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Abstract

Stressors such as illness, injury and hospitalisation are likely to activate attachment behaviours. The way people
react to these stressors; (1.e.; their illness behaviour); varies widely; and is strongly correlated with their attachment
style. In this paper we briefly review attachment theory, with reference to difficult patient behaviours, including
compulsive self-reliance, compulsive care seeking and rejection of staft coupled with exaggerated help-secking
behaviour. We conclude by suggesting simple interventions that can easily be applied to enable statt to cope, and
thus be more able to help patients with difficult illness behaviours. (SA Farm Pract 2005:45(8):11-15)

INTRODUCTION

Every healthcare worker has come
across patients who are difficult to help;
and has felt frustrated and exasperated
as a result. Examples of ‘difficult’
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 illness behaviour repertoire, i.e.
the way the patient behaves when
stressed by ill health. Illness behaviour
is partially learned through parental
reinforcement and modelling'?, and has
been shown to be culture=dependent**.
Some characteristics of so-called
abnormal illness behaviour may be
considered normal within certain
cultures®*. In certain cases, illness
behaviour may also be driven 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.

OVERVIEW OF
ATTACHMENT THEORY

Attachment theory was conceptualised
by John Bowlby, who watched the
reactions of children who were
separated from their mothers during
hospitalisation®. “Attachment” refers to
the bond of the infant to its primary
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 immediately survive by
themselves®. The attachment system has
two main aims: firstly, to ensure safety
against predators by maintaining
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 infant may return to if
frightened’. Attachment behaviour, e.g.

crying, following and clinging, is
triggered when a threat appears, when
the attachment figure leaves unex-
pectedly, or when the infant is hungry,
tired or ill®.

All babies become attached to their
primary caregivers, even if these are
physically or psychologically abusive’.
However, a disorganised attachment is
most likely to develop in the case of
abuse. The quality of the attachment
between mother and child can be
measured in a standardised laboratory
procedure, termed the ‘Strange
Situation’®. In this procedure, infant
attachment behaviour is graded in
response to separation from the mother
and compared to behaviour towards a
stranger®. Four main categories (secure,
avoidant, anxious and disorganised) can
be discerned when the infant is as young
as 12 months of age®’, and these
categories remain relatively stable
across a person’s life'.

Adults can be divided into four
similar basic categories by means of the
Adult Attachment Interview, which asks
interviewees to report on their past and
present relationships'’. In the scoring of
the responses, the degree of coherence
of the report is important (e.g.
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describing the mother as ‘perfect’, but
then elaborating with a story of neglect
or punishment, which would be
considered incoherent). The degree of
reflective functioning, which is the
ability to understand both one’s own and
others’ psychological experience, is also
graded". Securely attached individuals
score high in coherence and reflective
functioning, while these are diminished
in the insecure (anxious and avoidant),
and especially in the disorganised,
categories.

The reason why attachment 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 ‘working model’, a cognitive
schema that predicts the likely
behaviour of attachment figures at a
time of stress, and then assigns
appropriate behavioural action to the
self’. This pattern of reaction to a
stressor remains constant in most people
from infancy to adulthood'® and will be
considered in the next section.

ATTACHMENT SUBTYPES

For the sake of simplicity, four distinct
attachment styles can be described. We
will now discuss each of the four
subtypes, i.e. secure, insecure-avoidant,
insecure-anxious and disorganised. In
each case, adult attachment style is
thought to result from the interaction of
parental style with the infant’s
temperamental needs and strengths,
modified to a varying degree 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 needed’.
Adults who were not securely attached
as infants may become ‘earned secure’
in adulthood by working through their
problems and changing their working
models". Secure adults have a high
degree of coherence and reflective
functioning. Approximately 60% of the
general population are secure' and
usually do not pose problems 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 emotionally aloof, the baby
will learn that others are incapable of
providing care as needed, and the child
will become compulsively self-reliant®.
Such infants learn to suppress
attachment behaviours, as they only
further distance a rejecting mother'.
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 will inevitably let them
down'®. 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
health care, often not adhering to
treatment, coming to hospital too late,
or refusing appropriate therapies.
Avoidant persons make up about 25%
of the general population'.

Anxious

A mother who is unpredictable,
sometimes providing sensitive and
responsive care and at other times
rejecting her baby, will have an anxious
baby who is never sure what to expect®.
The baby then develops a working
model of the other as capable of
providing care, but only when pressured
into doing so by a continuous
attachment signal, such as extreme
dependent behaviour. Anxiously
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, however, that they find the other’s
help insufficient, leaving them with
nearly constant anxiety and an
unquenchable thirst for comforting.
Anxiously attached adults are perceived
as needy, clingy and seeking of
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”'®. Approximately 10% of
the population are categorised as
insecure-anxious'*.

Disorganised

Frightened, dissociated or fear-inducing
behaviour by the mother, which
obviously includes all forms of physical
or psychological abuse, leads to a ‘fright
without solution’ in the infant, who is
programmed to turn to the primary
caregiver when frightened, but cannot
do so because this caregiver is also the
source of the threat’. Infants accordingly
develop working models of the self as
unworthy of love, and of the other as
unable of providing care when needed.
Disorganised adults typically are
incoherent when discussing attachment
issues and have a low degree of
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,
in anybody else. They are often
perceived as being desperate, with
fluctuating levels of help seeking and
mistrust'®. The way these patients cope
with their profound anxiety, coupled
with a deep mistrust of others, is to
constantly pressure others for more 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 will be done'. The disorga-
nised category of insecure attachment
has a high prevalence in all types of
psychopathology'’.

MANAGEMENT OF THE
DIFFERENT STYLES OF
ILLNESS BEHAVIOUR

Illness and injury are physical threats,
and thus stressors that will activate the
attachment system’. 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'®. The way people react to these
stressors (i.e. their illness behaviour)
varies widely and is related to their
attachment style'*. Having summarised
the different attachment subtypes (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-
sively 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 much
control as possible. One should allow
these patients to set the interpersonal
distance, address them by title 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 if it is
not dangerous to do so'®. 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 limits, with empathic listening
within these limits. For example, it may
be helpful to schedule regular weekly
outpatient appointments, or regular 10
minute nurse visits every two hours for
an inpatient. The purpose is to provide
the needed reassurance before the
patient asks for it, thereby letting the
patient understand that support will
occur regardless of whether the patient
complains of physical symptoms or not.
Any avoidance will aggravate the
distress the patient is experiencing, as
it activates attachment behaviour, which
in this case is clinging. The only way to
diminish the distress signal of the patient
is to respond pre-emptively with
contact'®.

Disorganised

Disorganised patients can be very
frustrating to care for and health-care
workers should monitor their own
emotional reactions to them, taking care
not to reject these patients. Doctors
should know that they will never get any
praise from a patient with a disorganised
attachment style and should not expect
it. It is important 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
staff members that the patient 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 of being detestable.
It is important to adhere to one’s ‘usual
good standard of care’, thus minimising
the upsetting effect of the unremitting
condemnation by the patient. Team
meetings are vital to allow staff to
discuss the inevitable irritation they feel,
thus reducing any attitude of rejection
that they may have towards the patient'®.

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 illness
behaviour is difficult to handle. Patients’
behaviour can undoubtedly also be
influenced by their diseases, and the
effect of cytokines on the brain, as seen
in sickness behaviour, is one such
example'. From a South African
perspective, it is important to remember
that illness 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,
illness behaviour and outcome as
suggested by Shaw? (which includes the
transactional stress model of Folkman
and Lazarus as well as Leventhal’s
illness representation model), in
association with the attachment
perspective, may serve as a good
starting point.(J
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