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"We shall not cease from exploration 
And the end of all our exploring  

Will be to arrive where we started  
And know the place for the first time." 

T.S. Eliot (1888-1965) 
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Attachment styles are relevant to psychotherapy since they highlight the 
way a person handles interpersonal and emotional stress. This thesis aimed 
to examine how psychotherapy patients in the public mental health care 
system report attachment styles related to interpersonal problems and diag-
nosis before and after psychotherapy and to examine problems and changes 
and psychotherapy contract and process from patients’ experiences of cog-
nitive behavioural oriented therapy (CBT) and psychodynamic oriented 
psychotherapy (PDT). 
The studies are based on data from patients admitted to psychotherapy 
within the public psychiatric services in Örebro County Council. Studies 
I and IV were quantitative and used self-reports to examine attachment 
styles and interpersonal problems before and after psychotherapy. Studies II 
and III were qualitative interview studies examining  patients experiences of 
problems, changes and psychotherapy process. The patients were diagnosed 
with mood disorders, anxiety disorders, adjustment disorders and perso-
nality disorders and reported insecure avoidant and anxious attachment 
styles that correlated positively with interpersonal problems when they 
started therapy. Psychotherapy with CBT or PDT enabled them to turn at-
tachment styles into more secure ones and decrease interpersonal problems 
Patients aged between 26 and 39, patients who attended 11-25 sessions and 
patients diagnosed with a personality disorder reported greater changes in 
secure-related attachment than others. Patients described their problems as 
emotions that could not be regulated, as cognitive disabilities and as pro-
blematic behaviours that implied a self-centredness. During the course of 
psychotherapy, the patients gained abilities to handle their problems. The 
perceived self-centeredness changed which increased their participation in 
their life-context.
Similarities across the therapy orientations showed that the creation of a 
new context was essential to pay full attention to the patient’s problems, 
and that the working method and cooperation with the psychotherapist 
made up a whole. To make the therapy effective, it is important to build up 
confidence in cooperation and secure base functions like offering predicta-
bility and shaping interventions according to the needs of the patient and 
their ability to use them.
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DEFINITIONS AND CLARIFICATIONS  
Psychotherapy is (1) a relation among persons, engaged in by (2) one or more 

individuals defined as needing special assistance to (3) improve their function-
ing as persons, together with (4) one or more individuals defined as able to ren-
der such special help. 

This definition was proposed by Orlinsky and Howard in 1978 in order to set 
boundaries for the field of psychotherapy without excluding any of the specific 
practices that have been significant in clinical work (Orlinsky, Rönnestad & 
Willutzki, 2004). 

 
 

Avoidant attachment styles and avoidant-related attachment styles are used  
synonymously. 
 
Anxious attachment styles and anxious-related attachment styles are used  
synonymously. 
 
Client and patient are used synonymously. The word client is used when refer-
ring to studies where participants are referred to as clients. The word patient is 
used when referring to participants in this thesis. 

 
Confidence is the name of a scale measuring security in the Attachment Scale 
Questionnaire (ASQ). The word confidence is also used in the text to describe 
trust and security.  

 
Psychotherapist and therapist are used synonymously.  

 
Forms of therapy, therapy methods and therapy orientation are used synony-
mously. 

 
Questionnaires and self-reports are used synonymously. 
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INTRODUCTION 
It is a well established tradition in psychotherapy that when a course of 

therapy has been completed, further contact between the therapist and the 
patient is not necessary and should even be avoided. This leaves you as a 
therapist in a position of not knowing what happened afterwards.  As a 
psychotherapist myself I have been curious as to how different patients have 
managed to get on in life and what was important in our joint efforts to grapple 
problems and focus on possibilities during all those hours spent in therapy. As a 
researcher I was able to learn more about psychotherapy from the patients' point 
of view. Attachment theory has helped me a great deal to understand and con-
sider feelings and reactions in relationships both in my clinical work and in my 
private life. I welcomed the opportunity to examine patients' attachment and 
how it is influenced by psychotherapy and also influenced within psychotherapy 
itself. 

Within the public mental health care system in Örebro County Council, 
a patient with a psychiatric diagnosis can be referred to a psychotherap ist 
with a cognitive behaviour therapy orientation (CBT) or a psychodynamic 
psychotherapy orientation (PDT), which are the two main therapy orienta-
tions available. In CBT, the patient and the therapist work on identifying 
and directly transforming thoughts, affects and behaviours which tend to 
maintain the symptoms. In PDT, the aim is to identify and understand 
repeated intrapsychic and interpersonal conflicts that are connected to the 
symptoms and to develop strategies for change. 
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BACKGROUND 

Psychotherapy research on process and outcome  
The most important finding in psychotherapy research is that psychotherapy 

is an effective treatment for many mental conditions and disorders. The positive 
effects of psychotherapy have been presented in meta-analyses. (Lambert & 
Ogles 2004; Smith et al. 1980; Wampold 2001). Reviews of this research in-
cluding variations and combinations of psychodynamic, cognitive and behav-
ioural approaches have reported that about 65% of treated patients have a posi-
tive outcome compared to 35% of those on a waiting list (Lambert 2013). Nega-
tive effects of psychotherapy have been estimated at 5 - 10% for adult clients. 
Therapist variables identified as contributors to a negative outcome include lack 
of empathy, underestimation of the severity of a patient’s problems and negative 
countertransference. Patient variables include severe problems at intake and 
interpersonal difficulties (Lambert 2013; Lambert & Ogles 2004;). 

The amount of therapy needed depends on the criterion selected, the 
context in which the therapy is given and the degree of initial pa tient dis-
turbance. Reviewing research on this subject, Lambert (2013) summarizes 
that 50% of patients can be expected to achieve clinically significant 
change (recovery) after about 20 sessions. Meeting more rigorous criteria, 
75% of the patients need 50 sessions and using the lesser standard of im-
provement, 50% can be expected to improve after seven sessions. Patient 
functioning affects the response to psychotherapy and the interpersonal 
aspect of functioning responds more slowly than psychological symptoms 
(Lambert & Ogles 2004). 

Psychotherapy research has mainly focused on symptom relief, like the 
outcome of controlled manualized treatments for specifically diagnosed 
disorders. A large number of studies have focused on different specific 
psychotherapy methods and their use in relation to different types of prob-
lems. This is influenced by the paradigm of evidence-based medicine 
(Sackett et al. 1996). This paradigm was applied to the field of psycho-
therapy by establishing a set of rules that should constitute empirically 
supported therapies (EST; Chambless & Hollon 1998). The fundamental 
assumption behind ESTs is that the specific psychotherapeutic techniques 
for certain mental disorders – the specific factors – explain the outcome. 
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Specific and superior effects of behavioural and cognitive methods with 
some difficulties as severe phobia, compulsions, bulimia nervosa and in-
somnia are found. Exposure techniques have shown success with anxiety 
disorders (Lambert et al. 2004; Roth & Fonagy 2005).  

Ten years later emotional arousal during therapy in behavioural therapy for 
anxiety disorders, the use of the concrete techniques in cognitive therapy in 
treating major depression and gains in self-understanding in psychodynamic 
therapy are found to be important determinants for the outcome (Crits-
Christoph et al. 2013).  

However, later research has confirmed the positive relationship between the 
quality of the alliance and various outcomes in individual psychotherapy for 
different types of therapies (Crits-Christoph et al. 2013; Horvath et al. 2011). 

The trend to put all the eggs – the specific factors – in one basket to increase 
improvements in psychotherapy has been questioned since different forms of 
psychotherapy generally show equal efficiency when they are compared. It has 
also been criticized for ignoring the complexity of both the outcome and process 
in the field of psychotherapy (Clarkin & Levy 2004; Lambert & Ogles 2004; 
Norcross & Lambert 2011; Orlinsky et al. 2004; Philips 2009; Sandell 2003; 
Wampold 2001).  

The Generic Model of Psychotherapy, presents the psychotherapeutic 
process as consisting of interactions over time in the reciprocal roles of 
patient and therapist taken in a special context. The model sorts therapy 
process variables into six coherent aspects of the therapy; 1) The organizational 
aspect of therapy – The therapeutic contract, 2) The technical aspect of thera-
py – Therapists' interventions and patients' responsiveness to interven-

tions, 3) The interpersonal aspect of therapy – The quality of involvement 

between patient and therapist, 4) The intrapersonal aspect of therapy – 
Therapists' and patients' self-relatedness in terms of openness or defen-

siveness, 5) The clinical aspect of therapy – Immediate positive or negative 

effects on the participants of their interaction during the therapy session, 6) The 
sequential aspect – Temporal patterns of the whole therapy course.  

This model states that these aspects and interactions between them are 
involved in each form of psychotherapy (Orlinsky et al. 2004).  

Within psychotherapy research, there is support for the notion that the ingre-
dients shared by different therapies – the common factors – are significant 
(Wampold 2010). Examples of common factors are the relationship between  
the therapist and the client, their expectations of a positive change and trust in 
the method, a new corrective emotional experience helping the client to  
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understand his/her problems in a new way, qualities in the therapist such as 
attention and empathy, plus the client’s own commitment to achieve change. In 
1992, Lambert identified that client factors such as a client’s ego strength, moti-
vation and the severity of disturbance account for 40%, the therapeutic relation-
ship for 30%, expectations for 15% and psychotherapy techniques for 15% of 
the factors explaining the outcome.  

Further results present remarkable similarities in the following factors 
explaining the outcome: Client/life factor 40%, expectancy 15%, common 
factors 30%, and techniques 15% (Lambert 2013). 

Patients' perspective of outcome and process  
Besides symptom relief, patients have given change in self-concept, feeling 

better about themselves and relating better to others as important outcomes in 
qualitative studies (Binder et al. 2010; Connolly & Strupp 1996; Levitt et al. 
2006). In a qualitative meta-analysis of seven studies focusing on client-
identified significant events, helpful effects were pointed out by the clients 
in the areas of new perspectives, new behaviour, and new experiences 
across different therapeutic approaches (Timulak 2007).  

In a qualitative Swedish study comparing patients’ satisfaction with 
CBT and PDT, feeling normal was reported by the satisfied patient with 
experience of CBT; and a better self-understanding was reported by the 
satisfied patient with experience of PDT (Nilsson et al.  2007). In another 
qualitative Swedish study using the method of examining descriptive sentences, 
changes in self-descriptions and parent descriptions were reported after long-
term psychotherapy with young adults (Arvidsson et al. 2011).  

Clients emphasize the core components of the alliance differently than what 
the developers of the current scales proposed in the theory-driven alliance 
measures. Clients consider negative items as reflecting distinct aspects of 
alliance and not as alternative formulations of positive aspects. Therapists 
in contrast consider the working alliance more globally. Patients seem to put 
greater emphasis on friendliness, helpfulness, joint participation and negative 
signs of the alliance compared to therapists (Bachelor 2013; Viklund et al. 
2010).  

Patients and therapists, especially with regard to hindering factors and dissat-
isfaction, emphasize different aspects of the therapeutic process. Patients ap-
preciate problem-solving and a helpful and collaborative relationship with 
the therapist, and express dissatisfaction with an insufficient therapeutic 
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relationship and lack of therapeutic action, i.e. not being understood, not 
receiving any guidance, advice or active feedback from the therapist.  
Therapists have quoted cognitive and affective insights as essential, and 
patients’ distrust of the therapist and therapy as a hindrance. Patients avoid 
expressing their discontent about therapy and tend to  mutely defer to the 
therapist (Rennie1992; von Below & Werbart 2012). It seems easier to 
discuss such experiences in a research interview than with the therapist.  

Psychotherapy is conducted within a context, and understanding of how 
effective therapy is, is dependent on the meaning it is given in its special con-
text (Kaatari 2013; Wampold 2010). A necessary prerequisite for all therapy to 
be effective is that the client perceives the therapy to take place in a “healing 
context” (Frank & Frank 1993; Wampold 2001, p. 26).  

An observation made by Lambert, Garfield & Begin (2004) in their overview 
of psychotherapy research and change is that it is the patient who implements 
the process of change. Qualitative studies have shown that clients are active 
agents and use psychotherapy in different ways for their unique requirements 
depending on how they perceive both their problems and themselves (Kühnlein 
1999; McKenna & Todd 1997; Rodgers 2002). In respect to this, it seems im-
portant to examine the patients' view of the outcome and process of psy-
chotherapy in different contexts. Even if it is acknowledged, comparatively 
little attention is generally paid to the patient's viewpoint. The reasons for this 
are given by Hodgetts and Wright (2007) on the methodological or theoretical 
shortcomings of researchers.  

Support for the fact that more attention should be paid to a client’s con-
tribution in psychotherapy can be found in process and outcome research (Bohart & 
Greaves Wade 2013; Norcross & Lambert 2011; Orlinsky et al. 1994). In such 
research, qualitative methods have proved valuable but despite this, qualitative 
methods appear to be underutilized in psychotherapy outcome and process 
research (Binder et al. 2009; Haverkamp et al. 2005; McLeod 2001; Nilsson et 
al. 2007; Rennie 1992, 2001). Fewer than 20% of therapy research studies 
make use of qualitative methods (McLeod 2013). 

Patients' characteristics 
The patient's part is an extremely important part in disclosing and solving 

their problems in psychotherapy. Orlinsky and colleagues (2004) point out the 
conclusion reached in 1994 based on an analysis of hundreds of studies with 
respect to all observational perspectives of outcome, that the quality of the 
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patient's participation in therapy was the most important determinant of the 
outcome. The patient's participation involves the extent to and the way in which 
patients disclose themselves and otherwise make their problems available to the 
therapist.  

Patients' characteristics, besides what is estimated in diagnostic criteria, are 
significant with respect to the outcome and gaining an understanding of the 
client’s contribution (Clarkin & Levy 2004). There is little evidence to suggest 
that demographic variables moderate outcome. It is argued that it is more 
important to look more at psychological variables as moderators and mediators 
of outcome (Bohart & Greaves Wade 2013). Internal characteristics have 
an impact on the ability to make use of therapeutic interventions and can also 
be part of an outcome, for example, to experience a better self-understanding.  

The attachment styles of patients are characteristics, which are important to 
explore as psychotherapy inherently evokes attachment needs and styles when a 
patient is in distress and needs help. The concept of attachment styles refers to 
the characteristic way a person relies on secure or insecure strategies when 
struggling with distress as well as a person’s confidence in the availability of a 
trustworthy companion in such situations. Patients' attachment styles impact 
how they enter into therapy and how they disclose themselves to the therapist. 
Patients' attachment to their therapist has shown to be more predictive of 
alliance than either personality variables or symptomatology (Bachelor et 
al. 2010; Bohart & Greaves Wade 2013). Attachment styles are regarded to 
be both an outcome variable and a moderator of psychotherapy outcome.  
Research indicates that psychotherapy can modify patients' attachment styles 
into more adaptive ones (Daniel 2006; Levy et al. 2011). Patients' attachment 
styles are also considered as help in clarifying motives and behaviours in  
relationships (Horowitz 2004). Bowlby (1988) addressed the concept of 
attachment theory to guide psychotherapists and pointed out how important it 
was for the therapist to become a trustworthy companion in the patients' disclo-
sure of themselves and to ensure that the therapy was a secure base for ex-
ploration. 

Attachment theory and attachment styles 
 Attachment theory was developed as an encompassing theory to understand 

human reactions to life stressors such as danger, separation and loss during a 
lifetime (Bowlby 1988; Daniel 2006). Attachment is defined as an effective 
bond that manifests itself in proximity seeking to key figures called attachment 
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figures primarily in times of vulnerability, danger or illness. The use of the 
attachment figures as a secure base to explore the world from, and as a safe 
haven to flee to in times of distress, characterizes an attachment relationship in  
comparison to other relationships. The proximity seeking system is theorized as 
evolutionary and biologically adaptive as it promotes survival and psychological 
security. This causes children to become attached to caregivers even when the 
latter do not provide the security the children seek. The child will form attachment 
patterns (behaviours) that are adapted to obtain security in their particular attachment 
relationships (Ainsworth 1978; Bowlby 1969/1982; Bowlby 1988).  

From the repeated child-caregiver interactions, internal working models 
(IWM) of oneself and significant others are gradually developed that will guide 
the person's future interpersonal expectations and interactions (Bowlby 1988; 
Daniel 2006; Holmes 2001; Perris 1996). Briefly described, IWMs provide 
guidance to enhance belief about oneself and others, influence thoughts, 
emotions and behaviours in close relationships, and influence the meaning a 
person assigns to interpersonal experiences (Cobb & Davila 2009). The 
conception of internalized mental representations of self and others is implicit 
in the psychoanalytic theory of object relationships, usually called internal 
objects. Stern called them RIGs (representations of interactions that have been 
generalized) and emphasized how affective experience precedes cognition. Like 
Bowlby, he emphasizes that real events rather than fantasies are internalized. 
This differs from the Kleinian view, which underlines the role of innate fanta-
sies (Igra & Sjögren 1988; Klein 1952; Ogden 1982; Stern 1985). 

The notion of different patterns of attachment arise out of an experimental 
separation and reunion procedure called the Strange Situation where infants 
were observed as to how they tolerated the experience of separation and 
reunion, and used the parent as a secure base for exploration. Based on 
their observation studies, Ainsworth and her colleagues (1978) defined the 
three attachment patterns: Secure, insecure-avoidant and insecure anxious-
ambivalent. Later the insecure-disorganized pattern has been added and 
children assigned to this category do not show a similar degree of  
organized response and are also assigned to the pattern that fits best of the 
three others as well (Daniel 2006; Lyons & Jacobvitz.2008). According to  
attachment theory, security and searching for security during the lifespan, 
are the developmental foundations for the optimal functioning of other 
behavioural needs like exploration, caregiving, and affiliation (Bowlby 
1988; Holmes, 2001; Mikulincer & Shaver 2007, p. 49). 
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Stability and changes of internalized attachment styles  
Adult attachment patterns are assumed to be relatively stable as new 

experiences are assimilated into the existing working model. Longitud inal 
research on the stability of attachment from infancy into early adul thood 
shows substantial continuity. However, life events, changes in environmental 
influences and instability in attachment styles can be predictors for changes 
(Davila & Cobb 2004; Fraley 2002; Grossman et al. 2008; Hamilton 2000; 
Sundin et al. 2002; Waters et al. 2000). The influence from early attach-
ment styles seems to imply the preference to seek and recreate interper-
sonal experiences that fit with/match earlier experiences. This implies that 
a person who has experienced rejection tends to look for clues of current 
rejection and behave in a way that confirms his/her inner working model. 
There are no longitudinal studies of the stability of attachment styles from 
early adulthood into middle age (Magai 2008). However, there is a tenden-
cy from cross-sectional research referenced by Levy and colleagues (2011) 
that older adults are more likely to be secure in attachment than younger adults.  

Thus adult attachment styles are rooted in both early interactions with 
primary caregivers, and later attachment experiences that confirm or challenge 
the early working models, and are affected by the current context. This gives 
psychotherapy interventions the potential to change attachment styles (Allen 
2013; Bowlby 1988; Clarkin & Levy 2004; Davila & Levy 2006; Mallinckrodt 
et al. 1995).  

Adult attachment measured in secure, avoidant and anxious styles 
The concept of attachment patterns is connected to how they are measured. 

The two traditions of interviews and self-reports have developed in parallel 
since 1980, and have provided findings in agreement with ideas stemming from 
attachment theory. The interview is constructed to recall memories and the 
value of such memories about childhood attachment relationships. The self-
reports are constructed to indicate on a scale the level of agreement concerning 
an item with reference to current attachment relationships.  

The Adult Attachment Interview (AAI) provides an interview model about 
childhood attachment relationships to classify three main patterns in adults that 
correspond to attachment in infants; autonomous corresponding to secure, dis-
missing corresponding to insecure-avoidant and preoccupied corresponding to 
insecure-resistant/ambivalent. Individuals can be categorized as  
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unresolved/disorganized with respect to loss or trauma and this classification 
is secondarily assigned to one of the other categories that fit best. The category 
that cannot be classified has been added as this pattern cannot be secondarily 
assigned to one of the other categories that fit best. The interview was devel-
oped by Main and colleagues (1985) and is comprehensively described by Hesse 
(2008) in an overview. The coding system also relies on the manner in which a 
person describes his/her childhood as well as on the content of what is said. This 
is argued to give a chance to assess attachment related states of mind that are 
assumed to operate outside conscious awareness. 

Ijzendoorn and Bakermans-Kranenburg (1996) reviewed existing studies and 
reported the following distribution of these categories in non-clinical popula-
tions: 58% autonomous, 24% dismissing, 18% preoccupied and approximately 
19% unresolved with respect to loss and trauma.  

The Reflective Functioning Scale has been developed from the AAI-tradition 
to measure the capacity to think of the emotions, intentions and beliefs of one’s 
self and of others (Daniel 2006; Fonagy et al. 1991; Fonagy et al. 1998).  

The self-report tradition assumes that adult attachment patterns are relevantly 
measured with reference to current attachment relationships in the form of pair 
bonds like romantic and close relationships and are accessible to consciousness 
in a degree that can be reliably reported in a questionnaire. A person's attach-
ment style reflects the most typical IWMs of that person's attachment system in 
a specific relationship or across relationships in general attachment style (Cobb 
& Davila 2009).  

Hazan and Shaver (1987) devised the first self-report instrument based on the 
notion that adult attachment patterns echo Ainsworth's classifications in the way 
adults engage in romantic relationships. In the further development of the self-
report instruments, recommendations to use continuous rating scales have been 
issued. The advantage is that this does not imply the existence of mutually 
exclusive types of adult attachment (Fraley & Philips 2009).  

Dimensions of avoidance and anxiety have consistently been found when 
various self-report questionnaires have been factor analysed (Brennan et al. 
1998; Fossati et al. 2003; Fraley & Philips 2009; Fraley & Waller 1998).  

People with a high score in the avoidance dimension maintain feeling safe by 
decreasing their sense of vulnerability and suppressing their expression towards 
a physical or symbolic attachment figure (deactivating). This manifests itself into 
withdrawing attention from attachment-related thoughts and feelings, and distancing 
themselves from others. On the other hand, people with a high score in the anxiety 
dimension increase their sense of vulnerability and seek safety by maximizing their 
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expression of needs via affective engagement towards an attachment figure. This 
manifests itself in clingy behaviour (hyper-activation). A disorganized attachment style 
involves non-organized patterns and has been characterized as fluctuations between 
anxiety and avoidance, which includes multiple contradictory expectations (Liotti 
2004; Main & Solomon 1990; Mikulincer & Shaver 2007). 

Secure attachment manifests itself in flexible and balanced avoidance and 
anxiety, and is said to create conditions for an open trusting interpersonal style. 
It enables the individual to feel self-reliant, valued by others, and to have 
confidence in the availability of other people when support is needed.   
A secure person can move along the dimensions of distance and closeness with-
out being afraid of losing autonomy or love. Secure attachment is considered 
a prerequisite for being able to optimally engage in one's life-context 
(Grossman et al. 2008; Mikulincer & Shaver 2007).  

In summary: Adult attachment research rests on the distinctions between  
secure, avoidant, anxious and disorganized states of mind. These classifications 
are at the heart of all attachment research using categorical or continuous measures, 
although the many measures differ in construction and level of analysis. Mikulincer 
and Shaver state in their overview (2007 p. 115) that they are coherently 
related to attachment theory and are often related to each other.  

In my thesis, a Swedish version of the Attachment Style Questionnaire 
(ASQ) was chosen. It has been designed to capture common themes in 
attachment theory such as dependence and self-reliance. The scale Confi-

dence measures secure-related, Discomfort with Closeness and Relationships as 

Secondary measure the avoidance dimension, while the scales Need for 

Approval and Preoccupation with Relationships measure the anxiety di-
mension (Feeny et al. 1994; Håkanson & Tengström 1996; Tengström & 
Håkanson 1997). 

Adult attachment and psychotherapy 
One reason for adopting the concept of adult attachment to psychothe r-

apy has been the studies showing that patients with psychiatric diagnoses 
and interpersonal problems have reported both more insecure styles and 
mixed attachment styles compared to non-clinical samples (Bakermans-
Kranenburg & van Ijzendoorn 2009; Fossati et al. 2003; Haggerty et al. 
2009; Mason et al. 2005; Strauss et al. 2006; van Ijzendoorn & Baker-
mans-Kranenburg 1996). Even if attachment theory does not consider in-
secure attachment to be psychopathological, some theorists regard them as 
risk factors (Connors 2011; Daniel 2006).  
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The strength in the attachment theory perspective is that it is firmly  
established in an encompassing theory with explanatory authority and 
empirical support. Attachment theory is relevant to psychotherapy as it 
highlights the need for security and mastery of fear as a motivational sys-
tem.  

Attachment theory has been designated to serve as a foundation for as-
similative psychotherapy integration and a help to bridge a gap between re-
searchers and practitioners because it focuses on the centrality of relationships 
in the therapeutic process (Connors, 2011). Different therapy orientations regard 
attachment theory and research as a help for therapists to consider patients' 
attachment styles when selecting a psychotherapy approach.  

Obegi and Berant (2009) point out two types of therapies derived from  
attachment theory. One is “attachment-based psychotherapy” and the other is 
“attachment-informed psychotherapy”. The former is a type of therapy that 
relies on attachment theory in the conceptualization of problems and the  
structure of the therapy. Mentalization-based treatment (MBT) and Schema 
therapy (Young et al. 2003) are examples of attachment-based therapies. 
Mentalization is about the capacity to reflect on the mental states of one’s self 
and others (Allen 2013; Fonagy et al.1991; Fonagy et al. 2008). The latter, 
attachment-informed psychotherapy, is a therapy that uses knowledge from 
attachment theory and research to conceptualize and treat problems, but relies 
on an established therapy in terms of techniques such as CBT, PDT and inter-
personal psychotherapy (IPT; focusing on patient’s relationships and rela-
tionship problems). McBride and Atkinson (2009) describe how attachment 
theory can be applied to CBT in conceptualization and interventions.  

Studies of attachment styles and outcomes can be divided into two groups: studies 
of how attachment styles moderate treatment progress and how treatment affects at-
tachment. A meta-analysis examining the strength of the association between clients' 
pretreatment attachment style and the psychotherapy outcome showed that higher 
attachment security predicts a more favourable outcome, and that high attach-
ment anxiety is associated with an unfavourable therapy outcome. Attachment 
avoidance has a negligible overall effect on outcomes (Levy et al. 2011).  

Both the global attachment style of patients as well as their attachment to 
their therapist has an impact on the outcome. The capacity to develop a posi-
tive therapeutic alliance tends to be enhanced by the patient's level of  
attachment security (Bohart & Greaves Wade 2013; Diener et al. 2009).  

The internal working models of attachment are activated in attachment-
related situations. Psychotherapy offers an interpersonal context in which patients 
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seek and expect help from a trustworthy therapist in a relatively safe thera-
peutic setting. This offers a possibility to modify avoidant and anxious-related 
attachment styles into a more secure one (Allen 2013; Bowlby 1988; Broberg et 
al. 2008; Levy et al. 2011; Perris 1996; Slade 2008; Sroufe 2005).  

To date, a limited number of studies indicate that psychotherapy may change 
patients’ attachment styles in the direction of more confidence and less avoidant 
and anxious styles (Lawson et al. 2006; Levy et al. 2006; Tasca et al. 2007; 
Travis et al. 2001). The finding of Travis et al. (2001), that some patients shifted 
to a different insecure attachment style after a course of time-limited psychody-
namic psychotherapy, is part of forming more flexible internal working models 
of attachment according to Slade (2008). 

Interpersonal theory and psychotherapy 
Interpersonal problems are often inherent in psychiatric disorders and are a 

common reason for seeking psychotherapy (Holtforth et al. 2006; Horowitz 
1979, 2004; Horowitz et al. 1988; Puschner et al. 2004; Puschner et al. 2005).  

Interpersonal theory emphasizes that a human being is interpersonal from the 
beginning and that relating is an ongoing mental activity. A central assumption 
in interpersonal theory is that individuals influence each other's behaviour 
reciprocally when interacting. It means that a person's behaviour invites a 
particular reaction from the other person that will either frustrate or satisfy the 
first person's motive (Sadler et al. 2011). Rigidity in behaviour expresses that 
one motive is excessive at the expense of other motives and can be described as 
maladaptive interpersonal behaviour. In this way, interpersonal problems and dis-
tress can be conceptualized within an interpersonal context (Florsheim & McArthur 
2009; Horowitz, 2004; Horowitz & Strack 2011; Leary 1957; Puschner et al. 2005).  

The modern history of interpersonal theory and research dates back to the 
writings of Sullivan (1953). Sullivan transformed psychoanalysis from the study 
of intrapsychic structures to the study of interpersonal motives and behaviour 
that occur in the interaction between individuals in a certain context (Strack & 
Horowitz 2011).  

In an attempt to formalize Sullivan's concepts, researchers have developed 
models, which characterize an organization of interpersonal behaviour. The 
models are based on clinical experiences that interpersonal problems are 
among the most common complaints reported by patients seeking psycho-
therapy (Horowitz 1979).  
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The Inventory of Interpersonal Problems (IIP) was developed by cataloguing 
patients' complaints of interpersonal dysfunction at their psychotherapy intake 
interview.  

The IIP was developed from Leary's theory (1957) assuming the two inter-
personal dimensions of affiliation (ranging from friendly to hostile behaviour) 
and dominance (ranging from dominant to submissive behaviour). The IIP is 
designed as an interpersonal circumplex model consisting of eight scales of 
interpersonal dysfunction. A person's interpersonal dysfunction is often ex-
pressed as excessive behaviour such as being too domineering, too cold, too 
nurturant each of which is described in the eight scales of the circumplex 
(Holmqvist 2007; Horowitz et al. 1988; Stiwne & Rosander 1999). Fournier and 
colleagues (2011) have provided an overview of the development of the IIP.   

The sum of total interpersonal problems in the IIP, also called the general dis-
tress score, has been suggested to represent a more general measure of 
psychological functioning like interpersonal distress, adjustment, and adapta-
bility (Gurtman 1996; Holtforth et al. 2006). 
 

Attachment theory and interpersonal theory – integration and 

complement 
Both circumplex interpersonal models and attachment models are social in 

focus. Attachment theory emphasizes the importance of internal working 
models to guide the needs for proximity, protection and support in relationships 
and interactions. Interpersonal theory emphasizes that the behaviour of 
individuals can best be understood as reciprocal motives and needs in an 
interpersonal context. Shaver and Mikulincer (2009) state that circumplex 
models describe but do not explain why the two dimensions of dominance 
and affiliation in dyadic interaction are important.  

Since according to attachment theory, security and searching for security are 
the developmental foundation of the optimal functioning of other behavioural 
needs, attachment theory and attachment styles provide help in our under-
standing of such motives in interpersonal problems (Bowlby 1988; Horo-
witz 2004; Mikulincer & Shaver 2007). When considered together, inter-
personal theory and attachment theory provide an understanding of the 
process of psychopathology and psychotherapy (Florshheim & McArthur 
2009). Research reports a gap in the area of intrapersonal factors as potential 
predictors of interpersonal problems (Holtforth et al. 2007). 
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Bartholomew and Horowitz (1991) were the first to explore the correlation 
between attachment styles and interpersonal problems assessed using the IIP. 
The participants in their study as well as their friends rated the participants' 
problematic behaviour using the IIP. While securely attached people did not 
show any notable elevations in any part of the circumplex of problems, avoidant 
people generally had problems with nurturance (being overly cold, introverted, 
or competitive), and anxious people had problems relating to their incessant 
demands for love and support (being overly expressive).  

A few studies using the IIP and examining the correlation between attach-
ment styles and interpersonal problems in samples of patients seeking psycho-
therapy, have shown that the total IIP score (Holtforth et al. 2006), correlated 
negatively with secure attachment and positively with both avoidant and 
anxious attachment styles (Haggerty et al. 2009).  

Psychotherapy is an interpersonal context that offers patients experiences to 
try out new more adaptive behaviours and relational patterns. It has been sug-
gested that changes in attachment styles result in changes in relationship 
schemes and self-concept (Tasca et al. 2007). Changes in attachment styles 
are found to connect with changes in interpersonal problems after psychothera-
py, but have rarely been examined (Horowitz et al. 1993; Kinley & Reyno

 

2013). This connection is relevant for the psychotherapy outcome as interper-
sonal problems are very often either complaints in themselves or they form par

t 

of a psychiatric illness causing people to seek psychotherapy (Horowitz 1979
, 

2004; Horowitz et al. 1988). 

Summary and rationale  
Research shows that psychotherapy works for many people with mental problems 

and disorders. Given that the quality of the patients' participation in the therapy is 
of key importance to the outcome, it is beneficial to know more about the 
psychological characteristics of patients in psychotherapy. Patients' a t-
tachment styles are regarded as both an outcome variable and a moderator of 
treatment outcome. Few studies have shown that psychotherapy has 
changed patients' attachment styles in a more secure direction.  

Interpersonal problems are a common reason for seeking psychotherapy and 
are also inherent in most psychiatric disorders. Attachment styles offer help in 
understanding motives in interpersonal problems. Studies that examine the 
correlation between attachment styles and interpersonal problems in sam-
ples of psychotherapy patients are rare.  
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Gaining knowledge about patients' experiences of psychotherapy seems vital 
with respect to the reported differences between the patients' and their therapists' 
perceptions of outcome and process, as well as the differences between patients' 
perspectives and theory-driven measures designed by researchers such as symptom 
and alliance scales. Even if the patients' viewpoint has been acknowledged, 
comparatively little scientific attention has generally been paid to it.  

The context of my thesis is psychotherapy given at the Psychotherapy 
Centre within the public mental health care system in Örebro County 
Council. Primarily for the purpose of quality assurance, the Psychotherapy 
Centre wanted to know more about the patients' attachment styles, 
interpersonal problems and experiences of CBT and PDT. This gave me 
the opportunity to initiate research on questions that are relevant to this. 
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AIMS 
The overarching aims of the thesis are (a) to examine how psychotherapy  
patients in the public mental health care system report attachment styles related 
to interpersonal problems and diagnoses before and after psychotherapy and (b) 
to examine problems and changes of problems, psychotherapy contracts and 
processes from patients' experiences of cognitive behavioural oriented therapy 
(CBT) and psychodynamic oriented psychotherapy (PDT). 

 
The specific aims of the separate studies were: 

 
Study 1: to examine self-reported attachment styles, how they relate to each 
other, and how they relate to interpersonal problems and diagnoses in a clinical 
sample of patients starting psychotherapy.  
 
Study II: to gain a deeper understanding of (a) the participants’ problems that 
led them to seek help through psychotherapy and (b) similarities and variations 
in changes of these problems related to experience of either CBT or PDT. On 
the basis of the researches' pre-understanding formed by the psychotherapist 
perspective, differences in the participants' descriptions of problems and changes 
between CBT and PDT were expected.  
 
Study III: to describe and gain an understanding of clients’ experiences of 
psychotherapy contracts and processes in CBT and PDT.  

 
Study IV: to examine whether patients report changes in attachment styles after 
a course of psychotherapy, to examine whether changes in attachment styles are 
associated with differences in gender, age, diagnoses, therapy method (CBT) or 
(PDT) and number of sessions, and to examine whether changes in attachment 
styles correlate with changes in interpersonal problems. 
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METHODS 
This thesis includes four papers (Table 1). Studies I and IV are quantitative and 
studies II and III are qualitative. All studies have a naturalistic design based on 
data from patients at the Psychotherapy Centre within the public psychiatric 
services in Örebro County Council. The studies were approved by the Regional 
Research Ethics Vetting Board in Uppsala, Sweden (Ref. 2004: 14-243). 
 

Table 1. Overview of the four studies. 

 

Study Partici-

pants 

Data Collection Analysis 

I 168 Self-report ques-

tionnaires 

ASQ, IIP 

Background data 

from 

case records 

Two-sample  

t-tests,  

Spearman’s rho  

correlation coef-

ficient, 

ANOVA  

II 14 Interviews, inter-

view guide 

Qualitative con-

tent analysis 

III 14 Interviews, inter-

view guide 

Qualitative  

content analysis 

IV 111 Self-report ques-

tionnaires 

ASQ, IIP 

Background data 

from 

case records 

Paired samples  

t-test 

Pearson’s  

correlation coef-

ficient,  

Cohens´d, 

Linear regression 

analysis  

 

 

Participants and procedure in Study I and Study IV 
Study I is based on a consecutive sample of patients admitted to start a course 

of psychotherapy at the Psychotherapy Centre within the public psychiatric 
services in Örebro County Council during the period 01-01-2002 to 31-05-2004.  
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The patients were referred to the Centre by a psychiatrist or psychotherapist, 
and assigned by an experienced licensed psychotherapist at the Psychotherapy 
Centre to a psychotherapist with either a CBT or a PDT orientation, based on 
the diagnoses, presentation of the problems, the patients’ preferences in the 
written referrals and the availability of licensed psychotherapists. 
The patients were asked to fill in the self-report questionnaires (all instruments 
will be described in the next following section) at the start of the course of 
psychotherapy, primarily for the purpose of quality assurance.  

When the research studies were initiated, the collection of data was already 
ongoing. The Centre had the intention of asking all their patients. However, due 
to the heavy workload of the staff, not all patients were asked or reminded. 
Those who responded were informed about the study and were asked for written 
informed consent to use the self-report questionnaires and case record data for 
this research study. The inclusion process is shown in Figure 1. The study group 
comprises 168 participants. The socio-demographic and clinical data of the 
patients included is shown in Table 2. The majority were women, about the half 
were over 40 years and about the half were employed. The main diagnoses were 
mood disorders and anxiety disorders. 

The participants in the comparison group comprised a non-clinical sam-
ple of students (n=90) used to test the Swedish version of the Attachment 
Style Questionnaire (Håkanson & Tengström 1996). 
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Figure 1.Participants in Study I. 

 
Study IV is based on a sample of patients who completed a course of psycho-

therapy and filled in self-reports at the start and the end of their course of psy-
chotherapy during the period 30-09-2004 to 30-08-2008. In this study 38 patients 
overlap with Study I. These patients participated in Study I and completed their 

Admitted to start psychother-

apy  

434 
 

 

 
 

Never started psycho-

therapy: 25  

Filled in the self-

reports too late: 2  

 

Filled in self-reports  

270 
 

Missed in distribu-

tion of question-

naires: 164 

Refused to partici-

pate: 70  

Could not be  

contacted: 5 

 

 

 

Asked for consent to 

participate in the 

study 

243 

 

 

Included 

168 
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course of psychotherapy during the investigation period. The patients in study 
IV were asked to fill in the self-report questionnaires at the start as well as iden-
tical ones after completing their course of psychotherapy plus to submit their 
written informed consent to use the questionnaires and case record data at the 
same time. The reminder process involved first a written reminder and then a 
phone call reminding the patient to submit the necessary documentation.  

The study group comprises 111participants. The inclusion process is shown 
in Figure 2. 

 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 Figure 2. Participants in Study IV. 

 

As shown in Table 2 the socio-demographic and clinical data of the par-
ticipants were similar to participants in Study I in that the majority were 
women, half were over 40 years and the main diagnoses were mood disor-
ders and anxiety disorders. 

 

Completed psychotherapy  

 

179  

 

 
  

434 
Missed in distribution of 

questionnaires 

5 
 

 

Declined to participate 
32  

Could not be contacted by 

phone to remind them 

 

31 

  

 
Not possible to 

contact for asking 

to participate 

31 

 
   

  

           

  

 

                                               

 

                                     

 

Included 

111 
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Table 2.The socio-demographic and clinical characteristics of participants in Study I and 

Study IV. 

 
 Study I 

n=168 

Study IV 

n=111 

Gender   % % 

 Women 78.0 78.4 

 Men 22.0 21.6 

Age    

 18- 25 10.7 9.0 

 26-39 42.9 40.5 

 40- 46.4 50.5 

Education    

 J. High School 16.1 4.5 

 High School 41.1 43.2 

 University 26.8 33.3 

 Unreported 16.1 18.9 

Employment    

 Employed 51.8 44.1 

 Unemployed 15.5 20.7 

 Sick leave 28.6 27.0 

 Unreported 4.2 8.1 

Diagnosis     

 Mood disorders 31.5 33.3 

 Anxiety disor-

ders 

31.0 30.6 

 Adjustment dis-

orders 

16.7 15.3 

 Personality dis-

orders 

6.0 6.3 

 Others 11.9 12.6 

 No Diagnosis 3.0 1.8 

Orientation 

of  

therapy 

   

   

 CBT 32.7 17.1 

 PDT 63.1 81.1 

 Mixed 4.2 1.8 

Number of 

sessions 

   

1-10  5.4 

11-25  38.7 

26-50  26.1 

>50  29.7 

Note. Mixed is a combination of first CBT and then PDT or first PDT and then CBT 
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The psychotherapists were a total of 34 and had between 5 and 15 years of 
experience. The majority of the patients in Study IV were treated by a psycho-
dynamic oriented therapist. Two patients were treated by trainee psychotherapists 
under the supervision of a licensed therapist. A few patients were treated by 
myself. The data collection did not interfere with the treatment process. 

During the investigation period there was a recommendation from the 
Psychotherapy Centre to limit the number of sessions to 25 in order to reduce 
the waiting list. 

Measures in Study I and Study IV 

The Attachment Style Questionnaire (ASQ)  
A Swedish version of the Attachment Style Questionnaire (ASQ) was used to 

examine attachment styles. (Feeny et al. 1994; Håkanson & Tengström, 1996). 
The ASQ was developed to capture common themes in attachment theory such 
as dependence, trust, and self-reliance, and to assess adult attachment styles in 
relationships in general. It was designed to be suitable also for individuals with 
a more limited experience of romantic relationships. The questionnaire contains 
40 items with answers ranging from 1 (totally disagree) to 6 (totally agree) and 
has five scales: Confidence measuring secure-related attachment, Discomfort 

with Closeness and Relationships as Secondary measuring avoidant-related 
attachment, Need for Approval and Preoccupation with relationships measuring 
anxious-related attachment. When administered to 470 students, good internal 
consistency was shown. Cronbach's alpha ranged from .76 to .84 for the five 
scales and test-retest stability over a 10-week period with 295 respondents 
showed reliability coefficients ranging from .67 to .78. The five scales corre-
sponded to Hazan and Shaver’s (1987) original three styles Security, Avoidance 
and Anxiety/Ambivalence. The five-factor structure of the ASQ was replicated 
in an Italian study tested in both a clinical sample of 487 psychiatric patients 
and in 605 nonclinical participants. The factors were in the Italian study re-
vealed to fall within the two-dimensional factor space of attachment-
related avoidance and attachment-related anxiety. The scales Discomfort 

with Closeness and Relationships as Secondary were part of the avoidance di-
mension and Need for Approval and Preoccupation with Relationships were part 
of the anxiety dimension (Fossati et al. 2003). 

The original ASQ version has been translated into Swedish and tested in a 
sample of students (n=90) and in a sample of patients from both somatic and 
psychiatric clinics (n=66). Cronbach’s alpha for the five scales in the Swedish 
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version (ASQ-Sw) ranged from .73 to .84. The scales in the ASQ-Sw correlate 
with each other in a similar way to the original version of the ASQ (Håkanson & 
Tengström 1996; Tengström & Håkanson 1997). In a further validity check, a 
comparison of the ASQ-Sw with the Structural Analysis of Social Behaviour, 
SASB (Armelius & Öhman 1990; Benjamin 1974) and the Karolinska Scale of 
Personality, (KSP, Perris et al. 1984; Schalling et al. 1987) showed theoretically 
predictable results. 

The Inventory of Interpersonal Problems (IIP) 
A Swedish version of the Inventory of Interpersonal Problems (IIP) was used 

to examine interpersonal problems. The IIP is a two dimensional circumplex 
model of dominance and affiliation divided into eight subscales (octants), each 
describing an interpersonal dysfunction. The IIP consists of 64 items concerning 
“things you find hard to do with other people” or “things that you do too much”, 
with response options ranging from not at all to extremely (Alden et al. 1990; 
Gurtman 1996; Horowitz, et al.1988).  

A Swedish version (64 items) of the IIP has been developed to suit Swedish 
perspectives on interpersonal problems (Stiwne & Rosander 1999). The origi-
nal 127 items were translated into Swedish and tested on a clinical sample 
of students seeking help at a psychotherapy centre (n=147) and in a non-
clinical sample of students (n=202). The eight subscales Domineering, 
Vindictive, Cold, Socially Avoidant, Non-assertive, Exploitable, Overly Nur-
turant and Intrusive showed an internal consistency with Cronbach’s alpha 
coefficients ranging from .78 to .91. Differences between the non-clinical and 
help-seeking sample were noted in all the eight subscales.  

Case records 
Socio-demographic and clinical factors (gender, age, marital status, oc-

cupation, level of education level, diagnosis, number of sessions and psycho-
therapy orientation) used in study Study I and study Study IV were collected 
from the psychotherapy case records. The diagnoses were classified by the 
psychotherapists who treated the patients, following the Diagnostic and Statis-
tical Manual of Mental Disorders, DSM-IV (American Psychiatric Association 
1994). In 36 case records in study Study I and 9 in study Study IV, no DSM-IV-
diagnosis was documented. In these cases I assessed the diagnoses using de-
scriptions in the records and, in collaboration with an experienced psychiatrist. 
The therapy orientation was defined in accordance with the type of formal train-
ing qualifications of the psychotherapists treating the patients (CBT or PDT). 
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Statistical analysis 
The data was analysed using SPSS, version 21, and p-values < 0.05 were 

considered statistically significant. 
Two-sample t-tests were used to analyse differences in attachment styles be-

tween the sample of the study and the reference group. Correlations between the 
ASQ scales, and between the ASQ scales and interpersonal problems, were analysed 
using Spearman's rho correlation coefficient with a Bonferroni correction (Study I).  

Changes in the attachment scales and the IIP total score between before and 
after psychotherapy were analysed using a paired samples t-test. Cohens d 

measured by the formula Post-mean minus Pre-mean divided by the pooled 
standard deviation (SD) was used to consider the effect of the differences. 
Cohen's d from 0.1 to 0.3 represents a small effect, from 0.3 to 0.5 a medium 
effect and greater than 0.5 a large effect (Cohen 1988).  

Linear regression analyses were performed to identify the effect of gender, 
age, diagnoses, therapy method and number of sessions on the changes in 
attachment scales pre to post-treatment on the ASQ scales. First independent 
models were used where the effect of each measurement on changes in the 
different attachment scales were analysed. Then adjusted models, analysing the 
effect of all measurements on changes in the different attachment scales, were 
performed. 

Correlations between changes in the ASQ scales and changes in the in-
terpersonal problems total scale were analysed using Pearson's correlation 
coefficient (Study IV). 

Participants and procedure in Study II and study III 
Data for both studies II and III was obtained from interviews. Both studies 

are based on a sample recruited from the sample in Study IV.  
Participants were selected 6-14 months after completing a course of psychotherapy by 
second author (BW) and and me in cooperation. With the aim of achieving a 
wealth of information, the participants were selected with as great a  
variation as possible in relation to life context, i.e., gender, age, occupa-
tion and marital status, to therapy orientation and to the number of sessions.

 
The 

participants received oral and written information about the study and all of them 
agreed to participate by providing a written consent. Sociodemographic and clini-
cal data about the participants are shown in Table 3.
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Table 3. Participants (n=14) in Study II and Study III. 

 

  CBT PDT 

Gender  Women 4 4 

Man 2 4 

Age Range 28-48 21-64 

Median 36 39 

Number of 

sessions 

Range 10-146 10-75 

Median 21 45 

Marital status Cohabiting 3 6 

Single 3 2 

Occupation Employed 5 5 

Student   1 

Sick leave 1 1 

Retired  1 

 

Interviews 
A semi-structured interview guide was created with questions relating to 

problems, life situation and relationships before and after psychotherapy (Study 
II) and questions relating to the psychotherapy process and psychotherapy 
contract (Study III). I devised the guide in cooperation with the second 
author (BW) and it was used with follow-up questions in order to obtain 
illustrative examples. The guide is included in the Appendix. 

All interviews were conducted face-to-face by me, lasted between 60 and 120 
minutes, and were audio and videotaped, and subsequently transcribed verbatim. 
The interviews took place at the Psychotherapy Centre or at the Psychiatric 
Research Centre, between January 2006 and June 2007.  

Interview analysis 
Qualitative content analysis was chosen for both studies since it is regarded 

as an appropriate method to describe the patients' experiences at a manifest level 
and to make interpretations to understand the descriptions at a latent level (Bax-
ter 1991; Downe-Wamboldt 1992; Graneheim & Lundman 2004). The software 
program NVivo (QSR-International 2002) was used to facilitate the organisation 
and analysis of the text. The analysis in both Study II and study Study III was 
conducted according to the procedures described by Graneheim and Lundman 
(2004). Study II was conducted before Study III. Each interview text was read 
several times by both the second author (BW) and myself in Studies II and III 
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respectively in order to obtain an overall impression. After that the texts from 
the interviews with the six participants who had experienced CBT and the 
texts from the eight participants with PDT experiences were classified into 
two separate units of analysis (CBT or PDT). In this way, possible variations in 
experiences related to therapy orientation would be found more easily. 

The next step in the analysis focused on what the text described in each 
interview. The texts from all the interviews were divided and grouped in 
meaning units (words, statements, sentences) including descriptions with 
similar content. The meaning units were reduced into condensed meaning units 
by considering the significant content. In Study II the condensed meaning units 
were labelled by a code but this was not the case in Study III. At that stage, the 
researchers realized that the condensed meaning units presented great sim-
ilarities in the two units of analysis (CBT and PDT), which led to a fusion 
thus creating a joint unit of analysis. This was decided for both Studies II and III 
by me in cooperation with the second author.  

The condensed meaning units were sorted into different categories, and were 
given notations reflecting the common characteristics. A category was made up 
of a collection of similar descriptions that constitute the manifest content. After 
that the condensed meaning units and categories were controlled and compared 
to the interview text.  

The next step in the analysis focused on the interpretation through reflections 
and discussions on how the descriptions in the categories could be understood 
and linked together. This part of the analysis focused on the latent content, i.e. 
the latent meaning of the text, expressed in themes. In Study II themes were 
determined through an interpreted meaning which ran through all meaning units, 
the condensed meaning units, the codes and the categories and the interaction 
between them. In study III themes were interpreted first mainly from certain 
categories but were also found to run through other categories. Themes tend to 
catch the main threads of meaning running through the meaning units, the  
condensed meaning units, the categories, and the interaction between them 
(Baxter 1991; Graneheim & Lundman 2004). 
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RESULTS 
The results of each of the four studies are briefly presented below. 

Attachment and interpersonal problems at start of psychotherapy 

(Study I) 
The aim of this study was to examine patients' attachment styles using the Attach-

ment Scale Questionnaire (ASQ) and how they correlated with interpersonal problems 
using the Inventory of Interpersonal Problems (IIP) and with the diagnoses set at the 
start of the course of psychotherapy.  

The secure attachment style Confidence correlated negatively with both of 
the avoidant attachment styles Discomfort with Closeness and Relationships as 

Secondary (striving for independence) as well as with both of the anxious at-
tachment styles Need for Approval and Preoccupation with Relationships 
(clingy, dependent behaviour). The patients reported less secure attachment and 
more insecure attachment than those in the non-clinical comparison group of 
students.  

The secure attachment style Confidence correlated negatively with interper-
sonal problems in total (IIP total scale). Both the avoidant and anxious attach-
ment styles correlated positively with interpersonal problems in total.  

The greatest interpersonal problems were reported on the scales Exploitable, 
Non-assertive, Overly Nurturant, Socially Avoidant and Cold. 

The secure attachment style Confidence correlated negatively with all 
the interpersonal problems scales. The avoidant attachment styles correlated 
positively with problems in the interpersonal dimension of dominance such as 
being too Domineering, Cold, Vindictive, Socially Avoidant and also to a lesser 
extent with problems in the interpersonal dimension of affiliation being too 
Non-assertive, Exploitable and Overly Nurturant. Likewise the anxious attach-
ment styles correlated positively with problems in the interpersonal dimension 
of affiliation such as being too Non-assertive, Exploitable and Overly Nurturant 
and also to a lesser extent with problems in the interpersonal dimension of dom-
inance of being too Cold and Socially Avoidant. The problem of being too 
intrusive did not correlate with any attachment scale (Table 3). 

No statistical significant differences in scores on attachment scales and inter-
personal total scale between diagnoses were found. 
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Table 4. Means and standard deviations on the IIP subscales and correlations between 

Attachment styles and Interpersonal problems (n=168) in Study I. 

 

I                                                     

 

ASQ scales 

IIP subscales  [M(SD)] D RS C NA PR 

Domineering  

[6.8(5.2)] 

.26 .28* -.15 .11 .24 

Vindictive [7.6 (5.3)] .38* .42* -.29* .18 .20 

Cold [10.6 (6.3)] .66* .64* -.74* .52* .36* 

Soc Avoidant  [12.8 

(7.9)] 

.67* .57* -.71*                

 

.52*
 

.41* 

Non-assertive [13.9 

(7.8)] 

.57* .43* -.65* .66* .52* 

Exploitable [16.0 

(7.6)] 

.43* .29* -.47* .58* .49* 

Overly Nurturant 

[13.4 (6.9)] 

.31* .13 -.25 .53* .47* 

Intrusive [7.1 (5.7)] .09 .05  .08 .13 .25 

Total IIP [87.5(36.7)] .63* .51* -.59* .60* .53* 

Note. D = Discomfort with Closeness, RS = Relationships as Secondary, C = Confi-
dence, NA = Need for Approval, PR = Preoccupation with Relationships, Soc A = So-
cially Avoidant.  * p < 0.001 (0.05/45)  

Patients' experiences of problems and changes 
(Study II) 

The aim of this study was to gain a deeper understanding of problems that led 
the patients to seek help and of changes related to experiences of either CBT or 
PDT.  

The problems that led the clients to seek psychotherapy emerged in 
three categories: Overwhelming emotions, like confusion, weirdness, anxiety, 
fear, anger, contemptuousness, shame, jealousy, and a sense of worthlessness, 
Cognitive problems, like the lack of flexibility, memory loss, and concentration 
difficulties, and Problematic behaviours, like withdrawnness, suicide attempts, 
and excessive efforts to satisfy others’ needs. The contents of the categories 
of problems and the interaction between them appeared to have the effect 
of occupying the whole person, which made up the theme Self-centeredness. 
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The self-centeredness accompanied a loss of ability to see and make use of one's 
own and others' resources.  

Changes in one area of the categories related to changes in another such as 
when Emotions became balanced it fostered a Possibility to influence one’s 

behaviour and Cognitive function became evident. This relationship became 
more conscious irrespective of therapy orientation. The two themes Awareness 

of self-agency and Tools to handle problems captured the meaning of changes. It 
offered the ability to achieve a more optimal participation in the life context. 

Patients' experiences of psychotherapy (Study III)  
This study aimed to describe and gain an understanding of patients' ex-

periences of psychotherapy contracts and processes in CBT and PDT.  
The theme The creation of a new context captured the fact that the therapy 

context was markedly different from the patients' ordinary social contexts and 
offered an opportunity to pay attention to and gain an insight into the patients' 
problems.  

The theme The working method and collaboration with the therapist made up 

a whole captured the latent content of the patients' descriptions that the therapy 
techniques used became effective for them when they could be used in 
cooperation with the therapist.  

The category The contract laid down the conditions for psychotherapy con-
sisted of agreements and also negotiations between the patient and the therapist 
about the venue, duration, frequency, number of sessions, aim of the therapy 
plus the choice of interventions and techniques. The agreements were described 
as helpful but in two cases doubtful in offering predictability and security in 
order to go through the therapy process.  

Patients with experiences of PDT always mentioned the psychotherapist's 
consulting room as the venue whereas patients with experiences of CBT referred 
to bus stations, town squares and dental surgeries. Other differences were 
descriptions of a specific technique like exposing in vivo in CBT. 

The category Psychotherapy was hard work shows that patients felt that their 
active contribution, especially the disclosure of their feelings, was at times quite 
demanding. The category Psychotherapy aimed at self-help included descrip-
tions of the patient’s own responsibility for using the therapeutic methods. A 
reciprocal ongoing interaction aimed at finding and using therapeutic techniques 
was described in the category Cooperation with the therapist was created con-

tinuously. When this failed, the prerequisites for the therapy disappeared.  
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The importance of the therapist's ability to adapt interventions to a the patient's 
needs and ability was described in the category The psychotherapist's skill and 

personal traits inspired confidence.  
The categories emerged from the patient's descriptions of the therapy process 

and psychotherapy contract, and the themes interpreted as the meaning of the 
contents are shown in Table 5 
 

Table 5. Categories and themes from the analyses of patients' experiences of psychother-

apy contracts and processes in Study III. 

 

Question areas Categories Themes 

Psychotherapy  

Contracts 

 

 

 

Psychotherapy  

processes 

The contract laid 

down the conditions 

for the psychother-

apy 

 

Psychotherapy was 

hard work 

The psychothera-
pist’s skill and 

personal traits 

inspired confidence

 

Psychotherapy aimed 

at self-help 

Cooperation with 

the psychotherapist 

was created contin-

uously 

Creation of a new  

context  

 

 

The working method 

and the collabora-

tion with the psy-

chotherapist made up 

a whole 

Changes in attachment styles and interpersonal problems (Study IV) 
 The aim of this study was to examine changes in reported attachment style 
and the link to socio-demographics, clinical characteristics and interpersonal 
problems  

Patients scored higher on the secure-related attachment scale Confidence and 
lower on the Avoidant attachment scale Discomfort with Closeness as well as on 
both the Anxious attachment scales Need for Approval and Preoccupation with 

Relationships after compared to before therapy (Table 6).  
The group with age between 26 to 39 years reported a greater increase in the 

Confidence attachment style and greater decrease in the avoidant attachment 
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style Relationship as Secondary after psychotherapy compared to the over 40 
age group. Patients who attended 11-25 sessions reported a greater increase in 
Confidence compared to patients with 1-10 sessions of psychotherapy.  

Patients diagnosed with a personality disorder diagnosis reported higher in-
crease in the Confidence attachment style compared to patients with mood dis-
orders, anxiety disorders or adjustment disorders as the primary diagnosis.  
 

Table 6. Changes to attachment scales before and after psychotherapy (Study IV). 

 
Scales Before                                     

    psychother-

apy                          

      

After  
psychotherapy                             

 

Changes 

ASQ scales    

 

M   (SD)                        

 

M   (SD)  p-value  Cohens d   

D 3.9 (1.0) 3.7 (1.0) 0.001    -0.30      

RS 2.8 (0.8)  2.7 (0.8)  0.071   -0.12  

C 3.7 (0.9)  4.0 (1.0) 0.001    0.30   

NA 4.0 (1.0)  3.7 (1.0)  0.001  -0.30    

PR 3.8 (0.9)   3.6 (0.9)  0.008    -0.22 

Note. C = Confidence, D = Discomfort with Closeness, RS = Relationships as Second-
ary, NA = Need for Approval, PR = Preoccupation with Relationships. p < 0.005. 

A decrease in interpersonal problems (the total IIP score) correlated 
with decreases on the avoidant attachment styles Discomfort with Closeness 
(0.535, p<0.001) and Relationships as Secondary (0.329, p=0.001) and also with 
decreases in the anxious attachment styles Need for Approval (0.554, p<0.001) 
and Preoccupation with Relationships (0.416, p<0.001). A decrease in interper-
sonal problems also correlated with an increase in the Confidence scale (-0.552, 
p<0.001).  
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Summary of main findings 
Problems before psychotherapy were described as emotions that could not be 

regulated, as cognitive problems and as problematic behaviour. They seemed to 
reinforce each other in a way that implied a self-centeredness that prevented the 
patients from expecting and seeking help from partners, relatives and friends 
and from engaging optimally in their life context (Study II).  

Before psychotherapy, patients diagnosed with mood disorders, anxiety dis-
orders adjustment disorders as well as with personality disorders reported more 
insecure avoidant and anxious attachment than a comparison group of students. 
Patients with higher secure attachment reported fewer interpersonal problems. 
The greatest interpersonal problems were being Exploitable, too Non-assertive, 
too Overly Nurturant, too Socially avoidant and too Cold (Study I).  

After the course of psychotherapy, patients described that overwhelm-
ing emotions had become more balanced and they gained access to other 
more positive ones. This related to changes in the areas of a greater ability 
to influence one's behaviour and an appropriate cognitive functioning. 
Patients with experiences from CBT and PDT groups said that they had 
become more aware of this relationship. The changes gave them an awareness 
of self-agency and tools to handle problems (Study II). 

After psychotherapy, the patients reported changes in attachment styles in the 
direction of more secure and less both avoidant and anxious attachment, which 
corresponded with the fact that they reported fewer interpersonal problems after 
psychotherapy compared to before. No differences between patients given CBT 
or PDT were found. Patients aged 26 to 39, patients given 11-25 sessions and 
patients diagnosed with a personality disorder as the primary diagnosis reported 
greater changes in secure-related attachment than other patients (Study IV).  

The patients' experiences of the psychotherapy process and psychotherapy 
contracts showed similarities between experiences of CBT and PDT in that the 
creation of a new context was essential and gave an opportunity to pay attention 
to and gain an insight into the patient’s problems. From the patient's view the 
cooperation with the psychotherapist and the methods used made up a whole 
which capture the fact it was impossible to separate the specific and common 
techniques used in CBT and PDT from the ability to handle them in a collabora-
tive effort (Study III). 
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DISCUSSION  

Reflections on main findings. 

The problems that led the patients to seek psychotherapy 
It was striking how the problems that the patients described in Study II had 

prevented them from engaging in their ordinary life context. Patients sought 
therapy when they were overwhelmed with emotions such as confusion, anxiety, 
fear, anger, contemptuousness, shame and jealousy. They could not think laterally 
about how to regulate these emotions which led to problematic behaviour such as 
making excessive efforts to satisfy others’ needs, withdrawing and in some cases even 
attempting suicide. The interaction between emotions and categorical or in-
flexible thoughts, which was unique for each individual, formed a negative 
spiral that sometimes absorbed the individual. This condition had a sense of 
self-centeredness comprising a lack of awareness of how the problems related to 
former and present life situations and how to handle them. The patients' self-
centeredness made it difficult to seek support and get helpful corrections from 
family members, friends and colleagues.  

This finding could mirror the patients' self-reported interpersonal problems in 
Study I of being Exploitable, too Non-assertive, Overly Nurturant, too Socially 
Avoidant and too Cold as the main interpersonal problems in relation to others 
at the start of the course of psychotherapy. Such problems have also been 
reported by psychotherapy patients in other studies (Holtforth et al. 2006; 
Puschner et al. 2004).  

Study I showed that the patients' interpersonal problems correlated positively 
with both avoidant and anxious attachment styles and correlated negatively with 
confidence. This correlation can be understood from both an internal and an 
interacting aspect. It has been suggested that interpersonal problems indicate 
frustrated motives (Puschner et al. 2005). According to attachment theory, 
security and the search for security stands above other psychological mot i-
vators, and thus attachment patterns help to gain an understanding of this 
motive (Bowlby 1988; Holmes 2001; Horowitz 2004; Mikulincer  & Shav-
er 2007). When the motive to feel safe activates internal avoidant and anx-
ious attachment styles, it impedes instead of engaging one's resources to 
relate to others in an optimal way. The patients' descriptions in Study II  
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of not finding available help in their life context might be reflected in 
these internal and interpersonal aspects.  

The majority of the patients suffered from problems diagnosed as mood 
disorders, anxiety disorders and adjustment disorders.  The tendency in study 
I among patients with personality disorders to report a lower degree of security 
is in line with findings from a study of psychiatric patients by Fossati et al. 
(2003).  

A Norwegian study found that insecure attachment increased gradually when 
comparing a community sample first with patients with mood disorders and 
anxiety disorders and subsequently with patients also diagnosed with a 
personality disorder (Olssøn & Dahl 2013). 

Psychotherapy contracts and processes from patients' experiences  
Patients in Study III described the therapy process as hard work. Speaking 

about feelings and thoughts that are normally kept private in the context of ordi-
nary life was regarded as unusual and sometimes painful. This can be under-
stood in the light of the intrapersonal aspect of defensiveness. During psycho-
therapy, the therapist needs to pay attention to how deactivating emotions and 
behaviour in the avoidant attachment styles of a patient, and hyper-activating 
emotions and behaviour in anxious styles, will act as a hindrance to making the 
problems available to the therapist. In that sense grappling with avoidant and 
anxious attachment styles need to become part of the treatment process in dis-
closing feelings, thoughts and behaviour in a patient’s interpersonal problems.  

A patient's way of feeling secure by avoiding inner states of emotions and 
thoughts or hyper-activating them in excessive behaviour was challenged by the 
therapist's interventions and activities aimed at disclosing and regulating them. 
It was made possible because the therapy took place in a new context offering 
the patient the possibility of getting full attention, predictability and security in 
order to go through the therapy process. This new context was not static but was 
shaped in joint negotiations, a process in which both the patient and the therapist 
seemed to strive towards the creation of a “healing context” adapted to the 
purpose of the therapy, to find the client's own path to self-help. Such a 
context described by Wampold (2001 p.26) was created irrespective of whether
 the therapy orientation was CBT or PDT and whether were  differences in the
agreements. This highlighted the need to offer predictability and security when
negotiating the contracts and  organizing the therapy.
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The recommendation to spend a maximum of 25 sessions on the psycho-
therapy was described by patients in Study III as a threat to their ability to man-
age the process and to have faith in progress made during the therapy process. 
The venue was the psychotherapist's consulting room for PDT and also 
externally at the market on a bus and in a dental surgery for CBT. From the 
theoretical perspective, you could imagine that the “new context” and the 
creation of a sense of security were favoured by the therapy, which was always 
given in the same secluded room. On the other hand, working on linking insights 
and skills from therapy to everyday life might be favoured by the fact that therapy can 
actually take place in the midst of everyday life.  

 In understanding the patients' descriptions of how the technical aspect (the 
therapeutic interventions and the patient's responsiveness to interventions) in the 
therapeutic work was made up it became obvious that they experienced the 
therapy interventions as intertwined with their cooperation with the therapist. 
Regardless of whether the techniques were related to CBT or PDT, they became 
effective for the patients only when they could be used in cooperation with the 
therapist. This finding, that the development of the therapeutic alliance is 
influenced by and an inseparable part of the therapist's interventions to treat the 
patient's problems, is also described in other studies (Falkenström et al. 2013; 
Horvath et al. 2011; Werbart et al. 2008).  

Bachelor (2013) found that clients rate the following six focuses of alliance; 
the collaborative relationship with the therapist, the productiveness of the thera-
peutic work, active commitment to the therapeutic endeavour, the therapeutic 
bond, non-disagreement on therapy goals and tasks, and confidence in thera-
peutic progress. She summarizes them as “the collaborative work relationship” 
which is very similar to Horvath et al. (2011, p. 15) saying that the therapist 
“does the work of treatment in such a way that the process forges an alliance 
with the client”. 

The patients in Study III emphasized the importance of the empathy and 
sensitive ear of the therapist to adapt techniques and interventions to their needs 
and abilities. This was said to inspire confidence to try out new behaviour like 
speaking out instead of keeping thoughts and emotions inside. This quality of 
involvement between the patient and therapist could be reflected in the finding 
in the meta-analysis by Diener et al. (2009) of a positive correlation between 
attachment security and therapeutic alliance. Patients rated this correlation 
significantly higher in comparison with the therapists. Werbart and col-
leagues (2008) have presented results and reflections from their own studies 
and published overviews of patients' perspectives on effective factors in psychotherapy 
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in a Swedish review Among important factors mentioned were being under-
stood and accepted by the therapist, and getting active help to enhance one's 
own ability to explore and express painful emotions and thoughts. This has also 
been reported by Neander and Skott (2008) in their examination of bridging the 
gap between the fear of the parents versus the professionals' confidence in early 
childhood interventions.  

Throughout the patients' descriptions in Study III it appeared that a negoti-
ating and secure form of cooperation between the patient and the psycho-
therapist made the therapy useful. Experiences from a few patients indicated 
the opposite, that when the psychotherapist's skill was regarded as insufficient it 
became a hindrance to disclosure and managing the therapeutic work, and the 
therapy was described as insecure and going in an unhelpful direction. Similar 
findings are described by von Below and Werbart (2012) in their analysis of 
interviews with young adults dissatisfied with their psychotherapy, where a 
vicious circle essentially perceived as abandonment was interpreted from links 
between insufficiency in the therapeutic relationship and a lack of therapeutic 
action.  

The patients described that the psychotherapist's skill developed confidence 
and that the cooperation with the therapist was continuously established. This 
tells us that the experience of engaging in therapy sessions led to an increased 
awareness of relating with a trained person to understand and respond to the 
mental states of oneself and others. This is assumed to give what has been called 
a corrective emotional experience of how to communicate interpersonal needs 
more adaptively. The term corrective emotional experience was coined by Alex-
ander and French in 1946 and is in short described by Florsheim and McArthur 
(2009) as important in the changing process in therapy in that it involves an 
actual and new experience in the patients' relationship with the therapist. It is the 
therapist in particular who is designated as an interactive affect regulator to 
provide corrective emotional experiences in all forms of psychotherapy (Schore 
2003).  

A patient's need to explore his or her internal working models at the start of 
therapy has been found to be in tandem with the establishment of a sufficiently 
secure base in the therapy context (Farber & Metzger 2009). Study III provides 
information of some significant ingredients in the formation of a secure base 
from the patient’s point of view. This was seen as a development of a joint re-
sponsibility and confidence in the conditions, goals and progress of the thera-
peutic work. The therapist's ability to help the patient to take responsibility to 
use interventions and techniques was part of their confidence development. 

52



 

  

  

Changes 
A negative spiral of self-centeredness changed to a positive one having the 

significance of achieved awareness of self-agency and tools to handle problems 
after psychotherapy. Being able to remind yourself of being important for your 
child, thinking that other people also have their own problems, making new 
friends, joining in the coffee room at work, being aware of a possibility to say 
no to demands from family members lessened the absorption of having 
problems. The findings in study II could be thought of as both internal and 
interpersonal changes. 

The theme awareness of self-agency, means designating oneself as competent 
to be responsible for one’s own emotions, thoughts and behaviour and to turn to 
others in times of stress. Regarding this from the attachment theory point of 
view, the internal working models of avoidance and ambivalence were modified 
to a higher degree by confidence in one’s own and others’ resources. This can 
be expressed as having formed a self-confidence or some degree of an inner 
secure base which further increased acceptability to try new tools to handle both 
inner states of emotions and thoughts, and outer realities with more adaptive 
behaviour when interacting. It had the impact of being able to participate more 
optimally in one's life context. 

Examined with a quantitative approach in Study IV, the self-reported changes 
in the direction of increased confidence relating to self-reported decreased inter-
personal problems in total can also be looked at as internal and interpersonal 
changes. A central assumption in interpersonal theory is that a person's 
behaviour invites a particular reaction from the other person that would either 
frustrate or satisfy the first person's motive. The patients' reports in Study IV of 
a decrease in rigid and excessive behaviours in their interpersonal relations can 
reflect both the themes awareness of self-agency and tools to handle problems 
found in Study II. Expressing more balanced behaviours will induce responses 
that are confirmatory and helpful, and this interaction will probably further 
increase the ability to develop a toolbox of adaptive behaviours.  

Even if an increase in the level of attachment security was not the aim of the 
therapies, it can be assumed that managing self-disclosure led to an increase in 
the patients' level of attachment security, which further increased their acceptance of 
new tools to handle their needs. The relationship between security and self-disclosure 
has been said to be reciprocal in that the exploration of problems also supports the 
development of an increase in security in attachment styles (Florsheim & McAr-
thur 2009). According to Saypol and Farber (2010) there is a significant positive 
relationship between the sense of security perceived by adult psychotherapy 
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patients in their attachment to their psychotherapist and a greater level of self-
disclosure with the resulting positive feelings. 

The finding of similarities across therapy orientations in both the quantitative 
and qualitative studies was similar to that of other studies. In the study by Tasca 
et al. (2007), there were no differences regarding increased security for women 
diagnosed with a binge eating disorder after either a course of group cognitive-
behavioural therapy (GCBT) or group psychodynamic-interpersonal psycho-
therapy (GPIP). After integrated cognitive-behavioural/psychodynamic group 
treatment, an increased number of male partner abusers reported secure attach-
ment (Lawson et al. 2006). On the other hand, Levy and colleagues (2006) 
found a significant increase in the number of classified secure patients with 
borderline personality disorder treated with transference-focused psychotherapy, 
but not with dialectical behavioural therapy or modified psychodynamic 
supportive psychotherapy. The therapy orientation seems to make a diffe r-
ence for personality disorders. 

In the qualitative meta-analysis of seven studies focusing on client-identified 
significant events conducted by Timulak (2007), the main results were that 
helpful effects found in the areas of new perspectives (awareness/insight and 
self-understanding), new behaviour (behaviour change and problem solution), 
new experiences (exploring feelings, empowerment and relief) were found 
across therapeutic approaches. His suggestion is that these processes and their 
impact support a meaningfulness in psychotherapy integration. 

Another view of similarities in an increase in confidence and decrease 
in interpersonal distress (IIP total score) across the therapy orientations is the 
statement by Schore (2003) that all psychotherapies show a similarity in 
promoting affect regulation. Affects and emotions function as amplifiers of 
activated inner and outer stimuli and it has been underlined that the activation of 
positive emotions such as happiness and interest are an important amplifier in a 
process of change towards a better mental balance and well-being (Schore 2003; 
Schore & Schore 2008; Tomkins 1980). 

Differences between age groups but not between men and women were found 
in Study IV. Patients between 26 and 39 years of age reported a greater increase 
in confidence and lower levels of avoidance after psychotherapy compared to 
patients over 40. There are no longitudinal studies on the stability of attachment 
styles from early adulthood into middle age (Magai 2008). Based on findings in 
cross-sectional research, Levy and colleagues (2011) point out that older adults 
are more likely to be securely attached than younger adults. If the younger age 
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group is more unstable regarding attachment styles, that is an indication for 
change.  

There was a tendency in Study IV that patients with personality disorders 
scored greater changes on the Confidence scale after psychotherapy compared 
to patients with mood disorders, anxiety disorders and adjustment disorders. 
Horowitz and Strack (2011 p. 583) suggest that people with personality disor-
ders, to a greater extent than people with other disorders, allow an observer to 
detect a motive behind the observed behaviour.  

Patients who attended 11-25 psychotherapy sessions reported greater changes 
in their scores on the Confidence scale compared to those who attended 1-10 
sessions. In the above-mentioned studies (Lawson et al. 2006; Tasca et al. 2007; 
Travis et al. 2001), the number of sessions was 17 or fewer. Surprisingly, in 
Study IV more than 25 sessions did not increase the Confidence score. 
However, this finding is in accordance with results that show that a collabora-
tive working alliance with the therapist develops in the context of short-term 
therapy, and is strong at the beginning of therapy and later on shows a variable 
pattern (Ardito & Rabellino 2011; Cobb & Davila 2009; Eames & Roth 2000). 
Lambert (2007) suggests that 20 to 25 sessions are sufficient for most pa-
tients and that an early response may reflect the positive effects of the 
working alliance. Bearing in mind the positive correlation between attachment 
style and therapeutic alliance, 25 sessions as found in Study IV may well be 
sufficient to increase confidence. 

Methodological and ethical considerations 
The researcher's prior understanding has an impact on all the stages of a re-

search process in both quantitative and qualitative studies. One way of dealing 
with this was to give an account of the assumptions and to reflect upon them. 
Another way was to cooperate and discuss the different steps with a researcher 
with a dissimilar professional background. My prior understanding consisted of 
my experience as a social worker, clinical psychotherapist and supervisor in 
public mental health care and in private practice. These factors have an impact 
particularly on the design of and analyses in Studies II and III. One such factor 
was that I expected therapy orientation to cause greater differences in the pa-
tients’ descriptions of changes in Study II and experiences of the psychotherapy 
process in Study III. It is possible that demanding of psychotherapists that they 
obtain evidence to support their specific therapy method encourages us to look 
more at specific rather than common factors across therapy orientations. 
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The data collection was already in process when I decided to use the self-

reports collected at the Psychotherapy Centre to scientifically illustrate  
questions about patients' attachment styles and their correlation with interper-
sonal problems. The Regional Research Ethics Vetting Board in Uppsala ad-
vised me to ask the participants for informed consent in retrospect. This led to a 
methodological dilemma and resulted in a loss of informants who refused to 
participate in the research study. When I made reminder phone calls to patients, 
I noted that a common reason for not wanting to participate was that we would 
be using data from their case records and not so much the fact that we would be 
using their filled in self-reports. It was not ethically correct at that stage to 
compare whether there was a difference in the clinical and social aspects 
between those who agreed and those who refused to participate . These 
inclusion problems give attention to the higher drop out risk when asking for 
permission in retrospect.  

I deemed, however, that the inclusion of the self-reports of a few of my own 
patients would not interfere with their therapies and would not affect the results 
of Study IV.  

When we asked about their participation in the interview studies, all the 
patients asked agreed to participate. 

To expose in research what has been talked about during therapy has been 
debated amongst therapists as an objectification that gives you a feeling of 
betrayal (Wrangsjö 2011). It was easy for me to identify with this feeling 
when I was working on transforming the narratives into categories. The partici-
pants' desire to share their experiences of problems openly as well as their expe-
riences of psychotherapy helped me to understand the scientific responsibility I 
held to make their voice heard. 

Naturalistic design 
The naturalistic approach offered a sample of adult patients given psycho-

therapy at a publicly funded Psychotherapy Centre with the subsequent mix of 
gender, ages, diagnoses, and illness severity. The naturalistic design of the 
studies show how complex the context they were conducted in was. Organ-
izational effects, like the recommended number of sessions being set at 25, were 
perceived as an upper limit by some patients and by others as a possibility to 
negotiate an increase. The selection of patients to the CBT or PDT groups was 
made on the basis of the patients' diagnoses, the wishes of the patients and the 
availability of therapists. This naturally means that there were some patients 
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who expressed their wishes while others did not. A few patients had therapy 
with therapists from both CBT and PDT. The decision to include them as mixed 
instead of separate methods was regarded as not being misleading but it entailed 
the complication that there was no control over the influences of one specific 
therapy orientation over the other.  

The psychotherapies were carried out by licensed CBT and PDT therapists, 
which ensured that the clients’ experiences referred back to these therapy orien-
tations as they were conducted in a clinical setting without manuals. I believe 
there is a value in the field of psychotherapy in gaining experience from 'ordi-
nary' therapies as a complement to selecting patients and psychotherapists 
to a specific psychotherapy menu for a special research question. In a controlled 
randomized study it is difficult to obtain information about the sensitive-
ness of the therapist in interventions as explained in Study III because for 
ethical reasons you cannot select patients to attend therapy sessions which you 
expect to be conducted by an insensitive therapist.  

Practice-based studies are said to give practice-based evidence and give the 
opportunity to share and compare results between clinics and practices 
(Castonguay et al. 2013; Holmqvist & Lindecrona 2012). The difficulty for the 
researcher is not having control over organizational aspects.  

Limitations and strengths of Study I and Study IV 
 Study I was a baseline study and I used self-reports collected for the purpose 

of quality assurance at the Psychotherapy Centre. The intention was to ask all 
the patients to fill in self-reports to assess their attachment styles and interper-
sonal problems before and after their course of psychotherapy. However, due to 
the heavy workload of the staff, not all the patients were asked or reminded, and 
38% did not fill in the questionnaires in Study I. Since the patients who were not 
asked or reminded were not selected in any way, there is no reason to suspect a 
systematic drop out at this stage of the collection of data. When we asked for 
permission to use the filled in self-reports and case record data, there was a 
further drop out of 31%. When I reminded patients by telephone, one of the 
main reasons for declining to participate was the use of case records which 
prevented us from making a comparison and seeing whether there was a 
difference in clinical and social aspects between those that agreed and 
those that refused to participate. 

The validity of the results in Study I is limited due to the fact the comparison 
group consisted of a group of students, a different age group compared to clini-
cal adult psychotherapy patients. The found differences between the clinical and 
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non-clinical samples are consistent with an Italian study where a large clinical 
sample of psychiatric patients (487) was compared to a non-clinical matched 
sample (605) using the ASQ (Fossati et al. 2003). 

Study IV was an outcome study. The response rate was 62%, which is about 
the same (60%) as found in the Stockholm Outcome of Psychotherapy and Psy-
choanalysis Project (STOPP) (Lazar et al. 2006). During the reminder process in 
our study, 31 patients could not be contacted by phone. Among those we 
reached, many who declined said they did not want anyone to know that they 
were in therapy.  

Another limitation was the lack of a control group. There are no obvious 
measures for what represents a clinical significant change in attachment styles 
achieved in psychotherapy. Mikulincer and Shaver (2007 p. 410) recommend 
caution as long as there are no controlled studies that compare the degree of 
change in working models of attachment occurring in therapy compared to 
changes in a waiting list control group. The lack of a control group is also a 
limitation when it comes to evaluating the changes in interpersonal problems.  

As we made no measurement of symptoms it was not possible to examine 
whether changes in symptoms were associated with changes in attachment 
styles, which would have been of interest since the symptoms were probably 
focused during therapy due to the context of psychiatric problems defined in the 
DSM diagnoses. The strength of both Study I and Study IV was the sample size 
of 168 and 111 respectively. Examining psychotherapy patients' attachment 
styles related to interpersonal problems and the therapeutic influence in psy-
chiatric samples is rare and thus provides information to ordinary clinical 
practice. 

Questionnaires are criticized for giving a single mark to complex  ques-
tions. They provide answers to questions formulated by the researcher but give 
no opportunity to find surprising knowledge. A person who wishes to answer 
using his/her own words will find this difficult. On the other hand, people who 
find it difficult to determine or formulate their own descriptions can recognize 
the content in a worded question and agree or disagree with it. One advantage of 
using questionnaires is being able to reach out to many more people compared 
to interviews. In the research area of attachment, the interview tradition (pre-
sented in the introduction section) has criticized the self-report inventories for 
not capturing aspects of attachment expressed at an unconscious level (Shaver & 
Mikulincer 2002).  

The development of the self-report tradition to continuously measure the two 
dimensions avoidant and anxious-related attachment has made it increasingly  
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possible to compare studies. The debate on how best to measure attachment 
styles in adults is now focusing more on choosing the measurement that best 
suits the design and aims of the study, and choosing more than one is also 
recommended (Berant & Obegi 2009). As high scores on both the anxiety and 
avoidance dimensions are likely to be prevalent in clinical samples, more 
specialized scales that might distinguish between people with organized 
attachment strategies (including more normal hyper-activation or deactivation) 
and those with a disorganized pattern of attachment would be beneficial 
(Mikulincer & Shaver 2007 p. 99). The ASQ was used in Studies I and IV. The 
advantage is that it was intended to provide a broader-based measure suitable 
also for individuals having more limited experiences of with romantic rela-
tionships.  

The ASQ is found to have adequate reliability, predictive validity and to con-
verge with other measures (Levy et al. 2011; Mikulincer & Shaver 2007 p. 87-
88). The Swedish version has been translated and tested for validity and reliabil-
ity, and scrutinized in a process of internal peer reviews at the Department of 
Applied Psychology, Umeå University, Sweden. The self-report measure most 
recommended today is the Experiences of Close Relationships (ECR-R), devel-
oped to assess the two dimensions of attachment anxiety and avoidance (Bren-
nan et al. 1998; Fraley et al. 2000). The first version of ECR has been translated 
into Swedish and tested on a group of students (Strand et al. 2008). It was not 
available at the time of our studies.  

In the research area of interpersonal problems, the IIP was constructed to be 
used in the field of psychotherapy and is widely used in psychotherapy outcome 
research. It was empirically developed based on clinical practice of patients' 
descriptions of complaints when seeking psychotherapy (Horowitz et al.1988).  

A limitation with the Swedish versions of the ASQ and IIP used in Studies I 
and IV is that they were tested on student groups, a different age group com-
pared to clinical adult psychotherapy patients.  

Limitations and strengths of Study II and Study III 
The influence of the researcher's prior understanding of qualitative research 

designs is important for every step in the research process and especially for the 
confirmability, i.e. that the results are derived from the data. The semi-
structured interview guide was drawn up the second author (BW) and me. 
Our professional backgrounds of providing psychotherapy and supervision 
to psychotherapists made it difficult to ask “naive” questions about the ther-
apy, which could be considered a drawback. The design of the open-ended 
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semi-structured interview guide and the analyses of the transcribed interview 
texts have been influenced by our own experiences. One way to handle this was 
by testing the validity of the questions in two interviews not included in the 
studies and by making corrections to the guide. A second was the influence of 
the co-authors in reflecting on this. 

The sample was chosen to obtain a wealth in the descriptions and was select-
ed with as great a variation as possible in relation to life-context, therapy orien-
tation as well as the number of sessions. The selection criteria did not reflect 
that a majority of the patients in psychotherapy were women and that a majority 
of the patients were treated with PDT compared to CBT. Selection based on this 
criterion might have provided different answers. On the other hand, on the 
whole we found few differences between CBT and PDT.  

The sample size of 14 was chosen as a reasonable amount of text to analyse. 
This number is also in line with recommendations (15±10) made by Kvale 
(1997) and Morrow (2005), who say that the number 12 is as good as any. 
Patton (2002) says that the validity of a qualitative inquiry has more to do with 
the wealth of information in the cases selected and the analytical capability of 
the researcher than with the sample size.  

Asking the same questions ensured consistency in the collection of data. 
Transparency at every stage of the research process is important for trustworthi-
ness (Morrow 2005, 2007). The questions asked in the interviews, the design 
and the selection of participants are presented in the method section and in the 
Appendix. 

The fact that the second author (BW) and I held different positions, I with 
more immediate experience of what was being conveyed during the interviews 
and BW focusing on more theoretical associations of what was being said, was a 
valuable asset in continuous reflections about the accuracy of coding. In Study 
II, the third author (LK) and in Study III the fourth author (LK) without a 
psychotherapy background, examined the analyses critically to reach agree-
ment on a coherent whole of the findings. In Study III the third author (KN) 
with a background as a social worker and experience of conducting qualitative 
studies checked the coding of categories and themes critically during the 
analyses, and discussions were ongoing until an agreement was reached.  

The analyses were conducted by following the recommendations made by 
Graneheim and Lundman (2004). In qualitative studies you are advised to 
describe the steps in the analysis, which was done in both Studies II and III. 
Using the same method of analysis in both studies had the advantage of 
increasing familiarity with the method. The use of codes labelling condensed 
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units of meaning in the first study (Study II) and not in the following one (Study 
III) was a result of being more familiar with the coding method. The disad-
vantage of using the same qualitative method is that you may be influenced to 
look at the text through the lens of the former analysis method when analysing 
text in a second study.  

Checking back to see what was being said in the interviews was a way of 
testing the relevance of the unit of meaning codes, categories and themes at 
different stages of the analysis process. Spoken language is less exact than 
written language but substance can also be conveyed in intonation, mimicry and 
gestures of what is described in the interview. The videotaped interviews were 
an advantage in this process. 

On the basis of the researchers' prior knowledge, dissimilarities were 
expected between the different therapy orientations, something that

 
is 

reflected in our initial idea of separating the data into two units of analysis 
(CBT and PBT). At a later stage, and on an empirical basis, we were led to 
combine the two units of analysis, an illustration of how our prior knowledge 
guided us.  

Qualitative content analysis was chosen for the analysis in both studies as this 
method is an appropriate one to describe what is actually said at a manifest level 
and to make interpretations to understand the descriptions at a latent level. 
McLeod (2013) argues that psychotherapy research benefits from combining a 
narrative form of knowing that seeks to understand events in terms of contextu-
alized stories and ways of knowing that seek to explain events. In this sense, the 
method of analysis chosen made it possible to both describe and interpret the 
narratives.  

The findings are limited to a small group and do not invite generalizations. 
The strength of the studies lies in the knowledge gained about what patients 
with experience of different life contexts and different types of therapy empha-
size as being important when in therapy (in mental health care) for their 
particular needs and to get help with their problems. 
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Conclusions 
Patients diagnosed with mood disorders, anxiety disorders, adjustment 

disorders as well as personality disorders reported avoidant and anxious at-
tachment styles associated with interpersonal problems before psychotherapy. 
The impact of not having an inner sense of security to handle distress and con-
flicts can reflect what the patients described as self-centeredness, which 
prevented them from engaging in their life context in an optimal way. 

Psychotherapy (either CBT or PDT) enables patients to change avoidant and 
anxious attachment styles in the direction of increasing their sense of security 
and decreasing their interpersonal problems. Gaining a greater inner security 
mirrors the meaning of self-agency and tools to handle problems that patients 
described as changes generating an ability to increase their optimal participation 
in the life context.  

Since the cooperation with the therapist and the interventions used was 
experienced as intertwined, attention should be focused not only on evidence-
based methods but also on the alliance between the patient and therapist. 
As the capacity to develop an alliance improves by the level of attachment 
security, the creation of secure base functions makes the therapy useful. 
Identified secure base functions are a joint responsibility in the creation of a 
new context offering predictability, negotiating and adapting interventions and 
techniques to the patients’ needs and their ability to use them. Active, sensitive 
and open discussions with the therapists help the patients to take responsibility 
in using the methods which are important to make them effective. 

Clinical implications 
Attachment styles are defined as different ways of seeking psychological and 

physiological safety. What does the finding of the patients' insecure attachment 
styles and the positive correlation with interpersonal problems before psycho-
therapy in Study I tell us about clinical practice? It implies that the dynamic 
between current interpersonal problems and internalized models of avoidant and 
anxious attachment will affect the patients’ ability to expose their problems. 
This could act as a hindrance to how the problems become available to the 
therapist. Regarding avoidant and anxious-related attachment as a hindrance 
also makes it possible to regard them as part of the problems to work on in the 
therapy process. Patients who called the therapy process 'hard work' voice this 
experience.  
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Exploring patients' attachment styles can help you to understand pa-
tients' reluctance to disclose emotions and thoughts and their subsequent 
difficulties with expressing needs and behaviours. This gives complementary 
information to a diagnosis and to conceptualization of problems. Exploring 
attachment styles is also helpful in gaining an understanding of the characteristic 
way a patient will respond to therapy interventions and to identify difficulties in 
the therapeutic alliance and ruptures in the therapy process.  

Ruptures described in study III could be understood in terms of not giving 
optimal attention to the patient's sense of security. Resolving ruptures is found 
to improve therapeutic outcome (Safran et al. 2002). Awareness of the patient's 
attachment style can help to adapt interventions in order to understand as well as 
resolve ruptures. 

What can you do with the information about insecure attachment styles being 
part of the problems seen at the start of a course of psychotherapy? The lack of 
secure attachment requires sensitive and active efforts from part of the therapist 
to ensure that the patient feels confidence in the therapy conditions and to en-
courage the patient to feel confidence about the progress of the therapy. It is a 
challenge with respect to findings from earlier studies that a greater attachment 
security predicts a favourable psychotherapy outcome and a better capacity to 
develop a positive therapeutic alliance (Daniel 2006; Levy et al. 2011). How 
patients' attachment styles are activated in current relationships, including the 
therapeutic process, gives, however, psychotherapy an opportunity to help 
patients to balance or change rigid and dysfunctional styles to remain secure. 

The concept of creating a secure base for the therapy is relevant due to the 
patients' descriptions in Study III about the necessity to create a new context in 
which to focus one's problems. Here attention should be focused on offering 
predictability and negotiations for rules and agreements for the therapy. This 
new context includes the therapist and the therapeutic process, from which the 
patients can reflect on their own experiences, and try new experiences and novel 
behaviours. This context takes place not only in the therapy room but also 
outside, on the bus, at the dental surgery, in the marketplace/town square or at 
the patient's home. 

Irrespective of therapy orientation, interventions need to be adjusted to the 
way a patient seeks security, both in the therapy relationship and relationships in 
the life context. The findings of Mallincroth and colleagues (2009) tell us that 
patients with anxious attachment styles use hyper-activating strategies when 
they begin therapy with a desire for a much smaller therapeutic distance than is 
optimal. Conversely, patients with avoidant attachment styles employ  

63



   

 

deactivating strategies to maintain a more therapeutic distance than is ideal. In 
the beginning it is advisable to partially accept the patients' deactivating or 
hyper-activating strategies before moving onto a more gradually challenging 
role, which opens up an opportunity for modification. 

What is important in the changes? From the patients' view in study II the 
meaning of changing their problems was an awareness of self -agency and 
getting tools to handle them. Encouraging the patients to take responsibility for 
using the therapy for their needs and demands also means that the therapy can 
be a help to find the patient’s own way to self-help. The findings in Study IV 
indicate that therapeutic work on patients’ problems also gives the opportunity 
to convert attachment styles into more secure ones. The fact that the exploration 
of problems also supports the development of an increased sense of security in 
attachment styles is supported in some other studies (Florsheim & McArthur 
2009; Saypol & Farber 2010).  

Since from the patients'
 
point of view, and regardless of whether the in-

terventions were related to CBT or PDT, the cooperation with the psycho-
therapist is inextricably linked to the method and it is important not just to 
focus on which specific methods should be used. Attention should also be paid 
to the alliance between the patient and the therapist. The capacity to develop an 
alliance is shown to improve with the level of attachment security. In the 
development of the alliance between the patient and the therapist, it is im-
portant to handle and increase the patients’

 
level of security. Creating secure 

base functions. and helping the patient to take responsibility for using the inter-
ventions and techniques is part of the therapeutic work irrespective of therapy 
orientation. 

The emphasis in Study III of the therapist's sensitivity to the patient's ability 
to cooperate in using methods highlights the need for flexibility when using and 
dosing techniques something that has also been expressed in other studies (Far-
ber & Metzger 2009; Werbart et al. 2008). Maybe too great an emphasis 
on delivering the correct evidence-based interventions can be an obstacle to 
taking this aspect into account.  

In clinical practice as well as in the training of psychotherapists, irrespective 
of therapy orientation, attention should be paid to the building up of confidence 
to the therapist about the progress of the therapy, the adaptation of the 
techniques to the client’s needs and capacities and also to the contract 
negotiations.  
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Future research  
Results from Study I show that psychotherapy patients at the start of their 

course of psychotherapy report insecure avoidant and anxious attachment styles 
that correlated positively with each other. As this corresponds to findings of 
more insecure and mixed attachment styles in psychiatric samples compared to 
non-clinical samples (Fossati et al. 2003) it seems important to know more 
about this correlation of deactivating in avoidant attachment styles and 
hyper-activating in anxious attachment styles. One way is the suggestion put 
forward by Mikulincer & Shaver (2007) to develop scales that distinguish 
between people with organized attachment strategies (including more normal 
hyper-activation or deactivation) and those with a disorganized pattern of 
attachment.  

As results from this thesis and other studies show that therapy with different 
orientations have the ability to modify avoidant and anxious attachment styles 
into the direction of more secure ones it seems essential to know more about 
how attachment styles are expressed and treated in therapy sessions. Studies 
exploring this could provide information about how patients’ attachment styles 
are expressed in relation to disclosures and ruptures in the therapy and provides 
information about the type of ruptures that could be understood and resolved by 
exploring and adapting to the patient's attachment styles.  

Qualitative studies could give information of concrete descriptions following 
therapy processes. The availability of video sessions and computer technology 
make this possible even with a large amount of data. Studies of psychotherapy 
micro-processes are characterized by the intense analysis of single instances in 
therapy. One method used in such studies is interpersonal process recall where a 
special event is discussed afterwards for it’s meaning. Conversation analysis is 
another method, which has been used to study ongoing conversational 
interaction and also interactional structures in patient-identified events. Latent 
semantic analysis is a method that has been used for the exploration of how 
special language can be used and changed giving meaning to a subject 
(Arvidsson et al. 2011; McLeod 2013; Viklund et al. 2010).  

It has been suggested that attachment to the therapist has a greater predictive 
value for therapy progress than global measures of attachment styles (Bachelor 
et al. 2010). Rating scales like The Client Attachment to Therapist Scale 
(CATS;  Mallinckrodt et al. 1995) have been developed for this purpose. A 
recently published Swedish study presents the development of a rating scale 
(The Patient Attachment to Therapist Rating Scale) for assessing the quality of 
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attachment to therapist from patient narratives (PAT-RS; Lilliengren et al. 
2014). Such a rating scale is useful to study how specific in-session behav-
iours affect the development of attachment to the therapist throughout a thera-
py process.  

There is a need to create norms for community and clinical populations for 
the self-reports measuring attachment styles. Norms will help in clinical practice 
to judge the severity of the avoidant-related and anxious-related attachment 
styles.  

Results from Study III indicate that the development of secure base functions 
like predictability and confidence in contract agreements and having the 
possibility to negotiate interventions were important for the effectiveness of the 
therapy. Gaining more knowledge about interventions and conditions that foster 
the development of secure base functions is an area for future research. 

The patients' in the interviews who referred to the therapy as hard work and 
who became aware of their self-agency and obtained tools to handle problems 
provide information about the patients as active agents in the therapeutic work. 
Exploring how patients make use of the therapist's helpful efforts to encourage 
the use of interventions could provide valuable information about how to make 
progress in therapy. This could also be a subject to be brought up during the 
training of psychotherapists where it is common to discuss videotaped sessions 
as part of the training. Research on therapy from the patients'

 
perspective pro-

vide complementary information to research which focuses on treatment proto-
cols examining what the therapists do (Bohart & Greaves Wade

 
2013). 

 

How patients create links between the therapeutic context and their life-
context is described by Dreier (1998, 2008). Another area for studies is to learn 
more about how patients make use of therapy interventions as a self-help for 
their special demands and needs. 
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SAMMANFATTNING PÅ SVENSKA 
(SUMMARY IN SWEDISH) 

Bakgrund: Psykoterapi syftar till att med psykologiska metoder minska psy-
kiskt lidande och psykiska hinder som påverkar en individs deltagande i sitt 
livssammanhang. Vid psykoterapigruppen inom psykiatrin i Örebro läns lands-
ting erbjuds patienter psykoterapi hos en psykoterapeut med en inriktning av 
kognitiv beteendeterapi (KBT) eller hos en psykoterapeut med psykodynamisk 
inriktning (PDT), vilket är två vanligt förekommande psykoterapimetoder i 
Sverige och i övriga västvärlden. I KBT arbetar terapeut och patient med att mer 
direkt omvandla tankar, affekter och beteenden som vidmakthåller psykiska 
symtom och i PDT är målet att identifiera och förstå upprepade intrapsykiska 
och interpersonella konflikter som har samband med symtom och utveckla stra-
tegier för förändringar. Behovet av att veta mer om patienters egenskaper och 
problem när de söker psykoterapi och patienters erfarenheter av psykoterapi har 
lyfts fram inom psykoterapiforskning. I kvalitativa studier har framkommit att 
patienter, utöver symptomlindring, framhåller förändringar i självuppfattning 
och relationer som viktiga, samt värderar terapiprocessen delvis annorlunda än 
psykoterapeuten. Fler kvalitativt inriktade studier från olika patient- och terapi-
sammanhang har efterfrågats. Även om patientfaktorers bidrag för utfallet fram-
hållits har patienters erfarenheter av och perspektiv på både såväl terapiproces-
sen som dess utfall fått förhållandevis liten vetenskaplig uppmärksamhet.  

Patientens anknytningsmönster har under senare decennier uppmärksammats 
som vidmakthållande av psykiatriska och interpersonella svårigheter. Anknyt-
ningsmönster definieras som tidigt införlivade mönster av tillit som i vuxen 
ålder påverkar hur individen hanterar livsstressande upplevelser. 

Syfte: Det övergripande syftet med avhandlingen var (a) att undersöka hur 
psykoterapipatienter i landstingsfinansierad psykoterapi skattar anknytnings-
mönster och vilket samband dessa mönster har med interpersonella problem och 
dokumenterade diagnoser före och efter psykoterapi, samt (b) att undersöka 
patienters erfarenheter av problem, förändringar av problem, psykoterapi-
kontrakt och psykoterapiprocess. De terapiinriktningar som förekom var KBT 
och PDT. 

Metod: I två studier med kvantitativ inriktning undersöktes patienters an-
knytningsmönster och interpersonella problem före och efter psykoterapi med 
självskattningsformulär. Sociodemografiska och kliniska uppgifter hämtades 
från patienternas journaler. I studierna deltog 168 respektive 111 patienter (stu-
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die I och IV). I de två kvalitativt inriktade studierna intervjuades 14 patienter om 
sina erfarenheter av problem och förändringar av problem (studie II) och om 
sina erfarenheter av psykoterapin (studie III). Den transkriberade texten från 
intervjuerna analyserades med metoden kvalitativ innehållsanalys.  

Resultat: Patienterna bedömdes vid början av psykoterapin ha psykiatriska 
diagnoser med depressioner, ångestproblematik, anpassningsstörningar och 
personlighetsstörningar. De skattade i högre grad undvikande och ängsliga an-
knytningsmönster än en jämförelsegrupp av studenter. Både undvikande och 
ängsliga anknytningsmönster visade ett positivt samband med självskattade 
interpersonella problem. I intervjuerna beskrev patienterna sina problem före 
psykoterapi som översvämmande känslor, kognitiva svårigheter och problema-
tiska beteenden. Dessa känslor, svårigheter och beteenden förstärkte varandra 
och fick innebörd av en självcentrering som hindrade patienterna att fullt ut 
delta i sitt livssammanhang.  

Efter terapi med antingen KBT eller PDT förändrades skattningarna av de 
undvikande och ängsliga anknytningsmönstren till mer trygga vilket visade 
samband med minskade interpersonella problem. Personer med personlighets-
störningar, och personer i åldersgruppen 26-39 år och de som fick 11-26 terapi-
sessioner visade en större förändring.  

Under psykoterapin oavsett terapiinriktning fick patienterna en ökad medve-
tenhet om sin egen förmåga att påverka och tillgång till verktyg att hantera sina 
problem. Detta medförde att känslor bättre kunde regleras vilket samverkade 
med möjligheter att förändra problematiska beteenden och att nå ett ändamåls-
enligt kognitivt fungerande. Patienternas upplevda självcentrering förändrades 
vilket möjliggjorde ett mer optimalt deltagande i det egna livssammanhanget.  
Oavsett erfarenheter från KBT eller PDT beskrev patienterna att psykoterapi-
kontraktet gav förutsättningar att skapa ett nytt sammanhang som gav möjlighet 
till att ge full uppmärksamhet till patienten och problemen. Terapisessionerna 
ägde vanligtvis rum i terapeutens mottagningsrum men även på tandläkarmot-
tagningen , bussen och torget. Psykoterapiprocessen beskrevs som ett hårt arbete 
som syftade till självhjälp där samarbetet med terapeuten skapades kontinuer-
ligt. Samarbetet med terapeuten och användandet av terapeutiska interventioner 
beskrevs utgöra en helhet.  

Slutsatser: Psykoterapipatienter som bedömts ha diagnostiserade psykiatriska 
problem visade undvikande och ängsliga anknytningsmönster som hade sam-
band med interpersonella problem i början av psykoterapin, vilket belyser att 
hanterande av otrygga anknytningsmönster och skapandet av en trygg bas för 
psykoterapin är en del av psykoterapiarbetet oavsett teoretisk inriktning av tera-
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pin. Förutsägbarhet och ömsesidigt ansvar för överenskommelser om villkoren 
för terapin samt aktiva insatser från terapeuten att hjälpa patienten att använda 
interventioner och tekniker för sina behov och efter sin förmåga utgör inslag i 
skapandet av en trygg bas. Patientens anknytningsmönster ger en hjälp att förstå 
svårigheter att uttrycka känslor, tankar och behov och att hantera interpersonellt 
fungerande. Psykoterapi med hjälp av KBT eller PDT gav möjlighet att förändra 
undvikande och ängsliga anknytningsmönster till mer trygga vilket samverkade 
med minskade interpersonella problem. Patienternas beskrivningar av att en 
ockuperande självcentrering förändrades till ett optimalt deltagande i livssam-
manhanget kan ses om uttryck för ökad tillit till sig själv och andra.  

Från patientens perspektiv utgör samarbetet med terapeuten och användning-
en av terapeutiska metoder en helhet vilket visar att lika viktigt som att använda 
evidensbaserade metoder är att skapa en god allians mellan terapeut och patient. 
Att bygga upp trygghet utvecklar och stärker denna allians.  
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APPENDIX 

Appendix 

Interview guide 

Study II.  
What made you seek help through psychotherapy?  
What kind of difficulties did you have before starting psychotherapy and after 
ending psychotherapy?  
How did you perceive yourself before and after psychotherapy?  
How did you perceive your relationships with relatives, friends and colleagues 
before starting and after psychotherapy?  
How did you perceive your work situation before and after psychotherapy?  

 
Study III.  
How did you expect psychotherapy to help you?  
What was the goal for the therapy?  
What is your experience of the venue of the sessions, length of sessions, fre-
quency of sessions, and number of sessions?  
What is your experience of how the therapy was carried out with therapeutic 
tools and techniques?  
What is your experience of your own and the psychotherapist’s contribution in 
the therapy? 
What is your experience of the cooperation with the psychotherapist?  
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