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Abstract 

The current study aimed to explore the significance of therapists’ attachment 

strategies on the intersubjective nature of the therapeutic relationship. Specifically, how 

important it is for therapists to have attachment security. Twelve therapists working with 

individuals with complex trauma were interviewed and ‘Codebook’ Thematic Analysis 

(Braun & Clarke, 2020) was used to generate the following themes: Developing the 

therapeutic relationship;  Impact of therapist attachment; Therapist motivation; Overcoming 

barriers. Key findings identified a distinction between the therapeutic alliance and a secure 

attachment. This was based on the relationship’s capacity to tolerate rupture which was 

impacted upon by the participant’s own attachment. The study also found that therapists’ own 

attachment strategies affect empathy towards clients, with the underlying process being 

related to identification, but where over-identification is unhelpful. Further, the study 

identified the way that therapists responded to client anger was related to their attachment 

strategies. Whilst avoidant / dismissive therapists were better able to contain client anger, this 

had the potential to impact upon attunement. Findings challenged the widely accepted view 

of the necessity for therapists to have a secure attachment, rather warmth and proximity 

elicited negative responses from some clients. An unexpected finding was therapists’ 

motivation which identified specifically the therapeutic relationship as meeting the 

attachment needs of the therapists. Findings reinforce the premises of counselling psychology 

for reflective functioning and recommend that therapists acknowledge their own attachment 

strategies and wounds. A better understanding into these processes may enhance the 

therapeutic relationship and improve treatment outcome.                                                      

Key words: attachment, countertransference, complex trauma, therapist motivation 
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1.1 Introduction 

The author of this study is a Counselling Psychologist in training and a member of the 

counselling psychology division of the British Psychological Society (BPS). The BPS (n.d) 

defines counselling psychology as providing support and intervention for a wide range of 

psychological and mental health difficulties, including complex relational trauma. It 

considers the uniqueness of both the client and therapist as significant and holds the 

therapeutic relationship key to the process. Counselling psychologists are required to have a 

capacity for high levels of self-awareness and reflective functioning, with a focus on 

understanding the interpersonal dynamics within the therapeutic context.  

The  convenience participant sample used for this study is located within a personality 

disorder service, part of the NHS pathway, and participants have varying training 

backgrounds, including that of counselling psychology. Service users have all experienced 

complex relational trauma which manifests in violent, aggressive and anti-social behaviour 

and so the development of a therapeutic relationship is particularly challenging for these 

practitioners. The service experiences high attrition rates due to the complex nature of the 

interpersonal difficulties and so research to explore these difficult dynamics was considered 

valuable by the service’s Research and Development group. The research sought to address 

the following questions: 

• How significant are therapist attachment strategies within the intersubjective 

nature of the therapeutic relationship? 

• Specifically, how important is it for the therapist to have attachment security? 

This study aims to address the scarcity of qualitative research investigating therapists’ 

intersubjective experience of therapy with individuals who have been subjected to complex 

trauma. Extant quantitative literature exploring attachment style dyads lack a depth of 
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explanation as to the underlying motivations and mechanisms behind the, sometimes difficult 

dynamics. Previous research concludes that the therapeutic relationship is highly complex in 

nature and this study therefore seeks to explore the unconscious processes which impact on 

the therapeutic relationship by using a qualitative methodology.  

Chapter one will begin by setting the scene and discusses attachment theory and its 

link to personality disorder. It also addresses the current debate as to whether personality 

disorder is better understood as complex trauma whilst recognising that both labels adopt the 

stance of medical causation which places blame within the individual. It explores the 

possibility of using the Power Threat Meaning Framework (Johnstone & Boyle, 2018) to 

understand behaviour as a reaction to adversity and the threat of power. 

1.2 Setting the scene 

1.2.1 Attachment: An introduction. Bowlby (1969) described attachment as a 

propensity of human beings to make strong affectional bonds, where unwanted separation 

and loss gives rise to emotional distress and personality disturbance. His theory of attachment 

offers explanations as to why human beings, motivated by survival, make these strong bonds 

and why the breaking or non-development of these bonds can lead ultimately to 

psychopathology (Marrone, 2014). Bowlby’s work placed psychopathology within a 

developmental framework with intimate relationships at the core. It was a direct challenge to 

the medicalised model and assumptions of causation, putting relationships at the heart of 

human motivation. 

Attachment describes the feeling of safety and security the mother or main caregiver 

offers to the developing child. Ainsworth et al. (1978), state ‘using the mother as a secure 

base from which to explore’. When the caregiver has been internalised by the child as reliable 

and consistent, it provides the security necessary to allow explorative behaviour for healthy 

development. From extensive studies of the mother / child relationship, Ainsworth et al. 
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(1978), defined the differing classifications Ainsworth had witnessed in observing these 

dyads in Uganda. The Strange Situation was a controlled laboratory procedure which 

Ainsworth and her team developed to classify a child’s attachment behaviour. Specifically, it 

sought to classify the child’s reactions after being activated by the temporary loss of the 

mother who was replaced by a stranger. The classifications, according to Marrone (2014), 

allow for a greater understanding of the child’s representational world and were divided into 

the following patterns: insecure avoidant attachment (type A), secure attachment (type B), 

and insecure ambivalent attachment (type C) (Ainsworth et al. 1978).  Hazan and Shaver 

(1990) subsequently translated these categories into adult ways of relating within romantic 

relationships. They described insecure avoidant infants developing into adults with an 

avoidant / dismissive style of relating and insecure anxious infants developing into adults 

with an anxious / preoccupied style within relationships. Bartholomew and Shaver (1998) 

further developed the concept of adult insecure anxious / fearful attachment. Main (1990) 

describes the type A and C classifications as two opposite attachment strategies, de-activating 

and hyper-activating respectively. The first Main describes as a ‘flight’ strategy in response 

to the unavailability of the attachment figure whereby the infant gives up, de-activates the 

attachment system and deals with dangers alone. This was something referred to as 

‘compulsive self-reliance’ by Bowlby (1969), which explains how infants down-regulate 

their affect in order to avoid pain and distress. The opposite strategy is hyper-activation of the 

attachment system, which Main (1990) describes as a ‘fight and protest’ strategy in response 

to the frustration of attachment needs not being met. The infant intensifies their attachment 

behaviour, manifesting in preoccupation, hyper-vigilance and increased energization. 

These categories were elaborated on by Main and Solomon (1986), who added a 

further classification, insecure disorganised attachment (type D), encapsulating an approach-

avoid dilemma. The disorganised strategy describes how a frightened child will turn to an 
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attachment figure for safety but where the attachment figure is itself the very source of threat. 

The child is therefore presented with an insolvable problem where no consistent behavioural 

strategy can relieve the threat (Holmes, 2004). The parental characteristics which may lead to 

this are those which fall into the ‘unresolved’ classification on the Adult Attachment 

Interview (George et al. 1996). Not only is the caregiver’s trauma unresolved, they are further 

frightened by their child’s distress. Main emphasises the dissociative nature of the 

disorganised classification where the caregiver dissociates leaving them even less available to 

the child, and the child dissociates to avoid the fight / flight dilemma (Holmes, 2004).  

The child’s representation of the relationship has also been described as the internal 

working model (Bowlby, 1973) and in terms of attachment specifically, it refers to how an 

individual views themselves in relation to significant others (Peterfreund, 1983). The model 

allows the child to make assumptions about the specific relationship and how likely the 

attachment figure will provide support and protection. It also provides a template of how the 

child views themselves and allows them to predict how likely they are to receive the desired 

support and protection. Internal working models are developed throughout attachment 

interactions and are based on the caregiver’s responses to the child’s communications of 

need. These are very much embedded in a sense of feeling loved and go on to significantly 

impact the developing child’s self-esteem (Marrone, 2014). Hence, a child who experiences 

consistently ‘good enough’ parenting will internalise this care and build a working model of 

the world as safe, the people within it reliable and supportive, and they themselves as worthy 

of care. Conversely, a child who experiences inconsistent care, even neglect or abuse, will 

develop an internal working model of the world as dangerous, other people as untrustworthy, 

and themselves as unworthy of care. Bowlby (1973) described how these models then allow 

the child to predict the responsiveness of the caregiver and all future relationships. 
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Hence, those early relationships which have been less than secure can result in the 

internalised models being defended against and even excluded from consciousness, 

potentially resulting in unrealistic models of reality and even pathological behaviour 

(Bretherton, 1985). Reassuringly, these unconscious models can be explored within the safe 

confines of a therapeutic relationship (Marrone, 2014). However, Bowlby (1973) points out 

that barriers are likely within the relationship due to the client’s internal working model 

predicting the therapeutic relationship from the negative relationships of childhood.  

1.2.2 A more dynamic approach. Crittenden (2008) developed a dynamic-

maturational model (DMM) of attachment, with a focus on the adaptive and changing nature 

of attachment strategies throughout the life span. Whilst it draws upon the work of Bowlby 

and the classifications of Ainsworth, it also incorporates the continuous influences upon the 

individual and their resulting behaviours. Also of significance, is Crittenden’s use of 

understanding attachment through an information processing lens, allowing for consideration 

of cognitive neuroscience and genetics in this developmental pathway (Crittenden, 2008). 

The DMM places special importance on danger and sex which is reminiscent of Freud’s 

theory of drives (Freud, 1989), proposing that they are important motivations in human 

behaviour. In short, staying safe and reproducing are the main drives for human beings.  

According to Crittenden (2008), the DMM is a life span theory and highlights the on-

going process of ‘maturation’ which are related to experiences and reach natural points of 

reorganization at particular life stages. These points occur at early childhood, starting school, 

adolescence and adulthood when individuals find a partner. They take into consideration the 

new information gained about oneself and the world, however information is often omitted 

from further processing, thus distorting the representations of the probable future. The DMM 

views personality disorder as the cumulative effect of these distorted transformations, which 

lead an individual away from true cognition and true affect. This dynamic process between 
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the self and the context in which individuals find themselves, allows for developmental 

pathways rather than rigid trajectories or fixed predictions (Crittenden, 2008). Due to the 

changing nature of the dangers faced as we get older, the complexity of information 

processing changes and the strategies developed to cope with dangers increase in their 

complexity. Despite the number of strategies increasing with age, they are still organised in 

Ainsworth et al’s. (1978) original categorisations of A, B, and C but are defined by the 

information processing required to organise the strategies that are used. Rather than use the D 

categorisation of attachment disorganisation however, Crittenden integrates various 

combinations of the A and C strategies, of which psychopathy is the most distorted, 

endangered and dangerous. The information can be separated into ‘cognition’ and ‘affect’, 

the latter describing the sensory stimulation and emotional aspect of the strategy (Crittenden, 

2008). Crittenden concludes that avoidant infants cannot interpret or use emotional 

communication, anxious / ambivalent infants have not learned to regulate their carer’s 

emotions, and disorganised infants remain angry and anxious as they are unable to anticipate 

the caregiver’s response. All this information allows for predictions to be made about danger 

and how best to obtain safety for the individual.  

The DMM uses a biopsychosocial model of adaptation to understand the dynamic 

response to danger, fitting well with the epistemological values of Counselling Psychology. 

Baim (2020) describes how attachment theory, specifically the DMM has been applied to a 

criminal justice context, well-evidencing effective assessment and intervention. Baim 

suggests it offers a developmental understanding of individuals who endanger or are 

endangered, describing it as a strengths-based, non-labelling and non-pathologising model. 

Landa and Duschinsky (2013) however identify the lack of literature examining the 

usefulness of the DMM and its difference from mainstream attachment theory. They 

acknowledge the continuing gap in the literature as surprising given the DMM’s widespread 
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use in research, clinical and social interventions. However, they conclude that their analysis 

of the DMM provides evidence of a rich and systematic framework to understand diverse 

attachment behaviour. Whilst they consider the theory relies on speculation at times, they 

posit its strength lies in empirical validity.  

Attachment theory is a robust and well documented theory (Ainsworth et al. 1978; 

Bowlby, 1969; Bretherton, 1985; Crittenden, 2008; Hazan & Shaver, 1990; Holmes, 2004; 

Main, 1990; Main & Solomon, 1986; Marrone, 2014; Peterfreund, 1983) however 

contemporary literature appears sparse and limited unsurprisingly to its application to 

children and adolescents. Its value remains perhaps in its usefulness alongside the 

medicalized approach to diagnosis, supporting a less pathologizing understanding of an 

individual’s difficulties. This study has chosen Hazan and Shaver’s (1990) adult 

classifications, primarily focusing on the terminology of insecure avoidant / dismissive or 

anxious / preoccupied as these simply describe the approach / avoid strategies. However, it 

also draws on Crittenden’s (2008) DMM as a theoretical framework to understand attachment 

and therefore deliberately uses the term ‘attachment strategy’. The rationale for using this 

framework is the participants’ familiarity with the DMM model of attachment which was 

developed through in-service training, providing personal insight into their own attachment 

strategies. The term strategy also implies more flexibility and allows a better understanding 

of the mechanisms and motivations beneath an individual’s adaptive behaviour and 

specifically negative countertransference.  

1.2.3 Linking attachment to personality disorder. The Diagnostic and Statistical 

Manual of Mental Disorders (DSM-5) (American Psychiatric Association, 2013) describes 

personality disorder (PD) as an enduring and inflexible pattern of behaviour which causes 

significant distress or impairment to the individual. Research demonstrates a link between 

personality disorder and insecure attachment (Lionetti et al., 2015; Lorenzini & Fonagy, 



 
19 

2013; Minzenberg et al., 2006). For example, Minzenberg et al. (2006) found that borderline 

personality disorder (BPD) has significantly greater dimensional attachment impairment and 

rate of fearful attachment type compared to a healthy control group. Lionetti et al. (2015) 

demonstrate that a label of personality disorder is associated with a disorganised strategy and 

is found to be more prevalent in institutionalized children, especially those who have had a 

number of placements which compromised their chances of maintaining any attachment 

relationship.  

Lorenzini and Fonagy (2013) reviewed the literature linking personality disorder and 

attachment, acknowledging how many features of an insecure attachment in adulthood 

parallel the symptomology of personality disorder. They posit that adults with a more 

preoccupied style are highly sensitive to rejection and present with histrionic, avoidant, 

borderline and dependent personality disorders. Similarly, those with a dismissive style 

present with schizoid, narcissistic, antisocial and paranoid personality disorders. Lorenzini 

and Fonagy (2013) identify between fifty to eighty percent of those diagnosed with BPD fit 

both the unresolved and preoccupied attachment patterns, manifesting in the approach / avoid 

dilemma of a disorganised attachment. They also acknowledge the high prevalence of 

childhood trauma in these individuals where seventy three percent report abuse, however they 

posit that not all go on to develop adult psychopathology. They argue that attachment actually 

mediates the effects of trauma, where sexual abuse victims are at greater risk of developing 

post-traumatic stress disorder (PTSD) if they have an anxious attachment. Lorenzini and 

Fonagy (2013) describe the capacity for mentalization and affect regulation being most 

significantly compromised in those diagnosed with BPD, due to the ‘flawed’ attachment 

system. 

There is undoubtedly an overlap between the diagnostic concept of personality 

disorder and the features of an insecure attachment, where both significantly impair 
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interpersonal relationships and cause distress to the individual. However, it is the labelling or 

diagnosis of either which remains the contentious issue as personality disorder internalises 

causation and attracts stigma whilst, arguably, attachment does not. 

1.3 Personality Disorder or Complex Trauma?  

1.3.1 The stigma of personality disorder. There is a continuing debate around 

whether personality disorder and complex trauma are differing constructs, with some arguing 

that they are in fact the same thing. The debate highlights conflicting attitudes, expectations, 

and the stigma elicited in professionals and subsequent services offered as a result. An 

alternative framework is proposed, the Power Threat Meaning Framework (PTMF) 

(Johnstone & Boyle, 2018), which does not rely on labelling, rather it emphasises the client’s 

ability to survive adversity. 

The literature exploring the links between complex trauma and personality disorder 

focuses primarily on BPD (Golier et al., 2003; Lewis & Greyner, 2009; MacIntosh et al., 

2015), although acknowledges that trauma is by no means distinct to this diagnosis. The 

Diagnostic and Statistical Manual of Mental Disorders (DSM-5) (American Psychiatric 

Association, 2013) defines BPD as a persistent and highly disabling mental disorder which is 

characterised by unstable relationships, self-image, affect, and marked impulsiveness. It is 

also associated with marked distress and impairment in social and occupational functioning. 

According to Lewis and Greyner (2009), BPD remains one of the most controversial 

diagnoses due to its considerable overlap with other mental disorders and the unsupported 

reliability as a diagnostic entity. They posit that the most significant criticism is its failure to 

provide the aetiological cause of the disorder, which is widely associated with early traumatic 

experiences. Lewis and Greyner (2009) identify current research and suggest a 
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reclassification of BPD as a variant of a trauma disorder which would offer the aetiological 

insight it lacks and inform more appropriate treatment.  

Despite this, an important challenge to this reformulation remains an argument that 

not all individuals with BPD report a history of childhood trauma and not all traumatised 

individuals go on to develop BPD (Lewis & Greyner, 2009). However, this assumption lies 

with an individual’s ability to conceptualise their traumatic experiences as such. For example, 

if trauma has occurred in the perinatal period and too early in a child’s development to be 

within their conscious awareness. Care that is not attuned but hostile or inconsistent when 

very young may not be remembered and cannot therefore be reported. Relational trauma is 

often experienced trans-generationally and may not be recognised as traumatic at all (Isobel 

et al. ,2019).  

Golier et al. (2003) stress that co-morbid PTSD is not unique to BPD, suggesting that 

trauma is also highly associated to other personality disorders, specifically paranoid 

personality disorder which was found to have an even higher rate of PTSD symptoms than 

BPD. Lewis and Greyner (2009) acknowledge the motivation for the reclassification of BPD 

as a trauma disorder given the stigma associated with a diagnosis. They suggest that the label 

can be ‘dangerous and dehumanising’ and has a reputation for being difficult to treat. Those 

diagnosed with PTSD however are more likely to be viewed in a more sympathetic light, 

attracting more hope for recovery. 

MacIntosh et al. (2015) reviewed empirical literature exploring whether BPD is in 

fact a disorder of personality or of trauma. They found they that compromised affect 

regulation, either under-regulation or over-regulation, is the key mediator in the relationship 

between complex trauma and BPD. Specifically where the complex trauma has been 

perpetrated by the attachment figure, this leads to disruptions in the development in the 
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autonomic and central nervous system and therefore the capacity to regulate affect. 

MacIntosh et al. (2015) describe the manifestations of an inability to regulate unbearable 

emotional states, which present themselves in self-injurious behaviours, substance abuse and 

interpersonal difficulties which are key symptoms in trauma survivors and those diagnosed 

with BPD. These factors only increase the challenges faced by those working with 

individuals who have experienced complex trauma. 

1.3.2 The challenges of working with complex trauma. Literature increasingly 

acknowledges the diagnosis of complex post-traumatic stress disorder (C-PTSD) rather than 

BPD (Coleman et al., 2018; Courtois, 2004; Pearlman & Courtois, 2005), however, there is a 

lack of literature on the difficulties experienced when working with clients with complex 

trauma. This is limited to research evidencing the obvious risk of vicarious trauma and 

therapist burnout (Caringi & Pearlman, 2009). Unsurprisingly, there is a wealth of literature 

examining the barriers to working with individuals diagnosed with personality disorder 

(Deans & Meocevic, 2006; Dimaggio et al., 2010; Gunderson, 2001; Gunderson & Lyons-

Ruth, 2008; McMain et al., 2015). This possibly exposes the attitude towards such a 

diagnosis and highlights the negative and stigmatizing impact the label has.  

Further barriers become apparent where the therapeutic relationship is often slow to 

develop, inconsistent, and difficult to maintain according to Gunderson (2001). These 

difficulties manifest through serious and pervasive emotional dysregulation, interpersonal 

problems and impulsivity. Subsequently, working therapeutically with traumatised clients can 

often evoke intense reactions in the therapist who becomes at risk of reacting in a way that is 

therapeutically unhelpful (McMain et al., 2015), with the therapist often driven by negative 

countertransferential reactions. The relationship can be fraught with the client’s fears of 

abandonment, a significant sensitivity to perceived rejection, and an inability of the client to 

tolerate being without the therapist (Gunderson & Lyons-Ruth, 2008).  
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Deans and Meocevic (2006) acknowledge the negative countertransference reaction 

of the therapist which is often one of anger towards their traumatised client who can present 

as attacking, demanding, attempting to violate the boundaries of the relationship, and often 

sabotage therapy through non-compliance and non-attendance. According to McMain et al. 

(2015), therapists experience feeling overwhelmed and anxious by their client’s behaviour, 

leading to potentially non-therapeutic ways of working. They identify reactivity and a lack of 

empathy, which lead to anger and defensive withdrawal by the client and, in extreme cases, 

the impulsive ending of treatment (Dimaggio et al., 2010).  

1.3.3 C-PTSD: A diagnosis of hope? C-PTSD has been included as a diagnostic 

category in the International Classification of Diseases (11th ed.) (World Health Organisation 

2019), consisting of six symptom clusters: the three PTSD criteria of re-experiencing, 

avoidance, and hypervigilance, in addition to three disturbances of self-organization (DSO) 

symptoms defined as emotional dysregulation, interpersonal difficulties, and negative self-

concept. As BPD shares similar features to DSO presentations and is commonly associated 

with PTSD, there is debate as to whether and how C-PTSD is distinct from PTSD comorbid 

with BPD (Jowett et al., 2019). 

Cloitre et al. (2014) acknowledge the debate as to whether C-PTSD is distinct from 

BPD. They cite that the World Health Organisation proposes C-PTSD as a new diagnosis, 

separate from PTSD, and both are separate still from BPD. Cloitre et al. (2014) carried out a 

latent class analysis (LCA) on the data of 280 women with childhood trauma histories, 

providing empirical support that the symptom profiles were distinguishable between the BPD 

and PTSD subgroups of traumatised individuals. Whilst those with BPD reported many 

shared  symptoms with the PTSD and C-PTSD sub-groups, there remained four clearly 

distinct and unique symptoms for BPD; frantic attempts to avoid abandonment, unstable 
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sense of self, intense and unstable interpersonal relationships and impulsiveness. They 

concluded that five distinct classes of individual existed within the sample; a low symptom 

class, a PTSD class with elevated symptoms but low in symptoms defined by C-PTSD and 

BPD, a C-PTSD group high in PTSD and C-PTSD symptoms but low in BPD symptoms, a 

BPD group high in BPD symptoms only. The results of this LCA support the need for 

understanding BPD, PTSD and C-PTSD as possibly separate but with significant overlap. 

Trauma can however, be seen as a key factor in the development of personality 

difficulties and Herman (1992) suggests that personality disorders could be more accurately 

described as a complex post-traumatic stress reaction. Herman describes the terror induced by 

the families of some children as inhibiting normal development and forcing the victims to 

adapt their behaviours, cognitions, affect regulation systems and interpersonal relationships in 

order to survive. Herman argues that the definition of PTSD alone does not capture the 

symptom manifestation caused by prolonged and repeated trauma, nor the impact on 

personality formation (Herman, 2012).  

More recently, van der Kolk (2017) emphasised the need for a greater understanding 

of complex trauma, stressing the inadequacy of the original PTSD criteria. Specifically, with 

children and adolescents, he posits the many and varied traumatic experiences which are 

insufficiently captured in a PTSD diagnosis alone. His work highlights the need to 

encapsulate the effects of developmental trauma, neglect, abuse and abandonment. There is 

no doubt that a diagnosis of C-PTSD is a more hopeful and less stigmatising label for 

individuals who have experienced trauma, but it is nonetheless a label based on criteria which 

remain ‘objective’ and may not capture the subjective experience of individuals. Further, a 

diagnosis which by definition carries a label, concurs with the medicalized model of 

internalised blame and implicitly asks ‘what is wrong with you?’.  
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1.3.4 PTMF: A de-stigmatising framework. The Power Threat Meaning Framework 

(Johnstone & Boyle, 2018) offers a different perspective by considering the complexities of 

developmental trauma and the insecure attachments of those given a diagnosis of personality 

disorder, aiming to offer a non-diagnostic, non-blaming framework focused on the develop of 

strength and survival. The PTMF seeks to explore general patterns of meaning-based threat 

and subsequent responses to power and coercion. The PTMF proposes that those 

demonstrating a reaction to this power are increasingly likely to have been given a diagnosis 

of anti-social personality disorder due to their engagement in criminal activity and are over-

represented within a forensic setting (Fazel & Danesh, 2002). 

The PTMF identifies individuals who have often experienced significant adversity 

within childhood and into adulthood, including physical and sexual abuse, witnessing 

domestic violence, harsh parenting and insecure attachments. They suggest these individuals 

adapt by cutting off from their emotions, become hypervigilant to threat and adopt an 

aggressive interpersonal style, in order to survive. Willmot and Evershed (2018) conclude 

that the PTMF provides a non-stigmatizing framework in which to understand the 

behavioural, cognitive, emotional, interpersonal and identity-related manifestations of a 

personality disorder diagnosis.  

The application of the PTMF has been explored by Reis et al. (2019) who conclude 

that the framework can easily be translated into clinical practice. They reviewed its 

application in a custodial setting to explore the impact of confinement, adversity and threat 

on individuals and found that despite the limiting environment it was still able to foster 

agency by developing insight and a different narrative for the individuals. Reis et al. (2019) 

identified specifically that the framework promoted ownership, self-compassion and self-

belief, thereby leading to positive choices and ultimately engendering change. Strong (2019) 
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identified the non-pathologizing way in which the PTMF recasts past experiences to current 

circumstances and the subsequent distress caused. Strong (2019) describes this alternative 

framework as a comprehensive challenge to medicalized psychiatric diagnoses which is 

instead grounded in social meaning and processes. 

Johnstone et al. (2019) have reflected upon the PTMF, particularly its most 

contentious claim which states “it can no longer be considered professionally, scientifically 

or ethically justifiable to present psychiatric diagnoses as if they were valid statements about 

people and their difficulties” (Johnstone & Boyle, 2018, p.85). They acknowledge the 

epistemological shift required to abandon a medicalised set of assumptions which identify 

‘what is wrong?’ with an individual. Johnstone et al. (2019) posit that the framework reflects 

the infinite complexity of human beings and their meaning-based responses to their changing 

environment. They also address their reservations about the term ‘trauma’, which is perceived 

to have medical undertones, preferring the term ‘adversity’ as appropriately capturing the less 

obvious forms of distress experienced by individuals. 

However, it is important to hold in mind those who find their diagnosis useful due to 

shared meaning and a terminology which is both recognised by and responded to our mental 

health system. Johnstone et al. (2019) acknowledges and respects the enduring diagnoses 

offered by psychiatry with an understanding of how a diagnosis provides an ease in 

communication and signposted treatment. For some, this wholly more scientific approach 

meets the needs of those who desire a label and a more explicit narrative about their 

‘problem’ and how it will be solved.  

 Regardless, it is this epistemological shift which makes the PTMF so appealing to the 

profession of counselling psychology. In fully acknowledging the complexity and 

individuality of the person it loosens the constraints of meeting criteria and the need for 
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potentially harmful labelling. Whilst these labels can enable access to help, they implicitly 

give the message of ‘brokeness’, damage or failure where something requires ‘fixing’ by a 

professional. The alternative is to explore how an individual has resourced themselves to 

survive and adapt to adversity, which engenders feelings of empowerment and strength rather 

than failure and despair. 

1.4 Conclusion 

Whether C-PTSD and BPD are in fact the same entity remains a contentious issue, 

however one certainly holds less stigma than the other. Both diagnoses hold a medicalized 

assumption which places blame within the individual and this labelling may manifest in 

feelings of ‘something wrong with me’, and can potentially induce shame in the client. 

Similarly, the stigma of a personality disorder diagnosis can create feelings of incompetence 

in the therapist, with a risk of them viewing their clients as ‘untreatable’. This potentially 

could trigger negative countertransference, endangering the therapeutic relationship. 

Counselling psychology advocates for a new framework to understand behaviours 

meeting diagnostic criteria for personality disorder. In line with the values of counselling 

psychology (BPS, n.d), the PTMF (Johnstone & Boyle, 2018) explores an individual’s 

subjective reality and their reactions to adversity. The literature demonstrates how it can 

engender a more empowering and less stigmatising understanding of anti-social behaviours 

as a reaction to coercive power and control. In asking ‘what has happened to you, and how 

have you survived?’ a welcome epistemological shift is brought for those who have already 

experienced trauma. Medical diagnoses compromise our understanding of the intersubjective 

nature of the therapeutic relationship and are in conflict with the principles of counselling 

psychology (BPS, n.d). Our profession places the therapeutic relationship at the heart of its 

work, valuing the subjective experience of the client and therapist equally.   
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CHAPTER 2 

LITERATURE REVIEW 

2.1 Introduction 

Chapter two reviews the literature on intersubjectivity and the therapeutic 

relationship, including the impact of therapist attachment strategies, therapist motivations and 

the importance of reflective practice. It first explores the complex nature of the therapeutic 

relationship and how this is best understood in terms of intersubjectivity. It considers the 

assumptions made, especially within counselling psychology, placing equal importance on 

both client and therapist within the dynamic relationship. It also considers attachment as the 

most significant organising principle within the process and how this may be linked to the 

therapists’ negative countertransference, their capacity for empathy and ability to manage 

anger and rupture within the therapeutic relationship. The importance of therapist attachment 

security is explored along with existing literature examining attachment dynamics and the 

concept of complementarity. Lastly, it considers the motivations of therapists who choose to 

engage in relational therapy and how this may be linked to their own relational wounds. It 

explores the importance of reflective practice and the risk to therapy when therapists’ wounds 

are not recognised or acknowledged. 

A narrative literature review was carried out using data bases including PsychINFO, 

Psychology and Behavioural Sciences Collection, and Google scholar. Initial search terms 

used included: impact of the therapist’s attachment style; attachment style dynamics; the 

concept of complementarity; therapist barriers to becoming a secure base. After the analysis, 

subsequent search terms included; wounded healer; therapist motivations. Additionally, core 

texts and books were recommended throughout training and placements. Others were 

personally sourced due to a developing interest in attachment within clinical practice and 
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personal therapy. The initial literature review was completed prior to the interviews taking 

place, however it was subsequently developed in light of the occurring themes from the data 

analysis. 

 2.2 Intersubjectivity  

 

2.2.1 The therapeutic relationship. Research has examined the importance of the 

therapeutic relationship (Lewis & Grenyer, 2009; Norcross & Lambert, 2011; Whipple et 

al.,2003) According to Grencavage and Norcross (1990) the contributing factors to good 

treatment efficacy have been widely examined. Their review of the literature revealed that 

there are no identifiable differences between competing therapeutic interventions and no 

compelling evidence that any one therapy is superior to another. This has led to an 

understanding of a set of common features amongst all therapeutic interventions. Their 

investigation into these factors found that the single most frequent commonality was the 

development of a collaborative therapeutic relationship / alliance. This supports the 

assumption that therapeutic techniques are inextricably embedded within the relationship 

itself. 

Given the significance of this relationship, research has focused on factors which 

strengthen or weaken the alliance and conclude that factors deriving from both the client and 

the therapist contribute to this (Norcross & Lambert, 2011). Forming a therapeutic 

relationship is a sophisticated and complex interaction, arguably even more so when working 

with those who have experienced complex trauma. The development of a therapeutic 

relationship is now largely understood to be an intersubjective process, where both the client 

and the therapist play an important role (Whipple et al., 2003). Research is becoming 

increasingly focused on the relationship within the therapeutic dyad, and it is becoming more 
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evident how complex the relationship is when working with relationally traumatised 

individuals (Lewis & Grenyer, 2009).   

The traditional view of therapy is Freud’s original scientific objectivist 

epistemological stance where the therapist is seen as the ‘objective expert’, formulating or 

diagnosing the individual’s problems (Orange, 1992). Schwaber (1983) describes two states, 

that of what the patient experiences and that of what the therapist knows, demonstrating the 

one-person psychology of the time. However, more recently Stolorow and Atwood (1996) 

have acknowledged the intersubjective nature of the therapeutic relationship bringing a 

welcome challenge to the expert position. Intersubjectivity is defined by an understanding 

that psychological phenomena are not limited to an individual’s experience, rather they are an 

interface of the client and therapist’s interacting worlds of experience (Stolorow & Atwood, 

1996), placing equal focus on both. 

Wallin (2007) emphasises the intersubjective nature of psychotherapy, stating that 

‘the therapist, no more than the client, is able to park their individual subjectivity outside the 

door’ (p.168). This acknowledges the therapeutic relationship as a ‘reciprocal influence’ 

between the two people in the therapeutic relationship. Wallin goes on to describe attachment 

orientated treatment as one which sees the therapist as the new attachment figure and secure 

base. Mitchell (1997) posits that, in order to engage in this intersubjectivity, the therapist is 

required to employ ‘self-reflective responses’ (cited in Wallin, 2007), allowing them to 

change their characteristic way of being in the relationship and the way client and therapist 

interact.  

Freud’s notion of transference (1922) describes the client’s unconscious process of 

projecting feelings of a significant person from childhood onto the therapist, allowing the 

client to work through problematic relational patterns within the therapeutic relationship. 
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Historically, when the therapist was seen as a blank screen (Alexander, 1954), their use of 

self was considered to be devoid of any significance. In contrast, recent developments 

incorporate a more relational theoretical understanding (Wallin, 2007), and the therapist’s 

personal characteristics are considered to have an impact on the therapeutic relationship. 

Given how the relationship is based upon a co-created space, the therapist’s 

countertransferential experiences are crucial in the process of psychotherapy (Wallin, 2007). 

Intersubjectivity therefore provides an important theoretical foundation to fully 

understand the therapeutic relationship as a two-person process with an assumption that the 

therapeutic encounter is shaped by the interaction of the subjective experiences of both client 

and therapist (Trop, 1995). Not only does this incorporate the client’s self-object needs and 

dreads, but also those of the therapist. Growth within both parties is therefore generated by 

such an interaction, relying on collaboration to work through obstacles and provide an 

environment for change. The theory of intersubjectivity rejects Freud’s concept of drives 

(Freud, 1922) as the main motivational guide and emphasises instead an organizing principle 

which orders our experiences (Trop, 1995).  

Intersubjectivity is the reality constructed between two people and is therefore 

compromised when adopting a positivist paradigm which applies medical diagnoses and 

‘objectively’ finds ‘fault’ within the individual. Adopting a complex post-traumatic stress 

disorder (C-PTSD) diagnosis is moving towards a more intersubjective and de-stigmatising 

stance, by recognising and accepting the suffering experienced by the individual rather than 

fault finding. The Power Threat Meaning Framework (PTMF) (Johnstone & Boyle, 2018) 

however takes this further still, by looking at the subjective world of the individual and how 

they have reacted in response to power and threat. By asking ‘what has happened to this 

individual?’ this de-stigmatising framework embraces intersubjectivity, which is at the core 

of counselling psychology (BPS, n.d). 
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2.2.2 Attachment and intersubjectivity. Intersubjectivity is more than just 

attachment, according to Owen (2006) as it incorporates meaning, understanding, 

communication and relating. It is the way we respond to one another when we come together 

and is especially important within the therapeutic relationship. Owen (2006) emphasises the 

importance of the therapist understanding their own organizing principles and how these 

might impact on their ability to provide the environment required for the growth of their 

client. The stance of intersubjectivity is an important concept for the profession of 

counselling psychology (BPS, n.d) as it considers the uniqueness of the relationship, which 

the profession holds at the heart of all therapeutic processes.  

An intersubjective framework proposes that each individual establishes unique 

organizing principles, which unconsciously go on to shape their experience (Stolorow & 

Atwood, 1984). They posit that transference, an intersubjective perspective can be understood 

as an unconscious organizing activity which emerges in the interactions between child and 

caregiver, forming the foundations of personality development. Stolorow et al. (2014) 

describe how this process repeats itself within therapy where the client oscillates between 

repetitive transferences towards the therapist, but longs for therapy to provide self-object 

experiences that were missing during the important developmental years. Attachment is 

perhaps therefore the most significant organizing principle, where intersubjective ‘habits’ 

influence our adult tendencies and ability to enjoy harmonious relationships. Attachment 

theory also provides a framework to understand disruptions in adulthood, most significantly 

in those with severe personality difficulties (Owen, 2006). Attachment has been noted as 

person-specific (Allen et al., 2001), suggesting that it is organized discretely around different 

individuals. However, attachment relationships are arguably better understood as a unique 

intersubjective phenomenon, rather than person specific. 
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Unsurprisingly, attachment plays a significant part in the intersubjective experience of 

therapy where, as Owen (2006) posits, it is the main organising principle. However, the way 

in which we organise our relational patterns and expectations cannot fully explain all the 

processes within therapy, including rupture detection and capacity for empathy within the 

therapist (Talbot et al., 2019). Arguably though, these are still related to therapist attachment 

strategies and the complex dynamics of therapy. 

2.2.3 Rupture and therapist empathy. According to Safran et al. (1990), a 

therapeutic rupture can be defined as either a brief or prolonged period in therapy where there 

is tension, even resulting in a breakdown in the therapeutic alliance. Ruptures vary in 

intensity from dramatic exchanges where the client leaves treatment, to more subtle ruptures 

which are often ignored. According to Talbot et al. (2019) rupture detection skills are 

dependent on therapist characteristics, specifically associated with levels of therapeutic 

experience and perspective-taking ability. They posit that attachment anxiety is positively 

associated with accurate rupture detection, but only for less experienced therapists. 

The process of rupture is an important feature within some fields of therapy where it 

is considered an important opportunity for growth. Based on the ‘good enough’ parenting 

model of Winnicott (1953), there is potential for growth in learning to tolerate the failings 

and imperfections of the therapist. According to Schore’s (1994) attachment model of 

therapy, resilience develops throughout childhood from learning to tolerate negative 

experiences, where the quicker a parent acknowledges a rupture and models reparation, the 

better a child will learn to self-regulate. Based on these psychodynamic principles, it is not 

the rupture which is damaging to the therapeutic relationship, rather it is the way the therapist 

can model repair within the safe confines of the secure attachment.  
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The therapist’s ability to model effective rupture and repair processes are therefore 

important within the intersubjective nature of the therapeutic relationship and are closely 

linked to empathy. According to Safran and Kraus (2014), the therapist’s capacity to 

empathise with, and subsequently tolerate, the client’s distress during a rupture can help to 

give clients a new experience of relational repair. Another significant part of the reparative 

process is the willingness and ability of the therapist to acknowledge their own contribution 

to the relationship, thereby adding further validation to the client’s experience (Cash et al., 

2014). The process of overcoming a rupture can expose previously unconscious thoughts and 

feelings and therefore increases both the clients’ and therapists’ awareness, which in turn 

increases the potential for improved empathy and results in significant shifts in the client. 

Bateman and Fonagy (2009) explain that working with the relational difficulties within 

session engenders clients to shift their perceptions of themselves and others.  

Rubino et al. (2000) examine the association between therapist attachment style and 

ability to resolve ruptures within the therapeutic relationship. They posit ruptures as an 

important part of the therapeutic process as they allow the therapist a better understanding of 

the client’s underlying interpersonal difficulties. Moreover, they suggest that therapist 

empathy is thought to facilitate the process by allowing the client to express difficult feelings 

and make sense of their difficulties in a new way. As such, therapist empathy is believed to 

enable good treatment outcome. The findings of Rubino et al. (2000), demonstrate that 

anxiously attached therapists respond less empathetically to clients with a fearful insecure 

attachment style. This was particularly evident when clients expressed anxieties similar to 

those of the therapists. However, the authors recognise the limitations of this study which 

measured the ‘relationship’, but this amounted in fact to only one meeting. This should be 

considered as significantly different to an established therapeutic relationship, specifically 

where a secure attachment has developed.  
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Arguably part of the intersubjective process and one of the common factors is the 

therapist’s capacity for empathy (Nahum et al., 2019). Trusty et al. (2005) examined the 

importance of empathy in trainee counselling therapists and how this is impacted upon by 

their attachment style. They developed a new model of adult attachment and emotional 

empathy which illustrates that those with a dismissive / avoidant style (positive model of self, 

negative model of others) are interpersonally distant. Conversely, those with an anxious style 

(positive model of others, negative model of self) are over-focused on their own pre-

occupations and are over emotional. Trusty et al. (2005) go on to explain that the latent 

attachment dimensions of avoidance and anxiety work in tandem in their effects on empathy. 

Lower avoidance and higher anxiety were associated with highest levels of empathy.  

Therapist empathy appears to be an important factor in determining client’s positive 

experiences of therapy and the therapeutic alliance which can be negatively impacted upon 

by shared anxieties between therapist and client (Rubino et al., 2000). This, along with the 

therapist’s capacity for role modelling reparation within the relationship, may also be an 

important factor and based on their own attachment strategies. 

2.3 Attachment in action 

2.3.1. The therapist as a new attachment figure. Although attachment patterns are 

learnt in infancy, their impact remains into adult life playing out most significantly in times 

of anxiety and distress. Siegel (1999) describes how the attuned sensitivity and contingent 

communication, which are present in early attachment relationships, allow for the 

development of a sense of connection and ‘being with’ another. In secure attachment 

relationships attuned ‘states of mind’ are essential and explain how one person’s mind can 

impact another’s. These connections are critical in the development of a child’s capacity to 

self-regulate their emotions. According to Siegel (1999), this essential part of the attachment 
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relationship is paralleled within the parameters of the therapeutic relationship where these 

states of mind can become aligned with one directly affecting the other. All intimate 

relationships rely on a pattern of attuned communication and then distancing, while the 

sensitivity to the needs of each individual is crucial within the process. Fonagy (2018) 

emphasises the importance of the client finding themselves as a thinking and feeling being 

inside the mind of the therapist, within this healing relationship. He goes on to describe how a 

capacity for self-regulation and mentalization can develop within the confines of the secure 

attachment. Fonagy stresses this process as intersubjective in nature, in that the client 

becomes familiar with themselves through the process of being known by the therapist.  

Schore (2000) offers a neurobiological contribution to the concept of attachment 

within the process of affect regulation which he identifies as the orbitofrontal system. 

Developing a secure attachment through the therapeutic relationship is crucial in the 

development of new neural pathways. The therapeutic relationship therefore has the potential 

to parallel early development through attuned care, where the brain of the therapist can 

actually impact on the brain of the client. Schore (2000) argues, it is necessary for the 

therapist to provide those early experiences of attuned care in order to impact the 

neurobiology of the client. 

Changes in the client’s attachment bonds are possible within the confines of a 

therapeutic relationship, even when significant deficits are present and resulting from 

childhood developmental trauma, according to Bowlby (1988). He suggests that a therapist is 

potentially able to provide the client with the conditions that were not forthcoming in early 

relationships. Therefore, the aim of the therapist is to provide the secure base from which the 

client can explore their representational models. In this way, the therapeutic space allows for 

the client to reflect on both past attachment relationships and the present therapeutic 

relationship. Therapy then encourages links to be made between current relationships and the 
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impact of early childhood experiences. This insight leads to the challenging of the internal 

representations based on past experiences.  

Similarly, Skourteli and Lennie (2011) argued that therapy provides an emotional 

space within which the transference-countertransference dynamic can play out, and 

highlighted unhelpful internal representations. Pearlman and Courtois (2005) posit that the 

therapeutic relationship has the potential to heal attachment difficulties associated with 

childhood abuse and trauma. In using an attachment framework to understand the relational 

difficulties of the client, the therapist can provide an essential way of anticipating problems 

within the therapeutic alliance, according to Goldman and Anderson (2007). Knowledge and 

understanding of client’s attachment patterns allows for the therapist to offer an alternative 

experience of relating, and conversely avoid the reinforcement of existing negative 

experiences (Eames & Roth, 2000).  

The idea that the therapeutic relationship can parallel an attachment relationship has 

influenced research into further exploring these parallels. Mikulincer and Shaver (2007) 

describe the key elements which are considered the criteria for fulfilling the requirements of 

an attachment figure. Following Bowlby’s (1988) lead, it is widely considered these elements 

translate to the therapeutic relationship with a growing body of evidence supporting this 

position (Mallinckrodt, 2010). Mikulincer and Shaver (2007) include: being the target of 

proximity seeking by the client; being able to provide comfort in times of distress; providing 

sufficient security from which the client can explore their difficulties; the client may 

experience separation anxiety when not in proximity to the therapist; the attachment figure is 

stronger and wiser than the client. They provide evidence which supports all but the last 

criteria, acknowledging that adult attachments unlike early childhood attachments, do not 

require the attachment figure to be ‘stronger and wiser’. Mallinckrodt (2010) suggest that 
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therapists really do have the capacity to fulfil the attachment relationship and, by default, 

have the potential to modify the internal working models of their clients.  

The therapeutic relationship therefore requires the therapist to provide a secure base 

for the client, as without this ‘holding’ (Winnicott, 1953), exploration is impossible. 

However, as Mikulincer et al. (2013) posit, not all therapeutic relationships involve the 

development of a secure attachment and this will also be apparent in the early stages of all 

therapy. Mallinckrodt (2010) acknowledges the difference between the therapist as a secure 

base and that of the ‘container’, which arguably can more generally be understood as the 

therapeutic alliance. Mallinckrodt (2010) describes the difference as being the client’s ability 

to express negative emotions safely within the relationship, even the working through of 

negative transferences towards the therapist. It is the therapist’s ability to maintain a 

therapeutic relationship throughout a rupture and despite client anger and frustration, which is 

arguably a secure attachment. Mallinckrodt (2010) suggests that a client diagnosed with 

borderline personality disorder (BPD) for example, would minimise and disparage any 

connection to the therapist on a measure of the therapeutic alliance, whilst continuing to 

return to therapy.  

Mikulincer et al. (2013) stress the impact of the therapist’s attachment orientation on 

the therapeutic process, specifically the therapist’s ability to provide a secure base which is 

dependent on their own attachment security. They assert that the client’s experience may be 

disrupted by the therapist’s attachment insecurities which they describe as complicating the 

therapeutic process. Mikulincer and Shaver (2007) suggest that an insecure therapist is less 

likely to offer contingent empathetic responses by avoiding personal distress, and how this 

could impact upon their capacity for client compassion. In summary, they posit that an 

insecurely attached therapist may actually lack the skills to provide sensitive care to their 

clients. Mikulincer et al. (2013) go even further and suggest that anxiously attached therapists 
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may struggle to maintain boundaries, regulate their client’s distress and provide empathic 

sensitivity. 

2.3.2 The Impact of Attachment Strategies on the Alliance. Although the 

therapeutic relationship and client attachment style has been extensively studied (Horvath et 

al. (2011), the specific impact of therapist / client attachment strategies on this relationship 

has been less well examined. Recent studies suggest this is an important area of enquiry for 

better understanding the process and outcome of psychotherapy (Black et al., 2005; Bruck et 

al., 2006; Bucci et al., 2016; Degnan et al., 2016; Dinger et al., 2009; Dunkle & Friedlander, 

1996; Ligiero & Gelso, 2002; Mikulincer et al., 2013; Mohr et al., 2005; Petrowski et al., 

2011; Sauer et al. 2003; Schauenburg et al., 2010). Given the intersubjective nature of 

relational psychotherapy and the salience of therapist countertransference to the process, 

therapist factors are beginning to attract more interest. Increasingly, empirical research is 

examining the influence of therapist attachment styles on the therapeutic alliance and therapy 

outcome, however findings are inconsistent.  

In their study of trainee counsellors, Mohr et al. (2005) used the Experiences of Close 

Relationships Scale (Brennan et al., 1998) to investigate client and counsellor attachment as a 

predictor of negative countertransference. Their results suggest that negative 

countertransference is most likely to occur when the client and counsellor differ in their 

patterns of attachment insecurity, predicting hostile and distancing reactions from the 

therapist. This was most significant when the client had an insecure preoccupied attachment 

pattern and the trainee counsellor had either a fearful or dismissing pattern. Limitations of the 

study identified by the authors suggest that clients used in their study were volunteers and so 

did not represent a conventional client population due to their reduced level of distress. The 

findings also only focused on the first session, which of course may have elicited anxieties 

distinct from those driven by attachment patterns. 
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Research has explored the role of therapist attachment within the alliance, specifically 

the need for therapist attachment security with extant literature questioning the ability of 

insecure therapists to provide a secure base (Mikulincer et al., 2013). Degnan et al. (2016) 

carried out a systematic review on the literature examining the impact of therapist attachment 

on the alliance and / or treatment outcome. Ten of the 11 studies reviewed investigated the 

impact of therapist attachment insecurity on the alliance and seven investigated therapist 

attachment security on the relationship. Only three of the 11 studies support the positive 

impact of a securely attached therapist on the quality of the therapeutic alliance (Black et al. 

2005; Bruck et al., 2006; Dunkle & Friedlander, 1996) and three support the negative impact 

of attachment insecurity (Black et al., 2005; Dinger et al., 2009; Sauer et al., 2003) 

Black et al. (2005) examined 491 psychotherapists from a variety of practice 

backgrounds and found that therapist secure attachment style was associated with better 

therapist reported therapeutic alliance. However, the study did not fully support the 

hypothesis that insecure styles would predict problems within the alliance, indicating that it 

was only the ‘need for approval’ domain of the Attachment Style Questionnaire (Feeney et 

al., 2014) which was significant. Their findings do suggest that it is as important not to have 

an anxious attachment style as it is to have attachment security within the therapists’ self-

reported styles. Interestingly, the study identified the theoretical orientation of the therapist as 

highly significant in how the alliance was scored, finding that those using a psychodynamic 

approach experienced the alliance as consistently weaker. However, the authors acknowledge 

the participants had significantly more clinical experience compared to similar studies and 

they had a low response rate with regard to questionnaires being returned. They also 

acknowledged issues around the reliability of the Agnew Relationship measure (Agnew-

Davies et al.,1998) which measures the alliance, but which was only completed by the 

therapist. 
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Dunkle and Friedlander (1996) examined practitioners working with clients 

presenting with a range of problems, including depression and relational difficulties, and their 

findings suggested that it was the therapist’s comfort in developing a close relationship with 

their client which was a predictor of a strong emotional bond from early in the therapeutic 

relationship. Their study employed the use of the Adult Attachment Scale (AAI) (Collins & 

Read, 1990) and the Working Alliance Inventory (WAI) (Horvath & Greenberg, 1989) but 

they acknowledge potential weakness around the use of self-report measures and emphasise 

that, because client characteristics were not measured, no interaction could be examined. It is 

likely therefore that there remains important contributors to the alliance which remain 

unexplored. 

Degnan et al. (2016) conclude from their review that only Bruck et al. (2006) 

demonstrate a direct negative link between therapist’s attachment insecurity and actual 

treatment outcome. Interestingly, they also found better alliance scores for those clients in 

treatment with therapists who were more dissimilar from them on the hyper-activating / 

deactivating dimensions of attachment. The authors acknowledge their study however uses a 

small sample size resulting in restricted statistical power which limits generalizability and 

they question the adequacy of the self-report measures for attachment. 

Four studies in the review by Degnan et al. (2016) failed to show any direct 

association between a securely attached therapist and the quality of the alliance (Dinger et al., 

2009; Ligiero & Gelso, 2002; Petrowski et al., 2011; Schauenburg et al., 2010). Schauenburg 

et al. (2010) used the Adult Attachment Interview (George et al., 1996) to study a large 

number of inpatients diagnosed with severe psychiatric disorders finding no direct influence 

of therapist attachment security on either the alliance or therapy outcome. However, those 

therapists with increased attachment security had better alliances with those presenting with 

greater interpersonal distress and symptomology. Dinger et al. (2009) studied a sample with 
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similar diagnoses, finding that therapist attachment security was not in fact related to the 

quality of the alliance. Rather, it was the degree of relationship preoccupation found within 

the therapist which was associated with an impaired quality of the therapeutic relationship. In 

a smaller sample with milder symptoms, Sauer et al. (2003) found that anxiously attached 

therapists had a significantly more positive effect initially on the therapeutic alliance, 

however this deteriorated over time and after the initial session, resulting in a negative overall 

effect on the alliance. Different again was another smaller study by Ligiero and Gelso (2002) 

who concluded that the therapist attachment style did not correlate with the working alliance 

with a less symptomatic sample of clients.  

Research reviewed herein demonstrates inconsistencies into the impact of therapist 

attachment, specifically the need for therapist attachment security and so this remains 

inconclusive. However, there is support for the premise that anxiously attached therapists 

have the poorest treatment outcome for clients who have a similar anxious style. It also 

identifies the severity of the client’s symptoms which appear to be an important contributing 

factor to the outcome of therapy. Specifically, therapist attachment security is most 

significant to the relationship when clients are more symptomatic. 

2.3.3 The concept of complementarity. Bernier and Dozier (2002) explore the 

suggestion that client / therapist matches account for a greater portion of the outcome of 

therapy than any single characteristic of either individual. The basic assumptions of 

attachment theory (Bowlby, 1973) assert that opposite interpersonal styles in the therapist and 

client are best for the outcome of treatment due to the corrective emotional experience they 

provide to the client. A corrective emotional experience is an opportunity for the client to 

challenge their rigid relational patterns or internal working model (Bowlby, 1973) by being 

exposed to new interpersonal experiences with the therapist. Within the limited literature 

examining the impact of therapist attachment style, quantitative research has used the wider 
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concept of complementarity (Kiesler & Watkins, 1989) to explore client / therapist dyads. It 

has specifically investigated aspects of the therapeutic alliance and treatment outcomes based 

on pairing therapist and clients with opposite attachment patterns. From their review of the 

literature, Meyer & Pilkonis (2001) conclude that dis-similarities between client and therapist 

interpersonal styles appear advantageous and clients may benefit from interventions which 

counteract their own problematic style of relating to others. Specifically, overly emotional 

clients require containment whereas avoidant clients require interventions which encourage 

emotional stimulation (Stiles et al., 1998). 

Tyrell et al. (1999) used the AAI (George et al., 1996) and WAI (Horvath & 

Greenberg, 1989) to examine the impact of therapist / patient attachment style dyads on 

treatment outcomes. The study found anxiously attached therapist / avoidant patient and 

avoidant therapist / anxiously attached patient dyads were associated with better treatment 

outcomes. The way in which therapists promoted in-session emotion processing was thought 

to be crucial to this. Specifically, therapists with an anxious attachment style were more 

likely to focus attention on their client’s emotional distress if the client had an avoidant 

attachment style. This appeared to promote better treatment outcomes. In contrast, therapists 

with an avoidant attachment style were thought to have minimized their own emotional 

response, allowing them to better assist distressed patients to down regulate their emotions. In 

both pairings the dissimilar matches were thought to challenge the patient’s maladaptive 

strategies for processing emotion within interpersonal relationships. The study concludes that 

therapist / patient attachment styles that were dissimilar (therapist anxious / patient avoidant 

and therapist avoidant / patient anxious) predicted a stronger therapeutic alliance and better 

treatment outcomes. Tyrell et al. (1999) identify that participants were ‘case managers’ rather 

than doctoral level therapists and so the interventions delivered could not always be described 

as psychotherapy. The authors also suggest that the case managers reporting is also likely to 
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be influenced by their own defensive and dismissing strategy rather than in response to their 

clients’ behaviour.  

Petrowski et al. (2011) found that in the absence of therapist secure attachment style, 

therapist/client attachment styles which are dissimilar (therapist anxious / client avoidant or 

therapist avoidant / client anxious) predict a stronger therapeutic alliance and better treatment 

outcome. They posit that clients with more preoccupied or disorganised attachment features 

found therapists with a dismissive style to be more containing. They suggested it may be this 

less intrusive style of relating which engender clients to deal with unresolved trauma. 

Wiseman and Tishby (2014) examined therapists working with clients diagnosed with mild 

depression and / or anxiety, finding those with low avoidance who were treated by low-

avoidant therapists benefited less in terms of symptom reduction compared to those clients 

with high-avoidance working with low-avoidant therapists. Marmarosh et al. (2014) carried 

out a quantitative study and found the best client rated therapeutic alliance occurs when 

therapist and client have opposite intensities within the dimension of attachment anxiety. 

They did not find a parallel interaction with regard to therapist and client avoidance.  

More recently, Bucci et al. (2016) investigated the impact of therapist and client 

attachment on the therapeutic alliance using the Relationship Questionnaire (Bartholomew & 

Horowitz, 1991) and WAI (Horvath & Greenberg, 1989). Contrary to predictions, no 

association was found between therapist attachment and the alliance, except with the more 

symptomatic clients. Preoccupied therapist attachment was related to lower rated alliance, 

although therapists with a dismissing attachment were related to higher alliance scores. 

However, the most significant finding relates to the interaction of client and therapist 

attachment styles, supporting existing literature on complementarity, and suggesting that 

oppositional attachment styles may improve the working alliance. The study did use a small 

sample of client / therapist dyads but obtained measures of the working alliance and self-
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reported attachment style from both client and therapist. According to the authors, issues 

remain around the reliability of the self-reporting measures, particularly how an insecure 

style may compromise the ability to examine relationships objectively.  

Marmarosh and Tasca (2013) critique findings as inconclusive, suggesting this 

remains a relatively limited area of research which has relied upon small sample sizes. Whilst 

research has opened up interesting lines of enquiry, there remain inconsistencies which fail to 

provide conclusive evidence of attachment style ‘best fit’ between client and therapist. This 

may be indicative of the highly complex intersubjective nature of the therapeutic relationship, 

requiring exploration into the mechanisms of relating and the motivations of both client and 

therapist at a deeper level.  

Quantitative methodologies are possibly limiting in this area due to the lack of 

homogeneity with regard to the measures used, specifically George et al. (1996) AAI versus 

various self- report measures. Bartholomew and Moretti (2002) raise potential issues with 

self-reporting measures, suggesting that attachment insecurity may in fact distort self-

reporting. Specifically, individuals with a dismissing or deactivating strategy would not be 

able to report accurately on this defensive process. However, they acknowledge the predictive 

nature of attachment-related dynamic processes which are identified by such self-reporting 

rather than the AAI. There are also issues around self-report measures for the therapeutic 

alliance and paradoxically how an individual’s own attachment patterns may influence the 

way in which they perceive the alliance. More anxious and pre-occupied individuals are 

likely to report the alliance as more favourably than perhaps their avoidant and dismissive 

counterparts, according to Bucci et al. (2016). Ligiero and Gelso (2002) also consider student 

samples of therapists lacking experience to objectively rate either the alliance or their levels 

of attachment insecurity. Other differing variables include the client symptomologies 



 
46 

differing in severity (Schauenburg et al., 2010) and therapist experience and training 

background (Black et al., 2005).  

2.4 Overcoming Barriers 

  2.4.1Therapist Motivations. 

 2.4.1.1 The wounded healer. Literature has consistently demonstrated a link 

between relational and developmental trauma in therapists and their career motivation and 

concurs with the idea that therapist motivations may be more complex than just a desire to 

help others (Baker, 2003; Barnett, 2007; DiCaccovo, 2006; Ferenczi, 1953; Hayes, 2002; 

Jackson & Nuttall, 1997; Jung, 1951; Sussman, 2007; Tedeschi et al., 1998). The widely 

accepted motivation to pursue a career in therapeutic work is that of altruism with therapists 

often describing a desire to help others as their driving force. However, a study carried out by 

Barr (2006) found that of the 253 therapists who participated, almost seventy four percent 

disclosed having experienced one or more wounding experiences themselves. 

This tendency was labelled the ‘wounded healer’ by Jung (1951), who posits the 

therapeutic encounter engenders a re-enactment of the caregiver role which is needed by the 

therapist. It thereby serves to fulfil the previously unmet needs of the therapist, offering them 

an opportunity to re-enact their own relational wounding to vicariously heal themselves 

through their clients (Jackson & Nuttall, 1997). Kottler and Carlson (2005) describe a process 

of intersubjectivity whereby there is the potential for reciprocal growth by both the therapist 

and the client. They acknowledge the powerful personal transformations which can occur as a 

result of this process, providing the author’s accounts of how their lives were changed by 

working with their clients.  

It could be argued that therapeutic work with traumatised individuals is a significantly 

challenging and emotionally demanding task. Freud (1937) refers to an ‘impossible 
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profession’ and so therapist motivation remains an interesting line of enquiry. Sussman 

(2007) considers the possibility that therapists pursue such a career in order to heal their own 

‘neuroses’ stating that individuals are drawn to the practices of psychology, psychiatry and 

psychotherapy because of a need to cure their own inner wounds and unresolved conflicts. It 

is therefore important that these less altruistic motivations are afforded the consideration they 

clearly deserve.  

A study by Barnett (2007) examined therapist unconscious motivation to pursue a 

career in psychotherapy, concluding that the loss of significant objects in childhood creates a 

narcissistic injury, manifesting in a ‘need to be needed’. The process of caregiving also acts 

as a way to meet the therapist’s unmet needs but can result in unhelpful self-sacrificing. 

Barnett (2007) identifies two main themes which are derived from her review of the 

literature, those of the early experiences of loss and of deprivation. The review found the 

painful effects of these experiences were a precursor to difficulties in intimacy, dependency 

and separation. Further, where there had been narcissistic injury, there were also problems 

around control, selfless caregiving and a need to be needed. The therapists in question then 

subsequently used a range of defences to hide their underlying sense of vulnerability. Barnett 

(2007) goes on to suggest that therapists endeavour to experience a new sense of intimacy 

which has not been previously accessible to them. This experience is made all the more 

appealing by the fact that therapeutic intimacy is one where the therapist can remain safely 

distant, the relationship boundaried, and without having to reciprocate with their own 

personal information and vulnerabilities. Barnett identifies an area of danger within the 

strong maternal identification from the therapist, whereby issues of separation of the ‘mother 

and child’ remain important for growth, and so insight into these processes by the therapist 

are paramount to do what is right for the client. 
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Literature consistently acknowledges therapist motivation for engaging in therapeutic 

work as beyond a desire to help others. Since the original work of Jung, research examining 

the reasons for pursuing a career in therapy concur that the process of therapy allows the 

therapist’s own wounds to heal. Given the difficulties of therapy with traumatised 

individuals, this seems to be a far more realistic explanation for this ‘impossible profession’. 

More recently Amundson and Ross (2016) have reviewed the wounded healer concept, 

acknowledging that countertransference is not only an opportunity for better therapy but also 

for the development of therapist self-awareness and the healing of personal wounds. The 

wounds which once attracted professional stigma and were perceived as the precursors to 

incompetent clinical work and burnout, are now considered as part of effective development 

for those offering therapy (Amundson & Ross, 2016). 

2.4.1.2 Parentification. Ferenczi (1953) offers an alternative explanation for therapist 

motivation in the concept of parentification, whilst drawing on many similarities to the 

wounded healer. This is a process by which the therapist has internalised the parental 

caregiver role in childhood and as a therapist this role is re-enacted within the therapeutic 

relationship in a compulsive caregiver style (Baker, 2003). Psychodynamic research identifies 

parentification in childhood as leading to narcissistic injury and a need for compulsive 

caregiving (Davies, 2018). Such theorising speculates the motivation of these individuals, 

suggesting the process meets a number of unmet needs for the therapist, including 

dependency, intimacy and narcissistic needs. This ability to care for clients gratifies the 

therapist’s need to be needed and possibly projecting their own vulnerabilities and other 

unwanted parts of themselves into the client (DiCaccavo, 2006). In the dynamic of the 

parentified child, the child’s needs become less important and they can become invisible. 

Further, the child is unable to evoke a caring response from the caregiver and as a result the 

child becomes skilled at anticipating the other’s needs as a way to maintain closeness and 
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relate to the parent. This pattern of relating is subsequently carried into adulthood and 

reflected in the individual’s chosen career within the caring professions (DiCaccovo, 2006). 

Positively, these early experiences mean the individual is motivated and skilled in 

understanding and responding to the needs of others and ultimately their clients. Literature on 

parentification supports the concept of the wounded healer, where a common theme reported 

in those who endeavour to pursue a career in counselling professions is childhood trauma and 

emotional deprivation (Vincent, 1996). 

The process of compulsive caregiving may also be understood through the lens of 

Crittenden’s (2008) Dynamic Maturation Model (DMM), which identifies this behaviour as 

falling into Ainsworth’s avoidant (A) insecure attachment strategy. Crittenden describes a 

process of inhibiting negative affect by the child and protecting themselves by protecting 

their attachment figure. As children they will have cared for a vulnerable attachment figure 

and this process often gets re-enacted through the chosen caring professions. Therapists are 

therefore driven by the need to continue this pattern of compulsive caregiving, especially to 

those who are vulnerable and needy.  

2.4.1.3 Post-traumatic growth. Post-traumatic growth theorists propose that helping 

others by using one’s own experience of trauma is a way for therapists to recover themselves 

through a process of integration and the development of a coherent narrative (Tedeschi et al., 

1998). This process encourages greater understanding of the therapists’ own trauma and 

enhances the capacity for self-reflection. Tedeschi and Calhoun (1995) use the term post-

traumatic growth to describe the process of growth which results from the client or therapist 

overcoming their trauma by making sense of their experiences and improving their sense of 

self, capacity for relationships, and life philosophy. They support Jung’s theory (1951) by 

stating that post-traumatic growth is achieved by reflecting upon relational and 

developmental trauma, thereby encouraging a reframing of meaning and integrating the 
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trauma into a coherent narrative. Relational psychotherapy especially allows the therapist to 

engage in meaning-making with the client which not only allows for growth within the client, 

but also within the therapist. This process can be enhanced even more, should the therapist 

engage in self-reflection. However therapists may not always be consciously aware of the 

process and motivation and miss out on this opportunity (Stolorow & Atwood, 1992).  

2.4.2 Therapist Reflective Functioning. Karlsson and Kermott (2006) describe 

reflective functioning, often referred to as mentalization, as an individual’s capacity to 

recognise and understand the mental processes taking place in the self and others. Lorenzini 

and Fonagy (2013) posit that mentalization is rooted in attachment theory based on a premise 

that an individual’s understanding of others is dependent on whether they received attentive, 

non-threatening and attuned care themselves. Siegel (2012) posits that it is in fact 

developmental and relational trauma which impacts on the therapist’s capacity for self-

awareness and reflective functioning. Interestingly, over half of psychologists report having 

an insecure avoidant attachment style, according to Rizq and Target (2010). Their study of 

therapist’s use of personal counselling found that those with higher levels of reflective 

functioning, appear to use their experience of being in therapy as a way to develop a more 

complex understanding of their client’s needs. However, Sloane (2017) suggests that 

therapists with this distancing style may encourage defensive distancing from their client’s 

emotions through a process of dissociating from their affective state, and names them the 

‘Healing Wounder’. Similarly, Farber (2017) uses the term ‘Wounding Healer’ for those 

therapists who cause harm to clients by not recognising their own wounds. Arguably self-

awareness and reflective practice is imperative for ethical practice and to maximise the 

potential for growth in both client and therapist. Davies (2018) suggests from her grounded 

theory work that reflective functioning does not always correspond to either secure or 

insecure attachment style, rather she warns of the detrimental impact of therapists not 
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engaging in reflective practice, describing how unconscious defensive practices can lead to 

burnout. Davies (2018) posits that self-awareness engenders a narrative cohesion which then 

translates into the therapeutic relationship and is dependent of the co-construction of 

meaning-making.  

Cologon et al. (2017) investigated the relationship between therapist’s capacity for 

reflective functioning and attachment style and the impact on therapy outcomes for clients. 

They found that reflective functioning was a predictor of their effectiveness as a therapist, 

based on clinical outcome, whereas the construct of attachment style held no such predictive 

quality. However, this research did establish a possible interaction between the two 

constructs, whereby the therapist’s secure attachment style compensates for low reflective 

functioning, and conversely, high reflective functioning appears to compensate for an 

insecure attachment. Further, they found an unexpected interaction which suggests that those 

with higher attachment anxiety and high reflective functioning produced the best therapy 

outcomes of all. Cologon et al. (2017) posit that therapists with high mentalizing ability are 

more able to create the safe, secure relational base from which to engage in effective 

therapeutic work. They suggest that their work is the first empirical study to provide evidence 

of the link between reflective functioning and therapist effectiveness, an important factor 

which they stress is independent of attachment style. The study utilises the reflective 

functioning scale applied to the AAI (George et al., 1996) which is arguably a most useful 

measure of therapist factors. The authors identify insufficient power to detect small effects 

due to the sample size plus an unmeasured variable in the therapeutic intervention provided. 

Hopefully, their unique study will elicit further interest in the significance of therapist 

reflective function, which as they suggest, should be a candidate for consideration as a 

common factor across all therapies. 
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Therapists’ awareness of their wounds can therefore aid the therapeutic process both 

for themselves and their clients where unsurprisingly a lack of awareness has the potential to 

cause problems. Limited insight into therapist motivation is therapeutically problematic 

according to Wheeler (2002), who suggests this together with denial of the impact of 

therapist trauma manifests in an increase of defensive and therefore unethical practice within 

session. This lack of insight impacts on just how much a therapist is willing to acknowledge 

the extent to which they are fulfilling their own needs. These unhelpful dynamics are 

associated with a compulsive need from the therapist to give care and often result in therapist 

burnout and a general lack of self-care, again having ethical implications around fitness for 

practice (Mann & Cunningham, 2008).  

According to Moller and Rance (2013), the therapist’s personal development and self-

awareness of wounds is paramount for the safety and growth of the client and this can be 

engendered through reflective supervision, personal development groups and personal 

therapy. Therapeutic relationships require a level of safety and security so as to allow for 

exploration of individual vulnerabilities, attachment dynamics, and unhealthy re-enactments. 

There are indications which suggest this level of reflective practice in professionals can prove 

uncomfortable (Moller & Rance, 2013) and it has been suggested that some therapists resist 

engagement. However, Rizq and Target (2010) explored counselling psychologists 

specifically and reinforce the need for this, suggesting that reflecting upon attachment 

dynamics within the therapeutic relationship enhances narrative coherence between therapist 

and client, which appears linked to the capacity for reflective functioning.  

The therapeutic relationship has been studied extensively (eg.  Lewis & Grenyer, 

2009; Norcross & Lambert, 2011; Whipple et al., 2003), however the literature is 

significantly weighted in favour of client factors. When considering the challenges faced by 

therapists working with relationally traumatised clients, therapist motivation remains an 
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interesting line of enquiry. It appears that this career choice is more than simply a desire to 

help others, identifying a potential healing process available to the therapist. However, what 

appears to be imperative within this process is the therapists’ ability to recognise when 

therapy is meeting their own needs rather than those of the client. Despite growing evidence, 

the significance of therapist’s early experiences are often ignored or denied, possibly because 

of a lack of insight and especially for those still receiving training (Kuch, 2008). Whilst 

acknowledgement of such injuries should be salient, Bassman (2001) describes a tendency 

for this type of personal disclosure to attract stigma within the profession and has possibly led 

to under-reporting in the largely quantitative research that has been carried out. It may also 

explain why there lacks empirical qualitative evidence, which Davies (2018) describes as 

scarce.  

2.5 Conclusion 

This review sought to investigate the highly complex intersubjective nature of the 

therapeutic relationship, specifically the impact of therapist attachment within the process. 

The literature evidences a limited amount of research which has been conducted into the 

influence of the therapist attachment strategies on the therapeutic alliance and treatment 

outcome. Additionally it examined client and therapist ‘best fit’ based on a concept of 

complementarity. It concludes that findings are inconsistent around this concept but most 

significantly, the assumption that therapist attachment security is necessary for improved 

alliance and treatment outcome. Research relying on quantitative methodologies appears to 

have limitations relating to a lack of homogeneity and differing variables, including most 

significantly, the measures used.  

The review demonstrates that therapist attachment impacts directly on the 

intersubjective experience of therapy and negative countertransference, including rupture and 
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therapist empathy. It does however identify the mediating effect of therapist reflective 

functioning which is evidenced as compensating for attachment insecurity and emphasises 

the need for therapist awareness of both their own and their client’s attachment strategies. 

Further, it acknowledges that the therapeutic relationship is more complex than the mere 

summation of attachment strategies and examines the motivations of the therapist. Arguably 

though, the concepts of the wounded healer and parentification are intrinsically linked to the 

unmet needs of the therapist which is a manifestation of their attachment history. 

Using a qualitative methodology has the potential for a deeper exploration of the 

intersubjective nature of the therapeutic alliance, including the barriers and motivations 

within this process. Rather than be limited by self-report measures, it can examine the 

complexity of what it means to offer a secure base and how this may be compromised or 

mediated specifically by the subjective experiences of the therapist.  
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CHAPTER 3 

 METHODOLOGY 

 Chapter three will describe the methodology used for this study and the rationale 

behind the decisions made in answering the following questions; 

• How significant are therapist attachment strategies within the intersubjective 

nature of the therapeutic relationship? 

• Specifically, how important is it for the therapist to have attachment security? 

It will briefly discuss this in relation to competing qualitative methods and the processes 

involved in the chosen method of thematic analysis. Participants are discussed in terms of 

recruitment, inclusion criteria and demography along with the ethical considerations made 

throughout the process.  

3.1 Epistemological Considerations 

Adopting an epistemological stance is the first crucial stage when considering the 

methodology of any given study, as it influences both the relationship between researcher and 

participant and the way in which data is collected and analysed (Morgan, 2018). The 

theoretical stance adopted for this study was John Bowlby’s attachment theory, providing a 

framework from which to understand and analyse the qualitative data collected. Attachment 

theory is a vastly referenced theory within academia and a widely applied theory amongst 

practicing therapists, providing a theoretical framework to understand the interpersonal 

strategies and difficulties of clients. Personal experience of both the clinical application 

within therapeutic practice and the development of a subjective understanding of one’s own 

difficulties through this theoretical lens, led to an interest and belief in the robust nature of its 

epistemological assumptions and forms the rationale for this study. 

 3.1.1 Realist/Essentialist Epistemology. Much existing research into attachment has 

adopted a positivist paradigm and utilised quantitative measures of attachment style (eg. 
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Black et al., 2005; Bucci et al.,2016). The positivist position considers only observable 

evidence as scientifically viable and is subsequently favoured by the medical model. This 

study however, has chosen not to take a stance of positivism, rather it sought an 

epistemological position more in line with qualitative methodology and the values of 

counselling psychology. Rather than seek the ‘truth’ and observable facts, this research 

sought to discover the true nature and essence of attachment strategies within the context of 

the therapeutic relationship.  This study has adopted an essentialist / realist position, which 

uses categorical definitions, in this case ‘attachment strategies’, to explore how these 

manifest within the therapeutic relationship.  

It could be argued that given the theoretical framework chosen by which to analyse 

the data, the themes are objectively ‘out there’ waiting to be discovered. In other words, 

attachment theory has existence beyond the researcher-participant relationship and beyond 

social construction. With an essentialist / realist approach, it is possible to theorise experience 

and meaning in a straight forward way which uses language simply as a way to articulate 

knowledge, rather than construct it (Widdicombe & Wooffitt, 1995). The aim of this study 

was to explore the extent to which therapist attachment strategies impact upon the therapeutic 

relationship. Rather than simply measure each participant’s attachment ‘style’, the 

methodology sought to discover the processes underlying therapy and the attachment 

strategies impacting upon therapeutic dynamics. 

3.2 Methodological Approaches 

3.2.1 Methodological Rationale. Qualitative research enables the researcher to gain a 

deeper understanding of a phenomenon, using a small population according to Fossey et al. 

(2002). Given the complexity of the theoretical framework and the rich experiences of the 

participants available, a quantitative approach was deemed unsuitable. The study did not set 

out to explore a large number of participants, making generalisations about a particular 
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phenomenon, rather it sought to derive themes from rich and naturalistic verbal reports of the 

experiences of a small number of individuals. As discussed in chapter two, literature searches 

were unsuccessful in identifying similar qualitative research studies and so it would appear 

this is a yet unexplored area of participant experience.  

3.2.2 Methodological Considerations. During the methodological decision-making 

process of the study, the researcher was clear that a quantitative measure of therapist 

attachment style should not be used. Foremost, the researcher considered a measure 

identifying participant’s attachment ‘style’ alone was insufficient to answer the research 

questions. Secondly, the decision was based on the epistemological position taken which did 

not adopt a positivist paradigm and seek to simply identify ‘the truth’ or a parsimonious 

category for each participant. Identifying ‘labels’ through a quantitative measure also raised 

ethical issues due to the sensitivity of the construct being measured. As a result, it was 

considered not beyond the realms of possibility that a participant could answer questions in a 

way to manipulate the outcome of a quantitative measure, resulting in a lack of objectivity 

and therefore validity.  

The Adult Attachment Interview (George et al., 1996) was considered for its 

empirical validity and use of discourse analysis rather than closed questioning. However, 

analysis is notably complex, lengthy and would have required costly training, something the 

researcher considered beyond the realms of the research. The current use of qualitative 

methodology, provided by default, an opportunity to explore the participant’s capacity for 

reflective functioning, whilst obtaining the desired information in a less intrusive way. This 

methodology sought to explore at a deeper level the significance of the participant’s 

attachment strategies on the intersubjective process of therapy. It was therefore considered 

more valuable to allow a narrative to develop organically around the participant’s attachment 
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strategies throughout the interview. Allowing the information to develop in this way meant it 

was embedded within rich and detailed descriptions of their experience.  

This decision was further based on the homogeneity of the sample coming from a 

shared knowledge and training in Crittenden’s Dynamic Maturation Model (2008) of 

attachment (DMM). According to the DMM, attachment is now understood to be a dynamic 

process which can be relationship, context and time specific rather than fixed or rigid. The 

researcher therefore did not ask explicitly ‘what is your attachment style’, rather, questioning 

and subsequent analysis focused on the significance of participant’s attachment strategies 

within their therapeutic relationships. According to a DMM framework, these strategies are 

centred around the use of information processing, relating to cognition and affect. Strategies 

were either explicitly or implicitly described and could be interpreted further by the 

researcher who had a shared understanding through the same training in the DMM.  

An appreciation of attachment as a dynamic process which changes over time and 

recognises intersubjectivity, does not therefore support a positivist paradigm. Rather, it 

acknowledges how therapists may respond differently to different clients, in different 

contexts, at different times. These assumptions further reinforce the decision not to use a 

quantitative measure of attachment. 

3.2.3 Competing Methodological Approaches. Qualitative approaches are 

incredibly diverse, complex and nuanced, according to Holloway and Todres (2003). 

Initially, the phenomenological values of interpretive phenomenological analysis (IPA) were 

considered the most appropriate methodology, as it was the experiences of the participant 

which was the focus of data analysis. However, IPA is theoretically bounded and is 

inextricably linked to a phenomenological epistemology (Smith et al., 1999; Smith & Osborn, 

2003) and gives individual experience primacy (Holloway & Todres, 2003). It seeks to 
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understand participant’s experience of reality in order to gain an understanding of the 

phenomenon in question (McLeod, 2001). However, in gaining insight into these potentially 

unique experiences, it was not deemed likely to answer the research questions in hand as it 

was so heavily grounded in an existing theoretical framework. Similarly, grounded theory 

was considered inappropriate given the purpose of this methodology is to analyse data in 

order to generate a plausible theory of the phenomena under study (McLeod, 2001). It 

became clear that what was required was a method which could identify themes from an 

existing theoretical framework. Again, discourse analysis identifies patterns and stories 

within data but adopts a constructivist epistemology as it theorises language as a way to 

derive meaning (McLeod, 2001). However, the most suitable method to achieve this was 

considered thematic analysis as is an ideal method to structure data in an exploratory way, 

which is not linked to any given epistemological position (Braun & Clarke, 2006). 

3.2.4 Thematic Analysis. Thematic analysis (TA) has largely been considered a 

method rather than a methodology (Ryan & Bernard, 2000), locating TA as a process within 

the other analytic methodologies. However, Braun and Clarke (2006) argue that TA’s 

strength lies within its flexibility. They posit that as a method independent of theory and 

epistemology, it can be easily and reliably applied across a range of theoretical approaches. 

According to Braun and Clarke (2006), this theoretical freedom can potentially provide a rich 

and complex account of data. Done correctly, TA is a method which systematically identifies 

patterns of meaning within data, enabling the researcher to make sense of shared meanings 

rather than idiosyncratic experiences of individuals. They concur with Boyatzis (1998) in that 

they suggest it can go further than data organisation, it can also interpret aspects of the data 

collected.  

 3.2.5 Inductive v Deductive Thematic Analysis. Themes within a given data set can 

be identified in one of two ways. The first is by using an inductive ‘bottom up’ approach, 
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where themes are strongly linked to the data (Patton, 1990), and bearing some similarity to 

grounded theory. With this approach, the researcher may find the data bears little relationship 

to a specific research question and is not driven by any specific theoretical interest or position 

within the data. It is therefore a process of coding with no pre-existing coding frame or 

researcher preconceptions, and is largely data driven (Braun & Clarke, 2006). In contrast, the 

second approach is, ‘theoretical’ deductive TA which tends to be driven by a particular 

theoretical interest and is therefore, more analyst driven.  

 For this study a ‘Codebook TA’ approach was used, as defined by Braun and 

Clarke (2020). A deductive theoretical framework was applied first, using attachment theory 

to guide codes. Codebook TA does not require inter-rater reliability as a measure of quality, 

unlike other examples of theory-driven TA. Inter-rater reliability is usually a positivist 

marker of quality which contains any researcher bias. However, the current study has utilised 

a qualitative methodology, where reflexivity addresses issues of researcher bias throughout. 

Importantly, reflexivity was embedded at every stage and underpinned the process of the data 

analysis. It emphasised the importance of the researcher’s subjectivity throughout the 

analysis, along with reflexive engagement in theory, data and interpretation (Braun & Clarke, 

2020). 

 3.2.6 Demonstrating Rigor. Rigor describes the integrity and competence 

demonstrated within data collection and analysis (Aroni et al., 1999). It includes sound 

reasoning and justifications for the methodological choices made and how appropriate they 

are in answering the research questions (Higgs, 2001; Rice & Ezzy, 1999). Interpretive rigor 

also requires a clear demonstration of how interpretations have been achieved by using 

quotations from the raw data. These ‘in their own words’ reflections, strengthen the validity 

and credibility of the research (Patton, 2002). This research aimed to demonstrate rigor 
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throughout, making explicit the methodological decisions made by the researcher and 

following the processes outlined by  Braun and Clarke (2006, 2020). 

 3.2.7 Validity and Reliability. Given the epistemological assumptions and aims of 

qualitative research, it requires a specific approach to demonstrating the value and validity of 

its findings. According to Yardley (2008), demonstrating the quality of qualitative research 

can be grouped into four areas: sensitivity to context; commitment and rigour; transparency 

and coherence; and impact and importance. Careful consideration was given throughout to 

how the participant’s narrative was interpreted by the researcher, and the biases and 

assumptions that may have impacted upon the data collection and analysis. It was also 

important to consider the validity of the data given the nature of the researcher / participant 

relationship. Despite prior agreement from the participants of their willingness to take part in 

the study, the nature of such sensitive information may have impacted upon their willingness 

to disclose and holds the possibility that responses were either consciously or unconsciously 

constructed to be more ‘socially acceptable’. (These issues are discussed in more detail in 

chapter six). It was essential not to simply impose pre-conceived categories onto the data but 

instead give careful consideration the latent meanings generated by the participants.  

Commitment and rigour are demonstrated through in-depth engagement with the 

topic, including a number of years reading around the subject, continuing clinical application, 

personal therapy and clinical supervision, all of which have shown a commitment to 

developing skills and expertise in the area of attachment theory. The researcher also 

endeavoured to demonstrate transparency throughout by illustrating how each interpretation 

was derived from the data, through the coding procedure at analysis. The findings of the 

analysis and the themes that were generated provide evidence which both support and 

challenge the existing literature. It has provided a greater understanding to the processes 
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involved of the clinical application of attachment theory and the complex nature of 

therapeutic dynamics. 

3.3 Participants 

Participants approached were the 16 therapists within a Personality Disorder Pathway, 

employed by an NHS Trust, of which 12 agreed to participate (see Table 1 below). The 

therapists within this service were qualified in a range of theoretical orientations and had 

varied training backgrounds, including counselling, clinical and forensic psychologists, 

psychotherapists and nurse practitioners. All participants were registered with the Health 

Care Professions Council (HCPC) or British Association for Counselling and Psychotherapy 

(BACP). Their ages ranged from 28 to 59 years old and they were from a primarily white 

British background.  

3.3.1 Referral criteria and Aims of Treatment. The aim of treatment the 

participants provide is to improve the psychological wellbeing and overall quality of life of 

service users by focusing on traumatic experiences. By addressing the consequences of 

adverse childhood experiences and associated attachment patterns resulting from abuse and 

neglect, treatment also aims to reduce risk of harm to self or to others. Until recently there 

was a strict criteria for individuals to be diagnosed with personality disorder however, the 

service has adopted a more trauma informed stance which no longer uses this criteria. 

Referrals are now accepted for those whose interpersonal difficulties are a manifestation of 

their traumatic early lives. 

Training and experience within the service ranges from one to 12 years and existing 

knowledge of attachment theory differed between participants due to their professional 

training. For some it formed part of their professional training, whilst for the Forensic 

Psychologists, this was developed in situ. However, homogeneity came from all participants 
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receiving training in Crittenden’s Dynamic Maturation Model (2008) of attachment (DMM). 

This extensive three-day training provided the participants with insight into their own 

attachment and familiarised them with the strategies manifesting as a result. This shared 

knowledge provided the rationale for allowing the self-reporting of attachment strategies 

within the interviews. Confidence in the participants’ understanding of attachment and the 

DMM provided some reliability in the qualitative data they provided. The strategies that were 

described were verified by the researcher who had received the same training and therefore  

Table 1  

 Participant Demographic 

 

‘Type’ denotes strategy from Crittenden’s (2000) DMM of attachment, using Ainsworth’s 

original classifications; A – Insecure Avoidant/Dismissive, B – Secure, C – Insecure 

Anxious. 

Pseudonym Sex Training Self-reported 

attachment  

Alex F Counselling Psychologist / 

Psychotherapist 

Type C 

David M Psychotherapist 

 

Type A 

Will M Forensic Psychologist 

 

Type C 

Davina F Trainee Forensic Psychologist 

 

Type B 

Janice F Psychodynamic Nurse 

Practitioner 

Type B 

Diane F Forensic Psychologist 

 

Type B 

Louise F Forensic Psychologist 

 

Type B 

Rachel F Counselling Psychologist 

 

Type C 

Linda F Trainee Forensic Psychologist 

 

Type C 

Justine F Forensic Psychologist 

 

Type A 

Nicola F Clinical Psychologist 

 

Type A 

Susan F Forensic Psychologist 

 

Type B 
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had the same knowledge of the DMM. The research questions sought to explore the 

significance of the participant’s attachment strategies within the context of intersubjectivity, 

rather than simply identifying a quantitative ‘category’. The researcher acknowledged the 

dynamic nature of attachment and how strategies can change from person to person and over 

time. The focus of the research was understanding these processes by utilising the DMM 

framework, which was more aligned to the qualitative methodology employed for this study.  

3.3.2 Recruitment. This study employed a convenience sampling method as it used 

therapists who were the work colleagues of the researcher, an Assistant Psychologist within 

the service. The participants were therefore known to the researcher and had previously 

expressed their interest in the research topic and indicated their willingness to participate. As 

the research questions were developed to explore dynamics within this unique service, no 

other participants were available. 

3.3.3 Sample Size. Unlike quantitative research methods, there is no clear way to 

calculate a perfect sample size with thematic analysis, nor indeed any other qualitative 

method. Data saturation has been a widely used concept when considering how much data is 

‘enough’ and Braun and Clark (2019) acknowledge that judgements about ‘how many’ is a 

subjective process and cannot be accurately predetermined. Malterud et al. (2015) provide an 

alternative to the concept of data saturation, proposing an Information Power model for 

qualitative interview studies. Malterud et al’s. (2015) model provides a guide for researchers 

assessing an appropriate number of participants and they describe the following relevant 

items for consideration: study aim, sample specificity, use of established theory, quality of 

dialogue, and analysis strategy are all indicators of information power, according to the 

model.  

The strengths considered within the current data was its relevance to attachment 

theory and how the study aim had a specific focus on the attachment strategies of the 
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participants. Further, how the qualitative questioning was so deeply embedded within this 

well established and robust theory of attachment. The analysis strategy used a Codebook TA 

approach which meant that the data was first coded using five predetermined codes. These 

related specifically to attachment theory and allowed for a ‘top down’ theory driven approach 

to analysis. So as not to overlook valuable data, all remaining dialogue was coded using a 

‘bottom up’ data driven approach. The quality of the participant’s dialogues was considered 

highly reliable and well informed given the nature of their professions and the training they 

had received. The use of a convenience sample, where homogeneity came from training in 

Crittenden’s Dynamic Maturation Model (2008) of attachment (DMM), further strengthened 

the information power due to the sample specificity.  All these considerations increased the 

information power, however it should be of note that no formal calculation was performed to 

arrive at the number 12. Rather, this figure was the convenience sample that volunteered to 

take part in the study where there was no opportunity to recruit more participants. This was 

due to the specificity of the participants and the nature of their clinical work, therefore 

limiting further recruitment. Regardless, the researcher was aware that a process of saturation 

had occurred towards the end of analysis, where there was little evidence of new codes being 

generated from the data. 

3.3.4 Inclusion/Exclusion Criteria. The main inclusion criteria for participation 

within the study was for all consenting therapists to have offered one to one therapy within 

the service for a minimum of six months prior to interview. This time frame was considered 

appropriately sufficient for the therapist to have experienced a developing attachment 

relationship with their clients. The therapists were from a variety of training backgrounds and 

their practice involved differing theoretical modalities and frameworks. Initially this was 

considered to potentially be problematic, however homogeneity came from the theoretical 

underpinning of an attachment framework across the service. All participants had received in 
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depth training on the Dynamic Maturation Model (Crittenden, 2018) of attachment, including 

how this relates to their therapeutic work and the strategies they may encounter. Within this, 

there was also an opportunity to reflect on their own attachment and strategies they might 

identify with. 

Given the convenience sampling recruitment, there were no exclusions to 

participating in this study, apart from that mentioned above. Two members of the team did 

not meet criteria for this reason, the Consultant Psychiatrist who took part in the pilot study 

and a trainee who had only been in role for five months. The service is delivered by English 

speaking therapists who all demonstrate the ability to communicate verbally. Therapy 

sessions involve expressing oneself and understanding others verbally, therefore all 

participants were able to understand verbal explanations. In addition, all participants had 

English as their first language. 

3.4 Ethical Considerations 

 3.4.1 Ethical Approval. Ethical approval was firstly sought from the ethics 

committee at the researcher’s place of study. The University of Wolverhampton are the 

sponsors for this research project which forms the doctoral thesis element of the Professional 

Doctorate in Counselling Psychology. 

As participants were employees of an NHS Trust, ethical approval was also required via 

the Integrated Research Application System (IRAS). The appointed IRAS Assessor collated 

all required paperwork, including;  

• Protocol 

• Invitation letter to participants 

• Consent form 

• Participant information sheet (PIS) 

• Chief Investigator’s CV 

• Researcher’s CV 

• Sponsor’s indemnity insurance 
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• Schedule of events (SoE) 

• Schedule of activities (SoA) 

• Interview question schedule 

 

The Assessor signed off the application which was then forwarded to the local Research and 

Development manager within the Trust. 

 3.4.2 Potential Risks to Participants. This study was discussed by the clinical team 

at the proposal stage of development, during one of the service’s journal clubs and also at a 

Research and Audit meeting. During the discussion, possible risks and benefits were carefully 

explored. Therapists voiced that they would feel comfortable discussing their interpersonal 

relationships with the researcher.  

However, it was also recognised that discussing interpersonal relationships and 

difficulties within session had the potential to be uncomfortable and possibly upsetting. These 

issues could however have been discussed readily during the course of regular clinical 

supervision sessions. Explicit communication, self-reflection and emotionally honest 

feedback is paramount to the therapeutic milieu within the service, both for the service users 

and the therapists. Relational difficulties form part of the therapeutic process and so these 

sensitive conversations are common when dealing with such a highly complex group. The 

researcher did not deem it necessary to feedback any concerns for participant wellbeing to the 

relevant supervisor or line manager, during data collection. 

3.4.3 Potential Benefits. During the preliminary discussion, it was made clear that the 

study aimed to provide greater insight for the participants and their therapeutic work. The 

therapists recognised that any framework which provides greater understanding of difficult 

dynamics is of value to the service. It was agreed that an improved understanding of the 
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processes involved could help to promote the therapeutic alliance, and by extension therapy 

outcome.  

3.4.4 Anonymity & Confidentiality. All data was anonymised and pseudonyms were 

used in place of the participants name throughout the results section of this report (a full list 

of pseudonyms can be seen in Table 1). It was ensured that no identifiable information 

remained within the participant transcripts. Physical data, including the recording device, 

consent forms, participant details and reflexive diary, were held in a locked cabinet within the 

researcher’s locked office. The recordings were downloaded onto a secure NHS system 

which was encrypted and password protected. This was only accessible to the researcher and 

Clinical Director’s Personal Assistant who had been identified to carry out the transcribing 

process. The researcher and the Personal Assistant were employed by the NHS Trust and had 

received training in and were subject to the Trust’s professional confidentiality policies and 

guidelines, including the NHS code of confidentiality and BPS ethical guidelines. The study 

adhered to these throughout. All participants gave their verbal consent to their interviews 

being transcribed by a third party. 

The recordings remained on the recording device until after transcription and 

remained locked in a cabinet within the researcher’s secure office. However, the recordings 

were deleted once the researcher left their position within the Trust due to the high secure 

nature of the establishment, and the device remained in situ. Hard copies of the transcriptions 

were stored in a locked cabinet in the researcher’s home and electronic copies were stored on 

either NHS protected computers or password protected personal laptop. Hard copy data was 

kept locked throughout the analysis and write up process. Electronic data has been password 

protected and archived on a password protected system. All data will be held in accordance 
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with data protection guidelines and the Trust’s research best practice guidelines. Access to 

data was restricted to the researcher and the supervising team only. 

The high secure nature of the participants’ place of work also required the 

anonymisation of the service’s full name and whereabouts. Given the uniqueness of the 

service, participants would have been easily identifiable from the demographic list (Table. 1) 

should this have been made explicit. 

3.5 Procedure 

 3.5.1 Pilot Study. A pilot study was carried out prior to data collection with the main 

aim to establish the comprehensibility, coherence and relevance of the questions. Attention 

was also given to the length of the semi-structured interview. The service’s Psychiatrist was 

approached for the pilot as they did not meet research criteria (they were not providing one to 

one therapy), however they were sufficiently therapeutically informed to respond to the 

questions. It was first assumed that the interview would last for approximately an hour but it 

became apparent throughout this process, even with detailed answers, it was more likely to 

involve little over half an hour. 

Feedback from this participant concluded that; 

• The interview was a comfortable length in time. 

• The questions followed a logical order, starting with broad subjects and condensing to 

more specific areas of interest. The participant could understand to what ends the 

questions were being asked and how the information developed. 

• Identified the first question as being unclear and so this was reworded to make more 

explicit in the main research. It was a two-part question which was condensed into one. 

• Suggested that participants were given the questions in advance given the complex nature 

of the subject matter. Felt that valuable information could be lost which needed time for 
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prior reflection. This obviously allowed for the participants to ‘rehearse’ or practice their 

response which had the potential to elicit more socially desirable answers. However, the 

richness of answers it did elicit, outweighed this concern. 

 3.5.2 Consent. All 16 therapists employed within the service were approached and 12 

gave consent to participate. Participants were given an invitation letter , information sheet 

and accompanying consent form detailing the nature of the research and what their 

participation would involve. It also contained the potential risks and benefits of participating 

and clearly detailed their right to withdrawer. Potential participants were given a week to 

consider the information before consent was taken. During office hours (09:00 to 17:00) the 

researcher was available in person to answer any questions concerning the research.  

3.5.3 Materials. Potential participants were firstly given a copy of the participant 

invitation letter, participant information sheet and consent form. 

Interview questions (Appendix A) were then developed following a comprehensive 

literature review which had highlighted areas of interest around the subject of attachment 

dynamics and the therapeutic alliance (e.g. “Have you ever considered barriers in session 

could be attributed to your attachment?”) Questions used sought to address these particular 

areas of interest, whilst allowing for a greater understanding of the individual experiences and 

processes involved for each participant. The questions were semi-structured in nature which 

allowed for responses to be rich and detailed, whilst remaining salient to the researcher’s area 

of interest. By providing a structure to the questioning, it was hoped that themes across the 

interviews would more readily be accessible through the process of analysis. 

The interviews were recorded using a recording device belonging to the research team 

within the service. The interviews were then downloaded onto NHS computers and 

forwarded to the researcher’s personal laptop for analysis. Paper copies were also produced to 

help with this process.  
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 3.5.4 Data Collection. Appointments for interviewing were arranged at a convenient 

time for each participant. Each interview took place within the service, and an interview room 

was booked via the administration team. It was considered most appropriate to use a 

comfortable and private space, free from interruptions and so the sessions were carried out in 

a similar way to supervision sessions. Each interview lasted between 35 and 50 minutes and 

were carried out during lunch time while the therapists were free from their therapeutic 

commitments. 

One of the unit’s security cleared recording devices was used to record the interviews. 

Upon completion of the interviews, the recordings were transcribed by one of the service’s 

Personal Assistants, having had an explicit conversation with the researcher about the 

transcription notation to use. Permission was sought from each participant to gain consent for 

this to happen at the time of interview. Should this have not been permissible for a 

participant, the transcribing process would have been undertaken by the researcher, however 

this was not necessary and all agreed.  

 3.5.5 Data Analysis. Braun and Clarke (2006) provide the following guidelines for 

carrying out the thematic analysis. It was noted prior to commencement of the analysis, this 

should be an iterative process which would require movement back and forth throughout the 

phases rather than adhering rigidly to their ‘rules’.  

3.5.5.1 Semantic or Latent Themes. Thematic analysis has the decision to adopt 

either a semantic or a latent level of themes. A semantic approach seeks to identify explicit or 

surface level meanings where the researcher is looking for no more than what the participant 

has said. Data is organised to show patterns in semantic content which are subsequently 

theorised into broader meanings and implications (Patton, 1990), often in relation to existing 

literature (Braun & Clarke, 2006). Alternatively, thematic analysis conducted at a latent level 
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of analysis goes beyond the semantic content and explores underlying assumption and 

ideologies which inform the semantic content of the data. For this level of theme 

development, it requires the researcher to interpret and theorise, not simply describe the data. 

As Braun and Clarke (2012) explain, if a deductive ‘top down approach’ is adopted, the 

researcher will bring to the analysis a series of theoretically informed concepts and ideas 

which can be used to code and interpret the data, meaning that analysis does not necessarily 

closely link to the semantic content of the data. A more latent interpretative approach was 

therefore considered most appropriate given the theoretical framework used. (Latent and 

semantic colour coding is demonstrated in Appendix B, example of analysis) 

 3.5.5.2 Phase 1: Familiarising yourself with the data. All interviews were carried 

out by the researcher and so the content was already familiar. The interviews were listened to 

again almost immediately after data collection and notes made to highlight salient points of 

interest. After the process of transcribing was complete, the interviews were read and re-read 

in an active way to identify further obvious themes. This was done for the entire data set to 

elicit an overall feel of general themes, including the less obvious ones. 

3.5.5.3 Phase 2: Generating initial codes. Transcribed data from the interviews was 

firstly coded though a manual process using a highlighter and pen. Initially open coding was 

used but it became apparent that this method was insufficiently systematic for a deductive 

theoretical approach to the analysis. A template and codebook was then designed which 

included five broad categories (see Table 2 above) and applied to the data, as outlined by 

Crabtree and Miller (1999). These categories were identified by the researcher and developed 

based on the theoretical framework used. The clinical application and relevance of the themes 

were considered throughout this process, in an attempt to address the research questions. The 

process consisted of some semantic (descriptive) coding but mostly latent (interpretive) 
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coding, and these were indicated on the final analysed transcriptions by using a simple colour 

key. 

Table 2  

 Initial Codebook 

Code 1 

Label Different therapeutic relationships. 

Definition The interpersonal dynamics between therapist and client. 

Description Acknowledgement of an inter-subjective experience 

between therapist and client. 

Code 2 

Label Difficult dynamics. 

Definition Therapeutic relationships which encounter conflict. 

Description Evidence of ruptures and barriers to meaningful 

connection influenced by the interplay of the individuals. 

Code 3 

Label Therapist preference. 

Definition The therapist recognises preferable client attributes. 

Description More favourable relationships which are considered easier 

to initiate and maintain. 

Code 4 

Label Difficulties located within therapist. 

Definition. Barriers caused by therapist attachment strategies. 

Description. Negative counter-transferential responses triggered in 

therapist 

Code 5 

Label A useful framework. 

Definition Attachment as a way to make sense of inter-subjective 

experience. 

Description A basis to understand difficult behaviour or dynamics 

within the therapeutic relationship. 

 3.5.5.4 Phase 3: Searching for themes. From the list of codes generated from the 

entire data set, the analysis required the sorting of codes into potential themes, paying 

attention to how the different codes could combine to produce one over-arching theme (see 

Table 3 below). Sub-themes were also identified from the main over-arching themes and 

further still some codes did not seem to fit a theme at all. All codes were allocated to a theme, 
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sub-theme or miscellaneous ‘pile’ in preparation for the re-evaluation of the identified 

themes.  

It should be acknowledged that this process was somewhat subjective in that decisions 

had to be made about the salience of each code and the development of the themes. Braun 

and Clarke (2006) emphasise the dynamic rather than passive nature of theme development 

and so it is the researcher who decides the relevance and importance of the ‘emerging’ 

themes rather than simply the number of times a particular code was mentioned by the 

participants.  

Emergence of the themes developed from the initial stages of analysis, where 

potential areas of interest were identified at the emersion stage. This process gave a ‘flavour’ 

of the types of themes that were arising, made more interesting by the fact that some were not 

related to the interview questions, but had repeatedly been spoken about by participants. (The 

reflexivity within the process will be considered at length in chapter six). The code book was 

then applied to the dataset within the transcripts, highlighting segments of text specific to that 

code. Remaining data was also coded using an inductive process, where other appropriate 

codes were generated as required. Throughout the remaining coding, latent codes were used 

given the interpretive nature of the data analysis. 

3.5.5.5 Phase 4: Reviewing themes. This involved the refinement of themes by 

reading all the codes within the theme and considering whether or not they form a coherent 

pattern. When this incoherence occurred, careful consideration was given to re-allocating the 

code to a more appropriate theme or creating a slightly different over-arching theme. It was at 

this stage that the miscellaneous themes were either allocated or discarded from the data set. 

A further stage was to consider whether or not the themes accurately reflected the data set as 
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a whole. This stage was subsequently implemented further still to ensure that the research 

questions were addressed thoroughly. 

Table 3  

Process of Developing A Theme from Initial Codes 

Initial Codes from Code book – 

Deductive 

Developed Codes from Remaining 

Data – Inductive 

• Difficult dynamics   (Code 2) 

• Difficulties located within the 

therapist 

(Code 4)             

• Barriers to the relationship 

• Therapist anxieties 

• Ruptures and conflict 

• Mistrust 

• Negative countertransference 

•  

• Therapist vulnerabilities 

• Self-doubt 

•  

• Feeling inadequate 

• Breaking boundaries 

 

 

 

 

        Sub-Themes Developed from Collapsing Codes 

• Attachment Dynamics 

• Therapist Insecure Strategies as a Barrier 

• Therapist Secure Attachment as a Barrier 

                                             

 

 

 

                   Overarching Theme 

             ‘IMPACT OF THERAPIST ATTACHMENT’ 

3.5.5.6 Phase 5: Defining and naming themes. Once a coherent thematic ‘map’ of 

the data had been developed and themes established, the data was analysed within them. This 

required identifying, either at a semantic or latent level, the ‘essence’ of what each theme was 

about. For each theme, a detailed analysis was written which describes how a particular part 

of the ‘story’ fits into the story as a whole. Sub-themes were used to give more manageable 
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structure to particularly large or complex themes and were subsequently reviewed in order to 

most effectively address the research questions. 

3.5.5.7 Phase 6: Producing the report. This required communicating the ‘story’ in a 

way that would convey the validity and rigor or the analysis. It identified important verbatim 

evidence within the analysis which could demonstrate a particular point, relying on an 

analytical narrative rather than mere description. 

3.6 Reflexivity 

It has been important to consider my role as a researcher within this process and how 

this may have impacted upon decisions made and conclusions drawn. I must acknowledge 

that I could not remain completely neutral and objective and recognise that the interpretations 

I have made do not come without bias. My experiences, attitudes and interests have shaped 

me as a theorist and are likely to have biased the theoretical and epistemological positions I 

have taken. This includes my own journey into becoming a Counselling Psychologist within 

the service and possibly the anxieties this brings. Equally, my interest in my own attachment 

which has come to the forefront of my journey through personal therapy and has proved an 

invaluable framework to understand my own difficulties. Reflexivity has been embedded in 

every stage of this research process and will be discussed in more detail in chapter six. 
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CHAPTER 4 

FINDINGS 

 

4.1 Introduction 

 

This chapter details the themes and sub-themes generated from the data using the 

qualitative method of thematic analysis (see Table 4 below). It offers a commentary of the 

most significant findings, providing examples in the participants’ own words. The 12 

participants are all NHS employees, working within the Personality Disorder Pathway 

(demographics illustrated in Table 1, chapter 3) and comprised of various training 

backgrounds and experience. This includes; one clinical psychologist, one counselling 

psychologist / psychotherapist, one counselling psychologist, one psychotherapist, one 

psychodynamic nurse practitioner and seven forensic / trainee forensic psychologists.  

Although this research did not utilise any formal quantitative measure of attachment, the 

participant’s attachment strategies were discussed as they developed organically throughout 

the interviews and are therefore self-reported and based on therapists own individual 

understanding of attachment and insight. Based on this subjective information only, the 

sample was made up of four participants who identified with anxious / preoccupied 

attachment strategies, three with avoidant / dismissive strategies and five with attachment 

security. 

The complete data set generated a total of four overarching themes, each with 

between two and four sub-themes within it (see Table 4 below). Theme one, ‘developing the 

therapeutic relationship’, was the overarching theme generated from three sub-themes which 

focused on the unique and intersubjective nature of the therapeutic relationship, what it 

means to provide a secure base within an attachment framework, and the significance of 

therapist identification with the client. Theme two, ‘the impact of therapist attachment’, was 

the overarching theme generated from four sub-themes identifying the impact on negative 
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countertransference, how client anger was managed, the impact on the client, and therapist’s 

attachment security as a barrier. Theme three, ‘therapist motivation’, was the overarching 

theme generated from two sub-themes which explored the drive and determination of the 

therapist and the therapeutic relationship meeting the needs of the therapist. Theme four, 

‘overcoming barriers’, was the overarching theme and was generated from two sub-themes 

which considered reflective practice and therapeutic ruptures as an opportunity for growth.  

Table 4 

Themes and Sub-themes 

THEMES SUB-THEMES 

1. Developing the Therapeutic 

Relationship 

 

1.1 Uniqueness and intersubjectivity 

  

1.2 Being that secure base 

  

1.3 Identifying with the client 

 

2.  The Impact of Therapist 

Attachment 

 

2.1  Negative countertransference 

  

2.2 Managing client anger 

  

2.3  Impact on client 

 2.4 Therapist’s secure attachment as a 

barrier 

 

3. What Motivates Therapists 

 

3.1 Drive and determination 

  

3.2 Meeting the therapist’s needs 

 

4. Overcoming Barriers 

 

4.1 Reflective Practice 

 4.2 Ruptures as an opportunity for 

growth 
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4.2 Theme 1 – Developing a Therapeutic Relationship 

The participants acknowledged the complex nature of building a therapeutic 

relationship with their clients, all of whom have experienced significant developmental 

trauma. However, the extent to which participants were explicit in their understanding of the 

intersubjective nature of the relationship differed between their training backgrounds and 

level of experience. Unsurprisingly, those who had received training specifically in 

psychotherapy had a more complex understanding of the processes at play within the 

therapeutic encounter and demonstrated a greater capacity for understanding their own 

motivations and reactions to clients. For example, there was a polarity between the forensic 

trainees and the more experienced therapists, where any awareness the trainees had had been 

provided from clinical supervision rather than professional training. However, years of 

experience of working at a relational level and aspiring to be a reflective practitioner 

appeared to moderate any significant difference between training backgrounds. 

4.2.1 Uniqueness and intersubjectivity. Nearly all of the participants acknowledged 

the complex inter-play of the self and the other within the therapeutic relationship. Regardless 

of training discipline or experience there was an overall appreciation of the intersubjective 

nature of this relationship: However, it was Alex, a Counselling Psychologist and 

Psychotherapist who provided the following interpretation. 

“As a therapist I bring my mutual space which is subjective and the client comes into therapy 

with all of their difficulties or issues or personal circumstances, which is also subjective. The 

two that come together enable us to create a co-creative new space which is unique to us and 

which is something I would then probably go on to call the therapeutic alliance.” – “Alex” 

Alex considered the usefulness of matching the client and therapist based on their 

attachment strategies but highlighted the importance of allowing the relationship to grow, 

describing an essential part of the process is discovering the uniqueness of the relationship:  



 
80 

“You would miss out on the uniqueness of them both finding out about each other’s 

attachment style and stumbling across that and learning about it and being able to, I don’t 

know, go back to some sort of grass roots in understanding one another and uncovering and 

unravelling.” – “Alex” 

In acknowledging this uniqueness, it is arguably not enough to hold an expectation 

that a blanket term ‘professionalism’ can be used to describe what the therapist brings to the 

therapeutic relationship. A deeper consideration needs to be given to the uniqueness of the 

therapist as well in this intersubjective process. Nicola, a Clinical Psychologist, felt that this 

should be an important part of training, and it would seem that it is not an essential 

requirement outside of counselling psychology: 

“The sort of literature on being a therapist or staff member in mental health, I don’t think 

really gives enough attention to what we bring as unique individuals ourselves to therapy. We 

should always be seen as trying to build a relationship and I don’t think there’s enough 

attention to that when we train people to be therapists because there’s too much focus on just 

a need to be professional about it. Well, what does that mean really?” – “Nicola” 

Diane, a Forensic Psychologist, demonstrates her realisation of the uniqueness of the 

therapist, something which challenges her previous perceptions of how a psychologist 

‘should be’ the objective professional. Her experience highlights the reality of therapist 

uniqueness and how we are not without our own personal histories, idiosyncrasies and 

traumas:  

“I had a strange experience of being in a hall full of therapists and people putting their hand 

up for whether they think that they’ve got a secure attachment style and there were literally 

like two of us that put our hand up and I don’t think I realised just how like usual it was for 

therapists to have, you know, different attachment styles.” – “Diane” 
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 These findings highlight implications with regard to differing training routes and how 

they have the potential to lead to different therapeutic encounters. Given that the therapeutic 

relationship is intersubjective in nature, an underestimation or lack of awareness of the 

therapist’s own attachment strategies is likely to be problematic. Whilst participants 

acknowledged the uniqueness of each therapeutic relationship, there remained limited 

awareness of how, for example, the trainee forensic psychologist’s attachment strategies 

might impact the relationship. 

4.2.2 Being that secure base. All participants identified developing a good 

therapeutic relationship as highly significant for the client. Specifically, they considered the 

formation of a secure attachment between themselves and the client to be paramount to 

treatment. Interestingly, this concept included the ability to withstand ruptures and 

experiences of emotional intimacy. Whilst rupture could be considered a barrier to the 

relationship, a finding of this study suggests that the expectation and acceptance of ruptures 

within therapy is demonstrative of a secure attachment and an important part of the 

therapeutic process. Despite a recognition of their own insecure attachments, none of the 

participants evidenced a perceived inability to fulfil the role of a secure base for their clients. 

Alex gave an account of how she is able to provide that safe and boundaried space 

based on an attachment model. She described exactly how she endeavours to provide her 

client with what is inherently a ‘secure base’ from which to explore their trauma. Alex 

specifically acknowledges the impact of her own self within the relationship, and how the 

interaction is always intersubjective in nature: 

“It’s about that attachment model that creates that safe space, a safe bond, a predictable 

space that I’ll always be there, same time, same place type of thing. So, all these theories 

help me formulate the difficulties that my patient may have experienced as a child themselves 
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by thinking about the attachment model and how that work needs to be taken into account 

and how they might experience me.” – “Alex” 

Alex and Nicola spoke explicitly about their experiences of ruptures with their clients, 

and they felt that a secure attachment relationship should be able to tolerate conflict or 

rupture and even anticipated this as part of the therapeutic process.  

“By forming a safe therapeutic alliance for my patient, if there’s a rupture in our work we 

can usually find a way of working through. If we don’t have that safe robust attachment then 

a rupture would be detrimental in our work, so hence attachment is a key philosophy in 

therapy and definitely a key philosophy for me.” – “Alex” 

Nicola acknowledged that the therapeutic alliance and a secure attachment are not the 

same construct, suggesting this manifests in the relationship’s ability to manage conflict. 

Nicola identified that, should the alliance be measured quantitatively, then it may be rated as 

low. A strong attachment however can withstand such conflict, where reparation can be the 

source of growth.  She spoke of her desire to work at this deeper relational level where the 

therapeutic work is underpinned by attachment theory and relies on far more than simply a 

therapeutic alliance. Nicola emphasises how managing conflict is a key tenet of a secure 

attachment: 

 “I aspire to have genuinely, emotionally authentic relationships with people and I don’t think 

that the therapeutic alliance necessarily includes that. So I think that’s the kind of like 

cognitive part of the relationship, and so I think a patient might say, “Oh yeah, my 

therapist’s lovely because she’s always there when I need her, she always comes when I’m in 

trouble, she really understands me”, but I think unless the relationship also manages conflict, 

then I would say the relationship probably isn’t as strong. …….. that might come out on a 

measure as being like a really strong alliance but actually I’m not sure that necessarily 

means the same as having the strong attachment.” – “Nicola” 
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Nicola emphasised the requirements of an attachment relationship, where emotional 

intimacy is key in her opinion:  

“The emphasis for us is about creating emotional intimacy which is basically an attachment, 

so all the stuff about having the most amount of emotion you can tolerate in a relationship, 

about being explicit and about trying to understand the logical world of the person that 

you’re working with. All of that is about emotional intimacy and therefore attachment. So, 

it’s absolutely essential to what we do.” – “Nicola” 

Participants identified what a secure attachment means for them, and this is about 

emotional intimacy and the therapeutic relationship’s ability to tolerate rupture. This clearly 

goes beyond the wider concept of the ‘therapeutic alliance’ and demonstrates what it means 

to work relationally. The participants evidenced that the provision of a secure base does not 

appear to be impacted upon by the therapist’s own attachment.  

4.2.3 Identifying with the client. Participants spoke about their experiences of being 

able to identify with their client’s attachment strategies. The usefulness of this dynamic 

considered both the advantages and disadvantages of the therapist’s identification with the 

client. Participants acknowledged that there is something quite powerful within the 

relationship whereby the therapist can truly understand their client’s subjective world. 

However, this comes at a price, and all recognised the possibility of collusion and a lack of 

objectivity within the relationship: 

Linda, a Trainee Forensic Psychologist, made the following observation. She 

described how recognising her own attachment difficulties in her clients, allows her a greater 

understand of what they might need from her. 

“I’m somebody who like really wants a close emotional attachment to people but then to 

protect myself will kind of back off, so I think I’ve kind of considered when some of their 

experiences might be similar to some of mine, and then I think that leaves me thinking: ‘Oh! I 
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don’t want to collude with them here’ but sometimes I sit there thinking: ‘Oh! I can 

absolutely see why you might be wanting to behave in that way’. …….. I feel that knowing 

what it is like to be anxiously attached to somebody probably does help me to, like, put myself 

into their shoes that little bit more and have a bit more of a sense of, like, what has been 

missing for them.” – “Linda” 

There was an acknowledgement too of how an over-identification with clients can 

lead to potentially losing objectivity in the therapeutic work. This recognition only highlights 

the importance of therapist insight into their own ways of relating, as without it therapists 

may lose the ability to always act in the best interest of clients. Rachel, a Counselling 

Psychologist, described how easily she has be drawn into a process of colluding with her 

clients when they share the same attachment strategies: 

“I know I once had a patient who had a similar attachment style to me and I know I found it 

very difficult to work with them at times, because I could find myself being drawn in to what 

they were saying a lot more easily, then I think you have a tendency to be more objective if 

you’ve got a different attachment style.” – “Rachel” 

Alex demonstrated how her identification with the client has been used 

therapeutically, by disclosing her own attachment strategies. However, this type of self-

disclosure relies on a willingness from the therapist to recognise and be comfortable to their 

own vulnerabilities. Arguably, should this be possible it has the potential for a greater depth 

of the relationship, where the client truly feels understood by the therapist: 

“……you’re doing that and because I do something quite similar, so it’s kind of, I ‘get’ them 

and their Achilles heel. They’ll often say: “how did you know I was gonna do that?”. It’s 

because it’s something I probably do too. So it kind of takes one to know one and I can see 

that in myself…….I’ll bring it into the room to show them a side of me that I recognise and I 

can see in them. It’s a little bit like a parallel process and you know, “you don’t wanna come 
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to session, you don’t wanna attach to me and you’re gonna reject me before I can reject 

you”. They say: “how did you know That?”. Well, because I would do something similar in 

my own life so when I recognise it, I point it out.” – “Alex” 

Justine, a Forensic Psychologist, emphasised how identification with the client can be 

suitably managed by making use of effective supervision. Specifically, Justine suggests that 

the supervisor would bring objectivity from differing attachment strategies.  

“You could then be in danger of not always seeing everything because you think it’s too much 

of a mirror so maybe the role of your supervisor then becomes absolutely critical and one 

would hope that they are because a) they are a bit more objective but b) you would hope that 

maybe their attachment style was maybe a bit different.” – “Justine” 

Participants demonstrated the fine line between identifying with the client and over- 

identification. They acknowledged that being able ‘to be in their shoes’ had the potential to 

engender empathy and understanding, whilst over-identification can promote collusion and a 

lack of objectivity. Although over-identification could be considered a barrier, this only 

relates to the therapeutic process rather than the relationship itself. 

4.3 Theme 2 -  The Impact of Therapist Attachment 

All of the participants acknowledged their contribution to the therapeutic relationship, 

including how their attachment strategies impact upon therapeutic dynamics. The degree to 

which participants recognised this however, was dependent on training and experience. They 

identified barriers to working with clients presenting with such complex relational 

difficulties, but there was a willingness to explore them as an intersubjective process. 

Participants gave some candid accounts of the barriers originating in themselves, how these 

have impacted upon the therapeutic relationship and more importantly, on the treatment they 

were able to provide. Individuals acknowledged their own attachment strategies as the 

possible cause of their negative countertransference, which they attributed to difficult 
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dynamics and ‘a jarring of styles’. This reinforces how significant therapist attachment 

strategies are within the intersubjective nature therapy and ultimately, the therapeutic process. 

4.3.1  Negative countertransference. There was an agreement amongst participants 

that the most challenging attachment strategy to work with is an avoidant / dismissive style. 

This seemed to be amplified if the therapist has a similar style which could manifest in an 

emotionally deprived interplay between two avoidant / dismissive individuals. Eliciting an 

emotional response from a shut down or depressed client appears to be the most difficult task 

for the participants. Justine and Diane, both Forensic Psychologists, described the difficulties 

they experience and how this withdrawn style triggers feelings of inadequacy and dismissal. 

“When someone is just so flat I find that really hard to consistently keep plugging away and 

hoping that something, somewhere along the line is going to change. I also think it’s related 

to the fact that I struggle with people’s chronic depression……so people that feel like that 

huge vacuum and they’re going to suck you into that vortex. I feel really inadequate to get 

through that and I really do struggle with the withholding guys more than the other.” – 

“Justine” 

“At the start the dismissal was quite painful but now I’m kind of like, not used to it, but I 

anticipate it as part of our therapy relationship and I know that there’s a side of the patient 

who really wants a relationship with me so I don’t feel dismissed by it.” – “Diane” 

Nicola, a Clinical Psychologist, recognised the negative countertransference she 

experiences in response to this shut down strategy: 

“The quieter, low level of anxiety I struggle with more…… the really withdrawn, it’s like 

getting blood out of a stone type. Yeah, that dynamic. I do, I find that really difficult and quite 

frustrating as well, I think I can notice myself getting frustrated or maybe coming across as 

more cut off or punitive.” – “Nicola” 
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There was also a more complex recognition by some of the participants as to what 

part of them is triggered by other people’s differing styles and how that impacts on their own 

attachment strategies. Nicola described her dismissive style and subsequent reactions to the 

anxious strategies of some of her clients: 

“I know I’m very self-sufficient and so I think there are times when that can be really, really 

helpful, so I can see the self-sufficiency in individuals where actually they’re taking it to a 

pathological level, as I do on occasion. So needing to shift and change that and get beyond it, 

but also that’s the bit that can be irritated by someone who’s demanding or watching or 

monopolising staff time.” – “Nicola” 

There is also recognition from Nicola of negative countertranference in response to 

her clients’ attachment needs, which appear to conflict with her own:   

“The more sort of like needy, demanding ones, and I nearly used the word selfish then, 

which, because I think that is how ... and obviously everyone’s just getting their needs met the 

way they know best and one is not more selfish than the other, but that is how, that’s my gut 

response to it is ‘oh! you’re being selfish’.” – “Nicola” 

Justine, a Forensic Psychologist, spoke of  countertransferential responses being 

triggered by  her clients, which have the potential to negatively impact on the relationship and 

the therapeutic encounter: 

“I know I’ve said that I am an avoidant person but I’m also somebody that can be self-

deprecating, so maybe there’s an anxiety often, I think when their attachment style is more 

anxious, I think it creates an ‘am I good enough?’ response in me.” – “Justine” 

Nicola acknowledged the impact of her interpersonal style on the therapeutic 

relationship and how her need to be explicit within therapy has the potential for rupture. This 

however demonstrates a confidence within her therapeutic work to challenge the client rather 

than collude or pacify as would be preferable with a more anxious therapist. 
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“I prefer bluntness and not everybody does and so I think there are men who it pushes too 

much so they can’t even acknowledge it for themselves never mind acknowledge that to 

another person. So I would call it more ‘pussy-footing’ which might be actually really helpful 

for some people but I find that very difficult to manage cos I feel like I’m just sat on 

something that I need to say.” – “Nicola” 

Nicola demonstrated a willingness to be responsible for the negative response her 

style elicits from the client, and where this originates in herself. It is this transparency and 

capacity for reflective functioning which allows for such difficulties to be negotiated and 

understood explicitly. 

“There have been plenty of times when I’ve apologised to patients for a stance that I have 

taken or if someone’s pulling something that’s a bit stubborn from me for instance. I don’t 

like being ordered around, so prisoners that are demanding that I do stuff, I can say to them 

‘look that’s not making me want to … if you ask me nicely, but if you just order me about like 

you’re my boss, that’s not going make me want to do that, it gets my heckles up, so can we try 

and think about this differently in terms of what happens’. But … yeah, so some of that is 

definitely a jarring of styles at times.” – “Nicola” 

There was a widely recognised theme throughout the participants that barriers within 

session could be attributed to their own attachment, and this seemed to manifest in negative 

countertransference towards their clients. There was also recognition of a definite interaction 

between differing styles, where one would negatively impact upon another. 

4.3.2 Managing client anger. Participants identifying with attachment  

anxiety and attachment avoidance strategies spoke of their experiences of managing client anger, 

demonstrating a polarity in how they responded to an angry presentation. Interestingly, anger was not 

mentioned by those participants identifying with attachment security. 
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Linda, a Trainee Forensic Psychologist and Will, a Forensic Psychologist who both described 

their attachment pattern as more located within the Type C strategies (anxious / pre-occupied) found 

overt aggression within the relationship difficult.  

“I think I have found it more difficult to work with people who are, I suppose, more overtly 

aggressive, erm and perhaps, I was gonna say complain more but I don’t think it’s 

necessarily about that because pretty much everyone I work with complains quite a bit but 

erm, kind of aggressively complain about things, that’s what I find really difficult.” – 

“Linda” 

Will recognised the significant impact that it had on his threat response, 

acknowledging this was linked to his own attachment trauma:  

“I think sometimes it’s been harder for me when there’s been more overt aggression in the 

room. Or, where there’s been more kinda passive aggression, I’ve found it…..it’s harder to 

work with that as I know that it’s a particular trigger for me, I kind of go into a freeze and 

lose my capacity to think or work with what’s happening.” – “Will” 

Will acknowledged his reaction to client hostility which may be linked to his anxious 

attachment style pulling a need to avoid rupturing the relationship or antagonising the client 

further. 

“He could make kind of snipey comments that could trigger a real pull from me to want to try 

and smooth over and make it better.” – “Will” 

In contrast, Nicola and David, who described their attachment pattern as more aligned 

with the Type A strategies (avoidant / dismissive), were explicit in recognising anger within 

the therapeutic relationship as easier to tolerate. Both had a sense of being able to look 

beneath interpersonal aggression and finding the vulnerability which fuelled it. Neither 

seemed to experience the same threat response as their anxiously attached colleagues; rather 

their response was more cognitively driven: 
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“I suppose when somebody is saying “oh fuck off” or whatever, I can see what that is and 

can see that that is just a defence, and so find it quite easy to brace myself, to push beyond it 

in a way that I think some staff are more put off by that and find it more intimidating.” – 

“Nicola” 

David, a Psychotherapist, was able to identify how his avoidant / dismissive strategy 

acted as a protective factor for himself during more difficult encounters. 

“I’ve found out that I’ve got a bit of a cut-off valve when things can become overwhelming 

and I think that can be helpful. I suppose though if ever I do become cut off and I’m not in 

touch with that, I mean we all get caught up in re-enactments and, if I were to get hooked in 

and then were to cut off from that, then maybe I wouldn’t be aware in the moment.” – 

“David” 

There was also evidence from Justine, who describes herself as having an avoidant 

attachment, a more dismissive therapist is better able to contain their client’s anger due to an 

ability to see beyond the hostility:  

“So I think anger for me is an easy emotion to manage and then get underneath and find the 

genuine surface of it.” – “Justine” 

Participants demonstrated a clear contrast in how they respond to client anger, which 

they recognise is based on their own attachment strategies. For those participants who employ 

a distancing strategy, anger is far easier to tolerate than their anxiously attached counterparts. 

4.3.3 Impact on the client. David and Will were willing to consider the cost their 

strategies have on their clients’ experience of attunement and potential for growth within the 

therapeutic relationship. 

“I guess for me being……in terms of managing kind of reactive, responding to my emotions, I 

think sometimes what I’ve done is kind of be switched off to stuff until it gets quite strong and 

then all of a sudden it can become quite overwhelming. I think that having that reaction to 
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things has probably had a cost to some extent, in terms of not being completely emotionally 

attuned to someone, because I might have kind of pushed stuff like that down a little bit 

more.” – “David” 

“So then that becomes I guess a barrier to that person’s emotional growth, if I’m not 

necessarily feeling what someone who’s more emotionally connected might have been feeling 

in the moment, and then they wouldn’t be getting the same from me as they would from 

someone else.” – “Will” 

David was able to balance the impact of his avoidant attachment strategy by 

considering how this acted as a protective factor at times, for his own psychological safety. 

However, he also recognised how it could be a barrier to his clients experiencing validation. 

“I’m aware that my own attachment style is markedly avoidant and that it’s actually useful in 

as much as it’s like taking one step back from what’s happening in front of you…….but also 

it can get in the way because if you do step back the other feels that they’re left wondering. I 

had one patient say to me “what do I have to do to get a reaction out of you”, so I think my 

stepping back stopped that initial ‘wow or bloody hell’ or some kind of reaction that he was 

expecting. So yeah, that would be a barrier I think, something that could come up later.” – 

“David” 

Participants identified how therapist attachment strategies have the potential to impact 

upon attunement which manifests in clients not feeling validated. There is also a recognition 

that the therapist’s intolerance of conflict may compromise the therapeutic process and is 

driven by their attachment anxiety. 

4.3.4 Therapist attachment security as a barrier. Interestingly, three of the five 

participants who identified themselves as having a secure attachment style (Type B) and are 

forensically trained, described experiences with their clients where they felt this strategy was 
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unhelpful to the therapeutic relationship. This suggests that in working with clients with such 

complex presentations, attachment security may in fact be a challenge on its own. 

Susan and Louise, both Forensic Psychologists, may have evidenced here that their 

secure attachment is in fact an obstacle to attuning to her client’s relational needs. Rather than 

follow the client’s lead, there is possibly an expectation that the client will respond positively 

to their usual way of relating. There is arguably the potential for a lack of flexibility linked to 

attachment security which may be problematic unless recognised by the therapist. Susan and 

Louise described the impact of their usual ways of relating: 

“I’m securely attached and have that background where I feel……so that’s where I’m coming 

from but sometimes that can be overwhelming for people or they can find that quite 

frightening because they don’t have that expectation and haven’t built that up yet in our 

relationship.” – “Susan” 

“But I know that when I feel warmth or close to someone my personal space is quite small but 

I know for some of the men that’s … so I know that my attachment style would mean that I 

would probably be closer to them than they would feel comfortable with sometimes. I will be 

more open and more friendly, find it more comfortable being physically close or proximal to 

someone, whereas that’s not always the case the other way around. So, I have to be mindful 

of that and kind of reign in my Tigger, I’m bubbly and warm, I want to connect with 

everybody.” – “Louise” 

Davina, a Trainee Forensic Psychologist, evidenced here that she is perhaps not fully 

attuned to the needs of her client, rather relating to them in familiar ways which elicits mis-

trust: 

“So I started off trying to do exactly what I was doing for my other guy offering him that 

security, being quite calming but actually that made him trust me less cos that’s something 

that he’s so not used to. He was saying like, I just don’t believe you so he didn’t see it as 
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genuine even though it was genuine on my part, he didn’t see it like that he just saw me as I 

was going to take advantage of him at some point.” – “Davina” 

Louise, was able to trace her way of relating back to her own childhood experiences. 

She described herself as having a secure attachment strategy now but perhaps recognises 

insecure attachments as a child. She acknowledges explicitly her emotional inhibition and 

“masking” which are both strategies more familiar with an insecure avoidant style (type A).  

“I could be too smiley, too enthusiastic, too positive and not matching the mood of the client 

and I know that comes from a, “put on a brave face”, which was part of my sort of 

attachment growing up. So, I know that that emotional inhibition, the kind of use of emotional 

masking can impact and did impact at the start, and in terms of attachment that probably led 

to me initially in my therapy, being held back in some way.” – “Louise” 

These come as surprising findings and something which has not been evidenced 

before. However, it could be indicative of the challenges faced when developing a therapeutic 

relationship with clients who have experienced relational trauma. 

Overall, participants evidenced their own attachment as highly significant within the 

therapeutic relationship, where it can manifest in negative countertransference and impacts 

upon attunement, specifically in relation to the way in which client anger is responded to. 

Participants also highlighted the potential difficulties experienced with regard to their 

‘secure’ way of relating, emphasising further the need for therapist awareness, insight and 

flexibility.  

4.4 Theme 3 – What Motivates Therapists 

Participants, either implicitly or explicitly, described a drive and determination to 

develop and maintain therapeutic relationships. Their clients have all experienced significant 

and complex developmental trauma and so working with these individuals can be extremely 

challenging. One could argue that this is not work for the ‘faint-hearted’ and many spoke of 
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the motivations which engender them to undertake this task. All acknowledged the 

tremendous difficulties they encounter but also the rewards of such emotional investment. 

4.4.1 Drive and determination. Alex in particular spoke of how she is able to find 

the determination to elicit compassion for even the most challenging clients, emphasising the 

importance of the therapeutic relationship for therapeutic growth rather than the use of 

specific interventions. Alex also identified how difficult this level of relational work is, and 

yet the emotional investment is worth the rewards when growth is evident:  

“I find something, some way of eliciting some compassion, or they find a way of enabling me 

to engender that compassion for them. I’m not sure which way it goes but there’s always a 

willingness from me to be determined to find a way that I can find something about them. I 

hold the relationship between myself and the patient at the heart of my work and, for me, if 

we have a good enough relationship everything else will stem off that. Trust will form, we’ll 

have ruptures but they’ll always be able to come back to that cos we have a really strong 

therapeutic alliance.” – “Alex” 

Alex gave a candid account of the negative emotions that can be elicited from 

particular clients. However, she demonstrated that it is her ability and determination to find a 

way to find a way to ‘love’ her client, which allows her to transcend these negative reactions. 

“Once I establish a relationship with them, I tend to….’fall in love with them’ isn’t the right 

word but, love my patient. Not as a lover but love the patient for who they are, so I’ve never 

had a situation where I’ve gone into therapy and not liked them all the way through. I can go 

into a room and feel disgusted at first. …but you learn to like them, learn to love them and 

that’s where the real work is.” – “Alex” 

Louise was explicit in the negative response narcissism elicits in her but demonstrated 

a willingness to work through it and connect to the client’s vulnerability.  



 
95 

“I don’t like narcissism, it irritates me, I start to feel that it pulls my critical side. I start to 

feel tense, I start to feel “grrrr” and in that moment I’m not feeling likeable, until I can 

connect or remind myself that behind that nasty narcissistic façade is someone who is 

vulnerable and then if I can see that vulnerability or find a way a way of connecting with that 

vulnerability then that bit of the patient is so much more likeable and then the patient 

becomes more likeable because you’ve made that connection.” – “Louise” 

Linda and Alex acknowledged that it is providing clients with a different interpersonal 

experience which engenders the potential for growth. Negotiating interpersonal barriers 

within therapy can be just as much of a challenge for the therapist as it is for the client but 

offers an opportunity for personal as well as professional growth. 

“I think as you work through those barriers, those are the things that they need to grow and 

experience something different so I think although it might be an initial kind of’ oh this is 

uncomfortable’ this is hard and might make people pull away, actually this is what they need 

to move forward and people do get past that……. actually having that different experience is 

what they need to know that they can have something different and for them to then reshape 

their maps and be able to move forward and grow.” – “Linda” 

“There could be a number of reasons why initially you don’t like them, they might remind me 

about a part of myself that I’m not ready to deal with, it may be they remind me of something 

that somebody else in my family has that I don’t like….. and this is where the real work is and 

if you get a patient that you like it’s really easy to work with them and if you get a patient that 

you don’t like, and that you then have to form that alliance with and learn to like them, learn 

to love them even, that’s really where the real work is.” – “Alex” 

Overcoming barriers with such highly traumatised individuals with complex 

presentations takes drive and determination. It requires the dedication of a committed ‘parent’ 

to enforce the boundaries again and again to allow the trust to build within the relationship. 
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Most of the participants described a willingness to work through significant relational 

difficulties, experiencing a sense of achievement in their work. Davina talks specifically 

about the barrier of trust: 

“Most of the barriers tend to be things around trust or things around boundaries so 

boundaries is a massive one that’s come up for me and this limited re-parenting and this idea 

of setting those boundaries that they’ve never had and them constantly pushing and pushing 

and pushing and actually showing them what that would look like and role modelling.” – 

“Davina”  

Justine described the motivation needed to explore the dangerous and destructive 

parts of the clients where it would be easier to treat the accessible and less vulnerable parts. 

There is a recognition that growth lies within this difficult and potentially de-stabilising 

process: 

“There’s a transaction that goes on and this is how we relate to each other and this is what 

happens, and noticing the patterns of the relationship and then having to sort of think, well 

ok, right what do we need to do differently now to get another part of that person… We’ve 

seen that part of you but actually we also know there’s a part of you that can be very angry 

and destructive so how do … how do we find that part of you because that’s the part that 

needs treating.” – “Justine” 

The participants gave accounts of their determination to overcome the barriers faced 

in session and how they are somehow able to learn to like, even ‘love’ therapeutically the 

most challenging clients. This drive may possibly be understood in terms of the wounded 

healer concept where those overcoming their own attachment wounds are motivated and 

enabled by their therapeutic work. Wounded healer literature describes how those with 

experiences of their own attachment trauma and relational wounding are perhaps more 

willing engage in these challenging relationships in order to vicariously heal themselves. This 
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is possible through a process of re-enactment and is likely given the high percentage of 

therapists acknowledging their own attachment difficulties and wounds. 

4.4.2 Meeting the needs of the therapist. Participants explicitly spoke of their own 

needs being met within the therapeutic encounter, with some specifically relating this to their 

attachment. Whilst this could be considered a barrier to treatment, Rachel argues that self-

awareness into this process can allow her keep her client’s needs at the forefront of therapy, 

even if it challenges her own core need: 

“In the earlier days… I maybe wasn’t as good, so some of the interventions I would use 

would have been about meeting my own needs in terms of trying to make sure the client was 

OK, which isn’t the right thing for them. It was about meeting that core need in me and 

wanting to give care to somebody else. It’s quite difficult now to sit and actually, well that 

want is still there, it doesn’t go away, but kind of just having that little moment of checking in 

with myself and going, actually this is about you, not them.” – “Rachel” 

Diane explored what is triggered in her when her needs are not met by her client’s 

reactions. 

“I do sometimes experience like a more personal level of when people aren’t grateful or if 

they really, really struggle to show that you mean anything to them whatsoever. I think that 

trips that schema and I sometimes find that quite tough and then think “oh I need to make 

sure I’m not” … yeah asking questions to see how much I mean to that person for my needs.” 

– “Diane” 

Participants acknowledged the significance of the emotional connection experienced 

within therapy and what it means for them. David and Susan offer their very personal 

accounts. 

“I love it, (laughs) I really like the connection. And connection is something that I have often 

struggled with myself with other people and I suppose being in a situation where the purpose, 
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the sole purpose, is for two people to come together and to be, I find that really erm, yeah, 

really lovely”. – “David” 

“Because I’m a carer and I’m someone who likes to help people, I’m a rescuer, all those kind 

of things, so actually being able to have that relational connection with someone that then 

enables me to help them”. – “Susan”  

There was recognition from Justine of the deep emotional involvement and 

investment made by therapists, and how it is this which provides them with the professional 

and arguably personal rewards they aspire to: 

“Yes, it’s incredibly difficult at times but there’s something really rich about what we do and 

I think that’s what makes it hard sometimes because of that emotional connection and being 

really invested, but actually I think that is more rewarding and you make more change and 

help people more with that.” – “Justine” 

Working in this relational way and with such investment for the relationship, provides 

an opportunity for growth and healing for the therapist. Nicola describes how her unique 

relationships offers something more to learn and develop both personally and professionally:  

“The beautiful part of that is, we’re constantly growing because actually every new person 

that you encounter you’re getting something, some fresh learning from yourself in terms of 

how you interact and how the two of you interact together, so I think that gives scope for 

growth.” – “Nicola” 

Rachel made reference to making a professional decision to work in this relational 

way, expressing her dislike of other interventions where the relationship is not at the forefront 

of treatment: 

“I’d often get frustrated sometimes particularly when I worked in IAPT (Improving Access to 

Psychological Therapies) services or when I was working in another part of the prison 

system whereby you had a really short turnaround and you just weren’t able to go deep 
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enough with the clients to really hit those underlying difficulties for them. That used to leave 

me frustrated quite a lot, so actually having the time to be able to sit and process and 

actually fully immerse yourself in the client and what their needs are, I do find that a lot more 

fulfilling in terms of the work.” – “Rachel” 

There was an acknowledgement by the participants that working relationally is more 

than simply fulfilling a desire to help others. They demonstrated that important needs of their 

own are met with regard to compulsive caregiving, emotional connection and feeling 

validated by their client. This important aspect of intersubjectivity exemplifies further the 

significance of therapist attachment and how therapy can serve to fulfil the participant’s 

unmet attachment needs. Without this insight there is a risk of therapists not always acting in 

the best interests of their clients but where reflective practice can moderate any difficulties 

and keep the client’s needs at the forefront of therapy. 

4.5 Theme 4 – Overcoming Barriers 

Virtually all of the participants described the importance of reflective practice and 

how this serves to moderate a number of potential problems within the therapeutic 

relationship. They discuss how reflexivity allows them to compensate for their own deficits 

and problematic ways of relating and allows them respond positively to their clients’ needs. 

As a result, there is a willingness to take ownership of what they elicit from or project onto 

their clients and how they have the potential to influence the dynamic. This allows them to 

challenge what could easily go unnoticed and stresses how clinical supervision is paramount 

in this process.  

4.5.1 Reflective Practice. Participants explored how their attachment strategies have 

the potential to impact the therapeutic relationship. Alex argues that this level of insight is 

only possible with a willingness to work at such a deep relational level and take responsibility 

for her part within the dynamic. 
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“I’m aware because of my own childhood deficits and traumas that I have an anxious and 

ambivalent attachment style, and when I feel unsafe I can quite quickly revert back to not 

feeling safe enough to trust those close to me……. I therefore have to work quite hard at this 

most of the time, to think above and beyond it. I have to look past it and see the good in 

people rather than hold on to that ambivalent attachment style. I often look out for signs my 

patient might experience me as avoidant or detached and I’m often looking for signs that my 

patient may have had a similar attachment style to mine.” – “Alex”  

Alex and Justine spoke explicitly about the impact of their attachment strategies on 

the therapeutic relationship and what it might elicit in their clients. 

“I often wonder how many patients I end up with have similar attachment strategies to mine 

and actually there are quite a few, and this makes me wonder what I’m pulling myself and 

reminds me of how I need to look after them and myself in the relationship and in the 

therapeutic alliance because…….. is it me pulling this part of them.” – “Alex” 

“I think the majority of the barriers come from their attachment difficulties but I’d be 

dishonest if I didn’t think that that has some interplay with me. So, whilst I may have 

somebody that’s chronically avoidant, I myself can be a bit avoidant so I have to work really 

hard at making sure I’m not seeking an easy ride by avoiding too. So, I would say the bulk of 

it stems from them but having to constantly check myself about what’s going on in me and 

making sure that I do take that to supervision.” – “Justine” 

  Alex acknowledged the likelihood of more ruptures should the therapist not be fully 

aware of the attachment dynamics within therapy. 

 “Without it, you leave yourself open as a therapist to having many more ruptures than you 

need to have because if you’re not aware of what’s going on for the patient, you’re also then 

not going to be aware of ‘what am I doing to fuel some of that’. If I know somebody has got 
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an avoidant attachment style and is someway going to struggle with trust and I’m not aware 

of that, how I might be detrimental in that process.” – “Alex” 

Janice, a Psychodynamic Nurse Practitioner, demonstrated an awareness of her own 

attachment needs and how this helps in the process of understanding her countertranferential 

responses to clients. 

“I’m quite aware as well, cos I had one particular patient who had a lot of similar 

experiences to myself in the past and actually the importance of then be able to keep separate 

what was my stuff and what was his stuff as well, so yeah, it’s definitely very, very important 

to do that and actually supervision was really beneficial in terms of being able to do that and 

understand my own attachment needs.” – “Janice” 

Alex and Nicola felt that without this level of awareness they could not reliably 

separate their countertransference experiences from those of their clients. Without the 

capacity for this level of reflexivity therapists are possibly unable to block out responses 

linked to their own histories, potentially compromising the work needed around their clients’ 

distress. Participants discussed that these skills develop through experience, type of training, 

clinical supervision and personal therapy. Alex demonstrated how experience allows her to 

separate out feelings belonging to herself and her clients. 

“So, to some extent my own attachment style really helps me to formulate my work by 

understanding how other people might really be feeling. If I wasn’t this self-aware then I 

might think the countertransference is all linked to my attachment stuff and I’ve become 

skilled at recognising when countertransferences aren’t necessarily mine. When they are I’m 

able to quite quickly think “that’s what I’m feeling cos that’s my stuff”, and block it out. In 

the moment I can just go with what’s coming up for the patient and checking it out rather 

than allowing my stuff to interfere with the work and be able to separate it.” – “Alex” 
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Nicola emphasised the developmental journey of therapists and the benefits of 

aspiring to be a reflective practitioner. 

“In some respects you go on a developmental journey as well because, ya know, we don’t all 

walk through the door being really experienced in working with people with chronic 

relationship difficulties, never mind the additional complexities that they bring with them so it 

takes, I think it takes you a long time to build up your experience and that isn’t just about 

years in I think it’s about how much and how open you are as a person and how effectively 

you use your supervision”. – “Nicola” 

Rachel suggested that therapist awareness has the potential to moderate any 

attachment difficulties that they may experience within the therapeutic relationship. 

“I think my view point has always just been no matter what your attachment style or whatever 

you’re bringing to the table, if you have an awareness of whether that’s yours or theirs and 

whether it’s meeting your needs or their needs then you can kind of muddle through and do 

the right thing.” – “Rachel” 

Not only is reflective practice crucial for benefitting the client, without it, certain 

encounters can trigger strong negative responses leaving the therapeutic experience a really 

unpleasant one for the therapist. Rachel and Janice share their experiences of this: 

“Ultimately what ends up happening then is no one in the room is getting their needs met and 

it can maybe become quite a cold environment, and distant and very…. erm unhelpful to 

anyone really. So, I definitely think there’s a need to be aware of the interplay between the 

two and I think it’s really important as a therapist to be aware of what your attachment style 

is because some can be sympathetic towards each other and then others can clash and it’s 

important to realise what’s going on within those moments as well.” – “Rachel” 

“So for me, it’s not feeling good enough, so if I don’t feel good enough in that relationship, 

can I help them, do I feel good enough to help somebody, then that can get triggered for me. 
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Whereas now I don’t have to be a hundred percent perfect going into the room and I can 

think about what might be getting pulled from them, and actually is it their stuff why I don’t 

feel good enough coming into the room as well as my own, and does that clash and can I 

separate it”. – “Janice” 

Participants highlighted the potential dangers and difficulties experienced by 

therapists who do not aspire to be reflective practitioners. They acknowledged the need for a 

commitment to constant ‘checking in’ with themselves in order to fully understand their 

contribution to the dynamic. Given the significance of therapist attachment on the therapeutic 

process, therapist awareness is paramount when working with such relational trauma. 

Participants evidenced that perhaps their insecure attachments are moderated by their 

capacity for reflective functioning. 

4.5.2 Ruptures as an Opportunity for Growth. Participants described the process of 

working through ruptures within the relationship, and all concluded with positive outcomes 

for their clients from the experience. However, the ease of this process may have been 

impacted upon by the participant’s own attachment, but was enabled possibly by their 

capacity for reflective functioning.  

Will felt he recognised a possible parallel process in his relationship with a client 

which was causing a rupture. This insight allowed him to be explicit with the client, finding a 

way for the relationship to move forward and see a shift in the client’s growth: 

“We reached this particular point where, for him, it was the whole thing about his 

relationship with his dad, it was the absent theme and then there was something, it was 

getting pulled from me in that…..that was something that we reflected on and from that point 

onwards, there was a big shift in him the progressing as he went through the rest of treatment 

and actually we didn’t have, I don’t think we had any ruptures to anywhere near that extent 

again.” – “Will” 
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Alex suggested that it is this working through barriers which provides the therapist 

with rich information about the clients’ relational difficulties. Recognising her strong 

countertransferential responses allowed her to understand what is really going on for clients: 

“Barriers will always happen within sessions and for me it’s a little bit like the attachment 

model, it’s not about having a detrimental attachment style, it’s about how the parent works 

to correct that and in the same way the barrier for me is a rupture and so it’s not about in 

that moment feeling shamed, but understanding, I’m feeling ashamed, therefore you must feel 

really upset with me and working through that using that barrier’s information rather than a 

standstill and not coming back to therapy or we’re not going to be able to work through it. In 

fact, the barrier can be really rich information.” – “Alex” 

Davina described the arduous task of trying to develop trust within her relationships 

with relationally traumatised individuals: 

“It’s just trying to create that relationship but it’s so hard to repeat yourself over and over 

again and be like “I’m not going to hurt you, I’m here for you, I’m not going to leave you” 

that constant reassuring can be quite draining and difficult but also rewarding when they 

come back and then you actually fix that rupture.” – “Davina” 

An inability for the therapist to manage conflict within the therapeutic relationship 

was identified by Nicola as potentially problematic and particularly significant for client 

growth. 

“That’s really important because these are all people who have offended in the ruptures, so 

actually if you can’t manage a rupture interpersonally and I think … and that’s what I mean 

about if you’re somebody who avoids conflict, and none of us like conflict, but if you’re 

somebody who avoids conflict then ultimately that individual, the patient, isn’t getting the 

opportunity they need to master how to manage things when they don’t go right within a 

relationship.” – Nicola 
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Despite participants identifying with attachment anxiety finding ruptures as an 

uncomfortable and sometimes difficult process, all acknowledged the benefits and potential 

for client growth which can come from reparation of a therapeutic rupture. 

 Participants acknowledged the complex interplay at work developing a therapeutic 

relationship, but where an appreciation of intersubjectivity was dependent on professional 

training. This study suggests that a lack of awareness of intersubjectivity has the potential to 

underestimates the impact of the therapist’s own attachment. It highlights how this may be 

compensated by making unrealistic assumptions about ‘professionalism’ within the 

therapeutic relationship, unknowingly dismissing the impact of therapist’s attachment.  

Participants evidenced however the impact of their own attachment on the therapeutic 

relationship and specifically how they responded to client anger and subsequent 

misattunement. They also identified negative countertransferences which were attributed to a 

‘jarring of attachment styles’. Participants gave accounts of the benefits of being able to 

identify with their clients and really get a sense of their subjective world through shared 

experience. This study also provided evidence to suggest warmth and proximity are a 

challenge of their own and reinforce the importance for therapists to remain flexible, rather 

than specifically having attachment security. This further emphasises the need for insight into 

the therapist’s own attachment strategies and how it impacts on therapy and the therapeutic 

relationship.  

An unexpected theme which derived from the participant narratives, highlighted the 

under-reported motivations of therapists who engage in such challenging work. These 

accounts suggested that therapists may seek to meet their own attachment needs through this 

work, but when done within the realms of reflective practice, this can be a source of growth 

both for the therapist and their clients. 
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Participants spoke of how they were able to overcome difficulties within therapy 

regardless of their own attachment, where reflective functioning had a moderating effect on 

the process. They evidenced a willingness to overcome ruptures, which they believed was an 

important part of the therapeutic process, which was undeniably impacted upon by their own 

attachment. However, where they were able to manage this through effective supervision and 

reflective functioning, all the participants acknowledged the benefits of the process. 

The participants of this study provided evidence to suggest that their own attachment 

impacts significantly on a number of processes involved in the development of the 

therapeutic relationship and therapy itself. This ranged from their motivation to endeavour in 

such challenging work, to the strong negative countertransferences they experienced in 

relation to their clients. Participants challenged the existing assumption that ‘secure’ is best, 

rather they reinforced the need for therapists to remain flexible and aware of the impact of 

their own attachment at all times.  
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CHAPTER 5 

DISCUSSION 

 

5.1 Introduction 

 

This discussion aims to explore the themes presented in chapter four and how they 

relate to the existing literature reviewed in chapter two. This chapter will then discuss the 

implications of the findings in relation to counselling psychology, the limitations of the study, 

recommendations for future studies and clinical application. 

The current study aimed to explore how attachment strategies within therapy influence 

the intersubjective nature of the therapeutic relationship. Specifically, how therapist 

attachment strategies manifest through therapeutic encounters and countertransference. It 

sought to address the possibility that therapist’s own attachment strategies may compromise 

their ability to facilitate the fundamental tenets of the attachment relationship. A better 

understanding and insight into this process may allow us to maximise the therapeutic alliance, 

and by extension, treatment outcome. Thus far, and to the researchers’ knowledge, no 

qualitative study has been carried out to explore the contribution of therapist attachment 

strategies to the therapeutic relationship with individuals with complex trauma. Themes 

derived from participants’ narratives sought to answer the following questions; 

• How significant are therapist attachment strategies within the intersubjective nature of the 

therapeutic relationship? 

• Specifically, how important is it for the therapist to have attachment security? 

 

This research generated four main themes: developing the therapeutic relationship; the 

impact of therapist attachment; therapist motivation; overcoming barriers. These themes will 
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be critically discussed in relation to existing literature and will form the basis of the 

discussion.  

Research into the impact of therapist attachment strategies on the alliance is limited and 

has so far only utilised varying quantitative methods and measures (Adult Attachment 

Interview (George et al., 1996), Adult Attachment Scale (Collins & Read, 1990), Agnew 

Relationship Measure (Agnew-Davies et al.,1998), Attachment Style Questionnaire (Feeney 

et al., 2014), Experiences of Close Relationships Scale (Brennan et al., 1998) Relationship 

Questionnaire (Bartholomew & Horowitz, 1991) Working Alliance Inventory (Horvath & 

Greenberg, 1989). The limitations of these studies are discussed in chapter two but can be 

briefly summarised as a lack of homogeneity in many of the key variables, but most 

importantly, demonstrates a lack of consistent findings. All the studies reviewed here 

however, conclude that the therapeutic relationship is highly complex and recommend the 

therapist and client dynamic to be explored more thoroughly. What perhaps limits these 

studies, is the adoption of quantitative methodology as these cannot capture the unique and 

complex nature of intersubjectivity. Such an exploration requires a qualitative methodology, 

which is better placed to capture the complex processes involved. The current research did 

not therefore set out to measure therapist attachment ‘styles’, rather it sought to explore the 

dynamics which play out as a result of the therapists’ own attachment strategies and their 

negative countertransference. This qualitative exploration allowed for the participants’ 

reflective functioning to be examined, specifically the degree to which therapy is an 

intersubjective process. 

5.2 Developing the Therapeutic Relationship 

This study explored the intersubjective nature of the therapeutic alliance, challenging 

perceptions specifically in a mental health setting, where one participant (Nicola, a Clinical 

Psychologist) identified an emphasis on being ‘professional’. She questioned what this 
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actually meant and suggested that more emphasis is given to intersubjectivity in training. The 

extent to which participants appreciated intersubjectivity appeared to be dependent on the 

level of and / or nature of their training. Those with a background and training in 

psychotherapy, counselling psychology and clinical psychology demonstrated more 

awareness, compared to trainee forensic psychologists who do not typically deliver relational 

therapy. This may be better understood in terms of Freud’s ‘objective expert’ (Orange, 1992) 

which is perhaps the stance taken when an appreciation of intersubjectivity is not integrated 

into therapist training. Implicit beliefs held by one participant (Diane, a Forensic 

Psychologist) about the attributes of her colleagues, was demonstrated when she described 

being surprised by their lack of secure attachments. This perhaps alluded to an assumption by 

‘professionals’ about ‘professionals’ and highlights a distorted view of those not fully 

appreciating intersubjectivity and by extension, the impact of therapist’s own attachment on 

the process. 

The current study suggested a distinction between providing a secure base through a 

secure attachment relationship and a more generally encompassing concept of the therapeutic 

alliance. It emphasised the key distinction as the relationship’s ability to withstand rupture, a 

feature which was has been documented by Mallinckrodt (2010). The current study argues 

that it is the very ability of the therapist and client to maintain a therapeutic relationship 

throughout a rupture which constitutes a secure attachment. It also supports the notion that a 

therapeutic relationship which experiences and survives conflict may not necessarily score 

highly on a quantitative measure of the therapeutic alliance. However, the extent and ease 

with which rupture and conflict is managed appeared to be dependent on the participant’s 

attachment. Those identifying themselves with an anxious strategy were more likely to 

respond with a need to ‘smooth things over’. 
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This study found that 1) identification with the client can be beneficial and 2) over-

identification with the client can be detrimental. Identifying with the client’s attachment 

patterns by sharing similar strategies, positively impacts on the therapist’s ability to 

empathise with and arguably facilitate a more comprehensive psychological formulation of 

clients’ issues. Awareness of this in session and being able to ‘put oneself in their shoes’ gave 

a greater sense of what is needed for clients. This was evidenced by (Linda, a Trainee 

Forensic Psychologist and Alex, a Counselling Psychologist and Psychotherapist) two 

participants who described themselves as having anxious / preoccupied attachment strategies. 

Their ability to identify with their clients’ strategies allowed for a recognition of parallel 

processes and ability to predict barriers, specifically how clients may attach or how they 

might try to reject first. This depth of identification only serves to benefit the relationship and 

allow the therapist to fully understand the needs of their client. There is a lack of literature 

specifically on this subject but arguably, client identification may be another way to 

understand empathy. The concept offers support to Trusy et al. (2005) who suggest lower 

avoidance and higher anxiety are associated with the highest levels of empathy. This is 

contrary to previous quantitative research by Rubino et al. (2000) who found that the more 

anxious therapists responded less empathically to their anxiously attached clients. 

Specifically, Rubino et al. (2000) found that insecure therapists would respond less 

empathically to clients with similar strategies. Rather, this study suggested that identifying 

with the client engenders improved empathy, specifically in the anxiously attached 

participants, simply through the process of ‘being in their shoes’. Existing studies (Rubino et 

al., 2000; Trusy et al., 2005) may have failed to capture these more complex processes due to 

the methodologies adopted. Specifically, the use of role-play and vignettes, compared to 

authentic therapeutic relationships and where all participants were students rather than 

qualified therapists. 
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Conversely, this study found that over-identification with the client was problematic 

to the therapeutic process as it arguably goes beyond compassion and has the potential for the 

therapist to lose objectivity and collude with their client’s attachment strategies, as one 

participant (Rachel, a Counselling Psychologist) pointed out. When considering the 

advantages of offering clients complementary (opposite) responses to their own, it arguably 

makes sense that over-identification is unhelpful in this process. This is in line with Bernier 

and Dozier (2002) who suggest that when styles are too similar, the process of 

complementarity is not possible. They reviewed quantitative research into the benefits of 

therapists offering complementary responses where they found inconsistencies and 

summarised some detrimental effects within these dyads. This study further emphasised the 

impact of therapist’s own attachment within this intersubjective process and specifically how 

similar or dissimilar strategies interact. This relates specifically to the potential for improved 

empathy through the process of identification. 

Given that attachment strategies are understood to be the most significant organising 

principal within any relationship (Stolorow et al. (2014), attachment is an important 

consideration within the process of intersubjectivity and therefore the development of any 

therapeutic relationship (Owen, 2006). As intersubjectivity is the interface between the 

subjective world of the therapist and of the client, it makes intuitive sense that he therapist’s 

attachment is equally as important within the process of relational therapy (Owen, 2006). 

Participant’s evidence that the provision of a secure base is possible despite identifying with 

attachment insecurity where good self-awareness and effective supervision moderates any 

difficulties and the anticipated ruptures which occur. An awareness of one’s own attachment 

within the process of identification also has the potential to impact the therapeutic 

relationship in terms of increased empathy.  
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5.3 The Impact of Therapist Attachment 

 

  This study found that therapists identifying themselves with a secure attachment 

present with characteristics which they consider to be a barrier initially to the relationship. It 

is important to emphasise that it is this way of relating which is problematic to the 

relationship rather than the reliability of participant self-reporting. This is contrary to existing 

literature which emphasises the necessity for therapists to have a secure attachment in order 

to occupy the role of security provider for the client. Mikulincer et al.’ (2013) suggest that the 

insecure therapist is likely to complicate the therapeutic process, a claim that was examined 

by Degnan et al. (2016). Their review of eleven studies identified that only Black et al. 

(2005), Bruck et al. (2006) and Dunkle and Friedlander (1996) found a positive impact of 

therapist security. The current study supports the findings of Bucci et al. (2016) who found 

that therapist attachment security was not independently related to the quality of the 

therapeutic alliance. This study not only supports the premise that therapist attachment 

security is not necessary, it has highlighted unidentified barriers associated with attachment 

security. Arguably, these would have gone unnoticed should a quantitative methodology have 

been used. Securely attached participant (Louise, a Forensic Psychologist) identified her 

usual ways of relating which are “open, friendly, enthusiastic and bubbly” as problematic 

after a realisation that she was not matching the mood of the client. Arguably, securely 

attached therapists can be less attuned to the needs of their client, based on their own past 

positive relational experiences. Another participant (Susan, a Forensic Psychologist) 

described her client’s experience of this way of relating as ‘frightening’, a novel finding to 

the current study and one which has not been identified in existing literature. Whilst previous 

studies have investigated whether therapist attachment security is independently related to the 

quality of the alliance (e.g., Bucci et al., 2016), no exploration has been carried out 

specifically with this dynamic in mind. 
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Given experiences of abuse and neglect by those with complex trauma, it is 

unsurprising that clients’ expectations impact on how they perceive the care they receive, and 

this can be understood in terms of Freud’s notion of transference (1922). This study found 

that the securely attached therapists’ way of relating can elicit mistrust in such clients, as care 

is not experienced as genuine. Arguably, it is essential that therapists remain mindful of their 

own attachment strategies and adapt their relational style accordingly to match the mood of 

their client, especially in the early stages of therapy, in order to promote safety. It is 

important to be aware however, as therapy progresses, always matching the mood of the 

client is detrimental as it effectively colludes with the client and does not challenge their way 

of relating. This study supports the work of Daly and Mallinckrodt (2009) who suggest that 

attuned therapy should demonstrate the therapists’ ability to remain flexible with the 

strategies they offer to their clients. Their grounded theory exploration of therapists’ ability to 

adjust their proximity accordingly used the hyper-activating / deactivating framework of 

understanding their clients’ attachment needs.  

This study acknowledged however the impact of participants’ avoidant / dismissive 

strategies on their clients, who described the way in which their dismissive style is challenged 

by a client asking, ‘what do I have to do to get a reaction out of you?’ This is likely to leave 

the client feeling invalidated by the therapist and so has the potential to be problematic in the 

therapeutic process. The review by Degnan et al. (2016) also investigated the impact of 

therapist attachment insecurity, where only three studies supported a negative impact on the 

alliance (Black et al., 2005; Dinger et al., 2009; Sauer et al., 2003). However, inconsistencies 

in the findings are demonstrated by Dinger et al. (2009) who identified therapists’ anxious 

preoccupation as problematic whereas Sauer et al. (2003) found that therapist attachment 

anxiety was initially beneficial to the alliance. No such similarities were supported by the 

current study, rather it provided evidence to suggest that one therapist with self-reported 
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dismissive / avoidant attachment strategies, described themself as ‘switched off’ to the 

emotions clients bring to session. Arguably, this can be experienced by the client as a lack of 

empathy and may possibly be attributed to the therapist not being fully attuned to the client. 

Participants’ descriptions of being able to ‘push down’ their emotions and may well reflect 

the dismissive strategies used to manage their own emotional distress.  

The current study found that anger was experienced differently in therapists 

depending on their own attachment strategies. Therapists with an anxious / preoccupied 

attachment described greater difficulty relating to more hostile and aggressive clients. One 

participant (Will, a Forensic Psychologist), identified that overt or passive aggression from 

clients is a trigger for strong ‘freeze’ bodily responses. Arguably, in this state of hypo-

arousal, therapists can lose the capacity to work therapeutically and acknowledge that passive 

aggression in particular, elicits a need to try and ’smooth things over’. Consequently, the 

need for safety compromises the therapists’ ability to be emotionally attuned to clients, 

compared to their less anxious counterparts.  

Therapists employing avoidant / dismissive strategies identified anger as an ‘easy’ 

emotion to manage as they were able to understand the vulnerability lying beneath it. 

Experiences of verbal aggression are managed by an ability to ‘brace oneself’ and view the 

behaviour as a defence rather than be intimidated by it. This offers some support to Tyrell et 

al. (1999), who examined the concept of complementarity which suggests an avoidant 

(deactivating) therapist would offer containment for an overtly emotional (hyper-activating) 

client. Whilst the current study did not measure treatment outcome, the countertransferential 

responses from the therapist can possibly be understood in the same way, where a 

deactivating therapist can offer the necessary containment to an angry client. The current 

findings indicated that therapists’ dismissive attachment strategies act as a ‘cut off valve’ so 

they are not overwhelmed by more emotionally challenging encounters. Understanding the 
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containment of client anger in terms of Crittenden’s (2008) Dynamic Maturation Model 

(DMM) may also be useful, whereby a type A / avoidant therapist employs strategies where 

cognitive information is most significant and emotional / somatic responses are excluded 

from processing. However, this transformation of information is arguably evidence of a lack 

of attunement in the moment. This study therefore provides some evidence to support the 

complex effect of therapists’ emotional distancing in session, recognising that it can offer 

containment but also impact upon the client’s experience of feeling invalidated. Managing 

client anger in session is therefore dealt with in significantly different ways, where 

participants demonstrated that both insecure attachment strategies have the potential to 

compromise attunement. Interestingly, client anger was not spoken about by any of 

participants identifying with a secure attachment. 

The current qualitative approach to the concept of complementarity exposed a 

difficulty in working with deactivated and depressed clients, which was demonstrated by the 

participants negative countertransferential responses. This study supported research into 

complementarity (e.g. Bucci et al., 2016) through evidencing the negative interactions when 

both client and therapist had a deactivating strategy. Descriptions of ‘being sucked into a 

vortex’ suggested that one participant, (Justine, a Forensic Psychologist) with an avoidant 

attachment, was left feeling overwhelmed by her clients’ emotional withholding, and this in 

turn triggered feelings of inadequacy. For those avoidant / dismissive therapists, frustrations 

when at work with the more withdrawn clients were demonstrated in descriptions such as 

‘getting blood out of a stone’ as well as acknowledging more punitive responses. Whilst this 

study does not explicitly offer support to the idea that hyper-activating therapists offer a 

therapeutically complementary response to their de-activating clients (Tyrell et al., 1999), it 

does highlight the difficulties experienced by the interaction of the same distancing strategies. 

Attachment dynamics identified by the current methodology provide a more complex 
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subjective understanding of the barriers involved and the extent to which this is impacted 

upon by the participant’s own attachment. 

Whilst this study did not directly investigate a link between the therapist’s attachment 

strategies and outcome of therapy, it acknowledged the impact of therapists’ negative 

countertransference on their clients. The current findings demonstrated specifically how those 

with an avoidant / dismissive strategy react to the anxious strategies of their clients. One 

participant (Louise, a Clinical Psychologist) described her ‘stubborn’ part being triggered by 

clients who are perceived as demanding, resulting in a resistance to their anxious attempts for 

proximity. Additionally, this participant’s self-sufficiency is identified to be the cause of 

irritation when relating to clients with more anxious attachment strategies, perceiving them as 

“selfish, needy and demanding”. This dynamic is described in terms of a ‘jarring of styles’ 

which was felt to elicit the more punitive responses from therapists. This strong 

countertransferential response may be best understood in terms of Trusty et al. (2005) who 

considered the impact of a dismissive therapist attachment on their capacity for empathy 

towards their anxious clients.  

5.4 What Motivates Therapists 

An unexpected theme which was generated inductively from the data, supported the 

notion that therapists possess drive and determination to maintain a therapeutic relationship, 

with even the most complex and challenging individuals. Therapists are motivated and 

determined to find something about each client that they can learn to like, even love in the 

therapeutic sense. These strong motivations can be difficult to understand, given the barriers 

to developing a therapeutic relationship and arguably, such difficult work must serve to meet 

the needs of the therapist in some way. Based on Jung’s original ‘wounded healer’ concept 

(1951), it could be argued that insecurely attached therapists are perhaps more willing to 

tolerate the relational difficulties experienced in therapy due to a deeper experiential 
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understanding of their client’s issues and the potential to vicariously heal their own 

attachment wounds.  

Participants acknowledged how therapeutic relationships can serve to meet unmet 

needs relating specifically to their own insecure attachments. This study evidences the 

significance of therapist’s attachment and supports Barnett (2007), who posits that 

therapeutic relationships allow for intimacy never experienced before and is made all the 

more appealing to therapists by the boundaried nature of therapy. Accordingly, the present 

study’s findings indicate that therapy provides insecurely attached avoidant / dismissive 

therapists with an emotional connection which they have not previously experienced, and this 

was the main motivation to engage in such relational work. It also supports Vincent (1996) 

who suggests that those entering into counselling professions have experienced emotional 

deprivation in their lives and this was reflected in those participants with distancing 

strategies. One participant in particular (David, a Psychotherapist), described his motivation 

was the emotional connection he experienced through his therapeutic work. This participant 

was aware of his ‘markedly avoidant’ attachment and valued the opportunity for this 

connection, something he had struggled with throughout his life. 

The study identified specifically the ‘need to give care’ as another significant 

motivation for therapists. This supports psychodynamic literature on parentification in 

childhood which results in ‘compulsive’ care-giving later in life and which is re-enacted 

within the therapeutic relationship (Baker, 2003). The current study provided evidence that a 

need to give care is a strong motivation for one participant in particular (Rachel, a 

Counselling Psychologist), who described caring for others as “meeting a core need” in 

herself. She also spoke explicitly about the impact on the therapeutic relationship when this 

need was not recognised, describing the potential for failing the client in some way. Despite 
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this need being strong, experienced therapists can ‘check in’ with themselves and identify 

whether they are meeting their own needs or those of their clients.  

The study also supports Davies (2018) who identifies how narcissistic injury in 

therapists manifests in a need for constant validation. This was evidenced by the participants’ 

need for validation of the therapeutic relationship and confirmation of ‘what they mean to 

their client’. Literature remains overall limited in this area, possibly due to therapist 

perceptions of personal disclosures attracting professional stigma and Bassman (2001) 

surmises this to be the cause of such under-reporting. The subsequent lack of empirical 

qualitative evidence is acknowledged by Davies (2018). This study however, provides further 

valuable evidence for the subjective motivations of therapists, supporting Davies’ (2018) 

grounded theory work. Both studies have been able to address some otherwise sensitive and 

possibly unconscious motivations which can inform practitioners the importance of self-

awareness. Without the use of these qualitative methodologies, it is unlikely these matters 

could have been explored in such depth and provide the counselling professions with such 

insight. As these motivations appear to be linked to the participant’s unmet needs and 

attachment insecurity, this study highlights further the impact of therapist attachment and 

need for effective reflective practice. 

5.5 Overcoming Barriers 

The findings of the current study challenge the assumption that reflective function is 

always compromised in those identifying with attachment insecurity, specifically an avoidant 

/ dismissive strategy. It demonstrated that a capacity for reflective functioning may be 

dependent on a number of other factors, including the type of training (forensic verses 

counselling psychology), engagement in personal therapy, clinical experience gained and the 

nature of clinical supervision. This challenges the work of Fonagy et al. (2002) who suggest 

that dismissive / avoidant attachment strategies potentially inhibit reflective functioning in 
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therapists due to minimisation of early attachment experiences. This study however, 

highlights other important factors which may moderate or even improve reflective 

functioning, regardless of therapist attachment. Certainly, training backgrounds are an 

important influence on therapist self-awareness, but where effective personal therapy and 

clinical supervision has been undertaken, there is the potential to greatly improve reflective 

functioning. It would make intuitive sense that when therapists are motivated, their reflective 

functioning can improve beyond that of a securely attached individual, enhanced by a lived 

experience of attachment insecurity. 

However, a lack of insight into this dismissive strategy can encourage defensive 

distancing from the therapist’s affective state according to Sloane (2017), who labels this ‘the 

healing wounder’. Paradoxically, it could be argued that it is the therapist’s attachment 

insecurity which motivates development of their reflective functioning and therefore their 

ability to provide more attuned care. The current study emphasises the importance of 

reflective functioning and how this has the potential to moderate barriers within the 

relationship. It provides evidence of an awareness of the intersubjective nature of therapy, 

even identifying what strategies might be activated in their clients by their own attachment 

needs. One participant (Alex, a counselling psychologist / psychotherapist) reflected on the 

‘coincidence’ that all her clients appear to have the same strategies as her, and has asked 

herself what part she might play in this process. 

The present study found that without high levels of awareness, client needs are not 

met, impacting upon the therapeutic environment and potentially manifesting in a variety of 

negative countertranferences. It is a lack of awareness which has the potential to impact 

treatment rather than the therapists’ attachment strategies being detrimental to the process, 

according to Cologon et al. (2017). Arguably, the two are inextricably linked and without 

reflective functioning, therapists may unknowingly employ defensive strategies to 
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compensate their insecure attachment. This study suggested that negative 

countertransferences can be a rich source of information rather than a cause for rupture, 

however awareness is essential in the process. This supports Cologon et al. (2017) who 

suggest that it is not important what the therapist brings to the intersubjective relationship, 

rather, they emphasise it is an awareness of what belongs to each person. Specifically, it is 

knowledge of the therapist’s own attachment needs, which engenders effective therapy. 

Whilst this study did not employ the same quantitative methodology as Cologon et al. (2017), 

what is shared is an emphasis on reflective functioning, which was by default, elicited 

through the use of open-ended questioning.  

This study supports the notion that ruptures can be a source of growth and illustrates 

that reflexivity and therapist insight assist in recognising re-enactments occurring within the 

relationship. One participant (Will, a forensic psychologist) who recognised one such re-

enactment, was able to successfully address the problematic dynamics and overcome the 

tension within the relationship. This study also emphasised the significance of conflict and 

rupture management by the therapist in session, highlighting how reluctance by the therapist 

can have a detrimental effect on the therapeutic experience. It argues that difficulties in 

managing conflict may be linked to therapist’s own attachment strategies, particularly where 

the participants identified with an anxious attachment. It identified a need for all therapists to 

challenge the urge to avoid confrontation, specifically so that clients do not miss out on the 

potential for growth which occurs through the process of rupture and reparation. This 

supports the work of Waldinger and Gunderson (1984) who refer to this process as an 

important part of the therapeutic relationship. The process of rupture is an essential part of 

providing a secure base (Mallinckrodt, 2010) and therefore an important component of 

therapy. 
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This study reinforced the impact of therapist’s own attachment strategies on both the 

therapeutic relationship and therapy itself. Whilst participants describing anxious strategies 

experienced improved empathy through a process of identifying with similar strategies to 

their clients, they were less able to manage client anger effectively in session. Participants 

identifying with more avoidant / dismissive strategies were better able to contain client anger, 

but this was through a process of emotional distancing and a loss of attunement. Therapist 

awareness is crucial in order to make sense of negative countertransference and the potential 

for mis-attunement, as this may be dependent on their own attachment. Participants also 

demonstrated how their willingness to undertake such challenging therapeutic work was often 

motivated by their relational trauma, where therapy seeks to meet their own attachment 

needs. Lastly, this study challenges the need for therapists to have attachment security, rather 

it emphasises the need for flexibility and reflective functioning which can moderate any 

barriers associated with attachment insecurity. 

5.6 Implications for Clinical Practice 

5.6.1 An emphasis on intersubjectivity. Acknowledging the intersubjective nature of 

the therapeutic relationship is crucial in order to fully appreciate the transference / 

countertransference processes within therapy. It is therefore advisable for this to be central to 

all training routes engaging in therapy, especially when working with clients who have 

experienced complex trauma. Considering the relationship only in terms of client attachment 

strategies, may compromise an understanding of the complexity and uniqueness of each 

relationship. Attachment strategies are perhaps the most significant organizing principle 

within the intersubjective experience of therapy and provide a framework to understand 

relational patterns and negative countertransference. Awareness maybe particularly helpful 

for the therapist in foreseeing issues around trust and intimacy within the relationship. 

Applying an attachment template to client and therapist relational patterns and attachment 
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strategies, allows for a greater understanding of the dynamics which play out in session and 

barriers that may be experienced.  

5.6.2 Adopting a dynamic view of attachment. Given the significance of 

understanding barriers to the therapeutic relationship, it is considered beneficial that 

attachment behaviours are understood in terms of safety strategies which may impact upon 

the relationship. It is therefore advisable for anyone engaging in relational therapy, especially 

with those working with complex trauma, to incorporate this knowledge into their training. 

Crittenden’s (2008) DMM of attachment understands attachment behaviours as strategies for 

safety-seeking and arguably provides an additional framework when formulating client 

difficulties. It should arguably become part of the BPS’s training curriculum for anyone 

delivering therapy as an easily applied theoretical model alongside the original attachment 

theory. The DMM model is contingent with the Power Threat Meaning Framework (Willmot 

& Evershed, 2018), which identifies ways in which individuals respond to threat across the 

life span, lending itself to a trauma informed understanding of their difficulties by asking 

‘what has happened to this person and how have they responded?’ It also supports the 

epistemological values of counselling psychology which utilises a biopsychosocial model of 

client difficulties with an emphasis on adaptation and survival. 

5.6.3 The importance of recognising our own wounds. It is suggested that 

therapists acknowledge the potential harm caused by not recognising their own wounds. 

Personal disclosures may elicit a fear of attracting stigma from other professionals which 

could explain the lack of evidence, especially given the dominant paradigm of objectivity and 

the medical model. This stigma may also impact how therapists understand themselves and 

what this elicits in them. However, the importance of therapist awareness of their 

contribution to the therapeutic encounter cannot be stressed enough, especially when the 

desired outcome is the safety and growth of clients. This study may therefore deconstruct the 
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perceived stigma held by therapists as it demonstrates that those experiencing wounds are as 

able, if not more equipped to provide attuned, insightful and empathic care to their clients. 

Therapist’s willingness to discuss explicitly the dynamics within session therefore serves to 

provide clients with the potential for further developmental growth. Engagement in such 

reflective practice requires a willingness to go beyond merely ‘being professional’ and the 

stigma which personal wounds may elicit. What appears crucial for therapists engaging in 

this level of relational work is an awareness of how their countertransference and attachment 

needs may play out in session. This is only likely to be possible through personal therapy and 

effective clinical supervision, while adopting the philosophical values of counselling 

psychology which encourage an engagement with one’s own suffering. Therapists finding the 

courage to do this have the potential for both personal and professional growth whilst having 

the capacity to use their personal experience in order to fully engage with their client’s 

subjective experience. 

5.6.4 Reflective practice and supervision. It is therefore important for therapists to 

acknowledge attachment related dynamics which play out in the therapeutic relationship. 

Consideration should perhaps be given to the possibility of unhelpful collusion, avoidance or 

annoyance with the client. Equally important is the potential for the therapeutic relationship 

serving to meet the therapist’s unmet relational needs. This requires therapists to ‘check in’ 

with themselves in order to ensure they are not engaging in any of these counter-therapeutic 

processes and again emphasises the importance of self-reflection and effective clinical 

supervision. Therapists’ capacity for reflective functioning possibly allows for compensatory 

strategies to avoid collusion and not allow negative countertransferential responses to become 

a barrier within sessions. Arguably, therapists with a lived experience of attachment 

insecurity may have the potential for greater insight into their clients’ difficulties, but this is 

only in relation to their capacity for reflective function. This in turn is dependent on 
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opportunities and a willingness to develop insight through personal therapy and effective 

supervision. It is not therefore the level of relational trauma experienced which is important, 

rather the engagement in practices which develop personal insight and engender personal 

growth. Perhaps it should be a BPS requirement that any therapist engaging in relational 

therapy should have engaged in personal therapy, regardless of training.  

5.6.5 Matching the mood of the client. It is suggested that therapists with a secure 

attachment hold in mind how their usual ways of relating can be perceived as ‘frightening’ by 

some clients, which challenges assumptions made about the necessity for therapists to be 

securely attached. Given past experiences of abuse and neglect in those with complex trauma, 

it is unsurprising that expectations of the therapeutic relationship will impact on how they 

approach and experience therapy. This level of mistrust demonstrates the barriers to working 

with relationally traumatised clients, where care and intimacy leave the client fearful due to 

how it conflicts with their internal working model. The assumption that usual ways of 

responding with warmth, proximity and enthusiasm is favourable to clients, has the potential 

to impact negatively on the therapeutic relationship. It is therefore essential that the therapist 

matches the mood of the client, requiring flexibility and a willingness to adapt over time to 

meet their client’s needs. However, this must be done with caution and not surmount to 

collusion with the client, compounding unhelpful transferences. Rather, it needs to be done 

mindfully, with an emphasis on challenging their habitual and unhelpful ways of relating. 

5.6.6 Rupture is an opportunity for growth. Lastly and importantly, it is suggested 

that therapists might need to consider challenging the urge to avoid confrontation and the fear 

induced by potential rupture within the therapeutic relationship. It is essential that clients do 

not miss out on the potential for growth possible through the process of rupture and 

reparation. This is a significant aspect of the therapeutic relationship and provides the client 

with a valuable new template for interpersonal relationships.  
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5.7 Limitations  

The qualitative methodological approach of this study could be criticised for the use 

of participant self-reporting attachment styles, which derived organically from the interviews. 

However, the counter-argument recognises that the measures used in many of the quantitative 

studies rely on self-assessment reporting similarly e.g. The Relationship Questionnaire 

(Bartholomew & Horowitz, 1991). No objective measure of attachment was used herein, 

resulting in that themes around participant’s attachment are based upon a subjective 

understanding of their own attachment strategies. This in turn relies upon theoretical 

knowledge, insight, and a capacity for self-reflection which may impact upon the reliability 

of the processes involved. Self-reporting always has the potential to fall foul of the defensive 

processes described by Bartholomew and Moretti (2002). Further, it is not beyond the realms 

of possibility that participants can deliberately manipulate the results, should they wish to.  

However, homogeneity came from all the participants and the researcher having 

received training in Crittenden’s Dynamic Maturation Model (2008) of attachment (DMM). 

Attachment strategies and manifesting behaviours were open to interpretation by the 

researcher during the process of analysis and so the self-reported attachment ‘styles’ were not 

wholly subjective. It remains the uniqueness of this study which explores these dynamics at a 

far greater depth and seeks to address the complexities identified in existing quantitative 

research examining the impact of therapist attachment (e.g., Degnan et al., 2016). Literature 

on attachment and its link to reflective functioning is scarce, however in exploring attachment 

strategies qualitatively, this study has by default relied on participant’s capacity for self-

reflection. 

Another feature of this study which could be considered problematic is the familiarity 

of the researcher to the participants. Despite the professional relationship seemingly 

enhancing participation and engagement, there is the potential for responses to be inhibited or 
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presented in more socially desirable ways. The participants’ responses were experienced as 

candid and authentic by the researcher, but it needs to be acknowledged that responses may 

have been different should the researcher be external to the service and not having a personal 

relationship to the participants.  

Despite homogeneity of all participants using attachment as the theory underpinning 

treatment, there were obvious inconsistencies in therapeutic practice due to the nature of 

different training backgrounds. This is demonstrated perhaps in the unequal use of participant 

data which relies more heavily on those whose training has included personal therapy and 

perhaps by default, improved reflective functioning. The differing knowledge has highlighted 

a training need within the service, specifically aimed at the forensically trained staff. 

However, the disparity in participant training has allowed for differences to be compared and 

contrasted, which may actually be considered a strength of this study. 

5.7.1 Rigour and reliability. The researcher considers that there was sufficient 

reasoning and justification for the methodological choices made and how appropriately they 

addressed and answered the research questions posed. The study also demonstrated sufficient 

interpretive rigor through utilising the participants’ quotations, which strengthen the validity 

and credibility of the research.  

5.8 Future Research 

In order to address the above limitation, future studies could employ participants from 

the same theoretical orientation and training. This would allow for knowledge and experience 

to be more consistent between individuals but may rely upon more complex participant 

recruitment. 

Further studies into the barriers experienced by therapists having secure attachment 

styles would provide a valuable counter-argument to the current literature (Mikulincer & 

Shaver, 2007). Specifically, further qualitative research may be better placed to explore the 
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premise that therapist security compromises the ability to be flexible and fully attuned to the 

client. It would also be valuable to consider therapist self-reporting of their secure attachment 

in the same way, specifically how this may be influenced by their own perceptions of stigma 

and what is expected from their profession. Quantitative methods may best address this 

question and identify whether differences are in fact specific to training routes, forensic 

psychology versus counselling psychology for example. 

Further qualitative work could address the lack of literature which identifies reflective 

functioning as a more significant predictor of therapy outcome (Cologon et al., 2000) and 

provide more detailed accounts of the processes involved. Additionally, quantitative research 

using the application of the Reflective Functioning scale to the Adult Attachment Interview 

(George et al., 1996) could provide a comparison of the two variables. 

Lastly, it was identified how the therapists’ ability to emotionally distance themselves 

from their client allowed for a greater understanding the difficulties underlying client anger. 

It would therefore be worthy of further investigation into the costs and benefits of therapists’ 

avoidant/dismissive attachment strategies. 

5.9 Conclusion 

This study sought to address the extent to which therapists’ attachment strategies impact 

upon the therapeutic relationship, specifically the need for therapists to have a secure 

attachment. A central finding is the importance of recognising the intersubjective nature of 

the therapeutic relationship, reinforcing the key philosophical assumptions made by 

counselling psychology where self-awareness and a capacity for reflective functioning is 

paramount. This discussion addressed the following key debates: 

• A secure attachment being distinct from the wider concept of the therapeutic alliance, with 

the key distinctive feature being the ability to withstand rupture. 
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• Therapists’ attachment security may not be as important as the therapists’ capacity for 

reflective functioning. 

• The impact of therapist attachment strategies on negative countertransference, attunement, 

empathy and ability to manage client anger. 

• The motivations of therapists, which may be linked to meeting their own attachment needs 

but are not necessarily counter-productive for therapy when they are understood. 

 

As a closing statement, participants in this study work with complex relational trauma 

and acknowledge the significant barriers to the therapeutic relationship. Developing and 

maintaining a therapeutic relationship is predictably challenging but this study sought to 

explore how the relationship is impacted upon by the therapists’ characteristics, most 

significantly their attachment strategies. Participants all identified that some clients are easier 

to ‘like’ than others, and this is largely based on their countertransference. The study 

acknowledges how countertransference based on therapists’ attachment strategies affect the 

ways in which therapists respond to clients, particular their capacity for empathy when 

strategies differ. This is also apparent when dealing with client anger, recognising how a 

distancing strategy may offer containment but also compromises the ability for the therapist 

to be fully attuned. However, it also challenges the need for therapists to have a secure 

attachment, identifying mis-attunement and inflexibility as a more significant barrier to the 

relationship. Most important is the capacity for good reflective functioning and a willingness 

to match the mood of the client, which appears to mediate attachment insecurity in 

participants. In addition, this study acknowledges the varying degrees of therapist awareness 

and insight, which is unsurprisingly dependent on training and experience. It encourages that 

those working with complex trauma are motivated to engage in reflective practice in order to 

manage the complex dynamics with the therapeutic relationship and by extension, maximise 

therapy outcome.                                         
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  CHAPTER 6 

                                                 REFLEXIVITY 

 

Reflexivity has been embedded through every stage of this research process, where a 

diary and supervision has enabled me to document personal biases, attitudes, preconceptions 

and reflections which have entered my awareness. It enabled me to develop a far greater 

understanding of myself, my motivations, and the inter-subjective nature of truly working at a 

relational level. So true is the sentiment, “This isn’t research, it’s me search!”. 

6.1 My personal motivations 

My interest in attachment theory started many years ago during my under-graduate 

degree in psychology with the Open University where the developmental trajectories of early 

bonds were explored. As a mother, it resonated with me, leaving the familiar paranoia of ‘was 

I good enough?’ Sadly looking back I can see that I had followed the maternal pattern of 

attachment insecurity, with a first born who had distinct signs of an anxious attachment. I 

have made sense of his distress as a reaction to my emotional unavailability in his early life, 

which often left me feeling anxious and overwhelmed. By the age of three and the birth of his 

younger brother I realised that I was part of a relationship and had perhaps discovered an 

awareness of inter-subjectivity. From that moment things changed for us both, I was able to 

enjoy motherhood and have spent the following years helping my son to mentalize and 

provide him with a secure base. 

It is apparent to me that my past experiences have shaped my theoretical orientation 

and belief that attachment theory is a robust theoretical framework from which to understand 

an individuals’ interpersonal difficulties. I am drawn to the work of Patricia Crittenden who 

has developed Mary Ainsworth’s original categorical classifications of attachment into a 
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dynamic process. It provides a framework to understand how a person adapts to their world 

through progressive strategies in order to find safety. This model resonates with me and I 

have found it to be an invaluable way to understand my own difficulties and strategies, 

specifically my compulsive caregiving. Personal therapy which has focused on, ‘switching 

on’ my right brain and helped me to connect the thinking and feeling parts of my brain, also 

allowing me to feel the body in which I live. I am also moved by Allan Schore’s description 

of the right brain to right brain connections experienced in secure attachments, and I have 

recently come to learn how powerful this can be within my therapeutic encounters. I have 

perhaps fallen in love with the idea that my brain can impact upon that of my clients in the 

same way that a parent’s does their child. I have experienced powerful emotional connections 

to some of my clients, where we have been fully attuned and I have been moved to tears. I 

have developed a deep sense of understanding myself through attachment theory and 

acknowledge these are strong biases, which are not shared by everyone. 

I have reflected upon how this long and arduous process was about me addressing my 

own trauma, a somewhat complicated and expensive way to go through therapy. This 

research, my training and personal therapy has helped me answer so many questions that I 

had about myself. The confidence I had in my abilities was always thwarted by my inability 

to find safety or comfort in others and my need for emotional distance. It offers explanations 

as to why I could never leave the town in which I was born and the difficulties I experienced 

as a first-time mother. All this understanding and insight broadened my self-awareness as to 

my needs and desires and how they are now fulfilled in my work through emotional 

connection. Something that once I could not tolerate but now love and want to share with 

others who need that connection too. Finding safety and security by working through my own 

attachment insecurities has allowed me to explore the world and undertake this seemingly 

impossible task of becoming a Counselling Psychologist. To see the world where people are 
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there to help you and you are not isolated and alone, is a truly wonderful thing. When you 

have this, you can achieve anything and a desire to offer this to others has in doubt been my 

motivation to pursue this career.  

The idea for this research was born years ago as a Research Assistant, employed by 

the NHS. As I became more familiar with treatment, my curiosity grew as to how my own 

attachment insecurities would impact upon my therapeutic practice and what I could offer as 

a practitioner. I was acutely aware that at times of stress and anxiety my default position 

reverts back to familiar patterns of self-sufficiency and emotional dissociation. Surely this 

would be problematic to me and my work, how could I be good enough for my clients when I 

was not without my own issues. Regardless, I felt I had so much to give, so much to learn and 

so much to actualise.  

With this motivation I began my doctoral training and the hands-on clinical 

experience that makes up the majority of our learning. My first real therapeutic clients were 

in an NHS substance misuse intervention, where one female client in particular made a 

lasting impression on me and reinforced what was possible by ‘becoming her secure base’. I 

believe it was my ability to wholly identify with her through our shared early attachment 

experiences which allowed me to truly enter her world. When she described being in a 

bubble, unconnected to others and isolated, I could identify with that. As we explored her 

‘out of control daughter’ we began to understand her child’s anxious attachment as a response 

to her own emotional unavailability. Subtle self- disclosures seemed to eliminate her 

defensiveness and we were able to develop an understanding of her difficulties at a level 

where she felt understood, validated and respected as the traumatised woman she was. I grew 

to love her, remembering the day that I cried after our session and realizing something so 

powerful a supervisor had once said to me “Our pain is our gift to others”. This experience 

and others subsequently have challenged my attitudes and assumptions about the need for 
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therapists to have a secure attachment, something which perhaps remains a dominant belief. I 

would however challenge this assumption as I believe that sharing these experiences with our 

clients truly puts us in their shoes. I cannot possibly know the subjective world of a client 

who lives only through their emotional experience, unable to put words to the pain they feel. 

For these clients I have to try and work that much harder. 

I am also aware of my own preferences, which paradoxically conflict with what has 

been mentioned before. Despite a strong sense of identification with similarly avoidant 

clients, I find that my emotional distancing allows me to tolerate better clients who present as 

dys-regulated and I prefer clients who bring with them lots of emotion. My own attachment 

strategies appear to allow me to contain even anger, possibly by distancing myself which acts 

as a protective factor within my therapeutic encounters. However, I enjoy the experience of 

having strong emotions elicited in me and I feel confident that I am capable of providing a 

safe space and containment where perhaps others cannot. 

6.2 Reflection of interview process 

 I was aware throughout the interview process that relating my attachment strategies 

to those of my participants, my biases and assumptions would come into play. I have 

reflected on the possibility that I looked to identify with them, wanting to identify with them 

rather like wanting to identify with my clients. I have had to consider how I may have framed 

questions which possibly led them to answer in ways that concurred with my own 

experiences. If I am honest, it was hard to remain objective as excitement was elicited in me 

when they shared the same experiences as it was validating and reassuring.  

A particularly exciting discovery throughout the process was an identification with 

the motivation of my colleagues and how therapy fulfils a need in them. Most significantly ‘a 

need to give care and emotional connection’ which resonated with me most strongly. This 
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theme had been unexpected and led to much reading around the subject. Whilst personal 

therapy has been the most life changing experience, it had not explored my strong drive for 

‘compulsive caregiving’. Other literature around parentification and the wounded healer 

struck a chord, providing me further with personal insight and comfort. If I am really honest 

with myself, I enjoyed the experience of interviewing those who self-disclosed attachment 

insecurities and early relational difficulties, as I found their narratives to be all the more 

enlightening. Again, this may have impacted upon how the interviews were carried out and 

the extent to which further questioning was delivered. 

However, I cannot deny there was an element of hopefulness within the process and I 

became aware that I was looking for evidence of complementarity, which is actually where 

the research idea had begun. I was aware that my questioning may have tried a little too hard 

to elicit evidence of this at times and I may have become preoccupied with answering this 

particular question. Throughout the process of interviewing and in keeping a diary of my 

reflections, it brought my attention to this bias and I was able to ‘let go’ of this particular 

thread of enquiry, allowing for my curiosity to grow in other areas.  

It was not only my personal biases and assumptions which impacted upon the 

interview process, it was a dynamic also impacted upon by the fact that the participants were 

my work colleagues. Furthermore, there was a power dynamic elicited by a hierarchy felt 

strongly by the clinical staff, and most significantly by my- self as an Assistant Psychologist. 

Interviewing the Clinical Director and Consultants had the potential to impact on my ability 

to perform the interview as best I could, however the relationship I had developed over the 

preceding four years allowed me to largely set this aside. It was their generosity and 

willingness to share candidly their vulnerabilities and idiosyncrasies which alleviated my 

anxieties and made the challenge one that was truly enlightening. However, I have reflected 

upon how their responses may have been impacted upon by our existing relationship a key 
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factor in the process and something that I may have underestimated. It seemed though that 

they allowed me into their world, making themselves human and fallible. I gained insight into 

what it actually means to become that secure base, and how they operate as therapists within 

a very challenging service. For their honesty and willingness to engage with me at such a 

personal level, I am truly grateful. I am also grateful to the therapists who felt that they could 

not take part, I am pleased they felt able to be authentic in their desire to not participate and I 

would like to think that is testament to our relationship.  

Given the level of disclosure by those who did consent, I am hopeful that my data is 

free from responses which have been elicited from a need for perceived social acceptance or 

fears around stigma. Of course this may have been an unconscious process for some, but my 

experience is that they gave it to me ‘warts and all’ and I really could not have asked for 

more than that. Peer supervisions and regular mandatory clinical supervision are considered 

critical within the therapeutic milieu which engenders self-awareness, authenticity and 

emotional honesty. It was refreshing to see the participants demonstrate a willingness for self-

disclosure, something they expect from their clients. 

6.3 Reflections on analysis  

Performing the analysis was an enjoyable challenge and it was possibly literature 

about ‘how not to do it’ which was the most useful. It was very interesting that one 

unexpected finding evolved which was not related to the semi-structured interview questions 

or the initial codings. However, it developed into a theme of ‘What Motivates Therapists’ 

which proved to be an exciting area of literature for me due to my ability to identify with the 

findings. I was mindful throughout that codings remain representative of the data rather than 

being biased in a way which answered specific questions. I am confident that the 
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development of this particular theme, demonstrated an open mind where I had set about the 

analysis objectively.  

The development of themes became a dynamic process and evolved through all the 

stages of the analysis, beginning with immersing myself in the data and getting a flavour of 

the overarching themes. I was mindful throughout of the questions I wanted to address but 

careful not to manipulate the codings into answering them specifically. It was a balance of 

holding in mind what was relevant but keeping an open mind to unexpected themes and sub-

themes. Once the codings had been done, it was possible to see if they could be organised 

into coherent groupings. The hybrid approach taken seemed to offer a sense of structure but 

also allowed me the freedom to explore other areas of interest that had possibly not been 

expected. By reading and re-reading over the data numerous times, allowed me to firm up 

themes once I had a ‘feel’ of what they could be. The literature described this as being an 

active process for the researcher and this is exactly what I sought to do. The data can be 

coded either semantically or latently, the later requiring a degree of interpretation. Decisions 

had to made therefore over what required interpretation and these were generally around the 

attachment strategies employed by the participant. Should the participant not speak explicitly 

about their attachment ‘style’, they always provided evidence of strategies which were 

recognised by me. Overall, I was pleased with this approach as it allowed me both flexibility 

but also a systematic way of organising the data. This was my first experience of qualitative 

research and one which I found rewarding, both personally and professionally. 

However, my research was not without its frustrations and none more so than a total 

of four different supervisors. At times it felt that the position was filled by those with only a 

tenuous link to the subject matter, in fact at no time in the critical stages of the study did any 

supervisor have experience of qualitative methodology. This left me feeling anxious and 

reinforced perhaps my own template of feeling isolated and a need to be self-sufficient. I 
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learned throughout the journey that supervisors are often biased towards their own areas of 

expertise, and this has required confidence and determination in order to hold firm about 

what this research was about and how best it was done. It became clear the inherent 

difference between an academic knowledge and an applied knowledge of attachment and it 

was not until the final stages of my work that I have experienced a supervisor who truly 

understood my aims.  

Lastly, I am aware that I have relied heavily upon the contributions of two 

participants within the analysis. This can possibly be explained by their position within the 

service, their training and perhaps even my professional relationship to them. Undoubtedly I 

found Alex’s responses indicative of her training as a Counselling Psychologist and 

Psychotherapist, who interestingly referred to patients rather than clients. I am aware that I 

hold her in high regard with respect to her knowledge and experience which I was lucky 

enough to have access to as her clinical supervisee. Her contributions really stand out for me 

as significant in answering the complex issues explored within her therapeutic encounters 

along with her willingness to share her own wounds. This level of knowledge was simply not 

demonstrated by the forensically trained participants which is reflected in the lack of 

contributions from them. Nicola also gave her valuable insight and contributions and this is 

largely due to the significant part she has played in the development of the service. I certainly 

learned the most from these individuals, especially what it means to work within an 

attachment framework and be that secure base. It was Nicola who had brought my attention 

to the significance of rupture, which developed into something interesting within this study. 

Both these participants refer to patients which perhaps reflects their past experiences of 

working within a medicalised hospital setting and the influence of the medical model more 

familiar with the clinical psychology training routes.  
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6.4 Critical appraisal of research 

As far as I am aware this has been the only qualitative research study to explore 

attachment dynamics and the intersubjective nature of therapy where the clients have 

complex trauma. Given the relational work of counselling psychologists, a deeper exploration 

of the processes involved can only be beneficial to the profession. In support of the 

epistemological underpinnings of our training, the requirement of personal therapy and our 

capacity for reflective function, this study emphasises the significance of therapist 

contribution to the therapeutic dynamic and this should perhaps be generalised to all training 

backgrounds engaging in therapy. 

There may be questions around the trustworthiness and reliability given the 

relationship between the researcher and the participants, however some candid accounts of 

very personal experiences were given. The findings provide useful insight into the difficulties 

in working with complex trauma and the absolute necessity for self-reflection and clinical 

supervision.  
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Appendix A  Version 1 – 17 July 2018 

Semi-structured Interview Questions 

 

 

• There are lots of variations in what the patient and the therapist brings to the 

therapeutic alliance. What is your experience of how these different dynamics allow 

for unique relationships to form?  

 

• Despite all our patients having complex needs and relational difficulties, do you think 

some patients are easier to build relationships with than others? 

 

• Can you describe the kinds of patients who you find it easier or particularly difficult 

to form close therapeutic relationships with. 

 

• What is your experience of working at such a relational level?  

 

• The therapy on the unit is underpinned by Attachment theory, what does that mean for 

the way you form therapeutic relationships? 

 

• When considering barriers you have experienced in the therapy room, how much do 

you attribute to the patient’s attachment difficulties? 

 

• Is your own attachment something that you are ever aware of in session? It may be 

something you have reflected upon or taken to supervision for example. 

 

• Do you consider your countertransference is in any way linked to your own 

attachment? 

 

• Have you ever considered barriers in session could be attributed to your attachment? 

 

• Have you ever considered the interplay between the attachment strategies of yourself 

and your patient? 

 

• Literature suggests the concept of complementarity makes for a stronger therapeutic 

alliance, if the therapist does not have a secure attachment. Complementarity is the 

pairing of opposite insecure attachment styles between patient and therapist. Do you 

have any experience or thoughts on this? 

 

• Do you consider attachment to be a useful concept when trying to establish 

difficulties in the therapy room? 
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Appendix B  

Example of transcript analysis. 

 

 
 
Reflective practice. 
 
 
 
 
 
 
 
 
 
 
 
C/T as a tool to 
understand the 
client 
 
 
 
Therapist 
experience 
 
 
 
 
 
 
 
 
 
 
 
 
 
Reflective practice 
and experience can 
separate out 
Countertransference 
 
 
 
 
 
 

separate my stuff, what’s mine, what’s gone on for me and over time 

I’ve become skilled in recognising that counter-transferences aren’t 

necessarily mine.  It could be and in that case I might think about it but 

I’m always able to quite quickly, aarghh….. that’s what I’m feeling cos 

that’s my stuff and block it out, and in the moment go with what’s 

coming up with the patient and checking out, so kind of follow that trail 

rather than allowing my stuff to interfere in the work and so able to 

separate it.  So for me, countertransference is much more about it 

being a tool used to inform me about what the patient might be 

experiencing, therefore further the counter-transferential feeling for me 

or highlight what they might be projecting into me and again, for me, 

transference and projected identification are all tools that I would use 

and because I’m quite used to separating my stuff in the room, I don’t 

really think that happens to me.   

Researcher:  So am I right in saying that you believe that that 

separation is only possible given the amount of experience you have 

and only because of that? 

Participant:  Yeah, and I think also because I’m willing to own what’s 

mine in the room so sometimes I’ll say I’m feeling this but I completely 

get…. maybe some of my stuff is coming into the room cos I have a 

similar way of thinking about that, and giving the patient the 

opportunity who would normally say, well no I really am feeling them, 
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Reflective practice 
and experience. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Acknowledgement 
of therapist 
attachment 
difficulties 
Code 4 
 
 
 
 
 
 
 
 
 
 
 

Ican then think to myself in my head that I can separate that because 

I’ve checked it out, it’s not the case, it’s not my stuff coming into the 

room, it’s not my attachment style that’s affecting this transferential 

piece of work. It really is what they want to project into me, so they 

want me to feel that for them…. that sorrow, that pity, that empathy, 

their attachment style but actually that’s not mine, that’s entirely 

separate, that’s theirs and I would say it’s probably because I have 

countless hours as a therapist and I’ve worked in multiple different 

settings to have that experience, but I’m also up front with the patient, 

I’m honest and I’m able to check that out, so I don’t kind of hold things 

than leave it, I take it to supervision, check it out and come back and 

try something different out……I’m often working in the moment.   

Researcher:  Thank you.  Have you ever considered barriers in 

session could have attributed to your attachment style? 

Participant:  Yes.  Definitely and I think that’s a healthy question to 

ask but again, I check out with the patient what’s theirs and what’s 

mine and that I’m separating my stuff and it’s almost like I will 

compartmentalise all, I’ll think about a situation going on between 

us or I’m in the moment experiencing something and it will 

(gasp)….. hit me in the heart and I’ll think (breathes out)  is that 

mine because it’s my early childhood stuff or is that theirs.  I can 

quite quickly think to myself it may well be mine and I can separate 

mine and I can take that to supervision and in the moment I can quite 

quickly separate it and carry on with what’s going on for them,  
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