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 This study was conducted in order to compare the attachment styles of the 

patients suffering from major depression disorder (MDD), obsessive-compulsive disorder 

(OCD) and generalized anxiety disorder (GAD) with those of the healthy people. 

 In this case-control study, a total number of 60 male/female patients with MDD and 

OCD were categorized into three 20-subject groups, then 20 healthy people were included in 

one control group. The study instruments were Hazan and Shaver's Attachment Style 

Questionnaire (version 1993), Beck Depression Inventory (BDI-II), Maudsley Obsessive-

Compulsive Inventory (MOCI), Penn State Worry Questionnaire (PSWQ), and Beck Anxiety 

Inventory (BAI). The data were analyzed using chi-square test. 

There was a significant difference between the attachment styles of the healthy people 

and the patients suffering from MDD (P < 0.001), OCD (P = 0.013) and GAD (P = 0.013). 

Moreover, a significant difference was observed between the attachment styles of patients with 

MDD, OCD (P = 0.012) and GAD (P = 0.010). These findings indicated that patients with MDD 

were more insecurely attached in comparison to patients with OCD and GAD. However, there 

was no significant difference between the attachment styles of patients with OCD and GAD  

(P = 0.089). 

 This study indicated that there was a significant difference between the attachment styles 

of patients with MDD, OCD, and GAD, and the healthy people. This finding indicates that in the 

etiology of mental disorders, the effects of attachment styles should not be disregarded. 
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The method of emotional regulation and 
communicating with the others differs across 
individuals. Theory of attachment describes 
these individual differences in children and 
adults. Attachment means developing deep 
emotional bonds with specific people through 
the life in a way that interaction with them 
results in the feelings of joy and happiness, as 
well as calmness at times of stress.1 The main 
attachment theoretician, John Bowlby, 
observed the features of mother-child 
relationships in different situations and 

concluded that mother-child bonds are 
responsible for the regulation of the child’s 
emotional and behavioral experiences.2 

According to Bowlby, the infants, at birth, 
are equipped with a biologically-based 
behavioral and motivational system that has 
evolved to ensure proximity to mother. 
Attachment is necessary for normal 
psychological and personal development as 
well as healthy emotional bonds, and it is a 
basis for emotional health in social 
relationships and attitudes to the world. The 
ability to trust the others affects the people’s 
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feeling of security, as well as emotional and 
mental health.2 

The type of social attachment in childhood 
is one of the determining factors of the 
psychological damages in the later periods of 
life. For example, it is said that early 
damaged attachments and traumatic 
separation in childhood predispose to 
depression.3 Recent multidisciplinary trends 
in theory and research on interpersonal 
relationships have converged with scientific 
efforts to explain the relationship dynamics, 
including their antecedents and 
consequences. Underlying these attempts is 
the assumption that since human behavior 
takes place within a relational context, a 
comprehensive scientific understanding of 
human behavior requires careful study of 
interpersonal relationships.4 Today, most of 
the new developmental theories believe that 
social relationships are affected by the 
psychological damages in childhood. 
According to the theory of “object relations” 
and “ego psychology”, the child’s most 
intimate and sincere relationships leave the 
most effects on his/her psychological 
normality or abnormality.5 Therefore, the 
attachment theory has been used recently by 
the researchers for understanding the 
behavioral disorders,6,10 and has been 
repeatedly mentioned and discussed in the 
authoritative psychiatric texts as one of the 
theories of psychopathology.11  

Depression and anxiety disorders are 
among the common mental disorders. 
According to the various epidemiologic 
studies in different parts of the world, the 
spread of the lifetime prevalence of unipolar 
depression is 5 to 17 percent, and for 
different types of anxiety disorders, it 
amounts to 16.6 percent.11 If the etiological 
factors and the related interventions are not 
given due attention, the spread of these 
disorders at their present rate will be too 
costly for human society. The latest studies 
on attachment have focused on the 
relationship between attachment, depression 
and anxiety. The studies by Bifulco et al.12 
and Adam et al.13 are a few of the mentioned 

studies. Bifulco et al. in their study, 
concluded that the greater intensity and 
higher rate of insecure attachment and 
avoidant attachment styles lead to  the more 
correlation between attachment style and 
clinical depression.12 Altin and Terzi studied 
the attachment styles of the depressed people 
with disorganized and ambivalent styles and 
concluded that avoidant attachment style had 
a strong and direct relationship with 
depression.14 Trautman and Rollins 
concluded that there was a correlation 
between the obsessive-compulsive symptoms 
and avoidant insecure attachment.6 
Moreover, another result of the mentioned 
study showed that the students with higher 
scores in the scale of obsessive thoughts 
considered their parents to be more rejecting. 
According to the respondents’ answers to the 
tests, Muris et al. understood that people 
with insecure attachment styles (avoidant 
and ambivalent styles) reported greater 
symptoms of generalized anxiety disorder 
(GAD) and depression in comparison to 
those with secure attachment style.7 In the 
study by Brown et al.  it became clear that 
insecure ambivalent attachment style had 
greater relationship with worry in patients 
with GAD in comparison to secure 
attachment style.15 Since major depression 
disorder (MDD), as a form of mood disorder, 
as well as obsessive-compulsive disorder 
(OCD) and GAD, as two forms of anxiety 
disorders, are among the most common 
mental disorders that people might face 
during their lifetime, a need is felt for 
knowing the etiology of the mentioned 
disorders and finding the factors that cause 
and support them. 

Included among the mentioned factors are 
the individuals’ attachment styles in 
childhood, youth and adulthood described 
by Bowlby and Mahler’s theory of 
attachment pathology. They believed that 
insecure attachment in childhood, especially 
between the parents and the children, can 
lead to various mental disorders in the later 
periods. Therefore, due to the importance of 
attachment styles in predicting mental 
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disorders and determining the type of 
attachment styles in different common mental 
disorders, further discussion is needed. The 
present study aims to compare the attachment 
styles of the patients with MDD, OCD, and 
GAD with those of the healthy people. It also 
intends to clarify whether there is a difference 
between the attachment styles of patients with 
MDD, OCD, and GAD and those of the 
healthy people. 
 

The variables of this basic study have not 
been manipulated (they have happened in 
the past)16 Attachment styles and their 
probable causes were studied in the present 
research. The population included all 
patients suffering from MDD, OCD, and 
GAD who had visited four psychiatry and 
clinical psychology clinics in Maragheh City, 
Iran, up to November 2012. The samples used 
for the healthy individuals group were 
selected from the staff of two high schools in 
Maragheh City using convenience sampling 
method. After applying Structured Clinical 
Interview for Diagnostic and Statistical 
Manual of Mental Disorders (DSM)-IV Axis I 
Disorders (SCID-I) and Structured Clinical 
Interview for Axis II Disorders (SCID-II),  
60 male/female patients with MDD, OCD, 
and GAD were selected and categorized into 
three groups. Moreover, after homogenization, 
by clinical interview and the application of 
SCID-I and SCID-II, 20 healthy people were 
also selected. Finally, the tests and the 
questionnaires were administered. 

 Inclusion criteria were detection of MDD, 
OCD, or GAD and IQ above 90. Exclusion 
criteria were epilepsy or other severe 
physical, congenital, and psychiatric diseases 
such as psychotic disorders and autism. In 
this research, that part of Hazen and Shaver’s 
attachment styles questionnaire (new version, 
1993) which is measured in the nominal 
assessment scale was used. Therefore, the 
chi-square test was used for the statistical 
analysis of the data. The necessary 
explanations were given to all subjects, and 
they were free for participation in the 

research. In addition, informed consent was 
obtained from the participants. 

Hazan and Shaver's Attachment Style 
Questionnaire (New version, 1993): This 
questionnaire is a self-report measurement 
instrument developed by Hazan and 
Shaver.17 They revised their original scale 
several times for the purpose of validity and 
reliability.18 The underlying  assumption of 
the scale was that there is a resemblance 
between infant-caregiver attachment style 
and the relationships among the adults. This 
instrument, used for measuring the 
individuals’ attachment style, included two 
parts. In the first part, the major paragraph 
was given in the form of descriptive 
statements in which the subject should select 
his replies in a 7-item scale. The items, in fact, 
determine the degree of correspondence 
between the subject’s characteristics and 
his/her emotions about closeness and 
sincerity of relationships that indicates a 
particular attachment style. In the second 
part, the same descriptions were given, but 
this time the subject must express his/her 
similarity to the mentioned statement by 
selecting one of the descriptions. The first 
part of the questionnaire was scored 
according to the subject’s choice for each 
description in a 7-item Likert scale. Based on 
the three descriptions that must be judged by 
the subjects, 3 scores were obtained; the first 
score showed avoidant attachment, the 
second score indicated anxious/ambivalent 
attachment, and the third score showed the 
rate of secure attachment; this part of 
questionnaire was measured in interval scale. 
In the second part of the questionnaire, that 
was in the form of forced-choice, the subject 
must choose one of the choices according to 
the degree of correspondence between the 
descriptions and his/her characteristics. 
Therefore, 1, 2, and 3 are used as nominal 
scales; 1 is avoidant attachment style, 2 is 
anxious/ambivalent attachment style, and 3 
is secure attachment style. In data analysis, 
these scores were used separately as nominal 
scale scores. Acceptable reliability and 
validity for this questionnaire have been 
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obtained by various researchers. 
Furthermore, Hazan and Shaver reported 
satisfactory psychometric properties of their 
self-report instrument.17 Feeney et al. 
believed that the researchers who had used 
this scale in their studies had confirmed its 
efficiency in determining the adults’ 
attachment styles.18  

They studied the construct validity of this 
questionnaire using correlation and ANOVA 
as well as  studying the subjects in three 
groups: secure, avoidant and 
anxious/ambivalent. They finally concluded 
that the three descriptions of Hazan and 
Shaver’s questionnaire measure three 
separate contents and reported that both 
Hazan and Shaver’s questionnaire and their 
own questionnaire, based on Hazan and 
Shaver’s questionnaire, have acceptable 
validity. In a study by Feeney et al., done by 
ANOVA on a sample of 295 subjects, it was 
found that the groups had a significant 
difference at P < 0.001 in terms of the 
constructs under study.18 In the present 
study, Hazan and Shaver’s adult attachment 
questionnaire (new version, 1993) was used.  

Beck Depression Inventory-Second version 
(BDI–II): BDI, as a self-report instrument, has 
been widely used for assessing depression-
related cognitions. Twenty one statements in 
this questionnaire were obtained by studying 
the attitudes and the common symptoms of 
the depressed patients.19 These statements 
were scored between 0 to 3, based on the 
intensity of the reported state; therefore, the 
total questionnaire score was scored in a 
range of 0 to 63. In fact, this questionnaire 
shows both the existence of depression and 
the intensity of symptoms of depression. The 
revised version of this questionnaire (BDI-II) 
has more correspondence with DSM system, 
and covers all the elements of depression 
delineated in the cognitive theory.20 Beck et 
al. showed that the second version, like the 
first one, indicates the existence and intensity 
of the symptoms of depression among the 
patients and the normal people.21 They 
reported the internal consistency coefficient 
of this version (BDI-II) for psychiatric 

outpatients to be 0.91. 
Maudsley Obsessive-Compulsive Inventory 

(MOCI): This questionnaire, devised by 
Hodgson and Rachman, contains 30 true/false 
statements that are used for measuring the 
dimensions of the OCD symptoms.22 In 
addition to the total obsession score, separate 
scores were also obtained for different 
subtests of checking, cleaning, slowness and 
doubting. This test had an acceptable validity 
and reliability coefficients in test-retest 
reliability measures.23,24 Sternberger and Burns 
reported the reliability of the mentioned test to 
be 0.89 by test-retest method.24 

Penn State Worry Questionnaire (PSWQ): 
Pennsylvania Worry Questionnaire is a  
16-item questionnaire devised and designed 
by Meyer et al. for measuring the intensity of 
worry and uncontrollability.25 In this scale, 
the subjects were asked to report their worry 
in a 5-degree Likert scale in a range of 1 
(never) to 5 (very much). A large number of 
researches have shown acceptable validity 
and reliability for PSWQ.26,28 It was found 
that the reliability of PSWQ in mean 
Cronbach’s Alpha was 0.91 in one study; and 
in the other study  the mean reliability 
coefficient was 0.84 using test-retest method 
with a time interval of 2 to 10 weeks .27 The 
construct validity of the mentioned 
questionnaire has also been verified by factor 
analysis.26,28,29 

Beck Anxiety Inventory (BAI): BAI is a self-
report scale including symptoms of anxiety. 
The subject has to choose an option that 
indicates the existence of anxiety and its 
intensity. Four possible choices include 
“never”, “weak”, “average”, and “strong”. The 
four choices in each item have been scored in a 
four-degree range of 0 to 3. Each item of the test 
describes one of the common symptoms of 
anxiety. Therefore, the total score of the test 
falls in a range of 0 to 63. Beck et al. measured 
the internal consistency of the mentioned test to 
be 0.92, and the reliability by test-retest method 
in a time interval of one week was reported to 
be 0.75.30 Moreover, BAI has a satisfactory 
correlation (r = 0.48) with measures of 
anxiety.30 
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Table 1. Comparison of the attachment styles of the patients with major depressive  

disorder (MDD) and those with obsessive-compulsive disorder (OCD) 

Attachment styles 
Groups 

Total Patients with MDD 
[n (%)] 

Patients with OCD 
[n (%)] 

Secure 5 (24) 10 (52) 15 (50) 
Anxious/ambivalent  12 (60) 8 (38) 20 (3.4) 
Avoidant  3 (16) 2 (10) 5 (7.1) 
Total 20 (100) 20 (100) 40 (100) 

MDD: Major depressive disorder; OCD: Obsessive-compulsive disorder 

 

To examine the first research hypothesis 
claiming that there is a difference between 
the attachment styles of the patients with 
MDD and those with OCD, chi-square test 
was used. The results showed that out of the 
total number of patients suffering from 
MDD, 24 percent had secure attachment 
style, 60 percent had anxious/ambivalent 
attachment style, and 16 percent had 
avoidant attachment style. However, out of 
the total patients suffering from OCD,  
52 percent had secure attachment style,  
38 percent had anxious/ambivalent 
attachment style and 10 percent had avoidant 
attachment style. Moreover, at P = 0.012 and 
χ2 = 8.82 and degree of freedom (df) = 2, there 
was a significant difference between the 
attachment styles of the two groups under 
study. Meanwhile, the patients suffering 
from MDD were generally less secure than 
those with OCD (Table 1). 

Examining the second hypothesis on the 
existence of a difference between the 
attachment styles of the patients with MDD 
and those of the patients with GAD showed 
that out of the total number of patients with 
MDD, 24 percent had secure attachment 
style, 60 percent had anxious/ambivalent 
attachment style, and 16 percent were facing 
avoidant attachment style. However, out of 
the total number of patients with GAD, 

52 percent had secure attachment style,  
34 percent had anxious/ambivalent 
attachment style, and 14 percent had 
avoidant attachment style. Moreover, at  
P = 0.011, with χ2 = 7.54, and df = 2, there was 
a significant difference between the two 
groups in attachment style, and the patients 
with MDD were generally more insecure 
than those with GAD (Table 2). 

Examining the third hypothesis claiming 
that there is a difference between the 
attachment styles of patients with GAD and 
those with OCD indicated that out of the total 
number of patients with GAD, 52 percent had 
secure attachment style, 34 percent had 
anxious/ambivalent attachment style, and  
14 percent had avoidant attachment style. 
However, out of the total number of patients 
with OCD, 52 percent had secure attachment 
style, 38 percent had anxious/ambivalent 
attachment style, and 10 percent had 
avoidant attachment style. 

Moreover, at P = 0.089 with χ2 = 3.68, and  
df = 2, there was no significant difference 
between the attachment styles of the two 
groups (Table 3). 

Examining the fourth hypothesis claiming 
that there is a difference between the 
attachment styles of the patients with MDD 
and the attachment styles of the healthy 
people showed that out of the total number 
of patients with MDD, 24 percent had secure 
 

Table 2. The comparison of attachment styles in the patients with major depressive  

disorder (MDD) and those with generalized anxiety disorder (GAD) 

Attachment styles 
Groups 

Total Patients with MDD 
[n (%)] 

Patients with GAD 
[n (%)] 

Secure 5 (24) 10 (52) 15 (50) 
Anxious/ambivalent 12 (60) 7 (34) 19 (3.4) 
Avoidant  3 (16) 3 (14) 6 (7.1) 
Total 20 (100) 20 (100) 40 (100) 

MDD: Major depressive disorder; GAD: Generalized anxiety disorder 
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Table 3. The comparison of the attachment styles of the patients with generalized anxiety  

disorder (GAD) and those with obsessive-compulsive disorder (OCD) 

Attachment styles 
Groups 

Total Patients with GAD 

[n (%)] 

Patients with OCD 

[n (%)] 

Secure 10 (52) 10 (52) 20 (50) 
Anxious/ambivalent  7 (34) 8 (38) 15 (3.4) 
Avoidant 3 (14) 2 (10) 5 (7.1) 
Total  20 (100) 20 (100) 40 (100) 

GAD: Generalized anxiety disorder; OCD: Obsessive-compulsive disorder 

 
attachment style, 60 percent had 
anxious/ambivalent attachment style and 16 
percent had avoidant attachment style. 
However, out of the total number of healthy 
people, 74 percent had secure attachment 
style, 16 percent had anxious/ambivalent 
attachment style, and 10 percent had 
avoidant attachment style. Moreover, at  
P < 0.001 and χ2 = 20.96 and df = 2, there was 
a significant difference between the 
attachment styles of the two groups under 
study, and the patients with MDD were 
generally more insecure than the healthy 
people (Table 4). 

Examining the fifth hypothesis claiming 
that there is a difference between the 
attachment styles of the patients with OCD 
and the attachment styles of the healthy 
people revealed that out of the total number 
of patients with OCD, 52 percent had secure 
attachment style, 38 percent had 
anxious/ambivalent attachment style, and  
10 percent had avoidant attachment style. 
However, out of the total number of the 
healthy people, 74 percent had secure 
attachment style, 16 percent had 
anxious/ambivalent attachment style, and  
10 percent had avoidant attachment style. 
Moreover, at P = 0.013 and χ2 = 9.79 and  
df = 2, there was a significant difference 

between the attachment styles of the two 
groups, and the patients with OCD were 
generally more insecure than the healthy 
people (Table 5). 

Testing the sixth hypothesis claiming that 
there is a difference between the attachment 
styles of patients with GAD and the healthy 
people revealed that out of the total number 
of patients with GAD, 52 percent had secure 
attachment style, 34 percent had 
anxious/ambivalent attachment style and  
14 percent had avoidant attachment style.  

However, out of the total number of 
healthy people, 74 percent had secure 
attachment style, 16 percent had 
anxious/ambivalent attachment style and  
10 percent had avoidant attachment style. 
Moreover, at P = 0.013 with χ2 = 9.68 and  
df = 2, there was a significant difference 
between the attachment styles of two groups, 
and the patients with GAD were generally 
less secure than the healthy people (Table 6). 

 

The purpose of the present study was to 
compare the attachment styles of patients 
with MDD, OCD, and GAD with those of the 
healthy people. The results indicated that the 
patients with MDD were generally less 
secure than the OCD patients. 

 
Table 4. The comparison of the attachment styles of the patients with major depressive  

disorder (MDD) and those of the healthy people 

Attachment styles 

Groups 

Total Patients with MDD 

[n (%)] 

Healthy people 

[n (%)] 

Secure 5 (24) 15 (74) 20 (50) 

Anxious/ambivalent  12 (60) 3 (16) 15 (3.4) 

Avoidant  3 (16) 2 (10) 5 (7.1) 

Total 20 (100) 20 (100) 40 (100) 

MDD: Major depressive disorder 
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Table 5. The comparison of the attachment styles of the patients with obsessive-compulsive  

disorder (OCD) and those of the healthy people 

Attachment styles 
Groups 

Total Patients with OCD 

[n (%)] 

Healthy people 

[n (%)] 

Secure 10 (52) 15 (74) 25 (50) 

Anxious/ambivalent 8 (38) 3 (16) 11 (3.4) 

Avoidant  2 (10) 2 (10) 4 (7.1) 

Total  20 (100) 20 (100) 40 (100) 
OCD: Obsessive-compulsive disorder 

 
The findings of this study revealed that 

there was significant difference between the 
attachment styles of the patients with MDD 
and the patients with OCD. It can also be said 
that the patients with MDD were generally 
less secure than the patients with OCD. 
Likewise, according to the results of the 
present study, there was significant 
difference between the attachment styles of 
the patients with MDD and the patients with 
GAD, and patients with MDD were generally 
less secure than patients with GAD. 
Moreover, there was not significant 
difference between the attachment styles of 
the patients with GAD and the patients with 
OCD. On the other hand, results indicated 
that there was significant difference between 
the attachment styles of the patients with 
MDD and the healthy people, and MDD 
patients were less secure than healthy people. 
In addition, according to the results of this 
study, there was significant difference 
between the attachment styles of both OCD 
and GAD patients and the healthy people, and 
it can be inferred that both OCD and GAD 
patients are less secure than healthy people.  

The results of the present study confirmed 
the results obtained by the previous 
studies.7,10 In justifying the mentioned results, 
it can be said that the child-rearing style 

plays an important role in the quality of 
mental health throughout the lifetime.  

The nature and the quality of parental 
responses to the needs of children influence 
the children’s development, and the children's 
development and their social interactions 
influence the quality of their adulthood 
mental health.5 Rejecting and authoritative 
style of child-rearing play a determining role 
in the creation of insecure attachment style by 
developing negative thoughts about the world 
as a dangerous place. Hence, Sroufe referred 
to anxiety as a consequence of developing 
attachment style.31 

In the present study, the child anxiety and 
its related disorders can be widely explained 
by the attachment style, and the mother’s 
attachment style is believed to have a direct 
relationship with the child’s attachment 
disorders. Trautman and Rollins concluded 
that the students with higher scores in the 
scale of obsessions regard their parents to be 
more rejecting.6 In accordance with the 
present study, Brown et al. studied the 
relationship between the child-rearing styles, 
attachment styles and worry in anxious 
children and found that the ambivalent 
insecure attachment style has more 
relationship with worry in comparison to 
secure attachment style.15  

 
Table 6. The comparison of the attachment styles of the patients with generalized anxiety  

disorder (GAD) and those of the healthy people 

Attachment style 
Groups 

Total 
Patients with GAD Healthy people 

Secure  10 (52) 15 (74) 25 (50) 

Anxious/ambivalent 7 (34) 3 (16) 10 (3.4) 

Avoidant  3 (14) 2 (10) 5 (7.1) 

Total 20 (100) 20 (100) 40 (100) 

GAD: Generalized anxiety disorder 
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Moreover, Cassidy et al. observed that 
among the patients with GAD, the experience 
of lack of affection in childhood was more 
evident, and this group of children were more 
vulnerable in the relationship with their 
mothers in comparison to the subjects in the 
control group.32 

Although the influence of mother’s 
sensitive response to the needs of growing 
child on the formation of secure attachment 
in children has been proven in many studies, 
today psychologists believe that both factors 
of the caregiver response to the child and the 
child temperament are important and 
decisive in the formation of secure 
attachment in children.33 As an interesting 
finding, it was shown that the attachment 
styles in three groups of subjects patients 
with MDD, OCD, and GAD had a greater 
difference than those in the healthy group. In 
fact, it turned out that although patients with 
MDD were more insecure than those with 
OCD and those with GAD, difference in the 
attachment styles of patients and healthy 
people was much more than the difference 
between the three patient groups; and this 
finding is consistent with the beliefs of most 
scholars that mental disorders, including 
attachment styles, are disorders characterized 
by the existence of a kind of biopsychosocial 
damage caused by mother or mother successor 
deprivation and the lack of interaction between 
the child and the mother or caregiver.34 

 

Generally, the results of the present study 
showed that there is a significant difference 
between the attachment styles of the healthy 
people and those of the people suffering 
from MDD, OCD, and GAD. However, there 

is no significant difference between the 
attachment styles of the people with OCD 
and GAD. Although no definite causal 
conclusions can be made by the results of 
these kinds of studies, the effects of the 
attachment styles on the parents and the 
children should not be disregarded in the 
etiology of the mental disorders. 

 

The Authors wish to express their 
appreciation to Tabriz University of Medical 
Sciences, Tabriz, Iran, that funded the present 
research, and to all the people who 
contributed to conducting this study. 

 

Hossein Dadashzadeh and Shahrokh Amiri 
developed the original idea and the study 
design and performed diagnostic evaluations 

and wrote the manuscript. Tavakol Musazadeh 
and Mehdi Ebadi Yusefi performed the 
psychiatric diagnostic evaluations and data 

analysis. All authors approved the final 
manuscript. 

 

This study was approved by the Medical Ethics 
Committee of Tabriz University of Medical 
Sciences. 

 

Authors have no conflict of interest. 
 

This study was approved by the Regional 
Medical Ethics Committee of Tabriz 
University of Medical Sciences under the 
number 1393.7.30tbzmed.rec.5.4.6988. 

 

1. Berk LA. Development through the lifespan. Boston, 

MA: Allyn and Bacon; 2007. 

2. Bowlby J. Attachment and Loss: Separation: Anxiety 

and anger. vol. 2. London, UK: Hogarth Press; 1973. 

3. Bowlby J. Attachment and loss: Loss: Sadness and 

depression. vol 3. New York, NY: Basic Books; 

1980. 

4. Reis HT, Collins WA, Berscheid E. The relationship 

context of human behavior and development. 

Psychol Bull 2000; 126(6): 844-72. DOI: 

10.1016/j.sbspro.2010.03.142 

5. Kay J, Tasman A. Essentials of psychiatry. Hoboken, 

NJ: Wiley; 2006. 

6. Trautman CH, Rollins PR. Child-centered behaviors 

of caregivers with 12-month-old infants: 

Associations with passive joint engagement and later 

https://doi.org/10.1016/j.sbspro.2010.03.142
https://doi.org/10.1016/j.sbspro.2010.03.142


Attachment styles among patients with MDD, OCD, and GAD 

 

 

42 JARCM/ Winter 2018; Vol. 6, No. 1 

language. Appl Psycholinguist 2006; 27(3): 447-63. 

DOI: 10.1017/S0142716406060358 

7. Muris P, Meesters C, van Melick M, Zwambag L. 

Self-reported attachment style, attachment quality, 

and symptoms of anxiety and depression in young 

adolescents. Pers Individ Dif 2001; 30(5): 809-18. 

DOI: 10.1016/S0191-8869(00)00074-X 

8. Muris P, Mayer B, Meesters C. Self-reported 

attachment style, anxiety, and depression in children. 

Soc Behav Pers 2000; 28(2): 157-62. DOI: 

10.2224/sbp.2000.28.2.157 

9. Brown AM, Whiteside SP. Relations among 

perceived parental rearing behaviors, attachment 

style, and worry in anxious children. J Anxiety 

Disord 2008; 22(2): 263-72. DOI: 

10.1016/j.janxdis.2007.02.002 

10. Doron G, Moulding R, Nedeljkovic M, Kyrios M, 

Mikulincer M, Sar-El D. Adult attachment 

insecurities are associated with obsessive compulsive 

disorder. Psychol Psychother 2012; 85(2): 163-78. 

DOI: 10.1111/j.2044-8341.2011.02028.x 

11. Sadock BJ, Sadock VA, Ruiz P. Kaplan and 

Sadock's comprehensive textbook of psychiatry. 9
th

 

ed. Philadelphia, PA: Lippincott Williams and 

Wilkins; 2009. 

12. Bifulco A, Moran PM, Ball C, Bernazzani O. Adult 

attachment style. I: Its relationship to clinical 

depression. Soc Psychiatry Psychiatr Epidemiol 

2002; 37(2): 50-9. DOI: 10.1007/s127-002-8215-0 

13. Adam EK, Gunnar MR, Tanaka A. Adult 

attachment, parent emotion, and observed parenting 

behavior: Mediator and moderator models. Child 

Dev 2004; 75(1): 110-22. DOI: 10.1111/j.1467-

8624.2004.00657.x 

14. Altin M, Terzi S. How does attachment styles relate 

to intimate relationship to aggravate the depressive 

symptoms? Procedia Soc Behav Sci 2010; 2(2): 

1008-15. DOI: 10.1016/j.sbspro.2010.03.142 

15. Brown D, Rodgers YH, Kapadia K. Multicultural 

considerations for the application of attachment 

theory. Am J Psychother 2008; 62(4): 353-63. 

16. Kazdin AE. Research design in clinical psychology. 

Boston, MA: Allyn and Bacon; 2003. 

17. Hazan C, Shaver P. Romantic love conceptualized as 

an attachment process. J Pers Soc Psychol 1987; 

52(3): 511-24. DOI: 10.1037/0022-3514.52.3.511 

18. Feeney J, Noller P, Hanrahan M. Assessing adult 

attachment. In: Sperling MB, Berman WH, editors. 

Attachment in adults. New York, NY: The Guilford 

Press; 1994. p. 128-51. 

19. Beck AT, Ward CH, Mendelson M, Mock J, 

Erbaugh J. An inventory for measuring depression. 

Arch Gen Psychiatry 1961; 4: 561-71. 

20. Steer RA, Clark DA, Beck AT, Ranieri WF. 

Common and specific dimensions of self-reported 

anxiety and depression: The BDI-II versus the 

BDI-IA. Behav Res Ther 1999; 37(2): 183-90. 

21. Beck AT, Steer RA, Ball R, Ranieri W. Comparison 

of Beck Depression Inventories -IA and -II in 

psychiatric outpatients. J Pers Assess 1996; 67(3): 

588-97. DOI: 10.1207/s15327752jpa6703_13 

22. Hodgson RJ, Rachman S. Obsessional-compulsive 

complaints. Behav Res Ther 1977; 15(5): 389-95. 

DOI: 10.1016/0005-7967(77)90042-0 

23. Rachman SJ, Hodgson RJ. Obsessions and 

compulsions. Englewood Cliffs, NJ: Prentice-Hall; 

1980. 

24. Sternberger LG, Burns GL. Compulsive activity 

checklist and the maudsley obsessional-compulsive 

inventory: Psychometric properties of two measures 

of obsessive-compulsive disorder. Behav Ther 1990; 

21(1): 117-27. DOI: 10.1016/S0005-7894(05)80193-5 

25. Meyer TJ, Miller ML, Metzger RL, Borkovec TD. 

Development and validation of the penn state worry 

questionnaire. Behav Res Ther 1990; 28(6): 487-95. 

DOI: 10.1016/0005-7967(90)90135-6 

26. Zinbarg RE, Barlow DH. Structure of anxiety and 

the anxiety disorders: a hierarchical model. J 

Abnorm Psychol 1996; 105(2): 181-93. DOI: 

10.1037/0021-843X.105.2.181 

27. Stober J. Reliability and validity of two widely-used 

worry questionnaires: self-report and self-peer 

convergence. Pers Individ Dif 1998; 24(6): 887-90. 

DOI: 10.1016/S0191-8869(97)00232-8 

28. Fresco DM, Heimberg RG, Mennin DS, Turk CL. 

Confirmatory factor analysis of the Penn State 

Worry Questionnaire. Behav Res Ther 2002; 40(3): 

313-23. DOI: 10.1016/S0005-7967(00)00113-3 

29. Hazlett-Stevens H, Ullman JB, Craske MG. Factor 

structure of the Penn State Worry Questionnaire: 

examination of a method factor. Assessment 2004; 

11(4): 361-70. DOI: 10.1177/1073191104269872 

30. Beck AT, Epstein N, Brown G, Steer RA. An 

inventory for measuring clinical anxiety: 

Psychometric properties. J Consult Clin Psychol 

1988; 56(6): 893-7. DOI: 10.1037/0022-

006X.56.6.893 

31. Sroufe LA. Psychopathology as an outcome of 

development. Dev Psychopathol 1997; 9(2): 251-68. 

32. Cassidy J, Lichtenstein-Phelps J, Sibrava NJ, 

Thomas CL, Jr., Borkovec TD. Generalized anxiety 

disorder: connections with self-reported attachment. 

Behav Ther 2009; 40(1): 23-38. DOI: 

10.1016/j.beth.2007.12.004 

33. Nolen-Hoeksema S, Fredrickson BL, Loftus GR, 

Lutz C. Atkinson and Hilgard's introduction to 

psychology. 16
th
 ed. Boston, MA: Cengage 

Learning; 2014. 

34. Sadock BJ, Sadock VA, Ruiz P. Kaplan and 

Sadock's synopsis of psychiatry: Behavioral 

sciences/clinical psychiatry. 11
th

 ed. Philadelphia, 

PA: Lippincott Williams and Wilkins; 2014. 

 
 

https://doi.org/10.1017/S0142716406060358
https://doi.org/10.1016/S0191-8869(00)00074-X
https://dx.doi.org/10.2224/sbp.2000.28.2.157
https://dx.doi.org/10.2224/sbp.2000.28.2.157
https://dx.doi.org/10.1016/j.janxdis.2007.02.002
https://dx.doi.org/10.1016/j.janxdis.2007.02.002
https://dx.doi.org/10.1111/j.2044-8341.2011.02028.x
https://dx.doi.org/10.1007/s127-002-8215-0
https://dx.doi.org/10.1111/j.1467-8624.2004.00657.x
https://dx.doi.org/10.1111/j.1467-8624.2004.00657.x
https://doi.org/10.1016/j.sbspro.2010.03.142
http://dx.doi.org/10.1037/0022-3514.52.3.511
https://dx.doi.org/10.1207/s15327752jpa6703_13
https://doi.org/10.1016/0005-7967(77)90042-0
https://doi.org/10.1016/S0005-7894(05)80193-5
https://doi.org/10.1016/0005-7967(90)90135-6
http://dx.doi.org/10.1037/0021-843X.105.2.181
http://dx.doi.org/10.1037/0021-843X.105.2.181
https://doi.org/10.1016/S0191-8869(97)00232-8
https://doi.org/10.1016/S0005-7967(00)00113-3
https://dx.doi.org/10.1177/1073191104269872
http://dx.doi.org/10.1037/0022-006X.56.6.893
http://dx.doi.org/10.1037/0022-006X.56.6.893
https://dx.doi.org/10.1016/j.beth.2007.12.004
https://dx.doi.org/10.1016/j.beth.2007.12.004

