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ABSTRACT – Background and Objectives: Therapists, including psychiatrists, may act as
attachment figures. Rotational training schemes necessitate the regular and frequent end-
ing of therapeutic relationships. The effects on patients are rarely studied. This is a pilot
prospective study to evaluate whether relative distress in adult psychiatric in-patients fol-
lows change in trainee psychiatrists; whether differences in distress are mediated by pa-
tient attachment style; and to provide data for power calculation.

Methods: Twenty adult in-patients were assessed using the Mental Health Inventory 5
(MHI-5) scale before and after changeover of psychiatric trainees; attachment style was
assessed prior to the changeover. Qualitative data were also collected.

Results: The average MHI-5 scores improved with time (p = 0.021). Less improvement
correlated with higher score on preoccupied attachment (rho = 0.41, p1-tail <0.05). A non-
significantly stronger improvement was seen with secure/dismissing styles compared to
preoccupied/fearful styles (p1-tail = 0.08). Based on these results, a study of at least 87 pa-
tients is likely to produce a statistically significant result. Most patients were not aware a
staff change was due and would like to be informed by their clinical team.

Conclusions: Relative distress following junior trainee changeover may have a link
with patients’ attachment styles.
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Introduction

Bowlby1-3 proposed the concept of attach -
ment and developed attachment theory, ba -
sed on a cross-fertilisation between psycho-
analytic theory and ethology, and informed
by direct observations of problems in devel-
opmental psychology and psychiatry. He
suggested that this model is internalised,
linking it to cognitive schemas.

Attachment behaviour results in a person
seeking or maintaining proximity to an at-
tachment figure (normally their care-giver)
when feeling threatened – including feeling
frightened, tired, or ill3. It was originally de-
scribed in the relationship between adult
and young; it has since been extended to
apply to adult-to-adult relationships, most
commonly romantic ones4, but including
therapist-client ones5.

Attachment theory may be relevant to
adult mental health in at least 4 ways:

1. Some adult disorders may be conceptu-
alised as primary attachment disorders
(e.g. borderline personality disorder)6.

2. Some attachment styles may predis-
pose to adult psychiatric disorders, so
adult mental health patients may have
excess rates of attachment disorder6.

3. Much adult mental health provision
can only be delivered within the con-
text of some kind of relationship be-
tween patient/client and staff/therapist
(a therapeutic relationship or working
alliance7). There are clear parallels be-
tween attachment and the therapeutic
alliance8. Psychiatric staff themselves
can take on the role of attachment fig-
ures in the in-patient population9. In-
sofaras attachment disorders gener-
alise to other relationships, they are
likely to affect the efficient delivery of
mental health care, causing problems

such as dependency, disengagement
and malignant alienation9. The attach-
ment styles patients develop have been
shown to be relevant to their relation-
ship with mental health services10.
Equally, service organisations which
pay no heed to the therapeutic alliance
will impede good service delivery:
transient junior trainees have higher
non-attendance rates at Out-Patient Cli -
nics than more permanent staff11.

4. Attachment style may influence help-
seeking and symptom reporting12.

At the time of this study, the practice was
that the majority of junior doctors working in
psychiatry were trainees who changed post
every 6 months. The junior trainee was usual-
ly the day-to-day point of medical contact for
patients on the ward and this en masse
changeover provided an ideal opportunity to
study its effects on patients. At the time of the
study, British junior trainees in psychiatry
were called Senior House Officers (SHOs).

Aims of this study

Our aim was to conduct a pilot study
looking at the attachment styles of adult in-
patients in the two local general psychiatric
wards, to see if there was any differential
change in their mental health during the ju-
nior trainee changeover period. We hypoth-
esized that, overall, patients would get bet-
ter with the passage of time, but that those
with secure or dismissing attachment styles
would be less affected by staff change than
those with preoccupied or fearful attach-
ment styles, who might be more susceptible
to delay or interruption in overall improve-
ment when staff changed. As any effect size,
if present, was not known, it was not possi-
ble to do a statistical power calculation13,
but this pilot study would allow a power cal-
culation for future work.
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Methods

Design

The study is a prospective A B study with-
out a control or intervention group. Measures
took place during two periods – one being in
the week prior to junior trainee changeover
and the other after 1 week but within two
weeks of changeover, to allow the partici-
pants time to meet the new trainees.

Participants

All adult in-patients in the two local gen-
eral adult psychiatry wards were potentially
included in the study. The wards were
mixed-sex open wards for psychiatric pa-
tients aged between 17 and 65 years of age
and provided hospital back-up for the adult
Community Mental Health Teams, the Re-
habilitation and Assertive Outreach Teams
and the Community Alcohol Team.

Exclusion criteria

Patients with an insufficient command of
the English language, patients unable or un-
willing to consent, and those under the age
of 16 years were excluded. As preparation
for the study all the consultant psychiatrists
were contacted to see if there were particu-
lar patients who might be too unwell to par-
ticipate. In order to raise awareness of the
project two researchers went to the morning
ward community meeting to discuss the
project and put up posters with some infor-
mation. The ward staff were also given
printed information about the study.

Patients were interviewed by one of two
researchers to prevent a researcher from in-
terviewing a patient with whom they al-
ready had regular clinical involvement. One

interview was performed in the week prior
to the trainee changeover and the second in-
terview was done between one and 2 weeks
after the changeover, to allow the patients
time to meet the new trainees. The rating
scales were either read out to the patients or
completed by the patients themselves, de-
pending on patient preference.

Measures

Given the mixed diagnostic group and the
fact that we were interested in overall state,
we used the Mental Health Inventory 5 item
(MHI-5) questionnaire14 as a measure of
non-specific distress15,16. The MHI-5 scale is
a subset of the SF-36 Health Survey instru-
ment17 and the 38 item Mental Health Inven-
tory18: it consists of 5 items with responses
on a 6-point scale ranging from “all of the
time” to “none of the time.” The possible
score range is 5 to 30 with higher scores indi-
cating better mental health. The MHI-5 has
well-established reliability and validity in
general population studies; whilst not pri-
marily a diagnostic instrument, as a screen-
ing test it agrees well with a diagnostic inter-
view14; it has good internal consistency
(Cronbach’s alpha 0.84)19. It is also short and
easy to understand. The MHI-5 was adminis-
tered before and after the staff changeover.

The measurement of attachment often re-
lies on lengthy interviews or questionnaires
– these would not be suitable for acute in-pa-
tients who may have limited concentration.
We therefore used a technique described by
Bartholomew & Horowitz20 as self-report
attachment style prototypes: patients were
presented with four vignettes (correspond-
ing to secure, dismissing, preoccupied, or
fearful styles of attachment) and were asked
to rate their agreement with each on a 7-
point scale (low score = high agreement) to



produce a score for each vignette (vignette
score); they were then asked to pick one of
the four styles as being most representative
of themselves (forced choice rating). This
model of attachment postulates that secure
and dismissing styles share a positive view
of self with low dependence on others, and
therefore in this study were expected to be
more resilient to distress at breaking attach-
ment bonds. The attachment rating was car-
ried out at the first interview.

At the second interview, following chan -
geover, the patients were asked the follow-
ing five questions:

1. Were you aware that the SHOs were
going to change over?

2. What is the best way to inform pa-
tients about the changeover?

3. Were you upset in any way due to the
changeover?

4. Is there anything that would make
changeovers less upsetting for the pa-
tients?

5. Have you met your new SHO yet?

Data were mainly analysed using SPSS®
for Windows®. Some data were analysed by
hand21. For all tests we used p = 0.05 as our
level of statistical significance.

Scores on MHI-5 at the first interview
were subtracted from those at the second in-
terview to give a change score. For some
analyses, the participants were divided into
two main groups – positive view of self
(comprising forced-choice secure and dis-
missive styles) and negative view of self
(comprising forced-choice preoccupied and
fearful attachment styles).

Three of the five qualitative interview
questions produced yes/no answers and two
of the authors looked at the responses to the
other two questions to find common themes.

Results

Descriptive

Four patients were excluded from the
study – three because English was not their
first language and one was deemed to be too
thought disordered to participate. Twenty-
three patients initially consented to the
study; 20 patients completed both inter-
views, while three patients refused to have a
second interview and were not included in
the final results.

The median age was 37 years (range 18 –
61). Eight were female and 12 were male.
Fifteen had been in hospital for 3 months or
less. The single commonest diagnosis was
schizophrenia (7), followed by other non-af-
fective psychoses (4), bipolar affective dis-
order (3), depressive illnesses (2), unclear
(2), alcohol dependence (1), and schizo-
phrenia plus drug abuse (1).

Distress

Pre-changeover, MHI-5 scores had a me-
dian of 20 (range 5-29) whilst after chan -
geover the MHI-5 scores showed a median
of 21.5 (range 11-29). The change score me-
dian was +2, range +11 to -6. Comparing
the MHI-5 score pre and post changeover
using the Wilcoxon signed-ranks test gave z
= 2.04, p = 0.021, showing that the patients’
distress reduced over time.

Attachment

On forced-choice, 5 patients selected se-
cure, 3 each dismissing and preoccupied,
and 9 chose fearful attachment styles. The
numerical scores on each vignette were
compared with the forced-choice categories
in two ways. The mean ranked scores on the
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vignette were compared across the four
forced-choice groups (once each for each vi-
gnette) using the Kruskal-Wallis one-way
analysis of variance (Siegel, 1956) with the
hypothesis that there would be a difference.
The result for scores on the ‘secure’ vignette
was H = 7.40 (corrected for ties), p1-tail <0.05;
for the ‘dismissing’ vignette scores, H = 9.30,
p1-tail <0.05, for ‘preoccupied’ scores H = 4.65,
p1-tail <0.10; and for ‘fearful’ scores, H = 10.04,
p1-tail <0.01. These results indicate good
agreement between the forced choice and vi-
gnette score ratings. Secondly, a series of
Mann-Whitney U tests were performed com-
paring the forced-choice with the vignette
score results, with the hypothesis that there
would be a positive association between the
two. Comparing the forced-choice ‘secure’
versus the other 3 choices against the ‘se-
cure’ vignette score, z = 2.44, p1-tail <0.01;
for ‘dismissing’ versus other choices on ‘dis-
missing’ score z = 2.01, p1-tail <0.05; for ‘pre-
occupied’ versus other choices on ‘preoccu-
pied’ score z = 1.67 (corrected for ties), p1-tail
<0.05; and for ‘fearful’ versus other choices
on ‘fearful’ score z = 2.74 p1-tail <0.005.

The vignette scores were also correlated
with each other (table 1). These show that
there are generally weak intercorrelations
between the scores, with the exception of

strong agreement between secure and dis-
missing and strong disagreement between
secure and fearful vignette scores. The for-
mer supports the hypothesis that secure and
dismissing styles share a common core of
high self-worth.

Relationship between distress
change and attachment style

Table 1 also lists the correlations between
the four vignette scores and the MHI-5
change scores. The correlations were all in
the expected directions, although only one
reached statistical significance – that be-
tween MHI-5 change and the preoccupied
vignette score.

The forced-choice attachment styles were
pooled into two groups – secure & dismiss-
ing (i.e. positive view of self) versus preoc-
cupied & fearful (negative view of self) and
compared with the MHI-5 change score
using the Mann-Whitney test, resulting in
U= 62, z = -1.04 p1-tail= 0.08. The numbers
involved were extremely small. Using the
same proportion of people doing better in
the secure & dismissing group (0.68), a
power calculation indicates that identical re-
sults would have been statistically signifi-
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Table 1
Correlations of vignette scores with each other and with MHI-5 change score

Secure Dismissing Preoccupied Fearful

Dismissing 0.60**

Preoccupied 0.06 -0.15

Fearful -0.69** -0.39 -0.06

MHI-5 change -0.29 -0.20 0.41# 0.35

Figures are Spearman’s rho.

nb low score on vignette indicates agreement, high MHI-5 change indicates improvement.

** p2-tail <0.01.

# p1-tail <0.05.



cant at p = 0.05 if the number of patients
had been at least 87 (for power/β = 0.8), or
117 (for power/β = 0.9).

Qualitative results

Eighteen of the twenty patients in the
study completed the five questions. Only
three (17%) were aware of the junior trainee
(SHO) changeover and none admitted to
finding it upsetting. By one week after chan -
geover only nine (45%) said they had met
their new SHO.

When asked about how best to be in-
formed of the junior trainee changeover,
most patients (n = 11) advocated a direct ap-
proach either verbally or in writing. One
suggestion was to write about the forthcom-
ing changeover on a board in the ward.
Nearly half (n = 8) of patients wanted to be
informed in person about the changeover by
a doctor or nurse.

Discussion

Making reliable, valid measurements in
this patient group is quite challenging. The
results show that it is possible to measure
change in distress over a relatively short peri-
od of time and to make some tentative links
between such change and attachment style. It
also shows that patients were largely unaware
of routine staff changeovers and have simple,
practical views about being informed.

Apart from the exclusion criteria, the pa-
tients were unselected general adult mental
health in-patients. Most of those approached
agreed to before and after interviews. They
are likely to be representative of British in-
patients at the time of the study, although
given the long-term trends in bed reduction

and changes in service provision, this could
change in the future. Increasingly short dura-
tions of in-patient care reduce the opportuni-
ties for attachment and therefore for distress
at the ending of relationships with staff.

The measure of distress chosen was de-
signed for predominantly ‘neurotic’ problems
in out-patient and community settings14, not
for those sufficiently ill to require hospitali-
sation, many of whom had a diagnosis of
psychotic illness. However, it is based on the
concept of non-specific distress15, which is
applicable to this population and forms a
‘lowest common denominator’ measure of
mental disorder. We wanted a brief measure
which was not diagnosis-specific. We tried
to make it more accessible by giving patients
a choice of reading the form and self-rating
or having it read to them. Our results show
that there was no ceiling effect and only one
‘floor’ score, suggesting it has covered the
relevant area of distress. The fact that there
was a significant improvement after only 2
weeks also shows sensitivity to change.

Similar points apply to the measurement
of attachment style. Many of the techniques
used have been quasi-experimental (e.g. the
‘strange situation’22), or involved complex
procedures and/or questionnaires aimed at
cooperative, normal populations or ‘captive’
groups such as psychology students4,20. Try-
ing to capture the interest and limited con-
centration of in-patients requires a briefer
technique, as well as one applicable to all
relationships rather than those specific to
adult-young or to romantic settings. For this
reason, we chose the vignette procedure of
Bartholomew & Horowitz20. Patients had a
choice of reading material themselves or
having it read to them. Our results showed
that there was internal agreement between
the forced-choice and vignette score forms
of the assessment, supporting the reliability
of the technique. The fact that 1 of the 4 vi-
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gnette scores correlated with MHI-5 change
indicates some predictive validity; the other
3 vignette scores all showed a trend in the
hypothesised direction, and the pooled
forced-choice groups (secure & dismissing
versus preoccupied & fearful) also showed a
trend in the hypothesised direction. The
numbers involved were small, but do pro-
vide data for power calculations for a sub-
stantive future study.

There are a number of factors which are
likely to dilute potential positive findings.
The assumption was that the junior trainee
could be a significant attachment figure for
an in-patient. Two key elements in that as-
sumption are the importance/role of the ju-
nior trainee and the amount of contact. The
original conception was based on historic
psychiatric practice, where a significant part
of the junior trainee’s role was working on
one ward with in-patients. In this study,
many juniors had significant duties else-
where and themselves lacked an attachment
to the wards and to the in-patients of their
team. This meant that their ability to spend
time with patients was limited. It is notable
that less than half the patients said they had
met ‘their‘ new SHO after 1 week, although
this could be partly due to patients having
met the junior trainee but not knowing that
that was their role/title. The ability to form
relationships also depends on the duration
of admission. Seventy-five percent of the
patients had been in hospital 3 months or
less, allowing a relatively brief time for rela-
tionship-building, particularly if contact
over that time was infrequent and brief.

The attachment concept originally ap-
plied to an adult ‘primary care-giver’ and a
juvenile recipient of care. In this study we
are assuming that the patient occupies the
recipient role, but there are numerous con-
tenders for the role of care-givers in this
context. Some patients may have seen as

much of their consultant as of the trainee
while in hospital and may have had a much
longer relationship with their consultant,
particularly in teams working with chronic
psychosis (Rehabilitation and Assertive
Outreach); absence of a consultant has been
proposed as a destabilising factor23. For in-
patient care, nursing staff are the most nu-
merous and most visible group of staff:
nurses have been described as the most
helpful staff group by in-patients24, whilst
psychiatrists were rated as the least helpful.
Other staff are also vital in ward settings,
and of course patients are encouraged to
maintain contact with family and friends, so
their usual attachment figures should con-
tinue to be available. For these reasons, the
attachment-figure role of a junior trainee is
likely to be limited, but they were studied as
the end of their relationships with patients is
predictable and recurrent. It may be that at-
tachment is more relevant to long-term
community-based work, where the most fre-
quent contact is usually with non-medical
staff. It would be interesting to do similar
studies relating to change in consultant psy-
chiatrists or in primary (key) nurses.

Our research was done on a small number
of patients. Future research will hopefully
involve a much larger sample population
and allow for correlations to be looked for
between change scores on MHI-5 and pa-
tients’ length of time in current care setting,
as this is likely to be an important confound-
ing variable.

As psychiatrists we are always looking for
ways to improve our therapeutic relation-
ships with patients. Trainee psychiatrists
form an integral part of many teams, but the
movement between teams necessary to ex-
pose trainees to a variety of clinical experi-
ence makes them a transient part of any team.
This changeover is sometimes not even dis-
cussed with patients and may lead to slower
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reduction in distress. Patients need to have
clearer explanation and communication. Al-
though not all therapeutic relationships in-
volve attachment25, it is clear that attachment
issues can be clinically important25,26. More
research could usefully be done on identify-
ing if certain patients are particularly vul-
nerable to staff change; if certain staff ro -
les/relationships are particularly significant;
and how attention to attachment issues can
improve caregiving26.
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