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Résumé 

L’alliance thérapeutique (AT) est reconnue comme étant une variable prometteuse pour 

prédire le résultat d’une intervention et s’avère d’une grande importance dans le traitement de 

l’anorexie mentale (AM). Toutefois, il existe peu d’études explorant l’AT auprès d’adolescents 

hospitalisés pour un problème d’AM. Cet article vise à examiner l’AT chez des adolescentes 

hospitalisées pour leur AM et leurs intervenantes au cours d’un traitement à court terme en 

milieu hospitalier et à explorer l’association entre l’AT et les résultats du traitement. L’étude a 

été menée auprès de 95 adolescentes et de leurs intervenantes (n = 5). L’AT a été évaluée au 

début et à la fin de l’hospitalisation à l’aide du Working Alliance Inventory-Short Form. Les 

changements dans les symptômes associés aux troubles alimentaires (Eating Disorder Inventory-

3) ainsi que l’amélioration de l’indice de masse corporelle (IMC) ont permis de mesurer les 

effets de l’intervention. Des modèles mixtes à mesures répétées et des corrélations ont été 

employés. Les résultats indiquent que les adolescentes et leurs intervenantes semblent percevoir 

une bonne qualité d’AT au début et à la fin de l’hospitalisation. Les deux catégories de 

répondants ne diffèrent pas dans leurs scores d’AT, à l’exception de la sous-échelle mesurant la 

qualité du lien. L’AT mesurée à la fin de l’hospitalisation semble davantage liée aux résultats de 

l’intervention que celle mesurée au début. Plus précisément, l’AT perçue par les adolescentes est 

associée aux changements dans la symptomatologie du trouble et l’AT perçue par les 

intervenantes est associée au gain de poids. Ainsi, il semblerait qu’une AT de qualité peut se 

construire dans un contexte d’intervention intensive en milieu hospitalier avec des adolescentes 

souffrant d’AM. Les résultats soulignent également la pertinence de s’intéresser aux perspectives 

des patients et des intervenants dans les études portant sur l’AT.  

Mots clés : alliance thérapeutique, anorexie mentale, adolescents, intervenants, 

hospitalisation, résultats d’une intervention, psychologie clinique. 
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Abstract 

Objective: The therapeutic alliance (TA) is widely recognized as a robust predictor of 

treatment outcome and is relevant in anorexia nervosa (AN). However, data on adolescent 

inpatients are lacking. The current study examined adolescent patient and treatment provider TA 

ratings during a short-term hospitalization for AN and TA-outcome associations. Method: 

Participants were recruited from an inpatient Eating Disorder Program and included 95 female 

adolescents with AN and their reference treatment providers (n = 5). Patient and treatment 

provider TA was measured at the beginning and end of hospitalization using the Working 

Alliance Inventory-Short Form. Changes in eating disorder (ED) symptoms (as measured by the 

Eating Disorder Inventory-3) and improvement in body mass index (BMI) during hospitalization 

were used as outcome measures. Mixed model ANOVAs were performed to examine TA scores 

and correlations were used to assess TA-outcome associations. Results: TA remained high 

during hospitalization for both patients and treatment providers. Both respondents did not differ 

in the perceptions of TA, except for the Bond subscale. TA measured at the end of 

hospitalization was more strongly correlated with outcomes than TA measured at the beginning. 

More precisely, adolescent TA was significantly related to changes in ED symptomatology, 

while treatment provider TA was significantly related to BMI improvement. Conclusions: 

Establishing a good TA is possible in contexts of intensive inpatient treatment for AN and may 

be important for patient improvement. To better understand TA as well as TA-outcome 

associations, examining both patient and treatment provider perceptions seems necessary. 

Keywords: Therapeutic alliance, anorexia, inpatient, adolescents, treatment providers, 

outcome, clinical psychology. 
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Introduction 

Anorexia nervosa (AN) is a serious illness associated with high mortality and chronicity 

and represents one of the most disabling psychiatric disorders (Herpertz-Dahlmann, 2015; Löwe 

et al., 2001; Steinhausen, 2002). It is characterized by restriction of food intake leading to 

significantly low body weight, intense fear of gaining weight, and severe disturbances in body 

image (American Psychiatric Association, 2013). There are two diagnostic subtypes: AN-

restricting subtype (AN-R) and AN-binge eating/purging subtype (AN-BP). Patients with AN-R 

restrict their food intake through strict diets, skipping meals, and/or excessive exercise. In 

addition to placing severe restrictions on the amount of food they eat, patients with AN-BP also 

engage in binge eating and purging behaviours (American Psychiatric Association, 2013). Based 

on international epidemiological studies, the lifetime prevalence of AN for women ranges 

between 0.9 and 4% (Hudson et al., 2007; Keski-Rahkonen & Mustelin, 2016; Udo & Grilo, 

2018). AN generally develops during adolescence, with an incidence rate highest for females 

around the age of 15 (Silén et al., 2020; Smink et al., 2016; Petkova et al., 2019). While the 

overall incidence rate of AN has been relatively stable over the past decades, the incidence 

among young adolescents (aged < 15 years) has increased (van Eeden et al., 2021). During this 

period, which is characterized by significant physical growth and brain development, severe 

nutrition disturbances and associated medical and psychiatric complications can lead to serious 

health consequences (Bravender et al., 2010; Sibeoni et al., 2017). In addition to physical 

symptoms, AN negatively affects adolescents’ social, emotional, and cognitive developmental 

processes, and is associated with high psychiatric comorbidity (Herpertz-Dahlmann et al., 2001; 

Hudson et al., 2007; Loeb et al., 2011; Quine, 2012). 
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The serious negative effects of the illness, apparent in physical, psychological, and social 

aspects, as well as the high rate of relapse, comorbidity, and mortality underscore the importance 

of immediate and effective treatment (Bulik et al., 2007; National Collaborating Centre for 

Mental Health, 2004). However, patients with AN are known to be difficult to treat (Zaitsoff et 

al., 2016). They tend to be ambivalent about change and resistant to treatment due to the ego-

syntonic nature of the disorder (Abbate-Daga et al., 2013; Gregertsen et al., 2017; Marzola et al., 

2019). Additionally, adolescents who are hospitalized for AN often arrive in a life-threatening 

condition requiring immediate care and medical stabilization (Meads et al., 2001). This high 

degree of urgency requires treatment providers to act quickly and prioritize the treatment of 

physical aspects of AN, making it sometimes impossible for them to wait for patients to become 

ready and less ambivalent toward change (Isserlin & Couturier, 2012). Therefore, hospital staff 

members may face numerous challenges when attempting to form a relationship with adolescent 

patients with AN. Adolescents rarely refer themselves for treatment and may disagree with their 

parents or authority figures, which can also complicate treatment adherence and engagement 

(Bourion-Bedes et al., 2013). Moreover, AN treatment is characterized by a high dropout rate, 

with 24% of adolescent patients dropping out of inpatient treatment (Hubert et al., 2013), 11 to 

14% dropping out of outpatient treatment (Lock et al., 2006; Lock et al., 2010), and 7 to 42% 

dropping out of day hospital programs for EDs (Dancyger et al., 2003; Goldstein et al., 2011; 

Grewal et al., 2014; Herpertz-Dahlmann et al., 2014; Ornstein et al., 2012). All these factors 

render treatment challenging for this population. However, given that the rates of recovery, 

improvement, and chronicity are more favourable with younger patients, early intervention is 

crucial (Steinhausen, 2009). 
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To effectively treat adolescents with AN, a better understanding of the factors influencing 

treatment is of great importance. One of the most thoroughly researched and empirically 

supported factors that have been found to predict treatment outcome is the therapeutic alliance 

(TA; Horvath & Symonds, 1991). TA is defined as the collaborative relationship between patient 

and therapist and involves three domains: affective bond, agreement on goals, and agreement on 

tasks (Bordin, 1979). Robust TA-outcome associations have been reported across a broad array 

of treatments and in a variety of client and problem contexts (e.g., Flückiger et al., 2018; Horvath 

& Bedi, 2002; Horvath et al., 2011; Horvath & Symonds, 1991; Karver et al., 2006; Martin et al., 

2000; Shirk & Karver, 2003; Shirk et al., 2011). Fewer studies have focused on children and 

adolescents, but findings from meta-analytic reviews on youth therapy suggest similar TA-

outcome associations to those found for adults (Shirk & Karver, 2003; Karver et al., 2006). 

Compared to other clinical populations, eating-disordered (ED) populations tend to have slightly 

lower TA-outcome associations in adult samples (Flückiger et al., 2018; Graves et al., 2017). 

The aforementioned challenges associated with AN (e.g., high ambivalence, ego-syntonicity, 

fear of weight gain, etc.) may explain the lower TA scores among this clinical population. 

Conflicts or disagreements between patients and treatment providers may arise when trying to 

reach an agreement on the goals of treatment (e.g., achieving a targeted weight) as well as the 

tasks necessary to fulfill these goals, such as increasing caloric intake or reducing exercise 

(Gregertsen et al., 2017; Werz, 2022). Given that AN patients rarely seek treatment on their own 

initiative, developing a strong bond with them may also represent a challenge and may take time 

(Gregertsen et al., 2017).  
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Moreover, a meta-analysis by Graves and colleagues (2017) underlined the bidirectional 

relationship between TA and patient improvement and showed stronger TA-outcome 

associations for younger patients undergoing therapy for EDs than for adult patients. However, 

the role of TA in ED treatment remains unclear. Although qualitative research indicates that both 

patients and treatment providers value TA as a crucial and helpful aspect of treatment (Escobar-

Koch et al., 2012; Zaitsoff et al., 2016), quantitative research has yielded mixed results. Several 

studies on ED treatment for both adolescent and adult patients have found positive associations 

between TA and treatment outcome (e.g., Antoniou & Cooper, 2013; Constantino et al., 2005; 

Sly et al., 2013; Stiles-Shield et al., 2013; Zaitsoff et al., 2015), while other studies have found 

little or no association (e.g., Brown et al., 2013; Waller et al., 2012; Zaitsoff et al., 2008).  

 

In the field of youth AN treatment, mixed results are also observed regarding the 

influence of TA on treatment outcome. There exists some support for the TA-outcome 

association when changes in ED symptomatology serve as the outcome measure. For instance, 

Rienecke and colleagues (2016) found that patient early and late TA were associated with 

improved ED symptoms (with an explained variance of 20% and 40%, respectively). 

Interestingly, TA did not change over the course of treatment (Rienecke et al., 2016). Isserlin and 

Couturier (2012) also reported significant positive effects of patient early TA on ED symptoms. 

However, Pereira and colleagues (2006) found that both early and late adolescent TA were not 

significantly associated with ED symptomatology. Moreover, previous studies have also found 

some support for the TA-outcome association when the outcome is defined by weight gain. 

Hughes and colleagues (2019) found that early weight gain could be predicted by greater early 

adolescent TA with their nurse during parent-focused treatment (separated FBT). In addition, 
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findings from Forsberg and colleagues (2013) suggest that adolescent TA is not a predictor of 

full remission, though it seems to be a non-specific predictor of partial remission as defined by 

reaching a predefined weight. In Pereira and colleagues’ study (2006), although adolescent early 

TA was correlated with early weight gain, early weight gain remained a better predictor of 

overall weight gain. Another study (Bourion-Bedes et al., 2013), which investigated TA 

development among treatment providers, parents, and adolescents with AN in both inpatient and 

outpatient settings, found that patient early TA was a good predictor of achieving a target weight. 

To our knowledge, this study is the only one that examined patient and therapist perceptions of 

TA over the course of treatment for AN and its association with outcome. Their findings suggest 

that TA quality is perceived as being lower by treatment providers than by adolescents, but 

significant improvements in TA throughout therapy were observed for all respondents. Still, 

other studies reported no association between patient TA and weight gain (Rienecke et al., 2016). 

In summary, patient TA obtained at the beginning of treatment seems to be more strongly 

associated with outcome (Bourion-Bedes et al., 2013; Forsberg et al., 2013; Hughes et al., 2019; 

Isserlin & Couturier, 2012; Pereira et al., 2006; Rienecke et al., 2016), although some studies 

found no association between early and/or late patient TA and outcome (Forsberg et al., 2013; 

Pereira et al., 2006; Rienecke et al., 2016). Thus, while most studies demonstrate significant 

associations between patient TA and outcome, different associations may result depending on the 

type of outcome being measured. 

 

Given the heterogeneous results of the studies conducted so far, Werz and colleagues 

(2022) aimed to provide an update on the available research examining the relationship between 

TA and treatment outcomes in ED patients. Among the seven studies focusing specifically on 
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youth AN treatment, none of them were conducted solely in an inpatient setting. Most took place 

in outpatient settings, and only one study included treatment providers’ perspectives on TA. 

Additionally, comparisons between studies are limited due to the differences in timelines and 

measures of TA, as well as the various outcome measures used. Based on Werz and colleagues’ 

systematic review (2022), TA seems to have a predictive effect on outcome (i.e., weight gain, 

ED symptomatology) for adolescent patients with AN. Generally, patients’ early reports of TA 

predicted a better treatment outcome. Importantly, the lack of studies including treatment 

providers’ reports of TA during youth AN treatment makes it difficult to draw conclusions 

regarding the predictive effects of treatment provider TA on outcome. The only study including 

therapist TA found that patients and therapists seemed to share dissimilar views of TA, with 

lower levels of TA according to therapists (Bourion-Bedes et al., 2012). However, the influence 

of therapist TA on outcome was not explored. 

 

Overall, despite the potential challenges associated with AN treatment, several studies 

have shown that adolescent patients can establish a good TA with their treatment providers. 

However, studies examining TA in adolescents with AN have been done mainly with outpatient 

samples. The small number of available studies and the varying methodologies also make it 

difficult to interpret discrepant findings in the literature. Moreover, the lack of studies 

incorporating treatment provider TA renders it difficult to conclude in terms of differences 

between perspectives and associations with outcome. Given the bidirectional and collaborative 

nature of TA, investigating both patients’ and treatment providers’ perspectives seems necessary 

and central to understanding its role in leading to effective treatment (Wampold & Flückiger, 

2023). There is a need for further research on that topic, which could provide valuable 



7 

 

information for young patients in such a life-threatening condition. No study, to our knowledge, 

has examined the quality of TA, as perceived by both patients and treatment providers, over the 

course of a short-term intervention in a homogeneous group of female adolescent inpatients with 

AN. Thus, the aims of this study were to 1) describe patient and treatment provider global and 

subscale TA scores at the beginning and end of hospitalization for AN, 2) compare global TA 

scores (and subscales scores as a secondary research objective) over time (beginning and end of 

hospitalization) and between respondents, and 3) examine the association between TA and two 

treatment outcomes (i.e., changes in ED symptomatology and %BMI improvement). Based on 

previous research, it was hypothesized that patients would present higher TA compared to 

treatment providers, but that both respondents would show improvements in their TA over the 

course of inpatient treatment. It was also hypothesized that both patient and treatment provider 

TA would be associated with outcome, with stronger associations between patient TA and 

changes in ED symptoms. Given the exploratory nature of the secondary objective pertaining to 

TA subscale scores, no prior hypotheses were made. 

Method 

Participants and procedure 

Participants were recruited from an Eating Disorder Program at a University Children’s 

Health Center in Montreal, Canada, between January 2012 and January 2015. The ethics 

committee of the hospital and university formally approved the study. Recruitment was done 

within the first week following admission to the inpatient unit, during which research assistants 

met with the participants to present the procedure and objectives of the study. Participation was 

voluntary and informed and signed consent from one parent and the adolescent was obtained for 
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all participants (See Appendix A). Informed and signed consent was also obtained from each 

participating treatment provider (See Appendix B).  

 

To be eligible, patients had to 1) be between 11 and 18 years old, 2) receive short-term 

inpatient treatment for an ED, and 3) be stable physically (as evaluated by the treating doctor) 

and able to complete self-administered questionnaires. Adolescents who presented with an 

intellectual disability that was documented in their medical file were not included in the study. 

Among the estimated number of 225 patients hospitalized for an ED, 133 patients accepted to 

participate in the research project and signed the consent forms, corresponding to a participation 

rate of approximately 60%.  

 

Two additional inclusion criteria were then used to select participants for the present 

study. Patients needed to have: 1) a diagnosis of AN and 2) at least one measure of TA 

completed by either the patient or the treatment provider at either time point. Diagnoses were 

made by a pediatrician specialized in the field of EDs using DSM-IV-TR criteria (2000). Among 

the 133 patients who gave their consent for research, 113 patients had a diagnosis of AN. Out of 

the patients with AN, 18 failed to complete the questionnaires, corresponding to a premature 

dropout rate of 16%. These participants were not included in the present study as no 

questionnaire was completed. 

 

On the basis of these criteria, the final sample for the present study was comprised of 95 

female adolescent patients with a diagnosis of AN and their reference treatment providers (n = 

5). Participating treatment providers were all female and included two nurses, two psycho-
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educators, and one educator, all of whom specialized in the treatment of EDs in adolescents. 

Eighty-eight adolescents presented AN with restricting subtype (AN-R; 92.6%) and seven 

presented AN with binge eating/purging subtype (AN-BP; 7.4%). Characteristics of patients are 

presented in Table 1. Patients had a mean age of 14.92 years (SD = 1.79) and a mean BMI upon 

admission of 15.03 kg/m2 (SD = 1.94), falling below the 3rd BMI-for-age percentile (Kuczmarski 

et al., 2002).  

 

The attrition rate between T1 and T2 for the present study was approximately 30%. 

Among the 95 patients, we obtained complete data for 32 of them. The rest of the sample had 

missing data that can be mainly explained by administrative shortcomings unrelated to the 

variables being studied (e.g., the patients left the inpatient unit before the research assistant had 

the time to give the questionnaires). Of note, participants with missing data did not differ from 

participants without missing data on age, length of hospitalization, TA, BMI, and EDRC scores 

(all p values > .05). Thus, data were assumed to be missing at random.  

Treatment delivered during hospitalization 

The average duration of hospitalization was 51.25 days (SD = 21.20). Treatment at the 

ED inpatient unit involved a multidisciplinary team and included the re-establishment of 

adequate caloric intake, meal support, individual and group clinical activities, and regular 

medical and psychological/psychiatric monitoring. An individualized intervention plan was built 

for each patient and revised weekly depending on the patient’s progress. In addition, patients had 

regular meetings with their reference treatment providers, which were recorded using logbooks 

that were designed specifically for the study (see Appendix C). Most of the interventions carried 

out by reference treatment providers were done on an individual basis (67%), with a frequency of 
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1 to 3 times per week and a duration of 30 minutes per intervention, on average. Group 

interventions (19%) occurred once a week for an hour, while family interventions (14%) 

occurred once a week for 30 minutes, on average. In terms of frequency, reference treatment 

providers engaged in evaluation/intervention 56%, support/listening 26%, discipline 11%, and 

education 7% of the time, on average.  

Measures 

Working Alliance Inventory-Short Form 

TA was assessed using the Working Alliance Inventory-Short Form (WAI-S; Tracey & 

Kokotovic, 1989). This self-administered questionnaire reflects the quality of the therapeutic 

relationship as perceived by the respondent. The WAI is based on Bordin’s (1979) 

conceptualization of the alliance, which includes three components: affective bond, agreement 

on goals, and agreement on tasks. The 12 items were rated using a Likert scale ranging from 1 

(never) to 5 (always). Three subscales are derived (Task, Bond, and Goal) and, when taken 

together, make up the global measure of TA. Sum scores for the global scale (ranging from 12 to 

60) as well as for the three subscales (ranging from 4 to 20) were used as indicators of TA 

quality, with higher scores indicating greater TA. One version of the WAI-S was completed by 

adolescents and another by reference treatment providers. Given that TA is a collaborative and 

dyadic construct that needs sufficient patient-treatment provider interaction to develop, it is 

typically measured after the third or fourth session (Wampold & Flückiger, 2023). Thus, each 

participant in the present study completed the questionnaire twice, once after the third meeting 

(approximately within the first 10 days; T1) and a second time at the end of hospitalization (T2). 

The WAI is the most widely used self-report measure of TA quality and has been shown to have 

good internal validity, test-retest reliability, and interrater reliability (Horvath & Bedi, 2002). In 
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the current sample, Cronbach’s alpha for the WAI-S global score was as follows: patients at T1, 

α = 0.95; treatment providers at T1, α = 0.90; patients at T2, α = 0.98; treatment providers at T2, 

α = 0.88. For the subscales, alpha coefficients ranged from 0.86 to 0.96 for patients and from 

0.65 to 0.93 for treatment providers. 

Eating Disorder Inventory-3 

The Eating Disorder Inventory-3 (EDI-3; Garner, 2004) is a self-administered 

questionnaire designed to measure behavioural and psychological characteristics associated with 

EDs. For this study, the Eating Disorder Risk Composite (EDRC) was used as an indicator of ED 

symptomatology. The EDRC combines the three ED-specific scales of the EDI-3 (i.e., Drive for 

Thinness, Bulimia, and Body Dissatisfaction) and can be used to obtain one score reflecting the 

level of eating and weight concerns (Garner, 2004). Based on the EDRC, the severity of 

symptoms can also be classified into clinical qualitative ranges (Low Clinical, Typical Clinical, 

and Elevated Clinical). Patients completed the questionnaire at the beginning (T1) and end of 

hospitalization (T2). Raw scale scores were converted to T-scores using diagnostic group norms. 

Then, EDRC composite T-scores were formed by summing the three ED scale scores. The 

differences in EDRC scores were used as an outcome measure, quantifying changes in ED 

symptomatology over the course of inpatient treatment. Validity and reliability have been 

established for the EDI-3 (Garner, 2004). In the present sample, Cronbach coefficients ranged 

from 0.72 to 0.92 (T1) and from 0.82 to .95 (T2) for the three ED subscales, with an alpha 

coefficient of 0.95 at T1 and 0.94 at T2 for the EDRC scale. 

BMI Improvement 

The hospital staff assessed the weight and height of participants throughout 

hospitalization. Weight and height measured at admission and at discharge were used to compute 
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BMI values (kg/m2) at both time points. As weight gain is one of the primary aims of inpatient 

treatment for AN, the present study used the percentage of BMI improvement over the course of 

hospitalization ([(BMI2-BMI1/BMI1)*100]) as the second outcome measure. Age- and sex-

adjusted BMI percentiles were also calculated based on the Centers for Disease Control and 

Prevention (CDC) growth charts (Kuczmarski et al., 2002). 

Statistical Analysis 

Mixed models were performed on data obtained from all participants (n = 95), including 

those with missing values. A mixed model allows the use of all observations under the 

assumption of data Missing At Random (MAR; Rubin, 1987). This assumption implies that valid 

inferences can be drawn based on the observed data (Sterne et al., 2009). Specifically for the 

present study, EDRC scores and BMI values from baseline to end of hospitalization were 

examined using a mixed model ANOVA with one repeated factor (Time) for both outcome 

measures separately. To examine TA quality over time (beginning and end of treatment) and 

between respondents (patient and treatment provider), mixed models for repeated measures 

ANOVAs were conducted for global TA scores as well as for subscale scores (exploratory 

analyses). Effect sizes (i.e., Eta squared and Cohen’s d) were obtained using a General Linear 

Model (GLM) or Student t-test that was calculated using the sub-sample with complete data (n = 

32). Effect sizes were interpreted according to Cohen’s guidelines (1988). Moreover, 

associations between global TA scores and outcome measures (i.e., differences in EDRC scores 

and %BMI) were investigated using Pearson’s correlations. Correlations were computed using 

only available pairs of data (i.e., TA and outcome), which explains the varying sample size for 

different correlations. Given the presence of missing data, the sample size varies across the 

reported analyses and is indicated for each statistical analysis in their respective tables. Data 
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were analyzed using both Statistical Analysis System (SAS) 9.4 and IBM Statistical Package for 

the Social Sciences (SPSS) 28.0 for Mac, with p < .05 considered statistically significant.  

Results 

Comparing TA scores 

Table 2 summarizes patients’ and treatment providers’ perceptions of TA (global and 

subscale scores) at the beginning and end of hospitalization. TA scores were generally strong for 

both patients and treatment providers, with answers on the WAI-S generally falling between 3 

and 4 on the 5 point-Likert scale, on average, for both respondents and at both time points. 

 

Mixed ANOVA results are presented in Table 3. Regarding global TA scores, there was 

no significant interaction between Group (patients or treatment providers) and Time (beginning 

and end of hospitalization), which suggests that both patient and treatment provider global TA 

evolved similarly during inpatient treatment. Despite slight increases, global TA scores did not 

differ significantly between the beginning and end of hospitalization for both respondents. 

Similarly, despite slightly higher scores according to treatment providers, global TA scores did 

not differ significantly between respondents. However, a medium-to-large effect size was 

reported for the Group main effect  (η2 = .113).  

 

To gather exploratory data, the subscale TA scores were also examined. For the Task 

subscale, there was no significant interaction and no significant differences over time and 

between respondents. However, a medium-sized effect was found for the Group main effect (η2 

= .070), with slightly higher scores on the Task subscale according to treatment providers. For 

the Goal subscale, there was no significant interaction and well as no significant difference over 
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time and between respondents, all of which were characterized by small effect sizes. With regard 

to the Bond subscale, the Group X Time interaction was found to be nonsignificant, though it 

was characterized by a medium effect size (η2 = .077). There was no significant difference in 

Bond scores between the beginning and end of treatment; there was, however, a significant 

difference between patients and treatment providers, which was characterized by a large effect 

(η2 = .235). Treatment providers showed higher scores on the Bond subscale compared to 

patients.  

 

Overall, TA quality seemed to be perceived as good according to both patients and 

treatment providers. No statistically significant differences in global TA scores were found 

between respondents as well as between the beginning and end of hospitalization. However, after 

examining TA at the subscale level, respondents seemed to differ in terms of the perceived 

quality of their bond, which was consistently rated higher by treatment providers and lower by 

patients. 

Patient improvement during hospitalization 

Patient symptomatology at the beginning and end of hospitalization can be found in 

Table 4. The mean EDRC T score for patients upon admission (M = 50.36, SD = 9.63) was in the 

typical clinical range, suggesting important eating and weight concerns (i.e., desire to be thinner, 

fear of weight gain, binge eating tendencies, and body dissatisfaction). An EDRC score in this 

range, within the 34th and 80th percentile, is common among adolescents diagnosed with EDs 

(Garner, 2004). By the end of hospitalization, the mean EDRC T score (M = 46.66, SD = 10.16) 

fell in the low clinical range. An EDRC score in this range, within the 1st and 33rd percentile, is 

common among adolescent respondents in nonclinical samples and, thus, suggests that patients 
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showed less eating and weight concerns relative to other adolescent patients with clinical EDs 

(Garner, 2004). More precisely, patients’ EDRC T scores lowered significantly from the 

beginning to end of hospitalization (F(1, 93) = 15.58, p < .001); Cohen’s d = 0.486), which can 

be characterized by a medium effect size.  

 

Based on CDC growth charts, patients’ mean BMI upon admission (M = 15.03, SD = 

1.94) fell below the 3rd percentile, corresponding to the underweight category, as defined by a 

BMI that is less than the 5th percentile for sex and age. Patients’ mean BMI at the end of 

hospitalization (M = 16.72, SD = 1.67) fell below to 10th percentile, corresponding to the healthy 

weight category, as defined by a BMI that is at or above the 5th to less than the 85th percentile 

(Kuczmarski et al., 2002). The BMI classification should, however, be interpreted cautiously1. 

BMI scores thus increased by 1.68 kg/m2 (95% confidence interval [1.50, 1.86]) over the course 

of treatment (F(1, 94) = 338.91, p < .001), Cohen’s d = 1.889), corresponding to a large effect 

size. On average, patients showed a BMI improvement of 12%.  

 

Therefore, results indicate that patients were in a critical condition upon admission to the 

inpatient unit, but showed significant improvements in terms of ED symptomatology and BMI at 

the end of hospitalization.  

 
1 The CDC uses a sex- and age-adjusted BMI below the 5th percentile as suggesting underweight among children 
and adolescents. The clinical validity of this cut-off has been questioned and some researchers have argued in 
favour of a weight cut-off at the 10th BMI-for-age percentile when diagnosing AN in youth (e.g., Andersen et al., 
2018; Herpertz-Dahlmann et al., 2014; Knoll et al., 2011). In this article, the BMI classification was only used for 
descriptive purposes. 



16 

 

Associations between TA and outcome 

Correlations between patient and treatment provider global TA scores at the beginning 

(T1) and end of hospitalization (T2) and both outcome measures (i.e., %BMI improvement and 

difference in EDRC scores) were performed. Given that correlations were computed using only 

available pairs of data (e.g., TA and outcome), the sample size varied and is indicated for each 

correlation (see Table 5).  

 

Regarding patient TA, no significant correlation was found between TA at both time 

points and BMI improvement. Concerning changes in ED symptomatology during treatment, a 

nonsignificant positive correlation was observed between patient TA obtained at the beginning of 

hospitalization and changes in ED symptoms (r = .198). Additionally, a significant positive 

correlation was found between the evolution of TA over time (i.e., the difference in TA scores 

between T2 and T1) and changes in ED symptoms (r = .380), corresponding to a medium effect 

size. Consequently, a significant positive correlation was observed between patient TA obtained 

at the end of hospitalization and changes in ED symptoms (r = .348), corresponding to a medium 

effect size.  

 

Regarding treatment provider TA, no significant correlation was found between TA at 

both time points and changes in ED symptomatology, although a medium effect size 

characterized the positive association between TA measured at the end of hospitalization and 

changes in ED symptoms (r = .274). Concerning the second outcome measure, a nonsignificant 

positive correlation was observed between TA obtained at the beginning of hospitalization and 

BMI improvement (r = .185). Additionally, a marginally significant positive correlation was 

found between the evolution of TA over time and BMI improvement (r = .231), corresponding to 
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a small-to-medium effect size. A significant positive correlation was observed between treatment 

provider TA obtained at the end of hospitalization and BMI improvement (r = .330), which can 

be characterized by a medium effect size.  

 

Overall, TA obtained at the end of inpatient treatment seems to be more strongly related 

to outcome. More precisely, patient TA (T2) appears to be associated with changes in ED 

symptoms, while treatment provider TA (T2) appears to be associated with BMI improvement. 

Discussion 

The current study examined patient and treatment provider TA over the course of a short-

term hospitalization for adolescents with AN and its association with treatment outcome. Both 

patients and their reference treatment providers reported strong TA quality at the beginning and 

end of treatment, which suggests that establishing a good TA is possible in contexts of intensive 

inpatient treatment and high symptom severity. Moreover, the level of patient TA in the current 

sample is consistent with the use of the WAI with other ED samples (e.g., Pereira et al., 2006, 

Rienecke et al., 2016, Zaitsoff et al., 2008). Importantly, the fact that TA was measured within 

the first 10 days following admission could partly explain those high early TA scores. The 

relationship between patients and treatment providers may have started to evolve before the 

questionnaires were completed. Similarly, participants who agreed to participate may have been 

more likely to show higher TA scores than those who refused or failed to complete the 

questionnaires. 

 

There are, however, certain clinical aspects that may also have contributed to the 

establishment of a strong TA early in treatment. First, given their critical condition upon 
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admission, patients may have perceived hospitalization as necessary and been more open to 

treatment. Studies on adolescent inpatients with AN have shown that patients with a lower 

percentage of expected body weight (%EBW) and more severe ED psychopathology presented a 

greater perceived need for hospitalization (Hillen et al., 2015). Prior outpatient treatment could 

also have prepared patients for inpatient treatment. Patients and their families had likely tried 

other strategies or interventions before without success, which could have contributed to their 

perceived need for hospitalization and facilitated the establishment of a good TA. Second, 

reference treatment providers shared a privileged relationship with their patients. Their 

relationship was characterized by group activities, meal support, and regular individual meetings 

(1 to 3 times per week, on average), during which they mainly did evaluation/intervention and 

offered support/active listening. This could have created opportunities for them to get to know 

each other, talk about treatment goals and tasks, and work on alliance ruptures or disagreements. 

Similarly, reference treatment providers reported doing little discipline with their patients (11 % 

of the time, on average), which may also have contributed to TA development. Lastly, treatment 

plans were individualized and built according to each patient’s evolution. As such, treatment 

plans were presented to patients collaboratively and implemented progressively, which may have 

helped in creating a shared understanding of the treatment process. Adolescents may have also 

been motivated to get better, as this would allow them to return to their normal train of life (e.g., 

home, family, friends, etc.). 

 

Moreover, TA did not change significantly from the beginning to end of inpatient 

treatment for both patients and treatment providers, with TA quality remaining relatively high. 

Unlike what we initially hypothesized and unlike findings from Bourion-Bedes et al. (2013), TA 
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quality did not improve significantly over time. These findings, however, resemble those of 

previous studies (e.g., Brown et al., 2013; Isserlin & Coutier, 2013; Rienecke et al., 2016). 

Consistent with Rienecke and colleagues (2016), the stability in TA over the course of treatment 

could be due, in part, to the relatively short time frame being assessed (approximately seven 

weeks), during which changes in TA may not have had time to emerge. Additionally, given that 

TA ratings were already high at the start of hospitalization, significant increases in TA could 

have been limited. Furthermore, the result showing that TA did not decrease during inpatient 

treatment is an encouraging finding. Despite changes in weight and eating behaviours, patients 

and treatment providers were able to maintain a strong relationship. Therefore, although patients 

with AN often fear gaining weight, they were able to work through changes in their bodies and 

continue to collaborate with their treatment providers. The short-term nature of the intervention 

could have also helped in maintaining a clear focus on the goals of treatment and the tasks 

needed to reach these goals. 

 

In addition, unlike what we initially hypothesized, patients did not present higher TA 

compared to reference treatment providers. TA did not differ between patients and treatment 

providers, except with regard to the Bond subscale. This suggests that both respondents shared 

similar perspectives regarding the goals and tasks of treatment. Therefore, despite the treatment 

obstacles known to be associated with adolescence and AN, patients and their treatment 

providers both seemed to agree on what aspects should be worked on and how this can be done. 

The therapeutic bond at both time points was perceived as stronger according to treatment 

providers and lower according to patients, though it was still relatively high. Different factors 

may influence patients’ perceptions of the quality of the bond they shared with their reference 
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treatment providers. First, adolescent patients are often referred to treatment by their caregivers 

and may be reluctant to getting help. As a result, it may take more time for them to develop a 

trusting relationship. They may agree with treatment providers regarding the goals and tasks of 

treatment but may need a longer time to gain mutual trust. Second, individuals with AN are 

known to present self-esteem difficulties (Kästner et al., 2019). Given that certain items of the 

WAI-S Bond subscale relate to self-worth (e.g., “I think my treatment provider appreciates me”), 

patients may tend to rate such items lower. 

 

Furthermore, patients showed significant clinical improvements over the course of 

hospitalization in terms of changes in ED symptomatology and improvement in BMI. 

Concerning the TA-outcome association, no significant association was found between patient 

and treatment provider global TA obtained at the beginning of inpatient treatment and outcome, 

whereas moderate associations were found between global TA obtained at the end of treatment 

and outcome. These results could indicate that the way TA evolved over hospitalization resulted 

in stronger associations between TA measured at the end of treatment and outcome. As such, the 

potential benefits of TA on outcome could become more apparent over time or once TA has 

started to evolve. However, these findings may also relate to the fact that variables measured at 

the nearly same time (proximal variables) are typically more highly correlated than distal 

variables (Fluckiger et al., 2018). While some studies in the field of EDs support a stronger 

association between early TA and outcome, our findings replicate those of previous studies that 

found late TA as being a better predictor of outcome (e.g., Marzola et al., 2019, Rienecke et al., 

2016, Stiles-Shields et al., 2013). It is, however, important to note that, given the short-term 

nature of the inpatient treatment in the current study, our different TA assessment points may not 
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be easily compared to those of other studies done with outpatient samples receiving longer 

treatment. 

 

Concerning TA obtained at the end of hospitalization, patient TA was found to be more 

strongly associated with changes in ED symptoms, while treatment provider TA was found to be 

more strongly associated with BMI improvement. As hypothesized, the strongest association was 

found between patient TA and changes in ED symptoms. Consistent with previous research 

(Isserlin & Couturier, 2012; Rienecke et al., 2016), such findings support the idea that patient TA 

may be important more so for psychological recovery (e.g., modification of  ED-related 

thoughts, behaviours, and attitudes) than physical recovery (e.g., weight gain). This represents an 

encouraging finding as thoughts and attitudes related to EDs are known to be harder to modify 

(Marzola et al., 2019). Establishing a good TA, therefore, seems like an important factor in 

facilitating psychological and behavioural change in adolescent patients with AN. Moreover, 

given that treatment providers monitor patients’ weights regularly and may not have complete 

access to patients’ cognitions, they may base their perceptions regarding TA more so on patients’ 

physical improvement. In other words, they may perceive that they share a greater agreement on 

tasks and goals with patients who seem to be doing better in terms of weight gain. As 

hypothesized, both patient and treatment provider TA are associated with outcome measures. 

Unlike previous studies focusing solely on patients’ reports of TA, our findings add to the 

literature by showing that both perspectives of TA are important. 

Strengths and limitations 

One strength of our study is the homogeneous sample of adolescent inpatients with AN, 

which increases the degree to which results can be interpretable for such a specific population 
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presenting with unique challenges. The inclusion of treatment providers also represents a 

strength as their perceptions have received little attention in the field of youth ED treatment. 

Another strength is the fact that two measures of TA were gathered, making it possible to 

observe the evolution of TA between the beginning and end of hospitalization. TA was also 

assessed using a well-validated and commonly used measure, making it more easily comparable 

across studies. Furthermore, the inpatient treatment offered by reference treatment providers is 

well documented, allowing us to better understand the relationship shared between patients and 

their reference treatment providers. However, it is important to reiterate the fact that only a 

portion of inpatient treatment (i.e., only the interventions done by reference treatment providers) 

was examined in the present study.  

 

Despite the interesting findings of this study, several limitations should be considered. 

First, only relationships between patients and reference treatment providers were explored. 

Interventions performed by other members of the multidisciplinary team (e.g., doctors, 

psychologists, etc.) that could have influenced the treatment process and the patients’ TA were 

not addressed in the current study. As a result, our findings cannot be generalized to the whole 

inpatient treating team. Second, even though our sample size was important compared to other 

studies in the field of youth ED treatment, several missing data were present and limited 

statistical power. Although certain findings did not reach significance, moderate effect sizes were 

found that could have potential clinical significance and warrant further exploration. The small 

sample of included treatment providers could also have limited the variance of their measures of 

TA. Third, given the correlational nature of our analyses, the direction of the TA-outcome 

relationship cannot be concluded from this study. It is, therefore, not possible to separate the 
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influence of TA on outcome from the influence of early symptom change or weight gain on later 

TA. A fourth limitation relates to the fact that the duration of hospitalization varied for each 

patient, meaning that variables obtained at the end of inpatient treatment were not consistently 

measured after the same amount of time across all patients. Consequently, the potential impact of 

extended treatment duration on TA development was not examined. Fifth, we did not compare 

respondents and non-respondents (e.g., participants who refused to participate or participants 

who failed to complete the questionnaires). There is a possibility that non-respondents had 

different characteristics and our results should, thus, be interpreted cautiously. Lastly, all 

questionnaires used were self-reports completed by patients and treatment providers. Differences 

in participants’ tendency to self-disclose or to answer in socially desirable ways could have 

biased results.  

Conclusion 

The results of this study add to the existing literature by including two measures of TA 

and by examining perspectives from both adolescent inpatients and their treatment providers. To 

our knowledge, no other study has investigated patient and treatment provider TA with repeated 

measures during inpatient treatment for adolescents with AN. Examining both perspectives of 

TA and understanding the influence of TA on patient improvement can provide insight into how 

to intervene with adolescent inpatients with AN most effectively. Taken together, our findings 

provide further support to earlier research indicating that AN patients can establish acceptable 

levels of TA (Graves et al., 2017). Given that very little data exist on adolescent inpatients with 

AN, we provide valuable information demonstrating that such patients can establish and 

maintain a good TA, even in contexts of intensive treatment and severe ED symptomatology. 

Moreover, our results indicate that both patients and treatment providers generally share similar 
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perceptions of TA. Although these results appear inconsistent with previous research (Bourion-

Bedes et al., 2013), the limited pool of studies including both adolescent patients with AN and 

treatment providers makes it difficult to compare. Additionally, TA obtained at the end of 

hospitalization was more associated with outcomes than TA obtained at the beginning, 

suggesting that TA's potential benefits on outcome may require more time to develop with 

adolescent inpatients. Lastly, our findings highlight the importance of considering both patient 

and treatment provider perceptions when examining TA and its association with treatment 

outcome. 

 

These results have several potentially important implications for future TA research, 

specifically in the context of adolescent AN. To gain a deeper understanding of the TA-outcome 

relationship, future studies may benefit from the use of longitudinal designs with multiple TA 

assessments, the investigation of the predictive value of TA, and the recruitment of a larger 

sample including both adolescent inpatients and treatment providers. In addition, given that 

recovery from AN is marked by relapse and remissions, future studies could examine the impact 

of TA at later time points along the course of recovery. From a clinical point of view, it would 

also be interesting to examine the relationship between different interventions on TA quality and 

patient improvement.   
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