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The role of the therapeutic relationship in the counseling process has been extensively demon-
strated in the literature; however, the neurobiology of this relationship and the critical role of safety 
in enhancing therapeutic outcomes, and to ensure compliance and prevent relapse, are less will un-
derstood. The need for a safe space has deeply rooted neurobiological markers that have been well 
described by Seymour Epstein’s cognitive-experiential self-theory and Klaus Grawe’s neuropsycho-
therapeutic model. Epstein showed how attachment and control are two of the basic human needs 
that must be fulfilled to facilitate change—indeed, these mental conditions must be obtained in 
order for the human species to flourish—and Grawe subsequently demonstrated how these needs 
play a vital role in the therapeutic relationship.

Recent research by Allan Schore, Richard Davidson and Eric Kandel indicates that the right 
hemisphere of the brain is generally responsible for assessing safety or danger from others and in 
organizing a sense of the emotional self. Importantly, it is this appraisal of events that may lead to 
the development of motivational avoidance or approach schemas during the course of one’s life in 
order to satisfy basic needs.

This paper explores the fundamental neurobiological markers that need to be considered in 
the therapy process as without effective regulation of these primitive neurobiological markers, the 
process may be jeopardized. Crucially, the therapeutic relationship captures these key indicators. 
Clients who seek counseling not only have difficulties with the presenting problem itself but also 
need a safe space to effectively address the issues. For people in distress their experience of safety 
is an area of critical importance yet, to date, little research has investigated this factor. The focus 
of this paper is the need for attachment and control, which are discussed in relation to their dual 
function in facilitating safety within the therapeutic alliance.
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Current research in psychotherapy has shown 
unequivocally that what clinicians do in psy-
chotherapy is effective on a neurobiological 

level (Furmark et al., 2002; Goldapple et al., 2004; 
Kandel, Schwartz, Jessell, Siegelbaum, & Hudspeth, 
2013). Contemporary neuroscience and psychother-
apy have identified neural correlates not only with 
mental disorders but also with therapeutic chang-
es (Fuchs, 2004). Furthermore, recent research has 
demonstrated that the formation of the brain is insep-
arably connected to a person’s environment and life 
history (Cacioppo, Bernston, & Adolphs, 2002; Fuchs, 
2004). The growing field of neuropsychotherapy in-
tegrates analyses of the biological, psychological and 
social elements of mental disorders into a coherent 
framework that will further stimulate effective psy-
chotherapeutic theory and practice (Cacioppo et al., 
2002). Neuropsychotherapy thus provides the neces-
sary framework for therapists to direct their attention 
to their patients’ brains whilst providing them with a 
safe enriched environment. 

Safety and its Neuropsychotherapeutic Im-
plications

Research has progressed beyond viewing the hu-
man brain as hardwired and static to an understand-
ing that brains have the capacity to change through 
a process called synaptic and neural plasticity (Da-
vidson & Begley, 2012; Kandel et al., 2013; Sporns, 
2011). In 1998, Eric Kandel outlined the beginnings 
of a new intellectual framework for psychiatry that 
linked psychiatric thinking and training to biology, 
arguing that the biological components of behavior 
might best be studied by analyzing the interaction 
between the biological and the social determinants of 
behaviour (Kandel, 1998). He suggested that psycho-
therapy might induce both alterations in gene expres-
sion and structural changes in the brain, whereby the 
neuronal machinery in the therapist’s brain has an in-
direct effect upon the neuronal machinery of the cli-
ent’s brain. He posited that client care is the therapist’s 
most important responsibility and thus that therapists 
ought never let client care become secondary (Kan-
del, 2006). Indeed, he maintained that client welfare 

is the ultimate goal of biological science; consequently 
therapists must develop an understanding of the neu-
ropsychological principles governing their own be-
havior—and their client’s behavior—or otherwise risk 
violating these basic principles and being ineffective 
with their clients.

Contemporary research has also progressed from 
seeing the brain as a chemical system to perceiving it 
as a network of neural connections (Cozolino, 2010; 
Davidson & Begley, 2012; Kandel, 2006; Kandel et al., 
2013; LeDoux, 2005; Rossouw, 2010; Schore, 2012; 
Sporns, 2011). This recent shift includes the way in 
which safe environments through talking therapy can 
facilitate the establishment of new and more effective 
patterns of neural firing. The research currently main-
tains that on a molecular level neural connections 
form the essence of memory (Kandel et al., 2013). 
Indeed, memory is more than the connection of a 
single axon with a dendrite, rather it is a sequence of 
neurons in a network that forms the basis of neural 
functioning (Kandel et al., 2013). In other words, one 
neuron in isolation is not effective but when a net-
work of neurons forms a memory sequence, thoughts, 
feelings, and perceptions may be generated (Kandel 
et al., 2013). Whilst there is a genetic element to these 
connections, the environment enables the unique ex-
pression of genetic predispositions that permit the 
creation of emotions and cognitions—one’s sense of 
self and the mind. Ultimately, this is a higher order 
function, as networks are constantly changing in as-
sociation with the environment, and new pathways of 
firing are facilitated (Kandel et al., 2013). As Feinberg 
(2009) suggested, the self is defined by thoughts and 
memories that influence our emotions. Neural re-
sponses of protection and avoidance may form as a re-
sult of trauma, whereas positive experiences are more 
likely to induce responses of approach and growth 
(Wilkinson, 2004; Feinberg, 2009). Thus, the role of 
therapy is to engender new pathways of firing via the 
creation of a safe environment and a corrective emo-
tional experience.

Studies of learning and memory suggest that syn-
apses are modified by experience and that they form 
a crucial aspect of brain plasticity (Ekstrom, 2004). 
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While LeDoux (2005) posited that genes shape the 
broadest outline of mental and behavioral functions, 
he further argued that the essence of the individual is 
in fact determined by the patterns of synaptic connec-
tions in the brain.

Neuroplasticity extends the existing paradigm for 
understanding the capacity of the brain to change by 
enhancing our understanding of neural activation 
(Ekstrom, 2004). As noted above, the early neuro-
scientists adopted a deterministic approach, liken-
ing the brain to an electrochemical system (Ekstrom, 
2004). This approach is often referred to as the “med-
ical model” because it was primarily concerned with 
the individual achieving a neurochemical balance 
amongst the chemical agents involved in communica-
tion between neurons (LeDoux, 2005; Rossouw, 2013; 
Valenstein, 1998). Whilst this approach resulted in 
the development of a number of drug treatments for 
various mental disorders, it has proved inadequate in 
terms of understanding the pathogenesis of illnesses 
such as depression, schizophrenia and anxiety (Ros-
souw, 2013; Valenstein, 1998). The study of brain cir-
cuits has proved to be a more constructive approach 
(LeDoux, 2005).

Recent studies have shown that talking therapies 
affect neural activation through chemical balance, 
neural firing, neural structure and neural networks 
(Furmark et al., 2002; Grawe, 2007; LeDoux, 2007; 
Sporns, 2011). However, in contrast to the earlier 
chemical theory, in network theory the provision of 
safe environments is now seen as a vital additional 
factor to understanding the brain (Rossouw, 2013). 
The implications are both profound and clear—that 
a safe environment for talking therapy, which would 
include mechanisms to manage stress and affect regu-
lation, can address unhelpful patterns of neural activa-
tion and enable more functional outcomes (Rossouw, 
2013). Research has shown that a safe enriched envi-
ronment actually facilitates the development of new 
neural patterns, which, in turn, leads to enhanced at-
tachment and control, and stress reduction (Rossouw, 
2013). Psychotherapeutic approaches that provide safe 
environments will thus enhance the positive social in-
teraction that is an essential element of healthy neural 
proliferation (Rossouw, 2013). This process can be at-
tributed to the neuroplasticity of the brain, which is 
instrumental in re-writing neural pathways (Rossouw, 
2012b). It is only at this point, when down-regulation 
of unhelpful neural patterns of avoidance and stress is 
facilitated, that an individual feels safe. At this point 
also the individual may be able to open up and reveal 
why they have presented to therapy, because so often 
the stated reason why a person presents is not at the 

core of what is happening for them. 

Grawe (2007) states that organisms are biological-
ly driven to patterns of approach oriented to what is 
life-sustaining, and to avoid danger. Such approach 
and avoidance decisions influence whether or not 
an organism survives and it appears that the fight 
or flight circuitry in the brain evolved in association 
with areas of the cerebral cortex used to consciously 
identify danger (Grawe, 2007). 

Internal homeostatic processes—such as balancing 
approach and avoidance, excitation and inhibition, 
and fight and flight responses—are actively involved 
in the body’s regulatory systems (Kandel et al., 2013). 
These systems regulate an individual’s biological and 
emotional states—for example, the body’s response 
to stress and threat is regulated through the secretion 
of stress hormones (cortisol and adrenalin) from the 
hypothalamic-pituitary-adrenal axis (Kandel et al., 
2013). While short-term survival is governed by the 
immediate response to stress, a rapid return to ho-
meostasis is necessary for long-term survival (Kan-
del et al., 2013). The implications of prolonged stress, 
therefore—such as that which occurs in attachment 
breakdown, parental deprivation or prolonged trau-
matic stress—may result in long-term damage (Kan-
del et al., 2013). Prolonged stress results in elevated 
levels of stress hormones and the hypothalamic-pitu-
itary-adrenal axis system acts as a mediator to reduce 
the long-term consequences of cortical arousal (Kan-
del et al., 2013). 

However, the release of such hormones from the 
amygdala initiates a fight-flight response to fear, pain 
and discomfort in what has been described as a first-
line protective survival mechanism that activates a 
sympathetic branch of the autonomic nervous sys-
tem, producing symptoms of anxiety, agitation or 
panic (Cozolino, 2006). Thus, the primary function of 
the amygdala is to protect us by pairing stimuli with 
a fear response (Cozolino, 2006). It has a reciprocal 
relationship with the orbital medial prefrontal cortex, 
which functions to constrain the amygdala through 
conscious awareness (Beer, Heerey, Keltner, Scabini, 
& Knight, 2003). However, when an individual ex-
periences high levels of distress, the orbital medial 
prefrontal cortex becomes inhibited, and its capaci-
ty to control thoughts and to be rational and logical 
is reduced (Beer et al., 2003). The networks linking 
the orbital medial prefrontal cortex and the amygdala 
are molded by experience, thus an individual’s under-
standing of safety and danger (Beer et al., 2003; Sil-
berschatz, 2005).

The implications of this for neuropsychotherapy 
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are, first and foremost, the importance of establish-
ing a good therapeutic alliance with the client at the 
outset, which can promote the safety needed to allow 
for the down-regulation of distress responses (Ros-
souw, 2012a). This emphasizes the need for therapists 
to work from a bottom-up approach rather than a 
top-down approach—specifically because the estab-
lishment of a safe environment allows physiological 
symptoms to down-regulate unhelpful neurotrans-
mitter firing of the stress hormones norepinephrine, 
corticotrophin releasing factor, corticotrophin hor-
mone, adrenalin and cortisol (Rossouw, 2012a). It also 
allows for the up-regulation of serotonin flow, dopa-
mine release, and activation of the parasympathetic 
nervous system, as well as addressing the scanning for 
novelty (danger) by the amygdala (Blackford, Buck-
holtz, Avery, & Zald, 2010).

As stated previously, a therapeutic environment 
facilitates an enriched safe environment where psy-
chotherapy has the potential to facilitate neural 
change and proliferation. Safety is essential for people 
in distress because it down-regulates the hypothala-
mus-pituitary adrenal system (Rossouw, 2013). When 
the fear response, which is triggered from the pons, 
amygdala, basal ganglia, hypothalamus, pituitary and 
adrenal glands, is activated, the distress activates the 
release of the corticotrophin releasing factor, adreno-
corticotrophic hormone, adrenalin and cortisol (Ros-
souw, 2013). If these patterns are activated frequently, 
the patterns of firing will become well established re-
sulting in a default neural activation when a trigger is 
received (Rossouw, 2013). Through psychotherapy it 
is possible to facilitate down-regulation of the stress 
response system and encourage the development of 
new patterns of neural activation (Rossouw, 2013). 
Hence it is vital to enable change through the provi-
sion of a safe environment in which the individual can 
experience controlled incongruence, or stress, to pre-
vent activation of the default distress response (Ros-
souw, 2013). A controlled environment is essential; 
however, if change is facilitated too quickly, the stress 
signal may be activated and the habitual pathological 
patterns facilitated (Rossouw, 2013). 

By understanding the role of neural activation in 
brain activity, the need for safe environments to fa-
cilitate effective neural pathways becomes clear (Ros-
souw, 2013). It is also clear that the basic human needs 
of safety and nurturing provide the basis for the devel-
opment of strong open neural networks—and for the 
brain to maximize development, open neural activa-
tion is vital (Rudy, 2008). The contemporary under-
standing of neurobiology has revealed the profound 
impact of the lack of safety on the functioning of the 

brain, and emotional wellness. This demonstrates the 
critical role of safety within the therapeutic alliance. 

A Neuropsychotherapeutic Model of Safety 
Epstein (1990, 1993, 1995) developed cognitive-ex-

periential self-theory as a means of understanding the 
basic human needs of the individual. Grawe (2004) 
extended Epstein’s theory using a consistency-theoret-
ical model to provide a more sophisticated meta-theo-
ry to examine the basic needs. The fundamental needs 
for attachment and control seen within the context of 
neuropsychotherapy influence safety within the ther-
apeutic alliance. 

Grawe (2004) also referred to consistency regula-
tion as a basic principle of mental functioning; how-
ever, this need for coherence cannot be subsumed as 
one of the basic needs but rather it is foundational by 
way of the consistency principle. He described consis-
tency regulation as a state of emotional wellness that 
can be understood in relation to goal-orientated activ-
ity, which is largely oriented toward the fulfillment of 
the basic needs. In this context the term consistency 
refers to the state of the organism—that is, the consis-
tency of mental processes (Grawe, 2004). The consis-
tency principle supersedes all other needs as without 
consistency among the neural processes a violation of 
the fulfillment of needs can occur. In contrast to the 
consistency principle, basic needs relate to the expe-
riences of the individual that are determined by their 
environment (Grawe, 2004). These experiences result 
in perceptions with positive or negative associations 
with regard to the respective need (Grawe, 2004). 
Thus, consistency regulation and need satisfaction are 
intrinsically linked. The link connecting the two can 
be explained by the construct of congruence, that is, 
the compatibility of current motivational goals and 
actual perceptions. 

Motivational schemas are developed in the course 
of one’s life in order to satisfy basic needs and to pro-
tect them from violation (Grawe, 2004). Although it 
is not a mainstream psychological perspective—that 
a person’s goals during their life ultimately serve the 
satisfaction of basic needs—examples of such concep-
tualizations are provided by the cognitive-experien-
tial self-theory of Epstein (1990, 1993, 1995) and the 
self-determination theory of Deci and Ryan (2000). In 
addition, the consistency-theoretical model described 
in Grawe (2007) further states that if a person is raised 
in an environment that is oriented to fulfilling their 
needs, the person will develop primarily approach 
motivational goals and will gain great experience in 
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achieving such goals. In contrast, if a person is raised 
in an environment where their basic needs are repeat-
edly violated, threatened, or disappointed, the indi-
vidual will develop avoidance motivational goals, to 
protect him- or herself from further harm (Grawe, 
2007).

Grawe (2007) stated that there are two “levers” of 
mental functioning—the striving for congruence and 
the striving for consistency—and that mental func-
tioning is oriented toward enabling perceptions which 
are consistent with activated motivational goals that 
develop around them. While people differ in terms 
of the absolute and relative constitution of their basic 
needs, inconsistency leads to the impairment of the 
effectiveness of an individual’s engagement with their 
environment—in particular, over a long period of 
time inconsistency can lead to a state of incongruence 
and impairment in the attainment of the individual’s 
needs (Grawe, 2007).

When incongruence emerges, the goals, means, 
plans and behaviors that have been effective in the 
down-regulation of incongruence under the specific 
conditions are activated (Grawe, 2007). Given that in-
consistency is detrimental to need fulfillment, mental 
systems form mechanisms to avoid states of strong in-
consistency, or to down-regulate them if they occur 
(Grawe, 2007). In fact, various schools of psychology 
have provided labels for consistency-securing mech-
anisms—defense mechanisms, coping mechanisms 
and emotional regulation, for instance—that emerge 
automatically from the unconscious (Grawe, 2007). 
In accordance with this meta-theory, mental illness 
arises from the process of consistency regulation. For 
example, avoidance motivational schemas may be 
dominant in individuals who have experienced trau-
ma (Grawe, 2007). Such schemas impair an individu-
al’s positive need fulfillment and lead to a permanent-
ly elevated level of incongruence. These experiences 
consequently result in decreased well-being and poor 
mental health, limiting a person’s ability to cope with 
difficulties (Grawe, 2007). Thus, physical and emo-
tional safety is a prerequisite for effective development 
of the young brain (Rossouw, 2013). This leads to con-
gruence and consistency, emerging from a secure at-
tachment to a primary caregiver.

The basic human needs of attachment and control 
are briefly described below.

The need for attachment. Epstein (1990, 1993, 
1995) referred to the need for attachment as human 
reliance on other people. Whilst the need for attach-
ment is fundamental, its critical importance for hu-
man well-being has only been given credence in recent 

decades (Grawe, 2007). For instance, Sullivan (1953) 
was among the first to explicitly regard interpersonal 
aspects as the central causes of mental disorders, but 
he failed to provide empirical evidence for his views. 
With regard to the etiology of mental disorders in 
contemporary psychology, the need for attachment 
is now considered the most empirically substantiated 
basic need (Grawe, 2007). 

In terms of Grawe’s (2007) consistency theory, this 
inner-working model corresponds with the motiva-
tional schemas that develop around the need for at-
tachment. For instance, childhood trauma may lead 
to the child internalizing the perceptual, behavioral 
and emotional experience of the event, such that the 
event has been encoded in implicit memory.

According to Grawe (2007), the availability and 
empathy of the primary attachment figure in early 
childhood will determine whether an individual de-
velops approach or avoidance motivational schemas. 
Young (1994) posited that a good attachment figure is 
one that provides a safe haven, which affords physical 
closeness, protection, security and support. An avoid-
ance motivational schema develops when a child has 
limited or impaired access to a primary attachment 
figure or when such an attachment figure is not con-
sistently accessible (Grawe, 2007).

A helpful framework for understanding the de-
veloping brain in relation to attachment is the circle 
of security model proposed by Cooper, Hoggman, 
Powell, & Marvin (2005), which shows how a child 
develops a sense of safety and security that will lead 
to normal development. The circle of security model 
is based on supporting parents to create an environ-
ment through which secure attachment is facilitated 
(Cooper et al., 2005). The basic premise of this model 
is that if a child has an adverse experience, they may 
traverse back to a secure base in order to be taken care 
of. For instance, the therapeutic relationship may be 
an opportunity for individuals who have experienced 
childhood trauma to experience safety and stability 
in their environment (Cooper et al., 2005). Through 
the provision of a safe environment, therefore, the 
circle of security fosters secure attachment relation-
ships that in turn create neural pathways. Important-
ly, these new neural patterns facilitate approach rather 
than avoidance motivational schemas.

The need for control. According to Epstein (2003), 
the most fundamental of human needs is the need for 
control, whereby an individual assimilates real expe-
riences into their model of reality. The inner working 
model proposed by Bowlby (1973) is a similar such 
model in the domain of relationship experiences. This 



26INTERNATIONAL JOURNAL OF NEUROPSYCHOTHERAPY                                                                                   Volume 1 (2013)

is an important part of what Epstein terms “concep-
tion of reality.” He suggested that people form concep-
tions of reality, based on their life experiences, which 
they attempt to maintain through their interactions 
with the environment (Epstein, 2003). 

An individual’s experience of real-life events is 
based on their motivational schemas and this influ-
ences how the individual interacts with their envi-
ronment (Powers, 1973). Accordingly, a person will 
continuously aim to achieve control over their per-
ceptions, if their behavior is oriented towards the at-
tainment of perceptions that fit with their activated 
motivational goals. Thus, based on their life experi-
ences, an individual develops a fundamental belief 
about whether predictability and control are possible 
(Powers, 1973). Mental functioning is largely depen-
dent upon control, such that one needs control in or-
der to fulfill the other basic needs (Epstein, 2003).

Grawe (2007) derived his understanding of control 
from the construct of self-efficacy beliefs proposed 
by Rotter (1966) and Bandura (1977). In particular, 
Bandura (1977) suggested that individuals with high 
self-efficacy—that is, those who believe that their 
performance is within their control—are most likely 
to view difficult tasks as goals to be mastered, rather 
than goals to be avoided. According to Powers (1973), 
all behavior is motivated toward the attainment of 
perceptions that are congruent with specific goals—
therefore, if successful, the need for control may be 
satisfied, whereas non-satisfaction or violation of this 
need may lead to a state of incongruence. Further-
more, the need for control is permanently activated 
when important goals are involved. Thus, events that 
satisfy the need for control will almost always lead to 
an improved mental health state through the creation 
of neural pathways that facilitate approach rather than 
avoid patterns (Powers, 1973). 

On the other hand, events that frustrate or violate 
the need for control will lead to impoverished men-
tal health functioning (Powers, 1973). A violation of 
the need for control exists when a client experiences 
mental disorders, as these experiences are beyond the 
client’s locus of control (Powers, 1973; Rotter, 1954). 
In this view, the goal of psychotherapy is thus to pro-
vide the opportunity for the client to learn to better 
cope with their problems and regain a sense of con-
trol (Powers, 1973). A positive control experience that 
facilitates a person’s sense of safety may ultimately 
restore the violation of the person’s need for control 
(Powers, 1973); therefore, when an individual regains 
belief in their ability to exercise control over events a 
sense of safety may be restored.

In undertaking psychotherapy with a new patient, 
the therapist has a responsibility to endeavor to cre-
ate an atmosphere of safety (Grawe, 2007). This can 
be achieved by the therapist providing a predictable, 
respectful relationship—for example, when a thera-
pist is curious about an individual’s life, including the 
history of their control experiences, they are in a bet-
ter position to then understand how the client devel-
oped their present disorder (Grawe, 2007). Crucially, 
the fulfillment of an individual’s need for attachment 
and control in the therapeutic setting may lead to im-
proved emotional wellness (Grawe, 2007). In addi-
tion, with a secure attachment environment leading 
to a greater locus of control, individuals are likely to 
experience enhanced well-being and mental health 
(Grawe, 2007; Rotter, 1954).

Safety and the Therapeutic Alliance 
The therapeutic alliance has emerged as an import-

ant variable for psychotherapy process and change 
(Orlinsky, Grawe, & Parks, 1994). In this comprehen-
sive review of the literature, Orlinsky and colleagues 
(1994) demonstrated links between aspects of the 
therapeutic relationship and a range of treatment out-
comes in a wide variety of psychotherapies (see, e.g., 
DeRubeis & Feely, 1991; Eaton, Abeles, & Gutfreund, 
1988; Greenberg & Webster, 1982; Safran & Wallner, 
1991; Salvio, Beutler, Wood, & Engle, 1992). 

Researchers have argued that improved therapeu-
tic outcomes may be the result of the therapist being 
more able to consistently form stronger alliances with 
their clients (Del Re, Fluckiger, Horvath, Symonds, & 
Wampold, 2012). Indeed, several recent studies have 
found evidence suggesting that the therapist contri-
bution is more critical than the patient contribution 
to the therapeutic alliance and resulting outcomes 
(Baldwin, Wampold, & Imel, 2007; Dinger, Strack, 
Leichsenring, Wilmers, & Schauenburg, 2008; Mar-
cus, Kashy, Wintersteen, & Diamond, 2011; Zuroff, 
Kelly, Leybman, Blatt, & Wampold, 2010).

Therapists who practice from psychodynamic, hu-
manistic and cognitive behavioral orientations have all 
advocated that the quality of the therapeutic relation-
ship is dependent upon the therapist being able to pro-
vide a safe enriched therapeutic environment (Basch, 
1980; Rogers, 1961; Sampson, 1990; Shay, 1996; Ya-
lom & Bugental, 1997). In neurobiological terms the 
therapeutic relationship is comprised of right-brain to 
right-brain interaction (Rossouw, 2013). This includes 
mirror neuron activity, down-regulation of limbic re-
sponses, and the establishment of safety by creating a 
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safe, empathic, and supportive environment (Schore, 
2012). In addition, the therapeutic relationship facil-
itates the up-regulation of safety and control that are 
linked closely to the primary need for attachment. 
Thus, through engaging in therapy, the therapeutic 
process which involves controlled incongruence (rath-
er than uncontrolled incongruence), open neural fir-
ing (rather than up-regulation of the stress response), 
and enhanced cortical activity (rather than a reduc-
tion of cortical blood flow due to the stress response), 
are vital aspects of the overall therapeutic relationship 
(Rossouw, 2013). New neural patterns can be activat-
ed by down regulating the stress response and enhanc-
ing the basic needs of attachment and control. Safety 
is thereby facilitated through the development of new 
neural pathways that shift unhelpful patterns of think-
ing, feeling and behaving (Rossouw, 2013). Facilitat-
ing safety is essential in activating open neural pat-
terns rather than closed, protective, neural activation, 
which reflects psychopathology (Rossouw, 2012b). It 
is important to be aware that building rapport takes 
time, and to be mindful that imposing techniques too 
soon may activate the client’s stress response, inhibit-
ing the therapeutic process (Rothschild, 2000).

These implicit right brain operations are activat-
ed in the therapeutic alliance and are essential for 
adaptive interpersonal functioning (Schore, 2012). 
The right hemisphere is dominant for aspects of com-
munication and subjective emotional experiences 
(Schore, 2012). The implicit communication of af-
fective states between the right brains of the patient 
and therapist may be referred to as intersubjectivity 
(Schore, 2012). In the therapeutic relationship, the 
neurobiological correlate of this is expressed through 
the self-organization of the developing brain, which 
occurs in the context of an inter-personal relation-
ship (Schore, 2003). Engaging in therapy is a deeply 
personal experience. Essentially the human brain is a 
social entity which flourishes through its connections 
to other brains (Schore, 2012; Siegel, 2012). However, 
in the absence of an environment in which to flourish, 
pathology may develop (Rossouw, 2013). The thera-
peutic process may therefore provide an environment 
in which the basic needs of safety and control are 
met—specifically, in a safe therapeutic environment a 
gradual shift may take place, from patterns of protec-
tion to patterns of approach. Neural integration may 
also lead to cognitive, emotional and behavioral inte-
gration (Siegel, 2010). Ultimately, neuroscience clearly 
indicates that who we are as therapists is far more sig-
nificant than our body of knowledge (Kandel, 2006).

Summary and Concluding Discussion
This paper contends that the preferred approach 

to facilitate safety within the therapeutic alliance is 
from a bottom-up approach rather than a top-down 
approach. Due to the up-regulation of distress in the 
primitive regions of the brain, which result in deep 
brain activity, and shifts in cortical blood flow away 
from left pre-frontal cortical areas, cognitive inter-
ventions that are introduced at the beginning of ther-
apy may not be effective. The capacity of the brain to 
activate new neural connections and ultimately new 
pathways is facilitated only when a safe therapeutic 
relationship is established and down-regulation of 
the fear response is effectively addressed (Rossouw, 
2011). It is in this safe enriched environment that cog-
nitive, emotional and behavioral interventions can be 
successfully introduced.

In this paper we propose a meta-theoretical model 
within the context of neuropsychotherapy in which 
the fundamental needs of attachment and control 
work together to facilitate safety within a therapeutic 
alliance. The implications of this research for service 
delivery are significant—first, effective delivery of 
early interventions is required to assess, identify and 
address violations of the needs for attachment and 
control; and, second, effective service delivery to en-
hance neural development has to be a collaborative 
activity between mental health services and parental 
systems (Rossouw, 2013). Future research will extend 
this model, utilizing a neurobiological experiential 
study to provide specific therapeutic guidelines for 
the ways in which clinicians can maximize wellness 
from a neurobiological perspective. Exploring the 
concept of safety from a neuropsychotherapeutic per-
spective demonstrates that facilitating safety should 
not be assumed but incorporated as an essential part 
of the therapeutic process.
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