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Preface

We live in a time of unprecedented humanitarian emergencies, many of which have 
been created and exacerbated by natural disasters, insurgencies, and armed conflict. 
Individual and family resilience is the ability of the family to rebound from life crises 
and persistent humanitarian challenges. Family systems therapy has become an essen-
tial framework to understand human functioning and dysfunction in humanitarian 
catastrophes. It is a well-recognized psychotherapeutic approach aimed at the family 
system. Its practice has evolved across geographical locations since the early 1950s. 

Clinically, family therapy developed within the context of several therapeutic move-
ments, including child guidance clinics, marriage counselling, and sex therapy. 
Whilst it is theoretically rooted in the interdisciplinary field of systems theory, or 
cybernetics, systemic family therapy has prided itself on its usefulness in humanitar-
ian settings or following the onset of the humanitarian crisis. 

Family Therapy – Recent Advances in Clinical and Crisis Settings explores the structural, 
social constructionism, and solution-focused brief approaches to systemic family 
therapy. It regards the family context in humanitarian settings as being of paramount 
significance for an individual’s psychological development and emotional well-being. 
The book examines how the family interacts as a cohesive unit during humanitarian 
catastrophes and looks at patterns among individuals that influence or impede the 
potential for change within the family system. 

The scope of the book is within the context of global complex humanitarian catastro-
phes and encompasses cross-cutting contemporary issues and mental health chal-
lenges pertaining to violence, loss of loved ones and properties, rape and other forms 
of sexual assault, displacement, poverty, discrimination, overcrowding, disconnec-
tion from previous sources of social support and food, resource insecurity, migration, 
sexuality and reproduction concerns, sexual orientation and gender identity, conflict, 
socioeconomic concerns, disabilities, widespread anxiety, fear, and hardship for the 
affected persons and their families. 

Family Therapy – Recent Advances in Clinical and Crisis Settings also explores the 
processes and practices of family systems therapy as conducted in humanitarian 
situations across the globe. It provides readers with a comprehensive overview of the 
current state-of-the-art innovative advances in family counselling and psychothera-
pies for families and couples in humanitarian crises, conflicts, and disasters. 

Included in the book are scholarly chapters by researchers, students, professionals, 
and trainees from diverse locales that document remarkable examples of courage and 
resilience on the part of therapists as well as clients within the context of humanitar-
ian catastrophes.
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The book includes the following chapters:

Chapter 1: “Introductory Chapter: Family Therapy – Recent Advances in Clinical and 
Crisis Settings” 

Chapter 2: “Innovative Family Therapy for Households in Global Complex 
Humanitarian Crises”

Chapter 3: “Perspective Chapter: Theoretical Paradigm for Mental Health and Family 
Therapy within the South African Context – An Overview”

Chapter 4: “Perspective Chapter: Helping BIPOC LGBTQIA+ Families through 
Inclusive Therapy and Advocacy”

Chapter 5: “Intergenerational Attachment Styles, Emotional Regulation and 
Relational Outcomes in Couples Therapy”

The book explores recent advances in strengths-based therapies and contemporary 
models such as solution-focused, narrative, and conversational therapies for family 
relationships. It is highly relevant and useful for professionals, clients and patients, 
policymakers, decision-makers in healthcare delivery, and representatives of public 
and private health insurance schemes.
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Chapter 1

Introductory Chapter: Family 
Therapy – Recent Advances in 
Clinical and Crisis Settings
Oluwatoyin Olatundun Ilesanmi

1. Introduction

Promoting recent advances in family therapy for the psychosocial strengthening 
of bonding, cohesion, healing, and behavior modification in response to adversity in 
clinical settings is a burning global public and mental health concern. Families are an 
important part of the social fabric and support system as well as an integral part of 
the psychological treatment and therapeutic processes involved in the management 
of individuals with mental illness potentially induced by traumatic events such as the 
loss of loved ones, disasters, accidents, addiction, and other causes. Family reactions 
and dysfunctional responses to disastrous events and catastrophes may induce the 
risk of anxiety, depression, distress, trauma, post-traumatic stress symptoms, and 
emotional and behavioral problems in individuals and may also lower the capacity for 
resilience and adjustment [1].

Families are sociological constructs for the level of relationships classified as par-
ent to parent, parent to child, and sibling to sibling in immediate families and through 
even more combinations in extended families. Moos and Moos [2] characterized fami-
lies by their structure, roles, and boundaries: emotional bonds and responsiveness, 
cohesiveness, flexibility, adaptability, and coping, communication, and decision-
making and problem-solving. Typically, families are set up to support, nurture, and 
protect members all through life, especially within the context of disasters.

Individual psychological problems such as depression and anxiety, psychoses, 
child and adolescent-related problems, and alcohol use disorders also affect their 
families too. The emotional consequences and psychosocial burden of an individual’s 
mental illness on family members and caregivers may include courtesy stigma or 
stigma by association, which is the stigma that family members experience because 
of their association with a loved one who suffers from drug addiction or other forms 
of mental illness [3]. Beside experiencing stigma associated with mental illness, other 
forms of stigma include those that are associated with physical deformation and those 
that are attached to race, ethnicity, religion, and ideology.

Family therapy interventions are needed to reduce the emotional consequences, 
the psychosocial and economic burden of psychological illness, depression, and asso-
ciated psychosis related to humanitarian catastrophes, BIPOC LGBTQIA+, marital 
stress, domestic violence, spousal abandonment and neglect, divorce and intimate 
partner violence (IPV), among other.

XIV
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Consequently, this chapter explores the importance of this book titled “Family 
Therapy – Recent Advances in Clinical and Crisis Settings.” It identifies categories of 
crisis setting in which family therapies could be applied. It highlighted MedFT and 
BSFT as viable options for the psychosocial management of families in crisis.

2. Importance of this book

The book titled “Family Therapy – Recent Advances in Clinical and Crisis 
Settings” is unique in its presentation of recent innovative advances in the terrain 
of global humanitarian catastrophes, clinical and crisis settings, BIPOC LGBTQIA+ 
settings, and couple counseling settings. Each of the articles presented in this book 
highlighted varying forms of family therapy including supportive family therapy 
(SFP), cognitive-behavioral therapy (CBT), psychodynamic therapies, and systemic 
family therapy.

Supportive family therapy often provides opportunities for therapists to offer 
practical advice in a safe and open environment for family members to openly 
express their feelings and talk about the issues affecting them. CBT provides oppor-
tunities for therapists to assign homework tasks or draw up specific behavioral 
programs for each individual family member to complete in order to change their 
negative thought patterns and behavior. Psychodynamic ideas are used in family 
therapy in order to address the individual’s unconscious or subconscious mind so as 
to reduce the problem(s) by uncovering the underlying problems. SFP focuses 
attention on the entire family’s feelings, ideas, and attitudes to identify the prob-
lems within a family dynamic and attempt to shift the problem(s), attitudes, and 
 relationships to a position that is more beneficial, less damaging, or simply more 
realistic.

3.  Categories of crisis settings of medical family therapy projected in this 
book

Family therapy often provides valuable opportunities for promoting growth and 
change that may result in the resolution of personal dysfunctional behaviors and 
family problems. Thus, this thought-provoking book shows that family therapy can 
be implemented in a range of settings including:

• Home-based Setting: The home-based family therapy (HBFT) is offered by 
clinicians and other mental health professionals to clients, family members, and 
other significant persons at their places of residence [4].

• Global Humanitarian Catastrophes Settings: This setting is appropriate for the 
delivery of couple and family therapy (CFT) intervention, especially through 
relational telehealth platforms.

• Clinical Settings: This implies the utilization of family therapy in the psychiatric 
scene. As Ackerman [5] puts it, an individual mental illness is an expression of 
symptoms of chronic pathology within the family as a whole. Effective inter-
vention would, thus, require the inclusion of the entire family members in the 
treatment process.
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• Family Crisis Settings: Psychopathology of the family system is a sign of dys-
functionality within the family system. Walsh [6] opines that “how families view 
their problems and their options can make all the difference between coping, 
healing, and growth or dysfunction, and despair. Beliefs that we are unworthy 
can fuel self-loathing, destructive behavior, or social isolation [6].” Thus, MedFT 
and BSFT are very apt treatment options for families in crisis.

• BIPOC LGBTQIA+ Settings: Malpas, Pellicane [7] opines that transgender 
and gender expansive (TGE) individuals sometimes are sometimes faced with 
disproportionate and challenging mental health and developmental outcomes. 
They also posit that family acceptance of TGE individuals’ gender identity, and 
expression is crucial to preventing poor psychosocial outcomes and advocated 
for family-based therapies that will provide psychoeducation; enhance the 
protective power of family acceptance and provide opportunities for family 
members to express their reactions to TGE, gain allyship and advocacy, and con-
nect with TGE community resources.

• Couple Counseling Settings: Systemic family therapy is useful for helping 
families and couples in intimate relationships to gain a deeper understanding of 
their interactions with each other: manage and resolve marital conflicts, commu-
nication problems, sex issues, anger, illness and stress, and nurture change and 
development [8].

4.  Medical family therapy (MedFT) and brief strategic family therapy 
(BSFT) for families in clinical settings

Medical family therapy (MedFT) and brief strategic family therapy (BSFT) are 
forms of short-term counseling psychotherapies designed for assisting family mem-
bers to improve communication with partners, children, or other family members and 
to resolve conflicts in troubled and dysfunctional relationships. According to Doherty 
and McDaniel [9], MedFT and BSFT are premised on the belief that all health and 
relationship problems are biological, psychological, and social in nature. MedFT 
and BSFT are active, directive, and task-oriented therapies, which include a range of 
psychoeducation, counseling, and coping skills.

Medical family therapy, (MedFT) and BSFT, are systemic biopsychosocial meta-
frameworks by which clinicians provide therapeutic services to patients and their 
families who are experiencing physical health problems [4]. With MedFTs and BSFT, 
the families are conceptualized holistically, while clinicians help family members to 
develop a sense of agency and communion to improve their lived experience.

MedFT and BSFT are usually provided by accredited psychologists, clinical social 
workers, or licensed therapists. The therapy sessions are often designed to address 
issues such as marital or financial problems, the conflict between parents and chil-
dren, or the impact of substance abuse or a mental illness on the entire family. It may 
also be useful in teaching skills to deepen family connections and get through stress-
ful times.

Zubatsky, Harris [10] and Szapocznik, and Schwartz [11] claimed that the main 
objective of MedFT and BSFT is the promotion of healing and well-being of clients 
and their family members. It aims at strengthening family cohesion and emotional 
bonds among family members, and their adaptability or capacity to adjust the family 
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power structure, the structural interaction patterns, roles, and norms, which make 
up the family environment [1]. Through the exploration of agency and communion, 
MedFT and BSFT may be used to create a better home environment, solve family 
issues, and understand the unique issues that a family might face in diverse circum-
stances, especially during humanitarian catastrophes [12]. MedFTs and BSFT assist 
family members to develop a sense of agency in order to identify and develop strate-
gies for managing what is within and outside of their control in regard to the illness 
experience [9].

Communion refers to one’s connection and quality of social relationships with oth-
ers [13]. MedFTs and BSFT assist clients and their families to develop strong commu-
nion through psychotherapeutic guidance for the creation and utilization of effective 
coping tools with the illness, thereby resulting in increasing connectedness, a sense of 
being cared for, loved for, and supported by each other [9].

MedFT and BSFT sessions are short-term models that typically consist of 12 to 
17 weekly sessions, depending on the severity of the presenting problem. A typi-
cal session lasts 60 to 90 minutes. Both MedFTs and BSFTs utilize techniques such 
as joining, tracking and diagnosing, and restructuring to understand and change 
problematic family dynamics and behaviors.

Other forms of family therapy are Bowenian family therapy, communication 
family therapy, family systems therapy, functional family therapy, narrative family 
therapy, psychoeducation, structural family therapy, supportive family therapy, 
systemic therapy and transgenerational therapy.

5. Conclusion

In crisis settings, family therapy is advantageous in maintaining and building 
strong family cohesion, as well as for creating healthy and functional family relation-
ships. These are conditions necessary for the creation of good psychological health 
and the elimination of psychopathological conditions within the family system. 
Medical family therapy and brief strategic family therapy are solution-focused and 
short-term therapies designed to help families going through any form of stressful 
events that may pull strain on their relationships. Examples of such stressful events 
are financial hardship, divorce, the death of a loved one, violent conflicts, and vulner-
ability to natural disasters.

© 2023 The Author(s). Licensee IntechOpen. This chapter is distributed under the terms of 
the Creative Commons Attribution License (http://creativecommons.org/licenses/by/3.0), 
which permits unrestricted use, distribution, and reproduction in any medium, provided 
the original work is properly cited. 
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Chapter 2

Innovative Family Therapy for
Households in Global Complex
Humanitarian Crises
Oluwatoyin Olatundun Ilesanmi, Faith Ibitoyosi Ilesanmi
and Raouf Hajji

Abstract

The relief societies are diverse and consist of humanitarian organizations and
humanitarian NGOs. They provide emergency aid interventions to victims of armed
conflicts, protracted wars, famines, and natural disasters across the globe. The relief
societies have witnessed multiple arrays of complex humanitarian catastrophes
affecting families in varying degrees in a global dimension and impact. These societies
have been providing lifesaving assistance and protection for victims of war, orphans,
and vulnerable groups. They have been reducing the impact of humanitarian crises on
families and communities, providing aid for recovery and improving preparedness for
future emergencies for moral, altruistic, and emotional reasons. Crisis-impacted fam-
ilies may be located far from the fragile locale or in the eye of the storm. Their losses
may be psychosocial, economic, or psychological distress or mental health issues. At
the onset of the Russian–Ukrainian War, families across the global community are
already counting their losses. These call for novel therapeutic interventions among
clinicians and counseling psychotherapists. This chapter, therefore, highlights existing
strategies for innovative therapeutic measures for families affected by complex
humanitarian emergencies.

Keywords: effects, innovative family-focused therapies, households, vulnerable
persons, complex humanitarian emergencies

1. Introduction

The humanitarian community is diverse with multiple arrays of complex
emergencies (war, natural disasters, famine, armed conflict, food insecurity, climate
change, both natural and industrial disasters, and disease outbreaks) with varying
severity and impacts on families across the globe [1]. The global community has
witnessed waves of violent and protracted complex humanitarian crises in Burkina
Faso, Myanmar, Yemen, Venezuela, Ethiopia, Afghanistan, the Democratic Republic
of Congo, Nigeria, Iraq, South Sudan, Syria, Somalia, and Ukraine.

Humanitarian catastrophes (conflicts and calamities) pose serious threats to
individual families’ survival and adaptation [2]. They engender widespread human
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suffering and destructive events that require a wide range of emergency relief
resources and timely intervention.

Although the humanitarian catastrophe-impacted families may be located far from
the fragile locale or in the eye of the storm, they may suffer the loss of loved ones,
displacement, loss of income, food scarcity, inflation, and the rising cost of living.
Accompanying disasters and humanitarian crises are widespread human distress
amidst high levels of immediate chaos and delays in the restoration of formal health
and social services in the locale of impact [2].

The intensity of the impact of disasters and humanitarian crises such as war, mass
conflict, or overwhelming natural disasters on families and households depends on the
type, suddenness, and scale of the catastrophe and the socio-cultural and historical
context of the domain of occurrence [3]. The over two decades of conflict and political
instability and the nascent complex humanitarian crises (Ebola, cholera, COVID-19,
and the 2021 volcanic eruption) have worsened the health systems, resulted in high
levels of acute food insecurity, and increased the number of internally displaced
people (5 million) in the Democratic Republic of Congo (DRC) [2].

In terms of displacement, the UNHCR reported that more than 89.3 million people
were classified as forcibly displaced due to conflict, war, violence, persecution, human
rights abuses, or events seriously disturbing public order as at the end of 2021 [4, 5].
Part of these displaced persons are 21.3 million refugees under UNHCR’s mandate, 5.8
million Palestine refugees under UNRWA’s mandate, 53.2 million internally displaced
people, 4.6 million asylum seekers, and 4.4 million Venezuelans displaced abroad [5].
The Russian invasion of Ukraine has pushed the figure of forcibly displaced persons to
over 100 million [5, 6]. Afghanistan appears to have the largest displaced population
globally due to its decades of violent conflict and natural disasters [7].

Families exposed to prolonged and violent conflicts and the Covid-19 pandemic,
including displacements, famine, and other forms of humanitarian crises in fragile nations
such as Afghanistan, Ethiopia, Myanmar, the central Sahel (Burkina Faso,Mali, and the
Niger), Cabo Delgado Province inMozambique, South Sudan, Sudan, the Bolivarian
Republic of Venezuela, andYemen, suffer losses and severe violations of human dignities,
such as torture and sexual violence. The losses usually include psychosocial, economic, or
psychological distress (such as anger, depression, grief, etc.) ormental health issues (such
as depression, anxiety, post-traumatic stress disorder, psychosis, etc.) [8].

Since the onset of the Russian–Ukrainian War, for instance, families across the
global community (Asia, Africa, and global North and South) are already counting
their losses [9]. The humanitarian crisis has devastated many families and rendered
many stateless and homeless [10]. A lot of the crisis-affected families are currently
living under extreme fear and tension; have limited resources to fulfill their needs; live
in tents; have limited food, water, and clothing; and face many difficulties and unex-
pected hardships including cultural and language barrier problems. The refugees’
children and international students caught in the war are finding it very hard to
continue their education. A lot of such students have had to return to their home
country without a clear definitive idea of what the future holds for them [9, 10].
Besides, such families are also experiencing financial difficulties, discrimination, and
psychological problems [11, 12].

Among the vulnerable are young couples, children, nursing mothers, and surrogate
mothers for international parents, among others. These could be classified as
emergency-affected families, veteran families, traumatized and emotionally disturbed
families, traumatized couples, suburban couples, single families, non-domiciled/
homeless families, aged families, and vulnerable children and orphans.
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The impact of complex humanitarian crises on such families is worsened by the
emergence of mass destitution, homelessness, statelessness, and mass deportation to
their country of origin [13]. This means that they have no home, lack a fixed abode or
address, and do not belong to any state. No state considers them as their nationals
[14, 15]. These often culminate in an emotional state of feeling lost and deprived of
human relationships and increased anxiety [16].

The key psychosocial domains of individual families that are threatened by disas-
ters and humanitarian crises include security and safety; interpersonal bonds and
networks (the family, kinship groups, community, and society); identities and roles
(parent, worker, student, citizen, social leader, etc.); justice and protection from
abuse; and institutions of existential meaning and coherence (traditions, religion,
spiritual practices, and political and social participation) [17]. These have great impli-
cations on the individual and collective family mental health and well-being.

Article 1 of the United Nations Convention on Status of Refugees stipulated that
‘owing to a well-founded fear of being persecuted for reasons of race, religion,
nationality, membership of a particular social group, or political opinion’, refugees are
outside the country of their nationality and are unable to or, owing to such fear, are
unwilling to avail themselves of the protection of their host country.

Despite this, there are various universally agreed-upon conventions, declarations,
protocols, agreements, laws, and statutes safeguarding and protecting the rights of
persons caught in complex humanitarian emergencies including refugees. Examples
include the UN Convention Relating to the Status of Refugees, 1951, and Protocol,
1949; Protocol Relating to the Status of Refugees, 1967; the New York Declaration for
Refugees and Migrants, 2016; UN Declaration on Territorial Asylum, 1948; Universal
Declaration of Human Rights, 1948; Convention Relating to the Status of Stateless
Persons, 1954; International Convention on Civil and Political Rights; Convention on
the Reduction of Statelessness, 1961; Convention on the Elimination of Discrimination
against Women, 1979; and the Guiding Principles on Internal Displacement, 1998.
Some of the regional refugee laws are the Cartagena Declaration (1984) and the Asian
African Legal Consultative Committee Principles (1996).

The demands of some of these international documents are the need for innovative
psychological care of individuals and families vulnerable to disasters and complex
humanitarian emergencies. Consequently, the psychological and existential conditions of
contemporary persons and families in complex humanitarian emergencies rest principally
on Maslow’s pyramid of needs—physiological, safety, love, esteem, and self-actualization
[18]. Thus, there is an urgent need for novel therapeutic interventions and counseling,
especially innovations in family therapy among clinicians and counseling psychothera-
pists without borders. This chapter, therefore, suggests strategies for innovative thera-
peutic measures for families affected by complex humanitarian emergencies.

2. Rationale

Sociologically, the family is a major component of society [19]. Healthy families
sustain and improve the sociocultural, socioeconomic, and emotional life of healthy
societies. In psychological parlance, families are the bedrock and systems of interper-
sonal interactions for the protection of individual members from societal manipulative
influences of society. A family provides individual members with adaptation skills and
strategies for proper and effective functioning in life. More so, Vygotsky opines that
the family is the most important element of the social situation of an individual’s
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development [20]. However, Shapiro [19] asserts that both the personal and the social
are present in disaster-prone and complex humanitarian emergency-ridden terrains.

The impact of complex humanitarian emergencies on families’ social situations
encompasses a wide range of acute and chronic psychological issues in different
settings. It also involves mass displacement of people, homelessness, heightened pov-
erty, and psychosocial problems such as abuse and neglect. These negative effects of
disasters and complex humanitarian emergencies on families’ social situations some-
times aggravate the different aspects of an individual’s existence within the family/
household, thereby resulting in the formation of complex personality disorders [21].
Such complexes, psychological problems, crises, and conflicts sometimes require the
efforts of family therapy specialists to remedy them [20].

Acknowledging earlier works by the mental health Gap Action Programme
Humanitarian Intervention Guide (mhGAP-HIG) [1] on brief versions of structured
psychological interventions for people experiencing symptoms of common mental
disorders (CMDs), therefore, triggered the need for this paper, which highlights the
effects of complex humanitarian crises on families’ social situations and the exiting
innovative family-focused therapies for households affected by complex humanitar-
ian emergencies in the global community.

3. Research questions

a. What are the varied forms of complex humanitarian emergencies?

b. What are the psychological effects of complex humanitarian crises on families’
social situations?

c. What are the exciting innovative family-focused therapies for households
affected by complex humanitarian emergencies in the global community?

4. Forms of complex humanitarian emergencies

Complex humanitarian catastrophes (CHC) could be acute crises, cyclical disas-
ters, or man-made complex humanitarian emergencies [22, 23]. Natural disasters such
as hurricanes (typhoons), tsunamis, wildfires, tornados, earthquakes, floods, volcanic
eruptions, landslides/avalanches, heat waves, and blizzards are examples of acute
humanitarian catastrophes [24]. These have been categorized as geophysical disasters
such as earthquakes, tsunamis, and volcanic eruptions; hydrological disasters such as
floods and avalanches; climatological disasters like droughts; meteorological disasters
like storms and cyclones; and biological disasters such as plagues and epidemics.

Examples of cyclical disasters are water insecurity, food insecurity, debilita-
ting/life-threatening endemic diseases, refugee crisis, and internally displaced persons
[22]. Man-made complex humanitarian emergencies are forms of disasters triggered
by either civil wars or international wars or ethnic cleansing or genocide and resulting
in large-scale population displacement with accompanying deterioration of living
conditions (such as food, potable water, shelter, and sanitation) and an increase in
mortality over a limited period. Examples include the Holocaust in Europe in the
1930s and 1940s, the Bengal Famine of 1943, the murder or expulsion of the Chinese
from Indonesia in the 1960s, as well as the more recent wars, ethnic cleansing, forced
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migration, and genocide occurring in places such as Somalia, Bosnia, Rwanda, Kosovo,
Sierra Leone, and East Timor [25].

5. Psychological effects of CHC and Vignettes of innovative therapies

Disasters and humanitarian emergencies are extremely distressing and traumatic
events that threaten safety and security, interpersonal bonds, systems of justice, roles
and identities, and institutions that promote meaning and coherence [8]. These often
take a great toll on people’s physical, mental, and psychological well-being, triggering
a wide range of emotional, cognitive, behavioral, and somatic reactions among survi-
vors. Some of these wide-ranging effects include:

a. Fear response: This is a psychological response (avoidance and arousal
responses) to threats of natural or man-made disasters and humanitarian crises.
It mobilizes physiological and behavioral reactions that protect individuals from
death or injury in the face of violent clashes, wars, genocides, war crimes, etc.
As depicted in the vignette below, the intensity of an individual’s avoidance and
arousal responses to disasters and humanitarian crises could be dynamic,
persistent, chronic, and potentially disabling depending on the nature of the
crisis [26].

b. Post-traumatic stress disorders (PTSD): These consist of psychological issues
(re-experiencing, avoidance, and a heightened sense of current threat) resulting
from exposure to any form of natural or complex humanitarian crisis.

Vignette of constant fear of insecurity and fear of the worst in the voice of a young mother, who
suddenly became the head of her home in Southern Kaduna, Nigeria

Hadiza, a petty trader and young mother of four (one girl and three boys), widowed when armed bandits
raided Hayin Kanwa village, Yakawada ward in Giwa Local Government Area of Kaduna State, Nigeria, sat
amidst the children on a badly tattered mat in the cool of the day sharing a meal of “tuwo” in front of their
small mud brick home, made up of two rooms. While the children devoured the meal prepared by their
mother, suddenly, Hadiza lost in thoughts and with a sobered burdened face, filled with worries, gazed into
the distance, and pondering how she will sustain her four children: 8, 6, 4, and 2 years of age.

When asked, “why are you not eating with the children?” She responded, “I am in deep pain.” Hadiza
sobbed and then stated further, “The children and I survived unknown gunmen attacks by mere luck.” Her
husband was killed for delaying opening the door of their home to the bandits when they attacked the
community. “I feel helpless, without my husband I do not know how I will cope; paying for food every day,
paying school fees and buying medicines when the children fall sick, it is a big responsibility that troubles me.
Besides, I do not know how I can protect my sons from being kidnapped by the bandits and my daughter from
being raped if the bandits attacked again.”

The loss of Hadiza’s husband to bandits’ attacks deepened her poverty status and
plunged her into sadness, sorrow, and persistent grief. The children, who are oblivious
to the depth of their mother’s pain, are likely to experience further traumatic encoun-
ters with the unknown bandits, who have persistently been shooting people and
burning houses including religious buildings in rural communities across the state.

Psychologists attending to young poor widows like Hadiza, who can be diagnosed
with manifesting co-occurring post-traumatic depression and anxiety, need to deploy
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hands-on skills for resilience and hope-building. Although Nigerian psychologists are
not trained as humanitarian actors, to fit into this mode, there is the need for them to
acquire psychotherapeutic and counseling skills necessary for trauma counseling in
highly volatile and disaster crisis-prone settings like Northern Nigeria. Such skill sets
will include resilience building (the ability to rebound, bounce back, and overcome),
assessment skills necessary for uncovering and disrupting negative automatic
thoughts, and listening skills.

a. Acute traumatic stress disorders: Acute traumatic stress disorder may be a
normative response to disasters and humanitarian crises. It often tends to
subside once conditions of safety are established. Symptoms include a wide
range of non-specific psychological and medically unexplained physical
complaints.

b. Insomnia and other sleep problems: Insomnia with considerable difficulty in
daily functioning is one of the problems commonly experienced by individuals
after experiencing extreme stress due to exposure to any form of natural or
complex humanitarian crisis. Psychologically oriented interventions (e.g.,
relaxation techniques) may be considered for any family experiencing
insomnia.

Vignette of Transient mental trauma and sleep disturbances experienced by a father and two sons in
East Nusa Tenggara islands in 2021

John, a father of two, who lost his wife to the deadly Indonesian cyclone Seroja in the East Nusa Tenggara
islands, reported that his children experienced temporary mental trauma and sleep disturbances, which is
manifested by crying when a sudden change in the weather occurs. The cyclone brought strong winds and
heavy rains that triggered flash floods and landslides. “I cry every time the wind becomes stronger. (I cry)
because I recall (the event).” I do not want the typhoon to recur in their place. I do not want my children and
me to be killed. The cyclone resulted in a complicated tragedy and sadness. I cannot sleep for a day.”

Sleep disturbances are often referred to as a hallmark and core symptom of PTSD.
The literature affirms that untreated sleep disturbances can worsen the exacerbation
of PTSD symptoms, which may have negative effects on a patient’s treatment
response and constitute a risk factor for poor treatment outcomes. The mental health
treatment as usual (TAU) for PTSD comprises 10 sessions with a medical doctor
(pharmacological treatment and psychoeducation) and 16–20 sessions with a psy-
chologist (manual-based cognitive behavioral therapy) for a period of 8 to 12 months.

Bruhn, Laugesen, Kromann-Larsen, Trevino, Eplov, Hjorthøj, and Carlsson’s [27]
utilization of add-on (integrated care) intervention to TAU strengthened the coordi-
nation between mental health treatment and employment interventions with three
cross-sectoral collaborative meetings during the mental health treatment. It drew
attention to the bidirectional impact of mental health problems and post-migration
stressors and focused on cross-sectoral shared plans.

The primary outcome is functioning, measured by WHODAS 2.0, the interviewer-
administered 12-item version, with secondary outcomes measuring the quality of life,
mental health symptoms, and post-migration stressors.

In another study, Sandahl and Jennum [28] utilized add-on treatment with
mianserin and/or Imagery Rehearsal Therapy (IRT) in addition to TAU as a

12

Family Therapy – Recent Advances in Clinical and Crisis Settings



sleep-enhancing treatment in refugees (18 years or older) with PTSD at a Danish
outpatient clinic. The refugees were from Afghanistan, Ex-Yugoslavia, Iraq, Iran,
Lebanon, and Syria. The TAU was an interdisciplinary treatment approach covering a
period of 6–8 months with pharmacological treatment, physiotherapy,
psychoeducation, and manual-based cognitive behavioral therapy within a framework
of weekly sessions with a physician, physiotherapist, or psychologist.

a. Somatoform disorders: These are psychological thoughts, feelings, and
behaviors such as constant worry and fear about potential illness or signs of
severe physical illness even when there is no evidence as a result of exposure to
natural disasters such as chemical weapons and other forms of complex
humanitarian crises.

b. Complicated/prolonged grief disorder: Grief is the emotional suffering people
feel after a loss of homes and livelihoods or bereavement due to any form of
natural or complex humanitarian crisis. This emotional reaction may be self-
limiting without becoming a mental disorder or may prolong over an extended
period. Prolonged grief disorder involves a severe preoccupation with or intense
longing for the deceased person accompanied by intense emotional pain and
considerable difficulty with daily functioning for at least 6 months (and for a
period that is much longer than what is expected in the person’s culture).
Symptoms of prolonged grief disorder include moderate–severe depressive
disorder (DEP), psychosis (PSY), harmful use of alcohol and drugs (SUB), self-
harm/suicide (SUI), and other significant mental health complaints (OTH).

c. Depression/helplessness: This may range from moderate to severe depressive
disorder (DEP) for individuals or among family members who have been
exposed to any form of natural or complex humanitarian crisis.

Vignette of Catastrophizing/Reminiscence, Selflessness, Bonding, and Rebuilding Lives
The overall intensity and catastrophe of 2013 super typhoon Haiyan (locally known as Yolanda), which hit

the town of Visayas, the northern part of Cebu, Philippines on November 8, 2013, left families and all its
victims (children to the older population) living with a deep sense of helplessness, intense fear, confusing, and
sometimes frightening emotional toll [29]

The devastation impaired the sensory awareness and physical mobility of many. It also worsened their
health conditions and weakened their social and economic capabilities. The survivors experienced fear,
difficulty, loss, helplessness before and during the typhoon, and sadness by the loss of the properties they had
invested in for many years due to the calamity. The typhoon-induced aggravated fear including fear of
personal safety, security of loved ones, the absence of mature family members who can help protect them in
the family, and fear of death at the height of the catastrophe.

In Visayas, the less affected young and older adults looked out for their neighbors, supported distressed
families, mobilized resources, and cared for orphans and vulnerable children (OVC) and other dependents
during the traumatic event. After the crisis, they were able to reminisce about their experience and rebuild
their lives and community.

The survivors in the Visayas compensated for their feelings of intense fear, loss,
and helplessness, with a sense of selflessness, strengthening social bonds, rebuilding
their lives, and reminiscence. Through reminiscence, they tried reliving memories and
compared them with their current experiences. Sharing memories helps older adults
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to relive and explore their thoughts and feelings about their unique traumatic experi-
ence of the typhoon. They were also able to put their past experiences in perspective
with what is happening to them in the present or what is expected to happen in the
future. Thus, reminiscence, social bonding, and rebuilding became the mechanism for
coping with changes in their life situation or circumstances. Sales and Pinazo-
Hernandis [30] opine that reminiscence therapy (consisting of 10 sessions lasting
60 min each) is a psychological intervention that can be used to assist an individual to
remember and interpret life events, feelings, and thoughts that define and give
meaning to him/her. Reminiscence of earlier emergency experiences, coping strate-
gies, traditional skills, and local environmental knowledge can result in positive men-
tal health for survivors of catastrophic emergencies.

a. Psychosis (PSY): The symptoms include abnormal behavior (e.g., strange
appearance, self-neglect, incoherent speech, wandering, mumbling, or laughing
to self), strange beliefs, hearing voices or seeing things that are not there,
extreme suspicion, lack of desire to be with or talk with others, and lack of
motivation to do daily chores and work.

Vignette for refugees with a high burden of unaddressed grief, loss, trauma, and depression
Assefa, a refugee who fled from the conflict in Tigray to Gedaref, a state in eastern Sudan with his family,

recounted how his family had struggled to support his daughter, who was experiencing a mental health
condition: “Almaz is my daughter. The situation in Tigray affected her mental health and she started behaving
violently and erratically. We did not know how to manage things, so we used to tie her up. I tied her up in our
car on our way here, tied her up in the tent we were given, and later at our house. There was no health facility
available at the time, nor any medication for her treatment.”

Besides Assefa’s case, Pieter Ventevogel, a senior mental health and psychosocial
support officer with UNHCR, reported the high burden of unaddressed grief, loss,
trauma, and depression among refugees, who fled from Tigray, Ethiopia, to eastern
Sudan in 2022. He also reported cases of unaddressed gender-based violence among
female refugees and saw children depicting violence and dead bodies in their drawings.

a. Survivors of sexual and gender-based violence (S/GBV): Incidences of sexual
and gender-based violence in conflict settings are risk factors for mental health
and psychosocial well-being. The World Report on Violence and Health posits
that these are any form of sexual act, attempted sexual act, unwanted sexual
comments or advances, acts of human trafficking, or otherwise directed against
any person’s sexuality through coercive means regardless of their relationship in
any setting [31]. All women, girls, boys, men, and unaccompanied minors, who
have been vulnerable to such violent abuses in conflict-affected settings and
during forced displacement, should be offered trauma-focused cognitive
processing family therapy [32].

b. Social avoidance/social withdrawal: Any survivor of a complex humanitarian
crisis exhibiting social avoidance also needs family therapies.

c. Irritability and aggressive behavior: Teenagers who have been exposed to or
witnessed complex humanitarian crises tend to act irritably and repeat abusive
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behaviors—fight, engage in risky sexual activities, or dabble in drugs and
alcohol.

d. Harmful use of alcohol and drugs (SUB): Humanitarian crisis can worsen the
harmful use of alcohol, narcotic drug use, and air pollution. The SDG Target 3.5
on mental health aims at strengthening the prevention and treatment of
substance abuse, including narcotic drug abuse and harmful use of alcohol.
Consequently, family psychotherapists need to be able to manage harmful use
of alcohol and drugs as well as life-threatening withdrawal among anyone
affected by a humanitarian crisis.

e. Suicide (SUI) and suicidal risks: Suicidal behavior (suicide attempt, suicide,
and suicidal ideation) can be triggered by traumatic experiences of hazardous
journeys, the loss of resources and belongings, death of loved ones, separation
from family members, harsh circumstances in refugee camps, and direct
exposure to armed conflict and violence, war, and torture [33].

6. The psychological needs of families affected by humanitarian crises

Exposure to disasters and complex humanitarian crises such as genocide,
Based on Abraham Maslow’s [34] hierarchy of needs, the following are the basic

needs of family members and whole families caught up with and directly impacted by
humanitarian crises:

1.Physiological Needs: Physiological needs are the basic needs and requirements
for the body to survive—water, clean air (oxygen), food, and sleep. These are the
basic needs of anyone caught up in a humanitarian crisis.

2.Security Needs: Security needs include the need for a safe family environment,
steady employment, a safe neighborhood, and a stable financial situation.

3.Social Needs: Social needs include the need for belonging, love, intimacy, and
affection. Relationships with friends, romantic partners, and families fulfill this
need, as does involvement in communities and social or religious groups.

4.Esteem Needs: Esteem needs include the need for validation from others (status,
respect, recognition, and reputation) and positive self-evaluation (competence,
confidence in ability, accomplishment, and skills mastery).

5.Self-Actualization Needs: This category includes the need to maximize one’s
potential or the need for personal growth, creativity, morality, and meaning
making.

7. Innovative psychosocial support and family-focused therapies for
groups and households affected by complex humanitarian emergencies

The following are the psychosocial support and family-focused therapies that
should be deployed for treating psychological distress and strengthening the mental
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health and well-being of adolescents, families, kinship groups, orphans and vulnerable
groups, unaccompanied children, and communities in humanitarian settings:

a. Psychosocial Supports: Psychosocial support programs address the emotional,
social, mental, and spiritual needs of persons and families in crisis. They help in
building resilience in children and families. They essentially focus on people’s
experiences of humanitarian crises within broader social dimensions to facilitate
individual and community resilience strategies to mitigate that impact. They
can be provided at the individual, family, and community levels by promoting
and providing everyday activities such as schooling, activating social networks,
as well as developing and building on existing coping mechanisms to manage
the impact of humanitarian crises.

For unaccompanied children, orphans, and vulnerable children in humanitarian
settings, the main goal of psychosocial support programs is to ensure that they
are properly placed in stable and supportive family environments. They also
focus on how family members respond to the harsh realities of humanitarian
catastrophes based on their age, gender, and circumstances.

The following are some of the basic psychosocial support programs
recommended for individuals or families experiencing serious psychosocial and
emotional distress due to their exposure to complex humanitarian emergencies:

i. Psychological first aid (PFA): PFA is needed immediately after the
occurrence of an extremely stressful event. It begins with the
identification of the current psychosocial stressors experienced by and
the basic needs of all or any members of the family through stress
management techniques such as listening to their unpressurized
communication and probing for their psychosocial needs and concerns.
PFA strategies for addressing their current psychosocial stressors entail
the reactivation and strengthening of their family social support
networks by providing direct or indirect psychosocial support through
socialization processes such as family gatherings, visit to neighbors, and
participation in community activities. They also entail the provision of
access to services and protection from further harm. The greatest need
of families affected by disasters and humanitarian emergencies is to be
heard or listened to.

ii. Psychoeducation programs: This entails training on stress management
and normal reactions to grief and acute stress. These programs solely
provide education on the impact of exposure to humanitarian crises and
seek to empower people by promoting awareness and managing the
impact of that exposure via educational materials and tools.

iii. Health-related interventions: During humanitarian crises,
psychosocial support activities can be integrated into existing
community and health systems and can foster support groups for
parents, families, community caregivers, and youth (peers).

b. Family-focused therapies: Family-focused counseling and psychotherapies are
the mainstays of intervention treatment for mental disorders [35]. Highlighted
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below are some of the effective family therapies that could be used for
households affected by complex humanitarian emergencies:

i. Problem-solving psychotherapy: This is a cognitive–behavioral
intervention geared toward improving an individual’s ability to cope
with stressful life experiences. It can be utilized with vulnerable
groups and families during humanitarian emergencies based on the
assumption that symptoms of psychopathology may be a negative
consequence of maladaptive adjustment and coping to the crisis events.
Examples of these modes of intervention include psychoeducation,
interactive problem-solving exercises, and motivational homework
assignments [36].

ii. Interpersonal therapy (IPT): This is a benchmark therapy for
depression and other mental health conditions that are elevated in
humanitarian settings. Administering interpersonal therapy (IPT) as a
family-focused therapy should be the first-line treatment for pregnant
and breastfeeding women, survivors of gender-based violence, and
families mourning the loss of their loved ones in humanitarian settings.

iii. Behavioral activation therapy: This action-oriented approach is a
structured treatment suited for use among individuals with co-
occurring depression and substance use disorders (SUDs). It reduces
the symptoms of depression and substance dependence through the
activation of increasing rewarding experiences in their lives.
Scheduling of the behavioral activation activities and other techniques
to be completed outside the brief manualized therapy sessions should
be done collaboratively by the therapists and individual vulnerable
groups/families exposed to humanitarian crises.

iv. Relaxation techniques: Autogenic training, deep breathing,
progressive muscle relaxation, massage, tai chi, yoga, biofeedback,
music and art therapy, aromatherapy, meditation, and guided imagery
can be used to move distressed people in humanitarian settings into a
deep state of relaxation [37].

v. Gestalt family therapy: This provides face-to-face talk or body
psychotherapy and addresses the intrapsychic and interpersonal impact
of humanitarian crises to support improved overall psychological
functioning and coping skills.

vi. Cognitive behavioral therapy (CBT): CBT provides face-to-face,
individual, or group-talking therapy (i.e., not online or via media or
other materials) as well as a digital or Internet-delivered mode of
intervention. It is useful in exploring and making explicit links between
specific thoughts, emotions, somatic and non-somatic feelings, and
behaviors of families within and outside the terrains of complex
humanitarian crises. It is effective in positively changing a person’s
thinking (‘cognitive’) to elicit change in what they do (behavioral)
[38]. Digital or Internet-delivered cognitive behavioral therapy (iCBT)
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is a short-term therapist-assisted Internet-delivered therapeutic
intervention for improving the well-being and overall mental health of
families in complex humanitarian emergencies. The treatment program
components consist of eight text-based modules, where each module is
expected to be completed within 1 week.

vii. Narrative exposure therapy (NET): This exposure-based,
psychodynamic, narrative, and supportive counseling therapy is useful
for the reduction of PTSD, depression, stress, and anxiety symptoms as
well as improvement of functioning among individuals and families
affected by humanitarian crises [39]. It was effectively used for the
psychosocial management of refugees in Uganda [40], the survivors of
the 2008 Sichuan earthquake in China [41], Mozambican civil war
survivors [42], and widowed and orphaned survivors of the Rwandan
genocide [43]. NET can be used to facilitate exposure to specific or
non-specific reminders, cues, or memories related to exposure to a
traumatic event [38]. It can be used to help persons or families affected
by complex humanitarian emergencies to reconstruct a consistent and/
or coherent narrative about their traumatic experience either verbally
or through writing to aid symptom reduction [38]. Examples of NET
include:

• Brief testimony psychotherapy: This short-term therapy is useful
for the psychosocial treatment of traumatized victims of war or
other organized violence. The therapy consists of 12 sessions that
enable patients to narrate their life stories, including traumatic
experiences [44]. This brief therapy consists of six sessions, of
approximately 90 minutes, weekly or biweekly [39].

8. Conclusion

Mitigating emergencies is necessary to overcome the overwhelming burden of
losses faced by communities in distress. This paper looked into the psychological
effects of complex humanitarian crises on families, the psychological needs of families
affected by humanitarian crises, and therapies for groups and households affected by
complex humanitarian emergencies. Therefore, this chapter emphasizes the need for
innovative psychosocial support and family-focused therapies in the management of
complex humanitarian crises.
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Chapter 3

Perspective Chapter: Theoretical 
Paradigm for Mental Health and 
Family Therapy within the South 
African Context – An Overview
Barry Lachlan Kevin Viljoen

Abstract

This chapter places focus on family therapy within the African and more 
 specifically South African context. It attempts to sketch a context on a continental 
level, highlighting and describing the theoretical paradigm through which contextu-
ally appropriate theory and literature is being developed. A brief overview is given 
of mental health within the content. A more specific South African context is then 
described. Whilst also engaging with limitations and obstacles, also highlighting 
developments within the context.

Keywords: family therapy, African-centred paradigm, African context, interactional 
pattern analysis, mental health

1. Introduction

This Chapter will focus on my personal clinical experience, exposure and training 
in family therapy, within the South African context. This having been in both the pri-
vate and state sector, from a primary to tertiary level of healthcare. However, with this 
contextual limitation kept in mind, considering that Africa is a continent, made up of 
54 countries, and that diversity will exist on geographical, political, economic levels 
of resource and perhaps most importantly culturally. It is within these limitations I 
will attempt to sketch the current landscape of family therapy within the continent.

Whilst having highlighted the disparities which exist, there are also similarities, 
embraced in the concept of Pan African Humanness. This concept argues that there 
exists a greater level of commonality amongst the people of Africa, as opposed to the 
differences [1]. It is through the use of this concept that a theoretical framework has 
come to be, in which cultural and intellectual developments have taken place [1, 2]. As a 
result, we have seen the developed and subsequent rise of an African-centred paradigm, 
which has allowed for Africans to not only have been given a voice, but allowed for that 
voice to be heard, with regards to life experiences, ancestry, history and tradition [1, 2].

In response to this, the chapter will initially expand upon the African paradigm, 
setting the context with regards to culture and worldview of Africa. An attempt 
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will then be made to sketch the landscape of mental health within this context. 
Finally, there will be a specific focus on systemic family therapy within this context, 
 examining the challenges and developments within the field.

2. African epistemology

Western Cultures hold the underlying assumption that humans are innately 
flawed, with challenges of self-control, manifesting itself in phenomena such as 
“original sin”, which will guide us in the direction of these impulses [3]. However, 
within African beliefs people are born innately good, and that through interpersonal 
relationships, they are able to develop their humanness, in a constructive and positive 
manner [4]. In this regard, being a good member of your community is of greater 
value as opposed to the accumulation of goods or wealth [5]. The inverse is possible, 
should actions be viewed as not in keeping with the interests of community, and 
rather self-serving in nature, they can be viewed as the cause of pain and or misery for 
others [6]. For this reason, it is argued that African morality is relational [4].

Whilst there is an obvious pluralism and diversity within cultural experience and 
history, across the continent, it is argued that there is a metaphysical unity and central 
worldview which exists amongst all Africans [7]. This is highlighted in the stance that 
nothing is absolute and that the relationship between the natural and supernatural 
order is governed by the principal of complementary opposites [7].

The Afrocentric paradigm refers to the ideology and the epistemology through 
which contemporary African-centred practice is rooted, so as for the worldview of 
Africans, as well as the philosophical assumptions, which are underpinning this, to be 
acknowledged and given voice [8]. Grounded within African epistemological reflec-
tions would be the mindset of commonality and centredness, which builds the frame 
of the process of knowing within this context [1].

The African context places focus on a collectivistic orientation as opposed to 
individualistic one [5]. This is thought to be a corner of African thought and life. 
From this perspective it assumes that everyone belongs and that there is no-one who 
does not belong [9]. Here the individual is not of lesser importance than the group 
[5]. As such it can be argued that neither is placed in a hierarchal order. Thus, a person 
remains a person regardless of their status in life and that their value as a human 
being is seen to be just as important as another person [9]. The manner in which an 
individual obtains their own good, is through the good of the group [5].

One such concept to have emerged from this paradigm is the concept of “botho 
/ubuntu”. This concept of “botho /ubuntu”, is South African of origin, and has 
attracted significant attention within several fields. It has usually been described 
in terms of values, respect, compassion, humility, which are believed to have been 
rooted within culture, which are collectivist in nature [10]. This concept is considered 
to have been made up of four key elements, these being African spirituality, person-
hood, interconnectedness and communalism [10]. These values are thought to be 
innate to all human beings [5].

African reality has been described as having been made up by three hierarchical, 
interrelated and not oppositional worlds. These are the microcosmos, which is made 
up of the immediate perceptible world; the mesocosms which has been made up of the 
intermediate world of spirits, which are beneficial or malevolent in nature; the third 
realm is that of the Devine or macrocosmos which is made up of ancestors and spirit 
beings [1]. Thus, it is believed that within the African structure there is a constant 
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interactional relationship between those who dwell within, these realms and the 
realms of reality themselves [1].

How do these realms interact and engage? Ancestors operate as a conduit, between 
the living and God, allowing for communication to take place [10]. Traditional healers 
are believed to possess the abilities to engage with the spiritual world, able to commu-
nicate with the ancestors. As a result, they are often highly regarded members of their 
respective communities [10]. Within the African context, when a person experiences 
troubles and or challenges within their life, spiritual healers are often the first port 
or call. The purpose of which is to establish the nodal cause of the challenge, which is 
done through their spiritual powers [10].

It is believed that spiritual relationship between the living and ancestors, is not 
only vertical but also horizontal [11]. What this means is that the quality relationships 
amongst people as well as their relationship with God and the ancestors will impact 
upon their personhood.

Mental illness within the Afrocentric paradigm, is rooted within the African 
cultural and worldview that there are interconnected worlds which influence one 
another. In this regard it can emanate from any of the realms previously described. 
For this reason, those who are able to communicate with spiritual forces are often 
employed, so as to determine the root cause and the intention with which those have 
become ill [8].

3. Psychopathology from this paradigm

Taking into mind the cultural formulation which has been outlined. One can 
understand the cultural barriers which exist and limit, if not dissuade individuals 
from seeking treatment for mental health conditions, from mental health care practi-
tioners, trained in Western-based medicine. For this reason, this stigma or fear needs 
to be understood [12]. This as it could also be considered a cause for the defaulting of 
treatment [12]. An example of this, was highlighted in a study conducted in Nigeria, 
where it was frequently believed that mental illness was a result of moral failing or 
wickedness [12].

It can and has been argued that the manner in which psychopathology is con-
structed and understood, and as a result approached in a vastly different manner 
within Afrocentric and Eurocentric paradigms [8]. For this reason, greater value is 
often placed in consultation with alternative healthcare providers, such as faith healer 
and indigenous healers, as opposed to consultation with medical health professionals 
[13]. Consultations occurring across varying health systems, can be complex, due 
to the epistemological foundations are quite different which can make collaborative 
engagements quite challenging [13]. However, this should be effectively managed that 
it can yield very positive and beneficial outcomes.

In order to achieve this level of collaboration, it would be considered to be of 
value to understand psychopathology through an African lens. From an African 
perspective, psychopathology is viewed as an aspect of social drama, which can be 
experienced as two kinds of dramatic experience, social drama and stage dramas [14]. 
Social drama can be understood as a breach, from which a crisis develops and requires 
a remedial process or redress intervention [14]. Whilst stage dramas are socially 
based, with the aim being to depict approaches which can be engaged with to over-
come real social dramas of existence, which can then be effectively overcome [14]. 
Thus, psychopathology can be seen as a breach in the normal routine of a person’s 
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existence, which their inner and outer equilibrium, move towards illness and distress, 
as opposed to that of harmony and peace [8]. It is believed that ancestors have the 
ability to grant rewards to the living, whilst also in cases can insight bad luck or illness 
if unappeased [10].

It is important to hold this formulation in mind. When western psychiatric 
perspectives have been administered, and have not resulted in a curative response, 
in which there has been a complete resolution of illness and or symptomatology. 
The challenge can be that there is an assumption from an Afrocentric paradigm 
that a hidden message is carried by the illness, which is required to be understood, 
before a curative intervention can be implemented [8]. It is important to then shift 
focus to who is speaking through the illness and then the next aspect would be what 
is expected to be done, so as for a resolution to take place [8]. As such psychologi-
cal illnesses can be approached as meta-communications, which are rather to be 
interpreted or “read” as opposed to classified and categorised, as is the case in the 
Diagnostic and Statistical Manual of Mental Disorders 5 (DSM5) [8]. For this reason, 
if the two views are held as mutually exclusive, it may result in greater levels of 
non-adherence to western medical interventions. Allowing for the two to coexist, 
allowing for greater levels of autonomy and a more active engagement in the treat-
ment process [15].

The value and positive impact of social relationships, on both physical and mental 
health have been well documented in the context of the global north [16, 17]. Within 
the African context, this has the added benefit of social capital [18]. Whilst also hav-
ing cultural significance, specifically within collectivist cultures, which are rooted in 
the interconnected nature of people [18]. For this reason, it is argued that in order to 
understand the African episteme, all of these realms must be considered [1].

4. Mental health within the African context

It is believed that mental health is an essential aspect of human health, however if 
we are to achieve humane and effective treatment of mental health conditions there 
needs to be an increase in the social, financial and human resources allocated to it [19].

Currently it is estimated that mental health disorders account for 37% of healthy 
life years lost through disease [12]. Global data suggests that in low to middle income 
countries that there are insufficient resources, along with an inequity of distribution 
of these resources [19]. For example, there is only one neuro-psychiatric hospital 
within the Niger Delta of Nigeria, which services a population of over four million 
[12]. As such it is estimated that less than 20% of persons with mental illness are able 
to receive treatment within Nigeria [12].

The current stance is that a balance between hospital-based and community-based 
services would be the most effective means of provision of mental healthcare [19]. 
Though this only appears to be the reality within a few of the high-income countries 
on the continent, with the provision of mental health services outside of the hospital 
setting only being available in about half of African countries [19]. Patterns of con-
sultation are thought to vary depending on cultural groups and the types of services 
available or accessible [13].

It is important to note that political instability and general unrest have negatively 
impacted upon access to as well as the availability of mental healthcare services. The 
result, a fairly obvious one, is that in areas of conflict, more especially those in which 
are regularly occurring or frequent, there is a notable absence of mental healthcare 
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professionals [20]. Even though these services are most likely to be more crucially 
required, as a result of the political and historical context.

Currently we are faced with a lack of awareness, regarding the magnitude of the 
challenge of mental health, compounding this is a lack of reliable information, with 
regard to the prevalence of disorders within the communities [21]. Whilst we are seeing 
ever increasing numbers of Africans seeking out formal mental health services [22].

5. South African context

South Africa remains one of the world’s most unequal countries, with areas in 
which people living still remaining racially divided, even after 25 years of democracy 
[23]. The result of this division is that there are two economies which coexist in South 
Africa, the first being one which is not all together dissimilar from that of the global 
north and then that which is rife with poverty and limitations of access [24]. It would 
make sense then that the vast majority of South Africans who belong to this second 
economy would depend on state healthcare. Not dissimilar to many post-colonial 
societies South Africa has ageing infrastructure within many of its state owned and 
subsidised sectors. Some of the challenges faced by this sector are not dissimilar to 
those seen in other parts of the continent such as inconsistent planning for healthcare 
infrastructure and inadequate allocation of funds [25].

6. Provision of mental health within the South African context

On the continent health is generally poorly funded, and in comparison, to other 
areas of health, mental health is often more poorly developed [21]. Within Sub-
Saharan Africa, mental health services are generally limited to hospital-based ser-
vices, within the major urban areas. However, within these settings human resources 
are often limited, with a large population depending on access to these services [20].

It is currently estimated that within the South African context approximately 5% 
of the health budget is spent specifically on mental health [26]. The vast majority of 
this budget is spent on curative interventions as opposed to preventative interventions 
[27]. As such managing healthcare in a reactive as opposed to proactive approach. 
When these figures were examined on a provincial level, it was found that only a few 
of the better functioning provinces were keeping within the National allocation of 
funds for mental health, with some provinces allocating far below this percentage.

There have been several arguments which have been made that some of these 
provincial departments of health have been struggling to maintain their basic services 
let alone their infrastructure [28–30]. In some instances, to support these views, it 
has been highlighted that staff have been failed, in terms of not having received the 
basic equipment required so as to do their jobs and to conduct their work safely. An 
example highlighted by [31] was that in Port Elizabeth, one of the largest cities in the 
Eastern Cape, there is only one state ambulance currently in operation. As highlighted 
challenges exist with the provision of basic services, which are essential to save 
lives. As a result, it could be assumed that more specialised and less acute healthcare 
services could prove to be more difficult.

Again, this is the life experience of the second economy, which is wildly different 
from that of the former economy. In which we see better patient to staff ratios, newer 
and well-maintained infrastructure and staff being more appropriately equipped, 
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with required equipment and safety equipment. For this reason, it is important to 
understand the manner in which people make sense of and experience their worlds.

7. Family therapy within the South African context

In South Africa to become a Psychologist, one has to complete an undergraduate 
degree, an Honours Program and a Master’s degree, after which it is required for you 
to complete a year internship, board exams and potentially a community service year, 
depending upon which stream you enter [32]. South Africa currently has five catego-
ries in which one can register as a psychologist with the Health Professions Council of 
South Africa (HPCSA).

Given the duration of time and the associated direct and indirect costs of 
training, it can already be assumed that the those coming from more resourced 
backgrounds would be more likely to become psychologists, within the field. Whilst 
in contrast, the majority of those whom they will attempt to provide services to, even 
if only in their community service and internships, will be from the aforementioned 
second economy, which is far less resourced. This experience has been expressed 
by some authors, that the life of privilege which they have lived had left them 
feeling isolated from and experienced difficulty in connecting to disadvantaged 
communities [33].

It has been argued that the development of psychological services for non-white 
populations was severely stunted by some real and some imagined obstacles [34]. 
Like the vast majority of psychotherapeutic modalities, family therapy was developed 
within the Western World and was subsequently imported to the African context [35]. 
One of the dangers argued in so doing, is the inappropriate application of this model. 
This potential for inappropriate application is based on imposition of universalism 
[36]. This universality is grounded in the belief that only one humanity is in exis-
tence, and thus there is only one psychology, one philosophy and as such only one way 
of being [34]. For Morkel [33], she felt that her training had also failed in preparing 
her to bridge that gap, between her formalised Western training and the needs of the 
community which she would service.

Whilst the inability to speak client’s first languages and to have an intimate first-
hand knowledge of their customs and beliefs would be challenging, it can be argued 
that these would not stop the therapist from being able to provide a level of assistance 
and or intervention in the here and now [34]. To counter act this, it was suggested 
that therapist attempt to bring “pscyhotheraputic contexts” to the clients, by attempt-
ing to see the world through their lens as opposed to that of a Western one [37]. There 
has been an argument that South Africa, as a result of its diversity requires a deviation 
from traditional systemic interventions.

Perhaps this is the most important and valuable stance to have. So as to avoid 
falling into traps of our own preconceived biases, regarding race and culture, which 
undoubtedly were influenced by our current and historical context, which we live in 
currently and grew up in. This is because in apartheid South Africa we were taught 
to believe that culture is pure, static and unwavering [34]. The result of which was to 
reproduce and reinforce ethnicity and perpetuate a false ideology of cultural deter-
minism [38]. This as the cultural boundaries which were more clearly defined along 
racial lines are less clearly defined, in this multicultural society [39, 40].

Considering the mental health and family health needs of the continent, it is 
believed that family therapy and by extension of this family therapists would be 
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 well-suited to intervene, treat and assist [35]. However, as already highlighted there 
are some real and perceived impediments to the application thereof.

The provision of psychological services and specifically that of family therapy, 
is limited within the African context [41]. This underdevelopment of these services, 
are thought to often be similar to other aspects of underdevelopment found in these 
African countries [22]. However, with the limited number of trained professionals 
available, this number decreases when we examine the number of therapists who are 
adequately trained to adapt these skills to the contextual needs of the populations 
which we service [42]. Whilst we are seeing ever increasing numbers of Africans 
seeking out formal mental health services, these challenges will need to be addressed 
in order for these needs to be met [22].

At present there is no registration category of Family Therapist [35]. For this 
reason, the vast majority of professional practicing family therapy will be psycholo-
gists and social workers, who have all undergone various levels of training on the 
topic. It should also be noted that family therapy is a relatively young field, within the 
context of Africa, with interest only becoming prevalent in the 60s and 70s in South 
Africa [35]. This challenge is not unique to South Africa and is rather a challenge seen 
throughout the continent with no registration category for family or couples’ thera-
pists being present throughout the continent, the result of this, is a contribution to 
the lack of cohesion amongst family therapist on the continent [35].

The question can then be posed, as to whether or not the inefficiency of therapy 
can be attributed to the family, which is failing to respond, or to the therapist, who is 
failing to adapt to the family [43]. This could potentially be as a result of the greater 
focus on the consistency, of application of learned theories, as opposed to the ability 
to adapt, to the needs to our clients [44].

Family therapy has been noted to have been growing around the world, with 
Africa being no exception to the global trend [35]. Family therapy places its focus 
on how to liberate and empower clients [45]. It has been argued that it’s collectivist 
orientation, results in it being considered as contextually appealing to the continent 
considering the shared cultural collective orientation.

Some models have been adapted to be used within and adapted to the South 
African context. For example, Seedat and Nell [46] argued that the most appropriate 
model of family therapy available was that of Jay Hayley’s problem-solving therapy 
[47]. They argued for a six-step intervention, which they believed would be easy to 
teach, readily accepted by families and practical in its application. These steps would 
be: Greeting; Socialising; Problem Identification; Bringing the problem into the room; 
Goal Setting and Contracting, all to be conducted in a session of one hour. It was 
believed that this would result in the psychologist being able to explore social, psy-
chological and somatoform complaints with the family. The result is a model which 
lends itself effectively the biopsychosocial model, in which a therapeutic context is 
generated which holds practical value for both the family and the therapist. Problems 
become mutual, with the family’s views and experiences becoming resources, and 
being of value. There is also a level of empowerment which occurs, as the family are 
ultimately developing their own solutions to problems.

Whilst in contrast there have been models which have been developed within the 
South African context. One such example of this is the Interactional Pattern Analysis 
(IPA). The underlying assumption is that the quality of our mental health is causally 
related to the quality of our interpersonal relationships [16]. Emphasis is placed on that 
which can be observed in the interaction between the individual and their environment 
[48]. As such an inter-psychic stance is adopted, in which the observable interaction 
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between individual’s is the focal point [16]. Bateson [49] argued that interpersonal 
interactions were based on a trial-and-error system, in which a feedback loop would 
result [49], with behaviour being modified as a result, leading to self-correction within 
the system. As a result of this it was argued that individuals would have preferred or 
more frequently engaged with interactional styles, which could be observed during 
their interactions with others [50]. As a result of this, the tool of the IPA (Interactional 
Pattern Analysis) has been designed to guide the psychotherapeutic process whilst also 
identifying nodal points of the client or patient’s interactional style [51] which need to be 
engaged with so as to result in change from the perturbing of them [52]. It is postulated 
that this should take place that there will be observable changes in the client or patient’s 
observable behaviour and that there will be a subjective experience of relief for the 
presenting complaint [48]. This as it is argued that the presentation of symptomatic 
behaviour, is conceptualised as an adaptive function, within a relational context, which 
serves the function of maintaining the system [53]. Thus, within this approach the symp-
tomatic behaviour is seen as a function of the individuals’ relationship or relationships.

This psycho-diagnostic tool examines sixteen interpersonal variables, from which 
a description of the observable behaviour will be established, which will allow for the 
sketching of an individual’s interpersonal style [51]. The intervention would then be 
the link between the clients’ patterns of behaviour and their presenting complaints. 
Based on this connection, relevant and appropriate psychotherapeutic interventions 
can be implemented [17].

This tool has spawned research focusing on the evaluation and contrasting of the 
effects of incubator care and kangaroo mother care [54]. It also saw the extensions of 
it into the realm of child psychotherapy, with the development of Teddy Bear Therapy 
[55]. This approach has been highlighted to have been effective and of benefit to chil-
dren who have experienced traumatic events, which can be thought to occur relatively 
frequently within the South African context [56].

It has also been used to conceptualise and treat Functional Neurological Symptom 
Disorder (Conversion Disorder), from a systemic and interactional approach [53]. 
This could be considered putting into clinical practice that which Du Plooy [48] pos-
tulated with regards it being used to conceptualise and treat psychologically, mental 
health conditions.

It has also been used in a preliminary study to assess the incapability of separated 
couples [57]. Whilst inversely it was also used to assess the subjective levels of 
marital satisfaction, in a correlational study [58]. It has also been used to assess the 
effectiveness of therapeutic intervention in preventing the breakdown of partner 
relationships [59].

8. Conclusion

Family therapy from an African perspective is in a developmental phase, and 
for this reason limited attention has been paid to families within this context [22]. 
However, with that having been said African authors are frequently involved in 
collaborative studies and projects with international academics and clinicians [35]. 
As highlighted within this chapter there are developments within the field, in Africa. 
Whilst perhaps these have not been as well published as work originating from the 
global north, this should also serve as a reminder that whilst implementing and 
conducting the work that we do, the important role that publication has to allow for 
this to better known and more accessible.
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There is continued need to integrate culture-specific theories and interventions 
into contemporary Western approaches, so as to meet the needs for this context [22]. 
However, this appears to be being addressed, as the modality gains popularity within 
the continent. Though to expedite this process, there is need for improvement with 
regulation and awareness of the modality [35]. One potential manner in which these 
objectives could be achieved is through the revival of organisations which promote 
and support the training in, research in and the supervision within this modality. 
Whilst the value of specific registration category cannot be discounted, however this 
is perhaps a longer-term goal, to be addressed at a later stage.
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BIPOC LGBTQIA+ Families 
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Advocacy
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Abstract

Families are phenomenological and unique. All families are valuable, but  
historically, many family types have been underrepresented. Families with members 
who identify in the BIPOC LGBTQIA+ communities have historically been under-
represented and marginalized. Helping BIPOC LGBTQIA+ families involves both 
clinical work and advocacy. Advocacy for the professional identity of counseling, 
marriage and family therapy, and related helpers involves various aspects. These 
aspects include leadership theory and integration, importance of professional 
identity, the need to continue to infuse multiculturalism within the counseling 
and family therapy identities, and continued skills for counselors to learn inclusive 
advocacy. Skills and implications for advocacy as they relate to clients who intersect 
among the LGBTQAI+ and BIPOC communities, will be described.

Keywords: family counseling, inclusive counseling, multiculturalism, BIPOC, 
LGBTQIA+, BIPOC LGBTQIA+ families

1. Introduction

Advocacy and leadership have become increasingly recognized, in part, due to 
the growth of knowledge and awareness from leaders in the family counseling fields 
[1]. Leadership theories and types have evolved from a traditionally innate sense of 
personality to a now more explicitly learned set of competences that counselors and 
family therapists use with increased intentionality. Leadership, specifically, is now 
seen by helpers as not a single action, but rather an on-going dialog or a learned set of 
skills or behaviors [1–3]. Counselors and family therapists must focus on increasing 
their professional leadership, identity, and advocacy to best help all family types.

Definitions of leadership in family counseling have expanded to include cultural 
responsivity and social justice [4, 5]. Cultural responsivity includes cultural sensitiv-
ity, cultural knowledge, cultural empathy, cultural guidance, and, most recently, 
cultural humility [6, 7]. Similarly, social justice is increasingly being incorporated 
into counselor education, counseling psychology, and marriage and family counseling 
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literature [8]. To date, however, there is still limited understanding, research, and 
enactment of social justice measures in all these related fields [9]. Of the knowledge 
currently enacted, scholars have identified multiple sub-constructs of social justice, 
including affirmative action, emphasis on equality, decolonization, and disruption of 
marginalization, oppression, and inequality [9]. In the below documentation, various 
aspects of leadership skills and ideas will be described as they relate to multicultural-
ism and inclusive advocacy. These types could also be applied to underrepresented 
clients and families, including BIPOC LGBTQIA+ families.

2. Traditional leadership theories in family counseling

Various leadership theories drive different forms of advocacy in family counseling. 
Leadership theories efficacious for family therapists and counselors include: 1) Trait 
Theories, 2) Behavior Theories, 3) Contingency Theories, 4) Path-Goal Theory,  
5) Leader-Membership Exchange Theory, and 6) Supervision Leadership models  
[10, 11]. Though each of these leadership theories is different, each theory can be effec-
tive depending on congruency to a counselor’s, family therapist’s, or leader’s personality 
and preferred leadership style. For example, Trait Leadership Theory includes various 
salient traits of a family counselor leader, such as extraversion and emotional intelli-
gence. Comparatively, other Behavioral Theories focus on behaviors learned and used by 
effective leaders, rather than on personality or emotion-based traits, alone. Additionally, 
Contingency Theories focus on traits and behaviors, as well as context and other sig-
nificant relational factors (e.g., sociocultural considerations) with those whom family 
counselors will serve and lead [10]. Additionally considered is Supervision Leadership, 
which uses culturally responsive leadership models and practices [11]. One of the great-
est improvements in family counseling and other counseling fields includes the increase 
of educating colleagues and trainees about the need to incorporate all leadership models 
with culturally responsive and just components. Recently, leaders in the field have begun 
incorporating the Socially Just and Culturally Responsive Counseling Leadership Model 
(SJCRCLM) in addition to the recently described models [11]. This chapter will empha-
size ideas congruent with the SJCRCLM designed for clients and families in the BIPOC 
LGBTQIA+ community.

3. Importance of inclusive leadership practices

To supplement professional identity and leadership modeling, leaders in family 
counseling and related fields must also understand and establish ethical and cultur-
ally relevant practices in those fields [12]. The American Association for Marriage 
and Family Therapy (AAMFT) Code of Ethics emphasizes inclusiveness and diversity 
in many ways, including diversity being listed as one of AAMFT’s main aspirational 
core values [13]. Furthermore, the International Association of Marriage and Family 
Counselors (IAMFC) and American Counseling Association (ACA) also explicitly 
mention valuing diversity and cultural competency [12]. Furthermore, the ACA’s Code 
of Ethics requires that counselors be continuously ethically and culturally competent. 
These competencies are specifically aligned in Standards A.2.c., B.1.a, C.2.f, E.5.b., 
E.8., F.2.b., F. 11.c. and H.5.d [12]. Culturally relevant history that need to be increas-
ingly taught in family counseling programs include the development of the Association 
of Non-White Concerns (ANWC) in 1985, the development of the Multicultural 
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Counseling Competencies and Standards (MCCS) published in 1992, the formation 
of the Association for Lesbian, Gay, Bisexual, and Transgender Issues in Counseling 
(i.e., SAIGE, then known as AGLBIC) in 1997, and others [10]. Family counselors must 
also recall the ACA Code of Ethics: Standard E.5.c, which is to “recognize historical 
and social prejudices….” While critical social justice efforts are gaining awareness, 
multiculturally competent advocacy for clients and professionals remain lacking. Thus, 
ultimately, family therapists and counselors must all embrace their organization’s 
professional identity, which each include to best serve clients of all cultures. As men-
tioned, infusing the SJCRCLM and adapting traditional leadership and service models 
to be increasingly inclusive is a need in all related mental health fields.

4. Assessing family counselor culturally relevant leadership practices

Both trainees as well as seasoned professionals should be encouraged to consis-
tently create an affirming clinical environment by teaching about the effects of con-
text, semantics, and positions of privilege [14]. Usage of assessments and group dialog 
in family work can be increasingly helpful to understand some of these systemic 
factors [15]. One such assessment that can be used in family counseling or individual 
counseling supervision is the Multicultural Competencies Self-Assessment Survey or 
related multicultural surveys [16]. Another professional advocacy assessment includes 
the Advocacy Competencies Self-Assessment Survey, which helps counseling trainees 
or counselors assess their capabilities of being advocates and culturally focused versus 
lacking in these areas [17]. Administration of the above assessments are two potential 
ways to address both client and professional advocacy using a systemic and cultural 
emphasis. Another culturally relevant and ethical practice needed by family coun-
selors is the continued establishment and maintenance of ethical boundaries (ACA, 
2014; CACREP, 2016). Specifically, per the 2014 ACA Code of Ethics, family and 
individual counselors are required to establish and maintain differentiated boundaries 
between their personal and professional roles, especially when implicit biases due to 
cultural differences may exist [12, 18]. In all family sessions, boundaries of the family 
counselor need to be distinguished, rather than left tacit and confusing. Sometimes, 
due to the systemic nature of families, dual roles may occur; however, all roles should 
be navigated with caution, consultation, and clear communication. Other culturally 
inclusive ethical strategies include modeling being an advocate for multicultural 
awareness, facilitating in-session activities about family and culture, and emphasizing 
the need for cultural awareness in supervision, class, and clinical practice [10, 19].

5.  Advocacy to address salient socio-political issues affecting LGBTQIA+ 
clients and families

Client advocacy is another needed leadership skill for family counselors [10]. It 
is imperative that clinicians remember the term “multicultural” is inclusive of issues 
relating beyond outward differences alone [20]. With understanding that identity 
transcends beyond phenotype, family counselors must be advocates for all individuals 
of a family, especially those who are marginalized in larger society. For example, due 
to recent legislative policies, one demographic of people who are still marginalized 
in current society includes people identifying as, Gay, Bisexual, Transgender, Queer/
Questioning, Intersex, or Asexual (LGBTQIA+) [10, 20]. With same-sex marriage 
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recently legalized in the United States, individuals often forget that discrimination 
toward LGBTQIA+ people has not ceased in America. One example that exempli-
fies how individuals in the LGBTQIA+ group are still unjustly marginalized, is the 
example of recent formation of discriminatory legislation, Florida House Bill 1557 or 
otherwise known as the “Don’t Say Gay Bill.” This Bill states that classroom instruc-
tion about sexual orientation or gender identity may not occur at all in Kindergarten 
through Grade Three [21]. Additionally, as of 2022, at least three states in America, 
including Georgia, Florida, and Alabama do not ban conversion therapy [22]. Not 
long ago, too, in 2016, former Governor, Bill Haslam of Tennessee, signed a law into 
place that allowed private practice family or individual counselors to not have to 
work with clients of whom they disagree with ideologically, religiously, or regard-
ing sexual orientation, despite the client’s presenting issues or need [23, 24]. More 
specifically, counselors in Tennessee, who may be approached with clients who are 
gay and with a presenting issue, such as severe depression or suicidality, may refer 
out this counseling seeking client, only due to disagreeing with his, her, hir, or their 
lifestyle, sexuality and/or gender expression, alone [23, 24]. This Bill is denounced 
The American Counseling Association. However, despite professional advocacy, this 
Bill symbolizes the large margin of current advocacy work that is still needed in the 
counseling profession. Thus, in many areas of the United States, clients in the BIPOC 
and LGTBQIA+ population are still marginalized.

6. Intersection of BIPOC and LGBTQIA+

LGBTQIA+ individuals who are also racial/ethnic minorities are multi-margin-
alized and are often subject to microaggressions associated with the intersection of 
their two historically oppressed identities [25]. On average, sexual minority people 
of color experience less support, greater stress, and fewer resources than White 
LGBTQIA+ individuals [26]. BIPOC LGBTQIA+ members also experience increased 
family rejection [27] and have a greater tendency to conceal their sexual orientation 
[28]. These “double minority” individuals encounter mental health challenges linked 
to sexism, racism, cis-heteronormativity, and challenges related to oppression toward 
their intersecting identities. While culture and community connections (including 
the presence of role models and family/peer support) improve resiliency, fears of 
“losing face,” unwillingness to disclose ill health, and mental health providers’ lack of 
cultural competency, create barriers to effective mental health support for these indi-
viduals with these intersecting identities [10]. Considering the disparity of services 
provided to BIPOC LGBTQIA+ identifying individuals and their families, it is crucial 
that family counselors advocate. Additionally, family counselors need to continue to 
learn to adequately conceptualize the unique variation of overlapping identities when 
beginning work with any new client of family. Relatedly, sexual, and racial minori-
ties make up a disproportionately large percentage of the United States’ incarcerated 
population. Black males make up approximately 13 percent of the population, yet 
account for 34 percent of the total male prison population [29]. In 2017, 9.3 percent of 
men and 35.7 percent of women in prison identified as sexual minorities, compared 
to less than 4 percent of incarcerated White women within the U.S. Additionally, 
gay Black men have twice the incarceration rate compared to their White, non-racial 
minority counterparts [29]. Since individuals who face the dual minority status of 
being both a racial and sexual minority face a significantly disproportionate risk of 
jail time, it is critical that family counselors recognize the disparity and advocate with 
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these clients. Risk of incarceration is only one marginalization experienced for clients 
and families identifying within the BIPOC and LGBTQIA+ community. A growing 
body of evidence documents the negative effects of racism on the emotional, psycho-
logical, and physiological functioning of BIPOC families [30]. Psychological distress 
(e.g., anxiety, depressive symptoms) due to perceived racial discrimination is more 
prevalent among BIPOC students and families than their White peers and families 
[31]. Other barriers include, racial injustice, and discriminatory practices in schools, 
workplaces and [32, 33]. Additionally, Black mothers have higher rates of preterm 
births, indicating higher risks for health complications among Black children from 
the start of life [34]. Once born, Black children are also less frequently exposed to 
culturally appropriate childcare and are often racially profiled as aggressive in various 
arenas, which often escalates into more police-based discrimination as these children 
age [35–37]. Considering all these stressors and traumas, BIPOC families frequently 
endure ambiguous, non-death losses, or “losses that remain unclear and thus without 
resolution,” such as historical trauma, below-average academic opportunities, and 
oppressive laws and policies [38]. Thus, effective professional family counselors must 
learn to employ a trauma-informed and culturally responsive modality for BIPOC 
LGBTQIA+ clients and their families.

7. Leadership and family counseling strategies as advocacy

Advocating for BIPOC LGBTQIA+ individuals and their families by refuting puni-
tive and discriminatory legislation such as Florida Bill 1557 and Tennessee Bill 1556, as 
well as intervening and preventing less covert and overt acts, is needed by all family 
counselors. Speaking with legislators and other public individuals is a crucial advo-
cacy component that is needed by clinicians in our field, but not currently mandated. 
These actions are rooted in family counseling education and the AAMFT and ACA 
Code of Ethics. As counselors and related mental health clinicians have mentioned 
prior, when counselors see oppression, we must accept responsibility for individual 
and collective social action. Various systemic related resources for family counselors 
and their family clients include the following:

1. Psychoeducation Family counselors seeking consultation about increased 
knowledge is needed. Additionally, family counselors who provide psychoeduca-
tion to BIPOC LGBTQIA+ families are also needed. For example, prior research-
ers have found that biracial children often experience more identity-confusion 
when White parents do not foster their Black identity development [39]. Op-
posite of minimizing a child’s ethnicity, family counselors should encourage 
parents in these families to reflect their biracial or BIPOC child’s ethnic strengths 
and marginalized identity [40]. One concrete resource that can be used among 
family counselors is called The Safe Place [41]. The Safe Place is a free app that 
was created by Jasmin Pierre in 2018. The Safe Place is focused on psychoeduca-
tion and self-care for people who identify in the Black community [4, 41]. The 
Safe Place is geared toward the Black community and initially invites group 
discussion about mental health. Users of this app can navigate different parts 
of the application to see features such as, Black mental health prevalence and 
statistics, ways to cope, ways to engage in self-care, ways to cope after experienc-
ing or witnessing police brutality, suggestions for meditation and ways to seek 
additional support through nontherapeutic resources such as, church or through 
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suggestions of mental health professionals. More information about The Safe 
Place can be found here: https://blackgirlnerds.com/minority-mental-health-
app-the-safe-place. Additionally, a recent meditation application called Liberate: 
Black Meditation App is a free app designed specifically for the BIPOC commu-
nity and led by BIPOC teachers. Liberate was designed by Julio A Rivera in 2018 
to provide wellness support for people from the BIPOC community. This app 
provides meditations for users, along with videos of hope and insight from yoga 
instructors and other contributors. Meditations specifically designed to help 
users deal with microaggressions and trauma related to societal racism are also 
utilized. Other meditations are also designed to help users embrace, reconnect, 
and honor their often-underrepresented varying heritages. More information 
about Liberate can be found here: https://www.washingtonpost.com/lifestyle/
magazine/think-meditation-could-help-cope-with-microaggressions-theres-an-
app-for-that/2020/03/31/b28ba252-5fb8-11ea-b014-4fafa866bb81_story.html

2. Being Trauma Informed Family counselors need to continue to learn how to 
help families dealing with trauma related to intersecting isms. Various isms 
that BIPOC LGBTQIA+ families may experience, include lack of physical 
access to resources due to discrimination, overt and covert racism, sexism, 
homophobia, transphobia, and chronic microaggressions [4, 25, 42]. A specific 
traumatic occurrence that impacts BIPOC LGBTQIA+ communities is police 
brutality [42]. As of 2020, BIPOC were killed at least 1.6 times the rate of their 
White peers. Additionally, Black men and Native American men were killed 
at almost 3 times the rate of White men by police. Family counselors should 
consider both the psychological and physical wounds that police brutality 
may trigger for many BIPOC and BIPOC LGBTQIA+ clients and families [42]. 
Furthermore, typical broadcasting does not usually cover the hate-crimes, 
violence, and grief related to oppressions surrounding BIPOC LGBTQIA+ 
communities. Being trauma-informed and having cultural competence, 
humility, composure, quick wittedness, creativity, persistence, assertiveness, 
and resilience are all ingredients of successful family counselors [43]. Family 
counseling that already intentionally incorporates trauma has already proven 
beneficial in recent literature [44].

3. Recognizing Representation Family counselors need to help mitigate the lack 
of representation that many BIPOC LGBTQIA+ members and families experi-
ence in mental health support and healing services. BIPOC, LGBTQIA+, and 
BIPOC LGBTQIA+ folks are often excluded from public media, as well as media 
surrounding grief and loss support [45, 46]. For example, a protective factor 
and supportive organization for many clients and families includes the Trevor 
Project. The Trevor Project is the largest suicide and crisis prevention interven-
tion program for LGBTQIA+ youth in the world. Though this organization is 
very helpful, many clients in the BIPOC LGBTQIA+ community have shared 
that this organization, too, lacks representation as it was catalyzed primarily by 
Trevor, a White fictional character [47]. Thus, for family counselors to recognize 
the loss of Trevor and helpfulness of the Trevor Project, while also recognizing 
the impact of lack of representation on all BIPOC LGBTQIA+ individuals in this 
and other organizations, is crucial. Increasing representation not only includes 
representation of BIPOC LGBTQIA+ families and individuals, but also family 
counselors as advocates.
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4. Advocacy Outside of the Counseling Session Family counselors can act as advo-
cates by talking with legislators about terminating discriminatory Bills such as 
the: Tennessee Bill 1556 Senate Bill (i.e. which does not require counselors to help 
families or clients who conflict with their religious beliefs), Missouri Senate Bill 
1721 (i.e. which prohibits anyone from gender reassignment surgical procedures 
under age 18), Georgia Senate Bill 368 (i.e. which excludes LGBTQIA+ foster 
parents from adopting when placement of a child violates certain religious or 
moral convictions of the fostering agency), Arkansas Stop CRT Act of 2021 (i.e. 
which would defund and prohibit efforts to teach about history though non-
White lenses, like Critical Race Theory), and HR6243 No More Free Ride Act 
(i.e. prohibiting Federal public benefits for or naturalization of any person who 
received a payment pursuant or related sources) and others [4, 21, 22]. Fam-
ily counselors are encouraged to pursue a congruence between their prosocial 
behaviors in both their professional and personal selves.

5. Increasing Competence and Providing Supportive Resources to Families Fam-
ily counselors are also expected to help families find physical and psychological 
support in and outside of the counseling session. Organizations in support of 
BIPOC LGBTQIA+ affirming counselors, community families, and community 
members include, but are not limited to 1) the Society for Sexual, Affectional, 
Intersex, and Gender Expansive Identities (SAIGE), 2) National Queer and Trans 
Therapists of Color Network (NQTTCN), 3) The National Black Justice Coali-
tion (NBJC), and 4) The National Center for Transgender Equality (NCTE). 
SAIGE is a division of the American Counseling Association which offers 
information and support for both counselors in the LGBTQIA+ community and 
their allies [48]. Another impactful organization, the NQTTCN is a nonprofit 
agency formed in 2016 that provides support and therapeutic services to queer 
and transgender people of color (QTPoC) [4]. Additionally, The National Black 
Justice Coalition (NBJC) is a federal civil rights-based group that was founded 
in 2003 and focuses on empowering Black lesbian, gay, bisexual, transgender, 
queer+, and same gender loving people. The NBJC engages in advocacy for 
federal policy change, research, and education [4]. Family counselors educating 
themselves, professionally, through groups, such as the NBJC is encouraged. Ad-
ditionally, family counselors providing these names of supportive groups to fam-
ily clients may also provide education, universality, and hope. Another influen-
tial entity is the National Center for Transgender Equality (NCTE). The NCTE is 
a social justice organization founded in 2003 that advocates for transgender and 
nonbinary people [4]. The NCTE facilitates a variety of developments, including 
the Racial and Economic Justice Initiative (REJI), which advocates for change for 
transgender people of color experiencing rural and urban poverty (among other 
obstacles). These are only four of various emerging advocacy groups where fam-
ily counselors can collaborate and connect clients and families.

8. Conclusion

As referenced throughout this documentation, family counselors’ inclusive and 
multicultural based advocacy, leadership, and clinical practice are needed when 
working with underrepresented families, especially BIPOC LGBTQIA+ families. 
Leadership theories and types have evolved and continue to influence the work that 
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family counselors do in this and other areas. Unfortunately, in theory, there will 
always be societal constraints and power inequities; because of these inequities, 
however, there will always be a reason for family counselors to unite professionally 
and clinically advocate for BIPOC LGBTQIA+ families!
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Intergenerational Attachment 
Styles, Emotional Regulation  
and Relational Outcomes in 
Couples Therapy
Maliha Ibrahim, Manjushree Palit and Rhea Matthews

Abstract

This chapter focuses on the theoretical basis behind intergenerational attachment 
styles and how they present in romantic relationships. In this chapter, we review 
the conceptual literature on attachment styles, their development and maintenance 
across the lifespan. We also explore the role of mutual emotional regulation in 
disrupting relational distress and improving relationship functioning. We proceed to 
synthesise efficacy studies and evidence-based research on relational interventions 
with couples, most commonly presenting concerns in couples therapy and the role of 
couples therapy in improving romantic relationships across cultural contexts, gender 
and sexuality identifications. We summarise what has worked, with whom and why 
while reviewing the various measures and types of clinical interventions offered to 
couples and report on change scores in outcomes of attachment avoidance/anxiety, 
relational conflict, relationship functioning and partner satisfaction. Finally, the book 
chapter presents three case studies with South-Asian couples across diverse life stages, 
relationship statuses, gender identities and sexual orientations using attachment-
based and emotion-focused interventions.

Keywords: attachment, intergenerational, relationships, emotion-focused therapy, 
Gottman method

1. Introduction

Attachment theory is based on the premise that an infant and caregiver form 
a bonded relationship. John Bowlby proposed that an infant’s innate behavioural 
tendencies are driven by a biologically-based, motivational system called attachment 
[2]. The organisation of the attachment behavioural systems involves the following 
three components–behavioural, emotional, and cognitive [2–4]. An infant separated 
from a caregiver, experiences intense distress and goes to extraordinary lengths-cries, 
clings and searches for the attachment figure to prevent separation and re-establish 
proximity. Therefore, the infant’s goal-oriented behavioural tendencies such as seeking 
proximity with the caregiver are a biologically-driven, motivational system. The 
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intense distress represents the activation of the emotional component of attachment. 
Separation from a caregiver leads to an intense state of arousal and anxiety, whereas 
proximity evokes positive emotions. Emotions provide self-regulatory functions in the 
attachment behavioural system [5]. Finally, attachment behavioural systems include 
the cognitive component, such as, the infant’s mental representation of the attachment 
figure, self, and the environment [3, 4]. Ainsworth proposed that the infant also uses 
the attachment figure as a secure base from which to explore the environment, a criti-
cal component of attachment. During the first year of the infant’s life, the infant learns 
to maintain the delicate balance between attachment and exploration through assess-
ment of the environment and availability of the attachment figure. In times of distress, 
the attachment behavioural systems are activated and exploration ceases, whereas 
when the infant is confident of the availability of the attachment figure, playful 
exploration of the environment increases [6]. Overall, the activation of the attachment 
behavioural system is evolutionarily designed to enhance the infant’s survival [3, 4].

Research questions

• What is the nature of the relationship between attachment in early years, the forma-
tion of attachment styles, and its impact on romantic relationships with partners?

• What is the role played by an individual’s emotional regulation and capacity for 
mutual regulation with one’s partner?

• What are some of the key evidence-based psychotherapy models that utilise 
intergenerational attachment and relational techniques in assessment and 
intervention with couples?

• What is the efficacy for these models- what works, with whom, in what contexts, 
and why?

• What is the scope for these evidence-based models with South Asian couples and 
what can we learn from the clinical case studies?

Objectives

• To introduce readers to the continuity and variations in interpersonal attachment 
from infancy (with caregivers) to adulthood (romantic partners)

• To review attachment styles in adulthood and how they present in romantic 
relationships

• To highlight key theoretical models relevant to interventions with couples 
that focus on attachment themes, interpersonal relational style and emotional 
regulation

• To synthesise literature from various evidence-based models and studies across 
the globe that offer interventions to distressed couples and note key measurement 
tools, sample characteristics and relational outcomes in these populations
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• To provide clinical evidence of attachment-informed psychotherapy with South-
Asian clients

Methodology

We carried out a rapid review of relevant studies focusing on key word searches 
across google scholar and EBSCO host search engines with search terms that included 
“attachment”, “intergenerational” “couples therapy” and “relational distress”. Rapid 
reviews are literature reviews conducted systematically within a limited time frame 
and with specific databases [1]. We addressed the chapter objectives by drawing 
insights from two sources: synthesising information from studies matrixed during the 
literature review and clinical case notes from three therapists who work with couples 
using intergenerational attachment and relational assessments as well as interventions 
(MI, MP and SV). The matrix to tabulate studies included variables such as sample 
demographics, location (country), therapist demographics, key variables, measure-
ments used and key findings. For the clinical case studies, each case was written 
up in a similar format by each of the therapists’ vis-a-vis: (1) presenting concerns, 
(2) intergenerational assessment and relational cycle identification, (3) relational-
focused and strengths-based interventions and strategies utilised to reduce distress 
and meet couples’ therapeutic goals. The two sections are presented sequentially in 
the chapter.

2.  Role of Internal Working Models (IWM) and Mutual Regulations 
Model (MRM) in attachment

Developmentally, attachment serves a survival function in babies; whereby 
babies rely on a consistent caregiver to meet their needs and protect them from 
threat or harm. The quality of these early interactions of infants and children with 
their caregivers shapes their subsequent and later psychological and interpersonal 
interactions in life [7]. This occurs through the development of the infant’s internal 
working model; mental representations of the self and others [8, 9]. With a sensitive 
and responsive caregiver, infants develop a working model of others as available and 
themselves as worthy of care. With an inconsistent or rejecting caregiver, infants 
may develop a model of others as unavailable and themselves as unworthy of care. 
The internal working model serves a predictive purpose to imagine how a caregiver 
will behave and thus hold expectations or plan one’s own actions in response [10, 11]. 
According to Bowlby [10], gradually the internal working model (IWM) representa-
tions become the property of the child and are carried into adulthood and guide how 
individuals attend to, interpret, and behave in close relationships [11]. Emotions and 
emotional communications between an infant and caregiver play a critical role in the 
evaluative process, shaping the infant’s internal working model as well as defining 
goals and developmental pathways [5, 12]. Interactional behaviours of the infant, 
such as, looking away or looking at an object serves a self-directed or other-directed, 
emotional regulatory biophysiological purpose for the infant [13]. When parents are 
sensitive to these emotional and behavioural indicators and respond appropriately, 
the infant successfully attains the goal and experiences a state of positive emotion. On 
the contrary, when caregivers fail to respond appropriately, the infant fails to meet 
interactive goals and this evaluative process leads to negative emotions [12].
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Tronick’s mutual regulation model [12] revolutionised the understanding of recip-
rocal and mutually regulated systems of affective coordination in the infant-caregiver 
dyad [14]. For example, Tronick’s Still Face (S-F) Paradigm [14] experiment, demon-
strated the mismatched interactions and its effect on the infant. In this experiment, 
the infant and caregiver engage with each other (emotionally and physically) and 
after a period of engagement, the caregiver is asked to present a neutral poker face 
or the still-faced expression and disengage from any conversation or physical contact 
with the infant. This period of disengagement is followed by a period of reunion, 
where the caregiver reengages with the infant. During the period of disengagement, 
the infant tries diverse affective repairs to engage the still-faced caregiver. The infant’s 
failure to repair the emotional engagement with the caregiver induces stress, nega-
tive emotions (anger, protests, frustration, and sadness) and creates a mismatch 
[14]. However, in the reunion phase, when the caregiver re-engages and the infant 
responds with positive emotions, the parent’s regulatory role is established, and the 
affective mismatch is repaired successfully. However, longer duration of infant-
caregiver dyadic mismatch creates developmental pathways for psychopathology and 
relational distress [14, 15].

In depressed mother-infant dyads, the disengagement and interactions from 
caregivers limits the infant’s ability to transform negative affect to positive, and is 
detrimental to the mental health of the infant [12]. Several researchers have tested 
the MRM model, for instance, Egmose and colleagues [16] conducted a compara-
tive study on mutual regulation through touching behaviours in two sets of dyads 
(24 postpartum depressed mother-infant dyads, and 47 non-clinical mother-infant 
dyads). They found that mothers use different touching behaviours to regulate 
infant’s negative versus positive facial affect and infants respond with negative versus 
positive affect to different maternal touching behaviours too. Typically, caregiving 
maternal touch (parent behaviour displayed by adjusting the infant’s seat or wiping 
their mouth) are used to regulate infants’ negative facial affect whereas playful touch 
(such as, tickling, jiggling, and large movements with the arms) are used to enhance 
positive affect. Moreover, infants were more likely to demonstrate positive affect due 
to a playful maternal touch and decrease in negative affect as a result of caregiving 
maternal touch [16]. Contrary to previous findings that depressed mothers do not 
engage with their infants, mothers with postpartum depression, in this study, used 
affectionate touch (such as, patting, nuzzling, kissing, stroking or caressing) to 
reduce negative infant facial affect as compared to non-clinical mothers [16].

Consequently, developmental pathways are shaped by the infant’s moment-
by-moment meaning-making process in the mutually regulating dyadic relational 
system. Thereby, increasing the emotional and coping capacities of the infant and 
creating coherence in the dyadic system through repeated reparations [12, 14, 15]. 
This also creates diversity and complexity in the infant’s experiences to successfully 
self-regulate and use the other (the caregiver) as a regulatory mechanism, thereby 
shaping the infant’s ability to transform negative to positive emotions and influencing 
their internal working model of relationships [12, 15, 16]. However, repeated failed 
affective reparations leads to limited exposure to diverse experiences of reparation 
and lack of coherence in the infant-caregiver dyadic emotional communication 
[12, 15]. Recent studies have extended the understanding of mutual regulation 
models. The dynamic interactional intersubjective experience of knowing to be 
with each other and ways to repair or work things out together results in an implicit 
procedural knowledge, a mental representation of implicit relational knowing (IRK) 
[13]. Banella and Tronick [17] found evidence of UIRK in 11-month-olds as compared 



53

Intergenerational Attachment Styles, Emotional Regulation and Relational Outcomes in Couples…
DOI: http://dx.doi.org/10.5772/intechopen.108492

to 6-month-olds. This developmental change is incorporated in the memory in the 
form of two types of implicit knowing- relational and procedural understanding of 
relating. Thus, the dyadic relationship paves the way for unique patterns of relational 
knowing (UIRK) through mutual co-creation of meaning-making, regulation of 
affect and interactional understanding from the repetitive interactions and repairs 
at various times and contexts of daily living. Hence, the co-creation of the mutually 
coordinated reciprocity, whether coherent, complex or messy, is unique in infant-
caregiver relationships and happens in everyday moment-by-moment interactions 
with the caregiver [17, 18] and becomes a part of the implicit psychobiological 
memory process [18]. Thereby, the unique implicit relational knowing (UIRK) [17, 18] 
plays a crucial role in formative relationships and influences how the infant feels 
about self and others in future relationships [18].

3. Attachment patterns in infancy, adolescence and adulthood

Internal working models and attachment patterns are also subject to intergen-
erational transmission and parenting responses [19]. In infant-parent relationships, 
they guide a parent’s behaviour towards the infant, and, as a result, influence the 
infant’s own developing internal working model [20–23]. A parent with a secure and 
consistent internal working model is more likely to interpret their infant’s attachment 
signals appropriately, whereas a parent with an insecure internal working model is 
less likely to do so [24–27]. Research has demonstrated that mothers with unresolved 
trauma tend to have infants who display profoundly disorganised attachment [28–30]. 
A meta-analysis reviewing 661 mother-infant dyads found a 75% match of secure/
insecure attachment classifications [31]. Similarly, findings from another study of 
grandmother-mother–child dyads suggested continuity of attachment patterns 
across three generations [32]. Thus, these attachment behaviours and dyadic interac-
tions with caregivers develop into more enduring, permanent attachment styles in 
adulthood.

Ainsworth and colleagues [33] studied individual differences in attachment 
patterns and initially distinguished between three types of attachment in infancy: 
secure, anxious, and avoidant, based on the strange situation study of infant-mother 
interactions. Securely attached infants became upset when the mother left the room 
and when she returned, they actively sought their mothers and were easily comforted 
by them. For those infants indicating anxious attachment, they became distressed 
upon separation and had a difficult time being soothed during reunion. They possibly 
experienced uncertainty about love from their attachment figure. For infants demon-
strating avoidant attachment, they appeared to be mildly distressed during separation 
and actively avoided their mothers upon reunion, appearing self-reliant. In later 
years, Main and Solomon [34, 35] added the disorganised attachment style, referring 
to children who have no predictable pattern of attachment behaviours. They viewed 
their caregiver as a source of both comfort and fear, leading to conflicting behaviours. 
Attachment models developed in infancy are carried throughout later years as models 
of connection and disconnection. They can be transferred into adult relationships 
[36, 37] and directly influence the quality of peer relations [38]. In teenagers and 
young adults, secure attachment, that takes the shape of emotional availability from 
caregivers, helps to form a developing worldview, build a sense of self and determines 
peer interactions and MH (mental health) outcomes [39]. Additionally, adolescents 
with secure attachment reported ease in seeking and providing support as well as 
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finding a space among peers where they felt safe. They’re able to integrate their 
past attachment experiences favourably and present a more developed concept of 
friendship. Greater insecurity to parents and peers in adolescence predicted a more 
anxious romantic attachment style and greater use of emotion-oriented strategies in 
adulthood. Avoidant attachment style was related to less support-seeking and greater 
isolation and the presentation of mental health concerns like depression in adult life 
[40]. Adolescents with ambivalent attachment struggle with managing conflict and 
experience intense reactions in their close relationships. Adolescents with avoidant 
attachment tend to avoid emotional engagement, demonstrated through coldness or 
distance with peers, have more interpersonal conflict and hold low expectations of 
what friendships mean [41, 42].

Moreover, attachment in infant-caregiver and partner relationships are unique 
and significantly impact the physical and psychological wellbeing of the dyads. 
Attachment in partner relationships is also defined as pair-bond attachments and can 
be compared with infant-caregiver relationship as both trigger the same hormonal 
and neurophysiological mechanism [43, 44]. Bartholomew and Horowitz [45] cat-
egorised adult attachment into four styles emerging from two underlying dimensions: 
anxiety (indicated by the extent to which individuals worry about abandonment and 
rejection; and avoidance (concerning the extent to which individuals limit intimacy 
with others). The four attachment styles are secure, preoccupied, dismissive-avoidant 
and fearful-avoidant. Secure attachment is characterised by low anxiety and low 
avoidance. Individuals have a positive model of the self as worthy of love and others as 
generally accepting and responsive. A preoccupied attachment style is characterised 
by high anxiety and low avoidance. These individuals harbour a negative model of 
the self as unworthy of love and thus worry about losing their partners and remain 
vigilant to signs their partners might be pulling away from them. To prevent this, they 
tend to use hyperactivating strategies to get closer to their partners to feel secure. 
They desire to merge with the other, expect partners to fill their needs and may be 
threatened by their partner’s autonomy, leading to resentment and disappointment. 
A dismissing-avoidant style is characterised by low anxiety and high avoidance, 
manifesting as discomfort with intimacy and closeness in relationships. Individuals 
may hold a negative evaluation of others as clingy, needy and dependent. They strive 
to create and maintain independence, control and autonomy in their relationships 
because they may believe that to seek proximity is not possible or undesirable. Finally, 
a fearful-avoidant attachment style is characterised by both high anxiety and avoid-
ance. These individuals desire closeness with others but fear rejection. They maintain 
a distance as a means to protect themselves. These four attachment styles provide a 
window into the way individuals relate to those close to them [45].

4. Attachment patterns in adult romantic relationships

Attachment patterns are also used to negotiate interactions with romantic part-
ners. Hazan and Shaver [46] observed a number of parallels between infant-parent 
attachments and romantic relationships, including a desire to be in physical proximity 
to the other; seeking the other when distressed, scared or ill; and using the other as a 
secure base from which to explore the world. In their study, secure adults described 
their romantic relationships as happy, friendly, and trusting, emphasised their ability 
to support and accept their partner despite their faults, and had relationships that 
tended to last longer than both individuals with insecure attachments. More recently, 
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attachment styles are often represented in a two-dimensional space defined by 
attachment avoidance and attachment anxiety [21, 45]. Bartholomew and Horowitz 
[45] categorised adult attachment into four styles emerging from two underlying 
dimensions: anxiety (indicated by the extent to which individuals worry about 
abandonment and rejection; and avoidance (concerning the extent to which individu-
als limit intimacy with others). The four attachment styles are secure, preoccupied, 
dismissive-avoidant and fearful-avoidant. Secure attachment is characterised by low 
anxiety and low avoidance. Individuals have a positive model of the self as worthy of 
love and others as generally accepting and responsive. A preoccupied attachment style 
is characterised by high anxiety and low avoidance. These individuals harbour a nega-
tive model of the self as unworthy of love and thus worry about losing their partners 
and remain vigilant to signs their partners might be pulling away from them. Such 
individuals tend to be preoccupied with issues surrounding their partner’s predict-
ability, dependability and trustworthiness [47, 48]. They tend to question their worth, 
worry about losing their partner and remain vigilant to signs their partner might be 
pulling away from them. The relationship becomes a significant focus of their lives, 
on which they place unrealistically high expectations [49]. They may be threatened 
by their partner’s autonomy, leading to resentment and ambivalence. To prevent this, 
they tend to use hyperactivating strategies to get closer to their partners to feel secure. 
They desire to merge with the other, expect partners to fill their needs and may be 
threatened by their partner’s autonomy, leading to resentment and disappointment. A 
dismissing-avoidant style is characterised by low anxiety and high avoidance, mani-
festing as discomfort with intimacy and closeness in relationships. These individuals 
may hold a negative evaluation of others as clingy, needy and dependent. They 
strive to create and maintain independence, control and autonomy in their relation-
ships because they may believe that to seek proximity is not possible or undesirable. 
Individuals expressing avoidant attachment tend to be pre-eminently concerned 
about avoiding excessive intimacy and commitment in relationships. They find it dif-
ficult to trust others and prefer to maintain an emotional distance. In their romantic 
relationships they may be mistrustful and think of the relationship as emotionally 
demanding. They strive to create and maintain independence, control and autonomy 
in their relationships and evaluate their partners as needy, clingy or dependent. 
Avoidant partners use de-activating strategies to downplay attachment-related threats 
and deny attachment needs. They become defensive, underestimate the negativity of 
partners’ messages, engage in physical and emotional withdrawal and reduce expres-
sions of support; these behaviours often frustrate partners [50]. Finally, a fearful-
avoidant attachment style is characterised by both high anxiety and avoidance. These 
individuals desire closeness with others but fear rejection. They maintain a distance 
as a means to protect themselves. These individuals are found to be more hostile and 
distressed during conflict-discussions, and perceive their relationships more nega-
tively afterwards. They tend to respond to conflict with physiological arousal and 
hyperactivating behaviours, designed to force partners to provide more attention and 
support. This egocentric stance involves neglecting a partner’s needs and engaging in 
blame and coercion. These tactics often alienate partners, creating ongoing distress. 
These four attachment styles provide a window into the way most individuals relate to 
those close to them [45].

The different insecure attachment styles are related to less positive romantic 
relationships in adulthood. The relationships are characterised by less interdepen-
dence, trust, commitment and satisfaction, as well as greater relational jealousy and 
perceived intrusiveness from the romantic partner [51, 52]. Both an anxious and 
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avoidant attachment style are considered risk factors for the expression of aggres-
sion towards one’s partner [53]. A meta-analysis of anxious and avoidant attachment 
styles in romantic relationships indicated that both styles have detrimental effects on 
physical, emotional, cognitive and behavioural aspects of romantic relationships, with 
attachment avoidance being more detrimental to relationship satisfaction, connected-
ness and support while attachment anxiousness was associated with greater relational 
conflicts [47, 54]. Furthermore, preoccupied, dismissive-avoidant and fearful-avoidant 
attachment styles when present in both partners lead to high levels of romantic 
disengagement [55, 56]. Conversely, secure attachments are stated to be at the core 
of close, fulfilling relationships. These secure relationships provide individuals with 
a safe haven and secure base during threatening or distressful situations [5, 57, 58]. 
These relationships are also characterised by greater longevity, trust, commitment, 
and interdependence [59, 60]. Kobak and Hazan [61] observed that secure partners 
engaged in more constructive problem-solving interactions than insecure partners and 
found significant associations between attachment security and marital satisfaction.

5. Theoretical frameworks

5.1 Interpersonal theories

Drawing on interpersonal theories of personality, Bartholomew [62] noted that 
individuals tend to select social partners who sustain their initial dispositions (i.e., 
working models). Avoidant adults may choose ambivalent partners whose depen-
dence confirms their expectations of relationships. Similarly, an ambivalent person 
faced with an avoidant partner receives confirmation of their working model of 
relationships in which others are reluctant to get close and unwilling to commit to a 
relationship. So, in a way, each attachment style is drawn to re-enact a familiar script 
over and over again [63, 64]. Secure adults are less likely to select partners who either 
avoid or are preoccupied with intimacy. They would opt for secure partners who share 
and confirm their comfort in close relationships [65, 66]. Attachment styles may be an 
important dimension by which individuals choose their marital partners.

5.2 Social learning theory

Social learning theories suggest that communication and conflict resolution strate-
gies individuals bring into the relationship are learned in the family-of-origin [67, 68]. 
Consistent with this theory, studies have found that family-of-origin problems were 
associated with poorer communication skills, expression of negative affect, lack of 
openness, greater avoidance behaviours and less willingness to negotiate [69, 70]. 
Additionally, attachment behaviours (accessibility, responsiveness, and engagement) 
significantly mediated the relationship between family-of-origin problems and 
communication skills. Wampler et al. [69] found that individuals who reported lack 
of attachment security intergenerationally are more likely to express negative affect, 
lack of openness, more avoidance and, less willingness to negotiate with their partner. 
Studies have also focused on the quality of the participants’ parents’ relationship with 
each other, and when individuals perceived poor marital relations in the family of-
origin, it negatively affected their attributions about their partner’s communication 
and perceived emotional connection [71, 72].
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5.3 Attachment theory

More broadly, attachment theory is recognised as one of the most important 
frameworks for understanding romantic relationships [73] and its formation and 
success [70]. Insecurely attached partners encounter fears of closeness, feelings of 
jealousy, attitudes of distrust and heightened overall relational distress [74]. When 
presenting in couples therapy, they often raise behavioural and emotional concerns 
around not being prioritised enough or being ignored by their partner, feeling 
overwhelmed by partners’ feelings, experiencing financial and logistical difficulties 
or difficulties navigating relationships outside of the couple unit like parents, children 
and so on [75, 76]. When individuals begin to distrust their partner’s accessibility, 
responsiveness and engagement, they withdraw from each other. This weakens the 
relationship, further exacerbating the partners’ fears and anxieties and worsen-
ing their mental health [77–79]. Oftentimes, these concerns manifest as relational 
mistrust, lack of quality time spent together, high levels of conflict, blaming or 
withdrawal from one partner and a host of other poor adaptations or outcomes. This 
leaves individuals more vulnerable and exposed to stress and developing mental 
health concerns [80] including generalised anxiety, depression and symptoms of 
psychosis [81–84].

Numerous studies have found strong empirical support for differences in rela-
tionship satisfaction, psychological well-being (e.g., self-esteem, depression) and 
childhood experiences as a function of secure, avoidant, and ambivalent attach-
ment styles in adulthood [45, 85, 86]. While longitudinal studies have provided 
the strongest evidence for the continuity of attachment styles from childhood to 
adulthood [87–89], other research studies have shown that attachments are subject 
to change based on new experiences and relationship environments [21, 45, 60, 90]. 
This provides an opportunity for intervention research to explore and evaluate how 
relational, attachment-focused interventions might serve as mechanisms of positive 
change for insecure attachment styles. Studies have shown that clinical interventions 
can be effective in shifting people’s attachment anxiety and avoidance. For example, 
asking people to reflect on fostering security in their relationships and/or experi-
ences appears to cause them to behave more securely. They’re able to exhibit greater 
empathetic, creative and responsive behaviours [91–95]. Interventions that are 
repeatedly administered, may be able to change people’s enduring trait level anxiety 
and avoidance, with effects on relationship functioning and wellbeing [96, 97]. 
Furthermore, looking at how family-of-origin experiences spill out into interactional 
patterns with one’s spouse may be one way to improve marital communication. This 
provides an optimistic view of relationships for those who have experienced negative 
family-of-origin experiences including high family conflict, violence, hostility and 
parental divorce [70].

Therefore, models and therapies with a relational focus- which emphasises hold-
ing awareness of the self, other and the relationship, might be one approach to help 
re-engage couples, reaffirm affection between romantic partners as well as ultimately 
help sustain intimacy and satisfaction [56]. Furthermore, when the emotions and 
motivations of romantic partners are framed as their expressed need, there is a 
greater scope to look at problematic interactional cycles and find scope for change 
through new experiences [98, 99]. The skills learned in therapy including positive 
communication and healthy conflict resolution are also strongly associated with 
greater marital satisfaction [99].
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6. Efficacy studies from intervention models

To better understand the mechanisms of adult attachment, various empirically 
supported treatments for couples have been developed and tested in the last few 
decades [100–105]. The most prominent evidence base is for attachment-focused and 
communication enhancing models including emotionally focused couples therapy 
(EFcT), integrative behavioural couples therapy (IBCT) and the Gottman method. 
These models view presenting problems as symptoms of struggles with interpersonal 
effectiveness and communication, as a result of insecure attachments.

Several different therapeutic modalities have been measured against one another 
to assess the impact on relational outcomes. Byrne et al. [106] studied the efficacy of 
behavioural couples therapy and emotionally focused couples therapy with distressed 
couples. Across 20 studies (13 IBCT and 7 EFcT), they found that IBCT fares better 
than 83% and EFcT 89% of untreated couples and these gains were maintained at a 
2-year follow up. Ahmadi et al. [107] and Havaasi et al. [105] found that EFcT and 
Gottman couple therapy methods reduced marital burnout and changed conflict 
resolution styles (P < 0.05), with EFcT being more effective. In EFcT specifically, 
increasing awareness of primary and secondary emotions and encouraging the partner 
who typically takes a blaming/critical stance to express their attachment needs and 
fears (blamer-softening), were responsible for facilitating further decreases in couples’ 
attachment insecurity and relationship distress [108, 109]. This change occurs through 
an increase in both partners’ level of engagement during therapy, especially those 
who are classified with avoidant attachment styles, especially men who have higher 
disengagement scores especially when paired with anxiously attached partners [56]. 
Especially men higher on attachment avoidance reported greater romantic disengage-
ment at follow-up. Moser et al. [110] found that there were measured decreases in 
attachment avoidance and attachment anxiety (following blamer softening sessions) 
and an overall increase in relational satisfaction upon completion of EFcT. Therefore, 
changes in relationship-specific attachment anxiety, secure attachment behaviours 
and relationship functioning may be long-lasting and continue to improve in the years 
following therapy for those couples who engaged in and completed EFcT [104].

The most common measures used to gather data on attachment styles are the 
Experience in Close Relationships (ECR), the Adult Attachment Scale (AAS), the 
Adult Attachment Interview (AAI) and the Brief Accessibility Responsiveness and 
Engagement Scale (BARE). While these measures attempt to record the same aspects 
of functioning in close relationships, they predict outcomes captured at different 
developmental stages resulting in low convergence between measures [21].Other 
relational and functional measures across studies have been checking relationship sat-
isfaction via the Dyadic Adjustment Scale (DAS), the Relate Scale of Family Quality 
and Family Communication, Pine’s measure for Burnout, Rahim Organizational 
Conflict Inventory (ROCI) for conflict resolution, Romantic Disengagement Scale 
(RDS), the relational Q-sort, The Secure Base Scoring System (SBSS) and Difficulties 
in Emotional Regulation Scale (DERS) for emotional regulation.

Across studies, EFcT, which focuses on improving attachment styles and de-
escalating conflict, has been seen as an effective intervention for all of the above 
outcomes. Specifically, EFcT has been found across studies to improve relationship 
satisfaction between partners and increase attunement and responsive behaviours, 
characteristic of secure attachment and reduced attachment anxiety and/or avoidance 
between partners [111, 112]. Benson et al. [113] concluded that changes in attachment 
style (especially attachment anxiety) and marital satisfaction work concurrently over 
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the course of therapy. EFcT has also been found effective for a number of populations 
expressing a variety of concerns including cancer care [114], PTSD [115], depression 
in one of the romantic partners [116], spousal abuse [117] and infertility [118]. EFcT 
and Gottman have also been tested cross-culturally with promising findings in Iran, 
Ireland, Israel, Taiwan and Thailand [72, 107, 119–121]. However, there are drawbacks 
to these findings. A significant limitation is that a majority of these studies are tested 
in North America and by teams led by or advised by the model developers which leads 
to allegiance effects and lack of cultural transferability [119]. In terms of participants, 
most studies have also been conducted with heterosexual, married couples in their 
middle age (late 30s to mid-40s). Additionally, in several studies, the therapists 
training and identities have not been considered as a co-variant factor and data has 
been collected by largely using self-report measures. In our contribution, we aim to 
expand the research on attachment by providing more experiential narratives through 
therapeutic case vignettes across age groups, genders and sexuality orientations.

7. Case studies

We have used Benson et al.’s framework [122] while looking into the cases. He 
proposed that there are five common evidence-based factors or principles to guide 
interventions with couples experiencing relationship distress. They are: (1) alter-
ing the couple’s view of the presenting problem to be more objective, adult-focused 
problems, (2) decreasing emotion-driven, dysfunctional behaviour; (3) eliciting 
emotion-based, avoided, private behaviour; (4) increasing constructive communica-
tion patterns; and (5) promoting strengths and reinforcing gains.

7.1 Case study 1

Ali and Samara are a young couple in their late 20s. Ali works in the Indian armed 
forces and is posted in a different location every few years while Samara lives in the 
national capital of India- New Delhi. They have known each other since high school 
and began their relationship as friends. Ali had been in love with Samara for years but 
they only began dating one another in 2019 and subsequently got married in 2021. They 
presented to therapy raising concerns of a lack of adjustment to each other’s needs post mar-
riage, divergent opinions in decision making, feeling dissatisfied in their relationship and 
feeling unsure about their future together.

7.1.1 Initial sessions and assessment

A total of 14 sessions were conducted with the therapist (MI, first author). The 
first few sessions involved a systemic assessment of their relationship history, iden-
tifying other key stakeholders (parents, siblings and friends) as well as more recent 
contextual issues (arguments about relationships with respective families-of-origin, 
Samara’s recent abortion, individual career plans, finances and heightened emotional 
interactions during conflicts). The plan for attachment-oriented emotionally focused 
couples therapy as a treatment format was shared after discussing hopes for their 
relationship and setting goals in therapy. As per EFcT, a few sessions explored their 
cycle of conflict and increasing awareness to help de-escalate future conflict. Next, 
attachment styles were explored. This was obtained through individual sessions with 
each partner where an attachment narrative was drawn, their understanding around 
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their attachment styles and resultant emotions were deepened. Finally, partners 
were brought back together for joint sessions to address injuries in their attachment, 
increase their sense of longing for support and cohesion along with deliberating on 
possible goals for the future.

7.1.2 Relational conflict cycle

The relational conflicts for Samara and Ali seemed to originate with them want-
ing to plan out certain crucial life priorities. For Samara, this included immediately 
being in an independent home of their own where Ali could visit and spend time 
when he was not at a posting in the armed forces. For Ali, this included buying a car 
and financial planning for a future home. Furthermore, individual needs also came 
to the fore. Samara wished to pursue higher studies in a doctorate abroad and Ali 
expressed exhaustion around his current posting and wished for further training and 
self-development between his postings. This would often lead to issues about whose 
needs to prioritise, lack of time for each other and continuing disagreements. Samara 
would get agitated and display heightened emotions, that caused Ali to shut down. 
Repetitive pleas from Samara to solve their conflicts led to Ali withdrawing further or 
having anger outbursts that traumatised Samara and reminded her of how she felt in 
her own family. Ali would feel embarrassed by his behaviour and withdraw from her 
or distract himself instead of connecting with her when she was in this hurt state.

7.1.3 Intergenerational attachment history of both partners

Samara- In individual sessions, her relationships within her family-of-origin were 
explored. It came to light that Samara had taken on the role of a caretaker for her 
mother and felt parentified because her mother struggles with chronic physical and 
mental health issues, including diabetes and bipolar disorder. As a result, she had 
not felt like she could lean on her mother or rely on her to meet her emotional needs. 
Samara’s father also worked in the armed forces and would spend a lot of time away 
from the family. When he was home, he was also a stickler for discipline, schedule 
and financial control. Samara often felt that she did not get enough pocket money or 
allowances from her parents. As a result, she began to do part-time jobs at the age of 
16. This perceived lack of importance or having low value to her parents may have 
resulted in Samara’s anxious-preoccupied attachment style, and is reflected in her 
relationship with Ali, especially given their long-distance relationship. In individual 
sessions, MI deepened her emotions around her anxieties for finances, which also 
manifested in her relationship with Ali, when he would not send her the house rental 
allowance payments on time or wanted to buy a car that was beyond their means. In 
her attachment style with Ali, she identified how she would make demands or pleas 
for her emotions to be validated during difficult times (i.e., the abortion or when 
there was forcefulness from his parents about having a baby) and for her needs to be 
met but when disregarded she became blaming, hopeless and disengaged, feeling like 
he did not care for her or that she was of no value to him.

Ali- In individual sessions with Ali, an exploration of his intergenerational attach-
ment history revealed that he did not feel close to either of his parents and had no other 
significant caregivers that he relied on during his early years. Ali changed homes and 
schools frequently due to his father’s job and was physically punished at home and in 
school for low academic performance. He faced adjustment issues and was bullied by 
his peers due to his accent, physical appearance and shy personality. On one occasion, 
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he was described to have been bullied badly by his peers and was held accountable for 
something he did not do. He lost his sense of trust and reliance on his parents being 
there for him. The parents followed the advice of his school principal and he was 
suspended for a few weeks. The topic was never discussed in his family and Ali felt he 
had been punished and made invisible. The above factors may have laid the foundation 
for his tendency to withdraw from others and his avoidant attachment style.

Through individual sessions, MI deepened his emotions and experiences around 
being bullied, feeling like an outcast and his subsequent mental health concerns. He 
discussed that his mental health concerns of depression and lack of focus and concen-
tration on academic goals became a source of great embarrassment in his family and 
till date, he withholds sharing his struggles in the armed forces with his parents and 
Samara. He attempts to protect Samara from his parent’s style of relating to the couple 
which includes high expectations, low levels of attunement and an environment of 
subservience to their advice. As a result, Samara feels tentative around his family and 
that he is constantly hiding things from her. His difficulty with opening up to her 
emotionally also exacerbates her insecurities about herself and increases her demands 
for attention, validation and care.

7.1.4 Interventions based on attachment needs

Bringing them back together in joint sessions was important but metaphorically 
also helped them turn towards each other to address attachment wounds and explore 
the significant ruptures in their relationship, instead of turning away and feeling 
isolated.

7.1.5 Softening the anxious partner

T: So, Samara, you had brought up how hurt you felt by Ali when you could not 
talk about the abortion and the argument you both had about his parents’ reaction 
that you should have the baby. This was a major moment of pain for you. Can you 
share this with Ali and give him a chance to understand better this time around?

S: I basically felt that he deferred to them when they were trying to make a deci-
sion about my body. It was dehumanising and it felt like I was on my own in the 
world, the same way I felt when I was younger.

A: I am truly sorry for making you feel that way. It was a moment of panic for me 
too but I should have not shut down and instead been there for you, for us. I often 
get intimidated by my parents and fear disappointing them- with my academics, my 
career, my personal choices. It’s something I need to work on.

7.1.6 Re-engaging the avoidant partner

T: Ali, we spoke about your experiences of being bullied and how that impacted 
your well-being and functioning. It sounds like this happens to you when Samara is 
upset and blames you. In these situations, you feel that she, just like your parents, are 
not on your side and that you are being attacked or picked on. Can you share more on 
this with her?

A: Yes. I feel that Samara is also trying to embarrass me or put me down. I tend to 
feel like everything is my fault or that I am the failure and I shut you out with silent 
treatment. I pull away from you (use of distancing strategies).

T: What do you need from Samara during these times?
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A: To make space for my feelings and to notice that I am holding back to avoid 
more fights with her, that I want peace with her.

T: Samara, did you know that Ali tries to pull away so you fight less?
S: I guess I had realised that it was his way of diffusing the situation but I am only 

now realising it comes at a cost to him.
T: How does this feel for you Samara, when Ali pulls away?
S: I feel like I have been abandoned by him and I mean nothing to him (low self-

worth emerges). I get scared that he will leave me.
T: Ali, were you aware of how your actions impacted her emotionally and that she 

is scared to lose you? (Creating space for longing and re-connection).
A: I did not and would not ever want her to feel that way. I was simply trying to 

keep her away from my own confusions about my career so she would not get con-
cerned about our future.

7.1.7 Designing and building a future together

Towards the end of therapy, goals were discussed in a mutual and reciprocal 
way. They included dividing finances, supporting each other to achieve individual 
milestones and plan career trajectories and drawing healthy boundaries between 
themselves and others, especially the involvement of his parents in decisions like 
child-bearing, investments, etc. Ali shared with Samara that he did not see himself 
working in the armed forces in the longer-term. He would like to quit in the next few 
years to explore a career associated with his true passion, golf. We also discussed how 
that would potentially help them chart out a path which considered both partners 
wishes. We also spoke about how Ali could be flexible in his posting based on where 
Samara would pursue her PhD, and reduce the number of years continuing a long-
distance relationship. They ended therapy with the motivation to be more attuned 
to each other, have empathy for their respective attachment styles and to further the 
skills they acquired during therapy to communicate more cohesively.

7.2 Case study 2

Priya and Raman are in their mid-40s. They have been in a relationship for 20 years 
and married for 15 years. Priya wants to seek couples therapy as she and Raman have 
become distant from each other and their marriage lacks intimacy. They hardly share their 
feelings with each other, and when they do it escalates into a major conflict with Raman 
distancing himself and Priya feeling overwhelmed and hurt in the relationship. For Priya, 
if their present status quo is maintained, she can no longer see herself in a marriage with 
Raman. Although Raman did not want counselling, he agreed to try couples therapy on 
Priya’s insistence. He understands that if he does not participate, Priya will file for divorce. 
He does not want to start over again in life at this age and they have a daughter to think 
about. Therefore, he has agreed to therapy. Both agreed that their relationship has reached 
a level of stagnancy after years of being together. They both identified issues of trust, 
intimacy and stagnancy in their relationship.

7.2.1 Relational conflict cycle

A total of 24 sessions were conducted with the therapist (MP, second author). 
Initial sessions with the couple revealed that the major conflict in their marital 
relationship was the pattern of distancing and closeness, lack of trust and not feeling 
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valued in the relationship. Raman prefers to maintain his emotional independence 
and does not like sharing, and he finds Priya very clingy and intrusive. Individual 
sessions with Priya revealed her challenges in her marital relationship.

Priya: According to Priya, they had a greater degree of physical, emotional and 
intellectual closeness in the first few years of their life together. Though Raman 
was the one who wanted to be romantically involved with her, she was the one who 
proposed marriage after a few years of dating him. She shared that he got married 
because of her insistence on marriage. They enjoyed each other’s company, the 
intellectual conversations, wit and passion. They identified themselves as a mod-
ern, liberal and egalitarian couple. Neither wanted kids at that point. However, 
6 years into their relationship, Priya spoke about her desire to be a mother. They 
had a daughter 6 years into their marriage. Both were working professionals with 
demanding jobs. Priya ended up making a lot of sacrifices at her workplace to 
raise their daughter, as Raman would travel a lot. She had to become involved and 
sometimes it seemed that she was giving too much in the relationship as a parent 
and partner and did not feel valued. Though she perceived her sexual relationship 
as good, what she missed was emotional closeness and physical demonstration 
of love and intimacy such as holding hands, hugging and sharing feelings and 
thoughts with her. Sometimes, she did not understand what went on in Raman’s 
mind; he does not disclose. Raman is social, approachable, amicable, witty, attrac-
tive, friendly, and has an intellectual command over many subjects but he is very 
private about his own feelings and avoids personal disclosure. Both have many 
friends from the same and opposite sex and it previously never bothered them. 
However, Priya feels that his female friends behave inappropriately with him, such 
as clinging to him or caressing his arms and he does not stop them. Such displays 
of intimacy aren’t shared with her and he also does not express pleasure when she 
initiates such displays of intimacy. She struggles with trust and level of intimacy in 
their relationship.

Raman: According to Raman, they were happy for a while and then Priya 
insisted on having a child and Raman conceded. He found Priya to be too demand-
ing and he did not want to upset their relationship. He also loved her; however, 
he never asked or expected her to make sacrifices in her career. They were both 
working professionals and had child care at home and also received support from 
their in-laws. Though Raman was a hands-on father and as parents they worked well 
together, in parenting their daughter, Priya took most of the decisions about their 
daughter. Raman loves his daughter dearly and they get along well. According to 
him, both spend quality time with their daughter. If one of them is travelling, the 
other takes care of their daughter. Raman too expressed problems with intimacy. 
He found it challenging to express love as a married couple after being in a rela-
tionship for such a long time. It seems childish to hold hands, hug each other like 
in Bollywood or Hollywood movies. They both socialise a lot, and have common 
friends. He mentioned that Priya is possessive and there are trust issues in their 
relationship along with intimacy. Raman mentioned that if they are at a party, and 
any of their female friends pull him onto the dance floor or rub his shoulder, Priya 
gets upset. He shared that he does not show fondness, attention or initiative with 
another woman. On his part, he finds it rude to stop some women when they request 
him for a dance or hug him. After all, these are their common friends. According 
to him, he has been faithful to Priya and has not had any relationship outside his 
marriage. He described not having any intention to jeopardise his relationship. 
However, Priya lacks trust in their relationship.
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7.2.2 Intergenerational attachment history of both partners

A genogram provided an intergenerational narrative of the family relationship 
history and the narratives of closeness and distance in the couple’s relationship. Priya’s 
parents had a conventional marriage. Her mother was warm and loving and her father 
was the stern disciplinarian and the head of the family. She tried to live up to the expec-
tations of her parents, especially her father. She seeks his validation, respect and appre-
ciation. However, they also have different perspectives, opinions, choices, and disagree 
very often with each other. Her father shuts down when they argue, and this behaviour 
irritates her. Therefore, at times she wants closeness with her father, and sometimes, she 
does not. She is more emotionally invested in her relationship with her father; however, 
he does not understand, appreciate or reciprocate as per her expectations. She reported 
a similar pattern of communication and relationship narratives with Raman.

Raman, on the other hand, had a different intergenerational narrative. His parents 
were very reserved and quiet. His parents barely argued with each other and never 
raised their voice to express their displeasure. They valued composure, calmness, 
and intellectual pursuits. Some physical demonstrations of love were shown by his 
mother; however, his father maintained a very strict demeanour. Raman remembered 
himself as a rebellious child, getting into conflicts with his father. However, his father 
never raised his voice even when he expressed his displeasures. His family pursued 
intelligent discussions rather than emotional and physical displays of love during 
family time. Raman shared that as a child he may have wanted his parents’ valida-
tion or appreciation but he let go of these expectations a long time ago. He does not 
express or share his feelings with Priya and others, similar to how his family behaved.

The mismatch in the communication emerged from for both Priya and Raman’s 
narrative. Priya’s revelation shows that she has anxious attachment, whereas Raman 
displays avoidant attachment in their relationship history. Finally, an assessment of 
the patterns of conflict in the couple’s relationship revealed that Raman withdraws 
from intimacy, whereas Priya pursues physical and emotional intimacy. They repeat 
the distance-pursuer patterns of communication where the wife demands and the 
husband withdraws from connection in their relationship.

7.2.3 Interventions based on Gottman Method Couple Therapy

The Gottman Method Couple Therapy guides the therapist to focus on the initial 
conjoint and individual session to understand the positives and the negatives in the 
relationship and the shared meaning making process in the couple relationship. In 
addition, the individual sessions provide an understanding of the individual partner’s 
history of relationship with the parents and the parental relationship [123]. The 
therapist also works with the couple to identify the patterns of conflict (such as the 
four horsemen-criticism, contempt, withdrawal and stonewalling). Interventions are 
designed to help the couple down-regulate negative affect, up-regulate positive affect 
and develop shared meaning making. Furthermore, focusing on improving the posi-
tive to negative interactions provides stability to the couple relationship [123].

7.2.4 Focusing on the positives

Both Raman and Priya agreed that intimacy has been a major conflict in their 
relationship and trust issues stemmed from lack of fulfilment in their relationship. 
However, both were able to identify certain strengths in their relationships. Both 
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identified each other as important in their life. They agreed that they have maintained 
respect towards each other, even in their anger. They are not physically or verbally 
abusive towards each other unlike other couples in their peer group. Priya still finds 
Raman charming and witty and for Raman, he described Priya to be a very talented 
and artistic individual. They also respect each other’s individuality unlike their own 
families. Therefore, the couple values each other as individuals in their relationship.

7.2.5 Focusing on the negatives

The therapy sessions also involved the couple identifying the disruptive pat-
terns of communication and the associated meaning for each partner. When Priya 
approaches Raman for connection, whether through physical or emotional intimacy 
and he withdraws, she experiences hurt. She does not feel appreciated, and when 
he does not stop their common friend from hugging him or rubbing her hand on his 
face or arms, Priya feels a deep sense of rejection, jealousy, and distrust. For Priya, 
physical demonstration of love, such as giving her hugs, holding her hands, touching 
her hair and cheeks or accepting her non-sexual touch are means of staying connected 
and feeling secure in their relationship. For her, enjoying emotional closeness and 
disclosure meant that she valued and appreciated Raman. Conversely, Raman’s disen-
gagement is perceived as insulting and she feels defensive. Raman, on the other hand, 
viewed that as a middle-aged couple, they did not need physical demonstration of 
love. He did not learn to value them or express his appreciation or love to his partner 
in such a manner. It also helps him limit his expectations and prevents him from being 
vulnerable. He discussed feeling vulnerable and less secure about expressing love. It is 
easy for him not to expect and prefers to be independent. It minimises hurt, expecta-
tions and vulnerability. However, when Priya insists, he feels attacked and becomes 
defensive and withdraws from her.

7.2.6 Focusing on the shared meaning-making

The therapist facilitated the meaning-making and assisted in identifying the nega-
tive and dysfunctional patterns of communication and connection. In addition, the 
therapist also helped the couple assess the level of positive to negative interactions in 
their relationships and helped each partner listen to the other’s narratives. The couple 
practised ‘I statements’ in expressing their feelings safely in-session, while the other 
partner listened. The couple was given homework assignments to practice healthy com-
munication. Multiple ways of sharing were discussed, while Priya preferred verbal dis-
cussion, Raman preferred writing small notes. Examining and exploring each partner’s 
love languages, and strengthening their positive interactions through these love lan-
guages helped the couple. Gradually, resolving the couple’s conflicts included working 
on assignments such as listening to each other, processing each other’s gripe, discussing 
a repair checklist and collaboratively working on a complaint] together. Raman and 
Priya worked on repairing their relationship by improving their communication (physi-
cal, verbal and written expression of appreciation and closeness). As a couple, Raman 
and Priya also came up with a shared symbol that would indicate to the other that the 
partner is feeling overwhelmed, devalued or hurt. This shared symbol allowed Priya to 
express without feeling overwhelmed, and Raman to request for space without feeling 
pushed. Towards the end of therapy, the couple felt confident and secure in expressing 
their closeness, however, they agreed that this would be a work in progress and they will 
continue to use the tools learnt in therapy for improving their relationship.
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7.3 Case study 3

Prana and Chhavi had been in a relationship for 2 years when they came to therapy 
(with therapist SV, chapter contributor). Both are AFAB (Assigned Female At Birth). 
Prana uses she/they pronouns and Chhavi uses she/her pronouns. The therapeutic con-
tact lasted for around 6 months. Prana works in the restaurant management space and 
Chhavi works in social media marketing and with ad agencies. Prana is in their late 30s 
and Chhavi is in their early 30s. They met in the queer space and had both just stepped 
out from other relationships. The two-year relationship involved feeling very connected 
at the beginning of the relationship, finding a lot of relief and camaraderie in each other 
and things moving quite fast. One year into the relationship, they started living together. 
However, with time, cracks started to appear. Prana had grown up with a lot of neglect 
in the family. She also felt a lack of closure and abandonment in previous relationships. 
Chhavi has always been a high achiever and lives with ADHD. She experiences high 
energy bursts and wants to try a lot of things. She has felt like she had to do a lot to earn 
basic praise from her parents. She has had partners who have sometimes been distant, 
while other partners have been too close and suffocating.

7.3.1 Relational conflict cycle

The presenting concern they came with was that they were having a lot of fights, 
and also that Chhavi wanted to try an open relationship format where she could see 
other people while Prana was still the primary partner. They had been to a therapist 
before and because the fights about open relationships and polyamory were not going 
anywhere, the previous therapist had asked to pause the conversation on that topic. 
That had improved things in the short-term. They stopped fighting and saw a slight 
improvement in their intimacy and communication. However, off late, the discom-
forts and fights started again, which they wanted to address, and also, they wanted 
to be able to discuss polyamory in a useful way. The therapist’s understanding about 
this was that while polyamory may be the presenting issue, it feels like it’s a metaphor 
for other aspects that both of them feel, abandonment vs. suffocation, and that has in 
some way or the other, come up in the fights.

Chhavi seemed to want more from intimate spaces, this included seeing other 
people but also more from Prana. This included more emotional attunement, more 
praise, more warmth, and in all, a lot of verbal validation. Prana on the other hand, 
was seeing this as betrayal and abandonment because of past experiences – neglect at 
the hand of parents and breakups that did not have adequate closure.

Both of them were already facing the brunt of stigma as an invisible couple in many 
spaces. Their parents and cis-het friends often saw them as friends and not as a couple. 
They were told not to tell their grandparents due to it being ‘too much’ and would harm 
the health of the older people. While Prana was out at their workplace to colleagues, 
Chhavi had to navigate masking her gender identity at work and home too.

The therapist used the Sue Johnson model of negative cycles to conceptualise as 
well as to explain to the couple, how their defences were feeding off each other. The 
more Prana became rigid and distant, like a punishing parent, the more Chhavi felt 
like having multiple partners would meet her needs. However, Prana felt that poly-
amory would put a lot of pressure on their relationship, be a test of trust and Prana 
feared that Chhavi may fall out of love. When Prana held too tight due to previous 
abandonment experiences, Chhavi felt more and more suffocated and started to with-
draw in behaviour while withholding communication with Prana. She felt alienated 
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as her emotional and physical needs were not being heard or met. Prana continued 
to disallow any changes in their relationship and then became deeply wounded every 
time Chhavi brought up polyamory in therapy.

7.3.2 Intergenerational attachment history of both partners

Chhavi seemed to hold an avoidant attachment style and Prana had an anxious 
attachment style. Prana tended to over-explain not wanting an open relationship, 
got really worried about losing the relationship, found it hard to focus at work and 
was not able to set boundaries for each partner’s personal space. Chhavi, on the other 
hand, tended to get into alternating cycles of frustration followed by withdrawal by 
getting distant whenever they had a major fight or there was an expression of Prana’s 
imagined hurt and distrust.

7.3.3 Interventions based on attachment needs

In the first few sessions, we worked on the idea of balancing adventure with 
domesticity (the need for safety vs. adventure as posited by Esther Perel) and they 
decided that while they need a good together time – it needs to be more than problem 
solving, to actually “being” with each other too. They also needed equally good away 
time so that they could come back to the relationship recharged. Chhavi and Prana 
tend to share a child-caregiver dynamic. Chhavi is often in need of reminders for 
relational care or care of their domestic life. Prana takes the caretaker role in their 
relationship, which has a flip side of making Chhavi feel suffocated or infantilised 
and Prana feeling like they are the only one being ‘mature’. Inadvertently, this led to a 
ranking of needs in the relationship, where Chhavi’s desires are viewed as shameful or 
needy, and infantilized and punished at times when Prana does not want to play the 
caretaker or gets tired of that role.

We discussed more about how these roles having become too rigid and both part-
ners needed to shift their stance with Chhavi stepping up so that Prana does not feel 
like a caregiver and Prana needing to view Chhavi’s needs as a personal preference in 
intimacy and not be condescending towards her. The therapist also shared how Prana 
can step back from the caregiver role and let mistakes, forgetting, etc. happen without 
fearing loss of control and allowing for relational learning to happen through that, if 
they want to avoid feeling burnout as the caregiver.

Both of them got COVID one after the other, so meeting each other and doing 
some of the homework discussed, became difficult. The next few sessions were spent 
trying to identify the concerns with polyamory as well as the concerns with cur-
rent relational patterns. We spoke of conflict being normal, and using the Gottman 
method to repair and de-escalate. The therapy sessions focused on how to not gener-
alise the negatives to the entire person but keep it isolated to the behaviour at hand 
and watch out for contempt. The therapist also discussed how the distancer-pursuer 
cycle can become too familiar with time but may not be helpful to relational fulfil-
ment. They discussed a few examples of when this had happened and the outcomes. 
The therapeutic space was also used to discuss that it’s not just about changing roles 
and going from pursuer to distancer or vice versa. Rather, it is about naming the 
uncomfortable emotions that drives that cycle – feeling fear, uncertainty, lack of love 
– and working with them directly. We did a few practice attempts within the session 
where they could talk about a concern while still staying loving towards the other, 
being clear about their needs and being flexible for the most suitable outcome.
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After these few sessions and during the pandemic, they became irregular with 
sessions. The therapist had a suspicion that they were in a complacent state and the 
pandemic had made them numb their reactions to each other. So, they were prob-
ably back to a certain status quo, until something happens to bring the instability 
again. An incident followed that sparked and re-escalated their conflict. Chhavi 
was attracted to someone at a party and expressed romantic interest in them. When 
Prana saw this, they did not say anything and just began stonewalling Chhavi. They 
waited for Chhavi to bring it up. When she did, it led to a huge fight and they reached 
a stalemate again. This time, they came back to therapy admitting that they should 
have been more regular and committed to therapy which could also be a metaphor not 
just for therapy but also for being more attuned to each other, communicating better 
and trying to step out of older, rigid roles and patterns. Prana expressed anger and 
wanted polyamory off the table if they were to sustain the relationship in the future. 
The therapist discussed how ultimatums were not the solution and reflected on these 
threats being a result of intergenerational neglect from Prana’s parents.

Therapy focused on Prana’s pain and Chhavi responding to that rather than simply 
seeing Prana as rigid while she was pushing for polyamory. This helped Prana feel 
seen and heard. Chhavi shared that her goal was not to neglect Prana and was more 
an ask of expanding intimacy and sexual connection with others, in a safe way. They 
both spoke of different ways of spending time, bringing up sensitive topics, being 
emotionally present and also trying to understand each other’s historical trauma over 
time. This would help them both see where the other was coming from and respond 
in the most fruitful way, rather than just speaking to defend one’s position. Chhavi 
decided to give it 6 months to see how she feels about polyamory, and till then, both 
decided to give their fullest to the relationship at hand rather than focus on looming 
threats. If after this, Chhavi still felt like changing the format of the relationship, 
Prana promised to try and look at it differently rather than as a competition. They 
said they would look up polyamory and study it in a little more detail.

The therapist reflected on how she sometimes became a nurturer to Chhavi and 
the alliance became split such that Prana felt neglected. The balance was tricky and 
difficult and sometimes, the therapist’s own parents’ dysfunctional marriage would 
come to mind and make her feel on edge.

7.3.4 Special considerations for this population

Addressing issues in a queer relationship with AFAB partners, polyamory and 
commitment, issues of patriarchy/gender roles, etc. When people are socialised 
as girls or female children, there are certain traits that are encouraged and certain 
that are discouraged. Therefore, when we honour people’s gender identities, this 
part of their upbringing cannot be ignored. Secondly, whenever someone has a 
marginalised identity, they have often been wounded and deprived by society and 
their loved ones in many ways. Their suppressed feelings the testing and justice-
seeking process can often come up in close and intimate relationships, sometimes 
as entitlement, and at other times as issues with commitment, communication, etc. 
Therefore, it is important to keep the deprivation and the related repetition com-
pulsion in mind.

Having internalised cis-heterosexual ideas, queer people too can think of monog-
amy as better and purer and look down on polyamory as cheating, abandonment and 
a way to escape seriousness and commitment. These thoughts and beliefs need to be 
addressed side by side as we work on what it is that ideas like these evoke.
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8. Conclusion

In this chapter, we delineate the continuity of attachment from infancy to adult-
hood to showcase how intergenerational patterns with early caregivers may present in 
romantic relationships. As differing attachment styles present in romantic relation-
ships between partners, so too emerges the scope for understanding each partner’s 
attachment needs, increasing mutual attunement and emotional regulation. This 
brings into focus the scope for couples therapy. Interventions via promotive couples 
therapy is at the crux of developing more fulfilling relationships and increasing 
relational stability in couples of diverse ethnicities and genders or sexual orientations. 
These interventions are also applicable irrespective of marital status or length of the 
relationship. The efficacy studies we reviewed indicate that emotionally focused cou-
ples therapy, Gottman’s therapy and integrative behavioural couples therapy are a few 
of the key models with shared underlying mechanisms. These mechanisms include 
identifying individual needs, focusing on relational strengths, shared relationship 
visions and fostering a lasting emotional bond between partners. The three case 
studies review how three separate therapists (MI, MP and SV) utilise a shared process 
of relational history taking and conceptualization, focusing on individual relational 
needs and intervening based on the above therapeutic models. Case details were 
modified by the therapists to protect clients’ confidentiality. Through the writing of 
this chapter, we hope to bring more representation to diverse couples and highlight 
the scope of common factors, as they are implemented in relational therapies.
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