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ABSTRACT 
 

The Role of the Therapeutic Alliance in a Peer Mentorship Program for Individuals with Eating 
Disorders 

 
Jacqueline Patmore 

 

Purpose: The therapeutic alliance is widely recognized as a critical component in successful 

psychotherapy outcomes. Peer mentorship programs leveraging mentors' lived experiences have 

shown promise in enhancing engagement and promoting recovery in individuals with eating 

disorders. However, the specific mechanisms through which therapeutic alliance operates within 

peer mentorship contexts remain unclear. This study examined the role of therapeutic alliance in 

facilitating engagement and improved clinical outcomes while exploring patient perception of 

helpful program elements in a peer mentorship program specifically designed for individuals 

with eating disorders. 

Method: Forty participants diagnosed with eating disorders were enrolled in a randomized 

controlled trial comparing a peer mentorship intervention (mentors with lived experience of 

eating disorders) against a social support intervention (mentors without eating disorder 

experience). Participants were explicitly informed about the difference between conditions 

regarding mentors' lived experience prior to their participation. Participants completed the 

Working Alliance Inventory–Short Revised (WAI-SR) to measure therapeutic alliance, alongside 

assessments of eating disorder symptoms (Eating Pathology Symptoms Inventory), anxiety 

(State-Trait Anxiety Inventory), depression (Patient Health Questionnaire-9), and eating 

disorder-related quality of life (Eating Disorder Quality of Life). Additionally, qualitative 
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responses regarding the perceived helpfulness of the mentorship were analyzed using thematic 

analysis. 

Results: Participants in the peer mentorship group reported significantly stronger therapeutic 

alliances (p < .001, Cohen’s d = 1.48) compared to the social support group. A regression 

analysis controlling for group type found that higher WAI-SR alliance scores were associated 

with a greater reduction in depression scores (PHQ-9 symptom slope: B = –0.021, t(36) = –

2.173, p = .036). In contrast, alliance scores were not significantly related to changes in anxiety 

symptoms (STAI slope: B = –0.029, t(36) = –1.732, p = .092) or in eating disorder symptoms 

(EPSI-BD slope: B = –0.008, t(36) = –0.760, p = .452). There was no significant relationship 

between alliance and change in eating disorder-specific quality of life (EDQOL slope: B = –

0.001, t(36) = –0.490, p = .627). Therapeutic alliance was also significantly associated with 

increased participant engagement, including higher session attendance and longer participation 

duration. Qualitative analysis revealed key relational benefits unique to peer mentorship, notably 

emotional validation, authentic understanding, and recovery-oriented narratives, which 

participants identified as critical for fostering trust and engagement. 

Limitations and Future Directions: Several limitations should be noted, including the relatively 

small and homogeneous sample, reliance on self-report measures, and potential self-selection 

bias from participants opting into the study after waitlist assignment. Future research should 

employ larger, more diverse samples and incorporate objective clinical assessments alongside 

self-reports. Longitudinal studies investigating the durability of therapeutic alliance effects and 

hybrid models integrating peer mentorship with structured, evidence-based treatments are 

recommended to further understand and optimize mentorship interventions. 
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Conclusions: Therapeutic alliance emerged as a central factor in improving depressive symptoms 

and enhancing participant engagement in peer mentorship programs for eating disorders, 

primarily driven by the relational benefits associated with mentors' lived experiences. These 

findings advocate for mentorship programs emphasizing relational competencies over precise 

diagnostic or demographic matching. Integrating peer mentorship's relational strengths with 

structured, evidence-based therapeutic interventions appears promising for effectively addressing 

both engagement and clinical symptom improvement, ultimately supporting sustained recovery 

trajectories for individuals with eating disorders. 
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Introduction 
 

The primary aim of this study was to investigate the role of therapeutic alliance in peer 

mentorship interventions for individuals with eating disorders (EDs). Specifically, the study 

examined how therapeutic alliance impacted clinical outcomes, client engagement, and treatment 

experiences, exploring differences between peer mentors with lived experience of an eating 

disorder versus those without. As outlined by the diagnostic criteria outlined in the Diagnostic 

and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5; American Psychiatric 

Association, 2013), EDs—including anorexia nervosa, bulimia nervosa, binge eating disorder, 

and other specified feeding or eating disorders (OSFED)—are characterized by persistent 

disturbances in eating behaviors, extreme distress concerning body weight or shape, and 

significant impairments in physical health, psychological well-being, and social functioning. 

Eating disorders are serious psychiatric illnesses that have high rates of comorbidity and 

mortality, and low long-term recovery rates. Various barriers to treatment also exist for 

individuals with eating disorders, including high treatment cost, low rates of patient engagement, 

and a scarcity of specialized ED providers. Current treatment options are also limited in their 

efficacy (Ali et al., 2017).  

There is a clear need for different forms of treatment for those who struggle, and peer-

based interventions offer an alternative or augmentative option that harnesses the relationship 

between patient and provider as the primary tool for intervention success. Peer interventions 

have been associated with reduced psychiatric hospitalization and shorter lengths of stay for 

those with some severe mental illnesses (Shalaby, 2020). The peer relationship is also cited as 

the primary driving mechanism of intervention effectiveness in addiction treatments like 

Alcoholics Anonymous (AA) or Overeaters Anonymous (OA) in which sponsors act in a peer 
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capacity, sharing their own lived experiences to facilitate a strong bond, enhance program 

engagement, improve treatment adherence, and increase participants' feelings of hope and self-

efficacy (Tonigan & Rice, 2010; Witbrodt et al., 2012). Preliminary evidence also shows that 

peer support is an effective means of treatment for those with eating disorders (Perez, 2014), 

including data from pilot randomized controlled trial (RCT) examining 1-to-1 peer mentorship 

(Ranzenhofer, 2020) that demonstrated that individualized peer mentorship was associated with 

improvements in eating disorder symptomatology and increased treatment engagement. 

Given the potential for this type of intervention to benefit patients who struggle with 

eating disorders, it is important to consider precisely what about the peer relationship is effective. 

One particularly important factor that has consistently emerged as a primary underlying factor in 

intervention success is the alliance, described as the collaborative and affective bond between a 

patient and provider (Flückiger et al., 2018). The nature of what contributes to heightened 

feelings of alliance on behalf of a patient towards a peer provider tends to be distinct from the 

alliance that is created between a provider and patient in non-peer interventions. Despite 

apparent differences, the driving principle of the alliance in treatment effectiveness is typically 

seen as being the same in both relationships, noted as a primary benefit of peer-driven treatments 

(Simonds & Spokes, 2017). Thus, a primary reason that peer interventions are effective is likely 

because of the heightened sense of alliance that patients feel who are working with individuals 

who have a similar lived experience of an illness or other demographic factors in common. 

Taking into account the oftentimes highly defended nature of patients struggling with eating 

disorders, interventions rooted in a strong bond, shared experiences or mutually shared 

characteristics between peer and client could hold great promise for bringing about positive 

patient outcomes. 
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Clarifying the role of therapeutic alliance in peer mentorship interventions is also of 

particular interest and importance from a policy and clinical practice perspective, as this research 

can guide healthcare systems in developing scalable, cost-effective programs that enhance 

patient engagement and intervention effectiveness. Understanding alliance dynamics could also 

inform mentor training and recruitment strategies, potentially increasing access to care by 

extending the benefits of peer interventions to broader patient populations.  

Thus, this study investigated the role of two primary aspects of a peer relationship, that of 

the therapeutic alliance and peer-specific characteristics, in improving clinical outcomes and 

client engagement for clients with eating disorders. The study also explored the aspects most 

helpful to clients within the intervention that could involve relational factors. To investigate this 

question, this study utilized data from a previously conducted randomized clinical trial of a peer 

mentorship program for individuals with eating disorders (Ranzenhofer, 2020). More 

specifically, this study explored potential differences in the strength of the alliance between 

patient participants with eating disorders and two groups of peer mentors: one group who had 

previous lived experience of an eating disorder and are currently in recovery (peer support 

mentors) and another group who did not have lived experience of an eating disorder and were not 

in recovery (social support mentors). The association of the strength of the alliance to 

intervention engagement, quality of life, and symptoms of depression, anxiety, and eating 

disorder was also assessed. Additionally, this study explored the association of the alliance to 

certain peer mentor characteristics, including age and past diagnoses of mentors with lived 

experience of an eating disorder in the peer mentor condition. Qualitative accounts of patient 

experience with each type of peer mentor were also analyzed in order to gauge what elements of 

the intervention each patient found most helpful. Examining these qualitative factors alongside 

bf39
Add reference here



THE ROLE OF ALLIANCE IN PEER MENTORSHIP     
 

4 
 

quantitative measures provided a more comprehensive understanding of the peer mentorship 

experience and potentially outline how specific relational elements contribute to intervention 

success. 

Literature Review 

Defining Peer Support 

Within healthcare settings, peer support has come to be broadly defined as a type of 

intervention based on the values of respect, accountability, and a shared understanding of what is 

helpful that is mutually beneficial for both the provider and the client (Mead, 2001). Peer support 

is characterized by a shared understanding of specific experiences including identifying with 

certain demographic or diagnostic groups. Peers tend to have knowledge based on lived 

experience of a particular stressor, behavior, or identity that parallels the experiences of those 

whom they are supporting. Peers are considered to be equal in terms of expertise and authority to 

their supported counterparts (Dennis, 2003), a notable contrast to the way in which providers are 

cast as experts within traditional medicalized model of health and mental health care. However, 

despite these recognized benefits, existing peer support literature frequently lacks empirical 

clarity regarding how peers are defined and exactly which elements of shared experiences most 

effectively facilitate the effectiveness of this type of intervention. For example, few studies 

specify or operationalize 'lived experience' of past conditions, resulting in considerable 

variability in how peer roles are conceptualized, limiting the comparability of outcomes across 

different interventions (Repper & Carter, 2011). 

Peer interventions tend to focus on various factors, including: providing collaboration 

based on equalized status with the patient, providing prevention-focused programming, reducing 

patient symptoms, increasing patient engagement, and improving quality of life. Those acting as 
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peer supports can be volunteers or professionals, can operate within formal or informal settings, 

and can provide stand alone or augmentative services. These individuals can share any number 

of qualities in common with their supported counterpart (e.g., occupation, culture, gender, 

experience of mental illness), making the nature and function of different peer relationships 

difficult to define and understand. Critically, this broad spectrum of potential peer characteristics 

introduces methodological challenges, as many studies fail to explicitly identify which shared 

attributes or mentor characteristics have the strongest influence on patient outcomes. This lack of 

specificity limits the ability to establish best practices, hindering replicability and scalability of 

effective peer support interventions (Shalaby & Agyapong, 2020). Also, this definitional 

ambiguity makes identification of the core mechanisms and specific mentor characteristics 

responsible for positive outcomes difficult, further limiting the interpretability and 

generalizability of findings (Repper & Carter, 2011). Clarifying peer support, therefore, 

necessitates clearly operationalizing the roles and characteristics of peer mentors to enhance 

research precision and methodological rigor. 

Recent research has begun addressing these definitional challenges by explicitly 

operationalizing peer mentor roles. For example, Ranzenhofer et al. (2020) distinguish between 

(1) peer mentors, who have personal lived experience of an eating disorder and sustained 

recovery, providing structured, recovery-focused mentorship; and (2) social support mentors, 

who lack personal eating disorder experience, offering general emotional and practical support. 

These roles are differentiated using specific criteria such as recovery duration, mentorship scope, 

and structured curricula, thereby enhancing definitional precision. Still, despite these 

advancements, existing literature, including Ranzenhofer et al. (2020), often continues to focus 

primarily on clinical outcomes without systematically examining the specific relational processes 
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or mentor attributes (e.g., mentor interpersonal style, demographic congruence, or the nature of 

recovery narratives) that influence patient engagement and clinical improvement. Thus, 

clarifying how these relational processes and mentor characteristics specifically influence 

outcomes can significantly advance the conceptual understanding of peer support interventions, 

inform targeted mentor recruitment and training strategies, and enhance the consistency and 

scalability of effective interventions. 

Demonstrated Success of Peer Support Interventions  

Various studies have found peer support to be a useful tool in promoting positive health 

outcomes for individuals with different mental health conditions (Shalaby, 2020). In fact, the 

utilization of peer support with peers who had a history of the same illness as the patient was 

found to reduce hospital readmission rates far more effectively than treatment that did not 

involve peer support as an augmentation to treatment as usual (Scanlan, 2017). A shared 

understanding of the patient experience and the ability to identify with the patient brings about 

feelings of hope and empathy while lessening feelings of judgment or isolation that patients may 

struggle with when speaking to those who do not have a history of the illness with which they are 

currently struggling(Adame & Leitner, 2008). Other studies have shown that patients who 

engage with peer support services report better quality of life, greater treatment satisfaction, and 

increased participation in a larger number of healthcare practices (Chinman, 2015). Also, a 

systematic review of randomized controlled trials (RCTs) involving individuals with severe 

mental illnesses (SMIs) demonstrated that peer support interventions may lead to small but 

meaningful improvements in overall recovery outcomes, although improvements specifically 

related to hope, empowerment, or clinical symptoms were not consistently significant (Lloyd-

Evans et al., 2014). 
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Further bolstering these findings, a recent systematic review and meta-analysis conducted 

by Smit et al. (2023) encompassing 30 randomized controlled trials and involving over 4,000 

participants found peer support to be consistently associated with modest yet statistically 

significant improvements in both clinical recovery and personal recovery when compared with 

control conditions. Similarly, a comprehensive systematic review by Høgh Egmose et al. (2023), 

analyzing 49 randomized controlled trials with a combined total of 12,477 participants, 

demonstrated that peer support interventions yielded significant positive effects on personal 

recovery and reductions in anxiety symptoms, particularly when these interventions were 

integrated within hospital-based mental health services.  

These recent reviews highlight not only the robustness of peer support as a therapeutic 

modality but also emphasize the importance of integrating peer-delivered interventions into 

broader treatment frameworks and increasing access to these interventions to maximize their 

efficacy. To this aim, exploring peer interventions delivered through digital means has become a 

more recent area of exploration, and studies have found that the success of peer support 

interventions also extends into virtual platforms. A systematic review by Fortuna et al. (2020) 

found evidence supporting digital peer support interventions for individuals with serious mental 

illness, indicating that these technology-based models have substantial promise in enhancing 

accessibility, engagement, and overall mental health outcomes.  

Taken together, the expanding body of rigorous evidence underscores peer support 

interventions as a beneficial adjunctive approach capable of improving clinical, personal, and 

recovery-oriented outcomes across diverse mental health settings. However, caution is 

warranted, as many studies included in these systematic reviews demonstrate variability in 

methodological rigor, sample diversity, and follow-up periods, raising questions regarding 



THE ROLE OF ALLIANCE IN PEER MENTORSHIP     
 

8 
 

consistency of effects and generalizability across different populations (Fortuna et al., 2020; 

Lloyd-Evans et al., 2014). 

Peer Mentorship in Addiction Treatment 

Peer mentorship models have long served as a cornerstone of recovery programs within 

addiction treatment, with Alcoholics Anonymous (AA) being the most prominent example. AA's 

approach relies fundamentally on mutual support, shared lived experiences, and the relational 

dynamics established between sponsors and individuals in recovery. Sponsors, typically 

individuals who have achieved sustained sobriety, provide experiential insights, ongoing 

encouragement, practical advice, and accountability, all of which facilitate a supportive and 

empathetic relationship aimed at promoting long-term abstinence and recovery maintenance 

(Tonigan & Rice, 2010; Witbrodt et al., 2012). 

Extensive research on the effectiveness of AA and comparable peer-based recovery 

programs consistently demonstrates significant benefits, including reduced substance use, 

enhanced quality of life, and improved retention rates within treatment (Gossop, Stewart, & 

Marsden, 2008; Timko, Sutkowi, et al., 2011). These findings emphasize the critical role of 

relational bonds built upon mutual understanding, empathy, shared vulnerability, and trust. 

Similarly, individuals struggling with eating disorders have also been shown to substantially 

benefit from peer mentorship relationships. Overeaters Anonymous (OA), for example, applies 

comparable principles as AA, emphasizing mutual peer support, shared lived experiences of 

recovery from disordered eating, and structured, empathetic relationally-driven dynamics to 

address problematic eating behaviors and improve psychological wellbeing. OA sponsors guide 

mentees by fostering accountability, modeling successful recovery behaviors, and providing 

ongoing emotional and practical support, all of which serve to reinforce motivation, decrease 

bf39
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isolation, and increase adherence to recovery-focused behaviors (Russell-Mayhew, von Ranson, 

& Masson, 2010; Westphal & Smith, 2016). 

While the direct application of these models to contexts such as eating disorders does 

offer some benefits, many experts also warn against a one-for-one comparison, encouraging 

caution with this conceptualization of the disease. Specifically, ongoing scholarly debate 

questions the validity of classifying eating disorders within an addiction framework, given 

important distinctions between substance-based addictions and problematic eating behaviors. 

Unlike traditional addictive substances, food does not have universally addictive properties, and 

the complex psychological mechanisms underlying eating disorders differ substantially from 

those observed in substance use disorders (Hebebrand et al., 2014; Wilson, 2010). These 

conceptual differences suggest that addiction-derived peer mentorship models, while 

informative, may not fully capture or address the unique therapeutic needs of individuals with 

eating disorders. 

Acknowledging these important distinctions, the present study explicitly explores the 

aspects of peer mentorship from addiction literature that could most effectively translate into 

eating disorder treatment, identifying unique relational and mentor-specific factors most 

beneficial for promoting recovery in this distinct clinical population. Given these parallel 

relational mechanisms at play, the addiction treatment literature can provide insights into how 

peer mentorship functions as a therapeutic mechanism that extends beyond mere symptom 

reduction. Specifically, the bond formed between peers in recovery-focused relationships is 

directly linked to enhanced self-efficacy, reduced feelings of isolation, heightened engagement, 

and greater retention in treatment programs (Cook et al., 2012; Druss et al., 2010). Integrating 

these insights from addiction-focused peer mentorship research into the context of eating 
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disorder recovery interventions has the potential to significantly refine and enhance the 

effectiveness of peer mentorship interventions, ultimately contributing to improved recovery 

outcomes. 

Peer Mentorship in Eating Disorder Treatment 

To date, there are only a small number of studies of mentorship in the eating disorders 

field. One study (Perez, 2014) evaluated the difference between participants who were receiving 

eating disorder mentorship and a control group who was waiting for a mentor. This study 

demonstrated that those individuals who received the mentorship intervention reported higher 

scores on a quality-of-life questionnaire, were more adherent to treatment (following through 

with therapeutic tasks and recommendations), and had higher rates of attendance compared to a 

control group. In another study evaluating the effectiveness of this intervention (Beveridge et al., 

2019), 30 individuals received 6 months of mentorship, and improvements in their symptoms 

were evaluated by comparing participants’ scores on questionnaires at two different timepoints: 

at baseline and after the intervention concluded. Participants demonstrated a reduction in eating 

disorder symptoms, improvements in BMI measures, and had higher scores on psychological 

wellbeing and quality of life measures.  

Up to now, only one study (Ranzenhofer et al., 2020) has evaluated the efficacy of using 

peer supports with lived experience of eating disorders to support current sufferers and reduce 

symptom presentation. More specifically, that study, a randomized controlled trial (RCT), 

evaluated the efficacy of peer mentorship as an adjunct intervention for adolescents and adults 

seeking to recover from an eating disorder. Patient participants received either 6-months of 

mentorship from a recovered peer mentor with lived experience of an eating disorder who 

specifically focused on eating disorder recovery, or 6-months of mentorship from a volunteer 
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mentor without a history of an eating disorder focused on pleasant activities. The study found 

that session attendance and acceptability ratings were higher in the group that had peer mentors 

with past eating disorder history. Additionally, the group with recovered peer mentors had higher 

intervention retention, and participants in the peer mentorship condition showed greater 

reductions in body dissatisfaction, depression, and anxiety compared with the control group 

(Ranzenhofer, 2020). Though this study demonstrated promising outcomes for the utilization of 

peer interventions with eating disorders, it did not explore what factors made the peer mentor 

group with recovered service providers more effective than the non-lived experience mentors. 

One possibility is that of the role of the alliance in the peer-patient relationship or mentor-

specific characteristics that could have driven intervention success, a primary area of exploration 

for the current study. 

Further support for peer mentorship interventions comes from studies examining similar 

peer-driven models within eating disorder prevention contexts. For example, Stice et al. (2013) 

conducted randomized controlled pilot trials investigating whether peer-led, dissonance-based 

groups could effectively reduce eating disorder risk factors among undergraduate women. 

Findings demonstrated that peer-led groups produced significant reductions in eating disorder 

symptoms and associated risk factors, providing preliminary evidence for the potential of peer-

delivered interventions to create sustained therapeutic impacts through shared experiences and 

relatable mentorship dynamics. However, these prevention-focused studies often include non-

clinical populations (e.g., undergraduate samples), limiting direct applicability to individuals 

actively struggling with clinical eating disorders. Thus, the extent to which these peer-driven 

prevention findings can inform clinical treatment interventions remains uncertain. 
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Recent studies have also explored digital peer mentorship models in eating disorder 

recovery contexts. Piran et al. (2024) evaluated a brief virtual intervention involving peer 

mentorship for individuals with eating disorders. Participants in this intervention showed 

significant improvements in eating disorder symptoms, increased body appreciation, and 

enhanced interoceptive awareness. These findings emphasize not only the effectiveness of peer 

mentorship but also highlight the potential of digital platforms as a viable delivery method for 

peer interventions in eating disorders. With online interventions increasing in utilization, the 

current study also explored whether differences in the way participants engaged in the 

intervention (in person vs. an online platform) influenced patient experience, engagement, 

alliance, and clinical outcomes.  

Despite promising preliminary outcomes, the existing literature on peer mentorship 

interventions for eating disorders has several significant limitations. One of the primary 

limitations involves methodological issues that restrict the generalizability, reliability, and 

interpretability of the findings. Many studies are conducted with small, predominantly 

homogenous samples lacking diversity in ethnicity, gender identity, socioeconomic status, and 

geographic representation, which severely limits the external validity of their conclusions (Perez 

et al., 2014; Ranzenhofer et al., 2020). Further, the frequent use of short-term follow-up periods 

fails to adequately capture the potential sustainability and long-term effectiveness of mentorship 

interventions, leading to uncertainty about enduring impacts and the possibility of relapse over 

time (Ranzenhofer et al., 2020; Wonderlich et al., 2012). 

Another critical methodological concern is the widespread reliance on self-report 

measures, which introduce several potential biases, including social desirability and recall bias, 

that complicate interpretation and compromise the validity of reported outcomes (Wonderlich et 
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al., 2012). Additionally, a lack of rigorous randomized controlled trials (RCTs) or appropriate 

control groups in many studies impedes the ability to draw clear causal inferences and thus limits 

the strength of conclusions regarding the specific effects directly attributable to peer mentorship 

interventions (Ranzenhofer et al., 2020).Overall, while existing research on peer mentorship 

interventions in eating disorder treatment presents promising initial outcomes, these substantial 

methodological, practical, and conceptual limitations highlight the urgent need for more 

rigorous, diverse, longitudinal, and systematically designed studies. 

Qualitative Insights into Peer Interventions 

Qualitative research provides an important complement to the aforementioned 

quantitative findings by providing essential insights into the nuanced experiences of clients 

engaging in peer mentorship interventions across various conditions. Studies highlight recurring 

themes such as increased feelings of validation, normalization of recovery experiences, reduction 

in stigma, and heightened optimism regarding recovery prospects. Ramjan et al. (2018) 

conducted a meta-synthesis of qualitative studies, revealing that individuals highly value the 

empathetic understanding unique to peers who have experienced similar struggles, describing 

these interactions as instrumental in reducing shame and isolation. Fogarty and Ramjan (2017) 

further detailed how participants specifically emphasized that non-judgmental interactions and 

genuine empathy from peers significantly motivated treatment adherence and emotional 

resilience. These qualitative findings underscore the importance of capturing and integrating 

client narratives alongside quantitative outcomes to fully grasp peer mentorship's therapeutic 

mechanisms. 

However, despite these valuable qualitative insights, methodological limitations persist, 

including variability in data collection methods, participant demographics, and intervention 
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contexts, which may influence the consistency and generalizability of findings (Fogarty & 

Ramjan, 2017; Ramjan et al., 2018). Furthermore, few qualitative studies specifically investigate 

the role of the mentorship bond or mentor-specific attributes (such as mentor age, interpersonal 

style, or diagnostic congruence) as potential facilitators of positive mentorship experiences. To 

address these limitations, the current study explicitly incorporates qualitative methods aimed at 

clarifying how relational dynamics and specific mentor characteristics influence peer mentorship 

outcomes within structured eating disorder interventions. 

Importance of Peer-specific Characteristics and Relational Mechanisms 

As noted, identifying mentor-specific characteristics that could drive intervention success 

is a primary area of interest for this body of research. Existing studies have highlighted the 

significant influence of demographic and other individual factors, such as prior diagnosis, on the 

effectiveness of peer support interventions and the relational experience of those in peer support 

programs. Regarding demographic variables, age and gender, specifically, have emerged as key 

elements in creating positive patient experiences and outcomes, with younger participants and 

females typically reporting higher satisfaction and stronger therapeutic alliances within peer-led 

interventions compared to older adults and males (Albano et al., 2021; Graves et al., 2017). For 

instance, a systematic review found adolescents and young adults particularly receptive to peer 

interventions due to the emphasis on social connectedness and identity formation (Hart et al., 

2018). Furthermore, cultural background significantly affects the reception and effectiveness of 

peer support (Satinsky et al., 2020) 

The specific matching of characteristics between peers—such as shared lived 

experiences, similar demographic attributes, or congruent cultural identities—has also been 

shown to facilitate greater relational closeness and alliance quality by fostering feelings of 

bf39
Reference?



THE ROLE OF ALLIANCE IN PEER MENTORSHIP     
 

15 
 

understanding, trust, and mutual identification (Repper & Carter, 2011). According to social 

identity theory, shared group membership (e.g., demographic similarities or lived experiences) 

strengthens interpersonal bonds by enhancing perceived similarity, reducing social distance, and 

promoting feelings of acceptance and emotional safety (Haslam et al., 2009; Tajfel & Turner, 

1979). Research evidence specifically within mental health interventions supports this theoretical 

perspective, demonstrating that matched demographic characteristics, including age, ethnicity, 

and gender, are associated with stronger therapeutic relationships, enhanced trust, increased 

willingness to disclose personal vulnerabilities, and greater adherence to treatment 

recommendations (Johnson et al., 2018; Wintersteen et al., 2005). Matching peer characteristics 

with patient factors can also reduce misunderstandings and mitigate the reduced treatment 

effectiveness that can occur when mismatches hinder interpersonal connectedness (Cabassa et 

al., 2014). Effective peer interventions, thusly, tend to focus primarily on matching peers by 

demographic and individual criteria to maximize relational and therapeutic benefits and to lessen 

the risk of rupture that can occur when pairs experience discordance in their pairing.  

In addition to trust, greater disclosure on behalf of the patient, and treatment adherence, 

matched peer characteristics significantly enhance perceptions of authenticity and credibility of 

the mentor, resulting in deeper emotional engagement from mentees. A study examining peer 

support within mental health recovery contexts found that mentees who perceived their peer 

supporters as authentically sharing their experiences reported greater feelings of hope, 

empowerment, and reduced stigma, thus improving therapeutic outcomes (Gidugu et al., 2015). 

Further, when peer mentors share salient life experiences with mentees—such as personal 

recovery from a similar illness—mentees report increased motivation for change, improved 
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emotional openness, and stronger alignment in the goals of the intervention (Bellamy et al., 

2017). 

While research underscores the importance of matched mentor characteristics, some 

concerns exist regarding potential drawbacks of peer support models. For example, mentors who 

closely identify with mentees might unintentionally engage in excessive self-disclosure, risking 

blurred professional boundaries and possibly undermining mentor credibility or causing 

emotional distress for mentees through triggering disclosures (Repper & Carter, 2011). Such 

boundary issues highlight the necessity for structured training in managing self-disclosure 

effectively and maintaining professionalism within peer relationships. 

To address these identified concerns, the present study included structured mentor 

training specifically designed to emphasize appropriate boundaries, effective disclosure 

management, and fostering therapeutic alliance skills. By clearly operationalizing mentor roles 

and systematically training mentors on relational dynamics and boundary-setting, this study 

looked to reduce the risks that come from peer overidentification and over-disclosure with a 

patient, advance methodological rigor, clarify the relational mechanisms contributing to effective 

peer support, and enhance the practical and ethical implementation of peer mentorship 

interventions in eating disorder treatment. 

Theoretical Support for Exploring Relational Factors in Peer Interventions  

The theoretical underpinnings of peer mentorship interventions align closely with 

interpersonal and attachment theories. Interpersonal theory suggests that eating disorders often 

arise and persist due to dysfunctional relational patterns and emotional isolation, positioning 

therapeutic relationships characterized by empathy, authentic communication, and mutual 

understanding as critical mechanisms for recovery (Tasca, 2014). Attachment theory similarly 
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underscores the role of secure, trusting therapeutic relationships in facilitating emotional 

regulation, enhancing coping strategies, and promoting psychological resilience (Ward et al., 

2000). Peer mentorship embodies these relational principles by providing an environment 

conducive to fostering more secure attachments and supportive interpersonal connections, 

potentially addressing core relational deficits underlying eating disorder psychopathology. 

Psychodynamic literature further emphasizes the importance of relational factors 

specifically in eating disorders, suggesting that disordered eating behaviors often serve as 

strategies to cope with relational wounds, unmet emotional needs, and deficits in emotional 

attunement experienced within early caregiving relationships (Skårderud & Fonagy, 2012). 

Individuals with eating disorders frequently experience intense struggles with unmet dependency 

needs, emotional attunement, and connection, leading to the development of rigid, maladaptive 

patterns characterized by self-sufficiency, perfectionism, and emotional suppression—

collectively termed "systems of needlessness" (Goodsitt, 1997).  

Peer-driven interventions, by facilitating genuine relational connections, validation, and 

empathic resonance, directly target these deeply internalized relational wounds. Such 

interventions provide corrective emotional experiences through authentic, mutual, safe, and 

understanding relationships, which can help dismantle patterns of emotional avoidance, foster 

emotional openness, and reduce defensive barriers (Rance et al., 2017). The capacity of peer 

mentorship to create authentic relational bonds may therefore directly counteract pathological 

relational patterns and foster meaningful emotional connections, which are critical components 

in recovering from eating disorders.  
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Exploring Alliance as the Key Relational Variable in Peer Interventions 

Given the relationally driven nature of peer mentorship, therapeutic alliance represents a 

particularly compelling construct through which to examine intervention effectiveness. Across a 

range of clinical contexts, therapeutic alliance has consistently emerged as being strongly 

associated with positive treatment outcomes (Flückiger et al., 2018; Martin et al., 2000). Though 

most of this research has been conducted in traditional psychotherapeutic settings, peer support 

interventions are similarly grounded in interpersonal dynamics—specifically, shared lived 

experience, mutual understanding, and emotional resonance (Simonds & Spokes, 2017). These 

features suggest that alliance may play a comparably important role in peer-delivered 

interventions, particularly in the treatment of eating disorders, where interpersonal difficulties 

and relational sensitivities are frequently central to the disorder’s development and maintenance 

(Goodsitt, 1997; Tasca, 2014). 

To date, very few studies have explicitly investigated therapeutic alliance within peer 

mentorship contexts. Notable exceptions include the work of Sells et al. (2008), which 

demonstrated a positive correlation between peer alliance ratings and outcomes such as increased 

service utilization, improved engagement, and reduced symptom severity among adults with 

severe mental illnesses. Similarly, Mahlke et al. (2017) found stronger peer-client alliances 

significantly associated with better social functioning and reduced hospital readmissions in peer-

delivered interventions for individuals experiencing psychosis. While these studies do not focus 

on eating disorders specifically, they provide early empirical support for the idea that alliance in 

peer relationships may meaningfully influence outcomes. Despite these promising findings, 

systematic investigations into the specific aspects of alliance that are most impactful in peer 

relationships remain scarce, particularly within populations affected by eating disorders. 
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Preliminary evidence within the eating disorder field also points to the importance of 

relational mechanisms. Qualitative studies have identified empathy, shared experience, and 

validation as central to how participants experience peer mentorship (Fogarty & Ramjan, 2017; 

Ramjan et al., 2018), and results from Ranzenhofer et al. (2020) suggest that peer mentors with 

lived experience promote greater engagement and improved outcomes—though alliance was not 

directly measured in that study. Given the strong theoretical emphasis on interpersonal processes 

in eating disorder treatment, these findings highlight the need to further examine the role of 

therapeutic alliance in peer-based care. 

Taken together, therapeutic alliance serves as a critical conceptual bridge linking 

theoretical models of relational vulnerability in eating disorders, the relational structure of peer 

mentorship, and empirical efforts to understand mechanisms of intervention success. By 

clarifying how therapeutic alliance operates within peer-delivered interventions, particularly for 

individuals with eating disorders, this research can guide the development of more targeted 

strategies to optimize relational effectiveness, improve engagement, and ultimately enhance 

clinical outcomes and treatment experiences. 

Defining Alliance 

The term alliance is used to describe the nature, quality, and strength of the therapeutic 

relationship between a provider and a client. According to Horvath and Bedi (2002), alliance 

refers to a collaborative bond that involves trust, respect, care, and other aspects of positive 

affect. Generally, the alliance is understood as occurring by means of an initial relational 

connection between the client and the therapist in which the therapist creates a holding 

environment, fostered by the sense of care and support that the client feels towards the therapist. 

The client then begins to show investment and trust in the therapeutic process and ideally takes 
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on a sense of co-ownership of the space, feeling motivated to engage in a constructive path 

towards healing (Luborsky, 1976).   

The alliance was conceptualized by Greenson (1965, 1967) as comprising two 

components: the bond that occurs between the client and the therapist (therapeutic alliance), and 

the client’s alignment with the goals of therapy (working alliance). Greenson’s ideas were later 

expanded by Bordin (1989, 1994) who described the alliance as being composed of three 

components: mutual agreement on therapeutic goals; mutual agreement on therapeutic tasks; and 

the bond (relationship) between the therapist and the client. Bordin also outlined that the alliance 

would change depending on the context in which it unfolded and the individuals who were 

involved in its creation. Bordin’s definition provided what is perhaps the most comprehensive 

conceptualization of the alliance and while it expanded the potential for the alliance to be 

interpreted more broadly, it was also foundational in the development of various measures that 

have attempted to further operationalize and assess the working alliance through research 

initiatives (Horvath & Bedi, 2002).  

In this study, the alliance is defined through Bordin’s (1979) tripartite model, assessing 

agreement on goals, agreement on tasks, and bond. However, it is important to acknowledge 

potential limitations of using this definition of alliance outside of therapeutic contexts. This 

conceptualization of alliance was not explicitly developed to capture unique relational processes 

inherent in peer-led interventions. Peer interactions frequently involve mutual identification 

based on shared demographics, diagnoses, or lived experiences that peers distinctively recognize, 

value, and have mutual awareness of, yet these distinct relational nuances may be insufficiently 

captured by a construct intended for a therapeutic setting where such factors may not exist 

(Gidugu et al., 2015; Repper & Carter, 2011). Consequently, valuable relational components 
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specific to peer mentorship, such as heightened empathy due to mutual understanding of 

experiences, may not be fully reflected in the way that this definition of alliance allows, and 

missing insights could be gleaned through the qualitative responses of the clients that describe 

what intervention components they found most helpful.  

Measuring Alliance  

Several instruments have been developed to measure the alliance. These include the 

Pennsylvania Scales (Alexander & Luborsky, 1986), the Vanderbilt Scales (Hartley & Strupp, 

1983; Suh et al., 1986), the Toronto Scales (Marziali et al., 1981; Marziali 1984), the Working 

Alliance Inventory (WAI; Horvath & Greenberg, 1986), and the California Scales (Marmar et 

al., 1989). The Working Alliance Inventory, developed in 1981 by Horvath and colleagues has 

been widely studied as a means to evaluate psychotherapy outcomes (Hatcher, 2010). The WAI, 

utilized in this current study, strongly borrows from Bordin’s definition of alliance as involving 

collaboration, agreement on therapeutic goals, and mutual consensus on therapeutic tasks.  

Measuring Alliance in Peer-Based Interventions 

Measuring therapeutic alliance within peer interventions presents unique methodological 

considerations, primarily due to the relational factors that distinguish peer support from 

traditional psychotherapeutic contexts. To date, several instruments have been specifically 

adapted or developed to measure the therapeutic alliance in peer interventions. The Peer Support 

Relationship Questionnaire (PSRQ; Bradstreet & Pratt, 2010) has been utilized to capture peer-

specific relational qualities such as mutual understanding, empathy, and authenticity. Similarly, 

the Peer Alliance Scale (PAS; Sells et al., 2008) quantifies the strength and quality of peer 

alliances in mental health interventions, emphasizing constructs particularly relevant to peer 

interactions, including mutual respect, collaboration, and relational connectedness. Furthermore, 
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the Peer Mentor Relationship Scale (PMRS; Chinman et al., 2015), developed within the 

Veterans Health Administration context, assesses critical elements such as trust, role modeling, 

and perceived support in peer mentorship relationships. 

However, despite their targeted development, these peer-specific instruments frequently 

exhibit limitations in terms of psychometric validation, particularly regarding reliability across 

diverse populations, and are vulnerable to biases inherent in self-report methodologies, such as 

social desirability. Consequently, the Working Alliance Inventory (WAI; Horvath & Greenberg, 

1986) is frequently employed in peer interventions due to its robust psychometric properties and 

extensive validation across numerous clinical settings (Flückiger et al., 2018; Martin et al., 

2000). Although originally designed for traditional psychotherapeutic settings, the WAI 

maintains significant theoretical grounding through Bordin’s (1979) tripartite alliance model, 

encompassing agreement on goals, tasks, and relational bonds, making it highly adaptable and 

applicable within peer contexts. Its use in peer interventions typically involves straightforward 

language modifications (e.g., replacing "therapist" with "peer mentor"), without altering its 

fundamental structure or psychometric properties. Such minimal adaptations preserve its 

validated structure, facilitating consistent comparisons across various intervention types. 

Empirical support for the WAI's application in peer interventions has emerged in recent 

literature. For example, Mahlke et al. (2017) utilized the WAI in peer-delivered interventions for 

individuals experiencing psychosis, finding that stronger peer-client alliances were significantly 

associated with improved social functioning and reduced hospital readmissions. Additionally, 

studies exploring peer interventions in severe mental illness contexts have reported that higher 

WAI scores correlate with improved intervention engagement, symptom reduction, and overall 

treatment satisfaction (Chinman et al., 2015; Sells et al., 2008). These findings underscore the 
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utility of the WAI for reliably assessing therapeutic alliance in peer mentorship contexts, 

validating its use within the current study's peer mentorship framework. 

Measuring Alliance in Eating Disorder Interventions 

Measurement of therapeutic alliance within eating disorder interventions typically 

employs standardized instruments anchored in Bordin’s (1979) alliance conceptualization. 

Commonly used measures include the Working Alliance Inventory (WAI; Horvath & Greenberg, 

1986), the California Psychotherapy Alliance Scales (CALPAS; Marmar et al., 1989), and the 

Helping Alliance Questionnaire (HAQ; Luborsky et al., 1996). These instruments systematically 

assess the alliance dimensions of goal agreement, task agreement, and the therapeutic bond. 

The WAI demonstrates particularly robust psychometric properties within eating disorder 

treatment research. For instance, Constantino et al. (2005) utilized the WAI to assess therapeutic 

alliance in bulimia nervosa treatment, finding that higher alliance scores were significantly 

associated with improved clinical outcomes beyond initial symptom improvements. Hartmann et 

al. (2010) similarly reported strong correlations between WAI-measured alliance quality and 

decreased symptom severity in eating disorder patients. The frequent use and established 

validation of the WAI in eating disorder treatment contexts reinforce its suitability for reliably 

capturing therapeutic alliance quality and its relationship to clinical outcomes. 

Other measures such as the CALPAS and HAQ provide additional insights, emphasizing 

the specific interpersonal elements valued by patients, such as therapist empathy and emotional 

connectedness (Escobar-Koch et al., 2012). Nonetheless, these instruments often rely heavily on 

patient self-report and lack sensitivity to alliance fluctuations over the course of treatment. 

Future studies could benefit from integrating session-by-session alliance assessments and 
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qualitative methodologies to capture the evolving nature of therapeutic relationships, thereby 

deepening the understanding of alliance dynamics and their impacts on treatment outcomes. 

Measurement of therapeutic alliance within eating disorder interventions typically 

employs standardized instruments anchored in Bordin’s (1979) alliance conceptualization. 

Commonly used measures include the Working Alliance Inventory (WAI; Horvath & Greenberg, 

1986), the California Psychotherapy Alliance Scales (CALPAS; Marmar et al., 1989), and the 

Helping Alliance Questionnaire (HAQ; Luborsky et al., 1996). These instruments systematically 

assess the alliance dimensions of goal agreement, task agreement, and the therapeutic bond. 

The WAI demonstrates particularly robust psychometric properties within eating disorder 

treatment research. For instance, Constantino et al. (2005) utilized the WAI to assess therapeutic 

alliance in bulimia nervosa treatment, finding that higher alliance scores were significantly 

correlated with improved clinical outcomes beyond initial symptom improvements. Hartmann et 

al. (2010) similarly reported strong correlations between WAI-measured alliance quality and 

decreased symptom severity in eating disorder patients. The frequent use and established 

validation of the WAI in eating disorder treatment contexts reinforce its suitability for reliably 

capturing therapeutic alliance quality and its relationship to clinical outcomes. Other measures 

such as the CALPAS and HAQ provide additional insights, emphasizing nuanced relational 

dynamics valued by patients, such as therapist empathy and emotional connectedness (Escobar-

Koch et al., 2012). Nonetheless, these instruments often rely heavily on patient self-report and 

lack sensitivity to alliance fluctuations over the course of treatment.  

Measuring Alliance in Peer-based Interventions for Eating Disorders 

To date, the explicit measurement of therapeutic alliance within peer-based interventions 

for eating disorders has received very limited attention. Despite the growing interest in peer 
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mentorship as an adjunctive treatment in this clinical context, few studies have systematically 

evaluated the alliance using validated instruments specifically within peer relationships for 

eating disorder populations. Consequently, research often relies on general therapeutic alliance 

measures or qualitative assessments, limiting direct applicability and specificity of insights 

(Fogarty & Ramjan, 2017; Ramjan et al., 2018). 

One notable exception is the study by Zaitsoff et al. (2016), who examined therapeutic 

alliance within a peer-led, group-based intervention targeting body image and eating disorder 

risk factors among adolescent females. This study employed a modified version of the Working 

Alliance Inventory (WAI; Horvath & Greenberg, 1986), demonstrating that stronger peer-client 

alliances significantly correlated with reductions in body dissatisfaction and eating disorder 

behaviors. The results supported the applicability of the WAI within a peer context, even though 

it was originally developed for traditional therapist-client relationships. However, this study's 

preventive focus, group format, and adolescent sample constrain the generalizability to broader 

clinical populations actively seeking eating disorder treatment. 

Most studies examining peer mentorship for eating disorders (e.g., Beveridge et al., 2019; 

Ranzenhofer et al., 2020) have not explicitly measured alliance, instead indirectly inferring 

alliance strength based on participant satisfaction, attendance, and clinical outcomes. While these 

studies have suggested the importance of relational dynamics and shared lived experience in 

enhancing therapeutic engagement and effectiveness, the absence of direct, validated measures 

of therapeutic alliance represents a significant methodological limitation. This gap underscores 

the need for explicit quantitative assessments of therapeutic alliance within peer-based eating 

disorder interventions to better understand relational mechanisms that drive clinical 

improvements. 
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The current study addresses these methodological limitations directly by using the 

original Working Alliance Inventory (WAI; Horvath & Greenberg, 1986) without substantial 

alteration, aside from minor semantic adjustments (e.g., substituting “therapist” with “peer 

mentor”). Maintaining the integrity of the WAI’s robust psychometric properties allows for valid 

and reliable measurement of alliance, facilitating clearer interpretation and stronger 

comparability across therapeutic contexts. By explicitly evaluating the alliance with a validated 

measure in a peer-delivered intervention, this research contributes unique and necessary insights 

into the relational factors that specifically underpin successful peer mentorship interventions for 

individuals with eating disorders. 

The Effectiveness of Alliance in the Treatment of Severe Mental Illness   

Multiple studies have supported the idea of alliance as a driving mechanism for 

therapeutic success. A meta-analysis conducted by Flückiger et al. (2018) demonstrated that the 

alliance between a provider and client is significantly associated with client outcomes. 

Regardless of the modality or treatment focus, findings from 295 independent studies that 

covered more than 30,000 patients confirmed that the strength of the alliance between the 

therapist and client is a significant factor affecting treatment success.  

One criticism directed at this research was that many therapists utilize a variety of 

modalities simultaneously which confounds the claim that the alliance prevails as a key factor of 

treatment effectiveness across differing therapeutic approaches (Krupnick et al., 1996). Krupnick 

et al. contended that researchers needed to investigate the role of alliance in forms of therapy 

other than psychodynamic interventions––which were the modalities primarily included in the 

meta-analysis.  The results from this study showed that there were high levels of alliance in each 

therapeutic condition (cognitive behavioral therapy, interpersonal psychotherapy, supportive 
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treatment, placebo group), and that high levels of alliance led to better treatment outcomes in 

depressed patients. This research lent support to the claim that the type of treatment is not 

associated with the quality or strength of the therapeutic alliance; this study found that the 

alliance accounted for 19% of the variance in depression scores. From the patient perspective, 

the alliance also seems to be one of the key factors in determining overall satisfaction with 

treatment. In one study, patients with a variety of diagnoses, receiving both inpatient and 

outpatient psychiatric services, rated their relationship with their provider as the most important 

component in their overall satisfaction with treatment and their perceptions of whether or not 

they thought they were receiving effective services (Johansson & Eklund, 2003).  

While research demonstrates the importance of the alliance in therapy, there is less 

known about the specific associations between the alliance, symptom improvement, and 

treatment engagement. One meta-analysis looked at the association among these constructs, and 

possible moderators of these associations, in psychosocial treatments for EDs by examining 

results from 20 studies (Graves et al., 2017).  Results showed that early symptom improvement 

was related to alliance quality. Alliance scores were also shown to be higher for younger (versus 

older) patients. There is, however, little research on the role of the alliance in peer interventions 

with this population. 

Exploring the Alliance in Eating Disorder Interventions  

Most psychodynamic theories place injuries to early relational paradigms as central to the 

emergence and maintenance of eating disorders, conceptualizing disordered eating behaviors as 

attempts to regulate affect and gain control in response to experiences of emotional deprivation, 

invalidation, or disrupted attachment (Tasca, 2014). According to these frameworks, many 

individuals with eating disorders have internalized relational models characterized by self-
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sufficiency, perfectionism, and emotional suppression—strategies that serve to avoid 

vulnerability but often lead to profound isolation and difficulty engaging in interpersonal 

connection (Goodsitt, 1997; Skårderud & Fonagy, 2012). As a result, the therapeutic relationship 

is frequently viewed as a vehicle for corrective relational experience—one that offers 

attunement, trust, and co-regulation in contrast to earlier relational trauma. 

Empirical research aligns with these theoretical models, consistently demonstrating that 

the quality of the therapeutic alliance is consistently correlated with treatment outcomes in eating 

disorder treatment across modalities. A comprehensive meta-analysis by Graves et al. (2017), 

which included 20 studies across different ED diagnoses and treatment settings, found a 

moderate, positive association between therapeutic alliance and symptom improvement. The 

studies included in the meta-analysis predominantly used standardized, validated measures of 

alliance—most notably the Working Alliance Inventory (WAI), the California Psychotherapy 

Alliance Scales (CALPAS), and the Helping Alliance Questionnaire (HAQ)—all grounded in 

Bordin’s (1979) tripartite model of agreement on goals, agreement on tasks, and the therapeutic 

bond. Notably, the alliance-outcome relationship was strongest when alliance was measured 

early in treatment, underscoring its potential role as a foundation for clinical change. Additional 

research has confirmed that stronger alliance is associated not only with reduced eating disorder 

symptoms, but also with improvements in depression, anxiety, treatment adherence, and overall 

quality of life. For example, Constantino et al. (2005), in a randomized controlled trial 

comparing cognitive-behavioral and interpersonal therapies for bulimia nervosa, found that 

patient-rated alliance using the WAI yielded significantly greater symptom improvement even 

after controlling for early symptom change. Similarly, Hartmann et al. (2010) assessed alliance 

using both the HAQ and session-by-session ratings and found that therapeutic alliance was 
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significantly related to outcome in patients with bulimia nervosa; alliance ruptures were 

associated with worse outcomes. From the patient perspective, the therapeutic relationship is also 

consistently cited as one of the most meaningful elements of effective treatment. In qualitative 

studies, individuals in ED treatment describe their providers’ empathy, emotional availability, 

and authenticity as essential to their willingness to engage and remain in treatment (Escobar-

Koch et al., 2012). These findings are particularly important given the high rates of treatment 

ambivalence and dropout in this population, and they suggest that alliance may serve not only as 

a mechanism of symptom change but also as a relational bridge to initial and sustained 

engagement. The current study aims to address this gap by directly examining therapeutic 

alliance in a peer mentorship intervention for eating disorders, exploring its relationship to 

engagement, clinical outcomes, and participant-reported experiences. 

Exploring the Alliance in Eating Disorder Peer Interventions  

Although therapeutic alliance is consistently recognized as a crucial element of 

therapeutic success in traditional psychotherapeutic contexts, relatively few studies have directly 

examined this construct within peer mentorship interventions specifically for eating disorders. 

However, preliminary evidence suggests alliance might also play a critical role in these peer-

based treatment settings. For instance, Ramjan et al. (2018) and Fogarty and Ramjan (2017) 

identified relational components—including feelings of empathy, mutual understanding, and 

validation—as central mechanisms through which peer support might promote recovery. Though 

these qualitative investigations did not explicitly measure therapeutic alliance using standardized 

instruments, their findings strongly suggest that a robust relational bond, conceptually akin to the 

therapeutic alliance, significantly contributes to the perceived effectiveness of peer mentorship 

from the perspective of clients. 
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To date, only one published quantitative investigation explicitly examines therapeutic 

alliance within peer-delivered eating disorder interventions. Zaitsoff et al. (2016) explored the 

therapeutic alliance in a group-based, peer-facilitated intervention targeting body image concerns 

among adolescent girls. They reported significant correlations between stronger alliances with 

peer facilitators and reductions in eating disorder risk factors, including body dissatisfaction and 

disordered eating behaviors. While promising, the generalizability of these results remains 

limited due to the study's exclusive focus on prevention rather than treatment interventions, its 

adolescent-only sample, and its group rather than individual mentorship format. 

A few other studies provide indirect evidence suggesting that relational factors 

resembling alliance may positively influence outcomes in peer mentorship interventions for 

eating disorders. For example, Beveridge et al. (2019) and Ranzenhofer et al. (2020) 

demonstrated greater treatment adherence, acceptability, and symptom improvement among 

participants assigned mentors with lived experience compared to those without, implicitly 

suggesting relational congruence—arguably reflective of a stronger alliance—as a critical driver 

of success. Nonetheless, neither study explicitly assessed therapeutic alliance using validated 

instruments, leaving the specific relational mechanisms that drive these outcomes unclear. 

Further insight comes from qualitative research specifically investigating patients' 

experiences of peer-delivered eating disorder interventions. Fogarty et al. (2019) noted that 

participants particularly valued feelings of empathy and authenticity experienced with peers, 

characteristics closely aligned with core alliance constructs of relational bond and mutual trust 

(Horvath & Bedi, 2002). Participants described these relational experiences as fostering 

motivation, emotional openness, and hope, thus echoing therapeutic alliance literature that 
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identifies these relational elements as central to positive treatment outcomes (Flückiger et al., 

2018). 

Despite the promising preliminary evidence, significant methodological limitations 

persist within existing studies. Most notably, the absence of standardized, validated measures of 

therapeutic alliance within peer-delivered interventions substantially restricts conclusions 

regarding the exact role and contribution of alliance to observed positive outcomes. Additionally, 

studies frequently use small, homogeneous samples, limiting generalizability and the potential to 

identify subtle yet clinically meaningful variations in alliance across diverse participant and 

mentor pairings (Ranzenhofer et al., 2020; Zaitsoff et al., 2016). Finally, the reliance on 

predominantly qualitative or indirect assessments of alliance emphasizes the urgent need for 

rigorous, quantitative evaluations explicitly assessing therapeutic alliance to clarify its role 

within peer interventions for eating disorders. 

The current study directly addresses these methodological and conceptual gaps by 

systematically evaluating the therapeutic alliance using a validated measure (the Working 

Alliance Inventory; Horvath & Greenberg, 1986) in the context of a rigorously conducted 

randomized controlled trial. By quantitatively and qualitatively examining alliance in 

relationships between peer mentors—both those with and without lived experience of an eating 

disorder—and mentees actively engaged in recovery, this research aims to elucidate specific 

relational dynamics critical for optimizing intervention effectiveness. Clarifying the role of 

therapeutic alliance in peer-delivered eating disorder interventions holds potential to enhance 

clinical outcomes and refine mentor training and recruitment practices, ultimately contributing to 

improved scalability and efficacy of peer mentorship models. 
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The Current Study 

Given the demonstrated success of peer-delivered interventions and the well-established 

importance of therapeutic alliance in traditional eating disorder treatment, the role of alliance in 

peer mentorship emerges as a critical and underexplored area of inquiry. While alliance has been 

identified as a significant factor related to treatment outcomes across various psychotherapeutic 

modalities, its specific contribution to peer mentorship—particularly for individuals with eating 

disorders—remains largely unexamined. This is especially notable given the relational nature of 

peer interventions and the theoretical grounding of eating disorders as disorders of relatedness. 

The current study seeks to address this gap by building on the randomized controlled trial 

conducted by Ranzenhofer et al. (2020), which found that participants who received mentorship 

from recovered peers showed greater treatment retention and symptom improvement compared 

to those mentored by individuals without eating disorder experience. However, the original trial 

did not assess therapeutic alliance or identify the relational factors that may have contributed to 

these observed differences. This study expands on prior work by directly investigating the role of 

therapeutic alliance using a validated measure, the Working Alliance Inventory – Short Form 

Revised (WAI-SR). Specifically, it examines whether alliance strength differs between the peer 

and social support conditions (i.e., mentors with versus without lived eating disorder experience), 

how alliance is associated with clinical outcomes and participant engagement, and how it may be 

influenced by mentor characteristics. In addition to utilizing quantitative measures, qualitative 

data will be analyzed to identify themes in participants’ perceptions of what made their 

mentorship experience helpful, offering deeper insight into how alliance is experienced and 

formed in peer settings. 
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The original RCT partnered with Project HEAL (Help to Eat Accept and Live™), a 

nonprofit organization that had recently introduced a mentorship initiative. In-person mentorship 

sessions were available to participants located in six metropolitan areas where Project HEAL had 

an established administrative presence, specifically Boston, Los Angeles, New York, 

Philadelphia, Pittsburgh, and San Francisco. Those residing outside these cities received 

mentorship through online video conferencing. To ensure an independent evaluation of the peer 

mentorship model, the Columbia research team, led by Dr. Ranzenhofer, maintained full control 

over study design, participant recruitment, screening, randomization, data collection, analysis, 

and the preparation of the final manuscript. 

Research Questions 

Research Question #1: Do alliance scores differ between participants mentored by peers with a 

history of an eating disorder (peer support) and participants mentored by peers without a history 

of an eating disorder (social support)? 

Research Question #2: After controlling for mentor characteristics (e.g., age, prior diagnosis, 

gender), are there significant differences in alliance scores between mentors who do and do not 

have lived experience with eating disorders? 

Research Question #3: What is the association between strength of alliance and multiple types of 

symptom reduction (depressive, anxious, eating disorder symptoms) across group types? 

Research Question #4: Is there a significant association between group type and a) alliance score; 

and b) participant engagement (number of sessions attended and number of weeks in the 

intervention)? 

Research Question #5: What do clients describe (in their own words) as the most helpful 

elements of both the peer mentorship intervention and the social support intervention? 
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Method 

Participants 

Participants (N=40) were adolescents and adults (ages 14 – 45 years) who were 

diagnosed with an eating disorder (anorexia nervosa, atypical anorexia nervosa, bulimia nervosa, 

or binge eating disorder) and treated at a level of care higher than outpatient treatment (medical 

or psychiatric hospitalization, residential, partial hospitalization, intensive outpatient treatment, 

or family-based therapy) within 6 months of study enrollment. Participants were required to be in 

outpatient treatment with a licensed provider providing care for their eating disorder and had to 

be deemed clinically stable by their provider for participation. Participants were recruited using 

online postings and through contacts with eating disorder centers and providers.  

Participants were divided into two different groups: the peer mentor condition (n=28) and 

the social support condition (n=12). In this study, only the mentees, receiving either the social 

support or peer support interventions, were study participants. Mentors in both the peer and 

social support mentorship conditions were considered the providers who delivered the content 

and provided patient participant support within each study condition. Participants were aware of 

their assigned mentorship condition and whether their mentors had lived experience of eating 

disorders. The explicit disclosure of mentor status was intentional, aligning with the study’s 

focus on the perceived impact of mentors' lived experience.  

Those mentors who were providing services for the peer mentorship condition were fully 

recovered, defined as self-reported abstinence from any eating disorder behavior for at least 2-

years at the time of mentorship. Mentors leading the social support intervention had never had 

lived experience of an eating disorder and were lay peers not in recovery themselves. Mentors, 

regardless of study condition (Peer vs. Social Support), were required to be at least 18 years old 
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at the time of the intervention. There were no requirements around education level, degree type, 

or credentials for inclusion in the study. Prior to participation in the intervention, each mentor 

candidate went through an interview process that ensured mentors possessed self-awareness, 

active listening skills, and reliability. All underwent an online training program that familiarized 

them with the study content as well as how to establish and hold boundaries with mentees. The 

program also provided instruction on listening and communication skills, managing difficult 

situations, and addressing safety concerns that could arise with mentees. Mentor training 

required 35 hours over the course of 8 weeks. Mentors attended supervision with licensed 

therapists on a weekly basis. All mentors met with their mentees for one hour weekly either 

through online and video platforms (n=11) or at in-person sites (n=29). 

There were certain key differences between mentors in the Social Support versus the Peer 

Support conditions. In addition to maintaining a 2-year period of recovery, those in the Peer 

Mentor group were expected to provide general interpersonal support through active listening, 

acting as a role model and providing general guidance based on their own lived experience. The 

program used content created by Carolyn Costin, MA, FAED (Costin & Grabb, 2012) called 

“Eight Keys to Recovery from and Eating Disorder.” Mentors in the Social Support group did 

not have lived experienced of an eating disorder. The content for this mentorship program was 

created at the Columbia Eating Disorders Clinic at the New York State Psychiatric Institute. The 

intervention did not focus on symptoms of the eating disorder and was intended to provide 

contact with a supportive individual who provided active listening and general support. 

Additionally, the mentors and mentees would participate in various leisure activities (e.g. arts 

and crafts, writing, self-care activities, etc.) during their weekly sessions. While the Peer 

Mentorship condition revolved around seeing the effects of interaction that was heavily informed 
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by the mentor’s lived experience, the Social Support Condition intended positive effects from 

mentees’ contact with a supportive individual and engagement in various interests, hobbies, and 

self-care activities outside of their eating disorder to establish a broader sense of self outside of 

ED symptomology. Although mentors received structured training focused on relational skills 

and general guidelines (e.g., Carolyn Costin's recovery principles for the peer mentorship group, 

broader social topics for the social support group), formal fidelity or adherence checks during 

mentorship sessions were not conducted. Consequently, the precise content and consistency of 

delivered interventions were not directly verified. 

The average age of patient participants in the peer mentorship condition was 26.9 

(SD=3.52). All identified as female. Patients in the peer support condition reported their race as 

Caucasian (85.7%), African-American (3.6%), Asian and Asian-American (7.1%), and biracial 

or “other” (3.6%). They reported their ethnicity as Hispanic (7.1%) and Non-Hispanic (92.9%). 

Patient participants in this group reported their eating disorder diagnosis at treatment onset as 

anorexia nervosa (64.3%), atypical anorexia nervosa (10.7%), bulimia nervosa (25%) and binge 

eating disorder (0%).  

Those patients who were assigned to a mentorship (active) condition did not select which 

type of mentorship they received; however, participants who completed the waitlist condition 

first self-selected which type of mentorship they received when they began the intervention 6 

months after the peer support and social support groups. There were 12 patients who received 

support from mentors in the social support condition. The average age of individuals in this 

group was 31 (SD=3). Patients assigned to the social support group reported gender as female 

(91.7%) and male (8.3%). Their race was reported as Caucasian (100%) and their ethnicity as 

Non-Hispanic (100%). Patients in the social support group their diagnosis at treatment onset as 
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anorexia nervosa (50.0%), atypical anorexia nervosa (25.0%), bulimia nervosa (16.7%) and 

binge eating disorder (8.3%). 

Following randomization, a t-test was performed to compare possible demographic 

differences between patients in each of the mentorship conditions regarding age. There were no 

significant differences that emerged between the two groups (p > .05). A series of chi-square 

tests were conducted to determine whether significant differences on the demographic variables 

of race, ethnicity, gender, intervention format (online vs. virtual), and diagnosis existed between 

patients assigned to the peer mentorship group and those assigned to the social support 

mentorship group. All analyses of these variables were non-significant (p > .05); that is, there 

was not sufficient evidence to conclude that the peer support group differed significantly from 

the social support group on these variables. 

The average age of the mentors in the peer mentorship condition was 28.25 (SD=4.73). 

All identified as female except for one male mentor. No demographic data were taken pertaining 

to the mentors’ race or ethnicity. Mentors in this group reported their previous eating disorder 

diagnosis (a prerequisite for being able to provide services as a “peer” mentor with past lived 

experience of an eating disorder) as anorexia nervosa (17.6%),  anorexia nervosa and binge 

eating disorder at two separate timepoints over the lifespan (5.9%), bulimia nervosa (5.9%), 

anorexia nervosa and bulimia nervosa at two separate timepoints over the lifespan (35.3%), 

anorexia nervosa, binge eating disorder, and bulimia nervosa at two separate timepoints over the 

lifespan (5.9%), and binge eating disorder (5.9%). The average age of the mentors in the social 

support mentorship condition was 21.8 (SD=1.3). All identified as female. No demographic data 

was acquired as to the mentors’ race or ethnicity. Mentors in this group had no prior eating 



THE ROLE OF ALLIANCE IN PEER MENTORSHIP     
 

38 
 

disorder diagnosis to report (a prerequisite in order to serve as a “social support” mentor without 

past lived experience) 

A t-test was performed to compare possible demographic differences between mentors in 

each of the mentorship conditions regarding age. There were no significant differences that 

emerged between the two groups (p > .05). Due to the fact that there was only one male mentor 

in the study, there was insufficient power to determine if gender produced a significant 

difference between groups. Thus, no statistical analyses were performed to this aim. 

Additionally, prior diagnosis only pertained to the peer mentorship group and is a primary 

independent variable of the study, thus it is excluded from any preliminary analyses to determine 

group homogeneity.  

Measures 

Working Alliance Inventory – Short Form Revised (WAI-SR; Hatcher & Gillaspy, 2006) 

The WAI-SR is a 12-item self-report measure of the alliance that has parallel forms for 

both clients and therapists. In this study, only the client form was administered to participants. 

The items on this form reflect Bordin’s (1979) conceptualization of the therapeutic alliance. In 

this model, there are three interdependent components of the alliance that are represented in each 

of the subscales of the WAI-SR: Goals (agreement on treatment goals between the client and 

provider); Tasks (agreement on the tasks of treatment between the client and provider); and Bond 

(the strength of the positive feelings that exist between the client and the provider). The WAI-SR 

can be analyzed by calculating scores on individual subscales and can also be interpreted by 

means of a total alliance score. Examples of the items include: “As a result of meetings with my 

mentor I am clearer as to how I might be able to change,” and “I believe my mentor likes me”). 

These items are all scored on a 1-5 point scale ranging from 1 “seldom” through 5 “always.” 
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Reported internal consistency of the WAI-SR ranges from .85 to .92 (Hatcher & Gillaspy, 2006). 

In the current sample, Cronbach’s alpha for the WAI-SR (total alliance score) was .94.   

In the present study, when relevant, terminology was altered to reflect mentorship instead 

of psychotherapy (i.e., instead of “What I am doing in therapy…” was modified to “What I am 

doing in meetings with my mentor…”). Additionally, the Likert-scale was inadvertently set to 1 

“never” through 7 “always” (rather than 1-5), and therefore, item scores were prorated (*5/7) to 

make them commensurate with the 1-5 point scale intended for the WAI-SR. 

The Eating Pathology Symptoms Inventory (EPSI) 

The EPSI is a 45-item self-report measure that evaluates an individual’s 

multidimensional eating pathology. It assesses disordered eating and cognitions to gain a sense 

of the individual’s overall psychopathology across various areas. These areas are captured by the 

8 subscales and include body dissatisfaction (dissatisfaction with body weight and/or shape), 

binge eating (ingestion of large amounts of food), cognitive restraint (cognitive efforts to limit or 

avoid eating, regardless as to whether or not attempts are successful), purging (self-induced 

vomiting, laxative use, etc.), excessive exercise (physical exercise that is intense and/or 

compulsive), restricting (concrete efforts to avoid or reduce food consumption), muscle building 

(desire for increased muscularity and muscle building supplement use), and negative attitudes 

toward obesity (negative attitudes toward individuals who are overweight or obese) (Forbush et 

al,  2014). The current study excludes the last two subscales of muscle building and negative 

attitudes towards obesity. Each sub-scale is scored on a 5-point scale from 0 – 4 and the sum of 

each sub-scale provides distinct information about the eating experiences of the individual 

(Kelsie & Forbush, 2016). EPSI scales demonstrated evidence for strong convergent 
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validity, discriminant validity, criterion-related validity, and good test-retest reliability (Forbush 

et al., 2013; Forbush et al., 2014). 

The Eating Disorder Quality of Life Questionnaire (EDQOL)  

The EDQOL (Engel et al., 2006) measures the impact of eating disorder symptoms on an 

individual’s quality of life by across four main areas of functioning: psychological (e.g., “feeling 

embarrassed or different”) physical (e.g., “weakness”), financial (e.g., “spend money from 

savings or use credit card” and “significant debt”), and work (e.g., “reduced hours at work” and 

“losing a job”). The four subscales can also be combined into a global EDQOL score. It has 25 

total items and each question is scored on a scale from 0 to 4 (0 rated as never to 4 rated as 

always) with higher scores indicating worse EDQOL. This measure has adequate internal 

consistency, validity, and test-retest reliability (Engel et al., 2006).  

Outcome Measures 

As described in the primary outcome paper (Ranzenhofer, 2020), the following well-

established and validated measures to assess eating disorder symptoms, eating disorder quality of 

life, anxiety, and depression were used: The Eating Pathology Symptoms Inventory (Forbush et 

al., 2013) Body Dissatisfaction, Restriction, and Cognitive Restraint scales; the Eating Disorder 

Quality of Life (Engel et al., 2006) assessment survey, The State Trait Anxiety Inventory (STAI) 

(Spielberger et al., 1973), and the PHQ-9 (Kroenke et al.,, 2001) 

The Spielberger State Trait Anxiety Inventory (STAI) 

The STAI is a well-established and validated self-report measure with a subset of items 

for state anxiety and another subset for trait anxiety. There are 2 subscales within this measure. 

The first is the State Anxiety Scale which assesses an individual’s current state of anxiety. 

Individuals are asked how they are feeling “right now,” and the questions gauge subjective 
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interpretations of worry, tension, apprehension and automatic nervous system arousal. The 

second subscale is the Trait Anxiety Scale which assesses the extent to which an individual is 

prone to anxiety. This includes evaluating a person’s general state of calmness, confidence, and 

security. Each subset of the STAI has 20 questions that are rated on a scale from 1 (not at all) to 

4 (very much so). Scores may range from 20 to 80 for each of the two subtests with higher scores 

indicating higher anxiety levels. The STAI has well-established validity and reliability (Beiling 

et al, 199; Kennedy et al., 2000; Spielberger et al., 1983).  

The Patient Health Questionnaire (PHQ-9) 

The PHQ-9 (Spitzer et al., 1999) is a subscale of the Primary Care Evaluation of Mental 

Disorders – a diagnostic tool containing modules on 12 different mental disorders. The PHQ-9 

consists of nine items that are each scored on a four-point Likert scale from 0 to 3 (0 rated as 

“not at all” and 3 rated as “nearly every day”). These items evaluate depressive symptoms in 

accordance with the DSM-IV. Sample items include "Over the last two weeks, how often have 

you been bothered by any of the following problems? Feeling down, depressed, or hopeless? 

Feeling bad about yourself?" The Patient Health Questionnaire demonstrates high test-retest 

reliability (r = .84) and internal consistency (Cronbach’s α = .89). It has also been highly utilized 

across both clinical and research settings (Kroenke et al., 2001). 

Engagement 

Engagement was measured by the number of sessions attended by each participant as 

well as the total number of weeks in the intervention or the total duration of their participation. 

To gauge attendance, a weekly survey was administered to the mentees that asked them, “Have 

you met with your mentor since you last filled out this survey?” Mentors also completed the 
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survey and mentor data was used when mentee data was unavailable. Meetings were considered 

‘not attended’ if neither the mentee nor the mentor filled out the survey.  

Open-Text Responses 

In order to capture additional insight as to what the experiences of the patients in this 

study were like, participants provided responses to the open-ended question, “what was the best 

or most helpful aspect of the mentorship intervention you received?” There was no word limit or 

specifications around what the content of the responses should be.  

Procedure 

 In the original RCT done by Ranzenhofer et al. (2020), participants were screened by 

telephone to determine interest and eligibility. They were informed about the study’s purpose, 

specifically that it aimed to evaluate the feasibility and efficacy of two mentorship programs in 

supporting eating disorder recovery. While no explicit incentives or specific motivations were 

described in Ranzenhofer et al. (2020), participants likely engaged in the study to receive 

structured mentorship and additional support following recent discharge from higher-level 

treatment. Those who were interested and eligible were consented and enrolled in the study. The 

patient’s clinician was then contacted and asked to provide information regarding the patient’s 

stability, height, and weight. Participants also completed online baseline questionnaires 

measuring eating disorder symptoms and quality of life as well as measures that assessed 

symptoms of depression and anxiety.  Participants were then randomized to either the peer 

support mentor group (mentors with a history of an eating disorder), to the social support mentor 

group (mentors without a history of an eating disorder), or to the waitlist condition.  As noted 

earlier, statistical tests indicated no differences in these groups on key demographic variables. 
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In addition to completing baseline assessments, participants also completed follow-up 

assessments of eating disorder symptoms, quality of life, as well as symptoms of depression and 

anxiety at the mid- and post- intervention timepoints (3 and post-6 months, respectively). At the 

conclusion of the mentorship (6 months), in addition to post-intervention outcome measures of 

depression, anxiety, and eating disorder symptoms, participants completed assessments of 

alliance and provided qualitative feedback in the form of responses to an open-text question 

regarding the most helpful aspects of the intervention. Engagement was measured throughout the 

intervention by tracking the number of sessions each patient attended with their mentor as well 

as the total number of weeks participated in the study. Participants originally assigned to the 

waitlist condition completed the same course of assessments as the first two groups; however, 

their baseline began at 6 months when they were given the option to work with a peer or social 

support mentor, and the end of mentorship, occurring at month 12, was considered the post-

intervention timepoint. 

As previously described in the original RCT (Ranzenhofer et al., 2020), the duration of 

both types of mentorship (peer mentorship and social support mentorship) was six months. Both 

types of mentorship involved a 1-hour per week virtual or in-person meeting between the mentor 

and the patient participant. Peer mentorship focused on eating disorder recovery, and session 

content was based on a curriculum developed by Carolyn Costin called “Eight Keys to Recovery 

from an Eating Disorder” (Costin & Grabb, 2012). The social support mentorship condition did 

not include programming on recovery and instead focused on hobbies and elements of self-care. 

While the initial study done by Ranzenhofer et al. (2020) only focused on differences in 

symptom presentation between social support and peer support groups, the present study focused 

on the extent to which the alliance is associated with clinical outcomes, intervention engagement, 
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and patient perception of the helpfulness of each type of mentorship group. Additionally, the 

present study explores how mentor characteristics of age and previous eating disorder diagnosis 

(for the peer support group only) are associated with alliance scores.  

     Data Analysis 

In the original study by Ranzenhofer et al. (2020), data from months 0–6 from 

participants originally assigned to the waitlist condition were used to provide a non-active 

comparison group. In the present study, data from months 6–12 from participants originally 

assigned to the waitlist condition were combined with data from participants initially randomized 

to an active intervention to examine the present research questions in a larger sample of 

participants who received mentorship either through random assignment or by self-selection after 

completing the waitlist condition. 

A total of 20 participants were initially randomized to the Peer Support group, 19 

completed the study, and 18 were included in analyses based on WAI completion. In the Social 

Support group, 18 participants were randomized, 15 completed the study, and the 12 who had 

completed the WAI were included in analyses. Among those originally assigned to the waitlist 

condition (n = 22), 15 completed the study. Of these, 13 later chose to enter the Peer Support 

group, with 10 completing the WAI and included in analyses, while the remaining waitlisted 

participants selected the Social Support group, but none completed the WAI. In total, 40 

participants completed both the study and the WAI and were included in analyses.  

Research Question 1.  

To examine whether alliance scores differed between participants receiving the peers 

support intervention (n=28) and those receiving the social support intervention (n=12), and 

independent samples t-test was conducted. This test assesses whether the means of two 
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independent groups are significantly different from one another by comparing the ratio of the 

observed difference in means to the variability within groups (Field, 2018). Prior to conducting 

the analysis, assumptions of normality and homogeneity of variances were assessed using the 

Shapiro-Wilk and the Levene’s test, respectively. Effect size (Cohen’s d) was calculated to 

quantify the magnitude of the difference between groups (Cohen, 1988). Analyses were 

conducted using SPSS. 

Research Question 2.  

 Although the initial plan was to account for mentor characteristics such as age and 

gender, further analysis indicated that these factors did not vary meaningfully across groups. The 

mean age difference between mentors in the peer support (M = 28.35, SD = 5.29) and social 

support (M = 21.8, SD = 1.3) groups was not statistically significant, and gender was not 

included as a covariate due to the overwhelming majority of mentors identifying as female, with 

only one male mentor. To explore the role of mentor characteristics in alliance, two analyses 

were conducted. First, a one-way analysis of variance (ANOVA) was conducted within the peer 

mentorship group to examine whether alliance scores differed significantly between participants 

whose mentor had the same primary eating disorder diagnosis and those whose mentor had a 

different diagnosis. Diagnosis match was determined based on alignment between the 

participant’s intake diagnosis and the mentor’s self-reported recovery diagnosis (e.g., AN, BN, 

BED, OSFED); subtypes and comorbidities were not considered. Second, a one-way analysis of 

covariance (ANCOVA) was conducted to examine whether the difference in alliance scores 

between peer and social mentors remained significant after controlling for mentor age. ANOVA 

and ANCOVA both assess whether mean differences between groups are statistically significant 

by comparing between-group variance to within-group variance (Field, 2018), with ANCOVA 
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additionally adjusting group means based on a continuous covariate. Levene’s test was used in 

both models to evaluate the assumption of homogeneity of variances. 

Research Question 3.  

To examine the association between therapeutic alliance strength and changes in clinical 

outcomes (eating disorder symptoms, eating disorder-related quality of life, anxiety, and 

depression), a two-stage analytical approach was used. First, individual slopes representing the 

rate of symptom change were calculated for each participant across baseline, 3-month, and 6-

month assessments. In the second stage, linear regression models controlling for mentorship 

group type (peer vs. social support) were used to regress these slopes onto therapeutic alliance 

scores. This controlled approach isolated the specific relationship between alliance strength and 

symptom change independently of mentorship group effects. This approach was chosen over a 

multilevel modeling framework due to considerations related to sample size and analytical 

simplicity. Prior to analysis, assumptions of linearity, normality, homoscedasticity, and 

independence of residuals were assessed.  

Research Question 4.  

To examine whether group type was significantly associated with (a) alliance scores and 

(b) participant engagement (measured by the number of sessions attended and weeks in the 

intervention), multiple linear regression analyses were conducted. Model assumptions, including 

linearity, normality of residuals, homoscedasticity, and absence of multicollinearity, were 

evaluated prior to analysis. Additionally, interaction effects between group type and alliance 

scores on participant engagement were tested but were not statistically significant, suggesting no 

moderating effect. Given the non-significance of these interactions, final models included only 

main effects.  
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Research Question 5.  

In accordance with Braun and Clarke’s (2006) approach to thematic analysis, participant 

responses to an open-text prompt inquiring about the helpful components of each mentorship 

type were thoroughly read at the outset in order to gain familiarity with the content. Each 

member of the research team (consisting of one doctoral and six master’s level students) went 

through the responses independently and then compiled a list of prominent themes that appeared 

in each participant’s response for each prompt. Then, code themes were developed by each 

member of the research team by going through participants’ responses and grouping codes 

together. This was done by differentiating between prominent themes and creating stand-alone 

categories that captured a distinct attribute of the data. The research team then met as a collective 

to compare themes and discuss the rationale behind theme formation and categorization. At this 

point in the process, code themes were either further separated into separate codes or grouped 

together if the similarity between two themes was great enough.   

Data was then examined in order to provide a name and definition for each theme, 

resulting in a codebook of prominent themes and subthemes. Lastly, themes were compared to 

the original data set, containing client descriptions in their own words, in order to confirm that 

the themes represented the coded data. Finally, four independent raters who were not originally 

involved in the collection or coding stages of the data analysis and who had been trained in 

coding procedure coded the open-text responses utilizing the codebook. Interrater reliability was 

then measured and any discrepancies in coding were resolved by examining what the majority of 

raters had concluded and discussing any differences in the four raters’ scoring with the larger 

research team until all parties reached a consensus about the final code. The frequency with 

which each theme was endorsed by participants was then recorded.  
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Results 

Research Question 1.  

An independent samples t-test was conducted to compare therapeutic alliance scores 

between participants in the peer mentorship group (n = 28) and those in the social support group 

(n = 12). Results indicated a statistically significant difference in alliance scores between the two 

groups, t(38) = 4.27, p < .001, with a large effect size (Cohen’s d = 1.48). Participants in the peer 

mentorship group reported higher alliance scores (M = 46.20, SD = 10.65) compared to those in 

the social support group (M = 28.33, SD = 15.33). Levene’s test for equality of variances was not 

significant, F(1, 38) = 1.58, p = .22, indicating that the assumption of equal variances was met. 

The 95% confidence interval for the mean difference was [9.46, 26.49], suggesting a robust 

effect favoring the peer mentorship group. Additionally, the 95% confidence interval around 

Cohen’s d ranged from 0.71 to 2.22, reinforcing the substantial magnitude of the observed 

difference (see Table 1). 

Research Question 2.  

A one-way analysis of variance (ANOVA) was conducted to examine whether diagnosis 

matching between participants and peer mentors influenced therapeutic alliance scores. Of note, 

22 mentees shared a diagnosis with their mentor, and 4 mentees did not share a diagnosis with 

their mentor. The analysis revealed no significant main effect of diagnosis matching, F(1, 24) = 

0.22, p = .64, R² = .009. The mean alliance score for participants with matched diagnoses (M = 

49.04, SE = 5.57) did not differ significantly from those without matched diagnoses (M = 46.20, 

SE = 2.37). This suggests that diagnosis matching between participants and mentors explained 

less than 1% of the variance in alliance scores and did not have a meaningful impact on the 

strength of the therapeutic alliance (see Table 2). 
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To further evaluate whether other mentor characteristics might account for group 

differences in alliance, a one-way analysis of covariance (ANCOVA) was conducted to 

determine whether the significant group difference between peer and social mentorship persisted 

after adjusting for mentor age. Results indicated that the main effect of group remained 

significant, F(1, 30) = 10.09, p = .003, whereas the covariate of age was non-significant, F = 

0.28, p = .60. The final model accounted for 25.2% of the variance in alliance scores (R² = .25), 

supporting the conclusion that group type accounted for the observed difference in alliance rather 

than age (see Table 3). 

Research Question 3. 

Regression analyses were conducted to examine whether therapeutic alliance was 

associated with changes in anxiety, depression, body satisfaction, and well-being, as measured 

through individual slopes representing the rate of change in each outcome (e.g., PHQ9_slope for 

depression). The results indicated that therapeutic alliance was not significantly correlated with 

changes in anxiety (STAI slope: B = −0.03, t(36) = −1.73, p = .092) or body satisfaction (EPSI 

BD slope: B = −0.01, t(36) = −.76, p = .45). Similarly, no significant relationship was found 

between therapeutic alliance and changes in well-being (EDQOL slope: B = -0.001, t(36) = -.49, 

p = .63). However, a significant relationship was found between the strength of alliance and 

symptom improvement in patient depression scores (PHQ9 slope: B = −0.02, t(36) = −2.17, p = 

.04) (See Table 4). 

Research Question 4.  

Multiple regression analyses were conducted to examine the relationship between 

therapeutic alliance, group type (peer vs. social support), and their interaction on participant 

engagement, as measured by session attendance and weeks of participation. For session 
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attendance, the overall model accounted for 31.5% of the variance (R² = .315, F(3, 36) = 5.52, p 

= .003). Therapeutic alliance emerged as a significant factor (B = 0.28, t(36) = 3.43, p = .001), 

indicating that higher alliance scores were associated with greater session attendance (see Table 

5). However, neither group type (B = −1.92, t(36) = −0.74, p = .462) nor the interaction between 

group type and alliance (B = 0.24, t(36) = 1.46, p = .15) were significantly associated with 

session attendance. 

In a second regression analysis examining weeks of participation, the model accounted 

for 27.0% of the variance (R² = .270, F(3, 36) = 4.45, p = .009). Therapeutic alliance again 

emerged as a significant factor (B = 0.21, t(36) = 2.12, p = .04), indicating that stronger alliance 

scores were associated with more weeks of participation (see Table 6). Neither group type (B = 

2.98, t(36) = 0.96, p = .345) nor the interaction term (B = 0.26, t(36) = 1.31, p = .20) were 

significantly associated with weeks of participation. While alliance is a key factor influencing 

engagement, group type and its interaction with alliance scores do not significantly correlate with 

participant engagement in terms of either session attendance or duration of participation. 

Research Question 5.  

Perceived Benefits of Mentorship Interventions: Social Support Group 

 Thematic analysis of responses from participants in the social support group (n = 12) to 

the question, "What was the best or most helpful aspect of the mentorship intervention you 

received?" yielded five primary themes (see Table 7). The most frequently endorsed response 

was "it pushed me to be social" (32%; 6 participants). This theme highlighted the role of 

mentorship in encouraging participants to engage with others, suggesting an emphasis on social 

connection as a key benefit of the intervention. Another theme, "not helpful/NA/I don’t know," 

was reported by 26% of participants (5 participants), indicating that some individuals did not 
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find the intervention beneficial or were uncertain of its impact. Additionally, "not focusing on the 

ED" emerged as a positive aspect for 21% of respondents (4 participants), suggesting that 

participants valued an approach that provided relief from an exclusive focus on their eating 

disorder. Less commonly reported themes included "my mentor was friendly" (11%; 2 

participants) and "feeling of connection" (5%; 1 participant). Based on these results, there is 

variability in participants’ perceptions of the social support intervention’s effectiveness and 

focus. 

Perceived Benefits of Mentorship Interventions: Peer Support Group 

 Participants in the peer mentorship group (n = 28) responded to the same question with a 

broader range of endorsed benefits (see Table 8). The most frequently cited theme was "hope 

about recovery from someone recovered" (33%; 8 participants), emphasizing the motivational 

impact of hearing success stories from recovered peers. Similarly, "talking to someone with a 

shared experience of ED" and "unconditional support and validation" were each reported by 

29% of respondents (7 participants each). These themes highlight the importance of shared lived 

experiences and emotional validation in the peer mentorship context. Additional themes included 

"someone to talk to about my ED" (25%; 6 participants), reflecting the value of having an outlet 

for discussing eating disorder-related concerns, "I liked my mentor/they were friendly" (8%; 2 

participants), and "advice/a different perspective" (8%; 2 participants). Peer mentorship seemed 

to provide a multifaceted support system, with a particular emphasis on recovery-oriented 

encouragement and shared understanding. 

Discussion 

This study provides preliminary insights into the role of therapeutic alliance within peer 

mentorship interventions for individuals with eating disorders, highlighting the unique strengths 
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and complexities of such relationship-driven elements. The results demonstrate that peer 

mentorship—characterized by mentors with lived experiences of eating disorders—significantly 

enhances therapeutic alliance compared to social support provided by mentors without similar 

lived experience. Specifically, participants in the peer mentorship condition reported stronger 

alliance scores, which may reflect greater empathy, authenticity, and relational depth facilitated 

by shared experiences, although these specific relational factors were not directly measured in 

the present study.. This finding aligns with theoretical expectations and prior research 

emphasizing relational bonds as central to therapeutic effectiveness, especially for individuals 

experiencing shame, isolation, or distrust associated with eating disorders. 

Contrary to initial hypotheses, demographic factors such as mentor age and precise 

diagnostic matches between mentors and participants did not significantly affect alliance 

formation. These findings challenge prevailing assumptions about the necessity of demographic 

and diagnostic alignment in peer mentorship relationships, suggesting instead that broader 

relational skills and general shared lived experiences play a more critical role in fostering 

therapeutic connection. 

Interestingly, therapeutic alliance was found to be significantly associated with 

improvements in depressive symptoms, but it was not correlated with improvements in anxiety, 

body satisfaction, or eating disorder-related quality of life. Despite alliance strength correlating 

strongly with increased participant engagement and retention, its direct link to symptom 

reduction was specific to depressive symptoms. These results suggest that while therapeutic 

alliance serves as a foundational factor facilitating engagement broadly, it may exert a 

particularly potent effect on affective outcomes, such as depression, emphasizing the importance 
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of integrating targeted evidence-based therapeutic strategies within relationally supportive 

interventions to comprehensively address the full spectrum of eating disorder symptoms. 

Qualitative data further emphasized the distinct relational benefits unique to peer 

mentorship, notably validating shared experiences, instilling hope for recovery, and offering 

meaningful emotional support—elements particularly well-suited to alleviating depressive 

symptoms marked by isolation and hopelessness. Conversely, participants receiving social 

support more frequently described the intervention as less directly impactful in a relational sense, 

emphasizing general social engagement rather than targeted or recovery-oriented support. 

Overall, these findings highlight the important role of the therapeutic alliance in peer-

based mentorship interventions, particularly regarding depressive symptom improvement, while 

also suggesting the need for integrating structured therapeutic elements alongside strong 

relational foundations. They also underscore the potential benefit of employing alternative or 

complementary measures of alliance that might more fully capture the unique relational 

dynamics present between mentors and mentees in peer interventions for eating disorders. The 

results further suggest a need for nuanced mentor training approaches that prioritize relational 

competencies, strategic self-disclosure, and recovery-focused narratives to optimize engagement 

and enhance clinical effectiveness in peer-delivered interventions for eating disorders. 

The Difference in Alliance between Those with and without Lived ED Experience 

A central aim of this study was to determine whether participants receiving a peer support 

intervention (where mentors had lived experience of an eating disorder) would report 

significantly different alliance scores compared to those receiving a social support intervention 

(where mentors did not have lived experience). Given the theorized importance of shared 
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experiences in fostering empathy, trust, and collaboration, it was hypothesized that the peer 

support group would form a stronger therapeutic alliance than the social support group. 

Analyses supported this hypothesis: participants in the peer support group reported significantly 

higher alliance scores than those in the social support group. These results align with previous 

research indicating that shared lived experience fosters deeper alignment and relational 

connectivity, which are key components of a strong alliance (Perez, 2014; Simonds & Spokes, 

2017). By having similar past struggles of an eating disorder, mentors may be perceived as more 

relatable, trustworthy, and authentic, allowing participants to feel safer and more understood in 

ways not typically possible with mentors who lack lived experience (Adame & Leitner, 2008). 

Notably, mentors in this study met a stringent recovery criterion—sustained remission from an 

eating disorder for at least two years—which is significant given the typically high relapse rates 

and chronicity of eating disorders. This prolonged recovery period likely provided peer mentors 

with distinctive relational insights and emotional resources beneficial to forming stronger 

therapeutic alliances, potentially contributing to the alliance advantages observed in this study. 

From a theoretical standpoint, the results also align with Bordin’s (1989) 

conceptualization of the therapeutic alliance (bond, goal and task alignment). Peer mentors may 

excel at building the emotional bond component because they can directly relate to the 

challenges and fears of individuals with eating disorders. Their lived experience could provide a 

credible sense of hope and modeling of recovery (Ranzenhofer et al., 2020). Patient participants 

could feel more bought in to follow treatment recommendations, as their peer mentor, who 

demonstrates recovery success, is an indirect advocate for engagement. Additionally, the alliance 

advantage observed in the peer group is notable given the highly defended nature of clients with 

eating disorders, who often struggle with shame, secrecy, and distrust of authority. Having a peer 
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mentor who has been in their position could create the impression that said individual would 

have compassion and understanding for the patient participate, being able to relate to them rather 

than judge them (Escobar-Koch et al., 2012). However, these findings should also be considered 

in light of differences in conversational content between conditions. The peer support condition 

explicitly emphasized recovery-oriented topics, whereas the social support condition focused 

primarily on broader social engagement. Thus, observed differences in therapeutic alliance likely 

reflect the interplay between mentors’ lived experiences and the intervention’s specific 

conversational focus. 

Mentor Characteristics and Alliance 

Initially, it was hypothesized that having demographic and diagnostic similarities 

between a peer mentor with lived experience of an eating disorder and their patient mentee 

would have a positive effect on alliance. The study explored if having a matched eating disorder 

diagnosis between mentor and participant would lead to stronger alliance scores due to perceived 

similarities and enhanced mutual understanding. Additionally, mentor age was evaluated to 

determine if age differences influenced the strength of the therapeutic alliance. 

Results indicated no significant difference in alliance scores based on diagnosis matching 

between participants and their peer. Additionally, mentor age did not significantly impact 

alliance) after being controlled for statistically, although the type of support provided (peer 

support vs. social support) remained significantly associated with stronger alliance. These 

findings suggest that neither precise diagnostic alignment nor mentor age significantly influence 

the quality of therapeutic alliance in this peer-based intervention, whereas general shared lived 

experience does significantly enhance alliance formation. 
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The absence of significant differences based on precise diagnosis matching provides 

some insight into the nature of effective peer support interventions. Although previous research 

has consistently demonstrated that peer-based programs leveraging general shared experiences 

can foster strong therapeutic alliances (Lloyd-Evans, 2014; Ranzenhofer et al., 2020), this study 

highlights that the exact alignment of diagnoses between mentors and mentees may not be as 

critical. This finding finds consistency with Bordin’s (1989) conceptualization of the alliance, 

which emphasizes the relational and emotional aspects, rather than demographic or diagnostic 

parallels as those factors that matter most. Thus, it is possible that the effectiveness of peer 

mentorship may derive less from precise similarities and more from the mentors' abilities to 

demonstrate empathy, alignment, and emotional support for individuals with eating disorders 

(Simonds & Spokes, 2017). 

A potentially meaningful implication of these findings relates to provider self-disclosure 

practices, which have historically been a topic of clinical debate within eating disorder treatment 

settings. Clinicians and lay providers alike tend to be hesitant in terms of sharing their own 

eating disorder histories due to fears of negatively impacting rapport, overshadowing patient 

experiences, or shifting the therapeutic focus from patient to the provider (Costin & Johnson, 

2002; de Vos et al., 2016). Research conducted by the Academy for Eating Disorders (AED) 

indicates that a large proportion of eating disorder clinicians have personal histories of EDs, yet 

they frequently refrain from disclosing these experiences due to worries about professional 

boundaries, feelings of shame about a past diagnosis, or the perception of potentially detrimental 

effects on therapeutic relationships (Warren et al, 2013; Barbarich-Marsteller et al, 2021). 

The current study’s findings, however, that precise diagnosis matching is not essential for 

fostering a strong therapeutic alliance, may offer some support for greater flexibility and 
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openness around self-disclosure practices. Rather than focusing on exact diagnostic matches or 

other specific details about a provider’s lived experience, disclosures can instead utilize more 

general language, implications that hint at shared experience, or sharing about broader common 

experiences of struggle and recovery, helping mentors foster an alliance through authenticity, 

validation of the patient experience, and shared humanity rather than precise experiential 

alignment. Such an approach could serve to mitigate clinician concerns, reduce stigma, and 

encourage more intentional, effective, and patient-centered disclosure practices. 

At the same time, these findings point to the importance of structured training and 

supervision across supporter roles—including peer mentors, therapists, and other eating disorder 

providers—in how to use self-disclosure with clinical intention and care. While research 

suggests that careful self-disclosure can foster therapeutic alliance, empathy, and hope (Barnett, 

2011; Hill & Knox, 2002), inappropriate or poorly timed disclosure may shift focus away from 

the patient or increase risk of harm—particularly in populations vulnerable to comparison, 

shame, or self-criticism, as is common among individuals with eating disorders (Costin & 

Johnson, 2002; Skårderud & Fonagy, 2012). Clinical training should therefore emphasize how to 

balance authenticity with therapeutic containment, offering strategies for disclosures that are 

limited, relevant, and attuned to patient readiness and therapeutic relevance. Providers of all 

kinds must be vigilant in recognizing when disclosures arise from unresolved provider 

experiences rather than patient needs (Barbarich-Marsteller et al., 2021; Knox et al., 1997). As 

this study suggests, shared experience may enhance alliance through perceived understanding 

and trust—but the therapeutic benefit likely depends on how that experience is communicated. 

When ethical intention and clinical awareness are balanced by boundaries and a client-centered 

approach, self-disclosure can function as a beneficial therapeutic tool rather than as a factor to be 
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avoided or one that could potentially harm successful clinical outcomes or the patient experience. 

. The non-significant finding regarding mentor age reinforces the notion that relational 

skills and mentorship qualities, rather than age, play the more important role in building 

successful therapeutic relationships. Practically, this result also advocates for considering the 

possibility that mentor training programs could prioritize relational competencies and skills, 

active listening, emotional responsiveness, and strategic self-disclosure management over rigid 

matching procedures based on age or other demographic attributes. 

Overall, these findings clarify critical aspects of peer mentorship effectiveness for 

individuals with eating disorders, specifically challenging the assumption that precise diagnostic 

or demographic matches significantly influence therapeutic alliance. Instead, the evidence 

provides some support for the prioritizing of relational authenticity, empathy, general shared 

lived experience, and careful management of self-disclosure in mentor selection and training. 

This could reduce barriers to effective mentorship implementation, enhance the scalability of 

interventions, and support more flexible and patient-centered treatment approaches within eating 

disorder treatment initiatives. 

Alliance and Clinical Outcomes 

One of the most intriguing aspects of this study was how the strength of the therapeutic 

alliance related to clinical outcomes. Higher WAI-SR alliance scores were associated with a 

greater reduction in depression scores over the course of mentorship.. In contrast, alliance scores 

were not significantly related to the rate of change in anxiety symptoms or in eating disorder 

symptom measures, such as body dissatisfaction.. Additionally, there was no significant 

relationship between alliance and change in eating disorder-specific quality of life.). These 

findings suggest that, while a strong alliance may not lead to improvement across all areas, it 
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does play a specific, measurable role in improving depressive symptoms in the context of peer 

mentorship. 

The fact that therapeutic alliance was significantly associated with reduced depression 

but not changes in core eating disorder pathology is worth noting. Depression is an affective 

condition often marked by hopelessness, low self-worth, and social withdrawal – feelings that 

can be directly offset through a validating and supportive relationship. Thus, it makes sense that 

participants who felt a stronger emotional bond and support from their mentor experienced 

greater relief in depressive symptoms. This result aligns with a large body of literature indicating 

that common relational factors like alliance, warmth, and empathy have particularly potent 

effects on depression outcomes (Cuijpers et al., 2019; Flückiger et al., 2018). Some research 

suggests that the alliance is most impactful when affective symptoms such as hopelessness and 

demoralization are present, because the relationship itself functions as a corrective emotional 

experience (Horvath & Bedi, 2002; McCarthy et al., 2017). In peer mentorship models, the 

mentor’s ability to convey understanding and instill hope may directly counteract the loneliness 

and despair that often accompany depression in the context of an eating disorder. The mentee, 

feeling heard and supported by someone who has “been in their shoes,” might develop an 

increased sense of hopefulness and self-worth, which translates into reduced depressive 

symptoms. The affective bond component of the alliance (i.e. the positive feelings the participant 

has toward the mentor) appears to drive improvement in mood. This interpretation is reinforced 

by the qualitative feedback, where many participants in the peer condition described 

experiencing authentic understanding, validation, and hope from their mentors – experiences that 

can be antidotes to depression. 
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On the other hand, the lack of a direct association between alliance strength and 

improvements in eating disorder-specific outcomes (i.e. body dissatisfaction or eating disorder 

quality of life) deserves careful consideration. It may be that while the alliance lays a foundation, 

it is not sufficient to produce short-term changes on its own in entrenched disordered eating 

behaviors or attitudes. Eating disorders often involve rigid cognitive-behavioral patterns (e.g., 

body image distortion, habitual behaviors around food) that may require more structured, 

targeted interventions beyond the scope of supportive mentorship. While mentors did 

demonstrate the ability to foster strong relational bonds in this intervention, they were not 

delivering specialized therapeutic techniques for eating disorder symptoms. Therefore, a 

participant could feel very close to their mentor and benefit emotionally (reflected in improved 

mood or hope) yet still struggle with body dissatisfaction or eating behaviors that were not 

directly addressed. This outcome echoes prior research showing that alliance, while critical, does 

not always translate to symptom change unless accompanied by specific therapeutic strategies 

tailored to those symptoms (Wilson et al., 1999). In the context of peer support, therapeutic 

alliance may facilitate engagement and create openness to change, but actual reduction in eating 

disorder pathology might only occur when that strong alliance is leveraged to deliver or 

encourage evidence-based interventions (e.g., cognitive-behavioral techniques, nutritional 

interventions, etc.). Alliance could be the vehicle that allows therapeutic work to happen, but the 

content of that work may still matter more for certain outcomes.  

The structure of the WAI-SR itself may also help explain why alliance was significantly 

associated with depressive outcomes, but not directly with eating disorder-specific symptom 

change. The WAI-SR emphasizes cognitive and goal-oriented aspects of the therapeutic 

relationship—namely, agreement on tasks and goals, and the presence of a positive affective 
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bond (Hatcher & Gillaspy, 2006; Horvath & Greenberg, 1989). These dimensions may be more 

immediately relevant to participant motivation, commitment, and emotional well-being rather 

than directly altering deeply entrenched cognitive-behavioral symptoms. Additionally, other 

validated alliance measures like the California Psychotherapy Alliance Scales (CALPAS; 

Marmar et al., 1989), the Helping Alliance Questionnaire (HAQ; Luborsky, 1976), the Peer 

Support Evaluation Inventory (PSEI; Solomon, 2004), or the Recovery-Promoting Relationships 

Scale (RPRS; Russinova et al., 2011) might have captured relational dimensions more central to 

peer mentorship, such as mutuality, authenticity, and validation, potentially revealing broader 

symptom associations. 

It is also worth considering whether the measurement of “eating disorder symptoms” was 

sufficiently comprehensive or sensitive. The study primarily examined body dissatisfaction (and 

overall quality-of-life) as indicators; other symptom domains were not the focus of the 

quantitative or qualitative analysis. It is possible that alliance could influence some aspects of 

eating disorder behavior indirectly by increasing openness to treatment or honesty about 

symptoms, which could lead to improvements not captured during the study’s timeframe. 

Additionally, the duration of the mentorship (and follow-up) in this study might have been too 

short to observe alliance-driven changes in deeply ingrained eating disorder symptoms. Many 

participants noted that simply having someone who understood them was a huge benefit – a 

factor likely to improve their confidence and reduce isolation, even if changing behaviors takes 

longer. Self-efficacy is one outcome that we did not measure directly but is likely relevant here. 

Strong alliances tend to enhance patients’ belief in their ability to overcome challenges (Marcus 

et al., 2014), and qualitative reports from the peer group (e.g., feeling hopeful about recovery 

after seeing someone who recovered) suggest that mentees may have experienced a boost in self-
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efficacy. This rise in self-efficacy and hope, fostered by the alliance, could be a precursor to 

behavior change that might manifest beyond the study period. Prior research on peer support in 

addiction and mental health contexts has found that the supportive bond is linked to greater self-

efficacy and empowerment in managing one’s illness (Cook et al., 2012; Tonigan & Rice, 2010; 

Witbrodt et al., 2012). It makes sense that participants who felt a strong positive affect toward 

their mentor, feeling understood and supported, might have grown more confident in their 

recovery capabilities, even if measurable eating disorder symptom reduction did not occur 

immediately. It is worth considering that the psychological improvements in hope, self-efficacy, 

reduced feelings of shame that come with a strong alliance may be leading indicators of later 

symptom improvement and that a program that is successful in forging strong alliances could set 

the stage for recovery, even if the immediate symptom changes are modest.  

The therapeutic alliance in a peer mentorship context appears to exert its primary clinical 

influence on affective and experiential outcomes like mood, hope, and engagement, rather than 

directly on specific eating disorder behaviors within the short term. The alliance was a 

significant factor in reduced depression, highlighting its therapeutic power in addressing 

emotional suffering. However, its lack of direct effect on eating disorder symptomatology 

indicates the need for an integrative approach, combining the relationship-driven support with 

targeted interventions. The findings underscore that a strong alliance is a necessary foundation – 

one that likely enhances overall well-being and readiness to change – but by itself may not be 

sufficient to conquer the multifaceted symptoms of an eating disorder. This interpretation 

reinforces the importance of viewing peer mentorship as one component of a comprehensive 

treatment plan. From an implementation perspective, ensuring mentors can build a warm, 
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trusting bond is critical, but so is providing a framework or resources for mentees to translate 

that support into concrete recovery-focused actions. 

Therapeutic Alliance as a Mechanism for Engagement 

This portion of the study aimed to investigate whether therapeutic alliance and group type 

(peer support versus social support) significantly impacted participant engagement, defined as 

the number of sessions attended and weeks in the intervention. To explore these relationships, 

two separate multiple linear regression analyses were conducted. Interaction terms between 

therapeutic alliance and group type were initially tested but were not statistically significant and 

therefore removed from the final regression models. 

Results demonstrated that therapeutic alliance was significantly associated with both 

measures of participant engagement. Specifically, higher therapeutic alliance scores were 

significantly associated with increased session attendance and a greater number of weeks 

participants remained active in the intervention. In contrast, neither group type alone (peer vs. 

social support) nor the interaction between therapeutic alliance and group type emerged as 

significant factors for either measure of engagement. Specifically, group type was not 

significantly related to session attendance or weeks in the intervention. Likewise, the effect of 

therapeutic alliance on engagement did not differ depending on group type when working 

alliance was included in the model. 

These findings are consistent with the broader literature highlighting the crucial role of 

therapeutic alliance as a central mechanism for promoting participant engagement, especially 

within treatments for eating disorders, a clinical population characterized by high dropout rates 

and significant challenges with sustained participation (Fassino et al., 2009; Linardon et al., 

2018). Therapeutic alliance, as measured by the Working Alliance Inventory–Short Revised 
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(WAI-SR), reflects the bond, mutual goals, and agreement on therapeutic tasks between 

participants and mentors (Hatcher & Gillaspy, 2006; Horvath & Greenberg, 1986). Additionally, 

this finding suggests that the critical factor influencing sustained participation was not simply the 

presence or absence of shared lived experience (peer vs. social support), but rather the actual 

quality and strength of the interpersonal connection formed between participants and their 

mentors. It is possible that mentors’ ability to foster trust, validation, empathy, and motivation—

core elements of a strong therapeutic alliance—drove engagement more than experiential 

similarities alone. These findings underscore the primacy of relational quality in promoting 

continued patient involvement and highlight therapeutic alliance as a foundational element in 

designing and implementing effective mentorship programs for individuals with eating disorders.  

Qualitative Insights into Participant Experiences 

Qualitative analyses enriched the quantitative results, offering a nuanced understanding 

of participant experiences across both the peer mentorship and social support interventions. 

Using thematic analysis based on Braun and Clarke’s (2006) method, participant responses were 

examined to the prompt, "What was the best or most helpful aspect of the mentorship 

intervention you received?" Clear thematic differences emerged between the two mentorship 

types (peer vs. social support), elucidating why peer mentorship may have fostered stronger 

relational experiences, engagement, and specific symptom improvements such as reduced 

depressive symptoms compared to the social support intervention. 

Participants in the peer mentorship group identified several distinct and meaningful 

benefits associated with their experience. Most frequently endorsed was the theme of receiving 

"hope about recovery from someone recovered" (33%, n = 8), demonstrating the motivational 

and inspirational impact of witnessing successful recovery in peers. Additionally, themes of 
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"talking to someone with a shared experience of an eating disorder" and "unconditional support 

and validation" each emerged prominently (29%, n = 7 participants each). These findings align 

closely with theoretical frameworks in peer support literature, emphasizing the powerful 

therapeutic effect of shared lived experiences and mutual identification, which promote feelings 

of empathy, trust, reduced isolation, and improved mood (Adame & Leitner, 2008; Repper & 

Carter, 2011). 

The presence of themes like "someone to talk to about my eating disorder" (25%, n = 6) 

further underscores participants' need for focused, recovery-oriented conversations specifically 

addressing their disorder. Less commonly endorsed yet noteworthy were themes around enjoying 

the friendliness of the mentor ("I liked my mentor/they were friendly," 8%, n = 2) and receiving 

helpful "advice or a different perspective" (8%, n = 2). Collectively, these insights highlight that 

peer mentorship provided multifaceted emotional and practical support, with particular emphasis 

on recovery-specific narratives and relational depth, significantly contributing to higher 

therapeutic alliance, engagement, and alleviation of depressive symptoms. 

Conversely, thematic analysis of responses from social support group participants (n = 

12) indicated qualitatively different benefits and less overall certainty or satisfaction regarding 

the intervention’s impact. The most frequently identified benefit, endorsed by 32% of 

respondents (n = 6), was that the mentorship "pushed me to be social," emphasizing the 

intervention’s role in encouraging general social interaction and connectedness. However, a 

substantial proportion (26%, n = 5) described the intervention as "not helpful," "N/A," or 

expressed uncertainty ("I don’t know"), reflecting ambivalence or potential dissatisfaction with 

the social support received. Additionally, a subset of participants valued the intervention 

precisely for its avoidance of eating disorder-specific topics ("not focusing on the ED," 21%, n = 
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4), indicating that for some, relief from constant disorder-related discourse may be beneficial. 

Minor themes like "my mentor was friendly" (11%, n = 2) and a general "feeling of connection" 

(5%, n = 1) also emerged but were less robustly endorsed compared to peer support themes. 

These qualitative differences illuminate potential mechanisms underlying the quantitative 

findings, particularly regarding therapeutic alliance, engagement, and symptom improvement in 

depression. The peer mentorship model, through the lens of lived recovery experience, appeared 

uniquely positioned to foster deeper emotional bonds, motivation, and trust—factors identified in 

the literature as critical for effective therapeutic alliance formation (Flückiger et al., 2018; 

Hatcher & Gillaspy, 2006). The emphasis on hope, validation, and direct, empathetic 

understanding in peer mentorship aligns with established theories proposing that shared 

experiences create a powerful context for authentic emotional connections, crucial for sustained 

treatment engagement and directly addressing depressive symptoms characterized by isolation 

and hopelessness (Repper & Carter, 2011). This qualitative emphasis on relational and 

motivational processes may help explain why therapeutic alliance was significantly associated 

with improvements in depressive symptoms, serving as a direct emotional support that mitigates 

these symptoms. 

However, these qualitative findings also suggest that standard alliance measures like the 

WAI might not fully capture the unique relational qualities integral to peer mentorship, such as 

mutuality, authenticity, and emotional resonance. The WAI primarily assesses agreement on 

goals, tasks, and the general affective bond, which might not explicitly address the depth of 

emotional resonance, validation, and shared identity frequently described by participants as 

central benefits of peer mentorship. Employing additional instruments specifically developed for 

peer-based interventions, such as the Peer Support Evaluation Inventory (PSEI) or the Recovery-
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Promoting Relationships Scale (RPRS), could provide deeper insights into these distinctive 

relational mechanisms. Such instruments might better capture the subtle, yet clinically relevant, 

nuances of relational support that contribute significantly to participant engagement and 

symptomatic improvement in peer-delivered contexts. 

In contrast, the mixed responses in the social support condition may suggest that without 

a foundation in shared lived experiences, participants may have perceived the intervention as less 

targeted or personally meaningful. The ambivalence expressed by social support participants 

might indicate that generic supportive interactions alone, without explicit recovery-focused 

dialogue or relatable narratives, may not be as impactful for individuals navigating eating 

disorders. Furthermore, the strong preference for peer mentors with explicit lived experience 

highlights participants' agency in selecting relationships that offered credible and authoritative 

insights into recovery. The pronounced qualitative emphasis on hope, credibility, and 

authenticity suggests that participants actively sought and highly valued mentors perceived as 

capable of deeply empathizing with their experiences and instilling genuine hope for recovery. 

This heightened sense of agency and the resulting relational depth likely contributed significantly 

to the therapeutic alliance and overall engagement, potentially explaining the superior depressive 

symptom improvement observed within the peer mentorship condition. 

These qualitative insights emphasize the importance of intervention context and design. 

They suggest that mentorship interventions leveraging peer mentors’ lived experiences to 

facilitate recovery-oriented conversations, emotional validation, and hope may provide a unique 

relational advantage that transcends general support and positively influences therapeutic 

outcomes, particularly depressive symptoms. 
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Implications for Practice and Intervention Design 

Overall, the findings from this study offer important implications for clinical practice and 

the design of interventions targeting eating disorders. Given the robust effectiveness of peer 

mentorship in fostering therapeutic alliance and enhancing participant engagement, clinical 

programs are strongly encouraged to prioritize peer-based mentorship interventions as a core 

component of treatment. Specifically, the finding of significantly higher therapeutic alliance 

scores in the peer mentorship group underscores the importance of utilizing mentors with lived 

experience to promote sustained participation in treatment, a critical challenge frequently 

observed in eating disorder interventions (Linardon et al., 2018). 

Training protocols for peer mentors should explicitly focus on developing relational 

competencies, emphasizing skills such as empathy, emotional validation, active listening, and the 

strategic use of personal recovery narratives. Peer mentors benefit from structured training that 

cultivates these interpersonal skills, aligning with best practices and established competencies 

identified in peer intervention programs (Repper & Carter, 2011). Mentorship programs must 

emphasize the mentors' capacity for relational authenticity, emotional attunement, and 

empathetic engagement, qualities consistently foundational to effective therapeutic alliances. 

The study’s quantitative analyses revealed that precise diagnostic matching (and mentor 

age did not significantly influence the therapeutic alliance. These results suggest a departure 

from traditional practices that prioritize precise demographic or diagnostic matching between 

mentors and mentees. Mentorship programs can adopt a more flexible and inclusive approach to 

mentor recruitment, prioritizing interpersonal abilities, emotional intelligence, and sustained 

recovery status over exact diagnostic or demographic matches. Such broadened criteria can 
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substantially expand the potential pool of effective mentors, enhancing program scalability and 

participant accessibility. 

Importantly, the results demonstrated that therapeutic alliance was significantly 

associated with participant engagement and sustained involvement, whereas mentorship group 

type alone did not independently determine retention. Given that treatment dropout remains a 

persistent barrier to effective intervention for eating disorders (Linardon et al., 2018), 

strategically focusing intervention training and development efforts on alliance-building skills, 

rather than exclusively on shared lived experience or mentor group identity, presents a promising 

avenue for enhancing participant retention and sustained engagement. Future research should 

further investigate specific mentor characteristics and behaviors that most effectively foster 

therapeutic alliance and explore whether improvements in alliance-driven engagement ultimately 

translate into long-term symptom improvement and recovery maintenance.  

The study found that therapeutic alliance was related to significant improvements in 

depressive symptoms, though it did not directly translate into significant improvements in 

clinical symptoms for, eating disorder-specific psychopathology, or eating disorder-related 

quality of life.. These findings suggest that mentorship programs may particularly benefit from 

emphasizing relational aspects of intervention when addressing depressive symptoms, alongside 

strategically integrating evidence-based therapeutic techniques for other symptom domains. 

Structured interventions such as guided cognitive-behavioral techniques addressing maladaptive 

eating behaviors, anxiety management through exposure or distress tolerance exercises, and 

mood regulation strategies (e.g., behavioral activation) could leverage established alliances and 

further enhance measurable clinical outcomes (Fairburn, 2008; Fairburn, Cooper, & Shafran, 

2003). 
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Qualitative findings highlighted the critical importance participants placed on recovery-

oriented hope, unconditional validation, and shared lived experiences as central benefits of peer 

mentorship. These insights suggest mentorship interventions should deliberately foster hope-

based narratives and recovery-focused interactions as core therapeutic mechanisms. Peer 

mentorship programs could intentionally integrate narrative therapy approaches to enhance 

motivation, reduce stigma, and promote sustained recovery outcomes through empowerment and 

identity reformation (Andresen et al,2003; White & Epston, 1990). 

These qualitative insights provide valuable context for the quantitative finding that 

alliance was significantly associated with improvements specifically in depressive symptoms. 

Peer mentorship’s significant relational advantages primarily establish an emotionally safe, 

supportive, and motivating environment, serving as an essential precursor or adjunct to 

symptom-targeted interventions, particularly for affective symptoms. Thus, future mentorship 

interventions might best function as part of multi-modal treatment approaches, complementing 

evidence-based therapeutic content (e.g., CBT-E, DBT, Family-Based Therapy) with relational 

support to optimize clinical effectiveness. 

This study also informs ongoing discussions regarding provider self-disclosure practices. 

Clinicians and mentors often hesitate to disclose personal eating disorder histories due to 

concerns about therapeutic rapport or shifting therapeutic focus. The demonstrated effectiveness 

of shared lived experiences, regardless of specific diagnostic matching, supports greater 

flexibility in self-disclosure practices. Mentor training should incorporate careful instruction on 

thoughtful self-disclosure, balancing authenticity with therapeutic boundaries to ensure 

disclosures enhance therapeutic relationships and minimize risks (Barbarich-Marsteller et al., 

2021; Costin & Johnson, 2002; Warren et al., 2013). 
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In sum, these comprehensive implications advocate a hybrid mentorship model 

integrating relationally supportive peer mentorship with structured, evidence-based therapeutic 

approaches. This integrative model promises significant enhancements to therapeutic 

engagement, alliance strength, and clinical outcomes, supporting sustained recovery trajectories 

for individuals affected by eating disorders. 

Limitations and Future Directions 

Several limitations of the current study warrant careful consideration when interpreting 

its findings. One critical limitation is the relatively small sample size (N = 40), which constrains 

statistical power and generalizability. Specifically, the social support condition had only 12 

participants, limiting the capacity to detect meaningful group differences and potentially 

obscuring nuances in how therapeutic alliance and clinical outcomes varied across conditions. 

Future research should employ larger, adequately powered samples to confirm these preliminary 

findings and enhance external validity. 

Another notable limitation involves potential self-selection biases introduced by allowing 

waitlisted participants to choose their mentorship condition. Those who opted into the study 

following the waitlist period may have had higher intrinsic motivation or receptiveness to 

mentorship interventions compared to those who declined participation. This may artificially 

inflate observed associations between therapeutic alliance, engagement, and symptom 

improvement, particularly regarding depressive symptoms, which demonstrated a significant 

association. Future studies should maintain randomized assignment throughout the intervention 

to mitigate these biases, ensuring comparability between groups and enhancing internal validity. 

The reliance on self-report measures is another limitation, posing potential risks of social 

desirability, recall biases, and subjective interpretation variability across respondents. Although 
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validated instruments such as the WAI-SR, EPSI, PHQ-9, EDQOL, and STAI were utilized, self-

report measures inherently reflect participants' perceptions rather than objective clinical changes. 

Incorporating clinician-administered assessments or behavioral measures would strengthen 

future research designs by providing complementary, objective insights into symptomology and 

therapeutic alliance. 

Demographic homogeneity among participants also limits the generalizability of findings. 

The sample was predominantly female and Caucasian, restricting the applicability of results to 

broader, diverse populations. Given that factors such as culture, ethnicity, gender identity, and 

socioeconomic status can significantly influence treatment perceptions and effectiveness, future 

studies should intentionally recruit more demographically diverse samples to explore how these 

variables might moderate peer mentorship outcomes. Additionally, future research should 

explicitly explore how varying cultural definitions and conceptualizations of eating disorders and 

recovery may influence participant perceptions and responses to peer mentorship interventions. 

Given that cultural context significantly shapes understandings of pathology, recovery, and 

normative eating behaviors, examining these nuances explicitly across diverse populations would 

further refine the applicability and relevance of peer mentorship findings.. 

A related limitation is the absence of detailed demographic data for mentors beyond age 

and diagnostic history, such as race, ethnicity, and socioeconomic background. Such factors 

could substantially influence therapeutic alliance formation, patient-mentor rapport, and 

intervention effectiveness. Future research should collect comprehensive mentor demographic 

data to facilitate more nuanced analyses of mentor characteristics that enhance or hinder 

therapeutic alliance.  
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Furthermore, mentors' disclosures during sessions were not systematically recorded or 

assessed. While mentors were instructed primarily to discuss their eating disorder recovery in 

general terms, incidental disclosure of related comorbid conditions, such as depression or 

anxiety, might have occurred. Such incidental disclosures could have influenced participants’ 

sense of relatability and emotional support, potentially affecting therapeutic alliance and 

outcomes. Future research should explicitly assess and control for mentors’ disclosure of 

comorbid psychological symptoms to more precisely isolate the effects of shared eating disorder 

experiences. 

An additional methodological consideration pertains to the timing and frequency of 

therapeutic alliance measurement. This study primarily assessed alliance at the end of the 

intervention, limiting insights into how alliance dynamics evolve over the course of mentorship. 

Previous research indicates that early measurement or repeated assessments of alliance can better 

capture outcomes and detect critical relational ruptures or improvements (Loeb et al., 2005). 

Consequently, future studies should explicitly incorporate multiple timepoint assessments, 

beginning early in the intervention period, to better clarify how the timing and trajectory of 

alliance formation influence clinical outcomes and engagement in peer-based mentorship 

interventions. 

The use of the WAI-SR, while validated in traditional therapeutic contexts, may not fully 

capture the unique relational dynamics present in peer mentorship relationships. Peer mentorship 

involves nuanced relational elements such as mutual identification, shared experiences, empathy, 

and recovery-oriented support that traditional therapeutic measures might inadequately assess. 

Future research should consider employing or developing peer-specific alliance instruments 
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(e.g., Peer Support Evaluation Inventory or Recovery-Promoting Relationships Scale) to more 

accurately capture these unique relational processes. 

Another methodological constraint is the absence of structured therapeutic components 

within the peer mentorship intervention. The relational focus, while essential for enhancing 

alliance and engagement and significantly improving depressive symptoms, did not directly 

integrate evidence-based therapeutic techniques targeting specific eating disorder symptoms or 

related psychopathology beyond depression. Future intervention designs could address this 

limitation by integrating structured, evidence-based elements (e.g., cognitive-behavioral 

techniques, distress tolerance exercises, or mood regulation strategies) to enhance clinical 

efficacy alongside relational support.  

A further methodological issue involves potential confounding between mentors' lived 

experience status and the specific content emphasized within each mentorship condition. The 

peer mentorship group explicitly focused on recovery-oriented conversations, whereas the social 

support condition emphasized broader social engagement without a direct recovery narrative. 

Consequently, observed differences between groups may reflect not only mentors’ lived 

experience but also these differences in conversational content, complicating direct attribution of 

outcomes solely to mentors’ recovery histories. Future studies should more explicitly control for 

conversational content and focus across conditions to clarify the distinct influence of mentor 

lived experience versus mentorship conversation themes. 

Finally, the lack of long-term follow-up data prevents conclusions about the sustained 

effects of peer mentorship on clinical outcomes and recovery trajectories. Given the chronic and 

often relapsing nature of eating disorders, evaluating the sustainability of improvements in 

therapeutic alliance, engagement, and symptom reduction is critical. Future longitudinal studies 
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with extended follow-up periods would offer essential insights into whether the benefits of peer 

mentorship persist over time, supporting lasting recovery and informing relapse prevention 

strategies. 

Conclusion 

This study offers valuable insights into the role of therapeutic alliance in peer mentorship 

interventions for individuals with eating disorders, emphasizing its significance for participant 

engagement, retention, and specific symptom improvements. Findings clearly demonstrate that 

peer mentorship, characterized by mentors' shared lived experiences, fosters a significantly 

stronger therapeutic alliance compared to general social support mentorship. Specifically, 

mentors with personal recovery histories uniquely enhanced relational connection, increased 

participant motivation, and notably contributed to significant reductions in depressive symptoms. 

These results highlight therapeutic alliance as a critical relational mechanism supporting 

sustained engagement and improved clinical outcomes within eating disorder treatment 

interventions. 

While therapeutic alliance strongly impacted engagement in terms of session attendance 

and sustained participation, it was not directly correlated with clinical improvements in anxiety, 

body dissatisfaction, or eating disorder-specific quality of life. However, therapeutic alliance was 

significantly associated with improvements in depressive symptoms, indicating its relevance in 

addressing affective dimensions of eating disorder recovery. This nuanced finding suggests that 

interpersonal dynamics, although crucial, may not independently produce comprehensive clinical 

change across all symptom domains, emphasizing the need to integrate peer mentorship with 

structured, evidence-based treatments. Such integration could leverage relational strengths while 
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directly addressing symptomatology through proven therapeutic modalities, including cognitive-

behavioral therapy (CBT) or dialectical behavior therapy (DBT). 

Qualitative analyses complemented these quantitative findings, identifying emotional 

validation, authentic empathy, and recovery-oriented hope as particularly beneficial relational 

aspects of peer mentorship. These qualitative insights suggest that peer mentorship provides 

essential relational support that enhances participants' trust, reduces stigma, boosts motivation, 

and directly addresses depressive symptoms characterized by isolation and hopelessness. Thus, 

peer mentorship interventions may serve both as an essential preparatory or adjunctive 

component to structured therapeutic interventions and as a direct therapeutic mechanism for 

alleviating specific affective symptoms. In contrast, participants in the social support condition 

frequently reported ambivalence, pointing to the unique efficacy of peer-based interventions 

grounded in shared lived experience. 

The study also challenges prevailing assumptions regarding the necessity of precise 

diagnostic or demographic matches between mentors and mentees. Instead, results advocate for 

greater flexibility in mentor recruitment practices, prioritizing relational factors—such as 

empathy, emotional attunement, and appropriate self-disclosure—over strict diagnostic 

alignment or demographic similarities. Adopting this flexible recruitment strategy could enhance 

the scalability and accessibility of mentorship interventions, making valuable recovery resources 

available to a broader and more diverse population. 

Furthermore, the methodological limitations identified by this study—including a small 

sample size, potential self-selection biases, reliance on self-report measures, demographic 

homogeneity, absence of detailed mentor demographic data, and lack of long-term follow-up—

represent important directions for future research. Future studies should utilize larger, more 
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diverse samples, integrate objective clinical assessments, comprehensively capture mentor 

demographic characteristics, employ multiple timepoints for alliance assessment, and utilize 

longitudinal designs. These factors would strengthen generalizability, deepen understanding of 

therapeutic alliance dynamics, and assess long-term recovery outcomes more effectively. 

Ultimately, the current research affirms the therapeutic value of peer mentorship within 

eating disorder treatment paradigms and provides a clear rationale for further investigation. 

Future research should explore specific mentor attributes and behaviors that most effectively 

foster therapeutic alliance, identify culturally tailored adaptations of peer mentorship 

interventions, and evaluate long-term effects on various symptom domains. By refining and 

expanding peer mentorship models informed by these findings, clinicians and intervention 

developers can more effectively promote sustained engagement, reduce depressive symptoms, 

and support enduring recovery outcomes for individuals navigating the complexities of eating 

disorder treatment. 

 

 

 

 

 

  



THE ROLE OF ALLIANCE IN PEER MENTORSHIP     
 

78 
 

References 

Adame, A. & Leitner, L. (2008). Breaking out of the mainstream: The evolution of peer support 

alternatives to the mental health system. Ethical Human Psychology and Psychiatry,10 

(pp. 146-162). 10.1891/1559-4343.10.3.146. 

Albano, G., Cardi, V., Kivlighan, D. M., Jr, Ambwani, S., Treasure, J., & Lo Coco, G. (2021). 

The relationship between working alliance with peer mentors and eating psychopathology 

in a digital 6-week guided self-help intervention for anorexia nervosa. The International 

journal of eating disorders, 54(8), 1519–1526.  

Albano, A. M., & Kendall, P. C. (2021). Cognitive-behavioral therapy for anxious children: 

Therapist manual (3rd ed.). Oxford University Press. 

Alexander, L. B., & Luborsky, L. (1986). The Penn Helping Alliance Scales. In L. S. Greenberg 

& W. M. Pinsof (Eds.), The psychotherapeutic process: A research handbook (pp. 325–

366). Guilford Press. 

Ali, K., Farrer, L., Fassnacht, D. B., Gulliver, A., Bauer, S., & Griffiths, K. M. (2017). Perceived 

barriers and facilitators towards help-seeking for eating disorders: A systematic 

review. The International journal of eating disorders, 50(1), 9–21.  

American Psychiatric Association. (2013). Diagnostic and statistical manual of mental disorders 

(5th ed.). American Psychiatric Publishing. 

Andresen, R., Oades, L., & Caputi, P. (2003). The experience of recovery from schizophrenia: 

Towards an empirically validated stage model. Australian and New Zealand Journal of 

Psychiatry, 37(5), 586–594.  



THE ROLE OF ALLIANCE IN PEER MENTORSHIP     
 

79 
 

Barbarich-Marsteller, N. C., Foltin, R. W., & Walsh, B. T. (2021). Does anorexia nervosa 

resemble an addiction? Current Drug Abuse Reviews, 4(3), 197–200.  

Barnett, J. E. (2011). Psychotherapy research and practice: Bridging the gap. Psychotherapy, 

48(2), 96–102.  

Bieling, P. J., McCabe, R. E., & Antony, M. M. (1998). Cognitive-behavioral therapy in groups. 

Guilford Press. 

Bellamy, C., Schmutte, T., & Davidson, L. (2017). An update on the growing evidence base for 

peer support. Mental Health and Social Inclusion, 21(3), 161–167.  

Beveridge, J., Phillipou, A., Jenkins, Z., Newton, R., Brennan, L., Hanly, F., Castle, D. (2019). 

Peer mentoring for eating disorders: Results from the evaluation of a pilot program. 

Journal of Eating Disorders, 7, 13. 

Bordin, E. S. (1979). The generalizability of the psychoanalytic concept of the working 

alliance. Psychotherapy: Theory, Research & Practice, 16(3), 252–260.  

Bordin, E. S. (1994). Theory and research on the therapeutic working alliance: New directions. 

In A. O. Horvath & L. S. Greenberg (Eds.), The working alliance: Theory, research, and 

practice (pp. 13–37). John Wiley & Sons. 

Cabassa, L. J., Camacho, D., Vélez-Grau, C. M., & Stefancic, A. (2014). Peer-based health 

interventions for people with serious mental illness: A systematic literature review. 

Journal of Psychiatric Research, 50, 21–30.  



THE ROLE OF ALLIANCE IN PEER MENTORSHIP     
 

80 
 

Chinman, M., Dougherty, R. H., Daniels, A. S., Ghose, S. S., Swift, A., & Delphin-Rittmon, M. 

E. (2014). Peer support services for individuals with serious mental illnesses: Assessing 

the evidence. Psychiatric Services, 65(4), 429–441.  

Chinman, M., Oberman, R.S., Hanusa, B.H., Cohen, A.N., Salyers, M.P., Twamley, E.W., 

Young, A.S. (2015) A cluster randomized trial of adding peer specialists to intensive case 

management teams in the Veterans Health Administration. Journal of Behavioral Health, 

42(1):109–21.   

Clarke, G. N., Herinckx, H. A., Kinney, R. F., Paulson, R. I., Cutler, D. L., Lewis, K., & Oxman, 

E. (2000). Psychiatric hospitalizations, arrests, emergency room visits, and homelessness 

of clients with serious and persistent mental illness: Findings from a randomized trial of 

two ACT programs vs. usual care. Mental Health Services Research, 2(3), 155–164.  

Cohen, J. (1988). Statistical power analysis for the behavioral sciences (2nd ed.). Lawrence 

Erlbaum Associates. 

 Constantino, M. J., Arnow, B. A., Blasey, C., & Agras, S. W. (2005). The association between 

patient characteristics and the therapeutic alliance in cognitive-behavioral and 

interpersonal therapy for bulimia nervosa. Journal of Consulting and Clinical 

Psychology, 73, 203– 211. 

Cook, J. A., Copeland, M. E., Jonikas, J. A., Hamilton, M. M., Razzano, L. A., Grey, D. D., … 

Boyd, S. (2012). Results of a randomized controlled trial of mental illness self-

management using Wellness Recovery Action Planning. Schizophrenia Bulletin, 38(4), 

881–891.  



THE ROLE OF ALLIANCE IN PEER MENTORSHIP     
 

81 
 

Costin, C., & Grabb, G. (2012). 8 Keys to recovery from an eating disorder: effective strategies 

from therapeutic practice and personal experience. New York: S.S. Norton & Company. 

Costin, C., & Johnson, C. L. (2002). Been there, done that: Clinicians’ use of personal recovery 

in the treatment of eating disorders. Eating Disorders, 10(4), 293–303.  

Davidson, L., Bellamy, C., Guy, K., & Miller, R. (2012). Peer support among persons with 

severe mental illnesses: A review of evidence and experience. World Psychiatry, 11(2), 

123–128.  

Dennis, C.L.(2003). Peer support within a health care context: a concept analysis. International 

Journal of Nursing Studies, 40:321‐32. 

de Vos, J. A., Netten, C., & Noordenbos, G. (2016). Recovered eating disorder therapists using 

their experiential knowledge in therapy: A qualitative examination of the therapists’ and 

the patients’ view. Eating Disorders, 24(3), 207–223. 

Druss, B.G., Zhao, L., von Esenwein, S.A., Bona, J.R., Fricks, L., Jenkins-Tucker, S., Sterling, 

E., Diclemente, R., Lorig, K. (2010). The Health and Recovery Peer (HARP) Program: a 

peer-led intervention to improve medical self-management for persons with serious 

mental illness. Schizophrenia Research,118(1-3):264–70.  

Engel, S. G., Wittrock, D. A., Crosby, R. D., Wonderlich, S. A., Mitchell, J. E., & Kolotkin, R. 

L. (2006). Development and psychometric validation of an eating disorder-specific 

health-related quality of life instrument. International Journal of Eating Disorders, 39(1), 

62-71.  



THE ROLE OF ALLIANCE IN PEER MENTORSHIP     
 

82 
 

Escobar-Koch, T., Mandlich, C. C., & Urzua, R. F. (2012). Treatments for eating disorders: The 

patients’ views. In I. J. Lobera (Ed.), Relevant topics in eating disorders, Prof. Ignacio 

Jáuregui Lobera (Ed.), ISBN: 978-953-51-0001-0, InTech. 

Fairburn, C. G. (2008). Cognitive behavior therapy and eating disorders. Guilford Press. 

Fairburn, C. G., Cooper, Z., & Shafran, R. (2003). Cognitive behaviour therapy for eating 

disorders: A "transdiagnostic" theory and treatment. Behaviour Research and Therapy, 

41(5), 509–528.  

Fassino, S., Pierò, A., Tomba, E., & Abbate-Daga, G. (2009). Factors associated with dropout 

from treatment for eating disorders: A comprehensive literature review. BMC Psychiatry, 

9, 67.  

Field, A. (2018). Discovering statistics using IBM SPSS statistics (5th ed.). SAGE Publications. 

Forbush, K. T., Wildes, J. E., Pollack, L. O., Dunbar, D., Luo, J., Patterson, K., Watson, D. 

(2013). Development and validation of the Eating Pathology Symptoms Inventory 

(EPSI). Psychological Assessment, 25(3), 859-878.  

Flückiger, C., Del Re, A. C., Wampold, B. E., & Horvath, A. O. (2018). The alliance in adult 

psychotherapy: A meta-analytic synthesis.Psychotherapy, 55(4), 316–340.  

Fuhr, D.C., Salisbury, T.T., De Silva, M.J., Atif, N., van Ginneken, N., Rahman, A., Patel, V. 

(2014). Effectiveness of peer-delivered interventions for severe mental illness and 

depression on clinical and psychosocial outcomes: a systematic review and meta-

analysis. Social Psychiatry and Psychiatric Epidemiology, 49(11), 1691-1702.  



THE ROLE OF ALLIANCE IN PEER MENTORSHIP     
 

83 
 

Fogarty, S., & Ramjan, L. M. (2017). Factors impacting treatment and recovery in anorexia 

nervosa: Qualitative findings from an online questionnaire. Journal of Eating Disorders, 

5(1), Article 12.  

Forbush, K. T., Wildes, J. E., & Pollack, L. O. (2014). Development and validation of the Eating 

Pathology Symptoms Inventory (EPSI). Psychological Assessment, 26(3), 859–878.  

Fortuna, K. L., Naslund, J. A., LaCroix, J. M., Bianco, C. L., Brooks, J. M., Zisman-Ilani, Y., 

Muralidharan, A., & Deegan, P. (2020). Digital peer support mental health interventions 

for people with a lived experience of a serious mental illness: Systematic review. JMIR 

Mental Health, 7(4), e16460.  

Gidugu, V., Rogers, E. S., Harrington, S., Maru, M., Johnson, G., Cohee, J., & Hinkel, J. (2015). 

Individual peer support: A qualitative study of mechanisms of its effectiveness. 

Community Mental Health Journal, 51(4), 445–452.  

Goodsitt, A. (1997). Eating disorders: A self psychological perspective. In D. Garner & P. 

Garfinkel (Eds.), Handbook of treatment for eating disorders (2nd ed., pp. 205–228). 

Guilford Press. 

Gossop, M., Stewart, D., & Marsden, J. (2008). Attendance at Narcotics Anonymous and 

Alcoholics Anonymous meetings, frequency of attendance and substance use outcomes 

after residential treatment for drug dependence: a 5-year follow-up study. Addiction 

(Abingdon, England), 103(1), 119–125 

Graves, T. A., Tabri, N., Thompson‐Brenner, H., Franko, D. L., Eddy, K. T., Bourion‐Bedes, S., 

Brown, A., Constantino, M. J., Flückiger, C., Forsberg, S., Isserlin, L., Couturier, J., 



THE ROLE OF ALLIANCE IN PEER MENTORSHIP     
 

84 
 

Paulson Karlsson, G., Mander, J., Teufel, M., Mitchell, J. E., Crosby, R. D., Prestano, C., 

Satir, D. A., . . . Thomas, J. J. (2017). A meta‐analysis of the relation between therapeutic 

alliance and treatment outcome in eating disorders. International Journal of Eating 

Disorders, 50(4), 323–340. 

Greenson, R. R. (1965). The working alliance and the transference neurosis. The Psychoanalytic 

Quarterly, 34(2), 155–179. 

Greenson R. R. (1967). The technique and practice of psychoanalysis (Vol. 1). New York, NY: 

International Universities Press.  

Hart, L. M., Granillo, M. T., Jorm, A. F., & Paxton, S. J. (2018). Unmet need for treatment in the 

eating disorders: A systematic review of eating disorder-specific treatment seeking 

among community cases. Clinical Psychology Review, 62, 1–15.  

Haslam, S. A., Jetten, J., Postmes, T., & Haslam, C. (2009). Social identity, health and well-

being: An emerging agenda for applied psychology. Applied Psychology, 58(1), 1–23.  

Hartley, D.E. and Strupp, H.H. (1983) The Therapeutic Alliance: Its Relationship to Outcome in 

Brief Psychotherapy. In: Masling, J., Ed., Empirical Studies in Analytic Theories, 

Erlbaum, Hillsdale, NJ, 1-38. 

Hartmann, A., Orlinsky, D., Weber, S., Sandholz, A., & Zeeck, A. (2010). Session and 

intersession experience related to treatment outcome in bulimia nervosa. Psychotherapy, 

Theory, Research, Practice, Training, 47(3), 355– 370. 

Hatcher, R. L., & Gillaspy, J. A. (2006). Development and validation of a revised short version 

of the Working Alliance Inventory. Psychotherapy Research, 16, 12-25.  



THE ROLE OF ALLIANCE IN PEER MENTORSHIP     
 

85 
 

Hatcher, R. L. (2010). Alliance theory and measurement. In J. C. Muran & J. P. Barber 

(Eds.), The therapeutic alliance: An evidence-based guide to practice (pp. 7–28). The 

Guilford Press. 

Hebebrand, J., Albayrak, Ö., Adan, R., Antel, J., Dieguez, C., de Jong, J., Leng, G., Menzies, J., 

Mercer, J. G., Murphy, M., van der Plasse, G., & Dickson, S. L. (2014). "Eating 

addiction", rather than "food addiction", better captures addictive-like eating behavior. 

Neuroscience & Biobehavioral Reviews, 47, 295–306.  

Hill, C. E., & Knox, S. (2002). Self-disclosure. In J. C. Norcross (Ed.), Psychotherapy 

relationships that work: Therapist contributions and responsiveness to patients (pp. 255–

265). Oxford University Press. 

Horvath, A. O., & Bedi, R. P. (2002). The alliance. In J. C. Norcross (Ed.), Psychotherapy 

relationships that work: Therapist contributions and responsiveness to patients (pp. 37–

69). Oxford University Press. 

Horvath, A. O., Del Re, A. C., Fluckiger, C., & Symonds, D. (2011). Alliance in individual 

psychotherapy. Psychotherapy (Chic), 48(1), 9-16.  

Horvath, A. O., & Greenberg, L. S. (1986). The development of the Working Alliance Inventory. 

In L. S. Greenberg & W. M. Pinsof (Eds.), The psychotherapeutic process: A research 

handbook (pp. 529–556). Guilford Press. 

Horvath, A. O., & Greenberg, A. S. (1989). Development and validation of the Working Alliance 

Inventory Journal of Counseling Psychology, 36(2), 223-233.  



THE ROLE OF ALLIANCE IN PEER MENTORSHIP     
 

86 
 

Horvath, A. O., & Symonds, B. D. (1991). Relation between working alliance and outcome in 

psychotherapy: A meta-analysis. Journal of Counseling Psychology, 38, 139-149. 

Johansson, H., & Eklund, M. (2003). Patients' opinion on what constitutes good psychiatric care. 

Scandinavian Journal of Caring Sciences, 17, 339-346. 

Johnson, K. F., Freeman, J. B., & Spitzer, R. L. (2018). Matching therapist and patient 

characteristics: Does it matter? Journal of Clinical Psychology, 74(6), 1023–1036. 

Kelsie, T., & Forbush, K. T. (2016). Validation of the Eating Pathology Symptoms Inventory 

(EPSI) among college students. Psychological Assessment, 28(3), 408–422.  

Kennedy, S. H., Kaplan, A. S., Garfinkel, P. E., Rockert, W., Toner, B., & Abbey, S. E. (2000). 

Depression in anorexia nervosa and bulimia nervosa: Discriminating depressive 

symptoms and episodes. Journal of Psychosomatic Research, 48(4–5), 311–317.  

Kroenke, K., Spitzer, R. L., & Williams, J. B. (2001). The PHQ-9: validity of a brief depression 

severity measure. Journal of General Internal Medicine, 16(9), 606-613.  

Krupnick, J. L., Sotsky, S. M., Simmens, S., Moyer, J., Elkin, I., Watkins, J., & Pilkonis, P. A. 

(1996). The role of the therapeutic alliance in psychotherapy and pharmacotherapy 

outcome: Findings in the National Institute of Mental Health Treatment of Depression 

Collaborative Research Program. Journal of Consulting and Clinical Psychology, 64(3), 

532–539.  

Knox, S., Hess, S. A., Petersen, D. A., & Hill, C. E. (1997). A qualitative analysis of client 

perceptions of the effects of helpful therapist self-disclosure in long-term 

therapy. Journal of Counseling Psychology, 44(3), 274–283. 



THE ROLE OF ALLIANCE IN PEER MENTORSHIP     
 

87 
 

Krupnick, J. L., Sotsky, S. M., Simmens, S., Moyer, J., Elkin, I., Watkins, J., & Pilkonis, P. A. 

(1996). The role of therapeutic alliance in psychotherapy and pharmacotherapy outcome: 

Findings in the National Institute of Mental Health 63 treatment of depression 

collaborative research program. Journal of Consulting and Clinical Psychology, 64, 532-

539. 

Linardon, J., Hindle, A., & Brennan, L. (2018). Dropout from cognitive-behavioral therapy for 

eating disorders: A meta-analysis of randomized, controlled trials. International Journal 

of Eating Disorders, 51(5), 381–391.  

Lloyd-Evans, B., Mayo-Wilson, E., Harrison, B., Istead, H., Brown, E., Pilling, S., Johnson, S., 

& Kendall, T. (2014). A systematic review and meta-analysis of randomised controlled 

trials of peer support for people with severe mental illness. BMC Psychiatry, 14, 39.  

Luborsky, L. (1976). Helping alliance in psychotherapy. In J. L. Cleghhorn (Ed.), Successful 

psychotherapy (pp. 92-116). New York: Brunner/Mazel. 

Marmar, C. R., Gaston, L., Gallagher, D., & Thompson, L. W. (1989). Alliance and outcome in 

late-life depression. The Journal of nervous and mental disease, 177(8), 464–472.  

Martin, D. J., Garske, J. P., & Davis, M. K. (2000). Relation of the therapeutic alliance with 

outcome and other measures: A meta-analytic review. Journal of Consulting and Clinical 

Psychology, 68, 438-450. 

Mead, S., Hilton, D., Curtis, L. (2001). Peer support: a theoretical perspective. Psychiatric 

Rehabilitation Journal,25:134‐41. 



THE ROLE OF ALLIANCE IN PEER MENTORSHIP     
 

88 
 

Mitchell, K. S., Mazzeo, S. E., Rausch, S. M., & Cooke, K. L. (2007). Innovative interventions 

for disordered eating: evaluating dissonance-based and yoga interventions. The 

International journal of eating disorders, 40(2), 120–128.  

Paap, D., M., Schrier, E., & Dijkstra, P. (2019). Development and validation of the Working 

Alliance Inventory Dutch version for use in rehabilitation setting. Physiotherapy Theory 

and Practice, 35(12), 1292-1303. doi:10.1080/09593985.2018.1471112 

Perez, M., Van Diest, A. K., & Cutts, S. (2014). Preliminary examination of a mentor-based 

program for eating disorders. Journal of eating disorders, 2(1), 24. 

Ramirez, A. L., Perez, M., & Taylor, A. (2012). Preliminary examination of a couple-based 

eating disorder prevention program. Body Image, 9(3), 324–333.   

Ramjan, L. M., Fogarty, S., Nicholls, D., & Hay, P. (2018). Instilling hope for a brighter future: 

A mixed-method mentoring support programme for individuals with and recovered from 

anorexia nervosa. Journal of Clinical Nursing, 27(5–6) 

Ramjan, L. M., Hay, P., & Fogarty, S. (2017). Benefits of a mentoring support program for 

individuals with an eating disorder: A proof of concept pilot program. BMC Research 

Notes, 10(1), 709. 

Rance, N. M., Moller, N. P., & Douglas, B. A. (2017). Eating disorder counsellors with eating 

disorder histories: A story of being “normal.” Eating Disorders, 25(3), 228–243. 

Ranzenhofer, L. M., Wilhelmy, M., Hochschild, A., Sanzone, K., Walsh, B. T., & Attia, E. 

(2020). Peer mentorship as an adjunct intervention for the treatment of eating disorders: 



THE ROLE OF ALLIANCE IN PEER MENTORSHIP     
 

89 
 

A pilot randomized trial. International Journal of Eating Disorders, 53(5), 497-509. 

doi:10.1002/eat.23258 

Repper, J., Aldridge, B., Gilfoyle, S., Gillard, S., Perkins, R. (2013). Peer support workers: 

theory and practice: London: Centre for Mental Health. 

Roehrig M., Thompson, J.K., Brannick, M., van den Berg, P. (2006). Dissonance-based eating 

disorder prevention program: A preliminary dismantling investigation. International 

Journal of Eating Disorders, 39, 1–10. 

Rogers, C. R. (1946). Significant aspects of client-centered therapy. American Psychologist, 1, 

415-422 

Russell-Mayhew, S., von Ranson, K. M., & Masson, P. C. (2010). How does overeaters 

anonymous help its members? A qualitative analysis. European Eating Disorders 

Review, 18(1), 33–42.  

Russinova, Z., Rogers, E. S., Ellison, M. L., & Lyass, A. (2011). Recovery-promoting 

professional competencies: Perspectives of mental health consumers and providers. 

Psychiatric Rehabilitation Journal, 34(3), 177–185. 

Satinsky, E., Crepaz-Keay, D., Kousoulis, A. A., & Corrigan, P. W. (2020). Peer support in 

mental health: Literature review. BJPsych Advances, 26(5), 262–270. 

Scanlan, J. N. (2017). Interventions to reduce psychiatric hospitalizations for adults with severe 

mental illness: A systematic review and meta-analysis. Social Psychiatry and Psychiatric 

Epidemiology, 52(9), 1081–1098. 



THE ROLE OF ALLIANCE IN PEER MENTORSHIP     
 

90 
 

Scanlan, J.N., Hancock, N. & Honey, A. (2017). Evaluation of a peer-delivered, transitional and 

post-discharge support program following psychiatric hospitalisation. BMC 

Psychiatry, 17, 307.  

Shalaby, R., & Agyapong, V. (2020). Peer Support in Mental Health: Literature Review. JMIR 

mental health, 7(6), e15572.  

Simonds, L. M., & Spokes, N. (2017). Therapist self-disclosure and the therapeutic alliance in 

the treatment of eating problems. Eating Disorders: The Journal of Treatment & 

Prevention, 25(2), 151–164. 

Skårderud, F., & Fonagy, P. (2012). Eating disorders. In A. Bateman & P. Fonagy (Eds.), 

Handbook of mentalizing in mental health practice (pp. 347–383). American Psychiatric 

Publishing. 

Sledge, W. H., Lawless, M., Sells, D., Wieland, M., O'Connell, M. J., & Davidson, L. (2011). 

Effectiveness of peer support in reducing readmissions of persons with multiple 

psychiatric hospitalizations. Psychiatric Services, 62 (5), 541–544.  

Solomon, P. (2004). Peer support/peer provided services underlying processes, benefits, and 

critical ingredients. Psychiatric Rehabilitation Journal, 27(4), 392–401. 

https://doi.org/10.2975/27.2004.392.401 

 

Spielberger, C. D., Edwards, C. D., Lushene, R. E., Montuori, J., & Platzek, D. (1973). STIAC 

preliminary manual. Palo Alton, CA: Consulting Psychologists Press. 



THE ROLE OF ALLIANCE IN PEER MENTORSHIP     
 

91 
 

Spielberger, C. D., Gorsuch, R. L., Lushene, R., Vagg, P. R., & Jacobs, G. A. (1983). Manual for 

the State-Trait Anxiety Inventory (Form Y). Consulting Psychologists Press. 

Spitzer, R. L., Kroenke, K., & Williams, J. B. W. (1999). Validation and utility of a self-report 

version of PRIME-MD: The PHQ primary care study. JAMA, 282(18), 1737–1744.  

Stern, S. (1991). Managing opposing currents: An interpersonal psychoanalytic technique for the 

treatment of eating disorders. In C. L. Johnson (Ed.), Psychodynamic treatment of 

anorexia nervosa and bulimia (p 609). The Guilford Press. 

Suh, C. S., O’Malley, S. S., Strupp, H. H., & Johnson, M. E. (1986). The Vanderbilt 

Psychotherapy Process Scale (VPPS). Journal of Consulting and Clinical Psychology, 

54(1), 26–34.  

Tajfel, H., & Turner, J. C. (1979). An integrative theory of intergroup conflict. In W. G. Austin 

& S. Worchel (Eds.), The social psychology of intergroup relations (pp. 33–47). 

Brooks/Cole. 

Tasca, G. A. (2014). Attachment and eating disorders: A research update. Current Opinion in 

Psychology, 1, 70–74.  

Timko, C., Sutkowi, A., Cronkite, R. C., Makin-Byrd, K., & Moos, R. H. (2011). Intensive 

referral to 12-step dual-focused mutual-help groups. Drug and Alcohol Dependence, 

118(2–3), 194–201.  

Tonigan, J. S., & Rice, S. L. (2010). Is it beneficial to have an alcoholics anonymous 

sponsor?. Psychology of addictive behaviors : journal of the Society of Psychologists in 

Addictive Behaviors, 24(3), 397–403.  



THE ROLE OF ALLIANCE IN PEER MENTORSHIP     
 

92 
 

Ward, A., Ramsay, R., & Treasure, J. (2000). Attachment research in eating disorders. British 

Journal of Medical Psychology, 73(1), 35–51.  

Warren, C. S., Schafer, K. J., Crowley, M. E. J., & Olivardia, R. (2013). Demographic and work-

related correlates of job burnout in professional eating disorder treatment providers. 

Psychotherapy, 50(4), 553–564.  

Westphal, K. L., & Smith, K. E. (2016). Overeaters Anonymous: An overlooked intervention for 

binge eating disorder. Eating Disorders, 24(2), 158–172.  

Witbrodt, J., Kaskutas, L., Bond, J. and Delucchi, K. (2012). Does sponsorship improve 

outcomes above Alcoholics Anonymous attendance? A latent class growth curve 

analysis. Addiction, 107, 301-311.  

Zaitsoff, S. L., Doyle, A. C., Hoste, R. R., & Le Grange, D. (2008). How do adolescents with 

bulimia nervosa rate the acceptability and therapeutic relationship in family-based 

treatment? International Journal of Eating Disorders, 41, 390– 398. 

 

 

 

 

 

 

 

 



THE ROLE OF ALLIANCE IN PEER MENTORSHIP     
 

93 
 

Tables 
 
 

Table 1 

Comparison of alliance scores between peer mentorship and social support groups 

 n M SD t df p Mean 

difference 

95% 

CI 

Cohen’s 

d 

Peer 

mentors 

28 46.20 10.65 4.27 38 < .001 17.87 [9.37, 

26.37] 

1.48 

Social 

support 

12 28.33 15.33       

Note. Alliance was measured using the Working Alliance Inventory–Short Revised (WAI-SR), adjusted 

to a 1–5 point scale. Cohen’s d calculated using pooled standard deviation. t- and p-values based on equal 

variances assumed. 
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Table 2 

One-way ANOVA examining the effect of diagnosis matching on alliance scores 

Diagnosis 

match 

M SE F(1, 24) p R² 

Matched 49.04 5.57    

Unmatched 46.20 2.37 0.22 .64 .009 

Note. *M* = mean; *SE* = standard error. R² reflects variance in alliance explained by diagnosis 

matching. 
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Table 3 

ANCOVA summary: alliance scores by group type controlling for mentor age 

Source F(1, 30) p R² 

Group (Peer vs 

Social) 

10.09 .003 .252 

Mentor age 0.28 .602 — 

Note. Dependent variable: Alliance (WAI-SR total score, adjusted 1–5 scale). Covariate: Mentor age.  
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Table 4 

Linear regressions examining outcome change slopes from therapeutic alliance 

Outcome B SE t(36) p 

Anxiety (STAI) −0.03 0.02 −1.73 .092 

Depression (PHQ-

9) 

−0.02 0.01 −2.17 .036 

Body dissatisfaction 

(EPSI-BD) 

−0.01 0.01 −0.76 .452 

Well-being 

(EDQOL) 

−0.001 0.001 −0.49 .627 

Note. Each regression controlled for group type (peer vs. social support). Outcome slopes represent rate of 

change from baseline to 6 months for each measure. 
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Table 5 

Regression analysis of session attendance on alliance and group type 

Predictor B SE  t p 

Intercept 2.017 2.928 0.689 .495 

Alliance 

(WAI-SR) 

0.282 0.082 3.434 .001 

Group type 

(Peer vs. 

Social) 

-1.922 2.589 -0.742 .462 

Note. Dependent variable: Sessions attended. Group coded as 1 = Peer, 0 = Social.  

R² = .274, Adjusted R² = .235, F(2, 37) = 6.99, p = .003. 
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Table 6 

Regression predicting weeks of participation from alliance and group type 

Predictor B SE  t p 

Intercept 1.000 2.500 0.400 .692 

Alliance 

(WAI-SR) 

0.210 0.099 2.121 .040 

Group type 

(Peer vs. 

Social) 

2.980 3.104 0.960 .345 

Note. Dependent variable: Weeks of participation. Group coded as 1 = Peer,  

0 = Social. R² = .270, Adjusted R² = .233, F(2, 37) = 6.84, p = .003. 
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Table 7 

Themes endorsed by participants in social support group regarding mentorship benefits 

Theme n % 

It pushed me to be social 6 32 

Not helpful/ N/A/ don’t know 5 26 

Not focusing on the ED 4 21 

My mentor was friendly 2 11 

Feeling of connection 1 5 

Note. Themes were derived from open-ended responses to the question, “What was the best or most 

helpful aspect of the mentorship intervention you received?” in the social support condition (n = 12). 
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Table 8 

Themes from participants in peer group regarding perceived benefits of mentorship 

Theme n % 

Hope about recovery from 

someone recovered 

8 33 

Talking to someone with a 

shared experience of ED 

7 29 

Unconditional 

support/validation 

7 29 

Someone to talk to about ED 6 25 

Liked my mentor/ friendly 2 8 

Advice / different 

perspective 

2 8 

Note. Themes were derived from open-ended responses to the question, “What was the best or most 

helpful aspect of the mentorship intervention you received?” in the peer mentorship condition (n = 28). 
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