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Abstract

Purpose: This study aimed to investigate whether the influence 

of group cohesion on the outcomes depended on the levels of the 

therapeutic alliance. Methodology: Sixteen individuals with a 

substance use disorder who were undergoing treatment in a 

therapeutic community responded to therapeutic alliance, group 

cohesion, craving and outcomes measures after every therapeutic 

small group session for a period of six weeks. Data analysis was 

performed using hierarchical linear modeling. Findings: Results 

indicate that the effect of group cohesion is stronger when there is a high therapeutic 

alliance between resident and therapist. Originality: Even on group 

interventions, to enhance group cohesion effects on outcomes, 

therapists must foster higher therapeutic alliance levels. Our 

findings point out the importance of studying the effect of 

common factors on outcomes.

Keywords: substance use disorder, therapeutic community, group cohesion, therapeutic 

alliance
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Introduction

Therapeutic communities provide an environment that empowers change during the 

treatment of Substance Use Disorders (SUD) and employ social learning processes to achieve 

a gradual and sustained restructuring of identity and lifestyle (Dye et al., 2009; Goethals et 

al., 2011). Research into the efficacy of SUD treatment consistently shows that therapeutic 

communities are a well-suited resource for individuals with a greater level of dependence 

(Malivert et al., 2011; Reif et al., 2014). However, much less is known about the change 

process in the therapeutic communities. De Leon and Wexler (2009) launched a challenge to 

investigators to understand how the therapeutic factors inherent in the community model lead 

to results, while Sotskova et al. (2016) and Orford (2008) made an appeal to study the 

contribution of common factors, such as group cohesion and therapeutic alliance.

Group cohesion is one of the main explanatory factors for obtaining results in group 

therapy, considered an empirically validated relational factor by the American Psychological 

Association (APA; Norcross and Lambert, 2019). This construct may be understood as one 

process variable that reflects the quality of the relationship among group members and 

between group members and therapist (Burlingame et al., 2011; Norton and 

Kazantzis, 2016). For this reason, group cohesion is viewed as the basis of therapeutic work 

in a group setting (Joyce et al., 2007). 

Many studies have consistently supported the positive effects of group cohesion. It seems 

to predict client satisfaction, self-disclosure, and therapeutic involvement that, in turn, leads to 

positive treatment outcomes (Crowe and Grenyer, 2008; Harris et al., 2012; Norton and 

Kazantzis, 2016). For example, Pooler et al. (2014) found that greater group cohesion was 

associated with an increase in the group members’ self-efficacy, which explained the positive 

results in addiction recovery. Furthermore, in a longitudinal study with 253 alcoholic clients 

in an Alcoholics Anonymous group, Rice and Tonigan (2012) found that group cohesion 
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promoted assiduity, the fulfillment of therapeutic tasks, and sharing of experiences, which 

explained the significantly increased attendance. However, not all studies have replicated 

these findings. For example, Gillaspy and colleagues (2002) and Joyce and colleagues (2007) 

failed to find group cohesion effects on improvement in a SUD population. Thus, past 

investigations have strongly recommended the continued exploration of the interaction 

between group cohesion and other variables, such as therapeutic alliance (Joyce et al., 2007). 

Qualitative research on residents’ perspective of their own change of identity also 

highlighted the healing effects of residents’ relationships both with other colleagues as well as 

with their therapists (Halsall and Cooper, 2020; Janeiro et al., 2017). According to the client's 

perspective addressed in these studies, relationships with other residents and the therapist 

which are characterized by cooperation and trust promote healing effects. These positive 

characteristics can be learned through group cohesion and the therapeutic alliance.

Therapeutic alliance was defined by Bordin (1979) as the agreement between therapist and 

client regarding the treatment’s goals, therapeutic tasks that are performed to achieve those 

goals, and the trust between therapist and client during the therapeutic work. Several meta-

analyses (e.g., Horvath et al., 2011) have demonstrated that therapeutic alliance has a 

positive, moderate, and significant effect on the results obtained in psychotherapy and the 

APA considers it to be an empirically validated relational factor (Norcross and Lambert, 

2019). 

A study (Urbanoski et al., 2012) with 303 individuals in residential treatment showed that 

a strong therapeutic alliance was correlated with a significant reduction in anxiety and 

increased motivation, self-efficacy, and coping skills. Likewise, another investigation 

demonstrated that a positive alliance with the group therapist was associated with an increase 

in treatment participation and, consequently, with a decrease in substance consumption (Crits-

Christoph et al., 2013). In line with this, the therapeutic alliance has been shown to be 
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clinically important even in reducing drop-out (Janeiro et al., 2018), a recurrent phenomenon 

in therapeutic communities’ treatments (Browne et al., 2016). As demonstrated by Janeiro 

and colleagues (2018), residents who formed a better alliance bond with their therapist 

recorded greater adherence to treatment. 

As both group cohesion and therapeutic alliance positively influence treatment outcomes, it 

is reasonable to consider whether the interaction between these variables can affect treatment 

outcomes. Nevertheless, it is not clear how those factors are associated theoretically and 

empirically and how these factors contribute to the outcomes (Bakali et al., 2009). 

One of the main difficulties of studying these concepts is the different conceptualizations 

of group cohesion and therapeutic alliance. For years, there has been a debate about whether 

these factors reflect the same phenomenon or whether they have separate contributions 

(Norton and Kazantzis, 2016). Therefore, while a few attempts have previously been made to 

disentangle the interrelations between group cohesion and therapeutic alliance (Budman et al., 

1989; Gillaspy et al., 2002; Joyce et al., 2007; Lorentzen et al., 2004; Marziali et al., 1997), 

the studies are inconsistent regarding the isolated effects of these factors on outcomes. For 

example, Marziali (1997) and Joyce (2007) found that therapeutic alliance and group 

cohesion had independent effects, with therapeutic alliance accounting for more positive 

changes than group cohesion. Budman and colleagues (1989) failed to find isolated 

contributions of therapeutic alliance and group cohesion, while Gillaspy (2002) found that 

neither therapeutic alliance nor group cohesion were satisfactory predictors of outcomes 

within an intensive residential substance use treatment program.

Despite of these efforts, only two studies have simultaneously investigated these constructs 

(Bakali et al., 2009; Johnson et al., 2005), which suggests that there may be a common factor 

between them. Johnson and colleagues (2005) analyzed the constructs of group cohesion, 

therapeutic alliance, and empathy in member–group, member–member and member–leader 
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relationships to explore the existence of higher order constructs that might provide a more 

consistent description of the therapeutic relationship in group treatment. The results indicated 

that relationship’s quality was the strongest determining factor for an individual to feel 

positive about the group and the therapeutic process, regardless of who this relationship was 

with. Bakali (2009) investigated different models of the interrelations among therapeutic 

alliance, group cohesion, and group climate in the context of group psychotherapy. These 

models were tested at three stages: Sessions 3–4 (Wave 1), Sessions 10–11 (Wave 2), and 

Sessions 17–18 (Wave 3). During Wave 1, only the model with the factors of member–leader 

alliance, positive bond, and negative relationship fit the data properly. This model showed 

that alliance with therapist was an independent process in the first stages of therapy, whereas, 

in Waves 2 and 3, the positive bond appeared to be related to group cohesion. This switch to 

the positive bond factor in the later waves provides evidence that an emotional connection 

with the therapist is the foundation on which group cohesion is built, but that as therapy 

progresses, the effect of group cohesion becomes independent of the leader’s effect (Bakali et 

al., 2009). 

Overall, these two investigations present a common factor; that is, the quality of the 

relationship with the therapist or the group. The results also suggest that a positive 

relationship with the therapist is a necessary condition for the effect of group cohesion on the 

outcomes. Based on this hypothesis, we intended to evaluate whether the effect of group 

cohesion on outcomes is influenced by the level (high vs. low) of therapeutic alliance. Despite 

the exploratory nature of our study, we expected that, in cases where there was a high 

therapeutic alliance, there would be a positive effect of group cohesion in reducing craving, 

discomfort and in increasing well-being. In contrast, when the therapeutic alliance was lower, 

we expected to find a smaller effect of cohesion under the outcomes (well-being, discomfort 

and craving).
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Method

Participants

Sixteen individuals (11 men [68.8%]) aged between 30 and 49 years (Mage = 39; SD = 

6.07) with a SUD diagnosis undergoing treatment in a therapeutic community participated in 

this study. Four out of a total of 20 residents of the therapeutic community under study 

declined the invitation to participate.

Cocaine was the drug of choice for five participants (31.2%), followed by heroin for three 

(18.7%), and alcohol for two (12.5%) participants. The preference for the combined use of 

cocaine/heroin was reported by four (25%), and alcohol/heroin and benzodiazepine/cocaine 

were reported by one (6.3%). The mean age of the first use of substances was 18 years (SD = 

3.97), and the minimum age at first consumption was 12 years. The mean period of 

consumption was 19 years (SD = 6.21).

With regard to the treatment phase in the community, ten individuals (62.5%) were in the 

first phase of treatment, four (25%) in the second, one (6.3%) in the third and one (6.3%) was 

in the fourth phase.

Data Collection Setting

Data collection was carried out in a hierarchical therapeutic community as defined by De 

Leon (2004), where residents share it as their own. Their day-to-day life is filled with 

therapeutic and functional activities (such as cleaning the home and preparing meals). The 

therapeutic activities occur in groups that include all of the community’s residents, and in 

small groups, also named static groups by Perfas (2003).  The small groups are composed of 

four to six residents and a therapist and they occur once a week, lasting two hours. These 

therapy sessions allow the residents to establish a closer relationship with the therapist. 

Residents remain in the same small group throughout treatment and they create a special bond 

Page 6 of 24Therapeutic Communities: The International Journal of Therapeutic Communities

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60



Therapeutic Com
m

unities: The International Journal of Therapeutic Com
m

unities

with the therapist, from whom they seek differentiated support in terms of psychological help 

and orientation toward change (Perfas, 2003). As with the rest of the group, the therapist is a 

reference for the construction of a new relational model (De Leon, 2004). 

Measures

Sociodemographic Questionnaire. A sociodemographic questionnaire was used to gather 

information about each participant in terms of their age, nationality, gender, marital status, 

literacy, and occupation. The participants were also asked about their substance use history 

and the current situation of their treatment.

The Working Alliance Inventory-Short Revised. The Working Alliance Inventory-Short 

Revised (WAI-SR; Hatcher and Gillaspy, 2006; Portuguese version: Ramos, 2008) assesses 

the therapeutic alliance’s quality in terms of three components: objectives (goals established 

by client and therapist), tasks (the strategies agreed upon in order to achieve the objectives), 

and bond (the affective connection between client and therapist that encompasses mutual 

respect, trust, commitment, and understanding). It contains 12 items classified using a 5-point 

Likert scale. Psychometric data demonstrate this measure’s internal consistency (α = .85 for 

total scale, α = .72 for tasks, α = .80 for objectives, and α = .64 for bond; Ramos, 2008).

Group Climate Questionnaire. The Group Climate Questionnaire (GCQ; MacKenzie, 

1983; Brazilian Portuguese version: Santos et al., 2015) is a widely used instrument that 

evaluates participants’ perception of the interaction among group members. GCQ has been 

one of the most commonly used measures to assess group cohesion and group environment 

(e.g., Crowe and Grenyer, 2008; Johnson et al., 2006).
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It comprises 12 items rated on a 7-point Likert scale, divided on three subscales: 

involvement, avoidance, and conflict. The involvement subscale assesses the quality of the 

relationship; avoidance subscale assesses avoidance behaviors among the group members; 

and the conflict subscale measures interpersonal hatred, mistrust, and tension.

According to a recent psychometric study, the internal consistency of this instrument is 

good (α = .72 for involvement, α =.59 for avoidance, and α = .74 for conflict; Gullo et al., 

2015).

Outcome Questionnaire-10. The Outcome Questionnaire-10 (OQ-10; Lambert et al., 1996; 

Portuguese version: Machado and Fassnacht, 2014) is a 10-item self-report measure that 

assesses two mental health domains: subjective discomfort and psychological well-being. The 

items are rated on a 5-point Likert scale (from "never" to "always"). The original version of 

the OQ-10 has excellent internal consistency (α between .82 and .92; Lambert et al., 1996). 

Penn Alcohol Craving Scale. The Penn Alcohol Craving Scale (Flannery et al., 1999; 

Portuguese version: Pombo et al., 2008) is a self-report scale composed of five questions that 

assess the intensity and frequency of craving experienced by alcohol consumers on a 7-point 

Likert scale. It has good psychometric qualities in terms of reliability (α = 0.94). In the current 

study, the content of the items was adjusted in accordance with the substance used by each 

participant, replacing the word “alcohol” for each substance, as made by Tsui et al. (2014). 

Data Collection Procedure

All residents who were undergoing treatment were invited to participate and signed an 

informed consent form. The sociodemographic questionnaire was administered first. After 

this, following each small group sessions over six weeks, participants responded to the self-
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report measures of therapeutic alliance, group cohesion, well-being and discomfort, and 

craving.

Analytical Methods

Hierarchical linear modeling (HLM; Bryk and Raudenbush, 1987) has been widely applied 

in longitudinal studies in which the data are hierarchically organized (e.g., Kramer et al., 

2009). The present study’s data were organized hierarchically: group cohesion, 

symptomatology, and craving repeated measures in the six sessions (Level 1) were associated 

with a resident (Level 2). At resident level, the residents were differentiated according to the 

therapeutic alliance median value: the high (n = 9; Mdn = 55, M = 53.96, SD = 4.58) vs. low 

therapeutic alliance (n = 7; Mdn = 43, M = 43.21, SD = 6.49). 

Based on that null model, we calculated the intra-class correlations (Heck et al., 2010) and 

concluded that 79.4% of the variance of well-being variable, 70.2% of the variance of 

discomfort variable, and 62.0% of the variance of craving variable was due to differences 

between participants. Thus, the heterogeneity between participants justified the adoption of an 

analytic strategy that assumed a hierarchical data organization. In addition, given the small 

sample, we also analyzed the reliability of the fixed parameters, concluding that it was 

excellent (λwell-being = 0.96; λdiscomfort
 = 0.93; λcraving

 = 0.91). 

In the second step, in unconditional linear model, the intercept parameters and linear 

component (small group sessions) were estimated as fixed parameters to describe the 

development of therapeutic outcomes (well-being, discomfort, and craving). In the third step 

that involved conditional linear models, the fixed parameters related to the effects of the 

independent variables (involvement, avoidance, and conflict) on outcomes (well-being, 

discomfort, and craving) were added to the fixed parameters of the previous step, depending 

on the therapeutic alliance level (high vs. low). The linear component of these models allows 
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us to evaluate the effect of independent variables on dependent variables by removing the 

temporal trend effect (Wang and Maxwell, 2015). 

As suggested by several authors (e.g., Heck et al., 2010), before performing these analyses, 

the linear component was centered in the first session in order to facilitate the interpretation of 

the estimated fixed parameters. The independent variables (group cohesion dimensions) were 

centered on the average of each participant's repeated-measures sessions to avoid 

multicollinearity problems and to ensure the stability of the estimated fixed parameters (Wang 

and Maxwell, 2015). 

Results

In Table I, means and standards deviations obtained by participants in the different 

measures applied are presented. The answers provided by subjects were around the average of 

the scale for conflict, avoidance, discomfort and well-being dimensions. Therapeutic alliance 

values are above the average of the scale, while craving's responses were near to the lower 

limit of the score on this measure.

[INSERT TABLE I HERE]

Table II shows the fixed parameters estimated through HLM that describe the contribution 

of involvement, avoidance, and conflict to well-being, discomfort, and craving as a function of 

the therapeutic alliance level (high vs. low).

[INSERT TABLE II HERE]

Well-Being
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Based on Model 3a (Table II), it was found that the influence of involvement on well-being 

depended on the therapeutic alliance level. For residents who perceived a high therapeutic 

alliance, involvement with the group did not influence their well-being (  = 0.193, t = 1.705, γ01

p = .093). However, for residents with a low therapeutic alliance, the greater the involvement 

with the group, the better their well-being (  = 0.305, t = 2.977, p = .004). Avoidance and γ02

conflict did not have a significant effect on well-being. 

Discomfort

The influence of group involvement on the residents' discomfort depended on their 

therapeutic alliance level (Model 3a, Table II). For residents who perceived a higher 

therapeutic alliance, the increased involvement with the group corresponded to a decrease in 

discomfort (  = -0.340, t = -2.686, p = .009). For residents with a low therapeutic alliance, γ01

involvement with the group did not influence their discomfort (  = 0.009, t = 0.078, p = γ02

.938).

The effect of avoidance on discomfort depended on the therapeutic alliance level (Model 

3b, Table II). For residents who had a high therapeutic alliance, the greater the avoidance of 

the group, the greater the discomfort (  = 0.442, t = 2.222, p = .030). Among residents with γ01

an alliance at less favorable levels, there was no significant effect of avoidance on discomfort 

(  = 0.136, t = 0.939, p = .351). γ02

The effect of conflict on discomfort also depended on the therapeutic alliance level (Model 

3c, Table II). For residents with a high therapeutic alliance, the conflict with the group 

significantly increased their discomfort (  = 0.341, t = 3.874, p = .000). Among residents γ01

who reported a lower therapeutic alliance, there was no significant effect of conflict on 

discomfort (  = 0.165, t = 1.930, p = .058).γ02
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Craving

The effect of group avoidance on craving depended on the therapeutic alliance level 

(Model 3b, Table II). For residents who rated the therapeutic alliance at higher levels, it was 

found that the greater the avoidance of the group, the greater their craving (  = 0.981, t = γ01

2.743, p = .008). Among the residents who rated a low therapeutic alliance, there was no 

longer a significant effect of group avoidance on craving (  = -0.027, t = -0.100, p = .921). γ02

Involvement and conflict did not have a significant effect on the craving.

Discussion

In this study, we aimed to explore the hypothesis that there would be a moderation effect 

of therapeutic alliance on group cohesion which, in turn, would contribute to the outcomes. 

To achieve this, there was adopted a methodology that allows to obtain a model of therapeutic 

process that approached clinical reality as closely as possible.

Findings indicate that the effect of group cohesion on outcomes is moderated by 

therapeutic alliance. In residents with a high therapeutic alliance, greater involvement with the 

group (a positive bond) was associated with a decrease in discomfort. A positive association 

between group bonding and a decrease in symptomatology has also been observed in several 

studies (Budman, 1989; Crowe and Grenyer, 2008). This result suggests that, for these 

residents, the group is a source of support when they are coping with emotional difficulties, 

which implies that there is a relationship based on trust, support, and understanding. 

At the same time, it was observed that an increase in avoidance or conflict corresponded to 

an increase in discomfort. This result suggests that, even when the relationship with the 

therapist is strong, the negative relationship with the group can trigger discomfort. Once it is 

known that one of the main risk factors for relapse in people with SUD is having problems 

with interpersonal relationships (Marlatt and Gordon, 1985), this data may indicate that 
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attention should be paid to assess whether the discomfort reported by a resident is due to 

conflicts in the group, which may be prejudicial to positive treatment outcomes. 

The results regarding group avoidance and craving revealed a positive association in the 

residents that reported a high therapeutic alliance. As craving has been considered to be a 

strong predictor of relapse and drop-out (Browne et al., 2016), the behavior of avoiding the 

group should be taken as a warning sign for a therapeutic intervention. Based on the positive 

therapeutic alliance established, the therapist could invite the resident to analyze what 

motivates the avoidance of the group, in order to prevent negative effects that lead to the 

desire to consume. 

Regarding the group of residents who evaluated their alliance as low, only one significant 

effect of group cohesion on outcomes was observed. For these residents, the greater their 

involvement with the group (a positive bond), the better their well-being. Compared with 

residents with high therapeutic alliance, the low therapeutic alliance residents seemed to use 

the group as a resource only for improving their well-being. This finding does not imply that 

there is sharing of information that reveals a vulnerability or a relationship of trust; however, 

this can be obtained, for example, through games or other leisure activities. We can suggest 

that the effect of involvement with the group on the therapeutic outcomes is differentiated 

according to the level of therapeutic alliance.

In agreement with our main objective, the results suggest that the effect of group cohesion 

is stronger when there is a high therapeutic alliance between resident and therapist. These 

results indicate that it is essential to create a strong therapeutic alliance, so that the group can 

be used as a therapeutic resource to manage the discomfort and craving. 

Our findings are in line with the conclusions of Bakali and colleagues (2009), which 

underscores that the therapist’s activity is especially important for establishing positive 
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connections within the group and promoting process factors. In this investigation, a high 

therapeutic alliance was found to promote group cohesion positive effects on the outcomes.

The conclusions present in this study have important implications for practical 

interventions, suggesting that therapists with whom the residents have high therapeutic 

alliance should encourage them to seek support in the group as a strategy to cope with 

negative emotions. Therapists should also pay attention to whether the residents' discomfort is 

related to interpersonal problems in the group, in order to promote the acquisition of new 

strategies to deal with these problematic issues. Thus, an important therapeutic task with this 

population must be tackling the emotional difficulties related to interpersonal relationships. 

Despite the relevance of these findings, the results should be generalized with caution. The 

sample was recruited only from one therapeutic community, which is the major limitation of 

this investigation. Future research should use sampling methods that obtain a representative 

sample from therapeutic communities. Another limitation is the small sample size (n = 16). 

However, it was compensated by the number of observations per participant (o = 6) for each 

variable and a reliability analysis was carried out that allowed to have confidence in the fixed 

parameters estimated through the analytic method employed. 

Future investigations may replicate and extend the results found with a bigger sample, and 

by including other variables, such as potential moderators (e.g., number of relapses or 

previous treatments), and should take into account cross-age or gender differences.

Conclusions

Our main results reinforce the importance of studying the effect of common factors on 

outcomes in people undergoing a therapeutic community treatment for SUD. We conclude 

that therapeutic alliance level influences the effect of group cohesion on outcomes. Based on 

these findings, we suggest that therapists should build a strong alliance with all residents so 
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that they can resort to the group as a therapeutic factor that allows them to cope with 

discomfort and craving.
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Table I. Means and Standard Deviations in the different variables analyzed

Min. – Max.
Mean (SD) Range of the 

scale Sample score 

Independent 
variables

Therapeutic 
Alliance 49.25 (7.66) 12 – 60 30 – 60

Involvement 19.13 (4.89) 0 – 30 6 – 29

Avoidance 10.78 (2.70) 0 – 18 3 – 15

Conflict 10.98 (4.99) 0 – 24 0 – 21

Outcome variables

Well-being 15.36 (3.55) 5 – 25 7 – 25

Discomfort 13.67 (3.52) 5 – 25 7 – 23

Craving 6.17 (6.71) 0 – 30 0 – 28
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Table II. Estimated fixed parameters, significance of the linear component, and the 

contribution of involvement, avoidance, and conflict to well-being, discomfort, and 

craving depending on high vs. low therapeutic alliance

Fixed effectsModel

Well

-

bein

g

p Discomfo

rt

p Cravi

ng

p

1. 

Null

Intercept γ00 15.3

49

.0

00

13.630 .000 6.011 .00

1

2. 

Line

ar

Intercept γ00 15.3

17

.0

00

14.314 .000 6.804 .00

2

Linear component γ10 0.02

1

.8

60

-0.293 .063 -

0.042

.92

0

3. Conditional linear

high TA (TA+) vs. low TA 

(TA-)

a. Involvement

Intercept γ00 15.1

81

.0

00

14.348 .000 6.718 .00

1

Linear component γ10 0.08

0

.4

77

-0.312 .051 0.012 .97

8

(TA+) 

Involvement

γ01 0.19

3

.0

93

-0.340 .009 -

0.374

.10

5

(TA-) 

Involvement

γ02 0.30

5

.0

04

.009 .938 0.041 .85

6

b. Avoidance 

Intercept γ00 15.2

93

.0

00

14.238 .000 6.358 .00

2
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Linear component γ10 0.03

4

.7

86

-0.267 .095 0.132 .75

8

(TA+) Avoidance γ01 0.20

3

.2

74

0.442 .030 0.981 .00

8

(TA-) Avoidance γ02 0.09

1

.4

93

0.136 .351 -

0.027

.92

1

c. Conflict

Intercept γ00 15.3

25

.0

00

14.061 .000 6.602 .00

2

Linear component γ10 0.01

6

.8

91

-0.188 .158 0.071 .87

1

(TA+) Conflict γ01 -

0.00

6

.9

50

0.341 .000 0.269 .09

9

(TA-) Conflict γ02 -

0.01

8

.8

33

0.165 .058 -

0.056

.73

4

Note. TA = therapeutic alliance. Example of the well-being variable: null model 
- ; linear model - well - beingij =  γ00 +  μ0i +  eij well ― beingij =   γ00 +  

; linear conditional model with involvement as the γ10(session) +  μ0i +  eij
process variable depending on the therapeutic alliance level (Model 3a): high 
therapeutic alliance (TA+) well ― beingij =  γ00 +  γ10(session) +  γ01

; low therapeutic alliance (TA-) (involvement) +  μ0i +  eij well ― beingij =

. γ00 +  γ10(session) +  γ02(involvement) +  μ0i +  eij
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