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Thesis Abstract      Graham Lowings B.A. BSc(Hons) 

 

 

A study to establish what constitutes an effective therapeutic alliance and how this 

can be achieved and maintained with a difficult to engage client group, those with a 

diagnosis of Borderline Personality Disorder. 

 

 

 

 

Aims: 

A broad aim of this thesis was to add to the literature concerning the experiences of 

therapists who had created and maintained therapeutic alliances with clients diagnosed 

with Borderline Personality Disorder (BPD).  

 

Literature Review: 

The review identified that the therapeutic alliance had a strong influence on the outcomes 

of therapy in general clinical practice. The alliance had a positive effect on therapeutic 

outcome, independent of the model of therapy involved. Breakdown in the alliance could 

be predicted, enabling remedial steps to be taken by the therapist. The evidence for the 

matching of therapist to client by gender and ethnicity is inconclusive. Research with 

regard to the therapeutic alliance and BPD would suggest that the alliance is harder to 

achieve with this client group. Once established there is some evidence that it is rated 

stronger where cognitive therapies are used than those from the psychodynamic 

perspective. Frameworks are being developed which will enable the therapist to compare 

their emotional response to clients with normed data. 

 

Methodology: 
A qualitative research study which involved semi-structured interviews of twelve 

therapists from nursing, psychiatry and psychology. The study was designed to capture 

the therapist‟s personal experiences of forming therapeutic alliances with Borderline 

Personality Disorder clients. The interviews were audio recorded, transcribed and then 

analysed using Grounded Theory methodology. 

 

Main findings: 

A model was constructed which described the psychological aspects of forming an 

alliance with Borderline Personality Disorder clients. The model comprised four main 

categories. Therapists had to manage „unavoidable influences‟ from persons outside of 

the alliance, „cultural and gender differences‟ that existed between the therapist and client 

and their own „emotional reactions‟ evoked by interactions with the client. Key to their 

successful management was the effective use of „clinical supervision‟. The model was 

independent of any therapeutic model of treatment. 

 



 4 

Acknowledgements 

 

 

I would like to extend my appreciation to the following: 

 

To the tutors, supervisors and administrative staff of the Clinical Psychology Department 

of the University of Leicester for their advice, guidance and support provided to me 

during this research study. 

 

To the Clinical Directors and managers of the Nottinghamshire Healthcare NHS Trust 

who provided their permission and support for this research study to be undertaken by 

their staff. 

 

And most importantly to the twelve interviewees who gave up their time to participate in 

very frank and open discussions of their professional working experiences. 

 

 



 5 

Word Count 

 

Section Number of words 

  

1. Literature review 7,998 

References & Appendices  7,034 

  

Subtotal 15,032 

  

2. Research report 12,581 

References & Appendices  3,441 

  

Subtotal 16,022 

  

3. Critical appraisal 2,629 

References & Appendices 1,551 

  

Subtotal 4,180 

  

Total 35,234 

 



 6 

Notes on style 

 

This thesis, consisting of a literature review, a research paper and a critical 

appraisal has been written with a view to submission to the Journal of Clinical 

Psychology. It has been written in accordance with the guidelines to contributors 

for this journal and therefore their recommended system of referencing and 

heading conventions have been used. See Appendix A of the Literature Review 

for further details on style. 

  



 7 

Contents 

 

Title page 

Statement of originality 

Thesis Abstract 

Acknowledgements 

Word count 

Notes on style 

Contents 

List of tables 

List of figures 

1.0 LITERATURE REVIEW 

1.1 Contents  

1.2 List of Appendices 

1.3 Abstract 

1.4 Introduction 

1.5 Methodology 

1.6 Therapeutic Alliance 

1.7 Recognising and managing the differences between 

 therapist and client and the therapeutic alliance 

1.8 Introducing Personality Disorder and in particular  

Borderline Personality Disorder 

1.9 The treatment of Personality Disorder / Borderline  

Page no. 

1 

2 

3 

4 

5 

6 

7 

10 

11 

12 

13 

14 

15 

16 

18 

20 

28 

 

33 

 

40 



 8 

Personality Disorder and the therapeutic alliance 

1.10 Emotional and behavioural responses of the therapist  

1.11 Discussion and suggestions for future research 

1.12 Clinical implications 

1.13 Conclusions 

1.14 References 

1.15 Appendices 

2.0 RESEARCH REPORT 

2.1       Abstract 

2.2       Introduction 

2.3       Methodology 

2.4       Results 

2.5       Discussion 

2.6       Clinical implications 

2.7       Strengths and limitations of the study 

2.8       Future research 

2.9       Conclusions 

2.10 References 

2.11 Appendices 

3.0 CRITICAL APPRAISAL 

3.1 Development of the research 

3.2 Conducting research 

3.3 References 

 

42 

45 

47 

48 

49 

67 

 

84 

85 

89 

99 

135 

142 

146 

148 

149 

151 

159 

 

172 

173 

183 



 9 

3.4 Appendices 

4.0 INTERVIEW TRANSCRIPTS (Bound as a separate addendum) 

184 

 



 10 

List of Tables 

 

 

 

Table 

 

1 

2 

3 

4 

5 

6 

7 

8 

  

9 

Description 

 

Total Population of the UK 

The top twenty languages spoken by children in London 

Broaching and Racial Identity Development 

Factor Structure of the Countertransference Questionnaire 

Example of the constant comparative method 

Examples of Theoretical Sampling 

Categories, Sub Categories and Properties 

Breakdown of the Interviewees by Health Profession, Gender and 

Ethnicity 

The ontological and epistemological positions within the four 

paradigms 

Page no. 

 

71 

73 

76 

80 

96 

98 

102 

159 

 

184 

 



 11 

List of Figures          Page 

 

 

1 

2 

3 

 

4 

 

5 

 

6 

 

7 

 

8 

9 

10 

11 

 

12 

 

13 

Minority Ethnic Groups within England and Wales 

Population of England by Religion 

Therapists lived experiences of forming therapeutic alliances  

with BPD clients - a process model 

Unavoidable Influences section of the process model – extended  

to include five properties 

Dealing with difference section of the process model – extended to  

include ten properties 

Managing your emotions section of the process model – extended to  

include five properties 

Experiences of clinical supervision section of the process model –  

extended to include five properties 

Diagram of data collection, analysis and reporting procedures 

Creating a positive experience 

A combination of inextricably linked tactical and psychological processes 

The Duality of Behaviours – Tactical and Psychological Processes combine and 

outcome is achieved 

The Duality of Clinical supervision – an example of the interconnectivity of the 

Tactical and Psychological Processes involved in the Therapeutic Alliance 

Therapeutic Alliance: –  

A combination of inextricably linked tactical and psychological processes (revised). 

72 

74 

103 

 

104 

 

112 

 

123 

 

129 

 

170 

185 

186 

187 

 

187 

 

188 

  



 12 

Section 1 

 

Literature Review 

 

 

 

The influence of the therapeutic alliance between therapist and client, the impact of 

gender and race on this relationship and the consequences for the treatment of 

Borderline Personality Disorder. 
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A Review of the literature relating to the influence of the therapeutic alliance 

between therapist and client, the impact of gender and race on this relationship and 

the consequences for the treatment of Borderline Personality Disorder. 

 

 

 

1.3 Abstract. 

 

 

 

Purpose: 

To review the literature relating to the influence of the therapeutic alliance between 

therapist and client, the impact of gender and race on this relationship and the 

consequences for the treatment of Borderline Personality Disorder (BPD).  

 

Method: 

A search strategy was used to identify the relevant literature, followed by a critical 

appraisal of that literature, culminating in a synthesis of the research studies examined. 

 

Results:  

The therapeutic alliance has a strong influence on the outcomes of therapy in general 

clinical practice. Breakdown in the alliance can be predicted, enabling remedial steps to 

be taken by the therapist. The evidence for the matching of therapist to client by gender 

and ethnicity is inconclusive. Research with regard to the therapeutic alliance and BPD 

would suggest that the alliance is much harder to achieve with this client group. Once 

established there is some evidence that it is rated stronger where cognitive behavioural 

type therapies are used than those from the psychodynamic perspective. Frameworks are 

being developed which will enable the therapist to compare their emotional response to 

clients with normed data. 

 

Conclusions: 

This review has highlighted many positives; the strong evidence base for the alliance, the 

predictive value of measuring the alliance and the encouragement to treat Personality 

Disorders. Of particular interest is the development of frameworks to assist the therapist 

to improve their cultural competency and emotional awareness. 
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1.4 Introduction. 

The current review will first examine the evidence relating to the therapeutic alliance in 

general terms before specifically looking at the impact of gender and race and finally its 

application to Personality Disorder (PD) and Borderline Personality Disorder (BPD).  

 

The therapeutic alliance has been proven over many studies to be a significant influence 

in producing positive outcomes in therapy (Bowers & Clum, 1988; Horvath & Symonds, 

1991). Various instruments for measuring the success of the therapeutic alliance have 

been developed. As well as measuring success, these measures offer the potential to 

predict a breakdown of the alliance, enabling the therapist to consider taking some form 

of reparation. However, conflicting evidence will be presented as to whether assessments 

by therapist, client or an independent observer offer the most accurate predictions (e.g. 

Gunderson et al., 1997, Horvath and Symonds, 1991). Although considered to be 

independent of therapeutic orientation (Bordin, 1994), the possibility that the quality of 

the alliance is influenced by the therapeutic model employed will be explored.  

 

A secondary consideration for the current review is the impact that gender and race has on 

the therapeutic alliance. Although not conclusive, a number of studies have reported 

improved ratings of the therapeutic alliance when the patient and therapist were matched 

by gender. Interestingly, although patients demonstrated a preference for therapists of the 

same ethnic background, there was little evidence to suggest that this resulted in 

improved clinical outcome (e.g. Maramba & Hall, 2002). 
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Evidence will be presented to show that individuals such as those diagnosed with 

PD/BPD were often considered too difficult to engage in a productive therapeutic alliance 

(Yeomans et al. 1994). The previous experiences of this patient group, including a history 

of the poor management of relationships and the inability to trust others had made the 

creation and maintenance of therapeutic relationships particularly difficult (Norton & 

Hinshelwood, 1996). Consequently, there has been reluctance on behalf of clinicians to 

work with people diagnosed with PD/BPD. Clinicians had stated they were not skilled 

sufficiently to deal with this group of patients (NIMHE, 2003). However, the current 

review will show that attitudes towards the treatment of PD have changed. PD is now 

high on the Government‟s Health agenda. The various Government publications and 

those of the British Psychology Society which are currently driving initiatives in relation 

to the treatment of PD/BPD will be examined.  

 

The difficulties associated with the diagnosis of PD and BPD will be examined as will its 

prevalence within the UK.  The differences ascribed to gender and race will be presented 

as will the potential for an effective therapeutic alliance for those suffering from PD and 

in particular BPD.  

  

It should be noted that some authors use the terms „service users‟ and „patient‟ whilst 

others, „client‟. For the purposes of the current review these terms have been treated as 

interchangeable. Individual authors‟ particular descriptions have been preserved and 

therefore all three terms can be found in this current review. 
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1.5 Methodology 

Search Strategy  

The current review employed a search strategy using a number of academic electronic 

databases, namely, Psychinfo, Scopus, ISI Web of Science and Medline. The aim of the 

strategy was to identify informative and well evidenced literature in relation to the 

therapeutic alliance and its impact on the treatment of difficult to engage clients, in 

particular those with a diagnosis of Borderline Personality Disorder (BPD).  The search 

included the use of a number of keywords as shown below. The use of inclusion and 

exclusion criteria ensured the parameters and focus of the literature review was 

maintained. 

 

Keywords:  

Personality disorder, borderline personality disorder, alliance, therapeutic alliance, 

measuring the alliance, cognitive therapy, cognitive analytical therapy, cognitive 

behaviour therapy, dialectical behaviour therapy, psychoanalytic psychotherapy, 

developing the therapeutic alliance, ethnicity, diversity, race and gender. 

 

Inclusion and exclusion criteria. 

The current review was focused on the treatment of adults and therefore any studies 

relating to children, adolescents and elderly adults were excluded. Safran and Muran 

(1996) made reference to the concept of the therapeutic alliance as having originated in 
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early psychoanalytic literature (e.g. Sterba, 1934; Zetzel, 1956) and therefore all the 

searches were restricted to the period between January 1930 and July 2008.  

 

Scope of the Review. 

The final selection of material was made with the following in mind: 

. To provide sufficient evidence of the important and influential link between the 

therapeutic alliance and outcome. 

. To allow a brief overview of the methods and instruments used to measure the 

therapeutic alliance and the relationship with therapeutic outcome.  

. To highlight the impact of the alliance with those diagnosed with Personality 

Disorders and in particular those with the BPD. 

. To summarise the impact of difference between the therapist and the client in 

terms of gender and race, in particular how difference may impact on the alliance 

and therapeutic outcomes. 

 

 

This review examined meta-analyses, literature reviews, studies and commentary from 

learned theorists.  
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1.6 The Therapeutic Alliance.   

The following definition encapsulates the essence of the therapeutic alliance: 

 

“A mutual collaboration between patient and the therapist in pursuit of common 

therapeutic goals, the therapeutic alliance is a critical ingredient in the success of 

psychotherapy”. (Gabbard et al. 2000, p 40). 

 

The therapist‟s role within the therapeutic alliance could be considered as a form of 

facilitation which provides the support and a safe environment needed to help the client 

achieve what on their own they found difficult or indeed had previously failed to 

accomplish.  

 

Evidence in support of the therapeutic alliance. 

When considering the efficacy of any model of therapy, one cannot ignore the significant 

impact the therapeutic relationship between the client and the therapist has on the 

eventual outcomes. For example, Bowers and Clum (1988) carried out a meta-analysis of 

69 studies and found the best outcomes were achieved when technique focussed therapies 

were combined with a therapeutic alliance. Research by Patton et al. (1997) suggested 

that if the therapeutic alliance is strong, the client is better able to deepen the significance 

of the therapeutic material presented by the therapist and to recognise and overcome 

difficulties and make therapeutic progress.  
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In their book, „What Works for Whom‟, Roth and Fonagy (1996) described a number of 

studies highlighting the benefits of the therapeutic alliance. In particular, they cited 

Horvath and Symonds (1991) whose meta-analysis of 24 studies produced similar results 

to that of Bowers and Clum (1988), linking the quality of the therapeutic alliance to the 

overall outcome of the therapy. Safran and Muran (1996) also cited the Horvath and 

Symonds‟ study as an exemplar of the “considerable amount of evidence demonstrating 

that the quality of the therapeutic alliance is one of the better predictors of outcome, 

regardless of the particular type of therapy”. Bordin (1994) referred to this phenomenon 

as its „trans-theoretical status‟ given that the positive impact of the therapeutic alliance 

was evident irrespective of the model of therapy employed.  

 

Martin, Garske and Davis (2000) reviewed 79 studies examining the association between 

the quality of the alliance involving adult patients and their therapist and the outcome of 

therapy. A moderate yet consistent relationship was identified, (r = 0.22). Once again the 

trans-theoretical status of the therapeutic alliance was evident with the type of treatment 

provided having no bearing on the correlation between the quality of the alliance and the 

quality of the outcome.  

 

Measuring the quality of the therapeutic alliance. 

Over the years various measures have been created which examine the quality of the 

therapeutic alliance at various stages of the therapeutic process. Not only can they be used 

to evidence the positive effect the therapeutic alliance can have on outcome but they can, 

with some reliability predict the potential for relationship breakdown. The majority of 
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these measures are of the self-report type completed by the therapist or the client. 

Observer ratings are also available and more sophisticated independent measures are 

being developed. A selection of the more commonly used measures is now considered. 

 

Cecero et al. (2001) conducted a randomised control trial (RCT) involving 60 participants 

to test the internal consistency, inter-rater reliability and inter-correlations between the six 

most commonly used self report measures of the therapeutic alliance. They found that all 

six measures of the alliance had acceptable levels of consistency, reliability, inter-rater 

reliability and measured a similar construct. The observer ratings: California 

Psychotherapy Alliance Scales (CALPAS); Penn Helping Alliance Rating Scale (PENN); 

Vanderbilt Therapeutic Alliance Scale (VTAS); and the Working Alliance Inventory 

(WAI-O Observer Rating)), were significantly correlated with each other.  The Working 

Alliance Inventory Therapist Rating (WAI-T) had significant but lower correlations to the 

Penn, VTAS and CALPAS observer ratings. The Working Alliance Inventory Client 

Rating (WAI-C) was not significantly related to the observer ratings. This study was 

based on one single early session, the second therapy session. This was a weakness of the 

study. It could have been improved upon by further analyses of alliance measures taken at 

various points in each treatment phase for a fuller understanding and an assessment of the 

accuracy of the measures throughout the period of therapeutic engagement.   

 

Summers and Barber (2003) reviewed the previous research of three measures of the 

therapeutic alliance: the CALPAS; the PENN; and the WAI. All three measures included 

ratings from the therapist, the patient and an independent observer. Like Cecero et al. 
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they found further evidence that the WAI-O was strongly correlated with the CALPAS 

but only moderately correlated with the PENN. The CALPAS was found to have 

adequate predictive validity irrespective of the model of therapy used by the therapist 

(e.g. Cognitive Behavioural Therapy, (Fenton et al. 2001) and Psychodynamic 

Psychotherapy (Barber et al. 2000)). Most importantly, Horvath and Symonds (1991) 

concluded as part of a meta-analysis that the patient self-report was by far the most 

reliable predictor of outcome. 

 

A more recent study involving the PENN rating scale was conducted by Vogel et al. 

(2006). The measure was taken at the start of the sixth session. The therapeutic alliance 

and treatment outcome were found to be significantly related. There were however a 

number of limitations to this study. The results of this study only related to moderate 

cases of Obsessive Compulsive Disorder (OCD) as the more complex OCD cases and 

conceivably the more challenging to the creation and maintenance of the therapeutic 

alliance were excluded. In addition, the single measure was taken after five sessions had 

been completed. By this time some element of symptom reduction had been successfully 

obtained and this success may have been influential in the assessment of the alliance and 

its predictive value of post treatment outcomes. 

 

Different therapeutic models and the therapeutic alliance. 

As referred to earlier, it had been proposed that the impact of the therapeutic alliance may 

be independent of the therapeutic model deployed (Bordin, 1994). Though it is agreed 

that the alliance is a common factor across different therapeutic models, Goldfried (1991) 
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called for further research to identify the similarities and the differences across 

therapeutic orientations and the quality of the alliance. Raue and Goldfried (1994) 

proposed that different therapies may tap into different aspects of the alliance. They 

suggested that psychodynamic psychotherapy is characterised by more emotionally 

charged and potentially more uncomfortable sessions, whereas cognitive-behavioural 

therapy (CBT) is smoother and consequently leads to less strained sessions. This 

suggestion seems to play down the potentially distressful and ego threatening situations 

such as exposure, cognitive restructuring, clarifying dysfunctional interpersonal patterns 

or the process of challenging a client‟s thinking style that CBT can invoke (Schulte & 

Eifert, 2002).  

Raue et al. (1997) examined the quality of the therapeutic alliance involved in sessions of 

psychodynamic-interpersonal therapy (PIT)
1
 compared with sessions of CBT. Fifty-seven 

clients diagnosed with major depression received 16 sessions of either PIT or CBT. The 

Working Alliance Inventory was used to rate the therapeutic alliance across both 

therapies. The results indicated significantly greater alliance scores for the CBT sessions.  

Martin, Garske and Davis (2000) pointed out that although the co-relational aspects 

between the therapeutic alliance and outcome are evident, the mechanisms that underpin 

this relationship are not clear. If better understanding of this mechanism can be achieved 

then it may be possible to detect when a therapeutic alliance is beginning to break down 

and for the therapist to take remedial action. Indeed, accepting that there may be times 

when the relationship will be at risk, such remedial steps could be considered as part of 

                                                 
1
 Also referred to as Interpersonal Psychodynamic Therapy (IPT). 
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the therapist‟s intervention plan. The acknowledgment of the likelihood of breakdown 

and the need to repair the alliance has been termed by Safran et al. (1990) as the 

„rupture/repair „cycle. More sophisticated measures are being developed, including the 

assessment of what has been termed by Gray and McNaughton (as cited in Michalak et al. 

2005) as the client‟s Behavioural Inhibition System (BIS).  

 

Predicting potential breakdown in the therapeutic alliance. 

Michalak et al. (2005) set out to test the activation of the BIS to see if it could be used as 

an indicator of the potential for breakdown within the therapeutic alliance. They 

hypothesised that a client‟s behaviour would become inhibited as they struggle with the 

internal conflict between the strong desire to seek help and the need to avoid interpersonal 

discomfort unless the therapist can create a high quality alliance. Michalak et al. used 

established methods of measuring the BIS (Mason & Blankenship, 1987) for example, the 

frequency of the use of the word „not‟ by the client and the amount they spoke in general 

during the therapeutic session. Michalak et al. found in their study of 40 clients that the 

two measures of behaviour inhibition were highly correlated: clients who used the word 

„not‟ more frequently spoke less overall in the sessions.  The quality of the therapeutic 

alliance was measured using the Therapist Evaluation Questionnaire (TEQ). The 

indicators of inhibition were significantly correlated to the results of the TEQ.  

 

Michalak et al. (2005) identified the potential of the BIS as a useful predictor in the 

breakdown of the therapeutic alliance. However, the authors advised caution due to the 

low reliability of three out of six of the sub scale scores of the TEQ. Replication of the 
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study using one or more of the common measures of the alliance previously reported 

should be considered. 

 

Gender has been considered in the Michalak et al. study with both the therapist and the 

client being relatively equally distributed between males and females. However, the 

ethnicity of the participants was not reported. There needs to be consideration of the 

cultural affects on the concept of inhibition and whether it would still hold as a reliable 

indicator of the quality of the therapeutic engagement. For example, in some cultures, 

lack of eye contact may be seen as inhibited behaviour whereas in others it may be 

considered a sign of respect. 

 

The majority of the participants in the Michalak et al. (2005) study presented with Axis I 

(DSM-IV-TR) difficulties such as anxiety and depression. Further studies are required to 

examine the potential of using the BIS with Axis II disorders such as Borderline 

Personality Disorder (BPD). When faced with the ambivalence of being stuck between a 

desire to avoid distress and the prospect of reward and relief in therapy, the general 

expectations of the BPD client of being hurt or abused in interpersonal relationship 

situations may make withdrawal from treatment more likely.  

 

The BIS is considered to be activated as a consequence of the therapeutic alliance not 

being strong enough to support the client through painful and difficult times. However, 

the use of the word „not‟ by the client might also be attributed to the client who is seeking 
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to exert some control of the therapeutic alliance (Safran & Muran, 1996). Alternative 

methods of identifying client‟s behavioural inhibition need to be considered. 

 

The current review has considered measures of the therapeutic alliance that had 

acceptable levels of consistency, reliability and inter-rater reliability (Cecero et al. 2001; 

Summers & Barber, 2003; Vogel et al. 2006). Studies have shown that these measures 

have adequate predictive validity, irrespective of the model of therapy employed (Barber 

et al. 2000; Fenton et al. 2001). However, there is conflicting evidence as to whether the 

ratings obtained by the therapist; the client or an observer offer the most accurate 

predictive capability (Gunderson et al. 1997; Horvath & Symonds, 1991). A number of 

studies have shown the therapeutic alliance to be stronger where Cognitive Behavioural 

Therapies (CBT) have been used compared with Psychodynamic based therapies (Cristol 

et al. 1975; Ruae et al. 1997). This finding has been contradicted (Brunink & Shroeder, 

1979; Marmar et al. 1989) and the question is raised as to whether the alliance is actually 

stronger in CBT type therapies or whether it is an anomaly of the items considered in the 

measures used which ignore potentially threatening and distressful aspects of CBT 

(Schulte & Eifert, 2002). 

 

The Behavioural Inhibition System is an example of a more sophisticated measure of the 

therapeutic alliance, which is limited in its present form by its lack of cultural sensitivity 

and its inappropriateness for use with Axis II disorders such as BPD. 
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Working with clients therapeutically is a complex matter. None of the measures 

considered in the current review take account of the influences outside of the control of 

the therapist which nonetheless may impact on the therapeutic alliance. Examples of such 

influences are; the attitude of other health carers, substance misuse, symptoms of 

psychosis and the experience of dysfunctional relationships. Such patients may appear 

disinterested or actively testing the therapeutic relationship when in fact they are seeking 

reassurance and encouragement. 

 

1.7 Recognising and managing the differences between therapist and client and the 

therapeutic alliance  

There are many potential differences that are possible between the client and the therapist. 

Age, social, economic and employment status, level of education received, sexuality, 

marital status and general life experience are examples. Most research, however, has 

concentrated on gender and ethnicity. 

Matching Therapist to Client by Ethnicity and Gender. 

There are those who would argue that therapists of the same ethnicity to their clients are 

likely to have had similar experiences and are therefore more likely to fully appreciate, 

understand and be able to help their clients with their difficulties (e.g. Atkinson & Schein, 

1986). The alternative view is that the culturally sensitive therapist should be able to 

overcome the differences in the same way they have to overcome differences that may 

exist between therapist and the client with regard to religion, sexuality, gender, education 

and socioeconomic status (e.g., Vontruss, 1988).  



 29 

Wintersteen et al. (2005) reviewed the literature relating to gender and racial differences 

between therapist and patient and the impact on treatment outcome and highlighted the 

following studies. With regard to gender, Luborsky et al. (1971) concluded, following a 

review of the available literature, that if the patient and therapist are matched by gender, 

better treatment outcomes were more likely. Research by Fowler et al. (1992) found that 

generally, female patients preferred female therapists. Jones and Zoppel (1982) found that 

female therapists reported their patients more satisfied with the therapy process than did 

their male counterparts. Female therapists were also found to report stronger therapeutic 

alliances with their patients (Dolinsky, 1998). However, other research has failed to 

demonstrate that matching therapist and patient by gender will lead to improved outcomes 

(Cottone et al. 2002) or decreased drop out rates (Sterling et al. 1998).  

With regard to race, studies have shown that low-income minority ethnic people were less 

likely to seek and complete mental health treatment (e.g. Agosti et al. 1996). Where they 

did seek mental health assistance they were more likely to seek therapists from the same 

ethnic background (Thompson et al. 2004). Some authors have theorised that racial 

matching should be encouraged to promote culturally competent treatment practices (e.g. 

Campbell & Alexander, 2002; Sue et al.1991). Maramba and Hall (2002) found that 

although racial matching did not improve treatment outcome, it did increase mental health 

service utilisation and retention. 
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Ethnicity, language and religious implications. 

The current review examined the scale of diversity within England and Wales. The most 

recent census of the population was carried out in 2001 by the Office for National 

Statistics and revealed that 9% (5,055,871) of the population declared themselves to be 

Asian, Black, Chinese or of mixed heritage. More than 300 languages are spoken by 

children in London, making it the most linguistically diverse city in the world. Though 

71% of the population described themselves as Christian, approximately 15% (7,342,905) 

of the population belonged to numerous other religious denominations. More population 

information can be found at Appendices B, C, and D. 

With language and religious difference comes significant cultural divergence which 

requires understanding and tolerance on behalf of the therapist. The current review has 

identified significant differences within the population in terms of ethnic origin, language 

and religion. The extent of the diversity may pose many practical difficulties in terms of 

matching like for like with regards to therapists and their clients. Indeed, Nadirshaw 

(1992) highlighted the level of diversity that exists within Black communities. Further, 

the under representation of male and minority ethnic therapists creates significant 

practical difficulties in conducting research with a large enough sample size (Sterling et 

al. 2001). 

Provision of therapists and in particular clinical psychologists 

Whatever the merits of matching clients to therapists who are of the same or similar 

culture, ethnicity or gender, the reality is that there are too few male and minority ethnic 
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clinical psychologists to facilitate such practice (Department of Health, 2004; Turpin & 

Fensom, 2004; Williams et al. 2006). The British Association for Counselling and 

Psychotherapy has a similar pattern of representation within its membership (see 

Appendix E). 

 

Developing cultural competency 

Cultural competence refers to knowledge, skills and behaviours which allow effective 

working with clients from diverse backgrounds. Nadirshaw (1992) maintained that it was 

wrong to assume that people who shared the same cultural background will share a 

common framework for understanding the problem. It is not necessary for the therapist to 

be a „culture expert‟ but they should learn to accept positively the other‟s value system 

and to develop a cultural sensitivity in which to work in a non-judgemental way. By using 

a racial identity model, the therapist can learn to recognise the individual differences 

among people whether they are the same or different, „racially‟ or culturally (Patel et al. 

2000).  

 

Cross (1995), developed a Black racial identity model; similarly, Helm (1990), developed 

a White racial identity model (as sighted in Patel et al. 2000). Both models describe the 

transformations that occur within people as their attitude changes from negative 

stereotypes to the adoption of a non-racist position.  Day-Vines et al. (2007) considered 

that the willingness and capability of the White therapist to integrate issues of „race‟ into 

their therapy was directly related to their position within the White racial identity model. 

Day-Vines et al. (2007) coined the phrase „continuum of broaching styles‟ to describe 
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how clinicians deal with diversity with their clients, ranging from avoiding the situation 

altogether to complete recognition and acknowledgement of the impact of „race‟ on the 

client‟s presentation. Five broaching styles were described: 

1. Avoidant 

2. Isolating 

3. Continuing/incongruent  

4. Integrated/congruent  

5. Infusing 

 

Each broaching style is clearly linked to the corresponding stages of the White racial 

identity model. The racial identity models of Cross (1995) and Helms (1990), together 

with the broaching styles of Day-Vines et al. (2007) are reproduced in Appendix F, p. 76. 

Whealin and Ruzek (2008) reported that a lack of cultural competence may prevent 

diverse clients from seeking mental health care. They devised their own 10 point action 

plan for achieving cultural competency. In recognition that much influence is exerted on 

the client outside of the therapeutic alliance, strategies were included within the plan to 

ensure cultural competence existed in all aspects of the therapeutic experience for the 

client, including organisational issues and the cultural understanding and attitude of non 

clinical staff who may come into contact with them.  

In recognition of the need to increase cultural competency among its membership, the 

Division of Clinical Psychology of the British Psychology Society produced “Clinical 

Psychology, „race‟ and culture: a training manual” (Patel et al. 2002) as a resource for 

clinicians to help them relate better to clients from cultures different to their own.  
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The following study, Burkard et al. (1999), provided encouragement for the educational 

approach to increasing cultural awareness in the absence of the ability to match the 

patient to the therapist along ethnicity lines. The study involving 124 white Euro-

American graduate students enrolled in graduate counselling classes. Burkard et al. found 

that a negative attitude toward race had a negative impact on the alliance and that a 

positive attitude toward race had a positive impact on the alliance irrespective of the race 

of the client.  

1.8 Introducing Personality Disorder (PD) and in particular Borderline Personality 

Disorder (BPD). 

The current review has examined the therapeutic alliance in general terms irrespective of 

the treatment condition. The review now focuses on the therapeutic alliance and the 

treatment of PD and in particular BPD.  Firstly the diagnostic criteria for PD will be 

examined with the intention of defining the condition. The cultural difficulties inherent in 

the diagnostic criteria will be explored. Similarly, the diagnostic criteria for BPD will be 

examined along with the consequences for therapists in terms of building clinically 

therapeutic relationships with clients with this particular disorder. The prevalence of BPD 

will then be explored. To conclude this section, the history of reluctance by clinicians to 

engage with PD and BPD clients will be discussed followed by the national initiatives 

designed to address this situation. 

 

PD and BPD defined. 

The fourth edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-

IV-TR) (American Psychiatric Association 2000) defines a PD as “an enduring pattern of 



 34 

inner experience and behaviour that deviates markedly from the expectations of the 

individual‟s culture” (p.685). The assertion that PD relates to the „individuals culture‟ 

raises a number of questions and doubts as to the reliability of the diagnostic tools in a 

multi-cultural setting. Clinicians are advised to “take into account the individual‟s ethnic, 

cultural and social background” and “to obtain additional information from informants 

who are familiar with the person‟s cultural background” (p. 687). Diagnostic tools for the 

classification of mental health and personality related disorders are rarely normed on 

minority ethnic groups (Marsella & Kameoka, 1989) and despite this awareness, little has 

been done to address this failing (Fletcher-Jenson et al. 2000).  

 

In multi-cultural societies such as in the United Kingdom and the assertion that clinical 

psychology is ethnocentric and reliant on Westernised culture (Williams et al. 2006), it 

begs the question as to whose expectations and whose culture is the PD definition 

referring to? Should it apply to those from non-Western cultures? The colloquial 

approach to the creation of the diagnostic criteria may be a contributory factor in this 

difficulty. Frances, (as cited in Sampson et al. 2006) noted that the classification of the 

various PDs was based on the outcome of committee decisions and derived from clinical 

tradition and experience and intuition rather than research evidence. Blackburn (2006) 

also criticised such diagnoses as they did not allow for the specifying of degree or 

severity of the condition. 

A focus of the current review was BDP. DSM-IV-TR defines BPD as “a pervasive pattern 

of instability in interpersonal relationships, self-image and affects, and marked 

impulsivity beginning by early adulthood and present in a variety of contexts” (p.685). 
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The aspects of instability in interpersonal relationships and impulsivity lie at the heart of 

the difficulties for the therapist with this particular client group in the creation and 

maintenance of the therapeutic alliance. 

The Prevalence of BPD. 

There is very little in the way of recent data relating to the prevalence of BPD in Britain, 

so are reliant on somewhat dated information. BPD affects two percent of adults, with 

women being diagnosed with BPD two to four times more often than men (Kroll et 

al.1982; Swartz et al. 1990). There is a high rate of self-injury without suicide intent, as 

well as a significant rate of suicide attempts and completed suicide in severe cases 

(Gardner et al. 1985; Soloff et al. 1994). BPD patients account for 15 to 20 percent of 

psychiatric inpatient admissions (Kroll et al.1982; Zanarini et al. in press).  

 

Approximately 10 percent of mental health outpatients have BPD and it is particularly 

common among adolescent and young adults between 18 and 35 years. BPD patients will 

often present with co-morbid difficulties such as eating disorders, addiction problems, 

suicide attempts, depression or anxiety disorders and additional personality disorders, all 

of which increases the challenges for the therapist in forming the alliance. NIMHE, in 

their 2003 document `Personality Disorder: No Longer a Diagnosis of Exclusion', noted 

that when compared with white people, people from the black communities within Britain 

attract a diagnosis of PD relatively infrequently. It is not clear whether this reflects a true 

difference in prevalence or relates to errors in the diagnosis of BPD for, as Marsella and 

Kameoka (as cited in Williams et al. 2006) have identified, PD diagnostic tools have not 

been normed on Black populations. 
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Encouragement for the Treatment of PD/BPD.  

The attitude of clinicians toward PD/BPD is crucial in the formation of the Therapeutic 

Alliance. Vaillant (1992) maintained that the label „borderline‟ was used by clinicians for 

patients they did not like. Lewis and Appleby (1988) found that PD patients were 

regarded as manipulative, attention seeking, annoying and in control of their suicidal 

urges and debts, and Nehls (1998), that patients were disadvantaged by the PD label. 

Forsyth et al. (2007) found that mental health workers were less likely to behave 

empathically or to help service users with a diagnosis of BPD compared to those with a 

major depressive disorder.  

The National Service Framework (2003) for adult mental health services outlined the 

responsibilities to provide „evidence based effective services‟ to those who experience 

significant distress or difficulties as a result of personality disorder. NIMHE (2003) 

published specific guidance on the type of services that needed to be developed to help 

people with a diagnosis of personality disorder. Particularly relevant extracts from the 

document with regard to the therapeutic relationship with PD patients are reproduced as 

Appendix G. 

There is a clear message in the document from NIMHE (2003) that for effective 

therapeutic relationships to be formed with personality disordered patients, healthcare 

professionals need the appropriate training to fully understand personality disorder, to 

become confident with interacting with this client group and to reduce the negativity 

expressed. Clinicians should recognise that personality disordered patients do experience 

distress and seek acceptance and most importantly, need to be heard. 
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„Breaking the Cycle of Rejection, the Personality Disorder Capabilities Framework‟ 

(NIMHE, 2003) and „The Capable Practitioner‟ (Sainsbury Centre for Mental Health, 

2001) provided outlines of the types of capabilities required by staff to successfully 

engage with personality disordered clients. Disappointingly, they did not provide specific 

detail on how to build therapeutic relationships with them. 

More recently, a number of recommendations have been made to cover what was seen as 

shortfalls in the quality of services delivered. For example, there was recognition of the 

lack of PD services for women and for black and minority ethnic communities (NIMHE, 

2006, p.6). The aim of improving services for PD suffers generally and the benefits of 

forming robust therapeutic alliances with clients were supported by the British 

Psychological Society (Alwin et al. 2006). 

 The potential of the therapeutic alliance with PD/BPD patients.  

Views as to the potential of the therapeutic alliance with PD/BPD patients are very much 

divided, ranging from those who think such alliances are very unlikely, to those who 

think the alliance is an essential element to helping patients improve.  

Norton and Hinshelwood (1996) argued that severe PD patients have interpersonal 

problems that can prevent an effective therapeutic alliance being formed. They cited 

issues such as compulsory treatment in inpatient settings that can reinforce mistrust and 

hamper the formation of an alliance. Yeomans et al. (1994) reported that BPD patients 

frequently dropped out or were non compliant with treatment and Clarkin et al. (1987) 

found that the presence of BPD together with an Axis 1 disorder (as defined in DSM-IV-

TR)  adversely affected the development of the therapeutic alliance. Whereas, Friedman 
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(1969) and Adler (1979) maintained that an effective working alliance between BPD 

clients and the therapist develops so late in psychoanalytical therapy that the client may 

no longer have a borderline personality.  

Many authors have championed the importance of the therapeutic alliance for the PD 

patient group. For example, Greenson (1965), Sterba (1934) and Zetzel (1956) all argued 

that an alliance was a prerequisite to engaging in psychotherapy. Bloom and Rosenbluth 

(1989) argued for the use of contracts between the PD patient and therapist in order to 

facilitate the creation of an effective therapeutic alliance and Gabbard et al. (1994) argued 

that whatever technique is used, a strong therapeutic alliance is the foundation upon 

which to base treatment for BPD. However, studies have found that the quality and 

collaborative nature of the alliance can fluctuate even after the therapeutic process is well 

advanced (e.g. Allen et al. 1990; Gabbard et al. 1988; Horwitz et al. 1996). 

Gunderson et al. (1997) claimed their study to be the first longitudinal study of the 

therapeutic alliance with a sample of BPD patients. The quality of alliance was rated by 

the therapists and the 34 patients using the Penn Helping Alliance Questionnaire (HAQ) 

at six weeks, six months and then annually for up to five years. Eleven patients dropped 

out due to dissatisfaction with the therapy. The therapists‟ and the patients‟ alliance 

ratings provided at the 6 week stage for this group of 11 and the 23 who remained long 

term were compared. The patients who remained scored significantly higher on the 

therapist rating scales than those who left. The authors maintained that this finding 

indicated that as early as 6 weeks into therapy, the assessment of the therapist may be a 

good predictor of who will drop out and who will stay long term in therapy. This finding 
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is in stark contrast to the findings of Horvath and Symonds (1991) referred to previously 

whose meta analysis identified the patients‟ rating as the most reliable predictor of 

outcome. This raises questions as to whether the BPD patient‟s distrusting nature and 

poor relationship experience influences their ratings. 

Rather than accepting that drop out is inevitable, Gunderson et al.(1997) suggested that 

where this is indicated, consultation on how to best address this possibility should be 

considered. This would enable some forward planning and preparation to facilitate what 

was termed by Safran et al. (1990) as the „rupture/repair „cycle. However, there is a need 

for the Gunderson study to be replicated with a larger sample size. There is a possibility 

that the patients who rated the alliance low at week 6 were influenced by not wanting to 

appear to no longer need treatment. Future studies will need to control for this possibility. 

Bennett et al. (2006) in a small study of four positive outcome cases and two poor 

outcome cases involving BPD clients found that the ability of the therapist to identify 

threats to the alliance and to focus on addressing these threats as they arose were key to 

overall successful outcomes in therapy. In a study involving a BPD cohort of 36 women 

(aged 18-45 years), Yeomans et al. (1994) found that an adequate treatment contract and 

a positive therapeutic alliance were key to engaging the BPD client to remain in 

treatment.  
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1.9 The treatment of PD/BPD and the role of the therapeutic alliance. 

Commonly used therapeutic models in the treatment of PD/BPD. 

There are many therapeutic models used to address the difficulties experienced by the 

BPD client. Of particular note are: Cognitive Analytical Therapy (e.g. Ryle, 1997); 

Cognitive Behavioural Therapy and Dialectical Behaviour Therapy (e.g. Linehan, 1993); 

and Psychodynamic Therapy (e.g. Bateman & Fonagy, 2001) in the treatment of BPD. 

There is a wealth of research studies examining the efficacy of these therapies, however, 

they are not be reviewed here as the focus of the current review is with the therapeutic 

alliance and not the various models of therapy. What is of interest is whether the 

therapeutic alliance varies dependent on the model of therapy being used. 

 

Interaction between the therapeutic alliance and the model of therapy in cases of 

PD/BPD. 

Previously in the current review, mention was made of the trans-theoretical nature of the 

therapeutic alliance. However, it was also noted that research studies had shown the 

quality of the alliance seemed to vary across different treatment models.  Brunick & 

Schroeder (1979), and numerous others (cited in Spinhoven et al. 2007), highlighted that 

the research in this area was predominantly with heterogeneous groups of patients with 

Axis I disorders and the findings were ambiguous. Despite these mixed results, there was 

evidence that cognitive behavioural therapy (CBT) was typified by supportive 

communication, expressed sympathy and interpersonal contact when compared to 

psychodynamic psychotherapy. Spinhoven et al.(2007) hypothesised that these 

differences may be more pronounced in the treatment of BPD. 
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To test their hypothesis, Spinhoven et al. (2007) conducted a 3 year longitudinal study 

involving 78 BPD patients. Half were treated with schema focused therapy (SFT), a 

cognitive based treatment, the other transference-focus therapy (TFT), a psychodynamic 

approach. WAI scores indicated that both patients and therapists rated the therapeutic 

alliance higher in the SFT treatment group than those within TFT treatment group. Citing 

Beck et al. (1990; 2004) and Young et al. (2003), Spinhoven et al. suggested that this 

difference may be due to the additional effort within SFT in adopting an unthreatening 

and supportive attitude and the development of mutual trust and positive regard. In 

contrast to the SFT, citing Gunderson (2000), Spinhoven et al. considered that the TFT 

with its use of contract negotiations may introduce an unnecessary defensive and adverse 

tone inducing negative transferences which applies pressure to the alliance. Spinhoven et 

al. proposed that rather than being independent entities, the therapeutic alliance and the 

treatment condition may interact and influence one another.  

 

Verheul et al. (2003) produced further evidence of the interaction between different 

therapeutic models and the therapeutic alliance following a 12 month randomised control 

trial of DBT for 58 women with BPD. They found that both the DBT group and the 

Treatment as Usual (TAU) control group rated the alliance highly using the WAI-P. The 

authors cited Linehan (1993) and her assertion that the creation of a positive therapeutic 

alliance is a key feature of DBT. As the DBT group produced much better outcomes than 

the TAU group, the authors hypothesised that the efficacy of DBT may have resulted 

from its persistent and enduring focus on certain target behaviours rather than an optimal 
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alliance. They suggested there were different interactions and influences operating 

between the alliance and the two treatments, resulting in different outcomes. 

Studies have shown the difficulties associated with forming therapeutic alliances with 

BPD clients. However, successful alliances can be formed. There appears to be some 

variance in the quality reported, dependent on the model of therapy being used. Reliable 

measures exist and others are being developed which can be used to monitor and evaluate 

the progress of the alliance and predict potential ruptures thus enabling remedial action by 

the therapist. More studies are required to test these measures specifically with the BPD 

client group. Furthermore, greater understanding is required of the therapists‟ emotional 

and behavioural responses. 

1.10 Emotional and behavioural responses of the therapist. 

Betan et al. (2005) recognised that clinicians respond to the patient in a number of ways: 

conscious and unconscious; emotional and cognitive; intrapsychic; and behavioural. 

Betan et al. described how the clinician‟s responses to the patient provided insight into 

patterns the patient wittingly or unwittingly evokes from significant others. They aimed to 

create a measure that therapists could use, irrespective of the model of therapy being 

followed, to compare their own cognitive, affective and behavioural responses with a set 

of normed data.  

 

Using a random sample of 181 psychiatrists and psychologists drawn from the 

membership registers of the American Psychiatric and Psychological Associations, Betan 

et al. (2005) completed a study designed to test the ability of a counter-transference 
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questionnaire to assess the clinicians‟ cognitive, affective and behavioural responses 

during their interactions with „personality disordered‟ patients. The participants employed 

the following therapeutic models: 

73 (40.3%) Psychodynamic  

55 (30.4%) Eclectic 

37 (20.4%) CBT 

16 (8.8%) Not known 

 

Factor analysis of the counter-transference questionnaire yielded eight factors, of which 

five were found to be present for the participant clinicians when engaging with BPD 

patients:  

1. Overwhelmed/disorganized 

2. Helpless/inadequate 

3. Special/over involved 

4. Sexualized 

5. Disengaged 

(See Appendix H for a full description). 

 

As countertransference is a psychodynamic concept, the responses from those participants 

working from a psychodynamic model were excluded from a second factor analysis to 

ensure the results did not simply reflect the beliefs of the participating clinicians. Similar 

results were obtained which allowed Betan et al. (2005) to conclude that the factor 

structure was not „an artefact of clinicians‟ theoretical preconceptions‟.  
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Betan et al. (2005) concluded that the factor structure represented the diverse reactions 

that clinicians may experience toward their patients which result from a combination of 

the therapists‟ own dynamics, responses evoked by the patient and the interaction 

between the patient and the therapist. As a result of their study, Betan et al. (2005) 

claimed that although each therapeutic relationship is unique, countertransference 

responses to PD/BPD patients occur in predictable and coherent patterns. These responses 

are likely to resemble the responses they experience from other significant people in their 

lives and as such would provide an insight into the patients‟ relationships. Thus Betan et 

al. (2005) had produced a useful tool for understanding the patient‟s relationship 

dynamics, in particular those involving repetitive interpersonal patterns. The data was 

obtained from clinicians operating with different therapeutic models but showed similar 

patterns of emotional behaviour within the therapeutic relationship which supported the 

„transtheoretical status‟ of the alliance. Betan et al. (2005) have highlighted that there 

were emotional as well as practical considerations involved in the formation and 

maintenance of a therapeutic alliance.  

 

There are a number of limitations to the Betan et al. (2005) study. One hundred and 

eighty one participants represented a response rate of only 10%. By the very nature of a 

self reporting questionnaire, there are inherent difficulties such as defensive bias and 

failure to recognise certain processes. Observer ratings would have been preferable. 

Although the participants were reasonably representative of both genders (58% male) and 

the patients almost equally so, it is not clear whether there were any differences in terms 



 45 

of emotional response based on gender. For example, other studies have reported gender 

differences with regard sexual attraction, with males more likely to report being attracted 

to their patients than females (Sehl 1998). The cultural and ethnic make up of the 

participants was also not known. Betan et al. did, however, report that the patients 

involved in the study were predominantly white (92.8%). The impact of gender and 

cultural difference on the alliance and in particular the aspect of countertransference was 

not considered in this study.  

 

The literature specifically examining the impact of the therapeutic alliance with clients 

suffering from PD and in particular BPD is limited. The influence the therapeutic alliance 

has on the treatment effects for those diagnosed with BPD is not well understood which is 

perhaps not surprising as it is difficult to distinguish what is characteristic of the disorder 

and what are relational difficulties experienced during a therapeutic relationship (Marziali 

et al. 1999). Beutler et al. (as cited in Spinhoven et al. 2007) highlighted the lack of 

attention that has been paid to the therapeutic impact of discrete therapist variables such 

as age, experience, training, ethnicity and gender and only a few studies (e.g. Betan et al. 

2005), have examined therapist variables in a relational or interpersonal context.  

 

1.11 Discussion and suggestions for future research. 

Sophisticated predictors of therapeutic outcome, of which the Behaviour Inhibition 

System (BIS) is an example, are being developed which, rather than relying on self 

reports, examine the behaviour of the patient during therapy (Michalek et al. 2005). As 

BPD patients‟ previous experiences with relationships are likely to have been negative, 
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the BIS may not be a most appropriate instrument for this patient group. This needs to be 

assessed along with research to identify alternative predictive indicators where the 

therapeutic alliance involves BPD patients. 

 

Many studies have examined the efficacy of therapies and their effectiveness against each 

other or treatment as usual. There is, however, only limited research relating to the 

interaction between different models of therapy and the quality of the therapeutic alliance. 

What research there is tends to favour cognitive based therapies over those from the 

psychodynamic tradition. Increased understanding of the mechanisms which underpin the 

interaction between the therapeutic alliance and the various models of therapy is required. 

 

The knowledge, skill, personality and temperament of individual therapists are rarely 

evaluated. One exception is the work of Betan et al. (2005) who have provided a useful 

way of examining the emotional responses patients elicit from their therapists. As the 

skills, knowledge and personality of the therapist all go to shape the relationship the 

therapist has with their patients, an assessment of the impact these elements have on the 

alliance should be considered. Research may identify additional generic training 

requirements and pave the way for individual therapists‟ areas for development to be 

addressed. 

 

The role of race and gender on the therapeutic alliance has been considered. The impact 

of racial matching was found to increase the utilisation and retention of mental health 

services but not necessarily the impact on treatment outcomes (Maramba & Hall, 2002). 
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There is conflicting evidence in relation to the benefits to therapeutic outcome with the 

matching of therapist to client by gender (Cottone et al., 2002; Luborsky et al., 1971). As 

therapists and in particular, clinical psychologists, are predominantly white and female, 

there is a need for further developing cultural competencies in clinical practice. An 

assessment of how culturally aware and culturally sensitive psychologists and other 

therapists currently are would be useful and if necessary, further promotion of cultural 

competency training to improve the therapeutic approach should be considered. 

 

PD/BPD is no longer considered untreatable. There is a growing body of evidence of the 

positive impact the therapeutic alliance has on outcome of treatment with PD/BPD clients 

(e.g. Bennett, 2006). A qualitative analysis of how therapists create and maintain the 

alliance with BPD clients, how they manage the emotional impact and whether they 

modify their approached based on the gender or cultural background of the client would 

be useful.  

 

1.12 Clinical implications 

Providing therapists with a method of identifying and understanding their emotional 

responses to each client would be very useful clinically, as it would give them valuable 

insight into the patterns of responses evoked by the client, wittingly or unwittingly, from 

other significant people in their lives.  

 

Understanding the strengths and limitations of the therapist‟s interactions with clients will 

enable directed training and education with a view to improving the quality of future 
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alliances and consequently therapeutic outcome. By improving the cultural competency 

of the therapist, increased utilisation and retention of minority ethnic clients through to 

positive therapeutic outcomes is more likely. 

 

As predictors of therapeutic alliance breakdown improve, the probability for the therapist 

to make proactive rather than reactive interventions will increase. This will be particularly 

relevant for the treatment of PD/BPD clients who are characterised by feelings of distrust 

and relationship difficulties. 

 

1.13 Conclusion. 

The current literature review has highlighted many positives: the strong evidence in 

support of the therapeutic alliance and the recognition and encouragement for the 

treatment of PD/BPD by psychological therapies for example. More work is needed to 

encourage and treat mental health and PD sufferers from the minority ethnic population 

and the initiatives around cultural competency are encouraging. 

 

The recognition that emotional as well as practical aspects of the therapist‟s interventions 

are important and influential has been highlighted in the psychodynamic literature for a 

long time. The development of instruments to enable practitioners from other therapeutic 

orientations to also consider the causes and meaning underpinning their emotional 

reactions to clients is an exciting development which warrants further consideration.  
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Appendix B 

Table 1. Total Population of the UK     

Source: Census (2001). Office for National Statistics. 

  

Total Population of the UK:   

Population 

by 

58,789,194     ethnicity 

      

      

Those who say they are 

white:       

White British:  87.5%  51,440,545 

White Irish:  1.2%  705,470 

White other:   2.6%  1,528,519 

Total   91.3%  53,674,534 

      

Those who say they are 

Asian:       

Indian:   2.0%  1,175,784 

Pakistani:  1.4%  823,049 

Bangladeshi:  0.5%  293,946 

Other Asian:  0.5%  293,946 

Total   4.4%  2,586,725 

      

Those who say they are 

black:       

Caribbean:   1.1%  646,681 

African:   0.9%  529,103 

Other Black:  0.2%  117,578 

Total   2.2%  1,293,362 

      

Those who say they are 

mixed race:       

White/Black Caribbean: 0.5%  293,946 

White/Asian:    0.4%  235,157 

Other mixed:  0.3%  176,368 

Total   1.2%  705,470 

      

Other ethnicities:      

Chinese:    0.4%  235,157 

Other ethnic groups:  0.4%  235,157 

Total   0.8%  470,314 
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Fig 1. Minority Ethnic Groups within England and Wales.  

Source: Census (2001). Office for National Statistics. 
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Appendix C 

Table 2. The top twenty languages spoken by children in London. 

Although English remains by far the most commonly spoken language, for one third of 

the Capital‟s children, it is not the language they hear or speak at home. (National 

Literacy Trust, 2008). The top twenty languages spoken by children in London were 

identified as follows: 

Language 
Approximate number of children speaking 

the language 
English 608, 500 

Bengali and Sylheti 40,400 

Punjabi 29,800 

Gujarati 28,600 

Hindu/Urdu 26,000 

Turkish 15,600 

Arabic 11,000 

English - based Creoles 10,700 

Yoruba (Nigeria) 10,400 

Somali 8,300 

Cantonese 6,900 

Greek 6,300 

Akan (Ashanti) 6,000 

Portuguese 6,000 

French 5,600 

Spanish 5,500 

Tamil (Sri Lanka, Tamil Nadu- India) 3,700 

Farsi (Persian) 3,300 

Italian 2,500 

Source: National Literacy Trust, (2008). 
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Appendix D 

 

Fig 2. Population of England 

by Religion 
   

Christian 35,204,700 71.7% 

Muslim 1,522,100 3.1% 

Hindu 540,100 1.1% 

Sikh 343,700 0.7% 

Jewish 245,500 0.5% 

Buddhist 147,300 0.3% 

Other 3,780,700 7.7% 

None 7,168,600 14.6% 

   

 48,952,700 99.7% 

 

Source: Census on behalf of the 

Office for National Statistics 

(2001). 
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Appendix E 

 

The British Association for Counselling and Psychotherapy (BACP).   

 

There is no published data relating to the gender and ethnic makeup of the BACP 

membership that could be quoted in the review. However, they were able to provide a 

verbal report of the data held on their management information systems.  

. The membership of the BACP is over 30,000.  

. As at 4
th

 July 2008, 26,355 submitted demographic data to the BACP. 

. Of the membership who submitted data, 93% (24,432) reported being white with 

7% (1,923) non white.  

. Approximately 16% of the membership declared themselves to be male and 84% 

female.  

 

The results of this telephone enquiry would suggest that the BACP membership has a 

similar representation pattern to that of clinical psychology. 
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Appendix F 

 

Table 3. Broaching and Racial Identity Development 

          

Cross (1971; 1995) – 

developing a ‘Black’ 

identity. 

Helms (1990) – 

developing a ‘White’ 

identity. 

Day-Vines et al. (2007) - Attitude Toward Broaching 

1. Pre-encounter. 

Uninformed opinions 

held. 

1. Contact. A lack of 

racist awareness. 

1. Avoidant 

• Avoiding broaching style 

• Refusal to broach 

• Broaching regarded as unnecessary 

• Adopts a posture of naïveté, resistance, and defensiveness when 

asked to broach 

• Refuses to consider contextual dimensions of race, ethnicity, and 

culture 

2. Encounter. Recognition 

that previous opinions 

were flawed. Attempts to 

validate new perceptions 

are made. 

2. Disintegration. 

Acknowledgement of 

their „whiteness‟ in a 

racist society. Belief that 

all individuals should be 

treated equally. 

2. Isolating 

• Vacillates between avoiding and isolating broaching style 

• Isolating broacher broaches only once 

• Does not recognize relationship between cultural factors and 

culturally appropriate counselling interventions 

• Recognizes the need for broaching but may avoid broaching because 

of discomfort, lack of skill, concern about negative reactions from 

client 

3. Immersion – emersion. 

Old views abandoned and 

new constructed. Anxiety 

common. 

3. Reintegration.  

A racist identity coupled 

with a belief that White 

privilege should be 

protected requiring a 

significant event for 

change to occur. 

- Isolating attitude continues 

• Vacillates between avoiding and isolating broaching style 

• Isolating broacher broaches only once 

• Does not recognize relationship between cultural factors and 

culturally appropriate counselling interventions 

• Recognizes the need for broaching but may avoid broaching because 

of discomfort, lack of skill, concern about negative reactions from 

client 

4. Internalisation. The 4. Pseudo-independence. 3. Continuing/incongruent  
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new identity is 

internalised and a new 

prominence is given to 

„being black‟. 

Growing responsibility for 

racism at an intellectual 

level. Cultural difference 

may still be from a White 

perspective. 

• Continuing/incongruent broaching style 

• May broach the subject of race several times, albeit mechanically 

• Cannot translate recognition of cultural factors into effective 

counselling strategies and interventions 

5. Internalisation – 

commitment. 

Openness about „being 

black‟ with a positive 

self-esteem. 

5. Immersion-emersion. 

Re-experience previous 

emotions that were once 

denied or distorted. 

4. Integrated/congruent  

• Integrated/congruent broaching style 

• Conscious understanding of need for broaching 

• Incorporates broaching into counselling efforts as appropriate 

• Accepts risks involved in broaching 

• Identifies culturally appropriate interventions 

 6. Autonomy. The 

abandonment of personal, 

cultural and institutional 

practices. Greater 

acceptance of oneself and 

others. 

5. Infusing 

• Infusing broaching style 

• Considers broaching integral to effective counselling efforts with 

clients 

• Recognizes and acknowledges the impact of race on client‟s 

presenting problems 
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Appendix G 

Selected extracts from: 

Personality Disorder: No Longer a Diagnosis of Exclusion 

Barriers to forming therapeutic relationships with PD patients: 

Paragraph 14  -  

 

 

 

 

 

 

 

 

„Many clinicians are reluctant to work with people with personality 

disorder because they believe they have neither the skills, training, 

or resources to provide an adequate service. Clinicians may find the 

nature of interactions with personality disordered patients so 

difficult that they are reluctant to get involved.‟ 

 

Views of Service Users: 

Paragraph 40 - „No mental disorder carries greater stigma than the diagnosis 

“Personality Disorder”, and those diagnosed can feel labelled by 

professionals as well as by society.‟ 

Paragraph 41 -  „Those with personality disorder have been described as “the 

patients psychiatrists dislike”…..time-wasters, difficult, 

manipulative, bed-wasters or attention seeking…. They, 

(personality disordered patients), felt blamed for their condition and 

often sought basic acceptance and someone to listen to them.‟  

Paragraph 46 - „Users felt that there needs to be acknowledgement by professionals 

that personality disorder is treatable.‟ 
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Paragraph 47 - „Users thought that staff need to be skilled to handle therapeutic 

relationships, particularly regarding attachment…..staff with their 

own experiences of mental health difficulties were perceived as 

having much more insight into the difficulties of patients… it was 

felt to be therapeutically important for there to be shared experience 

between patient and professional, and for professionals to be in 

touch with patient‟s distress but not overwhelmed by it.‟  
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Appendix H 

Table 4. Factor Structure of the Countertransference Questionnaire 

 

The following were positively correlated for Borderline Personality Disorder 

 

Overwhelmed/disorganized 

I feel resentful working with him/her       0.72 

I wish I had never taken him/her on as a patient     0.71 

My phone messages, I feel anxiety or dread that there will be one from him/her  0.69 

S/he frightens me          0.67 

I feel used or manipulated by him/her      0.62 

I return his/her phone calls less promptly than I do with my other patients   0.61 

I call him/her between sessions more than my other patients    0.60 

I think or fantasize about ending the treatment      0.59 

I feel mistreated or abused by him/her       0.55 

I feel pushed to set very firm limits with him/her      0.54 

I feel angry at him/her         0.52 

I feel repulsed by him/her         0.50 

Helpless/inadequate 

I feel I am failing to help him/her or I worry that I won‟t be able to help him/her  0.84 

I feel incompetent or inadequate working with him/her     0.80 

I feel hopeless working with him/her       0.78 

I think s/he might do better with another therapist or a different kind of therapy  0.67 

I feel overwhelmed by his/her needs        0.62 

I feel less successful helping him/her than other patients     0.62 

I feel anxious working with him/her        0.61 

I feel confused in sessions with him/her       0.52 

Special/overinvolved 

I disclose my feelings with him/her more than with other patients    0.64 

I self-disclose more about my personal life with him/her than with   other patients 0.64 

I do things for him/her, or go the extra mile for him/her, that I don‟t do for others 0.52 

I feel guilty when s/he is distress or deteriorates, as if I must be responsible  0.39 

I end sessions overtime with him/her more than with my other patients   0.39 

Sexualized 

I find myself being flirtatious with him/her       0.99 

I feel sexually attracted to him/her        0.89 

I feel sexual tension in the room        0.78 

I tell him/her I love him/her         0.62 

Disengaged 

I feel bored in sessions with him/her        0.82 

My mind wanders to things other than what he/she is talking about   0.72 

I don‟t feel fully engaged in sessions with him/her     0.53 

I tell him/her I love him/her         0.46 

I watch the clock with him/her more than with my other patients   0.46 

I feel annoyed in sessions with him/her      0.42 
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The following were negatively correlated for Borderline Personality Disorder 

 

 

Positive 

I look forward to sessions with him/her       0.69 

S/he is one of my favourite patients        0.67 

I like him/her very much         0.67 

I find it exciting working with him/her       0.58 

I am very hopeful about the gains s/he is making or will likely make in treatment  0.52 

I have trouble relating to the feelings s/he expresses              –0.48 

If s/he were not my patient, I could imagine being friends with him/her   0.44 

I feel like I understand him/her        0.43 

I feel pleased or satisfied after sessions with him/her     0.43 
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Section 2 

RESEARCH REPORT  

 

 

 

 

 

 

 

Please note that to be consistent with the documents relating to the application for 

ethical approval and the documents provided to participants the term „Chief 

Investigator‟ is used throughout this report to refer to the researcher. 
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A study to explore the experience of therapists in the creation and maintenance of 

the therapeutic alliance with hard to engage clients: those diagnosed with 

Borderline Personality Disorder. 

 

2.1 Abstract 

 

Objective: 

To explore the experience of therapists in the creation and maintenance of the 

therapeutic alliance with hard to engage clients: those diagnosed with Borderline 

Personality Disorder. 

 

Design: 

Qualitative Research – an interview based study. 

 

Method: 
A semi-structured interview of twelve therapists (from nursing, psychiatry and 

psychology) covered their personal experiences of forming therapeutic alliances with 

Borderline Personality Disorder clients. The interviews were audio recorded, 

transcribed and then analysed using Grounded Theory methodology. 

 

Results: 

A model was constructed which described the psychological aspects of forming a 

therapeutic alliance with Borderline Personality Disorder clients. The model comprised 

four main categories. Therapists had to manage „unavoidable influences‟ from persons 

outside of the alliance, „cultural and gender differences‟ that existed between the 

therapist and client and their own „emotional reactions‟ evoked by interactions with the 

client. Key to their successful management was the effective use of „clinical 

supervision‟. Clinical supervision was considered to provide protection and support for 

the therapist through the most challenging moments of the alliance. The model was 

independent of any therapeutic model of treatment. 

 

Conclusion: 

Through the lived experience of the therapists, the current study showed that the 

psychological engagement difficulties associated with Borderline Personality Disorder 

clients could be managed with the assistance of clinical supervision and that effective 

therapeutic alliances can be formed and maintained.  
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2.2 Introduction 

 

Much has been written about how to treat Borderline Personality Disorder (BPD) with 

psychological therapies (e.g. Chatham, 1989; Dean, 2006; Sperry, 1999). The focus has 

been on how to conduct psychological therapy following specific therapeutic models. 

There appears to be limited evidence of how health care professionals actually go about 

building the alliance with BPD clients, and how they manage the emotional reactions 

and responses that such activity can generate.  Furthermore, there is even less evidence 

of whether clinicians modify their approach to alliance building where the BPD client is 

of a different gender, culture or ethnic background to themselves.  

Evidence in support of the therapeutic alliance. 

Previous research has shown the therapeutic alliance to have a significant influence in 

producing positive outcomes in the psychological treatment of mental health difficulties 

(e.g., Bowers & Clum, 1988; Horvath & Symonds, 1991). Studies have indicated that 

the therapeutic alliance is an independent entity that has a positive impact on outcome 

irrespective of the therapeutic model being used (Betan et al. 2005; Bordin, 1994). An 

array of self-report measures exist which have been used to assess the quality of the 

alliance (e.g. Cecero et al. 2001) and more sophisticated instruments are being 

developed to predict whether premature breakdown in the therapeutic alliance is likely 

(Michalak et al. 2005).  
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Dealing with diversity when forming an alliance. 

Beutler et al. (as cited in Spinhoven et al. 2007) highlighted the lack of attention that 

has been paid to the therapeutic impact of discrete therapist variables such as age, 

experience, training, ethnicity and gender and only a few studies have examined 

therapist variables in a relational or interpersonal context. 

The majority of research has focused on gender and ethnicity. There are those who 

advocate the matching of therapist to client by race and gender, though the evidence for 

doing so in terms of positive therapeutic outcome is inconclusive (e.g. Cottone et al., 

2002; Maramba & Hall, 2002). Practical limitations, such as the current lack of clinical 

psychologists who are male or are from the minority ethnic groups, make matching 

highly improbable. One solution has been to provide education to clinicians to enable 

them to strive for cultural competency, which involves increased awareness and the 

confidence and skills to ask clients appropriate questions concerning their culture as the 

need arises (e.g. Day-Vines et al. 2007; Patel et al., 2002; Whealin and Ruzek, 2008). 

There is a need for the initiatives which aim to raise cultural competency in the 

therapist to be evaluated.  

Personality Disorder and the therapeutic alliance. 

Views as to the potential of creating and maintaining a therapeutic alliance with clients 

diagnosed with a Personality Disorder (PD), and in particular Borderline Personality 

Disorder (BPD), are very much divided, ranging from those who think such alliances 

are unlikely to be developed at all (e.g. Clarkin et al.1987; Norton & Hinshelwood, 
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1996) to those who think the alliance is key to helping such clients improve (e.g. 

Gabbard et al. 1994). Historically, there has been a reluctance to treat PD/BPD clients. 

However, attitudes have changed and PD/BPD is now a priority on the United 

Kingdom Government Health agenda, (NIMHE, 2003), although some mental health 

workers are still less likely to behave empathically toward a PD/BPD client (Forsyth et 

al. 2007). 

Emotional responses from the therapist to the BPD client 

PD and in particular BPD clients are renowned for evoking emotional reactions and 

responses in their therapists. Betan et al. (2005) has provided a useful way of 

identifying the clinician‟s reactions and responses to PD/BPD clients. They recognised 

that clinicians responded to the patient in a number of ways, conscious and 

unconscious, emotional and cognitive, intrapsychic and behavioural. Betan et al. 

described how the clinician‟s responses to the patient may provide insight into patterns 

the patient wittingly or unwittingly evokes from significant other people in their lives.  

 

Betan et al. (2005) created a measure in the form of a countertransference questionnaire 

that therapists can use to compare their own cognitive, affective and behavioural 

responses with a set of normed data. Although the measure has its origins in 

psychodynamic theory, Betan et al. claimed it can be used by all therapists working 

with BPD clients, irrespective of the model of therapy employed.  
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This brief overview of the literature has identified the efficacy of the therapeutic 

alliance and the growing acceptance that an effective alliance can be built with BPD 

clients. There is scope to further explore how clinicians practically create and maintain 

the alliance with BPD clients and how they manage their emotional reactions and 

responses. There is a need for therapists to be culturally competent and again there is a 

scope to assess how much aspects of diversity are actually a consideration for therapists 

when embarking on the creation of a therapeutic alliance with a BPD client. 

 

Purpose for the research 

The principle purpose of the present research was to produce a model of engagement 

based on clinicians‟ actual experiences with clients. It was the intention that the model 

produced would provide a template, which clinicians in the future, including those new 

to the BPD client group, could choose to follow.  

 

Research Aims 

The following aims were at the heart of the study: 

1. To identify therapists‟ understanding of how they achieve and maintain 

effective therapeutic relationships with difficult to engage clients, those 

diagnosed with a borderline personality disorder. 

2. To identify how the therapist‟s approach differ if the client is from a different 

culture or ethnic background to his or her own. 
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2.3 Methodology 

The following quote succinctly captures the essence of the current project and the 

choice of a qualitative research methodology to get to the heart of the clinicians‟ „lived 

experiences' in engaging with BPD clients. 

“The
 
goal of qualitative research is the development of concepts

 
which help us to 

understand social phenomena in natural (rather
 
than experimental) settings, giving due 

emphasis to the meanings,
 
experiences, and views of all the participants” (Pope & 

Mays, 1995). 

 

Grounded Theory 

Overview 

Grounded Theory methodology (Glaser & Strauss, 1967) is a proven method of 

abstracting theory from experience. Clinicians were the subject of an audio-recorded 

interview on a one to one basis with the Chief Investigator. The participants responses 

were then transcribed and analyzed using an open coding technique as described below. 

Questions for subsequent interviewees were tailored to take into account the analysis of 

preceding interviews. The coding of each interview was compared with those 

previously coded to confirm existing categories or to introduce new ones. These 

categories and the links between them emerged to produce the theory. As the process 

continued there reached a point where many of the views previously obtained were 

repeated with no new information being offered, a position which in grounded theory is 

referred to as saturation.  
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Epistemological Stance 

This was the first major qualitative research project undertaken by the Chief 

Investigator and formed part of the academic requirements to qualify as a clinical 

psychologist. It was conducted within the time constraints imposed by the examining 

university. Initially, the Chief Investigator considered a positivist paradigm with the 

intention of achieving an accurate account of the process of forming a therapeutic 

alliance. However, during the process of formulating a coherent research proposal, the 

Chief Investigator became acutely aware of the different perspectives individuals would 

bring to the study and whilst remaining as objective as possible, the impact he himself 

would have on the process. As a consequence, a post-positivist epistemological stance 

known as Critical Realism was adopted.  

 

Participants 

With Grounded Theory it is expected that participants are selected purposefully because 

it is believed they can contribute to the topic being investigated (Lyons & Coyle, 2007). 

The current research was aimed specifically at clinicians and arrangements were made 

with a Community Personality Disorder Service and a High Secure Mental Health 

Hospital to interview sufficient numbers for this study. As the evidence emerged from 

the interviews, further participants were specifically selected for what they could bring 

to the study. All those interviewed, including the interviewee seen as part of the pilot 

interview, were practicing clinicians with over one year‟s experience of developing 

therapeutic relationships with clients who had been diagnosed with BPD. Twelve 
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interviews were conducted in total. A breakdown of the interviewees by health 

profession, gender and ethnicity can be found in Appendix A.  

 

Procedure 

Informed consent 

Each potential participant was sent a series of papers (Appendices B & C) describing 

the aims of the study and the process to be undertaken. This was followed by a 

telephone call to agree a mutually convenient time for a semi-structured interview to 

take place. Written consent was obtained from each participant before the interview 

commenced (see Appendix D).  

 

Confidentiality 

Clinicians were advised before being interviewed that individual clients should not be 

named or discussed in a way that could identify them. Client's records were not 

examined by the Chief Investigator. All information gathered during this research 

project was anonymised. Names were removed from the transcripts of interviews. 

Interviewees were referred to by their job description and a number which related to 

their position within the sequence of interviews undertaken. For example: Interview 2, 

Counselling Psychologist, Community Team. 

 

Participant distress 

The clinicians interviewed were asked about their emotional response to this hard to 

engage client group. Participants were informed through the „Participant Information 
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Sheet‟ provided (Appendix C) that should they experience any uncomfortable emotions 

during their research interview that they would be advised to seek supervision with 

their usual supervisor and that they would also be offered time at the conclusion of the 

interview to talk to the Chief Investigator should they feel that would be beneficial.  

 

Ethical and Research Governance Approval 

Following the submission of a peer reviewed research proposal, ethical approval was 

obtained from an NHS Local Research Ethics Committee (LREC) and a University 

Ethics Committee. Research Governance approval was obtained from the host and 

employing NHS Trust. As the research progressed and evidence emerged, it became 

necessary to extend the original ethics application to include a clinician based at third 

location (see Appendix E).  

 

Pilot Study 

A pilot interview was conducted to ensure the documentation provided to participants 

and the initial set of questions was fully understood. Analysis of this pilot identified a 

theme, “experiencing clinical supervision”, which was not in the original set of 

questions and therefore the interview schedule was amended to include it. With the 

participant‟s permission the pilot data was incorporated into the study.  
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Data Collection 

Initial interview schedule 

Based on the research aims, an initial interview schedule was compiled (Appendix F). 

As noted, this was tested and amended following a pilot interview. The interview 

schedule was forwarded to each interviewee in advance to give the participants some 

notice of the areas to be discussed and formed the basis of the semi-structured 

interview. As evidence emerged, additional questions were added to the interview 

schedule.  In addition, interviewees were allowed to develop their own areas of interest 

and in this way, the process was one of evolving enquiry.  

 

Audio recording and transcription 

All interviews were audio recorded and transcribed. In accordance with the conventions 

of transcribing in Grounded Theory analysis, the speech of interviewee and the Chief 

Investigator were transcribed. Unlike other qualitative methods such as discourse 

analysis, it was not necessary to transcribe prosodic (rhythm, stress, intonation) 

paralinguistic (non-verbal vocal nuances, e.g. tone of the voice) or extra-linguistic 

elements of the interviews (outside the realm of language, e.g. “ums” and  “ahs”) 

(Lyons and Coyle, 2007). The Chief Investigator transcribed some of the interviews, 

however, due to reasons of security, it was not possible to remove the recording and 

transcribing equipment from the high secure hospital and therefore the transcribing 

process was undertaken by others. These were checked for accuracy by the Chief 

Investigator.  
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The transcriptions of the twelve interviews can be found in the separate Addendum to 

this report. Quotes referred to later in this report are referenced in the following format  

(interview number, line numbers, page number) so (6:401-403, p.143) refers to page 

143 of the sixth interview with the quote to be found on lines numbered 401 to 403. A 

schematic presentation of the data collection, analysis and reporting procedures can be 

found at Appendix G. 

 

Analysis 

The qualitative data analysis software, NVIVO7
2
 was used to assist in the analysis. 

This software allowed for the electronic storage
3
 of the transcripts and the manipulation 

of the data into the codes and categories as required by Grounded Theory methodology. 

Charmaz (2006) has provided guidelines and recommendations on how to conduct a 

Grounded Theory research study which were followed in order to produce a model or 

theory of engagement. A number of stages which are key, methodologically to the 

process are outlined below. 

 

Initial coding 

The transcripts were examined line by line and appropriate codes or meanings were 

attached to the line or sentence which captured the essence of what the interviewee had 

said. In accordance with the recommendations of Charmaz (2006), the codes were 

„active‟ in their description. For example, a statement relating to feedback was encoded, 

„Preparing people for feedback‟. These initial codes were variously described as 

                                                 
2
 NVIVO7 – Trademark for Qualitative Software of QSR International Pty Limited. 

3
 All data held on computer was password protected. 
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categories (Lyons & Coyle, 2007), open coding (Strauss and Corbin, 1990, 1998) and 

substantive coding (Glaser, 1992). NVIVO7 refers to these initial codes as nodes.   

 

Memo writing 

After each interview the Chief Investigator wrote a memorandum summarising his 

thoughts of the process undertaken, highlighting the main themes discussed and in 

particular any new themes to be considered in subsequent interviews. This process 

charts the progress of the research and enables the researcher to begin the formulation 

of their ideas (Charmaz, 2006; Lyon and Coyle, 2007). 

 

Constant Comparative Method 

The constant comparative method (Glaser and Straus, 1967) involves, constantly 

comparing data with data, data with themes identified and themes with themes. The 

product of this is the generation of more abstract concepts and theories. After each 

interview, using NVIVO7 software, the initial codes were compared and where 

appropriate were grouped together into more focussed codes, clustered under headings 

which the software refers to as tree nodes. Similar initial codes were grouped together 

under unique headings. Inevitably, this process led to some codes to be amended, 

revised and in some cases re-coded. Eventually, all the initial codes were clustered 

under a small set of focussed codes (tree nodes). Similarities and differences between 

the focussed codes were noted and memoranda of the Chief Investigator‟s thoughts and 

considerations were recorded.  In the worked example produced below, clinicians‟ 

views of the implications of diagnosis varied. By comparing and reflecting on these 
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differing views, initial codes were refined and revised until the final code of 

„unavoidable external influence‟ was derived. 

 

Table 5. Example of the constant comparative method. 

 

Evidence  

 
Initial codes Revised code 

“… the primary diagnosis was borderline PD”. 

(1:217, p.31). 

 

Diagnosis  

“I think it can hinder clients that come along”. 

(6:242, p.136) 

 

Diagnosis 

hindering clients 

 

“You get a diagnosis, you get a service.  You 

don‟t get a diagnosis, chances are you won‟t 

get a service”. (7:214, p.158). 

 

Diagnosis leads 

to a service. 

 

“the patients can see themselves as mad, bad, 

whatever” (9:585, p.208). 

  

Labelled by 

diagnosis 

 

Memo 

 

Interviewees have described various views of 

the consequences of receiving a diagnosis. 

Some positive – you get a service, others 

stigmatising – you get labelled. They all have a 

common thread in that they all impact on the 

client in some way that the therapists will need 

to work with. Diagnosis can be considered as 

an unavoidable influence that is external to the 

process of building the therapeutic alliance. 

 

  

 

Unavoidable 

external 

influence 

 

Categories 

Over time the focussed codes grew in number and they too were examined for 

similarity and difference which enabled them to be merged into yet higher order codes 

or categories. At periodic times the Chief Investigator drew models of the relationships 

between these high order categories and focussed codes to aid discussion with 
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supervisors and peers. These visual representations of the data were added to, amended 

and refined as the Grounded Theory analysis proceeded until a final model was derived 

from the 12 interviews which represent the „lived experience‟ of the interviewees in the 

process of engaging BPD clients.  

 

Theoretical sampling 

Theoretical sampling is a method by which previously identified processes are tested, 

challenged, refined and reduced, a process which has been called „axial coding‟ (Straus 

and Corbin (1990, 1998). Once interviews commenced and themes were emerging, 

individuals were selected for interview as they were known to have experience of the 

circumstances upon which the themes were based. For example, Interviewee 6 was 

specifically selected for it was known that this psychologist had strong held beliefs 

about the concept of diagnosis which differed from those already interviewed. 

Theoretical sampling allowed for the testing and challenging of emergent themes. 

Examples of theoretical sampling are provided below in Table 6. 
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Table 6. Examples of Theoretical Sampling 

Interview 

Number 

Process Comment Resultant evidence 

 

6 

 

„Diagnosis‟ 

 

 

 

Interviewee selected as it 

was known he had strong 

views of the concept of 

diagnosis. 

 

“I would really take issue 

with the sense that just 

because people receive this 

diagnosis I I‟m you know 

more upset or irritated or 

you know frustrated” (6:401-

403, p.143). 

 

 

9 

 

Concerns 

around the 

possibility 

of therapist 

and client 

getting „too 

close‟ 

 

 

Interviewee selected as it 

was known she worked in an 

area where there had been 

concerns about staff getting 

„too close‟ to clients. 

  

 

“Well I think yes there‟s a 

possibility because I‟ve seen 

it happen”. (9: 323-328, 

p.198). 

 

 

 

10 

 

 

 

Concerns 

around the 

possibility 

of therapist 

and client 

getting „too 

close‟ 

 

 

 

Interviewee was a manager 

of a service who had reported 

potential concerns with 

regard to this theme. 

 

“… what I think people are 

missing is that it‟s not that 

the psychologist or the nurse 

doesn‟t have any boundaries, 

it‟s simply that they have a 

better working alliance than 

other members of the team 

and I think there are 

jealousies that go on and 

there‟s a lack of 

understanding”. (10: 303-

308, p.221). 
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2.4 Results 

The twelve interviews conducted provided rich data of the experiences of clinicians 

who had formed therapeutic alliances with hard to engage clients, those with a 

diagnosis of BPD. The results of the current study indicated that the process of forming 

a therapeutic alliance is influenced well before the client and therapist meet and that 

other people have an influence on the attitude of both parties throughout the lifetime of 

the alliance. Each interviewee referred to the importance they attached to the 

psychological processes that can either undermine the therapeutic alliance or provide 

the „glue‟ which binds the various procedures and processes together to form a 

therapeutic alliance which is a positive experience for both client and therapist. Of 

major significance to all those interviewed was the protection, guidance and support 

afforded by regular clinical supervision. Clinical supervision was found to be key in the 

way interviewees managed the psychological processes involved in the alliance. From 

the analysis of the data obtained; a model of engagement emerged that relates to the 

psychological and emotional aspects of forming a therapeutic alliance with BPD 

clients.  

 

The refining of properties into sub-categories and finally main categories. 

From the analysis of the data obtained, 24 properties were identified which were 

arranged into eight sub-categories. The eight sub-categories were refined further into 

four main categories which were the building blocks of the theory. The main categories, 

sub-categories and properties are outlined on page 102. They are be described in full, 

with supporting evidential quotes, in the coming sections. Before doing so, the 
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overarching theory, in the form of a Process Model is explained, to set the four main 

categories into context.  

 

Process Model and the four main categories 

The theoretical links between the properties, sub-categories and the main categories can 

be found summarised in the Process Model, page 103. These main categories are now 

briefly described below: 

 

Unavoidable influences. 

The interviewees described how external influences impacted on the client before they 

met in therapy, for example the client‟s interactions with the initial referrer. Other 

health workers on the periphery of the client‟s care also imparted influence. These 

„unavoidable influences‟ could be either encouraging or discouraging for both parties to 

the alliance.  

 

Dealing with diversity. 

The interviewees‟ considerations of diversity in terms of their client‟s gender and 

culture were explored. Gender differences in terms of emotional presentation, risk to 

themselves and other people and sexual attraction were raised. A lack of experience of 

dealing with cultural difference was highlighted along with the dangers associated with 

making assumptions about cultural issues. A strong desire to seek understanding was 

evident. The potential for matching clients to therapists by gender and cultural 

background was also considered by the interviewees. 
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Managing emotions. 

The interviewees discussed the various emotional reactions they experienced and their 

response. Negative feelings such as hostility and failure were expressed. Key to the 

management of their emotions was having an acute sense of awareness. 

 

Clinical supervision. 

Interviewees described how clinical supervision permeated through all aspects of the 

creation and maintenance of the therapeutic alliance. It was mainly considered as 

protective and supportive, though there were some exceptions.  
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 Table 7. Categories, Sub Categories and Properties  

Main category Sub category Properties 

 

Unavoidable influences 

 

External  

 

 

 Client‟s previous experiences 

 Impact of Diagnosis 

 Inhibited referrers 

 

 

Peripheral  

 

 Others negativity 

 Perceived „too close‟ 

 
   

 

Dealing with Difference 

 

 

Gender 

 

 Emotional presentation 

 Risk 

 Matching for clinical reasons 

 Modelling behaviour 

 Sexual attraction 

 

 

Culture 

 

 Lack of experience 

 Seeking understanding 

 Dangerous to assume 

 Matching for clinical reasons 

 Experiencing discomfort 

 
   

 

Managing your emotions 

 

Reactions  

 

 

 Emotional response 

 Experiencing hostility 

 Feelings of failure 

 

 

Awareness  

 

 

 Identifying triggers 

 Reflecting back 

 
   

 

Experiences of clinical 

supervision 

 

Protective and 

supportive 

 

 Keeping safe 

 Assisted reflection 

 

 

Challenges 

 

 Personally difficult 

 Cultural barriers 

 Limited access 
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Fig 3. Therapists’ lived experiences of forming therapeutic alliances with BPD clients - a Process Model  

 

 
 

                               Embedded within the process model are the experiences of therapists’ encounters with clinical 

supervision, which permeate throughout the alliance with clients. 
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Evidence for the main categories 

Each of the four main categories, their sub-categories and their properties are presented 

together with the evidence in the form of quotes from the interviewees. At the 

beginning of the presentation of each category, the relevant section of the Process 

Model is presented in an extended form to include the relevant properties. 

 

Fig 4. ‘Unavoidable Influences’ section of the Process Model – extended to include 

five properties. 

 

 

 

 
 

Main category ‘Unavoidable influences’.  

This main category related to the impact that activities not directly related to the 

relationship between the therapist and the client could have on the therapeutic alliance.  

Two sub-categories were derived from the data. The „external‟ sub-category related to 

three properties which occurred prior to the therapist and the client meeting. The 
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„peripheral‟ sub-category concerned three properties relating to other peoples‟ 

erceptions. 

 

Properties of the ‘external’ sub-category. 

Clients previous experiences of therapy. 

Interviewees noted that many of their BPD clients had previous histories of therapeutic 

engagement which had the capacity to influence any future therapeutic relationship. 

One therapist considered researching the client‟s therapeutic past as valuable 

preparation before meeting the client. 

 

“… look back through peoples‟ previous experiences of therapy and of relatedness. I 

think that‟s a really useful strategy to use, particularly as the guys that we work with 

have often been through serial therapeutic relationships, some of which they speak 

quite well of, many of which they speak about in terms of not just a rupture that‟s been 

repaired but they‟ve ended inappropriately or in a way that‟s not been felt 

constructive”. (11:111-116, p.237). 

 

Diagnosis 

Diagnosis was a controversial subject for the interviewees. For some it was considered 

as a necessity to enable access to services.  

 

“You get a diagnosis, you get a service.  You don‟t get a diagnosis; chances are you 

won‟t get a service.  It‟s just as simple as that for me”.  (7:213-215, p.158). 
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“… it‟s a gateway diagnosis, in that you have to have the diagnosis to access the 

service.” (8:69-71, p.169). 

 

Others interviewed found the process of diagnosis to be irrelevant to their therapeutic 

practice. 

 

“I don‟t focus on the label at all.  I talk about how that individual may see the world 

and how they may well feel that people will react against them and how they defend 

against that, so I talk about that individual‟s function, rather than anything else”. 

(9:588-590, p.208). 

 

“I would really take issue with the sense that just because people receive this diagnosis 

I I‟m you know more upset or irritated or you know frustrated than with it the potential 

for any client group I might work with”. (6:401-404, p.143). 

 

However, some interviewees felt very strongly that diagnosis could have negative 

consequences for the alliance. Some considered that a diagnosis of BPD could trigger 

negative pre-conceived ideas in others who also work with the client; other 

interviewees had experienced clients feeling stigmatised through their diagnosis. Both 

were considered to have the potential to negatively impact on the client‟s willingness or 

confidence to engage in a therapeutic alliance. 
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“…personality disorder has replaced mental illness as a the kind of stigma whatever”. 

(4:503-504, p.87). 

 

“I don‟t think it‟s useful at all because when you say borderline personality disorder 

one of the first things that people (staff) think about is suicide and self-harm”. (12: 85-

89, p.258). 

 

“I think that sometimes the patients can see themselves as mad, bad, whatever and I 

think that those labels don‟t help so I would suggest that labels aren‟t particularly 

helpful for the alliance”. (9:588-590, p.208). 

 

Referrer 

Interviewees described vivid experiences of how the lack of information and 

preparation of the client by the referrer was an initial barrier to successful engagement.  

 

“… some people don‟t even know they‟ve got a PD before they they
4
 even come in”. 

(2:87-88, p.26). 

 

“… there‟s something about the preparation and what people, how informed they are 

about what they're being referred to that has a big part to play in engagement I I 

believe”. (4:501-504, p.87). 

 

                                                 
4
 Speech has been transcribed verbatim. Duplicated words are not typing errors. 
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Some wondered if the referrers were too busy to spend the time with the client and 

explain their diagnosis and reasons for the referral. 

  

“They (patients) often expressed concerns around – what is a PD? Does it mean I‟m 

mad? Will the PD service work – nothing else has? I just keep getting passed on to 

different services – this just seems to be another one”. (1:399-402, p.22). 

 

 

“… but sometimes the worst referrers are the are the mental health professionals who 

possibly because they‟ve got too much work don‟t spend the time talking through the 

rationale for the referral and how it might help them”. (4:548-550, p.89). 

 

The possibility that the referrers were inhibited in some way from giving full 

information was contemplated. 

 

“I think the worse thing they can do is not to give any information or hide it from from 

people and say oh there‟s this service down the road I‟d like you to go oh we get lots of 

that and you get lots of that from mental health professionals cos of their difficulty with 

the whole PD issue”. (4:559-562, p.89). 

 

 

One interviewee described how she tried to address the lack of preparation of the client 

by the referrer by providing an encouraging introductory letter. 
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“The letter often has been written in a way that kind of is more welcoming and we do 

things like kind of say to people if you‟d like to bring someone to support you that‟s 

OK, so just to kind of make it sort of quite accessible”. (2:90-92, p.26). 

 

 

Properties of the ‘peripheral’ sub-category. 

Others‟ negativity. 

A number of interviewees referred to the impact they experienced from other staff on 

their therapeutic relationship with their client. This was particularly evident in the 

secure hospital setting where others were responsible for the 24 hour care of clients. 

Due to this level of contact, care staff had significant influence on the client and 

therefore it was essential for the benefit of the alliance that the day to day contact with 

staff was as therapeutic an experience for the client as possible. However, there were 

institutional requirements such as the management of risk that also influenced the 

interactions between staff and clients. 

 

“working with just personality disorder full stop in this unit we provide an induction 

programme but unfortunately words like splitting, grooming, manipulation, etc, feature 

in that induction. … so then whenever a patient asks for something in the unit, the 

assumption is that dynamic is playing out … in this sort of environment the approach, 

as you can imagine, is quite punitive, it‟s about risk reduction”. (12:228-234, p.264). 
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“… she had different relationships with different members of her care team and I think 

that impacts on her relationship with me because how can, she almost expects me to be 

a bit punitive towards her”. (2:463-464, p.41). 

 

However, one interviewee experienced positive benefits in terms of the clients 

becoming more appreciative of the therapist as a consequence of what some might 

perceive as the less therapeutic treatment clients can experience from other staff 

members. 

 

“I become someone they can talk to because they (staff) can‟t talk to them, you know, 

the patient can talk to me because they don‟t understand, they won‟t give them time”. 

(12:253-256, p.265). 

 

Other‟s perceptions of getting „too close‟. 

It became apparent that there were possibilities of negative aspects to the alliance, for 

example, where the therapist became „too close‟ to the client, leading to clouding of 

judgment, the conferring of preferential treatment or at least the accusation of 

favouritism from other clients or staff members. Following the Grounded Theory 

principle of theoretical sampling, the last four interviewees were specifically selected 

for their knowledge in this area. The interviewees recognised that therapists can get 

„too close‟ to their clients. 
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“Well I think yes there‟s a possibility because I‟ve seen it happen, I‟ve worked with 

people that I would never have expected to get too close, that have got too close. (9: 

323-328, p.198). 

 

However, the most common response was that the „too close‟ suggestion came from 

other staff working with the client who perceived the close working relationship of a 

therapeutic alliance as an indication of something less appropriate. 

 

 “… what I think people are missing is that it‟s not that the psychologist or the nurse 

doesn‟t have any boundaries, it‟s simply that they have a better working alliance than 

other members of the team and I think there are jealousies that go on and there‟s a lack 

of understanding”. (10: 303-308, p.221). 

 

“…  construed as having been pulled into inappropriately close relationships by 

clinical teams that don‟t buy into the same model or can‟t make sense of, because if we 

think about the training here for security, you know, it‟s all about grooming and watch 

out for anyone getting too close to a patient because that‟s high risk”. (11:458-460, 

p.251). 
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Fig 5. Dealing with difference section of the process model – extended to include ten properties. 
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Main category ‘Dealing with Difference’. 

This main category related to the difficulties and complexities, interviewees faced when 

dealing with difference. Difference was defined by the two sub-categories, „Gender‟ 

and „Cultural Diversity‟. 

 

Properties of the ‘gender sub-category’. 

Differences in emotional presentation. 

 

Interviewees described how the emotional presentation might differ depending on the 

gender of the client, with men more likely to act out in an aggressive manner towards 

others, whereas, women were more likely to injure themselves. 

 

“… there‟s more I think aggression to self in the female … with men … there‟s often a 

lot of acting out outside of the therapy programme and that is more difficult to 

manage”. 

(4:376-379, p.82). 

 

These differences would impact on the therapist‟s approach to building the alliance. 

 

“So when a person, particularly a female, is in a, how shall I say, an aroused negative 

emotional state, there‟s little point, I think, going in and trying to be sort of therapeutic 

and so forth at that time.  You know you have to bide your time as it were”. 

(7:68-71, p.152). 
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“… with men, I mean there are flashes of emotion which reaches a crescendo and 

comes down”. (7:64-65, p.152). 

Risk to the therapist. 

There was a presumption that there was increased risk of males becoming aggressive in 

therapeutic settings than females, which could be anxiety provoking for the therapist. 

Males were also considered to be more challenging and confrontational, which would 

have implications for the therapists working with them. 

 

“that does affect the way you feel in a room with somebody if they‟ve been violent to 

other people then I guess you're more anxious than if someone‟s been violent only to 

themselves”. (5:337-339, p.104). 

 

“(With males) there‟s a much more confrontational boundary, there‟s much more 

boundary violations if you like, much more challenges”. (4:380-382, p.82). 

 

“You know they (male PD) do sort of externalise the anger and they do present it 

aggressive so how‟s that going to work within a group”. (3:235-236, p.55). 

 

 

Gender matching. 

The decision whether to gender match was often taken in the interests of the client. 
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“I suppose I think with a lot of the female clients there‟s issues of sort of abuse as well, 

I mean a lot of these sort of females have a history of abuse from a male abuser so that 

I mean that‟s something that needs to be borne in mind I suppose”. (3:247-249, p.55). 

“… many of our clients have had very difficult relationships with their mothers and 

some will be in denial about that … and others will be sort of hatred and cut off and 

don‟t want to go near a woman”. (5:407-410, p.107). 

 

Occasionally, the therapist‟s best interests would be the deciding factor. 

 

“… where we‟ve had a sense that you know if a female staff member is likely to be 

abused or whatever else, we‟ve consciously made a decision for the key worker to be a 

male and conversely for exactly the same reason for the key worker to be a female”. 

(7:347-350, p.164). 

 

There was clear evidence of the interviewees having considered the merits of matching 

the therapist to the client by gender. On occasions the need to consider the gender of the 

therapist was outweighed by the quality of the existing relationship with the client. 

 

“… would she be happy talking to me (male) about abuse issues and and her response 

was well you know I‟ve built up a relationship with you talk about other things and I 

wouldn‟t really like to start all over again with somebody else”. (3:262-265, p.56). 
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Modelling behaviour. 

There was also evidence for a different view about gender matching. There were 

occasions when our interviewees thought a male therapist would be more appropriate 

for a female client and that there were a number of occasions when the therapist could 

be a „role model‟ for the client. 

“… it‟s probably useful actually to have the experience with a man, I think one of the 

things lots of clients here learn is that … you can have a relationship with a man and 

not be abused”. (5:411-414, p.107). 

 

The determining factor on whether to gender match should be a clinical decision based 

on what is in the best interest for the client. 

 

“I think there can be difficulty with someone who‟s offended against a woman, working 

with a woman, but it actually also gives you an awful lot of material to work with.  I 

don‟t actually agree in gender matching”. (9:452-454, p.203). 

 

“I‟ve got a patient who‟s had abnormal attachments to female therapists before ... 

we‟re trying to get him to work through with his current female therapist, so it‟s 

actually a treatment target”. (8:301-304, p.178). 

 

However, there was acceptance that irrespective of the merits of matching client and 

therapist by gender, this may not always be possible due to the lack of male therapists. 
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“… often there‟s limited scope, so we probably work at a level of an awareness, rather 

than actually make wholesale changes”. (8:299-301, p.177). 

 

Sexual attraction. 

When considering if gender made a difference in the process of building an alliance, 

one interviewee highlighted the potential for sexual attraction. 

 “I‟m not aware of a major difference in building an alliance, I guess apart from being 

more aware of things like sexual attraction, but that‟s not necessarily gender 

determined because women … may well also develop a a sexualised attachment… I‟m a 

bit more aware of that in the earlier stages with with men… it‟s about holding that in 

mind and being aware that that could be part of what‟s going on and making sure that 

doesn‟t get acted out on”. (5:362-370, p.105). 

 

Another interviewee felt that wherever there was a close therapeutic relationship 

between a man and a woman there was the possibility that others would assume it could 

be inappropriate, but this assumption would not be made if both parties were male. 

 

“I think that sometimes there seems to be the assumption that if a woman has a close 

therapeutic relationship with a man, then it runs the risk of becoming sexually 

inappropriate. I think a man can meet a man and there isn‟t the perception that it 

becomes sexually inappropriate and sexuality isn‟t necessarily taken into context. It 

seems far more to be gender specific”. (9:465-469, p.203). 
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Irrespective of other people‟s assumptions, there was evidence of male clients being 

attracted to male therapists. 

 

 “Gay as is attracted to a male therapist, yes, I‟ve seen that too or to a lesser extent”. 

(8:294, p.177). 

 

Another interviewee described personal experiences of finding themselves attracted to 

their client and how they dealt with it appropriately by talking the issue through in 

clinical supervision. 

 

“I guess what I have had experience of is having, at various points in my career, just 

simply found some clients, if you like, attractive, purely in a physical sense, … and 

(through clinical supervision) being able to voice that in some way”. (12:284-296, 

p.266). 

 

“I don‟t think anyone would openly admit finding a patient attractive generally, I think 

it‟s quite unusual”. (12:299-300, p.266). 

 

 

Properties of the ‘cultural diversity’ sub-category. 

 

The second sub-category related to the difficulties therapists experience when they are 

trying to build alliances with clients who are not of the same culture. Five properties 

made up this sub-category. 
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Lack of experience. 

 

All interviewees described the difficulties brought about by the lack of cultural 

diversity experience, due to an under representation of people from black and minority 

ethnic populations engaging with PD services. 

 

 “… highlighted numerous times that you know there are very few black and Asian 

patients referred and that has also brings up well what‟s the staff population mainly 

white it‟s all that kind of and we‟re in a you know a pretty multi-cultural city. (4:424-

427, p.84). 

 

“… the majority of my patients … are Caucasians and I am, of course, non-Caucasian, 

… I haven‟t really dealt with that many people from ethnic minorities, including my 

own”. (7: 100-103, p. 154). 

 

Attempting to understand. 

 

Many interviewees described how they made attempts to understand diverse cultures 

despite the minimal experience. 

 

“I was working with a particular gentleman from Pakistan who never, ever gave me 

eye contact and initially I perceived that as quite dismissive, quite avoidant, but then 

actually it‟s very respectful not to look a woman in the eye, so I think I‟d be aware of 

those things and I‟d explore those things within the session. (9: 477-482, p. 204). 
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Although their cultural experiences may be very different, the client‟s psychological 

distress would still be very evident and warrant psychological intervention. 

 

“… when people are talking about oppression you you you need to take that seriously, 

you need to know that that means something that perhaps is outside of your own 

experience that you haven‟t necessarily been able to kind of access in your own”. 

(5: 452-455, p. 109). 

 

Dangerous to assume. 

 

Many of the interviewees were aware of the dangers of making assumptions when 

unsure of the nuances of their client‟s culture. 

 

“…you have to be careful that doesn‟t kind of bring in a whole set of assumptions 

about what that means about them”. (5: 446-450, p. 108). 

 

Whilst accepting and acknowledging the cultural difference and the uncertainty that it 

can bring, there was also an awareness of individuality and individual uniqueness that 

has to be embraced by the therapist. 

 

“… everybody‟s experience is is is unique to their family whatever culture they‟re 

they're in so I think the the danger is always about making assumptions”. (5:475-478, 

p.110). 
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Cultural matching. 

 

As with gender matching there was evidence for and against the practice of trying to 

match the therapist and client by culture and ethnicity. However, the difficulty of 

matching the therapist to the client by culture/ethnicity due to the lack of therapists 

from diverse backgrounds was acknowledged.  

“… although we have a choice agenda these days, often there‟s very limited choice, 

you know, if you were from Kashmir say, the chances of you getting a Kashmiry 

therapist or someone who knows all of the ins and outs of your background are pretty 

limited really”.  

(8:335-338, p.179). 

 

Therapists discomfort. 

 

One interviewee described the discomfort felt when accused of being racist. 

 

“… closer in the relationship, the paranoia takes over and he starts to reject that 

relationship and what he does is he rejects it based on racial or cultural grounds, so he 

has accused a lot of people of being racist”. (2: 223-225, p.32). 

 

“I actually feel it coming from him quite strongly as well. It‟s because I was a white, 

middle-class professional and this you know it kept getting fired back at me, it was 

really difficult”. (2:229-231, p.32). 
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However, despite the acknowledged difficulties, these were not insurmountable and 

successful therapeutic engagement was achieved. 

 

“… the whole culture was entirely different but you know we I think we did reach a 

shared understanding”. (3:325-328, p.59). 
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Fig 6. Managing your emotions section of the process model – extended to include five properties. 
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Main Category ‘Managing your emotions’. 

This main category related to the emotions experienced by interviewees in their 

relationships with clients. Two sub-categories were identified from the data. The 

therapist‟s reactions to the alliance are described in the three properties within the 

„reactions‟ sub-category.  The therapist‟s understanding of their own reactions are 

captured in the two properties of the „awareness‟ sub-category. 

 

Properties of the ‘reactions’ sub-category.    

Emotional response 

Interviewees recognised that on occasions their emotions affected their behaviour 

within the alliance. 

 

“I think there is a tendency to either want to comfort or withdraw or something 

depending on your own emotional responses”.  (7:72-73, p.152). 

 

“I mean when you see overt expressions of distress, I mean the human reaction I think 

is to try and comfort in some ways”. (7:76-77, p.153). 

 

“Now unless you‟re seriously, you know you have that at the forefront of your mind 

when you are dealing with people with borderline personality disorder, this 

ambivalence on the one hand needing, on the other hand rejecting, I think leads to 

serious emotional responses within the therapists”. (7:145-149, p.155). 
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There was also recognition that the same client may evoke different emotions and 

behavioural responses with different therapists.  

 

“… three therapists in there and there‟ll be one patient with a particular issue and and 

sometimes the three of us will come away with entirely different emotions you know 

somebody will be angry, somebody will think they‟re progressing quite well and 

somebody might be a bit frustrated or you know, it‟s it‟s quite strange”. (3:396-400, 

p.62). 

 

Feeling hostile 

 

There was recognition that the BPD client group can evoke negative and even hostile 

feelings in the therapist. The therapist needs to develop a strong sense of self awareness 

in order to respond appropriately when negative emotions are experienced. Without this 

awareness, the emotions could lead to behaviours in the therapist, such as avoidance, 

which obviously would be very detrimental to the alliance. 

 

“ The other response may be to say look this is too difficult and I just need to withdraw, 

I can‟t handle this and within that there may be elements of anger, you know, why is it 

that this person who I am trying to do so much for is rejecting me at the same time, so 

anger, resentment and so forth and I think we just have to be very careful in terms of 

looking at our own emotional responses when dealing with this kind of population, it‟s 

alive you know you can feel it, but you have to be conscious of it”. (7:152-157, p.156). 
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“And and it‟s simple things like if you find yourself not wanting to see a client or 

forgetting to cancel or forgetting them to tell, forgetting to tell them that you're on 

holiday for three weeks, those kinds of things, then you have to think well you know is 

there a part of me that‟s feeling quite hostile towards these this client, am I kind of 

wiping them out somehow and what‟s that about”. (5:210-215, p.99). 

 

Feelings of failing 

The final property within this sub-category related to the feelings therapists had when 

the alliance was not experienced in a positive way, which could discourage the therapist 

from persevering with efforts to engage the client.  

 

“I think with psychologists particularly there seems to be this sort of failure thing. You 

know you have to succeed and I think sometimes with you know with this sort of patient 

group sometimes that doesn‟t always feel like you are doing and I think that can get 

quite frustrating at times”. (3:347-351, p.60). 

 

I suppose that kind of makes me feel like you know a bit of a a bit of an incompetent 

therapist „cos I can‟t do it for her, so she‟s evoking all those sort of failing schemas in 

me if you like. (2:325-327, p.36). 
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Properties of the ‘awareness’ sub-category.    

 

Identifying triggers. 

Interviewees reported the need to be able to identify what triggered the negative 

emotions and reactions they experienced with this client group from time to time. 

 

“All sorts of feelings and emotions. Frustration, anger … I think it‟s quite useful to be 

aware of your own sort of triggers”. (3:342-344, p.59). 

 

Reflecting back. 

Having established an awareness of their own triggers and responses to this client 

group, interviewees reported the potential therapeutic benefits of reflecting back to the 

client some of the emotional responses they evoked in the therapist.  

 

“you know I‟m feeling quite quite frustrated you know, how‟s what‟s that what‟s 

happening then and I actually reflect the feelings back and get them to to kind of 

understand what‟s happening and use the relationship to sort of work through those 

difficulties”. (2:252-255, p.33). 

 

Managing emotions, understanding them and being able to use them therapeutically is 

difficult. The final main category, „clinical supervision‟, is where the therapists sought 

the assistance of others to help them make sense of the alliance, to manage their 
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emotions and to formulate strategies to take the relationship forward, to maximise the 

chances of an improved therapeutic outcome. 
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Fig 7. Experiences of clinical supervision section of the process model – extended to include five properties. 
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Main Category ‘Clinical supervision’ 

Clinical supervision permeates through all of the other main categories. It provides the 

support for the therapist as they work through the various practical and emotional 

hurdles of the alliance. All twelve interviewees stressed the crucial role clinical 

supervision plays in the creation, maintenance and ending of the therapeutic alliance. 

Two sub-categories were identified as the key aspects of clinical supervision. 

 

Properties of the ‘protective and supportive’ sub category. 

Keeping safe 

This property emphasises the key role played by clinical supervision in ensuring the 

therapist practices safely and is helped through any emotionally difficult processes 

within the alliance. 

 

“I mean what‟s crucial I think in the work is is supervision and on-going supervision”. 

(4:247, p.76). 

 

“… an essential part of keeping people safe working with personality disordered 

individuals”. (9:364-365, p.199). 

 

“I mean what‟s crucial I think in the work is is supervision and on-going supervision”. 

(4:247, p.76). 
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“I think you can‟t do this kind of work without group, team, individual supervision”. 

(8:263-264, p.176). 

 

“… the staff who work with BPD have to be contained and they have to have access to 

supervision.  And it‟s pretty intense and takes up a lot of resource and staff burn out”. 

(4:274-275, p.78). 

 

“… just keeping check really because I think people can get into a mess around 

boundaries with this client group … even the most experienced therapist can find 

themselves in a mess and I think that‟s the danger if you don‟t have supervision”. 

(5:172-175, p.97). 

 

Assisted reflection 

Interviewees were well aware of their own emotional sensitivities and used the clinical 

supervision process to assist them to reflect on the engagement of clients and enable 

them to better manage through the potential difficulties. 

 

“… you are in a therapeutic relationship, you‟re feeling some form of emotion that you 

haven‟t processed.  It‟s really good to be able to share that in a supervisory sort of 

relationship with somebody else that knows and has experienced that”. (7:170-172, 

p.156). 
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 “we‟ve all got emotional baggage, so what is tolerable for one person wouldn‟t be 

tolerable for another, so I need to know what buttons are likely to get pressed in a 

situation with me because I will react because it‟s my stuff and not their stuff, so I need 

to be very cognisant of that and make sure that my buttons get protected so I don‟t over 

react”. (10:60-64, p.211.) 

 

Properties of the ‘challenges’ sub-category. 

Personally difficult. 

Interviewees recognised that clinical supervision can be very difficult for the therapist. 

 

“…you hopefully then can bring the different bits and projections together and try and 

think about them but it‟s hard it‟s hard work and I think you know clinicians struggle 

with that”. (4:250-252, p.77). 

 

Institutional cultural barriers 

The culture of the work place may go against the reflective nature and the sharing of 

emotions, which are central to effective clinical supervision.  

 

“There‟s a very macho old school culture here that makes it very difficult for people to 

say „I‟m really being affected by this person‟, „I‟m scared‟, „I don‟t know what to do 

with this individual‟, „he‟s making me feel like this‟, „she‟s making me feel like this‟, so 

I think there‟s lots of problems with supervision in the sense of actually people seeing it 



 133 

as something to access, which is good and useful and essential and the norm”. (9:165-

169, p.191). 

 

There was recognition that to overcome the cultural barriers in the work place, support 

and encouragement from managers within the organisation was essential. 

 

“… very difficult for staff to give feedback to each other and I don‟t think there‟s been 

the support structures there to encourage that”. (9:361-363, p.199). 

 

“I think that people often feel that they will be, I don‟t know, that there may well be 

very negative outcomes for them talking about how they‟re being impacted on by the 

patient group”. (9:162-164, p.191). 

 

Limited access 

The lack of support associated with the cultural barriers to supervision may not be 

overtly demonstrated but implied through the lack of importance associated with 

prioritising time for clinical supervision. 

 

“… people don‟t have access to supervision and people are left to deal with this kind of 

work on their own and I‟m not surprised they‟re sick and, you know, attrition rates for 

staff are high”. (9:175-178, p.192). 
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Postscript 

Many interviewees stressed the challenges of clinical supervision; however, at times it 

can be made relatively simple. 

“Talking to other staff who have worked with this client group also helps to reduce 

anxiety and frustration”. (1:403-404, p.22). 

 “Yeah having a life, I think that outside of work (laughing) you know”. (5:747, p.121).  
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2.5 Discussion  

 

Summary of findings 

The current research study set out to explore the lived experiences of therapists engaged in 

the treatment of clients diagnosed with Borderline Personality Disorder (BPD). In 

particular it focussed on how they created and maintained a therapeutic alliance with BPD 

clients who by the terms of their diagnosis were considered difficult to engage and had a 

history of mistrusting people and poor maintenance of personal relationships. The 

responses from the participants demonstrated how challenging and personally demanding 

working with this client group can be. A model emerged from the data, which highlights 

the psychological and emotional aspects of creating and maintaining a therapeutic alliance 

with BPD clients and represents the most challenging aspects of the engagement process 

for the therapists.  

 

Therapists‟ experiences and the literature 

There has been much debate over whether a literature review should be carried out before 

or after a qualitative research study using Grounded Theory methodology has been 

undertaken. Willig (2001) advocated a brief awareness of the literature to confirm that 

there was scope for further research and that the topic is not already fully developed and 

understood. In this instance a preliminary review of the literature was conducted for the 

purposes of justifying the research proposal and ethics applications. This initial review 

covered the practical aspects of the engagement process. It was not until after the data 

collection and analysis were complete that the literature was revisited and the 
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psychological and emotional aspects were added to the search criteria. Many aspects of the 

categories that emerged from the data to produce the psychological model were mirrored in 

the published literature: 

 

Unavoidable Influences 

Interviewees reported influences that could affect the alliance that were beyond their 

control. One such influence was the impact of diagnosis. For some it was seen as a label 

which stigmatised their client (Forsyth et al. 2007). For others, diagnosis was seen as a 

gateway to treatment, which reinforced the position that Personality Disorder (PD) was no 

longer a diagnosis of exclusion (NIMHE, 2003).  

 

Dealing with Difference 

The evidence in the literature was inconclusive concerning the benefits to therapeutic 

outcome of matching client to therapist by gender or ethnicity (e.g. Cottone et al., 2002; 

Maramba & Hall, 2002). For the interviewees, the decision whether there was a necessity 

to attempt matching by gender or ethnicity would be based on clinical need and the best 

interest of the client. Deciding what would be best was never straightforward. An example 

was given where a female client had been the subject of abuse from a male. The instinctive 

choice was to provide a female therapist; however, to form a therapeutic relationship with a 

male may have been clinically desirable as it would model for the client a non threatening 

relationship with a man. Others described their lack of experience dealing with clients from 

a different culture to their own and presented a need for cultural competency training (e.g. 

Day-Vines et al. 2007; Patel et al., 2002; Whealin and Ruzek, 2008).  
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Patel et al. (2000) advocated the use of Racial Identity models to assist the therapist in 

learning to recognise the individual differences between people whether they are the same 

or different „racially‟ or culturally. However, Robinson, as cited in Patel et al. (2000) 

pointed out that although the models may go some way to address issues of „race‟, other 

areas of difference such as gender, social or class distinction and age are not considered. 

Mama, also cited in Patel et al. (2000), considered that by omitting issues of gender and 

class, Racial Identity models do not consider the Black client as an individual.  

 

The Process of Cultural Competence in the Delivery of Healthcare Services, (Campinha-

Bacote, 2002) is a model that considers cultural competence as an ongoing process where 

the therapist continuously strives to achieve effective working within the cultural context of 

the client on an individual, family and community basis. The model encourages the 

integration of five key areas of cultural significance: 

1. Cultural awareness - the self-examination and in-depth exploration of the 

therapist‟s own cultural and professional background, including any prejudices or 

assumptions they may hold about the client. 

2. Cultural knowledge - the seeking of knowledge relating to diverse cultural and 

ethnic groups. It includes obtaining knowledge of the client‟s health related beliefs 

and values and how they affect the client‟s interpretation of their difficulties and 

their thinking. 

3. Cultural skill - the ability to conduct a culturally based assessment, attending to 

cultural data regarding the client‟s presenting problem.  
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4. Cultural encounters - the process that encourages the therapist to directly engage in 

cross-cultural interactions with clients. 

5. Cultural desire - the level of motivation of the therapist to want to, rather than to 

have to engage in the four cultural processes above. 

 

Campinha-Bacote (2002) developed a 20 item instrument to measure the four constructs of 

cultural awareness, knowledge, skill and awareness entitled the Inventory for Assessing the 

Process of Cultural Competency Among Healthcare Professionals (IAPCC). Unfortunately, 

the IAPCC does not have the capability to measure the therapists „cultural desire‟ or 

motivation. Equally, this measure does not consider the patient‟s perception of the 

therapists‟ level of cultural competency (Lucas, 2008). 

 

The Interlocking Paradigm of Cultural Competence (IPCC) is a best practice model, 

consisting of five stages developed from the work of Peplau, Leininger, Nichols, 

Campinha-Bacote and Purnell as cited in Warren (2002). The five stages are: 

1. Therapeutic factor is grounded Peplau‟s Interpersonal Relations in which the ability 

to interact and relate to the client is key to the therapist‟s development of successful 

interventions. This is the foundation upon which to build cultural competence. 

2. Value factor relates to Leininger‟s assertion of the therapist‟s need to value and 

incorporate cultural knowledge into their education, therapeutic practice and 

research. 

3. World View factor is based upon the work of Nichols and suggest that people from 

diverse racial and ethnic groups hold diverse views of the world and how they 
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function within that world. However, world views blend when persons from 

different racial and ethnic groups work, interact and live which each other. A 

practical issue for the therapist would be to determine what constitutes the blended 

world view and how that impacts on their client. 

4. Process factor is a development from Campinha-Bacote‟s cultural competency 

model described above. The IPCC incorporates the first four stages of Campinha-

Bacote‟s model. „Cultural Desire‟ stage was not included. The Process Factor stage 

emphasises that its level of implementation is determined by the therapist‟s 

evaluation of their level of cultural competence. Warren (2002) describes the 

Process Factor as a synchronisation of the client‟s needs and the therapist‟s beliefs 

and actions through the stages of therapy, assessment and goal setting, intervention 

and outcome evaluation. 

5. Orientation factor has evolved from the work of Purnell who considered a number 

of domains which need to be considered when assessing clients, for example; 

heritage, communication, family roles, work-force issues, biocultural ecology, high 

risk behaviours, nutrition, pregnancy practices, death rituals and spirituality.  

 

Warren (2002) maintains that the IPCC encourages a partnership approach to mental 

healthcare between the therapist and the client and recognises the importance of the client‟s 

culture, healthcare beliefs and practices. 

 

There is very little in the literature in terms of empirical research evaluating Cultural 

Competency models (Lucas et al. 2008). Citing Satel and Forster (1999) and Weinrach and 
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Thomas (1997),  Sue (2003) suggested that a lack of funding (in the USA) had led to a 

paucity of research studies into the effectiveness of cultural competency training and that 

the lack of an evidence base had led to some seeing it as motivated by „political 

correctness‟. Hwang and Wood‟s (2007) summary of the literature relating to cultural 

competency made no reference to the existence of Cultural Competency models. Hwang 

(2006) asserted that there was no uniform framework for the adaption of treatment 

interventions for ethnic minority groups and stressed the need for the therapist to 

understand their own culture as much as that of the client. Chu (2007) suggested the use of 

single case studies may be the most appropriate method of highlighting the level of cultural 

competency of a therapist.  

 

Hadwiger (1999) reported finding that nursing students introduced to Campinha-Bacote‟s 

model became more aware of their own culture and how it impacted on their nursing care, 

and through the use of hypothetical cases and narrative writing were able to refine their 

cultural competency skills. Beach et al. (2005), in a review of the literature relating to the 

evaluation of interventions designed to improve the cultural competency of health 

professionals found 34 studies completed between 1980 and 2003. Beach et al.  found 

evidence indicating that training improves the knowledge, attitude and skills of health 

professionals in relation to cultural competency and has positive impacts on patient 

satisfaction. However, none of the studies evaluated patient treatment outcomes. 

Encouragingly, Callister (2005) found that culturally competent care does favourably 

impact on outcomes. 
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A number of self-assessment tools are available for the therapist to assist in them to 

evaluate their levels of cultural awareness and competency (e.g. Doorenbos et al. 2005; 

National Centre for Cultural Competence, 2004).  

 

Bhui et al. (2007) conducted a systematic review of evaluated Cultural Competency 

Models in terms of their impact in professionally educating therapists and service delivery. 

They reviewed 109 potential studies. Only 9 studies were found to include the evaluation 

of the model in terms of cultural competency practice and service delivery. Bhui et al. 

(2007) concluded that the evidence on the effectiveness of cultural competency training 

and service delivery to be limited and that further research was required. 

 

Day-Vines et al. (2007) described how the ultimate in cultural competence is achieved 

when the therapist recognizes and acknowledges the impact of „race‟ on client‟s presenting 

problems and has the skill and the confidence to raise the issue of „race‟ with the client 

when necessary.  

 

Many Cultural Competency models are restricted to the relationship between the therapist 

and the client. Whealin and Ruzek‟s (2008) model is an example where the requirement for 

cultural competency is extended beyond the therapist to include non clinical staff who may 

come into contact with the client and other organisational issues which may have an 

influence on the therapeutic relationship.  
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In another area of difference, four interviewees referred to the issue of sexual attraction 

between the therapist and the client as a possibility. This reflects the study by Betan et al. 

(2005) where „sexual attraction‟ was identified as a significant countertransference issue 

for the therapist. 

 

Managing emotions 

 It was clear that interviewees had good insight of their emotional responses and reactions 

evoked by BPD clients. In recognition that the therapeutic alliance is likely to mirror 

clients‟ other relationships, reflecting back the emotions engendered in the therapist was 

seen as potentially therapeutic for the client. The current study has confirmed the 

countertransference phenomenon is an aspect of every therapeutic alliance and not just 

those connected with psychodynamic models of therapy (Betan et al. 2005).   

 

Clinical supervision 

The final main category, clinical supervision was not expressly referred to in the literature. 

However, the importance of this category cannot be overstated. Clinical supervision is the 

glue that holds the process of creating and maintaining the therapeutic alliance together, 

providing guidance and support to the therapist as they encounter challenging moments in 

the relationship with the client. 

 

2.6 Clinical Implications 

The current study has highlighted that the creation of the therapeutic alliance requires much 

effort and intelligent reflection on behalf of the therapist. The therapist should be supported 
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through the process by receiving regular clinical supervision, however, this study revealed 

that clinical supervision was often cancelled or for some, did not happen at all. 

 

General Practioners and others who may refer PD/BPD clients to PD services should be 

aware of the influence the manner in which they refer clients can have an impact on the 

client and potentially for the alliance. Referrers should ensure their referral letters are 

written appropriately and that the client is fully informed of the reason for the referral and 

nature of the service he/she is being sent to. Other staff, who also have care of the client, 

should be made aware of the influence, positive or negative on the alliance, through their 

attitude and behaviour toward the client. 

 

In the absence of sufficient black and minority ethnic (BME) therapists to enable the 

matching of client to therapist by race, the white therapist must demonstrate cultural 

competence to encourage the small number of BME clients who do seek help to engage 

and stay engaged in their therapy until a satisfactory conclusion is reached. It is important 

for therapists to work with difference rather than ignoring it. They need to be willing and 

capable of integrating issues of „race‟ into their therapy (Day-Vines et al. 2007). Racial 

Identity models are useful tools to aid the therapist in recognising the individual differences 

between people (Patel et al. 2000), however, therapists also need to consider other areas of 

difference such as gender, social or class distinction and age. There are a number of self-

assessment tools available to assist therapists in evaluating their cultural awareness and 

competency (e.g. Doorenbos et al. 2005; National Centre for Cultural Competence, 2004). 

Therapists can improve their cultural competence through having a thorough understanding 
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of the numerous cultural competency models available (e.g. Campinha-Bacote, 2002; 

Warren, 2002). However, there is a paucity of evidence regarding the effectiveness of 

cultural competency training and service delivery and further research is required (Bhui et 

al. 2007).  

 

The decision whether to match the client to therapist by gender should be considered on 

clinical grounds and in the best interests of the client. 

 

The possibility of sexual attraction on behalf of one or both parties to the alliance was 

considered by some of the interviewees as a possibility. This view was supported by Betan 

et al. (2005). The consideration of sexual attraction within the therapeutic alliance and its 

management should part of therapists and supervisory training. Therapists should be made 

aware of the countertransference questionnaire which can be used to help identify the 

emotions, including sexual attraction, the BPD client group can evoke in them. 

 

Clinical supervision was considered by all those interviewed as having a significant 

contribution to the therapists‟ ability to manage the practical and emotional demands of 

difficult to engage clients. Supervision can provide the support and guidance essential to 

enable the therapist to work through personally difficult situations and to reflect on their 

therapeutic practice. Chernis and Egnatios (1977) identified five styles of clinical 

supervision practiced within community mental health programs: 

1. Didactive-consultive – the supervisor offers advice, suggestions and interpretations 

concerning techniques and therapist/client dynamics. 
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2. Insight orientated – the supervisor stimulates reflective practice and encourages the 

therapist to derive their own solutions. 

3. Feelings orientated – the supervisor encourages the therapist to examine their 

emotional responses to the client. 

4. Laissez faire – the therapist is predominantly left to work on their own with the 

supervisor rarely available for consultation. 

5. Authoritative – the supervisor adopts an autocratic style with little autonomy 

afforded to the therapist. 

Supervisees preferred Didactive-consultive, Insight orientated and Feelings orientated 

styles with Didactive-consultive being the most common. Chernis and Egnatios (1977) 

pointed out that individual therapists have preferred styles and the ideal supervisor is one 

who can utilise all five of the styles identified dependent on therapist preference and 

individual case need. Clinical supervisors need to be aware of these different styles and 

reflect on their own supervisory practices. The current research study identified negative 

practices such as institutional cultural barriers and limited access to supervision. These are 

issues that must be addressed by managers if therapists are to work safely and productively 

with their clients.  

 

Few studies have examined whether clinical supervision has an impact on the clinical 

outcome of therapy (Holloway & Newfeldt, 1995; Lambert & Ogles, 1997). Ellis and 

Ladany (1997) concluded that research into the effectiveness of supervision had been 

substandard.  More recently, competency based approaches to supervision may enable 
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more effective evaluation of the provision of clinical supervision in the future (Falender & 

Shafranske, 2008).  

 

Bland & Rossen (2005) suggested that as clients with Borderline Personality Disorder can 

be among the most challenging and difficult to deal with, nursing staff who provide for 

their day to day care should receive regular clinical supervision.  The current research 

identified that those who are responsible for the day to day nursing care of the client can 

have an influence on the therapeutic alliance between the client and their therapist. Clinical 

supervision for the nursing staff may provide an opportunity to encourage their positive 

support for the therapeutic alliance. 

 

There is a need for clinical supervisors to become culturally competent if they are to 

provide effective clinical supervision to therapists working with clients who are culturally 

different to themselves. In addition, supervisors will have to be culturally competent if their 

supervisees are culturally different by virtue of their ethnicity, gender or sexual orientation 

(Gatmon et al. 2001).   

 

2.7 Strengths and limitations of the study 

The scope of the literature review was very broad and covered the efficacy of the 

therapeutic alliance, its measurement and the ability to predict breakdowns and the impact 

of difference in terms of gender and race. PD and BPD were defined, the initiatives 

promoting their treatment described and the potential for the therapeutic alliance with this 
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group explored. The breadth of the coverage was a strength. Narrowing the focus of the 

review would have allowed a greater depth of analysis of the literature. 

 

Interviewee‟s accounts were based on their lived experiences of forming alliances with 

BPD clients. Although there was an interview schedule, interviewees were encouraged to 

develop their own areas of interest and in this way the process was one of evolving 

enquiry. Typed transcripts were provided to interviewees so they could clarify aspects of 

the information provided or add additional comments. As a consequence, one interviewee 

provided a two page typed clarification which was coded and added to the analysis. 

 

By providing interviewees with an interview schedule prior to conducting semi-structured 

interviews, gave them with an indication of the topic areas to be covered. This allowed 

time for the interviewees to think and prepare for the interview and helped to ensure the 

aims of the study were met. However, there was a tension between giving interviewees 

sufficient information to facilitate a productive interview and ensuring their answers were 

not unduly influenced by this information. To control for this, interviewees were asked to 

ground their answers with real examples (whilst ensuring anonymity) from their experience 

in engaging BPD clients.  

 

The Chief Investigator was surprised to find a difference in the ability to comprehend 

information provided verbally in the interview to when it was transcribed, which supports 

the view that a lot of communication and meaning is non verbal. Transcriptions indicated 
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many repetitions, use of abbreviated words and staccato patterns of speech, all of which 

challenged the coding process. 

 

A specific aim of the study was to identify whether therapists made any changes in their 

approach to building and maintaining an alliance if the client was from a different culture 

to their own. The experience of working with clients from differing cultures, race and 

ethnicity was very limited. Despite this limitation very useful evidence was obtained which 

informed the psychological model of engagement. 

 

2.8 Future research 

Though not specific to PD/BPD, psychological services exist that are dedicated to BME 

client groups. A qualitative study designed to identify how they approach therapeutic 

engagement with BME clients would be useful. 

 

There are a number of instruments designed to measure cultural competency. There are 

publications designed to be used as training aids to help therapists learn to be culturally 

competent. Research to evaluate the take up of these resources and their effectiveness 

would inform future strategies for the psychological care of PD/BPD clients from BME 

groups. 

 

There is a dichotomy relating to the treatment of BME clients. BME clients are known to 

be over represented in acute psychiatric and forensic mental health settings but under 
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represented in the diagnosis and consequently treatment of BPD. A research study could be 

conducted to identify the causes of these representation differences. 

 

Evidence from the current study has identified a perception from some staff members that 

therapists can get inappropriately „too close‟ to their clients. This is defended as a 

misunderstood, close therapeutic relationship which is not inappropriate. This situation 

warrants an independent research study.  

 

The current study has concentrated on the experiences of the therapists involved in the 

therapeutic alliance. Consideration should be given to studying the lived experiences of the 

clients diagnosed with PD/BPD in relation to the therapeutic alliance. 

 

2.9 Conclusion  

The present report has described a Grounded Theory qualitative study that explored the 

experiences of therapists who engage in therapeutic relationships, clients diagnosed with 

Borderline Personality Disorder. The results have indicated similar approaches are taken by 

therapists to engage clients. The participants recognised the challenges associated with 

managing unavoidable influences from others and the need to increase their cultural 

competence and awareness in general of matters relating to race and gender. It was 

recognised that the BPD client can evoke emotional reactions and responses in the therapist 

which have to be managed. However, the emotions generated in the therapist can be 

clinically helpful, diagnostically and therapeutically when worked through with a client. 

Key to managing all of these challenges for the therapist was the effective use of clinical 
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supervision which was seen as providing protection and support throughout the life of the 

therapeutic alliance. 

 

The current study found no discernable difference in the experiences of the clinicians 

interviewed despite being from different work settings – community outpatients and 

inpatient forensic services or from the various clinical disciplines represented i.e. nursing, 

psychiatry and psychology.  
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Appendix A 

Table 8. Breakdown of the Interviewees by Health Profession, Gender and Ethnicity 

 

Interviewee Trainee 

Clinical 

Psychologist 

Clinical 

Psychologist 

Forensic 

Psychologist 

Clinical / 

Forensic 

Psychologist 

Counselling 

Psychologist 

Nurse 

Specialist 

Psychotherapist – 

Nurse Trained 

Psychiatrist Male Female White - 

English 

White 

- Irish 

BME 

1 *         * *   

2     *     * *   

3  *       *  *   

4       *   *  *  

5       *   * *   

6  *       *  *   

7        * *    * 

8        * *  *   

9   *       * *   

10    *      * *   

11    *     *  *   

12      *   *  *   

Total 1 2 1 2 1 1 2 2 6 6 10 1 1 
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Appendix B 

  

 

 

Participant invitation letter - Version 1 18.4.07 (to be delivered by email)  

 

Dear Colleague 

 

 

What constitutes an Effective Therapeutic Alliance for those with Borderline 

Personality Disorder? 

 

My name is Graham Lowings. I am a trainee clinical psychologist with the University 

of Leicester. I am carrying out a research project as part of my doctoral training and I 

am writing to ask you if you would take part in this project. 

 

It is my intention to interview clinicians who have over a years experience working 

therapeutically with clients who have a diagnosis of borderline personality disorder. 

The interview is likely to take between 45-60minutes. The interviews will be audio 

recorded and can take place where you work or at alternative location convenient to 

you. The clinical directors of the Personality Disorder Directorate, Rampton Hospital 

and the Nottingham Community Personality Disorder Service have authorised me to 

conduct this research within their respective services and for me to approach you direct. 

This project has received authorisation from the Research Ethics Committee and the 

Trust‟s Research and Development Department. 

 

Should you agree to take part in this project your name will be placed in a pool of 

participants and you will be selected at random for interview. You will be asked to 

refrain from naming any other persons during the interview to preserve confidentiality. 

To help you decide I have enclosed a Participant Information Sheet and an example of 

an Interview Schedule. 

 

If you would like to be involved in this project please return this email with your details 

including your work telephone number and extension within 10 working days of its 

receipt. Should you wish to discuss this project further before making your decision 

please either send me your query by email or by telephoning me at the university on 

0116 223 1639.  

 

Thanks very much for considering this request. I look forward to hearing from 

you. 

 

Yours sincerely 

 

Graham Lowings - Clinical Psychology Trainee 
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Appendix C 

 

  

 
Title of Study: 

 

A study to establish what constitutes an effective therapeutic alliance and how this can 

be achieved and maintained with a difficult to engage client group, those with a 

diagnosis of Borderline Personality Disorder (BPD).  

 

Chief Investigator: 

Graham Lowings, Trainee Clinical Psychologist 

University of Leicester, School of Psychology, Clinical Section, 104 Regent Road, 

Leicester, Telephone 0116 2231639. 

 

Please take time to read the following information carefully, and ask if there is 

anything that is not clear, or if you would like more information. 

 

1. What is the purpose of the study? 

The purpose of the study is to establish how clinicians set about creating and 

maintaining an effective therapeutic alliance with a difficult to engage client group, 

those with a diagnosis of Borderline Personality Disorder.  

 

Although there is much evidence of the clinical efficacy of the impact of the therapeutic 

alliance there is a paucity of evidence relating to how health care professionals build the 

alliance with hard to engage clients. Furthermore, there is even less evidence of how 

clinicians modify their approach to alliance building where the client is of a different 

culture and ethnic background to themselves. The proposed research aims to produce a 

model of engagement based on clinician‟s actual experiences with clients. 

 

2. What will be involved if I agree to take part? 

The Chief Investigator will contact you to arrange a convenient time for the interview to 

take place. The Chief Investigator is interested in talking to you about your experiences 

in creating and maintaining therapeutic alliances with hard to engage clients such as 

those diagnosed with borderline personality disorder. The interview will be audio 

recorded and the Chief Investigator may take notes throughout the meeting. Pilot 

studies have shown the interview is likely to take approximately 45 minutes. An 

example of an interview schedule is attached so you can read about the types of 

questions you are likely to be asked if you agree to participate. 

 

3. Will the information obtained in the study be confidential? 

At the beginning of the interview you will be asked to sign a form consenting to the 

interview being audio-taped. All the information you share with the Chief Investigator 

will be kept strictly confidential during the course of the research. When the interview 

is written up, any information that that could be used to identify you will be removed. 

However, the Chief Investigator would have a duty to break confidentiality if he 

became aware of any risk of harm to yourself or others. Only clinicians are being 

invited to participate and you will be asked not to divulge any details of clients you may 

have seen. 
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4. Who is being asked to take part? 

The participants will be experienced in working with clients diagnosed with borderline 

personality disorder and will be drawn from the following professional groups: 

 Clinical Psychology 

 Forensic Psychology 

 Counselling Psychology 

 Psychiatry 

 Nursing Profession 

Participants will respond individually and their views reported anonymously.  

 

5. What are the possible disadvantages and risks of taking part? 

Participants interviewed will be asked about their emotional response to hard to engage 

clients. Clinicians have been known to feel emotions such as frustration and anger 

toward clients. Where such emotions are raised during an interview the clinician will be 

advised to seek supervision with their usual supervisor. The participants will also be 

offered time at the conclusion of the interview to talk to the Chief Investigator should 

they feel that would be beneficial. 

 

6. What if I am harmed by the study? 

It is highly unlikely you will be harmed by the study. Compensation is only available if 

negligence occurs. 

 

7. Who is organising and funding the research? 

The study is being organised by Graham Lowings, Trainee Clinical Psychologist at the 

University of Leicester, employed by the Leicestershire Partnership Trust who are 

funding the research. Clinically relevant research is a requirement of the training for 

NHS clinical psychologists. 

 

8. What happens after the interview? 

The information taken from the interviews will be analysed and written up as a research 

thesis and submitted to the University of Leicester. The interviews will be treated as 

confidential. You will not be identified in the thesis written. 

 

9. Do I have to take part? 

You do not have to take part if you do not wish to do so. If you do take part you will be 

asked to sign a consent form. If at any point you wish to withdraw from the study you 

may do so. 

 

10.  How do I get further details? 

If you would like to discuss this study further the researcher can be contacted at the 

University of Leicester on 0116 223 1639. 

 

 

 

Participant information sheet  (Version 1 18.4.07) 
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Appendix D 

 

  

 
 

Consent Form Version 1, dated, 18.4.07 
 

 

Title of study:  

A study to establish what constitutes an effective therapeutic alliance and how this can 

be achieved and maintained with a difficult to engage client group, those with a 

diagnosis of Borderline Personality Disorder (BPD).  

 

Chief Investigator: Graham Lowings, Trainee Clinical Psychologist 

 

 

Please read this form in conjunction with the Participant Information Sheet, 

version 1, dated, 18.4.07 

 

 

Please indicate your response by placing a ‘’ in the appropriate box for each 

statement. 

 

 

 I agree to take part in the study as described in the Participant Information 

Sheet. 

 

Yes  

 

No  

 

 I have read and understood the Participant Information Sheet and have had the 

opportunity to ask questions and discuss the details with the Chief Investigator. 

The nature and purpose of the interview to be conducted, and my involvement in 

it are understood. 

 

Yes  

 

No  

 

 I understand that I am free to withdraw from the study at any time, without 

justifying my decision. 

 

Yes  

 

No  
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 I understand that the information I share will be treated as confidential. I 

understand that no information that may identify me such as my name, address 

or workplace will be contained in any report. 

 

Yes  

 

No  

 

 I understand that at no time shall I disclose any detail of clients currently or 

previously in my care which could lead to them being identified. 

 

Yes  

 

No  

 

 I agree to the research interview with me being audio recorded on the 

understanding that the information will be treated as confidential and will only 

be used for this study. 

 

Yes  

 

No  

 

 I understand that any audio recording of interviews with me will be destroyed if 

I withdraw from the project and in any case upon satisfactory completion of the 

study. 

 

Yes  

 

No  

 

 I understand that compensation for any harm that arises from the project will 

only be available in the case of negligence. 

 

Yes  

 

No  

 

Signature of participating clinician ………………………………….. Date ………….. 

Name (In block capitals) …………………………………………….. 

I have explained the study to the above clinician who has indicated their 

willingness to take part. 

 

Signature of Chief Investigator ……………………..……………….. Date ………….. 

Name (In block capitals) …………………………………………….. 
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Ethics approval from NRES 
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Appendix E 

Ethical approval from the University of Leicester 

 

 

 
 

-----Original Message----- 

From: De Lillo, Dr C. 

Sent: 18 October 2007 17:59 

To: 'grl7@ntlworld.com' 

Subject: FW: PC_ethics2006 - Graham Lowings 

 

 

 Dear Graham Lowings, 

 

Your project "A study to establish what constitutes an effective 

therapeutic alliance and how this can be achieved and maintained with a 

difficult to engage client group, those with a diagnosis of Borderline 

Personality Disorder (BPD)" has been approved by the Psychology Research 

Ethics Committee. 

 

This e-mail is the official document of ethical approval and should be 

printed out and kept for your records or attached to the research report 

if required - this includes all undergraduate and postgraduate research. 

 

We wish you every success with your study. 

 

Carlo De Lillo 

Acting Psychology Research Ethics Committee Chair 

 

 

 

Dr. Carlo De Lillo 

University of Leicester 

School of Psychology 

Henry Wellcome Building 

Lancaster Road 

Leicester 

LE1 9HN 

Tel. +44-0116-229-7193 

Fax +44-0116-229 7196 

E-mail cdl2@le.ac.uk 

Web-page: http://www.le.ac.uk/pc/cdl2/ 

https://securewebmail.le.ac.uk/owa/redir.aspx?C=d6dff6f7ad214bc18afea5a8f70263f0&URL=http%3a%2f%2fwww.le.ac.uk%2fpc%2fcdl2%2f
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Appendix E  

Amended Ethics Approval 
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Appendix E 

 

Trust Approval 
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Appendix F 

Example of an interview schedule Version 1 18.4.07 

 

  

 
 

 

 

Introduction 

 Reminder of the research project and its purpose 

 Consent and confidentiality explained 

 Structure of the interview explained 

 

A number of standard questions will be posed to each participant to establish 

biographical data and their level of clinical experience. For example: 

 How long have they worked with BPD clients? 

 What training have they received? 

 To which clinical discipline do they belong? (E.g. Psychology, Nursing). 

 Their current role? 

 

The first participant will be selected at random and will be asked: 

 What do they think make for an effective therapeutic alliance? 

 How do they go about creating a therapeutic alliance? 

 Does their approach differ depending on the gender of the client? 

 What feelings/emotions can this process generate in themselves and how do 

they manage them? 

 It what ways, if any, does their approach differ if the client is from a different 

culture and ethnic background to their own? 

 What do they do if they suspect the alliance is beginning to fail? 

  

Ending 

 Remind participants that they will be provided with a copy of a feedback report 

outlining the main findings of the research. 

 

The participant‟s responses will be transcribed then analysed using an open coding 

technique. Questions for subsequent interviewees will be tailored dependant on the 

analyses of preceding interviews.  
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Appendix G 

Fig 8. Diagram of data collection, 

analysis and reporting procedures. 

 

Copy of Research Proposal forwarded 

to the Clinical Directors, Nottingham 

Community Personality Disorder 

Service and the Personality Disorder 

Directorate, Rampton Hospital. 

 

 

Research authorised by the Clinical 

Directors. 

 

 

Request to the Clinical Directors to 

circulate an information pack to 

relevant
5
 staff containing: 

 Participants invitation letter 

 Participants information sheet 

 Example of an interview schedule 

 Participants consent form 

 

 

Staff requested to formally opt in to 

the study and placed in a pool of 

potential participants. 

 

 

Those opting in will be placed in a 

pool of potential participants. 

 

 

When required, participants will be 

drawn at random for from the pool. A 

telephone call will follow to clarify 

any misunderstandings and to agree a 

mutually convenient time for a semi-

structured interview to take place. 

                                                 
5
 Psychiatrists, psychologists, nursing 

staff and any others who regularly 

deliver therapeutic interventions to 

those diagnosed with Borderline 

Personality Disorder. 

 

 

Prior to the interview commencing, 

participants will be reminded that they are 

volunteers and that they can opt out at any 

time. At this point they will then be asked to 

sign the consent form. 

 

 

Interviews conducted – audio recorded 

 

 

Interviews transcribed and broad themes 

identified 

 

 

Data coding and preliminary analysis 

 

 

Further participants specifically selected 

(theoretical sampling). Interviews adjusted 

to consider themes identified in previous 

sessions. 

 

 

Once no new themes forthcoming 

(saturation achieved) themes analysed using 

iterative process and written up in narrative 

form. 

 

 

Narrative report of findings submitted as 

thesis. 

 

 

Findings published. 
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3.0 Critical Appraisal 

 

3.1 Development of the research project 

 

Choice of research topic 

Clinical psychology is my second career, having retired from the police service in 2004. 

Upon retirement I had a year employed as a Graduate Mental Health Worker. During this 

time I became aware of a group of patients that some of the nursing staff found very 

difficult to engage and work with and for some actively disliked. I was amazed at the 

emotions generated in some staff at the prospect of having to deal with someone with a 

Personality Disorder (PD) diagnosis. I was also aware of a trend for some to suggest 

someone might be PD just because the clinician was finding the therapeutic relationship 

difficult. I began to realise that throughout my police service I had come into contact with 

many people who, in all probability would have been classified as having a PD. My 

experiences of PD, though I did not know of the term at the time, were of a group of people 

who could be volatile and unpredictable making them a difficult to manage set of 

individuals. However, underneath the veneer they were often very frightened and troubled. 

 

A real learning point for me occurred whilst I was employed as a Graduate Mental Health 

Worker. I was interviewing a man for his suitability to take part in an Anger Management 

Group. Initially, he was very hostile and aggressive but whilst I was taking a detailed 

history he became very emotional indeed and set about describing a very troubled 

childhood. I thought then that this group of people, designated as difficult to engage, were 
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worthy of much empathy and consideration. My experiences later as a trainee clinical 

psychologist confirmed this view. Due to their particular difficulties surrounding trust and 

the maintenance of relationships I decided that the therapeutic engagement of Borderline 

Personality Disorder specifically would make a very practical and worthwhile research 

study. 

 

Choice of methodology 

The principle purpose of my research was to produce a model of engagement based on 

clinicians‟ actual experiences with clients. Grounded theory was selected as it is a proven 

method for abstracting theory from experience (Glaser & Straus, 1967) and for its ability to 

seek a richer understanding from the participant‟s perspective rather than some form of 

objective measure (Henwood & Pidgeon, 1992; Guba & Lincoln, 1994).  

 

3.2 Conducting research 

 

Epistemological Stance 

A research paradigm describes the belief system embraced by the researcher which is 

evident from the manner in which they carry out their research activity. Two concepts help 

define a research paradigm: ontology, a description of how reality is perceived and our 

beliefs about the nature of reality; and epistemology, which defines the relationship and the 

potential for influence the researcher has with the researched material and consequently 

research outcomes. Guba and Lincoln (1994) have described four research paradigms, each 

with its own unique ontology and epistemology (see Appendix A). The four paradigms sit 
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on a continuum ranging from a total objectivity and single truth (positivism) and a 

subjective, changeable and socially constructed reality (constructivism). 

 

My initial thoughts were that it would be possible to follow a positivist paradigm with the 

intention of achieving an accurate account of the mechanisms that underpin the forming of 

a therapeutic alliance. However, during the process of formulating a coherent research 

proposal, I became acutely aware of the different perspectives individuals would bring to 

the study and whilst remaining as objective as possible, the impact I myself would have on 

the process. My research has been conducted from a post-positivist position known as 

Critical Realism. I would argue that this position was not adopted but rather emerged over 

time through the process of formulating and reflecting on my research proposal and 

through discussion and debates with peers and supervisors.  

 

There appears to me to be a tension between the concept of Grounded Theory being firmly 

based on the „lived experiences‟ of the participants and my personal involvement through 

the initial choice of questions, my approach to coding and my final choice of main 

categories. The model or theory developed is, therefore, a combination of the participants‟ 

accounts and my interpretation of those accounts, which, despite a strong desire to remain 

objective will have been influenced by my own beliefs. 

 

Ethics, Research Governance and Participants 

Ethical and Research Governance approval was a very straight forward process due to the 

participants being clinicians and not patients. As the research progressed and evidence 
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emerged it became necessary to extend the original ethics application to include a clinician 

based at third location. Again this was easy to achieve.   

 

There were no problems in securing sufficient participants for the study. I believe speaking 

personally to clinical directors, lead clinicians and then the selected participants 

encouraged co-operation. PD services in the county selected for the research study were 

situated in the community on an outpatient basis and within an inpatient High Secure 

Hospital. This enabled a breadth of experience of therapists who treat BPD to be 

interviewed. I suspected there would be differences in the accounts of the experiences 

between in and out patients and between the different clinical disciplines; nurses, forensic 

and clinical psychologists and psychiatrists. However, their experiences were surprisingly 

similar.  

 

Interviewing 

I have had years of experience in putting people at ease in an interview situation in order to 

maximise the quality and quantity of information an interviewee may wish to impart. I 

have learnt that the most revealing information comes from letting people speak, following 

their own agenda if need be, whilst ensuring you cover all the points you wish to explore. 

The interview schedule ensured what needed to be covered and my style of interviewing 

allowed interviewees to develop their own areas of interest and in doing so the process was 

one of evolving enquiry rather than answers to direct questioning. 
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The style of interviewing could have led to tensions between subject containment and 

exploration. However, all twelve interviewees were so enthusiastic about the subject of the 

alliance and the BPD client group that this was rarely a difficulty. I felt confident that 

should they stray too far from the topic that I could diplomatically draw the interview back, 

however, in actuality it was the interviewees in the main who ensured they were focused on 

the subject. 

 

Analysis and write up 

Before commencing the study I sought out a two day training course in research methods. I 

thought it would be useful for the future to learn to use the NVIVO7 qualitative research 

software with this study and utilised my study budget to buy a student licence and attend a 

one day introductory course. This was later to become a very important decision. 

 

NVIVO7 is a versatile software tool which enables the transcribed interviews to be coded 

and re coded. There are facilities for maintaining research journals and reflective diaries 

and for the writing of memos in accordance with Grounded Theory methodology. This 

facilitates a very neat self contained data set and audit trail for the researcher. There are 

many different types of printed reports that can be produced but unfortunately, you can not 

print out a transcribed piece of text with the codes shown as you can with a manual system. 

As a quality control measure, I shared examples of my coding with research supervisors 

and peers. 
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Embryonic models began to emerge, as interviews and coding progressed. On reflection, I 

became too concerned with the mechanics of forming the alliance and early coding and 

analysis resulted in models which emphasised the practices and tactics employed by 

therapists with the emotional and psychological aspects being secondary. This is best 

explained with examples of the early versions of the process models drawn for the purposes 

of supervision with tutors and peers.  

 

The first model created from the emerging data, „Creating a Positive Experience‟, 

encapsulated all the processes identified through the initial analysis. However, it was too 

linear and did not represent the interconnectedness of the psychological and practical 

aspects of the reality of the alliance (see Appendix B). The second model was an attempt to 

visually describe the fact that the tactical processes were in the main linear in nature with 

the psychological aspects pervading throughout. This model was on reflection two discrete 

models which required merging into a single construct (see Appendix C). I made an 

attempt to conceptually merge the two models into one with what I termed „duality‟. 

Appendix D is a schematic depiction of the tactical model, influenced by the psychological 

aspects inherent in the creation and maintenance of the therapeutic alliance, which gave 

rise to a third model (see Appendix E). 

 

A number of difficulties became apparent. Although I believe the concept of duality 

effectively merged the tactical and psychological, the model still appeared as two discrete 

elements. I began to question whether the tactical, practical emphasis to my coding was 

straying from pure Grounded Theory. Further reading identified the description of 
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behaviours, perceptions and experiences as more akin to thematic analysis (Joffe & 

Yardley, 2004).  

 

At this point I was grateful for having invested the time in learning to use NVIVO7 as this 

enabled me fairly quickly to go back one layer of coding, to review and recode those 

aspects of the data which related only to psychological aspects of the therapeutic alliance. 

A psychological process model emerged from this second round of coding and analysis.  

 

Supervision 

As with the findings from my research, supervision was absolutely essential. An academic 

supervisor advised on the write up of the three reports. A second supervisor provided 

support with my understanding of Grounded Theory methodology and peers provided 

quality control in relation to my coding. Incidental conversations with others 

knowledgeable about Grounded Theory were also informative.  

 

Reflexivity 

When reflecting on the research process I have undertaken, the setting of the overall 

research question, the selection of participants, the interview schedule and the coding and 

analysis of the data I realised how much I was a part of it, which confirmed for me the 

critical realist position I had adopted. Reflective practice is a key part of clinical 

psychology training which I have developed not only in my academic studies but equally 

so on clinical placement. In addition, the NVIVO7 software encouraged the researcher to 

record regularly and systematically. It provides an easy method of capturing reflective 



 179 

thoughts whilst still engaging with the data. It is possible to switch between coding, 

arranging and managing data, to writing memorandums, research journal and reflective 

diary entries.   

 

My capacity to reflect on the research process developed over the duration of the study. 

Appendix F is a collection of extracts from my reflective diary. The extract dated 22
nd

 

November 2007 is a very detailed overview of the second interview conducted. There is 

some evidence of „constantly comparing‟ the data and an awareness of the differences 

between this and the previous interview but in the main it is very descriptive. The next 

extract dated 17
th

 January 2008 is much more reflective in its style and includes a record of 

some learning. The extract dated 25
th

 February 2008 is an example of using the diary in a 

proactive way. It is a collection of my thoughts concerning the evidence so far, together 

with the intention to test emergent themes in subsequent interviews. A summary of some of 

the themes and some evidence of „constantly comparing‟ the data appears in the extract 

dated 14
th

 April. The final extract in this collection, dated 3
rd

 June 2008, is perhaps the 

most personal record of reflection and captures my frustration when I realised that my 

„duality model‟ was not sufficient for the thesis and that recoding and further analysis of 

the data was needed. 

 

Most useful was the reflection conducted after supervision. The input from a supervisor not 

so close to the research prompted me to think more widely and to see the possibilities for 

additional areas for investigation with interviewees and other ways of considering the data.  
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Development of research knowledge and practice. 

I found myself being driven by curiosity and the desire to complete the whole scope of 

research possibilities in one study. After eight interviews I would have had sufficient data 

to analyse and formulate a psychological model of engagement from the experiences of 

clinicians.  However, I was aware of the emergence of a new property, that of therapists 

being perceived as „too close‟ to clients and decided to conduct four more interviews. At 

the time, I viewed the additional four interviews as providing the „icing on the cake‟ but on 

reflection, although they have added an additional dimension to the study and improved the 

overall scope of the model, it was at a cost in terms of reducing the time to write the final 

report. On reflection, it may have been better to have dealt with the „too close‟ concept as 

an area for future research. 

 

I had invested a lot of time on creative thinking and reflection trying to create an all 

encompassing model of engagement. Though very challenging at the time, the whole 

process was very rewarding and I have personally gained a tremendous amount of practical 

knowledge of how to manage therapeutic alliances with the BPD client group from twelve 

very experienced clinicians.   

 

At the outset, the goal of achieving a model of therapeutic engagement with BPD patients 

seemed very achievable. There was a naivety around the complexity and the potential 

scope of the research. This current study has ultimately concentrated on the psychological 

and emotional implications for the therapist. At some point in the future, I would like to 

revisit the data obtained and produce a model of engagement which combines the tactical 
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and practical with the psychological. Finally, this study has not explored the „lived 

experiences‟ of the patients themselves, which is a future research opportunity.  

 

This study has provided me with the opportunity to learn much about qualitative research 

methodology. I have learnt the importance of continually checking that you are sticking to 

the chosen method and that each research step you take is driven by that method. Grounded 

Theory has shown me that by following its systematic procedures much more can be found 

in the data than compared to reading an interview transcript. Time management and self 

discipline are key skills for qualitative researcher. Although I had a research plan with 

milestones to achieve at specific times they were disrupted by competing priorities. In 

hindsight it may have been useful to have thought hard about the possibility of competing 

demands and written them into the plan. 

 

Although an experienced interviewer, I have developed this skill further by adding, where 

appropriate, those counselling skills normally reserved for therapy to maximise the amount 

of information obtained and to clarify its accuracy. For example, summarising to show the 

interviewee I was listening and to confirm my understanding of the content of the 

interview. BPD clients have the potential to trigger emotional responses. I have developed 

empathic responses that are appropriate for fellow clinicians. I have learnt new analytical 

skills, used qualitative research software, experienced the process of conducting a literature 

review and practiced academic report writing.  
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This has been one of the most challenging tasks I have undertaken but also one of the most 

rewarding. 
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Appendix A 

 

 

Table 9. The ontological and epistemological positions within the four paradigms. 

Paradigm 1. 

Positivism 

2.  

Postpositivism 

3. 

Critical Theory 

4.  

Constructivism 

Ontology Only one reality, one truth 

that can be known and 

understood. 

Reality exists but it is 

acknowledged that our 

understanding will be 

inexact, an approximation. 

Reality is defined within its 

historical context and is 

shaped by social, political, 

cultural, and ethnic and 

gender values. 

Reality is a fluid concept 

which changes through 

social interaction. It is 

socially constructed. 

Epistemology Researcher is independent, 

totally objective and exerts 

no influence on the 

researched material or the 

findings. 

Though attempting to be 

objective, there is 

recognition that the 

researchers own values and 

belief system will have an 

influence. 

Researcher and researched 

material are inextricably 

linked and influenced by 

researcher‟s values. 

There is interdependency 

between the researcher and 

the researched material 

rendering the results totally 

subjective. 
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Fig 10.  

Therapeutic Alliance – A combination of inextricably linked tactical and psychological processes.                              
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Appendix D 

Combining the Tactical and Psychological Processes 

 

As described previously, the therapeutic alliance appears to be a collection of behaviours 

involving tactical and psychological processes that work together to produce the outcome 

which may be positive, negative or a mixture of both. In recognition of the two fold nature 

of the interconnectivity the behaviours are considered to have a duality to their nature (Fig 

4). 
 

 

Fig 11. The Duality of Behaviours – Tactical and Psychological Processes combine 

and outcome is achieved. 
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A hypothetical example will help to illustrate the two fold nature of engagement. Clinical 

supervision may be regarded as a requirement to ensure correct procedures are followed 

but equally it will provide psychological support and containment for the therapist (Fig. 5). 
 

 

Fig 12. The Duality of Clinical Supervision – an example of the interconnectivity of 

the Tactical and Psychological Processes involved in the Therapeutic Alliance. 
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followed. 
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emotional and emotive 

content of patient interaction 

and the interactions with the 

patients other health workers 

are explored to aid the 

therapist‟s understanding. 
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Appendix E 

Fig 13. Therapeutic Alliance: –  

A combination of inextricably linked tactical and psychological processes (revised). 
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Appendix F 

 

 

 

22
nd

 November 2007 

One of the most striking differences with this second interview was the importance 

attached to preparing the client for the therapeutic process. For example, a lot of thought 

went into the letter sent out. Educational material provided if knowledge of PD was poor or 

unheard of. Gentle, slow paced and non-judgemental first session. Emphasis on being made 

welcome and supported, encouraging the client to engage from the off. 

 

The difficulties of diagnosis, particularly when the client had no knowledge or 

understanding of the terms/labels. However, diagnosis was helpful when it explained 

behaviour. E.g. Paranoia 

 

This is the first time client's having choice and control of their therapy has been mentioned. 

 

Ethnicity - interviewee recognised the need to adapt according to cultural dimensions. 

Client accused therapist of being racist and withdrew from treatment. (Was there a racial 

issue here or was a means of withdrawing from treatment at point when it was painful). 

 

Relationship breakdown seen in terms of 'which schemas being activated'.  

 

The therapist introduces transference and countertransference concepts. Using the emotions 

in the room to mirror what happens outside for the client. Reflecting back to the client used 

as a form of challenge as well as being informative for the client. Therapist identifies that 

she has strong emotional responses to this client group on occasions.  

 

This interviewee includes feelings of incompetence and the potential for manipulation in a 

catalogue of negative emotions evoked by this patient group. Coping strategies include 

reflecting, which this interviewee refers to as 'internal supervision', supervision with a more 

experienced clinician, peer supervision and joint working. Interviewee sights the 

discussions  with a joint worker after a session as evidence of the power of projection from 

the client. 

 

Other merits of joint working are highlighted such as having an observer who can give an 

alternative view of the process, to take sessions in her absence and to facilitate discussions 

such as 'what would she say if she were here do you think'? 

 

The impact of other healthcare professionals were discussed. If others are negative toward 

the client they are less likely to trust the therapist and prevent a therapeutic alliance. 

Therapist works with others to help them cope better and to prevent negativity spreading 

and impacting on the alliance. Also works with the client to problem solve the situation. 
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17
th

 January 2008 

Three interviews (formerly) coded. Two other interview transcripts were scan coded in 

order to be informed for a sixth interview. Need to resist the temptation and possibly 

pressure to interview before the coding process has fully run its course.  

 

Now feel strongly that I should consolidate and fully understand the nodes/tree nodes at 

this stage before going on to code further interviews. New interviews will only be 

contemplated once coding process has been completed to date. I think if the process is not 

adhered to, the richness of the potential data may be compromised. Do not want to go off 

on my own voyage! Interviewees should lead the direction.  

 

 

 

25
th

 February 2008 

1. Explore the concepts of dependency and reassurance vs challenge. Client stating they do 

not wish to return to sessions when in truth they are seeking reassurance and support to 

return to therapy. Are they considered to be responding naturally in the circumstances? 

2. Further examination of the therapists awareness of why clients are difficult to engage 

and manage. 

3. Any differences between the views of inpatient and outpatient staff? 

4. When do the next interviewees believe the therapeutic engagement commences? 

5. Is the rupture a breakdown or an opportunity? 

6. What significance are psychological models to the building of the therapeutic alliance? 

Do you use any specific models of engagement? 

7. Importance of diagnosis? 

8. Significance of diversity, culture, ethnicity and in particular gender mapping? 

9. What impact does feeding back to the client therapist‟s formulation/diagnosis have on 

the therapeutic alliance? 

10. Any thoughts about the emotions evoked in the therapist before or during the first 

session? 

11. What are the interviewees thoughts about the use of self disclosure? 

 

 

 

14
th

 April 2008 

This interviewee is aware that treatments are working and therapeutic alliances are 

productive within the High Security setting as patients improve and move down to medium 

secure and some to the community. However, lack of evidence of what happens long term 

with people. Believes we need long term follow up studies.  

 

Contrast this with interviewee 11 who discussed the notion of therapies and the TA 

working well at the time but holds a belief that once the patient is removed from the 

therapeutic environment they will revert to how they were pre treatment.  
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The interviews to date have in the main rejected the notion of the therapeutic alliance 

following a particular therapeutic model. Rather, the TA stands outside and independent to 

the psychological treatment model, be it DBT, CBT or CAT. The exception being 

psychodynamic theory where interviewees have commented on the concepts of 

transference and counter transference being apart of the TA process - what is happening in 

the room. 

 

Although not based upon a particular psychological model and that the interviewees come 

from different clinical disciplines and philosophies they all seem to agree and use the same 

building blocks that go towards the creation and maintenance of the TA. 

 

 

 

 

3
rd

 June 2008 

Terrible feeling - the penny has dropped - my analysis is far too practically based and 

relates to the how to and not the 'lived experience' and 'what is it like to' engage with this 

group. The task is to move from the descriptive directives to the psychological and 

emotional experiences without moving away too much from the original objective of how 

do you engage and how would that differ etc.? Feels impossible at the moment.  

 

Very little time left, the pressure is on but there is a much better way of understanding what 

is going on for the therapist and a much richer psychologically way of presenting this and I 

have the data! 

 

Following day - feeling better as the model is developing. 

 

 


