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deinstitutionalization, evidence of the limitations of phar-
macological and psychotherapeutic interventions upon 
quality of life and community functioning, longitudinal 
research in support of the possibility of the recovery of 
non-illness community roles and identities, and resulting 
mental health reform efforts (Kidd et al. 2014). This funda-
mental shift in the orientation of practice has been unfold-
ing for at least 30 years in high income countries and has 
led to the implementation of a broad array of case manage-
ment services and the development of evidence bases for 
interventions such as assertive community treatment, sup-
ported housing, and supported employment (Corrigan and 
Mueser 2012). The common goal of these interventions is 
to support persons in achieving the highest possible level of 
independent community functioning. In practice it involves 
an array of disciplines, services, and combinations of inter-
ventions. This constellation of services and practices is var-
iably referred to as community mental health intervention 
and psychosocial or psychiatric rehabilitation, among other 
terms.

In contrast with the development of evidence bases 
for specific psychiatric rehabilitation interventions and 
models of community-based supports such as first epi-
sode programs (Csillag et al. 2015), there has been a lack 
of attention to the role of common factors in the delivery 
of community mental health interventions. In the psycho-
therapy literature, there has been a longstanding and active 
consideration of so called “non-specific” aspects of how 
therapists engage clients. These common factors, as they 
are considered in much of the psychotherapy literature, 
have consistently been found to be more important predic-
tors of clinical outcome than any of the more technical or 
specific aspects of psychotherapy (Laska et al. 2014). Ele-
ments include the emotional bond between therapist and 
client, a confiding and amenable setting, a therapist who 

Abstract While there is considerable research and com-
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implications for community mental health interventions are 
much less clear. In response, a scoping review was con-
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Introduction

A number of converging factors have led to an emphasis 
upon community based and focused interventions for indi-
viduals with severe mental illnesses. These factors include 
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provides a psychologically and culturally relevant explana-
tion for distress that is adaptive and accepted by the client, 
and engagement in a set of procedures that allows the client 
to enact something positive, helpful, or adaptive (Wampold 
2001). Meta-analyses consistently indicate moderate-high 
effect sizes of common factors that are markedly higher 
than considerations such as differences between treatments 
and protocol adherence (Laska et al. 2014).

The consideration of such non-specific elements of ther-
apeutic engagement are arguably both more important and 
more nuanced in the frame of community mental health 
intervention than is typically the case in the context of psy-
chotherapy. Three ways that this might happen are consid-
ered here. At the individual level, people with severe men-
tal illnesses often present with histories of trauma and loss, 
intense exposure to stigmatization from systemic to individ-
ual levels, variable and conflicted engagements with treat-
ment, and levels of illness and adverse life circumstance 
(e.g., poverty) that complicate engagement. Second, at the 
service level, there are often in place elements of coercion 
and enforced conditions (e.g., control over finances, com-
munity treatment orders, involuntary hospitalization) that 
can affect relationships with service providers. Further 
complexity attends services often provided by teams, rather 
than a single clinician as in the case of psychotherapy. 
Finally, at the clinician level, there can be a wide range of 
approaches that may or may not line up with client goals 
or be supportive of client recovery. Clinician practice can 
range widely from risk-averse, largely custodial approaches 
to recovery-oriented practices emphasizing measured risk 
taking and illness self-care (Piat and Lal 2012).

Despite this complexity, it is nonetheless important to 
consider how clinician engagement in community mental 
health interventions is reflected in process and outcome 
indicators. This scoping review will be, to the best of our 
knowledge, the first to attempt to capture the literature to 
date in this area. Formal scoping review methods have been 
undertaken to address the question: What is the evidence 
base for common factors in community mental health 
intervention?

Methods

Scoping review methods are best suited to identifying and 
articulating key concepts, types and sources of evidence 
in instances when the topic of investigation is complex 
and (or) when the topic is being reviewed for the first time 
(Arksey and O’Malley 2005). The construct of common 
factors is very complex, as is the research that attends it in 
community mental health. Additionally, while Priebe and 
colleagues conducted a review of longitudinal studies in 
this area (also folding in studies of inpatient treatment) in 

2011 (Priebe et al. 2011), to the best of our knowledge no 
review to date has attempted to capture the literature in its 
entirety. As such, we have followed Arksey and O’Malley’s 
(2005) 5-stage scoping review framework of identifying 
the research question, identifying relevant results, selecting 
studies, charting data, and reporting results. The question 
examined in this scoping review is: What is the evidence 
base for common factors in community mental health 
intervention?

In the second stage, an a priori search strategy was 
developed to identify the peer-reviewed literature that is 
relevant to this question. A search was completed from 
inception through to December, 2015, restricted to the 
English language employing MEDLINE, PsycINFO and 
Google Scholar. Key words were searched within three 
groups using “OR” within groups and “AND” in two sep-
arate searches to combine general and specific treatment 
domains to the therapist effect group. Google and article 
keyword searches were used to identify all terms related 
to ‘common factors’ and ‘community mental health’. The 
resulting search terms included, along with common fac-
tors, therapist effects, alliance, therapeutic relationship, 
therapist factors, general effects, sufficient conditions, pro-
cesses of change, common principles, therapeutic bond, 
common strategies, and non-specific effects. The general 
treatment domain search included the terms community 
mental health, psychiatric rehabilitation, psychosocial, 
community treatment, community-based, rehabilitation 
psychiatry, psychological rehabilitation, and community 
intervention. To capture treatments that might not have 
been aligned with more general terms we considered sev-
eral of the most widely employed and studied intervention 
types. These included assertive community treatment, sup-
ported employment, individualized placement and support, 
supported* housing and case management*. Duplicates of 
articles were removed. Stage 3 examined article abstracts to 
ensure that they focused upon common factors within any 
type of community mental health intervention. What con-
stitutes a community mental health or psychosocial reha-
bilitation intervention is not clearly defined as it conflates 
approach with setting and has unclear boundaries. For this 
review we employed the most commonly referenced frame-
work as interventions that emphasize independent func-
tioning in the community, typically involving goal setting, 
skills development, and enhancement of access to commu-
nity and environmental resources (Anthony and Liberman 
1986). We excluded papers that exclusively involved inpa-
tient treatment or solely psychotherapy intervention focus-
ing upon symptom reduction. Also excluded were papers 
that did not involve data collection (e.g., commentaries). 
A full text review was completed of all articles selected 
for the final sample. Subsequently, additional papers were 
rejected wherein the above criteria were not clear in the 
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abstract and further papers were identified from reference 
lists that were not previously captured.

Results

MEDLINE and PsycINFO generated 1,285 results and 
Google Scholar generated just over 16,000 results. Google 
Scholar results were reviewed until over 100 subsequent 
hits yielded no further articles. Titles and abstracts for all 
papers were reviewed using the criteria outlined above. 

Of the papers identified in the search, 107 articles were 
selected. Reference checking generated an additional 5 arti-
cles. The full texts of these 112 papers were then reviewed. 
A total of 60 publications met all inclusion criteria (see 
Fig. 1). Articles were excluded in full text review because 
13 were not research studies, with the remaining 39 not 
meeting full criteria. Of these 60 studies, 7 were published 
prior to 1996, 12 from 1996 to 2005, and 41 from 2006 to 
2015. With respect to geographic distribution, 38 were con-
ducted in the United States, 6 in the United Kingdom, 4 in 
Australia, 3 in Canada, 2 in the Netherlands, Denmark, and 

Number of ar�cles iden�fied in database searches:
� MEDLINE, n = 604
� PsycINFO, n = 681 
� Google Scholar, n >16,000 hits

Duplicates removed; studies included based 
on broad relevance to the topic area n=1178

Studies iden�fied as relevant to topic area: n = 107

Ar�cles added a�er reference 
checking, n=5

Full texts reviewed, n=112

Studies excluded (n=52) based on not mee�ng criteria 
in the abstract review:

� Research study
� Relevance to community mental health
� Assessment of common factor domain

Studies included in scoping review N = 60

Fig. 1  Article Selection Flow Diagram
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multisite Western Europe, and 1 in New Zealand, Poland, 
and Germany.

Overview

The studies captured in this review qualitatively and quan-
titatively were concentrated upon client-clinician relation-
ship. This was operationalized in a range of ways, from 
relatively narrow single client-single clinician alliance 
measures through to grounded theory explorations of path-
ways of relationship development with clinical teams over 
time. This body of literature was diverse both across and 
within methodological approach (see Table 1). Longitudi-
nal studies, of which there were 27, represented the larg-
est group with a clear increase in number in recent years. 
This was followed in number by the 20 cross sectional 
studies. For both types of methods it was apparent that in 
many instances questions of common factors and clinical 

relationships were secondary, with these data extracted 
from clinical trials examining treatment outcome. A total 
of 13 qualitative studies were identified. As noted above, 
the majority of studies were conducted in the United States 
with a marked increase in total publication number in the 
past decade. This suggested increasing interest in this area, 
albeit qualified by the general 8–9% increase in academic 
publications per year across all disciplines and domains of 
inquiry (Bornman and Mutz 2015). For the sake of clarity 
in the remainder of the paper the term ‘alliance’ will be 
applied to reflect therapeutic relationship. This reflects the 
literature in which both terms are used, but in which alli-
ance is applied the most frequently.

Quantitative Literature

Considering first the 27 longitudinal studies, a marked 
range of study designs and metrics become apparent. 

Table 1  Publication summary

a Longitudinal studies examining clinical/service outcomes predicted by alliance
b Studies of specific interventions (e.g., ACT, Supported Employment, Supportive Housing)
c Qualitative study of staff only
d Qualitative study of staff and clients

Longitudinal Cross sectional Qualitative

Snowden et al. (1989) Flynn et al. (1981) Rosnow et al. (1986)
Priebe et al. (1993)a Solomon et al. (1992) Hostick et al. (2002)d

Gehrs et al. (1994)a Draine et al. (1996) Kirsch et al. (2006)d

Neale et al. (1995)a Tyrell et al. (1999) Nelson et al. (2006)d

Goering et al. (1997)a Neale et al. (2000) Redko et al. (2007)
Klinkenburg et al. (1998)a Rosen et al. (2001) Wilson et al. (2008)c

Calsyn et al. (1999)a, b Angell et al. (2007) Gardner et al. (2010)c

Chinman et al. (2000)a Skeem et al. (2007) Jacobs et al. (2010)
Clarke et al. (2000)a, b Coulson et al. (2009) Thorgerson et al. ( 2010)
Florsheim et al. (2000)a Stanhope et al. (2009)b Chen and Ogden (2012)c

Calsyn et al. (2002)a, b Kondrat et al. (2010) Nath et al. (2012)c

Desai et al. (2005)a Tschopp et al. (2011)b Staudt et al. (2012)c

Hopkins et al. (2006)a Catty et al. (2012) Sullivan et al. (2014)c

Sells et al. (2006)a Chao et al. (2012)
Calsyn et al. (2006)b Kondrat et al. (2012)
Fakhoury et al. (2007)a, b McNeil et al. (2013)
Junghan et al. (2007) Sosnowska et al. (2013)
Rogers et al. (2008)a Ben-Zeev et al. (2014)
Kukla et al. (2009)a, b Loos et al. (2015)
Mohamed et al. (2010)a, b Melau et al. (2015)
Catty et al. (2010)a, b

Catty et al. (2011)b

Koekkuck et al. (2012)
Van Vugt et al. (2012)a, b

Tsai et al. (2013)a, b

Wolfe et al. (2013)a

Tejani et al. (2014)b
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Research approaches differ greatly on several dimensions, 
including objective, timeframe, indicators and measures, 
along with the more predictable diversity and lack of clar-
ity in intervention type and context that naturally attend 
community mental health as a field. There emerged two, at 
times overlapping, study objectives. The majority of studies 
focused upon alliance as a predictor of clinical outcomes, 
with some also considering variables that predict alliance 
development or focused solely upon the latter question 
(Table 1).

Clinical contact timeframes ranged from 2 sessions 
(Snowden et al. 1989) to 2 years (e.g., Neale et al. 1995). 
Timing was also reflected in when measures of therapeu-
tic alliance were made. With few exceptions, these studies 
have addressed the idea that clinicians need to have a sub-
stantive amount of contact with clients before a meaningful 
assessment of alliance can take place. This consideration 
included baseline measures taking place several weeks or 
months after intake, factoring in amount of contact (e.g., 
Calsyn et al. 1999), or comparing the outcomes of new and 
established clients (e.g., Fakhoury et  al. 2007). The num-
ber of times measures of alliance were made varied widely 
from pre-post measures through to monthly measures over 
the study period which allowed for a more nuanced con-
sideration of trends (e.g., Junghan et  al. 2007). Measures 
of alliance also varied considerably. The most commonly 
employed measure was the Working Alliance Inventory 
(Horvath and Greenberg 1989) used by 10 studies, followed 
by non-standard instruments employed by 5, the Helping 
Alliance Scale (Priebe and Gruyters 1993) by 4, and the 
Therapeutic Alliance Scale (Neale and Rosenheck 1995) 
by 3 with the remaining tools employed in single instances. 
The application of these measures typically involved their 
completion by clients and an individual identified as the 
“primary” clinician affording the opportunity to compare 
appraisals (e.g., Calsyn et  al. 2006). Some investigators 
also included consideration of types of service provider. 
For example, Catty and colleagues (2011) examined rat-
ings by both primary case manager and vocational support 
worker and Sells and colleagues (2006) considered client 
ratings of peer support as compared with case managers.

Outside of alliance measures, other outcomes and covar-
iates were markedly diverse both in terms of domains and 
metrics. Major areas considered included hospitalization, 
global and community functioning, symptomatology, hous-
ing status, life satisfaction and quality, and motivation to 
change/treatment motivation. Of these areas, the most com-
monly examined were functional level (6 studies), symp-
tomatology (5 studies), and hospital use (4 studies), with 
a broad dispersion across other domains. With respect to 
intervention (Table 1), 9 studies broadly described commu-
nity-based case management, 7 focused on assertive com-
munity treatment, and others varied on treatment model, 

such as supported employment (e.g., Catty et al. 2011), and 
supported housing (e.g., Tsai et  al. 2013) or clinical foci 
such as youth delinquency (Florsheim et al. 2000) or sub-
stance use (Rogers et  al. 2008). Broadly speaking, almost 
all studies involved some form of community-based case 
management and/or psychosocial rehabilitation support for 
adults with severe mental illnesses.

The dispersion of findings as a function of perspec-
tive on alliance (client, provider, or type of provider) is 
extremely difficult to interpret. A great deal of scatter was 
present within and across studies in point in time ratings of 
alliance, with significant differences observed often (e.g., 
Neale et  al. 1995; Calsyn et  al. 2006), as well as differ-
ences in patterns of association with outcomes as a func-
tion of rater, be it client, provider, or type of provider and 
timing of measure in the course of care (e.g., Neale et al. 
1995; Catty et al. 2011; Sells et al. 2006). As such, for the 
purposes of synthesis, we attended to associations involv-
ing one or more ratings of alliance regardless of source. 
Of the 21 studies that focused on alliance as a predictor 
of outcome, 18 reported on improvements in one or more 
primary outcome measures as being predicted by alli-
ance (Table  1). Of these 17 studies, 3 indicated substan-
tial discrepancy. Catty et al. (2010) in a study of supported 
employment, found improvement in life satisfaction but not 
in functioning  in one key alliance association. Tsai et  al. 
(2013) found improvement in aspects of life satisfaction 
and social support but not in functioning and Florsheim 
et al. (2000) observed that an early development of alliance 
was linked to negative outcomes while alliance develop-
ment over time was associated with improved outcomes. 
Generally, findings were reported in the form of statistical 
significance. An exception was Clarke et al. (2000), where 
it was observed that for every 1 unit increase in alliance rat-
ing there was a 6.4% decrease in the risk of homelessness. 
For the most commonly employed indicators, 5 of the 7 
studies examining aspects of functioning observed signif-
icant relationships (Calsyn et  al. 1999; Catty et  al. 2010; 
Goering et al. 1997; Hopkins et al. 2006; Neale et al. 1995) 
while Tsai et al. (2013) did not and Catty et al. (2010) did 
so inconsistently. For symptomatology, 5 of 6 studies found 
a significant relationship (Catty et al. 2010; Florsheim et al. 
2000; Goering et al. 1997; Neale et al. 1995; Rogers et al. 
2008) while one did not (Klinkenburg et al. 1998). Consid-
ering hospitalization, two studies found significant impacts 
for alliance (Priebe et al. 1993; Fakhoury et al. 2007) and 
one did not (Klinkenburg et al. 1998). Three studies failed 
to show any relationship between alliance and any outcome 
indicator (Klinkenburg et al. 1998; Kukla et al. 2009; Van 
Vugt et al. 2012).

Cross sectional studies shared similarities with longitu-
dinal studies with respect to treatment context (primarily 
case management generically described) and metrics (12 
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of 20 employing the WAI). Among the 9 studies consid-
ering outcomes, there again was a very wide variation in 
outcome indicators including social relationships/engage-
ment, service satisfaction, and quality of life, among oth-
ers. Of these 9 studies, 8 reported a significant relationship 
between alliance and outcome. Examples include positive 
associations with quality of life (Chao et al. 2012; Kondrat 
et al. 2012) and negative association with probation viola-
tion in forensic services (Skeem et  al. 2007). Only Coul-
son et al. (2009) reported a lack of association, in that case 
between alliance and non-attendance of treatment.

The second major grouping of studies examined a range 
of variables that attend and predict alliance ratings. Find-
ings with respect to demographic associations were vari-
ably examined and produced variable findings. In some 
studies no associations were found with alliance (e.g., Tsai 
2013), in others variables such as education level (Loos 
et  al. 2015) and matching of provider and client ethnic-
ity (Chao et al. 2012) were highlighted as significant, and 
there were examples of contradictory findings (e.g., incar-
ceration history; Draine et al. 1996; Tejani et al. 2014). In 
both longitudinal (Snowden et al. 1989) and cross sectional 
(Loos et al. 2015) studies, there was evidence that consid-
erations such as greater illness severity and lower quality 
of life were related with stronger working alliance. There 
was some evidence that illness type is important. For exam-
ple, Rogers et al. (2008) observed that Posttraumatic Stress 
Disorder was found to be negatively related to alliance 
development. It was found that those in coercive treatment 
conditions formed alliances as readily as others in a com-
parative study (Wolfe et al. 2013) though, cross-sectionally, 
perceived coercion was observed to be negatively related 
with alliance (Rosen et  al. 2001; Stanhope et  al. 2009; 
Tschopp et al. 2011). Finally, gain in treatment in the form 
of a decreasing number of unmet needs was found to pre-
dict alliance improvement longitudinally (Jungham et  al., 
2007).

Qualitative Literature

The 13 qualitative studies involved collecting informa-
tion about relationship considerations from clients (n = 4), 
staff (n = 6), or a combination of both (n = 3) (Table  1). 
Most involved 1–1 semi structured interviews, with 1 hav-
ing employed focus groups (Nelson et al. 2006), 1 having 
used open-ended survey responses (Nath et al. 2012), and 
1 a participatory inquiry approach (Hostic et al. 2002). Two 
identified grounded theory as the framework of inquiry and 
analysis (Gardner et al. 2010; Wilson et al. 2008). As would 
be expected, the strength of this modest body of qualitative 
literature lay in the elucidation of process, context, and sys-
tem considerations that are very difficult to capture in quan-
titative designs. All studies presented data that addressed 

the general importance of effective relationships with cli-
ents in the delivery of effective services (e.g., Jacobs et al. 
2010), with some extending this point to emphasize their 
importance in evidence-based practices achieving positive 
outcomes (Nelson et al. 2006). Across these studies, several 
more focused themes were present. The importance of the 
process of relationship development was emphasized, par-
ticularly for more marginalized populations such as home-
less individuals with severe mental illnesses (Rosnow et al. 
1986). This included the need for a gradual, friendly, and 
patient approach over multiple contacts to begin to estab-
lish a connection (Gardner et al. 2010; Redko et al. 2007; 
Rosnow et  al. 1986; Thorgerson et  al. 2010). Boundaries 
and contexts were also discussed. This included, for home-
less persons, demonstrating a respect for their dwelling 
spaces as one would respect a conventional home (Rosnow 
et al. 1986) and the importance of service interactions tak-
ing place in community settings that clients participated 
in choosing (Kirsch et al. 2006). The inverse of this point 
was also observed. Thorgerson et al. (2010) reported on cli-
ent narratives about the damage to alliance that occurred 
in their experience with assertive community treatment 
that was felt to be intrusive and disrespectful of their liv-
ing spaces. From a process perspective, this gradual, 
patient, and respectful approach was described by service 
providers as necessary to get to a place in treatment when 
the relationship could be leveraged to encourage clients to 
take steps forward with respect to their goals in major life 
domains such as housing (Chen and Ogden 2012; Gardner 
et al. 2010). Generating such relationships was highlighted 
as a key component of staff satisfaction with their work 
(Wilson et  al. 2008). Lastly, both staff and clients high-
lighted the importance of pragmatic assistance with daily 
tasks and problems as key to relationship development 
(Kirsch et al. 2006; Thorgerson et al. 2010).

There also was a considerable amount of discussion 
about the challenges that attend the development of good 
alliances with clients. Hostic et al. (2002) noted a dynamic 
in which clients felt guilty for making requests of providers 
overburdened with “paperwork” and other demands which, 
in turn, led to frustration with providers. Providers noted 
frustrations of their own that can be involved in develop-
ing relationships with clients that they perceived as at times 
lacking motivation and not appreciating the care being pro-
vided (Nath et  al. 2012). Others described the difficulty 
of having overly high workloads as not affording the time 
necessary for engagement in the gradual, intensive, and 
community-based relationship building described above 
(Kirsch et  al. 2006; Nath et  al. 2012; Staudt et  al. 2012). 
Other systemic and service level issues related to relation-
ship development included the role of staff relationships 
within clinical teams and organizations, and work-life 
balance in providing the context in which staff can more 
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effectively develop alliances (Wilson et al. 2008). Barriers 
to alliance building included having to develop relation-
ships in coercive treatment arrangements (e.g., community 
treatment orders; Sullivan et al. 2014), and developing rela-
tionships with clients who have been become hopeless and 
self-stigmatize due to custodial treatment histories (Staudt 
et al. 2012).

Discussion

This review was conducted to describe the current base of 
evidence related to common factors in the field of commu-
nity mental health intervention. The impetus behind this 
review mirrors the psychotherapy literature in which it has 
been observed that the specific, technical aspects of inter-
ventions have been most extensively associated with effects 
while the variance explained by common factors remains 
poorly described and accounted for in clinical trials (Laska 
et al. 2014). This same challenge is present in the field of 
community mental health intervention (Davidson and Chan 
2014). In response, this review is to the best of our knowl-
edge the first to fulsomely summarize all of the available 
research in this area. Gathering such information is impor-
tant, as the field of community mental health expands in 
relevance and investment, is becoming better defined in 
terms of types of interventions and evidence bases, and 
increasingly aligns with emerging recovery-oriented prac-
tice standards (Slade 2009). Indeed, many core elements 
of recovery-oriented care such as the cultivation of hope, 
alignment of provider-client goals, cultural competence, 
and respectful, individualized engagement map directly 
onto the core components of common therapeutic factors 
(Davidson and Chan 2014).

In this scoping review, it was found that the considera-
tion of common factors in community mental health inter-
ventions concentrated almost exclusively upon therapeutic 
alliance. A total of 60 papers met the search criteria with 
the majority (69%) published in the last 10 years and most 
studies conducted in the U.S. and other high income Eng-
lish speaking countries. The three most prominent avenues 
of inquiry that emerged were studies of the relationship 
between therapeutic alliance and clinical outcome, predic-
tors and correlates of the successful development of thera-
peutic alliance, and broader systemic considerations. These 
questions were addressed with varying degrees of depth 
and rigor across longitudinal studies (n = 27), cross sec-
tional studies (n = 20) and qualitative studies (n = 13).

While the number and nature of the studies identified 
might on the surface suggest considerable promise for clear 
synthesis and meta-analytic methods, several dimensions of 
marked variability detract from the clarity of this literature. 
Across areas of research question, type of intervention, 

structure of design, and metrics used, few studies resemble 
any other. This likely reflects both the early stage of devel-
opment of this literature as well as the complexity of a field 
which encompasses a very broad range of types of inter-
vention, contexts, and populations. As such, this review 
was largely limited to broad conclusions due to the degree 
of methodological variability that was present. It was fur-
ther limited by the relatively unclear parameters that attend 
constructs such as common factors and community mental 
health.

Despite these limitations, it would seem safe to con-
clude that across a broad range of community mental 
health interventions, the development of a positive thera-
peutic alliance is related to better outcomes. Though there 
were a small number of exceptions, alliance was predictive 
of or associated with enhanced outcomes in 18 out of 21 
longitudinal studies and 8 out of 9 cross-sectional stud-
ies. These findings included improvements in key domains 
such as community functioning and symptomatology as a 
function of alliance. For this literature to be able to move 
beyond such a binary consideration in its review, there will 
need to be an increase in the reporting of effect sizes rather 
than reliance upon statistical significance. Furthermore, a 
greater uniformity of design would be helpful. This could 
take the form of a more routine integration of commonly 
used alliance measures in randomized trials which afford 
greater control, specificity, and structure. Such a program 
of inquiry would assist in determining if type of commu-
nity mental health intervention is an important considera-
tion for alliance-outcome associations. For example, it was 
suggested that in supported housing the technical compo-
nents of the intervention might be of particular relevance 
rather than relationships (Tsai et al. 2013). Indeed, arguably 
moreso than psychotherapy, the experience of relationships 
with providers in community mental health interventions 
are tightly bound to the systems in which they are deployed. 
For example, considerations such as the availability of 
housing stock and employment, cost of living, and manda-
tory treatment legislation might need to be accounted for to 
properly understand and contextualize client-provider alli-
ance. Such work would also point to which outcomes are 
the most relevant and sensitive to alliance development. 
For example, the divergent findings regarding hospitaliza-
tion might suggest it as an indicator influenced to a greater 
extent by other systemic considerations that dominate pre-
dictive variance. Despite these caveats, as in the psycho-
therapy literature where the alliance-outcome association 
has been found quite stable across variable study designs 
(Fluckiger et  al. 2012), so to it appears to be the case in 
community mental health as evidenced in this review.

Considerations in the development of alliance were also 
examined in this literature both quantitatively and qualita-
tively. While association with sociodemographic variables 
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were too scattered across analysis and findings to interpret 
meaningfully, there was some evidence that individuals 
with greater illness severity and experiencing more adverse 
life circumstances may more readily develop alliances with 
clinicians (Loos et  al. 2015; Snowden et  al. 1989). There 
was also some evidence that trauma may complicate alli-
ance development (Rogers et al. 2008). This finding mirrors 
the psychotherapy literature in which illness severity, alli-
ance, and outcome intersects have been observed (Lorenzo-
Luaces et  al. 2014), and is an area that warrants further 
study as it may inform the tailoring of engagement strat-
egy. Further study is also needed to separate alliance from 
compliance, as those with more severe forms of illness and 
associated service contacts might generally be more institu-
tionalized, cooperative, and agreeable in service contacts—
interpreted as better alliance. Indeed, coercion was a topic 
of interest in several of the identified studies. Findings sug-
gested no difference in alliance development as a function 
of coercive treatment structure (mandated treatment, Wolfe 
et al. 2013), though the consistent finding of lower alliance 
in relationships perceived by clients as coercive suggests 
that coercion plays a nuanced role in this context. Further 
investigation into client characteristics as they relate to 
alliance development and coercion would seem warranted 
in line with the need to unpack compliance from alliance. 
Further investigation into alliance trajectories would also 
be informative. In the psychotherapy literature, it has been 
found that therapies in which alliance development is “U” 
shaped or declines while productive therapeutic challenge 
occurs and then improves or is otherwise briefly disrupted 
and repaired have better outcomes (Safran et  al. 2001; 
Stiles et al. 2004).

The qualitative literature identified in this review was 
more illuminative of the process considerations of alli-
ance development. A key tension was identified across 
most studies. This was the tension between the need for a 
very gradual process of relationship development, requir-
ing patience and flexibility across settings and ways of 
engagement, and institutional pressures to carry large case-
loads and complete large and time consuming amounts of 
documentation (Hostic et al. 2002). Providers expressed the 
opinion that the “leverage” through which effective sup-
port and encouragement to engage in recovery goals was 
grounded in a carefully cultivated relationship—more so 
than the technical aspects of the given service (Chen and 
Ogden 2012; Gardner et al. 2010). Finally, providers noted 
that the ability to develop effective alliances with clients 
could not be separated from the larger context, including 
the quality of relationships between clinical team mem-
bers, satisfaction with the broader work environment 
and work–life balance (Wilson et  al. 2008). The tension 
between workload and relationship development suggests 
the opportunity that might be present in intensive models 

of case management where caseloads are lower. However, 
that literature has largely framed the need for low caseloads 
as a function of risk and acuity rather than an enabler of the 
development of effective relationships with highly margin-
alized individuals.

In sum, this review—despite its limitations—suggests 
the importance of provider-client relationships in com-
munity mental health interventions across a broad array of 
interventions, service structures, and settings. As noted by 
Davidson and Chan (2014), this finding adds further impe-
tus to the need for administrators and funders to look at 
common factors in addition to service type and intervention 
fidelity in implementation and support. Such a considera-
tion would include meaningfully accounting for and assess-
ing alliance and the degree to which services are conducive 
to the development of same. Advocacy at the policy level 
might also further highlight the problem of high caseloads 
fundamentally undermining the effectiveness of services 
through a hampering of alliance development.
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