcome with respect to relevant literature and practice. The chapter then discusses how 

the results collectively contribute to the broader discourse around common factors and 

treatment techniques, and the relative importance of the relational and technical aspects 

of delivering an intervention. Next, some social work practice and policy implications are 

drawn from the findings. Methodological strengths and limitations are discussed, and 

ideas for further investigation to build upon this study are proposed. The chapter closes 

with a summary of the study and how it contributes to the scholarship on behavioral 

health services for youth.  

Overview and Interpretation of Results 

Treatment Progress 

 Greater therapist fidelity was associated with further progress through treatment. 

This finding aligns with some key components of the FFT model. For example, 

establishing credibility with the family, disrupting negativity and blame among family 

members, and reframing presenting problems to foster a sense of hope for change are all 

critical program activities delineated in the FFT treatment manual, particularly during the 

initial sessions (Alexander et al., 2013). Therapists also deliver sessions more frequently 

during the early treatment phases for families at high risk of dropout to promote treatment 

retention. It follows that delivering these manualized program components adherently 
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and skillfully (i.e., with fidelity) results in clients making further progress through 

treatment, as this study demonstrates. 

 An increase in the youth’s initial alliance with the therapist relative to the 

caregiver’s initial alliance with the therapist was associated with further treatment 

progress, whereas the level of alliance itself was not. Given that caregivers had, on 

average, higher initial alliance than youth, an increase in youth alliance relative to 

caregiver alliance is a measurement of the alliance becoming more balanced between the 

two family members. Thus, this result replicates findings by Robbins et al. (2003) and 

Flicker et al. (2008) which both found that balanced alliance among participating family 

members – particularly parents and youth – predicted FFT program completion, whereas 

the level of alliance for any individual participant was unrelated to treatment retention. In 

a juvenile justice population, imbalanced alliance may reflect the caregiver feeling anger 

toward the youth or frustration with managing the youth’s behavior, thus the caregiver 

enters therapy viewing the youth as the problem and aligning more with the therapist. As 

the FFT model emphasizes disrupting such patterns of negativity to reframe presenting 

behavioral problems relationally, families with an imbalanced alliance may be more 

difficult to engage due to high intra-familial negativity and are thus at greater risk for 

early dropout. In turn, working to establish a balanced alliance to retain families in 

treatment aligns with therapist activities during the early FFT sessions, such as 

manualized techniques to reduce hostility and blame (Alexander et al., 2013). As such, 

fidelity was associated with greater treatment progress when controlling for initial 

alliance balance, suggesting that even for families entering treatment with an imbalanced 

alliance, delivering FFT with fidelity can help to close the alliance gap and protect 
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against dropout. Therefore, the findings that both therapist fidelity and balanced alliance 

were associated with greater treatment progress are consistent and complementary. 

Behavioral Symptoms Change 

 Among families who completed a full course of FFT, youth behavioral health 

symptoms improved during the course of treatment. A stronger working alliance with the 

therapist was associated with greater reduction in youth behavioral symptoms, as 

assessed from both youth and caregiver perspectives. Additionally, when working 

alliance increased over the course of treatment, youth experienced more reduction in 

caregiver-reported symptoms. Conversely, after controlling for alliance effects, greater 

therapist fidelity was associated with slightly less improvement in both youth- and 

caregiver-reported symptoms. These findings appear to support Wampold’s (2015) 

contextual model of psychotherapy, which posits that the therapeutic bond and client 

expectations (in sum, the working alliance) are more salient for effecting client change 

than specific treatment ingredients. As various therapeutic techniques can be effective for 

treating a symptom or disorder, the treatment activities that a client most engages in and 

follows through with will ultimately be most successful. Thus, when therapists were able 

to develop stronger working alliances with families, there were greater improvements in 

youths’ behavioral symptoms, whereas delivering FFT’s manualized treatment activities 

(i.e., specific ingredients) with fidelity did not produce clinical benefits.  

That greater fidelity was associated with slightly less improvement in behavioral 

symptoms may reflect a therapist rigidity effect, as some research suggests that 

overreliance on therapeutic technique can interfere with (or compensate for) establishing 

a strong working alliance (Barber et al., 2006; Castonguay et al., 1996). However, this 
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result should be interpreted with attention to the effect size, which, although statistically 

significant, was very small in magnitude (β < .10; Acock, 2014), indicating that any such 

rigidity effect was minor. Further, it is important to consider that higher-risk FFT cases 

tend to be assigned to therapists who deliver the model with fidelity  (Turner et al., 2018). 

Although delinquency risk and pretest symptomology were included as covariates to 

control for baseline risk and need, these variables may not fully capture all of the 

challenges that a family presents with that could pose barriers to clinical progress. 

Additionally, when challenging cases are not responding to treatment, therapists may 

increase their activity level in attempt to engage them, resulting in augmented use of FFT 

treatment techniques and thus higher fidelity to the model. Therefo, in addition to the 

initial association between risk and fidelity (through non-random case assignment), there 

may also be an ongoing relationship between risk and fidelity during treatment, and 

observed fidelity effects on outcomes could be confounded by unmeasured client risk. 

Finally, families with a strong initial alliance may participate in treatment activities more 

willingly and actively than those with lower alliance, thereby reducing the need for the 

therapist to use as many treatment techniques to engage them, hence alliance and fidelity 

having divergent effects. 

Recidivism 

 Working alliance and therapist fidelity were complementary in protecting against 

12-month recidivism. A stronger working alliance was associated with a reduction in 

(any) juvenile referral or adult arrest, and greater fidelity was associated with a reduction 

in referrals or arrests that resulted in adjudication or conviction. These distinct alliance 

and fidelity effects on recidivism may pertain to the types of offenses that tend to result in 
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adjudication or conviction. In particular, offenses that are more directly related to youths’ 

clinical symptoms, such as substance use violations (Folk et al., 2020), are adjudicated at 

much lower rates than other offenses such as person-to-person and property crimes 

(Maryland DJS, 2019). Therefore, as working alliance was associated with greater 

clinical gains during treatment, this effect may have also helped to protect against certain 

offenses after treatment, although not necessarily offenses that tend to result in 

adjudication or conviction. Conversely, fidelity was unassociated with juvenile referrals 

or adult arrests generally, but did protect against referrals and arrests that were 

adjudicated or convicted. The FFT model emphasizes family functioning (e.g., 

communication, parental supervision, conflict resolution skills) as the key mechanism for 

change in reducing youth problem behaviors; hence essential FFT treatment activities – 

particularly during the Behavior Change phase – focus on improving various domains of 

family functioning (Alexander et al., 2013). Improved family functioning has been shown 

to protect against delinquency in youth, including property (e.g., larceny) and person-to-

person (e.g., fighting) offenses (Folk et al., 2020) that are more likely to be adjudicated in 

court (Maryland DJS, 2019). Furthermore, treatment activities during the Generalization 

phase include training the family to better navigate systems such as juvenile justice (e.g., 

communicating and cooperating with judges and caseworkers), helping to further protect 

against subsequent delinquency and deeper system involvement (Alexander et al., 2013). 

It follows that delivering these treatment activities adherently would reduce the risk of 

adjudication, as this result demonstrates, consistent with prior research that has shown 

higher fidelity to be associated with lower adjudicated felony recidivism among families 

receiving FFT (Barnowski, 2002; Sexton & Turner, 2010; Turner et al., 2018).  
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Therapist-Level Effects 

 Between-therapist variation was observed in treatment progress (10%), caregiver-

reported youth behavioral symptoms (9%), and youth self -reported behavioral symptoms 

(13%). When adjusting for the block of control variables, treatment progress and 

caregiver-reported symptoms no longer varied between therapists (< 1%), which 

precluded observing how therapist-level differences in these outcomes might be 

attributed to fidelity and alliance, as other case factors (i.e., youth demographics, 

delinquency risk, therapist experience and race/ethnicity match) explained most of the 

between-therapist differences. After adjusting for all control variables, the between-

therapist variation in youth self-reported symptoms slightly decreased from 13% to 10%, 

but did not substantially change after adding the effects of fidelity (11%) and alliance 

(12%). Recidivism did not vary by therapist (< 1%). Therefore, this study does not 

provide evidence for the roles of fidelity or alliance in differentiating the effectiveness of 

FFT across different practitioners.  

Common Factors and Treatment Techniques 

 The primary objective of this dissertation is to contribute to the broader discourse 

on the relative importance of the technical and relational aspects of delivering a 

manualized youth behavioral health intervention. This investigation is conceptually 

framed around two prominent approaches to providing mental health treatment: (1) EBP, 

which applies a medical model to therapeutic invention, suggesting that there are 

particular treatment techniques or components that are best equipped to treat certain 

symptoms or disorders, and (2) common factors, which promotes a contextual model for 

therapeutic intervention that emphasizes general therapeutic skills and the therapeutic 
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process itself over specific treatment techniques for effecting client change. In the current 

study, working alliance – the most frequently-studied common factor – reflects the 

general therapeutic skill emphasized by the common factors framework. Conversely, 

therapist fidelity reflects particular treatment techniques and the extent to which those 

considered essential for effective intervention are delivered as intended. Thus, testing the 

comparative effects of fidelity and alliance on client outcomes contributes to 

understanding the relative importance of the technical and relational aspects of delivering 

a therapeutic intervention, respectively. It is also important consider that fidelity and 

alliance may be overlapping rather than orthogonal constructs. With the FFT 

intervention, specifically, manualized treatment components include activities to establish 

trust with the family, foster a sense of hope for change, and implement behavior 

modification techniques that match the family dynamic (Alexander et al., 2013). It 

follows that delivering these activities with fidelity could promote a stronger working 

alliance. This conceptual link between fidelity and alliance in FFT underscores the 

importance of modelling them simultaneously to parse out their unique effects on each 

outcome. Any distinct alliance effects after controlling for fidelity suggest that the 

working alliance in FFT cannot be reduced to how well a therapist delivers the model’s 

(alliance-building) techniques. Other therapist attributes, such as common factors skills, 

may be also be essential. 

 The common factors literature has extensively shown that working alliance is a 

key factor for effecting client change through therapeutic intervention (Horvath, 2011), 

whereas fidelity has not been consistently associated with client outcomes (Webb et al., 

2010). However, among youth behavioral health EBIs specifically, fidelity has more 
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consistently predicted better client outcomes (e.g., Forgatch et al., 2005; Schoenwald et 

al., 2009; Sexton & Turner, 2010). These stronger fidelity effects may be attributed to 

EBIs having intervention specificity (e.g., program differentiation, manualization) and 

facilitation strategies (e.g., dissemination-readiness, standardized training protocols) that 

can augment the effects of f idelity on outcomes (Carroll et al., 2007). The current study 

found that both fidelity and alliance are predictive of youth outcomes of FFT, with each 

more salient for certain outcomes. Alliance had the strongest effects on improved 

behavioral health symptoms, consistent with the common factors research on working 

alliance which predominantly measures client success in terms of clinical symptoms 

change, as well as recidivism for any offense. Fidelity had the strongest effects on 

treatment progress and recidivism for adjudicated offenses. These outcomes may be 

driven less by the youth’s clinical symptoms and more by improved family functioning, 

parental supervision, and ability to navigate the juvenile justice system – protective 

factors that the FFT model targets and thus may be more responsive to fidelitous 

delivery. Thus the relative importance of fidelity and alliance appears to be contingent 

upon the goals of implementing the intervention, with alliance being more salient for 

clinical outcomes and fidelity for program retention and delinquency status. For public 

systems-involved youth with emotional and behavioral challenges, both clinical 

functioning and systems involvement are critical outcomes (Hoagwood et al., 2012), 

underscoring that both program fidelity and working alliance are essential and 

complementary for effectively serving this population.   
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Implications for Social Work 

 Results from this study have practice implications that promote core social work 

values.  The findings can help to inform clinical practice as well as clinical instruction, 

training, and supervision by demonstrating that program fidelity and working alliance are 

critical and complementary factors for maximizing client benefits of an intervention. 

Delivering manualized treatment components adherently and the relational aspects of 

general therapeutic practice are both essential skills that therapists should develop and 

trainers and supervisors should promote. The significance of working alliance may be 

particularly instructive for those providing manualized EBIs, in that delivering a model 

with fidelity, which is often regarded as the key to consistent and quality EBI 

dissemination, itself may not be sufficient for delivering effective services and other 

clinical skills (i.e., common factors) are equally important. In addition to direct practice, 

findings can also inform service decision-making by showing that public service systems 

such as juvenile justice services should prioritize which interventions it selects and the 

quality, skill, and experience of the practitioners who deliver them when adopting 

services to best meet the needs of its population. These practice and policy implications 

promote the effective delivery of quality services for public systems-involved youth with 

significant behavioral health needs, thus reflecting the social work values of competent 

practice and service to vulnerable populations (NASW, 2008).  

Strengths and Limitations 

Strengths 

 This study makes several novel contributions to the literature on fidelity and 

alliance effects on youth behavioral health outcomes. A notable strength is the 
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assessment of multiple outcomes domains, including treatment progress, clinical change, 

and systems involvement. Hoagwood et al. (2012) suggest that behavioral health services 

research is more impactful when it assesses a wide range of treatment outcomes, which 

broadens its relevance to more stakeholders. Prior studies have examined the relative 

effects of fidelity and alliance on clinical outcomes (e.g., child behavior, parenting skills) 

of youth behavioral health interventions, but the current study is the first to extend this 

research question to treatment progress and systems involvement outcomes, thus 

providing a more comprehensive look at fidelity and alliance effects on client wellbeing. 

In addition to assessing multiple outcome domains, this study also made use of multiple 

data sources – including provider case-tracking spreadsheets, the model purveyor case-

tracking system, juvenile justice administrative data, and adult criminal justice 

administrative data – which allowed for cross-validating information to improve data 

integrity, and more robust measurement of recidivism. 

 This study was one of the first to observe therapist variance in outcomes when 

examining the effects of fidelity and alliance. Testing for therapist random effects can 

help to understand how fidelity and alliance each contribute to differences in therapist 

performance, and thus what factors matter most for successfully transporting an 

intervention across practitioners. The findings suggest that fidelity and alliance explain 

between-therapist differences in outcomes less so than other case and therapist factors. 

This study also tested the fidelity-by-alliance interaction effect on outcomes. Alliance has 

been previously found to moderate the effect of fidelity on behavioral health outcomes 

among adults (Barber et al., 2006). However, the only study to test this interaction effect 

in a sample of youth lacked statistical power (Liber et al., 2010). Thus, this study was the 
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first to examine the interaction of fidelity and alliance on youth outcomes with adequate 

statistical power, finding that the moderating effect of alliance found in an adult sample 

was not replicated with FFT.  

Lastly, prior studies of fidelity and alliance effects in youth behavioral health 

interventions have not considered other therapist attributes that may contribute to 

outcomes. This study controlled for therapist experience, which has been previously 

linked with FFT fidelity and outcomes (Turner et al., 2018), but has not been tested with 

alliance. Controlling for experience, which was associated with treatment progress and 

behavioral symptoms change in this study, helps to parse out the unique effects of fidelity 

and alliance on these outcomes. Additionally, this study controlled for whether the 

therapist was of the same race or ethnicity as the youth, as a therapist-client race match 

has been shown to predict better client engagement in family therapy (Foster et al., 2009). 

The results found that having a matched therapist was associated with further progress 

through treatment, and thus was an important covariate for modeling this outcome. 

Limitations  

 This study has a number of measurement limitations. Therapist fidelity was rated 

by clinical supervisors during weekly supervision sessions, in which the therapist 

presented a case they were currently serving and the supervisor rated the therapist’s 

performance using a standardized rating tool. Thus, fidelity was assessed only from the 

supervisor’s perspective based on therapist recollection of their own practices, which 

could limit the reliability and validity of the fidelity ratings. Schoenwald et al. (2011) 

proposed a framework for developing appropriate measurement of fidelity in 

psychotherapy research and practice in terms of a balance between effectiveness and 
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efficiency. In Schoenwald et al.’s (2011) framework, effectiveness refers to psychometric 

rigor (e.g., theoretical and empirical validity, assessment from multiple perspectives, 

triangulation of data collection methods) and efficiency refers to feasibility and utility 

(e.g., practical and ethical data collection procedures, clinical and administrative value). 

Developing a measure that satisfies both criteria is challenging, as obtaining 

scientifically-rigorous measurement can be burdensome and resource-intensive. 

Determining the appropriate measurement strategy involves finding a balance between 

effectiveness and efficiency that best fits the purpose for which fidelity is being 

monitored (e.g., intervention research, quality assurance) and the conditions under which 

it is being measured (e.g., controlled research settings, large community-based 

implementation). Considering Schoenwald’s (2011) criteria, FFT’s supervision-based 

fidelity-monitoring process may be more efficient than effective. As FFT is implemented 

in large community settings across multiple US states and internationally, this expedited 

approach that integrates fidelity-monitoring into clinical supervision offers a feasible 

method for assessing fidelity that is fitting for such large-scale model dissemination. 

However, it may be at the expense of some measurement rigor. A recent study assigned 

FFT supervisors to conduct supervision-as-usual (based on the therapist recounting a 

current case) or observation-based supervision that used audio recordings of treatment 

sessions to guide supervision (Robbins et al., 2018). Conducting observation-based 

supervision with therapists was associated with greater reductions in youth problem 

behaviors than supervision-as-usual. Although fidelity was not assessed, this finding 

suggests that observing session recordings provides supervisors with valuable 

information about therapist performance that enhances their supervision, resulting in 



   

106 
 

better client outcomes, and thus may also better inform their fidelity ratings than therapist 

recollection. Lastly, it is important to consider that fidelity was assessed only at the 

therapist-level and not at the case-level. A case-level fidelity measure was computed by 

taking the average of a therapist’s fidelity ratings conducted during the course of 

treatment of each case, but this method only captures how well a therapist was delivering 

FFT generally at the time they were serving a case, and not necessary with that case. 

Regardless, the current study found that some client outcomes were sensitive to variation 

in therapist fidelity, providing some evidence for the predictive validity of fidelity as it is 

currently measured. However, study results should interpreted with attention to these 

measurement limitations, as the psychometric rigor of measuring fidelity to EBIs is 

receiving increased attention in mental health services literature (Bond et al., 2020). 

 Alliance was assessed by a questionnaire (FSR) that was developed primarily for 

use in FFT supervision for treatment quality assurance purposes, and has not been 

previously developed as a measure of alliance for research. Although the FSR items have 

face validity for measuring alliance and demonstrated high internal consistency among 

study participants, there was a ceiling effect which may have affected some results, 

particularly the relationship between alliance and behavioral symptoms change (on which 

alliance had the strongest effects). Additionally, youth behavioral symptoms were 

assessed by questionnaires completed by caregivers and youth, each of which are subject 

to reporting biases (e.g., social desirability bias in youth; Soubelet & Salthouse, 2011; 

differential recall bias in parents; Infante-Rivard & Jacques, 2000), and no direct 

observations of youth behavior were involved. Further, only the subscale and total sum 

scores of the Y-OQ and Y-OQ-SR assessments were available, precluding any item-level 
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psychometric analysis with the study sample, although subscale-level reliability analyses 

showed high internal consistency.  

 The recidivism outcomes did not consider the type or severity of offense for 

which youth were referred or arrested, as this information was not included in the DPSCS 

administrative data available for the current study. When interpreting the recidivism 

results, adjudication/conviction was regarded as a loose proxy for offense type based on 

how often certain offenses are adjudicated in Maryland, but other factors such as judicial 

discretion can also influence whether offenses are adjudicated or convicted.  Recidivism 

was also limited to Maryland data, and thus cases that were arrested or processed out of 

state were not captured. Additionally, recidivism risk was limited to delinquency history 

(i.e., number of prior offenses, age at first offense, and number of prior committed 

residential placements; see Measures, pp. 67-68). Although prior delinquency history is a 

strong determinant of recidivism, additional factors such as social and family histories are 

also linked to future delinquency risk (Maryland DJS, 2019) but these items were not 

available for the current study. Using a more comprehensive measure of risk, such as the 

full MCASP assessment, may have better controlled for baseline youth and family risk 

factors that can endogenize fidelity effect estimates through non-random therapist case 

assignment (Turner et al., 2018).  

 In addition to these measurement limitations, there are other methodological 

concerns to consider when interpreting this study’s results. Most notably, one FFT 

treatment team whose clients made up nearly 20% of the sampling frame was excluded 

from analysis due to missing data, which could limit the generalizability of findings to 

the full target population. Nearly all of the cases served by this team were missing fidelity 
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data, which could indicate that the therapist ratings were never completed and the 

supervision sessions were not being conducted. Relatedly, not collecting fidelity data 

could be associated with other indicators of site performance, and excluding this team 

from analysis may have affected the distributions of fidelity, alliance, and outcomes in 

ways that limit the external validity of the results. Furthermore, dropping these 

participants also reduced statistical power. The a priori power analysis determined that a 

minimum of 540 participants would be required to support this study’s analyses  (see 

Appendix A), but the analytic sample for Aims 2 and 3 only included 348 participants. 

However, the power analysis simulations also partitioned 20% of the outcome variance 

between therapists, whereas the highest between-therapist variance observed in the study 

data was 13% (in youth self-reported behavioral symptoms). Therefore, some statistical 

power was lost due to having fewer participants than projected, but some power was also 

gained from smaller-than-projected ICCs. The power analysis was based on having the 

power to detect statistical significance with a small effect size of β = .10, and observed 

results were significant for effects as small as β = .06 (see  Fidelity coefficients reported 

in Table 15), suggesting that the statistical power was adequate. Regardless, the analytic 

sample size was smaller than projected, largely because an entire treatment team was 

excluded from analysis.  

Lastly, this study did not assess proximal outcomes, such as changes in family 

functioning, which are instrumental to behavioral change per the FFT theory of change 

and may have distinct relationships with fidelity and alliance that can add to the 

interpretation the current study’s findings. Caregivers, youth, and therapists all report 

change in family functioning during the course of FFT upon case closure. Although 
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outside the scope of this study, exploring how change in family functioning might 

mediate fidelity and alliance effects on behavioral outcomes could be a valuable 

extension of this work. Relatedly, exploring mediating effects of behavioral symptoms 

change on recidivism, and how fidelity, alliance, and changes in family functioning 

uniquely influence this path may also contribute to better understanding the clinical 

processes that this study concerns. 

Directions for Future Research 

 The FFT fidelity-monitoring protocol was recently modified whereby supervisors 

now rate and record therapists’ adherence to manualized treatment activities and the 

competence with which they are deliver them as two distinct subscales. This shift in 

fidelity measurement presents opportunities to further explore how fidelity impacts client 

outcomes, such as replicating the current study’s research questions with the effects of 

adherence and competence on each outcome tested separately. This analysis may also 

generalize to other behavioral health interventions, as adherence and competence (or 

quality) are generally regarded as the two key components of fidelity in most definitions 

(e.g., Breitenstein et al., 2010; Mihalic, 2002; Schoenwald et al., 2011; see Table 1).  

Measuring adherence and competence separately could also help to better understand the 

relationship between fidelity and alliance, as competence – the clinical skill with which 

treatment techniques are delivered – may be where fidelity and alliance most overlap if 

the therapist attributes that promote competent delivery are similar to those that help to 

build stronger working alliances with clients. This hypothesis could be tested by 

exploring how adherence and competence are distinctly correlated with alliance. 

Relatedly, parsing out fidelity by its component parts could help to further explore 
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therapist rigidity effects, as the finding that greater fidelity was associated with less 

clinical improvement may have been driven by therapists who deliver FFT with high 

adherence but low competence. Lastly, Carroll et al.’s (2007) conceptual framework of 

fidelity proposes that quality moderates the effect of adherence on client outcomes. By 

measuring adherence and quality/competence separately, this moderating effect can be 

directly tested.   

 Another aim for future study is further exploring the phase time effect on alliance, 

and the possible impact of therapist fidelity on the development of alliance over the 

course of treatment. As fidelity was positively associated with change in alliance across 

phases (see Table 10), and an increase in alliance across phases was associated with 

improved youth behavioral symptoms (see Table 14), fidelity may have indirect effects 

on behavioral symptoms through alliance change. Additional analysis could investigate 

whether clients with low initial alliance show greater increases in alliance during 

treatment when served by higher-fidelity therapists, and whether alliance change might 

mediate a fidelity effect on behavioral symptoms change. This inquiry could help to 

inform how to best assign cases to therapists, whereby matching cases with high dropout 

risk to higher-fidelity therapists may lead to better treatment engagement and maximize 

clinical outcomes for these families.  

The therapist experience effects observed in this study may also warrant further 

investigation, as these findings somewhat diverge from prior FFT research. Turner et al. 

(2018) found that fidelity ratings consistently increased as therapists accrued more 

experience until they served 70 cases, after which fidelity did not change with additional 

experience. In the current study, fidelity also increased with experience until the 70th 
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case, but after serving 70 cases fidelity ratings slightly declined (see Table 11). Similar 

patterns were observed with changes in youth behavioral symptoms, with more therapist 

experience associated with greater reductions in symptomology until the 70 th case, after 

which additional experience was associated with less reduction in symptoms (see Tables 

14 and 15). Additional research should investigate these distinct therapist experience 

patterns, such as further exploring the shapes of these relationships and identifying 

whether there is a certain number of cases after 70 when the decline tends to occur. In 

addition, it might be valuable to explore whether the frequency of clinical supervision is 

associated with therapist experience. If supervision becomes less frequent for highly 

tenured therapists, it could result some model drift which may explain the decline in 

fidelity and clinical outcomes for the most experienced therapists. Such analyses could 

help to inform supervision and technical assistance strategies for sustaining quality 

practice from clinicians over time. 

Finally, results from this study suggest possible heterogeneous alliance and 

therapist match effects among youth of different racial and ethnic identities. Flicker et al. 

(2008) found that having a balanced alliance had a stronger effect on FFT treatment 

retention among Hispanic families than Anglo families. Further, Foster et al. (2009) 

studied the effects of having a matched therapist on responsiveness to treatment activities 

among Black families receiving manualized family therapy for youth problem behaviors, 

finding that those with a Black therapist were more responsive. In the current study, 

therapist match did not have a significant main effect on alliance. However, Hispanic and 

Latino youth had both the greatest therapist match rate (see Table 9) and the highest 

average alliance rating (see Table 12), suggesting that having a matched therapist may be 
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a determinant of alliance for certain racial or ethnic groups. Ibaraki and Hall (2014) 

explored the mechanisms through which a therapist match may improve engagement and 

retention in psychotherapy for racial and ethnic minority clients specifically, finding that 

the content that clients discussed in treatment was sensitive to having a matched therapist, 

and the content discussed between matched clients and therapists varied by racial and 

ethnic group. Therefore, the racial/ethnic match may serve as a proxy for a shared 

cultural background, including beliefs and attitudes about mental health-related issues 

that tend to be shared among individuals within racial and ethnic groups (Ibaraki & Hall, 

2014). Testing the moderating effect of youth race/ethnicity on the relationship between 

therapist match and alliance, as well as its effects on treatment progress and other 

outcomes, could help to identify heterogeneous effects of therapist match among youth of 

different racial and ethnic identities receiving FFT, and thus determine which clients 

might benefit the most from having a matched therapist. Complementing this analysis, 

qualitative research could further explore what having a matched therapist means for 

clients of different backgrounds and why it might be clinically beneficial.  

Conclusion 

 Effectively providing mental and behavioral health services to youth remains a 

pressing concern for social work policy and practice, particularly for youth involved with 

public service systems like juvenile justice who often have increased need and reduced 

access to treatment. Evidence-based interventions offer a promising approach for 

delivering quality services to youth, as EBIs have demonstrated efficacy and 

effectiveness and are transportable across treatment settings. Monitoring program fidelity 

is a common approach to ensuring that an EBI is disseminated across settings with 
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quality and consistency. Results from the current study demonstrate the importance of 

delivering an EBI with fidelity for achieving better client outcomes. However, fidelity 

alone is not sufficient for maximizing client benefits. General good therapeutic practice – 

namely developing a strong working alliance with the client – is also critical for client 

success, particularly in clinical symptoms change. Therefore, the intervention that is 

selected to meet a population’s needs, the degree to which the intervention is delivered as 

intended, and the general therapeutic skills of the clinicians delivering the intervention 

are all critical factors for practitioners and policymakers to consider for most effectively 

implementing an EBI. Additional investigation into the effects of therapist experience, 

therapist race/ethnicity match, adherence and competence as distinct fidelity components, 

and the role of fidelity in developing the working alliance over the course of treatment 

may further contribute to understanding the intervention processes that this dissertation 

concerns.
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Appendix A: A Priori Power Analysis 

Prior to obtaining the study data, simulation-based power analyses were 

conducted to determine the sample sizes needed to detect effects with the mixed models 

proposed for testing this study’s research questions. The simulated models were specified 

to fit the interaction term in the final stepwise block (see Data Analysis, pp. 76), as this 

step requires the most statistical power. Conservative effect size estimates were selected, 

due to the lack of existing evidence to assume stronger effects. Prior studies have yielded 

inconsistent findings on the relative effects of fidelity and alliance on youth behavioral 

health outcomes (e.g., Hukkelberg & Ogden, 2013; Hurley et al., 2017), and this 

comparison has not been tested with FFT. Thus, small effects (β = .1; Acock, 2014) were 

specified for the simulated models. Further, 20% of the variance in outcomes was 

partitioned to therapists. This random effect is considerably larger than prior estimates of 

between-therapist variability (7-8%) in outcomes of community-based therapy 

interventions (Baldwin & Imel, 2013; Wampold & Brown, 2005). However, because an 

increase in nested variance reduces statistical power (Turner et al., 2018), more therapist 

variance was specified for the simulated models to obtain conservative power estimates 

and ensure that a sufficient sample size is selected, as therapist random effects in the 

Maryland FFT sampling frame were not known. 

 Unpublished Maryland evaluation data showed that during State Fiscal Year 

2016, a single therapist served an average of nine DJS cases that completed the full 

course of FFT.6 Therefore, the models specified above were fit to simulated data sets of 

 
6 FFT therapists also served non-DJS cases, which are not included in the current study; hence the 

estimate of youth served per therapist in the analytic sample does not reflect the full caseloads 

that therapists carried. 
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various sample sizes based on a 9-to-1 ratio of cases-to-therapists. For each sample size, 

100 simulations of randomly-generated data were performed, and the proportion of model 

iterations that produced a fidelity-by-alliance interaction coefficient with a p-value less 

than .05 signified the statistical power (i.e., the probability of detecting a real effect when 

α = .05). To obtain power of at least .8, it was determined that a minimum of 513 cases 

must be selected (k = 57 therapists, 1 – β = .82).7  

Study Aims 2 and 3 involve an analytic sample of cases that completed the full 

course of FFT; therefore, study participants must include at least 513 completers. The 

analytic sample for Aim 1 includes both completers and non-completers that discharged 

for reasons within therapist control (see Measures, pp. 59-60), hence a larger number of 

total participants were required. In Maryland, the FFT completion rate has been 

approximately 75% annually (Farrell et al., 2017). Assuming a conservative completion 

rate of 70% for the study sample, an analytic sample of 730 participants for Aim 1 would  

include 513 completers (70%) for the analytic sample of Aims 2 and 3. Therefore, a total 

of 730 participants were determined necessary for the study to provide the statistical 

power to test all three study aims. 

  

 
7 Statistical power of .8 is a widely-accepted benchmark for null hypothesis significance-testing 

(Shadish et al., 2002). 
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Appendix B: Scale Measures 

Y-OQ 
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Y-OQ (continued) 
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Y-OQ-SR 
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Y-OQ-SR (continued) 
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Family Self Report 
 

Please help us understand how you felt your family was doing before your first session. Please 

circle the number on the sca1e below that best describes how things were then. 

(Very bad) (Mostly bad) (So-so) (Mostly good) (Very good) 

1 2 3 4 5 6 7 

 
 

Please use the same scale to help us understand how you feel things are in your family now. 

(Very bad) (Mostly bad) (So-so) (Mostly good) (Very good) 

1 2 3 4 5 6 7 

 
 

Overall, how confident or hopeful are you that your family will get better? 

(Not confident) (I’m doubtful) (I’m unsure) (I’m hopeful) (I’m very 

confident) 

1 2 3 4 5 6 7 

 
 

Overall, how much do you approve or disapprove of the way your therapist is treating your 

family? 

(Strongly 

disapprove) 

(Disapprove) (I have mixed 

feelings) 

(Approve) (I strongly 

approve) 

1 2 3 4 5 6 7 

 

 

Whether or not you agree with the way your therapist is treating your family, how much do 

you like your therapist? 

(Not at all) (Mostly negative) (I have mixed 

feelings) 

(Mostly 

positive) 

(Very 

positive) 

1 2 3 4 5 6 7 

 

 

How much do you trust your therapist? 

(Not at all) (Not much) (I have mixed 

feelings) 

(I trust a lot) (I have total 

trust) 

1 2 3 4 5 6 7 

 

 
How much do you feel your therapist trusts and likes you? 

(Not at all) (Not much) (Unsure) (Quite a bit) (A lot) 

1 2 3 4 5 6 7 
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