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Abstract

Personality disorder is characterised by intensetiemal experiences, unstable
patterns of relating to self and others, and ris&lgaviour. Alliance ruptures and
premature drop-out is common within psychotherapypersonality disorder, which
frequently limits the effectiveness of treatmergsBarch has shown that some
clinicians are better able to facilitate the depetent of a therapeutic alliance than
others. However, there is a clear lack of researgioring therapist factors which

influence the alliance.

The present study examined the relationship betwresapist attachment style,
therapist emotion regulation and working allianathim psychotherapy for
personality disorder. Psychological therapisis=(44) were recruited from specialist
personality disorder services and a personalityrdex conference. Participants were
asked to complete three questionnaire measurégioftersonal attachment style

(on the dimensions of attachment anxiety and att&cit avoidance), their emotion
regulation capacity, and their alliance with onehair clients with a primary

diagnosis of personality disorder.

Results showed that neither therapist attachmeaetymor attachment avoidance
were significant predictors of working alliance.w®ver, therapist emotion
regulation was a significant predictor of workinfiaace, explaining 13.2% of the
variance in alliance scores. As hypothesised, hilgwvels of emotional

dysregulation were associated with poorer workiligrece.

The findings are discussed in relation to relevaabry, previous research and

models of psychotherapy for personality disordé@rc&the current study is the first
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to investigate these therapist factors within psyiclrapy for personality disorder,

directions for further research and potential cishimplications are discussed.
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Chapter 1: Introduction

1.1 Rationale and Outline of Chapter

This study investigates the relationship betweenapist attachment style,
therapist emotional regulation and working alliamgthin psychotherapy for
personality disorder. Initially, the key clinidalatures of personality disorder will
be described along with current service provisiod dominant models of
psychotherapy. Common factors in these psycholbmitarventions will be
described and it will be argued that the preseowatif the working alliance in the
face of therapeutic ruptures is crucial to outcoftee sources of potential rupture
will then be outlined including the interpersondfidulties experienced by this
client group and their propensity to engage in ilsipe, aggressive or self-
destructive behaviours. The chapter will deschib& the current research literature
and treatment manuals for personality disorder lasesed on client factors which
contribute to therapeutic rupture, dropout or oatepand will argue that the
contribution of therapist factors has been negtectevo factors in particular will be
explored: therapist attachment and therapistsitegslto regulate their emotions. A
systematic literature review about the contributbbthese therapist factors to the
therapy process with a number of other client gsoupl be described as there is no
specific literature on these therapist factorseiation to the treatment of clients with
personality disorder. The rationale and resear@stipns for this thesis will then be

presented to conclude the chapter.
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1.2 Psychotherapy for Personality Disorder

1.2.1 Definition and diagnosis.

Personality disorder is characterised by intensetiemal experiences,
unstable patterns of relating to self and otherd,re&sky behaviour (Diagnostic and
Statistical Manual of Mental Disorders, DSM-1V; Anrean Psychiatric Association,
1994). According to DSM-IV, these are enduring @@t affecting cognition,
emotion and behaviour, causing distress and imaitno the individual and their
social functioning. In the current edition of th&H there are ten categories of
personality disorder and the diagnosis is giveimdosiduals who meet a specified
number of criteria. However, the reliability of #eediagnostic categories have been
questioned (Alwin et al., 2006), as individualsgiiased with personality disorder
tend to meet criteria for multiple categories, aading that they are not independent
(Stuart et al., 1998). Furthermore, research hasdstrated poor reliability of
diagnostic categories, particularly when differagsessment methods are used
(Perry, 1992). Criticism has also focused on tihe teeing used in a derogatory
manner, labelling someone as difficult to treagxcluding them from receiving
treatment (Alwin et al., 2006). It has been argted the personality traits
comprising these diagnostic categories exist oconéircuum, throughout the clinical
and non-clinical population, and so many favoumaethsional model of personality
disorder (Alwin et al., 2006).

The new eleventh edition of the International Ofassion of Diseases
(ICD), due to be published in 2015, will presemteav classification system for
personality disorder. It is likely that there Wik one single dimension of personality
disorder, existing on a continuum of severity frggarsonality difficulties’ to mild,

moderate and severe personality disorder (Tyret3R0t has been argued that the
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new system will enable clinicians to make persaynadlisorder diagnoses for clients
with less severe symptoms, resulting in the diagnesing used more frequently,
which may decrease the stigma associatedtiéldisorder (Tyrer, 2013). The new
DSM-V is also due to make changes to their perstyrdgisorder classification
system (Skodol & Bender, 2009). The current projsasaolve a classification
system which has an overall rating of personaiityctioning ranging in severity,
descriptions of personality disorder types, a psabity trait assessment, generic
criteria such as a lack of self-integration anceassient of adaptive functioning.

1.2.2 Service and clinical context.

Recent prevalence rates indicate that 14.5% ohduodt population (Fok et
al., 2013) and 40-50% of those admitted for treatraé psychiatric hospitals meet
the criteria for personality disorder (Alwin et,&006). Although the use of services
by individuals with a diagnosis of personality dder is likely to be variable, the
cost of treating this client group is likely to bigh, due to the high levels of distress
and impairment experienced. In 2010 the cost qality disorder in the United
Kingdom was estimated to be 4918 million euros silkéh most costly disorder of
the brain (Fineberg et al., 2013). Individuals watdiagnosis of personality disorder
have higher mean total healthcare costs (Renduamétatel, Knapp & Mann,
2002), poorer general health and are less likebetavorking than those without this
diagnosis (Fok et al., 2013).

The personality disorder client group is viewedasplex and difficult to
treat as up to half of those referred to servicep-@ut during treatment (Crawford
et al., 2009) and those who drop out are likelgage negative prognoses
(McMurran, Huband, & Overton, 2010). Concerns hpraviously been raised

regarding the quality of mental health servicestifies client group (Crawford,
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2008). In 2003, a survey reported that approximaiak third of Mental Health
Trusts in England were not providing an approprisevice to people with a
personality disorder (NIMHE, 2003). Service-usesarted feeling dissatisfied with
services and excluded from treatment options dlegio diagnosis (NIMHE, 2003).
The Department of Health responded to these coadsrifunding training

initiatives and a number of specialist servicedN] 2003). Although the specialist
personality disorder services have reported lowap-@ut rates than previous
estimations, engagement difficulties remain a eémsue as 23% of service users
still dropped-out of these services (Crawford etz009).

The second phase of the national personality dssgbgramme is currently
underway, with the focus on developing servicdmimwith what has been learnt
from the pilot site projects and providing trainimgworking effectively with the
personality disorder client group (Department oaltg 2009). The programme
aims to provide input to services from tier onenary care services to tier six high
security services, in order to expand provisionthis client group (Department of
Health, 2009)The Social Exclusion Action Plan has also resuletie
development of a number of new pilot services distadd to work with young
people at risk of developing personality disordealjinet Office, 2006).

1.2.3 Dominant models of psychotherapy.

A number of therapies for personality disorder hbeen developed which
draw upon different psychological theories of podithology. Some of the key
treatment models will be outlined below, in ternishe key elements of formulation
and intervention. Most of these psychological meations have been developed
specifically for Borderline Personality DisorderRB), and previous outcome trials

have primarily focused on this client group. Thidikely to be motivated by
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economic factors as clients with BPD are more Vikelpresent to mental health
services than those with other diagnoses, oftensitate of crisis or requiring

hospitalisation (Bateman & Fonagy, 2010).

1.2.3.1 Mentalisation based therapy.

Mentalisation based therapy (MBT; Bateman & Fon&§4) was
developed for individuals with a diagnosis of BAMDe mentalisation model of BPD
proposes that early disruption to attachment @tatiips leads to a hypersensitivity
of the attachment system and impairments in mesat#bin; the capacity to
understand human behaviour in terms of mentals{&@nagy & Bateman, 2008).
The capacity to understand the thoughts, emotindsrdaentions of self and others is
viewed as a key developmental milestone and majpairments in this area are
seen to underlie the unstable interpersonal relshiip patterns of BPD. This deficit
in mentalising is predicted to be the result ofesal/possible processes; a child’s
attempt to avoid processing the malevolent actadreghers, high levels of early
stress causing inhibition of orbito-frontal cortie&tivity in response to relatively
low levels of threat, and early trauma resultin@ isearch to regain attachment
security and a deactivation of mentalising (Fon&dyateman, 2008). It is
acknowledged that impairment may be due to genetiterability as well as
experiencing trauma, abuse or neglect. The tredatmedel is also informed by
attachment theory as it assumes that individuals BPD have developed a
disorganised attachment orientation which is asgediwith difficulties in affect

regulation, attention and impulse control.

MBT, which has now become a manualised intervenaans to develop an

individual’s mentalising capacity, particularly whthe attachment system is
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activated and under conditions of emotional aro(Bateman & Fonagy, 2004). The
development of a close therapeutic relationshiikéty to present a major threat to
the attachment system, however dynamics withirittbeapeutic relationship can be
explored to promote mentalising within relationship

1.2.3.2 Dialectical behaviour therapy.

Dialectical Behaviour Therapy (DBT) is based updnapsychosocial
understanding of BPD (Linehan, 1993). The appraéeivs BPD psychopathology
as due to a combination of emotional vulnerabaiy an early invalidating
environment. Individuals with emotional vulneratyilexperience their feelings as
intense and unpredictable, causing great disrupdidheir lives. Early trauma and
genetic or biological factors may underlie thisaglhan (1993) describes the
invalidating environment as one where the individiges not receive sufficient
support and encouragement.

One of the primary treatment targets in DBT isrdduction of life-
threatening behaviours, including self-harm anégaicide. Throughout therapy,
DBT therapists take an open and honest approathchignts so that therapeutic
ruptures can be worked through, and ‘therapy-ieter§ behaviours’ take
precedence when these are preventing work congranrreducing suicidal
behaviours. Since the core deficit within Linehaff'893) biopsychosocial model is
in the ability to regulate emotions, emotion regjola skills are didactically taught in
skills groups, and practiced within individual tapy and through telephone
consultation. DBT uses mindfulness techniquesoonpte an accepting and non-

judgemental approach to difficult emotional expeces.
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1.2.3.3 Cognitive ther apies.

Cognitive therapy understands personality disopdgchopathology in
relation to holding rigid and inflexible beliefs@lt self and others, which influence
behaviour and cause distress (Alwin et al., 200@hviduals have often experienced
difficult early experiences which cause them toadep interpersonal beliefs
characterised by fears of abandonment and disifughers (Bateman & Fonagy,
2004). Beck and colleagues (Beck & Freeman, 19@@ shat treatment focusing on
skills training is less effective for those witllliagnosis of personality disorder. The
focus is instead on challenging core beliefs anthtaizing the working alliance
(Bateman & Tyrer, 2004). In cognitive behavioutarapy (CBT), alliance is
developed and maintained through emphasising aoiion and working on shared
goals (Gilbert & Leahy, 2009). Group-based CBT Ib@sn used in forensic settings
to address issues such as offending and substasgsenwhich may exist alongside
diagnoses of antisocial or psychopathic persondiggrder (NICE, 2009).

1.2.3.4 Cognitive Analytic Therapy.

Cognitive Analytic Therapy is based on cognitiveyghoanalytic and
Vygotskian ideas (Ryle & Kerr, 2002). CAT emphasiiee social formation of the
mind, and the development of reciprocal roles tghoearly experiences. Reciprocal
roles refer to the patterns of interacting withesthand the associated emotions and
beliefs about the self that develop from earlytretal experiences. CAT views
personality disorder psychopathology to be thesotitbn of a limited number of
maladaptive reciprocal roles, which are poorlygnéted and associated with
dissociative experiences (Ryle, 1997). The focuSAT is to develop a shared
understanding of relationship patterns in relatmthe individual’s past and present

experiences, and then to recognise and revise piohebles and patterns of
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behaviour. Dynamics within the therapeutic relagiuip are openly discussed in
order to inform the formulation and practice newysvaf relating (Ryle, 1997).
1.2.3.5 Therapeutic communities.

Therapeutic communities are based on four maircyplies: democratisation,
reality confrontation, community living and permisness (Rapoport, 1960). Staff
and clients work side by side in all aspects ofdbmmunity so that unhelpful ‘them
and us’ dynamics are reduced (Alwin et al., 20@ipnts are expected to support
and challenge one another through times of crisilsexxplore personal experiences
within the group setting. The group also discussekseeks to better understand
dynamics between different staff or client memb&rsere are currently a number of
therapeutic community programmes for personalispiier nationally and
internationally, within community, residential apdson settings (Kennard, 2004;
Sullivan & Shuker, 2010).

1.2.4 Common factorsin treatments.

The National Institute for Health and Clinical EXeace guidelines for BPD
(NICE, 2009) and Antisocial Personality Disordet@®, 2009) state that a number
of psychological therapies such as DBT or CBT mapéneficial. However, the
guidelines recognise that research examining trexathor this client group is in its
infancy and there is a need for further pragmatsearch trials. The most recent
Cochrane review of psychological therapies forvidlials with BPD stated that due
to the lack of data, only studies comparing DBTréatment as usual could be
included in the meta-analysis (Stoffers, Vollm, Réic Timmer, Huband, & Lieb,
2012). The review found that DBT was significantigre effective than treatment as
usual on four different outcomes, with moderatkatge effect sizes. Although

studies investigating the effectiveness of otherdhies obtained promising results,
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the review concluded that there was not enoughtdadeaw firm conclusions.
However, critics have debated the quality and Ibdlts of the research used to
advocate DBT as an effective intervention (Batemuach Tyrer, 2004). Many of the
studies have been uncontrolled, with small numbgparticipants, and research has
shown DBT to be no better than other interventiuisehan et al, 2002, as cited in
Bateman & Tyrer, 2004).

There are several difficulties associated with emtichg and evaluating
research in this area. Firstly, it can be diffidolselect appropriate outcome
measures (Bateman & Tyrer, 2004). For instanceD#martment of Health or the
general public may be interested in outcome measunéch assess recidivism rates
or reductions in hospital admissions. Howeveraitrot be assumed that change in
these variables coincide with change in persondiggrder symptoms or distress of
the individual. Since there is some overlap betwsasonality disorder and mental
iliness psychopathology, when there is a changgnmptoms it is difficult to
ascertain where the change has occurred. Mentakglcan also affect the
assessment of personality, thus confounding thesanement process. A change in
self-harm behaviour can be a difficult variabled&dine and only represents one
aspect of personality disorder.

Another difficulty with appraising research in thisld is that there is an
abundance of models and there may be allegianeetgfih operation (Paris, 2010).
Bateman and Tyrer (2002) reviewed the evidence-bbgeatments for personality
disorder and concluded that there is currentlielgtzidence to indicate the
specificity of any one treatment. Research compatifferent types of
psychological therapies have often obtained redftiequivalent outcomes

suggesting that factors common to these therapigist mccount for positive
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outcomegMcMain et al., 2009). Bateman and Tyrer (2002) neceended a number
of key principles for effective treatment of perabty disorder which were included
in the NIMHE document, ‘Personality disorder: Nader a diagnosis of exclusion’
(NIMHE, 2003). They recommended that therapies khou

- Be well structured

- Devote effort to achieving adherence

- Have a clear focus

- Be theoretically coherent to both therapist andepat

- Be relatively long term

- Be well integrated with other services availablé¢h® patient

- Involve a clear treatment alliance between thetaid

patient.
(NIMHE, 2003, p. 23).

The specialist personality disorder services, nally funded by the
Department of Health, have offered psychologicafdpies from a number of
therapeutic modalities to service-users, and tla lalso been developed in line
with these key principles. A qualitative reviewtbé 11 community pilot services
(Price et al., 2009) identified a number of berniaficomponents including
combining psychological treatments with social imémtions, the importance of
clear boundaries and providing services deliverat a relatively long period of

time, which seem closely aligned to the NIMHE (2D@&ommendations.

1.2.5 Therapeutic alliance, dropout and rupture with this client group.
Alliance ruptures and premature drop-out is commvithin psychotherapy
for personality disorder, which frequently limiteeteffectiveness of treatment

(Bennett, Parry, & Ryle, 2006). Up to half of clismrop-out during treatment
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(Crawford et al., 2009) and those who drop outi&edy to have negative prognoses
(McMurran, Huband, & Overton, 2010). Individualstvdiagnoses of personality
disorder often present with high levels of integmeral distress, and risky behaviours
such as self-harm or aggression, which is likelyrtpact on the formation of
therapeutic alliances (Holmes, 1999). Higher rafdsurnout have also been
observed in staff working with aggressive or swaticient groups (Melchior, Bours,
Schmitz, & Wittich, 1997).

Due to these strong relational dynamics, staff agrawn to act in an anti-
therapeutic manner, through acting out the emotwaged in them by the client
and reinforcing the client’s interpersonal beliafgl expectations (Dimaggio,
Semerari, Carcione, Nicolo, & Procacci, 2007). Dgmpsychotherapy it is helpful
for therapists to anticipate interpersonal dynarthes might occur and develop
sensitive and caring ways of responding, whiclikesly to require a significant level
of self-discipline and insight. Therapists will@alseed to maintain a capacity for
mentalisation whilst attending to high levels ofation in the client.

Individuals with personality disorder can also basstive to or intolerant of
therapeutic errors and so the competence of trstsapi working through
therapeutic ruptures is crucial (Martin, Martin &8emon, 1987). According to
Safran and Muran (2000), the negotiation of themipeuptures is central to
treatment, through breaking the interpersonal syttiat are currently maintaining
the client’s distress. Repair of ruptures duringrépy can help the client to explore
key interpersonal processes and learn how to reggatiith others in a constructive
manner. Research has shown that within psychothdéoapersonality disorder, a
pattern of significant shifts in alliance scorethea than minor fluctuations,

indicating episodes of rupture and repair, predmofgovement on personality and
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depression symptoms (Strauss et al., 2006). Thetgapi good outcome cases are
also better able to recognise negative enactmentfogus attention to them than
therapists in poor outcome cases (Bennett, 2@06).

Despite the frequency of alliance ruptures and kigip-out rates within
psychotherapy for personality disorder, there sithains a lack of research
exploring factors which influence alliance withimg client group. The different
models of psychotherapy described above view dpugicand maintaining the
therapeutic alliance as a key focus when workirtty #iis client group. However,
they focus more on the client’s contribution to #étieance, rather than the therapist’s
contribution. Previous research has also takem#asifocus, neglecting therapist
factors in favour of focusing on client factorsir@ial practice guidelines for
personality disorder (NIMHE, 2003) have recognitdet different models of
psychotherapy gain equivalent outcomes, and sguitelines have instead
emphasised common factors such as the lengthaifriest and the maintenance of a
clear therapeutic alliance. Whilst there is a nieedurther pragmatic research trials
comparing the efficacy of different brands of psyttierapy, it is also important for
research to examine aspects of the therapeutiegsdbat have been shown to be
strongly associated with outcomes, such as thermathat promote a strong

therapeutic alliance.

1.3 Therapeutic Alliance

1.3.1 Overview.

The importance of the therapeutic relationshiplbag been acknowledged
(Bordin, 1979; Gelso & Carter, 1985; Gilbert & Lga2009). Over 2000 years ago,

Hippocrates suggested that the relationship betwagsician and patient was
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central to the healing process (Gilbert & Leahy)20 Freud (1940) referred to the
client as a collaborator in therapy and highlighteslimportance of the therapeutic
relationship in his papers about positive transfeee The humanistic approach to
psychotherapy, pioneered by Rogers (1965) viewshirapeutic relationship as
being the central mechanism behind therapeuticgghdRogers identified careful
listening, positive regard and empathy as the nnggortant features of a positive
therapeutic relationship. Greenson (1965) emphasisecentrality of the
therapeutic relationship and distinguished betwbertask focused nature of the
working alliance and the bond between client amdapist. As the cognitive
behavioural therapies have grown in popularity sesgarch evidence has supported
the therapeutic benefits of a positive therapealtiance, the tradition has also
acknowledged the importance of the therapeuticiosiship, which they believe is a

necessary foundation for therapeutic work to tdkeg(Gilbert & Leahy, 2009).

Various terms have been used to refer to the tleetapalliance including
working alliance, therapeutic bond and global atiia (Clarkson, 1995). Whilst there
may be subtle differences in the definition of etarim, they tend to be used
interchangeably and for similar areas of reseattarkson, 1995). Most definitions
are based on Bordin’s (1979) conception of theaibeutic alliance as consisting of
the bond between client and therapist and thegeagent about the goals and tasks
of therapy. Key qualities of the therapeutic r@aship have been identified

including its restorative value and the promotidp@rsonal growth in the client.

It has been argued that the importance of theioalstip between client and
therapist unites all psychotherapeutic approadResearch has demonstrated that
the strength of the therapeutic alliance is a gfqaredictor of clinical outcomes for

various models of psychotherapy (Horvath, Del Réglger, & Symonds, 2011).
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However, there are differences in the way thathleeapeutic relationship is viewed
by different schools of psychotherapy and the meisinathrough which it is
assumed to be of therapeutic benefit. Psychodyntmarapies view the therapeutic
relationship as a means of gaining insight throtinghuse of feedback and
interpretations given by the therapist (Clarkinpw®ans, & Kernberg, 2006). They
also see therapeutic value in the relationshipselfi due to the benefits associated
with reparenting or experiencing a new relationghat differs from the client’s
early relationships with caregivers. In comparismygnitive behavioural therapies
see the therapeutic relationship as necessaryobsuificient for positive clinical
outcomes (Gilbert & Leahy, 2009). Since the cogritbehavioural tradition place
value on objective measurement of outcomes andjuesearch evidence to inform
practice, it has been emphasised that further resshould take place to explore the
key components of the therapeutic relationshipthegrocesses behind the

association between alliance and outcomes (Gidbésahy, 2009).

1.3.2 Theories of the therapeutic alliance.

There are several theories of the therapeutionaiaClarkson (1995)
proposed that the therapeutic relationship coneidise elements; the working
alliance, the transferential and countertransfekrelationship, the reparative and
developmentally-needed relationship, the persqreteon relationship and the
transpersonal relationship. Clarkson stated tresteltiive elements of the
relationship were not a series of stages but oppittg states. Whilst each of these
elements are emphasised differently in various risoafepsychotherapy, the
combination of all the elements are seen to focaleerent whole. She described the
working alliance as the part of the relationshigt thllows collaborative therapeutic

work to take place despite the barriers that magrge The transferential
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relationship refers to the unconscious thoughtsfaeelihgs from both clients and
therapists which are transferred onto the therapegiitionship. The reparative
relationship provides a new corrective relationadexience that differs from the
client’s past experiences of other caregivers, miag have provided care that was
deficient, abusive or overinvolved. The persondospn relationship is described as
the real or core relationship between two humandseiFinally, the transpersonal
relationship is used to refer to the inexplicablaehsions of the relationship that

have a positive therapeutic value.

Hardy, Cahill and Barkham (2007) conducted a rewaéhe literature in
order to identify the key components of the theddiperelationship. They defined
three stages involved in building a therapeutiatrehship which comprise different
processes and objectives. The first stage, ‘estably a relationship’, involves the
use of empathy, negotiation of goals, support dfchretion in order to facilitate
engagement. The engagement objectives for thig st@ysupporting clients to build
positive expectations of therapy, developing tir@gntions and motivation for
change, and engendering hope. The second stage|dgang the relationship’
involves using exploration, feedback, reflectioapwerbal communication and
relational interpretations to develop a trustinge and committed therapeutic
relationship. The final stage, ‘maintaining theatelnship’ involves increasing the
client’s capacity to express their emotions, exgeing a new view of self with
others and maintaining a positive working allianoeluding through periods of

rupture.

1.3.3 Measurement of working alliance.
A number of measures of working alliance have lwreloped, based upon

the theories of alliance described above. For exantipe Working Alliance
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Inventory (Horvath & Greenberg, 1989) is based ondi's (1979)
conceptualisation of the therapeutic alliance asisting of the therapeutic bond,
and agreement about the tasks and goals of thekamywiew of three commonly
used alliance measures identified six common fadtwthese scales; bond, idealised
relationship, goals and tasks, confident collabonathelp received and dedicated
patient (Hatcher & Barends, 1996), although eaealledocused on different features
of the alliance concept. Critics have argued thatdlliance concept is too broad and
there may often be third factors confounding resmltpsychotherapy outcome
research (Elkins & Green, 2008). However, someissuidave demonstrated
significant relationships between alliance andiciihoutcomes, whilst controlling
for third factors such as client characteristice\ldrd, Turner, Olkin & Mohr, 2006)
and early improvements in symptoms (Weerasekenalerj Greenberg & Watson,
2001).

The Vanderbilt Therapeutic Alliance Scales (Gomekv&rtz, 1978), the
Working Alliance InventoryHorvath & Greenberg, 1989), and the California
Psychotherapy Alliance Scales (Marmar, Weiss, &&@gs1989) have gained most
empirical support and have been used in clinicitaue trials (Elkins & Green,
2008). Most scales have developed client, therapidtobserver versions and
research has shown that therapist and client a#liaatings are often correlated
(Elkins & Green, 2008). However, there can be d¢ecy for clients to have more
positive perceptions of the alliance than therapi€buture et al., 2006). Some
measures use coding systems for external obsdoveate different interpersonal
behaviours whilst others use self-report to idgrtlfent or therapist perceptions of
the alliance. Self-report measures are subjeatgpjire participants to have a

certain level of personal insight and may be suliesocial desirability bias.
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Measures based on behavioural observations maguffet from these limitations,
but reliability of coding systems can be low anllas been argued that they do not
adequately capture the attitudinal or motivatiasgects of alliance (Elkins &
Green, 2008).

Since theories of working alliance have remainea @gscriptive level, it has
been recommended that future research should kesacal measures to identify the
processes behind the development of alliance (ERiGreen, 2008).

1.3.4 Relationship to clinical outcomes.

Research has consistently demonstrated that vegstr of the therapeutic
alliance is a predictor of clinical outcomes acrdferent therapeutic modalities
(Horvath et al., 2011). Correlations of betweena8dl .29 have been cited (Gilbert
& Leahy, 2009), and a recent meta-analysis (Horethl., 2011) reported that
therapeutic alliance was a robust predictor of utes (r = .275). However, this
meta-analysis also demonstrated that there wasisagrt variability in the alliance-
outcome relationship, due to a number of factoch sis the operationalisation of
alliance or the time of measurement. Since itfigcdit to manipulate the strength of
the therapeutic relationship and most studiesarfitid have been correlational, it
has been questioned whether the association betllece and outcome is a
causal relationship. It has been suggested thattbegth of the alliance may
increase following improvement in client’s symptqnmglicating that the alliance-
outcome relationship may be bi-directional or ofeera the reverse direction than
has been commonly reported (DeRubeis & Feeley, ;1B&0dg & DeRubeis, 1999).
DeRubeis, Brotman, and Gibbons (2005) have sugtésée the relationship

between alliance and outcome may be due to theaepaontributions of the client
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or therapist, the match or interaction of cliend éimerapist, or related to early
improvements in symptoms increasing alliance rating

1.3.5 Client factor sinfluencing working alliance and clinical outcomes.

Research has demonstrated that a number of chietar§ influence alliance
and outcome, such as client attachment style (B3atterson, & Turchik, 2010;
Satterfield & Lyddon, 1995), motivation level (Blaet al., 2005), personality
characteristics (Bachelor, Laverdiere, Gamache &Bleau, 2007) and problem
severity (Kilmann et al., 1979). Recent reviewséhaeknowledged that client’s with
healthier early relationships and more secure latt@ot styles report better alliances
with their therapists (Horvath et al., 2011). Watsmd Kalogerakos (2010) estimate
that 33% of the variance in client-rated allianceue to client attachment style.
They identify a number of other client charactéessassociated with alliance
including client expectations for therapy and fegs of shame. However, these
reviews have also reported that the associationdsst alliance and outcome, is
largely due to the contribution of the therapiather than client factors (Horvath, et
al., 2011).

1.3.6 Therapist factor s influencing working alliance and clinical
outcomes.

Therapist factors such as personal qualities, tissmchniques (Ackerman &
Hilsenroth, 2001; 2003) and attachment style (Bl&tkrdy, Turpin, & Parry, 2005;
Bruck, Winston, Aderholt & Muran, 2006) have bessaciated with ratings of
therapeutic alliance and clinical outcomes. A réceeta-analysis demonstrated that
therapist factors paid a significant contributiorthie alliance-outcome relationship,
whilst controlling for client axis Il diagnoses andrious factors of study

methodologyDel Re, Fluckiger, Horvath, Symonds, & Wampold, 20T hey also
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compared within-therapist effects (variability intoome and alliance amongst a
therapist’'s caseload of different patients) andvieen-therapist effects. The
alliance-outcome correlation between-therapists quate large (magnitude - .40)
but within-therapists was non-significant. The aughconcluded that variability of
patients within-therapists was unrelated to outcboiebetween-therapist variability
was a strong predictor of outcomes. Since the thvavaelation between alliance
and outcome in this meta-analysis and previoudestugas much lower than the
between-therapist outcome-alliance relationshipetation, they also suggested that
the literature may be underestimating the strenfthe alliance-outcome
correlation.

1.4 Attachment

1.4.1 Overview.

John Bowlby (1969, 1973, 1988) developed a themaktiamework for
understanding human relational behaviour, whiatoimmonly known as attachment
theory. His central thesis was that humans areppgdi with a biologically-based
system which helps them to maintain proximity teeggvers when under threat, in
order to promote survival (Bowlby, 1969). Bowlbgt&td that sensitive and
responsive caregivers would provide infants witheziences of a secure base,
where they could gain physical security, nourishinae comfort. He proposed that
as an infant developed expectations of the caregwearing, available and
responsive, thus internalising a representatidch@tecure base, the caregiver would
then be used as a base for exploration (Bowlby9L98uring this process, the
infant would develop a sense of the self as bengd, capable and independent,
thereby facilitating healthy separation and exglora However, when the caregiver

IS not perceived to be available and responsiugsing the infant anxiety regarding
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their physical and emotional security, they arelijiito respond either by remaining
close to the caregiver and avoiding exploratiobexoming detached and avoiding

seeking protection from others in future (Bowlb969).

Bowlby used the concept of the internal working eldd refer to these
expectations of self and other, which inform futateachment behaviour (Bowlby,
1969). He believed that certain characteristiosasfy attachment experiences would
affect the security of these relationships and ftrenbasis of the internal working
model. Internal working models include unconsciand conscious elements which
affect different levels of experience including namn, attention, behaviour and

emotion.

Since Bowlby viewed the maintenance of close refethips as key to
survival, he argued that loss or trauma within ¢hetationships would pose a
serious threat to the infant’s sense of self anghichon their internal working model
of relationships (Bowlby, 1969, 1973, 1988). Bowtlrgw upon observational
studies of children separated from their parentsr{idke, 1956; Robertson &
Bowlby, 1952; Robertson, 1953b;) in order to illas¢ the short-term and longer-
term effects of early separation from caregivemwvBy (1969) categorised the
sequence of behaviours observed by infants wheeparated from their caregiver

into three phases; protest, despair and detachment.

Bowlby’s theoretical framework was developed byegearch of Ainsworth
and colleagues (Ainsworth, Bell & Stayton, 1971ngworth, Blehar, Waters &
Wall, 1978), who measured attachment behaviounfamis and their caregivers.
Ainsworth and Bell (1970) developed an experimeptatedure known as the

‘Strange Situation’. During this procedure, obséores are made regarding the
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infant’s willingness to explore the environmengittdistress in response to
separation from the caregiver, their reunion befiaviand anxiety associated with
the presence of a stranger. Ainsworth and Bellgatsed the behaviours they
observed in 12-18 month old infants as securecurgeavoidant and insecure-
ambivalent. A fourth category was later identifledMain and Solomon (1986;
1990), labelled as disorganised. Secure patteragafhment were associated with
exploration of the toys in the room, preferencetl@ caregiver above the stranger,
distress at separation from the caregiver and camafmn being reunited. Insecure-
avoidant infants tended to display little proxim#geking and emotional response in
relation to the caregiver, throughout the condgiofhseparation and reunion.
Insecure ambivalent-infants showed mixed reactiorikeir caregiver, often
demonstrated through a pattern of approach andlanoe. These infants did not
appear to gain comfort from being reunited withrtisaregiver and tended not to
return to play or exploration. The concept of dggorised attachment has been
associated with infants who display no clear sgpater relating to the caregiver, but
behaviours such as freezing or fearful clinginghi caregiver may be exhibited.
Bowlby’'s (1969) theory that responsive caregivingd be associated with secure
attachment behaviours in infants was supportedh&ybservations of Ainsworth
and Bell (Ainsworth, Bell & Stayton, 1971; AinswbrtBlehar, Waters & Wall,
1978). In comparison, insecure-avoidant behaviaugr® observed in infants whose
caregivers were insensitive or dismissive of tHantis needs, and insecure-
ambivalent behaviours were observed in infants whasegivers responded in an

extremely inconsistent manner.
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1.4.2 Stability acrossthelifespan.

Bowlby’s concept of the internal working model posps that humans
develop an orientation toward attachment figureseaipon their earlier
experiences, although this remains open to revidowlby, 1969). In similarity
with a scientific theory, new experiences are jmteted in line with the present
model more frequently than the present model iptedito fit with new experiences
(Rholes & Simpson, 2004). However, Bowlby (1969)éwed that change could
occur in response to emotionally and interpersgredjnificant life events, such as
loss, separation or trauma. For example, Egeladdrarber (1984) found that
infants whose attachment classification changeah fsecure at 12 months to
insecure-ambivalent at 18 months had also expextean increase in stressful life

events during that period.

There is mixed evidence regarding the long-terrniltpof attachment
patterns. For example, Waters, Merrick, Trebouxov@il and Albersheim, (2000)
found that 72 per cent of infants gained the sattaelament classification at age one
as at follow up twenty years later. However, Le{#800) found that only 38 per
cent of insecurely attached infants were classdiethsecurely attached at 18 years
of age, and only 43 per cent of securely attachfhis gained the same
classification at 18 years. Fraley (2002) conduet@deta-analysis using data from
27 samples, and reported that there was a cooelati.39 between attachment
security of infants at age 1 and attachment sgcass$essed at a later point in
development. There is evidence that adult attachalsa shows stability. For
example, Klohnen and Bera (1998) reported thatamately 70 per cent of adult
women received the same attachment classificatiren@an extended period of up to

25 years.
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1.4.3 Attachment in adult relationships.

Bowlby’'s attachment theory is a theoretical framdwor understanding
human relationships across the lifespan, from ctlaglle to the grave’ (Bowlby,
1988). Models of adult attachment have been deeédloghich show some
correspondence to the attachment categories deddrypstudies examining infant-
caregiver relationships (Bartholomew & Horowitz919 Brennan, Clark & Shaver,
1998). Research has demonstrated the similariéiggden infant and adult
attachment behaviour. Simpson, Rholes and Nell{@82) devised an
experimental procedure for measuring attachmera\betrr in female undergraduate
students towards their male romantic partners.pfbeedure involved participants
being separated from their partners prior to goditthg a stressful event. They found
that securely attached participants initiated noorgact with their partner when
under conditions of higher anxiety. In contraspidantly attached participants
sought less contact with their partner under camutof higher anxiety. These
observations appear consistent with Bowlby’'s (198f)cept of proximity-seeking
and Ainsworth and Bell’'s (1970) observations ofiambehaviours within the
Strange Situation.

Bartholomew (1990) conceptualised a model of aaltgichment as four
attachment patterns positioned on the dimensionsoolfel of self and model of
others. He proposed that secure attachment wasiategbwith a positive view of
self and others, dismissing attachment was assacwith positive view of self but
negative view of others, preoccupied attachmentagasciated with a negative view
of self but positive view of others, and fearfubahment was associated with

negative views of self and others.



THERAPIST FACTORS, ALLIANCE AND PERSONALITY DISORDE 24

Hazan and Shaver (1987) explored adult attachmethei context of
romantic relationships, which they believed shaneshy features with infant
attachment such as proximity seeking and separahaiety. They developed a self-
report questionnaire measure of individual diffeesin adult attachment, which
asked adults to rate their attachment style usiief Bescriptions of the three
categories; secure, avoidant and ambivalent. Tthetyd that 60 per cent of adults
classified themselves as securely attached, 206gmridentified with the avoidant
description and 20 per cent chose the ambivaldatoay.

Brennan, Clark and Shaver (1998) conceptualisell adachment in terms
of anxiety and avoidance. Attachment anxiety isetki@nt to which individuals are
sensitive to cues of abandonment or rejection fattachment figures and
attachment avoidance is the extent to which indiaig are uncomfortable relying on
attachment figures for support in times of need.

1.4.4 Measurement of adult attachment.

A number of self-report and interview measurescfibattachment have
been developed. The Adult Attachment Interview (A@eorge, Kaplan, & Main,
1985) assesses attachment states of mind baséd style and coherence of
participant narratives about early relationshipezignces with caregivers. Research
using the AAI has found associations between ttaelainent security of infants and
their caregivergAinsworth, Blehar, Waters & Wall, 1978; Fonagy, €& Moran,
Steele, & Higgit, 1991). The interview also asssessflective function, or the ability
to reflect on the internal states of self and atBéudies have shown that reflective
function of caregivers is associated with the d&ttaent security of their infants,
indicating that this could be one mechanism throwglch intergenerational

transmission of attachment may operate (Fonaggl&th®loran, Steele, & Higgit,
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1991). However, the AAl is lengthy to complete,uigs training to administer and
places high emotional demand on participants. Gpresgly, it can be unfeasible to
use the measure in small-scale research studiediarél settings.

An alternative line of research has developedregbrt measures of adult
attachment, focusing on romantic attachment relatigps (Hazan & Shaver, 1987)
or other close relationships (Bartholomew & Horawit991). The Experiences in
Close Relationships Scale (ECR) is a self-repodsuee that is based on Brennan,
Clark & Shaver’s (1998) dimensional conceptualmatf adult attachment,
incorporating the two dimensions of attachment etyxand attachment avoidance.
The ECR was administered to undergraduate studedtparticipants were clustered
into four groups, which corresponded to Bartholornsgi@990) four adult
attachment types; secure, fearful-avoidant, digngsavoidant and preoccupied
(Brennan et al., 1998). The secure cluster scavwdbh avoidance and anxiety, the
fearful-avoidant cluster scored high on avoidanu# anxiety, the dismissing-
avoidant cluster scored high on avoidance but Invarxiety, and the preoccupied
cluster scored low avoidance but high on anxiety.

Research has demonstrated the benefits of usimgensdional rather than a
categorical approach to adult attachment (Bartheler®& Horowitz, 1991; Brennan
et al., 1998), such as increased flexibility in weey attachment is understood and
being able to account for more subtle individu#fiedences (Markin & Marmarosh,
2010). Classifying attachment in categorical telas also been viewed as overly
pessimistic, and as failing to acknowledge thatcitnent styles have developed as a
means of coping with early experiences (Fagot &afaugh, 1990). Crittenden’s
(1995) dynamic maturational model states that latteent behaviours are self-

protective strategies which help individuals to thetir needs met. It has been
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hypothesised that even individuals who demonstatere attachment behaviour
will use alternative secondary attachment stragegigen under stress (Goodman,
2010). Some individuals may have a tendency tdwyperactivating strategies
(Cassidy & Kobak, 1988), which attempt to increasseness to relationship
partners in order to gain care and security, btheatisk of restricting autonomy.
Other individuals may use more deactivating stiage@Cassidy & Kobak, 1988),
which involve avoidance of closeness with otheid @enial of emotional needs in

order to avoid the distress associated with unalgiy of attachment figures.

Some research has found low or nonsignificant tatroms between AAI and
self-report measures (Simpson, Rholes, Orina &G2002), whilst other studies
have showed moderate correlations (Shaver, BelsByefanan, 2000). Self-report
measures of attachment have received criticisnmaltiee, at best, modest
correlations with AAI scores. It has also been adjthat self-report measures
require a certain level of participant insight aludnot assess the unconscious
processes of attachment, which may have a strasgeciation with interpersonal
behaviourRholes & Simpson, 2004). However, research has dstraded a
relationship between self-report attachment measamd a number of implicit or

behavioural measures of attachment (e.g. Mikulint@®8; Simpson et al., 2002).

Self-report and interview measures also assesseliff aspects of
attachment. The AAl is used to assess unconsctatessof mind in relation to early
relationships with caregivers, whereas self-repwasures assess conscious beliefs
about current adult relationships. They may, treesfbe used in different lines of

research in order to answer different types ofaedequestions.
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1.4.5 Attachment and car egiving behaviour.

Bowlby (1988) proposed that sensitive caregiveraldibe able to regulate
their behaviour to attune to the person being ctmednd respond in a flexible and
caring manner, resulting in a sense of securitydestablished. Bowlby also
referred to a style of caregiving associated wiecure attachment, known as
compulsive caregiving, where the child focuses @eting the needs of others and
ignores their own. It has been suggested thatdesfatompulsive caregiving may be

particularly high in the helping professions (Malaf79).

Research has found that securely attached indilgdaeross the lifespan,
develop more supportive, close relationships thaegurely attached individuals.
Securely attached children are better able to foositive relationships with peers,
parents and teachers (Elicker, Englund & Srouf62]@nd securely attached adults
report having longer lasting and more satisfyingaatic relationships than

insecurely attached adults (Creasey & Hesson-Ms|r2ti01).

Research has confirmed that attachment style aftestgiving behaviour.
For example, Kunce and Shaver (1994) found thatregcattached individuals
reported less compulsive and controlling caregivargl high levels of proximity
and sensitivity. However, preoccupied individuaparted less sensitivity but high
compulsive caregiving and proximity. Fearful-avaitiandividuals reported high
compulsive caregiving but low sensitivity and prory. Dismissing-avoidant
individuals reported low compulsive caregiving aasitivity and proximity.
Research has also demonstrated associations besttaehment security and
caregiving motivations (Feeney & Collins, 2003) aftuistic behaviour

(Mikulincer, Shaver, Gillath, & Nitzberg, 2005).
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1.4.6 Client attachment and psychotherapy.

Insecure attachment has been associated with a cdmgental health
problems (Van ljzendoorn & Bakermans-Kranenbur@6)9Consequently,
insecurely attached individuals, who may have elgmerienced interpersonal
traumas such as loss or abuse, often present tahimealth services (Berry &
Drake, 2010). Psychological therapies may proviggootunities for exploration and

revising insecure attachment behaviours (Bowlb¥8)9

Many have argued that clients develop therapetiaclament relationships
with mental health staff (Adshead, 1998; Bowlby389Dozier, Cue & Barnett,
1994; Goodwin, 2003). Schuengel and van [Jzend@f)®1) state that attachment
relationships are more likely to be formed with ta¢health staff when clients have
few pre-existing attachment relationships, whery tre finding it difficult to cope
with attachment related threats and when mentdithservices are able to provide a
stable secure base over a significant period cd.tilmey report that attachment
relationships between clients and staff only dgvéialients are able to use the staff
member as a secure base for an extended periodeofthe Department of Health
recommend that psychotherapy for personality desostiould be long term and no
less than three months in duration. Therefore gtiv@grventions are likely to evoke
attachment behaviour (NIMHE, 2003). Models of potblerapy recommended by
NICE for BPD (2009), such as DBT, take place ovpeaod of at least one year,

and often longer (Palmer, 2002).

Bowlby (1988) stated that the therapeutic relatigmsvas influenced by the
client and therapist’s internal working model dft@nships. He believed that

individual psychotherapy would provoke emotions ar@mories from previous
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caregiving and care-seeking experiences. Reseaarhieing the impact of client
attachment on psychotherapy has produced mixetiseSome studies have found
that securely attached clients gain better theoapgomes (Saatsi, Hardy, & Cabhill,
2007) and are better able to form positive theripalliances (Satterfield &
Lyddon, 1995) than insecurely attached clientsdBipatterson and Turchik (2010)
found that the attachment dimensions ‘comfort wltiseness’ and ‘depending on
others’ were associated with alliance and clineegcomes. However, within the
same study ‘rejection anxiety’ was not associatéd alliance or outcomes,
suggesting that certain elements of insecure attanhpose a greater barrier within
psychotherapy than others. Similarly, other stutieege found that insecurely
attached clients have shown greater improvemeimmgltreatment than securely
attached clients. For example, one study founddinetts with dismissive
attachment styles showed the greatest improvememglpsychotherapy (Fonagy et

al., 1996).

1.4.7 Therapist attachment and psychotherapy.

Bowlby (1988) viewed the role of the therapist esvling a secure base for
clients to express their feelings, as a motherigesva secure base for her child to
explore the world. The therapeutic relationship lbarviewed as an attachment
relationship, displaying the key features of praxynseeking, separation distress,
exploration from a secure base and developmensafeahaven which reduces
distress (Bowlby, 1982/1969; Holmes, 2010). Bowbejieved that therapists would
need to take a stance that would challenge clientsént interpersonal beliefs and
expectations in order for therapeutic change taodgozier and Tyrrell (1997)
suggest that this requires a certain level of pshpgical robustness in the therapist,

in order to resist being drawn into reinforcingansre attachment patterns. For
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example, when working with individuals with dismisg attachment styles,
therapists should resist the inclination to allbm tlient to avoid emotionally
intimate issues and gently guide them to exploesdhssues. In contrast, when
working with the preoccupied client, therapistsidbdencourage automony, despite
the sense of anxiety this may provoke in both teeapist and client. Dozier, Cue,
and Barnett (1994) have shown that securely atthch@icians are better able to act
in this ‘non-complementary’ manner, through intenwg in greater depth with
clients with dismissing attachment styles than ¢hogh preoccupied attachment
styles. Holmes (2010) suggests that in successfulhmlogical therapy there is a
move from transference to insight, as the therggmtides feedback about relational

dynamics that occur and offers a new way of regatin

Research has found that staff attachment styleenfies a number of aspects
of the therapeutic process including the workirigaate (Berry et al., 2008; Black,
Hardy, Turpin, & Parry, 2005), countertransferebhebaviour (Mohr, Gelso & Hill,
2006), therapist empathy (Rubino, Barker, Roth,e&afen, 2000) and clinical
outcomes (Bruck, Winston, Aderholt & Muran, 2008hwever, some studies have
not gained significant associations (Ligiero & &gl2002). Some studies have
explored interaction effects, showing that theuafice of therapist attachment
changes over time (Sauer et al., 2003), in relatatifferent levels of client
interpersonal problems (Schauenberg et al., 20id)jrainteraction with client
attachment style (Dozier et al., 1994; Mohr et2005; Tyrrell et al., 1999; Romano
et al., 2009). It has been proposed that therapisitssecure attachment styles are
more flexible in working with a range of clientsdahave an increased capacity to
remain reflective and manage the countertransferdaspite high levels of client

distress (Schauenberg et al., 2010). This inteapogt is consistent with the
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assumptions of attachment theory (Bowlby, 1988)rasdarch exploring child and
caregiver attachment behaviour, linking responsgsrof the attachment figure and
secure attachment behaviour (Ainsworth et al., 1938spite the fact that research
evidence suggests that therapist attachment signifiy affects the
psychotherapeutic process when working with clientl high levels of distress and
interpersonal problems (Schauenberg et al., 2@4€)nfluence of therapist
attachment has not yet been explored in relatidhdégersonality disorder client

group who are likely to experience the most sewrgegpersonal problems.

1.5 Emotion Regulation

1.5.1 Overview.

Emotion regulation can be defined as “the abilitydlerate, be aware of, put
into words, and use emotions adaptively, to reguitdtress and promote needs and
goals” (Elliot, Watson, Goldman, & Greenberg, 200432). Emotion regulation
involves automatic, controlled, conscious and uscmus processes which result in
the escalation, reduction or maintenance of emptiepending on the goals of the
individual (Gross & Thompson, 2007). Emotion isrsé® serve adaptive functions,
in the physical, psychological and interpersonahdms (Darwin, 1872; Lazarus,

1991).

1.5.2 Theories of emotion regulation.

Psychology has always been interested in how emaicegulated, from the
earliest psychoanalytic theory of psychologicakdees (Freud, 1926/1959),
through to theories of stress and coping (Lazarilkman, 1984), emotion theory

(Frijda, 1986) and more recent transdiagnostic nso@eg. Gratz & Roemer, 2004,
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Nolen-Hoeksema & Watkins, 2011). In his pajpdrbitions, Symptoms and Anxigty
Freud (1926/1959) describes how the experiencexéty is related to intrapsychic
conflicts which inhibit other mental functions. ldemphasised the human drive to
maximise pleasure and avoid pain, as a motivattggoal for emotion regulation.
Lazarus and Folkman’s model of stress and copigg4)lloutlined how an
individual’'s capacity to cope with internal or extal stressors will depend on their
appraisal of the stressor and the resources alatiathem to help them to cope.
Lazarus identified emotion regulation as one fuorcof coping in altering the way
one thinks or feels in relation to a stressor.dar({1986) took an information-
processing perspective to emotion regulation, ke that emotions are the
outcome of an individual's appraisal of events @sscstent or inconsistent with their
personal interests. He believed that emotions ptednphysical and social survival
through supporting action tendencies and decisiakimg.

More recently, Watson and colleagues developeddehad emotion
regulation (Elliot, Watson, Goldman, & Greenberg02; Kennedy-Moore &
Watson, 1999; Watson & Prosser, 2004). Accordinp¢éomodel, adaptive emotion
regulation involves an awareness of emotional alpascurate labelling of
emotional experience, acceptance of emotion, mtidalaf emotional expression
and arousal levels in order to meet an individugdials, and reflection and
integration of emotional experience into other aspef self and environment.
Watson and colleagues believe that the key to limealnotion regulation is the
capacity to engage in each of these processesigtittbey will not always occur in
a sequential fashion.

Gratz and Roemer (2004), who have also develope€dasure of emotion

regulation (Difficulties in Emotion Regulation SeaDERS, Gratz & Roemer,
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2004), conceptualise emotion regulation as invg\our similar processes; an
awareness and acceptance of emotional experiemedildy to engage in goal-
directed behaviour and inhibit unhelpful behaviadnen experiencing negative
emotion, flexible use of strategies to modulate gonal experience, and a viewing
of negative emotion as part of life.

Research has supported the hypotheses made bytbesés. For example,
avoidance, rather than acceptance, of emotionarexces has been associated with
increased physiological arousal (Gross & Levend88y7) and impulsive negative
behaviours such as self-harm have been linked tdiemregulation difficulties

(Mikolajczak, Petrides, & Hurry, 2009).

1.5.3 Measurement of emotion regulation.

Whilst there has been increasing interest in theept of emotion
regulation, there remains a lack of well-validateglasures that adequately assess
individual differences in emotion regulation (Gr&®Roemer, 2004). Many
commonly used measures assess related construamtby/arertain facets of emotion
regulation. For example, the Generalised Expectéorciegative Mood Regulation
Scale (NMR; Catanzaro & Mearns, 1990) measuresfsedbout strategies that
modulate positive and negative emotional statesgbes not assess awareness,
understanding, and acceptance of emotions. Theiam@egulation Questionnaire
(ERQ, Gross & John, 2003) assesses individualréiflees in emotion regulation but
focuses on only a small number of strategies, naswgpression and reappraisal.
The Cognitive Emotion Regulation Questionnaire (@éski, Kraaij, & Spinhoven,
2001) focuses on cognitive strategies, rather bedravioural strategies.

Gratz and Roemer (2004) developed the DERS in nsgpto the lack of

emotion regulation measures and the limitationtho$e already available. Their
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measure assesses many different aspects of emegolation, including acceptance
of emotional experiences and access to helpfuhcpgirategies. The measure is
psychometrically young but initial validation stadihave produced promising
results and the DERS has been successfully usedaarch of clinical and non-
clinical populations (e.g. Fox, Axelrod, Paliwale&oer, & Sinha, 2007; Gratz, Tull,
Baruch, Bornovalova & Lejuez, 2008ratz & Roemer, 2004; Johnson et al., 2008).

1.5.4 Emotion regulation and psychopathology.

In recent years the role of emotion regulation &s@sdiagnostic process
behind various mental health problems has beersimgated empirically (Kring,
2010). Research has found an association betwé&euliies in emotion regulation
and a range of mental health problems includingession and anxiety (Rude &
McCarthy, 2003; Stipelman, Salters-Pedneault, &%£12009; Mennin, Heimberg,
Turk, & Fresco, 2005), substance misuse (Fox, H&nginha, 2008), and BPD
(Gratz, Rosenthal, Tull, Lejuez, & Gunderson, 20@8hotion regulation difficulties
have also been linked to other aspects of wellg@ioluding social functioning,
coping and problem solving (Haga, Kraft, & Corb902; Kennedy-Moore &

Watson, 1999; Mikulincer, Shaver, & Pereg, 2003).

Linehan’s (1993) model of BPD views emotional vuaislity and emotional
regulation difficulties as being central to BPD gsgpathology. Individuals with
BPD experience emotions as intense and frequdotuating from anger or fear to
chronic emptiness. They can be extremely sendibiveotional cues, reacting
quickly and experiencing intense distress which segm disproportionate to
others. Linehan (1993) suggested that feelingbaime may be linked with self-
injurious and impulsive behaviour, and a recentlgfound that women with BPD

experienced higher levels of shame than individuatls other mental health
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problems (Rusch et al., 2007). The DBT treatmerdehencourages clients to take a
more accepting and mindful approach to their enmali@xperiences and teaches

them skills to use to help them to manage thetrebs.

Other psychotherapies for personality disorder eptuialise emotion
regulation differently. MBT is based on the assuopthat individuals with
personality disorder experience impairments inrtb@pacity to mentalise, or to
understand human behaviour in terms of mentals{&@nagy & Bateman, 2008).
The focus for treatment is, therefore, to supplients to mentalise their emotions,
which involves similar processes of emotional awass and distress tolerance to
therapies like DBT and transdiagnostic models obtewn regulation (Nolen-

Hoeksema & Watkins, 2011; Gratz & Roemer, 2004).

Since all psychotherapies for personality disoaterrelatively long term
(NIMHE, 2003), these interventions are likely tookg attachment behaviour and
trigger strong emotions in clients when there suption or periods of rupture
within the therapeutic relationship. Clients witktrgonality disorder may act out
their distress through impulsive, aggressive drisglrious behaviour. These
behaviours are likely to cause further strain mttherapeutic relationship, for both
clients and therapists, and their capacity to wbrugh these emotional
experiences is likely to be crucial for positivertipeutic outcomes (Dimaggio, et
al., 2007). Working with clients with such high &s of distress is likely to exert a
high level of emotional strain on staff workingthrese services, which may be
connected to the elevated levels of burnout redd@eary, Siegfried, & Walter,

2002).
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1.5.5 Attachment and emotion regulation.

Individuals experience a diverse range of intemset®ns within close
attachment relationships (Mikulincer & Shaver, 20@owlby (1969/1982)
believed that attachment relationships were keffactive emotion regulation and
that disruption to early attachments would resukmotion regulation difficulties.

Shaver and Mikulincer (Mikulincer & Shaver, 20031e&er & Mikulincer,
2002) have proposed a model of attachment and emigulation based on an
extensive review of the literature. In agreemenhv&owlby (1969/1982) they
assume that the attachment system is activatelregts to physical or emotional
security. An individual’s interpersonal expectaspregarding the availability or
responsiveness of attachment figures, then affeetsype of emotion regulation
strategy used. Individuals develop hyperactivasimgtegies (Cassidy & Kobak,
1988) when attachment figures are inconsistenhavailable and so clinging or
controlling responses are used to elicit suppdra¢®r & Hazan, 1993). Individuals
perceive themselves as incapable of regulating émeotions without support from
others and so hyperactivating strategies inhibis@eal autonomy and result in an
overdependence on attachment figures. These sest@g also associated with
hypervigilance to threat and the unavailabilityatthchment figures, causing chronic
activation of the attachment system (Shaver & Mikdr, 2002). In contrast,
deactivating strategies (Cassidy & Kobak, 1988)used when individuals expect
that seeking proximity to attachment figures wal tnlikely to reduce their distress,
resulting in them denying their emotional and dttaent needs. Individuals avoid
emotional intimacy within relationships in ordergevent themselves re-
experiencing the disappointment and distress assacwith the unavailability of

attachment figures. Mikulincer and Shaver (2003pamte hyperactivating
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strategies with attachment anxiety, and deactigatrategies with attachment
avoidance. Research has supported these hypotkesexample, Mikulincer and
Orbach (1995) found that students with attachmeaoidance had the longest
reaction times for recalling sad or anxious mensre@mpared to secure or
anxiously-attached participants. In comparisonj@uscor preoccupied students had
the quickest reaction times for recalling negatha@mories, supporting Mikulincer
and Shaver’s (2003) hypothesis that attachmenenwiould result in
hypervigilance to threat and chronic activatioriha attachment system. Another
study found that insecurely attached individuatsred highly on alexithymia
(Meins, Harris-Waller & Lloyd, 2008), which is arte used to describe difficulties
identifying and describing emotions (Pandey, Sax&imaibey, 2011).

In their paper, Mikulincer and Shaver (2003) alszdssed the emotional
responses of individuals with secure or insecuchinent styles to different
interpersonal situations. For instance, they exqaktitat in response to the negative
behaviour of a partner, securely attached indivgluemuld be able to express their
anger whilst responding in ways that help to mamngéad improve the relationship
(Averill, 1982). Securely-attached individuals af#e to trust partners and so are
able to see their negative behaviour as temporatyeversible, which is supported
by research showing that secure individuals are tabinake accurate appraisals of a
partner’'s negative behaviour (Mikulincer, 1998) wéwer, individuals who
experience high levels of attachment anxiety wifperience intense anger and
distress in response to a partner’s negative behgvbut will not be able to express
this due to their fears of separation. Instead #reylikely to internalise their distress
through becoming self-critical, ruminating and ex@ecing growing resentment.

Self-reported reactions of anxiously attached imtligls to negative partner
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behaviour is consistent with this and they are aisoe likely to make negative
appraisals of a partner’s intentions (Mikulince998). Individuals who experience
high levels of attachment avoidance are likelyuppess their anger associated with
negative partner behaviour from conscious awaremessder to maintain their
emotional distance from others and deactivate ttiaefament system. They may
express their anger towards their partners iniogldb alternative issues or
situations. Mikulincer (1998) found that avoidamdividuals experienced
physiological arousal in response to negative pafbehaviour but used distancing
strategies and attributed hostile intent regarddégvidence to the contrary.
Research has supported these proposed theoretlsbktween attachment,
emotion regulation and interpersonal difficulti@sstudy by Gross and John (2003)
found that attachment avoidance was correlated evithtional suppression, which
seems consistent with Mikulincer and Shaver’s psapthat individuals with high
levels of attachment avoidance tend to use dedictiyatrategies to regulate their
emotions. Emotional suppression was also assoardtbdnterpersonal difficulties.
In contrast, the emotion regulation strategy oppeaisal was associated with
sharing emotions with others, higher wellbeing batter interpersonal functioning.
Although Gross and John did not report correlatioetsveen attachment and
interpersonal difficulties, other studies have destated a significant association
between these variabl@Bartholomew& Horowitz, 1991; Horowitz, Rosenbefg,
Bartholomew, 1993). A recent study by Wei and aglees examined emotion
regulation as a mediating variable in the relatm®etween attachment and
interpersonal difficultiegWei, Vogel, Ku, & Zakalik, 2005). They found thaiet
relationship between attachment anxiety and integual difficulties was partially

mediated by emotional reactivity, but not emotiotwattoff. However, the
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association between attachment avoidance and arsenpal difficulties was partially
mediated by emotional cut-off, but not emotionaatevity. The authors concluded
that their findings suggest that the relationstepween attachment and interpersonal
problems is not direct but mediated by psycholdgicacesses such as emotion
regulation. The study extends the literature byppsing mechanisms or processes
through which attachment may affect interpersonatfioning, and demonstrating
that there are likely to be alternative processeslved in relation to the dimensions
of attachment anxiety and avoidance.

Mallinckrodt, King and Coble (1998) explored théat®nship between these
variables within psychotherapy. They found thagrd$’ ability to identify and
communicate their emotional experiences mediateddlationship between early
attachment experiences and the strength of tHatigeship with their therapist.
Owens, Haddock and Berry (2012) examined clieatchthent, emotion regulation
and working alliance within psychosis services. yfaind that client emotion
regulation difficulties were associated with insecattachment and poor alliance
ratings. These studies indicate that attachmemntyhe a useful theory to understand
alliance and that a positive therapeutic allianeg facilitate the development of
emotion regulation. It is likely that therapistsavéire more attuned to their emotions
may be better able to maintain the therapeutiaratk and facilitate emotion
regulation with clients. At present, there are nblizhed studies examining the
relationship between therapist attachment, emaggualation and alliance.

However, the literature presented above, in addiioprevious research
demonstrating significant associations betweerathist attachment and working
alliance, suggests that therapist emotion reguiatiay mediate the relationship

between therapist attachment and working alliance.
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Whilst there has been a fairly well-documented eission between
attachment security and emotion regulation, itlheen argued that other factors may
be involved (Calkins, 2010), such as persondiftgtyer & Stevens, 1994), social
context (Campos, Campos, & Barrett, 1989; Zema@agber, 1996) or cognitive
appraisal style (Beck, 1976). Beck (1976) arguad ¢bgnitive appraisal processes
were central to emotion regulation, and that dystional cognitions would lead to
negative emotional states such as anxiety or sadBesne argue that emotion
regulation is part of a wider self-regulatory systenvolving physiological,
behavioural, cognitive and attentional processesk{s, 2010). An individual's
degree of control over these systems and theiefsedbout perceived control is
likely to relate to functional and dysfunctional @mn regulation (Block & Block,
1980).

1.5.6 Emotion regulation and psychother apy.

Several clinical models emphasise the important¢beotorrective emotional
experience as a mechanism for therapeutic chargai@® & Dozier, 2002). It has
been proposed that emotion regulation should bepartant focus for
psychotherapy and two recent reviews have demdadedttat emotion regulation is
a predictor of clinical outcomes (Greenberg & Pastieone, 2006; Whelton,

2004). A therapist’s ability to emotionally attuttetheir client’s emotional
experience is thought to play an important rolthmdevelopment of the therapeutic
alliance and in facilitating therapeutic changefi@a& Muran, 2000). Bowlby
(1969, 1988) viewed the role of the therapist avipling a secure base for clients to
express their emotions, as a mother provides aséase for her child to explore

the world. He proposed that secure attachmenititels emotional communication
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between mother and baby, which enables the inéamt¢rnalise a capacity to
regulate emotions.

The term attunement was first used to describedloedination between the
behavioural, emotional and physiological respomdesothers and infants during
interaction (Field, 1985; Stern, 1974). Succesafunement is seen to involve
caregivers accurately reading an infant's signadsrasponding by providing
appropriate levels of stimulation, which modulaaesusal and establishes a sense of
organisation. Within adult psychotherapy, attuneihmarolves the therapist
experiencing empathy for the client’s position éimeh sensitively responding in a
way that communicates a sense of connectednesshéiraneeds have been
understood and perceived as important (Erskineg)LI9%his will involve responding
with reciprocal affect, such as compassion in raspdo the client’s sadness, which
will be reflected in the therapist’s verbal and weribal behaviour. Attunement also
requires the therapist to maintain the capacigifferentiate between the client’s
and their own emotional material, in order to rema&motionally present with the
client.

Another construct that has been linked to emotierpkrience within
therapy is that of transference and countertraest&. Transference within
psychotherapy involves the projection of unconsgiemotions and beliefs, acquired
from early relationships, onto the therapeutictretship (Freud, 1940). Gelso and
Hayes (1998) define countertransference as a tis€sapeactions to a client that are
based on their own attachment experiences andaaltdynamics. Research has
found individual differences in therapist experiepof countertransference (Ligiero
& Gelso, 2002; Mohr et al., 2005; Rubino et al.0@)) and these differences have

been linked to the interaction between therapidt@ent attachment styles. Whilst
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avoidantly attached therapists experience higheideof hostile countertransference
in relation to anxiously attached clients, anxigusttached therapists experience
higher levels of hostile countertransference iatreh to avoidantly attached clients.
A therapist’s ability to reflect on their own enmial experiences may provide
important information about what the client is en@ecing and help them to tolerate
strong emotions evoked in them whilst responding sensitive manner (Safran &
Muran, 2000).

Personality disorder is characterised by intensetiemal experiences and
many models of psychotherapy view emotion reguteéie a focus for intervention.
The mentalisation model of BPD places the attachmetationship as central and
proposes that early disruption to attachment @tatiips leads to a hypersensitivity
of the attachment system and impairments in mesatizn (Fonagy & Bateman,
2008). MBT for BPD aims to develop an individuat®ntalising capacity,
particularly when the attachment system is actovated under conditions of
emotional arousal. Despite a lack of researchigarea, it is likely that a therapist’s
capacity to mentalise under conditions of emoti@malisal will affect a client’s
capacity to do so. Since clients are likely to esgrstrong emotions within therapy,
a therapist will require a relatively high mentaigscapacity to be able to continue to
think coherently about the client’'s material. Adgstby Diamond and colleagues
(Diamond, Stovall-McClough, Clarkin & Levy, 2003)und that within
psychotherapy for borderline personality disordevas not only beneficial for the
therapist to have a greater mentalising capac#g the client, but also for the

therapist to avoid mentalising at a level that veashigh for the client to access.
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1.6 A Review of the Literatureon Therapist Attachment Style and
Psychotherapy

The following literature review summarises speaiésearch exploring the
impact of staff attachment style on the therapquticess and alliance in adult
mental health services, searching five databaseegearch investigating this

relationship. A total of 15 studies are identifegad discussed below.
1.6.1 Search strategy.

The following electronic databases were searchied)ike online NHS
Evidence Library on the®IMarch 2013: BNI (1985 to present), CINAHL (1981 to
present), EMBASE (1980 to present), MEDLINE frombRled (1950 to present),

and PsychINFO (1806 to present). The followingn®kvere searched for in the five

databases:
1. ‘attachment’[in title]
2. ("therapist*" OR "staff*" OR "worker*" OR "professnal*' OR
"psychologist*" OR "psychotherapist*" OR "clinici&h [in title]
3. 1 AND 2 [Limit to: Peer Reviewed Journal]

Since an initial search using the above terms withe title and abstract
yielded too many results (over 4000 results acttosdive databases) the search was
narrowed to articles containing these terms irtitteeonly. The search was
supplemented by reviewing the reference list framgapers meeting the inclusion
criteria and three review articles (Adshead, 18887y & Drake, 2010; Schuengel
& van ljzendoorn, 2001) to ensure that narrowingg$barch did not miss any of the

key papers in the area.
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1.6.2 Selection criteria.

Studies were included in the review if they metftiewing criteria:

- Research published in peer-reviewed journals
- Research measuring attachment style in professsvaftf caregivers or
therapists

- Research using a measure of the therapeutic procesktionship

Studies were excluded according to the followinteoa:

- Research conducted in physical health settings
- Research examining attachment relationships witnimilies
- Research focusing on variables such as stresporgwhich were not
directly related to therapeutic process or outcomes
- Research examining staff attachment style onljaéncontext of their clinical
work, rather than in their personal relationships
The results of this search are summarised in Thhle total, the search
identified 29 relevant studies and after duplicatese removed there were 13 papers
included in the review. The review of the referehsts of these papers and three
review articles yielded a further two papers (Tlybzier, Teague & Fallot, 1999;

Mohr et al., 2005). The reviewed studies are suris@adin Table 2.

1.6.3 Staff attachment style and the therapeutic relationship.

Black, Hardy, Turpin and Parry (2005) found thatrtpists who reported having
secure attachment styles believed that they hadggr therapeutic alliances with

their clients. Anxious attachment styles, howeware associated with increased
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Table 1.

Literature Search Results

Database Number of articles Relevant to topic
BNI 5 0

CINAHL 16 1

EMBASE 46 9

MEDLINE 40 8

PsycINFO 95 11

difficulties in therapy. Attachment behaviour wasessed using the Attachment
Style Questionnaire (Feeney, Noller, & Hanraha®4)9vhich encompasses a wide
range of attachment dimensions relating to botkgareand past relationships.
Maintaining such a broad focus is likely to redpeecision (Stein, Jacobs,
Ferguson, Allen & Fonagy, 1998). However, despgitse threats to internal
validity, the study utilised multiple regressioraiyses to demonstrate that
attachment dimensions explained a significant prtogno of the variance in total
alliance score compared with personality dimensalose (a further 11.9%). This
indicates that they were measuring a dimensiorttatlament which was somewhat
independent of personality (Black et al., 2005)efBHpeutic alliance was measured
using the Agnew Relationship Measure (Agnew-Davitges, Hardy, Barkham &
Shapiro, 1998) which was adapted for the presediystnabling it to be used as a
generalized measure of therapeutic alliance. Thidification, focusing on alliance
formation in relation to an ‘average client’, ioptematic as alliance is likely to vary

between different therapist-client dyads (Goodn2&xi0).

A study by Tyrrell, Dozier, Teague and Fallot (1988monstrates the
specificity of working alliance ratings to differetimerapist-client dyads. They found

that case managers with less deactivating (or anbjgttachment styles
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Table 2.

Summary Table of Reviewed Studies

Study Sample

Attachment
measure

Measures of
the
therapeutic
process

Key findings

Studies focusing on the therapeutic relationship

Black, Hardy, 491 ASQ
Turpin & Parry psychotherapists
(2005)

ARM; PCL Therapist attachment styles accounted for a samifi proportion of the
variance in allianceH (5, 382) = 11.34p < .001) and problems in
therapy E (7, 49) = 18.29p <.001).

Tyrrell, Dozier,
Teague & Fallot

21 case managers; AAI
54 clients with

WAI Case managers with less deactivating attaeht styles formed stronger
alliances with clients with more deactivating altiment styles than with

(1999) chronic mental less deactivating clients(R5) = .53, p < .01).
health problems
Petrowski, 19 AAl HAQ Clients with preoccupied or disorganisethahment styles rated their

Nowacki, Pokorny psychotherapists

alliance with dismissing therapists more positivillgn their alliance

& Buchheim and 59 patients with a preoccupied therapist (z = 1.95, p < 0.05).
(2011) with anxiety
disorders
Petrowski, 22 AAl CATS When therapists showed more preoccupiéathment characteristics,

Pokorny, Nowacki psychotherapists;
& Buchheim 429 patients
(2013)

clients were more likely to demonstrate a preoadipittachment to the
therapist (AAI scale between therapist coefficrern0.88; p<.06). When
therapists showed more dismissing attachment ctesustecs, clients
were more likely to demonstrate an avoidant orfiéattachment to the
therapist (AAl scale between therapist coefficret94; p<.03).
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Study Sample Attachment Measures of Key findings
measure the
therapeutic
process
Schauenburg et al. 31 AAl HAQ; SCL-  Higher therapist attachment security associatel batter alliancer(=
(2010) psychotherapists; 90-R; IIP .16, p <.05) and outcome£ -.04, p <.10) in clients with high levels of
1,381 inpatient interpersonal problems pre-therapy.

clients
Sauer, Lopez & 13 trainee AAly WAI Positive correlation between therapistatthment anxiety and working
Gormley (2003) therapists; 17 alliance after the 1st session«.40, p < .05) but negative correlation

clients between attachment anxiety and working alliance twee = .69,p <

.001).

Dinger, Strack, 12 AAl IES; IIP High therapist preoccupation assoaiaégth low overall alliance ratings
Sachsse & psychotherapists; (r =.09, p <.01) and an inverted U shaped curv@étients with high
Schauenburg 281 psychiatric scores on IIKr =.003, p < .05).
(2009) inpatients
Berry et al. (2008) 20 keyworkers; 26 PAM IIP; FMSS  Staff attachment avoidance associatiéidl greater discrepancies in staff

clients and client ratings of clients’ interpersonal probgef = .51, p <.008)

and poorer staff psychological mindedness (55, p <.018).

Ligiero & Gelso 50 trainee RQ WAI; CT; Correlation between negative countertransferenbaveur and ratings

(2002)

therapists; 46
supervisors

ICB of working alliance (WAI-Therapist. = -.34, p < .01; WAI-Supervisor:
r =-.58, p<.001).
Correlation between level of secure attachmentreagative
countertransference behavioue(-.28, p < .05).
Discrepancy between therapist and supervisor mtgpond component
of WAI related to positiver(= .37, p <.01) and negative € .41, p <
.001) countertransference behaviour.
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Study Sample

Studies focusing on the therapeutic process amitali outcomes

Bruck, Winston, 46 therapists; 46
Aderholt & clients
Muran (2006)

Attachmer Measures of Key Findings
measure the therapeutic
process
RSQ; WAI; SEQ; Secure therapist attachment style correlated wittkiwg alliance I( =
INTREX SCL-90-R; .34, p <.05), session depti .42, p < .05) and client improvement on
lIP; PTC; the IIP (r = .54, p <.05) and the TTC (r = .4% [©5).

TTC; GAS Greater discrepancies between introject and attanhstyles within the
patient-therapist dyad associated with improvenrenlinical outcome

measures.
Romano, Janzen 24 trainee ECR PIRS Avoidantly attached therapists intervengld more directive
& Fitzpatrick therapists; 24 interventions when clients were high in attachnaaatidance f =5.08, p
(2009) volunteer clients <.001).
Dozier, Cue & 18 case managers;  AAl Interview with  Insecurely attached case managers attended mpredocupied client’s
Barnett (1994) 27 clients case managers. dependency needg(14) = .80, p < .01) and intervened in greater lalept
Coded for (r(14) = .64, p < .05) than with dismissing clients.
depth of
intervention
and
dependency

needs
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Study Sample Attachment  Measures of Key findings
measure the therapeutic
process

Mohr, Gelso & 27 trainee ECR SEQ; CBM Therapist dismissing attachment aasediwith hostile
Hill (2005) therapists; 93 countertransference behaviot(24) = -3.19, p < .0125).

volunteer clients; Significant interaction of client dismissing attaodnt and therapist

12 supervisors fearful attachment on countertransference behayi(®t) = -3.18, p <
.0125).

Significant interaction of client dismissing attaodnt and therapist
dismissing attachment on countertransference beta{(81) = -2.74, p

<.0125).
Rubino, Barker, 77 trainee clinical RSQ Role play More anxiously attached therapists were rated gsoraling less
Roth & Fearon psychologists responses empathically (F(1,72) = 4.04,<.048)
(2000) rated for Non-significant effect on depth of interpretation.
response
empathy and
depth
Leiper & Casares 196 clinical RAQ); AAC; Clinical Compared to securely attached psychologists, imebcattached
(2000) psychologists TEL practice psychologists reported more difficulties in clifdigaactice U = 2787.0;

guestionnaire p< .05), felt less supportetd & 2808.5; p< .05) and felt that work
interfered more with their personal lifd € 2644.0; p< .005).

Note.ASQ = Attachment Style Questionnaire; ARM = Agneelationship Measure; PCL = Therapist Problem ClsclAAI = Adult
Attachment Interview; WAI = Working Alliance Invemty; HAQ = Helping Alliance Questionnaire; CATS #dht Attachment to Therapist
Scale; SCL-90-R = Symptom Checklist 90-RevisedAIRventory of Interpersonal Problems; AAly = Atalttachment Inventory; IES
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=Inpatient Experience Scale; PAM = Psychosis Attaeht Measure; FMSS = Five Minute Speech Sample=RR@lationship Questionnaire;
CT = Countertransference Index; ICB = Inventoryoluntertransference Behaviour; RSQ = RelationshgieSQuestionnaire; INTREX =
INTREX Introject Questionnaire; SEQ = Session Eatibn Questionnaire; PTC = Patient Rating of Ta@@tplaints; TTC = Therapist
Rating of Target Complaints; GAS = Global Assesdns@ale; ECR = Experiences in Close RelationshgdeS®IRS = Psychodynamic

Intervention Rating Scale; CBM = CountertransfeeeBehaviour Measure; RAQ = Adult Reciprocal AttaeminQuestionnaire; AAC = Adult
Attachment Categorization; TEL = Taxonomy of Edrbss
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formed stronger alliances with clients with moractevating attachment styles,
and there was a non-significant trend for case gensavith more deactivating
styles to form stronger alliances with clients wehks deactivating styles. The
findings of this study suggest that there may begimum ‘match’ between

staff and client attachment styles.

Petrowski, Nowacki, Pokorny and Buchheim (2011p &samined the
match between the attachment styles of therapistlgents, and ratings of
therapeutic alliance. Clients with symptoms of atxiwere randomly allocated
to one of 19 therapists for psychological therapgnsistent with Bowlby’s
theory that one of the tasks of psychological theiia to challenge client’s
current interpersonal expectations, they found ¢hants with preoccupied or
disorganised attachment styles rated their alliavitte a dismissing therapist
more positively than their alliance with a preodedgitherapist. The authors
hypothesised that clients presenting with anxiépmiers may have experienced
intrusive or unpredictable patterns of early cariegj, causing them to benefit
from working with a less intrusive, more dismissthgrapist who would
encourage them to take on a more autonomous asmtiégdess approach to their

difficulties.

In a similar study, Petrowski and colleagues (Retko, Pokorny,
Nowacki & Buchheim, 2013) examined the relationdtgpween therapist
attachment and the security of the client’s attashinto the therapist. Whilst
they did not find a main effect of therapist att@emt security on the client’s
attachment to the therapist, they found that tleeifip type of insecurity did
have a significant effect. Specifically, when thesés showed more preoccupied

attachment characteristics, clients were moreylikeldemonstrate a preoccupied
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attachment to the therapist. When therapists shomagé dismissing attachment
characteristics, clients were more likely to dentiate an avoidant or fearful
attachment to the therapist. They concluded trefists with preoccupied or
dismissing attachment styles may be more likelgXdperience and re-enact their
own attachment-related anxieties within their wavkjch may interfere with
their capacity to manage the countertransferenderanntain positive

therapeutic relationships.

Schauenburg et al. (2010) examined the influend¢keshpist attachment
representations on therapeutic outcomes and adliaibilst there were no main
effects of therapist attachment, they identifiedraaraction, as the association
between therapist attachment security and podhieapeutic outcomes was
significant only for clients who presented with eexinterpersonal problems.
The authors proposed an explanation for theserfgsjithat securely attached
therapists were more flexible in their ability wjast to working with clients
with more severe difficulties, although this isyalspeculative hypothesis due

to the correlational nature of the data.

Sauer, Lopez and Gormley (2003) used hierarchioaai modelling to
explore the contributions of client and theraptsi@hment styles to the
development of working alliance over time. Whilséte was a positive
correlation between therapist attachment anxietiyveorking alliance after the
first session, there was a negative correlatiowden attachment anxiety and
working alliance over time. Since working alliangas assessed by both
therapists and clients, and was significantly assed at two of the three time

points, the study is likely to have obtained a deygicture of the therapeutic
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relationship than has been gained by studies whiawte relied on only one

informant (Sauer et al., 2003).

Dinger, Strack, Sachsse and Schauenberg (2009hebtsimilar
findings as high therapist preoccupation was aasediwith low overall alliance
ratings, and alliance ratings for clients with highels of distress with
preoccupied therapists produced a U shaped cuheesaiithors proposed that
preoccupied therapists might be too involved inrtben fears of abandonment
that they become unable to manage the counterén@mgfe and are perceived as
too intrusive or controlling, particularly by modéstressed clients who might be
more sensitive to this. Whilst the alliance questare was designed to be used
for an inpatient setting, which was appropriatetfos sample, there have not
been any validation studies of this questionnanek 0 we are unsure of the

measure’s internal validity (Dinger et al., 2009).

Berry and colleagues (2008) used the discrepanmyelea staff and
client ratings of client’s interpersonal problerasassess staff sensitivity or
responsiveness to client’s difficulties. Higherfstdtachment avoidance was
associated with greater discrepancies betweenastdftlient ratings of
interpersonal problems and poorer psychologicatiedmess. There was also an
association between lower staff attachment anxatiymore positive therapeutic
relationships. The study sampled a range of qedliéind unqualified
professionals, in comparison to most previous rebeasing therapists, allowing

them to explore staff-client relationships outsidéndividual therapy.

Whilst Ligiero and Gelso (2002) did not find angrsificant correlations

between therapist attachment style and ratingsookiwg alliance, they
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identified significant associations between attaghtsecurity and negative
countertransference behaviour, and ratings of wgrkiliance and negative
countertransference behaviour. They also foundgtestter discrepancies
between therapist and supervisor ratings of theageaitic relationship were
related to increased positive and negative couatesterence behaviour. This
finding, combined with those obtained by Berry aotleagues (2008), suggest
that inaccurate perceptions of the therapeuticgg®or a lack of attunement
between staff and client, is detrimental to thedpeutic process. However, since
the sample only included trainee therapists anérsigors with relatively little

experience, the generalisability of results istedi(Ligiero & Gelso, 2002).

1.6.4 Influence of staff attachment style on the therapeutic process

and clinical outcomes.

Bruck, Winston, Aderholt and Muran (2006) foundtteacure therapist
attachment style was associated with session depthkijng alliance and client
improvement on clinical measures. Moreover, gredisarepancies between
personality and attachment styles in the theragisit dyad were associated
with better outcomes, which is consistent withfthdings of Tyrrell and
colleagues (1999) in relation to working allian8@&ce many of the analyses
explored associations between two measures cordfgteherapists, it is
possible that significant associations could bkatatl due to shared method

variance (Bruck et al., 2006).

Romano, Janzen and Fitzpatrick (2009) found thanadiients and
therapists both scored highly on attachment avaielatherapists used directive

interventions more frequently. One explanationtifi@se findings is that when
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therapists and clients both have this attachmgte gtmight be more likely that
sessions become focused on the structure of theadipgr than the expression of
emotion, as both parties have a tendency to dewédse relationships due to a
fear of rejection (Romano et al., 2009). HoweMeis focus may enable
avoidantly attached clients to feel more comfoeabithin the therapeutic
relationship, increasing the likelihood of engagame therapy in the longer
term. Unfortunately the external validity of thisidy is subject to criticism as
they used volunteer clients who only exhibited nieldels of distress and less
severe psychological difficulties than would be@ntered in most mental
health services. This is likely to have impactedtmextent that therapist’s
attachment systems were activated in their worlt,smthese findings could

underestimate the role of attachment in the thert&pprocess.

Dozier, Cue and Barnett (1994) found that inseguathched case
managers responded more to the dependency neelilsndé who held
preoccupied attachment styles than those who weneigking, whilst the reverse
was found for securely attached case managerseTimelings indicate that
securely attached case managers were better atf@ltenge client’s existing
working models, despite the personal discomfod thay cause (Goodman,

2010).

Mohr, Gelso and Hill (2005) measured countertranesfee behaviour in
therapy sessions and found that therapist disngigglachment style was
associated with higher supervisor ratings of hestiduntertransference
behaviour. There were also interactions betwe@&mtand therapist attachment
styles, and countertransference behaviour was sigtieen client and therapist

exhibited different insecure attachment styles likely that in these situations,
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clients and therapists’ attachment systems are lke$t to be activated due to
large discrepancies in their management of ematrwhinterpersonal

interactions (Goodman, 2010).

Rubino, Barker, Roth and Fearon (2000) exploreddheof therapist
and client attachment styles on responses to sosr@rtherapeutic rupture. In a
role-play scenario, more anxiously attached thetapesponded less
empathically to therapeutic ruptures, particulavlith securely and fearfully
attached clients. The authors proposed that anyiatimched therapists might
find it particularly difficult to work through thapeutic ruptures as they are
anxious about abandonment, due to their previdaskanent experiences.
However, the study used a hypothetical clinicahac® which might not have
led to the activation of therapist’s attachmenteys and since they were not
able to develop a relationship with the client owere, their responses may not

be representative of their routine clinical work

Leiper and Casares (2000) used a postal survexatoiae the
association between attachment style and self-tegdlifficulties in clinical
practice in a sample of 196 clinical psychologistsecurely attached
psychologists reported more difficulties in clidipaactice and felt that work
interfered more with their personal life. Howewviie postal survey design could
have confounded findings as psychologists withipagr attachment styles
might be more or less likely to respond (Goodm&1,(2. Due to the relatively
high rates of secure attachment styles, which migftect the limitations of self-
report measures, the three insecure attachmessdigld to be combined in

analyses into one category. This limits the hypstisehat could be explored.
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1.6.5 Summary.

Overall, research investigating the impact of séfichment styles on
the therapeutic process indicates that staff attact style influences a number
of aspects of the therapeutic process includingvitiiing alliance (Black et al.,
2005; Berry et al., 2008), countertransference Waela (Mohr et al., 2006),
therapist empathy (Rubino et al., 2000) and cliniciccomes (Bruck et al.,
2006). Some studies found that the influence df attachment changed over
time (Sauer et al., 2003), in relation to differkavels of client distress
(Schauenberg et al., 2010) and in interaction waligmt attachment style (Tyrrell
et al., 1999; Romano et al., 2009; Dozier et 894t Mohr et al., 2005). Three
studies found that a greater discrepancy betwesdhastd client attachment
styles was associated with stronger working alkeaied better outcomes (Bruck
et al., 2006; Petrowski et al., 2011; Tyrrell ef 4B99). This fits with Bowlby’s
(1988) view of the clinician’s role in disconfirngreclient’'s current emotional
strategies and interpersonal expectations, in dadfacilitate therapeutic change.
However, Mohr and colleagues (2005) found that teransference behaviour
was highest when client and therapist exhibiteféght insecure attachment
styles and high levels of countertransference Iheen linked with poorer
working alliance (Ligiero & Gelso, 2002). Bruckat (2006) proposed that the
discrepancy between client and therapist attachstglgs would only be
associated with positive outcomes if the therapiattachment style was more
secure than the client’s. However, these inconsigts indicate that research

should be conducted to examine this associatiahdur

There are a number of methodological limitationscltihreaten the

internal and external validity of these studieg] #ius restrict the conclusions
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which can be drawn. A high proportion of the stgdised trainee or
inexperienced therapists and artificial therapeiatieractions, which limits the
generalisability of findings. It is possible thhetapists with insecure attachment
styles could develop their ability to form posititreerapeutic relationships and
obtain positive clinical outcomes through expereeand good supervision
(Goodman, 2010). The design of studies using vekmtlients or those with less
severe difficulties might be less likely to resulthe activation of therapist
attachment systems than in real therapeutic wotlk gients with chronic

mental health problems (Romano et al., 2009).

The limitations of the studies reviewed highlighe heed to conduct
further research within naturalistic settings iderto examine the influence of
therapist attachment style on ratings of workiriguate, particularly amongst
more experienced therapists. Since the impacdif attachment style seems
strongest when working with clients with more sevieterpersonal difficulties,
it seems important to explore this further in spksi services for clients with
more complex presentations, such as personalibydis. There is currently no
published research examining the impact of thetapiachment on working
alliance within psychotherapy for personality ddsen.

1.7 A Review of the Literatureon Therapist Emotion Regulation and
Psychotherapy

1.7.1 Search strategy.

A second search was conducted to identify resesitches investigating
the effects of therapist emotion regulation vaealdn the therapeutic process.
Related terms such as ‘affect regulation’ and ‘eamatl intelligence’ were used

in order to ensure that relevant studies were ifiedt The following electronic
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databases were searched using the online NHS Eadebrary on the 1st
March 2013: BNI (1985 to present), CINAHL (1981pieesent), EMBASE
(1980 to present), MEDLINE from PubMed (1950 togenet), and PsychINFO

(1806 to present). The following terms were seadldior in the five databases:

1. "therapist*" OR "staff*" OR "worker*" OR "professi@l*" OR
"psychologist*" OR "psychotherapist** OR "clinici&h [in

title]

2. "emotion regulation” OR "affect regulation” OR "etiomal

intelligence" OR "emotional awareness” [in title]

3. 1 AND 2 [Limit to: Peer Reviewed Journal]

The search was supplemented by reviewing the referkst from the papers

meeting the inclusion criteria.

1.7.2 Selection criteria.

Studies were included in the review if they metfiewing criteria:

- Research published in peer-reviewed journals

- Research measuring emotion regulation (or relateidbies) in
professional staff, caregivers or therapists, actlding a measure of the
therapeutic process or relationship

Studies were excluded according to the followinteoa:

- Research conducted in physical health settinggdsior family home

setting
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- Research focusing on variables such as stresporgwhich were not

directly related to therapeutic process or outcomes

The results of this search are summarised in Table total, the search
identified 7 relevant studies and after duplicatese removed there were only 2
papers remaining. The review of the reference tikthese papers did not yield
any further studies. Both papers stated that thengthe first to investigate these
variables within psychotherapy due to previousasdebeing conducted in other
settings and focusing on alternative therapisiaddeis such as years of
experience. However, the two papers relevant t@tagent study will be

outlined below.

Table 3.

Literature Search Results

Database Number of articles Relevant to topic
BNI 4 0

CINAHL 14 1

EMBASE 18 2

MEDLINE 14 2

PsycINFO 30 2

1.7.3 Therapist emotion regulation and the psychotherapeutic

process.

Kaplowitz, Safran and Muran (2011) explored theasdion between
therapist emotional intelligence and a number efdpeutic outcome and
process variables, such as working alliance andgshan therapist and client
rated symptoms. They used the Mayer-Salovey-Cdtusational Intelligence
Test (MSCEIT; Mayer, Salovey & Caruso, 2002) whiebased on a model of

four areas of emotional intelligence: perceivingoéions, integrating emotions in
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thought, understanding emotions and managing enmsotithe study found that
therapists with higher emotional intelligence gdihetter therapist-rated
outcomes and lower drop-out rates. However, the®mo relationship between
therapist emotional intelligence and working aliamatings. They attributed this
non-significant result to the low sample size ofcB8nt-therapist dyads, as
working alliance only predicted one of the outcam@asures, which is
inconsistent with the current evidence base. Thetlidoranch or subscale of the
MSCEIT assesses emotion management and they fhahthe association
between therapist scores on this branch and chiamggient rated symptoms
was approaching significance, indicating that agpist’s ability to manage their
own emotions is likely to impact on their capaddyachieve positive therapeutic
outcomes. This suggests that further research ewagriherapist's emotion
management or emotion regulation using a largepasize should be

conducted.

Machado, Beutler and Greenberg (1999) comparedlitiey of
therapists and non-therapists to recognise thetgaald intensity of emotions
expressed by clients in a video tape of a psychagtyesession, and explored
whether this ability was associated with their paeg awareness of emotions.
They found that therapists were more accurateantitying types of emotions
than non-therapists but the groups did not diffiethie accuracy of their ratings of
emotional intensity. Therapists relied less on akdoes than non-therapists,
indicating that their experience or training endtlgem to use non-verbal
information to read emotions in others. Overalltipgpants’ personal awareness
of their own emotions was associated with theiuaacy of identifying emotions

displayed by clients in the therapy video tapediciating that therapist emotional
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awareness may be closely linked to attunement pa#nt responses within

psychotherapy.

1.7.4 Summary.

Both of these studies indicate that psychologitatdpists’ capacity to
understand and manage their emotions may affepbatic alliance and
outcomes. Since there are only two studies exaunpithie impact of therapist
emotion regulation variables within psychotherapgre is clearly a need to
conduct further research. Therapist emotion reguias likely to be particularly
influential within psychotherapy for personalitysdrder, where clients present
with high levels of distress and risky behaviounahicreate therapeutic ruptures
that need to be worked through. There are currentlgtudies examining
therapist attachment style and emotion regulatighinvpsychotherapy, despite
the theoretical links between attachment, emotrah@sychotherapy.

1.8 Rationalefor the Present Study

Research has shown that some clinicians consigtgaith better
outcomes than others and are better able to teilihe development of a
therapeutic alliance (Luborsky, McLellan, Diguerp@dy & Seligman, 1997).
However, there is a clear lack of research invatiig the impact of therapist
factors on the therapeutic alliance. Therapistchtteent has often only been
studied in small samples of relatively inexperiehtieerapists and has frequently
only been included as a secondary factor (Elki®9)9Despite the fact that
many therapeutic models emphasise the importantteeaforrective emotional

experience as a mechanism for therapeutic chargyai@® & Dozier, 2002),
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there have only been a couple of published stuekpkoring the influence of

therapist emotion regulation within psychotherapy.

There are currently no published studies examithiegeffects of
therapist attachment style and emotion regulatiomorking alliance in relation
to psychotherapy for personality disorder. Issdesngagement are particularly
important when working with this client group givere high drop-out rate
during treatment (Crawford et al., 2009) and thet faat those who drop-out are
likely to have negative prognoses (McMurran, Huhaa@®verton, 2010). This
is not only at a great personal cost to the indiald concerned but also at a great
financial cost to the NHS. Therapists working wthis client group are likely to
face high levels of distress and countertransfereaicd so their capacity to cope
with these experiences is likely to affect theilligbto respond in a sensitive and
empathic way, in order to maintain their therapetgiationship with the client.
Clinical guidelines and therapeutic models for pegdity disorder acknowledge
the importance of maintaining alliance and workilmgpugh therapeutic ruptures
which occur in response to risky behaviour or diffi interpersonal encounters.
However, much of the emphasis has been on clietdariathat contribute to the

therapy process, rather than therapist factors.

The present study is the first to explore the ra@hesthip between therapist
attachment, emotion regulation and working alliawt®in specialist

psychotherapy for personality disorder.

1.9 Resear ch Questions and Hypotheses

1. To what extent does therapist attachment angietgfict ratings of

working alliance?
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In line with the theories of Bowlby (1969, 1988hdaMikulincer and
Shaver (Mikulincer & Shaver, 2003; Shaver & Mikuder, 2002) that
hypothesise a link between secure attachment, meggocaregiving and more
adaptive interpersonal relationships, it was hypsiged that therapist attachment
anxiety would be a significant predictor of workialljance. It was predicted that
higher levels of attachment anxiety would be asdediwith poorer working
alliance ratings. This hypothesis is also conststeth previous research
demonstrating a significant association betweerafhist attachment and
working alliance (Berry et al., 2008; Black et @005; Bruck et al., 2006;
Dinger et al., 2009).

2. To what extent does therapist attachment avo&laredict ratings of
working alliance?

Based on the same justification as has been préwideslation to
attachment anxiety, it was hypothesised that thstraftachment avoidance
would be a significant predictor of working alliandt was predicted that higher
levels of attachment avoidance would be associatidpoorer working
alliance.

3. To what extent does therapist emotion regulgtiealict ratings of
working alliance?

It was hypothesised that therapist emotion reguiatrould be a
significant predictor of working alliance. Thishased upon Bowlby's (1969,
1988) theory that the role of the therapist isrovple a secure base for clients to
express their emotions. Numerous psychotherapy imati®o emphasise the
importance of the corrective emotional experienug ienproving emotion

regulation is a focal area of intervention withsyphotherapy for personality
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disorder. Since research has shown that emotianatsgn difficulties are
associated with interpersonal problems (Wei e28)05), it was predicted that
higher levels of emotion regulation difficulties uld be associated with lower
ratings of working alliances. This hypothesis soadupported by research
evidence demonstrating associations between tis¢mpiotional intelligence

and clinical outcomes (Kaplowitz et al., 2011) gedsonal awareness of
emotions and accuracy of identifying client emaosialuring therapy (Machado et
al., 1999).

4. If research questions one, two and three aredvoes therapist
emotion regulation mediate the relationship betwattachment variables and
working alliance?

It was hypothesised that therapist emotion reguiatiifficulties would
mediate the relationship between therapist attaohared working alliance. This
is based upon the theories of Bowlby (1969/1982), @haver and Mikulincer
(Mikulincer & Shaver, 2003; Shaver & Mikulincer, @), who have proposed
that attachment relationships are key for effectin®tion regulation and that
disruption to early attachment relationships resultinterpersonal difficulties.
This hypothesis is also based upon previous rels¢laat has found that emotion
regulation mediated the relationship between atteett and interpersonal
difficulties (Wei et al., 2005) and, within psychetapy, client emotion
regulation has been found to mediate the relatipnsttween attachment and the

strength of the therapeutic relationship (Mallirodkret al., 1998).
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Chapter 2: Method

2.1 Design

The study used a survey design to explore theenfia of therapist
attachment style and emotion regulation on ratofgsorking alliance, at a
single time point within individual therapy. Pamgants were recruited from
seven NHS specialist community personality disosdevices and a personality
disorder conference, so that the relationship betvike variables of interest
could be investigated within the context of speasigisychotherapy for
personality disorder. A survey design, using qoesiaire measures, enabled the
study to access a sufficient number of participémeschieve power, whilst
utilising limited resources. The amount of contaetween participants and the
researcher was reduced compared to alternativarstsdesigns, which
increased the anonymity of responses, servingdioceesocial desirability
effects. Since the study was relatively novel, tretefore exploratory in nature,
the aim was to investigate the contribution of eaictihe predictor variables to
ratings of working alliance, rather than attemptiogule out alternative factors

or mechanisms contributing to working alliance.

2.2 Participants

2.2.1 Power analyses.

Previous research examining the relationship betwleerapist
attachment style and working alliance using sgiferemeasures has obtained
medium effect sizes. For example, Black et al. ®@Xplored the relationship

between therapists’ self-reported attachment stiesworking alliance. They
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found that there was a significant positive cotielfabetween therapist
attachment security and ratings of working alliafrce .44,p < .001). Sauer et
al. (2003) used hierarchical linear modelling tplexe the contributions of client
and therapist attachment styles to the developwfemorking alliance over time.
They found that there was a negative correlatidwéen therapist attachment

anxiety and working alliance over tinfe= .69,p < .001).

Power calculations using G* Power (Faul, Erdfeldemnd, & Buchner,
2007) for linear multiple regression were condudtedstimate the minimum
sample size required to achieve power. Using tredue from the paper by
Black and colleagues (2005), which had the mosilairdesign to the present
study, the F?2 effect size was calculated to be.0&4alculation based upon
power of .80, alpha of .05, with 3 predictor vatesb(attachment anxiety,
attachment avoidance and emotion regulation totak3 yielded an estimated

minimum sample size of 50 participants.

2.2.2 Recruitment.

Participants were recruited from seven speciatistraunity personality
disorder services. These services were selectébp®ffered specialist
assessment and intervention for clients with compbrsonality disorder
presentations. Whilst some services accepted agddor individuals with co-
morbid difficulties, such as substance misuse mB| their main remit was to
work with clients with a primary diagnosis of pematity disorder. Due to this, it
was felt that there could be increased confidehakdlients met diagnostic
criteria for one of the personality disorder diagg® Most services worked

primarily with individuals with cluster B or C diagses, and BPD is reported to
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be the most common primary diagnosis (Crawford.e2@07). The majority of
service users are referred by secondary mentahhsaivices due to high levels
of distress, social problems, risky behaviour aeddent utilisation of other
services (Crawford et al., 2007). Staff workinghinteach service received
training and supervision for working with this eltegroup. Since many previous
studies investigating therapist attachment stytewaorking alliance have used
trainee or inexperienced therapists, staff wereursst from these specialist

services in order to gain a more experienced thsragmple.

After ethical approval had been granted, contast made via phone or
email with the head of each service, and infornmagjven about the study.
Subject to gaining their approval, an applicatiaaswnade to the relevant NHS
Research and Development office. Once this aggitdad been approved,
potential participants were approached via emallarstaff meetings by the

primary researcher or the head of service.

An amendment was made to the original ethics agjpdio in order to
gain permission to recruit at relevant conferentéss was granted by the
Faculty of Medicine and Health Sciences Ethics Catemat the University of
East Anglia and then permission to recruit at aigfist national personality
disorder conference was gained from the confererganisers. It was assumed
that staff attending the personality disorder coeriee had a particular interest in
working with personality disorder and during retment care was taken to
ensure that participants had a client on theirloagewith a confirmed diagnosis
of personality disorder. The majority of participguattending the conference

were employed by specialist personality disorderises.
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2.2.3Inclusion criteria.

Participants were psychotherapists offering indiaidosychological
therapy to clients with a diagnosis of personaligsorder. They were employed
by one of the seven specialist NHS community peatstyrdisorder services or
those services represented at the personalitydéisoonference. Therapists
came from various professional backgrounds, indgidiursing, psychology and
occupational therapy, thus reflecting the full ramg therapists employed by
each service. They used a number of therapeutieimadtheir clinical work,
including DBT, psychodynamic therapy and CBT. Th&t were asked to
complete the alliance questionnaire measure itioal#o one of their clients
who had a primary diagnosis of personality disqrdere over 18 years of age,

and who were currently being seen for individualgb®logical therapy.

2.2.4 Exclusion criteria.

Participants were excluded if they were not culyeoifering individual
psychotherapy to clients with a firm diagnosis efgonality disorder. They were
told not to select a client with whom they were tluénish therapy during the
following month as this would be likely to represarsignificant threat to the
alliance created over the duration of therapy,i@asrly within the personality
disorder client group. Furthermore, previous redeaias shown that there is a
significant association between client and thetapisorts of the alliance earlier

in therapy, but not at termination (Sauer et &03.
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2.3 Procedure

Psychological therapists employed by one of thesepecialist
community personality disorder services were ilijtieontacted via email by the
head of service, or in person by the primary regearor one of the named local
collaborators at staff meetings. Therapists weverginformation about the
study, in the form of a participant information esheand they were given the
opportunity to ask further questions. When the priynresearcher could not
attend a staff meeting, participants were ableaio gesponses to their questions
via email. Paper copies of the questionnaire measuere given to therapists,
which they could complete and return anonymousiy, taey were also given

details about how they could complete the questizas online through the

website ‘Survey Monkey’ (www.surveymonkey.com). Adehally, the head of
service distributed participant information shesid details about how therapists

could patrticipate in the online version of the studch email.

Potential participants were approached at the cente by the primary
researcher and given information about the stutlps& who met the inclusion
criteria and were interested in taking part inghely were given a questionnaire
pack with paper copies of all the measures angainigcipant information sheet.
The completed questionnaires could be returnedysmously, in a sealed

envelope, to the conference administration stathermprimary researcher.

Therapists were asked to complete a demograploomattion sheet and
three questionnaire measures. Two questionnairgee(tences in Close
Relationships Scale-Revised, Fraley, Waller & Beemr2000; Difficulties in

Emotion Regulation Scale, Gratz & Roemer, 2004edgkerapists about their
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personal relationships and emotional experiendes.other questionnaire
(Working Alliance Inventory, Horvath & Greenber@80) asked therapists to
rate their therapeutic alliance with one of thdéigrds. They were asked to select
a client who had a primary diagnosis of personaisprder, and they were
seeing for individual psychological therapy. Thegrevtold not to select a client
with whom they were due to finish therapy during tbllowing month. In order
to reduce the likelihood that therapists would d®a client with whom they
had a particularly strong alliance, therapists veesieed to identify clients on
their caseload who met the inclusion criteria drehtselect the client they saw
most recently. Therapists were not asked for anggoal information about the
client they had selected. This enabled the studydasure therapists’
perceptions of their current clinical work, comghte previous research
assessing working alliance in relation to an aver@deent, which is likely to

increase the validity of the current design.

Therapists were informed that their completionhaf guestionnaires
would be regarded as their consent to participaditiaat they would be able to
withdraw from the study at any point prior to sulimg their completed
questionnaires. All participant responses were ymaus to the primary
researcher throughout the process, and it waghiaithis would serve to reduce

social desirability effects.

Participants were asked to email the primary resesrseparately if they
wanted to be entered into a prize draw to win £2&mazon online shopping
vouchers, so that their contact details could mediriked to their data. The
primary researcher then randomly selected and ctaatdhe four participants

who each won £25 of Amazon vouchers.



THERAPIST FACTORS, ALLIANCE AND PERSONALITY DISORDE 71

2.4 Measures

2.4.1 Experiencesin Close Relationships Scale-Revised (ECR-R;

Fraley, Waller, & Brennan, 2000).

2.4.1.1 Overview.

The Experiences in Close Relationships Scale-RdECR-R) is a 36-
item self-report measure of adult attachment stylemotionally intimate
relationships. The scale is a revised version ehBan, Clark, and Shaver's
(1998) Experiences in Close Relationships (ECR¥ytgomnaire, which was
derived from a factor analysis of other self-repodgasures of adult attachment.
The ECR-R comprises two subscales; attachmenttgradel attachment
avoidance, which are based on the dimensional najaelult attachment
developed by Brennan et al. (1998). Each subscaisists of 18 items which are
rated on a seven-point Likert scale ranging fdisagree stronglyo agree

strongly.

The attachment anxiety subscale assesses febandanment or
rejection by others. The subscale includes iteroh a8 ‘I'm afraid that | will
lose my partner’s love’, ‘my desire to be very e@®metimes scares people
away’ and ‘I worry that | won’t measure up to otipeople’. The attachment
avoidance subscale assesses discomfort with clsseneelying on significant
others for support. Example items from the avoigasubscale are ‘I prefer not
to show a partner how | feel deep down’, ‘I findlitficult to allow myself to
depend on romantic partners’ and ‘I get uncomfdetabhen a romantic partner

wants to get very close’.
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2.4.1.2 Development of the measure.

The original ECR (Brennan et al., 1998) was dgwetbfrom a pool of
482 items sourced from a number of self-reportchtteent measures (e.g. Hazan
& Shaver, 1987) and a literature search includiniglished articles and
conference papers. Once the authors had removdidateptems, the final pool
consisted of 323 items designed to assess 60 ateaticonstructs, including
proximity-seeking, separation protest and selfarade. A factor analysis
revealed two underlying factors that corresponadetié avoidance and anxiety
dimensions. Two 18-item scales were then congtduitom the 36 items with
the highest correlations with either of the twoh@gorder factors.

The scales were administered to undergraduatergsided the authors
were able to cluster participants into four growpisich corresponded to
Bartholomew’s (1990) four attachment types; sedeaaful, preoccupied and
dismissing (Brennan et al., 1998). The secure etustored low on avoidance
and anxiety, the fearful cluster scored high ondamce and anxiety, the
preoccupied cluster scored low on avoidance but biganxiety, and the
dismissing cluster scored high on avoidance butdavanxiety.

Fraley et al. (2000) conducted an Item Respong®ff(IRT) analysis of
four self-report measures of adult attachmentpiticlg the original ECR. They
found that all of theneasures demonstrated undesirable features frdRiTan
perspective. For example, most of the scales pextitelatively low or unevenly
distributed test information curves, showing tha&asurement precision would
be either poor or differentially distributed acradiss trait range. However, since
the ECR demonstrated the best psychometric pregethe authors developed

the measure using IRT. Items with the best psychaen@operties were
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selected resulting in an increase in measuremestgoon from 50 per cent to
100 per cent, without needing to increase the nurmmbitems included. This
development process resulted in the publicatiah®ECR-R.

2.4.1.3 Psychometric properties.

Sibley and Lui (2004) collected ECR-R data at timzetperiods, across a
six-week duration. They performed a principal comgrats exploratory factor
analysis with varimax rotation and found that t&R=R data from time one was
best described by a two factor structure, whicHarpd 51 per cent of the total
variance. Both the anxiety and avoidance subsc&emnstrated high internal
reliability (Cronbach’sx = 0.95;0 = 0.93, respectively). They used confirmatory
factor analysis to analyse the factor structurtheir data at time two, and found
that the data were best represented by a two-faotation (Goodness of Fit =
0.92). This was also supported by Chi-Squaredmiffee tests which showed
that a two-factor solution fit the data better tlaasingle-factor solution
(difference inx3(1) = 1381.73, p<.001pr a three-factor solution (difference in
x2(1)=47.78,p<.001)

In terms of temporal stability, latent variablelpanalyses demonstrated
that repeated measures of each subscale remaaide gver a six-week time
period, with 86 per cent of shared variance ovee{Sibley & Lui, 2004).

In terms of construct validity, Fairchild and Fiyn@006) found that
there was a significant relationship between scorethe ECR-R anxiety and
avoidance subscales and scores on the UCLA LorssliGeal¢Russell, 1996).
They also found that there was a negative relatipnsetween scores on the
ECR-R anxiety and avoidance subscales and scorasra@asure of social

support (Social Provisions Scale, Cutrona & Rusi6i87).
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Fraley (2010) has published some normative datth®ECR-R
completed through his website. The sample cons@t@@,000 people, with a
mean age of 245D = 10). For the avoidance subscale the mean soothd
sample was 2.93 (SD = 1.18) and for the anxietgsalle the mean score was

3.64 (SD = 1.33).

2.4.1.4 Justification for using the measure.

As outlined above, the ECR-R has demonstrated gepchometric
properties, including high internal consistergyod temporal stability across a
six-week time period and significant correlationwvother questionnaire
measures of related constructs. The ECR and ECRvR lbeen widely used, in a
number of countries within Eastern and Western geyédmerica and Asia. A
recent meta-analysis of sex differences within notncaattachment (Del Giudice,
2011) reported that the ECR was the most frequessiyg measure; of the 112
studies reviewed, 94.6 per cent used the ECR or-RCFherefore, the
measure’s psychometric properties and utility Hasen demonstrated across a

variety of cultures and settings.

The ECR-R uses a dimensional model of attachmeaen(in et al.,
1998) which is appropriate for a normal populasample where we would
expect a high frequency of secure attachment pattand so power and
precision to detect more subtle differences inchtt@gent may be lost if a
categorical rather than a continuous scale was. if®dever, it is important to
acknowledge that, despite the improvement in tlyehpemetric properties of the
revised version of the measure, the ECR-R has shuwweased measurement

precision for the insecure end of the continuurhaathan the secure end
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(Fraley, 2010). This remains a limitation of theamare due to difficulties

developing items which assess different aspecteaire attachment.

Some previous studies have used interview measifistsachment, such
as the Adult Attachment Intervieiéeorge et al., 1985). However these are time-
consuming to complete and require training to adsten, which was felt to be
impractical for a project of this nature. It wasahnticipated that staff might be
reluctant to participate in interviews that askbdw early childhood experiences
and this may have affected the recruitment proc&sse there are a limited
number of psychological therapists currently wogkimthin specialist
personality disorder services, a questionnaire nredscusing on current
relationships was chosen as this would presenblesten to participants, and

therefore maximise recruitment within a relativetgall population.

Self-report measures of attachment have receivedism, such as the
lack of correlation with interview measures andrdguirement for a certain
level of self-awareness on the part of participadtsvever, a recent meta-
analytic review (Roisman et al., 2007) concludeat these different attachment
measures have different uspsedict different outcomes and are used by
different groups of researchers. They argued tieaktwas a use for self-report
measures which focused on explicit feelings andbielirs within current
relationships, rather than implicit or unconscicagnitive representations of
childhood relationships. In the present study,@lth some therapists may have
insecure representations of their early childhaqakeeences, it is possible that
personal awareness of these patterns could beageeethrough personal
therapy or psychotherapy training, resulting in eneecure beliefs about current

relationships and affecting behaviour within thetaphe focus of the ECR-R on
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beliefs about current relationships was, therefeeen to be relevant to a
therapist’s interpersonal beliefs and behaviouth lvathin and outside of their

work.

2.4.2 Difficultiesin Emotion Regulation Scale (DERS; Gratz &
Roemer, 2004).

2.4.2.1 Overview.

The DERS is a 36-item self-report measure desigmedsess various
difficulties in emotion regulation. The measurelgsea total score of emotion
dysregulation (ranging from 36 to 180) in addittorscores on six subscales:
nonacceptance of emotional responses, difficuéieggging in goal-directed
behaviour, impulse control difficulties, lack of etional awareness, limited
access to emotion regulation strategies and laeknaftional clarity. Items are
rated on a five-point Likert scale according to éix¢éent that each item is
applicable to the participant, where Jalmost neve(0-10%), 2 issometimes
(11-35%), 3 isabout half the timé36-65%), 4 isnost of the timé66-90%), and
5 isalmost alway$91-100%). Higher scores are associated with atgre
severity of emotional regulation difficulties.

The nonacceptance of emotional responses scélel@sitems reflecting
a tendency to have negative secondary emotionabnsgs to personal distress.
It contains six items such as ‘when I'm upset.dl f@shamed with myself for
feeling that way’. The difficulties engaging in dghrected behaviour scale
describes difficulties accomplishing tasks or maimhg concentration when
distressed. The scale includes five items suckwvhen I'm upset, | have
difficulty getting work done’. The impulse contrdifficulties scale comprises

six items reflecting difficulties maintaining coatrof behaviour when
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experiencing negative emotions, including ‘when Upset, | have difficulty
controlling my behaviours’. The lack of emotionalaaeness scale reflects
difficulties attending to one’s emotions and comsasix items such as ‘when I'm
upset, | acknowledge my emotions’, which is reveis@ed. The limited access
to emotion regulation strategies scale reflectsleebthat negative emotions
cannot be regulated once one is upset. The sadlalas eight items such as
‘when I'm upset, it takes me a long time to feett&e. The lack of emotional
clarity scale comprises five items referring tdidiflties understanding emotions
such as ‘I have difficulty making sense out of raglings’.

2.4.2.2 Development of the measure.

The authors (Gratz & Roemer, 2004) initially idéet 41 items for the
measure, developed from conversations with exfems the field and using the
structure of the Generalised Expectancy for Negdilood Regulation Scale
(NMR; Catanzaro & Mearns, 1990) as a template. &litesns were selected to
encompass the following four domains of emotiorutatpn: ‘awareness and
understanding of emotions’, ‘acceptance of emotjdtie ability to engage in
goal-directed behaviour, and refrain from impuldpehaviour when
experiencing negative emotions’, and ‘access tot@moegulation strategies’.
On the basis of preliminary analyses, one itemexatuded as it demonstrated
low correlations with the overall scale score atitenitems. A factor analysis
using the scree test (see Floyd & Widaman, 193)tifled that retaining a six-
or seven-factor solution would be most appropridtédosequent analyses,
therefore, tested the utility of a six- or seveatda solution, and it was found
that a six-factor solution was most interpretaliems were selected for the six

factors based upon a minimum loading of .40 andstsecoring below this were
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excluded. Items that had high loadings on two fiacieere also excluded. A
factor analysis using the remaining 36 items camdid that all items had factor
loadings of at least .40.

2.4.2.3 Psychometric properties.

The DERS total score and subscale scores haverdgraizd high
internal consistency within clinical (Fox, Axelrodaliwal, Sleeper, & Sinha,
2007; Gratz, Tull, Baruch, Bornovalova & Lejuez08¢) and non-clinical
populationgGratz & Roemer, 2004; Johnson et al., 2008). Fangte, Gratz
and Roemer (2004) calculated Cronbach’s alphad¥ for the DERS within a
university student sample. High levels of intercahsistencyd = .89) have also
been reported in research using the measure udargtpopulation from a
diverse range of ethnic backgrounds (Salters-Petdtn&oemer, Tull, Rucker, &
Mennin, 2006). The DERS has been translated inton&e and this version has
also demonstrated good internal consistency, geogdral stability over a
period of 2 weeks and significant correlations vaitimilar measured&hring,
Fischer, Schnulle, Bosterling & Tuschen-CaffierD2) In terms of test-retest

reliability, Gratz and Roemer (2004) found that OERtal scores remained

relatively stable over a 4-8 week time perigd € .88, p <.01).

Research has found that scores on the DERS derreith other
measures of related constructs (Tull, Stipelmatlie®aPedneault, & Gratz,
2009) and a range of behaviours thought to senarastion regulatory function
such adinge-eating (Whiteside et al., 2007), self-harmat@ & Chapman,

2007) and substance misuse (Fox et al., 2007) DHRS has also demonstrated
significant associations with behavioural and nlagical measures of related

constructs. For example, scores on the DERS substiHficulties controlling
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impulsive behaviours’ has been found to be negigtaesociated with rostral
anterior cingulate cortex activation among cocaisers (Li, Huang, Bhagwager,
Milvojevic, & Sinha, 2008). Furthermore, Gratz @Rdemer (2004)
demonstrated that DERS accounted for a signifieawgl of unique variance in
clinical behaviours above that accounted for bylsgrnative measure of affect
regulation, the Generalised Expectancy for Negdleed Regulation Scale
(Catanzaro & Mearns, 1990).

The DERS has also been found to be sensitivartcal change within a
sample of women with a diagnosis of BPD receivingemotion regulation
group interventioriGratz & Gunderson, 2006) and a sample of substasees
receiving inpatient treatme(fox et al., 2007).

Whilst the DERS is a relatively new measure, geearch literature is
accruing evidence of standard scores within diffectinical and non-clinical
populations. Gratz and Tull (2010) suggest thatthioical samples of students
and community adults gain average total score$e, clinical samples of
individuals with Generalised Anxiety Disorder avgged5-100 and those with
BPD average 125. However, a limitation of the meass that it is still in its
infancy and the original validation study (GratR&emer, 2004) that informed
the estimation of these nonclinical standard s¢anekided a high number of
individuals who had experienced a history of domesblence (24% of women
and 17% of men), indicating that the sample migithe typical of a non-
clinical population.

2.4.2.4 Justification for using the measure.

The DERS is a relatively new measure but, thusias,demonstrated

excellent psychometric properties within clinicadanon-clinical populations. It
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has been found to outperform an alternative measfuaéect regulation, by
accounting for a significant amount of unique vaci in clinical behaviours
(Gratz & Roemer, 2004). It has also been foundtoetate with a range of
behavioural variables, demonstrating the measwedidity. Based upon these
strengths of the measure, it was felt that it wdaddappropriate to be used within
the present study to investigate the research ignagigarding the extent that
therapist emotion regulation predicts ratings ofkirgg alliance within

psychotherapy for personality disorder.

2.4.3 Working Alliance Inventory (WAI; Horvath & Greenberg,
1989).
2.4.3.1 Overview.

The WAI is a self-report measure of the therapeaitiance,
which can be used across therapeutic modalities WWAI has three subscales
(Bond, Agreement on Tasks and Agreement on Godlg)hacorrespond to the
three dimensions described by Bordin (1979) intlme®ry of the therapeutic
alliance. There are client, therapist and obsereesions of the WAI, which all
have 36 items in total. A shortened version ofWhwl has also been developed
which has 12 item@lracey & Kokotovic, 1989). Items are rated on @esepoint
scale ranging from ‘never’ to ‘always’ and higheoges are associated with
stronger working alliance. The WAI includes a b$statements relating to a
specific therapeutic alliance, and in the prestmtysparticipants were instructed
to rate each statement in relation to one of ttlents meeting the inclusion
criteria. Example items from the bond subscaleuidel!'| feel uncomfortable
with "and ‘Il am genuinely concerned for 's welfare’.

The tasks subscale includes the items inds fvhat we are doing in
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therapy confusing’ and ‘the things that we are domtherapy don't make much
sense to '. The goals subscale inclueles isuch as ‘| have some
concerns about the outcome of these sessions’l fwade doubts about what we
are trying to accomplish in therapy’.

Since scores on these three subscales have bewhttbbe highly
correlated (Horvath & Greenberg, 1989), total Wédies are often used
through summing the scores on these three subs@aledVAl is one of the
most widely used measures of the therapeutic alti@md has been validated in a
variety of settings and populations (Elvins & Gre2d08).

2.4.3.2 Development of the measure.

Horvath and Greenberg (1989) initially developgmbal of 91 items
from a content analysis of Bordin’s three dimensiohthe working alliance.
Each item was reviewed by psychologists with défértherapeutic orientations,
in order to reduce issues of linguistic or concaphias. A review of the alliance
literature identified seven experts in the fieldowkere asked to evaluate items
in terms of their relevance to the construct of kirng alliance. They were also
asked to decide which of Bordin’s (1979) threeaaltie dimensions each item
referred to. A five-point Likert scale was used tlois process, where 1 indicated
that the item was not related to the alliance caosstind 5 represented that the
item was very relevant. Any items that receivedemmrating of less than 4.0
were excluded. A percentage of agreement index (#&)calculated for each
item, in terms of its allocation to one of the #hadliance dimensions, and those
with less than 70 per cent PA were excluded. Theaneing items were then
rated by 21 registered psychologists using the saowedure. The remaining

items were sorted into meaning clusters in termbesimilarity in content
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between items. The final twelve items for each disien of the measure were
identified through selecting the items with thehegt ratings within each
meaning cluster. A client and a therapist versibthe measure were developed
from this final pool of items. The scale has und@&some minor adjustments in
terms of clarifying the wording and extending thiedrt scale from a five-point

to a seven-point scale, based upon several validatudies conducted by the

authors.

2.4.3.3 Psychometric properties.

A meta-analysis of 79 studies investigating thatrehship between
therapeutic alliance and outcome (Martin et alQ@®0eported that the WAI
demonstrated excellent reliability across studiet) an average Cronbach’s
alpha of .90, inter-rater reliability of .92 andteetest reliability of .73.

Although the therapist version of the WAI had loweliability indices than the
client version, these were still within an accefgabnge (e.g. Cronbachis=

.81) and the differences between the reliabiligfistics were not found to be
significant ¢=1.70, p > .05)-urthermore, Sauer et al. (2003) found significant
correlations between client and therapist WAI igdiat the beginning € .42, p

< .05) and middle of therapy € .62, p < .05).

The early validation studies conducted by the asthised client groups
with various diagnoses undergoing psychotherapy faaange of therapeutic
modalities (Horvath and Greenberg, 1989). They dotlnat WAI total scores
correlated with clinical outcomes on the CounsB&lating Form and the WAI
Task subscale correlated with clinical improvemamthe Tennessee Self-

Concept Scale and the State-Trait Anxiety Inventdriie three subscales were
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found to be highly correlated € .69-.92; Horvath & Greenberg, 1989),
supporting the existence of one overriding alliafaaztor (Tracey & Kokotovic,
1989). Bordin’s (1979) theory of the therapeuti@akte, upon which the
measure is based, does not address this quesgartdireg the independence of
the three alliance dimensions. Due to this, subssigqesearch has tended to use

total WAI total scores rather than subscale scores.

The WAI has been used in a number of outcome tmadsy of which
have controlled for prior patient characteristigbjch are known to influence
outcome (e.g. Klein et al., 2003). The WAI has besed in research across
different therapeutic modalitites and client gro(@g. Raue, Castonguay &
Goldfried, 1993), including within clinical triafer psychotherapy for

personality disorder (e.g. Verheul et al., 2003).

2.4.3.4 Judtification for using the measure.

The WAI is a widely used measure of the therapalliance which has
gained good validity and reliability data acrossuanber of populations and
settings. In a meta-analysis of 79 empirical stsidMartin et al., 2000), the
authors reported that the WAI was used most freiypiand they recommended
the WAI as an appropriate choice for most resestatiies due to its
applicability across different therapeutic modahti This is particularly relevant
in the present study, as therapists will be usirgnge of different specialist
therapies for personality disorder. Although therdl version of the shortened
WAI has been well validated in various clinical pitations, the therapist version
does not have much validation data, and therefe&6-item version will be

used in the present study.
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2.5 Ethical considerations

2.5.1 Ethical Approval.

Since the present study recruited NHS staff, btiNtdS patients, ethical
approval was gained from the University of East lnd-ollowing this, contact
was made with a number of specialist personalggmdier services and subject to
the approval of their head of service, applicatimese made to each of the NHS
Research and Development departments for goverqampeses. Two NHS
trusts made a record of the study on their databatsaid that it did not need to
go through the full research and development psCEse remaining five NHS
trusts approved the study through the standardrelsend development

processes.

An amendment was made to the original ethics agipdic in order to
gain permission to recruit at conferences. Follgnapproval from the ethics
committee, permission to recruit at a specialiss@eality disorder conference

was gained from the conference organisers.

2.5.2 Consent.

Information about the study was communicated itearcopen and
sensitive manner. Information sheets were distetuthich outlined what
participation in the study would involve and praatdcontact details for the
primary researcher and the research supervisoreWugher questions or
gueries could be directed. Participants were ergmd to take time to consider
whether they wanted to participate. All particiamwere assured that their

participation in the study was voluntary and theyuld be able to withdraw from
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the study at any time, before submitting their ddtthey chose to participate,
they were informed at the beginning of the studt their completion of the

questionnaire measures would be regarded as theseant.

2.5.3 Confidentiality.

Participants were not asked to provide their naonegher personally
identifiable information. The study collected limit demographic information,
and participants were informed that they were &blehoose which demographic
information they felt comfortable to provide. Papepies of completed
guestionnaires were stored securely in a lockethealElectronic data collected
online through the website www.surveymonkey.comdonly be viewed by
the primary researcher who held details for thénerdiccount. During data
analysis, participant data were entered into edeatrdatabases, and stored on
the primary researcher’s password protected persongouter and a USB
device. Participants were informed that resulteftbe study would be written
up as part of the primary researcher’s doctoraighwhich would be submitted
to the University of East Anglia and that the reéskatudy may also be

published at a later date.

2.5.4 Distressevoked during the study.

There was a small possibility that participants rhaye become
distressed during the study. Participants were wiaged to seek support and
withdraw from the study if they felt distressed eJtwere also encouraged to
discuss any relevant issues within supervisiontidaants were informed that if
they wished to make a complaint regarding the rekestudy they could do this

through the research supervisor.
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2.6 Planned Data Analytic Strategy

Prior to conducting further analyses in order teveer the primary
research questions, the planned data analytiegiratas firstly to investigate
the main effects of the demographic variables orking alliance. The
demographic data were first examined to ascertaiethrer the assumptions of
parametric testing had been met. The assumptibombgeneity of variance
was tested through examining the Levene test stati®r each of the
demographic variables, with non-significant resultiicating that the
assumption of homogeneity of variance had been tistograms and P-P plots
were produced to ascertain whether the data of @actographic variable were
normally distributed. If the values of kurtosis ast@wness were considerably
different from zero and when these values were edad toz-scores, they
showed significant skewness and kurtosis, thisatdd that the data were not
normally distributed. It was planned that if anytlsése assumptions were
violated, then transformation of the data wouldcbesidered or non-parametric
tests would be untaken. However, assuming thaagkeamptions of parametric
testing were met, four one way ANOVAs were conddi¢teexamine the main
effects of the categorical demographic variablesvorking alliance (therapist
gender, therapist professional background, typgeerfpy, frequency of therapy
sessions). It was planned that four pearson ctioeawould be conducted to
examine the association between the continuous gieplbic variables (therapist
age, years of experience working with personaiispier, years of therapy
experience, length of therapy and time therapidtkmown the client) and

working alliance. The relationship between the petelent variables (total
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scores on the attachment anxiety and attachmerdana®e subscales of the

ECR-R and total score on the DERS) were examingd) ygarson correlation.

The planned data analytic strategy was to expleddur main research
questions using linear regression. Prior to condgdhese analyses the data
were examined to ascertain whether the assumpbioregression had been met.
The assumption of independent errors was testedfbgring to the Durbin
Watson statistic, which Field (2009) states shawltbe less than 1 or greater
than 3. Graphs of the standardised residuals aghmstandardised predicted
values for each of the linear regressions wereumed. A fairly random array of
data points which are relatively symmetrical aromatb, indicate that the
assumptions of homoscedacity and linearity have beet. Normal P-P plots
and histograms of the residuals were also produt#te histograms of the
residuals are fairly normally distributed and tlaadpoints on the normal P-P
plots lie close to the line, this indicates tha thsiduals do not substantially
deviate from normality. Field (2009) states tha&istandard sample we would
expect about 5 per cent of cases to have standdroisiduals greater than +2.
The percentage of cases in the current samplestatidardised residuals greater
than +2 were examined to see whether this wasnwitieé expected range. If
there were a large number of cases with standardeseduals outside of this
range then further analyses could exclude thessscBsoviding the assumptions
of regression were met, a series of linear regvassivere conducted to answer

the following research questions.

1. To what extent does therapist attachment anpiegtict ratings of

working alliance?
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A linear regression was conducted with therapistl tkcore on the
attachment anxiety subscale of the ECR-R enterddegsredictor variable and
therapist total score on the WAI entered as theayuaé variable.

2. To what extent does therapist attachment ancelaredict ratings of
working alliance?

In order to answer the second research questiomea regression was
conducted with therapist total score on the attaattravoidance subscale of the
ECR-R entered as the predictor variable and thstréqal score on the WAI
entered as the outcome variable.

3. To what extent does therapist emotion regulgti@dict ratings of
working alliance?

A linear regression was conducted with therapist tcore on the DERS
entered as the predictor variable and therapial sobre on the WAI entered as
the outcome variable. The relationship betweersthsubscales of the DERS
and working alliance was examined using pearsoreladion. The correlation
matrix was then examined to ascertain the streagthdirection of each
correlation, and whether any of the DERS subsa#esonstrated significant
correlations with working alliance.

4. If research questions one, two and three aredoes therapist
emotion regulation mediate the relationship betwattachment variables and
working alliance?

If the statistical analyses regarding researchtepressone, two and three
produced significant results, then tests of mealatvere explored in order to
address research question four. Two separate @salere conducted, one

analysis with therapist attachment anxiety as tiediptor variable and another
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analysis with therapist attachment avoidance agpith@ictor variable. The
mediator variable was total DERS score and theomugcvariable was total WAI
score. According to Baron and Kenny (1986), thaligter variable should be
correlated with the outcome variable and the pregaesediator variable. The
mediator variable should also correlate with thecome variable. Providing
these correlations were significant, the relatigmfletween the predictor
variable (therapist attachment anxiety or attachiragaidance on the ECR-R)
and the outcome variable (WAI total score) whilshtolling for the mediator
variable (DERS total score) were examined througbreng these variables into
a regression model. If the relationship betweenaghist attachment and working
alliance became non-significant with the inclusodremotion regulation
(DERYS), this was interpreted as full mediatiorthEre was a significant decrease
in the relationship between therapist attachmedtveorking alliance with the
inclusion of emotion regulation, but the relatioipstemained significant, this

was interpreted as partial mediation.
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Chapter 3: Results

3.1 Overview

This purpose of this chapter is to summarise #ia dollected and
outline the results of the statistical analysesdaated to investigate the research
questions. Descriptive demographic data will bespnéed for the sample,
alongside inferential statistics examining whetiiey of the demographic
variables are associated with the outcome varialmeking alliance. The results
of three linear regressions will be presented vestigate research questions 1-3.
It will then be justified why tests of mediatioreamot deemed to be appropriate

in relation to research question 4.

3.2 Missing Data

In total, 54 therapists participated in the stublyo participants did not
complete over 50 per cent of items on the WAI. s tvas the main outcome
variable, the data of these two participants wetugled. Three further
participants did not complete over 50 per centeyhs on both the ECR and

DERS, which are the main predictor variables, anthsir data were excluded.

Of the 49 remaining participants, five particigaditd not complete the
final 15 items on the DERS. The main reason fa #upeared to be that
participants did not turn over the final page & tuestionnaire, despite all three
guestionnaires being printed on double-sided pdpee. of these participants
also did not complete the demographic informatioees. Due to these reasons, it
was assumed that these five participants had nioitan@ed sufficient motivation

and attention whilst completing the questionnaifdgerefore, the data of these
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participants were excluded, in order to maximideditg of the data and
reliability of results. The final sample with corept data, therefore, consisted of

44 participants.

3.3 Demographic Characteristics

Demographic information was collected via a staddprestionnaire. The
average age of participants was 42.37 years, 1d mate and 28 were female,
and two participants did not disclose their gendlberapists were from a range
of professional backgrounds including nursing, psjyogy and social work.
Therapists had been working with clients with agdiasis of personality disorder
for a mean of 13.09 years and had a median of & yegerience providing
psychological therapy for this client group. Tablpresents a summary of

demographic information for the study sample.

Since therapists completed the Working Allianceeimory in relation to
their work with one particular client, they werées to provide some further
information about this period of therapy. Tablerégents a summary of this
information. Therapists were offering psychologitterapy in a range of
modalities including DBT, CBT and psychodynamic i@@ehes. Therapists had
known their client for a median of 12 months and haen seeing them for
psychological therapy for a median of 6 monthsdean 1-72 months). The
majority of therapists were offering weekly theragggsions (N = 36) but five

were offering fortnightly sessions, and three dit answer this question.
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Table 4

Therapist Demographic Characteristics Descriptivat®(N = 44)

N (%) Mean (SD) Median
(Range)

Age (years) 42.37 (10.81)
Male 14 (31.82)
Female 28 (63.64)
Missing data

2 (4.55)
Nursing 8 (18.18)
Psychology 15 (34.09)
Psychiatry 5 (11.36)
Psychotherapy 2 (4.55)
Occupational Therapy 3 (6.82)
Social Work 4 (9.09)
Art and Drama Therapy 2 (4.55)
Missing data 5 (11.36)
Experience working 13.09 (8.26)
with personality
disorder (years)
Experience 5.00 (29.00)
providing therapy

for personality
disorder (years)

3.4 Demographic Characteristicsand Working Alliance

Prior to conducting parametric tests to examinetidreany of the

demographic variables were related to working iatleg the data were examined

to ascertain whether any of the assumptions ofnpeiréc statistical analysis had

been violated. For each of the demographic varglhe Levene test statistics

were all non-significant, indicating that the asgtion of homogeneity of

variance had been met. An examination of the hiatog and P-P plots

demonstrated that most of the demographic variatége normally distributed

and values of skewnness and kurtosis were nonfisigni. However, three of
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Table 5

Client and Therapy Descriptive Data (N = 44)

N (%) Mean (SD) Median
(Range)
CBT 13 (29.55)
DBT 11 (25.00)
CAT 1(2.27)
Psychodynamic 9 (20.45)
ACT 1(2.27)
Eclectic 2 (4.55)
Missing data 7 (15.91)
Known client 12.00
(months) (71.00)
Current length of 6.00 (71.00)
therapy (months)
Weekly sessions 36 (81.82)
Fortnightly sessions 5 (11.36)
Missing data 3 (6.82)

the demographic variables (years providing thefapypersonality disorder, time

known client, length of therapy) showed significakéwness and kurtosis. A log

transformation was, therefore, applied and the da&t& then inspected for
normality. Following transformation, all three \alrles showed non-significant
skewness and kurtosis and the normality plots sdevelence of a normal

distribution.

Since the assumptions of parametric analysis had beet, four one way
ANOVAs were conducted to examine whether there wageificant group
differences between different levels of the categddemographic variables
(therapist gender, therapist professional backgtptype of therapy, frequency
of therapy sessions) on the outcome variable, Vil scores. Only the three
most common therapies (CBT, DBT and psychodynah@capy) were included

in the analysis as the other therapy groups dichaee sufficient participants. It

93
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was found that there were no between-group diffszerior each of the
categorical demographic variables in terms of té{all scores. AllF and partial

Eta squared values are displayed in Table 6.

Pearson correlations were conducted to examinestatonship between
the continuous demographic variables (therapist yegrs of experience
working with personality disorder, years of therasyperience, length of therapy
and time therapist had known the client) and WAdltscores. As can be seen in
Table 7, none of the demographic variables wenifsgigntly correlated with

WAI total scores.

Since none of the demographic variables were sogmifly related to

working alliance scores, these variables were apnsiclered in further analyses.

3.5 Exploration of variables.

The means and standard deviations for attachmergtgnattachment

avoidance, emotion regulation and working alliaacedisplayed in Table 8.

Table 6

Main Effect of Categorical Demographic Variables\MAI Total Scores

F (df) n?
Therapist professional F (2, 25) = .46 0.04
background
Therapist gender F (1, 40) = .47 0.01
Type of therapy F (2, 30) =2.35 0.14

Frequency of therapy sessions F(1,39)=1.10 0.03
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Table 7

Pearson Correlations between Continuous Demograghitables and WAI
Total Scores

WA total score

Age .16
Experience working with personality .03
disorder

Experience providing therapy for -.19
personality disorder

Known client -.01
Current length of therapy 10

* Correlation is significant at the .05 level

Table 8

Descriptive Data for Main Variables

Mean total score (SD) Range
ECR-R attachment anxiety 47.95 (19.51) 18-104
ECR-R attachment avoidance 47.93 (16.31) 21-102
Total DERS 66.59 (18.05) 37-112
Total WAI 181.55 (28.43) 119-231

Table 9

Pearson Correlations between Main Predictor Varesl

ECR Attachment ECR Attachment DERS total

Anxiety Avoidance score
ECR Attachment Anxiety - S50** S55**
ECR Attachment Avoidance 50** - 40*
DERS total score H55** A40* -

* Correlation is significant at the .01 level; €orrelation is significant at the
.001 level
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Before conducting further analyses to answer thie mesearch
questions, the relationship between the main pt@di@riables (attachment
anxiety, attachment avoidance and emotion regulpti@s explored using
Pearson correlation. As can be seen in Table Qsilall of these correlations

were significant, indicating a high degree of assttin between these variables.

The attachment, emotion regulation and workingatlie scores in the
present study can be compared to those gaine@wuopis research. The mean
total score on the WAI in the present study was38{SD = 28.43, Range =
119-231). A study by Stiles et al. (2002) that ased working alliance during
time-limited psychotherapy for depression repogedean item rating of 5.82
(SD = .68) for the bond subscale, 5.46 (SD = .8b}He tasks subscale and 5.28
(SD = .95) for the goals subscale. In comparisoa corresponding values in the
present study were 5.24 (SD = .76) for the bondsaile, 4.99 (SD = .82) for the
tasks subscale, and 4.90 (SD = .93) for the gadiscale. Another previous
study comparing manualised psychological intenagrstifor substance use
(Fenton, Cecero, Nich, Frankforter & Carroll, 2004ported a mean total item
score of 5.11 (SD=.60). This compares with a metal item score of 5.04
(SD=.79) for the present study.

Therapist attachment anxiety and avoidance wassasddy the ECR-R
scale. The mean total scores were 47.95 (SD = 1BR&ige = 18-104) for
attachment anxiety and 47.93 (SD = 16.31; Range-+(2) for attachment
avoidance. The mean item score on the 7-point t-k&ale was 2.66 (SD = 1.08)
for attachment anxiety and 2.66 (SD = .91) forckttaent avoidance. Fraley
(2010) has published some normative data for the-BCompleted through his

website. The sample consisted of 22,000 peoplé, avinean age of 24 (SD =
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10). For the anxiety subscale the mean item scasee3:64 (SD = 1.33) and for
the avoidance subscale the mean score was 2.93 (SIB). A previous study
using the ECR-R with trainee psychotherapists abthimean item scores of
3.32 (SD=.88) for the anxiety subscale and 2.46 £586) for the avoidance

subscale (Romano, Janzen & Fitzpatrick, 2009).

Therapist emotion regulation was measured by thR®E&nd the mean
total score for the present sample was 66.59 (3B.85; Range = 37-112). The
DERS is a relatively new measure but Gratz and (R@10) suggest that
nonclinical samples of students and community adydin average total scores
of 75-80, clinical samples of individuals with Gealesed Anxiety Disorder
average 95-100 and those with Borderline Persgniaigorder average 125. In
the present sample, 68% of participants’ scoreg whin the range of between

48 and 85, which is what we’d expect for a commus@mple.

3.6 Resear ch questions 1-4: Assessing the assumptions of regression

As outlined in the data analytic strategy subsectioear regression was
the planned analysis to investigate the main rekeguestions regarding the
extent to which each of the three therapist vagsprredict working alliance.
Separate analyses for each of the predictor vasalere employed due to the
novel and exploratory nature of the study, focusingxploring whether any of
the predictor variables separately predict worlatigince, rather than

constructing models informed by previous research.

The data were first examined to ascertain whetieassumptions for
regression had been met. The assumption of indepéerdrors was tested by

referring to the Durbin-Watson statistic, whichl8i€2009) states should not be
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less than 1 or greater than 3. The Durbin-Watsatisit was 1.91 when
attachment anxiety was entered as a predictoriMaria.92 for attachment
avoidance, and 1.78 for emotion regulation, whiatigates that the assumption

of independent errors had been met.

Another assumption of regression is that resida@sormally
distributed. Graphs of the standardised residugdiat the standardised
predicted values for each of the linear regressiwaduced a fairly random array
of data points which were relatively symmetricaluard zero, indicating that the
assumptions of homoscedacity and linearity had lb@ein Normal P-P plots and
histogram of the residuals were also produced.histegrams of the residuals
were fairly normally distributed and the data psiah the normal P-P plots lay
close to the line, indicating that the residuats bt substantially deviate from
normality. There was a slight bowing on the P-R fiothe regression with
emotion regulation as a predictor variable, bug #@emed to be well within the
realms of what is acceptable for linear regresdiigld (2009) states that in a
standard sample we would expect about 5 per cerds#s to have standardised
residuals greater than £2. In the current datandetn attachment anxiety and
attachment avoidance were entered as predictahlas, there were two cases
(4.55%) with standardised residuals just outsigerdmge (< 2.24). When
emotion regulation was entered as a predictor bkejdghere were three cases
(6.82%) with standardised residuals just outsiteringe (< 2.47). This seemed
to be close to what would be expected in a stanskmple, but it was decided

that the final analysis would also be run with theases excluded.
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3.7 Resear ch Question 1: Attachment Anxiety asa Predictor of Working

Alliance

Since the assumptions of regression were met, timesr regressions
were conducted to assess the three main reseagstians. Table 10 summarises

the results of the three regression analyses.

When attachment anxiety on the ECR was enteradpasdictor variable
and WAI total score was entered as an outcomehlarithe regression found
that attachment anxiety was not a significant ptediof working alliancefd =

56).

3.8 Resear ch Question 2: Attachment Avoidance asa Predictor of Working

Alliance

As can be seen in Table 10, the linear regresgitimattachment anxiety
on the ECR entered as a predictor variable and W&l score entered as an
outcome variable found that attachment avoidanceneaa significant predictor

of working alliance f§ = .36).

3.9 Resear ch Question 3: Emotion Regulation as a predictor of Working

Alliance

The linear regression with total emotion regulaseore on the DERS
entered as a predictor variable and WAI total semtered as an outcome
variable found that therapist emotion regulatiors &aignificant predictor of
working alliance (R? = .13 = .02). Pearson correlations of each subscaleeof t
DERS with working alliance were also conductedc8ithree subscales of the

DERS were skewed (Non-acceptance of emotional nsgs Impulse Control
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Difficulties, Limited access to emotion regulatistnategies) a log transformation
was applied and following this these variables destrated a normal
distribution. As can be seen in Table 11, fivehsf $ix subscales were

significantly correlated with working alliance.

Since there were 3 cases (6.82%) with standardesaduals just outside
the acceptable range (+ 2), which is slightly abav&at we would expect in a
standard sample, the regression was also run kefetcases excluded. It was
found that emotion regulation was a significantr of working alliance,
with a greater proportion of variance in workingaadce explained (R2 = .2¢4,=

.001).

3.10 Resear ch Question 4: Emotion Regulation asa Mediator of the

Relationship between Attachment Variablesand Working Alliance

Mediational analyses can only be undertaken ih#eessary
assumptions (Baron & Kenny, 1986) are met. AccaydanBaron and Kenny
(1986), the predictor variable should be correlatét the outcome variable and
the proposed mediator variable. The mediator viighould also correlate with
the outcome variable. Finally, the effect of thedctor variable on the outcome
variable whilst controlling for the mediator varialshould be significantly

reduced for partial mediation or zero for full meggbn.

Research question 4 could not be investigated siaitker of the
attachment variables were correlated with workiligrece. Therefore, further

tests of mediation were abandoned.
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3.11 Summary

In relation to the four main research questionaai$ found that therapist
attachment anxiety and attachment avoidance wersigraficant predictors of
working alliance. However, therapist emotion regalawas found to be a
significant predictor of working alliance. A numbarparametric and non-
parametric tests found that none of the demogramriables, related to the
therapist or the period of therapy, were relatedadking alliance, indicating

that these variables were not covariates.
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Table 10

Predictors of WAI Total Scores

95% ClI forp

B (SE) Beta Lower Upper R2 P
Constant 187.82 164.46 211.18

(11.58)
ECR Attachment -.13 (.22) -.09 -.58 .32 .01 .56
Anxiety
Constant 193.42 166.25 220.59

(13.46)
ECR Attachment -.25 (.27) -.14 -.79 .29 .02 .36
Avoidance
Constant 219.64 188.13 251.15

(15.62)
DERS total score -.57 (.23) -.36 -1.03 -.12 13 .02
Table 11

Pearson Correlations between DERS Subscales andléatal Scores

DERS subscales WA total score
Non-acceptance of emotional responses -.32*
Difficulties engaging in goal directed -.38**
behaviour

Impulse control difficulties -.34*
Lack of emotional awareness -.13
Limited access to emotion regulation strategies 9*-.2
Lack of emotional clarity -.35*

* Correlation is significant at the .05 level; €orrelation is significant at the
.01 level
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Chapter 4. Discussion

4.1 Overview

The present chapter will firstly consider the melblogical strengths and
weaknesses of the current study and will then distlne main findings in
relation to the research questions, relevant tileesand existing research.
Clinical implications of these findings and directs for further research will

also be explored.

4.2 Study Strengths

A significant strength of the present study is thathe author’s
knowledge, it is the first to investigate therapigtachment style, emotion
regulation and working alliance within psychotherépr personality disorder.
There is currently a lack of research exploringdesthat influence the alliance
within psychotherapy for personality disorder, disfhe fact that clinicians
frequently experience difficulties developing andimtaining the therapeutic
alliance when working with this client group, whiltimits the effectiveness of
interventions. The present study is also one ofiteestudies to examine the
concept of therapist emotion regulation within geytherapy research, using a
new measure of emotion regulation which encapssikateroader picture of
emotion regulation than previous measures whilstalestrating promising

psychometric properties.

Another area of strength is that the study recdustsample of
experienced psychotherapists, with an average .dBly&ars working with a

personality disorder client group. Previous stutligge often recruited trainee or
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inexperienced therapists (Ligiero & Gelso, 2002;h¥let al., 2005; Romano et
al., 2009; Rubino et al., 2000; Sauer et al., 20@8)ting the generalisability of
findings, and so the present study extends thewrelsditerature in this area.
Therapists were offering a range of psychotherajmeiiding DBT, CBT and
psychodynamic therapy, and so results can be dessel#o a range of different

psychotherapies.

Arrangements were made for participants to retoeir responses
anonymously, in order to allow them to be more lsbabout their personal
experiences, which are reflected in the relativalye range of responses on all
three measures. Therapists were asked about tienca with a particular
client, who they were currently seeing for indivaditherapy, enabling the study
to assess alliance within a current therapeutatimiship. Previous studies have
often asked participants to rate their alliancdnam average client or have used
vignettes (Black et al., 2005; Rubino et al., 20@d) these methods may have

limited the validity or reliability of data colleetl.

4.3 Study Limitations

One of the reasons that the study did not obtgimfstant associations
between therapist attachment variables and worilignce could be due to the
precision and sensitivity of the ECR-R attachmeatsure. Fraley (2010)
acknowledges that the ECR-R does not possesslasig@gsurement precision
for the secure end of the continuum (low attachnaemiety or avoidance) as for
the insecure end. However, since the measure watoged from a large pool
of items from other well-known questionnaire measulit is unlikely that other

self-report attachment measures would perform mffdy. When the sample
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distribution of ECR-R scores from the present staidyycompared with those
reported elsewhere, it is noticeable that scordisarcurrent study are slightly
lower, reflecting lower levels of attachment anyiahd avoidance. However, the
range is relatively large and the mean scores @ahérvone standard deviation of
those obtained in previous research. Similarlyhwagards to the distribution of
scores on the WAI and DERS, the mean scores awathlh one standard

deviation of those reported in previous research.

Another limitation of the present study is that #agiables were assessed
using self-report measures. Self-report measurpsreetherapists to possess a
certain level of personal insight, in order to rguise their attachment patterns
and assess their capacity for emotion reguldfiodd & McClelland, 1998).
Consequently, self-report measures are only aldsgess the conscious
elements of each construct, rather than the uncmmselements. Therapists may
have felt anxious about admitting difficulty in #eeareas as this may threaten
their beliefs about their clinical skills. SinceetBCR-R asks about difficulties in
relationships with romantic partners, therapisty mave found it more anxiety-
provoking to admit to having difficulties withinitharea than to admit to having

more generalised difficulties regulating their erons.

Since the alliance questionnaire was presentedsilde the attachment
and emotion regulation questionnaires, participauaie able to speculate what
the research questions might be, which may hawseiparticipant responses.
For instance, participants may have underrepohteid attachment and emotion
regulation difficulties due to an assumption thnet $tudy was investigating
whether therapists with these difficulties expecithgreater problems within

their clinical work. Since the presentation of theee questionnaires was the
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same for all participants (WAI; ECR-R; DERS), conication or fatigue may
have influenced responding on the DERS to a greatent than the earlier
questionnaires. Further research with a larger saoquld counterbalance the
order of presentation of the different questioresm@nd control for this in
statistical analyse&nother possible limitation is that we are unsutesther
participants followed the procedure of completing WAI in relation to the
client they had seen most recently. Since admitiffgculty within a therapeutic
relationship may threaten a therapist’s belief albloeir ability, some

participants may have decided not to follow thecprure but instead selected a
client with whom they had a particularly positiveationship. Therapists who
felt that they had poor alliances with most of tledients, who may have also
experienced high levels of attachment and emoggulation difficulties, may
have decided not to participate in the study allogre Since questionnaires were
returned anonymously and potential participantsevegproached via email, the
study did not measure response rates for eaclceayvicollect demographic
information for those who chose not to particip&ensequently we cannot draw
conclusions about the representativeness of thelsaihis possible that some
professional groups may have been more willingaidigipate, or individuals
scoring particularly highly on the variables ofargst may have been more or

less likely to participate in the study.

It would have also been interesting to gain furinésrmation about the
client which therapists selected, such as thesqrality disorder diagnosis.
Previous studies have demonstrated that therapiperience difficulties
working with clients with cluster B presentatiosach as BPD (Gunderson,

2001). Research has shown that symptoms of intwpal sensitivity, which is
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high in cluster B presentations, are associatel pobrer therapist and client
rated alliance (Lingiardi, Filippucci & Baiocco, @D). Interpersonal sensitivity
may result in more frequent therapeutic rupturespaiated with high levels of
distress, and a possibility of drop-up increashgdemands on the clinician to
maintain alliance. However, obtaining further ctiexformation would be
associated with ethical issues such as whethaitoaljent consent, which may

require increased time and resources than washpessithe present study.

Although the estimated required sample size washeshfor the full
sample, after participants were excluded due tgimgsor incomplete data, the
sample size was slightly below the figure produiegdhe power calculation. The
low sample size increases the chances of makipgealt error, through
incorrectly rejecting the research hypothesis yota of the null hypothesis due
to a lack of statistical power. However, sinceéffect sizes of both attachment
variables were extremely small, and lower thandhastained in previous
research, it is unlikely that even if the sample Wwaice the size as the present
sample, there would be sufficient power to detesigaificant relationship
between attachment and working alliance. An astetigmitation is that 18% of
participant responses were incomplete and so dag¢é were excluded. This
could indicate that some participants were notmggufficient attention or
maintaining motivation whilst completing questioimea, which may cause their
responses to be unreliable. Participants whos@nsgg were incomplete may
have scored particularly highly on the ‘difficuiengaging in goal-directed
behaviour’ and ‘impulse control difficulties’ sulzdes of the DERS, or they
could have scored highly on the two attachment dsioms. Bowlby (1980)

described how childhood deprivation could lead tack of focus and



THERAPIST FACTORS, ALLIANCE AND PERSONALITY DISORDE 108

concentration and research has shown a link beteagy attachment
experiences and development of executive functg(dlaser, 2000). Since the
majority of participants with incomplete responde&snot complete the
demographic information sheet, it was not posdibleompare participants who
completed the questionnaires with those whose rsgsowere incomplete on the
demographic variables. We are, therefore, unabfieaew conclusions about
whether excluding these participants has affedtedeépresentativeness of the
sample. Since participants completed the questicesia an uncontrolled
environment, which could have been a busy offi@esmr conference room, this
is likely to have influenced their ability to maamh concentration and they could
have had concerns about colleagues catching sigheio responses. Participant
concentration and motivation levels could alsorfeienced by a number of
other factors, such as stress, time pressureg @mniotional demands associated

with completing the questionnaires.

Therapist emotion regulation only accounted fomals proportion of
variation in alliance ratings, indicating that amher of other factors are
involved. For example, client factors such as dadgistment (Beutler et al.,
2004), problem severity (Kilmann et al., 1979) axgectations for therapy
(Watson & Kalogerakos, 2010) may also be signifigaedictors of alliance in
the present study. Alternative therapist factorhsas personal qualities and use
of techniques (Ackerman & Hilsenroth, 2001; 2008jmwre dynamic factors
such as responsiveness between the therapeutiqd Siyled, 2009) or the client’s
attachment to the therapist (Diamond et al., 2008y also predict alliance.
Since we did not assess these factors, we areaiabout the influence of these

variables within the current sample.
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A final limitation of the study is regarding shaneethod variance as all
the measures were rated by therapists. It is Iplestiat a third variable such as
stress, burnout or personality may be operatirtgerrelationship between
emotion regulation and working alliance. Howevhkeg tonstructs of stress or
burnout are commonly viewed as a state ratherdhaait, and the DERS
assesses an individual’s emotion regulation pattewerall, as a more stable
capacity, akin to a trait. Research has shownDERS total scores remain
relatively stable over a 4-8 week time period (&&tRoemer, 2004).
Furthermore, if the results can be explained biofaaelating to personality,
such as highly neurotic participants over-reportimgr difficulties, this does not
explain why significant results were gained for éiomoregulation and not the

attachment measures.

4.4 Summary of Main Findings

The present study found that neither therapistlatteent anxiety nor
attachment avoidance were significant predictonsarking alliance. However,
therapist emotion regulation was a significant poted of working alliance,
explaining 13.2% of the variance in WAI total scorEurthermore, five of the
six subscales of the DERS were correlated with wmgrklliance scores. A
number of demographic variables were assesseédélathe therapist (e.qg.
years of experience, age, gender) and the peritdteodpy (e.g. model of
psychotherapy, duration and frequency of theraggyvever, none of these
demographic variables were related to working iadlea Since there was not
found to be a significant relationship betweendttachment variables and
working alliance, the assumptions of mediationalgsis were not met, and thus

further analyses to assess the fourth researchiguegere not undertaken.



THERAPIST FACTORS, ALLIANCE AND PERSONALITY DISORDE 110

There were significant correlations between the &avachment scales and
emotion regulation, indicating a high degree obaggion between these
constructs. The main findings relating to eachaesequestion are discussed
below in relation to relevant literature and exigtresearch.

4.5 Discussion of Main Findingsin Relation to Relevant Literature and
Existing Research

4.5.1 Discussion of non-significant findings.

1. To what extent does therapist attachment anxiegtipr ratings of
working alliance?
2. To what extent does therapist attachment avoidaremct ratings of

working alliance?

The present study found that neither therapistlatteent anxiety nor
attachment avoidance were significant predictorwarking alliance. As
outlined in section 4.3, these non-significant iings related to the first two
research questions, may be due to a number ofrf&actiach as a lack of
statistical power related to having a relativelyaimample, the lack of
measurement precision or sensitivity of the ECRxRhe limitations associated
with using self-report measures. Alternatively réhmay not be a significant
association between therapist attachment stylevamking alliance within
psychotherapy for personality disorder. This istamy to Bowlby’s (1988)
theory that securely attached individuals are bettée to form healthy and
supportive relationships than insecurely attachéd/iduals, and that the
therapeutic relationship is influenced by the dli@nd therapist’s internal

working model of relationships.
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The present findings are inconsistent with previstuslies which have
found a significant relationship between theraaisichment style and ratings of
the therapeutic alliance (Berry et al., 2008; Blatkl., 2005; Bruck et al., 2006;
Dinger et al., 2009). However, these studies haeel different measures of
attachment and working alliance, and alternative@as and study designs,
which could explain the differences in findingsriegample, three studies used
alternative self-report attachment measures (Betrg}., 2008; Black et al., 2005;
Bruck et al., 2006) and Dinger et al. (2009) usedhserview measure of
attachment. These studies also recruited a randéfefent samples of mental
health staff: Berry et al. (2008) recruited keywendkworking in a psychosis
service; Bruck et al. (2006) recruited a sampl@mierican psychiatrists,
psychologists and social workers; and Dinger ef28l09) recruited a small
sample of psychotherapists working in an inpatient in Germany. All four of
these studies used alternative measures of thavgoakiance and Black et al.
(2005) adapted their alliance measure so thatdiine a measure of generalised
alliance in relation to an ‘average client’. Thesethodological differences may,

therefore, explain why the present study failedlitain significant results.

The present findings are, however, consistent lgiero and Gelso
(2002) who also found that the relationship betwtbenapist attachment and
working alliance was non-significant. There mayade other unpublished
studies which have failed to gain significant fimglsbut are not available for
review due to publication bias. As identified ire tleview of the literature
regarding therapist attachment style and psychaglyeisome studies have not
found main effects of therapist attachment but Haued interaction effects. For

example, four studies found that the effects df stisachment interacted with
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client attachment style (Tyrrell et al., 1999; Romat al., 2009; Dozier et al.,
1994; Mohr et al., 2005) and Sauer et al. (2008hébthat the influence of staff
attachment changed over time. Since Schauenbatg(010) only gained
significant associations between therapist attachsigle and working alliance
in relation to clients with high levels of intergenal problems, it is surprising
that we did not obtain significant results in a&otigroup known to have severe
interpersonal problems. The services recruitetiénpresent study work with
clients who engage in frequent risk-taking behanienact difficult interpersonal
dynamics and are seen for longer-term periodsesbfly, which are likely to
activate attachment behaviours. However, it is ptsssible that therapist
attachment style may have interacted with clietaichiment style but due to a
lack of resources the present study did not askessontribution of client

attachment style.

One explanation for the significant associatiomieein emotion
regulation and working alliance, but non-signifitassociation between
attachment and working alliance, could be due édféat that psychotherapy
training may be more likely to produce change eralpists’ relationship styles
than in their emotion regulation capacities. Mastghotherapy training
programmes offer teaching regarding developingraashtaining therapeutic
relationships and, within supervision, therapisit vave opportunities to reflect
on relational dynamics. Through their training,rdpsts with more insecure
patterns of relating may learn more about what ttoes healthy relationships,
which enables them to make changes to their persslasionships, as well as
their relationships with clients. Research has éotmat therapists who have

progressed further through their psychotherapyimmgiform stronger working
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alliances with clients than therapists who are @etre beginning of their
training (Mallinckrodt & Nelson, 1991). Some psyterapy training
programmes include teaching on attending to emattimn therapy, but this
emphasis will vary between different schools ofgi®therapy. Similarly,
personal therapy is a requirement of the CAT piiacter training and most
schools of psychoanalytic therapy, but is not apoment of CBT or DBT
training. Research has supported the assumptidpénsonal therapy is
associated with change in attachment style (Tr&8lgjse, Binder, & Horne-
Moyer, 2001). Since the current study did not &skdpists about whether they

had undergone personal therapy, this could be foending variable.

4.5.2 Discussion of significant findings.

3. To what extent does therapist emotion regulati@digot ratings of
working alliance?

Therapist emotion regulation, measured by the DERSS,found to be a
significant predictor of working alliance. It wasund that 13.2% of the variance
in working alliance was predicted by therapist aorotegulation, with higher
levels of emotion dysregulation associated withdoworking alliance. In
addition, five of the six subscales of the DERSh(@acceptance of emotional
responses, difficulties engaging in goal directeddviour, impulse control
difficulties, limited access to emotion regulatstnategies, lack of emotional
clarity) were significantly correlated with workiradliance. It is unclear why
there was not a significant correlation betweeneson the lack of emotional
awareness subscale of the DERS and working allidifas was the only scale
for which all items were positively phrased anderse-scored, which could have

affected participant responses, although mean scor¢his subscale did not
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appear to be significantly different from scorestlom other subscales. However,
the scale asks participants about their abilitgdbnowledge and pay attention to
their feelings and therapists may have endorsegktitems as they perceived this
to be a key component of their work, regardlesstodther this translated to their
personal lives or whether they tended to pay atterto their feelings without
prompting from others.

Bowlby (1988) proposed that sensitive caregiverald/be able to
regulate their behaviour to attune to the persamgoeared for and respond in a
flexible and caring manner, resulting in a senseeairity being established.
Therefore, the association between emotion reguland working alliance may
be due to the fact that therapists who were batiky to regulate their emotions
had a greater capacity to remain attuned to tleat;land avoid acting
impulsively or in a way that might damage the altie. The DERS may have
assessed aspects of attachment behaviour whicheasier for therapists to
acknowledge than items on the ECR-R which requined to report difficulties
within their romantic relationships. There werengigant correlations between
therapists’ scores on the attachment and emotgudagon measures which

indicate that there is a high degree of overlagvbeh these constructs.

Bowlby (1977) refers to a style of caregiving asatexl with insecure
attachment, known as compulsive caregiving, wheeechild focuses on meeting
the needs of others and ignores their own. It lea@s Isuggested that levels of
compulsive caregiving may be particularly highhe helping professions
(Malan, 1979). Individuals who exhibit compulsiveregiving are likely to
attempt to suppress their emotional experiencabttanpresent study found that

higher scores on the ‘non-acceptance of emoti@sanses’ subscale was
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correlated with poorer working alliance. The geddtaldition see emotional
avoidance as central to interpersonal difficul{ieerls, Hefferline, & Goodman,
1951) and previous research has found that emotwmoeadance, rather than
acceptance, has been associated with increasemlolgysal arousal (Gross &
Levenson, 1997). This state of increased arousathnmay be exacerbated
when working with clients presenting in an extreyrdibtressed state, is likely to
make it more difficult to remain reflective and pessive to the needs of the
client. According to the MBT model, anxiety inhbinentalisation, and so
therapists who experience increased arousal, dilreiioavoidance of their
emotional experiences, may find it most difficdtrhaintain their capacity for
mentalisation. The DBT model of psychotherapy imesltherapists supporting
clients to take a more accepting and mindful apghrda their emotional
experiences, and so therapists who find it diftitolbe accepting of their own
emotions may find it more difficult to support ¢lis to make changes in this

area.

The present finding regarding the association betviberapist non-
acceptance of emotional responses and workingne#iguggests that therapist’s
discomfort with emotional experience is detrimembethe therapeutic process.
This is supported by the results of one previoudystvhich showed that in poor
outcome cases therapists used more cognitive deniosy periods of high
emotion (Anderson, Bein, Rinnell, & Strupp, 1998imilarly, Pilerio (2004, as
cited in Greenberg & Pascual-Leone, 2006) fountdhents’ feeling of
emotional connectedness with their therapist was@ated with positive
outcomes. It is possible that therapists who aeajeriencing emotion may

appear too aloof for clients to develop an emoticpnanection to, potentially
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damaging the alliance and clinical outconm#ghin the personality disorder
client group, therapists who appear particularboéimay also evoke memories
of neglect within clients which are likely to besasiated with strong emotions

and may create further ruptures.

According to Mikulincer and Shaver (2003), avoidg@ttached
individuals are likely to engage in deactivatingtgies which involve them
denying their emotional needs and avoiding emotimrianacy within
relationships. Therapists who scored highly on'le@-acceptance of emotional
responses’ subscale of the DERS in the preseny styparted having poorer
working alliances, perhaps due to the fact that there less able to develop the
emotional intimacy required to maintain a positiverapeutic relationship.
Previous research has supported this hypothesigjisy that avoidantly-
attached individuals experience physiological aabursresponse to negative
partner behaviour but use distancing strategiesattnute hostile intent
regardless of evidence to the contrary (Mikulind®98). It has also been shown
that avoidantly-attached therapists exhibit higbeels of hostile
countertransference behaviour, particularly wherkimg with anxiously
attached clients who express higher levels ofeist{Mohr et al., 2005; Rubino
et al., 2000). This response is likely to be patéidy unhelpful within
psychotherapy for personality disorder where ciienay express intense
negative feelings towards the therapist. Thesenigehre likely to provoke a
distancing response from the therapist, whichnéated, serves to reinforce the

client’'s negative interpersonal beliefs and expemts.

In contrast, anxiously-attached individuals areutift to engage in

hyperactivating strategies which are associatel g¥itonic activation of the
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attachment system and an over-reliance on otheegtdate emotions
(Mikulincer & Shaver, 2003). These individuals nspre highly on the ‘limited
access to emotion regulation strategies’, ‘impuolsatrol difficulties’ and
‘difficulties engaging in goal directed behavioatibscales of the DERS, due to
their difficulties managing their emotions withoaput from others. Therapists
with these characteristics may find it difficultwerk through the emotions
associated with episodes of therapeutic rupture tdiheir fears about
separation and inability to regulate their emotianthout the support of a close
interpersonal partner (Mikulincer, 1998). They niatgrnalise the client’s
criticism through becoming intensely self-criticahich is likely to make it
increasingly difficult to maintain therapeutic balamies, contain the client’s
distress and, over time, avoid burn-out. Schor@328tates that, within therapy,
distressed clients regain a sense of security ¢firinternalising a capacity to
self-soothe from a protective other. If theraptgisnot possess sufficient
capacity to self-soothe, and instead rely on ealavhjects to regulate their
emotions, it is unlikely that their clients will ladle to internalise this capacity
during therapy. Individuals with personality diserdack an ability to self-
soothe and instead act out their distress throeglaviours such as self-harm or
attacking others, and so increasing self-soottsrapiimportant part of
psychotherapy for this client group (Linehan, 198 T explicitly teaches
skills in self-soothing as a means of distress&wvlee for individuals with BPD

(Linehan, 1993).

The construct of mentalisation, upon which MBT B#D is based, has
developed from the attachment literature. Mentabsas the capacity to

understand human behaviour in terms of mentalstatd MBT aims to support
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clients to develop their capacity for mentalisatiparticularly under conditions
of interpersonal anxiety (Fonagy & Bateman, 208&cording to mentalisation
theory, secure attachment is associated with actgpa reflect on and manage
internal experiences and emotions. Research hamdhat it is beneficial for
therapists to maintain a mentalising capacity ihaist ahead of the client’s in
order to promote therapeutic change (Diamond g2@03). Challenging the
client’s current ways of thinking whilst not streicg them beyond what they can
tolerate, will also maintain a balance between tgreg the alliance and
encouraging therapeutic gains. Since anxiety is sgehibit mentalisation, but
anxiety is likely to be high within psychotheramy personality disorder,
therapists who struggle to regulate their own areseare likely to find it more
difficult to maintain their reflective function dag work with clients. Research
has shown that individuals experiencing high lew¢lanxiety, exhibit
abnormalities in neural structures that are assstwmith attachment and
mentalisation (Strawn et al., 2013). This reductioreflective function may

affect the therapist’s ability to maintain alliance

A therapist’s emotional responses to their cliemtshe form of
countertransference, can provide useful informagibout what the client is
experiencing but if these feelings are acted othaut being thoughtfully
processed, there is the potential for unhealthgnaetments (Sandler, 1976;
Safran & Muran, 2000). Those therapists who scbrgdly on the ‘impulse
control difficulties’ subscale, may be more likétyact on their
countertransferential responses and reinforcelibet's negative interpersonal
beliefs and expectations. Previous research haslfauelationship between low

emotional intelligence and poor impulse controlhi@te et al., 1998).
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A therapist’s ability to emotionally attune to thelient’'s emotional
experience is thought to play an important rolthendevelopment of the
therapeutic alliance and in facilitating therapegtiange (Erskine, 1998; Safran
& Muran, 2000). Within psychotherapy, attunemenbines the therapist
experiencing empathy for the client’s position #imeh sensitively responding in
a way that communicates a sense of connectedhassheir needs have been
understood and perceived as important (Erskine81I%is will involve
responding with reciprocal affect, such as compasisi response to the client’s
sadness, which will be reflected in the therapmggdal and nonverbal
behaviour. Attunement also requires the therapistaintain the capacity to
differentiate between the client’'s emotional mateand their own, in order to
remain emotionally present with the client (Erskih®98). In the present study,
therapists who scored highly on the ‘difficultiesgaging in goal-directed
behaviour’ subscale may have developed a pooretimgelliance, due to
difficulties engaging with the client and working the goals for therapy, whilst
experiencing strong emotions. Those who scoredyhmhthe ‘lack of
emotional clarity’ subscale, reported difficultiemking sense of their own
emotional experiences. It is likely that this vaffect their ability to make sense
of the client’'s emotional experiences, empathidé tie client’s position and
respond in a sensitive manner, particularly whepeerncing negative emotions
such as anger or anxiety.

Previous research has also linked emotion reguldgiféiculties to other
aspects of well-being including social functioniegping and problem solving
(Haga et al., 2009; Kennedy-Moore & Watson, 199%ulincer et al., 2003).

Therapists in the current study who reported manetemn regulation difficulties
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may have found it more difficult to support theedli to engage in problem-
solving, positive coping strategies and workingaoas therapeutic tasks and
goals. Bordin (1979) identified working collaborxegly on therapeutic tasks and

goals, as two of the three aspects of the therapailiance.

The present findings can also be understood itioal#o theories of the
therapeutic alliance. Clarkson’s (1995) model &f timerapeutic alliance
describes four key elements: the transferentiaticeiship; the reparative
relationship; the person-to-person relationshijt e transpersonal
relationship. Within the transferential relationsha therapist’s awareness of
their internal experiences is likely to affect thaility to differentiate between
the client’s material and their own. Their abilityregulate their emotions, and
avoid impulsively acting out their countertransferal responses, will also
influence their ability to provide a reparativeatgbnship which differs from
clients’ earlier experiences of criticism, abusaeglect. A therapist’s ability to
accept and integrate different emotional experismeel offer sensitive and
genuine expressions of their own emotional respoissikely to affect the

person-to-person and transpersonal relationship.

The results of the present study can also be lindkéthardy, Cahill and
Barkham’s (2007) model of the development of thedpeutic relationship. The
first stage of establishing a relationship involtles use of empathy and
affirmation in order to facilitate engagement andender hope. Empathy
involves an individual being able to match theimosmotional experiences to
those of the client, which may well be relatedheit capacity to access their
emotions, whilst engaging with the client. The setetage, developing the

relationship, involves using exploration and feexkhavhich again requires the
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therapist to have a capacity to engage and reffgmb their own and the client’s
emotional experiences. The final stage, maintaiainglationship, involves
increasing a client’s capacity to express theirtong. It is likely that therapists
will need to feel sufficiently comfortable exprasgiemotions themselves, so that
they can support clients to do the same. Thislvelparticularly important during
periods of rupture, when clients may express itemgainful feelings, which
need to be worked through, rather than avoidethaithe therapeutic alliance
can continue to develoMergenthaler (1996) found that episodes of therapy
involving a combination of high emotional arousatiaeflection on these

emotions were associated with substantial therapgains.

The findings of the present study also supportextend the sparse
evidence-base of related research. A small pilatysby Kaplowitz et al. (2011)
provided some preliminary evidence that therapisbteonal intelligence is
related to positive therapeutic outcomes. Howebery did not find any
significant associations between therapist emotimelligence and working
alliance, which the authors concluded was duedo #mall sample size (N =
23). Furthermore, the association between the tiemananagement’ aspect of
emotional intelligence, which seems most similathi® construct of emotion
regulation, and client outcomes was only approaghignificance§ = .09). The
present study recruited a sample which was twidarge, which may have
enabled us to gain sufficient power to detect #iationship between therapist
emotion regulation and working alliance. Anothdated study by Machado et
al. (1999) found that participants’ personal awassnof their own emotions was
associated with their accuracy of identifying erans$ displayed by clients in

therapy video tapes. This indicates that theragmsitional awareness may be
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closely linked to attunement or empathic respomstésn psychotherapy, which
will support the development and maintenance ofatbeking alliance. The
present study extends the findings of Machado.€18P9) to specialist clinical
services for personality disorder and relates trestruct of emotion regulation

or emotional awareness to working alliance.

4.6 Clinical Implications

The findings of the present study emphasise th@itapce of therapists
developing a capacity to regulate their own emationorder to maintain
therapeutic relationships with clients. This dentatss the need for
psychotherapy training programmes and mental healtices to incorporate
this into teaching, training and supervision. @alisupervision should support
therapists to reflect on the emotions evoked imthg their clinical work, rather
than avoiding difficult emotions, and use thes@oases to inform the
therapeutic work and progress towards therapeotatsgWithin DBT therapists
practice mindfulness as part of group supervisioh@sychoanalytic supervision
is likely to involve discussion of the countertriarential experiences of the
therapist. Therapists should be encouraged tomemkbnal therapy, where they
can further develop their capacity to engage witlderstand and manage their
emotional experiences. Since high levels of ematigsregulation has been
shown to be related to poorer working alliancerapests who are experiencing
high levels of stress or burnout, and are therestitgggling to regulate their
emotions, should be offered higher levels of supfdris is particularly
important in personality disorder services as eagamnt problems commonly
limit the effectiveness of interventions (Bennetale, 2006) and clients who

drop out, often due to poor alliances with staffyé negative prognoses
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(McMurran, Huband, & Overton, 2010). Staff workimgpersonality disorder
services are likely to face high levels of distressa regular basis (Cleary et al.,
2002) and so they will require support to maingifficient capacity for emotion
regulation, particularly at times of crisis or tapeutic rupture when client
distress is likely to be highest and aggressiveetrinjurious behaviour may be

most severe, causing further strain to the thetapalliance.

Almost a third of therapists in the current studiyained emotion
regulation difficulties scores within the cliniaainge, which is cause for concern
and indicates that a large proportion of therapisay benefit from support in
this area. The need to support this group of thetgfs of crucial importance for
a number of reasons. Firstly, the current studydessonstrated that therapist
emotion regulation is a significant predictor dfaaice and the alliance-outcome
relationship has been well-documented (Horvath,RelFlickiger, & Symonds,
2011). Therapist-rated alliance has also been shiowe a strong predictor of
drop-out from psychotherapy within the personalitgorder client group, above
client-rated alliance or other factors (Lingiaréiljppucci & Baiocco, 2005).
Finally, drop out remains a common issue withirspaality disorder services
and those who drop-out have been shown to havequioomes (McMurran,

Huband, & Overton, 2010).

4.7 Directionsfor Further Research

Given the limited research examining therapistaldas within
psychotherapy for personality disorder, there anaraber of areas to be

explored in future research.
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Firstly, it would be interesting to extend the fimgs of the present study
through using the DERS in psychotherapy outcomeare$, to see whether
therapist emotion regulation is a significant pegali of clinical outcomes as well
as working alliance. Many models of psychotherapyleasise the importance of
emotion regulation and the corrective emotionaleeigmce. Coombs, Coleman
and Jones (2002) demonstrated that higher levedmotional exploration within
therapy were related to more positive clinical outes. Since there is known to
be a robust association between alliance and o@s¢hhorvath et al., 2011),
these findings combined with those of the presertyssuggest that therapist
emotion regulation and emotional exploration wittierapy may well mediate
the relationship between alliance and outcome. Wewedurther research could

explore this hypothesis further.

Since there are high rates of dropout within pesigndisorder services
and episodes of therapeutic ruptures are commahgefuresearch could assess
therapist emotion regulation and alliance acrass tito see whether therapists’

emotion regulation capacity affects their abildydeal with therapeutic ruptures.

Since there were concerns that the non-signifitading regarding the
relationship between therapist attachment and wgr&lliance was due to
methodological weaknesses, such as the limitabbtise ECR-R and a low
sample size, it would be interesting to replicht tesearch with a larger sample
and an alternative measure of attachment. Clieshbhserver assessments of
alliance could also be used in order to reducerttheence of shared method
variance, and explore the potential interactionvieen client and therapist

attachment.
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Some therapists in the present study will havegedonal therapy as
part of their training, which is likely to impachaheir more unconscious
relationship dynamics and their capacity to regutheir emotions. However,
therapists were not asked about this, and so itduoei useful in future research

to control for this in analyses or examine thisagparate variable.

4.8 Conclusion

The present study explored therapist attachmel#, stgnotion regulation
and working alliance within psychotherapy for perady disorder. To the
author’s knowledge, this is the first study to istigate these variables within
psychotherapy for personality disorder. In linehaBowlby’s (1988) theory that
the therapeutic relationship is influenced by tlent and therapist’s internal
working model of relationships, it was hypothesiti®at therapist attachment
anxiety and attachment avoidance would be sigmfipaedictors of working
alliance. However, this hypothesis was not supppds the association between
therapist attachment and working alliance was mtificant. A number of
explanations for this non-significant finding haween discussed, including the
insensitivity of the attachment measure, the litrotes of using self-report
attachment measures, and a lack of statistical poMiernatively, the
relationship between therapist attachment stylevaoriting alliance may have
previously been overestimated, particularly sinteostudies have struggled to
gain significant results (e.g. Ligiero & Gelso, 20dThere may also be
unpublished studies that have gained non-significesults.

The second hypothesis regarding therapist emogigulation was
supported, as therapist emotion regulation wagrafgiant predictor of working

alliance. This finding is consistent with the viévat sensitive caregivers are able
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to regulate their behaviour to emotionally attuméhe person being cared for
and respond in a flexible and caring manner, reguih a sense of security and
alliance being established (Bowlby, 1988). Modédlthe therapeutic alliance
recognise that the exploration and expression @it@m is an important aspect
within the therapeutic alliance (Clarkson, 1995rdyeet al., 2007), indicating
that a therapist’s capacity for emotion regulatiagly play a significant role. It
has been acknowledged that this capacity will biéquaarly important within
psychotherapy for personality disorder, when stremgtions are often
experienced by clients and therapists, particularitymes of therapeutic rupture.
Engagement problems commonly limit the effectivenafanterventions in

personality disorder services (Bennett et al., 2006

The relevance of the emotional experiences oftftheapist has often
been associated with psychodynamic schools of pslgehapy, as other models
have emphasised the client’s contribution overctir@ribution of the therapist.
Although the main focus within cognitive therapyns on emotional
exploration, Aaron Beck, the father of cognitiveridpy, acknowledges the
importance of therapist emotion regulation for ttherapeutic alliance: “To
manage the limits of the therapeutic relationsffipatively, and to use their
personal reactions in the process of treatmentitog therapists must first be
sensitive observers of their own thoughts, feelilmgsl beliefs” (Beck &

Freeman, 1990, p.252).

This is the first study to establish a link betwéeerapist emotion
regulation and working alliance. Since therapisbgom regulation demonstrated
a more robust relationship with working alliancartrattachment measures, this

suggests that emotion regulation more directly tdghe therapist factors which
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impinge on the quality of the therapeutic relatlups This makes it potentially

fertile ground for further study.

In summary, the current study opens up an excéneg for potential
future research, with some clinical implicationg@&ow therapists might be
helped to improve their working alliance with clisnPreviously, the quality of
attachment has been highlighted as a crucial fdstdaherapeutic alliance and
outcome, a finding that was not supported by tiesgmt study. This study
instead presents a novel finding and very prelimyiavidence for the
importance of another factor, at least for thosekvg within personality
disorder services, which is the emotion regulatiapacity of therapists. This
would appear to be a worthy object for the atteantbfuture research, with the
clinical aims of improving outcome via alliancetirerapy and of shaping

support and training for therapists.
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APPENDIX A1: Participant information sheet

APPENDIX A2: Demographic information sheet
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Appendix Al: Participant Information Sheet

We would like to invite you to take part in a study exploring the influence of
therapist characteristics on formation of therapeutic alliances within individual
psychotherapy for individuals with a diagnosis of personality disorder. The study
is being carried out by Sally Burt, a Trainee Clinical Psychologist from the
University of East Anglia as part of her doctoral training. Before you decide
whether you would like to take part, we would like to give you some information
about what the study is about and what it would involve for you. Please feel free
to contact Sally Burt if you have any further questions. Thank you for taking the
time to find out more about the study.

What is the research study about?

The aim of the study is to explore how therapist characteristics influence the
development of therapeutic alliances with clients who have a primary diagnosis
of personality disorder.

What will happen during the study?

We are approaching psychological therapists working with clients with a primary
diagnosis of personality disorder to take part in the study. If you are interested in
participating we will invite you to complete three short questionnaires which
should take approximately 20-30 minutes of your time. We will ask you to
randomly select one of your clients who:

e Has a primary diagnosis of personality disorder
e You are seeing for individual psychological therapy
* You are not due to finish therapy within the next four weeks

We will not ask for any personal information about the client you have randomly
selected.

Questionnaires and demographic information sheets will not ask for any names
or personally identifiable information, therefore all responses will remain
anonymous. We will regard completion of the questionnaires as your consent to
participate.

Who can take part?

We are interested in approaching all psychological therapists working with
service-users with a diagnosis of personality disorder within Cambridgeshire and
Peterborough NHS Foundation Trust to take part in the study. Taking part in the
study is completely voluntary. You will be able to withdraw from the study at any
point without having to give a reason. We will not ask for your name or personal
details so that all responses remain anonymous.

What are the benefits of taking part?

We understand that there is limited time for paperwork and participating in
research at present but we hope that this study will contribute to the evidence-
base regarding therapy with this client group. Participating in the research would
also assist a trainee psychologist in completing their clinical training. Those who
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participate in the research will be eligible to enter a prize draw to win £25 of
Amazon online shopping vouchers.

What are the disadvantages of taking part?

We hope that taking part will be a positive experience. Participation in the study
is completely voluntary and you would be able to withdraw from the study at any
point if you did not want to continue. We would encourage you to seek support
within supervision if you wish to discuss any issues arising from your
participation in the study.

What happens if | want to drop-out of the study?
You may withdraw from the study at any time without giving any reason for this.
Since all responses will be kept anonymous, we will not be able to remove your
data once you have returned the questionnaires.

Will everything | say be kept confidential?

We will not ask for your name or any other personally identifiable information. All
completed responses will be stored securely. If you wish to enter the prize draw
you will be asked to email Sally Burt separately, to ensure that your
guestionnaire responses cannot be linked to you personally. Prize draw entry is
voluntary.

What should | do if I'm not happy with anything to do with the study?
Please feel free to speak to Sally Burt or Dr Deirdre Williams (Research
Supervisor, University of East Anglia) if you have any concerns on the contact
details below. If you remain unhappy and wish to complain formally, you can do
this by contacting Dr Deirdre Williams.

What will happen with the results of the study?

Results from the study will be written up into a doctoral thesis which will be
submitted to the University of East Anglia and it is hoped that the report will also
be suitable for publication. A summary of the main research findings will be
available on request from Sally Burt.

Who has reviewed this study?
This study has been reviewed and approved by the Faculty of Medicine and
Health Sciences Research Ethics Committee at the University of East Anglia.

Further information and contact details

If you are still interested in taking part in the study, you can either proceed to
complete the questionnaires at www.surveymonkey.com or contact Sally Burt for
paper copies of the questionnaires using the details below. If you require any
further information about the study please contact Sally Burt.

Sally Burt (Trainee Clinical Psychologist): sally.r.burt@uea.ac.uk
Supervised by Dr Deirdre Williams (University of Ea st Anglia):
Deirdre.Williams@uea.ac.uk
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Appendix A2: Demographic Information Sheet

If you feel comfortable to do so, please comple&following information:

Age

Gender (pleasecircle): MALE FEMALE

Professional background (e.g. nursing, psychology):

How many year s experience do you have providing individual psychological

therapy for thisclient group? .......ooooviiiieeiic e

In relation to the client you completed the questaire about:

What type of therapy areyou offering thisclient? ..............................

How long have you known thisclient for? ..o,

How many months have you been doing individual therapy with this

(ol 1< 0} 0T

How frequent are your sessions scheduled to be (e.g. on a weekly basis)?

If you have any questions about the study pleastact Sally Burt.
Email: sally.r.burt@uea.ac.uk Thank you for youandiin completing these
guestionnaires.
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Appendix B

APPENDIX B1: Experiencesin Close Relationships Scale-Revised (ECR-R;

Fraley, Waller, & Brennan, 2000)

APPENDIX B2: Difficultiesin Emotion Regulation Scale (DERS; Gratz &

Roemer, 2004)

APPENDIX B3: Instructionsfor Working Alliance Inventory (WAL,

Horvath & Greenberg, 1989)

APPENDIX B4: Working Alliance Inventory (WAI; Horvath & Greenberg,

1989)
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APPENDI X B1: Experiencesin Close Relationships Scale-Revised (ECR-R;

Fraley, Waller, & Brennan, 2000)

The following statements concern how you feel imaatic relationships. We are
interested in how you generally experience relatgos, not just in what is
happening in a current relationship. Respond tb statement by indicating how
much you agree or disagree with it. Write the numibéhe space provided,
using the following rating scale:

1 2 3 4 5 6 7
Strongly Neutral/ Strongly
Disagree Mixed Agree

1. I'm afraid that | will lose my partnedse.

__ 2. It makes me mad that | don't get thecsithn and support | need from
my partner.
____3. loften worry that my partner doesrédlselove me.
4. lworry that romantic partners won’teabout me as much as | care
about them.
5. |find it relatively easy to get closemiy partner.

| find it easy to depend on romantidmpens.

| tell my partner just about everything.

_6.
7.
_8. Ifind it difficult to allow myself toepend on romantic partners.
9. lrarely worry about my partner leaving.

____10. My romantic partner makes me doubt myself

____11. | talk things over with my partner.

____12. 1 find that my partner(s) don't want & gs close as | would like.
_____13. Sometimes romantic partners change fimgings about me for no
apparent reason.

___ 14, My desire to be very close sometimesesgagople away.

____15. I'm afraid that once a romantic partreds go know me, he or she won't

like who | really am.
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_____16. | often worry that my partner will not mtdo stay with me.
_____17. It's easy for me to be affectionate \withpartner.

____18. My partner only seems to notice me whrarahgry.

____19. | prefer not to show a partner how | tisp down.

____20. | feel comfortable sharing my privateuglots and feelings with my
partner.

____21. When | show my feelings for romantic pars, I'm afraid they will not
feel the same about me.

____22.1 am very comfortable being close to roticgpartners.
____23.ldon't feel comfortable opening up tmamtic partners.

____24. | prefer not to be too close to romapéners.

____25. 1 get uncomfortable when a romantic parnants to be very close.
_____26. | often wish that my partner's feelingisrhe were as strong as my
feelings for him or her.

____27.It's not difficult for me to get closertty partner.

___28. lusually discuss my problems and corgcetith my partner.
____29. It helps to turn to my romantic partmetimes of need.

____30. When my partner is out of sight, | wairgt he or she might become
interested in someone else.

____31.1do not often worry about being abandone

_____32. 1 am nervous when partners get too dlmsee.

____33. | feel comfortable depending on romapétners.

____34.1worry a lot about my relationships.

____35. 1 worry that | won't measure up to otheople.

____36. My partner really understands me and eggds.
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APPENDI X B2: Difficultiesin Emotion Regulation Scale (DERS; Gratz &
Roemer, 2004)
Please rate how often the following items applyda using the response
categories:
1 = Almost never (0-10%)
2 = Sometimes (11-35%)
3 = About half the time (36-65%)

4 = Most of the time (66 — 90%)

5 = Almost always (91-100%)

1. lam clear about my feelings.

2. | pay attention to how | feel.

3. | experience my emotions as overwhelmirtyaur of control.
4. | have no idea how | am feeling.

5. | have difficulty making sense out of mgliegs.

6. | am attentive to my feelings.

7. 1 know exactly how | am feeling.

8. | care about what | am feeling.

9. Iam confused about how | feel.

___10. When I'm upset, | acknowledge my emotions.

11. When I'm upset, | become angry with mysaifféeling that way.

12. When I'm upset, | become embarrassed fdintgthat way.

13. When I'm upset, | have difficulty getting skalone.

____14. When I'm upset, | become out of control.

15. When I'm upset, | believe that | will rem¢hat way for a long time.

16. When I'm upset, | believe that I'll end epling very depressed.
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bett

17.
18.
19.
20.
21.
22.
23.
24,
25.
26.
27.

28.

er.

29.
30.
31.
32.
33.
34.
35.
36.

When I'm upset, | believe that my feelings\alid and important.
When I'm upset, | have difficulty focusing ather things.

When I'm upset, | feel out of control.

When I'm upset, | can still get things done.

When I'm upset, | feel ashamed with myselfdeling that way.
When I'm upset, | know that | can find a wagventually feel better.
When I'm upset, | feel like | am weak.

When I'm upset, | feel like | can remaimcamtrol of my behaviour.
When I'm upset, | feel guilty for feelingtiway.

When I'm upset, | have difficulty concenirgt

When I'm upset, | have difficulty controfjimy behaviour.

When I'm upset, | believe there is nothingrd do to make myself feel

When I'm upset, | become irritated with nfiylee feeling that way.
When I'm upset, | start to feel very badualoyself.

When I'm upset, | believe that wallowingtiis all I can do.

When I'm upset, | lose control over my béhav

When I'm upset, | have difficulty thinkingaaut anything else.
When I'm upset, | take time to figure outtm really feeling.
When I'm upset, it takes me a long time&b better.

When I'm upset, my emotions feel overwhejmin
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APPENDI X B3: Instructionsfor Working Alliance Inventory

Please complete the following questionnaire inti@heto one of your clients
who:

. Has a primary diagnosis of personality disorder

. Is over the age of 18

. You are seeing for individual psychological therapy
. You are_not due to finish therapy within the nextrrh

Since therapists are likely to have different ietaghips with different clients,

and we would like to explore a broad range of elepees, please select the
client that you sawnost recently who meets the above criteria.
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APPENDIX B4: Working Alliance Inventory (WAI; Horvath & Greenberg,
1989)
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Alliance Questionnaire

The following sentences describe some of the different ways a person might think or feel
about lus or her client. As you read the sentences mentally insert the name of your client in
place of in the text.

Rate each statement according to the following seven point scale:

1 2 3 4 5 6 7
Never Rarely Occasionally  Sometimes Often Very Often  Always

If the statement describes the way you always feel (or think). write the number 7 in the box:
if it never applies to you. write the number 1 in the box. Use the numbers in between to
describe the variations between these extremes.

Wortk fast, your first impressions are the ones we would like to see.

I:l 1. I feel uncomfortable with .
2

D 2 and I agree about the steps to be taken to improve his/her
situation,

I:I 3. I have some concerns about the outcome of these sessions.

4. My client and I both feel confident about the usefulness of our current activity in

therapy.
D 5. I feel I really understand
D 6. and I have a common perception of her/his goals.

D 7 finds what we are doing in therapy confusing.

D 8. Ibelieve likes me.

D 9. I sense a need to clanify the purpose of our session(s) for

10. I have some disagreements with about the goals of these
sessions.

11. I believe the time and I are spendmg together is not spent
efficiently

D 12. I have doubts about what we are trying to accomplish in therapy.
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1 2 3 4 5 6 7

Newver Rarely Occasionally  Sometimes Often Very Often  Always
13. T am clear and explicit about what 's responsibilities are in
therapy.

D 14. The current goals of these sessions are important for

15. I find what and I are doing in therapy is unrelated to her/his
current coneerns.

I:l 16. I feel confident that the things we do in therapy will help to
accomplish the changes that he/she desires.

D 17. I am genuinely concerned for 's welfare.

D 8.1 am clear as to what I expect to do in these sessions.

1
D 19. and I respect each other.

D 20. I feel that I am not totally honest about my feelings toward

D 21. I am confident in my ability to help

D 22. We are working towards mutually agreed upon goals.

Dl3. I appreciate as @ Person.

D 24. We agree on what is important for to work on.

25. As aresult of these sessions is clearer as to how she/he might
be able to change.

I:l 26. and I have built a mutual trust.
D 27. and I have different ideas on what his/her real problems are.

D 28. Our relationship is important to

DZQ. has some fears that if she/he says or does the wrong things. I

will stop working with him/her.

30 and I have collaborated in setting goals for these session(s).
D 31. is frustrated by what I am asking her/'him to do in therapy.
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1 2 3 4 5 5} 7
Never Rarely Occasionally Sometimes Often Very Often  Always

32. We have established a good understanding between us of the kind of changes that
would be good for

D 33. The things that we are doing in therapy don't make much sense to
D 34. doesn't know what to expect as the result of therapy.
35

believes the way we are working with her/his problem is
correct.

D 36. Irespect even when he/she does things that I do not approve
of.
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Appendix C

APPENDIX C1: Ethical Approval Letter from University of East Anglia

Faculty of Medicine and Health Sciences Resear ch Ethics Committee

APPENDIX C2: Amendment to ethics application approval letter

APPENDIX C3: Resear ch and development department approval letters
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APPENDIX C1: Ethical Approval Letter from University of East Anglia

Faculty of Medicine and Health Sciences Research Ethics Committee
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E\

University of East Anglia

Faculty of Medicine and Health Sciences Research Ethics Committee

Sally Burt Research & Enterprise Services
Doctoral Programme in Clinical Psychology West Office (Sclence Building)
R 230 University of East Anglia
‘_mm g pape Norwich Research Park
Elizabeth Fry Bwldlng Norwich, NR4 7TJ
University of East Anglia
Norwich Telephone: +44 (0) 1603 591574
R4 7TJ Fax: 01603 591550
NR4 Email: fmh.ethics@uea.ac.uk

Web: www.uea.ac.uk/researchandenlerprise

17" August 2012

Dear Sally

Attachment styles, emotion regulation and working alliance in personality disorder services
Reference: 2011/2012-58

The amendments to your above proposal have been considered by the Chair of the Faculty Research Ethics
Committee and we can confirm that your proposal has been approved.

Please could you ensure that any further amendments to either the protocol or documents submitted are
notified to us in advance and also that any adverse events which occur during your project are reported to
the Committee. Please could you also arrange to send us a report once your project is completed.

The Committee would like to wish you good luck with your project

Yours sincerely

VL \/f,{ WVL\/\U,,V\.
Yvonne Kirkham
Project Officer
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APPENDIX C2: Amendment to ethics application approval letter
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APPENDIX C3: Research and development department approval letters
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noclor E!HE

Bedford House, 3rd Floos
125-133 Camden High Street
Londan, MW1 OPE

Tel: 020 3317 3045
Fax: 020 7635 57885830
www nockor s ok

131112012

Miss Sally Burt

Elizabeth Fry Building,

Faculty of Medicine and Health Sciences
University of East Anglia

Norwich, Norfolk NR4 7TJ

Dear Miss Burt

| am pleased to confirm that the following study has now received R&D approval, and you
may now start your research in the trust(s) identified below.

[Study Title:  Attachment styles, emotion regulation and working alliance in personality disorder
services
R&D reference: 12MHS69
REC reference: N/A

Camden & Islington NHS Foundation Trust .-

If any information on this document s altered after the date of issue, this document will be deemed INVALID

Yours sincerely,

34 G'v@‘

Emmanuel Rollings-Kamara

Senior Research Governance Officer

R&D approval lsfter. REC raference; N/A, RED reference: 12MHSE Page 1of2
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East London !EE

MNHS Foundation Trust

Joint Research Manapement Office
(Quesn Mary Innovation Centre

5 Walden Street
FINAL R&D APPROVAL P
6 March 2013 El ZEF
Tel: 020 7882 7260

Mr Tim Mold Ao
East London NHS FT Fax: 020 TRE2 7276

Erariis Hoiise Email: Sponsorsmep @ bartshealth.nhs uk

760-762 Barking Road
Plaistow, LONDON
E13 9Pl

Dear Mr. Mold,

Protocol: Attachment styles, emotion regulation and working alliance in
personality disorder services

ReDA Ret: AFi1301/2

| am pleased to inform you that the Joint Research Management Office for Barts Health NHS Trust
and Queen Mary University of London has approved the above referenced study and in so doing has
ensured that there is appropriate indemnity cover against any negligence that may occur during the
course of your project, on behalf of East London Foundation Trust. Approved study documents are

as follows:

Type Version Date

REC approval LUEA REC 17.08.12
Protocol w.1 October 2012
Email to participants w1 October 2012
Participant Information Sheet v.1 Olctober 2012
Therapist Demographic Information Shest v.1 October 2012
Experiences in Close Helationships Inventory v.1 October 2012
Difficulties in Emotion Begulation Scals v.1 Olctober 2012

Pleagze nate that all research within the NHS is subject to the Research Governance Framewoark for
Health and Social Care, 2005. if you are unfamifiar with the standards contamed in this document, or
the BH and OMLUL policies that reinforce them. you can obtain details from the Joint Hesearch
Management Office or go fo:

hitpz/www.dh.gov.uk'en/Publicationsandstatistics' Publications/Publications Policy AndGuidance/DH
4108962

You must stay in touch with the Joint Research Management Cffice during the course of the
research project, in particular:

= |f there is a change of Principal Investigator

+  When the project finishes

+ If amendments are made, whether substantial or non-substantial

This is necessary to ensure that your R&D Approval and indemnity cover remain valid. Should any
Serious Adverse Events (SAEs) or untoward events occur it iz essential that you inform the Sponsor
within 24 hours. [f patients or staff are invelved in an incident, you should also follow the Trust
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Adverse Incident reporting procedure or contact the Risk Management Unit on 020 7480 4718,

We wish you all the best with your research, and if you need any help or assistance during its
course, please do not hesitate to contact the Office.

Yours sincerely

4.1

Gemy Leonard, Head of Research Resources

Copy to: University of East Anglia
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Providing Partnership Services in Bedfordshire,

Essex and Luton SEPT

Research Governance

Disability Resource Centre
Poynters House, Poynters Road
Dunstable, Bedfordshire, LU5 4TP

Our Ref: GK/djt/147.1

16 January 2013
Telephone: (01682) 709072
Fax: (01582) 709057

PRIVATE & CONFIDENTIAL

Sally Burt . )
Doctoral Programme in Clinical Psychology Chair: Lorraine Cabel
Room 2.30 Chief Executive: Dr Patrick Geoghegan OBE

Elizabeth Fry Building
University of East Anglia
Norwich

NR4 7TJ

Dear Sally

Re: Attachment Styles, Emotion Regulation And Working Alliance In Personality Disorder Service

Thank you for submitting your research application to the South Essex Partnership University NHS
Foundation Trust (SEPT).

The research governance group initially had some concerns about access to a sample of service users with
the primary diagnosis of personality disorder who are engaged in weekly psychotherapy. We understand that
the criteria for the study has now been extended to accommodate biweekly or monthly appointments. We
expect that psychotherapists working in our Essex complex needs service will now meet your criteria. On the
basis of the above, | am pleased to confirm that the research governance committee has approved your
project. Your trust contact for the study will be Dr William Burbridge-James (Consultant Medical
Psychotherapist).

In receiving this letter you are accepting that your study must be conducted in accordance with the research
governance framework and in line with the Trust’s policy on research conduct processes (CLPG19), health
and safety and data protection guidelines. If you are unsure about your obligations in relation to these three
areas, please contact me immediately. Throughout the course of your research you will be sent monitoring
forms and audits. It is important that you fill these in and return them. A failure to do so may result in your
approval being withdrawn.

Additionally, brief details of your project (title, aim and project lead), may be posted on our internal website to
give other staff a flavour of the research currently taking place in the organisation. Details of research funded
by pharmaceutical companies will not be added but all others may be used, unless you notify me of your
objection.

If it should be necessary for any researchers to access SEPT, who are not current employees of SEPT, for
the purposes of this research project, they will be required to have a Letter of Access issued beforehand.
Please advise this office of any external researchers who may need a Letter of Access at your earliest
convenience.

Cont’d ......
www.SEPT.nhs.uk

o A&y 2y 5, . " -
X &ﬁ g“' ‘3 . South Essex Partnership University INHS |

s g NHS Foundation Trust
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At the end of your study, please forward a copy of the final report to me, together with presentations or
publications relating to the project so that | can keep an accurate record of the outcomes of research in our
area.

We wish you every success for your study. Please do not hesitate to contact me if you require any further
assistance during the project.
Best wishes.

Yours sincerely

Prof G A Kupshik
Joint Chair of Research Governance Approvals Group

Copy to: William Burbridge-James — Consultant Medical Psychotherapist
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Mizs Sally Burt

Elizabeth Fry Building

Faculty of Medicine and Health Sciences
University of East Anglia

Nonwich

Morfolk

NR4 7TJ

Dear Miss Burt,

Hertfordshire Partnership m

MHS Foundation Trust

RA&D Department
Department of Paychiatry
CQEN Hospital

Howlands

Welwyn Garden City

ALT 4HOQ

Tel. 01707 365058

Fax. 01707 365169
e-mail t.gale@herts.ac.uk

15" November 2012

Research Study: Attachment styles & alliance in personality disorder

| have received the documentation in support of the above project. Following a review by the R&D
Department, | am pleased to tell you that the study now has R&D approval on behalf of Herifordshire

Partnership NHS Foundation Trust.

Approval is given on the understanding that you will notify the R&D Office of any further amendments
to the study design, that you will carmy out the study as specified in the final version of the protocol, and

that you will comply fully with the HPFT R&D Policy (copy sent by e-mail).

With kind regards

Tim Gale Ph.D.

Manager, Research and Development Department

Visiting Professor, Dept Psychology, UoH
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Northamptonshire Healthcare INHS |

NHS Foundation Trust

Associate Medical Director: Dr Sean Scanlon
Head of Quality Support: Julie Hargreaves
R&D Manager: Stephen Zingwe

8™ February 2013

Sally Burt, Trainee Clinical Psychologist

Elizabeth Fry Building, Faculty of Medicines and Health Sciences
University of East Anglia, Norwich,

Norfolk

Dear Sally

NHEFT Ref: 178.13

Title: Attachment Styles & Alliance in Personality Disorder
Project Status; Approved

End Date: 1* December 2013

Research and Development

Bevan House,

Kettering Parkway South,
Northamptonshire, NN15 6XR

Direct Dial: (01536) 480 314
Fax No: (01536) 480 333

I am pleased to confirm that with effect from the date of this letter, the above named study has been

approved:

All documents received by this office have been reviewed and form part of the approval. The

documents recerved and approved are as follows:

Document Title Version Date REC
Approval
Insurance and Indemnity letter 24/08/12 N/A
University of East Anglia Ethics approval 17/08/12 N/A
UEA Ethics amendment letter 01/08/13 N/A
Email to participants 1 October 2012 N/A
Questionnaires

Consent forms

Please be aware that any changes to these documents after approval may constitute an amendment.
The process of approval for amendments should be followed. Failure to de so may invalidate the

approval of the study at this trust.
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We are aware that undertaking research in the NHS comes with a range of regulatory responsibilities.
Attached to this letter is a reminder of your responsibilities during the course of the research. Please
ensure that you and the research team are familiar with and understand the roles and responsibilities
both collectively and mdividually.

You are required to submit an annual progress report to the R&D Office and to the Research Ethics
Comumittee.

The R&D Office is keen to support research, researchers and to facilitate approval. If you have any

questions regarding this, or other research you wish to undertake i the Trust, please contact this
office.

We wish you every success with your research.

Yours sincerely

Stephen Zingwe
Research and Development Manager

L0 e

Encs: Researcher Information Sheet

Please note that some of the documents may not apply to your study.
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Appendix D
APPENDIX D1: Normality Plotsfor Demographic Data not requiring

Transformation

APPENDIX D2: Skewness and Kurtosis Valuesfor Demographic Data not

requiring Transformation

APPENDIX D3: Normality Plotsfor Demographic Data after

Transformation

APPENDIX D4: Skewnessand Kurtosis Valuesfor Demographic Data after

Transformation

APPENDI X D5: Normality Plotsfor Residuals of Primary Variables

Included in Regression Analyses

APPENDIX D6: Normality Plotsfor DERS Subscales

APPENDI X D7: Skewness and Kurtosis Valuesfor DERS Subscales
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APPENDIX D1: Normality Plotsfor Demographic Data not requiring

transformation

Figure Al Gender = Female
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Figure A2 Gender = Male
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Figure A3 Professional background = Nursing

Normal P-P Plot of WAI_total
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Figure A4 Professional background = Psychology
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Figure A5 Professional background = Psychiatry

Normal P-P Plot of WAI_total
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Figure A6 Professional background = Social Work

Normal P-P Plot of WAI_total
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Figure A7 Therapy model = CBT

Normal P-P Plot of WAI_total
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Figure A8 Therapy model = DBT

Normal P-P Plot of WAI_total
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Figure A9 Therapy model = Psychodynamic

Normal P-P Plot of WAI_total
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Figure A10 Frequency of sessions = Weekly

Normal P-P Plot of WAI_total
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Figure A1l Frequency of sessions = Fortnightly

Normal P-P Plot of WAI_total
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Figure A12 Age

Normal P-P Plot of Age
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Figure A13 Experience working in personality disorder services

Normal P-P Plot of PDexp
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APPENDIX D2: Skewness and Kurtosis valuesfor Demographic Data not

requiring transformation

Table A1 Skewness and Kurtosis for Demographic Data

Skewnesg-score Kurtosig-score
Gender = Female 1.33 .79
Gender = Male .67 -.99
Profession = Nursing .55 -1.00
Profession = Psychology -1.25 -.63
Profession = Psychiatry -.70 -1.05
Profession = Social Work -.61 -.94
Therapy = CBT -1.44 A5
Therapy = DBT -1.79 1.46
Therapy = Psychodynamic 51 -1.02
Sessions = Weekly -1.26 -.83
Sessions = Fortnightly -1.19 .66
Age 51 -1.35
Experience Working in 1.96 - .69

Personality Disorder
Services
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APPENDIX D3: Normality Plotsfor Demographic Data after

transformation

Figure A14 Experience providing therapy for personality dissrd
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Figure A15 Time known client

Normal P-P Plot of log time known client
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Figure A16 Length of therapy

Normal P-P Plot of log length therapy
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APPENDI X D4: Skewness and Kurtosis valuesfor Demographic Data after

transformation

Skewnesg-score Kurtosig-score
Experience providing 0.97 -1.09
therapy for personality
disorder
Known client .05 -0.97

Length of therapy 1.38 -.79
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APPENDI X D5: Normality Plotsfor Residuals of Primary Variables

Included in Regression Analyses

Figure A17 ECR Anxiety as a predictor of Working Alliance

Normal P-P Plot of Regression Standardized Residual

Dependent Variable: WAI_total
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Figure A18 ECR Avoidance as a predictor of Working Alliance

Normal P-P Plot of Regression Standardized Residual

Dependent Variable: WAI_total

0.8

o
@
1

Expected Cum Prob
o
bt

0.2

oo 1 T T T
oo 0z 04 06 08 10

Observed Cum Prob




THERAPIST FACTORS, ALLIANCE AND PERSONALITY DISORDE 207

Figure A19 DERS total score as a predictor of Working Alliance

Normal P-P Plot of Regression Standardized Residual

Dependent Variable: WAI_total

0.4

Expected Cum Prob

0.2

0.0

Observed Cum Prob



THERAPIST FACTORS, ALLIANCE AND PERSONALITY DISORDE 208
APPENDI X D6: Normality Plotsfor DERS Subscales

Figure A20 DERS Strategy Subscale (after transformation)

Normal P-P Plot of log DERS strategy
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Figure A21 DERS Impulse Subscale (after transformation)

Normal P-P Plot of log DERS impulse
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Figure A22 DERS Acceptance Subscale (after transformation)

Normal P-P Plot of log DERS acceptance
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Figure A23 DERS Goal Subscale
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Figure A24 DERS Awareness Subscale

Normal P-P Plot of DERS_aware
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Figure A25 DERS Clarity Subscale

Normal P-P Plot of DERS_clar
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APPENDI X D7: Skewness and Kurtosisvaluesfor DERS Subscales

Skewnesg-score

Kurtosig-score

Non-acceptance of 72 -.98

emotional responses

(transformed)

Difficulties engaging in 1.15 -.58
goal directed behaviour

Impulse control 1.84 37

difficulties (transformed)

Lack of emotional 43 -1.10
awareness

Limited access to emotion 1.70 .28

regulation strategies

(transformed)

Lack of emotional clarity 1.39 -.45




