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Background: Depression among women with sexual abuse histories is less
treatment responsive than in general adult samples. One contributor to poorer
treatment outcomes may be abused women’s difficulties in forming and
maintaining secure relationships, as reflected in insecure attachment styles,
which could also impede the development of a positive therapeutic alliance. The
current study examines how attachment orientation (i.e. anxiety and avoidance)
and development of the working alliance are associated with treatment outcomes
among depressed women with histories of childhood sexual abuse. Method:
Seventy women seeking treatment in a community mental health center who
had Major Depressive Disorder and a childhood sexual abuse history were
randomized to Interpersonal Psychotherapy or treatment as usual. Results:
Greater attachment avoidance and weaker working alliance were each related to
worse depression symptom outcomes; these effects were independent of the
presence of comorbid Borderline Personality Disorder and Post-Traumatic
Stress Disorder. The effect of avoidant attachment on outcomes was not
mediated by the working alliance. Further, working alliance had a stronger
effect on depression outcomes in the Interpersonal Psychotherapy group.
Conclusion: Understanding the influence of attachment style and the working
alliance on treatment outcomes can inform efforts to improve the treatments for
depressed women with a history of childhood sexual abuse. Depression and
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W

omen who experience childhood sexual abuse tend
to report more insecure patterns of attachment[1] and
more unstable, discordant relationships in adulthood.[2–4] Sexually abused women are also more likely
to suffer from chronic, recurrent, and treatmentresistant depression than women without similar
histories.[5–7] Interpersonal theories of depression
integrate these findings by suggesting that depressed
individuals have difficulties interacting with others and
obtaining support, which can further exacerbate their
depressive symptoms.[8] Thus, among depressed
women with sexual abuse histories, insecure patterns
of attachment may interfere with their ability to form a
trusting alliance with their therapist and may contribute to the poorer treatment outcomes often seen
among patients with insecure attachments.[9,10] Identifying psychosocial contributors to poor outcomes in
this particular population could help to guide efforts to
r 2011 Wiley Periodicals, Inc.

strengthen treatments. To date, no study has examined
the association between adult attachment style, working alliance, and treatment response in depressed
women with histories of childhood sexual abuse.
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Attachment styles, or working models of the self and
others, define interpersonal roles, inform beliefs about
whether social support will be available from others,
and direct ways of obtaining support.[11] These models
are developed based on the responsiveness of caregivers
during early childhood, but are continually shaped
throughout life.[12] Though most accurately conceptualized dimensionally, adult attachment orientations can
be broadly described as secure and insecure. Securely
attached individuals expect that support is available
when needed and are effectively able to request support.
Insecurely attached individuals are described as expressing varying levels of attachment anxiety or avoidance.
Anxiously attached persons value relationships, but
engage in maladaptive behaviors due to intense fears
of rejection. Individuals with avoidant attachment
orientations engage in distancing behaviors to guard
against discomfort experienced in interpersonal closeness. Greater attachment insecurity, and greater attachment avoidance in particular, has been shown to be
associated with less benefit from depression treatment
in populations without sexual abuse histories.[13,14]
The patient–therapist relationship, or working alliance, is among the relationships potentially impaired
by an insecure attachment orientation.[10,15] The
working alliance has repeatedly been shown to be a
critical determinant of therapeutic outcomes in other
types of patient populations.[16–18] Cloitre has also
demonstrated that the alliance is an important predictor of treatment outcome for women diagnosed with
Posttraumatic Stress Disorder stemming from childhood abuse receiving Cognitive Behavior Therapy.[19,20] Conceivably, a sexually abused patient’s
attachment insecurities may interfere with the development of a strong working alliance in therapy,
particularly an interpersonally oriented therapy.[18]
The development of the working alliance requires that
a patient develops a sense of trust and accepts support
from the therapist. A highly anxious or avoidant
attachment orientation may inhibit the development
of the alliance and associated benefit in psychotherapy.[10] Although some have discussed the therapy
relationship as an attachment relationship,[21,22] the
question of whether anxious and avoidant attachment
orientations affect the alliance for depressed women
with a history of childhood sexual abuse is unexamined.
Although many studies have demonstrated that
attachment insecurity is associated with the working
alliance in clinical, nonabused samples,[10,15] few have
examined the degree to which the working alliance
functions as a mediator of the relationship between
attachment orientation and treatment outcomes. Of
these, some studies have shown that a more avoidant
attachment orientation is mediated by the working
alliance,[23,24] whereas others have failed to demonstrate a mediational relationship.[25] Sauer et al.[26]
found that the working alliance was associated with
greater reductions in symptoms during treatment and
that attachment anxiety as measured by the Experiences
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in Close Relationships scale was associated with the
working alliance and with symptom outcomes. However, they did not examine a mediational relationship.
In sum, research in general adult clinical samples
indicates that client attachment orientation[14] and the
quality of the working alliance influence treatment
outcomes.[16–18,27] However, findings on the effects of
anxious and avoidant attachment dimensions on the
working alliance have been mixed.[15] Despite the
vulnerability of sexually abused women to relationship
disturbances, it is not known how these relational factors
may affect their treatment. Other research in depressed
samples, including a study of sexually abused women,[28]
have identified psychiatric comorbidities that moderate
depression treatment outcomes.[7,29] In particular, Borderline Personality Disorder (BPD) and Post-Traumatic
Stress disorder (PTSD), both prevalent among sexually
abused women, can complicate treatment.[29–35] Here,
we investigate whether attachment style and the
therapeutic alliance have prognostic value for depression
treatment outcomes independent of BPD and PTSD.
The current study is a secondary analysis of a
randomized clinical trial comparing InterpersonalPsychotherapy (IPT) to treatment as usual (TAU) in a
sample of depressed women with childhood sexual
abuse histories.[28] Absent prior research on the
relationship among attachment, working alliance, and
depression outcomes in this population, and in light of
the inconsistency of results regarding attachment styles
and the alliance in general, we examined competing
models: a mediation model wherein attachment affects
outcome via the alliance, and an independent effect
model wherein both attachment and alliance influence
outcome independently. We also examined whether
these relationships varied by treatment type. Hypotheses regarding treatment specificity of these relationships were considered exploratory as our small sample
size prohibited a more complete examination. We
expected that less avoidant women would experience
greater benefit from IPT compared to highly avoidant
women; in other words, IPT would capitalize on
interpersonal strengths more than ameliorate deficits.[36] We also expected that the relationship between
the working alliance and the outcome would be more
pronounced in IPT. Collaborative development of a
specific interpersonal problem focus is a key component
of IPT, which could enhance the alliance and thereby
improve treatment outcomes.[37] Finally, we examined
the relationships of session attendance to attachment
anxiety and avoidance and the working alliance to
determine whether attachment and alliance might
influence treatment outcomes via session attendance.

METHOD
PARTICIPANTS
Participants were 70 women ages 19–57 years old (M 5 36.39,
SD 5 9.86) who met criteria for a current Major Depressive Episode
(MDE), as identified by the Structured Clinical Interview for
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DSM-IV-TR Disorders (SCID),[38,39] and reported a history of
childhood sexual abuse in a structured trauma history interview.[39]
Exclusion criteria were as follows: active psychosis, a diagnosis of
schizophrenia, bipolar disorder, mental retardation, or active
substance abuse or dependence. Women were permitted to enter
the study regardless of antidepressant prescription status. A total of
43 women reported having been prescribed antidepressant medications at the baseline assessment (23 of those in the IPT condition, 20
of those in the TAU condition). Demographic and diagnostic
information is summarized in Table 1.

MATERIALS
Depressive symptoms were assessed using the Beck Depression
Inventory-2 (BDI).[40] The BDI is a 21-item self-report measure of
depressive symptoms over the previous 2 weeks, consistent with
DSM-IV criteria. Scores on the BDI range from 0 to 63. Scores of
0–13 indicate minimal symptoms of depression, 14–19 mild depression, 20–28 moderate depression, and 29–63 severe depression. The
BDI has demonstrated good reliability and validity.[40] Internal
consistencies of the BDI across all time points in the current sample
were good (a 5 .88–.95).
Working alliance was assessed using the Working Alliance Inventory
(WAI).[41] The WAI is a 12-item self-report measure of the
therapeutic bond (e.g. ‘‘My therapist and I trust one another’’) and
the agreement between the therapist and the client on the goals (e.g.
‘‘My therapist and I are working towards mutually agreed upon
goals’’), tasks, and procedures (e.g. ‘‘I believe the way we are working
with my problem is correct’’) of therapy.[42] Scores on the WAI Total
Scale range from 12 to 84. Internal consistency of the WAI Total
Scale was excellent (a 5 .94).
Attachment avoidance and anxiety were assessed using the
Experiences in Close Relationships scale (ECR).[43] The ECR is a
36-item self-report measure of how individuals respond in primary
and romantic relationships. The ECR provides scales of attachment
anxiety (e.g. ‘‘I worry a lot about my partner leaving me’’) and
avoidance (e.g. ‘‘I prefer not to be too close to romantic partners’’).
ECR scores range from 1 to 7 with higher scores, indicating greater
attachment anxiety and avoidance. The two-factor structure of the
ECR has been replicated and the internal consistency and 6-week
temporal stability of the ECR have been shown to be excellent.[44]

TABLE 1. Demographic and diagnostic information
Age
Mean (SD)
Racial identity
Caucasian; n (%)
African American; n (%)
Relationship status
Single, never married
Married or partnered
Source of income
Private
Public assistance
Sessions attended
Mean (SD)
Positive PTSD diagnosis
Positive BPD diagnosis

36.39 (9.87)
41 (58.6%)
29 (41.4%)
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Internal consistencies of the ECR scales in the current study were
good (attachment anxiety a 5.91; avoidance a 5 .94).

PROCEDURES
Study procedures for this randomized controlled trial have been
detailed elsewhere.[28] The institutional review board approved the
study procedures and written informed consent was obtained from all
participants. In brief, all study participants received treatment in a
community mental health center from staff clinicians. IPT and TAU
clinicians had equivalent experience and degrees, predominantly
master’s level. Manualized IPT[45] was conducted with the aim of 16
sessions within 36 weeks.[46] IPT therapists received weekly group
supervision to address fidelity and videotaped sessions were reviewed
and rated for adherence. TAU therapists had not received any
training in IPT. Therapist effects were not controlled. TAU was
individual psychotherapy, which TAU therapists described as
supportive (53%), cognitive-behavioral or dialectical-behavioral
(27%), integrated/eclectic (13%), and client-centered (7%). The
assessment schedule was SCID-I and the Borderline Personality
Disorder module of the SCID-II[47] and ECR completed at baseline;
WAI completed following the third therapy session; the BDI
completed at baseline and 10, 24, and 36 weeks. Of those who began
therapy, 66 completed the 10-week assessment and 53 completed the
24- and 36-week assessments.

DATA ANALYSIS
The current study compared competing models: (1) the mediation
of the relationship between attachment and depression outcomes by
working alliance and (2) the independent influence of attachment and
working alliance on depression outcomes. To test the mediation
model, we used the recommendations of Preacher and Hayes.[48] To
test the independent effects model, Generalized Estimating Equations (GEE) were used. The independent effects were adjusted for
treatment condition, baseline depressive symptoms (BDI), Borderline
Personality Disorder diagnosis, PTSD diagnosis, session attendance,
racial identity (white or black), and relationship status (living with a
spouse or partner vs. not). These covariates were selected because
they have established empirical or conceptual relationships to
attachment, alliance, or depression treatment response.[34,35] Diagnoses of Borderline Personality Disorder and PTSD were derived
from SCID interviews; session attendance was the number of sessions
attended within the 36 weeks of treatment. The outcome variable was
BDI total score at 10, 24, and 36 weeks and modeled using the GEE
approach, whereas the baseline BDI score was controlled. The
independent variables were attachment anxiety, avoidance, and the
WAI Total score. We present the results from the WAI Total only due
to the high correlation among the WAI scales. All results were
replicated using each of the subscales of the WAI.

51 (72.9%)
19 (27.1%)
29 (41.4%)
41 (58.6%)
9.81 (6.45)
46 (65.7%)
26 (37.1%)

Note: PTSD, Posttraumatic Stress Disorder; BPD, Borderline
Personality Disorder. No significant differences between therapy
groups were found on any demographic or diagnostic variable.
Participants in the IPT group attended more treatment sessions than
participants in TAU.

RESULTS
Demographic information and the prevalence of
PTSD and BPD comorbidity are summarized in
Table 1. The current sample demonstrated significant
PTSD and BPD comorbidity. Means and SDs of the
BDI, the WAI, and the ECR scales are listed in Table 2.
The sample was, on average, severely depressed at
baseline. Although significant reductions in depression
scores were obtained over time with more improvement in the IPT group,[28] within-group treatment
responses were highly variable.
Depression and Anxiety
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TABLE 2. Means and standard deviations of depressive
symptoms, attachment style, and working alliance

BDI
Pretreatment (n 5 70)
10 Weeks (n 5 66)
24 Weeks (n 5 53)
36 Weeks (n 5 53)
ECR (assessed at baseline)
Attachment anxiety
Attachment avoidance
WAI (assessed following session 3)
Overall alliance
Therapeutic bond
Agreement on tasks of therapy
Agreement on goals of therapy

IPT

TAU

M (SD)

M (SD)

34.41
23.91
23.90
22.87

34.82
29.84
29.84
27.14

(10.36)
(14.35)
(14.74)
(15.54)

(10.28)
(13.68)
(13.68)
(13.64)

4.80 (1.02)
4.24 (1.22)

4.20 (1.18)
3.96 (1.41)

64.03
21.32
21.56
21.15

58.70
19.52
19.70
19.46

(11.47)
(3.72)
(4.47)
(4.38)

(11.60)
(3.89)
(4.93)
(4.17)

Note: BDI, Beck Depression Inventory; HRSD, Hamilton Rating
Scale for Depression; ECR, Experiences in Close Relationships Scale;
WAI, Working Alliance Inventory; IPT, Interpersonal Psychotherapy; TAU, treatment as usual.

TEST OF MEDIATION
Consistent with advances in mediational analyses in
clinical psychological research, we used the recommendations of Preacher and Hayes.[48] Although this
approach does not employ a sequence of regression
analyses,[49] it requires the predictor variable to be
associated with the proposed mediator. The relationships between attachment anxiety and avoidance with
the working alliance scales were nonsignificant
(ranging from r 5 .01 to .16, all P-values 4.05).
Therefore, no further mediation testing was done.
TEST OF INDEPENDENT CONTRIBUTIONS
Lower attachment avoidance at baseline was associated with greater reductions in depressive symptoms
(standardized coefficient 5 3.58, w2ð1Þ ¼ 7:70, P 5.0010).
This standardized coefficient was obtained by standardizing the predictor(s) and the continuous covariates in
each of GEE models. This coefficient indicates that
each 1.31-point (SD 5 1) increase in the rating of
attachment avoidance will correspond to an average
3.58-point increase in BDI scores over time. Attachment anxiety was not associated with changes in
depressive symptom severity over time (w2ð1Þ ¼ 1:05,
P 5.3051). A stronger working alliance was associated
with greater benefit from treatment (WAI: standardized coefficient 5 4.32, w2ð1Þ ¼ 10:83, P 5.0010).
This coefficient indicates that each 11.74-point
(SD 5 1) increase in the rating of the working alliance
will correspond to an average 4.32-point decrease in
BDI scores over time.
TREATMENT SPECIFICITY
Due to our limited sample size and concerns about
power, we removed all covariates except baseline
Depression and Anxiety

Figure 1. The moderation of the relationship between working
alliance overall score and BDI scores by treatment type. Note:
Only the interaction between the overall WAI score and
treatment condition is shown. The interactions between each
of the WAI scales (Therapeutic Bond, Agreement on the Tasks,
and Goals of Therapy) and trement condition as it relates to
changes in BDI scores over time were similar to that depicted
here. Tests of the simple slopes indicated that there was a
significant downward slope for the IPT condition (v2(1) 5 6.94,
Po.01). The simple slope of TAU was not significant (v2(1) 5 1.81,
Po.05).

depression severity in analyses examining the interaction between the treatment type and the attachment
and alliance scales. A significant interaction was found
between treatment type and WAI total scores
(w2ð1Þ ¼ 6:94, P 5.0084). Higher working alliance scores
were associated with greater improvements in depressive symptoms for the IPT group (w2ð1Þ ¼ 6:36,
P 5.0116), but not for TAU (w2ð1Þ ¼ 1:81, P 5.1783)
(Fig. 1). Although ratings of alliance were higher in the
IPT condition (M 5 64.03, SD 5 11.47; TAU
M 5 58.70, SD 5 11.60), this difference was just outside
the threshold for statistical significance (t(59) 5 1.79,
P 5.079). Attachment orientation did not interact with
treatment type to predict the depression symptoms.
ATTACHMENT, ALLIANCE, AND SESSION
ATTENDANCE
All correlations between attachment styles and
working alliance domains with overall number of
sessions attended were nonsignificant (r 5 .07–.21, all
P-values>.05). Clients attended a greater number of
sessions in the IPT group (MIPT 5 12.97, SD 5 1.07 vs.
MTAU 5 6.27, SD 5 0.73; t(68) 5 5.052, P 5.000). However, treatment outcome was not significantly correlated with the number of sessions attended (r 5 .197).

DISCUSSION
The current study examined the effects of attachment orientation and the working alliance on treatment
outcomes among depressed women with childhood
sexual abuse histories. Patients with less attachment
avoidance reported greater improvements in their
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depressive symptoms at the end of treatment. Although
less avoidant women appeared to benefit more from
treatment than highly avoidant women, this difference
was not more pronounced in the IPT treatment group.
Findings also showed that patients with more positive
working alliances with their therapists reported fewer
depressive symptoms at treatment conclusion, after
accounting for baseline depressive symptoms. Consistent with our exploratory hypotheses, the working
alliance was more strongly associated with treatment
outcome in IPT than TAU. Session attendance was not
associated with attachment or the working alliance.
Importantly, these relationships were independent of
the influence of PTSD and BPD diagnoses, both of
which are highly prevalent in depressed women with
childhood sexual abuse histories and can disrupt
treatment progress.[7,29,35]
These findings extend previous research by showing
that the relationship between the working alliance and
the treatment outcome is important among depressed
women with sexual abuse histories—a previously
unexamined population shown to experience severe
interpersonal and attachment difficulties.[16–18] Findings further suggest that the effect of the alliance was
particularly important for women who received IPT, an
interpersonally focused manualized intervention for
depression. This finding must be interpreted with
caution due to the small sample size, the removal of
covariates from this analysis, and the variability in the
treatments in the TAU condition. We speculate that
the shared treatment formulation and collaborative
identification of an interpersonally specific problem
area (i.e. interpersonal conflicts, role transitions, grief
and loss, and maladaptive interpersonal patterns)
within IPT may have fostered better treatment outcomes through the development of the working
alliance.[28,37,46]
The finding that women in the IPT condition
reported a marginally stronger working alliance compared to those in the TAU condition also supports this
interpretation. These results are consistent with data,
suggesting that patients report a stronger early working
alliance in manualized vs. nonmanualized treatment.[50]
Establishing a collaborative relationship with a specific
interpersonal problem focus in treatment may influence a number of important factors, such as motivation
for change, expectation for success, and willingness to
practice new skills. Alternatively, although all therapists
received equivalent levels of clinical supervision, IPT
therapists may have experienced greater confidence in
the therapy they delivered as a result of having received
structured training on a specific type of psychotherapy.
Such confidence may have better engaged clients and
thereby influenced the alliance.
Results are also consistent with the studies demonstrating that greater attachment avoidance is associated
with less benefit from therapy.[14] We speculate that
avoidant women may have had less opportunity and
motivation to practice the interpersonal skills that were
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addressed in therapy. Such reduced opportunities may
derive from more avoidant women having fewer
relationships or, as the core of avoidant attachment
might suggest, motivation to engage with others.
Women exhibiting more anxious attachment, which
was unrelated to treatment outcome, may have been
more effective (at moderate levels of attachment
anxiety) and motivated (at high levels) to engage with
others and practice interpersonal skills outside of
treatment. An alternative explanation is that the
available treatments were not a good content match
to more avoidant women, who might prefer a less
interpersonally focused treatment, such as behavioral
activation treatment. The latter explanation seems to
us less likely, however, given that more avoidant
women gave equivalent ratings for the working
alliance, suggesting an endorsement of the treatment
approach.
The lack of a relationship between attachment style
and the working alliance seems at first counterintuitive.
However, Smith and colleagues’[15] review of the
literature indicates that specific attachment styles are
inconsistently associated with working alliance. One
possible explanation for the independence of attachment orientation and working alliance is that the
complex, nuanced drives of intimate attachment may
be different from the interpersonal dynamics of the
working alliance.[21,51] An alternative explanation is
that patients’ attachment needs vis-à-vis their therapists
may not be ignited in the early stage of treatment when
working alliance is assessed.
CLINICAL IMPLICATIONS
The current findings suggest that therapy with
depressed women with childhood sexual abuse histories
must address both the attachment avoidance and the
alliance, perhaps with different approaches. Conceivably, attachment orientation could be conceptualized as
an interpersonal problem area within IPT.[52] The
addition of a problem area that explicitly addresses the
client’s attachment style is fully consistent with IPT’s
foundation in attachment theory.[45] Focal targeting of
attachment style could not only facilitate acute
symptom alleviation, but could also reduce clients’
vulnerability to distress by altering the working models
that serve to place individuals at risk for relapse.[53]
This may be especially important in populations like
depressed, sexually abused women who experience
significant risk of symptom relapse and severe attachment disturbance.[2,6]
Our speculation that avoidant women may have
fewer opportunities and motivation to practice the
interpersonal skills learned in therapy is supported by
data demonstrating that insecurely attached individuals
have fewer healthy relationships.[3,54] Clients may
experience difficulties when they attempt to obtain
their interpersonal needs through effective communication in predominantly unhealthy relationships.
Depression and Anxiety
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Therapists might begin treatment with an extensive
evaluation of the client’s social support system to
determine whether an expansion of this system is
required. Additionally, therapists of patients with high
attachment avoidance may find it helpful to explore
patients’ motivations for increased social connections.
Our finding that attachment orientation and working
alliance are unrelated indicates that strong alliances can
be effectively developed with patients who have
insecure attachment styles. Previous research has
demonstrated that a positive working alliance can be
supported by balance and flexibility in the structuring
of the treatment, being responsive to the needs of
clients, attention, and awareness of cultural factors
influencing treatment, genuineness, and the facilitation
of affective expression.[55–57] The apparent greater
association of the working alliance with outcomes in
the IPT condition suggests that a more structured,
collaborative, and interpersonally focused approach
may be beneficial[37] for depressed women with childhood sexual abuse histories.
LIMITATIONS
The current study assessed working alliance following the third treatment session. As such, our results
speak only to the therapeutic relationship during the
early phase of treatment and do not examine the
evolution of the patient–therapist relationship over
the course of therapy.[58] Future research should
examine longitudinally whether the changes in attachment and working alliance affect treatment outcome.
The assessments of depression, the working alliance,
and attachment orientation were all self-report. Future
studies should employ multiple methods (e.g. interviews) to determine the extent to which the self-report
method may have influenced the results. This may be
particularly important for the measure of attachment,
given concerns about the correspondence between selfreport and interview-based measures of attachment
orientation.[59] Furthermore, the ECR is a measure of
adult attachment in romantic relationships, which may
differ in important ways from the therapeutic relationship.[21] More research is needed to understand how
attachment styles in general and in specific relationships relate to each other and to treatment process
variables.[12] Although TAU therapists provided posttreatment descriptions of their therapy model, it cannot
be certain what treatment methods were used in
TAU, suggesting caution in considering how the
alliance influences treatment outcomes across different
treatment types.

CONCLUSION
The current study is the first to examine how
attachment orientation and the development of the
working alliance influence treatment outcomes
for depressed women with childhood sexual abuse
Depression and Anxiety

histories. Less attachment avoidance and a stronger
working alliance were independently associated with
greater benefit from treatment. Clinicians can be
encouraged that, despite the social impairments
experienced by depressed women with childhood
sexual abuse histories,[2,4,54] a positive working alliance
can be achieved and related benefits obtained, even
considering BPD and PTSD comorbidity. Although
both groups experienced reduced depressive symptoms,
the majority of clients remained symptomatic at the
end of treatment.[28] This is consistent with data
demonstrating that the depression in this population
can be highly resistant to treatment.[6,7] Additional
research is needed to understand more fully the factors
that influence treatment outcomes for depressed
women with a history of childhood sexual abuse.
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