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A B S T R A C T

Starting from the assumption that empathy is crucial in the therapeutic process, the current study explored
whether client empathy before treatment relates to treatment outcome, whether client empathy is subject to
change in the first six months of treatment, whether such change relates to treatment outcome and whether
therapist factors relate to possible changes in client empathy. In total 90 adolescents treated by 31 therapists at
forensic psychiatric services participated in the study. Client empathy was assessed with self-report ques-
tionnaires of affective and cognitive empathy at intake and again at six months of treatment. Therapeutic change
was rated by their therapist. Client empathy before treatment was not systematically related to treatment out-
come. Cognitive empathy tended to improve during treatment, stronger in girls than boys, and depending in part
on the therapist’s gender: Under conditions of a male (not female) therapist boys reported less improvement in
cognitive empathy than girls. The most consistent study result was that improvement in cognitive empathy
contributed positively to treatment outcome. The study provides new data on the role of client empathy in the
treatment of forensic youth psychiatric patients. If replicated, these findings have important implications for
treatment and training in juvenile forensic psychiatry.

1. Introduction

Therapist empathy is known to be essential in establishing a good
therapeutic relationship (e.g., Ackerman & Hilsenroth, 2003; Nienhuis
et al., 2018) and therapeutic change (e.g., Greenberg, Elliott, Watson, &
Bohart, 2001; Keijsers, Schaap, & Hoogduin, 2000; Moyers, Houck,
Rice, Longabaugh, & Miller, 2016). Though client characteristics and
interpersonal behaviour are expected to contribute to the therapeutic
process as well (Ross, Polaschek, & Ward, 2008; Keijsers et al., 2000),
little is known about the role of client empathy in treatment outcome.
In the literature we found just one study demonstrating that client re-
ported affective empathy moderates treatment effects of a social skills
training program in a sample of justice-involved adolescents (van der
Stouwe, Asscher, Hoeve, van der Laan, & Stams, 2018). The social skills
training was effective in reducing hostile intent among juveniles with
high, but not low levels of affective empathy. The current study

examined the role of both affective and cognitive empathy in treatment
outcome among male and female adolescents receiving treatment as
usual (TAU) at forensic youth psychiatric services.

Empathy is a multidimensional construct, including cognitive and
affective components with trait and state-like properties (Cuff, Brown,
Taylor, & Howat, 2016). Cognitive empathy refers to understanding
another person’s emotions, through simple associations or more so-
phisticated perspective-taking processes. Affective empathy refers to
the vicarious experience of another person’s emotions. A distinction is
often made between matching of emotions (emotional contagion),
feeling for another person (sympathy/empathic concern) and feeling
distress in response to another person’s distress (personal distress).
Furthermore, while empathy is typically considered a stable personality
characteristic (trait empathy), it is also context-dependent (Engen &
Singer, 2012; Main, Walle, Kho, & Halpern, 2017). Empathy is a dy-
namic interpersonal process, depending in part on the relationship
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between the empathizer and person being empathized, personal attri-
butes, and other contextual elements (Main et al., 2017).

Client empathy could contribute in different ways to treatment
outcome. First, as attachment lays the foundation for the healthy de-
velopment of empathy (Stern & Cassidy, 2018), impairments in em-
pathy may be associated with attachment schemes that make it difficult
to establish good interpersonal relationships, with consequences for
treatment outcome. Second, although therapist empathy is essential to
therapy, research shows that clients’ perception of their therapist’s
empathy has a stronger effect on treatment outcome than observer
ratings and therapists’ own reports of their empathic skills (Greenberg
et al., 2001; Marshall et al., 2003; Nienhuis et al., 2018), indicating that
therapist empathy must be seen and felt by the client. Client empathy is
likely to affect the perception and acceptance of therapist empathy and
therefore also treatment outcome. Third, though therapists are pro-
fessionally trained to establish a good therapeutic relationship, it is
conceivable that they engage more easily with clients who are friendly
and empathetic than with clients who are negative and hostile. Last but
not least, empathy is a cornerstone of the broader concept of menta-
lizing, that is, the awareness of mental states in ourselves and others
(Allen, Fonagy, & Bateman, 2008). Research in the field of mentaliza-
tion suggests that effective treatment depends on the mentalizing skills
of both client and therapist and that clients must be able to mentalize in
order to benefit from therapy (Allen et al., 2008; Bateman & Fonegy,
2017). Interventions aimed at enhancing clients’ mentalizing capacity
reduce clinical symptoms and improve the quality of life in adolescents
who are impaired in mentalizing, such as those suffering from symp-
toms of borderline personality disorder (Bo et al., 2017; Laurenssen
et al., 2014). Based on this research we may expect that initial levels of
client empathy and empathy improvement contributes to treatment
outcome, especially in clients with usually low levels of empathy.

Low empathy is common among juvenile offenders (Jolliffe &
Farrington, 2007). Meta-analytic studies show that self-reported em-
pathy, especially cognitive empathy, relates negatively to offending
(Jolliffe & Farrington, 2004; van Langen, Wissink, van Vugt, van der
Stouwe, & Stams, 2014), although the strength of the relationship de-
pends on factors such as sex, age, intelligence and instruments used.
Furthermore, impairments in empathy are found to be associated with
many psychiatric disorders (Farrow & Woodruff, 2007). Well docu-
mented are deficits in perspective taking in individuals with autism
spectrum disorders (e.g., Baron-Cohen, 2002) and impaired cognitive
and affective empathy in children and adolescents with conduct pro-
blems (de Wied, Gispen-de Wied, & van Boxtel, 2010; Pijper, de Wied,
van Goozen, & Meeus, 2017). Thus, healthcare professionals in clinical
forensic settings often work with clients who are impaired in their
empathic functioning. Knowledge about the role of client empathy in
the therapeutic process is therefore of great importance.

Longitudinal research with healthy adolescents demonstrates that
while affective empathy remains fairly stable, levels of cognitive em-
pathy generally increase during adolescence (van der Graaff et al.,
2014), which seems to be related to ongoing functional and structural
development of the so-called ‘social brain’ (Overgaauw, van
Duijvenvoorde, Moor, & Crone, 2015; van den Bos, de Rooij, Sumter, &
Westenberg, 2016). Gender differences in empathy are frequently
found, with girls reporting higher levels of empathy than boys (Lam,
Solmeyer, & McHale, 2012; Silke, Brady, Boylan, & Dolan, 2018), and
showing a stronger increase in cognitive empathy during adolescence
(van der Graaff et al., 2014). From early adolescence boys are found to
selectively report less empathy in response to male peers, whereas girls
report increasingly more empathy towards persons of the same and
opposite sex (Bryant, 1982; Olweus & Endresen, 1998; Stuijfzand et al.,
2016). The selective impairment in same-sex empathy among male (not
female) adolescents has been explained in terms of male competition,
driven in part by increasing levels of testosterone, which is known to
constrain empathy (Stuijfzand et al., 2016). Intuitively, such processes
could be seen to hinder the establishment of a good therapeutic

relationship between male clients and male therapist and therefore also
the enhancement of client empathy. As yet, we know very little about
the process of client empathy in treatment settings, nor about the nat-
ural development of empathy in forensic youth psychiatric patients.

Empathy is thought to develop in relationship with parents and
peers, depending in part on the quality of the relationship (Boele et al.,
2019). Therefore, it seems plausible to assume that in a clinical setting
the development of empathy is partly dependent on the therapeutic
relationship. Caring for the client and accurate perspective taking are
considered essential to the therapeutic process (Rogers, 1957), just like
therapist personality characteristics as being friendly, warm, and open
(see Ackerman & Hilsenroth, 2003; Ross et al., 2008; Keijsers et al.,
2000). Clients may feel accepted, confident, and connected which
creates a trusting milieu in which client empathy can develop.

1.1. Aim of the study

The main aim of this study was to examine whether client reported
empathy before and during treatment contributes to therapist reported
outcome in a sample of forensic youth psychiatric patients. The fol-
lowing questions were addressed: (1) Is client empathy before treat-
ment related to treatment outcomes at six months? (2) Is client empathy
subject to change? (3) Is empathy change related to treatment out-
come? (4) Do therapist factors play a role in client’s empathy change?

Client empathy was assessed with self-report questionnaires of af-
fective and cognitive empathy at intake and again after six months of
treatment. Treatment outcome at six months was rated by their thera-
pist. Based on the assumption that effective treatment requires menta-
lizing on the part of both the patient and therapist, we expected to find
a positive relationship between initial levels of client empathy and
therapist reported outcome at six months. Mentalizing is common
practice in a wide range of therapies, especially in cognitive therapy
(Allen et al., 2008), which may enhance client’s mentalizing cap-
abilities, including empathic skills. Also, as cognitive empathy is found
to increase during adolescence (van der Graaff et al., 2014), we ex-
pected to find an increase in cognitive empathy as a result of treatment
or natural growth. Furthermore, based on theoretical and empirical
evidence that enhancing the mentalizing skills of clients reduces clinical
symptoms (Allen et al., 2008), we expected to find a positive re-
lationship between client reported improvement in empathy at six
months and therapist reported treatment outcome. Possible influences
of therapist factors (empathy, personality and gender) were further
explored.

2. Method

2.1. Participants

The study was approved by the Ethical Committee of the Faculty of
Social Sciences, Utrecht University. Participants were adolescent clients
recruited from out-patient units of Accare Forensic Youth Psychiatry
(Accare FJP) in the northern part of the Netherlands: Assen, Deventer,
Emmen, Groningen, Leeuwarden, and Zwolle. Young people are re-
ferred to Accare FJP for reasons including serious oppositional beha-
viour (verbal aggression, threats, running away), aggression (assault,
destruction), sex crimes and serious school drop-out rates. Clients who
were referred for assessment and treatment between January 2015 and
June 2016 were approached for participation (no exclusion criteria). In
total 132 clients participated in the first phase of the study, 96 clients
also participated in the second phase of the study. The attrition was due
to a relatively high number of no-shows to treatment (n = 22 missed
most to all sessions), and a smaller amount of true study dropouts who
were out of focus or did not respond in the second phase (n = 14). The
no-shows (M = 16.14, SD = 0.45) and study dropouts (M = 16.64,
SD = 0.57) were both significantly older than those who completed the
study (M = 14.84, SD = 0.22), F(2, 129) = 6.70, p = .002. The groups
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did not differ with respect to gender, χ2(2) = 0.29, ns, education, F(2,
125) = 0.24, ns, nor with respect to empathy reported at intake, F(8,
252) = 1.13, ns. Moreover, because of missing data on the empathy
questionnaires at the first or second measurement (n = 5 had>30%
omissions), and complete missing data on therapist reported behaviour
change (n = 1), the data for this study were obtained from N = 90
clients (62 boys, 28 girls), aged between 11 and 22 years
(Mboys = 14.79, SD = 2.30; Mgirls = 15. SD = 1.86). We used complete
case deletion because it is straightforward and acceptable with respect
to bias, especially with small numbers, although it may reduce power
(Peeters, Zondervan-Zwijnenburg, Vink, & van de Schoot, 2015).

Diagnostics were established according to the DSM-IV-TR (APA,
2000) criteria by a multidisciplinary team, including a child psychia-
trist, psychologist, system therapist and remedial educationalist. The
most prevalent disorders were attention-deficit/hyperactivity disorder
(ADHD, 27.8%), conduct problems, including oppositional defiant dis-
order and conduct disorder (CP, 23.3%), autism spectrum disorder
(ASD, 22.2%) and internalizing disorders, including major depressive
disorder, generalized anxiety disorder and posttraumatic stress disorder
(INT, 20%). Few clients (6.7%) met criteria for other disorders such as
reactive attachment disorder or intellectual disabilities. Comorbidity
was high: 62% were comorbid for one or more disorders. The most
common ones were ADHD, CP, and INT. The prevalence of disorders
was different for boys and girls, with relatively more girls than boys
showing INT, and more boys than girls showing CP, χ2(4) = 9.952,
p = .04. Most clients received more than one kind of therapy, including
cognitive behavioural therapy (n = 39), psychomotor therapy
(n = 25), systemic therapy (n = 23), and/or functional family therapy
(n = 11), some in combination with medication (n = 18). A fewer
number received psychoeducation (n = 9), eye movement desensiti-
zation and reprocessing (n = 7), or mentalizing-based treatment
(n = 6).

The total of 90 clients were treated by 31 therapists (17 males, 14
females). Male and female clients were equally distributed across male
and female therapists (χ2 < 1). Also, clients with ASD, ADHD, CP, and
INT were equally distributed across male and female therapist,
χ2(3) = 5.57, ns, though relatively more clients with ASD were treated
by female (n = 15) than by male (n = 5) therapist (see Table 1).

2.2. Procedure

During the first stage of the intake process clients and their parents
received an information letter in which they were asked to participate
in a study on the role of empathy in the therapeutic process. Those who
were willing to participate were also verbally informed. Verbal and
written consent was obtained from clients as well as from parents if
clients were below age 16. Clients were asked to fill out two empathy
questionnaires at intake (T1) and again after six months of treatment
(T2). They received a gift voucher (5 euros) for participation.

Therapists who gave treatment to any of the participating clients were
asked to fill out the empathy questionnaire and personality inventory.
They also assessed their client's behaviour after six months of treat-
ment. Afterwards participants were informed about the study results.

2.3. Measures

2.3.1. Client empathy
Client empathy was assessed with two self-report questionnaires:

the revised Dutch versions of the Interpersonal Reactivity Index (IRI,
Davis, 1983; Dutch revision by van Outsem et al., 2006) and the Basic
Empathy Scale (BES, Jolliffe & Farrington, 2006; Dutch version by van
Langen, Wissink, Stams, Asscher, & Hoeve, 2014). The IRI consists of 28
items, 7 items for each of the four subscales: Empathic Concern (EC),
Personal Distress (PD), Perspective Taking (PT), and Fantasy (FS). The
subscales EC and PD weight aspects of affective empathy, PT and FS
weight aspects of cognitive empathy. In the revised Dutch version the
wording of items is simplified for use with juvenile offenders. Sample
items included “I am often quite touched by things that I see happen”
(EC), “I tend to lose control during emergencies” (PD), “I try to look at
everybody’s side of a disagreement before I make a decision” (PT), and
“After seeing a play or movie, I have felt as though I were one of the
characters” (FS). Items were scored on a 5-point scale, ranging from 1
(not at all like me) to 5 (very much like me).

EC and PD were significantly positively correlated at T1 (r = 0.34,
p < .01) and T2 (r = 0.31, p < .01), as were PT and FS at T2
(r = 0.32, p < .01), though not at T1 (r = 0.17, ns). For the sub scales
EC and PD (affective empathy) and the sub scales PT and FS (cognitive
empathy) average scores were calculated to reduce the number of data
points and to perform the same analyses with the IRI and BES scores.
Cronbach’s alphas revealed acceptable internal consistency at T1 and
T2 for mean affective (αt1 = 0.71; αt2 = 0.74) and cognitive
(αt1 = 0.69; αt2 = 0.76) empathy scores. Both scores remained fairly
consistent over T1 and T2 (see Table 2). Furthermore, mean affective
and cognitive empathy scores were moderately related at T1 (r = 0.46,
p < .001) and slightly weaker at T2 (r = 0.39, p < .001), suggesting
that both dimensions are related but distinct constructs.

The BES was applied next to the IRI because both questionnaires
assess different aspects of affective and cognitive empathy. The BES
consists of 20 items, measuring affective empathy (11 items) and cog-
nitive empathy (9 items). Unlike the IRI, the affective empathy subscale
of the BES is designed to assess the sharing of emotions rather than
empathic concern. The cognitive empathy subscale is thought to assess
the ability to understand detailed emotions of another person rather
than the broad ability to take another person’s perspective. Also dif-
ferent from the IRI, the BES is based on the four “basic emotions”, that
is, fear, sadness, anger and happiness. An example item of the affective
empathy scale is “When I am among friends who are afraid, I feel afraid
too”. An example of the cognitive empathy scale is “I can usually realize
quickly when a friend is angry”. Items were scored on a 5-point scale,
ranging from 1 (strongly disagree) to 5 (strongly agree). Cronbach’s
alphas revealed good reliability for affective empathy at T1 (0.81) and
T2 (0.84), and acceptable reliability for cognitive empathy at T1 (0.66)
and T2 (0.66). Test-retest reliability scores were somewhat higher for
affective than for cognitive empathy (see Table 2). Like the IRI scores,
affective and cognitive empathy scores were significantly but weakly
related at T1 (r= 0.25, p= .02) and T2 (r= 0.24, p= .02), suggesting
that both dimensions are related but distinct constructs. Furthermore,
the correlations between the cognitive dimensions of the IRI and BES at
T1 (r = 0.41, p = .001) and T2 (r = 0.43, p = .001) as well as the
affective dimensions at T1 (r = 0.60, p = .001) and T2 (r = 0.65,
p = .001) show moderate to strong convergence, which supports the
construct validity of both empathy measures.

2.3.2. Therapist empathy
Therapist affective and cognitive empathy was assessed with the

Table 1
Distribution of male and female patients and principle diagnoses across male
and female therapists.

Male therapist Female therapist Total
# # #

Client gender:
Boys 29 33 62
Girls 13 15 28

Primary diagnosis
ADHD 13 12 25
CP 10 11 21
ASD 5 15 20
INT 11 7 18
Else 3 3 6

Note: ADHD = Attention Deficit Hyperactivity Disorder; CP = Conduct
Problems; ASD = Autism Spectrum Disorder, INT = internalizing problems.
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Dutch version of the original IRI (Hawk et al., 2013). Hawk and col-
leagues have demonstrated adequate internal consistency and validity
of the Dutch version in a large sample of healthy adolescents and adults.
In the current study, the primary components of the affective (EC) and
the cognitive (PT) subscales were used to assess therapist empathy.
Cronbach’s alphas showed good reliability for PT (0.76) and acceptable
reliability for EC (0.60). EC and PT were moderately related (r = 0.43,
p = .02).

2.3.3. Therapist personality characteristics
The short version of the Revised NEO Personality Inventory (NEO-

PI-R, Hoekstra, Ormel, & de Fruyt, 2007), the NEO-FFI was used to
assess the five domains of personality: Extraversion (E), neuroticism
(N), agreeableness (A), conscientiousness (C), and openness (O). Ex-
traversion refers to characteristics such as being sociable, adventurous
and assertive; Neuroticism to being tense, shy and not self-confident;
Agreeableness to being warm, sympathetic and forgiven; Con-
scientiousness to being thorough, organized and efficient; Openness
refers to characteristics as being artistic, imaginative and unconven-
tional. The NEO-FFI comprises 60 items, 12 items per scale, scored on a
5-point scale (1 = strongly disagree; 5 = strongly agree). Cronbach’s
alphas for the therapist sample revealed good reliability for E (0.83), N
(0.83), and C (0.77), acceptable reliability for O (0.61), but un-
acceptable low reliability for domain A (0.31). Domain A was therefore
excluded from further analyses.

2.3.4. Therapist reported outcome (TRO)
Client behaviour was rated by the therapist after six months of

treatment. Changes in four areas of client functioning were assessed,
specifically, (1) psychopathology, (2) externalizing behaviour, (3) be-
haviour at home, and (4) behaviour at school. Changes in these four
areas are used to monitor behaviour improvement at Accare FJP.
Improvement was rated on a 10-point scale (one for each area), ranging
from 1 (no improvement) to 10 (strong improvement). Total scores
were calculated (α = 0.80) and included in the analyses of the data.

2.4. Data analyses

Preliminary analyses were conducted to examine (a) gender differ-
ences in client empathy, therapist empathy and personality character-
istics; and (b) differences in client empathy across DSM disorders. To
examine whether client reported empathy before (T1) or during (T2-T1)
treatment related to TRO at six months, stepwise multiple regression
analyses (MRA) were performed with client gender as a possible di-
chotomous moderator (0,1). Mixed model ANOVAs were used to ex-
amine whether client reported empathy was subject to change during
treatment, with client gender as the between-factor and time of as-
sessment (T1/T2) as the within-factor. Stepwise MRAs were also con-
ducted to examine whether therapist factors influenced possible
changes in client empathy during treatment. Continuous predictors
were all standardized. Interaction terms were created by multiplying

client gender with predictors. Finally, factorial between groups
ANOVAs with therapist and client gender as the independent variables
and empathy change as the dependent variable, were conducted to
examine the effects of therapist gender in the development of client
empathy. A significance level of 0.05 was adopted, with the Bonferroni
correction applied in case of multiple testing.

3. Results

3.1. Preliminary analyses

Means and standard deviations for boys and girls on client empathy
at T1 and T2 are presented in Table 2. At T1, girls obtained significantly
higher scores than boys on affective empathy assessed with the IRI and
BES. No significant differences emerged on cognitive empathy at T1. At
T2, girls obtained significantly higher scores than boys on both affective
and cognitive empathy assessed with the IRI, not with the BES.

Means and standard deviations for therapist empathy and person-
ality characteristics are presented in Table 3. No gender differences
were observed in therapist empathy. Likewise, no gender differences
were observed in therapists’ personality characteristics, except for
gender differences in neuroticism. Females obtained higher scores than
males. Bivariate correlations between all study variables are presented
in Table 4.

MANOVAs were used to examine differences in client empathy
across DSM disorders (ADHD, CP, ASD, INT). Affective and cognitive
empathy were both included as the dependent variables, DSM disorders
as the independent variable. Separate analyses were conducted for
empathy assessed with the IRI and BES. Results revealed that there
were no significant differences in client empathy across DSM disorders:
FIRI(6, 160) = 1.90, ns; FBES(6, 160) = 1.02, ns. The absence of dif-
ferences in empathy across DSM disorders indicates that disorder is not
a likely confounder.

Table 2
Means (SD) of client empathy measure at T1 and T2, therapist reported outcome at T2, and correlations between T1 and T2 measurements.

T1 T2 rt1xt2

Girls n = 28 Boys n = 62 Girls n = 28 Boys n = 62 N = 90
M (SD) M (SD) t (df = 88) M (SD) M (SD) t (df = 88)

BES_aff 3.29 (0.81) 2.91 (0.76) −2.16* 3.38 (0.81) 3.03 (0.78) −1.94 0.70**
BES_cog 3.97 (0.58) 3.91 (0.56) < 1 4.14 (0.58) 3.94 (0.48) −1.69 0.42**
IRI_aff 3.07 (0.57) 2.65 (0.51) −3.45** 3.18 (0.67) 2.79 (0.55) −2.89* 0.53**
IRI_cog 2.89 (0.53) 2.82 (0.64) < 1 3.17 (0.65) 2.82 (0.67) −2.32* 0.63**
TRO – – 5.81 (1.88) 5.60 (1.75) <1

Note: * p < .05, ** p < .001. BES = Basic Empathy Scale (1–5); IRI = Interpersonal Reactivity Index (1–5); aff = affective empathy, cog = cognitive empathy;
TRO = therapist rated outcome (1–10).

Table 3
Means (SD) of therapist empathy and personality characteristics.

Female n = 14 Male n = 15
Variable M (SD) M (SD) t (df = 27)1

IRI
Empathic concern 3.79 (0.61) 3.68 (0.35) <1
Perspective taking 3.80 (0.48) 3.86 (0.49) <1

NEO_FFI
Neuroticism 2.44 (0.39) 2.09 (0.47) −2.17*
Extraversion 3.52 (0.46) 3.78 (0.28) 1.46
Conscientiousness 3.76 (0.45) 3.82 (0.40) <1
Openness 3.29 (0.37) 3.42 (0.47) <1

Note: * p < .05. IRI = Interpersonal Reactivity Index; NEO-FFI = NEO Five
Factor Inventory. 1: IRI and NEO-FFI data of two male therapists were missing.
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3.2. Client empathy before treatment and TRO

To examine whether initial levels of client empathy contribute to
treatment outcome (TRO), stepwise MRAs were performed with client
gender and affective and cognitive empathy as the predictors and TRO
as the criterium variable. All predictors were entered in step 1, the
interaction terms (client gender X empathy) in step 2. The predictors
did not correlate too highly (VIFs < 2, Tolerance > 0.9), and the
assumptions of normality, linearity, and homoscedasticity of residuals
were checked. Separate analyses were performed for empathy assessed
with the IRI and BES (α = 0.05/2 = 0.025).

The MRA run on the BES-scores produced significant results: cog-
nitive empathy entered into the equation, accounting for 7% of the
variance in TRO, F(1, 88) = 6.54, p= .012. Cognitive empathy was the
only significant predictor, relating negatively with TRO, β = −0.26,
t = −2.56, p = .012. Interaction terms did not enter the equation.
Hence, different from expectations, the BES-scores suggest that lower
levels of cognitive empathy at intake are associated with higher levels
of treatment outcome. The MRA run on the IRI-scores was non-sig-
nificant. Controlling for therapist factors in the first step did not change
the results.

3.3. Client empathy change after treatment

To examine whether client empathy changed during the first six
months of treatment, mixed model ANOVAs were conducted, with
client gender as the between-factor and time (T1, T2) as the within-
factor. Separate analyses were performed for affective and cognitive
empathy assessed with the BES and IRI (α = 0.05/4 = 0.013). The
assumptions of normality and homogeneity of variance for a mixed
model ANOVA were not violated (Shapiro-Wilk (W) tests > 0.05, all
Fmax < 2).

BES-scores: The ANOVA results for affective empathy revealed a
marginal significant main effect for gender, F(1, 88) = 4.97, p = .028,
ηp

2 = 0.05, with higher scores for girls than for boys. There was no
main effect for time F(1, 88) = 2.41, ns, nor a significant interaction, F
(1, 88) = 0.058, ns. For cognitive empathy, no significant main effects
were found for gender, F(1, 88) = 1.50, ns, nor for time, F(1,
88) = 1.99, ns, nor a significant interaction, F(1, 88) = 1.08, ns.

IRI-scores: The ANOVA results for affective empathy revealed a
significant main effect for gender, F(1, 88) = 14.45, p < .001,
ηp

2 = 0.13, but no significant effect for time, F(1, 88) = 3.99, p= .049,
ηp

2 = 0.04, nor a significant interaction F(1, 88) = 0.052, ns. Overall,
girls obtained higher scores than boys. For cognitive empathy, the
analysis revealed a marginal significant main effect for time, F(1,

88) = 4.91, p= .029, ηp2 = 0.05, with higher scores at T2 compared to
T1. The analysis revealed no significant main effect for gender, F(1,
88) = 2.50, ns, but a marginal significant interaction, F(1, 88) = 5.29,
p = .024, ηp2 = 0.06. Follow-up paired samples t-tests conducted for
boys and girls separately, revealed that the improvement in cognitive
empathy from T1 to T2 was almost significant for girls, t(27) = −2.60,
p = .015, not for boys, t(61) = 0.08, ns.

3.4. Client empathy change and TRO

To examine whether changes in client empathy related to treatment
outcome, difference scores (Δ-empathy) were calculated by subtracting
empathy assessed at T1 from empathy assessed at T2 (higher scores
revealing more improvement). Stepwise MRAs were conducted with
client gender and Δ-empathy scores as predictors and TRO as criterium
variable. All predictors were entered in step 1 and interaction terms
(client gender X, Δ-empathy) in step 2. The predictors did not correlate
too highly (VIFs < 2, Tolerance > 0.8) and the assumptions of nor-
mality, linearity, and homoscedasticity of residuals were checked.
Separate analyses were performed for empathy assessed with the IRI
and BES (α = 0.05/2 = 0.025).

The MRA ran on the BES-scores produced significant results: Δ-
cognitive empathy entered into the equation, accounting for 8% of the
variance in TRO, F(1, 88) = 7.12, p = .009. Δ-Cognitive empathy was
the only significant predictor, relating positively to TRO, β = 0.27,
t = 2.67, p = .009. Interaction terms did not enter the equation.

The MRA ran on the IRI-scores produced similar results: only Δ-
cognitive empathy entered the equation, accounting for 8% of the
variance in TRO, F(1, 88) = 7.70, p = .007, relating positively to TRO,
β = 0.28, t = 2.77, p = .007. Thus, MRA results revealed consistently
that self-reported enhancement in cognitive empathy relates positively
to TRO. Controlling for therapist factors in the first step did not change
the observed relationships.

3.5. Therapist factors and empathy change

To examine whether therapist factors are involved in client empathy
change (Δ-empathy), stepwise MRAs were conducted with client gender
and therapist factors as predictors in step 1, interaction terms (client
gender X therapist factors) in step 2, and client Δ-empathy as the cri-
terium variable. Separate analyses were performed for each criterium
variable (4) with each therapist factor (7), thus 28 analyses in total.
With the Bonferroni correction applied, level of significance was
α = 0.05/28 = 0.002. The intraclass correlation for change in the IRI
and BES scores varied between 5% and 11.9% and was not taken into

Table 4
Bivariate correlations among main study variables.

2 3 4 5 6 7 8 9 10 11 12 13 14 15

1 T1_BES-aff 0.25* 0.60** 0.48** −0.37** −0.09 −0.02 −0.07 0.28* 0.13 0.13 0.02 0.13 0.01 0.03
2 T1_BES-cog – −0.01 0.41** −0.13 −0.60** 0.07 −0.18 −0.10 0.01 0.13 −0.06 0.02 −0.07 −0.26*
3 T1_IRI-aff – 0.46** −0.18 −0.08 −0.42** −0.09 0.30** 0.16 −0.09 0.14 0.06 0.11 0.14
4 T1_IRI-cog – −0.08 −0.15 −0.18 −0.32** 0.02 0.06 −0.05 0.16 0.07 0.05 0.01
5 Δ_BES-aff – 0.20 0.35** 0.28** −0.15 −0.05 −0.14 0.10 −0.01 0.07 0.12
6 Δ_BES-cog – 0.13 0.36** −0.12 −0.05 −0.15 0.10 −0.06 0.16 0.27**
7 Δ_IRI-aff – 0.30** −0.21 −0.21 0.14 −0.14 0.02 −0.04 −0.04
8 Δ_IRI-cog – −0.13 0.03 0.05 −0.15 −0.08 −0.07 0.28**
9 IRI_PT 0.63** 0.27* −0.21* 0.11 −0.42** 0.10
10 IRI_EC – 0.29** −0.38** 0.16 −0.53** 0.16
11 NEO-N – −0.60** −0.15 −0.48** −0.26*
12 NEO-E – 0.19 0.70** 0.00
13 NEO-O – 0.20 0.16
14 NEO-C – 0.04
15 TRO –

Note: * p < .05, ** p < .001. T1 = client empathy at intake; Δ = client empathy change; BES = Basic Empathy Scale; IRI = Interpersonal Reactivity Index;
aff = affective empathy; cog = cognitive empathy; IRI_PT = therapist perspective taking; IRI_EC = therapist empathic concern; NEO-N = neuroticism; NEO-
E = extraversion; NEO-O = openness; NEO-C = conscientiousness; TRO = therapist reported outcome.
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account, accordingly (Hox, Moerbeek, & van de Schoot, 2017).

3.5.1. Therapist empathy & personality characteristics
MRAs with therapist empathy as predictors were non-significant,

except for one in which Δ-affective empathy assessed with the BES was
the criterium variable. The interaction between client gender and
therapist’s perspective taking skills (PT) entered the equation, ex-
plaining 11% of the variance, F(1, 86) = 10.58, p = .002, and relating
negatively to Δ-affective empathy, β = -0.33, t = −0.3.25, p = .002.
No other variables entered the equation. For boys, therapist PT and Δ-
affective empathy were not related (r = −0.003, ns), whereas for girls
they were significantly inversely related (r = −0.60, p = .001). The
negative relationship for girls is counterintuitive, suggesting that girls
show less improvement in affective empathy when the therapist shows
better perspective taking skills. All MRAs with therapist personality
characteristics as predictors were non-significant, indicating that
therapist personality characteristics were not related to changes in
client empathy during treatment.

3.5.2. Therapist gender
Factorial between groups ANOVAs were conducted to examine the

interplay between therapist and client gender in the development of
empathy. The ANOVA performed on the IRI Δ-cognitive empathy scores
revealed a marginally significant interaction between therapist and
client gender, F(1, 86) = 8.77, p = .004, ηp2 = 0.09, but no significant
main effects for client, F(1, 86) = 6.73, p = .011, ηp2 = 0.07, nor
therapist gender, F(1, 86) = 0.12, ns. Follow-up independent t-tests
revealed different patterns for boys and girls depending on therapist
gender: Under conditions of a male therapist, boys reported sig-
nificantly less improvement in cognitive empathy than girls, t
(40) = −3.53, p = .001. No such gender differences emerged under
conditions of a female therapist t(46) = 0.29, ns. Mean IRI Δ-cognitive
empathy scores (+/− SE) broken down by gender are depicted in
Fig. 1. Additional ANCOVAs were performed on IRI Δ-cognitive em-
pathy scores with empathy at T1, therapist empathy and therapist
personality characteristics as the covariates. The analyses gave the
same results. The ANOVA results for all other Δ-empathy scores were
non-significant.

4. Discussion

The current study was set up to examine whether client empathy
before treatment relates to treatment outcome, whether client empathy
is subject to change after six months of treatment, whether such change
relates to treatment outcome, and whether therapist factors relate to
possible changes in client empathy. Client empathy before treatment
was not consistently related to treatment outcome. Cognitive empathy
tended to improve in the first six months of treatment, stronger in girls
than boys, and partly depending on the therapist's gender. Overall,
client reported improvement in cognitive (not affective) empathy
proved to be a valid predictor of treatment outcome. The study results
are only partially in line with expectations and partly different for both
client measures of empathy (IRI and BES).

First of all, results did not support the hypothesis that client em-
pathy before treatment contributes to treatment outcome. Except for a
negative relationship between cognitive empathy obtained with the
BES, none of the current empathy measures were found to relate di-
rectly to therapist reported treatment outcome. The inverse relationship
between cognitive empathy and treatment outcome was not predicted.
Yet, it may be that initially low levels of cognitive empathy relate po-
sitively to treatment outcome just because improvement relates to suc-
cess. Patients with low starting values can, hypothetically, grow more
than patients who are already at an intermediate or high level with the
result that low initial values contribute to success. This would mean
that clients with distinct deficits in cognitive empathy are still able to
make progress in their empathic skills. Regarding affective empathy,
our null findings are basically similar to those obtained by van der
Stouwe and colleagues (2018). They too used the BES to assess client
affective empathy and found no evidence that initial levels of affective
empathy relate directly to treatment effects.

Second, our findings demonstrate that client reported cognitive
empathy tends to improve for girls in the first six months of treatment.
Marginal significant effects were established for the IRI, not for the BES.
By lack of a control group the study does not allow us to determine
whether improvement in girl’s cognitive empathy was due to therapy or
natural growth. In general, girls score higher than boys on ques-
tionnaire measures of empathy, and show a stronger increase in cog-
nitive empathy than boys aged 13 to 18 years (e.g., van der Graaff et al.,
2014). The current results are important and promising by showing that

Fig. 1. Mean client Δ-cognitive empathy scores assessed with the IRI (+/− SE) broken down by client and therapist gender.
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girls' cognitive empathy tends to improve during the first six months of
treatment in forensic youth psychiatry. Perhaps we could have seen a
greater increase if we had measured over a longer period of time. Yet,
treatment is often limited in duration and therefore it is still important
to examine effects over a shorter period of time. Improving empathy is
thought to be important because low empathy, especially low cognitive
empathy relates to offending (Jolliffe & Farrington, 2004; van Langen
et al., 2014) and low empathy is a risk factor for recidivism (e.g., Bock
& Hosser, 2014; Lawing, Childs, Frick, & Vincent, 2017; Lodewijks,
Doreleijers, de Ruiter, & Borum, 2008).

Interestingly, the progression in cognitive empathy was found to
depend partly on the interplay between therapist’s and client’s gender.
Results obtained with the IRI demonstrated that under conditions of a
male therapist, boys show significantly less improvement in cognitive
empathy than girls. No such gender differences were found under
conditions of a female therapist. Because the same results were not
demonstrated with the BES, we must be careful when drawing con-
clusions. However, findings can be explained in the context of previous
results (Bryant, 1982; Olweus & Endresen, 1998; Stuijfzand et al.,
2016). Studies on same-sex versus cross-sex empathy show fairly con-
sistent that young male adolescents report less empathy towards male
than towards female peers. It has been supposed that the growing at-
traction to the other sex in adolescence may enhance male adolescents’
empathic responses to females, whereas the entry to a masculine
competitive environment may inhibit male adolescents’ empathic re-
sponses to male competitors (Stuijfzand et al., 2016). Competition has
been linked to testosterone (e.g., Eisenegger, Kumsta, Naef, Gromoll, &
Heinrichs, 2017), which increases greatly during adolescence
(Buchanan, Eccles, & Becker, 1992), and competition is known to re-
duce empathy (Lanzetta & Englis, 1989). If male competition is a factor,
male adolescents may be less willing to connect with male therapists
than with female therapists and may adopt a defensive attitude, which
can limit progress in empathy during treatment. Clearly, it is important
to know whether competitive tendencies interfere with the empathic
process as part of forensic interventions. If future research can establish
that therapist gender is a factor, it may be therapeutically advantageous
to consider gender in empathy training programs for adolescents.

Finally and most important, client reported improvement in cogni-
tive (not affective) empathy was found to relate positively to therapist
reported treatment outcome. Similar results were obtained for both
client measures of empathy, which makes this result more powerful.
Findings are in agreement with predictions based on mentalization-
based theory and empirical evidence that enhancing the mentalizing
capacities reduces clinical symptoms (Allen et al., 2008; Bo et al., 2017;
Laurenssen et al., 2014). Like mentalizing, cognitive empathy refers to
cognitive processes as awareness of distress in others, perspective
taking skills, empathic accuracy and understanding emotional states in
others. Affective empathy is more distinct from mentalizing in that it
refers to the actual sharing of emotions, feeling sympathy or distress.
The current study is the first to demonstrate that improvement in
cognitive empathy relates to treatment outcome. Significant relations
between affective empathy and treatment outcome were not estab-
lished. Although caution should be exercised in drawing conclusions,
these initial results suggest that client reported improvement in affec-
tive and cognitive empathy relates differently to treatment outcome.

4.1. Limitations

The current study had some limitations. One limitation is that it was
an observational study without a control group and should therefore be
considered exploratory. Another limitation is that only self-report
questionnaires have been used to assess empathy. Self-report measures
of empathy may be affected by social desirability biases (Eisenberg &
Fabes, 1990; Zhou, Valiente, & Eisenberg, 2003). This is suggested by
research from which it appears that gender differences in empathy are
particularly large when using self-report questionnaires (e.g., van der

Graaff et al., 2015) and research showing that sex of the experimenter
affects self-reports of empathy in children (Eisenberg & Lennon, 1983).
In the current study, the empathy questionnaires were sometimes
completed in the presence of the therapist which may have biased the
results. As such, future research should not only test whether findings
replicate across different samples, but also whether results remain
consistent when other verbal, facial or physiological measures of em-
pathy are used. It is important to note that although the results of the
BES and IRI were slightly different, the two questionnaires did not yield
conflicting results, and both showed that cognitive empathy plays a
more significant role in the therapeutic process than affective empathy.

Questionnaire measures of empathy are normally used in long-
itudinal studies on empathy development through adolescence. The
value of self-report measures, however, rests on the assumption that
participants can reflect on their behaviour and feelings and are willing
to report on it accurately. Because we cannot rely on that in offenders
we need to develop tools in which it is less obvious what is being in-
dexed. Another limitation of the current study is that trait-like aspects
of both client and therapist empathy were assessed. Because the IRI was
used to assess both client and therapist empathy, the results may have
been biased by common-method variance. More importantly, however,
clinical empathy involves more dimensions then those currently oper-
ationalized and studied (e.g., Halpern, 2014) and other techniques are
needed to examine in full the dynamics of empathy in clinical en-
counters. Also, future research will have to pay more attention to the
possible role of system and contextual factors in the therapeutic re-
lationship and treatment success, especially in correctional settings
(Ross et al., 2008). Finally, the small sample size limited the testing of
more complex models and the assessment of differences between clin-
ical groups. The current study should be replicated with a larger dataset
in which the nested structure can be investigated more fully, also in
relation to different DSM classifications and treatment methods.

4.2. Conclusions

Despite these limitations, the results of this study provide important
new data on the possible influence of client empathy on treatment
outcomes in a sample of forensic juvenile psychiatric patients. The re-
sults demonstrate that client empathy before treatment is not con-
sistently related to treatment outcome, that cognitive empathy tends to
change in the first six months of treatment, stronger in girls than boys,
and depending in part on the therapist's gender: Under conditions of a
male (not female) therapist boys reported significantly less improve-
ment in cognitive empathy than girls. The most critical finding is that
client reported improvement in cognitive empathy contributes to
therapist reported treatment success. Results from this first explorative
study are promising and deserve further investigation.
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