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Summary
Objectives. To assess attachment styles among adolescents (13–16 years) with ADHD or
ADHD and oppositional defiant disorders (ODD).
Material and methods. The Parents and Peers Attachment (IPPA) and the Parent Bonding
Questionnaire (PBI) were used in three groups of teenagers raised in biological families: (1)
ADHD/ODD group (n = 40), (2) ADHD group (n = 40) and (3) K (control) group of teenagers
(n = 40) who have not benefited from psychological or psychiatric care in the past or at present.
Results. Parental attachment styles in the area of “Trust”, “Communication” and “Alienation” (IPPA), and “Care” and “Control” (PBI) in the ADHD/ODD group differ significantly
compared to the control group. Teens from the ADHD/ODD group report to have experienced
significantly less “Trust” and “Communication” (IPPA), and “Care” (PBI) in relationships with
parents and more “Alienation” (IPPA) and “Control” (PBI) than adolescents in the ADHD
group. Attachment patterns with peers in both clinical and control groups differ significantly.
The ADHD/ODD group is dominated by the anxious-avoidant style of attachment to the
mother and father, in the ADHD group, a secure style in relation to the mother and anxiousavoidant in relation to the father. In relations with peers in the ADHD/ODD group and the
ADHD group, the anxious-avoidant style dominates.
Conclusions. The attachment style is significantly different in adolescents diagnosed with
ADHD and ODD than in adolescents with only ADHD. In the ADHD/ODD group and the
ADHD group, unlike in the group of adolescents without a psychiatric diagnosis, insecure
attachment styles for parents and peers dominate (mainly anxious-avoidant style).
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Introduction
Attention deficit hyperactivity disorder (ADHD) and oppositional defiant disorder
[1] belong to the group of externalizing disorders, the symptoms of which are the expression of difficulties in controlling one’s behavior. The coexistence of ADHD and
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conduct disorders significantly worsens the child’s functioning within the family, in
the family, social and educational context, which is associated with a greater risk of
further serious complications [2, 3]. Bowlby’s theory of attachment is a psychological
model that facilitates the understanding of the child’s development but also psychopathological symptoms and the mechanism of developing complications [4]. This
model complements the description of biological susceptibility (genetic, structural,
temperamental), expressed in the case of a child with ADHD, to a certain behavior
resulting from weaker impulse control. Abnormal patterns of experiencing intimacy
and related ways of regulating emotions are an element of an insecure relationship.
Those, in combination with cognitive, emotional and social deficits characteristic of
ADHD constitute a risk factor for the development of conduct disorders [5].
This view was formulated, among others, based on studies of Çuhadaroğlu-Çetin
et al. [6] who did not find differences in attachment styles among adolescents with
ADHD compared to the group without psychiatric disorder, in contrast to the group
of adolescent with ADHD with other coexisting mental disorders who more often
presented the so-called anxious–preoccupied style. Moreover, the observations point
to a more frequent occurrence of insecure attachment patterns in children with ADHD
in whom the symptoms of excessive impulsivity and hyperactivity predominate, in
comparison with those with mainly deficits in attention [7]. In addition, researchers note
that in order to form a proper attachment style, parenting has to fit child’s temperament
and functioning. Parental styles promoting excessive autonomy in the case of children
with ADHD characterized by high levels of emotionality, promote the formation of an
anxious attachment style; while limiting autonomy facilitates the development of an
avoidant style [7, 8]. Moreover, a greater severity of ADHD symptoms in adolescents
is associated with the presence of a disorganized attachment style – this influence is
independent of the deficits of executive functions and problems in the area of behavior
[5, 8, 9]. Attachment is also influenced by the quality of communication between an
adult and child with ADHD [10].
On the other hand, there is no consensus on the extent of the influence of attachment developed in relationships, on the severity of ADHD symptoms. Some researchers
emphasize the importance of attachment patterns and related internalized patterns of
functioning for the development of coexisting disorders, including conduct disorders.
Certainly, children with ADHD more often experience parental practices such as inconsistent discipline, poor supervision, less tenderness in relationships that contribute
to insecure attachment as well as promote the development of complications in the
form of other externalizing disorders [11]. This determines the development of a vicious circle – on the one hand, ADHD symptoms affect parents’ attitudes and behavior
(e.g., the use of excessively authoritarian methods of education), and on the other,
maladjusted practices affect the expression of ADHD symptoms and development of
complications [12, 13].
The occurrence and greater severity of externalizing symptoms in adolescents is
associated with the presence of avoidant or disorganized attachment [14]. A metaanalysis conducted by Faraone et al. [15] proves that the consequences of this type
of attachment are moderated by the cumulative risk of family and environmental
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context, gender (male) and age, which means the growth of behavioral problems over
time. In turn, Iniewicz et al. [16] associate the development of conduct disorders with
specific attachment style dimensions, mainly with increased maternal control, which
is promoted by a higher level of aggression and inattention, and increased control in
the relationship with the father, which involves a higher level of problems in social
relationships. Studies conducted among Polish girls with conduct disorders showed
the impact of attachment on the occurrence of self-destructive behaviorrs [17].
The above observations justify the continuation of research on the assessment of
attachment among children and adolescents with ADHD with co-occurring oppositional defiant disorders.
Aim
Assessment of attachment patterns in a group of adolescents diagnosed with ADHD,
ADHD and ODD, and a control group without any psychiatric diagnosis.
Material
The study involved patients diagnosed with attention deficit hyperactivity disorder
(ADHD) according to DSM-IV-TR [18], with or without co-occurring oppositional
defiant disorder (ODD), according to DSM-IV-TR [18], hospitalized in a psychiatric
ward for children and adolescents or remaining in outpatient psychiatric care. Two
experimental groups were created: (1) ADHD/ODD group – individuals with a dual
diagnosis of ADHD and ODD (n = 33 boys, 82.5% and n = 7 girls, 17.5%; mean age
14.9 ± 1.2 years), and (2) ADHD group – individuals with an ADHD diagnosis without oppositional defiant disorders (n = 34 boys, 85.0% and n = 6 girls, 15.0%; mean
age 13.9 ± 1.1 years). The inclusion criterion for both groups, in addition to giving
consent to participate in the study by the patient and his/her parents, was being raised
in a biological family. The exclusion criterion were as follows: being raised in an adoptive or foster family, the presence of other psychiatric diagnoses (including: pervasive
developmental disorders, psychotic disorders, bipolar disorder, intellectual disability,
serious conduct disorders) or previous participation in family therapy. The control group
(Control) consisted of middle school (Warsaw and sub-Warsaw) students. Selection
was based on age and gender (n = 33 boys, 82.5% and n = 7 girls, 17.5%; mean age
14.5 ± 1.3 years). The inclusion criterion in the control group, in addition to consenting
to participate in the study, was being raised in a biological family and no history of
benefiting from psychological, psychiatric or psychotherapeutic care. The exclusion
criterion was being raised in an adoptive or foster family. A group of patients’ parents
who refused to participate in the study did not exceed 20% of the invitees. Most of
them were irregularly receiving health care.
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Method
Participants were assessed using the following research tools:
– The Inventory of Parent and Peer Attachment (IPPA) [19]. It assesses the cognitive and emotional aspects of adolescent attachment with parents and peers
based on a model of internal operational models. It consists of three scales of
25 statements each, relating respectively to the relationship with the mother,
relationship with the father and relationships with peers. The examined person
(teenager) determines the frequency of other people’s behavior on a 5-point
Likert scale: “almost never or never true”, “not very often true”, “sometimes
true”, “often”, “almost always or always true”. The questionnaire allows a description of attachment in three dimensions: (1) “Trust” – perceived trust in
the mother, father and peers, as well as a sense of being understood by them;
(2) “Communication” – the ability to communicate important content, needs
and emotions to important people; (3) “Alienation” – the level of isolation
and perceived lack of understanding in relationships with relatives and related emotions. The Polish version of the questionnaire is characterized by a satisfactory reliability as well as construct and criterion validity [20]. The results
obtained in the inventory are transposed on a sten scale; results in range 1–4
are considered low, 5–6 – medium and 7–10 – high.
– Parental Bonding Instrument (PBI) [21]. It is a retrospective tool designed
to examine certain aspects of relationships perceived by a teenager in the dimensions: (1) “Care” – behavior of parents towards a child in terms of emotional involvement, from warmth and closeness to coldness, withdrawal and
rejection (high results suggest emotional closeness, low – rejection and indifference from the carer); (2) “Control” – the behavior of parents in the range
from encouraging autonomy to strict control and intrusiveness (high results
indicate excessive interfering, promoting psychological dependence, low results – the caregiver’s striving for independence and autonomy of a teenager).
The questionnaire consists of 50 statements (25 referring to the perception of
the attitudes and behaviors of the mother or father; 12 items refer to the experienced care and 13 items refer to controls). The examined person (teenager) assesses whether the statements are true on a 4-point Likert scale: “very
like”, “moderately like”, “moderately unlike”, “very unlike”. The obtained
results are described in 4 dimensions: “mother-care”, “mother-control”, “father-care”, “father-control”, based on which the parent-teenager relationship
is evaluated in four possible categories: “Optimal Parenting”, “Affectionate
Constraint”, “Affectionless Control”, “Neglectful Parenting”. The optimal
bond for a teenager’s development includes high level of emotional care and
low psychological control [16]. The Polish adaption of the inventory has not
been completed by a publication, however the Polish version is characterized
by satisfactory reliability [22].
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Statistical analyses
Nominal variables are presented as percentages, while means and standard deviations were used to describe continuous variables. The normality of the distribution
was verified by the Shapiro-Wilk test with the p < 0.05 level indicating a significant
deviation from normality. Variables with a non-normal distribution were logarithmically transformed. Assumption of uniform variance was checked by Levene’s test.
In Model 1, the analysis of variance (ANOVA) with the post-hoc test by Tukey was
used to compare continuous variables. In the case of interfering variables, regression analysis with qualitative independent variables, covariance analysis or a model
of different slopes (model 2) was used. The assumption about the parallelism of the
regression lines was verified using the F-test. In case of significant violations of the
assumptions, the type of slope direction and steepness was used in further analysis.
The mean and 95% confidence interval (95% CI) were used to describe the adjusted
variables. The analysis was carried out using the STATISTICA 10.0 PL software (License number AGA201C942911AR-T).
The test procedure was accepted by the Bioethics Committee of the Medical University of Warsaw (KB/256/2012).
Results
IPPA questionnaire: assessment of attachment to the mother
In the “Trust” dimension, the ADHD/ODD group obtained significantly lower
scores compared to the control group (p < 0.001) and the ADHD group (p < 0.001).
In the “Communication” variable, the subjects from the ADHD/ODD group achieved
significantly lower scores both in relation to the control group (p < 0.05) and ADHD
group (p < 0.001). In the dimension of “Alienation”, the ADHD/ODD group participants
obtained significantly higher scores compared to the control group (p < 0.001) and
ADHD group (p < 0.001). No significant differences were found between the ADHD
group and the control group in the above-mentioned dimensions. Numerical data are
presented in Table 1.
Table 1. Evaluation of attachment to the mother: IPPA dimensions of “Trust”,
“Communication” and “Alienation”

IPPA

Trust

ADHD/ODD

ADHD

Control

Corrected
mean

Corrected
mean

Corrected
mean

(95% CI)

(95% CI)*

(95% CI)*

31.6

41.6

45.4

(29.1–34.1)

(39.1–44.1)

(42.8–47.9)

ADHD/ODD
vs. ADHD

ADHD/ODD
vs. Control

ADHD vs.
Control

p

p

p

0.00

0.00

0.09

table continued on the next page
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Communication
Alienation

26.1

33.4

35.3

(23.8–28.3)

(31.2–35.6)

(33.1–37.5)

18.3

12.3

11.3

(16.9–19.7)

(10.9–13.6)

(9.9–12.7)

0.00

0.00

0.44

0.00

0.00

0.58

The obtained results were assigned the appropriate type of attachment style according to Ainsworth [23], and Armsden and Greenberg [19]. 5 people (12.5%) from the
ADHD/ODD group, 19 people (47.5%) from the ADHD group and 35 people (87.5%)
from the control group assessed their relationship with the mother in terms of secure
attachment. 7 people (17.5%) from the ADHD/ODD group, 14 subjects (35.0%) from
the ADHD group and 3 people (7.5%) from the control group described their relationship with the mother in terms of the anxious-ambivalent style. In addition, 28 people
(70.0%) from the ADHD/ODD group, 7 subjects (17.5%) from the ADHD group and
2 people (5.0%) from the control group described their relationship with the mother
in terms of the anxious-avoidant style (see Table 2).
Table 2. Assessment of attachment to the mother: attachment styles based on IPPA results
IPPA

ADHD/ODD n (%)

ADHD n (%)

Control n (%)

Secure attachment (SC)

5 (12.5%)

19 (47.5%)

35 (87.5%)

Anxious-ambivalent attachment (AB)

7 (17.5%)

14 (35.0%)

3 (7.5%)

Anxious-avoidant attachment (AV)

28 (70.0%)

7 (17.5%)

2 (5.0%)

IPPA questionnaire: assessment of attachment to the father
In the “Trust” dimension, the ADHD/ODD group obtained significantly lower
scores compared to the control group (p < 0.001) and the ADHD group (p < 0.001), the
ADHD group participants obtained significantly lower results than the control group
(p < 0.001). In the dimension of “Communication”, the subjects from the ADHD/ODD
group obtained significantly lower results in comparison to the control group (p < 0.001)
and ADHD group (p < 0.05), no significant differences between ADHD and control
groups were found. In the “Alienation” dimension, the ADHD/ODD group subjects
obtained significantly higher scores compared to the control group (p < 0.001) and the
ADHD group (p < 0.05), no significant differences were found between the ADHD
group and the control group. Numerical data are presented in Table 3.
Table 3. Assessment of attachment to the father: dimensions of “Trust”, “Communication”
and “Alienation” in the IPPA
ADHD/ODD
IPPA

ADHD

Control

ADHD/ODD ADHD/ODD ADHD vs.
vs. ADHD vs. Control
Control

Corrected mean Corrected mean Corrected mean
(95% CI)

(95% CI)*

(95% CI)*

table continued on the next page
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p

p
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Trust
Communication
Alienation

26.8

35.9

44.2

(24.3–29.3)

(33.7–38.3)

(41.7–46.6)

22.7

28.5

31.7

(20.5–25.0)

(26.2–30.7)

(29.5–33.9)

19.7

15.4

13.1

(17.6–21.8)

(13.3–17.5)

(11.0–15.2)

0.00

0.00

0.00

0.00

0.00

0.11

0.01

0.00

0.28

The obtained results were assigned the appropriate type of attachment style according to Ainsworth [23] and Armsden and Greenberg [19]. 3 people (7.5%) from the
ADHD/ODD group, 10 people (25.0%) from the ADHD group and 22 people (55.0%)
from the control group assessed their relationship with the father in terms of secure
attachment. 3 people (7.5%) from the ADHD/ODD group, 11 subjects (27.5%) from
the ADHD group and 12 people (30.0%) from the control group described their relationship with the father in terms of the anxious-ambivalent style. In addition, 34 people
(85.0%) from the ADHD/ODD group, 19 subjects (47.5%) from the ADHD group and
6 people (15.0%) from the control group described their relationship with the father
in terms of the anxious-avoidant style (see Table 4).
Table 4. Assessment of attachment to the father: attachment styles based on IPPA results
IPPA

ADHD/ODD n (%)

ADHD n (%)

Control n (%)

3 (7.5%)

10 (25.0%)

22 (55.0%)

Secure attachment (SC)
Anxious-ambivalent attachment (AB)

3 (17.5%)

11 (27.5%)

12 (30.0%)

Anxious-avoidant attachment (AV)

34 (85.0%)

19 (47.5%)

6 (15.0%)

IPPA questionnaire: assessment of attachment to peers
In the “Trust” dimension, the ADHD/ODD group as well as the ADHD group
obtained significantly lower scores compared to the control group (p < 0.001). In the
“Communication” variable, both the ADHD/ODD group and the ADHD group obtained significantly lower results in comparison to the control group (p < 0.05). In the
“Alienation” dimension, both the ADHD/ODD group and the ADHD group obtained
significantly higher scores compared to the control group (p < 0.001 and p < 0.05). There
were no significant differences between the ADHD/ODD group and the ADHD group
results in the above-mentioned dimensions. Numerical data are represented in Table 5.
Table 5. Assessment of peer attachment: dimensions of “Trust”, “Communication”
and “Alienation” in the IPPA

IPPA

ADHD/ODD

ADHD

Control

Corrected mean

Corrected mean

Corrected mean

(95% CI)

(95% CI)*

(95% CI)*

ADHD/
ODD vs.
ADHD

ADHD/ODD
vs. Control

ADHD
vs.
Control

p

p

p

table continued on the next page
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Trust
Communication
Alienation

33.6

34.0

42.1

(31.2–36.1)

(31.6–36.4)

(39.7–44.6)

23.5

22.5

27.5

(21.5–25.4)

(20.5–24.5)

(25.5–29.5)

19.6

17.9

15.3

(18.1–21.1)

(16.4–19.3)

(13.8–16.8)

0.97

0.00

0.00

0.78

0.01

0.00

0.22

0.00

0.04

The obtained results were assigned the appropriate type of attachment style according to Ainsworth [23] and Armsden and Greenberg [19]. 3 people (7.5%) from the
ADHD/ODD group, 4 people (10.0%) from the ADHD group and 16 people (40.0%)
from the control group rated their relationship with their peers in the categories of
secure attachment. 4 people (10.0%) from the ADHD/ODD group, 7 subjects (17.5%)
from the ADHD group and 14 people (35.0%) from the control group described their
relationship with their peers in terms of the anxious-ambivalent style. In addition,
33 people (82.5%) from the ADHD/ODD group, 29 subjects (72.5%) from the ADHD
group and 10 people (25.0%) from the control group described their relationship with
their peers in terms of the anxious-avoidant style (see Table 6).
Table 6. Assessment of attachment to peers: attachment styles based on IPPA results
IPPA
Secure attachment (SC)

ADHD/ODD n (%)

ADHD n (%)

Control n (%)

3 (7.5%)

4 (10.0%)

16 (40.0%)

Anxious-ambivalent attachment (AB)

4 (10.0%)

7 (17.5%)

14 (35.0%)

Anxious-avoidant attachment (AV)

33 (82.5%)

29 (72.5%)

10 (25.0%)

PBI questionnaire: assessment of attachment and relationship with the mother
In the ADHD/ODD group, significantly lower scores in the “Care” dimension
were obtained compared to the ADHD group and the control group (p < 0.001); there
were no statistically significant differences between the ADHD group and the control
group. In addition, significantly higher results were obtained in the “Control” dimension in the ADHD/ODD group compared to the ADHD group and the control group
(p < 0.001); participants with ADHD obtained slightly higher results in comparison to
the control group but these differences did not reach the level of statistical significance.
Numerical data are represented in Table 7.
Table 7. Assessment of attachment to the mother: “Care” and “Control” dimensions
of the PBI
ADHD/ODD
PBI

ADHD

Control

Corrected mean Corrected mean Corrected mean
(95% CI)

(95% CI)*

(95% CI)*

ADHD/ODD vs. ADHD
p

table continued on the next page

ADHD/ODD ADHD vs.
vs. Control Control
p

p
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Care/
Mother
Control/
Mother

19.0 (16.7–21.3) 29.2 (26.9–31.4) 30.5 (28.2–32.7)

0.00

0.00

0.07

22.3 (20.6–24.1) 15.0 (13.2–16.7) 12.1 (10.4–13.9)

0.00

0.00

0.06

The obtained results indicate that 12 people (30.0%) from the ADHD/ODD
group, 28 people (70.0%) from the ADHD group and 36 people (90.0%) from the
control group assess their relationship with the mother in terms of “Optimal Parenting”. Only 8 people (20.0%) from the ADHD/ODD group describe their relationship
with the mother as “Affectionate Constraint”; in the ADHD group this type of relation concerns 11 subjects (27.5%), while in the control group – 2 people (5.0%). In
turn, 17 people (42.5%) from the ADHD/ODD group assess their relationship with
the mother in terms of “Affectionless Control”. Such description applies to 1 subject
(2.5%) in the ADHD group and none in the control group. In addition, 3 people (7.5%)
from the ADHD/ODD group, 1 person (2.5%) from the ADHD group and none from
the control group describe their relationship with the mother in terms of “Neglectful
Parenting” (see Table 8).
Table 8. Assessment of attachment to the mother: “Optimal Parenting”, “Affectionate
Constraint”, “Affectionless Control” and “Neglectful Parenting” in the PBI
PBI

ADHD/ODD

ADHD

Control

n (%)

n (%)

n (%)

Optimal
Parenting

Yes

12 (30.0)

28 (70.0)

36 (90.0)

No

28 (70.0)

12 (30.0)

4 (10.0)

Affectionate
Constraint

Yes

8 (20.0)

11 (27.5)

2 (5.0)

No

32 (80.0)

29 (72.5)

38 (95.0)

Affectionless
Control

Yes

17 (42.5)

1 (2.5)

0 (0.0)

No

23 (57.7)

39 (97.5)

40 (100.0)

Neglectful
Parenting

Yes

3 (7.5)

0 (0.0)

2 (5.0)

No

37 (92.5)

40 (100.0)

38 (95.0)

ADHD

ADHD/ODD
vs. ADHD

ADHD/ODD
vs. Control

p

p

0.00

0.00

0.00

0.02

0.01

0.05

0.00

0.00

0.00

0.11

0.25

0.23

vs. Control
p

PBI questionnaire: assessment of attachment and relationship with the father
In the ADHD/ODD group, significantly lower scores were observed in the “Care”
dimension compared to the ADHD group and the control group (p < 0.001); the ADHD
group obtained significantly lower scores compared to the control group (p = 0.01).
In addition, significantly higher results were obtained in the “Control” dimension in the
ADHD/ODD group compared to the ADHD group and the control group (p < 0.001);
ADHD subjects obtained significantly higher scores in comparison to the control group
(p = 0.01). Numerical data are represented in Table 9.
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Table 9. Assessment of attachment to the father: “Care” and “Control” dimensions
of the PBI

PBI
Care/
Father
Control/
Father

ADHD/ODD

ADHD

Control

ADHD/ODD
vs. ADHD

ADHD/ODD
vs. Control

ADHD vs.
Control

Corrected mean
(95% CI)

Corrected mean
(95% CI)*

Corrected mean
(95% CI)*

p

p

p

16.3 (13.8–18.7) 22.0 (19.5–24.5) 27.1 (24.7–29.5)

0.00

0.00

0.01

21.4 (19.3–23.4) 13.9 (11.9– 16.0)

0.00

0.00

0.01

9.9 (7.9–11.9)

The obtained results indicate that 9 people (22.5%) from the ADHD/ODD group,
22 people (55.0%) from the ADHD group and 36 people (90.0%) from the control
group assess their relationship with the father in terms of “Optimal Parenting”. Only
6 people (15.0%) from the ADHD/ODD group describe their relationship with their
father in terms of “Affectionate Constraint”; in the ADHD group, this type of relation
applies to 5 subjects (12.5%), and in the control group – 1 persons (2.5%). In turn,
20 people (50.0%) from the ADHD/ODD group assess their relationship with their
father in terms of “Affectionless Control”; such description applies to 5 subjects (12.0%)
in the ADHD group and 2 persons (5.0%) in the control group. In addition, 5 people
(12.5%) from the ADHD/ODD group, 8 people (20.0%) from the ADHD group and
1 person (2.5%) from the control group describe their relationship with the father in
terms of “Neglectful Parenting” (see Table 10).
Table 10. Assessment of attachment to the father: “Optimal Parenting”, “Affectionate
Constraint”, “Affectionless Control” and“ Neglectful Parenting” in the PBI
PBI

ADHD/ODD

ADHD

Control

n (%)

n (%)

n (%)

Optimal
Parenting

Yes

9 (22.5)

22 (55.0)

36 (90.0)

No

31 (77.5)

18 (45.0)

4 (10.0)

Affectionate
Constraint

Yes

6 (15.0)

5 (12.5)

1 (2.5)

No

34 (85.0)

35 (87.5)

39 (97.5)

Affectionless
Control

Yes

20 (50.0)

5 (12.5)

2 (5.0)

No

20 (50.0)

35 (87.5)

38 (95.0)

Neglectful
Parenting

Yes

5 (12.5)

8 (20.0)

1 (2.5)

No

35 (87.5)

32 (80.0)

39 (97.5)

ADHD

ADHD/ODD
vs. ADHD

ADHD/ODD
vs. Control

P

p

0.00

0.00

0.00

0.32

0.14

0.09

0.00

0.00

0.00

0.26

0.08

0.05

vs. Control
p
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Discussion
The obtained results indicate the existence of differences in significant dimensions
of attachment in the group of adolescents diagnosed with ADHD/ODD, only ADHD
and adolescents with no mental health diagnosis. Attachment to parents in the area of
“Trust”, “Communication” and “Alienation” as well as “Care” and “Control” in the
ADHD/ODD group differs significantly in relation to the control group. Moreover,
adolescents with ADHD and ODD claim that they experience less “Trust”, “Communication” and “Care” in relationships with their parents, and more “Alienation”
and “Control” than adolescents with ADHD. Attachment to peers in both clinical and
control groups is significantly different, but no differences were found between ADHD/
ODD and ADHD groups. The ADHD/ODD group is dominated by anxious-avoidant
attachment to the mother and father, while the ADHD group – by secure attachment to
the mother and anxious-avoidant attachment to the father. The anxiety-avoidant style
dominates in relations with peers in the ADHD/ODD group and the ADHD group.
The above results are to a large extent consistent with those obtained in attachment
studies in groups of patients with externalizing disorders [24]. The available studies
prove a less frequent occurrence of secure attachment in groups of children and adolescents with ADHD, while insecure attachment is described as a factor negatively
affecting the behavioral, social and emotional adaptation of individuals with ADHD
[9, 25]. Attachment styles that do not give a sense of security, through a negative impact on the process of emotional regulation and mentalization, become a risk factor
for the development of psychopathological symptoms, including conduct disorders
in patients with ADHD [26, 27]. About 80% of children with an oppositional defiant
disorder diagnosis show an insecure attachment [17]. Similar results are presented in
groups of patients with ADHD and conduct disorders, or adolescents with conduct
disorders abusing substances [28]. However, it should be assumed that the attachment
pattern is only one of the variables that determine the risk of complications, as well as
other such as parenting styles or family functioning, which in many cases means the
accumulation of negative factors [29, 30]. High level of control and low quality of care
from both parents generate more aggressive behaviors [31], which was confirmed in the
present study but only in relation to those adolescents who developed the symptoms
of oppositional defiant disorder. The same applies to the care of the father, no less
important for optimal functioning – a high level of control correlates with the severity
of conflicts, low adaptation, increased anger and more oppositional behaviors [17],
which combined with low level of care increases the risk of externalizing disorders.
The results obtained for the ADHD group confirm the observations indicating
that the image of attachment to the father and mother is different, and the care, which
usually is more guaranteed by the mother from the beginning, has a greater impact on
the behavior [32]. Adolescents with ADHD more openly share emotions with their
mothers than with their fathers and rely more on their support and have a similar need
for closeness as people with secure attachment [33]. In the present study, the results
obtained for the ADHD group differ significantly in relation to the control group only
in part of the described dimensions and indicate a correct image of attachment to the
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mother. Moreover, an interesting result is a smaller number of significant differences
in the attachment between the ADHD/ODD group and the control group than between
the ADHD group and the control group. Observations regarding the comparison of
the ADHD group vs. the control group may suggest that the symptoms of ADHD
alone do not significantly affect the attachment style and/or the current quality of care.
Similarly, Garbarino and Thomson [34] reported a significantly higher incidence of
secure attachment to the mother in adolescent patients with ADHD without coexisting
conduct disorders.
In the present study, there were significant differences in the style of attachment
to peers between clinical groups and the control group, which indicates a different
functioning in such relationships. The obtained results are consistent with the observations available in literature, indicating the importance of lower social competences
and lack of popularity in the peer group, being a consequence of insecure attachment
[35]. These are factors that increase the probability of developing externalizing disorders. The image of attachment in the adolescent-peer relationship is shaped by other
factors than in relationships with parents. Attachment to peers can be seen as a source
of support in the period of developmental challenges and a source of security during
conflicts with parents.
On the other hand, significant differences were not found in the style of attachment
to peers between the ADHD/ODD group and the ADHD group. This may result from
the specificity of symptoms of ADHD and their negative impact on peer relations.
In the case of people with ADHD, the disruption of executive functions is the source
of a large number of conflicts, also in the peer environment [3]. Lee and Hinshaw [36],
in a study involving 140 adolescents with ADHD, indicate a significant relationship
between symptoms of hyperactivity, impulsivity and inattention, and low status in the
peer group. The greater the severity of ADHD symptoms, the greater the difficulty
in relationships with peers. The relational system and symptomatology of ADHD in
adolescents are intrinsically related – on the one hand, the symptoms increase the
probability of unattractive attachment, and on the other – anxious-avoidant attachment
causes difficulties in regulating emotions, especially anxiety and anger associated with
perceived rejection. Lee and Hinshaw [36] also emphasize the important role of attention deficit symptoms in forming relationships with peers as the symptoms negatively
affect the status of adolescents in the group.
Limitations
The possibility of inference from the obtained results is associated with certain
restrictions. The first of these is the lack of accurate clinical analysis of the ADHD/
ODD group and the ADHD group in terms of the severity of the presented symptoms
(despite the analysis was not the goal of this study). Evaluation of the correlation of this
variable with the examined variable would be a valuable complement to the research
protocol. Similarly, the assessment of the occurrence of ADHD symptoms and their
severity in parents of the examined adolescents would allow a more in-depth analysis
of the described problem. Another limitation is the small size of the studied groups,
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mainly due to restrictive research criteria, the subject of the study and related large
number of refusals. Moreover, only patients who were hospitalized were recruited to
clinical groups, which could potentially be associated with a higher severity of symptoms of the disorder and this could have influenced the final results.
Conclusions
In the present study, it can be concluded that the attachment style significantly
differentiates adolescents with ADHD and conduct disorders from the group with
ADHD only. Moreover, insecure (mainly anxiety-avoidant) patterns of attachment to
parents and peers are dominant among adolescents with ADHD and conduct disorders
as well as adolescents with ADHD, unlike the group without a psychiatric diagnosis.
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