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The difficult patient:
an attachment perspective
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Abstract

Stressors strch as i l lness, injurl 'ancl hospitalisation are l ikell ' to actir.ate attachuretrt behaviours. The rval'people

fe i Ic t t ( ) t l tescst t .css<l rs ; ( i .e . ; t1rc i r i l l r ress l le I rar ' i t l t t r ) ;

sh'le. In tlils llallcr w,e lrriefll' rer,ieu, attaclunent theor-.,'. nith ref'erence to rliflit'ult patient behaviout's, inclurling

conrpulsive self-reliancc, crornpulsir,e carc seeking ur<l reiection of skrff r'ouple<l n'ith exaggerated help-sccliing

behaviour. We c'onc'lutlc b1' suggesting sinrplc inten'entions that can easil-v be ;44rlicrl to enable staff to cope, atr<l

tlrus lre rrr<rle able to help p:rtients uith clillcult illness beltar.iotrrs. (SA,F-;un Ptact 200-J;-1,'i(B):11-1,1)

INTRODUCTION

Every healthcare worker has come
across patients who are difficult to help;
and has felt frustrated and exasperated
as a resul t .  Examples of  'd i f f icu l t '

patients are those who do not adhere to
treatment, keep on seeking medical care
without having a physical problem or
are derogatory towards healthcare
workers without giving them a chance
to even try to administer a treatment.
Difficult patient behaviour forms part
of the i l lness behaviour repertoire. i.e.
the way the pat ient  behaves when
stressed by ill health. Illness behaviour
is partially learned through parental
reinforcement and modellingr'', and has
been shown to be culture=dependentr'4.
Some cha rac te r i s t i cs  o f  so -ca l l ed
abnormal i l lness behaviour may be
considered normal  wi th in cer ta in
cul turessa.  In  cer ta in cases,  i l lness
behaviour  may a lso be dr iven by
secondary gain - a fact that may underlie
economic survival in socio=economi-
cally-deprived environments.

This paper approaches the "difficult
patient" problem from the attachment
theory perspective. A brief overview of
attachment theory is given, followed by

an account of the four attachment styles
(viz. secure, avoidant, anxious and
disorganised). Subsequently, sugges-
tions are made on how the needs of
individuals who conform to the different
styles of illness behaviour can best be
accommodated.

O\IERVIEW OF

ATTACHMENT THEORY

Attachment theory was conceptualised
by John Bowlby, who watched the
react ions of  ch i ldren who were
separated from their mothers during
hospitalisation5. "Attachment" refers to
the bond of  the in lant  to  i ts  pr imary
caregiver (usually the mother), and later
towards meaningful others. This bond
is a necessity for mammalian newborns,
who all are born immature and thus
unable to immediate ly  surv ive by
themselves6. The attachment system has
two main aims: firstly, to ensure safety
a g a i n s t  p r e d a t o r s  b y  m a i n t a i n i n g
proximity to the attachment figure
(usually the mother) and secondly, to
provide a 'secure base' from which the
environment can be explored and to
which the in fant  may return to i f
frightenedT. Attachment behaviour, e.g.

cry ing,  fo l lowing and c l ing ing,  is
triggered when a threat appears, when
the attachment figure leaves unex-
pectedly, or when the infant is hungry,
tired or i l18.

All babies become attached to their
primary caregivers, even if these are
physically or psychologically abusiveT.
However, a disorganised attachment is
most l ikely to develop in the case of
abuse. The quality of the attachment
between mother  and chi ld  can be
measured in a standardised laboratory
procedure,  termed the 'Strange

Situation'8. In this procedure, infant
at tachment  behaviour  is  graded in
response to separation from the mother
and compared to behaviour towards a
strangerE. Four main categories (secure,
avoidant, anxious and disorganised) can
be discerned when the infant is as young
as  l 2  mon ths  o f  ageE  e ,  and  these
categor ies remain re lat ive ly  s table
across a person's l i felo.

Adul ts  can be d iv ided into four
similar basic categories by means of the
Adult Attachment Interview, which asks
interviewees to report on their past and
present relationshipsrr . In the scoring of
the responses, the degree ofcoherence
o f  t he  repo r t  i s  impo r tan t  (e .g .
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describing the mother as 'perfect', but
then elaborating with a story of neglect
o r  pun i shmen t ,  wh i ch  wou ld  be
considered incoherent). The degree of
ref lect ive funct ioning,  which is  the
ability to understand both one's own and
others' psychological experience. is also
gradedr:. Securely attached individuals
score high in coherence and reflective
functioning, while these are diminished
in the insecure (anxious and avoidant).
and especia l ly  in  the d isorganised,
categorles.

The reason why attachrnent subtypes
tend to persist throughout an indivi-
dual's life is thought to be that a baby
comes to expect a certain pattern of
caregiver reaction, based on previous
experience. This expectation is termed
the  'wo rk ing  mode l ' ,  a  cogn i t i ve
schema tha t  p red i c t s  t he  l i ke l y
behaviour of attachment figures at a
t ime  o f  s t ress ,  and  then  ass igns
appropriate behavioural action to the
se l l = .  Th i s  pa t te rn  o f  r eac t i on  t o  a
stressor remains constant in most people
from infancy to adulthoodl0 and will be
considered in the next section.

ATTACHMENT SUBTYPES

For the sake of simplicity, tbur distinct
attachment styles can be described. We
w i l l  now  d i scuss  each  o f  t he  f ou r
subtypes, i.e. secure, insecure-avoidant,
insecure-anxious and disorganised. In
each case, adult attachment style is
thought to result fiom the interaction of
pa ren ta l  s t y l e  w i t h  t he  i n fan t ' s
temperamental needs and strengths,
mod i f i ed  t o  a  va ry ing  deg ree  by
subsequent life experience.

Secure
If an infant has a mother who is sensitive
to its needs and responds appropriately,
it will develop a working model of the
self as worthy of care, and of the other
as being able to give care as neededT.
Adults who were not securely attached
as infants may become 'eamed secure'
in adulthood by working through their
problems and changing their working
models l r .  Secure adul ts  have a h igh
degree of  coherence and ref lect ive
functioning. Approximately 60% of the
general population are securera and
usua l l y  do  no t  pose  p rob lems  as

patients, as they are easy to help even if
their medical situation is dire.

Avoidant
If a mother constantly rejects her baby's
needs and is ernotionally aloof, the baby
will learn that others are incapable of
providing care as needed, and the child
wil I become compulsively sel f-reliantR.
Such  i n fan ts  l ea rn  t o  supp ress
attachment behaviours, as they only
further distance a rejecting motherr5.
Avoidant adults are typified by their
dismissive attitudes towards love and
care and are described as cold or aloof.
Their internal working model leads
them to believe that others are not to be
trusted and wil l inevitably 1et them
down16. Accordingly, the more stress
they experience, the more they distance
themselves from those who could help
them. They can be difficult patients in
the sense that they are dismissive of
heal th care,  of ten not  adher ing to
treatment, coming to hospital too late,
or  refus ing appropr iate therapies.
Avoidant persons make up about 25o/o
of the general population'u.

Anxious
A  mo the r  who  i s  unp red i c tab le ,
somet imes provid ing sensi t ive and
responsive care and at  other  t imes
reject ing her  baby.  wi l l  have an anxious
baby who is never sure what to expects.
The baby then develops a work ing
mode l  o f  t he  o the r  as  capab le  o f
providing care, but only when pressured
i n t o  d o i n g  s o  b y  a  c o n t i n u o u s
attachment signal, such as extreme
dependen t  behav iou r .  Anx ious l y
attached individuals have little belief in
their own capacity to cope with stress;
and they are thus driven to depend on
others. Their need for proximity is so
great, howeveq that they find the other's
help insufficient, leaving them with
near ly  constant  anxiety and an
unquenchable thirst for comforting.
Anxiously attached adults are perceived
as  needy ,  c l i ngy  and  seek ing  o f
approval. They often present themselves
for medical care unnecessarily with
vague complaints, and are not reassured
easily if at all. They are "compulsive
care seekers"16. Approximately l0% of
the  popu la t i on  a re  ca tego r i sed  as
insecure-anxiousra.

Disorganised
Frightened, dissoc iated or fbar-inducing
behav iou r  by  t he  mo the r ,  wh i ch
obviously includes all fbrms of physical
orpsychological abuse, leads to a 'fright

without solution' in the infant. who is
programmed to turn to the primary
caregiver when tiightened, but cannot
do so because this caregiver is also the
source ofthe threate. Infants accordingly
develop working models of the self as
unworthy of love, and of the other as
unable ofproviding care when needed.
D iso rgan i sed  adu l t s  t yp i ca l l y  a re
incoherent when discussing attachment
i ssues  and  have  a  l ow  deg ree  o f
reflective functioning. These patients
can be extremely difficult in the sense
that they have no trust whatsoever in
health-care providers or, for that matter,
i n  anybody  e l se .  They  a re  o f t en
perceived as being desperate,  wi th
fluctuating levels of help seeking and
mist rust ' ' .  The way these pat ients cope
with their profound anxiety, coupled
with a deep mistrust of others, is to
constantly pressure others for rnore care.
These persons combine exaggerated
help-seeking behaviour with simulta-
neous rejection of those who try to help.
They often have an attitude of "this will
never work". They are very demanding,
without ever being satisfied with their
care, as they believe that it is only by
putting persistent pressure on others that
anything wil l be done'". The disorga-
nised category of insecure attachment
has a high prevalence in all types of
psychopathologyrT.

MANAGEMENT OF THE

DIFFERENT STYLES OF

ILLNESS BEHAVIOUR

Illness and injury are physical threats,
and thus stressors that will activate the
attachment systemT. Hospitalisation
involves separation from meaningful
others. exposure to a new environment.
and the need to trust strangers, which
are all attachment stressors in their own
right'6. The way people react to these
stressors (i.e. their i l lness behaviour)
varies widely and is related to their
attachment style'8. Having summarised
the different attachment subrypes (see
above), we will now focus on ways to
accommodate these patients without
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compromising their health care or the
psychological well-being of the care
giver.

Avoidant
Avoidant patients. who are compul-
sivcly self-reliant, can be helped by
acknowledging that they are in charge
of their own health. This would entail
fully discussing all treatment options
with them and giving them as rnuch
control as possible. One should allow
these patients to set the interpersonal
d is tance.  address them by t i t le  and
surname and sit down when they are
lying in order not to loom over them. It
may even be advisable to discharge
these patients from hospital early ifit is
no t  dange rous  to  do  so  I6 .  An
authoritarian attitude towards these
patients is sure to backfire and must be
avoided at all costs.

Anxious
Insecure anxious patients tend to be
compulsive care seekers. It is important
to set l imits, with empathic l istening
within these limits. Forexample, it may
be helpftil to schedule regular weekly
outpatient appointments, or regular l0
rninute nurse visits every two hours for
an inpatient. The purpose is to provide
the needed reassurance bcforc the
patient asks for it, thereby letting the
patient understand that support wil l
occur regardless ofwhether the patient
complains of physical symptoms or not.
Any avoidance wi l l  aggravate the
dist ress the pat icnt  is  cxper icncing"  as
it activates attachrnent behaviour. which
in this case is clinging. Thc only way to
diminish the distress signal of the patient
i s  t o  respond  p re -emp t i ve l y  w i t h
contact' ' .

Disorganised
D i s o r g a n i s e d  p a t i e n t s  c a n  b e  v e r y
frustrating to care for and health-care
workers should moni tor  thei r  own
ernotional reactions to them, taking care
not to reject these patients. Doctors
should knorry that they will never get any
praise from a patient with a disorganised
attachmcnt style and should not expect
it. It is irnoortant to understand that these

patients cannot afford to be grateful, as
this would let the caregiver 'off the
hook'. It may help to explain to other
staf f  members that  the pat ient  is
someone who is desperate for contact,
but cannot bring him/herself to trust
anyone. The aim is to see the patient as
a challenge instead ofbeing detestable.
It is irnportant to adhere to one's 'usual

good standard of care', thus minimising
the upsetting effect of the unremitting
condemnation by the patient. Team
meet ings are v i ta l  to  a l low staf f  to
discuss the inevitable initation they feel,
thus reducing any attitude of rejection
that they may have towards the patientr6.

CONCLUSION

The attachment viewpoint is helpful, as
it suggests simple interventions that can
easily be applied clinically, even when
the patient's particular type of i l lness
behaviour is difficult to handle. Patients'
behaviour  can undoubtedly a lso be
influenced by their diseases, and the
effect ofcytokines on the brain, as seen
in s ickness behaviour ,  is  one such
exampler ' ) .  From a South Afr ican
perspective. it is important to remember
that i l lncss behaviour is also culture-
related and that it is a function of both
personal characteristics and the context
or situation. More local research on
illness behaviour in a cultural context
is therefore urgently called for. The
framework for the study of coping,
i l l ncss  behav iou r  and  ou tcome as
suggested by Shaw2o (which includes the
transactional stress model of Folkman
and Lazarus as wel l  as Leventhal 's
i l l ness  rep resen ta t i on  mode l ) ,  i n
assoc ia t i on  w i t h  t he  a t t achmen t
pe rspec t i ve ,  may  se rve  as  a  good
starting point.I
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