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Why are attachment styles 

important?
� Everybody has an attachment style

� This refers to the ways in which we expect to be 
understood and cared for by others

� We make predictions of  others’ behaviours based on our 
experiences

� It is the template through which we understand 
ourselves and others

� As clinicians, understanding attachment may help us to 
better understand



What is Attachment Theory?

� Initially proposed by Bowlby (1969, 1973, 1980)

� Theory of  social and emotional development

� Describes the built-in drive to form affectional bonds 
with others

� Important in development of:

� Cognition/thinking

� Self  esteem

� Ability to cope in stressful situations

� Provides a general template for interpersonal/social 
relationships (Internal Working Models)



Attachment Theory

� Goal of  attachment – Protection, which is found in 

relationships that offer security and comfort

� Attachment figures – generally the main caregivers

� ‘Secure Base’ or ‘Safe Base’ (Ainsworth et al, 1978)

� Children explore the world from the secure base (caregiver), 

coming back to safety when threat is encountered.



Attachment Theory

� Attachment Behaviours:

� In young children include - crying, shouting or calling out, 
crawling to or searching for caregiver, clinging to caregiver, 
any other distress signals

� In older children include – seeking attention, reassurance, 
comfort, affection, approval: seeking adults to make sense of  
emotional experiences and responses, seeking trustworthy 
relationships, seeking adults to provide explanations and help 
cope with overwhelming experiences (rejection, uncertainty, 
anxiety, fear)

� Attachment behaviours are triggered by distress, 
environmental threat, illness……..



Patterns of Attachment

� Secure attachment

� Developed with ‘good enough’ parenting:

� Consistent and sensitive in responding to child’s needs

� Available to help child regulate emotions (e.g. fear and distress)

� Show empathy and support

� Children learn:

� How to label and therefore understand their feelings

� How to understand the feelings of  others

� Coping skills from caregivers, that they eventually internalise to be 

able to ‘self  soothe’

� That they are WORTH looking after



Patterns of Attachment

Self worth

Self esteem

Self confidence

Need expressed

Need attended to



Patterns of Attachment –

Insecure

� Insecure attachment

� When the conditions for ‘good enough’ care giving are not 

fully met

� When children spend time monitoring safety and security, 

rather than exploring and pleasurable interactions with 

caregiver

� Generally two types of  insecure attachment:

� Insecure-ambivalent (resistant)

� Insecure-avoidant



Patterns of Attachment –

Ambivalent

� Insecure-Ambivalent

� When caregivers are:

� Poor at reading the child’s attachment behaviours

� Unpredictable and inconsistent in their responses

� Children tend to:

� Maximise attachment behaviours (to elicit care)

� Resist comfort (fear that if  calm, caregiver will become 
unavailable)

� Children may present as highly dependant



Patterns of Attachment –

Avoidant

� Insecure-Avoidant

� When caregivers:

� Have difficulty responding to a child’s needs

� Show anger, distress, fear, annoyance…….in response to 

attachment behaviours

� Children tend to:

� Play down attachment behaviours

� Ignore or move away from caregiver

� Children may present as overly compliant and self  sufficient



Patterns of attachment –

Disorganised
� Disorganised Attachment

� When caregivers:

� Are frightening (hostile, abusive, violent/aggressive etc)

� AND/OR frightened (helpless, depressed, misusing substances)

� Children tend to:

� Have no where to go for consistent comfort/safety

� Develop a range of  control strategies to survive

� These children are likely to display behaviour, which for them is adaptive to 

trauma, but that does not fit with social norms (‘odd’, aggressive, “lying”etc).  They 

are also likely to develop negative and/or extreme beliefs about themselves (e.g. I 

am bad/worthless/evil/powerful based on caregiver responses to their attachment 

behaviour



The three D’s

� Denial

� When something bad is happening our first response may be denial e.g. 

“this isn’t happening”, “I don’t believe this”………

� Distraction

� When something bad is happening and we have acknowledged it, we 

may choose to distract ourselves e.g. throw self  into work, keep busy, 

actively don’t want to think about it

� Dissociation

� When something bad is happening and there is NO escape the human 

brain is capable of  cutting off  from reality in order to avoid 

physical/emotional pain



Attachment and Healthcare

�Why is attachment theory 

particularly relevant in healthcare 

settings?



Attachment and Healthcare

� Clinicians become the caregivers

� Attachment dynamics are likely to be played out within the 
healthcare setting and relationships

� The child/young person (and adults within the family) may 
EXPECT us to be containing/dismissive/neglectful etc

� Expectation will heighten sensitivity to clinicians subtle 
behaviours that can be interpreted through the lens of  past
experiences

� Also, clinicians have attachment styles that will contribute 
to the dynamic!!



Attachment and Healthcare

� Attachment styles will become particularly important at times of  

change

� Transition to adult services, increased responsibility for 

medication, commencement of  sexual relationships, changing 

school, death in the family

� All of  these changes can be predicted in advance



Dynamics Traingle

Abuser/aggressor Rescuer

Victim

NEGOTIATION 

AND 

EMPOWERMENT



Practical interventions

� In advance of  any change, discuss with the child/YP how they 
might react, what might be the problems, how might they react, 
who would notice, what might the solutions be, who would they 
go to for help

� What has worked in the past for the patient when they have had 
a problem?

� How would they know they had a problem? What would they 
notice? What would change?

� What do they say to themselves in their head when they 
encounter problems? About the problem itself  and themselves as 
the person to whom the problem is happening?



Some Communication Do’s and Don'ts

Try to�� Try not to��

Listen, be calm, attend to the person Don’t use confronting body language

Acknowledge their concerns Don’t talk without looking at the person

Validate – “that’s sounds very 

frustrating/worrying/scary!” etc.

Don’t raise your voice (even if they are 

shouting

Use their name Don’t dictate

Show empathy and compassion Don’t dismiss

Make it clear you would like to help Don’t patronise or chastise

If you can’t, explain why Don’t tell someone to calm down

Give eye contact (but not staring!) Avoid phrases like “don’t be daft”

Notice their distress – “I can see that you’re 

upset/angry/scared!” etc.

Try not to express your own emotional 

responses (you will have them!)

Ask what you can do to help Don’t take things personally

Involve the person in decisions/negotiate Don’t talk with others like they’re not there

Be clear about what you’re going to do and 

why

Be aware of subtle threats – “if you!..then 

I’ll!!”



Final thoughts

� There is no such thing as a perfect parent/clinician

� As parents/clinicians we aim to be “good enough” – we can get 

things wrong and we can admit and discuss it

� This helps young people develop a tolerance of  themselves and 

others

� We aim to help our patients to be able:

� to identify problems and solutions

� to be able to self-sooth

� to be able to seek help when necessary
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