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In 2001, as consultation-liaison psychiatrists working ‘in the trenches,” we were
trying to understand why patients behave the way they do, and how we could help
our colleagues in medicine, surgery, family practice, and all disciplines of health
care with the struggles that ensued when their patients experienced their care to be
unsatisfactory or threatening. We found attachment theory to be immensely useful
in this challenge. A PUBMED search for new articles that year on ‘Attachment and
Medicine’ would have turned up 23 articles. In 2013, the same PUBMED search
generates 91 new articles in the preceding year. The field has built continuously over
time, with increasing momentum, so that now it feels like we are at the cusp of gen-
eral acceptance of the relevance of an attachment perspective. To capture the breadth
of this activity, in Improving Patient Treatment with Attachment Theory, we have
engaged leading researchers from North America, Europe, and Australia to apply
this new perspective to the practical work of caring for patients.

In our work we have been generously supported by colleagues at Mount Sinai
Hospital, both in the department of psychiatry and the hospital as a whole. Bill
Lancee was crucial in supporting our early focus on attachment and collaborated on
several studies. Molyn Leszcz as our Chief, colleague, and friend has been unwav-
ering in his interest and pragmatic support. Consultation-liaison team members
Ellen Margolese, Lesley Wiesenfeld, and Mary Preisman have been generous with
their time and flexibility, and our colleagues Gary Newton, Susannah Mak, David
Tannenbaum, Peter Ferguson, Hillary Steinhart, Gordon Greenberg, Mark
Silverberg, and Janice Halpern welcomed us into their teams to do this work. In the
wider scope of the University of Toronto, Gary Rodin and Susan Abbey encouraged
this work with parallel work of their own on attachment and health. We cannot over-
state the value of our students, who have, through their enthusiasm for this perspec-
tive, and incisive questioning, clearly contributed to the development of these
concepts, and we are delighted to have had some part in supporting a next genera-
tion of attachment researchers, including Thao Lan Le, Christina Maar Andersen,
and Andrea Lawson.

Lastly, in a book about the significance of relationships it would be an oversight
not to emphasize the importance of those closest to us — Nancy, Lynn, and our kids —
they have not only supported our efforts and tolerated the time away from family
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spent on this task, but brought their own reflections, experiences, and queries to bear
in a way that deepened our focus on the subjective experience of being ill and hos-
pitalized, reminding us from close to home of the inevitable fears and challenges of
being a patient.

Toronto, ON, Canada Jonathan Hunter
Robert Maunder
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Jonathan Hunter and Robert Maunder

In 1952, James Robertson picked up a movie camera for the first time in his life and
made a remarkable film. Robertson, a Quaker who had joined the Hampstead
Wartime Nurseries in 1941 as a conscientious objector, became a social worker who
contributed to the care of children who had lost family in the war. Working with
John Bowlby, the founder of attachment theory, Robertson set out to demonstrate
how separation from parents affects a young child. One of the easiest places to find
children strained by separation was a hospital.

Robertson’s camera followed Laura, a 2-year-old girl who required a minor
operation that necessitated an 8-day stay. According to the hospital rules of the time,
her mother was not allowed to stay with her and the nurses changed by shift, so
Laura was obliged to try to manage incomprehensible and uncomfortable proce-
dures, such as a rectal anesthetic, by herself. Eventually Laura settled and became
quiet, docile, and compliant. However, when she left the hospital, Laura did not
warm to her mother immediately — a bond had been damaged.

Robertson’s film, A Tivo-Year-Old Goes to Hospital, had a huge impact, eventu-
ally changing how psychoanalysts, psychiatrists, doctors, nurses, and the public
understood the experience of separation and loss for infants. Although the film met
intense opposition from the medical establishment and the psychoanalytic commu-
nity (Bretherton 1995), in the end its point was clear: when Laura settled into com-
pliance, her docility was not a sign of a positive adjustment, but of despair. Laura
was harmed by her separation. Partly as a result of Robertson’s movie, the health-
care environment changed. Today, happily, parents typically stay with their infants
when they need hospital care (and no one would have an 8-day stay for a minor
procedure) (Fig. 1.1).

J. Hunter, MD, FRCPC (2<)) « R. Maunder, MD, FRCPC

Department of Psychiatry, University of Toronto, Mount Sinai Hospital,
Toronto, ON, Canada

e-mail: jhunter @mtsinai.on.ca; rmaunder @mtsinai.on.ca
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4 J. Hunter and R. Maunder

Fig.1.1 A mother looks through glass at her hospitalized child (Hospital Archives, The Hospital
for Sick Children, Toronto, used with permission)

Modern health-care systems bear little resemblance to the hospitals of Robertson
and Bowlby’s time. We are challenged on many fronts. We are overwhelmed by the
cost and burden of chronic diseases and struggle to maintain effective access to
services. Barriers to providing high-quality care have created “a quality chasm”
(Committee on the Quality of Health in America 2001). Furthermore, our under-
standing that chronic noncommunicable diseases are caused to a large extent by
behaviors, particularly smoking, overeating, inactivity, and substance use (World
Health Organization 2010), has had little impact on patient outcomes, largely
because we are so often ineffective at facilitating and maintaining our patients’ abil-
ity to make healthy choices.
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Continuously rising costs lead to pressure to make medicine more efficient, and
yet our efforts to do so often fragment care. Patients often see multiple practitioners,
each embedded in a team of many people, which dilutes the effect of any one
caregiver-patient relationship. In fact, for some patients, a continuous one-to-one
relationship with a primary care provider is unavailable or has been supplanted by
drop-in clinics, emergency rooms, and specialists who may have no consistent com-
munication with the other doctors involved in a patient’s care. Health professionals
of all disciplines want to improve the quality of health care; how can we use current
evidence to make a positive change?

It is the premise of this book that health-care professionals can benefit from
returning to the lesson that Laura taught us. Although we now face different and
greater challenges to providing excellent care, it remains true that health care fun-
damentally occurs between people; that suffering and the delivery of support and
relief occur within human relationships. To the extent that we overlook the alliance
that occurs at the core of provider-patient relationships, we diminish the impact of
care. Our proposed strategy for understanding this premise is also derived from
Laura; we use the perspective of attachment theory to understand illness and health
care and to suggest new ways to meet the challenges of providing care. Because
health care is inevitably and inescapably relational, understanding how relation-
ships develop and how that development sets a precedent for later relationships,
including those between a patient and a health-care professional, illuminates many
of our health-care dilemmas and holds a promise of improving care.

In fact, the ways that people interact in close (attachment) relationships illuminate
the challenges of chronic disease in two ways. The first is that patterns of security and
insecurity in attachment relationships help us to understand what works and what
goes wrong in provider-patient interactions. The second is that experiencing insecu-
rity in relationships over a lifetime increases a person’s risk of getting sick. This
occurs in many ways, which are summarized by the model in Fig. 1.2 (first described
by Maunder and Hunter (2001)). Patterns of relating to others that are associated with
feeling insecure contribute to amplified physiological responses to stress, ineffective
buffering of stress by social support, and to the use of mood-altering drugs or “com-
fort foods” to manage emotional discomfort, each of which increases the risk of
chronic illness. Maladaptive health behaviors, such as excessive help-seeking (which
leads providers to discount the validity of signs of illness) and nonadherence to treat-
ment recommendations, are closely linked to insecure patterns of attachment and also
contribute to poor health outcomes.

In this book, we focus on the work of specialist health-care providers and research-
ers who are expert in the interface between psychology or psychiatry and physical
medicine. In several cases, these experts are consultation-liaison psychiatrists. That
is the subspecialty of psychiatry that is dedicated to psychiatric aspects of medical
and surgical illness. But expertise in this field is much broader than consultation-
liaison psychiatry; it is a truly interdisciplinary field whose contributors include psy-
chologists, nurses, occupational therapists, and professionals of other disciplines.

We organize the evidence for the role of attachment in understanding and improv-
ing patient care in the following way. Part I consists of an introduction to the
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Attachment insecurity
Increased | | Dysregulated | | Decreased Deficits in Attention to  ||Dependency N .
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Fig. 1.2 Mechanisms by which insecure patterns of attachment may contribute to disease

fundamentals of attachment theory and clarification of some specific attachment
concepts that are particularly valuable in health care: narrative coherence, affect
regulation, and mentalizing. This is a crucial introduction for readers unfamiliar
with attachment theory and provides context for each of the later chapters. There is
more than one way to describe adult attachment, so Part I also sets out the terms that
will be adopted in subsequent chapters. Finally, Part I provides an overview of the
application of attachment theory in health care by Bernhard Strauss and Katja
Brenk-Franz.

Part IT demonstrates the broad applicability of attachment principles to an array
of patient populations and the utility of an attachment perspective in understanding
illness behavior in various contexts. We have selected specific populations of
patients for whom there is established evidence for the role of attachment in under-
standing illness and its management with chapters by leaders in attachment research
in each domain. The role of attachment in pain, especially in chronic pain, is dis-
cussed by Pamela Meredith. Chris Hinnen reviews the relevance of attachment to
people with cancer, and Sarah Hales describes the impact of attachment at the end
of life.

Part III explores how using attachment principles augments intervention.
It opens with an introduction which provides a clinically and experientially
pragmatically-based summary of the use of an attachment perspective on an active
consultation-liaison psychiatry service in a general hospital. Then, Sanjeev
Sockalingam and Raed Hawa describe the integration of attachment assessment and
attachment-based intervention into a multidisciplinary clinic, using their experience
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in a bariatric surgery program as a case example. Staying with an outpatient
population focus, the chapter by Patrick Luyten and Peter Fonagy provides a novel
and remarkably patient-centered account of attachment-based interventions for
patients with functional somatic disorders.

Part IV looks toward the future. Tara Kidd describes the state of the art of physi-
ological research concerning the relationship between attachment and stress and
throws down a gauntlet regarding the further investigations that are required to
make a robust case for attachment insecurity as a cause of allostatic load and chronic
disease. We make a case for introducing attachment principles into medical educa-
tion and then dedicate the final chapter to identifying gaps in our current under-
standing and goals for future research on attachment-informed health care.

Our hope is that this summary of an emerging field will stimulate you to reflect
on the application of attachment theory to your own clinical setting and consider in
what way you can join us in generating an understanding of the role of this funda-
mental human relational capacity in the regulation of health.
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The story of attachment is thought to start at the time when two particular evolution-
ary selection pressures came into conflict for our ancestors. First, reproductive suc-
cess was favoured by standing on two legs rather than four. While there are various
theories as to which advantages of bipedal locomotion were most important, selec-
tion for this trait may have been reinforced by making it easier to see predators and
to travel long distances efficiently. Standing erect, however, demands strong bones,
which created a conflict later in our evolution when our ancestors’ brain size
increased markedly. A pelvis that can support bipedal posture cannot tolerate being
weakened by too large a hole in its centre (Wittman and Wall 2007). How could the
enormous advantages of large brains be maintained while still standing on two legs?
How could mothers give birth to a big head through a narrow pelvis?

The solution was a third evolutionary advance; infants were born ‘premature,’
before their heads and skulls grew too large (Narvaez et al. 2013). Human children
are born almost helpless and then protected and cared for until they can survive
independently. Naturally, bearing children who are incapable of defending and tak-
ing care of themselves creates yet another selective pressure—survival will favour
infants and parents whose behaviour maximizes the odds that the parents will be
present to protect and care for children during the long period when they are too
immature to live independently. These behaviours and the signals that regulate them
comprise the attachment system in infants and the complementary caregiving sys-
tem in parents.
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Department of Psychiatry, University of Toronto, Mount Sinai Hospital,
Toronto, ON, Canada
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The attachment system keeps an infant attuned to his or her mother, staying close
by her for safety, retreating to her when scared, seeking solace when injured or ill,
and exploring away from her when safe. Thus, a finely calibrated capacity to use our
big brains to read social signals and modify social behaviours in order to balance
our needs for both safety (proximity) and active exploration (independence) is fun-
damental to our species. Attachment to those who help us feel secure is hard-wired
and obligatory. Each child has an exquisitely precise capacity to identify his or her
mother (or whoever parents the child, known as an ‘attachment figure’) and is evo-
lutionarily programmed to adapt to the interpersonal micro-environment co-created
by the interaction of their individual characteristics.

2.1 Attachment Functions

An attachment relationship is qualitatively different from any other type of rela-
tionship. Specifically it differs because of four crucial functions that an attach-
ment figure serves for an infant. Each of these functions serves the goals of
allowing an infant to use his or her relationship with a parent to foster a sense of
security, especially when challenged by an injury or a threat, and also to explore
the environment independently when it is safe to do so. Confidant exploration
provides experience that allows for mature and independent functioning to
develop.

» The first attachment function is the secure base. An attachment figure serves as
a foundation from which an infant can go out to explore the world.

* The second is safe haven. An attachment figure provides a safe and soothing
presence to which an infant can return when exploration or separation becomes
frightening. It is a common observation that young children are quite specific in
their preferences for who they will seek out when they are scared.

* In order to take advantage of these two functions, an infant also has to have the
ability to seek and maintain proximity, typically by calling out, crying, searching
under his or her own power, clinging or whining.

» Lastly, separation protest is also a core attachment function, required at times to
ensure that the parent continues his or her focus on providing security to the
infant. An infant may even ‘punish’ the parent for not being available when
needed, with a show of anger.

Importantly, these attachment functions (Hazan et al. 2004; Hazan and Zeifman
1999; Zeifman and Hazan 2008) and the behaviours that sustain them are only
apparent at certain times. Proximity-seeking behaviours, for example, are not
required continuously; they are activated at times of attachment strain or threat,
such as when a person is separated from those who provide attachment functions or
when the individual is in pain or is unable to defend him- or herself. These are con-
ditions that are often present when illness requires investigation and treatment (see
Fig. 2.1).
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Fig.2.1 Conditions that are associated with illness and its treatment consistently lead to activa-
tion of the attachment system

2.2  Classification of Attachment Styles

As infants adapt to the relational micro-environment that is defined by the charac-
teristics of their attachment figures (and by the complex interactions that emerge
between the parents and the child), they develop fairly consistent preferences for
certain attachment strategies or behaviours—the ones that are most successful in
meeting their need to feel secure as often as possible. It is remarkable, given the
range of possibilities, that there are relatively few behavioural clusters that comprise
the attachment patterns which emerge.

Furthermore, there is a surprising degree of consistency in patterns of attachment
behaviour as children grow into adolescents and then adults. As we mature, we turn
to new people to serve our attachment needs, first peers and then, typically, romantic
partners. But the functions that attachment figures serve remain the same. As adults
we can identify our attachment figures by reflecting upon the person who serves our
needs for a secure base and a safe haven and who are the targets of our proximity
seeking and separation protest.

Patterns of adult attachment can be understood in different ways, as ‘states of
mind’ about attachment phenomena (which will be described in some detail in
Chap. 3) or as clusters of attitudes, behaviour and emotional expression in close
relationships. In this book, we combine the two approaches, which is somewhat
heretical to attachment purists but is clinically useful.! We can describe the five pat-
terns of attachment, which we can locate on two dimensions of attachment

"'We justify this approach and describe it in more detail elsewhere (Maunder and Hunter 2012).
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insecurity: attachment anxiety and attachment avoidance (Fig. 2.2).? In this system
of classification, the X-axis refers to attachment anxiety, which is the degree of
discomfort one feels with separation. The Y-axis is attachment avoidance, which is
the extent to which one is distressed by crowding or closeness. Every individual
person has an attachment style, and in this model, each style can be located in this
two-dimensional space, depending on the degree to which he or she is prone to
attachment anxiety and attachment avoidance.

On such a grid, individuals whose style is described by a point close to the origin
experience a low intensity of separation anxiety and are comfortable with closeness.
Their attachment style is secure, and they can adapt well to many stressors because
they have reasonable confidence in their ability to function by themselves, as well
as confidence with asking for and accepting help from others when they need it.

If we go farther out on the X-axis, we encounter people with high levels of anxi-
ety about separation. These individuals have preoccupied attachment, and they pre-
fer to be close to the people who function as a secure base and safe haven, and they
will work desperately to keep those people close to them because of the vulnerabil-
ity they feel when left alone under stressful conditions. The most common method
of keeping an attachment figure near is hyperactive signaling, such as crying or
clinging in a child, or effusive expressions of neediness in an adult.

If we return to the origin and then ascend the Y-axis, we encounter individuals
with a dismissing attachment style, who emphasize independence and self-reliance.
For this group, attachment signals are relatively deactivated (Shaver and Mikulincer
2002), which means that expressions of distress are suppressed in order to avoid
appearing vulnerable or to avoid the possibility of being shamed for dependency.

Individuals whose attachment style is determined by both high separation anxi-
ety and high avoidance of dependence may be described as having a fearful attach-
ment style. People with this pattern of attachment live with the tension created by
being both anxious about being alone and distrustful or afraid of others. This leaves
them with sustained and often intense distress and no good way of recruiting others
to help manage it.

Patterns of adult attachment are described as ‘categories’ by those who use classification tools,
especially the Adult Attachment Interview (Hesse 2008), and as ‘styles’ by those who use self-
report measures that sometimes classify the patterns but more often measure degrees of attachment
insecurity. Synthesizing the dimensional and categorical approaches to describing adult attach-
ment, Bartholomew and Horowitz (1991) described a 2-dimension, 4-category model of attach-
ment, in which categories (secure, preoccupied, dismissing-avoidant, fearful-avoidant) are
understood as combinations of extreme positions (positive or negative) on two dimensions of
attachment (model of self and model of other). Bartholomew and Horowitz’s model has been
widely adopted in the consultation-liaison and psychosomatic literature, but often in a somewhat
modified form as the dimensions of attachment anxiety and attachment avoidance (which are reli-
ably measured by self-report instruments) have come to replace the conceptual models of self and
other respectively. In this book, we refer to patterns and styles, which we use interchangeably and
sometimes refer to the underlying dimensions of attachment anxiety and attachment avoidance.
When we refer to papers that use other terms, we include both those terms and the closest equiva-
lent in the model adopted by this book.
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Fig. 2.2 A model of dimensions of attachment insecurity and prototypes of attachment style
(From Maunder and Hunter (2012), used with permission)

Secure attachment and the three insecure patterns, preoccupied, dismissing and
fearful, are all described as organized styles of attachment. When a person with any
of these four styles faces a threat to his or her sense of security, he or she will acti-
vate a similar behavioural repertoire each time, be it secure or insecure. Each of
these styles represents a reliable, consistent attachment strategy.

The final type of attachment is disorganized, and it is qualitatively different than
the organized styles. Disorganized attachment is derived from experiences in
infancy characterized by ‘fear without solution’, either because the parent who
would otherwise provide comfort and protection is the cause of fear or because the
parent is unable to offer adequate comfort in the face of other threats (Lyons-Ruth
and Jacobvitz 2008; Lyons-Ruth et al. 2005). Karlen Lyons-Ruth provides the
description of disorganized attachment in adults that is most clinically useful in
health-care settings, which includes several possible presentations of the conse-
quences of unresolvable fear. These could include (i) inconsistent attitudes towards
attachment figures, such as both devaluing and identifying with a hostile or helpless
parent, (ii) inconsistent use of both dismissing and preoccupied strategies and (iii)
pervasive narrative incoherence (which is explained in Chap. 3). Manifestations of
disorganized attachment overlap with constructs from outside of attachment theory,
including the characteristics of borderline personality disorder, dissociation and
primitive psychological defences, especially splitting.?

3The description of disorganized attachment that we adopt is broader, more easily observed and
more severe than the categories of ‘cannot classify’ or ‘unresolved for loss or trauma’ which are
made using the Adult Attachment Interview (Hesse 2008). Disorganized attachment is not identi-
cal to fearful attachment because its manifestations are less consistent but does share with the
fearful style a conflict between pulls toward two incompatible solutions to fear.
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Although attachment behaviours are only displayed during a state of vulnerabil-
ity, organized attachment styles lead to similar behaviours being produced each
time. This means that attachment behaviour is a state-dependent trait—it emerges in
a reliable pattern, but only when triggered. The state-dependency of attachment
behaviour is highly relevant for our work with medically and surgically ill people
because pain and illness are consistent triggers of attachment behaviour. We can be
sure that our patients’ behaviour when they are ill is to some extent a manifestation
of attachment behaviour. It is this state dependency that makes understanding
attachment behaviour so relevant to appreciating the state of mind of a person who
is ill.

2.3  TheInternal Working Model

The relative consistency of attachment styles over time speaks to the underlying
value of a behavioural system selected by evolution. If a behaviour has been rein-
forced as the best strategy for surviving one’s most dependent years as an infant,
then the system will continue to favour that behaviour later in life. This happens
automatically, without deliberation. The theoretical foundation of this stability is
the internal working model. As hypothesized by Bowlby (1973), the internal work-
ing model is a cognitive-emotional schema with two main components. The first
looks outward; it is a set of expectations about what constitutes threats in one’s
environment and what one can expect from attachment figures at times of threat.
This is an expectation learned from direct experience in key developmental relation-
ships over time. The second component of the internal working model is a guide to
responses; it is a behavioural plan to be used at times of attachment threat. In some-
what simplified terms, we can imagine the following behaviours to emerge when
individuals are stressed in a way that triggers the attachment system.*

A secure individual has had sufficiently reliable, sensitive and responsive parent-
ing relative to his or her needs. This leads to an internal working model that includes
expectations that others will be consistent, respectful, responsive and supportive.
The secure internal working model also contains a behavioural plan that is flexible,
supporting both seeking proximity and intimacy, and comfort with independence, as
suits the situation.

By contrast, a preoccupied person has an internal working model that formed in
the context of inconsistent interactions with an attachment figure who may have
been depressed, anxious or preoccupied him- or herself. A person with preoccupied
attachment therefore expects inconsistent responses from others and favours attach-
ment behaviours that readily signal vulnerability and need in order to keep an unre-
liable attachment figure close by. Hypersignaling and consistently seeking proximity
look like clinging and neediness in an adult.

“The descriptions of attachment styles presented here are simplified composites of the work of
many scholars, whose contributions are credited in a more detailed version published elsewhere
(Maunder and Hunter 2009).
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The dismissing person has learned in his or her interactions with parents not to
show vulnerability or neediness. A person with dismissing attachment is not ‘unat-
tached’, however. It is important to recognize that attachment bonds are univer-
sal and obligatory. A person with dismissing attachment has simply developed an
internal working model that operates on the premise that the most successful way
to maintain attachments is to appear not to need them. The dismissing person’s
internal working model is characterized by expectations of inadequate support or
shaming in response to displays of hurt or fear and a behavioural module that
promotes self-reliance and independence. Suppression of signs of distress has the
effect of conveying that no support is needed in the face of major stress. In fact,
one often has the sense that even inquiring about a dismissing person’s well-being
is unwelcome.

A fearful individual may have experienced intrusive or hurtful parenting. A per-
son with this attachment style expects that needed support will not be forthcoming
and so tends to endure anxiety and other distressing emotions in isolation, too scared
to try to recruit support. The behavioural outcome of this mixed state is often a
combination of some signaling of neediness (the result of high attachment anxiety)
along with behaviour that leads to isolation, such as withdrawal or hostility (the
result of high attachment avoidance). As opposed to what is seen in disorganized
attachment, the tension between these opposing pulls tends to find a relatively stable
point of balance (such as anxious isolation or angry withdrawal) and tends to be
consistent across multiple episodes of threat or stress.

Lastly, a person with disorganized attachment is likely to have grown up in an
environment of unresolvable fear. This pattern is characteristic of the child of a par-
ent who is frightening, or too frightened themselves, to provide a sense of safety and
comfort (Lyons-Ruth and Jacobvitz 2008). Either the person to whom an infant in
this situation is programmed, by evolution, to turn to for safety is the same person
causing the threat, which is an unsolvable dilemma, or this child’s experience of
fear and stress is insufficiently metabolized by his or her caregiver and therefore
overwhelming. The internal working model that develops in these circumstances
does not support any consistent behavioural response. As an adult, a person with
disorganized attachment is therefore likely to use both dismissing and preoccupied
strategies inconsistently and unlikely to communicate his or her needs and prefer-
ences coherently. This presentation does little to either sustain solo functioning or
recruit support. Unfortunately, disorganized adults often drive away people who are
in a position to help, who become overwhelmed by intense but inconsistent or con-
tradictory interpersonal pulls.

24 Attachment and Gender

Evidence opposes commonly held stereotypes of the patterns of attachment that are
most frequent in men and in women. Using different methods, researchers have
found that differences in the distribution of attachment styles between the sexes are
either small (slightly less secure attachment and slightly more preoccupied
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attachment in women) or none (Mickelson et al. 1997; van Ijzendoorn and
Bakermans-Kranenburg 2010). Thus, for the purposes of a health-care provider who
is tuning in to the importance of attachment phenomena in patients, it is best to
consider attachment styles as characteristics that are essentially independent of
gender.

2.5 Attachment Styles Over Time

A core premise of the approaches described in this book is that patterns of attach-
ment behaviour are triggered by illness and injury and manifest in a reliable pattern
each time they are triggered. This consistency in patterns of attachment over time
begins with the attachment style that has been set in infancy and later comes to bear
on close relationships in adult life. What is the evidence for that consistency?

Two longitudinal studies illustrate principles of stability in attachment style over
time. The first of these, carried out in a stable middle-class community, found that
from infancy to age 21 the stability of attachment patterns was 74 % (Waters et al.
2000). That is, of 50 people whose attachment pattern was classified at age 12-18
months using the strange situation procedure,’ 32 were classified into the matching
attachment pattern at age 21 using the Adult Attachment Interview. These individu-
als had gone through school, met many peers and been exposed to hundreds of
relationships within their family, peer group and the media, yet held fast to the
attachment pattern that they had developed as infants.

Among the young adults who had an attachment style that did not match the one
observed when they were infants, it is important to recognize the impact of stressful
life events, such as loss of a parent, parental divorce or life-threatening illness. Such
stressors were significantly related to changing from a secure to an insecure pattern
(of nine people who started secure and changed, six became dismissing and three
moved to preoccupied), but not to changing from an insecure to a secure pattern
(five people).

In a second longitudinal study of similar design, Weinfeld and colleagues studied
the continuity of attachment patterns in socio-economically challenged subjects and
found much more discontinuity (Weinfield et al. 2000). Only 39 % of the young
adults who participated had an adult attachment pattern that corresponded to the
classification made when they were infants. Importantly, however, the shifts that
occurred were not random. Of the 35 participants whose attachment pattern was
classified differently in infancy and adulthood, 20 (57 %) changed from secure to
dismissing and 5 others (14 %) changed from resistant (the infant category that

SThe strange situation is a procedure developed by Mary Ainsworth (1978) and used by develop-
mental researchers to classify the attachment patterns of children. In it, a mother and child are
allowed to play together, then a series of increasingly stressful changes occur which involve a
stranger entering the room, mother leaving and mother returning. Raters assess the child’s behav-
iour, placing emphasis on the reunion sequences. Raters attend to the extent to which the toddler
signals a desire for contact with mother (typically by approaching her), how easily soothed he or
she is and how willing he or she is to explore the room and resume play (Goldberg 2000).
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corresponds to preoccupied in adults) to dismissing. Thus, in this socio-economi-
cally challenged group, the most common type of discontinuity by far was a shift to
the greater mistrust, self-reliance and disavowal of the importance of close relation-
ships that is seen in dismissing attachment (71 % of those whose pattern changed).
This discontinuity makes sense; it suggests that even if a person starts out in a rela-
tional environment that supports a secure attachment, enduring adversity can mod-
ify attachment behaviour towards a pattern of greater self-reliance in order to
minimize the uncertainty and vulnerability that result from depending on others
who are not reliably available or helpful. This hypothesized process of becoming
self-reliant in response to adversity may also account for the higher prevalence of
dismissing attachment that has been consistently observed in geriatric populations
(Magai 2008; Van Assche et al. 2013).

Interestingly, other studies in adults have shown a drift from preoccupied (or
high attachment anxiety) to secure (or lower attachment anxiety) (Klohnen and
Bera 1998; Zhang and Labouvie-Vief 2004) over years, which is consistent with
cross-sectional evidence that less attachment anxiety is found in older cohorts
(Segal et al. 2009). Our understanding of this is that some preoccupied individuals
are able to find greater relational stability over the course of their lives, perhaps by
connecting with a reassuring and consistent partner, who, over time, provides a
consistent enough experience of safe haven and secure base that the individual can
diminish his or her focus on seeking and maintain proximity to the attachment
figure.

This selected evidence supports the conclusion that patterns of attachment are
consistent over time in most people and that when they change, it tends to be for
good reasons, not randomly. The most likely direction of change is in the direction
of dismissing attachment in response to adverse life events, although a shift from
preoccupied to secure is also possible when a positive relationship repairs the incon-
sistency in one’s developmental years. Overall, aging adults have fewer attachment
figures, more symbolic attachments (to God for instance), increased attachments to
places and pets and a lower prevalence of attachment anxiety (Segal et al. 2009; Van
Assche et al. 2013). Importantly for our purposes, attachment insecurity in the
elderly is also associated with less capacity to provide care for an impaired spouse
(Van Assche et al. 2013).

2.6 Attachment Across Cultures

Beginning with Mary Ainsworth’s pioneering work (1967) on the assessment of
attachment in Uganda, there has been active investigation of attachment across dif-
ferent cultures, including North American and European settings, Japan, Indonesia,
the Gusii in Kenya, the Hausa in Nigeria, the Dogon in West Africa, the Bushmen
of Botswana, the Efe’ of Zambia, the township of Khayelitsha in South Africa, the
case of the only child in China, and an instance of collective parenting in the Israeli
Kibbutz (van Ijzendoorn and Sagi-Schwartz 2008). Cross-cultural investigation has
required researchers to wrestle with many complexities: how to assess parenting
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networks, how to modify the strange situation to different cultural contexts and how
to interpret the behaviour manifested by children within cultural norms.

Obviously, the assessment of cultural impact on attachment is complex, and far
from complete. However, the work that has been done has some strikingly consis-
tent findings. First, across cultures, children in distress show attachment behaviour,
and the types of attachment behaviour they show are essentially universal. Second,
mothers’ sense of an ideal child, in every culture studied, is similar to the descrip-
tion of an optimally secure child according to developmental experts.® Third, across
cultures the most secure attachment is associated with the most sensitive parenting.
Fourth, secure children in different cultures fare the best socially and physically,
including with respect to nutritional status (Valenzuela 1990). Therefore, notwith-
standing variations due to cultural practices and values, attachment behaviour
appears to be universal. Importantly for the topic of this book, one of the points of
that universality is that secure attachment is associated with health.

2.7 Adaptive and Maladaptive Attachment Behaviours

Insecure attachment styles are not pathological. Any organized pattern of attach-
ment is the product of having adapted to the environment in which an individual was
raised. An attachment style is the best possible fit that an infant could achieve with
the person who raised him or her and is therefore evidence of having the flexibility
to adapt, at least in childhood. Even in adulthood, it is not unusual to find a context
where insecure attachment is rewarded, as occurs when a high-powered executive is
admired for her exceptional self-reliance.

Nonetheless, insecure attachment styles tend to be more rigid than secure attach-
ment, meaning that a person with an insecure style has fewer options available with
which to adapt to varying circumstances. Rigidity can lead to maladaptive applica-
tions of attachment behaviours to situations in which they are not well suited (such
that what worked very well ‘there and then’ is not very effective ‘here and now’).
The misapplication of insecure behaviour patterns is especially problematic in cir-
cumstances where collaboration with others is required, such as health care. As a
result, insecure patterns of attachment, while not pathological in themselves, are
often relevant to interpersonal troubles that interfere with optimal health care. These
include difficulties that arise between health-care providers and patients from mis-
trust, poor communication and dissatisfaction to treatment non-adherence.

®This finding is cited in (van [jzendoorn and Sagi-Schwartz 2008) and attributed to Posada G., Gao
Y, Wu F, Posado R, Tascon M, Schoelmerich A et al. (1995). The secure-base phenomenon across
cultures: Children’s behaviour, mothers’ preferences and experts’ concepts. In E. Waters,
B.E. Vaughn, G Posada and K. Kondo-lkemura (Eds.), Caregiving, cultural, and cognitive perspec-
tives on secure-base behaviour and working models: New growing points of attachment theory and
research. Monographs of the Society for Research in Child Development, 60 (2-3, Serial No. 244)
27-48.
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2.8 Attachment and Mental lllness

Attachment theory is not a theory of everything. It is important to keep that in mind,
especially in consultation-liaison psychiatry, where we are often in the position of
trying to understand the most proximal and salient causes of a person’s difficulty
adjusting to illness. When we teach an attachment perspective on consultation-
liaison psychiatry, our students are prone to go through a phase in which they char-
acterize all distress as attachment-based and overlook the suffering that emerges
from other sources, especially from mental illness. For instance, a secure patient
with generalized anxiety disorder may be misidentified as having a preoccupied
attachment style. Attributing this patient’s distress to attachment insecurity over-
looks some of her strengths and may lead to the neglect of syndrome-focused treat-
ment strategies.

Nonetheless, attachment insecurity is consistently elevated among people with
mental illness (Bakermans-Kranenburg and van Ijzendoorn 2009) and can be under-
stood as a risk factor for some mental illnesses. The most significant psychiatric
syndromes that co-occur with insecure attachment in a consultation-liaison setting
are depression and personality disorders.

2.8.1 Depression

For our purposes, the most important of the mental health problems that co-occur
with insecure attachment is depression, because it is common and because of its
consistent, substantial negative impact on the burden and outcome of physical ill-
ness. Depression is not only associated with increased severity of physical symp-
toms, increased health-care costs, and reduced health-related quality of life (Evans
et al. 2005), it also contributes to increased mortality (Lemogne et al. 2013). Even
in high-acuity settings, such as the ICU, pre-existing depression is an independent
risk factor for increased mortality (Wewalka et al. 2015).

Evidence supports Bowlby’s prediction that factors that contribute to insecure
attachment also increase the risk of depression. For instance, one study found that
girls who were younger than 11 when their mothers died are three times more likely
to be depressed as adults than girls without such a loss (Harris et al. 1990). Perhaps
this happens because the developmental experience of attempting to relate to an
unavailable parent and being thwarted leads to learned helplessness, a state that
consistently causes depression (Seligman and Maier 1967). Alternatively, attach-
ment insecurity may increase the risk of depression by increasing vulnerability to
the effects of stress. Furthermore, insecure patterns of attachment are often associ-
ated with deficits in self-esteem and self-efficacy (Mikulincer and Shaver 2007),
which may contribute to depression. For all these reasons, depression is common in
those with insecure attachment, especially in the context of medical illness
(Ciechanowski et al. 2003; Maunder et al. 2005). When it is present, depression
must be recognized and managed; it is sometimes the most reversible element of a
vicious cycle of disease and the consequences of illness.
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2.8.2 Personality Disorders

The overlap between the constructs of personality and attachment patterns is sub-
stantial, which can make the distinction between these constructs confusing. In the
prominent five-factor model of personality, neuroticism is correlated with attach-
ment anxiety, whereas agreeableness and extraversion are inversely associated with
attachment avoidance (Noftle and Shaver 2006). Furthermore, relationship events,
such as separation and loss, which are prominent triggers for attachment behav-
iours, are also often provocative events for people with personality disorders.
Examples of clinical overlap come readily to mind. A person with fearful attach-
ment who consistently withdraws from social engagement may impress a clinician
as having schizoid traits (Sheinbaum et al. 2013). A dismissing person who prefers
rigid control over aspects of his relational life may also display obsessional symp-
toms that are unrelated to his interpersonal world. A person with preoccupied
attachment, especially in its extreme, may well meet the diagnostic criteria that
define a dependent or histrionic personality disorder.

Most strikingly, the chaos of interpersonal dynamics and emotional expression
that is typical of a person with disorganized attachment will often remind clinicians
of borderline personality disorder. Both disorganized attachment and borderline
personality disorder are associated with severe, adverse developmental experiences
that disrupt internal representations of self and other and impair the person’s capac-
ity to understand what is likely occurring in the mind of the other person (Fonagy
et al. 2000). Perhaps the most pertinent clinical overlap between patients with bor-
derline personality traits and those with attachment insecurity is in affective dys-
regulation (Kuo et al. 2015). Borderline patients usually have poor affect tolerance
and use maladaptive strategies, such as self-harm, to diminish distress. Epidemiology
also supports the co-occurrence of borderline personality disorder and attachment
insecurity (Bakermans-Kranenburg and van Ijzendoorn 2009).

Notwithstanding the overlap between these constructs, two fundamental differ-
ences between attachment phenomena and personality are the degree to which their
manifestations are state dependent and the necessity for attachment phenomena to
occur within the context of a dyadic relationship. How much a person signals dis-
tress, by clinging or using avoidant distancing (as dictated by the internal working
model typical of their pattern of attachment), depends on the behaviour of the
attachment figure with whom they are interacting. Attachment behaviours are trig-
gered by attachment threats, such as fear, loneliness, illness or separation, but are
otherwise latent. An individual with dismissing attachment, who is allowed to deter-
mine his interpersonal distance (in the workplace, for instance) is unlikely to be
experienced as difficult by another person. The same person, when illness activates
his attachment system and imposes unwanted dependency, may become defiant and
frustrating to others. The characteristics of a personality disorder, on the other hand,
are relatively less responsive to environmental context, which is to say they are
more likely to be on display across various contexts.

While insecure attachment often occurs in people who do not have a personality
disorder, it is probably uncommon for a person with a personality disorder to be
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securely attached. In the latter case, the distinction may be moot. The clinical task
is therefore to distinguish the maladaptive characteristics that can be reduced by
interventions that increase perceived security, from those that are more ingrained,
and to work to reduce feelings of insecurity wherever possible.

29 Attachment and Food, Substance Use and Sex

Individuals with insecure attachment have difficulty tolerating distressing affect and
lack the most effective strategies to reduce distress, which are to draw support from
others and to use internal, psychological strategies like distraction and reframing.
As a result, individuals with insecure attachment may be more prone to find other
ways to regulate distress, such as smoking tobacco, drinking alcohol, using other
substances, using sex to manage affect or overeating. We call these strategies exter-
nal regulators of distress. For example, in a survey of 356 primary care patients
attending the family practice clinic at our hospital, we found consistently significant
relationships between both dimensions of attachment insecurity and three of the
most common behaviourally driven risk factors for health problems: smoking,
harmful drinking and obesity (Fig. 2.3).

Each of these strategies may be associated with a mental illness, such as sub-
stance use disorders and eating disorders (Okearney 1996; Schindler and Broning
2014). For our purposes, the behaviours are more important than the psychiatric
syndromes, because each of the behaviours that act as external regulators of affect
also contribute to disease risk and may also be a reason for medical or surgical hos-
pitalization. Medical treatment may be due to acute states such as alcohol with-
drawal or may be due to the indirect, chronic consequences of the behaviour, such
as heart disease or cancer as a result of smoking. Importantly for the purposes of this
book, these strategies of affect regulation, overrepresented in populations of inse-
curely attached people, each confers physical disease risk. This is one reason that
insecure attachment is such a common phenomenon among medical patients—peo-
ple with secure attachment are a little bit more likely to be healthy.’

2.10 The Physiology of Attachment

We have focused so far on how attachment theory provides a deeper appreciation of
interpersonal interactions and behaviour. Another reason that attachment theory is
valuable in consultation-liaison psychiatry is that attachment security and insecurity
are linked to physiology. There exists a growing literature from animal and human
studies that attachment relationships are reflected in our physiological stress

"The bias towards insecure attachment among medical and surgical patients is modest. There are
plenty of secure people in hospital too. However, in the general population, the ratio of secure to
insecure patterns is about 60:40 (Mickelson et al. 1997), in clinical populations, often the reverse
is found.



22 J.Hunter et al.

40 % - 40%
30 % - 30 % o
EE
S
58
S E20% 20 %
£ >
58
T3
10 % - 10 % -
0% - 0% -
Lowest quartile  2nd Q 3rd Q  Highest quartile Lowest quartile  2nd Q 3rd Q  Highest quartile
10% 7 10%
o 8% 8% T
@
A
x
()
2 _ 6% 6%
g
£
> 4% 4%
@
2% 2%
0% ~ 0% -
Lowest quartile  2nd Q 3rdQ  Highest quartile Lowest quartile  2nd Q 3rdQ  Highest quartile
40 % 40 %
30 % 30 % -
o]
2
[<]
£
Q
£ < 209% 4 20 % -
5
o
10 % 10 %
0% - 0% -
Lowest quartile  2nd Q 3rd Q  Highest quartile Lowest quartile  2nd Q 3rdQ  Highest quartile
Attachment anxiety Attachment avoidance

Fig.2.3 Relationship between dimensions of attachment insecurity and three common health risk
factors in primary care patients

response systems. This data can help us appreciate that an insecure state of mind is
accompanied by a parallel, stressed state of body. Chronic activation of the stress
response, as may occur among people with insecure attachment (Maunder et al.
2006), can lead to increased allostatic load (McEwen and Wingfield 2003) which in
turn increases the risk of physical illness. One of the better studied corollaries to this
process is that early developmental adversity, which increases the risk of insecure
patterns of attachment, is associated with an increased risk of many adult diseases
(Felitti et al. 1998; Shonkoff et al. 2009).
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One aspect of the physiology of attachment that deserves emphasis is the prin-
ciple of co-regulation. Resilience in a stressful circumstance can be understood as
the capacity to quickly recognize a threat, to make the necessary responses and then
to return to baseline when the threat has diminished or gone. Downregulating the
physiological stress response can come as a result of social contact, which is both
directly soothing and also alleviates distress. Thus, adults in close reciprocal rela-
tionships can co-regulate each other’s stress (Sbarra and Hazan 2008). This co-
regulation is one reason why the loss of an attachment figure can be so debilitating;
the loss removes the mechanism which settles us. This leaves one with an impaired
capacity to turn off or turn down the stress response.

Consider the combined impact of some of the factors that we have introduced.
Illness and pain cause stress and trigger the attachment system. Hospitalization
exacerbates this stress and further induces attachment behaviour by initiating sepa-
ration from attachment figures and depriving a patient of the person who could most
effectively soothe him or her. If the patient starts off with an insecure attachment
style, then he or she experiences the chronic strain of insecurity plus acute stress
from pain and illness plus diminished access to a co-regulatory source of solace.
This combination is bound to create a heightened state of threat and a poorly regu-
lated response. In these circumstances, we should expect that a patient’s attachment
behaviour will be intensely activated and directed towards whoever in the local
environment seems be in the best position to help. These are core challenges of
consultation-liaison psychiatry: to help a patient in such a state to regain a greater
degree of security and adaptive capacity, and to help health-care providers to reframe
behaviour that seems maladaptive as a patient’s best attempt to feel secure again.
Ultimately we aim to prevent patients in a state of crisis from experiencing isolative
fear and abandonment, and then experience, like Laura, despair.
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In Chap. 2, we provided a sketch of the internal working model of each attachment
style and related patterns of attachment behavior. During a clinical interview or a
similar interaction between a health-care provider and a patient, other aspects of
communication and interaction can help a clinician acquire a deeper understanding
of a patient’s attachment style, which can be very helpful in providing care.
Therefore, in order to increase the utility of an attachment perspective in clinical
practice, we describe the aspects of attachment style that are most relevant in these
interactions: narrative coherence, mentalizing, affect regulation (particularly the
expression of anger), and interpersonal pulls. We will examine how individuals with
different attachment styles differ in these domains and how they affect medical care.

3.1 Narrative Coherence

Narrative coherence is the capacity to tell a story well, so that a listener can appreci-
ate it without too much confusion. In the absence of over-riding issues such as
delirium, psychosis, or language difficulties, coherence is a useful guide for under-
standing the attachment style of one’s patient. Principles of narrative coherence as
they relate to attachment states of mind have been particularly well described by the
developers of the Adult Attachment Interview (Hesse 2008). Coherence depends on
the speaker being comfortable enough with the emotions that the story elicits to be
reflective and depends on the speaker appreciating what the listener needs to know
in order to organize and understand the information. For instance, timelines need to
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be clear, without too much flipping back and forth between past and present. The
various people in the story need to be identified with enough detail that they can be
distinguished as individuals, but not described with so much detail that the listener
is distracted from their role in the narrative. Sentences need to be reasonably com-
plete and not left with dangling nonspecific phrases (“It was, you know...”). In a
coherent story, emotions match circumstances, so, for example, it makes sense that
a character in the narrative is sad or angry.

It is not hard to appreciate a tale that is coherent. For instance, when taking a
history from a patient who is able to provide a coherent narrative, a clinician will
usually find it easy to let the patient talk, typically only interjecting to encourage the
patient to continue or to clarify a point. On the other hand, an incoherent story is
hard to understand. A clinician often will not understand “who did what when” and
may feel frustrated or distracted. A clinician may feel a need to interrupt and clarify
frequently, but despite those efforts, the story may become less clear, as the insecure
person is thrown further off stride by the interjections.

Importantly, the capacity for narrative coherence is related to attachment style,
with secure individuals best able to report a story coherently (George and West
2001; Hesse 2008). On the other hand, for an individual with preoccupied attach-
ment, anxiety interferes with telling a clear story, and, furthermore, the intent to
convey information effectively is less important than the need to keep the other
person close and engaged, as mandated by the patient’s internal working model. The
telling of this patient’s story is often characterized by intense affect, overwhelming
detail, and an overall lack of clarity. Who someone in this narrative is, and why they
have been brought into the story, is often a mystery to the listener; circumstantiality,
digression, and lack of context obscure relevance. The intensely conveyed but gar-
bled narrative results in an interaction that takes more time than is typical for the
clinical situation. This is most noticeable at the end of an appointment, when a
preoccupied patient often reacts to social cues that it is time to end with amplified
distress that extends the interview. In summary, an interaction with a preoccupied
patient involves many words and lots of feeling, often about multiple fragmented
relationship episodes, but provides little in the way of factual understanding of the
problem with his or her health.

A patient with dismissing attachment tells a story that is incoherent for the oppo-
site reasons. This patient’s communication style is determined by the (usually
unconscious) need to remain independent and avoid communicating the neediness
that the patient’s internal working model predicts will elicit a shaming response.
The dismissing patient’s descriptions are typically brief or clichéd and thus reveal
little that is personal. Affect is kept to a minimum. In response to this very brief and
factual story, clinicians often feel that the interview can be concluded quickly. What
will be absent, however, is a clear sense of the person as an individual or what dis-
tresses him or her. There are few words, sparse emotion, and only superficial
descriptions of relationships or people.

In describing typical styles of narrative incoherence, we can group fearful and
disorganized individuals together as they both lack the capacity to regulate fear
when relating their story. Their internal working models predict a punitive, abusive,
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or abandoning reaction from others, so their ability to communicate is overwhelmed
by hypervigilance for a threatening reaction from the listener. Fearfulness may dis-
tort the narrative enough that it is hard for a clinician to determine a chief complaint
or to appreciate how a symptom has evolved over time. Emotions may be intense,
but varied, fleeting, and inconsistent. A listener to such a story may start to feel
themselves disorganized and fraught. Inconsistencies are common; a clinician may
experience an appeal for support in one moment only to feel attacked or rejected the
next. Clinicians commonly react to the tension and uncertainty by withdrawing
from the patient encounter, even prior to collecting the information that is needed.
Not surprisingly, individuals with a fearful or disorganized attachment style are
often unable to create a strong alliance with a health-care provider. More typically,
they re-experience the rejection that they fear.

3.2 Mentalizing

This is a term that has been used in multiple ways, referring to related, but subtly
different concepts within developmental psychology, neurophysiology, and psy-
chotherapy. For our pragmatic purposes, we can think of mentalizing as roughly
synonymous with reflective functioning.! According to Holmes, “mentalizing is
the mental process by which an individual implicitly and explicitly interprets the
actions of himself and others as meaningful on the basis of intentional mental
states such as personal desires, needs, feelings, beliefs and reasons” (Holmes
2006). One component of mentalizing is the ability to appreciate what is in some-
one else’s mind. A person who mentalizes well can appreciate that someone else is
experiencing a particular emotion, or has an unexpressed wish, or is experiencing
an even more complicated mental state, such as having an intention to be helpful
even when they are not succeeding in being helpful yet. Mentalizing requires
guessing; we can never truly know what is in the mind of another person.
Nevertheless, appreciating that the other person has a mind, even if its contents are
mysterious, is a start and provides a foundation for the development of interper-
sonal understanding.

It is characteristic of mothers of secure infants that they are good mentalizers.
Their capacity to appreciate what causes stress to their babies, and to convey to their
child that the baby’s behavior is motivated rather than random, teaches infants over
time that they are fundamentally knowable and valued by another. That confers
resilience and increases the child’s capacity to understand emotion. Infant-mother
attachment security at 1 year significantly predicted success on a task of under-
standing emotions at 6 years, even controlling for mother and infant verbal skills
(Steele et al. 1999). Developmental exposure to a parent’s good mentalizing skills
also teaches a child how to mentalize effectively for him- or herself. This is pre-
sumed to happen because the parent’s behavior has been sufficiently consistent that

'See Chap. 9 for an in-depth discussion of this concept in the context of persistent somatic
complaints.
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his or her mind is “knowable” to the child. In adults, secure attachment and good
mentalizing capacity usually go hand in hand. Mentalizing and narrative coherence
often co-occur because a person who mentalizes well can intuit what details are
relevant and which are distracting for the clinician who is listening to their story.

Mentalizing is typically compromised in people with insecure patterns of attach-
ment. Fear trumps thoughtful reflection on the state of mind of another person, and
so a person with an insecure attachment style is guided by the dictates of the internal
working model rather than a nuanced appreciation of the current circumstance. For
example, a dismissing individual’s need to avoid any perception of being dependent
on the support of others may lead him or her to keep others at an emotional distance,
without taking the other’s actual intentions into account. This means that people
with insecure attachment can be left with a chronic blind spot, a lack of appreciation
of what motivates others, and of the impact they have on others. This interpersonal
disadvantage can be of particular relevance when it leads to miscommunication
with health-care workers.

In the same way that deficits of mentalizing lead to blind spots regarding others’
thoughts and feelings, these deficits also interfere with self-reflection. Each of us
may behave in ways we do not understand, or would wish not to, or that perplex or
embarrass us. Having the capacity to mentalize means that at those times we can
reflect on what is going on for us interpersonally and emotionally, as a way of
understanding ourselves. The combination of these abilities is what Jeremy Holmes
sums up eloquently when he speaks of mentalizing as “the ability to see others from
the inside, and ourselves from the outside” (Holmes 2006).

3.3  Affect Regulation

When we wrote about the evolutionary underpinnings of the attachment system, we
emphasized its relevance for managing fear and how proximity to an attachment
figure who provides safety also soothes distress. In adulthood, attachment behavior
continues to serve to regulate emotions, although the goal is no longer actual physi-
cal proximity to an attachment figure, but rather the internal experience of feeling
secure. This is a more flexible goal than simply obtaining physical contact and thus
allows one to adapt more easily to a wider range of circumstances and to tolerate
stressful separations.

For individuals with a secure pattern of attachment, this shift in the target of
attachment activity is relatively easily negotiated, and they find it relatively easily to
feel safe.? In contrast, insecure attachment, by its very nature, involves frequent
states of poorly regulated distress. Attachment behavior in adults is the result of a
drive for interpersonal co-regulation of this distress as guided by the internal work-
ing model. Insecure individuals use overdetermined and inflexible strategies to try
to obtain feelings of security but rarely succeed in obtaining this goal. For example,

2Note that the word secure is used in two ways, as the description of a feeling (which suggests the
perception of calm and safety) and as the label of a pattern of attachment.
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a person with preoccupied attachment, when scared by a threatening medical proce-
dure, may turn indiscriminately and desperately to the nearest health-care worker
for reassurance or comfort, often overloading a health-care worker who is not well
trained for that role. In this example, the strategy dictated by the internal working
model is not likely to achieve the patient’s desired sense of calmness (Mikulincer
and Shaver 2007). On the other hand, a dismissing person is more likely to hide any
fear or discomfort, negating the opportunity to acquire support from others (Main
1981; Rholes et al. 1998). Therefore, another clue to identifying attachment styles
is provided by attending to the levels of affect a person displays and the extent to
which their interpersonal strategies are effective at downregulating that intensity.

3.3.1 The Expression of Anger

Patients often experience anger in clinical settings and sometimes express it, which
can lead to undesirable responses, such as hostility from health-care workers or
even premature discharge from the hospital. However, expressions of anger also
provide valuable information; appreciating how anger is metabolized and expressed
within the context of different attachment styles provides clinicians with yet another
window on the internal working model.

The opportunities for a patient to be angry are plentiful. Medical care is often
inefficient. Patients are sometimes obliged to wait for long periods to see a doctor
and then may be seen by a junior trainee or other stranger who cannot effectively
respond to their concerns. Tests can be intrusive and uncomfortable and may carry
an expectation that they will reveal a disturbing diagnosis. Procedures are often not
well explained, and clinicians often fail to mentalize their patients’ needs and
concerns.

The secure individual’s capacity for reflection and access to effective affect regu-
lation strategies usually leads him or her to express anger in a controlled manner
that helps the listener to reflect on how to fix the problem. This patient is able to talk
about the things that that induce anger without becoming angry at the health-care
provider to whom they are speaking. As a result, the expression of anger can be
constructive and ultimately reparative (Bowlby 1973; Feeney et al. 2008; Mikulincer
1998; Pistole 1989).

The preoccupied person’s anger, by contrast, is intensely engaging. Hearing a
story about something that has angered the patient, the clinician often feels drawn
into rushing to the patient’s defense, or, conversely, identifies with the oppressor in
the story, and feels a pull to reject the patient. In either case, the patient’s expression
of anger draws patient and clinician closer together—intensely, but not produc-
tively, engaged in what often amounts to a recapitulation of the type of interaction
that angered the patient in the first place (Holmes 2001; Jellema 2002; Rholes et al.
1998).

A dismissing individual anticipates that others will be unhelpful or harmful and
is sensitive to subtle harms and errors. Anger is most typically expressed in a cool,
well-argued, and powerful discourse that creates distance by blaming the clinician
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or institution and may elicit either submission or defensiveness from a health-care
worker (Jellema 2002; Rholes et al. 1998). The anger of a person with disorga-
nized attachment is likely to be intense, unpredictable, difficult to assuage, and
off-putting. A fearful person may also express anger in this way but may also obse-
quiously suppress all anger, presenting as passive, compliant, and harmless (West
and Sheldon-Kellor 1994).

In each of these patterns, a clinician is challenged to step back from the heat of
apparent conflict to reflect upon the process by which anger is communicated. This
can provide valuable information about a patient’s internal working model.

3.4 Interpersonal Pulls

Health care is inherently interactive and depends on interpersonal communication.
Within this relationship, it is inevitable that each party influences the other. The
concept of interpersonal pulls, which has been explicated by Kiesler (1996), pro-
vides a parsimonious model for understanding how individuals typically influence
others. Drawn from psychotherapy research rather than attachment theory, it never-
theless summarizes interpersonal reactions that are relevant to understanding the
relational experiences of people with differing types of insecurity.

Interpersonal pulls are understood using a circumplex model. In this schema, a
person’s interpersonal style can be located on two axes (see Fig. 3.1) in which the
vertical axis denotes interpersonal power, with dominance at the north pole and
submissiveness at the south pole. Positions on the vertical axis tend to pull for the
opposite reaction from another person, so a person who presents with dominance
typically evokes submission from another person, and vice versa.

Axis of power
(usually pulls for opposite)

Dominant
Axis of affiliation
(consistently pulls for same)
Disengaged Affiliative
Submissive

Fig.3.1 Interpersonal pulls and the interpersonal circumplex (From Leszcz et al. 2014, used with
permission)
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The horizontal or equatorial axis describes one’s tendency for affiliation, with
independence or disengagement in the west and affiliation in the east. A position on
the affiliative axis tends to pull for a matching response. This means that someone
who is affiliative pulls for a similar degree of cooperation and connection from
another person, while a person who is distant evokes a non-affiliative response from
the other.?

This organization compliments attachment classification, in that each attachment
style can be plotted on the interpersonal circumplex. For instance, a preoccupied
individual who is overly affiliative and submissive would be placed in the southeast
quadrant. In this position, we can guess, with a reasonable degree of likelihood, that
the response they will evoke from another person is affiliative (matching) and domi-
nant (opposite). Thus, the clinician may feel pulled to provide advice and take
charge in order to reduce the preoccupied person’s distress. On the other hand, a
dismissing individual who tends toward independence and dominance would be
located in the northwest quadrant. Their independence will pull for a distant (match-
ing) response from the other and may also evoke passivity (opposite) on the vertical
dimension.

Many types of interpersonal behavior can fit within these broad categories.
Submission, for instance, can manifest as a clinician’s disempowered withdrawal in
the face of an angry patient, and dominance may take the form of overly energetic
activity in caring for a patient. Dominance in this sense may also refer to the balance
of agency (who is advancing the patient’s interests) or the locus of control of a
patient’s care.

The interpersonal circumplex provides a useful tool for understanding interper-
sonal dynamics when consulting to clinicians that are struggling with a patient’s
attachment behavior. If staff is feeling disempowered and withdrawing from the
patient, for example, it is a good starting point to consider that they are dealing with
a dominant, non-affiliative person (in attachment terms, a person with a dismissing
style of insecure attachment). The circumplex provides a quick and useful formula-
tion of the difficulty that can allow clinicians to explore the utility of responses other
than the ones that are being elicited spontaneously.

3.5 Attachment Styles and Health Care

If we pull characteristics from each area described above, we can construct proto-
types of how a person with each attachment style will appear in a health-care con-
text. Like all textbook descriptions, no one individual in the real world will fully
match, but having exemplars in mind increases pattern recognition—which is valu-
able in the heat of a clinical encounter.

3Empirically, the expectation that affiliative behaviors pull for a matching response is supported
more consistently than the expectation that power responses pull for the opposite response (Leszcz
et al. 2014). Under some circumstances, dominance pulls for a competitive dominant response.
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3.5.1 The Secure Patient

A secure individual has had a reliable developmental experience; important events
were often predictable and for the most part people behaved consistently. Stress in
early life was manageable, particularly because it elicited the support of an atten-
tive, attuned, and effective attachment figure. As an adult, a secure patient tells a
story that is easy to organize and understand. Just as attachment figures have been
thoughtful about the secure individual, he or she has learned to be thoughtful about
others, and it shows in coherent communication, even about distressing and compli-
cated circumstances. The secure patient is good at appreciating what is going on in
his or her own mind and skilled at guessing what is in the mind of others. This
patient’s capacity to regulate affect generally, and to express anger constructively,
contributes to collaborative and successful health-care relationships. Thus, the
secure patient experiences a virtuous cycle in which their effective interpersonal
capacities creates more concern and better care, leading to the best possible level of
security, which in turn promotes effective interpersonal functioning, and optimizes
health-care relationships.

3.5.2 The Preoccupied Patient

A preoccupied individual has an internal working model that determines that
interpersonal communication is directed more toward signaling of attachment
needs for proximity than it is toward conveying information clearly. This
patient’s narrative is typically incoherent, with intense affect that elicits a simi-
larly intense response in a listener. There is a lot of talking, although the com-
municative value of the words is often low. Affect is under-regulated, and
expressions of anger invite others to pick sides, either rushing to the patient’s
defense or identifying and allying with the perceived victimizer. Overall, the
preoccupied patient’s unconscious strategy is to enlist the clinician’s support
with a barrage of distress, with little attention to the clinician’s state of mind or
to how he or she reacts, other than a hypervigilant attention to signs of rejection.
A patient with this attachment style tends to frustrate attempts at consistent care.
A self-fulfilling prophecy or negative cycle can emerge when frequent requests
for help, combined with poorly articulated distress and an inability to be calmed
by reassurance, eventually cause health-care providers to withdraw and avoid the
patient’s apparently unresolvable distress. This, inevitably, precipitates the very
feelings of abandonment their internal working model was designed to both
dread and prevent. At such times, a preoccupied patient may turn to other set-
tings or practitioners for second opinions, resulting in fragmented and disorga-
nized care that contributes to the overall chaos of their lives. In inpatient settings,
this shifting alliance between different team members is typically experienced as
splitting.
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3.5.3 The Dismissing Patient

A dismissing individual emphasizes self-reliance and avoidance of neediness. This
patient’s narrative is characterized by a lack of personal detail or affect and evidence
of incoherence may, therefore, be subtle. A dismissing individual reveals little of his
or her mind to the interviewer and is incurious about the mental state of others. He
or she will usually suppress strong emotions and, if angered, tends to use expres-
sions of anger to distance the other, for example, by evoking a sense of inadequacy
in a health-care worker. A dismissing patient’s bias to independence tends to lead
him or her to minimize and avoid contact with health care, so he or she is often not
experienced as being problematic. However, when a person with dismissing attach-
ment has a condition that requires adherence to a health-care provider’s recommen-
dations, thus reducing her sense of independence, her internal working model
directs her toward distrust and avoidance of care. It is in settings such as a diabetes
clinic that struggles such as these are prominent.*

3.5.4 The Fearful or Disorganized Patient

The fearful or disorganized patient typically has the most chaotic relationships in
health-care settings. Fearful patients are the least likely to schedule regular appoint-
ments, but present more often in crisis, and are also most likely to fail to appear for
the requested scheduled appointments (Ciechanowski et al. 2006). This chaotic pat-
tern reflects a developmental history in which there was no reliable strategy for
dealing with external threat and persistent internal struggles around fear, distrust,
neediness, and avoidance. Affect is intense and dysregulated; anger can erupt with-
out warning or vacillate with fearful withdrawal. Health-care settings are experi-
enced as threatening places and health-care workers are likely to be approached
with distrust, fear, and an apparently irreconcilable need for help. The capacity to
mentalize is severely impaired by fear.

The behavior of a patient with disorganized attachment is even less predictable.
Health-care providers struggle to keep the relationship within the normal bounds of
offering and delivering help, modified by patient feedback. However, communica-
tion is often too inconsistent to allow clinicians to use patient feedback to calibrate
their efforts. Disorganized patients often evoke intense interpersonal pulls from
health-care workers who are activated to rush in to help by the intensity of distress.
Unfortunately, the lack of privacy and intrusiveness necessitated by much of health
care may in turn push a fearful or disorganized patient to withdraw from care or to
undermine health-care relationships. The unhappy endpoint is a parallel withdrawal
by the health-care provider or rejection of the patient as difficult, unworkable, or
even hateful (Groves 1978).

4See Chap. 4.
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3.6 Summary

Across different attachment styles, we see that patterns of relationship have a major
influence on the effectiveness of the health care delivered. The Canadian medical
pioneer, Sir William Osler advised medical students to “[c]are more particularly for
the individual patient than for the special features of the disease” which empha-
sizes that it is more important to know what kind of person has a disease than what
disease a person has, which succinctly summarizes the attachment perspective on
health care. We cannot pretend that there is only one type of patient and that we can
therefore get by with only one type of interaction. Models of health-care delivery
need to accommodate to the differences amongst patients. To do so, we hypothe-
size, will not add a layer of complexity, but rather diminish conflict and increase
health-care efficacy.

We nominate attachment theory as an approach to understanding individual dif-
ferences between patients and adapting health care to their individual needs. Patterns
of attachment are a valuable guide to this goal because they apply to everyone;
attachment behavior is always activated at times of sufficient stress. Furthermore,
illness, injury, and loss, the typical contexts of most health-care contacts, are core
triggers of attachment behavior. Finally, patterns of attachment determine how
adults can accept help or function independently when they are strained, a condition
that is also immediately applicable to health-care interactions. In 1952, James
Robertson and Laura taught us that human beings must always be understood in
their interpersonal context, and never more so than when they are ill. It is now our
turn to put that insight into practice.
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4.1 The History of Attachment Theory in Medicine

Attachment theory provides a biopsychosocial model to explain how individual dif-
ferences in experience and behavior are related to interpersonal proximity and dis-
tance as well as to the regulation of affect and stress (Bowlby 1977). Whereas
Bowlby’s original intention was to develop a theory for the assessment and treat-
ment of emotional disorders, he was clearly disappointed that his work — for a long
time — did not take root in the clinical realm of adult psychoanalysis and psycho-
therapy (Sandler 2011). Instead, his ideas were assimilated into developmental psy-
chology, leading to numerous studies that validated concepts from attachment
theory such as Mary Ainsworth’s investigations of infant attachment patterns using
the Strange Situation (Ainsworth et al. 1978). These studies provide a solid basis for
the extension of our knowledge of human development as well as its influence on
personality and psychopathology (Bowlby 1988).

Although attachment theory was initially resisted by the psychoanalytic com-
munity, later psychoanalytically oriented authors in the United Kingdom (e.g.,
Holmes 1994) and Germany (e.g., Kohler 1991) reintegrated attachment theory and
the results of developmental psychology research into clinical applications. Since
the early 1990s, many psychotherapy research studies based upon attachment the-
ory have been conducted which show, for example, that attachment characteristics
and attachment-related interpersonal expectations predict both the quality of the
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Table 4.1 Examples of how attachment theory helps health-care practitioners

Relevance of attachment theory in

primary care

Explains individual differences
in coping strategies and
behaviors of patients (such as
hypervigilance or trivialization
of symptoms)

Predicts patients' adherence to
treatment and advice

Guides treatment and
communication optimization for
individual patients in primary
care

Encourages the development of
tools for use in a medical
context to quickly and

Examples of importance to the health-care practitioner

Attachment styles give practitioners information about
possible reactions or needs of their patients, which may
improve their communication, for instance, when disclosing
a new and serious diagnosis

Practitioners can enact specific strategies to address people
who tend to deny or trivialize symptoms and improve
regulation of patients who catastrophize their disease
Depending on the attachment style of the patient, the
clinician can predict likely adherence with medical
treatment and act accordingly

As dismissing patients are more autonomous, have less
self-disclosure, and avoid medical visits, they should receive
special attention to adherence to medical appointments and
implementation of self-care behavior. For instance, they
may prefer patient education via a technological interface,
such as the Internet, as the absence of a personal relationship
may diminish the drive for distancing

A screening instrument to assess attachment styles of
patients could help the practitioner to optimize the
doctor-patient relationship

effectively understanding a
person’s relationship style

therapeutic alliance (Diener and Monroe 2011) and the outcome of psychotherapy
(Levy et al. 2011). There is also evidence that attachment security increases during
psychotherapy (Taylor et al. 2015) and that the attachment patterns of therapists
might play an important role in establishing therapeutic rapport (e.g., Schauenburg
et al. 2010).

Since the attachment system plays an important role in the regulation of both the
emotions and the interpersonal patterns activated in stressful situations, the concept
has consequently been applied to the fields of psychosomatic medicine (Maunder
and Hunter 2001) and health psychology (Pietromonaco et al. 2013), reflecting a
“return” of the theory into the medical field.

Over the past years, the importance of attachment theory has grown immensely
in many fields of medical care. Table 4.1 lists a selection of issues related to medical
illness where attachment is believed to be important.

Attachment theory has increasingly been applied to understand the development
of disease and chronic illness, the behavior of patients in medical care (Maunder
and Hunter 2001), and the doctor-patient relationship. Attachment theory has been
used to understand the behavior of patients with chronic illness (e.g., Sirois and
Gick 2014), pain (Meredith et al. 2008; Meredith 2013; Costa-Martins et al. 2014),
and cancer (Hunter et al. 2006; Rodin et al. 2007; Lo et al. 2010; Henselmans et al.
2010; Nicholls et al. 2014) and patients who depend heavily on medical providers,
such as in intensive or palliative care (Petersen and Koehler 2006).
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Researchers found evidence in diabetic patients that insecure attachment was asso-
ciated with poorer diabetes self-management (e.g., lower adherence to recommenda-
tions related to oral hypoglycemic medications, diet, exercise, foot care, and smoking)
and negative outcomes (elevated glycosylated hemoglobin levels, Ciechanowski et al.
20044a, b). In our own studies, we also found a connection between insecure attachment
and low self-management skills and behavior in patients with diabetes. Attachment anx-
iety was significantly linked to impaired coping and lower self-efficacy, hope, dietary
control, and physical activity. Attachment avoidance, on the other hand, was associated
with lower levels of social support and health-care use (Brenk-Franz et al. 2015).

Similarly, in the context of chronic pain, insecure adult attachment was clearly
connected to disability levels (McWilliams et al. 2000) and depressive symptoms
(Ciechanowski et al. 2003; Meredith et al. 2007). In the National Comorbidity
Replication Survey, McWilliams and Bailey (2010) found that a wide range of
health conditions, including several cardiovascular disorders (i.e., stroke, heart
attack, high blood pressure), were associated with anxious attachment, whereas
secure attachment was unrelated to the health conditions (McWilliams and Bailey
2010). These examples indicate how promising an attachment perspective might be
to improve medical treatment.

Two major approaches to adult attachment have guided research in attachment in
medicine (Bartholomew and Shaver 1998). The developmental approach has mainly
used the Adult Attachment Interview and derived measures to infer states of mind
regarding childhood experiences with relevant caregivers (Main et al. 1985). This
approach usually leads to a categorical classification of attachment. A second
approach was mainly developed within social psychology and personality research
and commonly relies on self-report measures of attachment and related thoughts and
feelings in adult relationships measuring the degree of attachment anxiety and avoid-
ance (Brennan et al. 1998). Most health-related research regarding attachment relied
on self-report measures of adult attachment, involving ratings of particular attach-
ment styles (Hazan and Shaver 1987) or scales assessing the attachment dimensions
(Bartholomew and Horowitz 1991) that are thought to underlie attachment styles.

4.2  Activation of the Attachment System with lliness
and Disease

Based upon attachment theory, one can assume that a person’s disease and the acti-
vation of the attachment system influence each other. On the one hand, suffering
from a disease can be perceived as threat by the patient and causes him or her to
activate the attachment behavior system (Shaver and Mikulincer 2004; Bowlby
1977, 1988). On the other hand, individually formed inner working models of
attachment should have both direct and indirect influences on the health conditions,
including the way health care is used (Box 4.1).

Strategies of affect regulation and their association with the attachment system in
patients with disease can be analyzed according to the model of Shaver and Mikulincer
(2004). According to the model, being confronted with a disease can be interpreted as
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Box 4.1: The Relevance of Attachment for Medical lliness

Activation of the attachment system with illness and medical treatment

Illness and physical/psychological impairment as a consequence of insecure
attachment

Attachment as a determinant of coping and illness behavior

Attachment as a determinant of self-management

Attachment as a predictor of adherence

Attachment as an important factor forming the doctor-patient relationship

Box 4.2: Examples of Patient Characteristics as a Function of Secure Attachment
Style
Patients with secure attachment...

* Develop higher self-esteem and self-acceptance (Bartholomew and
Horowitz 1991)

» Have a higher level of self-disclosure (Mikulincer and Nachshon 1991)

e Feel more comfortable and flexible in interpersonal relationships
(Ciechanowski and Katon 2006; Mikulincer and Nachshon 1991)

» Assess personal resources and needs more realistically (Ciechanowski and
Katon 2006)

» Use social support systems and benefit from these and seek actively help
(Florian et al. 1995; Li et al. 2008; Mikulincer and Florian 1997; Ognibene
and Collins 1998)

» Use more flexible coping strategies (i.e., active problem solving, accepting
the situation, acquiring emotional support) (Schmidt et al. 2002; Mikulincer
and Florian 1998)

* Are more cooperative, optimistic, confident, reliable, and understanding
(Klohnen and John 1998)

* Are positively perceived in groups and perceive other persons to be more
differentiated, benefit more from therapies, and develop closer working
relationships (Straufl and Schwark 2007)

* Have a higher treatment acceptance in the doctor-patient relationship
(Dozier 1990)

a threat, which activates the attachment system and, in turn, may lead to seeking prox-
imity to an attachment figure. A person with secure attachment may find it sufficiently
soothing to activate internal resources (“proximity to an internalized attachment fig-
ure””), whereas a person with dismissing attachment may disavow his or her need for
contact with others. If the internal or external attachment figure is available and respon-
sive, then access to either the caregiver’s attention and/or security-based self-represen-
tations can lead to deactivation of the attachment system. If this is not the case, the
attachment system remains activated, and, depending on the internal working model,
deactivating or hyperactivating strategies will be employed (Boxes 4.3 and 4.4).
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Box 4.3: Examples of Patient Characteristics as a Function of Dismissing
Attachment Style
Patients with dismissing attachment...

* Are characterized by the pursuit of autonomy and independence, more
interpersonal distance, and control (Allen et al. 2005)

* Distrust others; expect them to be hostile, exploitative, and insensitive
(Ciechanowski and Katon 2006; Dozier et al. 1994)

» Report lower self-disclosure (Mikulincer and Nachshon 1991)

* Develop uncooperative working relationships and rarely seek social sup-
port (Hesse 2008; Mikulincer and Shaver 2007; Ognibene and Collins
1998)

» Use more rigid coping mechanisms, prefer cognitive distancing of emo-
tions (Feeney 1995; Lopez et al. 2001)

* Respond to anger, irritation, or frustration with interpersonal distance
(Jellema 2002; Rholes et al. 1998)

* Are more rational, autonomous, emotionally independent, and sarcastic
(Klohnen and John 1998)

e Tend to trivialize their problems, emotions, and symptoms (Jellema 2002;
Strauf3 and Schwark 2007)

Box 4.4: Examples of Patient Characteristics as a Function of Preoccupied
Attachment Style
Patients with preoccupied attachment ...

» Show their stress or anger excessively and vigorously seek social support
(Mikulincer and Shaver 2007)

* Have more unbalanced relationships, because the need for support out-
weighs the possibility of giving social support (George and West 2001)

e Do not feel resilient and resistant (Meredith et al. 2005)

* Are more demanding, unstable, dependent, moody, and frustrated (Klohnen
and John 1998)

* Tend to catastrophize the description of symptoms (Ciechanowski et al.
2003)

* Develop strong dependent bonds to the doctor/therapist (Strauss and
Schwark 2007)

» Report their situation with ambivalent and diffuse language (Hesse 2008)

* Want more intense and frequent contact with the therapist, test boundaries,
and keep their therapists involved (Strauss and Schwark 2007)

Deactivating strategies are commonly associated with the denial of attachment
needs, downplaying of risks in terms of trivializing symptoms of diseases, repres-
sion of negative emotions and cognitions, as well as the avoidance of contact with
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an attachment figure. In contrast, hyperactivating strategies probably increase sen-
sitivity to threatening situations. A chronically activated attachment system might
lead a patient to continuously perceive danger in his or her environment, so symp-
toms might be dramatized and exaggerated. As a consequence, there is a strong
demand for a sense of protection and security from potential attachment figures,
which may include not only partners but also family members and health-care pro-
viders such as physicians and nurses. It is assumed that these processes happen
automatically, i.e., a patient is not fully aware of them and cannot really reflect upon
their actions.

4.3  lliness and Physical/Psychological Impairment
as a Consequence of Insecure Attachment

Within medical care, deactivating and hyperactivating strategies of patients with
insecure attachment are of paramount interest for understanding health behavior.
It is also of interest to understand how insecure attachment correlates with the
formation and maintenance of disease. Based on empirical evidence, Maunder
and Hunter (2001) (see Fig. 1.2) developed a model of the association between
insecure attachment and heightened risk for disease, based on three different
paths. The first path describes the relationship between insecure attachment and
various impaired mechanisms of stress regulation, which can have a direct influ-
ence on the formation and maintenance of disease caused by an increase in physi-
ological stress response. A second path shows the association between insecure
attachment and increased externalization of emotional regulation related to prob-
lematic health behavior and the role of specific risk factors such as substance
abuse (nicotine, alcohol), disturbed eating behavior, or risky sexual behavior. The
third path, indicates that insecure attachment is associated with an inadequate use
of protective factors such as social support, adherence, and self-care of patients.
This has a direct effect on the disease as well as an indirect effect through subop-
timal use of the medical care system and an inadequate description of disease-
related symptoms.

Insecure attachment has clearly been shown to be a risk factor for the develop-
ment of mental and physical disorders, whereas secure attachment works as a pro-
tective factor associated with greater life satisfaction (Maunder and Hunter 2001;
Thompson 1999; Wensauer and Grossmann 1998). Insecure attachment is also seen
as an important risk factor for the development of chronic diseases, such as chronic
pain, stroke, heart attack, high blood pressure, and ulcer disease (McWilliams and
Bailey 2010). While it is estimated that the percentage of securely attached indi-
viduals in representative samples might fluctuate between 50 and 60 %, the percent-
age in clinical samples, especially those of patients with psychological disorders, is
approximately 20 % (Bakermans-Kranenburg and Van Ijzendoorn 1993, 2009),
underlining the risk potential of attachment insecurity.
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4.4  Attachment as a Determinant of Coping

Theories of coping refer to both treatment-related and intrapsychic efforts to toler-
ate or minimize stressful situations (Lazarus and Launier 1978). Several studies
have demonstrated that patients’ management of diseases depends on their attach-
ment characteristics (Mikulincer and Florian 1998; Schmidt et al. 2002; Turan et al.
2003). In particular, attachment-based patterns of affect regulation influence
patients’ coping behavior. Patients with secure attachment assess stressful situations
more flexibly, solve problems more actively, and use their social network (Seiffge-
Krenke 2004).

Patients with avoidant attachment tend to suppress emotions, such as fear or
anger, have a need to exert control, tend not to seek social support (e.g., Kotler et al.
1994), tend to show avoidance and passive resignation (Turan et al. 2003), and gen-
erally employ threat-reducing, repressive, and deactivating coping strategies
(Schmidt et al. 2002). In keeping with these strategies, avoidant patients seek less
medical help and avoid contact with their physicians (Brenk-Franz et al. 2015,
Mikail et al. 1994).

In contrast, patients with preoccupied attachment focus more on the threatening
aspects of their disease. They report more negative emotions and disease-related
symptoms and tend to catastrophize (Ciechanowski et al. 2003). They also employ
more diverting strategies and more negative emotional coping (Schmidt et al. 2002).
In self-report, preoccupied patients also revealed hyperactivating tendencies in their
coping behavior (Box 4.4).

4,5 Attachment as a Determinant of Self-Management

Self-care and self-management are increasingly important in medical care as patients
become more involved in the treatment of their diseases. Health-promoting behav-
iors are taught to patients, on the assumption that by supporting empowerment and
shared decision-making, patients will be more active and autonomous within the
medical care system (Kanfer et al. 2006). Self-management as a behavioral and cog-
nitive strategy helps people to structure their behavior and to achieve their goals
(Konig and Kleinmann 2006). It can therefore be regarded as an expression of the
self as a representational agent, which is closely related to secure attachment (Fonagy
etal. 2004). Self-efficacy is a key component of cognitive self-management (Bandura
1977). Tt describes the expectation that one will be able to successfully perform a
specific behavior (Schwarzer 2002). Self-management strategies are essential ele-
ments of evidence-based medical treatment of patients with chronic diseases in pri-
mary care (Wagner et al. 2001). Self-management programs have shown clear benefit
for patients with diabetes mellitus (Cochran and Conn 2008; Duke et al. 2009), coro-
nary heart disease (Barth et al. 2006), arterial hypertension (Glynn et al. 2010), and
depression (Gensichen et al. 2011; Khan et al. 2007).
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Some recent studies from primary care have explored the relationship between
attachment and self-management. For example, diabetic patients with avoidant
attachment showed less behavioral self-care (such as regular foot care, adherence to
diet, avoiding smoking, adherence to medical health-care use) than patients who are
securely attached (Brenk-Franz et al. 2015; Ciechanowski et al. 2004a).

4.6 Attachment as a Predictor of Treatment Adherence

Treatment adherence and nonadherence are another important focus. Only half of
patients with chronic disease take their medication as prescribed (WHO 2003) even
though strong adherence leads to better treatment outcomes (Simpson et al. 2006).
However, adherence and nonadherence are subject to different influences. Factors
which promote adherence include self-efficacy and the presence of symptoms
(Dunbar-Jacob and Mortimer-Stephens 2001). Some of the factors known to influ-
ence nonadherence are poor education, unwanted adverse reactions, polypharmacy,
and the presence of chronic diseases (Claxton et al. 2001; Hernandez-Ronquillo
et al. 2003).

Concepts of developmental psychology have only recently been used to explain
treatment nonadherence. Secure attachment is associated with more health-
promoting behavior (Scheidt and Waller 2002) and various foci of self-efficacy and
so is expected to promote treatment adherence. With respect to nonadherence, in
diabetes, dismissing attachment is associated with low overall adherence and leads
to poorer glucose control, especially if the communication with the physician is
subjectively perceived as unsatisfactory (Ciechanowski et al. 2001). In lupus
patients, a study tested if patients’ attachment styles could predict patients’ adher-
ence and health-related quality of life. Attachment avoidance was again seen to have
a negative effect on a patient’s adherence, whereas attachment anxiety was seen to
have a negative impact on health-related quality of life (Bennett et al. 2011).
Attachment avoidance has also been associated with not using seat belts when driv-
ing (Ahrens et al. 2012). Thus, the avoidant dimension of attachment insecurity is
consistently associated with nonadherence.

4.7 Attachment as an Important Influence on the Doctor-
Patient Relationship

Evidence shows that psychotherapists have the potential to act as an attachment
figure by providing a patient a “secure base” and “safe haven” (Borelli and David
2004). Dozier and Bates (2004) indicated that “The client finds in the therapist
someone who seems stronger and wiser than him- or herself. Thus, the client may
interact with the clinician in ways that reflect expectations from other relationships,”
anotion that could easily be extended to the field of medical treatment. Accordingly,
attachment theory may provide a model for explaining why some patients have an
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intense need for their doctor. This would occur when a fundamental need for
security, initiated by the threat posed by an illness, drives the patient to regard the
physician as an attachment figure, with whom proximity needs to be maintained in
order to feel safe.

Supporting this hypothesis is the fact that patients prefer continuous care by a
single primary care physician (e.g., Pandhi and Saultz 2006) and continue to prefer
continuity of care even when the severity of illness is increasing (Baker et al. 2007;
Frederiksen et al. 2010; Guthrie and Wyke 2006). Patients commonly report
problems when they have to change their primary care physician, even if the rela-
tionship was difficult (Frederiksen et al. 2010). Thus, the evidence suggests that
continuity is desirable, and discontinuity problematic, for most patients. A continu-
ous care provider may be well situated to act as a safe haven and a secure base with
respect to threats related to health.

Studies in health-care research show correlations between patients’ attachment
characteristics and the way they present themselves in the health-care system. Early
attachment relationships influence behavior in all important relationships through-
out life. Therefore, the doctor-patient relationship is likely to be affected by the defi-
cits in social competencies and skills and deficits in perceived social support, which
are common among patients with insecure attachment styles (Mallinckrodt 2000).
Dysfunctional illness behavior can be understood as a result of such problems
(Ciechanowski et al. 2002). Patients with preoccupied attachment, for example,
express more attention-seeking behavior, report more symptoms, and overuse health
services (Ciechanowski et al. 2002), whereas those with avoidant attachment are
more likely to reject a practitioner, self-disclose less, underuse care services, and
avoid regular contact with their physicians (Dozier 1990; Feeney and Ryan 1994;
Brenk-Franz et al. 2015).

So far, we have concentrated on the attachment of the patient, but in any relation-
ship there is a mutual influence between the individuals — what can we say about the
attachment of the health-care worker? Unfortunately, studies to determine the
attachment behavior of the treating physicians and their influence on the doctor-
patient relationship are still rare. First results indicate that physicians who focus on
a holistic treatment of patients often have characteristics of secure attachment and
that medical students with more secure attachment often opt for primary care medi-
cine and medical disciplines allowing more stable and long-lasting doctor-patient
relationships (Ciechanowski et al. 2004b, 2006). There are also indications that
securely attached case managers have a better understanding of the “hidden needs”
of their patients, while case managers with insecure attachment primarily respond
to the visible needs of their patients (Dozier et al. 1994). Physicians with a positive
mental model of the self are more willing to go against their patients’ opinions and
wishes for certain treatment (Salmon et al. 2007, 2008). Overall, it is clear that the
attachment styles of physician and patient influence each other. Prospectively, there
should be a stronger focus on the issue of doctor-patient fit and on the question how
the doctor-patient relationship might change for the better over time (Salmon and
Young 2009).
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4.8 Conclusions: Benefits and Tasks of Attachment
Classification in Medical Care

As shown in this introductory chapter, attachment theory — after its return into the
medical world — has gained considerable interest in medical and psychosomatic
research.

Attachment theory provides an explanatory model for different strategies of
emotion regulation, coping, and the use of the health-care system. It is still not clear
how the mechanisms related to different attachment styles influence health-related
long-term outcomes. There is strong evidence that dismissing patients tend to sup-
press emotions, whereas hypervigilance and rumination are common characteristics
of preoccupied patients. Both strategies result (mostly indirectly) in chronic health
problems (e.g., Maunder and Hunter 2001; Mikulincer and Shaver 2007). There is
clearly a need for long-term studies exploring in which ways attachment character-
istics act as predictors of specific medical outcomes. Moreover, their underlying
biological pathways should be further clarified (Miller et al. 2009).

For the future, it is also important to consider which interventions might
strengthen secure attachment and improve basic mechanisms of affect regulation,
enhancing pro-social behavior and improving long-term health-related factors
(Simpson and Rholes 2010). So far, there is some evidence showing that crucial
aspects of patients’ illness behavior, coping, and adherence as well as their self-
management in face of (chronic) diseases relate to their attachment history. These
results clearly have the potential to guide the development of strategies for improv-
ing patient treatment in primary care.
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From his first conceptualisation of attachment theory, Bowlby recognised the rela-
tionship between attachment and pain, and described pain as one of the triggers of
the attachment system: °...a child’s attachment behavior is activated especially by
pain, fatigue, and anything frightening...” (Bowlby 1998, p. 3). Even earlier, Engel
(1959), the founder of the biopsychosocial model (Engel 1977), had considered a
link between chronic pain and both childhood neglect and abuse. Perhaps as a result
of these precedents, the value of using an attachment theoretical framework to
understand pain in clinical settings was one of the earliest applications of attach-
ment theory to physical health (Kolb 1982).

Empirical evidence has burgeoned, particularly over the last 10 years (see
Meredith 2013; Meredith et al. 2008). During this time, attachment theory has been
investigated in relation to acute and experimental pain (Andrews et al. 2011;
Meredith et al. 2006b), various painful conditions (Costa-Martins et al. 2014;
McWilliams et al. 2000; Meredith et al. 2006a, 2007), and outcomes from pain
treatment programs (Andersen 2012; Kowal et al. 2015). Attachment has been con-
sidered in relation to pain experienced by adults (Meredith et al. 2008), adolescents
(Laird et al. 2015; Tremblay and Sullivan 2010), and children (Esposito et al. 2013;
Walsh et al. 2008; Williamson et al. 2002). Insecure attachment has also been con-
ceptualised as a risk factor for the development of chronic pain in the face of acute
pain experiences (Meredith et al. 2008).

Attachment theory provides a useful lens through which to view the assessment
and treatment of pain, informs research, and opens the field to exciting new possi-
bilities. In this chapter, the literature on the association between pain and attach-
ment will be reviewed in order to understand how an attachment framework informs
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our understanding, and management, of pain. Special emphasis will be given to the
Attachment-Diathesis Model of Chronic Pain (Meredith et al. 2008), which pro-
vides a heuristic of the complex interplay of psychosocial factors linking attach-
ment theory and the pain experience.

5.1 What Is Pain?

According to a well-accepted definition, pain is ‘...an unpleasant sensory and emo-
tional experience associated with actual or potential tissue damage, or described in
terms of such damage’ (Merskey and Bogduk 1994, p. 210). Acute pain lasts for a
short period of time, while chronic pain is considered to be present if the pain has
persisted unabated for at least 3 months.

The experience of pain is a necessary and important part of human life. Pain
serves to alert us to the threat of injury, raising levels of distress and providing us
with a cue to take rapid action to address the painful stimulus. Effective responses
to painful stimuli may remove the cause of the pain, halt the discomfort and distress,
curtail the risk of long-term tissue damage, and even enable us to evade death. These
actions have consequences for the prevention of disability or disease and for ongo-
ing participation in life’s roles. Importantly, pain also triggers the attachment sys-
tem, which serves these same functions. With both the pain and attachment systems
conferring advantages for survival, it is perhaps not surprising that they are linked.

Unfortunately, however, a painful stimulus is not always an alert to imminent dan-
ger and our responses are not always effective in obtaining positive outcomes, such as
relieving the pain. In some cases, pain may persist long after the trigger has abated and
may even defy medical and therapeutic efforts to explain and manage it. While there
may be physiological factors, such as central sensitisation (Baron et al. 2013) at play,
in such cases the intractability of the pain and the unrelenting levels of distress add an
additional layer of suffering, which challenge any individual’s coping repertoire.

Pain and coping are both uniquely individual experiences, known to be affected
by a complex interplay of biological, psychological, behavioral, social, and histori-
cal factors. In fact, psychological characteristics, such as a tendency to catastrophise
or one’s level of pain self-efficacy (the strength of one’s belief in one’s ability to
respond effectively to pain), are known to be stronger predictors of pain outcomes
than either medical diagnosis or pain intensity (Arnstein 2000). Individual tenden-
cies to respond to pain in specific ways, known as ‘pain behaviors’, also affect pain
outcomes. Although a wide range of explanatory models have been developed to
portray the complex interrelationships among the many pain-related factors, these
models have thus far failed to explain the developmental origins of these individual
differences (see Meredith et al. 2008). Attachment theory may fill this gap, as it
represents a compelling, evidence-based model for understanding the development
of social and personality factors that may contribute to either resilience or vulnera-
bility in the face of pain. Attachment theory further provides an explanatory model
for understanding the individual’s social environment (both past and present), and
for considering how people are likely to experience the therapeutic relationship.
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5.2 Attachment and Pain

During a painful experience, or when anticipating pain, the attachment system is acti-
vated, initiating a series of unique internal and behavioral responses. From the young-
est of ages, pain causes an expression of distress, in order that someone will either
remove the cause of the pain or provide comfort in the face of the associated distress.
Over time, based on the quality of experiences with caregivers, these responses to
painful stimuli become imbedded and habitual. In the following sections, the litera-
ture that pertains to the associations between attachment and pain will be reviewed,
beginning with studies of associations between attachment and different types of pain.
With links between attachment and chronic pain representing the most extensively
investigated type of pain, this literature will be considered in Sect. 5.3.

5.2.1 Labour Pain

The experience of delivering a newborn infant represents a unique circumstance of
acute pain, overlaid with implications for the woman’s transition to parenthood (or
memories of that transition from previous births), the activation of her caregiving
system, and her developing relationship with her infant. Like other sources of pain,
labour is likely to activate the mother’s attachment system, and different attachment
behaviors will be elicited depending on her internal working model. In such circum-
stances, the response of others to those behaviors can affect the pain experience. To
date, only one study has been published which has considered the implications of
attachment for women’s experience of pain during labour. Costa-Martins et al. (2014)
demonstrated, among a sample of 81 pregnant women, that those who were inse-
curely attached reported significantly more labour pain and analgesic consumption
compared to those who were securely attached. Although the authors noted that
administration of patient-controlled epidural anaesthesia was provided using the
standard protocol, no other information was available about the nature of any support
provided to the women during labour. This field provides a valuable avenue for future
research, as it is likely that interventions providing attachment-informed support to
these more vulnerable mothers during this time may provide benefit. For example, a
woman with a preoccupied attachment pattern may benefit more from the support of
a doula, while a dismissing mother may prefer minimal and instrumental support.

5.2.2 Headache

Research has demonstrated links between attachment style and headache-related
pain and disability, although the associations are complex. For example, Savi et al.
(2005) showed that people with headaches were more likely to report insecure
attachment styles compared with a matched control group without headaches.
Esposito et al. (2013) identified a higher prevalence of avoidant, and lower preva-
lence of secure attachment in a sample of 219 children (611 years) with headaches,
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compared with 381 healthy controls. McWilliams and Bailey (2010) found that both
anxious and avoidant attachment were positively associated with reports of head-
ache pain, and especially with pain due to frequent or severe headaches, although
this association was mediated by a history of depression or anxiety disorders.
Unfortunately, these authors were not able to make a distinction between those with
diagnosed migraine and those who simply perceived their headaches as ‘frequent or
severe’. Because neurophysiological differences between migraineurs and non-
migraineurs have been highlighted in the literature (Harriott and Schwedt 2014),
these groups would be usefully separated in future research.

In contrast, Berry and Drummond (2014) found no difference in avoidant or
anxious attachment between a control group of people who rarely experienced
headaches and people with either episodic migraine or tension-type headaches.
Their sample size was small (only 22 controls), however, and no details of partici-
pant matching were provided. Using an experimental paradigm, these authors did
show that preoccupied (anxious) attachment was associated with intensity of head-
ache, pain-related distress, and forehead pain in response to mild electric shocks to
the forehead (Berry and Drummond 2014), and these results were retained when
controlling for neuroticism and the other five-factor personality variables.

Insecure attachment has also been associated with higher levels of migraine-
related disability (Rossi et al. 2004). In this study, attachment insecurity was the
most significant predictor of disability for patients with episodic migraine; however,
attachment was not a predictor of chronic migraine-related disability.

5.2.3 Cancer Pain

Pain is a common symptom of cancer, and there is some evidence that attachment
is associated with coping with cancer-related pain (Gauthier et al. 2012). More spe-
cifically, Gauthier and colleagues showed that attachment anxiety was associated
with perceptions of more punishing responses from others, while attachment avoid-
ance was associated with perceptions of less frequent solicitous and distracting
responses. An interaction was observed between attachment style and the relational
context in coping with cancer pain, in that attachment anxiety was associated with
higher levels of dependency — ‘Higher pain catastrophizing was associated with less
frequent punishing responses only among anxiously attached patients who identi-
fied their spouse/partner as their supportive other’ (Gauthier et al. 2012, p. 1264).
These social aspects of pain coping are discussed in more detail below. In addition,
insecure (particularly avoidant) attachment has been shown to be more prevalent for
people with cancer (e.g. Tacon et al. 2001) and to be linked with poorer quality of
life in breast cancer survivors (Fagundes et al. 2014) (see Chap. 6).

5.2.4 Acute or Experimental Pain

Several investigations of healthy, pain-free people have been conducted using vari-
ous experimental or induced-pain techniques, including a cold pressor apparatus,
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Box 5.1. Factors that are empirically linked to insecure adult attachment in
experimental pain studies

Higher

e Perceived pain intensity
* Pain catastrophising

e Depression

e Anxiety

» Perceived stress

* Neuroticism

Lower

 Pain tolerance

 Pain threshold

e Perceived control of pain

e Perceived ability to self-manage acute pain

finger pressure, contact heat, and an ischaemic pain task. Results of these studies,
while diverse, reveal important findings. As seen in Box 5.1, a wide range of factors
have been empirically linked with insecure adult attachment in experimental studies
(see Meredith 2013, for a detailed review).

This body of evidence suggests that insecure attachment precedes and, thus, may
contribute causally to a problematic adjustment to pain. If extended to pain experi-
enced in the real world, insecurely attached people responding in these ways to
painful stimuli might plausibly have an inadequate resolution of pain and even be at
increased risk for developing chronic pain. Convincing longitudinal evidence of this
proposition is yet to be provided.

5.3 Attachment and Chronic Pain

The term ‘chronic pain’ encompasses a wide range of conditions including arthritis,
low back pain, and generalised pain conditions such as fibromyalgia. Consistent
with the conceptualisation of insecure attachment as a risk factor in the develop-
ment of chronic pain, it has repeatedly been demonstrated that attachment insecu-
rity, particularly fearful and dismissing attachment, is overrepresented in chronic
pain populations (Davies et al. 2009; Kowal et al. 2015; Meredith et al. 2005, 2006a;
Schmidt et al. 2002). For example, while there is evidence that approximately 65 %
of people in normative samples are securely attached and 35 % are insecurely
attached (Mickelson et al. 1997), in pain samples these numbers are more likely to
be reversed (Kowal et al. 2015; Meredith et al. 2005). Insecure attachment has also
been associated with having more pain sites (Davies et al. 2009) when compared
with people with a secure attachment style.

In this section, I address early theoretical associations between attachment and
chronic pain, the mechanisms through which attachment-related predispositions
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impact on chronic pain, and clinical implications for managing and preventing
chronic pain.

5.3.1 Historical Context of the Links between Attachment
and Chronic Pain

The first documented discourse linking attachment theory and chronic pain emerged
more than 30 years ago (Kolb 1982). At that time, Kolb drew parallels between the
pain behaviors of his patients and their efforts to meet their attachment needs. For
example, he viewed pain complaints as solicitation of caretaking behavior. In turn,
the practitioner’s response and efficacy of interventions served to either alleviate or
magnify these attachment-focused pain behaviors. Kolb advised that people in pain
be approached with ‘noncritical acceptance’ and an effort to understand the origins
of the threats they perceived. Based on this perspective, he viewed pain-complaining
behaviors (including anger) as separation anxiety. He suggested that,

...attachment theory offers a significant new understanding that can expand our capacity to
maintain gains in those who have achieved some control of their pain complaints...[and]
help us to accept chronic pain complainers and provide guidelines for primary physicians
and others who care for [these] persons.... (1982, p. 413)

In 1982, categories of attachment in adulthood were less clearly defined, and
only attachment security versus insecurity was discussed. Since then, adult attach-
ment styles have been elucidated, permitting more specific theoretical and empirical
consideration.

For instance, Mikail et al. (1994) described the anticipated responses of people
in each of four attachment categories (secure, dismissing, preoccupied, and fearful)
to the presence of chronic pain. These responses are summarised in Table 5.1.
Understanding the tendencies of people with different attachment styles enables us
to predict the ways in which they may try to manage their pain and the possible
consequences of these strategies, which may then provide targets for therapy. Given
this degree of detail, it is perhaps surprising that the evidence to support these
responses in chronic pain samples (as discussed in the next section) is still relatively
limited, and it is not yet clear how much clinical impact these suggestions have had.

At the same time, Anderson and Hines (1994) described insecure attachment
patterns as relative failures of early attachment support mechanisms, which leave
the individual vulnerable to later stressors, such as pain. While these authors did not
investigate attachment styles specifically, they gathered information about history
of physical, sexual, and/or emotional abuse/neglect, abandonment, and substance
abuse in primary caregivers. They suggested that these factors disrupt the child’s
capacity to develop consoling relationships, such that later experiences of pain reac-
tivate (or exacerbate) latent distress states in a self-perpetuating hyperarousal pat-
tern. In contrast, a secure base in childhood, and the associated secure attachment
pattern, was suggested to support one’s ability to tolerate and accommodate pain.
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Table 5.1 Summary of characteristic responses to pain of people with different attachment styles

Attachment style Characteristic response to pain
Secure Seek help from others when anxiety is heightened due to pain;
Adaptive mobilise support networks when needed
Seek information and consultation from healthcare
professionals

Communicate openly and willingly self-disclose

Present accurate details of their condition to health
professionals

Expect that help will be forthcoming

Are less susceptible to developing chronic pain syndrome
Are more responsive to treatment that is provided

Preoccupied Vacillate between help seeking and protective withdrawal
Defensive hyperactivating Highly symptom focussed; more likely to report somatic
of attachment signalling | symptoms
Seek nurturance and caretaking
Idealise healthcare professionals
Are eager to please and likely to be compliant with treatment
recommendations, at least initially
Susceptible to feelings of rejection — may feel dismissed or
rejected
May inadvertently sabotage treatment as ambivalence
heightens
‘Doctor shoppers’
Display higher rates of healthcare utilisation

Dismissing Avoid caregivers when threatened by pain
Defensive deactivating of Reluctant to seek help; delay help seeking until advanced
attachment signalling stages of a condition

Minimise or dismiss pain and symptoms

May be more detached, hostile, frustrated, and blaming
May appear stoic and restricted emotionally

Devalue other’s input and prefer to remain self-sufficient
May seek multiple consults but are unlikely to comply with
treatment recommendations

Fearful Distrusts others and also feels unworthy
Both deactivating and Anxious and hostile in interpersonal interactions
hyperactivating Likely to delay help-seeking and to retreat from others when

threatened by pain

Likely to seek support at low levels of anxiety when requests
are less likely to be noticed; avoid support seeking at high
levels of anxiety, when feeling desperate

Delayed care may result in secondary conditions

Feel desperate, helpless, distressed, and hopeless

May perceive referrals to other health professionals as
rejections

Progress in pain treatment may be restricted

Are at risk of suicide

Drawn from Ciechanowski et al. (2003), Fraley et al. (2000), Mikail et al. (1994)
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Anderson and Hines (1994) emphasised the impact of attachment security on
one’s capacity to be consoled when in pain. That is, while the majority of people have
developed relationships and/or activities (e.g. work, athletics) that they find consol-
ing, these strategies are likely to be disrupted by pain. According to these authors, the
less secure the attachment, the less consolable the person and the lower the person’s
ability to tolerate pain. In addition, unremitting pain can be debilitating, leading to an
undesirable level of vulnerability and dependency. These effects are understood to be
more pronounced and difficult to manage for the more insecurely attached person.
Thus, pain, related distress, and insecure attachment interact in a self-sustaining
manner, with potentially incapacitating consequences (Anderson and Hines 1994).

Attachment-related coping strategies, many of which are relevant to pain behav-
iors, have been described in detail by Cole and colleagues (Cole-Detke and Kobak
1996; Dozier and Kobak 1992; Kobak et al. 1993) as either secure or defensive.
While secure strategies involve timely and adaptive responses to stressors, defensive
coping strategies may be either hyperactivating or deactivating (for detailed discus-
sions of these strategies, see Fraley and Shaver 1997, 2000; Fraley et al. 2000).

Hyperactivation of the attachment system is akin to Anderson and Hines’ hyper-
aroused state and would be characteristic of preoccupied attachment. It involves
exaggerating behaviors designed to attract care and attention, minimising distance
from others, and hypervigilance towards events perceived as potential stressors.
Conversely, deactivation of the attachment system suggests denial of attachment
needs, avoidance of behaviors designed to attract attachment security, and denial
or minimisation of the emotions and cognitions associated with these needs, result-
ing in a compulsive self-reliance typical of dismissing attachment. Finally, indi-
viduals with fearful attachment patterns use strategies associated with both coping
extremes, often indiscriminately (Dozier, Stovall, and Albus 1999; Simpson and
Rholes 2002). These behaviors have consequences for the individual in pain and are
also represented in Table 5.1.

Case: Dismissing Attachment

Frank is a truck driver. His hands are rough, his cheeks ruddy, and his smile
ready. He is known as a hard worker, typically working 12—16 h days, 6 days
a week. He has no problem with this; his father had been a dairy farmer so
Frank knew what hard work was. Frank did not have time for medical appoint-
ments and generally felt healthy, so did not see the need. Even when he fell
and broke two ribs and his collar bone, he went back to work the next day,
despite the pain, which he described as ‘not too bad’.

It was not until Frank was involved in a workplace accident that this
changed. He was closing up his trailer when his rig rolled backwards, pinning
him between the factory wall and his truck. Frank sustained fractured verte-
brae, spinal injuries, and nerve and soft tissue damage to his lower back, legs,
and buttocks. His medical and rehabilitation program was intensive, and he
regained most of his musculoskeletal functioning; however, nothing worked
to control the pain. Morphine and other prescription medications only ever
‘took the edge off’ for a short while, and he was uncomfortable being
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dependent on drugs. Frank now found that he could sit for only 10 minutes at
a time before the pain forced him to move. This affected not only his capacity

to work but also to fish, which was his other main interest in life.

When seen in treatment, Frank admitted that all he wanted to do was to be
able to climb into his boat and float off into the river where he had always
found solace. If he could not do this again, he did not see that life was worth
living. He was angry with the specialists who had treated him, and admitted
he held little stock in what they told him. He also seemed to hold little hope
that this referral would result in any positive outcomes. Frank just wanted to

be fixed and to get on with his life.

5.4 Mechanisms Linking Chronic Pain and Attachment

Meredith and colleagues (2008) have reviewed the available literature and proposed
a heuristic pathway through which attachment insecurity could contribute to the
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development of chronic pain and to maladaptive outcomes when experiencing pain.
According to this Attachment-Diathesis Model of Chronic Pain (Meredith et al.

2008; see Fig. 5.1), attachment insecurity (column A) is likely to result in cognitive

appraisals (column B) of:
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Fig.5.1 The Attachment-Diathesis Model of Chronic Pain (From Meredith et al. 2008, used with
permission from Elsevier Ltd.)
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(a) Pain as being more threatening and less manageable
(b) The self as being less able to manage the pain and/or less deserving of support
(c) Support as being less available and responsive

These appraisals are, in turn, theoretically associated with specific emotional
responses (column C), including pain-related fear, depression, and anxiety, and less
adaptive behavioral coping responses, including hypervigilance and pain catastro-
phising, delayed or inadequate help-seeking behavior, and limited pain coping strat-
egies. As might be anticipated, these responses predispose insecurely attached
individuals to more problematic pain experiences and poorer adjustment to pain
(column D) compared with their more securely attached counterparts. Moreover,
according to this model, attachment insecurity moderates the associations between
appraisals/responses (B and C) and impact (D), as well as potentially impacting
directly on the adjustment.

Until recently, evidence of these associations was only available in relation to
experimental pain (see above). However, evidence is now available for a substantial
number of relationships between attachment insecurity and aspects of chronic pain
as follows:

Insecurity, in general, is related to:

(a) Perceptions of diminished ability to control and decrease pain (Meredith et al.
2006a; Mikulincer and Florian 1998)

(b) Appraisal of the pain as more intense (Kratz et al. 2012; MacDonald and
Kingsbury 2006; McWilliams et al. 2000; Meredith et al. 2006a)

(c) Appraisal of the pain as more threatening (Meredith et al. 2005; Mikulincer and
Florian 1998)

(d) Appraisal of the self as not being able to cope with the pain (Meredith et al.
2006a)

(e) Reliance on more emotion-focussed and less problem-focussed coping strate-
gies (Mikulincer and Florian 1998)

(f) More emotional distress (Meredith et al. 2005) and depression (Ciechanowski
et al. 2003; Meredith et al. 2007)

(g) More pain-related disability (Davies et al. 2009; McWilliams et al. 2000)

Dismissing insecurity, specifically, is related to:
(a) The tendency to cope by ignoring pain sensations and using coping self-
statements (Meredith et al. 2006a)
(b) More avoidant coping (Williamson et al. 2002)

Preoccupied insecurity is related to:

(c) Less social coping (Kratz et al. 2012)
(d) The tendency to catastrophise (Kratz et al. 2012; Meredith et al. 2006a)
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In addition, Laird et al. (2015) recently tested predictions of the Attachment-
Diathesis Model of Chronic Pain and found good model fit with their sample of 261
adolescents and young adults. These findings provide evidence for a range of mech-
anisms that explain the influence of attachment style on adjustment of people with
chronic pain. In the following sections, additional mechanisms are considered
through which attachment patterns may impact on the risk of developing chronic
pain and on the pain experience, contributing to the overrepresentation of insecure
attachment in chronic pain populations.

5.4.1 Help-Seeking and Treatment Adherence

Maunder and Hunter (2001) noted that insecure attachment is associated with
altered help-seeking behavior (either under- or over-reliance on health services) and
with lowered treatment adherence. If applied to pain, this suggests that insecurely
attached people may engage in behaviors that diminish the opportunity for condi-
tions to be diagnosed and treated in a timely manner, potentially resulting in more
recalcitrant and painful conditions. Alternatively, they may visit the doctor more
often, as a consequence of their incapacity to regulate the fear and distress caused
by the pain, which may result in a range of unnecessary or inappropriate investiga-
tions and eventual disregard. Evidence supporting this was found in a sample of 111
people after treatment at a multidisciplinary pain treatment program, when associa-
tions between preoccupied attachment and high levels of pain-related healthcare
visits over 12 months occurred (Ciechanowski et al. 2003). A similar finding
emerged for people with fearful attachment, but only in the presence of catastroph-
ising. As noted by Porter et al. (2007), these expectations deserve more attention in
the field of chronic pain.

5.4.2 Attachment and Risk Taking

Taubman, Ben-Aria, and Mikulincer (2007) presented evidence, obtained from both
community and clinical samples of adolescents and young adults, of links between
insecure attachment and a range of risky behaviors. These included substance abuse
(cigarettes, drugs, and alcohol), reckless driving, and unsafe sexual practices.
Similar findings have been reported by Ahrens and colleagues (2012). These authors
also demonstrated links between attachment anxiety and higher rates of unplanned
pregnancy and increased risk of becoming HIV-positive. It is likely that these
behaviors will predispose people to the development of painful conditions due to
physical injury resulting from physical trauma, disease, or chronic conditions.
Indeed, evidence suggests that insecure attachment is associated with a range of
potentially painful and disabling health conditions. For example, preoccupied
attachment has been linked with disorders of the cardiovascular system (stroke,
heart attack), with reports of more physical symptoms (Ciechanowski et al. 2002;
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Feeney and Ryan 1994), and with impaired physical health (Maunder and Hunter
2008) (see Chap. 4).

5.4.3 Attachment and Pain-Related Activity Patterns

As noted earlier (Anderson and Hines 1994), people engage in activities that they
find consoling. In pain-free samples, Hazan and Shaver (1990) have highlighted the
use of work and other activities to self-regulate or avoid social demands. Some evi-
dence from the chronic pain literature suggests that individuals may use activity
avoidance or overutilisation to manage their pain. For example, high levels of
engagement in productive tasks have been associated with overactivity when in pain
(van Houdenhove 1986), which has, in turn, been linked to poorer emotional and
physical functioning (Andrews et al. 2012). This makes activity levels primary tar-
gets in pain treatment programs, where participants are instructed in pacing tech-
niques, in an attempt to support measured activity levels and avoid exacerbations of
pain. However, there are attachment-related variations in the repertoire of activities
that pain patients find consoling (Anderson and Hines 1994).

At present, only one study has investigated associations between attachment pat-
terns and the activity patterns of people with chronic pain (Andrews et al. 2014). In
a sample of 164 adults with chronic pain in a tertiary pain clinic, secure attachment
was associated with less use of activity avoidance, preoccupied attachment was
linked with higher levels of both avoidance and overactivity, and fearful attachment
was associated with a combination of high levels of both overactivity and avoid-
ance. Many of these associations were partly or wholly mediated by pain catastro-
phising. Thus, having insecure attachment may create vulnerability for the
development of maladaptive activity levels for people in pain. Understanding the
role of attachment insecurity in activity engagement may then optimise strategies
taught in treatment (Andrews et al. 2015). This area represents a fertile vein for
further research, with therapeutic implications for tailoring pacing instructions by
type of attachment insecurity.

5.4.4 Attachment and Social Support

Social factors such as the presence, attentiveness, and solicitousness of others,
social context, and non-verbal behaviors have long received attention in the pain
field. Social support is an important part of the pain treatment milieu, and it is cus-
tomary for pain management programs to provide information to family members
of people in pain and to include them in aspects of treatment. In paediatric settings,
family involvement is especially emphasised.

The role of partners, parents, and other attachment figures for the person in pain
has been investigated, often with complex and even contradictory findings. This is
likely due to the sheer number of factors that may moderate or mediate the


http://dx.doi.org/10.1007/978-3-319-23300-0_4

5 Attachment Theory and Pain 67

associations between support and pain-related experiences. Two of these factors are
the person’s attachment style and that of their partner. Individual differences exist in
the nature of support that is sought and valued by people with different attachment
styles, and the nature of support or caregiving that a person is comfortable provid-
ing. As a general rule, when in pain, the match between the available and the desired
support is likely to have a considerable influence on perceptions of, and adaptation
to, pain. When in pain, social cues from others can signal either safety or threat,
resulting in heightened or diminished levels of stress (Kolb 1982). These percep-
tions can, in turn, affect the person’s expression of pain. For example, while a preoc-
cupied person might be expected to magnify pain complaints, MacDonald (2008)
found that preoccupied people who felt rejected were likely to report even lower
pain thresholds than when they felt supported.

Other studies illustrate the complexity of this area. For example, Vervoort and
colleagues (2010) found that when less securely attached children in pain catastro-
phised, they received negative responses from caregivers, but that more securely
attached children catastrophising obtained positive responses. In contrast, Gauthier
et al. (2012) found that preoccupied adults with cancer pain who catastrophised
obtained more solicitous and distracting responses and less punishing responses.
Partner or carer’s attachment styles influence their own adjustment, as well (Porter
et al. 2007). For example, insecurely attached carers of children in pain have been
shown to have higher levels of depression (Williamson et al. 2002).

Although convincing, the evidence linking attachment insecurity to mechanisms
associated with negative outcomes in chronic pain remains largely correlational and
little prospective data is available. It will be important for future research to con-
sider longitudinal studies from normative samples to determine whether or not inse-
cure attachment before the onset of pain predicts more problematic coping with
acute pain over time, the development of chronic pain conditions, more difficulties
managing these conditions, and more challenging long-term outcomes. Nevertheless,
the amount of evidence accumulated does point to a role for attachment-informed
approaches in the management of pain.

5.5 Implications of Attachment Theory for the Management
of Pain

While it has long been known that a wide range of psychosocial factors are associ-
ated with pain coping, past efforts to identify these have often resulted in labels such
as ‘hysterical’, which rarely contributed to helpful interventions (Anderson and
Hines 1994). An attachment-informed approach in the management of pain has
implications for what information we gather about people in pain, how we view the
person with pain, the emphasis on the therapeutic relationship, and associated out-
comes, as will be discussed below. An attachment perspective also has implications
for the person’s own perception of their pain, their experience of their treatment,
their self-management, and their willingness to adopt recommendations.
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5.5.1 Information Gathering

An attachment perspective emphasises that a developmental history should be gath-
ered before more intrusive investigations are considered. Without such a history, a
pain presentation can be misunderstood. For example, dismissing individuals may
minimise their pain and be undertreated, while preoccupied individuals might mag-
nify their concerns and be overly investigated, exposed to intrusive interventions,
and risk having future reports of pain ignored when no organic cause is identified.
Use of an attachment perspective also highlights the need to inquire about the per-
son’s relationships with significant others and their broader social network, in order
to understand their available social support. Kolb (1982) noted that increased pain
complaining may indicate that social attachments have been threatened, as illus-
trated by the case of Gina.

Case: Gina

Gina is a 67-year-old grandmother of four. She has been married for 51 years
and has complained of severe pain throughout her body, with exacerbations in
different parts of her body from moment to moment, for more than 10 years.
She reports that she has sought assistance from a range of professionals, and
while she initially finds some comfort, she quickly becomes disenchanted
when progress slows or when she realises that the professional seems less
attentive than they should be. Gina has had an extensive series of investiga-
tions, including blood tests, MRIs, and CT scans over the last 10 years, and
was eventually diagnosed retrospectively as having had Ross River fever (a
viral illness transmitted by mosquitoes) and as having osteoarthritis; however,
no other abnormalities were found. She has been prescribed a range of medi-
cations including prednisone, diazepam, and fluoxetine. These treatments
provided only limited pain relief.

Gina’s new GP collected a more detailed history and found that she hedged
around questions about her marriage, implying that her husband has been
abusive or at least neglectful of her needs and that life was inherently dissat-
isfying. Gina does not see her son or daughter as often as she would like and
says they never make contact with her. She hinted that she wants more from
her family than they are prepared to give. Over time Gina further disclosed
that the reason she married young was that she was being sexually abused by
her paternal grandfather.

This information highlighted Gina’s social isolation. It enabled the doctor
to consider Gina’s pain presentation through a wider lens and to incorporate
her emotional and social support needs into the treatment. In particular, the
doctor’s office itself was experienced by Gina as a safe haven, where she
could feel heard and supported.
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5.5.2 The Therapeutic Relationship and Counter-transference

Kolb (1982) recognised that, for some people, the professionals involved in treating
pain problems become ‘surrogate’ attachment figures. However, because of indi-
vidual attachment-related differences, people in pain will prefer, or accept, different
types of support from healthcare providers. If unrecognised, this seems likely to
strain the therapeutic alliance and could be ameliorated if attachment style were
taken into account. Consistent with this, Kowal (2015) suggested that the higher
levels of insecure attachment identified in pain rehabilitation programs may be a
result of negative healthcare relationships and consequent referral to tertiary level
treatment programs. Within most pain clinics, however, there is a similar lack of
consideration of attachment patterns or effort to tailor communication styles to suit
the needs of individuals with different attachment styles.

In relation to spinal pain, Anderson and Hines (1994, p. 149) stated that, ‘It
is our experience that the ability of the treatment team to form a consoling rela-
tionship with the patient is necessary for a successful outcome’, while Rossi et al.
(2004, p. 567) noted ‘...that attachment style is a major variable in the regulation
of the patient-physician relationship.” Emphasising this point, Porter et al. (2007,
p. 197) recently called for more research into ‘...the match between patient and
caregiver attachment styles... [the] importance of provider sensitivity to attach-
ment-related needs and motives, and tailoring caregiver interactions to patient
attachment styles’. In fact, a person who does not feel that their attachment needs
are met by their practitioner may engage in ‘attachment searching’ (Kolb 1982,
p- 416) or seeking alternative sources of help. Kolb suggested some time ago
that:

On the basis of attachment theory, it becomes clear that establishment of a trusting,
expectant, and secure attachment base forms the fulcrum on which rests application of any
indicated technical intervention to relieve painful distress...In so doing, the physician
accepts the attachment behavior for what it is and without admonition. Contacts can be
scheduled in such a way as to avoid or alleviate separation anxiety and arousal of attach-
ment behaviors... by scheduling them to see the caretakers at regular intervals and on a
fixed time schedule... It is extraordinarily important that the patient be greeted with inter-
est, respect, and a willingness to accept the pain complaint as serious... Any unscheduled
contact accepted without criticism increases the patient’s confidence.... (Kolb 1982,
p- 416)

At the time that Kolb recognised this need, dismissing attachment was not recog-
nised. Extending his insight to people with a dismissing style, however, who prefer
to be self-sufficient, the clinician should guard against ‘taking them at face value’
and agreeing that they have no need of help. Inviting them back for further assess-
ment conveys a willingness to listen and does not minimise or shame as previous
attachment figures probably have. Simultaneously, one needs to avoid ‘crowding’
such an individual, or they will react by reducing contact, and the opportunity for
effective intervention will be lost.
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Regardless of the person’s attachment style, the clinician also needs to be aware
of his or her own emotional and behavioral reactions, in order to optimally manage
the interaction. The clinician’s reaction will, inevitably, be determined in part by his
or her own attachment experiences, so it behoves us to appreciate our own attach-
ment style and the manner in which it affects the development of the therapeutic
alliance.

5.5.3 Outcomes from Pain Treatment Programs

Rossi et al. (2004, p. 567) recognised ‘...the influence of attachment style on ...
treatment response of patients with chronic pain syndromes’. A small amount of
evidence suggests that insecure attachment may predict more limited responses to
pain treatment programs. According to Andersen (2012), both secure and insecure
groups demonstrated improved levels of anxiety and depression following cogni-
tive behavioral intervention for chronic pain. However, the level of depression and
anxiety for insecurely attached patients remained above the clinical level from
pre- to post-treatment, while securely attached people scored below the clinical
cutoff post-treatment. Similar results have also been found by Ciechanowski et al.
(2003), Kowal et al. (2015), and Meredith et al. (2007). Proposed reasons for such
findings included poorer therapeutic alliance, variations in treatment adherence
and self-management, maladaptive coping strategies (more emotion-focussed or
diverting strategies), lower levels of self-efficacy, and diminished emotional con-
nection with the patient therapy group and participants. Interestingly, these reasons
resemble the factors considered in the Attachment-Diathesis Model of Chronic
Pain.

Andersen (2012) also found that insecurely attached people used significantly
more opioids both before and after treatment compared to their securely attached
counterparts. He suggested that the natural endogenous opioid system is not as eas-
ily activated by social interactions in insecurely attached people as it is in those who
are securely attached, making them more vulnerable to opioid abuse.

Conclusion

Over a period of more than 30 years, the theoretical and empirical evidence of
associations between attachment and pain has been accumulating. There is now
greater awareness of the different mechanisms through which attachment may
impact on pain and the ways in which understanding this association might
improve the provision of services to people with, or at risk of developing, painful
conditions. While many gaps still exist in this collective body of research, there
are two pressing needs. The first is to obtain longitudinal evidence of the causal
link between attachment insecurity and poor pain adjustment, and the second is
to design and evaluate an attachment-informed treatment approach for people in
pain.
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Chris Hinnen

While it seems obvious that having cancer is highly demanding and stressful, most
patients actually report relatively low levels of distress after they are diagnosed with
cancer or are distressed for only a relatively short time (Helgeson et al. 2004;
Henselmans et al. 2010; Hinnen et al. 2008). Some studies have even found that
women with breast cancer experience stress at levels that are comparable to those
found in primary care patients or individuals in the general population (Coyne et al.
2004; Fechner-Bates et al. 1994; Groenvold et al. 1999; Nolen-Hoeksema et al.
1994; Osborne et al. 2004). Still, large variations in stress responses can be seen
among people with cancer, and a substantial subgroup may show considerable and
enduring levels of physical and emotional stress (Mitchell et al. 2011), especially at
the end of life (Gao et al. 2010).

While objective features of the illness and the treatment regimen may explain
some of the variance in responses to stress (Andrykowski and Cordova 1998;
Scheier and Helgeson 2006), characteristics related to the person and his or her
social context may also contribute (Bardwell et al. 2006; Somerfield and McCrae
2000). One of the most important modulators of individual differences in emotional
and physical stress responses when confronted with a life-threatening situation may
be someone’s tendency to seek connection with others in order to receive support
(Bowlby 1985; Taylor et al. 2000). Indeed, in the context of cancer, less social sup-
port (including both the structural and functional aspects of support) has been asso-
ciated with more emotional distress (Helgeson and Cohen 1996), with higher
physiological stress responses (Nausheen et al. 2009; Turner-Cobb et al. 2000), and
with worse illness progression (Nausheen et al. 2009) and higher mortality (Aizer
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et al. 2013). While the benefits of support are clear, our understanding of the psy-
chological mechanisms that underlie the stress-modulating role of positive social
interactions in the context of cancer is incomplete.

In recent years, researchers have used attachment theory to understand the psy-
chological mechanisms underlying the stress-buffering effect of social support
(Taylor et al. 2000). According to attachment theory, humans internalize cognitive
and behavioral schema as a consequence of early childhood interactions with par-
ents. These result in enduring expectations about the availability and responsiveness
of others. These working models of attachment are presumed to govern coping and
affiliative responses (e.g., symptom reporting, trust and willingness to express emo-
tions), which in turn impact on social support and stress regulation.

In this chapter we review the literature and describe the utility of attachment
theory in understanding individual differences in adaptation to cancer. We will focus
on coping and affiliative responses that affect stress regulation and social support.
First, we will describe the evidence for the association between attachment and
emotional distress in the context of cancer. Next, we describe how one’s attachment
style influences the response to cancer. We will end with thoughts about clinical
implications and future directions.

6.1 Attachment and Emotional Distress

Attachment theory helps to explain different emotional responses to illness in gen-
eral (Ciechanowski et al. 2002; Hinnen et al. 2012; Mikail et al. 1994; Turner-Cobb
et al. 2002) and cancer in particular (Cicero et al. 2009). For example, insecurely
attached individuals with metastatic gastrointestinal cancer, lung cancer (Lo et al.
2010; Rodin et al. 2007, 2009), and end-stage cancer (Hunter et al. 2006) report more
distress. Moreover, in a recent study of 142 patients with various types of cancer, we
examined if attachment style was associated with changes in emotional distress and
psychopathology over time. Attachment style was assessed with the Attachment
Style Interview (ASI) 3 months after diagnosis. The ASI comprises seven attitudinal
scales (distrust, need for closeness, rejection anxiety, self-reliance, need for close-
ness, separation anxiety, anger) and a behavioral assessment of one’s “ability to make
and maintain relationships,” based on the presence of close supportive relationships
(Bifulco et al. 2002a, b; Conde et al. 2011). The ASI allows for a reliable classifica-
tion of one out of five types of attachment: enmeshed, fearful, angry/dismissive,
withdrawn, and clearly secure/standard. In this study, the enmeshed and fearful clas-
sifications were combined into an “anxious/dependent” style, and the angry/dismis-
sive and withdrawn classifications were combined into an “avoidant” style.! Distress
was assessed at 3, 9, and 15 months after diagnosis with the Hospital Anxiety and

'Editor’s note: For comparison to other discussions in this book, the avoidant group in the present
study is similar to the dismissing attachment style discussed elsewhere, whereas the anxious/
dependent group in the present style is similar to a group that combines preoccupied and fearful/
disorganized attachment.
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Depression Scale (HADS) (Zigmond and Snaith 1983). Cronbach’s alpha for the
total score was .92 at 3, 9, and 15 months after diagnosis. Moreover, psychopathol-
ogy was assessed at 3 and 15 months after diagnosis with the “mini-SCAN” (Nienhuis
et al. 2010) which is a semi-structured computerized psychiatric diagnostic interview
assessing DSM-IV Axis I disorders, such as mood and anxiety disorders. Results
showed that anxious/dependent individuals reported more distress at 3, 9, and 15
months after diagnosis than securely and avoidantly attached individuals (with a
large effect size — Cohen’s d >80). Also, anxious/dependent patients were three times
more likely to report elevated levels of psychopathology (i.e., clinical and subclinical
levels of anxiety and depression disorders) at 3 and 15 months after diagnosis (71 %)
than secure (26 %) and avoidant (20 %) individuals. Moreover, mixed models analy-
ses showed that both securely and avoidantly attached patients reported low levels of
distress at 3 months after diagnosis and maintained a low distress level over time. In
contrast, anxious/dependent patients reported high levels of distress shortly after
diagnosis and remained highly distressed within the first fifteen months (Holwerda
et al. 2013; unpublished data).

These results are in line with other studies showing that people with a preoccu-
pied attachment style (or high attachment anxiety) are at risk for psychological
problems when confronted with illness (Ciechanowski et al. 2003; Hinnen et al.
2012; Maunder and Hunter 2001). Also, in accordance with other findings
(Henselmans 2010; Lam 2012), different trajectories of distress could be distin-
guished. Based on these findings and theoretical considerations, attachment-related
distress trajectories can be hypothesized (see Fig. 6.1). In these hypothesized trajec-
tories, securely attached patients may show initial high levels of distress at points of
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disease onset or exacerbation, followed by quick recovery at or close to baseline.
Henselmans (2010) found that 33 % of the patients in their sample of women with
breast cancer show such a pattern. We hypothesize that patients with dismissing
attachment will show continuously low levels of distress until their clinical situation
becomes too demanding to dismiss (e.g., when the illness recurs) which may then
result in a sudden and persistent elevation of distress. We also hypothesize that
patients with preoccupied attachment may not be able to downregulate their affect,
resulting in increasing levels of distress that becomes increasingly higher over the
course of treatment and beyond. Approximately 15 % of women with breast cancer
(Henselmans 2010) were found to show such a pattern. Finally fearful/disorganized
patients are likely to experience chronic high levels of distress which may persist
largely independent from the illness, a pattern detected in 15 % of breast cancer
patients (Henselmans 2010). We turn now to proposed underlying mechanisms for
these trajectories.

6.2  Attachment Security

Securely attached individuals are likely to have considerable resources to deal with
the diagnosis and treatment of cancer. They are comfortable depending on others
and are readily comforted. They also have learned that they can act on their own
behalf to reduce distress and solve problems (Mikulincer et al. 2003). This is in
accordance with Bowlby’s (1988) claim that secure attachment enhances not only
interpersonal ties but also the individual’s coping skills and feelings of personal
worth and self-efficacy. These skills and feelings may reduce anxiety and foster the
development of positive, constructive strategies for dealing with stressors
(Mikulincer et al. 1993).

These claims have been confirmed in cancer populations. Secure patients with
cancer were found to perceive greater support (Rodin et al. 2007) and expected
more benefit from disclosing fears and worries (Hunter et al. 2006) than insecurely
attached individuals, which in turn was associated with having less negative affect
and emotional problems. Also, secure attachment has been found to be related to
more problem-focused coping, positive reframing, and religion as coping, which
may in turn be associated with benefit finding in cancer survivors (Schmidt et al.
2012).

While more securely attached patients may be highly resilient when confronted
with cancer, this does not mean they will not suffer or show emotional distress.
Sometimes, these individuals might even be as devastated as those who are more
insecurely attached (Rando 2002). Although beliefs in personal control, safety,
esteem, and trust are not psychologically detrimental, in the short term they can
become liabilities when confronted with cancer if the person experiences their
worldview as badly shaken (Attig 2002). Nonetheless, in the long run, these indi-
viduals are likely to be better able to adjust to cancer than their insecurely attached
counterparts. We hypothesize therefore (see Fig. 6.1) that secure patients are most
likely to show a coping trajectory in which elevated levels of distress during active
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treatment are quickly downregulated after acute treatment (Henselmans et al. 2010),
but where elevations may reoccur at key moments of strain during recovery (e.g.,
mammography) or when the illness returns. Even when treatment is not successful
and relapse occurs, securely attached individuals may be less fearful than insecurely
attached individuals when facing death, as they do not feel that they are alone in
their smallness and finitude (Mikulincer et al. 1990, 1993).

While more securely attached patients are more likely to adapt to the challenges
imposed by the illness, more insecurely attached patients may have more difficulty
adapting.

6.3  Preoccupied Attachment

Successful adaptation to a major life event entails generating sufficient support by
finding a balance between expressing enough distress to signal a need for support
but not so much that one drives significant others away (Silver et al. 1990).
Preoccupied patients have trouble finding this balance. Their working models pre-
dispose them to attaining and maintaining support and care by nearly constant
attachment signaling of distress (Hunter and Maunder 2001). This is unfortunately
coupled with limited problem-solving activities (Wilkinson 2003), as they locate
relief exclusively in proximity to another person, rather than via their own resources.
As a consequence, the preoccupied patient’s ability to self-sooth is underdeveloped,
and he or she is hypervigilant to distress. This manifests as a ruminative coping
style — i.e., worrying and thinking about negative experiences and emotions in a
repetitive and passive way (Burnette et al. 2009).

A ruminative response style has been shown not only to predict depression and
anxiety in healthy and bereaved women (Nolen-Hoeksema 2000; Nolen-Hoeksema
et al. 1994, 1997) but to compromise adaptation in cancer patients (Stanton et al.
2000). In women with breast cancer, a ruminative coping style has been associated
with more negatively biased thinking, poor problem-solving, low levels of trust in
the availability of others, and a delay in seeking medical care (Lyubomirsky et al.
2006). Also, cancer patients who ruminate and were hypervigilant toward disease-
related threats were at high risk of poor adjustment, especially when they were also
dissatisfied about the support received from family (Aymanns et al. 1995). Among
64 breast cancer survivors with high levels of cancer-related intrusive thoughts,
those who felt unable to express thoughts and feelings to significant others reported
less quality of life (Lewis and colleagues 2001).

The tendency of patients with preoccupied attachment to ruminate and express
high levels of emotional and physical symptoms without actively engaging in
problem-solving activities can reduce social support by alienating others, including
medical and nursing staff. Nolen-Hoeksema (1999) showed that while ruminators
seek more support than non-ruminators, they perceive receiving less social support
than they require. While this frustration may stem from their unattainable desire for
closeness and caring, it may also, in part, be based on reality. Ruminators “go over
and over their loss and persistently discuss their feelings and symptoms without
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making much progress towards recovery” (Nolen-Hoeksema 1999). Consequently
partners, family, friends, and healthcare workers may withdraw from the ruminator
and reject their concerns. This is supported by a study by Winkler (2006) who stud-
ied 189 middle-aged participants who received fictitious scenarios describing a
friend who had been recently diagnosed with abdominal cancer. Within these sce-
narios, the directedness of the request for support (explicit vs. implicit vs. no
request) and the coping strategy (with or without rumination) of the “friend” were
coupled with the support tendencies (sustained support vs. short-term encourage-
ment) of the participant. Results showed that a ruminative coping style of the ficti-
tious sick friend was associated with a reduced tendency by participants to provide
sustained support, which was even worse when ruminators tried to mobilize support
in an indirect manner by describing their support needs vaguely (e.g., by expressing
physical symptoms rather than asking for help directly).

These kinds of nonresponsive experiences may hinder downregulation of affect
and reinforce the negative expectations of anxiously attached individuals around
care provision. The relevance of this in cancer care is demonstrated by studies that
show that insecure attachment representations are associated with lower levels of
trust in one’s oncologist (Hillen et al. 2014; Hinnen et al. 2014; Holwerda et al.
2013). Not being able to rely on others, and especially on one’s physician, is likely
to be highly distressing when confronted with cancer (Hillen et al. 2011). In fact,
anxiously attached individuals with various types of cancer who had a lower level
of trust in their physician were found to have more emotional and physical symptom
reporting within the first year after diagnosis (Hinnen et al. 2014).

In sum, more anxiously attached individuals with cancer are likely to experience
and express increasing and enduring high levels of emotional and physical distress
when confronted with cancer, due to the interpersonal consequences of their coping
style. Instead of promoting affiliation, high symptom reporting, coupled with rumi-
nation and poor problem-focused strategies, tends to alienate others. This results in
receiving insufficient support from the figures one wishes to depend on — including
the healthcare staff. This unsatisfactory interaction activates the patient’s preoccu-
pation with not being cared for, which may amplify stress responses and the expres-
sion of emotional and physical limitations even more, in a desperate attempt to
maximize responsiveness of others. Sadly, more often than not this drives people
further away.

6.4 Dismissing Attachment

In contrast to those with preoccupied attachment, patients with dismissing attach-
ment express less distress and psychological symptoms after a cancer diagnosis,
even when perceiving their physician as less trustworthy (Hinnen et al. 2014).
Prevailing clinical and theoretical wisdom states that prolonged emotional inhibi-
tion and avoidance is unhealthy when confronted with a serious threat as it inter-
feres with information processing and successful reorganization of one’s beliefs and
may produce rumination at a later date. In contrast, putting traumatic events into
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words and thus acknowledging and expressing distress is believed to make it easier
to integrate experiences by accommodation and assimilation. However, in oncol-
ogy, only moderately strong associations between avoidance coping, emotional
inhibition, and psychological distress are found (Figueiredo et al. 2004; Manne
et al. 2001; Porter et al. 2005). These results suggest that the connection between
emotional inhibition and mental health may be more complex and may be moder-
ated by individual and contextual factors (Consedine et al. 2002; Fraley and Shaver
1998; Hagedoorn et al. 2011). In dismissing cancer patients, who are skeptical
about the availability and responsiveness of others, avoidance and emotional inhibi-
tion may be intrinsically beneficial in order to maintain tolerable levels of arousal
during a time of decreased self-efficacy and obligatory increased reliance on others
(Consedine et al. 2002). This comfort with distance could also explain why a lower
level of trust in one’s physician was not found to be associated with the report of
more emotional and physical distress in this group (Hinnen et al. 2014).

Furthermore, Fraley (1997, 1999) suggests that the defenses of people with a
dismissing attachment style may be organized in such a way that the absence of
observable distress may not be a “cover-up” of powerful feelings, but may actually
reflect a true absence of sorrow. Although Fraley’s notions primarily regard the feel-
ings that are associated with the loss of an attachment figure, he and others (Wearden
et al. 2003) suggest that dismissing individuals may have less intense feelings in a
broad range of (interpersonal) situations, because they are less emotionally involved
with people. Thus, dismissing patients may not only avoid the expression of dis-
tress; they may actually feel less distressed by a life-changing and potentially life-
threatening illness such as cancer. Emotional inhibition and cognitive distancing
may prevent emotional distress from entering awareness. Importantly however, this
may not correspond with their underlying physical state as they may have physio-
logical indicators of distress, such as increased blood pressure and reduced heart
rate variability (Maunder et al. 2006b).

Clinically, it is important to know if avoidant defenses will hold intact as the
experience of cancer becomes more intrusive and less control over its course is
available, and what will happen if these defenses eventually fail. In other contexts
the repressive defenses of people with a dismissing attachment style can break down
under extreme and unavoidable stressors, resulting in panic, hostility, and physical
complains (Mikulincer et al. 1993, 1999). However, in a recent oncology study, we
found no support for a breakdown of defenses, as dismissing patients showed con-
tinuously low levels of distress within the first year after cancer diagnosis. A possi-
ble explanation for these findings may be found in illness characteristics. In our
study, patients had a relatively good prognosis and were included in the study soon
after diagnosis. In keeping with this finding, Manne and colleagues (Manne et al.
2001) found that avoidance coping predicted more distress over time among indi-
viduals with late-stage but not early-stage cancer. Thus, avoidant strategies may not
be inherently detrimental but may become deleterious when the stressor itself
becomes more intrusive and less avoidable.

When the repressive defenses of cancer patients with a dismissing attachment
style do break down, they typically do not have a broad range of alternative
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strategies to deal with the illness or to use to regulate their emotions. Their social
network may be limited and they remain reluctant to seek support (Florian et al.
1995; Priel and Shamai 1995). In fact, that reluctance may even be amplified
when the burden of the illness increases, because of the wish to maintain indepen-
dence and autonomy (Simpson et al. 1992). An additional risk for patients with a
dismissing attachment style is a suboptimal use of the healthcare system
(Ciechanowski et al. 2001). Their repressive and defensive coping style and their
lack of trust in others can reduce the perceived need and willingness to enter, or
adhere to, medical treatment (Magai et al. 2004, 2007). For instance, Hill and col-
leagues (2013) also showed that among 257 undergraduate students, those with a
dismissing attachment style were less likely to have engaged in screening for
cervical cancer.

Thus, while more avoidantly attached patients may show few emotional prob-
lems shortly after diagnosis and when prognosis is good, when the illness pro-
gresses, problems may emerge such as noncompliance, exhaustion, and more
physical stress responses.

6.5 Fearful/Disorganized Attachment

People with fearful or disorganized attachment are characterized by a desire for
close relationships and approval but simultaneously shun intimacy to avoid the pain
of potential loss and rejection (Shaver and Mikulincer 2002). These individuals are
proposed to have had extremely harsh, abusive, and rejecting caregiving (Mikail
et al. 1994). In adulthood these people are unable to develop coherent coping strate-
gies in times of stress; they may both ruminate and try to avoid stressors and seek
and simultaneously reject support. Clinically, they most closely resemble patients
classified as having a borderline personality disorder. Although this group is least
studied (in part because not all methods of assessing attachment directly identify the
fearful/disorganized style), it can be argued that people with a fearful/disorganized
attachment style may be most at risk of experiencing psychological and psychiatric
problems in the context of cancer. Primo and colleagues (2000) showed in a group
of breast cancer patients that those reporting both intrusive thoughts and avoidance
strategies were at greatest risk for poor adjustment in the months following their
diagnosis. Also, cancer patients with a borderline personality disorder face tremen-
dous emotional and social challenges, including difficulty negotiating cooperation
with the medical staff (Feely et al. 2013; Fitzgibbon and Barbuto 1989; Hay and
Passik 2000).

In accordance with their childhood experiences, in which caregivers could not be
trusted and were not a source of comfort, these patients may be reluctant to seek
support from others, including medical professionals, even when experiencing high
levels of symptoms. Ciechanowski (2002) showed in a group of primary care
patients that although patients with a fearful attachment style reported the highest
level of somatic symptoms over a 6-month period, they were least likely to seek
support for these symptoms. The anxiety created by the need to trust others may
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induce reactions such as catastrophic reasoning or denying the competence of
healthcare providers, which may prevent seeking support (Ciechanowski et al.
2004). Anxiety-induced reactions have also been suggested to play a role in under-
standing why some women with breast cancer delay seeking help (Facione and
Facione 2006; Stiefel 2006). In addition to the difficulty these patients have in seek-
ing and maintaining supportive relations, healthcare staff may also find it very dif-
ficult to manage patients with fearful or disorganized attachment (Feely et al. 2013;
Hay and Passik 2000). In fact, in the emergency department, patients with a fearful
attachment style were predominately those that were viewed by physicians as dif-
ficult (Maunder et al. 2006a).

In sum, when confronted with cancer, fearful/disorganized individuals may
have problems adapting to the illness, its emotional impact, and the social context
of care. Their distress levels were likely to have been high before the illness and are
likely to remain high even when treatment is long past and prognosis is good (Fig.
6.1). With a bad prognosis they may have little in their personal history to comfort
them, as they look back upon a life that has been difficult and is lacking success,
happiness, and love (Levinson 1975), further impairing their adaptation to the
illness.

6.6  Clinical Implications

Psychological interventions and communication guidelines in oncology are gener-
ally developed for and offered to cancer patients in general or to patients with a
specific type of cancer. Much less attention has been directed to services designed
to address differences in the needs and abilities of individuals with cancer. However,
the research summarized above suggests that insecure patients are at risk of subop-
timal adjustment to cancer diagnosis and treatment. Screening for attachment inse-
curity in order to efficiently focus scarce healthcare resources therefore makes
sense.

Ignoring that people may differ in their needs and abilities risks offering poten-
tially efficacious support to an unselected, or inappropriately selected, group of
people (Coyne and Lepore 2006). For example, Sandgren and McCaul (2007) inves-
tigated two therapy interventions: psycho-education and emotional expression
delivered by telephone to an unselected group of women with breast cancer. These
authors concluded that both interventions were ineffective in improving quality of
life and mood. An alternative explanation for this null finding is that only a rela-
tively small group of patients was sufficiently burdened by the illness to profit from
the intervention and that their improvement was obscured by the lack of impact
upon the others. Furthermore, different people may profit from different interven-
tions. For example, more anxiously attached patients may profit especially from
emotional expression, while more avoidantly attached patients may profit more
from psycho-education, especially if delivered over the telephone, which would
allow them to maintain a more comfortable interpersonal distance. This suggests a
much more effective and efficient approach when developing and testing
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interventions and communication guidelines in oncology: identify the needs and
resources most effective for a specific group of people and tailor support accord-
ingly (Coyne and Racioppo 2000; Hann et al. 2002).

Attachment classifications could also identify who is in need of support and how
to offer support in order to optimally address differential needs and abilities (Tan
et al. 2005; Thompson and Ciechanowski 2003). For example, it may be important
to help people with preoccupied attachment, who are likely to ruminate and feel
overwhelmed by the illness experience, to regulate their emotions during treatment
and hospitalization. Healthcare workers may need to assist in the regulation of emo-
tions for these people, as they are less able to sooth and distract themselves.
Frequent, short contacts in which the emotional upset is addressed by a psychoso-
cial team member, instead of by medical/oncology staff, can allow even intense
emotions to be expressed and contained in a manner that interferes less with treat-
ment. Affect regulation strategies, such as mindfulness or relaxation exercises, can
be utilized to increase the individual’s competence at self-soothing, increase their
experience of security, and, again, minimize disruption to their necessary oncology
treatment.

For people with dismissing attachment, who are compulsively self-reliant and in
need of control, a more “hands-off” approach will likely be experienced as more
acceptable support. Providing sufficient information and facilitating self-
management strategies are more appropriate here than encouraging emotional
expression. Their repressive defenses and avoidant coping strategies as well as their
need for interpersonal distance should be respected. Their compulsive self-reliance
can hamper medical treatment, however, typically by creating interpersonal dis-
tance and reduced communication. At such times, additional psychological inter-
ventions may be needed, either by “coaching” the treatment team on optimal
communication strategies (see Chap. 8) or by negotiating a strategy with the patient
that allows them the necessary distance and control to make the treatment
tolerable.

For fearful/disorganized patients psychiatric consultation is typically indicated,
as medication may be needed to manage their fear. Relevant family members, as
well as the medical and nursing staff, may be in need of active liaison to help them
deal with disruptive or chaotic behaviors (e.g., approach and avoidance, anger and
dismissiveness, demanding and rejecting messages) that may frustrate optimal care
(Feely et al. 2013; Hay and Passik 2000).

In sum, while secure people perceive and report stress levels that can be easily
understood, as they correspond with objective evaluation, insecurely attached
patients can demonstrate a discrepancy between their level of subjective distress and
the objective reality of their oncological predicament. This discrepancy can impact
on their healthcare requirements. Overreporting by anxiously attached patients may
require active reassurance and emotional support from healthcare workers, under-
reporting by more avoidantly attached patients may require increased objective
monitoring, and inconsistent reporting by fearful/disorganized patients will require
a team to adhere closely to their standards of usual care, to avoid the chaotic com-
munication disrupting care.
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6.7 Future Directions

We have utilized attachment theory to understand the psychological mechanisms
underlying the stress-buffering effect of social support in the context of cancer. We
have argued that attachment theory may help explain individual differences in affili-
ation and coping responses that will moderate the impact of social support on stress
regulation. Future research can focus further on these psychological mechanisms
and also on the neurobiological mechanisms underlying the stress-buffering effect
of social support.

In recent years, researchers have focused on the neuropeptide oxytocin (OT) as a
neurobiological modulator of the stress-response system. The evidence is growing
that oxytocin levels increase in time of stress (Cardoso et al. 2013; Ditzen et al. 2009)
and have a key impact on stress regulation, both directly by impacting physiological
responses such as blood pressure, cortisol levels, and norepinephrine and indirectly by
stimulating affiliative responses (Campbell 2010; Churchland and Winkielman 2012).
These include one’s willingness to share emotions (Lane et al. 2013; Tops et al. 2007)
and trustworthiness (Theodoridou et al. 2009) (Kosfeld et al. 2005). Therefore, oxyto-
cin may prove to be an important neuropeptide underlying the attachment system and
stress regulation. To date, the research investigating oxytocin and stress regulation and
affiliation has been conducted mainly in laboratory settings with experimentally
induced stressors. Little research has been conducted among individuals facing men-
tal health threats — other than depression and PTSD — and none at all concerning
threats that combine physical and mental stressors, such as cancer.

A better understanding of the biological mechanisms underlying stress activation
and regulation in the context of cancer would undoubtedly have important clinical
implications by informing specific psychological and pharmacological interven-
tions to promote physical and mental health. For example, with appropriate informed
consent, administered oxytocin could be a pharmacotherapeutic strategy to boost
social interaction with intimate others, as well as healthcare professionals. Also, via
oxytocin’s positive impact on social experience, it is possible that the internal work-
ing model could be altered, with changes about the self (e.g., as worthy of care and
support) and others (e.g., as trustworthy and caring). This would allow for new ways
of dealing with stressors such as expressing one’s emotions more freely and seeking
support when needed. Thirdly, oxytocin could boost the effect of psychological
interventions. As it dampens tension and promotes affiliation, patients may be more
likely to profit from psychotherapy, as has been suggested in the treatment of post-
traumatic stress disorder (Koch et al. 2014).

Also, a concept closely related to attachment theory that needs more attention in
oncology is mentalizing (Fonagy et al. 2002). Mentalizing or “keeping mind in
mind” (see Chap. 3) may help explain the differences in affect regulation in the
context of illness (Bateman and Fonagy 2008) because insecure patients would be
understood to have a diminished ability to mentalize when confronted with a threat
such as cancer. Alternatively, the cognitive processes available to them are “pre-
mentalizing” modes, which can unhelpfully impact on their perception of their cir-
cumstances. For instance, “psychic equivalence” mentalizing (see Chap. 9) in which
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thoughts and feelings are experienced as equivalent to reality would mean that the
oncology patient would convert the fear of cancer recurrence to a belief that it has
returned or process a feeling of distrust for their physician as evidence that the
medical staff cannot be trusted. An alternative potential regressive mental activity
would be “pretend mode,” characterized by a belief that what is in one’s mind can
take the place of actual facts. Oncologically, this could correspond to a thought such
as “I can cure my cancer myself by thinking in a positive way.” A mentalizing per-
spective argues that insecure patients are predisposed to function via these regres-
sive modes when the threat of their cancer becomes overwhelming. Future research
can test these expectations and investigate the effectiveness of mentalizing-based
interventions within oncology.

Lastly, we typically rely on data self-reported by the patient concerning his men-
tal and physical well-being. Given that we understand that anxiously attached
patients are prone to hyper-activation of attachment signaling and avoidant indi-
viduals to hypo-activation, we risk focusing exclusively on anxiously attached
patients and overlooking the problems of more avoidantly attached patients.
Elevated physical stress responses may have serious negative health consequences
(Giese-Davis and Spiegel 2002; Spiegel 2012). Therefore, future studies should
include biological markers of stress, such as cortisol and norepinephrine in the con-
text of cancer, in order to ensure a more complete understanding of the internal
experience of the oncology patient.
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Sarah Hales

I once asked a man who knew he was dying what he needed above all in those who were
caring for him. He said, ‘For someone to look as if they are trying to understand me.’
Cicely Saunders (1987)

...rich connections temper the pain of transiency.
Irvin Yalom (2009)

As at the beginning of life, the end of life requires strong care-seeking and care-
giving systems. Unlike in early life, however, when greater independence and
autonomy from caregivers are achieved over time, at the end of life individuals face
ever increasing need and vulnerability and the inevitability of separation through
death. Those with advancing and terminal illness may experience a sense of increas-
ing threat as treatments fail, the disease advances, disability increases and death
looms closer. Treatments for many life-threatening conditions such as cancer are
improving and life expectancies are lengthening, but when cure does not occur,
patients and families are left in a state of chronic threat for longer.

In this chapter, attachment theory will be employed to understand variations in
experience and behaviours of dying patients and their loved ones as they negotiate
treatment within the health care system. Concepts central to palliative care includ-
ing the good death, dignity, physician-assisted suicide and grief can all be better
understood with the aid of attachment theory. Even more importantly, treatment
interventions aimed at supporting an individual’s sense of security may be benefi-
cial in reducing distress and facilitating growth in those facing end of life.
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7.1 The Patient Experience of the End of Life

Patients with advancing and life-threatening illness are faced with multiple difficul-
ties, including increasing physical disability, pain and physical symptoms, loss of
previous identities and roles, dependency and loss of autonomy, challenges to previ-
ously held beliefs and world views, and the possibility of death. Indeed, awareness
of approaching mortality is the distinct and unique crisis that differentiates patients
in palliative care from those in the many other clinical settings described in these
chapters. Unlike the temporary challenge of a planned surgery or chemotherapy
treatment, for the dying patient, the fact of death may be ever-present, shortening
the viewed horizon and creating a sense of persistent anticipatory fear. These death
anxieties may include fears of future pain or suffering, dependency and loss of con-
trol, lost opportunities, the impact on loved ones, the timing of death or actual death
and individual obliteration (Lo et al. 2011).

As with other situations of threat, the approach of the end of life activates
attachment, such that proximity to caregivers, both formal and informal, is sought,
often in an attempt to improve coping. Those with more secure attachment are bet-
ter able to seek and receive practical and emotional assistance which help them to
adapt to the reality of dying. Therefore, it is not surprising that those with greater
attachment security experience less distress at the end of life. In those with
advanced disease, greater attachment security is associated with less depressive
symptoms, and, in addition, attachment security buffers the impact of physical
distress on depressive symptoms. This protective effect is partially mediated
through perception of social support (Rodin et al. 2007). Interestingly, older age is
associated with less depressive symptoms in those with advanced cancer, and this
relationship is partly accounted for by greater attachment security with increasing
age (Lo et al. 2010).

Those with insecure attachment may have a more problematic course, having
difficulty both accessing and experiencing support from formal and informal care-
givers to manage the illness and its associated emotional distress. Those with a
preoccupied attachment style may express more distress and fear of death, request
more supports and display a lack of confidence in their ability to handle the chal-
lenges of dying. Those with a dismissing attachment style may avoid expression of
distress and fear of death and may deny or refuse supports when they appear to be
needed. Finally, those with a fearful or disorganized style may show both preoccu-
pied and dismissing behaviours, doubting their own ability to manage the dying
experience but also lacking confidence in the availability and trustworthiness of care
providers. Research on patients with advanced cancer has shown that both preoc-
cupied and dismissing attachment are associated with lower levels of emotional
support, which in turn has a negative influence on patient affect, and that preoccu-
pied attachment is directly associated with patient distress (Hunter et al. 2006). For
people with advanced cancer, a more preoccupied attachment style has also been
found to correlate with referral to psychosocial oncology services (Ellis et al. 2009),
which is similar to the link between preoccupied attachment and greater use of
health services in other populations.
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In addition to helping understand differences in support seeking and distress at
the end of life, attachment theory can illuminate several aspects of a patient’s expe-
rience that are central to palliative care. With the rise of the palliative care and
hospice movements, the concept of the ‘good death’ has received much attention.
Experts have described the quality of dying and death as an evaluation of the dying
experience as a whole according to one’s expectations and values (Stewart et al.
1999). Research exploring this construct has revealed seven broad domains: physi-
cal experience, psychological experience, social experience, spiritual or existential
experience, the nature of health care at the end of life, death preparation and life
closure and the circumstances of death (Hales et al. 2008). However, research in
different settings, from North America, Europe, Israel, Australia and Asia, has high-
lighted that evaluation of dying is subjective and there is no one consistent and
universal understanding of a good death (Hales et al. 2008, 2010). For example,
some patients express preferences for physical contact or closeness with family and
friends at the end of life, while other patients place greater emphasis on maintaining
independence and dignity. While numerous factors, including disease stage and cul-
ture, influence these preferences, it is likely that attachment style also shapes con-
ceptualizations of the good death. For example, preoccupied patients would
prioritize greater contact with close others, while dismissing patients would priori-
tize self-care and autonomy.

Dignity is another end of life concept much discussed in the palliative care litera-
ture and emphasized by some patients as essential to good quality of life at the end
of life (Chochinov et al. 2002). Dignity is considered to be multidimensional, and
research delineating the dignity construct has identified several attachment-related
themes, including independence, autonomy and control, privacy boundaries, social
support, care tenor and burden to others (Chochinov et al. 2002). It has been posited
that those with a dismissing attachment style might experience loss of dignity more
easily and find the loss more distressing (Tan et al. 2005).

Physician-assisted suicide, a frequently discussed and controversial topic (Lewis
2007; Vogel 2011), may also be informed by attachment theory. Research in Oregon,
USA, where physician-assisted suicide is legal, found that requests for physician-
assisted suicide were more strongly related to wanting control, fear of loss of inde-
pendence and anticipated distress, than to pain or current distress (Ganzini et al.
2009). As with dignity-related concerns, patients with a more dismissing attach-
ment style may be more likely to experience suicidal ideation in the face of their
discomfort with anticipated dependency and loss of autonomy. For those who may
be uncomfortable relying on others as a coping strategy, contemplation of suicide
may be understandable as a one-person solution to manage anticipated distress.

7.2  The Caregiver Experience of the End of Life

The demands and threats experienced by caregivers while supporting a loved one
with a life-threatening illness are different than those experienced by patients, but
nonetheless important for clinicians to understand and acknowledge, given the
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health care system’s dependence on informal caregiving and the high morbidity and
mortality associated with the caregiving experience (Gladjchen 2004; Grunfeld
et al. 2004). Caregivers supporting a loved one with a life-threatening illness are
called upon to aid in navigation of the health care system, access information, liaise
with medical personnel and provide transportation, economic aid and physical and
emotional support for patients. In addition to the stresses of providing care, the
threat of their loved one’s death may require the caregiver to prepare to lose an
important attachment figure of their own. Theories of anticipatory grief highlight
that caregivers of those with advanced disease may experience the competing
demands of having to attend more closely to the needs of their loved one while at
the same time psychologically distancing themselves, as they prepare for a life
ahead without the loved one (Evans 1994; Parkes 1996; Johansson and Grimby
2012). In response to these multiple and conflicting stressors, some research indi-
cates caregivers may experience more distress than advanced cancer patients and
that insecure attachment styles are a predictor of depressive symptoms in caregiv-
ers, even after controlling for objective and subjective caregiving burden (Braun
et al. 2007).

The caregiving behavioural system, which complements the attachment system,
describes innate behavioural patterns exhibited in response to the needs of depen-
dents in situations of threat. Ideally, caregivers are able to flexibly respond to their
loved one and manage their own attachment needs while providing support that is
both sensitive and responsive (Bowlby 1982). However, one’s caregiving style is
influenced by one’s attachment style, and, not surprisingly, attachment insecurity
can complicate caregiving. Research into adult attachment relationships has high-
lighted that those with secure attachment are more able to demonstrate the attun-
ement and flexibility required for effective caregiving. Individuals with more
dismissing attachment are less likely to provide care or will provide care that is
insensitive and controlling, while those with preoccupied attachment tend to care
‘compulsively’, meaning to provide care driven by their own needs and anxieties
rather than care attuned to the needs of the patient (Kunce and Shaver 1994). These
caregiving patterns have been demonstrated in research studying advanced cancer
patient-caregiver dyads (Braun et al. 2012).

In the case of life-threatening paediatric illness, where the dyad is parent and
child, there may be a more intense unavoidable dilemma as parents are stimulated
to care for and protect a child they cannot shield from danger, harm and ultimately
death (Kearney and Byrne 2011). Research in the paediatric setting has found secure
attachment to be associated with better parental coping. Parents with more secure
attachment have been found to be more ‘resolved’ with respect to their child’s diag-
nosis, by which they mean that these parents display an ability to move beyond the
crisis of diagnosis, balance mourning with focus on the present and achieve greater
acceptance. In contrast, parents who are less securely attached may be described as
‘unresolved’ with respect to the diagnosis, unable to move past the crisis of diagno-
sis, remaining overwhelmed, angry or in denial (Marvin and Pianta 1996).

The experience of grief and resolution of grief following the death of a loved one
is also likely shaped by attachment. Bowlby theorized that reorganization of one’s
working models was necessary for successful adaptation to the loss of an
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attachment figure and rigid models of attachment that preclude change of the inter-
nal working model could lead to pathological grief reactions such as chronic mourn-
ing or prolonged absence of conscious grieving (Bowlby 1980). Similarly,
contemporary grief researchers have argued that attachment shapes grief behaviours
(Shear and Shair 2005; Stroebe et al. 2005). It has been hypothesized that the death
of aloved one creates a parallel to a child desperately searching for an absent parent.
The bereaved person is preoccupied with thoughts of the lost attachment figure and
searches his or her mind and external world for representations of the attachment
figure, creating the phenomena of misperceptions and believed sightings of the
deceased (Shear and Shair 2005). At the same time, the anxiety created by the loss
further activates the attachment system creating a ‘feed forward escalation of dis-
tress’ (Shear and Shair 2005).

Attachment theory has informed the dual-process model of bereavement, which
describes two categories of stressors that must be dealt with following the loss of an
attachment figure. The first of these are ‘loss-oriented’ stressors which focus on the
deceased and include experiencing grief symptoms and attending to bonds with the
deceased. The second of these are ‘restoration-oriented’ stressors which focus on the
indirect consequences of bereavement and include attending to life changes and
building new identities and roles (Stroebe et al. 2005). In normal grief, bereaved
individuals ‘oscillate’ between the loss-oriented and restoration-oriented stressors,
while in complicated grief this pattern is disrupted. The developers of this model
suggest that chronic grief tends to be focused on the loss orientation and delayed
grief on the restoration orientation, while traumatic grief involves more intense, per-
sistent and highly aroused oscillation between these orientations. They suggest
attachment styles may map on to the grief reactions described by the dual-process
model. Securely attached individuals may tend to display the normal oscillative pat-
tern, preoccupied individuals may tend to display elevated or chronic grief and the
loss-focused pattern, dismissing individuals may tend to display less or delayed grief
and the restoration-focused pattern and fearful/disorganized individuals may tend to
display traumatic grief and the highly oscillative pattern (Stroebe et al. 2005). Some
preliminary research supports the relationship between attachment styles and these
grief reactions. In a study of bereaved individuals following loss of a romantic part-
ner, a greater focus on the restoration orientation partially mediated the link between
attachment avoidance and less severe grief reactions, although dual-process model
variables were not found to mediate attachment anxiety and elevated grief reactions
(Delespaux et al. 2013). Bereavement interventions guided by the dual-process
model encourage the bereaved to embrace flexibility and shift back and forth between
loss-oriented and restoration-oriented tasks (Zech and Arnold 2011).

7.3  The Health Care Provider Experience of the End of Life

Health care providers who care for dying patients are also required to provide
attuned and flexible care, while at the same time preparing for the inevitability of
patient death. The dilemmas experienced by health care workers may be less intense
than for family caregivers but their attachment orientations nonetheless inform their
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experience and behaviours when caring for dying patients. Unfortunately, medical
and health care training has not traditionally focused on these concepts nor empha-
sized the importance of health care providers distinguishing their own emotions and
needs from those of patients and families (de Haes and Koedoot 2003). Treatment
decision-making and communication about end of life can be understood as rela-
tional acts informed by the attachment orientations of those involved. For health
care providers, an emphasis on aggressive life-sustaining treatment for patients with
life-threatening disease may be interpreted as a kind of compulsive caregiving,
characteristic of preoccupied attachment insecurity. Similarly, avoidance of patients’
distress, or of discussions around advanced care planning or death preparation,
obfuscation in response to direct questions about prognosis and seeing support for
the dying as something better managed by another service may be understood as a
more dismissing stance stemming from health care providers’ discomfort with emo-
tional dependence.

7.4  Mentalizing Death

The concept of mentalizing refers to the capacity to reflect on feeling states, to dis-
tinguish them from literal facts and to accept the possibility of multiple perspectives
on events (Fonagy et al. 2002) (see Chap. 9). Given the strong negative emotions
generated by thoughts of end of life, death may be a concept particularly difficult to
mentalize. For many patients and families, reflections on dying and death are repeat-
edly silenced due to the terror that emerging feelings will not be tolerable or man-
ageable. But if mentalizing is a process associated with greater attachment security,
by which we can regulate affect, use of mentalizing can be seen as an important tool
for patients, families and caregivers who face terminal illness.

Much of the literature encouraging open communication around dying within
health care stems from a related premise, that practical planning and the process of
considering and preparing for death, in the context of a supportive health care rela-
tionship, will improve coping at the end of life. A realistic goal of these communica-
tions may not be to eradicate fears of death but to tolerate these fears and accept that
they can coexist with feelings of hope, joy and contentment. In other words, the pro-
cess of mentalizing may help patients and families understand and accept the normal
fluctuating, shifting and multiple experiences of dying which have been described in
the palliative care literature as middle knowledge (Weisman 1972), the living-dying
phase (Pattison (1977) or double awareness (Rodin and Zimmermann 2008).

7.5 Attachment-Based Interventions at the End of life

Attachment can help health care providers to understand and respond more effec-
tively to the distress and behaviours of dying patients and families seen in clinics, in
palliative care or in intensive care units (Petersen and Koehler 2006; Curtis et al.
2012). This involves first and foremost acknowledging the central role of attachment-
driven attitudes and behaviours, and the family as the unit of care, and recognizing


http://dx.doi.org/10.1007/978-3-319-23300-0_9

7 Attachment and the End of Life Experience 99

the relational aspects of treatment decision-making and advanced care planning dis-
cussions. Attachment theory highlights that in the face of the fears associated with
the end of life, patients and families benefit from the secure base and safe haven of
a health care provider (see Chap. 2) who is attuned and responsive to their unique
needs, recognizing these may change with growing threats and new challenges.

Patients with serious illnesses are often advised to think positively and maintain
hope, but for those who are afraid and for whom death is not avoidable as they
become more symptomatic, these strategies cannot be maintained. Rather than
insisting on such an unobtainable state of mind, the individual can be encouraged to
reflect on what they are experiencing, their fears, but also their wishes. This use of
mentalizing, to reframe the task of dying as one of continued adaptation, allows a
health care provider to explore the internal and relational experience of a dying
person or their family member, providing support without presuming what consti-
tutes their ‘good’ death. Within the infant-parent dyad, mentalizing is supported
when the parent mirrors distress while communicating an incompatible affect
(Fonagy et al. 2002). For the patient-health care provider dyad, mentalizing can be
supported when health care providers empathize with death-related distress while
communicating also resilience and strength. This approach can also be employed in
family meetings regarding advanced care planning. Family members can be encour-
aged to consider multiple perspectives on the dying process, thus facilitating discus-
sion of fears, hopes and possibilities and avoiding the terror and isolation of silence.

Formal therapies for those facing end of life that draw on attachment theory have
been developed and studied. Emotionally focused therapy (EFT), based on sys-
temic, experiential and attachment theories, is a couple’s intervention to alleviate
marital distress and support reciprocal caregiving. EFT has been adapted to the
advanced cancer population and shown to improve marital functioning and patients’
experience of caregiver empathic care (McLean et al. 2008, 2013). Managing
Cancer and Living Meaningfully (CALM) (Hales et al. 2015) is a brief, semi-
structured psychotherapy for patients with advanced disease that supports affect
regulation, attachment security and reflective functioning. Over the course of three
to eight sessions, four central themes are explored: symptom and disease manage-
ment; changes in self and relationships with close others; spirituality and sense of
meaning and purpose; and the future, hope and mortality. Preliminary evidence has
shown that CALM therapy provides an opportunity for cancer patients to explore
their fears, to be seen in human terms by a representative of the health care team and
to face the challenges and threats of advancing disease (Nissim et al. 2012). It is
associated with a reduction in depressive symptoms and death anxiety and an
increase in spiritual wellbeing over time (Lo et al. 2014).

A Clinical Example of the Impact of Attachment Style on End of Life Care

Carla was a 57-year-old woman diagnosed with metastatic ovarian cancer. At
her first oncology clinic appointment, she cried throughout, stating repeatedly
‘I don’t know what I’'m going to do. I’'m a goner.” She described the
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experience of receiving her diagnosis as highly traumatic as it took place in a
busy emergency room and was communicated by an unfamiliar clinician who
‘dumped’ the news on her without any support. She referenced similar experi-
ences in the past within the health care system which she felt was, overall,
impersonal and uncaring. At subsequent oncology appointments, when she
was not highly distressed, she would appear cheerful and optimistic stating, ‘I
need to focus on the positive and stay hopeful.” She described episodes
between appointments in which she would suddenly feel overwhelmed by a
fear of dying and required the presence of family and friends to reassure her.
When the team eventually tried to discuss advanced care planning, she was
adamant that she wanted to think positively and was ‘hoping for a miracle’.
She stated, ‘I absolutely do not want to discuss referral to palliative care’, and
this was noted on her chart and dissuaded clinicians from broaching the topic.

Carla is an example of a patient who exhibited behaviours possibly consis-
tent with a preoccupied attachment style. With attachment figures, such as
members of the health care team, she often expressed extreme distress, an
inability to cope and the need for their proximity and assurances of ongoing
support. She described an internal experience of moving back and forth
between avoidance of emotional material and being flooded with her death-
related fears. Her inability to regulate her distress challenged her ability to
engage in the tasks of living with her advanced illness while also preparing for
end of life. Considering her attachment style helped her health care team sup-
port Carla. They understood the extreme expressions of distress she some-
times displayed in clinic and knew that in response she required staff presence
and validation.

One thoughtful trainee who came to know Carla, having seen the warning
about discussions of palliative care noted in her chart, was curious enough to
inquire ‘what does discussion of ‘palliative care’ mean to you?’ This simple
question was an aid to Carla’s mentalizing, as it supposed that there might be
multiple meanings and interpretations of a referral to palliative care. Carla
was able to say that she thought this would mean the team was ‘giving up’ on
her which was a terrifying echo of her past experiences of seemingly uncaring
health care providers. Thus, it became clear that treatment decision-making
was also influenced by her attachment style.

Carla was eventually referred for psychotherapeutic support from the psy-
chosocial oncology team. A developmental history revealed she had had a
father who travelled for work and was often unavailable and a mother who
was loving and supportive at times but suffered from depression and anxiety
which left her often incapacitated or in hospital and unable to parent Carla.
Early experiences of inconsistent caregiving left her worried that attachment
figures might not be available to her in times of need. In addition, she lacked
the consistent attunement and modelling from attachment figures to develop
mentalizing functions, leaving her, in adulthood, often unable to self-regulate
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her distress. Her therapist established a supportive relationship and was even-
tually able to interpret Carla’s pattern of relational distress as linked to her
past experiences of inconsistent caregiving and her fears of being over-
whelmed by emotion, which were now impairing her ability to cope with
anxieties about her advancing illness. Eventually in therapy, and with her
oncology team, she came to tolerate articulating her fears while also acknowl-
edging her hopes. She agreed to a palliative care consultation and began to
anticipate and plan for future care needs while also being able to enjoy the
health and abilities she still retained.

Conclusion

This chapter has emphasized the distress and threats associated with end of life
but also highlighted that this phase can provide opportunities for growth and
psychological development. As Yalom (1980) identified in his discourse on
existential therapy, death presents a boundary experience that challenges
patients and families to face existential threats. He described the sense of mas-
tery individuals may experience facing this greatest fear, via an increased focus
on the present and motivation to make change rather than postpone it, the reval-
uing of small pleasures and the dis-identification with previously long-held
problematic identities and beliefs (Yalom 1980). This idea of life-threatening
illness as a time of therapeutic opportunity is supported by research demonstrat-
ing the potential for psychological growth in the context of cancer and other
life-threatening illnesses (Sumalla et al. 2009). Just as at the beginning of life,
threats to attachment security at the end of life challenge the attachment system,
but if those challenges can be met with flexibility, stronger individuals and rela-
tionships may emerge.
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The most common context for consultation-liaison psychiatry, often abbreviated as
CL, is the general hospital medical or surgical inpatient ward. It is here that the ‘C’
in CL includes responding to colleagues’ requests and questions, generating diag-
noses and suggesting psychiatric strategies to manage symptoms and difficulties.
This work requires a broad foundation of psychiatric competence. For instance, the
consultation-liaison psychiatrist needs to be able to recognize delirium in all its
forms, distinguishing hypoactive delirium from depression, or seeing beyond the
obstreperous behaviour of a non-compliant patient recovering from surgery to rec-
ognize that the resistance is a fearful response to disorientation to person and place.

The best consultation-liaison work goes beyond these medically focused presen-
tations, however, to the ‘L’ of collaborating with multidisciplinary teams to improve
patient care, and especially modifying interactions between a patient and his or her
hospital environment to bolster coping and to help the patient to meet the adaptive
challenges posed by disease and its treatment (Hunter et al. 2007). A CL psychiatrist
can often help to ensure that patients facing these challenges get the right care, for
example, advocating for a patient so that interpersonal tensions that arise between
the patient and health-care providers neither results in premature discharge moti-
vated by frustration nor over-investigation because of contagious anxiety. An attach-
ment perspective adds value to many of these interventions. To understand how, we
will examine the typical challenges that arise for patients and clinicians with each
attachment style. Much of this material has been derived from clinical experience
and should be taken as a starting point for testing hypotheses in clinical research and
for generating interventions in one’s own practice that fit with the clinical context
and the people involved.
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8.1 The Secure Patient

Beth ignored the pain in her knee for several months, presuming it was related
to the constant bending and squatting that was required for her toddler’s care.
However, once the pain started keeping her up at night, she made an appoint-
ment to see her family doctor. Beth’s doctor also started with the impression
that the pain was due to musculoskeletal strain. However, because Beth was a
very reliable patient, who rarely complained of health concerns unnecessarily,
he decided to order an X-ray. The X-ray revealed a tumour that looked malig-
nant, possibly an osteogenic sarcoma, so he quickly referred Beth to the local
cancer centre, where she was admitted for an open biopsy and treatment plan-
ning. The oncologists’ work-up revealed several pulmonary metastases.
Suddenly, Beth was confronted by the very real possibility that she could die
of cancer.

The treatment team appreciated how shocking and sudden this news was
for Beth and wanted to help this young woman with an active baby and con-
cerned spouse in any way they could, so they asked the psychiatrist to see her.
They met and the psychiatrist determined that Beth had little psychiatric his-
tory, other than some generalized anxiety that flared up for her from time to
time. She had no trouble conveying what her life had been like up to that
point, although she did tear up and stumble for words a bit when she told the
story of the death of her father, just before her baby was born. After a brief
pause she regained her composure and accepted the psychiatrist’s offer of a
low-dose sleeping medication to help her manage the long nights in the hos-
pital. Beth then asked if there was a team member who could see her husband,
as she could tell he was very scared, but didn’t want to worry her with his
fears.

Secure attachment is the most favourable position from which to address adversity
and so is rarely, in itself, the cause of management problems. A description of a
secure patient’s response to health challenges, however, provides a contrast for the
descriptions of patients with insecure attachment styles which will follow. The
secure patient experiences relatively little attachment anxiety or avoidance (see Fig.
2.2). This means that Beth finds it easy to trust the members of the treatment team
and also has confidence in her own ability to manage challenges. Her clinical situa-
tion maybe dire, but the treatment team is unlikely to experience her as interperson-
ally difficult.

From the perspective of attachment functions, an individual with secure attach-
ment like Beth has strong narrative coherence. She describes her history with a clear
timeline and a listener can readily identify and distinguish the various characters in
her story. Misunderstandings are temporary and easily clarified, and when moments
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of strong affect (the death of her father) introduce some incoherence, the thread of
the narrative isn’t lost. She is also effective at mentalizing, appreciating her own
state of mind and also what members of her family, or even members of the treat-
ment team, may be thinking and feeling. Beth may be sad or worried, but her affect
is within expected bounds of intensity and feels congruent with her circumstances.
Even when she is angry, an individual with secure attachment is typically able to
address the issue in a way that invites one to join in solving the problem rather than
to defend oneself or acquiesce. A health-care provider is likely to feel a pull to help
and support. These are the patients for whom a team often willingly goes the extra
mile.

A consultation-liaison psychiatrist who is called to consult on a patient with
secure attachment can often respond to the reason for referral directly, without hav-
ing to take extra steps to account for interpersonal dynamics. If the patient has a
psychiatric illness, it can be managed in a typical fashion. Health-care providers
will usually find it unproblematic to support the patient and her family in coping
with their adaptation to her illness. Helping the team to metabolize an unhappy
outcome can be accomplished with typical liaison strategies, such as multi-
disciplinary team rounds. In all, a consultation with a secure individual, and the
associated liaison with the team, proceeds in a clear, forthright manner, even if the
situation is medically unfavourable or complex.

8.2 The Preoccupied Patient

Ahmed has presented repeatedly to the emergency room with severe abdomi-
nal pain. He has a history of inflammatory bowel disease, so his complaint
can’t be dismissed, but his history of present illness is hard to follow and the
details of his pain are difficult to understand. The junior resident that sees him
isn’t actually sure how many admissions Ahmed’s had or even who acts as the
‘Most Responsible Physician’, because Ahmed has seen several gastroenter-
ologists over the last several years and is following advice from them all,
albeit in a piecemeal, fragmented fashion. Eventually the resident decides to
admit Ahmed to hospital, thinking that it is better to be safe than sorry. After
all, Ahmed’s current care is inadequate and it will be helpful to determine the
degree of inflammation in his bowel and organize a cogent plan for treatment.
When the resident tells Ahmed that he will be admitted, Ahmed weeps and
thanks him so profusely that the resident goes from feeling good about his
decision to being slightly embarrassed. The nurses on the floor curtly tell him
he should’ve asked them before admitting Ahmed, because Ahmed has been
there frequently and doesn’t benefit from hospitalization.

An adult with preoccupied attachment experiences intense attachment anxiety.
His internal working model predicts that others will respond inconsistently or reject
him, and he fears being alone. This combination generates hyperactivated
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attachment signalling in a desperate attempt to gain and hold the attention of the
caregiver, which he has learned will waver otherwise. This style of interpersonal
communication is based on developmental precedents and so is not readily modified
by the actual behaviour of others in the here-and-now. His perception of others’
attitudes, based more on his expectations than on current observations, demonstrate
poor mentalizing.

From the preoccupied patient’s perspective, the point of reporting his history is to
keep the listener engaged and committed to sticking with him, rather than to commu-
nicate his medical problem clearly. Not surprisingly, intense affect and inattention to
details that identify individuals and clarify timelines make the narrative incoherent.
Although a health-care worker may be flooded with detail, it is hard to organize these
fragmented facts into a timeline or determine their significance. Dramatically expressed
affect typically creates strong interpersonal pulls. Although initially health-care provid-
ers feel drawn to provide support (as the junior resident did when assessing Ahmed for
the first time), unrelenting neediness often results in distancing or rejection (as it has
done for the nurses who are more familiar with Ahmed). When others distance them-
selves, it elicits more abandonment anxiety, which amplifies fear and increases the
incoherence of his narrative. The scene is set for escalating tension between the patient
and health-care workers and ultimately an unrewarding interaction.

In hospital, a typical consult request for a preoccupied patient like Ahmed
emphasizes that the team experiences him as difficult, primarily because of his per-
sistent signalling of need and inability to be reassured. Ahmed presses the call bell
frequently, importunes staff with a variety of needs, and settles only briefly when he
is seen. His anxiety and incoherence challenges the communication that is required
to receive hospital care. It can be difficult to obtain a clear history and health-care
providers may even be uncertain whether or not he has provided fully informed
consent for treatment. If the preoccupied patient is angry, a health-care worker can
be drawn into identifying with him in such a way that overzealous advocacy for the
patient raises tensions with other team members. Alternatively, the health-care
worker may identify with the aggressor in the patient’s story and feel pulled to mini-
mize the legitimacy of the patient’s complaint. Within a health-care team, these
opposing interpersonal pulls provide a set-up for splitting, as some team members
take the patient’s side of the story, while others see him as ‘too needy’.

The role of the consultation-liaison psychiatrist or mental health clinician in this
instance is to recognize the patient’s underlying attachment insecurity and the extent
of his fear, in order to reduce the negative impact of the patient’s maladaptive, but
automatic, coping style. Intervening here requires work with both Ahmed and the
team caring for him.

8.2.1 Helping the Patient

The critical step in providing hospital care for a preoccupied patient like Ahmed is
to recognize his need for someone to provide a safe haven function. In the absence
of a family member who serves this need, Ahmed may search desperately for a
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substitute, imposing his need for a safe haven on a succession of health-care provid-
ers. Although others can serve this function, a mental health clinician is often best
equipped to provide acceptance and solace (consistent with a safe haven) and simul-
taneously to appreciate that Ahmed cannot trust a person in that role, at least not
initially, even if support is effectively provided. In order to feel more secure, a pre-
occupied individual needs to learn that he is in a safe place with care providers who
will be consistent and predictable. A CL psychiatrist can help the team to provide
the desired consistency and support by helping the patient to ‘turn down the volume’
on his attachment signalling.

This view leads to a simple, attachment-informed formulation that can be pre-
sented to both the patient and the treatment team in the same terms: The patient’s
fear that he will be abandoned and inadequately supported in his illness has led him
to maintain an almost constant distress signal, and, as reasonable as that is from the
perspective of his past experience, it is maladaptive in the hospital. This is because
responding to poorly defined but intense distress and neediness actually distracts
health-care workers from the tasks that will most help the patient.

A first priority in correcting this difficult situation is to collaboratively gener-
ate—with the treatment team, the consultation-liaison team, and Ahmed—a strat-
egy to manage, and hopefully reduce, the patient’s hyperactivated attachment
signalling. The preoccupied patient’s internal working model drives him to plead for
support and contact, all the more so when he is scared, in pain, or left alone, which
are common experiences when ill in hospital. This behaviour is not available for
interpretation and explanation, because it occurs precisely during a non-reflective
frame of mind, driven by fear, in which automatic enactment of the internal working
model schemata takes precedence over learning.

Since interpretation is unhelpful, a consultation-liaison psychiatrist in this situa-
tion turns to a behavioural intervention. The goals are to pre-empt the distress call
and to break the contingency by which declaring distress is linked to receiving care.
So long as that contingency exists and is reinforced, a preoccupied patient will con-
tinue to signal distress excessively. To break the contingency, a team member, often
the nurse, needs to approach the patient to provide care without respect to the dis-
tress signal, typically on a schedule of frequent, brief interactions. So, rather than
only seeing the patient when the call bell is pushed and progressively withdrawing
from him as his neediness increases, the staff member arrives in the room with high
consistency, independent of (and often prior to) the request for attention, every 30
minutes, for instance. When the patient calls in between these ‘appointments’, the
nurse is obliged to check but defers all but the most urgent care to the next sched-
uled time. Eventually, even during a brief hospitalization, patients can learn that
staff responds reliably, and from that reassured position can become less demand-
ing. When that happens, positive social reinforcement by the staff, such as spending
more time with the patient when he is calm than when he is distressed, strengthens
the more adaptive behaviour. Of course, acute medical and surgical issues need to
take appropriate precedence if they arise.

This formulation also requires that we provide clear role definitions for different
people to the patient, especially given the large number of staff encountered in a
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typical hospitalization. Ahmed’s fear precludes the thoughtful reflection about staff
that would allow him to realize that someone who was supportive yesterday is
assigned to different patients today and so is no longer available. Telling Ahmed
who his ‘primary’ nurse is at the beginning of each shift, for example, can help him
to seek help from the right person, rather than calling out indiscriminately. The
individual filling this role may change, but the function of the role remains constant.
Ahmed can then be redirected to his primary nurse, rather than to a particular per-
son. Empathically appreciating how his fear impairs mentalizing, one can essen-
tially provide structure that accommodates to his present incapacity, decreasing the
need for Ahmed to have cognitive flexibility that is beyond his capacity when
stressed.

Arguably, the most important role assignment is the person who helps Ahmed
with coping and managing his emotions. Ahmed can and should use a mental health
professional to regulate his emotional distress and allow the other health-care work-
ers to focus on their primary jobs, such as performing investigations, dispensing
medications or planning treatments. Other clinicians can then defer discussion of
upset feelings to the next visit of the mental health clinician. It is more consistent,
and therefore more effective, to have one designated staff take the lead in managing
the emotional distress.

As the staff member primarily focused on mental distress, a mental health clini-
cian conveys consistency, positive regard and competence, to maximize his or her
utility as a safe haven and reduce Ahmed’s fear. For instance, one schedules contacts
in a more consistent way than is typical of much consultation-liaison work, in order
to maximize reliability. Given that a preoccupied patient may be disabled by fear, it
is also helpful to use other behavioural and pharmacological strategies to reduce
anxiety. For instance, benzodiazepines, given judiciously during hospitalization, pre-
emptively before a threatening procedure, or to sleep at night, can allow for Ahmed
to experience his fear as manageable. Simple meditative or relaxation techniques can
often be taught with positive impact and carry the helpful embedded message that
Ahmed can manage some distress on his own, and so move him in the direction of
greater independence. Interestingly, one often encounters an anecdote from the
patient’s personal history that indicates that he has a greater capacity to cope than he
realizes. Reframing such an episode as evidence that Ahmed can be competent and
strong (helping him self-mentalize accurately by appreciating that he underestimates
his own capacity) can lay the foundation for more self-directed and active coping.

In one-to-one sessions, the mental health clinician empathizes with Ahmed’s
fears, rather than attempting to correct his perception in a misguided attempt to
reduce distress. A patient such as Ahmed will often experience well-meaning efforts
to correct his perceptions as an indication that he has been misunderstood and his
concerns have been minimized and invalidated. The mental health clinician’s job is
not, at least initially, to convince Ahmed to see the situation differently but to recog-
nize that his need to have someone close by overwhelms his capacity to thoughtfully
reflect on the facts at hand. Given that Ahmed is likely to have experienced insuffi-
cient empathetic attunement in the past, one works to demonstrate ongoing interest,
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concern, and accurate empathy. Appreciating the difficulty of Ahmed’s dilemma
and reframing his behaviour as an understandable attempt to recruit help contribute
to the therapeutic alliance that is required for any effective psychotherapeutic con-
tact. When achieved, this alliance allows one to help Ahmed by regulating affect and
increasing trust.

8.2.2 Helping the Team

Effective and reliable liaison is crucial. Ahmed’s intense neediness is provocative
and evokes different reactions from different team members. Often, team members
have not reflected upon these reactions, which may match the patient’s in intensity.
Consider team members in this situation to be ‘pulled’ by the patient’s distress and
therefore challenged in their ability to regulate their own affect. The mental health
clinician’s task is therefore to provide a secure base function for the team—essen-
tially providing the security and constancy that allows team members to detoxify
their reactions. When a mental health clinician provides the team with a formula-
tion, he or she models mentalizing. Essentially we contain, explain, and reduce the
team’s reactions to the patient. Providing clarity around role expectations puts team
members solidly back in the realm of their professional competency, which reduces
their anxiety about responding to the unclear yet intense needs expressed by Ahmed.
This helps the team diminish enactments that will drive Ahmed’s fear and hyperac-
tivated signalling even higher.

In our hands, the interprofessional position that works best when dealing with a
team caring for a preoccupied patient is one of ‘coaching’. The coaching perspec-
tive prevents the mental health clinician from becoming perceived as either a heroic
rescuer of either Ahmed or the team or a higher authority who is failing the team by
not ridding them of the troublesome patient. It allows everyone’s professional
expertise to be acknowledged and respected, maintains a team approach to the man-
agement of Ahmed and tends to avoid evoking a power hierarchy that can further
entrench unhelpful reactions.

Simple suggestions, such as a coach might make to a skilled athlete, especially
around communication, can allow the team to regain their sense of mastery. For
instance, it is routinely helpful to have a designated medical person communicate
with the patient in a predictable manner. This needs to be someone who has the
regard of the team, and enough seniority and understanding of the illness and hos-
pital protocols, that they can make simple decisions in conversation with the patient.
Typically this role is filled by the senior resident. However, decisions should be
discussed beforehand within the team to ensure that uncertainty or second guessing
will not undermine the safe haven function that is being provided for Ahmed. The
discussions that lay out clinical findings and plan next steps should occur collabora-
tively with Ahmed, his family, and relevant members of the team present in order to
have less confusion and increased consistency of messaging. These strategies of
intra-team collaboration, transparency, and open communication reduce the
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opportunity for splitting and reassure Ahmed that the treatment ‘family’ is cohesive
and reliable, in contrast to his family of origin.

Given the tension present among team members, the team leader asked a
consultation-liaison psychiatrist to see Ahmed. Ahmed was reluctant because
in a previous admission a different psychiatrist told him he was depressed and
needed to take a drug, but wasn’t able to reassure Ahmed about possible inter-
actions between the medication and his inflammatory condition that Ahmed
feared would be toxic. That doctor had simply dismissed his fears and told
Ahmed not to worry about what he’d read on the Internet.

On this occasion, the consultation-liaison psychiatrist took over an hour care-
fully listening to Ahmed before asking questions that focused on Ahmed’s per-
ception of his illness and on his own strengths and vulnerabilities much more
than they did on his symptoms of depression and anxiety. The psychiatrist
seemed sympathetic, and she wondered aloud about how he had managed such
an unpredictable illness as well as he had for so long, only coming into hospital
in the last year of his 15-year-long course. Ahmed was left feeling a bit perplexed
by how different the interview had been, but better by the end of their talk.

The psychiatrist came back after an hour, as she had promised. She had
met with the doctors and nurses in the nursing station and recommended a
meeting with his other doctors and representatives from nursing and social
work, to see if they could all plan out, with Ahmed, how long he would be in
the hospital, what would happen on this stay and how they could best address
his top concerns and not just ‘run a bunch of tests’. That night Ahmed was
able to take the sleeping pill she had suggested, watch TV and slept most of
the night, even though he had some bad cramps.

8.3  The Dismissing Patient

Fong hadn’t been to a doctor for several years and had lost touch with her
previous family doctor. Recently, she had been working long days since she
went out on her own as a consultant, trying to get a new business off the
ground. She attributed her fatigue to the long hours and thought her ankle
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swelling was because of all the walking she was doing to solicit clients. By
the time she became short of breath, Fong had trouble getting to the emer-
gency room. She was triaged quickly to an examination room, even though
she protested that she was ‘just a little tired’. It became clear she was in acute
kidney failure and would need an admission for a thorough work-up and at
least a short course of dialysis. Fong responded to this news with sceptical
protest and eventually silent withdrawal.

Whereas a preoccupied patient has a fear of abandonment, the internal working
model of a dismissing patient like Fong predicts that expressions of need or weak-
ness are likely to be met with shaming, humiliation, disapproval or indifference
from others. A dismissing patient’s developmental experience has taught her that
the best way to obtain others’ support is to diminish overt distress and appear to be
self-reliant. She minimizes exposing herself to health-care providers by offering an
abbreviated history of present illness, and especially of personal history, compared
to the secure individual. The dismissing individual guards against communicating
vulnerability by giving few details and by speaking in cliché’s and generalities,
rather than mentalizing accurately about what the health-care worker needs to know
in order to help her. Her narrative becomes incoherent because of its lack of detail,
its inattention to the relevance of individuals and its reliance on conventional, cli-
chéd expressions. Affect is typically over-regulated, with little emotional depth.
When disagreement occurs with health-care providers, a dismissing patient’s finely
argued criticism of the institution or the care provided may hint at underlying anger
or a need for control.

Self-reliance and refusing to complain are often seen as virtuous, so dismiss-
ing patients may not be perceived as difficult patients. However, when an indi-
vidual who privileges self-determination is obligated to acquiesce to a hospital
system that presumes compliance, even with inefficiencies like long waiting
times or constantly changing staff, conflicts can occur. Should such a person
have the misfortune of developing a chronic condition that requires ongoing care,
she will find it hard to maintain her preferred strategy of independence, without
undermining good medical care. At such times, clinicians may experience a pull
to distance themselves from a dismissing patient who is experienced as
non-collaborative.

The mental health clinician who is called into a situation like this needs to help
the team with a patient who is caught between the opposing pulls of obligatory
care, due to illness, and obligatory independence, due to her internal working
model. Fundamentally, the patient’s internal working model’s emphasis on inde-
pendence is directing her to behave maladaptively in the current context. This
patient does not have the flexibility of the secure patient to accommodate to the
new environment that illness imposes. Helpful strategies can once again be divided
up into those that address the patient directly and those that optimize team
functioning.
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8.3.1 Helping the Patient

An attachment-based formulation recognizes that Fong is likely to be as scared as
anyone else would be in her situation, even if she has learned not to show it.
Furthermore, although she does not ask for help because it activates an expectation
of being humiliated or disappointed, Fong is in a challenging position and can ben-
efit from support, as long as that support can be offered in a manner that avoids
shame.

To accomplish this goal, the following strategies are useful. First, a mental health
clinician seeks to maintain Fong’s identity as a strong and capable person (i.e. her
identity in the community rather than her identity as a patient). This can serve to
reassure Fong that she is not perceived as ‘weak’ even though she is in the hospital.
Addressing Fong by her title, deferentially asking for permission to speak with her
and sitting down in order to avoid taking a physically dominant position all tele-
graph one’s respect and preclude her need to reassert her authority. Second, involv-
ing Fong as an equal partner in planning demonstrates respect for her
self-determination. This may mean some ‘inefficiency’ in planning, as a patient may
take some time to arrive at a conclusion, but rushing her is likely to be experienced
as overpowering, and can lead to resistance or non-adherence. Third, realizing that
Fong’s internal working model makes expressions of need unlikely, one should
schedule follow-up appointments with clarity and reliability, rather than suggesting
that she only return when she feels the need. With inpatients, negotiate with the
person a fixed schedule for medications and avoid prn or ‘as needed’ dosing of pain
or anxiolytic drugs, as the same automatic behaviour of non-complaint tends to lead
to under-use of required medication. Fourthly, it is often helpful to describe neces-
sary interventions as the quickest route back to independence. Re-framing unpleas-
ant procedures in this way can diminish power struggles and uses the patient’s drive
for independence in the service of completing medical procedures, rather than inter-
fering with them.

8.3.2 Helping the Team

Fong’s need to assert independence in a way that makes her less cooperative with
ward procedures typically creates a struggle with the team, and health-care workers
may enact an interpersonal pull to withdraw from Fong by becoming less engaged
in her care. If she is critical and angry, some staff may be pulled to a submissive
position while others may match her aggression, and patient care will suffer as a
result.

The formulation that Fong values independence highly and is scared and stressed
by her current illness can render her more understandably human in the eyes of
staff. A well-chosen vignette of personal strength in a context of lack of support, if
known from Fong’s developmental history, can serve the same goal. Once Fong is
experienced as a multidimensional individual with both strengths and maladaptive
behaviours, health-care staff can relate to her with less fear, defensiveness or
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dismissiveness. There is a mentalizing task here for staff as well: if they understand
the intent of the patient’s criticism is to defend herself from an internal sense of
inadequacy and shameful neediness, than the barbs are less likely to be taken per-
sonally and the pull to distance oneself from her is diminished.

Ultimately the hospital remains a provocative setting for patients with dismissing
insecurity. Advocating for the soonest medically appropriate discharge removes the
patient from a conflict as quickly as possible and can be taken as a ‘good faith’ ges-
ture that contributes to a therapeutic alliance. Ground given at the start of the doctor-
patient relationship, by diminishing the obligation to conform to hospital systems in
a way that activates a self-perception of dependency, often leads to an increased
alliance in the long haul of a chronic condition. Modelling respect, concern,
patience, and tolerance can be utilized in the future for the good of Fong, as she is
helped to negotiate the tough task of adapting to an illness that limits her capacity to
be as self-reliant as she would prefer.

Fong was quickly labelled a tough patient on the ward, complaining about
the poor cell phone reception, stating ‘I’m trying to run a business here, you
know’, and disparagingly pointing out inefficiencies and inconsistencies to
her nurse. She insisted on going to the bathroom on her own, making the 24-h
urine collection unreliable, even though the need for it was explained to her.

It didn’t take long before the team asked consultation-liaison psychiatry to
see her, but they ‘forgot’ to tell Fong the consultation was pending, so she
reacted with alarm when the psychiatrist arrived. They got past that, but Fong
was guarded enough that the history obtained, although factually accurate,
was short, lacking in detail and without any emotional colour. Fong framed
her kidney disease as simply a pragmatic problem to be solved and didn’t see
what role psychiatry could play in her care. It took less time than usual to do
the consult, but the psychiatrist stated that two assessment appointments were
standard care and that he would return the next day.

On that occasion Fong was a little more at ease, and the psychiatrist took a
position that although Fong didn’t have a psychiatric disorder and was obvi-
ously a self-reliant and capable person, there might be some things he could
suggest to make her time in hospital as brief and tolerable as possible. This led
to a plan that they worked on together, wherein Fong structured some of her
day the way she wanted, kept her street clothes on, and saved her venting
about the inevitable inefficiencies of hospital care for her visits with the psy-
chiatrist. It became clear to Fong that she wasn’t being seen as ‘weak’, and
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from that vantage point she was able to accept some more direct personal
advice from the psychiatrist, much in the way one might appreciate input
from a veteran business colleague. Her capacity to tolerate the ward proce-
dures grew, and the staff was able to find some common ground with her as
she became less prickly.

When she was discharged she agreed to return to the psychiatrist as an
outpatient in order to figure out how she would manage her need for ongoing
dialysis. The suggestion that being able to do her own peritoneal dialysis to
keep her as independent as possible and less restricted than hemodialysis
seemed likely to be the direction they would pursue.

8.4 The Disorganized/Fearful Patient

When Maria saw that she was bleeding again, her heart caught in her throat.
She knew this was the kind of thing she should go to the doctor for, but every
time she tried to go to the family practice clinic, she found the pace of the
office overwhelming, and the rushed physician was impatient with her stum-
bling over her story. It always ended up with the doctor insisting on an internal
examination anyway, and Maria just couldn’t tolerate that, so she fled before
the exam happened.

The bleeding didn’t stop however, so she took herself to the emergency
room, figuring that dealing with a stranger was preferable than seeing her
family doctor again. The triage nurse was impatient too, but the medical stu-
dent who saw her seemed kind and got her an ultrasound instead of an inter-
nal. She calmed down enough to agree to come into the hospital because the
student told her she would feel much better after some blood transfusions.

Maria didn’t get to see that student again, however. Making matters worse,
the other patient in Maria’s room wandered around at night, muttering to her-
self. Maria didn’t know what to say to her, but she was afraid the confused
woman would come over to her bed, so she didn’t sleep even though she was
exhausted. When she asked the nurse for help, he told her ‘Oh, that’s just the
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way Edith is’ so Maria snapped at him about being unhelpful and went to
spend the night in the patient lounge. At that point, Maria stopped talking to
any staff, even if they offered to help her, because she knew none of them
cared. The first call the charge nurse made after hearing about this at morning
report was to the psychiatry consult service.

Although disorganized or fearful attachment is the least common pattern in the
general population, patients with these styles typically account for a great deal of
the work of consultation-liaison psychiatry because they are so distressed and so
distressing when they are ill. Recall that the developmental experience of these
patients is that they were likely to have had a frightening or frightened parent
(Lyons-Ruth et al. 1999) and as a result grew up in a an environment that felt unpre-
dictable and unsafe. The developmental experience of fear without solution (Lyons-
Ruth and Jacobvitz 2008) has left a person with this attachment style without a
consistent strategy to have their attachment needs met, and when those needs are
amplified by pain, illness or disability, they are in a terrible bind—they need help,
aren’t clear about how to get it and can’t trust care providers not to harm them.
Historically, the unmanageable intensity of Maria’s affect has frequently led to the
use of external regulators of affect, such as drugs, alcohol, overeating and sexual
activity, all of which confer significant disease risks in and of themselves. This
means that the very individuals who carry a substantial risk of requiring hospital
care are most challenged by it.

The constant state of threat preoccupies Maria when she is physically well but
becomes overwhelming when she feels further compromised by illness. Her hyper-
vigilance limits interpersonal interaction to scanning for threat. She has no capacity
to mentalize about others beyond categorizing them as safe or unsafe, and she is
biased towards understanding them to be unsafe. Maria’s ability to regulate affect is
not well developed and so she experiences intense and unpredictable states of emo-
tion, including flashes of anger, in a way that health-care workers find mysterious at
best and upsetting at worst. The lack of a consistent strategy for achieving attach-
ment goals leads to a fraught interpersonal experience for everyone involved.
Patients such as Maria may manifest the clinginess of the preoccupied patient or the
aloofness of the dismissing patient or convey both behaviours almost simultane-
ously or even rapidly alternate between these states. Given the overlap between
disorganized/fearful attachment and consequences of developmental trauma, it may
also be heuristically useful to keep in mind a ‘trauma triangle’ in which it is under-
stood patients may occupy, or project onto others, the roles of victim, perpetrator or
rescuer, often inconsistently, with overlapping or alternating attributions (Herman
1992). Interpersonally this combination of intensity and inconsistency is highly
activating for the hospital staff and pulls for extreme reactions, which can be as
changeable as the patient’s internal state of mind.

Fundamentally, standard health care presumes that a reliable feedback loop
exists between providers and patients. For example, health-care workers assess a



120 J. Hunter and R. Maunder

condition, give a pain medication, and ask the patient for its effectiveness, trusting
that the response can be used as an accurate reflection of the impact of the medica-
tion. It is precisely this loop that is disrupted with the disorganized/fearful patient;
Maria is simply too scared to respond reliably from a reflective place. Her response
is as likely to be determined by a reactivated fear as it is by the pharmacological
activity of the medicine. Therefore, a basic assumption of hospital care is no longer
accurate; the communication with our patient has become unreliable, on the basis of
hypervigilance for threat.

The result is that hospitalizations become an inevitable reenactment of a chaotic
interpersonal storm, which both Maria and ward staff will find challenging to con-
tain and manage. This is a context that requires high consultation-liaison activity, in
order for both the patient and the staff to maintain their focus on the necessary medi-
cal or surgical goals. Responding to the needs of Maria as a mental health clinician
requires compensatory flexibility, high presence and activity and assumption of
some key responsibilities, in order to keep the intense affect and the equally intense
responses it generates under control.

8.4.1 Helping the Patient

There is always a role for direct, supportive patient contact, but the likelihood of
establishing shared goals and a strong therapeutic alliance with a disorganized/fear-
ful patient over the course of an often-brief hospitalization is lower than with other
patients. She may simply be too scared to achieve the reflective frame of mind that a
collaborative, therapeutic discussion requires. Even if this is the case, a consultation-
liaison psychiatrist cannot let the chaos prevent an adequate psychiatric assessment,
as patients like Maria are at increased risk for other psychiatric disorders, including
posttraumatic stress disorder, substance use, personality disorders, suicidality and
self-harm (Bakermans-Kranenburg and van Ijzendoorn 2009; Levy 2005). The con-
sultation-liaison psychiatrist strives to understand these vulnerabilities and accepts
responsibility for managing them. Direct work with Maria should often focus on the
here-and-now (e.g. asking ‘what can we do together to help you feel safer?’) because
dwelling on developmental experiences is more likely to activate fear or memories of
trauma. Rather, it is helpful to see the primary (and possibly only) goal as increasing
perceived security, working with Maria to reduce the sense of threat that undermines
her functioning in the hospital. For instance, if Maria finds a shared room intolerably
provocative of past trauma, one can helpfully advocate for a single room, on the basis
of specific psychiatric need, not as an entitlement.

8.4.2 Helping the Team

The majority of the management with patients like Maria is with the staff. One
strives to help the team maintain an approximation of their normal functioning,
notwithstanding the intensity of Maria’s presentation. Because the psychological
and interpersonal issues are too far outside the purview of medical-surgical ward
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staff to manage constructively, active mental health team liaison, support and con-
tainment are required. In our setting the availability of a psychiatric nurse clinical
specialist to consult with their medical-surgical nursing colleagues to provide guid-
ance and mentorship has been invaluable in refining ward procedures ad hoc to aid
staff in supporting patients like Maria.

The crucial message to convey to staff is a reminder of their fundamental compe-
tence, as it is typically undermined by the no longer reliable feedback loop with the
patient, coupled with the intense abrupt swings of affect. The advice to ‘adhere to
our usual excellent standard of care’ is typically experienced by a medical-surgical
team as a helpful reminder of their core competence and grounds them back in the
expert role in which they can feel more secure and thereby function more consis-
tently and reliably.

In order to help them tolerate the difficult behaviour, it is also helpful to offer an
explanatory model for Maria’s behaviour—not because one is encouraging them to
deal with Maria psychotherapeutically, but rather to help them access empathy for a
difficult and disruptive patient. The helpful formulation here is that Maria has been
previously so badly mistreated that she is preemptively attacking, to prevent the
harm that she anticipates is inevitable. This is akin to the behaviour of a mistreated
dog that will snap at any hand that reaches out to it, regardless of benign or even
kind intent. Maria’s behaviour is therefore acknowledged to be difficult and upset-
ting and at times in need of containment for everyone’s safety. However, Maria
should not be blamed for the mistreatment she suffered in the past, but rather kindly
and safely contained so she can acquire the health care she deserves, even when she
is frightened, hypervigilant and defensive. Ultimately, admission will remain a dis-
turbing context for the disorganized/fearful patient, and once again a planned, safe
but rapid discharge is often indicated, to extract them from a threatening
environment.

It is important to recognize that distancing with anger, as portrayed here, is only
one of many ways that one can express the conflicting interpersonal strategies and
emotions that are the essence of fearful or disorganized attachment. Some patients
who are more fearful present a different set of challenges. These individuals may
also delay seeking care until they have to come to the emergency department, but
their fear is then so overwhelming that they adopt a withdrawn, frightened, passive
position in response to almost all interpersonal contact. The team must work to
convey to a patient in this state that the situation is safer than the patient perceives it
to be. Much of this effort depends on strategies designed to build trust. It usually is
helpful to limit the number of staff involved, which allows the patient to concentrate
on developing a few important treatment relationships. Additionally, procedures
should be fully explained and made as predictable as possible, to prevent sudden,
rushed or unanticipated events that will activate a fearful patient’s hypervigilance
for further threats. For example, this is a situation where it is harmful to offer the
false assurance ‘this won’t hurt a bit’ before a painful procedure. Lastly, the team
may be seen as more trustworthy if it is collaborating (or at least endorsed) by
trusted members of the patient’s community contacts, such as close family mem-
bers, friends or clergy. Individuals with fearful or disorganized attachment will
almost inevitably experience the hospital as a high stress environment, so when it is
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safe to do so, early discharge to the safe haven of their own home, with the support
of community health-care workers, may be a better alternative for some.

Maria was as reluctant to speak with psychiatry staff as she was with the
nurses, so the psychiatrist offered to try and help her with some basic needs
until they could talk at more length. Maria did express a wish to have a veg-
etarian breakfast rather than the food she had been sent, so that was arranged.
Simultaneously the psychiatry clinical nurse specialist debriefed the nurses,
and an impromptu team meeting led to a pretty clear understanding of Maria
as likely to be a disorganized/fearful person. The consultation-liaison team
was able then to organize an approach to her care with the multidisciplinary
team, minimizing the number of individuals she had to deal with and giving
her clear information about the plan for the day and why she needed blood
drawn, etc. After another night, this time in a single room, Maria was more
settled and was able to provide the psychiatrist with a brief description of her
abusive childhood, the domestic violence she had recently extracted herself
from and her overall distrust of hospitals, amplified by the apprehension by
Children’s Aid of her baby when it was born. Social work met with her to
maximize her access to benefits and adequate shelter, in an attempt to increase
the security of her living arrangements in the community. Daily team meet-
ings were held to ensure everybody was fully informed of the plan and that
Maria did not get confusing or conflicting information.

The gynaecology team was able to establish that Maria required a hyster-
ectomy for a suspicious uterine mass. Maria was actually not surprised by this
and asked for the surgery to happen as soon as possible. The surgical and
psychiatric team advocated for her being considered an emergency case, on
the basis of the strain she felt in hospital and the likelihood of her leaving
against medical advice should her treatment be delayed. Maria was able to be
discharged home 4 days after she presented to the emergency room, having
had definitive surgical treatment. Although offered, it was unclear if she
would return for follow-up.

8.5 Summary

This chapter details the individual and team approaches suggested by an attachment
framework for patients with different attachment styles (summarized in Table 8.1).
Across the categories, certain principles are consistently found:
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Table 8.1 The variations in aspects of attachment-related behaviours and processes that are asso-
ciated with secure, preoccupied and dismissing styles of attachment (derived from Maunder and

Hunter 2009)

Attachment
signalling and
behaviour

Narrative
coherence

Mentalizing

Secure attachment

Signalling is context-

dependent, based on

positive expectations

about the

responsiveness of

others, and appropriate

self-confidence

— Interpersonal
flexibility

— Realistic appraisal
of circumstances

Narrative is coherent

— Clear identification
of people and roles

— Timelines make
sense

— Nuanced, complex
descriptions of
others

— Specific examples
that aptly illustrate
generalizations

Able to reflect on

one’s own state of

mind

— Identifies mixed
feelings and
inconsistent beliefs

— Internal experiences
perceived as
subjective

Able to appreciate

others’ states of mind

— Recognizes that
others’ intentions
may differ from
behaviour

— Recognizes the
limits on ability to
understand others

— Expresses concern
for others

Preoccupied
attachment

Hyperactivated

signalling leads to

intense expressions of

neediness and clinging

behaviour

— Poor self-confidence

— Inflexible, hard to
sooth

— Prone to
catastrophizing

Narrative is incoherent

— Intense affect and
urgency obscure
facts, timelines and
identities

— Many words, few
conclusions

Poor sense of one’s

own mind and the

minds of others

— Presumption that the
other is inconsis-
tently attentive and
desires separation

— Impaired sense of
how much detail or
organization a
listener needs to
appreciate speaker’s
state of mind

Dismissing attachment

Deactivated signalling

leads to diminished

expressions of need,

even if in difficult

circumstances

— Conveys self-reliance
and independence

— Inflexible, doesn’t
appear to need
soothing

Narrative is incoherent

— Communication is
used to close down
enquiry rather than to
explain self

— Use of conventional
descriptions and
clichés

— Few words, little
affect

— Conclusions are
presented with sparse
evidence and few
examples

Tends to convey that

reflection is

unnecessary or

pointless

— Incurious about
intentions

— Overreliance on
observable behaviour

(continued)
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Affect regulation

Interpersonal
pulls

Secure attachment

Soothes self effectively

using both support of

others and internal

resources

— Rarely overwhelmed
by affect for long;
re-equilibrates
effectively

— Appropriately
assertive. Expresses
anger and will
engage in problem
solving

Flexible

— Easily affiliates

— Promotes
cooperation

— Negotiates conflicts,
power-differentials
without excessive
hostility or passivity

Preoccupied
attachment

Emotion is intense and

unregulated

— Has a quality of
desperation

— The perceived
source of emotional
comfort is located in
the other person

— Anger can be
intense, with self
frequently depicted
as a victim

Intensely affiliative

— Pulls for
responsiveness

— Health-care provider
may feel frustrated
or withdraw when
responsiveness does
not reduce appeals
for support

Passive or submissive

— Pulls health-care
provider to increase
activity as rescuer or
by taking (punitive)
control

Dismissing attachment

Appears to have

well-controlled or

over-controlled affect

— Vital signs or
insomnia may
suggest unexpressed
tension or fear is
present

— Denies need for
comfort from another.
Perceived source of
consolation is self

Non-affiliative,

distancing

— Pulls for non-affilia-
tion. Health-care
provider may feel
there is little need for
care

Dominant

— May lead to ‘butting
heads’ when
relationship is
obligatory, such as
during hospital stay

Note. Fearful and disorganized attachment is not included in this table because attachment-related
behaviours and processes are inconsistent in these patterns of insecure attachment. In general both
hyperactive signalling and deactivation of signally are present, and narrative coherence and men-
talizing are maximally impaired in fearful and disorganized attachment

1 Understanding patient behaviour in the hospital from an attachment perspective
provides the clinician with a rapid formulation that increases understanding of
individuals and their behaviour. Patients stressed by illness and hospitalization
are understood to be functioning from a position of insecurity and fear, which
leads them to manifest characteristic attachment behaviour. For insecure patients,
this behaviour, albeit adaptive in their developmental years, is a poor fit with the
hospital environment and does not increase security, rendering their behavior

maladaptive.

2 This formulation helpfully and quickly organizes responses to the individual,
directly and via liaison, that can contain the negative consequences of the archaic
attachment behaviour driven by the internal working model, and increase the
likelihood of more adaptive behaviours occurring.
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3 The goal is not to change the attachment style, but to work creatively within its
limitations to find the best possible strategies for this patient, in this circum-
stance, at this time.

4 Understanding the patient is in a position that promotes feeling insecure and that
the team is in a situation that reduces their capacity to provide care can lead the
mental health clinician to provide attachment functions, such as providing a
secure base and safe haven, and promote functions that enhance feeling secure,
such as mentalizing or affect regulation, in order to diminish the patient’s need
for less adaptive attachment behaviour.

5 Attachment theory provides one explanatory model and language that can be
used with staff, the patient and the family, due to the absence of pejorative terms.
This increases transparency and de-pathologizes individuals struggling with fear
and a lack of security.

References

Bakermans-Kranenburg MJ, van Ijzendoorn MH (2009) The first 10,000 adult attachment inter-
views: distributions of adult attachment representations in clinical and non-clinical groups.
Attach Hum Dev 11(3):223-263, available from: PM: 19455453

Herman J (1992) Trauma and recovery. Basic Books, New York

Hunter JJ, Maunder RG, Gupta M (2007) Teaching consultation-liaison psychotherapy: assess-
ment of adaptation to medical and surgical illness. Acad Psychiatry 31:367-374

Levy KN (2005) The implications of attachment theory and research for understanding borderline
personality disorder. Dev Psychopathol 17(4):959-986, available from: PM: 16613426

Lyons-Ruth K, Jacobvitz D (2008) Attachment disorganization: genetic factors, parenting con-
texts, and developmental transformation from infancy to adulthood. In: Cassidy J, Shaver PR
(eds) Handbook of attachment: theory, research and clinical applications, 2nd edn. Guilford,
New York, pp 666-697

Lyons-Ruth K, Bronfman E, Parsons E (1999) Atypical attachment in infancy and early childhood
among children at developmental risk. IV. Maternal frightened, frightening, or atypical behav-
ior and disorganized infant attachment patterns. Monogr Soc Res Child Dev 64(3):67-96,
available from: PM: 10597543

Maunder RG, Hunter JJ (2009) Assessing patterns of adult attachment in medical patients. Gen
Hosp Psychiatry 31(2):123-130



Patrick Luyten and Peter Fonagy

Many patients seen in clinical practice present with fatigue and pain-related prob-
lems either as a primary complaint or secondary to medical or psychiatric condi-
tions (Fischhoff and Wessely 2003). These complaints are often labeled as
psychosomatic or somatoform. However, these terms inappropriately emphasize the
primacy of psychological factors or attributions in the causation of these disorders.
They are also based on obsolete models of the relationship between body and mind
and often rightfully meet with resistance in patients (Dimsdale et al. 2013; Luyten
and Van Houdenhove 2013; Luyten et al. 2013). For the same reason, the notion of
“medically unexplained syndromes” is not really helpful for most patients, particu-
larly because a wide range of biological and psychosocial factors have been shown
to be involved in the etiology and pathophysiology of these syndromes. The intro-
duction in DSM-5 of the category of somatic symptom disorder (SSD) represents a
major leap forward in this area (Dimsdale et al. 2013), although its definition still
emphasizes disproportionate cognition and affect of the patient with regard to his or
her symptoms; these may in fact not always be that disproportionate as they may
reflect an understandable response to persistent and often insufficiently understood
symptoms. The notion of functional somatic disorders (FSDs) is often used in this
context, and to good avail, as patients with these conditions show dysregulations of
neurobiological systems and neural circuits involved in fatigue and pain processing,
dysregulations which may become chronic. For clinical purposes, it may be
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preferable simply to refer to these patients as patients presenting with persistent
somatic complaints that have not responded to treatments and/or that have been
insufficiently understood.

Patients presenting with these problems are often considered to be difficult to
treat, but it is important to realize that this patient group is very heterogeneous.
Furthermore, as we will argue in this chapter, current evidence-based treatments
often do not adequately take into account existing knowledge concerning interper-
sonal and attachment issues in the treatment of these disorders; this is not only of
psychological importance, as there is an intrinsic relationship between stress regula-
tion and the attachment system. In this chapter, we present an integrative, broad
attachment-based approach to the understanding, management, and treatment of
these disorders.

Recent research on stress has led to renewed attention to the importance of early
adversity and later stress in these patients. This research has also led to a new focus
on what clinicians often find to be the most important issue for many of these
patients — their interpersonal problems, both in relationships with significant others
and with healthcare professionals. Contemporary attachment theory provides a the-
oretical framework that not only helps us to understand these issues but, more
importantly, also provides important leads with regard to management and interven-
tion. The take-home message of this chapter is that contemporary attachment theory
helps us to understand these patients better. This helps us to establish a better rela-
tionship with these patients, which in turn leads patients to better understand what
is happening to them. This greatly increases adherence to treatment, with conse-
quent effects on the course of the patients’ presenting problems and how they influ-
ence their lives.

This chapter begins by outlining a broad attachment-based approach to these
patients. We focus on three specific features of patients who present with persistent
somatic complaints: (a) attachment issues; (b) problems related to (embodied) men-
talizing, that is, the capacity to reflect on their own embodied self and others; and
(c) problems with epistemic trust — the capacity to trust others as a source of knowl-
edge about the world and, in particular, about their presenting problems. We then
discuss the implications of this attachment-based approach for intervention, consid-
ering general management principles as well as more specialized treatment
approaches that have evolved from a base of contemporary attachment approaches.

9.1 Classification and Diagnosis

The disorders that can be considered to be FSDs comprise a wide variety of condi-
tions affecting different body systems, which may be seen by healthcare profession-
als in different medical specialties. These conditions include, but are not limited to,
chronic fatigue syndrome (CFS; internal medicine), fibromyalgia (rheumatology),
irritable bowel syndrome (IBS; gastroenterology), chronic pelvic pain (gynecol-
ogy), noncardiac chest pain (cardiology), tension headache (neurology), hyperven-
tilation syndrome (respiratory medicine), and multiple chemical sensitivity (internal
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medicine) (Fischhoff and Wessely 2003; Wessely and White 2004). There is consid-
erable controversy regarding whether these disorders are indeed distinct entities or
represent different presentations of a common functional somatic syndrome and
whether they are caused purely by biological factors or by a combination of biologi-
cal and psychological factors. These debates, which are based more on ideological
than scientific arguments, have done little to improve our knowledge of the etiology,
course, and treatment of the FSDs.

While the disorders listed above have different characteristic presentations, there
is considerable evidence to suggest that the FSDs are not individual isolated disor-
ders. There is both high comorbidity among these disorders and high familial coag-
gregation (i.e., it is relatively common to find members of the same family showing
symptoms of the same or different FSDs) (Aggarwal et al. 2006; Anda et al. 2000).
In addition, the high comorbidity between FSDs and affective disorders such as
depression and anxiety (Arnold et al. 2006; Pae et al. 2008) has led to the suggestion
that the FSDs are also part of a spectrum of affective disorders (Hudson et al. 2003,
2004; Hudson and Pope 1996).

Taken together, FSDs are highly prevalent. The prevalence of FSDs in the gen-
eral population is estimated to be 4 %, and up to 9 % of patients in tertiary care
present with more than one FSD (Bass and May 2002). For individual disorders,
estimates of prevalence range between 0.5 and 2.5 % for CFS (Afari and Buchwald
2003; Reeves et al. 2007), approximately 5 % for fibromyalgia (Branco 2008;
Lawrence et al. 2008; Spaeth 2009), and as high as 11.2 % for IBS (Lovell and Ford
2012). The true prevalence of the FSDs remains unknown, as they are diagnosed on
the basis of consensus diagnostic categories. However, the medical, economic, and
psychosocial costs associated with these disorders are known to be significant (Afari
and Buchwald 2003; Annemans et al. 2008, 2009; Sicras et al. 2009; Spaeth 2009).

Current evidence-based treatments for FSDs lead to improvements in core symp-
toms and general functioning (Hauser et al. 2009; Malouff et al. 2008; NICE 2007;
van Koulil et al. 2007). However, treatment has only limited benefit in a relatively
large number of patients, particularly in those whose symptoms are most severe
(Luyten et al. 2009; Van Houdenhove and Luyten 2007, 2008). We consider that an
attachment-based approach to the management and treatment of these patients may
be most helpful as it offers a comprehensive approach that takes into account the
biological, psychological, and social/contextual factors that have been implicated in
the development and course of these disorders.

9.2 A Contemporary Attachment-Based Approach to FSD

9.2.1 Introduction

There is now good evidence to suggest that FSDs are associated with often severe
stress dysregulation as a result of complex interactions between genetic and envi-

ronmental factors (Ablin et al. 2012; Heim et al. 2009; Tak and Rosmalen 2010).
This leads to a state of allostatic load (McEwen 2007), which disrupts the dynamic
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Downregulation of emotions via the Hyperactivation of the attachment
normally functioning attachment system system in the context of FSD
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Fig.9.1 The relationship between the attachment and stress regulation systems

equilibrium that normally characterizes stress regulation systems and related neuro-
biological systems such as the immune and pain-regulating systems. This is
expressed in dysfunctions of the hypothalamic—pituitary—adrenal (HPA) axis — the
main stress regulation system — that are typically associated with FSDs (Heim et al.
2009; Powell et al. 2013; Tak and Rosmalen 2010; Van Houdenhove et al. 2013).
Immune system dysfunctions are often apparent as abnormal inflammatory activity.
Proinflammatory cytokines have been shown to play a role in feelings of lethargy,
increased stress and pain sensitivity, mild fever, and cognitive problems (e.g., loss
of concentration) — the so-called “sickness response” that is typically observed in
many FSD patients (Dantzer et al. 2008; Watkins and Maier 2005).

The disturbance of allostasis and accompanying biological and subjective
responses represent a serious burden to the individual and his/her relationships, par-
ticularly as their complaints are often met with suspicion or disbelief by others,
including health professionals. The individual’s experience of the physical and psy-
chological symptoms of FSD and the associated distress activate his/her attachment
system; this is a biologically pre-wired system that has a key role in the regulation
of stress and affect and the restoration of allostasis. Activation of the attachment
system involves seeking proximity to attachment figures, which, when achieved
successfully, typically leads to effective downregulation (see Fig. 9.1). However, in
the context of FSD, in which the complaints may be persistent and often lack a clear
explanation of cause or prospect of cure, the normal process of co-regulation of
stress and arousal in attachment relationships easily spirals out of control. This
breakdown is often further reinforced by the inability of health professionals to
provide relief, particularly when these professionals respond insufficiently to the
emotional needs, and needs for validation in particular, of patients with these
complaints.

As a result, these patients have to resort to excessive use of so-called secondary
attachment strategies, that is, stress or affect regulation strategies that are used when
normative stress regulation fails. These strategies involve hyperactivation or deacti-
vation of the attachment system (or a combination of both) in response to stress. As
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Fig.9.2 Putative roles of attachment problems and mentalizing impairments in individuals with
functional somatic disorders

we will explain in more detail below, these strategies lead to further stress dysregu-
lation because, as well as their high associated metabolic costs, they are associated
with impairments in mentalizing — the capacity to interpret the self and others in
terms of intentional mental states (i.e., feelings, wishes, desires, goals, etc.) — with
consequent interpersonal costs, as these strategies give rise to (interpersonal) behav-
iors that perpetuate complaints.

The end result, particularly in patients whose symptoms have become chronic, is
a severe state of stress dysregulation and allostatic load, high symptomatic distress,
serious impairment in mentalizing capacities, and considerable interpersonal prob-
lems (see Fig. 9.2). Repeated experiences of invalidation also lead to a state of epis-
temic distrust, characterized by an almost complete distrust of the medical profession,
which may explain the “difficult to treat” character of many of these patients. As we
will argue, however, these patients are not so much “difficult to treat” as “difficult to
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reach” because of their repeated experiences of invalidation. Hence, their distrust of
health professionals reflects an understandable strategy, rather than a deficit or
unwillingness to be treated or to be open to other perspectives.

Importantly, these patients’ attachment and mentalizing problems were not nec-
essarily present premorbidly, but may often be a result of persistent somatic com-
plaints and continuing allostatic load. Of course, some patients with FSDs do have
attachment and mentalizing problems before the onset of their FSD; for these
patients, their symptoms and complaints and repeated experiences of invalidation
further exacerbate these problems, often posing considerable challenges for man-
agement and intervention. In what follows, we discuss issues regarding attachment,
(embodied) mentalizing, and epistemic distrust in relation to FSDs.

9.2.2 Attachmentand FSD

Research in humans and animals has amply demonstrated the key role that secure
attachment experiences play in the development and regulation of the stress system.
The attachment system has direct effects on both the subjective and the neurobio-
logical stress response (Gunnar and Quevedo 2007). These findings are of central
importance for FSDs because, as we describe above, stress dysregulation is a com-
mon feature of these disorders.

Attachment theory allows a deeper understanding of these patients’ responses
when faced with stress and affect dysregulation. Increasing distress may activate
different strategies in the individual in an attempt to deal with this dysregulation,
depending on the individual’s attachment history.

An individual with a secure attachment strategy typically seeks proximity to
attachment figures (either real or internalized), which results in downregulation of
stress. Stress regulation thus always involves the co-regulation of stress in relation
to attachment figures (Diamond et al. 2003; Luyten et al. 2015; Sbarra and Hazan
2008). This process has a strong neurobiological basis, involving, for instance, the
neuropeptide oxytocin, which is known to have a key role in fostering attachment
and regulating stress (Fonagy and Luyten 2009; Neumann 2008). Activation of the
attachment system leads to (a) activation of a mesocorticolimbic, dopaminergic
“reward” system (Insel and Young 2001), (b) downregulation of neuroendocrine
stress regulation systems (the HPA axis and sympathetic nervous system), and (c)
activation of neural systems that have been found to be involved in mentalization
(Fonagy and Luyten 2009; Lieberman 2007). These include the lateral and medial
prefrontal cortex, lateral parietal cortex, medial parietal cortex, medial temporal
lobe, and rostral anterior cingulate cortex.

High mentalizing capacity, particularly when an individual is under high levels
of stress, has been associated with resilience (Fonagy et al. 1994). This association
seems to operate through so-called “broaden-and-build” (Fredrickson 2001) cycles
of attachment security, in which feelings of secure attachment and agency, and
effective stress and affect regulation (“build”), “pull” the individual into more adap-
tive environments (“broaden”), further fostering feelings of agency, trust, and
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security (Hauser et al. 2006; Mikulincer and Shaver 2007). In summary, secure
attachment experiences, through their (neurobiologically) rewarding nature, rein-
force affiliative behavior and mentalizing and so foster the ability to regulate stress.

However, when an individual is faced with ongoing distress — as is typical in
patients with persistent somatic complaints — even secure attachment strategies will
eventually tend to fail, leading to the excessive use of secondary attachment strate-
gies in an attempt to downregulate stress and arousal. There is good evidence to
suggest that at least a subgroup of patients with FSD has a history of insecure and
often severely disrupted attachment (Afari et al. 2014; Borsini et al. 2014; Kempke
et al. 2013; Luyten et al. 2006; Maunder and Hunter 2008; Waller and Scheidt
2006). Early adversity has been shown to be associated with greater vulnerability to
stress-related symptoms in both animals (Champagne and Curley 2009; Neumann
2008) and humans (Bakermans-Kranenburg et al. 2008; Gunnar and Quevedo
2007). However, as noted earlier, not all patients with FSDs have a history of inse-
cure attachment experiences or early adversity that might be responsible for pre-
morbid mentalizing impairments. Rather, many patients’ overreliance on secondary
attachment strategies, and their impairments in mentalizing, may be a consequence
of the disorder; for other patients, existing problems with attachment and mental-
izing may be exacerbated by the experience of FSD. This has important implica-
tions for the treatment of these individuals (Luyten et al. 2012b; Luyten and Van
Houdenhove 2013).

Clinical experience and research findings suggest that, in an attempt to cope with
their distress, some patients begin to rely excessively on attachment-deactivating
strategies. These patients will often completely deny any attachment needs and will
assert their autonomy and attempt to demonstrate independence and strength
(Cassidy and Kobak 1988; Mikulincer and Shaver 2007). However, while these
individuals may appear to be independent and resilient, this is a cover for their vul-
nerability (Van Houdenhove and Luyten 2008). Studies suggest that the use of
attachment deactivation strategies is often found in individuals who also show high
levels of self-critical perfectionism and associated features such as persistence,
overactivity, and so-called “all-or-nothing” behavior (Creed 2007; Luyten et al.
2011). These features reflect defensive attempts to affirm the self and soothe nega-
tive introjects. There is increasing evidence to suggest that these features are also
related to FSD in a subset of patients (Luyten et al. 2011).

The tendency to use attachment-deactivating strategies is associated with con-
siderable interpersonal and metabolic costs in the long term. These strategies — in
particular, those associated with high levels of self-critical perfectionism — have
been shown to lead to increasing isolation and loneliness (Mikulincer and Shaver
2007), while suppression of distress is associated with increasing allostatic load,
which eventually results in hypoactivity of the HPA axis as a consequence of the
“wear and tear” of chronic stress (Hill-Soderlund et al. 2008; Miller et al. 2007,
Wirtz et al. 2008), and impaired immune system function (Gouin et al. 2009). In
addition, under increasing stress, attachment-deactivating strategies tend to pro-
gressively fail, resulting in heightened feelings of stress and insecurity (Mikulincer
et al. 2004).
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In some patients, particularly those with a history of serious early adversity and/
or those who show features of dependent or borderline personality disorder comor-
bid with their FSD, attachment-hyperactivating strategies are predominant. These
strategies manifest as anxious efforts to find support and relief from an attachment
figure, often through demanding, clinging, and claiming behavior (Waller and
Scheidt 2006). As for deactivating strategies, attachment-hyperactivating strategies
are associated with high interpersonal and metabolic costs. Demanding behavior
often leads to frustration and antipathy in others, which confirms the individual’s
worst fear of being misunderstood and rejected. This pattern is not restricted only to
close attachment figures: the patient’s relationships with (mental) health profession-
als tend to show a similar pattern. As a consequence, the “broaden-and-build” cycles
that would promote resilience and feelings of security are inhibited. There is no
effective downregulation of distress, and allostatic load increases (McEwen 2007).
This leads to a vicious cycle, as these patients tend to respond to increased stress
and anxiety with even greater reliance on attachment-hyperactivating strategies in
an attempt to find relief, support, and understanding from others (Maunder and
Hunter 2008; Maunder et al. 2006).

9.2.3 Embodied Mentalizing and FSD

Attachment issues provide only a partial explanation of the presenting symptoms
and complaints of patients with FSDs.

The symptoms of the disorder and the resulting excessive use of secondary
attachment strategies in patients with FSD also have a negative effect on patients’
mentalizing abilities. This leads to the (re)emergence of nonmentalizing modes (see
Fonagy et al. 2002) that in turn lead to behaviors that further perpetuate symptoms
and exacerbate problems in interpersonal relationships (see Fig. 9.2). As we noted
earlier in this chapter, mentalizing impairments are often a consequence of FSD or
are exacerbated by the distress and interpersonal problems associated with the
disorder.

Indeed, FSD symptoms can be perceived as an “attack” from within on the indi-
vidual’s capacity to reflect, particularly on the individual’s capacity to see the body
as a “lived body” that he/she owns, a body that is the seat of his/her relationships
with others. For instance, Driver (2005) described the “otherness of the illness” in
patients with CFS, in whom this “otherness” led to regressive fears and fantasies.
Schattner et al. (2008) reported that it is common for patients with a chronic illness
to treat the illness as an “internal object” that the patient perceives as a constant
threat that needs to be negotiated with and soothed. As we described earlier, chronic
somatic complaints increase stress, which further impair and/or exacerbate impair-
ments in (embodied) mentalizing. This is consistent with studies showing an
inverse relationship between stress and mentalizing (Fonagy and Luyten 2009;
Luyten et al. 2012a).

Earlier formulations focused on these patients’ high levels of alexithymia (i.e.,
problems with being aware of and describing emotions) (Pedrosa Gil et al. 2008a, b;
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Subic-Wrana et al. 2010). However, evidence suggests that only a fairly small pro-
portion of patients with FSD (15-22 %) show clinically elevated levels of alexi-
thymia and lack of emotional awareness (Pedrosa Gil et al. 2008a, b; Waller and
Scheidt 2006). Furthermore, these features are not specific to FSD, but appear to
reflect the effects of trauma and emotional neglect experienced by these individuals
in early life. Hence, although patients with these issues are often seen in tertiary care,
their premorbid deficits in mentalizing cannot be generalized to all patients with
FSD. However, it is important not to underestimate the impact of FSD (and negative
responses to the patient by their attachment figures and health professionals) on men-
talizing, as many of these patients are caught up in vicious interpersonal cycles for
many years, often compounded by issues such as loss of the ability to work.

The mentalization-based approach that we propose suggests that, rather than
being generally “alexithymic,” patients with FSDs often have impairments in
(embodied) mentalizing that are much more specific — that is, they are related to
specific experiences and symptoms. Furthermore, these impairments are related to
(interpersonal) situations and symptoms that result in high arousal or stress (Luyten
et al. 2012c).

Clinical experience and research have shown that many of these patients inter-
changeably exhibit excessive mentalizing (hypermentalizing), expressed in appar-
ently highly sophisticated narratives that lack any grounding in subjective experience,
as well as hypomentalizing — that is, almost complete denial of the importance of
inner mental states. In addition, many of these patients are unable to link their own
emotional states to their own body, rather than showing a general “global” impair-
ment in emotional awareness (Oldershaw et al. 2011; Stonnington et al. 2013; Subic-
Wrana et al. 2010). Studies have suggested that patients with FSDs are less likely to
describe physical sensations in terms of negative emotional states (Dendy et al.
2001); they are also less interoceptively accurate, particularly in contexts related to
physical symptoms (Bogaerts et al. 2008, 2010). Patients with FSDs also tend to
have negative beliefs about their own emotions, in particular, regarding the expres-
sion of emotions (Hambrook et al. 2011). Furthermore, they tend to show a strong
need to control thoughts and feelings (Maher-Edwards et al. 2012; Rimes and
Chalder 2010) rather than exhibiting “deficits” in processing emotions.

Context-specific impairments in (embodied) mentalizing lead to the reemer-
gence of three so-called nonmentalizing modes that perpetuate the patient’s symp-
toms and interpersonal problems (see Box 9.1).

Box 9.1. Three nonmentalizing modes in patients with functional somatic

disorders and their management in therapy

Psychic equivalence mode

» Patients equate inner (mental) reality with outer reality (“mind—world iso-
morphism”). Because of this, the internal has the same power as the
external.

» Intolerance of alternative perspectives leads to “concrete’” understanding.
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e Managed in therapy by the therapist avoiding being drawn into nonmental-
izing discourse: validate the patient’s thoughts and feelings, but suggest
alternative perspectives.

Teleological mode

* Extreme exterior focus.

» Patients cannot accept anything other than an obvious, observable change or
action as a true indicator of the intentions of the other.

* Managed in therapy by validation, then switch focus to how this makes the
patient feel, and how these feelings are connected with current (interper-
sonal) problems.

Pretend mode

* Ideas form no bridge between inner and outer reality; the patient’s mental
world (thoughts and feelings) is decoupled from external reality.

* In extreme, may manifest as “dissociation” of thought (hypermentalizing or
pseudomentalizing).

* Managed in therapy by interrupting nonmentalizing processes and moving
back (“rewinding”) to when the patient was mentalizing.

In the psychic equivalence mode, patients equate inner and outer reality. Because
of this, what is thought or felt is experienced as completely real, and there is no pos-
sibility of an alternative interpretation. In patients with FSD, this mode is often
accompanied by a lack of ability or desire to explore inner mental states. This is par-
ticularly the case in patients who primarily use attachment-deactivating strategies, and
this may also explain these patients’ difficulties in accepting help and believing that
health professionals are genuinely concerned about them. In psychic equivalence
mode, psychological pain and physical pain, and emotional and physical exhaustion,
are equated, so that, for example, psychological pain may be experienced as bodily
pain. This may help to explain the high comorbidity that has been reported to exist
between pain, fatigue, and depression (Hudson et al. 2004; Van Houdenhove and
Luyten 2008). This mode also underlies patients’ resistance toward acknowledging
the role of psychological factors in their disorder (“I am exhausted, not depressed”).
One consequence of this mode is helplessness, which often arises in combination with
catastrophizing (“I think there is something terribly wrong with me, so there is some-
thing terribly wrong with me [psychic equivalence], but no one pays attention [feeling
of invalidation], I must have a terrible, incurable disease [catastrophizing]). Psychic
equivalence also has a negative influence on relationships: to the patient, thinking that
others do not care means that they actually do not care. Being rejected hurts
(Eisenberger et al. 2003), but for patients in the psychic equivalence mode often only
the physical pain they feel in association with rejection seems to be real.

Finally, and importantly, in psychic equivalence mode, the patient’s body starts
to feel like an “alien self-part.” The body is no longer felt like “me,” it is
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increasingly seen and felt as a dysfunctioning set of organs and systems. The patient
feels under constant pressure to externalize these alien self-parts in a defensive
attempt to remove painful feelings of helplessness and disintegration in an attempt
to restore the coherence of the self. We are all familiar with this tendency to evacu-
ate self-states when we can no longer bear them (e.g., when we are ill) — by com-
plaining to others and by becoming overcritical and hypersensitive to even minor
noises, for instance. The consequence is that others are made to feel what we feel;
yet, when extreme, this often has a destructive influence on the patient’s relation-
ships, including relationships with health professionals.

In a teleological mode, the patient recognizes that mental states drive behavior,
but this understanding is limited to those mental states that have clearly observable
causes (i.e., observable activities that reflect rational, goal-directed behaviors and/or
material causes). Many patients with FSD believe that only rational, goal-directed
behaviors and actions can be effective; this belief underlies their tendency to be
excessively concerned with finding objective “proof™ that their illness exists. When
dealing with a patient in a teleological mode, health professionals may be drawn
into endless discussions about the roles of biological versus psychosocial factors as
the cause of the patient’s FSD.

This tendency for patients to ruminate about the causes of their disorder often
leads to hypermentalizing — or “mentalization on the loose” — in an extreme pretend
mode. In this mode of experiencing subjectivity, the relationship between thoughts
and feelings and reality is typically severed. Overly analytical, cognitive, and repeti-
tive narratives follow that lack any grounding in real affective experiences. The
patient also typically is unable to switch perspectives, and attempts to switch his/her
perspective are often met with fierce resistance (“I don’t see why I should think
about what he wants, I am the one who is ill!”).

9.2.4 Epistemic Distrust and FSD

Patients with FSD are often considered to be difficult to treat (Fischhoff and Wessely
2003). We believe that this label is neither accurate nor helpful. Many patients with
FSD feel severely misunderstood and stigmatized, and for good reason. In the face
of their own continuing distress, for which they can find little or no relief, they are
often met with disbelief and skepticism from others. Their feelings of stigma and
not being understood are often reinforced by mental health professionals’ use of
unhelpful diagnostic labels, obsolete theories about the cause of FSDs that imply a
mind-body dualism, and provision of a pessimistic prognosis (Rudich et al. 2008,
2010). Furthermore, many health professionals underestimate these patients’ need
for validation that their problems are both distressing and real. This further fosters
the feelings of invalidation and embitterment that have been demonstrated in
patients with FSDs (Blom et al. 2012; Kool et al. 2009).

Not surprisingly, these patients frequently have turbulent relationships with the
health professionals treating them. The patient may cling on to a medical specialist,
whom they idealize and believe to be a “last resort” who will cure them. Often, of
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course, this rapidly leads to disappointment on the part of the patient and reproach.
This, in turn, tends to induce feelings of contempt and rejection in the professionals
treating the patient; even if these feelings are not communicated explicitly, they can
be demonstrated nonverbally, for example, through facial expressions of affect
(Rasting et al. 2005). These negative interaction patterns are likely to reduce the
patient’s response to treatment, particularly if the dynamics between patient and
health professional are not appropriately addressed.

We believe that many iatrogenic effects of treatment in these patients are due to
the dynamics outlined above (Luyten and Abbass 2013). We therefore believe it is
crucially important for the management and treatment of patients with FSDs to
understand that these patients often suffer from severe problems with epistemic
trust. These problems may have been premorbidly present, originating from dis-
rupted attachment experiences, and/or may arise from or be reinforced by negative
relational experiences, including experiences in relationships with health profes-
sionals (Luyten et al. in press).

Epistemic trust is, in essence, the capacity to trust others as a reliable source of
knowledge about the world. This capacity first develops in young children in the
context of their relationships with attachment figures. Individuals who experienced
attachment disruptions in early life often have problems not just with trusting others
on an emotional level but also with epistemic trust. These difficulties with epistemic
trust may, when severe, be expressed in cycles, from being overtrustful of others to
complete epistemic distrust, expressed in epistemic hypervigilance. The individual is
constantly on his/her guard: “Can I trust the advice or opinion of others?” Epistemic
distrust is particularly prevalent among individuals with dismissive and disorganized
attachment styles; these attachment styles are commonly found in patients with
FSDs, as we have outlined above (Waller and Scheidt 2006). Epistemic distrust
impairs patients’ capacity to form a therapeutic alliance with health professionals and
to accept help from others more generally. It may also explain the attitude of some of
these patients toward health professionals, which can verge on paranoia.

Another facet of this distrust is patients’ tendency to ruminate on what they expe-
rience as others’ unwillingness to believe that they are actually ill (Van Houdenhove
and Luyten 2008). Studies have shown this tendency to be related to these patients’
feelings of invalidation, loneliness, and sometimes embitterment (Kool et al. 2009).
Thinking in psychic equivalence mode, “I feel as if nobody cares about me and my
illness, therefore nobody does care,” only tends to reinforce these feelings, and this
often escalates to distrust in the medical profession and even to beliefs that, as well
as not wanting to help, medical professionals want to harm the patient. Restoring
epistemic trust through validation and communicating understanding is therefore a
prerequisite for any treatment of these patients.

9.3 Management and Treatment

Management of patients with FSDs needs to take into account three core features of
these patients from an attachment perspective: (a) their overreliance on secondary
attachment strategies, (b) their mentalizing problems, and (c) their difficulties with
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epistemic trust. These three features, particularly when excessively present, may
seriously impede the patient’s ability to form a working relationship and thus is
likely to reduce the benefit of any treatment.

A clinical approach that validates these patients’ suffering may counter their
epistemic distrust and recover their capacity to mentalize. This will open up patients’
capacity to consider alternative perspectives regarding their complaints and their
own developmental history and future. These are necessary prerequisites for any
treatment to be successful. This is often a slow process that requires considerable
empathy and tolerance of negative affect on the part of the clinician.

It is particularly important for clinicians to be constantly aware of the potential
for their interventions to be iatrogenic, given how common it is for these patients to
use secondary attachment strategies/nonmentalizing modes either as a cause or a
consequence of their symptoms. This frequently leads to high rates of dropout and/
or stormy transference and countertransference issues that are difficult to resolve
even in long-term treatment (e.g., idealization—denigration cycles, regressive depen-
dency, sadomasochistic transferences, etc.) (Luyten and Abbass 2013).

Interventions based on these and related assumptions have been shown to be
effective in the treatment of these patients. A meta-analysis by Abbass et al. (2009)
of 23 studies of short-term psychodynamic psychotherapy for people with FSDs (13
randomized controlled trials and 10 case series with pre—post outcome assessment)
reported significant effects for physical symptoms, psychiatric symptoms, and
social adjustment; these effects were maintained at long-term follow-up. Brief
dynamic treatment was found to be associated with a 54 % greater treatment reten-
tion rate compared to control treatments; this suggests that this type of treatment can
address many of the interpersonal issues that render these patients difficult to
“reach” and treat successfully. Notably, even very brief treatments have been associ-
ated with considerable improvement. Recent research evidence also suggests that
psychodynamic treatments influence the neurobiological circuits involved in stress,
affect regulation, and mentalizing (Abbass et al. 2014), congruent with the views
advanced earlier in this chapter.

For patients whose FSD is more severe, longer-term, multicomponent interven-
tions may be indicated. Recently, Koelen et al. (2014) published a meta-analysis of
ten randomized controlled trials and six nonrandomized trials, with a total of 890
patients receiving psychotherapy and 548 patients receiving treatment as usual
(TAU). They reported that multicomponent treatment was more effective than TAU
for physical symptoms (d=0.80 vs. 0.31, p<.05) and functional impairment
(d=0.45 vs. 0.15, p<.01), but not for psychological symptoms (d=0.75 vs. 0.51,
p=.21). Importantly, these effects were maintained at long-term follow-up.

The formulations put forward in this chapter are in line with the core tenets of
more interpersonally oriented psychodynamic treatments for patients with FSDs,
such as brief interpersonal psychotherapy (Guthrie et al. 1999; Sattel et al. 2012;
Thomas et al. 2009) and dynamic interpersonal therapy (DIT) (Lemma et al. 2010).
These treatments focus on the here and now, placing greater emphasis on current
interpersonal issues and their relation to the patient’s presenting symptoms rather
than the patient’s history, and focusing on the process of reflecting on the connec-
tions between interpersonal problems and symptoms. In DIT in particular, the focus
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is often more on the process of mentalizing than the content, as focusing on content
(e.g., the connection between the patient’s presenting symptoms and interpersonal
issues he/she has experienced, whether in the present or the past) often exceeds
these patients’ mentalizing abilities, particularly in the early stages of treatment and
in patients with chronic or multiple FSDs.

Conclusions

This chapter presents a contemporary attachment-based approach to the concep-
tualization and management of patients with persistent somatic complaints. The
central assumption of this chapter is that contemporary attachment approaches
provide the clinician with a broad, evidence-based theoretical framework that
helps to understand the connections between the patient’s presenting problems,
his/her subjective responses to these complaints, and his/her developmental his-
tory. These formulations also have clear implications for the management of
these patients regardless of the specific treatment approach used — for instance,
the importance of health professionals being keenly aware of the importance of
distinguishing between premorbid vulnerability and the patient’s response to his/
her complaints and the potential for iatrogenesis in treatment, given these
patients’ impairments in epistemic trust and mentalizing.
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In this chapter, we will summarize an approach to using attachment-informed care
in the Toronto Western Hospital (TWH) Bariatric Surgery Program as an illustrative
case example of how attachment style can be integrated into the clinical care of
patients in medical settings. We begin with an overview of the impact of attachment
style on obesity and bariatric surgery care, followed by details on the integration
and application of attachment theory on bariatric surgery patients.

10.1 Insecure Attachment in Bariatric Care

Direct and indirect evidence implicate insecure attachment as a predisposing factor
for obesity. Starting with correlational evidence, early childhood physical and ver-
bal abuse, which increases vulnerability to insecure attachment, is associated with
obesity (D’Argenio et al. 2009). Furthermore, mothers of obese children are more
likely to have an insecure attachment style than mothers of non-obese children
(Trombini et al. 2003), suggesting a role of relational dynamics in the development
of obesity.

Looking more closely at disordered eating behavior, approximately 60-70 % of
patients suffering from severe obesity (body mass index >35) have a lifetime history
of a psychiatric disorder, with eating disorders (predominantly binge eating disor-
der) being especially common (Mitchell et al. 2012; Sockalingam et al. 2011a;
Strimas et al. 2014). About 13-27 % of candidates for bariatric surgery have had
binge eating disorder during their lifetime (Mitchell et al. 2012; Sockalingam et al.
2011a). Attachment theory is a valuable framework for understanding eating
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pathology because the difficulties with emotion regulation that are common in inse-
cure attachment are also a core component of binge eating and emotional eating.
High attachment anxiety is associated with disinhibited eating and may mediate the
relationship between disordered eating and body mass index (Wilkinson et al.
2010). Tasca and Balfour reviewed the literature on attachment theory and eating
disorders and concluded that attachment insecurity is not necessarily related to a
specific eating disorder diagnosis, but rather attachment insecurity and particularly
attachment anxiety are associated with more severe eating disorder symptoms
(Tasca and Balfour 2014). In a study of 1388 bariatric surgery candidates from the
TWH Bariatric Surgery Program, both attachment avoidance and attachment anxi-
ety were significantly associated with binge eating disorder, and this association
was mediated by emotion regulation (Shakory et al. 2015).

Attachment avoidance has been shown to adversely affect bariatric surgery out-
comes and treatment adherence. Poor mental quality of life in bariatric surgery
patients was associated with depressive symptoms and attachment avoidance (and
not attachment anxiety, low social support, age, body mass index, or eating psycho-
pathology) (Sockalingam et al. 2011b). Similarly, only attachment avoidance and
older age were significant predictors of not attending appointments 12 months after
bariatric surgery after controlling for distance patients traveled to care and other
demographic variables (Sockalingam et al. 2013b).

Given the potential for psychosocial complications after bariatric surgery, which
range from nonadherence to diet to exacerbation of mood disorders and suicide risk,
attention to attachment style is important to increase engagement in ongoing moni-
toring and support after surgery. Bariatric clinicians should consider the attachment
style of patients presenting for bariatric surgery to aid in understanding the causes
for obesity and to support patients with long-term weight loss after surgery.

10.2 The TWH Bariatric Surgery Program

The TWH Bariatric Surgery Program (TWH-BSP) is one of two assessment centers
within the six-hospital University of Toronto Bariatric Surgery Collaborative. TWH
assesses potential bariatric surgery patients for three hospitals and all pre- and post-
surgery assessments occur at this center. The TWH-BSP is one of the largest bariat-
ric surgery programs in Canada and has a comprehensive multidisciplinary
assessment protocol for all surgical candidates. The program’s assessment pathway
and tools are based upon recommendations from the Ontario Bariatric Surgery
Network (developed by the province’s Ministry of Health and Long Term Care) and
best practice guidelines. The TWH-BSP assessment team includes a diverse inter-
professional team consisting of nurse practitioners, nurses, social workers, psychol-
ogists, dieticians, psychiatrists, an internist, and surgeons. The program provides
psychosocial assessment and education, performs surgery on over 700 patients
annually, and follows these patients for 5 years after surgery.

We have previously described the comprehensive assessment pathway for bariat-
ric candidates (Pitzul et al. 2014). Following orientation and additional information
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about surgical procedures, approximately 50 % of patients do not continue with
bariatric surgery assessment. Those patients who continue are assessed at least four
times by program team members before surgery, including a psychiatric
evaluation.

Following surgery, patients receive routine self-report questionnaires to monitor
psychosocial status at month 3, 6, and annually thereafter until 5 years postsurgery.
Additional supports are provided by individual TWH-BSP team members based on
patients’ needs. All patients will receive psychiatric treatment within the program
for identified psychopathology during the presurgical and postsurgical phase.
Finally, psychosocial supports after surgery range from individual cognitive behav-
ioral therapy (CBT), supportive psychotherapy, biweekly support groups, and an
18-month CBT and mindfulness group.

10.3 The Role of Psychosocial Assessment in Bariatric
Surgery

Although obesity itself is associated with high lifetime rates of psychiatric illness,
current psychiatric disorders are present in almost 40 % of candidates presenting for
bariatric surgery (Kalarchian et al. 2007). Approximately 30 % of candidates report
clinically significant major depression. Moreover, 20 % of patients in the preopera-
tive phase suffer from binge eating disorder, and 5-20 % may also meet criteria for
night eating syndrome (de Zwann et al. 2003; Allison et al. 2006). These conditions
often co-occur with other psychiatric disorders, with nearly 50 % and 30 % of
patients also suffering from comorbid depression and personality disorders (mainly
narcissistic and borderline personality disorders), respectively (Allison and Stunkard
2005). Furthermore, approximately 1 in 3 patients presenting for bariatric surgery
have a lifetime history of a substance use disorder and should be screened and man-
aged appropriately in the preoperative phase to mitigate potential relapse
postsurgery.

Given the high rates of psychiatric illness in patients undergoing bariatric sur-
gery, evidence supports the need for psychiatric intervention delivered in an inte-
grated team setting. Weight loss postsurgery should not be considered a substitute
for the treatment of major depression or other disorders in a multidisciplinary team
(Wadden et al. 2007).

Programs using psychological evaluation have estimated that 15-18 % of referred
patients are excluded or delayed for surgery based on psychiatric reasons (Pawlow et al.
2005). The most common reasons for exclusion or delay are significant psychopathol-
ogy, active disordered eating, and lack of understanding of the surgery (Pawlow et al.
2005; Merrell et al. 2012). In our own sample of 367 individuals who were referred to
our program, posttraumatic stress disorder, generalized anxiety disorder, and substance
use disorder were the most common reasons for patients not completing the assessment
component of the bariatric surgery process (Sockalingam et al. 2013a).

Attrition for those referred for bariatric surgery is quite high. In reviewing the
charts of 1237 patients referred to our program, 61 % elected to remove themselves
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from the program and only 36 % underwent surgical treatment (Pitzul et al. 2014).
Reasons for self-removal are often unknown and require further study. Nonetheless,
low engagement of patients with psychopathology and perhaps insecure attachment
style have been purported as potential reasons leading to surgery noncompletion
during this presurgery assessment process (Sockalingam et al. 2013a, b).

10.4 The Rationale for Postoperative Mental Health Services

The impact of psychiatric history and active psychiatric disorders on weight loss
after surgery is not known at this time. Therefore, the rationale for postoperative
mental health services relates to the significant physical and mental impairment that
may manifest in patients more than 2 years after surgery (Karlsson et al. 1998). At
4-year follow-up, bariatric surgery patients have demonstrated increases in mood
and anxiety symptoms compared to 1-year postoperative levels (Karlsson et al.
2007). Serious psychiatric adverse events are rare, but anecdotal cases of suicide
post-bariatric surgery highlight the need for screening and treating uncontrolled,
severe depression in the pre- and postoperative phases of follow-up (Omalu et al.
2005). Alcohol use disorders can also emerge after bariatric surgery and warrant
ongoing monitoring and education to minimize this complication in at-risk patients
(King et al. 2012). Furthermore, undiagnosed and untreated anxiety and depression
will impair adherence to prescribed diet and exercise regimens necessary for main-
taining weight loss in the postoperative phase. This could be exacerbated by avoid-
ant attachment style, which has been shown to be a risk factor for poor medication
and self-care adherence (Ciechanowski et al. 2004; Sockalingam et al. 2013Db).

Although eating psychopathology such as binge eating decreases after surgery,
46 % of patients report a recurrent loss of eating which could lead to weight regain
in a subset of patients (Kalarchian et al. 2002). Moreover, postoperative loss of
control over eating can impair long-term quality of life and result in weight regain
after surgery (White et al. 2010). Therefore, appropriate services and psychosocial
support in the postoperative phase are needed to minimize binge eating, substance
use, and impulse control behaviors in bariatric surgery patients.

10.5 Choosing Attachment and Psychosocial Measures
in the TWH-BSP

The TWH Bariatric Surgery Program was developed with a focus on monitoring
patient outcomes from its inception. Given the role of attachment style and effects
on obesity and bariatric surgery outcomes, the measurement of attachment style was
felt to be instrumental to the program’s psychosocial quality of care “dashboard.”
Principles for selecting psychosocial measures to be used in clinical care consisted
of the following: (1) current evidence exists for its use in bariatric surgery or other
medically ill patient populations; (2) questionnaire length is such that it increases
the likelihood of completion by patients; and (3) there is a high probability of use
by an interprofessional team to identify and track patient outcomes.
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Using these three principles, we selected the following measures to monitor
patient outcomes longitudinally after bariatric surgery for the 5-year follow-up.
First, we chose a measure of attachment style. A self-report measure was required
due to the high volume of patients seen in the program (over 1000 patients per year).
In examining self-report measures, the Relationship Questionnaire developed by
Bartholomew and Horowitz was the briefest measure (Bartholomew and Horowitz
1991); however, a dimensional approach was preferred to measure the full range of
anxious and avoidant attachment in bariatric patients. In an effort to balance length
of the attachment measure and dimensional assessment across anxious and avoidant
domains, we opted to use the 16-item modification of the Experiences in Close
Relationships scale (ECR-16), which was validated in a medically ill patient popu-
lation (Lo et al. 2009). A 12-item version of the ECR is also available and could
have been used in our setting (Wei et al. 2007). In addition, we measured three
health outcomes: disability (Sheehan Disability Scale) (Leon et al. 1997), depres-
sive symptoms (Patient Health Questionnaire-9) (Kroenke et al. 2001), and anxiety
symptoms (Generalized Anxiety Disorder-7) (Kroenke et al. 2010). All measures
were incorporated as part of presurgery assessments and at major follow-up mile-
stones, such as 6 months postsurgery and annual follow-up until 5 years after sur-
gery. Given the brevity of the tools, they were readily utilized in clinical practice
and provided real-time information to guide clinical care.

10.6 Attachment Theory in the Clinical Practice
of Bariatric Surgery

Because the data from our bariatric surgery program indicated that attachment
avoidance was associated with both quality of life prior to surgery and adherence to
appointments after surgery (Sockalingam et al. 2011b, 2013b), we developed an
interprofessional approach to managing patients with insecure attachment, which
aimed to improve engagement, treatment adherence, and psychosocial outcomes.
This approach consisted of teaching the attachment model to all program team
members, developing a menu of treatment options that could be adapted to attach-
ment subtypes and teaching patients about attachment style.

10.6.1 Preparing the Team to Use the Attachment Model

Early in the development of the bariatric surgery program, we introduced all team
members to attachment theory, using data from our program to guide our discus-
sions. Nurses, social workers, psychologists, psychiatrists, surgeons, and dietitians
and all other team members were educated about attachment theory as part of dif-
ferent professional development rounds and team retreats. Moreover, a range of
team members participated in research initiatives examining the impact of attach-
ment style on bariatric patient outcomes, which increased team engagement and
application of this model. Soon after this early education initiative, weekly case
review rounds with the interprofessional team included discussions of patients’
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attachment anxiety or avoidance in relation to engagement with the treatment team
and the ability to adhere to nutritional changes postsurgery. Over time, the team
began using attachment theory within their repertoire of skills in assessing patients
and identifying potential relational risk factors for nonadherence and psychological
distress. Following our development of team competency in applying attachment
theory, we developed a menu of treatment options to support patients with insecure
attachment. We will use the example of Mary to illustrate how attachment theory is
used in our program.

Case of Mary

Mary was a 48-year-old female with a body mass index of 44 who was referred
to our clinic for bariatric surgery by her endocrinologist because of “uncon-
trolled diabetes.” Her diabetes team had been having difficulties with Mary’s
problematic blood sugar control and high HbAlc as a result of nonadherence
to her diabetic regimen of medications and recommended diabetic diet. Mary
told the team that she wanted to undergo bariatric surgery because she was
“fed up with her pills and injections.” She also expressed frustration with the
diabetes care providers. She was concerned about her diabetes team whom
she felt “keeps prescribing me medications that cause me more problems and
weight gain.”

During her assessment, Mary reported coping with stress by resorting to
food for comfort. She endorsed a history of binge eating that dated back to her
adolescent years.

Mary described how she currently worked as a receptionist in a legal office
and tended to keep to herself at work. She had limited recreational activities
and spent most nights at home alone. She did not have many friends and did
not keep in touch with family members. She prided herself on “being self-
reliant.” In addition, Mary had ended a relationship with her boyfriend of 1
year only 3 months prior to our assessment. She ended this relationship
because of his infidelity. She talked about her dissatisfaction with two previ-
ous relationships with men “who wanted to control me.”

Although Mary had made changes in her diabetes management and diet
before surgery, she was required to work with the TWH-BSP team members,
specifically the nurses and dietitians, to improve her diabetes control and her
diet prior to surgery. Initially, she would not respond to emails or phone calls
from the team; howeyver, she eventually engaged with two team members who
remained supportive despite her early ambivalence.

After surgery, Mary remained distant from team members and missed sev-
eral appointments. She stopped her vitamins for the first few months after
surgery and then presented in need of urgent care for iron deficiency. She met
with the same nurse she had seen prior to surgery who had been supportive
despite her challenges. At this point, Mary was willing to discuss restarting
her vitamin supplements.
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Mary was assessed with both the ECR-16 and through a detailed history of rela-
tionship patterns, coping, and emotion regulation (Gratz and Roemer 2004). When
high attachment avoidance is identified, as it was in Mary, the team discusses the
person to better understand how their attachment style could lead to decreased inter-
action with team members, which is a significant concern given that up to 75% of
all patients do not follow up at 2 years postsurgery (Garb et al. 2009). In this case,
most team members had found it difficult to engage with Mary; however, she was
able to communicate regularly and more easily with the bariatric dietitian. Therefore,
the team dietitian and nurse, who also had a good therapeutic alliance with Mary,
formed Mary’s core clinical team for longitudinal care. For situations where Mary
needed more specialized care from other team members, her designated nurse and
dietitian facilitated these interactions and in some cases would provide “friendly
hand offs” in which they would accompany Mary as she was introduced to another
team member. In addition, these two team members coordinating Mary’s care would
also receive team support and advice from the psychosocial team members when
psychological and relational issues arose during Mary’s care. Moreover, all team
members involved in Mary’s care were aware of her need for autonomy and self-
control of her care. We reinforced and reiterated the need for consistent and empathic
postoperative care by all team members.

In addition, patients identified as having high attachment avoidance are provided
with the option of arranging telephone or online CBT (Cassin et al. 2013), before or
after surgery based on their schedule and need. Mary’s care included a referral for
telephone CBT to a psychologist in the program who was introduced through a
friendly hand off. The use of online or telephone modalities for CBT can provide
patients with avoidant attachment with more autonomy in their psychological treat-
ments because appointments can be scheduled at their convenience. Furthermore,
the lack of face-to-face interaction may allow for a greater engagement for those
with dismissing attachment, who favor less interpersonal closeness. In addition,
dietitians provide these patients with e-mail access during the postoperative phase
to facilitate greater long-term engagement in care.

Patients in our program with high attachment anxiety receive a similarly proac-
tive approach to care involving, for example, a schedule of regularly follow-up
appointments with core team members. This structure mitigates the anxious signal-
ing of attachment needs, such as frequent e-mails or telephone calls. Patients with
high attachment anxiety who have difficulty maintaining control over eating or have
trouble adhering to postsurgery diet regimens are assigned to a specific dietitian to
meet with them more frequently than the routine six- or twelve-month follow-up.
Dietitians are trained in CBT techniques and use these skills to educate patients
about emotional factors contributing to eating psychopathology, as well as introduc-
ing common coping strategies and behavioral modifications. Additional appoint-
ments with psychologists or psychiatrists in the program are scheduled to address
more significant affect dysregulation exacerbating eating behaviors in the context of
attachment anxiety.

The relevance of relationship styles to bariatric care has also been shared with
patients in our program’s biweekly bariatric surgery support group. Healthcare
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professionals in our program facilitate these groups with the goal of imparting infor-
mation, fostering interpersonal learning, and promoting universality in the partici-
pants’ experience of managing psychosocial issues related to bariatric surgery. As
part of our psycho-educational group sessions, attachment theory is introduced to
patients, and patients are supported in reflecting on their own attachment patterns.
Anecdotally, these sessions often include personal and shared insights into group
members’ pervasive anxious or avoidant styles. Moreover, these sessions generate a
dialogue on attachment theory that links to their preferred care in the bariatric sur-
gery program.

Long-term care with patients with insecure attachment styles, like Mary, can lead
clinicians to experience frustration and a sense of helplessness as a result of perva-
sive relational patterns that disrupt care. Our surgical colleagues have observed that
attachment theory has provided greater insights into problematic relationship pat-
terns and allows them to better triage patients to appropriate supports within the
program. Notably, recognizing attachment patterns has facilitated more open dis-
cussion of clinician’s countertransference reactions in an effort to better manage
these reactions to patients, who are quite challenging for most professionals.

10.7 Summary

This case study of the TWH-BSP demonstrates a multimodal approach to integrat-
ing attachment theory into clinical care, in this case an interprofessional bariatric
surgery program. It is possible to structure clinical programs to routinely recognize
insecure attachment styles that may compromise clinical care. Moreover, educating
our interprofessional bariatric surgery program in attachment theory has fostered a
unified language within our program across healthcare professions for describing,
assessing, and treating attachment behaviors in a more cohesive manner. It is hoped
that this case study exemplifies the use of attachment theory in programmatic
improvements to patient care in a bariatric setting. Through our experience, we
hope that this real-world example demonstrates how attachment theory can be prac-
tically implemented at key interfaces of clinical care in medical settings.
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PartlVv
The Future



Tara Kidd

In any good story there has to be a who, what, and why. So far, the preceding chap-
ters have dealt with the who and what parts of our story with a comprehensive
overview of attachment and its applicability to medical settings, in particular how
attachment is involved in affect regulation for people with different attachment
styles (who) and subsequent patterns of behaviours (what) are used to cope with
chronic illness, self-management, and doctor-patient interactions.

The purpose of this chapter is to examine whether adult attachment insecurity
confers a risk to physical health by examining the physiological components of the
stress experience. It will focus primarily on the association between attachment and
physiological stress responses as one potential mechanism that may explain “why”
individual differences in regulatory strategies may be implicated in aetiology of
disease. We begin by providing a brief overview of stress and health, then describe
the impact of attachment processes on stress response, integrate these findings into
the broader context of the stress literature, and end by mapping out future directions
for contributing research.

11.1 Background

The idea that stress influences the aetiology and maintenance of illness has spawned
a vast literature over the years. Stress can be defined as a “real or interpreted threat
to the physiological or psychological integrity of an individual that results in physi-
ological and/or behavioural responses” (McEwen 2000a p. 508). Stress results
when the demands of internal or external events exceed available resources (Lazarus
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and Folkman 1984). These demands can be diverse, ranging from physical chal-
lenges to real or perceived psychological threats. Despite much evidence demon-
strating that stress is associated with a wide range of physical disorders (Cohen
et al. 2012; Juster et al. 2010; Steptoe and Kivimiki 2012), the underlying mecha-
nisms linking stress to health are still not fully understood (Segerstrom and
O’Connor 2012; Steptoe 1991).

Current understanding of the biological responses associated with stress centres
on the allostatic model (McEwen 2007). Allostasis refers to the process whereby an
organism maintains physiological stability by promoting changes that improve
one’s ability to adjust to environmental demands and increase survival during an
acute challenge (Sterling and Eyer 1988). The physiological response to an acute
stressor consists of two parts: initiation and cessation.

Initiation involves a threat being detected in neocortical and limbic centres in the
brain and the activation of the hypothalamic-pituitary-adrenal (HPA) axis. In brief, the
hypothalamus releases corticotropin-releasing factor (CRF) and vasopressin into the
anterior pituitary, stimulating the release of adrenocorticotropic hormone (ACTH),
which then triggers the adrenal cortex to release the glucocorticoid, cortisol. Acute
release of cortisol has numerous effects on the body including mobilisation of energy
to muscle, enhancing cardiovascular responsiveness, inhibition of reproductive physi-
ology, decreasing appetite, and increasing cognition (Sapolsky et al. 2000). The hypo-
thalamus also activates the adrenal medulla, as part of the sympathetic branch of the
autonomic nervous system (ANS) response, resulting in the release of the catechol-
amines epinephrine and norepinephrine. The release of this cascade of hormones
enables energy to be provided to support a “fight-or-flight” response.

There is also a complex interactive relationship between the brain and endocrine
and immune systems (Bilbo and Schwarz 2012; Irwin and Cole 2011). The immune
system can signal the brain using chemical messengers called cytokines (e.g. IL-1,
IL-6). Cytokines can alter the activity of neurotransmitters in the brain, most nota-
bly CRF, which stimulates the hypothalamus and the production of cortisol. In turn,
the immune function can be modified via the HPA axis and the various hormones
secreted by the pituitary, adrenal, and endocrine organs. In addition, the sympathetic
nervous system activates the innate immune response of inflammation, whereas
HPA axis activation results in increased levels of circulating concentration of corti-
costeroids which inhibits various immune activities, such as cell-mediated acquired
immunity. These actions are designed to rapidly defend the body from immediate
injury or infection (Sapolsky et al. 2000; Segerstrom and Miller 2004). Importantly,
in healthy humans, once the perceived stress has passed, cortisol levels negatively
feed back to the brain causing the cessation of CRF, which in effect turns off the
HPA axis and returns the body to a resting state.

The allostatic systems promote adaptation to stressful events and are most useful
when mobilised and terminated swiftly. Over time, frequent activation can lead to
excessive strain on the body and pathophysiological alterations in stress-sensitive
neuroendocrine, cardiovascular, and immune systems. These include structural and
functional abnormalities in key stress-sensitive regions in the brain (McEwen 2000b).
These consequences are termed allostatic load (McEwen 1998). Allostatic load is
one pathway that may explain a direct link between stress and physical health.
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One consequence of pathophysiological alterations is dysregulation in stress sys-
tem responses. For instance, hyperreactivity, or the tendency to respond to an acute
stressor with an abnormally large physiological response, has frequently been
invoked to explain the link between biological stress response and health (Chida and
Hamer 2008). Support comes from a wide variety of sources including acute labora-
tory studies where individuals with particular disorders, such as chronic inflamma-
tory conditions, display hyperreactive HPA responses to an acute stressor (Whitworth
et al. 2005). Hyperreactivity has also been associated with the initiation of down-
regulation of key anti-inflammatory pathways leading to the development of a
chronic inflammatory state (Nijm and Jonasson 2009). Similarly, it is thought that
alterations in the glucocorticoid-cytokine feedback loop may be responsible for
chronic inflammatory disease (Kunz-Ebrecht et al. 2003).

Causal certainty about this hypothesis would require prospective data of initially
healthy individuals who developed such diseases, but is unavailable for many clini-
cal conditions. However, heightened biological responses did predict future hyper-
tension and progression of subclinical cardiovascular disease (Hamer et al. 2012).
Hamer et al. (2012) also observed an association between cortisol reactivity and
incident hypertension, with a 59 % increase in the odds of hypertension per standard
deviation change in cortisol responsivity during an acute laboratory stressor.

The assumption underlying acute stress studies is that a person who reacts with
a heightened response in the lab will experience repeated episodes of heighted bio-
logical activity in everyday life, causing a cumulative effect that will impact on their
health over time (Kidd et al. 2014a). A major limitation within the stress literature
is that there is no explanation of why some individuals experience heightened
responsivity and subsequently poorer health outcomes but others do not (Steptoe
1991). Conventionally, these individual differences are explained by the genetic and
biological predisposition of the person (Juster et al. 2010). These factors are cer-
tainly important in explaining differences in response, but they are limited in their
ability to account for susceptibility. An alternate explanation in determining vulner-
ability or resilience to stress-related diseases is to examine individual differences in
the brain’s interpretations of a perceived threat and the subsequent response to the
threat (Lupien and McEwen 1997).

If we can understand individual differences in threat appraisal and response, we
may start to understand the underlying mechanisms linking stress and health. The
hypothesis we now explore is that attachment dimensions that influence threat per-
ception and response account for this individual susceptibility and may contribute
to the aetiology and maintenance of illness.

11.2 Attachment and Physiology

The attachment system was originally conceived of as a psychobiological process
selected for by evolution because of its utility in ensuring the survival of an infant,
by reinforcing basic capacities to respond to danger or potential threat (Bowlby
1969). Bowlby (1969/2005) believed that three different types of threat activated the
attachment system: personal stressors (hunger, pain, illness), environmental
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stressors (frightening, challenging, or dangerous events), and relationship threat
(conflict, lack of proximity, death). In infants, both emotional and physiological
arousal are regulated by the response of the caregiver during a threat. Repeated
interactions between an infant and caregiver result in the infant learning to regulate
him- or herself independent of the attachment figure, by developing internal work-
ing models. Internal working models consist of a set of expectations related to
threat, strategies to express or inhibit emotions, and the capacity to mount a physi-
ological response to a perceived threat (Hazan and Shaver 1987). Anxious attach-
ment expectations are based on inconsistent care during infancy; such individuals
are hypervigilant to potential threat and distress is amplified to ensure care is pro-
vided. Avoidant attachment expectations are that care will not be available and so
deactivating strategies that promote autonomy are favoured (Fraley et al. 1998;
Mikulincer et al. 2003).

These early interactions are also believed to be crucial in the development of
brain regions associated with the regulation of stress systems (Teicher et al. 2003).
In particular, this applies to those regions critically involved in the regulation of the
HPA axis such as the hippocampus (Sanchez et al. 2001; Teicher et al. 2003).
Considerable evidence suggests that consistently responsive caregiving is associ-
ated with attenuated stress reactivity throughout the lifespan, which promotes ade-
quate biobehavioural regulation (Gunnar 1998). Conversely, insensitive or
non-responsive caregiving has been linked to increased stress responsivity (Lupien
et al. 2009; Repetti et al. 2002). This has led many researchers to believe that attach-
ment processes may “fine-tune” the HPA axis.

11.3 Early Life and the Stress Response

There is a wide literature that supports the existence of a relationship between early
caregiving experience and HPA axis dysregulation in animals and humans, whereby
adverse early life experience stimulates up- or downregulation of adult cortisol
stress response. As a consequence, the ability of stress systems to function and
respond normally becomes compromised (Carpenter et al. 2009; Heim et al. 2000;
Lueken and Lemery 2004; Lupien et al. 2009). Research has largely examined these
processes in groups that have experienced trauma or abuse (Repetti et al. 2002;
Taylor 2010). However, non-traumatic, lower level stress in infancy, such as non-
nurturing and non-responsive caregiving, can also compromise functioning of the
HPA axis (Taylor 2010). A review by Chorpita and Barlow (1998) reported that
families characterised by low levels of warmth and controlling parenting had chil-
dren with a hyperreactive cortisol response to stress. Over time it is believed that
repeated activation of stress systems gives way to hypocortisolism as the HPA axis
loses its resilience, alongside mounting increases in allostatic load (McEwen 1998).
Accordingly, the early environment may influence the HPA stress response across a
spectrum of environment quality, involving multiple parameters of the HPA axis, as
well as alterations in functioning over time. Importantly for our purposes, attach-
ment insecurity has also been associated with adverse early life experience (Quirin
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et al. 2008). It has been suggested that attachment relationships in humans may
function to modulate physiological reactions to distress in both children (Gunnar
et al. 1996) and adults (Carpenter and Kirkpatrick 1996; Maunder et al. 2006;
Pierrehumbert et al. 2009).

11.4 Reactivity and Regulation: The Role of Emotion
in Stress Response

It is believed that the internal working models of attachment formed in infancy
remain linked to the psychological and biological systems that regulate threat
(stressor) appraisal, response, and recovery (Bowlby 1969). In particular, indi-
vidual differences in the propensity for threat detection (emotional reactivity)
and the strategies used to minimise distress (emotional regulation) have received
support in the literature as the underlying core structure of working models of
attachment that may explain individual difference in stress responsivity
(Pietromonaco et al. 2006). The implication is that individuals who are more
emotionally reactive will have a greater sensitivity to threat across more con-
texts, because they see a wider range of events as being threatening (Mikulincer
et al. 2002). The result is a higher frequency of activation of the attachment sys-
tem and a greater need to regulate feelings of distress. Indeed a relatively robust
finding is that individuals who are anxiously attached self-report greater and
more frequent episodes of distress (Davis et al. 2003; Kidd and Sheffield 2005;
Maunder et al. 2010).

In contrast, attachment avoidance is organised around deactivating strategies of
affect regulation, which prevent the activation of the attachment system by inhibit-
ing appraisal and monitoring of threat, suppression of distress-related thoughts, and
inhibition of proximity-seeking behaviours (Dewitte et al. 2008; Fraley et al. 1998).
To a large extent, studies have shown that avoidance is associated with low subjec-
tive reports of distress (Fraley and Shaver 1997; Kidd et al. 2013). However, inter-
pretation of these findings has become complicated by research that has demonstrated
that attachment avoidance strategies are not always effective, particularly during
chronic stress, or when task demands inhibit the person’s ability to control responses
(Mikulincer et al. 1998). In fact, several studies have shown that avoidant individu-
als actually report greater emotional distress (Dewitte et al. 2010; Goldberg et al.
1994).

11.5 Attachment and Cortisol Response to Acute Stress

Unlike subjective reports, physiological responses are automatic and occur below
conscious awareness; they can provide a different insight into affective responses
than those revealed through subjective reports or more controllable responses and
thus may contribute to our understanding of how attachment may confer risk to
physical health (Dickerson and Kemeny 2004).
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Work that has examined attachment and acute stress responses has focused on
cortisol, because it is believed that the HPA axis is particularly sensitive to attach-
ment processes as it responds in situations that evoke social-evaluative threat spe-
cifically (Blascovich and Tomaka 1996; Dickerson and Kemeny 2004; Denson et al.
2009), is sensitive to interpersonal situations (Diamond 2001; Kirschbaum et al.
1995), and shows individual variation in response (Gerra et al. 2001).

The majority of studies have focused on examining attachment and physiological
responses to interpersonal acute stress tasks in the laboratory. Overall, HPA axis
reactivity appears to be modulated by attachment insecurity, although the type of
insecurity varies between studies. Rifkin-Graboi (2008) found that attachment
avoidance in young male college students was associated with increased cortisol
reactivity, when they were asked to visualise and respond to hypothetical situations
concerning loss, separation, and abandonment.

A more frequently used technique is to examine romantic couples in the labora-
tory and monitor their cortisol response while they engage in a discussion. Typically,
conflict within the relationship has been the preferred context for assessment; the
couple identifies an area of disagreement and then proceeds to discuss it for a spe-
cific period of time, during which stress responsiveness is evaluated. For example,
Powers, Pietromonaco, Gunlicks, and Sayer (2006) obtained saliva samples from
124 young dating couples, before, during, and after a conflict discussion. Higher
levels of attachment anxiety or fearful attachment in males were associated with
increased cortisol levels and longer recovery, whereas females with high levels of
avoidant attachment had higher levels of cortisol before and during the task but
reduced significantly once the task was finished. Similarly, attachment anxiety pre-
dicted cortisol reactivity and recovery in both males and females during a conflict
negotiation task (Laurent and Powers 2007).

The finding that anxious attachment is associated with increased physiological
response to an acute stressor appears to be relatively consistent within the interper-
sonal literature (Powers et al. 2006) and is in accordance with the emotional reactiv-
ity literature (Davis et al. 2003; Kidd and Sheffield 2005). The observed responses
are not confined to conflict resolution tasks; similar outcomes are reported when the
stressful condition is a discussion on personal concerns and tasks around jealousy.
For example, Brooks, Robles, and Dunkel Schetter (2011) recruited 30 couples who
completed two 20-min discussions. During one session couples were asked to dis-
cuss things about themselves they wished to change, and the other session was a
conflict session. Men with anxious attachment insecurity had higher cortisol
responses across both discussion tasks. Dewitte, De Houwer, Goubert, and Buysse
(2010) examined attachment distress in 68 heterosexual couples by telling partici-
pants their partner would be interviewed by an attractive interviewer of the opposite
sex about intimate details of the partner’s past and current romantic relationships. In
addition, the couple would subsequently have to watch a video together of the inter-
view. They found that anxiously attached males and females with fearful attachment
showed the largest cortisol responses.

The predominance of research on attachment and cortisol has focused on inter-
personal paradigms. Although the attachment system is also believed to be activated
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by personal and environmental threat (Bowlby 1969; Fraley and Shaver 2000), the
actual number of studies examining non-interpersonal tasks has been meagre. These
non-interpersonal studies have produced less consistent associations between
attachment insecurity and cortisol. For example, Quirin, Pruessner, and Kuhl (2008)
examined cortisol response to a loud noise in a sample of 48 females and found
anxious attachment and cortisol were positively associated. Some researchers have
employed other commonly utilised methods from stress research, such as perform-
ing mental arithmetic to induce a stress response or the Trier Social Stress Test,
where participants are asked to give a speech in front of a panel of people (Dickerson
and Kemeny 2004). Non-significant associations for any type of insecure attach-
ment were reported by Smeets (2010) and Ditzen et al. (2008) using the Trier Social
Stress Test.

Tasks involving public speaking are perceived differently by people of different
socioeconomic backgrounds and those who are accustomed to speaking in front of
others compared with those who are not (Steptoe and Marmot 2002). In contrast,
our group examined acute stress using the Stroop test (colour interference) and
mental arithmetic in the Whitehall II study, as these types of tests have been
appraised as similarly challenging and demanding by people across the socioeco-
nomic spectrum (Steptoe and Marmot 2002). In contrast to earlier studies (Dewitte
et al. 2010; Powers et al. 2006), we found fearful attachment was associated with a
blunted cortisol response (Kidd et al. 2011).

The findings related to attachment avoidance are more difficult to reconcile than
attachment anxiety, as one would expect those high in attachment avoidance to use
deactivating strategies and consequently to have dampened physiological responses.
What we actually find is that, in keeping with the range of literature on subjective
distress, several studies find the complete opposite (Powers et al. 2006; Rifkin-
Graboi 2008). What factors might explain this incongruence between studies of
avoidant individuals and physiological response to stress? There are several possi-
bilities, which are not mutually exclusive.

First, different types of tasks are used to induce stress. Research has shown that
a stronger stress response can occur in avoidant individuals if the threat involved is
an attachment-related threat, such as an inescapable conflict discussion
(Pietromonaco et al. 2004). For a highly avoidant individual in such a paradigm, the
optimal response would be to disengage by using strategies that decrease closeness
and increase distance (DeWitte et al. 2008). If such an avoidant defence is prohib-
ited by the laboratory situation, then distress is increased and there is a consequent
increase in cortisol.

Second, there is no consistency in how attachment is measured in these studies, with
both continuous measures of attachment avoidance and anxiety and discrete attach-
ment style categories being reported. This makes comparison of results between stud-
ies very difficult, especially as it may be the interaction between anxiety and avoidance
that is associated with cortisol response, as indicated in previous studies, rather than
avoidance per se (Dewitte et al. 2010; Kidd et al. 2011; Powers et al. 2006).

Third, partner effects further complicate interpretation of these findings. This
rapidly growing area of study has shown that partner effects may modulate
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physiological responses to an acute stressor (Pietromonaco et al. 2013). Brooks and
colleagues (2011) found that women with an avoidant partner produced a greater
cortisol response. Powers and colleagues (2006) found that for men having an inse-
cure partner was linked to higher cortisol than those with a secure partner. Studies
have also examined the interaction of attachment style between partners. Beck,
Pietromonaco, DeBuse, Powers, and Sayer (2013) described pairings where avoid-
ant male partners with anxious wives were associated with increased cortisol in both
dyad members in comparison to other pairings. Laurent and Powers (2007) found
that avoidant females with avoidant partners had significantly larger cortisol
responses during a conflict discussion. These authors suggested that a coupling with
two avoidant members might interfere with co-regulatory functioning, resulting in
a “standoff” during the interpersonal stress task. Moreover, females may experience
pressure to conform to gender norms, where the woman is seen as responsible for
negotiating relationship conflict, thereby generating a scenario where the female
partner is not able to utilise habitual strategies of disengagement to regulate emo-
tion, causing her own distress and cortisol response to increase.

Fourth, gender differences in physiological stress response have been demon-
strated. Males and females differ in the contexts in which they show increased HPA
axis activity (Stroud et al. 2002). Studies have also shown that men and women take
on different roles when discussing a conflict with a romantic partner. Men are much
more likely to wish to withdraw from the discussion and women are much more
likely to initiate and try to resolve the conflict (Christensen and Heavey 1990). This
may present problems for anxious men who may feel driven to discuss and resolve
the relational issue but feel it would be “unmasculine”. This conflict may lead to
increased distress, with the opposite bind occurring for avoidant females, who
would wish to leave the argument but feel compelled to try and resolve it. It is inter-
esting to note that these gender differences in stress responsivity are much more
pronounced during interpersonal acute stress tasks and take on a similar pattern as
occurs with anxious men and avoidant women evidencing greater cortisol reactivity
(Brooks et al. 2011; Dewitte et al. 2010; Powers et al. 2006). In view of this evi-
dence, one can assume that the context in which acute stress tasks are set will play
a key role in the emergence of gender and attachment differences.

Last, individuals with fearful attachment may vary in their stress response
depending on when they are tested. These individuals with both high attachment
anxiety and avoidance experience conflicting emotional regulatory strategies of
approach and avoidance. It has been suggested that this type of conflict means that
attachment systems are chronically activated as none of the attachment goals are
consistently achieved (Dewitte et al. 2010; Pierrehumbert et al. 2009). Such cumu-
lative exposure to stress increases allostatic load and results in a dysregulated HPA
axis (Lupien et al. 2009). Research has shown that dysregulation can result in hypo-
reactive responses in older adults (Heim et al. 2000). These different patterns of
dysregulation may reflect the point in the life trajectory when testing occurs
(McEwen 2008), with hyperreactivity giving way to hyporeactivity as the condition
becomes more chronic in some individuals. In accordance with this, fearful attach-
ment may present as hyperreactivity in younger adults (Powers et al. 2006; Dewitte
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et al. 2010), but over time the physiological stress system is no longer able to main-
tain responsiveness and hyporeactivity is detected (Kidd et al. 2013).

11.6 Attachment and Cortisol Across the Day

So far, we have examined the role of attachment in cortisol response to an acute
laboratory stress. Naturalistic studies, however, have the scope to address some of
the issues raised in the acute stress research related to context and gender. Perhaps
more importantly, patterns observed in the laboratory need to be witnessed in every-
day life if they are to be implicated in disease aetiology and progression (Kidd et al.
2014a). Moreover, examining daily responses of cortisol enables us to view the
effects of chronic stress exposure and potential risk to health in different timeframes
(Lupien and McEwen 1997; Lupien et al. 2009).

Cortisol may be particularly useful to study away from the lab as it has a particu-
lar pattern across 24 hours, making it easy to spot signs of HPA axis dysregulation.
Briefly, cortisol is released across the day to ensure basal levels of hormone that are
necessary for energy and optimal functioning, but it also follows a circadian rhythm,
with higher levels in the morning, peaking at 30 min after awakening. The differ-
ence between initial waking levels and the peak at 30 min is called the cortisol
awakening response (CAR) (Fries et al. 2009). Cortisol production then decreases
over the day, reaching its lowest point at night. Evidence of HPA dysregulation can
be seen if there is either enhanced cortisol release (hypercortisolism) or downregu-
lation (hypocortisolism) over the day.

Several studies have examined the CAR in different attachment states. Hicks and
Diamond (2011) found that quarrelling the previous evening was associated with a
dampened CAR in highly anxiously attached females and higher sleep disturbance
in anxiously attached individuals overall. An attenuated CAR in a women-only
sample was also described by Quirin et al. (2008), who found that, compared to
those with lower attachment anxiety, females with higher levels of attachment anxi-
ety exhibited higher waking levels of cortisol and an attenuated cortisol peak at
30 minutes. It is believed in the general stress literature that the CAR may prime the
brain for the expected demands of the day ahead (Fries et al. 2009), although the
mechanisms for this are not known. Based on the results of Hicks and Diamond
(2011) and Quirin et al. (2008), it is possible that hypervigilant, threat-sensitive,
anxiously attached individuals have attenuated CARs because they awake anticipat-
ing negative events to come.

Studies that have examined cortisol output over the day have found similar
results in individuals with anxious attachment. Diamond et al. (2008) examined
changes in day-to-day HPA activity prompted by a physical separation, such as a
business trip, from a romantic partner. Only those individuals with high levels of
attachment anxiety had heightened HPA axis activity across the day. Similarly
Jaremka et al. (2013) found that anxious attachment predicted higher cortisol levels
across the day following discussion of marital problems. Interestingly, neither study
reported gender differences in cortisol response.
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Our group examined attachment and cortisol across the day in the Whitehall II
cohort and found that those with preoccupied attachment had the greatest cortisol
response across the day and that their cortisol response did not follow the usual pat-
tern of decline in the evening — the cortisol levels remained relatively high. Those
with fearful attachment had the lowest overall cortisol output across the day (Kidd
et al. 2013). Gender differences were detected in this investigation. Males with pre-
occupied attachment had the highest cortisol output and flattest slope, while females
with a fearful attachment had the lowest cortisol output. The results concerning
attachment anxiety and the interaction between anxiety and avoidance (fearful
attachment) seem to be relatively robust across many contexts.

Across all studies, high attachment avoidance was not associated with any of the
cortisol parameters. This is in agreement with the attachment theory that strategies
associated with attachment avoidance to regulate affect promote autonomy and sub-
sequently reduce the physiological experience or expression of distress (Shaver and
Mikulincer 2007). The studies outlined in this section are representative of an aver-
age day and consequently should reflect habitual regulatory responses of dismissive
attachment. Attachment avoidance effects only became apparent when there was an
interaction with attachment anxiety (Kidd et al. 2013). This suggests that caution
must be applied when interpreting results from acute stress laboratory studies. The
contradictory findings reported for attachment avoidance in acute stress studies may
be related to gender and contextual factors, particularly so for interpersonal acute
stress tasks (Laurent and Powers 2007). In fact it may be the case that attachment
avoidance works to reduce an elevated stress response in a normal situation where
the individual is free to use their habitual strategies to regulate distress.

11.7 Implications for Health

The patterns of dysregulation described here have important health implications.
Both heightened and attenuated cortisol responses are associated with increased
morbidity and mortality (McEwen 2007; Newell-Price et al. 2006; Raison and
Miller 2003). Research in the Whitehall study has linked a flatter cortisol profile
over the day and elevated evening levels of cortisol with increased cardiovascular
mortality (Kumari et al. 2011). Both age and being male were also predictive of this
association. In our study (Kidd et al. 2013), we found that older men with preoc-
cupied attachment had a higher overall cortisol output and a flatter slope over the
day, which may be relevant to cardiovascular health outcomes. Fearful attachment
with low cortisol output across the day may predict non-cardiovascular health out-
comes such as chronic fatigue syndrome and Cushing’s disease (Fries et al. 2005).

11.8 Attachment, Acute Stress, and Immune Function

There appears to be abundant evidence for insecure attachment altering cortisol
production. As cortisol also has a modifying effect on cellular immunity, it is not
surprising that researchers have begun to investigate the possible effects of
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attachment on immune function. Stress has been reliably associated with alterations
in immune regulation, including total number of lymphocytes, proinflammatory
cytokines, and subsequent inflammatory response. Studies have also demonstrated
that some individuals are more prone to immunological changes than others during
acute stress (Diamond 2001; Glaser and Kiecolt-Glaser 2005). Can attachment sta-
tus explain that individual variation?

Currently, there are only a handful of studies that examine the role of attachment
on immune functioning during an acute stress task. In a cross-sectional study of
healthy women, attachment avoidance was associated with lower natural killer cells
(Picardi et al. 2007). Gouin et al. (2009) examined 35 couples in the laboratory
using a structured social support interaction and a marital conflict discussion task.
They found that avoidant attachment was associated with an 11 % increase in total
IL-6 production during the conflict task as compared to the social support interac-
tion. Jaremka et al. (2013) found that attachment anxiety was associated with an
increase in cortisol and a reduction in T helper cells and cytotoxic T cells. A gender
effect was present for two of the T helper cell outcomes, with an inverse association
between anxious women and T helper cells.

11.9 Attachment and Immune Functioning Away
from the Laboratory

There are only two studies that examine immune function outside the laboratory.
Fagundes et al. (2014) examined whether attachment anxiety predicted Epstein-
Barr virus (EBV) activity in older aged individuals (mean age 55 years at visit 1)
who were being tested for breast or colon cancer at baseline and one year follow-up.
They found that anxious attachment was predictive of elevated titres at 1 year, which
reflects poorer cellular immunity. Maladaptive immune alterations can enhance her-
pes virus reactivation and replication, which causes elevation in herpes virus titres
(Glaser et al. 2006; Stassen et al. 2006). This has been linked to increased inflam-
mation and poor health outcomes (Steptoe et al. 2007). No significant associations
were found for avoidant attachment or gender effects. Fagundes et al. (2014) con-
cluded that as attachment anxiety frequently activates biological stress systems, due
to associated hyperactivating strategies, it should be considered a chronic stressor
that may drive the link between stress and immune dysregulation.

Our latest study follows a similar paradigm where we attempted to observe a
real-life acute stressor, namely, coronary artery bypass graft surgery, in older car-
diac patients (Kidd et al. 2014b). Cardiac surgery provokes a vigorous inflammatory
response (Biglioli et al. 2003), and there is significant unexplained variation in
inflammation post-surgery (Sanders et al. 2009). We measured inflammatory mark-
ers of IL-6, TNF-alpha, and CRP as they are implicated in recovery from surgery
and health outcomes (Kaptoge et al. 2013; Sanders et al. 2009). We found that
attachment anxiety was associated with increased levels of IL-6 in our older sample,
but attachment avoidance was not. As was the case with Fagundes et al. (2014),
there were no gender differences on any outcome measure, thus providing further
support that gender differences in attachment-related physiological responding may
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be due to contextual factors and occur most within the confines of the laboratory
setting.

These associations between attachment anxiety and increased immune function
have potentially deleterious ramifications for health, particularly when one considers
that they are likely to be occurring over many years. Inflammation is a robust and
reliable predictor of all-cause mortality (Emerging Risk Factors Collaboration 2010;
Harris et al. 1999) and is prognostic for cardiovascular disease, type II diabetes,
arthritis, Alzheimer’s disease, and cancer (Ershler and Keller 2000; Libby 2007).

11.10 Summary of Attachment, Cortisol, and Immune
Function Studies

Despite the huge variation in study design and findings, the results are very encourag-
ing. The findings presented in relation to cortisol and immune function support the
hypothesis that susceptibility and response to stress may be one pathway through
which attachment may confer health consequences (Maunder and Hunter 2001).
Themes that emerge are relatively congruent with the original idea of Fraley et al.
(1998) that attachment anxiety and avoidance are two separate constructs, where anxi-
ety is responsible for maintaining emotional reactivity and avoidance responsible for
emotional regulatory strategies. However these associations may be confounded by
gender and contextual factors (Gouin et al. 2009; Laurent and Powers 2007).

It appears that across contexts, attachment anxiety is related to threat sensitivity
and activation of the attachment and stress response systems, as evidenced by
greater cortisol response and increased inflammation and decreased cellular immu-
nity (Brooks et al. 2011; Kidd et al. 2013, 2014b; Fagundes et al. 2014; Jaremka
et al. 2013; Powers et al. 2006). This supports the idea that attachment anxiety may
be linked to chronic stress (Fagundes et al. 2014). Avoidance may be aligned with
processes aimed at distress regulation, and it is when deactivating strategies are not
a feasible possibility that cortisol or immune responses become heightened (Gouin
et al. 2009; Powers et al. 2006). Additionally the interaction between these two
constructs of anxiety and avoidance as occurs in fearful attachment may have
important health consequences. In this case, the anxiety element promotes chronic
activation of the attachment and stress systems, whereas the avoidant element
attempts to regulate distress with deactivating strategies; this “‘countering” of strate-
gies ensures that none of the attachment goals are achieved. In this case it appears
that biological stress responses are chronically amplified and likely to contribute to
allostatic load over time.

11.11 Attachment and Physical Health

Measures of the HPA axis and immune function are not health outcomes by them-
selves and do not equate with clinical outcomes. However, evidence from the wider
stress literature appears to support the conjecture that dysregulated biological
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responses may be implicated in the development and progression of disease (Hamer
etal. 2012; McEwen 2008). In addition, the links between interpersonal functioning
and physical health have long been established with several large-scale epidemio-
logical studies reporting associations between adverse early life experiences and
health outcomes (Felitti et al. 1998).

Relatively little is known about attachment and physical health in this regard.
Several studies show that attachment insecurity is greater in a variety of disease
populations than in healthy controls (Maunder et al. 2005). McWilliams and Bailey
(2010) investigated associations between attachment ratings and a wide variety of
health conditions using data from the National Comorbidity Survey Replication.
Avoidant attachment was associated with conditions defined primarily by pain, for
example, conditions such as migraine. Attachment anxiety was associated with a
greater range of health conditions, particularly those associated with the cardiovas-
cular system, such as stroke, hypertension, and cardiac arrest. Studies have also
looked at how attachment may influence the course of an illness via an impact on
self-management behaviour, such as decreased adherence to recommendations
around medication, diet, exercise, and smoking (Ciechanowski et al. 2004). Cross-
sectional studies of this nature are informative but are limited as no causality can be
implied.

Puig, Englund, Simpson, and Collins (2013) addressed some of these issues with
a prospective study predicting physical illness in adults based on patterns of infant
attachment; 163 individuals were examined from birth over a period of 32 years.
The results showed that insecure attachment was generally associated with greater
reports of physical illness in adulthood. Unfortunately the accounts of physical dis-
order were not validated against medical records of the individuals. Considering all
the related evidence, including cortisol and immune function studies, support con-
tinues for the hypothesis that attachment insecurity is a risk factor for disease and
chronic illness.

11.12 Future Directions

Where do we go from here? As it stands the research suggests that attachment states
create differences in biological stress responses that may be one pathway that con-
fers health risk. If we want to establish the role of attachment in the development
and progression of disease over the life course, then we need to build a stronger
research foundation. The first required element is proof that attachment insecurity
creates a difference in responsivity to stress that exists at the individual level and
across different contexts. This is important because in everyday life, people rarely
confront one single stressor and usually face a multitude of different demands, from
many sources, that vary in duration. The wider stress literature has emphasised that
it is the frequency and magnitude of stress response system activation across differ-
ent contexts that result in deleterious consequences to health (Lupien et al. 2009;
McEwen 2008). In other words, if stress systems are only activated during conflict
with a romantic partner, this alone is insufficient evidence to support the role of
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attachment in disease aetiology. However, if we can demonstrate that attachment is
integral to threat perception and regulation across different settings, we have a much
stronger foundation to support the hypothesis that attachment is a chronic stressor.
So far we have not yet established this with any real certainty within an attachment
paradigm.

Moreover, if attachment is to be established as a chronic stressor and an indepen-
dent predictor of disease aetiology, then we need to prove that these processes occur
across the life course. Longitudinal studies examining infants growing into older
age are highly desirable but realistically and logistically difficult to put into prac-
tice. An alternative approach is to examine different age cohorts. It may be particu-
larly fruitful to examine older adults much more extensively than we have presently,
as we would be more likely to witness evidence of dysregulation as a consequence
of allostatic load processes.

Future research should also be directed at examining physiological reactivity
across multiple physiological systems. Most studies look at individual biological
systems such as the HPA axis, but these systems do not operate in isolation. A few
notable studies have examined more than one marker of physiological stress, such
as cortisol and cell-mediated immunity (Jaremka et al. 2013). More studies like this
are needed whereby we investigate how different combinations of systems function,
to help us understand the underlying mechanisms that may link attachment patterns
to disease.

Naturalistic studies are the key to establishing creditability for our laboratory stud-
ies, perhaps none more so than for the results related to gender, context, and attach-
ment avoidance. Attachment processes are thought to be similar for males and females,
but gender differences are consistently reported during acute stress testing in the labo-
ratory, especially during interpersonal tasks such as conflict resolution in couples
(Jaremka et al. 2013; Laurent and Powers 2007; Powers et al. 2006). These findings
are often not replicated in naturalistic studies, implicating the nature of the task con-
text as a possible confounder (Diamond et al. 2008; Fagundes et al. 2014; Kidd et al.
2014b). Furthermore, cortisol response to non-interpersonal acute stress tasks mea-
sured in the laboratory has been shown to reflect cortisol response across an average
day, independently of gender (Kidd et al. 2014a). This begs the question of the validity
of the responses observed in the laboratory for attachment and gender during interper-
sonal tasks. If the interaction between gender and attachment is only evident in the
laboratory context, what is the likelihood that this will contribute to a health outcome?
Future studies that examine physiological responses in naturalistic settings may help
clarify these results and their relevance for development of disease.

Relatedly, the disparate results reported for avoidant attachment in cortisol and
immune function responses in laboratory and non-laboratory settings require fur-
ther reflection and investigation (Gouin et al. 2009; Picardi et al. 2007; Powers et al.
2006; Rifkin-Graboi 2008). Reliance on avoidant strategies for distress reduction
predicts that highly avoidant individuals would not put themselves in those types of
situation we create in the laboratory but rather avoid them if at all possible, only
being stressed if they are unable to employ their favoured avoidant defences (Dewitte
et al. 2008). The impression given by naturalistic studies is that this may well be the
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case (Fagundes et al. 2014; Kidd et al. 2014b). Future studies that examine dyadic
interactions in a natural environment may help clarify how attachment needs of each
partner coexist and interact normally, so we can begin to understand how these
exchanges may confer risk to health. A further exciting area that has yet to be
explored by attachment researchers is the effect of caregiving for a sick or depen-
dent spouse on physiological stress systems in older adult dyads. Much evidence
exists of the detrimental effects of caregiving on the health of the caregiver
(Damjanovic et al. 2007). Attachment may offer a new perspective on why some
individuals are more susceptible to negative health outcomes than others via vulner-
ability in their physiological stress mechanisms created by attachment insecurity.

We also need to delineate the emotional process that results in a stress situation.
We have suggested that attachment anxiety may be relevant to emotional reactivity
and attachment avoidance to regulatory processes, but this is just one interpretation
of the data. We do not know objectively if individuals with attachment anxiety have
a lower threshold for stress and greater threat appraisal than avoidant individuals.
Future research should incorporate measures of threat appraisal, so that emotional
reactivity and regulation and the underlying physiological mechanisms associated
with them may be better understood.

Finally, this is only one of many possible interconnected pathways to disease
vulnerability. The focus of this chapter has been on acute stress processes, but the
role of restorative processes is equally important. Many restorative processes occur
following the cessation of the stressor challenge. These include biological processes
such as wound healing and sleep (Robles and Carroll 2011; Robles and Kane 2014).
Similarly, behavioural lifestyle factors such as diet and exercise, which are estab-
lished predictors of health (O’Donovan et al. 2010; Thorp et al. 2011), have been
linked to insecure attachment (Feeney 1995).

In conclusion, despite this being a relatively new field of research, attachment
theory offers a direct pathway explaining the association between stress and dis-
ease, something that has been missing in the stress literature. It offers the potential
to explain both threat perceptions and regulatory processes which may influence
susceptibility to disease. The individual differences in attachment security may also
explain vulnerabilities to specific types of disease, whereby attachment anxiety may
be related to cardiovascular outcomes, to give one example. This is an exciting,
dynamic area for researchers, and by building upon what we have already learnt,
and broadening our approach, we have a unique opportunity to uncover the reasons
why some individuals get ill and others do not.
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Throughout this book, we emphasize how the principles of attachment theory are
applied to patients in medical and surgical contexts as they struggle with the fears
and challenges of illness and treatment. We posit that the same principles can be
usefully applied to the training of healthcare professionals. Attachment dynamics
are expressed, in their simplest terms, as exploring until you feel scared and then
returning to your safe haven until you are soothed and confident again. The learning
process is much like attachment dynamics. During active learning or when discov-
ering new knowledge, trainees find themselves ‘exploring’ in novel situations that
often provoke anxiety and insecurity. Proper guidance to facilitate the trainee’s
understanding of the novel situation, paired with constructive feedback, provides a
secure learning environment (or safe haven), which in turn increases the trainee’s
sense of security and confidence. Because educational experiences typically require
a relationship between trainees and educators, an exploration of the role of attach-
ment theory in teaching and learning provides valuable insights on how to optimize
security in teaching relationships for educational benefit.
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For most trainees becoming a healthcare professional is unlike any previous
experience, and learning the role can feel overwhelming (O’Brien et al. 2007;
Westerman et al. 2010). Training often provokes anxiety, anxiety tends to impair
both performance and the acquisition of knowledge and skills, and students are
likely to ‘solve’ their anxiety using inherent defensive strategies, unless taught an
alternative. A trainee’s developmental trajectory ideally moves from a place of inex-
perience and uncertainty within the ‘new world’ of a healthcare profession to a place
of independent and competent functioning. If we understand this educational trajec-
tory as an exploration into a new realm of knowledge, skills and interpersonal expe-
rience, then applying the lessons learned from attachment theory to support the
acquisition of educational maturation makes sense. Moreover, just as a maturing
individual is motivated to explore and become more independent, trainees also have
an intrinsic motivation to acquire a new competency. Our educational processes
need to harness that drive.

This perspective is supported by the literature on education and self-determination
theory. For instance, Niemiec and Ryan state “when students’ basic psychological needs
for autonomy, competence, and relatedness are supported in the classroom, they are
more likely to internalize their motivation to learn and to be more autonomously engaged
in their studies” (Niemec and Ryan 2009, p. 139). This suggests there is a necessary
focus on the student’s state of mind as opposed to the teacher’s agenda. A wider view of
this perspective is also intrinsic to ‘student-centred learning’ (O’Neill and McMahon
2005), which is associated with a conscious reframing of the teacher’s role as a facilita-
tor of knowledge acquisition rather than simply a presenter of information. It empha-
sizes active versus passive learning, deep versus superficial understanding and mutual
respect and ‘interdependence’ between teacher and student. Allying student-centred
learning with an attachment perspective minimizes the likelihood that a trainee will
apply a single-minded interpersonal strategy, likely consistent with their internal work-
ing model, to all healthcare relationships and clinical challenges.

Additionally, health professions education has traditionally privileged the mas-
tering of content knowledge as the primary goal of a curriculum. However, a trainee
in the healthcare professions also has to learn to behave in new ways and learn new
strategies for interpersonal interactions. The relevance of an effective ‘bedside man-
ner’ is well recognized, but mastering the processes of interaction in professional
relationships is often a ‘hidden’ aspect of training and therefore harder to grasp and
practice (Hafferty 2015; Wear and Skillcorn 2009). Recognition of the importance
of developing healthcare professionals with strong communication, teamwork,
decision-making and critical thinking skills has led to new role definitions for some
professional bodies. For example, several CanMEDS roles, specifically communi-
cator, collaborator and health advocate, emphasize the interpersonal responsibilities
of a physician (Frank 2005). Here attachment principles can also apply, as the
trainee is learning about relationships.

The three basic tenets of this application of attachment theory to education are as
follows:

1. The problem is that fear and anxiety create insecurity, which reduces exploration
and impairs learning.
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2. The solution is for the teacher to provide a secure base and safe haven to encour-
age exploration.
3. The strategy by which this occurs is mentalizing.

These three tenets are based on the premise that almost all teaching, learning and
clinical practice occur within relationships. Relationship-centred care recognizes
that emotion and affect are important in developing, maintaining and terminating
relationships (Beach et al. 2006). Thus, in health professions education, the impor-
tance of respectfully reflecting on the experience of the patient and the trainee, the
trainee’s interaction with the patient and the interaction between the trainee and the
teacher all contribute to a greater appreciation of the trainee’s own contribution to
these relationships. As we delve into these various domains, we frequently reference
studies of trainee supervision within the psychotherapy literature, as it is the field
that has been most attuned to these issues. This literature supports the notion that
supervision is critical to role acquisition and surpasses didactic learning in this
regard (Orlinsky et al. 2001).

12.1 The Problem: Fear and Anxiety Reduce Learning

Acquiring a large amount of quickly evolving content knowledge and simultane-
ously developing new role performance skills in a healthcare discipline is daunting
for trainees. In addition, the supervisory relationship between faculty members and
trainees can be fraught with challenges and concerns that increase trainee’s fears of
becoming a competent healthcare professional. For example, studies in the areas of
social work (Kanno and Koeske 2010), nursing (Bush 2005) and medicine (De
Oliveira et al. 2013) found that poor supervision of trainees is detrimental to educa-
tion and conflict associated with supervisor-trainee transaction was related to greater
student distress. In past surveys of psychotherapy instruction, disrespectful or
exploitive supervisory behaviour towards trainees has been shown to exist and to
distort learning. Most egregiously, 17 % of psychotherapy supervisors were
described as devaluing trainees on the basis of gender and 4 % as having made
sexual advances (Allen et al. 1986). These negative experiences in supervision
result in trainees feeling not only anxious but less competent and doubting of their
professional capacity (Friedlander et al. 1986; Nelson and Friedlander 2001). It is a
modest inference to expect that experiences like these induce feelings of insecurity
which reduce effectiveness and the capacity to learn. Tellingly, bad supervisors con-
strain trainee’s independence (Wulf and Nelson 2001), certainly a position at odds
with the exploration required for developing autonomous mastery. Thus, in the
worst cases, the supervisor not only fails to facilitate security; he or she actually
conveys threat, analogous to the behaviour of a frightening or abusive parent (Lyons-
Ruth and Jacobvitz 2008). An attachment perspective predicts that this will result in
affective and interpersonal disorganization which will inevitably impair the train-
ee’s ability to learn. Anxiety-provoking training experiences that are less harmful
and more common can also impair trainee development. The most common of these
is probably the anticipation of negative evaluation, learnt from previous educational
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experiences, which can lead trainees to become more guarded and cautious about
revealing their thoughts and actions to a supervisor (Donaldson et al. 2002).

The presence of threatening uncertainty and anxiety can trigger the trainee’s
attachment system, provoking behaviour that is guided by his or her internal work-
ing model (i.e. behaviour that conforms to his or her attachment style). In fact,
trainees endorse feelings towards their supervisors that are consistent with their own
attachment style (Pistole and Watkins 1995). The anxiety experienced by trainees
with dismissing attachment leads them to underestimate their own needs, overesti-
mate their competence and devalue the relevance of supervision. Trainees with pre-
occupied attachment, on the other hand, hyper-activate signalling of distress and
need to the supervisor and become overly dependent on the supervisor’s approval
before taking any therapeutic action (Leszcz 2011). Furthermore, those trainees
who rated their relationship with their supervisors as insecure also rated their own
professional development as poor, even if objective reports considered it adequate
(Foster et al. 2007), suggesting a degree of insecurity in their own sense of
competence.

12.2 The Solution: A Secure Supervisory Base and Safe
Haven for the Student

The literature supports the idea that the learning environment has to be secure and
blame-free (Edmondson 2004). Learning has to feel safe enough that a trainee is
free to explore his or her interpersonal experience with patients and to disclose his
or her own ignorance, doubts, anxieties and fears to a supervisor.

Trainees that rated their supervisors as secure, regardless of their own attachment
style, report a stronger alliance with their supervisors (Riggs and Bretz 2006). The
characteristics of such supervisors include being nonintrusive, respectful of per-
sonal and private boundaries and tolerant of mistakes. In fact, when supervisors are
perceived to be open and collaborative, there are more disclosures of difficult events,
meaning that the trainee’s trust of the supervisor translates into a superior educa-
tional experience and, indirectly, to better patient care (Ladany and Friedlander
1995). This is a parallel to the virtuous cycle of development wherein safety and
trust create better affective regulation that in turn allows more accurate appraisal of
a stressful interpersonal situation (Chap. 3).

Importantly, safety in supervision does not preclude criticism or correction by
the supervisor. In a secure supervisory relationship, there is a curiosity about the
trainee that is marked by attunement, respect and responsiveness. Instruction is
motivated by the goal of improving trainee behaviours that are specific to the pro-
fessional discipline. Thus, a supervisor’s enquiry and criticism are in the service of
the trainee and not motivated by supervisory curiosity or narcissism, which can
undermine the trainee’s competence. Strong supervisors are able to correct the
behaviour of their trainees, but do it in a safe atmosphere created by clear, direct
feedback. Furthermore, Allen et al. (2008) emphasizes that a secure relationship
with a supervisor permits two crucial aspects of training to develop: thoughtful
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attention to others’ behaviours and to the trainee’s own motivations and effective
affect regulation. These are also competencies of the attachment system that are
associated with secure attachment (Chap. 2). Both of these functions are crucial for
a trainee who is struggling to perform the difficult dual task of treating a patient and
simultaneously learning from a supervisor.

To achieve the recommended supervisory secure base, the roles of both supervi-
sor and trainee should be clear and reliably maintained. This is consistent with
Bordin’s concept of a ‘supervisory alliance’ (1983), which emphasized that transi-
tion from novice to master is gradual and aided by clear role definitions and clarity
of tasks for both the trainee and the supervisor. To optimize the sense of safety, the
supervisor should delineate the rules and structures of supervision and adhere to
these with few exceptions. The supervisor and the trainee need a mutual understand-
ing of the goals of the supervision and how material and feedback will be conveyed.
Each should be able to count on the other to attend at the agreed upon times. The
trainee needs a clear description of what he or she can expect about the supervisor’s
responsiveness when problems arise, including at times of crisis.

The worst supervisory experiences are diffuse and lacking in clarity and consis-
tency, while the best supervisors were described as expert and trustworthy, set aside
time for the supervision and took steps to prevent interruption during the supervi-
sory time (Allen, Szollos, and Williams 1986). Research has also shown that having
a structure and sequence in supervision is superior to simply reacting to material
presented by the trainee (Lambert and Ogles 1997). These qualities — clarity, pre-
dictability, availability, responsiveness and respect for personal boundaries — form
the basis of a secure educational base.

A corollary of the idea that a supervisor should provide secure base and safe
haven functions is that a supervisor should be experienced and expert in the field
that he or she is teaching. If a trainee feels uncertain about a patient, especially if the
trainee cannot clearly identify their source of discomfort, then he or she wants
advice from a supervisor who has special knowledge and experience; it is the super-
visor’s expertise that allows the trainee to feel secure again. In a qualitative analysis
of the communication between family practitioner mentees and their psychiatric
mentors in a collaborative care programme, this principle became clear (Hunter
et al. 2008). In this study, the mentees worked hard to maintain the elevated status
of the mentor, even when the mentor sought to minimize it to become more colle-
gial. The attachment approach requires supervisors to be comfortable with their
expert status. One might suggest however, in parallel to the normal developmental
educational process, that as the trainee develops skill and maturity, the supervision
should shift towards a relationship that is better characterized as collaboration
between peers. This would fit the commonly seen arc from structured training with
a senior supervisor to study groups with colleagues, which continue to meet after
the formal training programme has ended.

If the supervisor successfully creates a secure base for the trainee, we would
anticipate that the trainee will become more effective in providing a secure base, in
turn, for his or her patient, which would allow the patient increased opportunity for
reflection and exploration.
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12.3 The Strategy: Using Mentalizing in Supervision
to Promote Safety and Exploration

The previous section delineated the structural qualities of a safe learning environ-
ment, such as consistency and reliability, and the benefits they promote, such as
open disclosure. Now we turn to the process of the supervisory relationship and
propose that principles of mentalizing (as described by Luyten and Fonagy, Chap.
9) deepen the trainee’s skills and clinical efficacy by increasing their awareness of
their patient’s and their own experience.

For example, in teaching a medical student about interviewing, the student
reported saying to the patient ‘I’ve just lost my train of thought, give me a
minute’ and then looking at her notes before resuming. The teaching, which
until then had focused on content information about assessment, shifted to
focus on the moment where the student had been pushed off her line of care-
fully prepared questions. The teacher invited the student to work together to
try and figure out what had caused the discontinuity. At first the student said
she didn’t know why she’d paused. She was, however, curious, as opposed to
threatened, by the teacher’s shift in focus. Encouraged by the teacher to fur-
ther explore that moment, it became clear that her losing track occurred after
the patient reported fears of being inadequate as a parent after a return home
with a post-operative reduction in mobility. Reflection upon this helped the
student to remember that it had been upsetting to her to hear him say this, and
she had been momentarily overwhelmed by the image of the patient strug-
gling to be an active parent and perhaps failing.

The teacher replied that this unsettling reaction was normal and one which
was good to understand, because it showed the student her own empathy.
They were able to discuss how an empathic response of this kind could
increase the depth of her understanding of the patient beyond the answers to
her pragmatic interview questions. Thanks to her reflection, the student now
had an idea of what challenges the patient faced as a result of his reduced
mobility.

Having her reaction understood as normal, and seeing its value demonstrated,
further added to the student’s sense of safety in the learning environment. She
learned that she didn’t have to fear criticism for reporting what at first seemed
like a mistake. Furthermore, it allowed her to see that her pause with the
patient — in which she was able to be transparent with him — gave her time to
realign, reorganize and ‘find her mind’.
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Thus the supervisor’s creation of a secure base in which to explore reactions
deepened the student’s understanding of the patient and of herself as a professional
working in a clinical context. The teacher’s use of mentalizing principles contrib-
uted to this outcome and modelled how the student might explore her own future
reactions, which may reduce the odds of her being overcome by a disorganizing
burst of anxiety in a similar situation in the future.

The capacity to reflect on the internal world of the patient — to mentalize — aug-
ments all patient care; helping trainees to develop this capacity is universally rele-
vant. Most trainees start with an innate capacity to mentalize, but it is incumbent on
the supervisor to ascertain the extent to which the trainee is capable of effective
mentalizing. Barret and Barber (2005) suggest that a trainee’s maturity can be esti-
mated by exploring their capacity to objectively assess their own behaviour and
motives. This is analogous to mentalizing about a treatment episode with the patient
and focuses on the capacity, even in the presence of emotional arousal, to appreciate
one’s own and the other’s intentions or perspective. Indeed, some poorly skilled
trainees overestimate their competence in understanding patients and are simultane-
ously blind to the consequences of their incapacity (Kruger and Dunning 1999). For
such trainees the supervisors’ first task must be to help them develop some funda-
mental reflective ability. To judge the trainee’s stage of reflective capacity, the litera-
ture supports the idea that direct observation of the trainee’s interactions with
patients is necessary (Ravitz et al. 2013).

If some trainees start at a lower level of mentalizing capacity, then there will be
a developmental sequence to the acquisition of this competence. The idea that
supervision should follow a developmental course is not novel (Aten et al. 2008;
Stoltenberg and Delworth 1987). In one such model, after a ‘preparation’ phase
designed to develop a strong foundation for further training, the second stage of
development is ‘exploration’ (Castonguay 2000). This sequence parallels the secure
base-exploration-safe haven sequence suggested here. From an attachment perspec-
tive we might imagine it as generating an internal working model of how patient
care works, with an integration of principles, attitudes and practices gleaned from
the supervisor.

A summary of supervision literature also describes a developmental trajectory to
learning in which novice trainees appreciate a focus on self-awareness, intermediate
trainees concentrate on the development of alternative conceptual frameworks and
senior trainees wish to examine countertransference and more personal develop-
ment (Worthen and McNeill 1996). In this phenomenological investigation of eight
trainees’ experience of supervision, the description of the advanced supervision was
notable, from our perspective, for encouraging exploration and acquisition of a
‘meta-perspective’ described as ‘stepping back and looking at the feelings’ that had
been evoked in a session (pg. 31). Thus, from a mentalizing perspective, supervisors
must attend to the developmental stage of their individual trainees and modify their
teaching appropriately. Perhaps the pinnacle of this developmental trajectory is
examining the reactions engendered within a trainee by a patient (countertransfer-
ence), a process which is highly dependent on an adequate secure base within super-
vision. Failure to achieve this level of security can result in trainees hiding conflicts
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or failures from the supervisor, typically out of fear of being shamed (Hantoot 2000;
Ladany et al. 1996; Yourman 2003). Obviously this prevents optimal exploration
and understanding and can be likened to the behaviour of a dismissing child who
hides needs or discomfort in order to maintain proximity to a parent.

To avoid such a withdrawal from exploration and to optimize the trainee’s reflec-
tive capacity, the supervisor can show the trainee how to mentalize, by mentalizing
about the patient. A qualitative analysis of transcripts of supervision sessions with
trainees who were unskilled and unaware highlighted the importance of attending to
processes of engagement and mentalizing by demonstrating improvements via
supervision that adhered to mentalizing principles (Soklaridis et al. 2014). Such
modelling requires a high degree of activity on the part of the supervisor, with a
persistent focus on understanding intent and motivation in the patient’s behaviour.
We believe this can contribute to any healthcare context. For instance, using the
example of physiotherapy, questions shift from the functional (‘Did the physio-
therapy start on time?’) to an attempt to instil curiosity about how the patient is
feeling or what their intention is (‘Why do you think he’s always late for his
physio?’). Similarly, rather than lecturing on a theory and its application, or adher-
ing rigidly to content knowledge, the supervisor shows the trainee how to pursue
mentalizing of the patient: “What do you imagine his experience of doing physio-
therapy with his new amputation might be?’ In a hospital ward, examples of a shift
towards mentalizing would be shifting from asking ‘How can we discharge this
patient?’ to “What might the benefits of hospitalization be for him that make it hard
for him to leave?’ or from ‘How do we make the patient take her insulin?’ to “What
do you think the patient might be experiencing when she has to take insulin every
day, on somebody else’s “orders”?’

A corollary of this approach is the mentalizing of the student by the supervisor,
via comments that invite self-reflection, starting from a position of not-knowing,
such as ‘Give me a sense of what you were thinking about when you said that’ or
‘What do you think was holding you back from saying what you had in mind?” A
respectful, nonintrusive curious reflection about the intentions, feelings or motives
of the trainee suggests the trainee do the same with the patient — a teaching by
example. Appropriate supervisory self-disclosure is also an aspect of this model-
ling, as it demonstrates to the trainee what the motives or intentions of the supervi-
sor were in similar clinical encounters, or perhaps within a supervisory moment;
essentially it is transparency about self-mentalizing by the supervisor. Ladany
(2004), in describing excellent supervisors, states ‘Their openness facilitated an
openness in me, which in turn led to more growth experiences’ (pg. 2). This super-
visory openness makes their mentalizing explicit and available for the trainees to
examine. However, just as disclosure in a clinical encounter needs to be motivated
by a perceived benefit for the patient, the motive for supervisory self-disclosure
needs to be for the good of the trainee. If a trainee can hypothesize about a patient
without fear of a supervisor’s condemnation, then mature mentalizing can safely
develop. The best supervisors have been noted to have a high tolerance for uncer-
tainty and encourage trainees to experiment and take reasonable risks. A trainee
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trying something new that is potentially anxiety provoking and then returning to the
supervisor for reflection parallels a safe haven function.

Most healthcare trainees have neither the theoretical background nor the experi-
ence to address countertransference. Demonstrating mentalizing can provide a
much more accessible window on interpersonal dynamics. For example, as described
by one of the authors (PR) in a 3-week elective on communication competence with
senior medical students, the supervisory stance of transparently volunteering ‘what
was on my mind’ at a given point in an observed interview led to increased reflection
by the trainees on both the patient experience and their own mental processes.

Lastly, the mentalizing attitude in therapy is independent of theoretical perspec-
tive and can be used with any population of patients. By extension, mentalizing in
supervision can be applied in the context of any patient care training, or with any
trainee, regardless of discipline or experience. It does not depend on the use of a
particular model of care nor does it require deep knowledge of a body of literature
to further understand the patient. Rather it directs the supervisor to emphasize pro-
cess as well as content and encourages them to demonstrate an attitude of being
‘mindful’ and reflective in their structuring of education, so that they attend to the
development of a secure base and other conditions that favour exploration and
understanding of the behaviour and minds of others.

Conclusion

In this chapter we have drawn a heuristic parallel between the characteristics defined
by attachment theory as optimal for developmental maturation and the process of
teaching clinical competence. A similar approach has been suggested previously by
Fitch and colleagues (2010), although their attachment-caregiving model of super-
vision did not include mentalizing. We have emphasized that creating a safe learn-
ing environment, and in particular a secure supervisory relationship, minimizes fear
and anxiety in trainees. This safety prevents negative experiences from obstructing
the acquisition of new knowledge and capacities for trainees. The modelling of
mentalizing by the supervisor — of themselves, of the patient, and of the trainees — in
a nonintrusive, respectful manner contributes to the creation of a safe educational
base and optimizes the trainee’s competence in understanding their patient’s subjec-
tive experience. These attachment principles cut across theoretical perspectives and
disciplines to structure and deepen any educational endeavour.
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Jonathan Hunter and Robert Maunder

Having reviewed the current state of an attachment-informed approach to medical
care, we turn now to fruitful areas for further work, as suggested by our author’s
contributions. Dr. Kidd has summarized the future efforts required in the physiolog-
ical realm, emphasizing the need for naturalistic and longitudinal studies that will
allow us to understand the clinical relevance of states that have been described
within structured laboratory settings. Here, we add to those insights some of the
possibilities raised by other contributors. Our goal is to organize the many projects
that remain to be done in a manner that encourages work that further develops our
understanding. As in any active area of academic exploration, some of the most
valuable work will pursue ideas that challenge and disrupt current presumptions, so
we most certainly will not capture the full breadth of future projects here. However,
attachment-informed medical care can only benefit from further enquiry, experi-
mentation, and challenge.

13.1 Understanding Interactivity

An attachment perspective is fundamentally about relationships rather than indi-
viduals. And yet, most of the research to date measures individual characteristics
and experience, and this individual focus is almost always on only one side of the
provider-patient dyad, that of patients. We observe how a diabetic patient behaves
(Ciechanowski et al. 2002a; Ciechanowski and Katon 2006) or how a patient fares
after bariatric surgery (Sockalingam et al. 2013) and also measure aspects of how
these patients understand themselves to relate to others, but we have so far rarely
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had the opportunity to observe these patients in interactions with their healthcare
providers or in interactions with others. Occasionally we probe how clinicians per-
ceive patients (Maunder et al. 2006) and very occasionally the attachment styles of
clinicians (Ciechanowski et al. 2006b). The result is analogous to trying to under-
stand marital dynamics by only surveying one member of the couple—it provides
useful information, but not a balanced or complete understanding.

Ideally, the unit of study in future research should be the dyad. Attachment is
about interaction, so appreciating how healthcare providers’ attachment styles
contribute to provider-patient interactions is an essential missing piece of the puz-
zle. Similarly, understanding the interaction between our patients and their attach-
ment figures (often their spouses) requires specific attention. As one example,
Hales describes the critical role of informal caregivers at the end of life and the
variability introduced by their attachment style. To take it further, we might ask
questions about the interaction between patients and those who support them.
How does an informal caregiver with one attachment style interact with a dying
loved one who has a different attachment style? Furthermore, how does a health-
care provider interact with that dyad to optimize the dying experience for both the
patient and the caregiver? Intensive studies of these questions might choose to
focus on observations of dynamic interactions, analogous to studies in which
interactions between romantic couples are observed and experimentally manipu-
lated (Feeney and Collins 2001; Laurenceau et al. 1998; Roisman 2007). Less
intensively, it would be valuable to study statistical interactions. In the latter case,
we might study the main effects of patient attachment style and provider attach-
ment style on a particular patient outcome as well as the effect of an interaction
term (patient attachment style X provider attachment style). Such studies, how-
ever, require large datasets and providers who consent to providing psychological
data (Andersen 2015).

At the very least we could learn more about the healthcare provider’s side of
difficult interactions. Research has shown that dismissing diabetics who found
their healthcare providers to be insufficient communicators had more poorly con-
trolled disease (Ciechanowski, Hirsch, and Katon 2002a), but how did the doctors
experience those interactions? Was it unsatisfactory for them as well? Did that
translate into an alteration in practice to the detriment of the patient’s
well-being?

Essentially, this is an idea about the interpersonal milieu in which healthcare
delivery takes place and how it influences patients’ experience and behaviour. It is
not necessary to study individual dyads to address some of the research questions
that arise from attachment-informed reflection on this milieu. At a health systems
level, we wonder if models of care that reduce continuity of provider-patient inter-
actions, such as clinics and inpatient services with a rotating roster of ‘on-service’
physicians, result in compromised outcomes. An attachment-informed hypothesis
would be that they do — especially for patients with high attachment anxiety and
perhaps for patients with any insecure style. Focusing on the relational interplay
between patient and provider may reveal aspects of healthcare systems that can
readily be changed to promote better patient outcomes.
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13.2 Personalizing Healthcare

A second overarching theme for future study relates to the predictability of the
impact of attachment behaviours in healthcare. Hinnen (Fig. 6.1) suggests that par-
ticular attachment styles may be associated with different trajectories of response to
illness, potentially allowing some prediction of when people will run into difficulty
based on their attachment style. If demonstrated to be valid, this predictability
would allow tailored interventions, not just for attachment style, but for attachment
style contextualized in time and by illness event.

Similarly, the experience of the TWH Bariatric Surgery Program illustrates how
different care pathways can be planned and different resources offered based on an
appreciation of the vulnerabilities and preferences of patients based on their attach-
ment style. Further extensions of this line of thinking might include the develop-
ment of preventive and treatment interventions designed to match attachment-based
preferences.

Given our understanding of attachment styles, we believe that dismissing
patients, for example, are more comfortable when they are able to control the man-
agement of their disease and when interpersonal vulnerability is not forced upon
them excessively, nor too much trust demanded of them. In the context of serious
disease, the potential hazards of this course are clear (Ciechanowski, Hirsch, and
Katon 2002a) but what if self-management tools could be developed (or existing
tools tested) which would enhance the effectiveness of dismissing patients’ self-
reliant strategies?

Patients with a more preoccupied style, on the other hand, prefer more contact
and a combination of validation, affective expression, and emotional containment.
Could shared medical appointments (Kirsh et al. 2007; Masley et al. 2001) be modi-
fied to serve the needs of patients with higher attachment anxiety and a shared
physical illness who would benefit from a sense of shared concerns and support?
Alternatively, patients with preoccupied attachment might benefit from more fre-
quent but briefer appointments. Even if the benefits of such interventions were mod-
est, improvements might compound over the course of a long disease trajectory.
Sockalingam’s example of tailoring care for Mary suggests that modifying care for
attachment style can be of utility. Similarly, Meredith (Chap. 5) states that her wish
is to ‘design and evaluate an attachment-informed treatment approach for people in
pain’. However, the promise of attachment-informed medical care has not been
explicitly tested in a clinical trial.

13.3 Capturing the Effects of Continuous Insecurity

Research to date has tended to focus on stressful events, such as emergency presen-
tations (Maunder et al. 2006), surgery (Sockalingam and Hawa Chap. 10), the diag-
nosis of a life-threatening illness (Hinnen, Chap. 6), or the end of life (Hales, Chap.
7). This makes great sense as a first step, because these are events which are likely
to provoke the attachment system and thereby trigger attachment behaviour guided
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by the person’s internal working model. However, as emphasized by Kidd, adapting
to stress is not just a matter of an acute reaction, but also about timely recovery after
the event. We know little about how insecurity influences recovery in a clinical con-
text and for the most part are obliged to generalize from literature about trauma
(Chap. 11). If we are to pursue the intriguing idea that attachment insecurity is
recurrently manifested as a prolonged state of increased stress and contributes to
allostatic load, then demonstration of persistent interpersonal difficulties, such as
isolation for the dismissing individual, or unrequited interpersonal neediness for the
preoccupied individual is required, in addition to an appreciation of the initial per-
turbation. If we can match those interpersonal sequelae to physiological cost through
measures of cumulative impact, such as allostatic load (McEwen and Wingfield
2003), telomere length (Epel et al. 2004), or decalcification of bones (Furlan et al.
2005; Sogaard et al. 2005), we will be on firmer ground claiming attachment inse-
curity as a risk factor for physical illness.

13.4 Increasing Replication and Generalizability

Given the early state of knowledge in attachment-informed medical care, there are
many results that are consistent with theoretical predictions and that have been sup-
ported by evidence, which nevertheless have not yet been sufficiently replicated to
know if they are generalizable to all patients and settings. As an example, dismiss-
ing patients are experienced as more difficult than secure patients in the emergency
room (Maunder et al. 2006), but we do not know that the same is true in other
healthcare venues. We could hypothesize that dismissing patients might be experi-
enced as easy and desirable patients in the rushed flow of a general medical ward or
a hectic family practice unit because they demand so little time (possibly to their
detriment), but we won’t know until we study it.

Intensive work in specific populations of patients such as those in oncology
(Hillen et al. 2011; Hinnen et al. 2014; Holwerda et al. 2013) or those with diabetes
(Ciechanowski, Hirsch, and Katon 2002a; Ciechanowski et al. 2004, 2006a;
Ciechanowski and Katon 2006) also requires replication in other settings.
Attachment-informed care will have a greater relevance if it can be shown to have
impact across many different disease populations. For example, a lesson from the
work in diabetes is that chronic illnesses that require extensive ongoing self-
management and collaboration are excellent models for explicating the impact of
attachment style on treatment and outcomes. Other populations which face similar
challenges include patients undergoing home dialysis, those with congestive heart
failure, or those with metabolic syndrome. HIV patients for whom tight adherence
is a prerequisite for good disease control also fit this paradigm (Hinnen et al. 2012),
as do individuals with spinal cord injury who require sustained attention to long
courses of rehabilitation, medication adjustments, and both psychological and phys-
ical adaptations. Further attachment-focused work in populations such as these
could help us appreciate how a drive for self-reliance versus a preoccupied need for
proximity and support could influence treatment or rehabilitation in general.
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Similarly, Ciechanowski has shown that preoccupied individuals have higher
healthcare costs (Ciechanowski et al. 2002b), another finding that requires replica-
tion in other populations. Ellis notes that for people with advanced cancer greater
attachment anxiety has been found to correlate with referral to psychosocial oncol-
ogy services (Ellis et al. 2009), which suggests that the finding of increased health-
care utility with preoccupied attachment may be generalizable. However, further
research should expand this understanding to other populations to be more certain
of the relevance of attachment style to use of healthcare resources and study inter-
ventions and outcomes to determine if this concentration of resources is well
invested.

13.5 Optimizing Adaptation

An intriguing thought about attachment style and use of healthcare resources is that
individuals with secure attachment may not always have the optimal adaptation to
illness. Hinnen notes that ‘both securely and avoidantly attached patients reported
low levels of distress at 3 months after diagnosis and maintained a low distress level
over time’ (Chap. 6). We understand attachment styles to be the best possible adap-
tation that was available within the early interpersonal (parental-infant) environ-
ment. It might be that a later life event, including an episode of illness, replicates
those early events in such a way that the fit between attachment style and circum-
stances becomes once again optimal and advantages those that are familiar with it
from their developmental years. In fact, this was an anecdotal observation from
clinicians in our HIV Psychiatry Clinic from the early days of the epidemic (Peter
Deroche, personal communication): patients with adverse childhood experience
were frequently not as psychologically disturbed in the face of coping with HIV-
related diseases as their previous functioning and psychiatric diagnoses predicted
that they would be. It was as if they knew how to adapt to severe adversity and
therefore had a less overwhelming coping task than their peers with more favour-
able developmental experiences.

13.6 Examining the Role of Health Providers Who Serve
Attachment Functions

Much of the existing research on the links between attachment patterns and health
behaviours supports hypotheses that are based on an assumption that people man-
age and navigate their relationships with healthcare providers following the same
templates by which internal working models guide behaviour in romantic relation-
ships that serve attachment functions. An untested implication of this assumption is
that healthcare providers serve attachment functions, such as safe haven and secure
base, at least under some circumstances. Indeed, we coach healthcare providers to
be attentive to the opportunity to serve these functions when doing so serves a
patient’s interests (Maunder and Hunter 2015).
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Nonetheless, there are no measures available to directly assess this assumption
currently. An instrument to determine the pattern of attachment of clients to psycho-
therapists (Mallinckrodt et al. 1995) is not applicable, at least without modification,
to other healthcare providers. Furthermore, complications abound. Patients often
have many healthcare providers. In many circumstances there is no need for a
patient to receive attachment functions from a healthcare provider. Identifying the
dyad and the circumstance of interest in order to assess the ability of healthcare
providers to provide secure base and safe haven functions, and the patterns by which
patients interact in these relationships, is challenging. However, understanding
when and how and with whom patients can find security within provider-patient
relationships would provide a great deal of information that would be useful in
developing better interventions.

A useful offshoot of such research is that it would facilitate an investigation of the
role of disciplines other than physicians, who have been the focus of almost all attach-
ment-based healthcare research to date. Nurses in hospitals and in many primary care
settings often see patients more consistently, frequently, and intimately than physi-
cians. It makes sense that such nurses and other professionals with consistent intimate
contact would be more likely to be experienced as an attachment figure by someone
with insecurity and might have more influence over their perceived well-being in a
healthcare setting. Multidisciplinary investigation is crucial moving forward.

13.7 Additional Directions

One of the most pervasive weaknesses of current evidence in attachment-informed
medical care is an over-reliance on self-report measures, not just of attachment but
also of measures of health behaviour and health status. While self-report measures
of adult attachment are valid measures and eminently suitable for large-scale
research (Ravitz et al. 2010), studies in which all measures rely on self-report are
susceptible to shared method biases which inflate the apparent relationships between
study variables (Podsakoff et al. 2012). It should be a goal for future studies that
outcomes are measured by different methods than predictor variables and that mul-
tiple methods are used to assess aspects of attachment.

Perhaps ‘grafting’ physical health measures onto the existing longitudinal stud-
ies of attachment could provide new insights. For instance, Puig and colleagues
(2013) looked at the state of physical health in an ongoing prospective study of
attachment. Their data does offer support for the hypothesis that insecurity increases
illness risk over time, but other attachment studies reporting on the physical status
of their participants would also be helpful. Alternatively, adding attachment mea-
sures to studies of physical illness or well-being may also build a case for an
attachment-illness relationship.

In this same vein, virtually every research centre that conducts clinical trials
oversees various cohorts of ill patients receiving placebo treatment under controlled
conditions, some of whom improve. There is a rich, untapped opportunity to inves-
tigate the determinants of placebo responses in these cohorts, of which relational
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determinants would be very promising candidates. It seems plausible that
preoccupied individuals, with their wish for a rescuing other, might be more likely
to imbue even a neutral intervention with high hopes and expectations and thus
produce a larger placebo response than dismissing patients whose drive to
self-reliance might diminish the impact of suggestion and hope. This list of future
directions is meant to suggest potential new foci of research and perhaps even
inspire the reader to think of one’s own practice and how an attachment perspective
might give you an advantage in understanding the problems you face. We encourage
you all to be as disruptive now as James Robertson was in 1952 when he filmed
Laura in the hospital. His work demonstrated that healthcare is delivered in a
relational context and that we ignore that to the detriment of our patients. Hopefully,
this lesson has now been learned and we can augment our delivery of healthcare by
diminishing fear and increasing safety wherever possible.
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