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ABSTRACT 

We examine associations between client attachment style and therapeutic alliance in a three 

arm randomised controlled trial of brief Motivational Interviewing and Cognitive 

Behavioural Therapy (MICBT) compared with longer term MICBT or standard care alone. 

Client self-report measures of attachment style were completed at baseline and both clients 

and therapists in the treatment arms of the trial completed alliance measures one month into 

therapy. We found that insecure-anxious attachment was positively associated with therapist-

rated alliance, whereas clients with insecure-avoidant attachment were more likely to report 

poorer bond with therapist. There was no evidence that client attachment significantly 

predicted clinical or substance misuse outcomes either directly or indirectly via alliance.  Nor 

evidence that the length of therapy offered interacted with attachment to predict alliance.  

Key words: alliance; attachment; psychosis; cognitive behavioural therapy; motivational 

interviewing; substance misuse  

 

INTRODUCTION 

A growing body of research has investigated early caregiving relationships and 

attachment patterns in psychosis (Gumley, Taylor, MacBeth & Schwannauer, 2014). 

Attachment theory proposes that children develop internal working models of the self and 

others through early relationships with caregivers and these working models are carried 

forward into adulthood (Bowlby, 1969).  Infants form secure attachments when their 

caregiver is typically sensitive and responsive to their needs.  In the context of abuse, 

maltreatment or consistently unresponsive or insensitive care, the individual develops an 
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insecure attachment pattern and difficulties in forming relationships with others and 

regulating affect.  

Research has found associations between attachment difficulties and symptoms in 

psychosis using cross-sectional designs (Gumley, Taylor et al., 2014). One important 

development in this literature is a prospective study investigating the role of attachment in 

predicting psychiatric recovery in first episode psychosis (Gumley, Schwannauer, et al., 

2014). This study assessed attachment using the Adult Attachment Interview (AAI; George, 

Kaplan, & Main, 1985) in a sample of 79 participants and found that greater attachment 

security, as well as shorter duration of untreated psychosis and greater insight, predicted 

recovery from negative symptoms at 12 months. Both duration of untreated psychosis and 

insight also predicted recovery from positive symptoms at 12 months. There was no direct 

association between attachment security and positive symptoms at 12 months. However, path 

analysis demonstrated that attachment security was associated with better insight at baseline 

and shorter duration of untreated psychosis and the relationship between attachment and 

positive symptoms at 12 months was mediated by baseline insight and duration of untreated 

psychosis. These findings suggest that attachment security may exert an influence on 

recovery from positive symptoms by acting on duration of untreated psychosis and insight.  

Arguably, people with secure attachment might be more able to see the need to seek help for 

symptoms and more willing to do so.  

 

A number of other previous studies report associations between attachment and poorer 

engagement with services in people with psychosis (Gumley, Taylor et al., 2014).  For 

example, Berry et al. (2008) found that clients with higher levels of insecure-avoidant 

attachment, which is characterised by negative beliefs about others, mistrust of others and 
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withdrawal from social relationships, were hostile in therapeutic relationships and had poor 

ratings of therapeutic alliance from both staff and client perspectives. Clients with higher 

levels of anxious-insecure attachment, which is characterised by negative beliefs about self 

and sensitivity to rejection from others, were overly dependently in therapeutic relationships, 

but there were no significant associations between insecure-anxious attachment and 

therapeutic alliance with mental health workers.  

 

Therapeutic alliance is defined as the degree to which staff and clients agree on the 

goals and tasks of therapeutic work and the emotional bond between the staff and clients 

(Bordin, 1974). Therapeutic alliance is an important predictor of outcomes in psychiatric 

treatment settings, including rates of hospitalisation, symptoms and functioning (Priebe, 

Richardson, Cooney, Adedeji, & McCabe, 2011).  In a previous study we investigated the 

role of alliance in predicting outcomes for clients with early psychosis and cannabis misuse 

participating in a three arm RCT comparing brief Motivational Interviewing and Cognitive 

Behaviour Therapy (MICBT) with longer term MICBT and standard care alone 

(Barrowclough et al., 2014). The trial found neither therapy conferred benefit over standard 

care in terms of reductions in frequency or amount of cannabis use, nor any of the symptom 

or functioning outcomes assessed.  However, poor client-rated alliance was  associated with 

poorer total symptoms as measured by the Positive and Negative Syndrome Scale total scores 

(PANSS; Kay, Flszbein, & Opler, 1987) and general functioning as measured by the Global 

Assessment of Functioning scale (GAF; Hall, 1995) at follow-up (controlling for baseline 

symptoms), suggesting that alliance may play a role in influencing outcomes.  Alliance was 

also poorer in the brief therapy compared to longer term therapy (Berry, Gregg, Lobban, & 

Barrowclough, 2016).  
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Given the potentially important role of attachment in both therapeutic alliance and 

recovery from symptoms, in this paper we investigate whether attachment was associated 

with alliance in the MICBT trial data and whether attachment impacts on client outcomes 

either directly or via alliance. Finally, we explore whether length of therapy moderates any 

associations between attachment and alliance or outcomes, given evidence that people with 

different types of insecure attachment style may engage better with therapies which match 

their attachment style (e.g. Bakermans-Kranenburg, Juffer, & van Ijzendoorn, 1998). 

Specifically, we hypothesised that people with higher levels of insecure-avoidant attachment 

would find it easier to engage with briefer interventions, whereas those with higher levels of 

anxious attachment would find it easier to engage with longer therapy.   

 

METHOD 

Participants 

Participants were those taking part in a three arm pragmatic rater-blind randomised 

controlled trial of brief MI-CBT (up to 12 sessions) plus standard care compared with longer 

term MI-CBT (up to 24 sessions) plus standard care and standard care alone (Barrowclough 

et al., 2014).  

 

Procedure  

Ethical approval for the trial was obtained from the Cumbria and Lancashire Research 

Ethics Committee (08/H1015/82). Following written informed consent and screening 

assessments to determine whether inclusion criteria were met, participants completed 

baseline assessment measures in face-to-face to interviews. Participants were then randomly 

allocated to one of the three treatment arms of the trial. Outcomes were assessed at baseline, 
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4.5 months, 9-months and 18-month follow-up. This paper focuses on 9 month data as this is 

the primary end point for the trial. 

 

Measures 

 

Outcomes 

The PANSS (Kay et al., 1987) was used to assess symptoms associated with 

psychosis at baseline and follow-ups and the GAF (Hall, 1995) was used to measure 

functioning. All raters were trained and their reliability was assessed and maintained 

throughout the trial. Substance misuse was assessed using the Time Line Follow Back 

assessment (TLFB; Sobell & Sobell, 1992) at baseline and follow-ups, which was shown to 

have good reliability with hair analysis (Barrowclough et al., 2010). The primary outcome for 

the trial was number of days abstinent from cannabis in the preceding 30 days.     

 

Attachment  

We measured adult attachment using the Psychosis Attachment Measure (PAM) 

Berry et al., 2008) at baseline only. The PAM is 16-item self-report questionnaire measure 

which assesses attachment in terms of the two dimensions of attachment anxiety and 

attachment avoidance, with higher scores reflecting higher levels of insecure attachment 

(range 0-3).  In common with many other self-report measures of attachment, the subscales 

on the PAM are continuous measures and are not used to categorise people into attachment 

subtypes. The PAM has been shown to have good reliability and validity (Gumley, Taylor, et 

al., 2014). Alphas in the present study were .82 for the anxiety subscale and .72 for the 

avoidance subscale. 
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Alliance 

Therapeutic alliance was assessing by therapist and client versions of the 12-item 

Working Alliance Inventory (WAI; Tracey & Kokotovic, 1989) completed approximately 

one month into therapy [mean number of sessions for therapist WAI = 3.76 (1.32) and mean 

number of sessions for client WAI = 4.17 (1.47)]. Items are rated on a scale ranging from 1 

(never) to 7 (always), with higher scores reflecting a stronger alliance. An overall index of 

alliance can be computed across the items in addition to three subscales measuring three key 

components of alliance: agreement on tasks; agreement on goals and bond 

 

2.5 Data analysis  

We explored associations between attachment and alliance using Pearson’s correlations 

and results of these univariate analyses were used to inform decisions about which potential 

mediation models to test. Across all mediation models, the attachment variable was the 

independent variable, the alliance variable was the mediator and the clinical and substance 

misuse measures were the dependent variables.  Interaction effects between therapy-type and 

attachment were explored using regression models which included therapy type and 

attachment interaction as an independent variable and alliance as the dependent variable.  

Data were analysed in accordance with intention to treat principles, using all available data 

and adopting the conventional 0.05 alpha level for interpreting findings as statistically 

significant. No a priori power calculation was carried out for this study we were using all data 

available in the trial.   

 

3. RESULTS  

 

3.1. Sample characteristics (Table 1) 
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A total of 110 participants were randomised with 35 allocated to standard care, 38 

were allocated to brief therapy and 37 were allocated to longer-term therapy. Data on the 

substance misuse outcome were collected for 79 (71.8%) participants and data on the 

symptom outcome were collected for 71 (64.6%) participants at 9 months. Alliance data were 

available for 52 participants. There was no evidence that outcomes improved as a result of 

either of the therapies, but there was significant variability in individual scores with some 

patients making improvements and others not.  Although no norms are available for the 

attachment data, mean scores were consistent with those reported in other psychosis research 

(e.g. Berry et al., 2008). 

 

3.2Attachment and alliance   

Insecure-anxious attachment was significantly related to better therapist-rated alliance 

(meaning therapist felt more engaged with people with insecure-anxious attachment styles). 

In particular, there were significant associations between insecure-attachment anxiety and 

therapist perceptions of agreement on therapy tasks and their perceptions of the therapeutic 

bond. However, there were no significant associations between insecure-anxious attachment 

and client-rated alliance. Insecure-avoidant attachment was associated with poorer client-

rated alliance, but this effect was not statistically significant given the reduced sample size in 

this analysis. The association between insecure-avoidant attachment and the client’s 

perception of therapeutic bond did, however, reach significance. There were no significant 

associations between insecure-avoidant attachment and therapist-rated alliance. 

 

3.4. Attachment and outcome measures 

In the previous paper, we reported that alliance was associated with total symptom 

and functioning scores (Berry et al., 2016). On the basis of the results of the univariate 
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analyses exploring associations between attachment and alliance, we fitted models six 

mediation models depicted in Figure 1.  There was some evidence to suggest that client 

alliance was a significant mediator in the relationship between avoidant attachment and both 

PANSS and GAF scores as evidenced by a significant indirect effect in the model. However, 

this effect was no longer statistically significant when baseline symptoms or functioning 

scores were controlled for. There was no evidence of statistically significant mediation in any 

of the other models tested.     

 

3.5. Interaction between attachment and length of therapy: effect on alliance  

As shown in Tables 4 and 5, contrary to hypotheses there was no evidence that 

attachment interacted with therapy type to predict client alliance.  

 

4. DISCUSSION  

 

We found some evidence the client avoidant attachment was associated with client-rated 

alliance and the bond component of alliance in particular, suggesting that clients with higher 

levels of  avoidant attachment reported poorer bonds with their therapists. We also found that 

client anxious attachment was positively associated with therapist-rated alliance, suggesting 

that therapists reported better therapeutic relationships with clients with high levels of 

anxious attachment. We found no direct relationship between attachment and client outcomes 

and the hypothesised moderation and mediation effects were also non-significant when 

baseline symptoms or functioning were controlled.  

The negative association between client attachment avoidance and client-rated alliance is 

consistent with previous research examining attachment and alliance in people with more 

established histories of psychosis and their mental health key workers (Berry et al., 2008). 
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The finding here that attachment avoidance and attachment anxiety could have different 

implications for clients and therapists is also potentially important. For example, in the case 

of clients with avoidant attachment styles, therapists may be unaware of the poorer alliance 

and as such not highlight issues within supervision or address them in therapy. Similarly, 

positive associations between therapist alliance and client anxious attachment, but not 

between client alliance and anxious attachment may suggest that therapists might be 

vulnerable to assuming clients are well engaged in therapy. Potentially clients with anxious 

attachment styles who seek closeness in relationships with others due to underlying fears of 

rejection may try to please therapists which may lead therapists to report positive alliances, 

despite the fact that clients may be struggling within the therapeutic relationship due to 

hypersensitivity to signs of rejection from therapists.    

As reported in our previous paper, client-alliance was a predictor of symptom and 

functioning outcomes across both types of therapy (Berry et al., 2016). Given evidence of 

associations between client attachment and alliance in this data set and previously reported 

associations between attachment and clinical outcomes including symptoms (Gumley, 

Taylor, et al., 2014), functioning (Gumley, Taylor, et al., 2014) substance misuse (Allen, 

Hauser, & Borman-Spurrell, 1996), we hypothesised that attachment might also predict 

outcomes either directly or mediated by alliance. However, findings from this relatively small 

data set suggest that attachment did not impact significantly on outcomes, particularly when 

baseline scores were controlled. This finding might suggest that it is not important to consider 

clients’ attachment styles in psychological therapy.  Nonetheless, we would argue it is too 

premature to draw such a conclusion due to previously report associations between 

attachment and clinical outcomes and the fact that the hypothesised mediation models were 

assessed in a relatively small sample with missing data for alliance and alliance and 

attachment only captured at one point in time.  
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Similarly, we found no evidence for the hypothesised moderation effects of type of 

therapy on the relationship between attachment and alliance. On the basis of a small body of 

literature suggesting that clients with different types of attachment might benefit from 

different types of therapy (Bakermans-Kranenburg et al., 1998; McBride, Atkinson, Quilty, & 

Bagby, 2006; Tasca et al., 2006) we hypothesised that that people with higher levels of 

insecure-avoidant attachment who experience difficulty in forming close relationships with 

others would find it easier to engage with briefer interventions, whereas those with higher 

levels of anxious attachment who have greater need for dependency would find it easier to 

engage with longer therapy.  However, the absence of such interaction effects in our dataset 

does not mean that attachment may not be important to consider in the ‘what works for 

whom’ debate. The exploration of the effects of long versus short therapy was an 

opportunistic analysis as opposed to one that was preconceived at the stage of designing the 

study.  Past research has suggested that factors such as mode of delivery and the type of 

therapeutic approach may be important factors to consider.  

The strengths of this study are the longitudinal design and the inclusion of measures of 

relational processes such as attachment and alliance. However the study is limited by the 

relatively small sample size and missing alliance data. An additional problem with our study 

is that we only report alliance ratings at one-point in time. It is known that therapeutic 

alliance can change over time (Lecomte, Laferrière-Simard, & Leclerc, 2012; Lecomte, 

Leclerc, Wykes, Nicole, & Baki, 2015). Previous studies measuring alliance over time have 

suggested that both fluctuations in alliance are themselves predictive of outcomes and that 

good therapeutic alliances are especially important at specific moments in therapy, namely 

when more difficult psychological work is done (Lecomte et al., 2012; Lecomte et al., 2015).  
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An increasing number of trials of psychological therapy include process measures such as 

alliance to help researchers understand how the therapy works. We recommend that these 

studies should assess alliance at multiple points in time and also include measures of 

attachment style to provide more robust tests of the models presented in this study. We would 

also argue that such studies should include a measure of attachment at both baseline and end 

of therapy, given relatively consistent evidence that clients’ attachment styles changes as a 

result of psychological therapy (Taylor, Rietzschel, Danquah, & Berry, 2014).  
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Table 1: Sample characteristics for trial participants at baseline with WAI data  

N = 52   

 

Age in years, mean (SD)    24 (4.96) 

 

 

 

 

  

 

 

Gender: Male, n (%) 47 (90.4%) 

   

   

   

   

   

   

History of psychosis in months, mean (SD) 17  (13.56) 

 

 

 

History of cannabis use in years, mean (SD)     10 (4.87) 

   

   

   

   

   

   

PANSS total, mean (SD),  62.92  (13.19) 

   

   

   

Global functioning (GAF), mean (SD) 36.92  (8.68) 

   

   

   

   

Number of days abstinent from cannabis in     

preceding 30 day period, mean (SD)               

      12.58               (10.70) 

Client alliance (WAI), mean (SD), 61.97 (9.25) 

Therapist alliance (WAI), mean (SD), 60.32 (9.01) 

Attachment avoidance (PAM), mean (SD), 1.76 (.57) 

Attachment anxiety (PAM), mean (SD), 1.18 (.66) 
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Table 2: Correlation matrix for attachment and alliance variables 

 

 PAM avoidance PAM Anxiety 

WAI client  

Total 

r= -.305 

p = .075 

 

r-= -.064 

p = .715 

 

WAI client  

Tasks 

r= -.203 

p = .242 

 

r= -.043 

p = .808 

 

WAI client 

Goal 

r = -.298 

p = .082 

 

r = -.082 

p = .641 

 

WAI client  

Bond 

r = -.334* 

p = .05 

 

r =-.064 

p = .715 

 

WAI therapist  

Total 

r = -.100 

p = .480 

 

r = .284* 

p = .041 
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N for WAI client analysis = 35; N for WAI therapist analysis = 52  

 

Table 3: Indirect, direct and total effects for the relationship between attachment and 

outcomes, mediated by alliance  

Independent 

Variable 

Dependent  

Variable           Mediator 

 

                       

Indirect effect  

(95% 

confidence 

interval) 

Direct effect 

(95% 

confidence 

interval) 

Total effect 

(95% 

confidence 

interval) 

PAM 

avoidance 

PANSS total WAI-C  7.86  

(.15-20.82 

-9.20  

(-18.42-0.03) 

-1.34  

(-13.94-11.26) 

PAM 

avoidance  

GAF total WAI-C  -5.49  

(-16.60- -.19) 

5.63  

(-3.86–15.12) 

.14  

(-10.76– 11.05)  

PAM 

avoidance  

Days 

abstinence  

WAI-C   -1.98  

(-9.75 -.38) 

1.88  

(-8.49-12.24)  

-.11  

(-10.18–9.97)  

      

       

      

      

       

PAM anxiety  PANSS total WAI-T  -1.99  

(-5.97 - .04) 

2.67  

(-4.34 – 9.69)  

.68  

(-6.16– 7.53)  

PAM anxiety GAF total WAI-T  1.36  

(-.11 – 4.55) 

-2.46  

(-8.39 – 3.48)  

-1.10  

(-6.80– 4.61)  

WAI therapist  

Tasks 

r = -.080 

p = .574 

 

r = .329* 

p = .017 

 

WAI therapist  

Goals 

r = -.052 

p = .174 

 

r = .196 

p = .164 

 

WAI therapist  

Bond 

r = -.166 

p = .238 

 

r = .280* 

p = .045 
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PAM anxiety Days 

abstinence 

WAI-T  .1.45  

(-.02 – 4.10)  

 2.36  

(-3.42 – 8.14)  

3.81  

(-1.74 –9.37)  

 

Table 4: Model summary for interaction between insecure-anxious attachment and therapy in 

predicting in predicting client alliance  

Variable Beta  p 95% confidence 

intervals  

Therapy type .41 .215 -4.56 – 19.47 

PAM anxiety -.19 .387 -8.84 – 3.52 

Therapy type X 

PAM anxiety 

.13 .725 -7.37 – 10.47 

(R2 complete model = .26, p = .026)  

 

Table 5: Model summary for interaction between insecure-anxious attachment and therapy 

type in predicting client alliance   

 

 

Variable Beta  P 95% confidence 

intervals  

Therapy type .44 .013 1.79 – 14.27 

PAM avoidance -.16 .314 -8.69 – 3.10 

Therapy type X 

PAM avoidance 

-.10 .774 -13.47 – 10.12 

(R2 complete model = .26, p = .025)  
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Figure 1: Diagrammatic representation of mediation models   
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