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Summary

Attachment theory offers a coherent conceptualisation of emotional bond formation, social 
functioning and affect regulation, which can be helpful in explaining the onset and course 
of mental disorders, as well as optimising the healing process. Despite the growing interest 
in the importance of attachment in psychopathology, this issue has not been explored in the 
population of patients suffering from psychotic disorders (PD) in Poland.

The aim of this study is a comprehensive approach to attachment in adults in the context 
of PD, i.e. to integrate existing reports on the specificity of attachment in adults with PD and 
the role of attachment in the aetiology of PD, its course, patients’ functioning, and the healing 
process. Attachment can provide an important theoretical perspective, offering opportunities 
to understand PD and to plan clinical strategies tailored to the individual needs of patients.

Among people with psychotic disorders, insecure attachment patterns are more common, 
which corresponds to reports of increased prevalence of traumatising childhood experiences 
in this group. Insecure attachment can negatively affect the psychosocial functioning of peo-
ple diagnosed with psychotic disorders in interpersonal relations, metacognitive skills and 
affect regulation. Relationships between insecure attachment and the severity and specificity 
of productive symptoms, especially hallucinations and delusions have been demonstrated. 
Patient attachment patterns can affect the interpersonal component of psychosis treatment, 
including relationships with psychiatric staff and therapeutic alliance. Considering this per-
spective by adjusting interactions to patient attachment patterns, as well as increasing safety 
in the therapeutic relationship can translate into improved patient treatment.
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Introduction

Research on the specifics of attachment in people with psychotic disorders (PD) 
and its importance in the formation, course and treatment of these conditions has 
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been conducted for about three decades1. To the best of the authors’ knowledge, no 
cross-sectional or prospective study on this subject of the Polish population of people 
diagnosed with PD has been published so far. The purpose of this study is to present 
the theoretical foundations and to summarize current knowledge about attachment in 
adults diagnosed with PD2.

Theory of attachment

Attachment theory, introduced by Bowlby [1], assumes that early relationships 
with primary caregivers shape the sphere of the subsequent relational functioning of 
the individual. Attachment is a type of lasting emotional relationship formulated in 
relation to a particular person, characterized by a desire for closeness and experienc-
ing stress in a situation of unwanted separation. Early childhood experiences lead 
to the formulation of working models composed of mental representations of them-
selves, other people and relationships with them, which are the basis for interpreting 
experiences, managing their behavior and regulating mood. A properly functioning 
relationship with caregivers should simultaneously allow exploration and develop-
ment of independence, as well as provide a sense of security and neutralize negative 
emotions [2-4]. Attachment needs are triggered when we experience negative events 
or emotions and are satisfied through closeness of caregivers and their quick response 
– providing comfort and care [5]. The research of Ainsworth et al. [6] assessing the 
child’s response in a situation of separation from the caregiver (“foreign situation 
procedure”) has allowed for the separation of three organized attachment patterns: 
secure, avoidant and ambivalent. Main and Solomon [7] supplemented this division 
with a disorganized pattern. These patterns, called attachment styles, have also been 
described in relation to adults.

Secure attachment is shaped in relation to an available and sensitive caregiver and 
in adulthood is expressed through the ability to create close emotional relationships 
while maintaining autonomy. The other three styles represent insecure attachment. 
Avoidant attachment arises as a result of a child learning how to inhibit emotional 
expression due to its ineffectiveness in causing the expected response of caregivers 
and directing attention to exploration. In adulthood, it is characterized by excessive 
emotional control, avoidance of close relationships, and focus on achievement [2-5]. 
Bartholomew [8] distinguished two types of avoidant attachment: fearful, in which 
avoidance is to protect against rejection or injury, and dismissing, in which avoidance 
is to secure a sense of independence and self-reliance. Anxious attachment, also known 
as ambivalent, anxious-ambivalent or preoccupied is a consequence of inconsistent 
availability of caregivers and a constant need to attract their attention, resulting in ex-

1	 The reader will find a list of studies on this subject in three literature reviews [2, 3, 11] and a meta-analysis [9].
2	 The paper does not include the issues of assessing attachment made by children and adolescents with PD and 

assessing the relationship with parents in childhood made by adult patients [cf. 2, 3, 9].
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aggerating negative emotions and limiting exploration. This pattern leads in adulthood 
to insufficient emotional control and autonomy, associated with excessive expression 
of negative emotions and high dependence. Disorganized attachment is shaped when 
caregivers themselves are perceived by the child as a source of anxiety or danger and 
are associated with childhood experiences of negative phenomena, e.g., neglect, loss 
or various types of violence. There are two types of this style: unresolved, character-
ized by episodic disorders of organized patterns, and cannot classify, characterized 
by a lack of dominant organized patterns. Disorganized attachment does not allow for 
the creation of coherent strategies for regulating emotions and creating interpersonal 
relationships. It is common in the literature that disorganized attachment in adulthood 
represents a fearful style, characterized by high levels of both anxiety and avoidance 
in interpersonal relationships [2-5, 9, 10].

Attachment styles show relative stability over time. Attachment in adulthood, 
however, does not depend entirely on the patterns formed in childhood and can be 
modified by later experiences, e.g., loss and/or creation of important relationships or 
trauma. It should also be noted that the relationships created between adults significantly 
differ from the caregiver-child relationship in terms of their specificity (mutuality of 
care) and the functions they perform (sexual relationships, company, shared experi-
ences and goals, etc.) [2-5].

Measurement of attachment in adulthood

There are two approaches to measure attachment in adults: narrative and self-report 
[2, 11]. The narrative approach is represented by Adult Attachment Interview (AAI) 
developed by Main et al. [12]. This is a partially structured interview defining “states 
of mind” in relation to attachment based on the assessment of the individual’s narrative 
coherence in describing his relationship with parents. On this basis, the subjects are 
qualified into one of four styles: autonomous, dismissing, preoccupied and unresolved.

Within the self-report approach, the respondents assess their attachment in relation 
to relationships formed in adulthood, especially romantic ones. Hazan and Shaver [13] 
were the first to recognize that attachment processes in adulthood represent romantic 
love. The Adult Attachment Questionnaire (AAQ) constructed by them allows quali-
fying subjects based on their relationship with partners to one of the three attachment 
styles initially distinguished by Ainsworth (secure, avoidant and anxious-ambivalent). 
This approach resulted in creation of further tools for categorizing attachment proto-
types in adults [2, 3, 11].

As an alternative to the categorical model predicting different prototypes, attach-
ment can be assessed in a dimensional model, i.e., in relation to two dimensions: taken 
in the affective-behavioral sense as anxiety and avoidance or in the cognitive sense as 
a model of yourself and others [2, 3]. Bartholomew [8] proposed a model that includes 
both prototypes and attachment dimensions. In this approach, the configuration of the 
positive or negative dimensions of self (anxiety) and others (avoidance) allows us to 
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table continued on the next page

distinguish four categories of attachment: secure, preoccupied, dismissing and fearful. 
She also stated that individual patterns are not disjoint, but often overlap.

The tool specifically designed to assess attachment in adults diagnosed with PD is 
the Psychosis Attachment Measure (PAM) developed by Berry et al. [14]. It does not 
include questions about romantic relationships but focuses on the current relationship 
of respondents to important people in their lives. A list of attachment assessment tools 
used in research among psychotic patients is provided in Table 1.

Gumley et al. [11] in a systematic review on attachment in PD observed an excep-
tional agreement of results of studies, despite methodological differences, which they 
considered as evidence supporting the theoretical accuracy of measuring attachment in 
people suffering from PD. In Poland, the basic tool for assessing attachment in adults 
is the Plopa [15] Attachment Styles Questionnaire (KSP). KSP is based on the concept 
of Hazan and Shaver, and therefore refers to romantic relationships, which limits its 
applicability only to people who have experienced such a relationship.

Table 1. Tools used to measure attachment in adults suffering from PD [3, 4, 10, 11]

Name Authors Application

Adult Attachment Interview (AAI) Main et al. [12]

Assessment of attachment based  
on descriptions of relationships with caregivers 

in the dimensions: secure-insecure  
and deactivation (avoidance) – hyperactivation 
(anxiety), as well as in relation to four styles: 

autonomous, dismissive, preoccupied  
and unresolved.

Psychosis Attachment Measure 
(PAM) Berry et al. [14]

Assessment of attachment to important 
characters in the dimensions of anxiety  

and avoidance.

Attachment Style Questionnaire 
(ASQ) Feeney et al. [16]

Assessment of attachment regarding 
relationships with others in the following 

dimensions: discomfort (avoidance), 
relationships as secondary (avoidance), 

need for approval (fear), preoccupation (fear) 
and trust (fear) and in relation to four styles: 

autonomous, avoidance, preoccupied  
and ambivalent.

Relationship Questionnaire (RQ) Bartholomew and 
Horowitz [17]

Assessment of attachment in the field  
of friendship patterns in the dimensions of fear 

and avoidance and in relation to four styles: 
secure, fearful, preoccupied, dismissing.

Service Attachment 
Questionnaire (SAQ) Goodwin et al. [18] Attachment assessment in relation to hospital 

staff on a safety scale.

Revised Adult Attachment Scale 
(RAAS) Collins [19]

Assessment of attachment in romantic 
relationships on three scales: closeness, 

dependence and anxiety.
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Adult Attachment Questionnaire 
(AAQ)

Hazan and Shaver 
[13]

Assessment of attachment in romantic 
relationships in relation to three styles: secure, 

avoidant and anxious-ambivalent.

Experiences in Close 
Relationship (ECR) Brennan et al. [20]

Assessment of attachment in important 
relations in the dimensions of avoidance  

and anxiety.

Characteristics of attachment in people suffering from PD

Three literature reviews, two of which are systematic reviews [3, 11], on attach-
ment in adults suffering from PD indicated a greater prevalence of insecure attachment 
among them compared to control groups, with higher scores being noted especially for 
the avoidant pattern [2, 3, 11]. Harder [10] states that the dismissing and disorganized 
attachment patterns are over-represented among people with PD.

A meta-analysis of Carr et al. [9] revealed a significant prevalence of insecure at-
tachment styles among people with PD, amounting to 76%, significantly higher than 
in non-clinical groups (38%). Analysis of the distribution of insecure attachment styles 
among people diagnosed with PD showed the highest incidence of fearful styles (38%). 
Avoidant style was found in 23%, and anxiety in 17% of those with PD. The incidence 
of fearful attachment can be significantly underestimated because this style was not 
included in most of the analyzed studies. The findings of Carr et al. [9] differ from 
previous reports on the prevalence of avoidant style among people with PD. In their 
opinion, this may result from various ways of assessing attachment in individual stud-
ies, as well as taking into account groups at increased risk of PD in their meta-analysis. 
In general, however, such a high prevalence of insecure attachment among people 
with PD is consistent with reports of an increased incidence of experiences in early 
stages of development that may adversely affect attachment patterns [9; see 21, 22].

The role of attachment in the development of PD

Trauma experienced at an early stage of development, negative events, neglect or 
inadequate upbringing approaches are considered factors that can affect brain develop-
ment, and thus change the functions of neuroendocrine affect regulation and cognitive 
functions. Debbané et al. [23] described five neurobiological pathways combining 
insecure attachment with the risk of developing PD in predisposed individuals, includ-
ing hyperactivity of the hypothalamic-pituitary-adrenal axis, dysfunction of the dopa-
minergic system, reduced levels of oxytocin, and the effect of inflammatory reactions 
of the nervous system and oxidative stress. In their opinion, abnormal neurobiological 
processes relevant to the development of PD may occur under the influence of early 
stress-inducing experiences in attachment relationships, especially during critical pe-
riods of nervous system development. Rajkumar [24], on the other hand, characterized 
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numerous neurobiological similarities between people with attachment disorders in 
childhood and those suffering from schizophrenia.

Neurobiological processes connected with insecure attachment can modify fur-
ther mental development in two main areas. First of all, affect regulation mechanisms 
may be disturbed, which would increase the vulnerability to stress and at the same 
time reduce ability to cope with it. Secondly, the disorder may involve metacognitive 
skills. In the case of people suffering from PD, there is an impairment of the ability to 
identify and understand one’s own and others’ mental states, such as beliefs, emotions 
and intentions, referred to as “mentalization” and “theory of mind”3. In addition, early 
traumatic experiences favor dissociation, which can become an activated response, 
perpetuated and aggravated by later stressful situations, also negatively affecting the 
ability to regulate affect and metacognitive skills [3, 9, 11, 25, 26].

As a result, the ability to coherently and adequately recognize and interpret mes-
sages about yourself, others or the social sphere in general is disturbed, and adaptive 
coping strategies are not developed. During development, shaping incorrect explana-
tions of social experiences combined with emotional hypersensitivity may initially 
promote prodromal symptoms of PD, and then the occurrence of a full-blown psychotic 
episode [9, 23-27].

Harder [10] assumes that the two most common insecure attachment styles among 
people with PD: dismissive and disorganized, are associated with separate risk mecha-
nisms in the development of PD. For the dismissive style, she mentions deactivation 
of affect, incorrect mentalization and the use of externalizing behavioral and cognitive 
strategies, and for disorganized, increased sensitivity to stress and dissociation. Korver-
Nieberg et al. [3] suggest that insecure attachment can be a susceptibility factor for 
an unfavorable course of the disease later in life. This is due to social withdrawal and 
poorer quality relationships with others, which in itself can be a source of stress, as 
well as hampering the protective effects of positive social relationships.

The relationship between attachment and neurobiological factors predisposing to 
development of PD should not be considered in terms of simple causal relationships. 
Disturbances in anatomy and physiology of the nervous system specific to PD can 
manifest very early, affecting attachment relationships and later affecting ability to 
regulate affect and metacognitive abilities [cf. 24]. Deficits in these areas may appear 
with the onset of symptoms and increase with them, and the worse course of the dis-
ease may also contribute to social withdrawal of patients [3]. Only some people with 
insecure attachment patterns develop PD and not all people with PD exhibit insecure 
attachment. The PD should be treated as a highly stressful life event, having a far-
reaching impact on forming attachment [2, 9, 10, 24].

3	 In the literature on this subject, it is common to identify with each other the constructs of mentalization and 
theory of mind [cf. 25].
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Attachment and psychosocial functioning of people with PD

Insecure attachment, often found in PD, is characterized by problems with psycho-
social functioning in the field of interpersonal relationships, mentalization and theory 
of mind, and emotional regulation.

Interpersonal relations

In the study of Berry et al. [28] on a group of 58 patients with PD, the subjects 
reported on average having two attachment relationships. Assessment of attachment 
in relationships with parents and psychiatric staff revealed different levels of anxiety 
and avoidance. Patients reported significantly less anxiety in relationships with a key 
employee compared to general relationships and relationships with parents. Lower 
levels of avoidance were reported for relationships with parents. This suggests that in 
PD the capacity to modify ways of creating relationships with others remains.

The same authors showed in a group of 96 patients with PD the relationship between 
severity of insecure attachment dimensions and interpersonal difficulties assessed on 
the basis of psychiatric staff observations: anxiety was associated with excessively 
demanding behaviors, and avoidance with interpersonal hostility. Greater attachment 
difficulties in peer relationships, higher levels of preoccupation and discomfort associ-
ated with intimacy, and greater need for approval have been demonstrated by Couture 
et al. [29] in 96 patients with a first episode of PD compared to 66 healthy people.

Picken et al. [30] in a study of 110 patients with PD and substance abuse showed 
that higher levels of attachment anxiety were associated with a greater total number 
of reported traumatic interpersonal events, as well as with a greater severity of post-
traumatic symptoms. Higher levels of avoidance attachment were associated with 
reporting fewer traumatic events.

Metacognitive skills

Pos et al. [31] evaluated the relationship between insecure attachment styles and 
theory of mind in 111 patients diagnosed with schizophrenia spectrum disorders, 
106 healthy people from their siblings, and 63 healthy people not related to patients 
(control group). Patients had significantly higher scores on both anxiety and avoidant 
attachment and scored worse on the cognitive and affective dimensions of the theory 
of mind compared to siblings and the control group. Greater anxiety was associated 
with greater irregularities in the cognitive aspect of the theory of mind. Avoidance 
was significantly associated with both the cognitive and affective dimensions of the 
theory of mind, with better functioning in this sphere reported in patients with low or 
high levels of attachment avoidance compared to medium levels.

MacBeth et al. [32] in a group of 34 people with a first episode of PD showed 
significantly lower results in terms of reflexive functioning among subjects with dis-
missive attachment compared to those with both secure and preoccupied attachment. 
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The study of Korver-Nieberg et al. [33] in a group of 32 adolescents with early PD and 
78 healthy people, did not show significant differences in the ability to adopt a visual 
perspective – the cognitive dimension of the theory of mind shaped around 2 years of 
age, or significant relationships between this ability and attachment. This means that 
mind deficits documented in PD develop later, more as a result of illness than in rela-
tion to attachment relationships or relate to higher dimensions of the theory of mind.

Emotional regulation

Owens et al. [34] showed in 49 patients with PD that attachment avoidance and 
anxiety were significantly associated with greater difficulties in regulating emotions. 
Especially avoidance was associated with non-acceptance of emotional reactions and 
a lack of emotional awareness and emotional understanding. Anxiety, but not avoid-
ance, was a  significant predictor of emotional regulation. Darrell-Berry et al. [35] 
showed in a group of 174 psychotic subjects and 120 healthy subjects that avoidance, 
but not anxiety, was significantly associated with anger, and this relationship was 
partly mediated by paranoia. The study of Ascone et al. [36] on 60 patients with PD 
and 40 healthy people confirmed the assumption that in the relationship between at-
tachment anxiety and paranoia mediates the use of strategies that strengthen emotions 
(self-blame, rumination and catastrophizing). However, the role of blaming others in 
the relationship between avoidance and paranoia has not been confirmed.

Attachment and characteristics of psychotic symptoms

Insecure attachment can increase the susceptibility to individual symptoms (espe-
cially in relation to difficulties in coping with stressful situations) or have a negative 
effect on the course of PD when symptoms already occur [37]. Dismissive and fearful 
styles can be associated with a tendency to shape delusional beliefs. However, the 
differences between them in the perception of the self (positive in a dismissive style 
and negative in a fearful style) can translate into different roles attributed to oneself in 
the system of paranoid beliefs, i.e., as a victim or guilty person [2, 37, 38]. In the case 
of auditory hallucinations, the attitude of patients towards them, as well as the level 
of distress associated with them can be shaped by operational models representing 
previous interpersonal experiences [2, 37]. According to Berry et al. [26], people with 
anxiety attachment will be willing to consider hallucinations as powerful and change-
able, friendly and hostile, and to respond to them in a dependent manner. On the other 
hand, people with avoidant attachment will rather consider voices as hostile and try to 
suppress or oppose them. It is also assumed that attachment avoidance may promote 
susceptibility to negative symptoms, especially withdrawal, apathy and anhedonia 
[2, 25, 37].

Gumley et al. [11] assessed as low to moderate the relationship between insecure 
attachment and greater severity of positive and negative symptoms, as well as greater 
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severity of depressive symptoms and worse quality of life. A meta-analysis of Carr 
et al. [9] showed the existence of small but significant relationships between the se-
verity of positive symptoms and anxiety and avoidance attachment in both clinical 
and non-clinical groups. No relationship was found between negative symptoms and 
attachment in clinical groups.

According to Berry et al. [37], it is possible that the characteristics of attachment 
anxiety and avoidance may be intensified during psychotic episodes. In a prospective 
study of people with PD they distinguished two subgroups: 33 patients in a stable 
mental state and 21 assessed initially during acute PD, which were then evaluated 
over six months. Avoidant style was associated with positive and negative symptoms. 
The relationship between avoidance and paranoia was independent of the severity of 
the disease. In another prospective study, Gumley et al. [11] assessed the relationship 
between attachment and severity of symptoms in 54 people with a first episode of PD 
within 12 months. Patients with preoccupied attachment showed a greater intensity of 
positive symptoms compared to patients with secure attachment both at the beginning 
of treatment and after six months.

Different relationships have been reported between different types of insecure 
attachment and positive symptoms. In a study by Ponizovsky et al. [39] out of 100 
outpatient schizophrenic patients, preoccupied style was associated with higher 
delusional and suspicious/persecuted results, while the fearful style was associ-
ated with higher hallucinatory behavior. The study of Strand et al. [40] in a group 
of 47 outpatient patients with a diagnosis of PD showed significant positive rela-
tionships between the preoccupied style and the severity of symptoms, as well as 
the results in Symptom Checklist (SCL-90-R) in the field of depression, anxiety, 
interpersonal sensitivity, paranoia and psychoticism. Wickham et al. [41] found 
a strong association between insecure attachment and paranoid beliefs in a group 
of 176 people diagnosed with psychosis compared to 113 healthy people. Insecure 
attachment was, however, not associated with hallucinations in any of the groups. 
This relationship was partly captured in the study of Berry et al. [42]: in a group 
of 73 patients with PD, small but significant positive associations were shown 
between attachment anxiety (but not avoidance) and the intensity of hallucinatory 
voices and related distress.

The differences in the relationship between individual dimensions of attachment 
and psychotic symptoms were carefully documented by Korver-Nieberg et al. [43] 
among 500 patients diagnosed with PD from three countries. Analyzing the results 
from a categorical perspective, it was found that patients with secure attachment had 
the lowest levels of psychopathology in the Positive and Negative Syndrome Scale 
(PANSS). Compared to them, subjects with any type of insecure attachment had sig-
nificantly higher overall scores and scores on positive, but not negative syndromes. 
Higher scores on hallucinatory behavior were found in patients with both fearful and 
dismissing attachment styles. Attachment anxiety allowed for the prediction of positive 
and affective symptoms. Both dimensions were connected with the intensity of halluci-
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nations and persecutory delusions. There were no significant attachment relationships 
with negative symptoms in either categorical or dimensional terms.

An important factor that can help to understand the relationship between insecure 
attachment and positive symptoms is the experience of trauma in the past. Pearce et 
al. [44] investigated the mediating role of attachment and dissociation in the rela-
tionships between childhood trauma and two types of psychotic symptoms: paranoia 
and auditory hallucinations in a group of 112 people reporting a diagnosis of PD or 
experiencing psychotic symptoms requiring specialist care. Fearful attachment and 
dissociation significantly mediated the relationship between trauma and paranoia. 
There was no relationship between attachment and hallucinations. The results of this 
study should be interpreted with caution due to the non-restrictive method of recruit-
ing the study group. Pilton et al. [45] investigated the role of insecure attachment 
in the relationship between trauma and hallucinatory voices in 55 people diagnosed 
with PD who report auditory hallucinations. The anxiety dimension of attachment 
turned out to be associated with hallucinatory voices, their severity, and distress 
related to this symptom. However, no associations were found for the avoidance 
dimension. Attachment anxiety has been shown to mediate the relationship between 
childhood sexual and psychological violence and physical neglect, and the severity 
of voices and related distress.

In the largest study to date, Bucci et al. [46] analyzed the results of 588 people with 
PD, distinguishing four classes: secure, anxious, avoidant and disorganized attachment. 
Respondents from the avoidance and disorganized groups reported significantly higher 
average delusional results than respondents from the secure group. In the disorganized 
group, significantly higher hallucination rates were noted compared to the group with 
secure and anxious attachment, and higher scores on physical and sexual violence 
compared to all other classes. This finding indirectly indicates the potential relationship 
of disorganized attachment with psychotic symptoms and confirms the assumptions 
about linking this pattern with past trauma experiences.

Attachment and PD treatment

There are reports that insecure attachment in people suffering from PD has a nega-
tive effect on their treatment and recovery [11, 37]. Ponizovsky et al. [47] showed 
in a group of 30 men with schizophrenia that avoidant and anxiety attachment were 
associated with significantly earlier onset of the disease. Avoidant attachment has 
also been associated with longer psychiatric hospitalizations. A prospective study by 
Gumley et al. [48] showed in a group of 54 patients with a first episode of PD that 
secure attachment was one of the factors predicting remission after 6 and 12 months 
in terms of negative, but not positive, symptoms.

It is recognized that among people with PD, insecure attachment is associated 
with less involvement in treatment, weaker compliance, less benefit from treatment, 
more frequent discontinuation, as well as a lower level of disclosure of information 
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about themselves and greater rejection of treatment providers [3, 11]. The potential 
role of attachment in the treatment of PD can be explained in relation to recovery 
styles [3]. The link between insecure attachment and maladaptive healing styles that 
tend to avoid recognition of psychotic experiences and minimize their significance is 
indicated by studies by Tait et al. [49] and Mulligan and Lavender [50] in groups of 
50 and 73 patients with PD, respectively.

Berry et al. [37] noted significant negative correlations between attachment avoid-
ance (but not anxiety) and therapeutic alliance assessed by both patients and staff, 
which remained under control of symptom severity. Kvrgic et al. [51] did not capture 
any relationships between attachment and alliance in a group of 156 outpatient patients 
with a diagnosis of schizophrenia or schizoaffective disorder.

In the study of Owens et al. [34], no links were found between therapeutic alliance 
assessments made by patients and staff, although poor therapeutic alliance and insecure 
attachment were associated with greater patient difficulty in regulating emotions. Picken 
et al. [30] did not show that the alliance assessed by patients and staff was significantly 
linked to the history of traumatic experiences that are important for forming attach-
ment patterns. Also, the study of Berry et al. [52] in a group of 52 patients with the 
recent onset of PD who used cannabinols and their therapists, found differences in 
alliance assessment. Higher levels of attachment anxiety in patients were significantly 
associated with a better alliance assessed by therapists, especially regarding consent 
for therapeutic tasks and perception of therapeutic bond. No significant relationship 
was found between avoidance and alliance assessed by therapists and avoidance and 
anxiety and alliance evaluated by patients. It also failed to demonstrate the possibility 
of predicting alliance evaluation based on interactions between patient attachment and 
the type of treatment used.

Clinical implications

Interventions aimed at strengthening attachment bonds and modification of re-
lational patterns in children and adolescents at high risk of PD can be regarded as 
potential protective factors [10, 24]. In the therapy of people who already develop 
it, an important role may be played by increasing their attachment safety both in the 
therapeutic relationship and in the sphere of social relations. The therapeutic rela-
tionship can be treated as an attachment relationship, and changes within it can, by 
changing operational models, modify the relational functioning of patients in a wider 
dimension [3, 34].

Secure attachment can increase the chances of successful adaptation to the disease 
and positively affect the effects of treatment. The prevalence of insecure attachment 
styles among people diagnosed with PD is consistent with the incidence of problems 
in this group in establishing and maintaining a therapeutic relationship, experiencing 
therapeutic interactions as intrusive or rejecting, and discontinuing treatment at its 
critical times [9]. Owens et al. [34] emphasize the need to differentiate therapeutic 



Jarosław Stusiński et al.272

interactions depending on patient attachment styles. Adapting to them requires control 
of the distance in the therapeutic relationship: its gradual increase in patients with 
anxiety attachment and reduction in those with avoidant attachment.

Shaping a secure attachment in a therapeutic relationship requires creating oppor-
tunities for patients to express negative emotions as well as supporting their autonomy 
and exploratory activities [11]. Implementation of strategies aimed at improving 
individual spheres of psychosocial functioning related to attachment, i.e., creating 
and maintaining social relationships, metacognitive skills and regulation of emotions 
may also be important [3, 9, 24, 53]. A perspective that requires further research is 
testing biological interventions (e.g., oxytocin administration) with a potential effect 
on increasing the patient’s attachment safety [43, see 54].

Summary

Literature analysis indicates that insecure attachment can be a risk factor for the 
development of PD, worsening of psychotic symptoms, reduction in the quality of life 
of patients and difficulties in their treatment. In contrast, a secure attachment pattern 
is recognized as an immunity factor that promotes better engagement in treatment 
and recovery. Assuming multifactorial conditioning of psychoses, attachment should, 
however, be considered as one of many elements important for the development, as 
well as the course and treatment of the disease [2-4, 10, 11, 37].
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