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HOW TO USE THIS MANUAL

How to use this manual

Building Resilience: A Practical Approach to Low Self-Esteem is an
intermediate-level course that delivers six CPD hours of rigorous,
evidence-based training. Anchored in Cognitive Behavioural Therapy (CBT)
and Schema Therapy, it also incorporates relational and experiential
perspectives, offering a holistic framework that aligns with contemporary
research on self-esteem development and therapeutic change.

The first module, Understanding the Landscape of Low Self-Esteem, lays a
solid theoretical foundation. It distinguishes between state and trait
self-esteem, explores developmental origins, and maps the interaction of
early maladaptive schemas, core beliefs and attachment patterns that give
rise to persistent feelings of worthlessness.

In the second module, Cognitive and Schematic Interventions, participants
acquire practical techniques from CBT and Schema Therapy. They learn to
identify, challenge and modify negative self-referential thoughts, core beliefs
and early maladaptive schemas, using structured worksheets, thought
records and schema-oriented cognitive restructuring to foster a more
balanced self-view.

The third module, Relational and Experiential Approaches, turns attention to
the interpersonal dynamics that sustain low self-esteem. Through case
vignettes and role-play, learners explore how the therapeutic relationship can
serve as a corrective emotional experience, applying attachment-informed
techniques and experiential exercises to build trust, empathy and
self-compassion.

By the end of the course, participants will have a robust toolkit for assessing
self-esteem, mapping schemas, and applying CBT-based restructuring
alongside relational interventions. They will be able to design personalised
treatment plans that integrate cognitive, schematic and experiential
techniques, and will demonstrate confidence in using evidence-based tools
such as the Rosenberg Self-Esteem Scale, the Young Schema Questionnaire
and relational case formulations.
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BUILDING RESILIENCE: A PRACTICAL APPROACH TO LOW SELF-ESTEEM

Suitable for psychologists, counsellors, social workers and other
mental-health professionals who already possess foundational CBT skills,
this course is delivered through a blend of interactive lectures, guided
practice and reflective discussion. Participants will leave with a deeper
understanding of the mechanisms that underlie low self-esteem, and with
practical, research-supported strategies to build resilience in their clients.

Assessment is a cornerstone of the curriculum. Learners will practise
administering and interpreting validated instruments such as the PHQ-9,
GAD-7, and the Self-Esteem Scale, learning to triangulate self-report data
with clinical observation. The course emphasises how to translate
assessment findings into targeted interventions, ensuring that each session
is data-driven and aligned with the client’s therapeutic goals.

This manual is the written form of a course taught in the Talking Therapies
UK Digital Classroom. It is set at practitioner level and carries 10 hours of
continuing professional development for practitioners who complete the
accompanying course and its assessment.

It is written to be read in order. Each part opens with what it is for; each
chapter teaches one idea to a working depth and closes with the points
worth keeping and a practice task that converts reading into something you
do. The tasks are the part most often skipped and the part that most reliably
changes practice, and several of them are designed to be taken to
supervision rather than completed alone.

The figures are teaching diagrams rather than decoration. Each is the
conventional form of a model you will meet in the literature and in
supervision, drawn in one visual language across the whole series so that
the shape of an idea is recognisable wherever it reappears.

Where a chapter draws on published work, the reference is named in the text
and gathered in the further reading at the back. Terms of art are defined in
the glossary, which is worth reading straight through once before you begin.
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HOW TO USE THIS MANUAL

What this manual will leave you able to do

Identify the cognitive and emotional markers of low self-esteem in clinical
practice.

Apply CBT techniques to challenge and restructure negative core beliefs.

Understand the role of early maladaptive schemas in maintaining low
self-worth.

Develop strategies to enhance self-compassion and emotional
regulation.

Integrate relational approaches to address attachment-related
vulnerabilities.

Formulate a tailored treatment plan for clients with chronic self-esteem
issues.
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UNDERSTANDING THE LANDSCAPE OF LOW SELF-ESTEEM

PART 1

Understanding the Landscape of
Low Self-Esteem
This module provides a theoretical foundation, distinguishing
between state and trait self-esteem and exploring the
developmental origins of self-worth issues.
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BUILDING RESILIENCE: A PRACTICAL APPROACH TO LOW SELF-ESTEEM

CHAPTER 1

Defining and Assessing Self-Esteem

Welcome to this foundational lesson on defining and assessing self-esteem
within our clinical training module on understanding the landscape of low
self-esteem. As practitioners working from a cognitive behavioural therapy
framework, we frequently encounter clients presenting with distress that
they label broadly as low confidence or poor self-esteem. However, clinical
precision demands that we look beneath these umbrella terms to unpack the
distinct psychological constructs that govern how individuals evaluate,
experience, and relate to themselves. Without a clear taxonomy, our clinical
formulations risk becoming vague, and our interventions unfocused.
Therefore, before we can design effective, tailored treatment plans, we must
master the precise definitions of self-esteem, self-efficacy, and
self-compassion, and we must become adept at using robust, validated
assessment tools to measure them accurately. By embedding these
assessments into our routine clinical practice, we not only gather vital
baseline data but also actively collaborate with our clients to normalise their
experiences, build a strong therapeutic alliance, and continuously guide our
clinical prioritisation.

To begin our clinical differentiation, let us examine self-esteem itself.
Grounded in classic theoretical frameworks such as those articulated by
Morris Rosenberg, self-esteem is fundamentally a global evaluation of
personal worth and value. It answers the internal question of whether an
individual believes they are fundamentally adequate, valuable, and deserving
of respect as a human being. This global evaluation is typically enduring,
trait-like, and heavily influenced by developmental history, early attachment
relationships, and core beliefs formed during formative years. When a client
experiences chronically low self-esteem, their cognitive architecture is often
dominated by negative unconditional beliefs about the self, such as I am
unlovable, I am defective, or I am a failure. These beliefs do not merely apply
to specific domains like work or relationships; they bleed across every facet
of the client’s lived experience, generating a pervasive sense of inadequacy
that persists regardless of external achievements or objective successes.

In contrast to this global evaluation of worth, self-efficacy, a construct
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DEFINING AND ASSESSING SELF-ESTEEM

famously pioneered by Albert Bandura, refers to an individual’s confidence in
their specific capability to execute courses of action required to produce
designated performance attainments. While self-esteem asks how much I
like and value myself, self-efficacy asks whether I can successfully
accomplish a particular task in a specific context. Self-efficacy is inherently
domain-specific and task-oriented. A client might possess remarkably high
self-efficacy in their professional domain as an accountant while
simultaneously exhibiting profoundly low self-efficacy in social situations or
romantic relationships. Crucially, a client can experience high self-efficacy in
various domains while still suffering from globally low self-esteem, believing
that even though they can perform tasks well, their core self remains
fundamentally flawed. Conflating these two constructs in formulation is a
common clinical pitfall; attempting to boost a client’s global self-worth solely
by teaching them new skills or increasing their task competence will often
fail if their underlying negative self-evaluation remains unchallenged.

Adding a third vital dimension to our landscape is self-compassion, a
construct extensively researched and operationalised by Kristin Neff. While
self-esteem evaluates worth and self-efficacy evaluates capability,
self-compassion relates to how an individual treats themselves in moments
of perceived failure, inadequacy, or suffering. Self-compassion comprises
three core, interacting components: self-kindness versus self-judgement, a
sense of common humanity versus isolation, and mindfulness versus
over-identification. Rather than maintaining a harsh, evaluative stance
towards oneself when things go wrong, self-compassion involves offering
warmth, understanding, and non-judgmental acceptance. Furthermore, it
reminds the individual that suffering and personal failure are part of the
shared human experience rather than isolating anomalies. In clinical
practice, we frequently observe clients with high intellectual self-efficacy and
moderate global self-esteem who nevertheless possess critically deficient
self-compassion, meaning that every minor misstep triggers a vicious cycle
of brutal self-flagellation and emotional distress.

Accurately capturing these three interrelated yet distinct dimensions
requires the use of reliable, psychometrically sound, and brief assessment
measures. Within the UK psychological therapy landscape, the Rosenberg
Self-Esteem Scale remains the gold standard for assessing global
self-worth. Consisting of ten items rated on a four-point Likert scale ranging
from strongly agree to strongly disagree, the Rosenberg Self-Esteem Scale is
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BUILDING RESILIENCE: A PRACTICAL APPROACH TO LOW SELF-ESTEEM

quick to administer, easily interpreted, and possesses robust internal
consistency and test-retest reliability. Scores on the scale typically range
from zero to thirty, or ten to forty depending on the scoring variant used, with
lower scores reflecting more severe deficits in global self-worth. For clinical
screening, scores falling below the established clinical cutoff alert us to the
presence of entrenched negative evaluations of self-worth that warrant
direct cognitive and behavioural intervention.

To measure domain-specific competence, we turn to the General
Self-Efficacy Scale developed by Ralf Schwarzer and Matthias Jerusalem, or
alternatively, bespoke domain-specific scales tailored to the client’s specific
presenting difficulties, such as academic, social, or occupational
self-efficacy measures. The General Self-Efficacy Scale evaluates optimistic
self-beliefs to cope with a variety of difficult demands in life, capturing a
broad sense of personal competence to deal effectively with various
stressors. When combined with the Rosenberg Self-Esteem Scale, the
General Self-Efficacy Scale allows us to discern whether a client’s distress
stems from a global deficit in self-worth or a specific deficit in functional
capability. If a client presents with low global self-esteem alongside
preserved general self-efficacy, our formulation immediately steers away
from skills training and towards cognitive restructuring of core identity
beliefs.

To assess the client’s relationship with themselves during moments of
difficulty, we utilise the Self-Compassion Scale-Short Form developed by
Kristin Neff and her colleagues. This twelve-item instrument provides a rapid
yet comprehensive assessment of the six facets of self-compassion,
encompassing self-kindness, common humanity, mindfulness,
self-judgement, isolation, and over-identification. By scoring this measure,
we can immediately identify whether the client’s primary maintenance cycle
for low self-esteem is driven by harsh self-criticism and emotional isolation.
Integrating these three instruments at baseline intake provides a rich,
multi-dimensional profile that prevents oversimplified clinical formulations
and ensures that our treatment plan is exquisitely tailored to the unique
psychological topography of the individual sitting before us.

Gathering these assessment data is not merely an administrative exercise; it
serves as a cornerstone for establishing and deepening the therapeutic
alliance. When we introduce these measures collaboratively during the
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DEFINING AND ASSESSING SELF-ESTEEM

assessment phase, we provide the client with a structured,
non-pathologising vocabulary to describe internal experiences that they may
have previously found ineffable or overwhelmingly shameful. By sharing the
questionnaire results openly and discussing what the scores mean, we
normalise their distress. We can explain, for instance, that scoring low on
self-compassion while maintaining pockets of self-efficacy is a very
common human response to prolonged chronic stress or early criticism.
This transparent, collaborative stance aligns directly with evidence-based
principles of collaborative empiricism, positioning the therapist and client as
co-investigators exploring the data together rather than an expert sitting in
judgment over a deficient patient.

Furthermore, this comprehensive baseline assessment directly guides the
prioritisation of our clinical interventions. In a standard cognitive behavioural
therapy formulation, knowing where the heaviest psychological burden lies
dictates our point of entry into the client’s maintenance cycle. If assessment
reveals profoundly low self-esteem coupled with an extremely low
Self-Compassion Scale-Short Form score, attempting complex behavioural
experiments too early may overwhelm the client. Instead, prioritising
compassion-focused techniques, soothing rhythm breathing, and gentle
self-kindness exercises becomes clinically imperative to soften the
emotional environment before tackling entrenched core schemas.
Conversely, if self-esteem is low primarily due to a specific lack of
assertiveness or communication skills evidenced by low domain-specific
self-efficacy, our intervention plan can rightfully prioritise assertiveness
training and behavioural activation.

Assessment is also far from a static, one-off event confined to the initial
intake session. In accordance with evidence-based practice guidelines, we
must schedule regular, periodic reviews of these measures throughout the
course of therapy. Re-administering the Rosenberg Self-Esteem Scale,
General Self-Efficacy Scale, and Self-Compassion Scale-Short Form at
regular intervals—such as every four to six sessions, or at predetermined
milestone reviews—allows us to monitor therapeutic change dynamically
and objectively. If our clinical intuition suggests progress is stalling, these
objective scores provide empirical feedback that prompts a timely review of
our formulation and treatment plan. For example, if a client’s global
self-esteem score remains stubbornly static despite significant
improvements in behavioural activation and self-efficacy, the score alerts us
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BUILDING RESILIENCE: A PRACTICAL APPROACH TO LOW SELF-ESTEEM

that core developmental beliefs and early implicit memories regarding
defectiveness have not yet been sufficiently metabolised or restructured.

This dynamic tracking allows for flexible adjustments to our therapeutic
roadmap. If we notice that self-compassion scores have plateaued despite
initial gains in self-esteem, we can seamlessly pivot our therapeutic focus
towards more advanced compassion-focused therapy techniques or
acceptance and commitment therapy strategies designed to defuse from
harsh self-critical thoughts rather than attempting to fight or disprove them.
By treating assessment scores as a living barometer of the therapeutic
process, we ensure that therapy remains responsive, client-centred, and
grounded in empirical reality rather than rigid adherence to a pre-planned
manual.

To see how these principles translate into actual clinical practice, let us
examine a detailed worked example. Consider the case of David, a
forty-two-year-old software architect who presents to our clinic reporting
persistent low mood, chronic anxiety in professional settings, and a crushing
sense that he is an imposter who is fundamentally inadequate compared to
his peers. During the initial comprehensive assessment, our clinical
psychologist administers the Rosenberg Self-Esteem Scale, the General
Self-Efficacy Scale, and the Self-Compassion Scale-Short Form to establish
David’s psychological baseline.

David’s results reveal a nuanced and illuminating clinical picture. On the
Rosenberg Self-Esteem Scale, David scores a fourteen out of forty, placing
him squarely in the clinical range for low global self-esteem, confirming that
his core evaluation of his overall worth is deeply impaired. However, when
we look at his General Self-Efficacy Scale score, David scores thirty-two out
of forty, indicating a moderate to high level of general self-efficacy. When
probed further about this, David acknowledges that technically he knows he
is technically proficient at writing code, solving complex software
architecture problems, and managing technical projects. His difficulty does
not stem from a generalised lack of competence or an inability to perform
specific tasks. Finally, on the Self-Compassion Scale-Short Form, David
scores fifteen out of sixty when scaled across the full metric equivalents,
placing him in the lowest quartile and revealing an extreme deficit in
self-compassion characterised by intense self-judgement, feelings of total
isolation, and severe over-identification with his perceived professional
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DEFINING AND ASSESSING SELF-ESTEEM

mistakes.

Armed with this multi-dimensional assessment data, the therapist sits down
with David in the third session to collaboratively review the findings, thereby
strengthening the therapeutic alliance. The therapist presents the scores in a
normalising, psychoeducational manner, explaining the distinctions between
global worth, task-specific self-efficacy, and self-compassion. The therapist
remarks that it is striking how David possesses a high level of technical
self-efficacy and competence, yet his internal operating system is burdened
by a harsh, unrelenting self-critical voice that devalues his global self-worth
whenever any minor imperfection arises. David visibly relaxes upon hearing
this distinction, noting that it finally explains why receiving praise at work
never actually made him feel any better about himself internally.

Using this assessment data to guide clinical prioritisation, the therapist
formulates a targeted treatment plan. Because David’s self-compassion is
profoundly depleted and his self-criticism is fierce, the therapist decides
against immediately diving into deep cognitive restructuring of his core
worth beliefs, as David’s current emotional state would likely render those
cognitive arguments too fragile to stick. Instead, the initial phase of
intervention prioritises building self-compassion and emotional regulation
through soothing rhythm breathing, compassionate writing exercises, and
identifying the inner critic as an externalised mental process rather than
objective truth. The therapist introduces a daily compassionate reframing
diary, asking David to notice when his inner critic flares up after a minor
coding error and to respond using a compassionate tone modelled on how
he would speak to a respected colleague facing the same issue.

Over the subsequent six weeks of therapy, the clinician schedules brief
five-minute assessment check-ins at the start of each session,
re-administering the Self-Compassion Scale-Short Form and tracking
progress. By session eight, David’s Self-Compassion Scale-Short Form score
has risen from the lowest quartile into the moderate range, and he reports a
noticeable reduction in the emotional intensity of his self-criticism.
Recognising this dynamic shift through ongoing assessment data, the
therapist and David collaboratively agree that the time is now right to
transition to the next phase of the treatment plan: targeting the deep-seated
unconditional core beliefs captured by his initial low Rosenberg Self-Esteem
Scale score. They begin conducting behavioural experiments and historical
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BUILDING RESILIENCE: A PRACTICAL APPROACH TO LOW SELF-ESTEEM

cognitive restructuring to examine the origins of his belief that his worth is
entirely contingent upon flawless professional perfection.

By session sixteen, a final review of the full assessment battery reveals that
David’s Rosenberg Self-Esteem Scale score has improved to twenty-eight out
of forty, his General Self-Efficacy Scale score remains robust at thirty-five,
and his Self-Compassion Scale-Short Form score reflects sustained
self-kindness. The regular integration of assessment into routine sessions
has not only provided clear empirical evidence of change but has
continuously guided the therapeutic pacing, ensured a strong and
collaborative therapeutic alliance, and normalised David’s journey from
chronic self-rejection to resilient self-acceptance. In conclusion, defining and
assessing self-esteem with clinical rigour transforms our practice from
intuitive guessing into an empirical, compassionate science that honours the
full complexity of human psychology.

Situation / environment
What is happening, where, with whom

Thoughts
Appraisals, images, meanings

Emotions
Anxiety, low mood, anger, shame

Physical sensations
Heart rate, tension, fatigue

Behaviours
Avoidance, checking, withdrawal

FIGURE 1.1  The five areas model
Greenberger and Padesky’s five areas (“hot cross bun”) model: a situation is processed
through thoughts, emotions, physical sensations and behaviours, and every element
influences every other. Change introduced at any point, most often at thoughts or
behaviours, alters the whole system.
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DEFINING AND ASSESSING SELF-ESTEEM

Points worth keeping

- Self-esteem is a global evaluation of worth, self-efficacy is confidence in
specific tasks, and self-compassion is kindness towards oneself.

- The Rosenberg Self-Esteem Scale, General Self-Efficacy Scale, and
Self-Compassion Scale-Short Form are reliable, brief tools for
assessment.

- Assessment data should guide the prioritisation of interventions and
inform the therapeutic alliance.

- Regular review of scores allows for dynamic adjustment of the
treatment plan and monitoring of change.

- Integrating assessment into the session normalises the client’s
experience and supports collaborative exploration of core beliefs.

PRACTICE TASK

Over the next week, administer the Rosenberg Self-Esteem Scale to a
client, score the results, and write a brief narrative (150-200 words)
explaining how the score informs your choice of intervention for that
client. Include a plan for a specific self-compassion exercise you will
introduce in the next session.
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BUILDING RESILIENCE: A PRACTICAL APPROACH TO LOW SELF-ESTEEM

CHAPTER 2

Developmental Roots and Attachment

Within the clinical framework of cognitive behavioural therapy for low
self-esteem, understanding the developmental roots and attachment
histories of our clients is paramount. When working with intermediate and
advanced presentations, we recognise that a fragile sense of self-worth is
rarely an isolated cognitive distortion. Instead, it is typically underpinned by
deeply ingrained internal working models of self and others. These internal
working models, initially conceptualised by John Bowlby, act as cognitive
and affective templates or filters through which individuals process
interpersonal data, appraise their own adequacy, and anticipate the
responses of the social world. For a practitioner at Talking Therapies UK,
tracing the developmental lineage of low self-esteem allows us to move
beyond superficial symptom management and address the core
vulnerabilities that drive the maintenance cycles of the client’s difficulties.

Internal working models are forged in the crucible of early relational
experiences with primary caregivers. During infancy and childhood, repeated
interactions teach the developing child what to expect from attachment
figures and, consequently, what they deserve as human beings. When
caregivers are consistently attuned, emotionally available, and sensitively
responsive, the child internalises a secure attachment style. This yields a
positive model of self, encapsulated by the internal belief that I am worthy of
love and care, paired with a positive model of others, reflecting the belief that
people are generally reliable and safe. Conversely, when caregiving is
characterised by inconsistency, emotional unavailability, intrusiveness, or
neglect, the child develops insecure attachment styles, which profoundly
undermine self-esteem.

Insecure attachment is broadly categorised into anxious and avoidant
presentations, each predisposing the individual to distinct maladaptive
interpersonal strategies. An anxiously attached child learns that caregiver
attention and affection are unpredictable and contingent upon specific
behaviours, compliance, or the amplification of distress. This cultivates a
negative model of self, often operationalised as I am inherently inadequate
or unlovable unless I perform, alongside a hyper-vigilant model of others as
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DEVELOPMENTAL ROOTS AND ATTACHMENT

unpredictable or abandoning. In adulthood, this manifests as excessive
reassurance-seeking, emotional clinging, and an intense fear of rejection.
Conversely, an avoidant attachment style develops when the child learns that
expressing needs leads to rebuff, rejection, or emotional overload. To
maintain proximity to the caregiver without provoking abandonment, the
child suppresses attachment needs, leading to a compulsive self-reliance.
The internal working model here frames the self as I must be invulnerable
and completely self-sufficient, and others as unreliable, rejecting, or
intrusive. In adult life, these individuals employ withdrawal, emotional
distancing, and intellectualisation as defences against perceived
vulnerability.

Parental feedback plays a crucial, compounding role in refining these
internal working models and cementing core beliefs about lovability and
adequacy. It is not merely the presence or absence of physical care that
shapes self-esteem, but the subtle and overt communicative messages
conveyed regarding emotional expression, autonomy, and achievement.
When a child is raised in an environment where praise is exclusively
performance-contingent, tied to academic, athletic, or professional success
rather than intrinsic worth, they learn that their human value is transactional.
They adopt conditional positive regard as an internal standard, leading to
relentless high standards and harsh self-criticism whenever they inevitably
fall short of perfection. Furthermore, when emotional expression is
invalidated, shamed, or dismissed by caregivers, the child learns that their
authentic emotional reality is dangerous or unacceptable. For instance, if a
parent responds to a child’s sadness by labelling them as overly sensitive or
dramatic, the child internalises the belief that my emotions are burdensome
and my reactions are fundamentally flawed. This invalidation directly attacks
the developing self-concept, leaving the adult client prone to chronic
self-doubt, alexithymia, or profound shame regarding basic human
emotional responses.

These historical patterns are sustained in the present through maladaptive
behavioural strategies. Clients with insecure attachment styles enact
interpersonal behaviours that inadvertently recreate their worst fears,
confirming their negative internal working models through confirmation bias.
An anxiously attached client’s excessive reassurance-seeking can
overwhelm a partner, eventually prompting withdrawal and thereby
confirming the core belief that I will inevitably be abandoned. An avoidant
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client’s emotional withdrawal can starve a relationship of intimacy,
prompting complaints from a partner and confirming the core belief that
others are too demanding and that I am safer alone. Within therapy, low
self-esteem is maintained because the client continuously filters their lived
experience through the lens of these historical templates, discounting
disconfirming evidence and magnifying any perceived rejection or failure.

Therapeutic work at this level involves meticulously linking current emotional
reactions and interpersonal patterns to historical relational templates. By
conducting a detailed developmental formulation, the therapist helps the
client trace the genealogy of their present-day self-criticism and relational
anxiety back to its roots in childhood. This psychoeducational and
exploratory process is essential for reducing toxic shame. When a client
understands that their persistent self-doubt or defensive withdrawal is not a
personal moral failure or an unalterable biological defect, but rather a
brilliantly adapted survival strategy designed to cope with an emotionally
precarious childhood, self-compassion can begin to emerge. Making the
invisible visible allows the client to separate their historical conditioning
from their current adult agency.

To ground this clinical process, let us consider the concrete worked example
of David, a 34-year-old software engineer presenting with severe low
self-esteem, chronic workplace anxiety, and profound difficulty sustaining
romantic relationships. David described a pervasive internal sense of being a
fraud and fundamentally unlovable, accompanied by a core belief that if
people truly knew him, they would reject him. During our early sessions,
David exhibited an avoidant attachment presentation, deflecting emotional
exploration with dry intellectualisations and frequently threatening to drop
out of therapy whenever sessions touched upon his personal life. Through
collaborative developmental formulation, we traced these patterns back to
his childhood with a highly critical, emotionally distant father who valued
stoicism and intellectual achievement above all else, and a chronically
overwhelmed mother. Whenever David expressed fear, sadness, or
vulnerability as a child, his father would mock him, stating that big boys do
not cry and that feelings are useless. David quickly learned to suppress all
emotional expression, adopting a hyper-independent posture as his primary
survival mechanism. His internal working model crystallized: I am only
acceptable if I am intellectually flawless, and others are critical judges who
will punish vulnerability. In adult relationships, whenever a partner attempted
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DEVELOPMENTAL ROOTS AND ATTACHMENT

emotional intimacy, David’s avoidant attachment strategy was triggered; he
would immediately emotionally withdraw or find minor flaws in his partner to
justify ending the relationship, thereby protecting himself from anticipated
rejection while simultaneously reinforcing his core belief of unlovability. By
linking David’s current relational withdrawal and workplace perfectionism to
these developmental roots, we were able to reframe his avoidance not as
pathological coldness, but as a protective armour that had outlived its
usefulness. This shift dramatically reduced his self-blame and opened the
door for genuine therapeutic exploration.

A central mechanism of change in this therapeutic journey is the provision of
corrective emotional experiences within the safety of the therapeutic
relationship. Because internal working models are relational in origin, they
are often most effectively modified through new, contrasting relational
experiences. The therapist offers a secure base characterised by reliable
attunement, compassionate limit-setting, consistent boundaries, and
non-judgmental acceptance of the client’s emotional expression. When the
client brings their maladaptive interpersonal strategies into the room—such
as testing the therapist’s patience, seeking excessive reassurance, or
abruptly withdrawing—the therapist responds with psychological safety
rather than the anticipated replication of historical rejection or frustration.
Through repeated exposure to this alternative relational reality, the client’s
nervous system learns that vulnerability does not equal annihilation, and that
emotional expression can be met with curiosity and care rather than
shaming.

It is vital to acknowledge that attachment styles and internal working models
are not deterministic. While early developmental templates exert a powerful
gravitational pull on adult cognition and affect, adult development is plastic.
Clients can and do develop earned security through subsequent positive
relational experiences, professional achievements, and deep therapeutic
engagement. Earned security represents an adult attachment status where
an individual who experienced insecure or adverse early caregiving has
consciously reflected upon, processed, and integrated their history,
developing coherent narratives and secure relational capacities. In clinical
practice, our task is to help the client identify, consolidate, and expand upon
instances of earned security. We highlight moments where the client has
successfully navigated interpersonal conflict, demonstrated
self-compassion, or formed healthy, reciprocal bonds despite their historical
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blueprint.

In navigating this developmental terrain, clinicians must also remain
rigorously attuned to their own countertransference and systemic contexts,
including the influence of Social GGRRAAACCEEESSS such as gender, race,
class, and culture, which shape both family dynamics and societal
expectations of emotional expression and achievement. For instance,
cultural norms surrounding emotional stoicism or familial obligation can
intersect with attachment styles in complex ways, requiring cultural humility
from the practitioner. By maintaining a balance of empathic attunement,
collaborative empiricism, and gentle, well-timed developmental
interpretations, the therapist guides the client towards a resilient, integrated,
and authentic sense of self, transforming historical vulnerability into lasting
psychological freedom.

Secure
Low anxiety, low avoidance.

Comfortable with intimacy and
autonomy; seeks support and gives it.

Anxious / preoccupied
High anxiety, low avoidance. Craves

closeness, fears abandonment,
protest behaviour under threat.

Dismissive-avoidant
Low anxiety, high avoidance.
Self-reliance prized; needs

minimised; distance under stress.

Fearful-avoidant
(disorganised)

High anxiety, high avoidance.
Closeness both longed for and

feared; approach–avoid oscillation.

at
ta

ch
m

en
t a

vo
id
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ce

attachment anxiety

Earned security is possible: styles update inside reliable relationships, including therapy.

FIGURE 2.1  Adult attachment styles
Two dimensions, attachment anxiety and attachment avoidance, generate four adult styles.
Styles are strategies learned in early relationships, not diagnoses: they predict how people
seek or fend off closeness under stress, including within the therapy relationship itself.
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DEVELOPMENTAL ROOTS AND ATTACHMENT

Points worth keeping

Internal working models of self and others are formed through early
attachment experiences and act as filters for self-worth.

Parental feedback, particularly regarding emotional expression and
achievement, shapes core beliefs about lovability and adequacy.

Insecure attachment styles lead to maladaptive strategies such as
withdrawal or excessive reassurance-seeking, which undermine
self-esteem.

Therapeutic work involves linking current emotional reactions to
historical relational patterns to reduce shame and increase
self-awareness.

Corrective emotional experiences in therapy can modify internal working
models, but require client awareness and a safe therapeutic alliance.

Assessment of developmental roots should focus on emotional
experiences and messages received, rather than just factual events, to
uncover underlying beliefs.

PRACTICE TASK

Review your current caseload and identify one client who presents with
low self-esteem. Using the concepts of attachment and parental
feedback, formulate a brief hypothesis about how their early relational
experiences may have contributed to their current internal working model
of self-worth. Write down two specific questions you could ask in your
next session to gently explore these developmental roots, ensuring they
are open-ended and focused on emotional experience rather than blame.
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