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Abstract
Purpose Attachment theory is currently receivingmuch atten-
tion in relation to how adults cope with severe illness. The
study aims were using the experiences of patients and family
members to explore attachment figures (a central concept
within the theory) during palliative home care.
Methods Twelve patients and 14 family members were
interviewed during ongoing palliative home care. The inter-
views were analysed using qualitative content analysis.
Results Four types of attachment figures were identified: (i)
family and friends, (ii) health care practitioners, (iii) pets and
(iv) God. Both non-physical and physical contact with the
attachment figures facilitated a sense of security. In addition,
the patient/family members and their attachment figures were
described by some as a Bwe^, and when one part of the Bwe^
felt insecure, this made the other also feel insecure. The pa-
tients’ unstable and progressing illnesses constituted a threat
to the patients’ and family members’ sense of security. The
availability of the attachment figures made them feel secure,
and they could then divert their attention from the patients’
illnesses to other things in everyday life, e.g. socialising with
family and friends. Some family members also had to cope

with the loss of their own attachment figure, when the patient,
who had previously been a source of security for them, was no
longer able to offer protection and comfort due to the progres-
sion of the illness.
Conclusion Important aspects of attachment figures in the
end-of-life context were identified, and their clinical implica-
tions will be discussed.

Keywords Attachment figure . Palliative . Attachment
theory . Patient . Family member

Introduction

Attachment theory [1, 2] is currently receiving much attention
in relation to how adults cope with severe illness and loss
[3–10] and how health care practitioners can facilitate patients’
and family members’ adaptation to such challenging situations
[11, 12]. The purpose of the attachment system is to protect a
person from danger [2]. When a human, young or old, is ex-
posed to a threat (actual or symbolic), the attachment system is
activated, and he or she will feel a need to seek and re-establish
closeness (actual or symbolic) with an attachment figure.

An attachment figure is Ba target for proximity-seeking,
functions as a Bsafe haven^ in times of need (i.e. he/she reli-
ably offers protection, comfort, support and relief), serves as a
Bsecure base^ in a safe environment (i.e. letting the person
engage in non-attachment goals and activate other behavioural
systems), and an attachment figure’s real or expected disap-
pearance induces Bseparation distress^ (i.e. people respond
with severe discomfort to actual or potential unwelcome sep-
arations from or losses of an attachment figure^ [2].

According to attachment theory, individuals are supposed
to refer to their attachment figures during the whole life cycle
[13], e.g. serious illness will routinely activate attachment
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behaviours in patients and family members, due to threats
such as progressive physical disability, declining capacity for
self-sufficiency, increasing dependency needs and threats of
separation [2, 13, 14]. When the goal of felt security is
achieved, the attachment system is deactivated and the indi-
vidual can peacefully return to non-attachment activities, such
as exploration [2].

During early childhood, primary caregivers (usually one or
both parents) often have attachment functions [2]. In later
childhood and in adulthood, a wider variety of relationship
partners can have attachment functions, including siblings,
close friends, romantic partners and therapists [2, 15, 16].
Adults often rely on a network of attachment figures, and
the importance placed on different figures changes in response
to ageing and normative life events [16]. For example, in older
adults with grown children, there might be a role-reversal
process, and the grown children may begin to serve as attach-
ment figures [17]. It appears also that pets, God and deceased
loved ones may become sources of attachment security [16,
18–23]. In addition, it has been proposed that health care
practitioners in different settings can serve as attachment fig-
ures [6, 24–27], e.g. doctors to patients with cancer [26, 27].
Paralleling the infant-caregiver dynamic, it is thought that the
patient develops a model of the practitioner-patient relation-
ship in which the self is viewed as valuable and worthy of
care, and the health care provider is regarded as available
and compassionate [26].

Although a few reports have offered some suggestions [26,
27] to our knowledge, there are no reported studies with a
specific focus on attachment figures in the end-of-life context.
It seems important that palliative care teams are aware of what
the repertoire of attachment figures may be, in order to facil-
itate deactivation of the attachment system and allow creative
exploration among patients and family members during palli-
ative care. Therefore, the goal of this study, using the experi-
ences of patients and family members, was to explore attach-
ment figures during palliative home care.

Methods

Participants and setting

Adult patients (n = 12) and adult family members (n = 14)
were chosen utilising the purposive sampling technique,
using background variables in order to get as broad a range
of the phenomena as theoretically possible. The study pop-
ulation consisted of a separate, unconnected sample of pa-
tients and family members, who were recruited from eight
different units providing palliative home care in Sweden
(advanced palliative home care teams (n = 3); primary
care-based teams (n = 5)). The characteristics of the infor-
mants are presented in Tables 1 and 2.

The advanced palliative home care teams were multidisci-
plinary and included a physician, 24-h services and access to a
back-up ward. The primary care-based teams consisted of a
palliative consultant and a specialist nurse available during
daytime. The typical length of care was 3 months. The fre-
quency the team members visit the patients may vary during
the time in palliative home care depending on the patients’ and
the family member’s needs, from regular telephone contact
and no planned visits, to several visits per day.

We have previously, within our larger project about pa-
tients’ and family members’ sense of security during palliative
care, reported on palliative home care as a secure base [4]; in
the current study, the specific focus will be on attachment
figures in the palliative care context.

Data collection and analysis

Possible participants were individually asked by staff whether
they were interested in taking part in the study. An interview
guide was developed [28]. Since the concept Battachment
figure^ would be unfamiliar, theoretical and too complex to
easily comprehend for most of the informants, they were not
explicitly asked about who their attachment figures were in
the interviews. Instead, the interviewers asked questions
concerning their possible experience of feeling secure/

Table 1 Patient characteristics. Twelve patients were interviewed
during ongoing palliative home care

Women (n) 4

Age in years (median (range)) 64 (35–79)

Married or cohabiting/living alone (n) 10/2

Diagnosis (n)

Prostate cancer 3

Lung cancer or mesothelioma 2

Gynaecological cancer 1

Other origin of malignancy 2

Ischaemic heart disease 2

Neurologic disease 1

Time since diagnosis (n)

1–3 months/>3 months/not responded (n) 4/6/2

Duration in palliative home care at the time of the interview (n)

1–3 months/>3 months/not responded (n) 2/9/1

BLast week I ...^ (n)

Managed to stay up about half the day 3

Managed to stay up most of the day 8

Not responded 1

BI have during the palliative home care period …^ (n)

Most of the time felt insecure 0

Sometimes felt secure, sometimes insecure 1

Most of the time felt secure 10

Not responded 1
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insecure during palliative home care. In the Swedish language,
the concept of Bsecurity^ (Btrygghet^ in Swedish) is a word
used in everyday language, with a broad meaning, describing
a psychological state similar to the consequence of a well-
functioning attachment system, i.e. the concept of Bfelt
security^ [29]. Open-ended questions included the following:
BHave you experienced a situation when you felt secure/
insecure during the care?^, BHave you experienced aspects
that facilitated security/insecurity? If so, what or who
prompted these feelings?^, B(When insecure) How did you
manage the situation?^ Tape-recorded interviews (about 30–
90 min; May 2007 to Nov. 2008) were performed by four
senior palliative care nurses and were transcribed verbatim
by a secretary.

In this study, a deductive content analysis was conducted
using Battachment figure^ as a theory derived concept to be
explored in a new context (palliative home care). This is in
accordance with the idea of Bdirected content analysis^, in
which Bexisting theory or research can help focus the research
question^ [28]. The definition of an attachment figure (de-
scribed in the BIntroduction^ section [2]) was used as an op-
erational definition. The analysis was performed using the
following steps [28, 30]: (i) all transcribed interviews were
read through repeatedly to obtain an initial sense of the whole;
(ii) a categorisation matrix was developed, based on the

operational definition of Battachment figure^ (see above);
(iii) the interviews were re-read systematically, line by line,
and reviewed for content that corresponded to the operational
definition of Battachment figure^, i.e. identification of signif-
icant text segments, or Bmeaning units^; (iv) each meaning
unit was assigned an inductively developed code. The various
codes were compared and sorted, according to differences and
similarities, into categories, from which broader themes (a
theme being a thread of underlying meaning through con-
densedmeaning units, codes or categories, on an interpretative
level [30]) were developed inductively. Final content descrip-
tions (abstractions) and relationships with other categories and
themes were then developed.

The interview guide and the operational definition of
an attachment figure were developed through discussions
between the authors. Coding and development of the cat-
egories were mainly carried out by the first author. The
tentative categories were discussed, revised, and validated
in discussion with the other author by supplementing and
contesting each other’s readings and pre-understandings
as part of the reflexivity process [30, 31]. The study was
approved by the local research ethics committee (Dnr:
144-06) and the study have been performed in accordance
with the ethical standards as laid down in the 1964
Declaration of Helsinki and its later amendments.
Informed consent was obtained by all individuals partici-
pants included in the study.

Results

To start with, interviews with the patients and with the family
members were analysed separately. However, there was ex-
tensive overlap in the results of the two groups, indicating a
shared experience of what constituted an attachment figure in
the context of palliative home care, irrespective of whether the
subject was a patient or a family member. The findings are
therefore presented in the samemanuscript. Six categories and
three themes emerged in the analysis of the interviews: see
overview in Fig. 1.

Who were the attachment figures?

When the informants felt insecure and vulnerable, access to
attachment figures gave them the sense that there was someone
outside themselves that they could trust to be able to manage
the challenging situations in the end-of-life context. Four types
of attachment figures were identified in the interviews.

(a) Family members and friends

Family members and friends were important attach-
ment figures whom patients and family members

Table 2 Family member characteristics. Fourteen family members (i.e.
the informants) were interviewed during the ongoing palliative home care
of a dying family member or friend (i.e. the patient receiving palliative
home care)

Women (n) 11

Age in years (median (range)) 69 (53–79)

Married to the patient/child (n) 13/1

Patients’ age in years (median (range)) 70 (61–83)

Patients’ gender (number of women/men) 4/10

Patient’s disease (n)

Prostate cancer 5

Lymphoma 2

Gastrointestinal cancer 2

Gynaecological cancer 1

Brain tumour 1

Cancer with unknown origin 1

Ischaemic heart disease 1

Neurologic disease 1

Duration of patient being cared for by palliative home care at the time of
the interview (n)

<1 month/1–3 months/>3 months/not responded (n) 2/2/9/1

I have during the palliative home care period

Most of the time felt insecure 1

Sometimes felt secure, sometimes insecure 2

Most of the time felt secure 10

Not responded 1
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experienced that they could turn to in times of need—to
talk, receive emotional or practical support or sit together
in silence. These relationships were described as close
ones, most often with a husband or wife, but adult friends
and grown-up children were also mentioned. Facilitators
for developing such deep, comforting relationships were
having gone through difficulties as well as joys together,
physical and emotional closeness.

If my wife and my children abandoned me, then I would
feel very insecure // I think that would be the worst thing
that actually can happen. // I can rely on them, always
phoning, always get in touch, they will always be there
for me as long as I am alive. And that gives me a
comforting feeling of security (61-year-old man with
lung cancer).

(b) Health care practitioners

Different health care professionals were mentioned with
whom the participants had developed relationships of trust,
these being mainly nurses and doctors, and also members of
the home care staff. Facilitation of such relationships involved
repeated contact, that the practitioner was attentive and re-
sponsive to the patient’s/family member’s situation as a whole
(e.g. recognising the person beyond the illness), and that he or
she had shown an ability to handle the end-of-life situation
(e.g. competence in symptom management). Aspects such as
similarities in age and gender were also mentioned as facilita-
tors for the development of such an attachment.

For some of the informants, this kind of trust could be
both at an individual level and at a service level, i.e. the

informants stated that through trustful interactions with
individual practitioners, they could over time develop a
sense of security in relation to the service unit as a whole.
They trusted that the practitioners would report important
aspects of their situation to each other (quotation below).
However, some of the pat ients / family members
interviewed described their need to have contact with only
a small number of staff members.

Interviewer: Is there any situation or occasion when you
have sensed security with having palliative home care?
Family member: Yes, it is N [a nurse]. N is almost al-
ways there, or one of her stand-ins. That is the best
feeling of security (wife of a patient with generalised
prostate cancer).

(c) Pets

Some informants mentioned that a long-lasting close rela-
tionship with a loved pet, e.g. a cat or a dog, had a great effect
on their sense of security. Facilitators for such a relationship
with a pet were as follows: the pet paying attention to the
informant, showing joy when together with him/her and want-
ing to be close to him/her irrespective of the illness or the
informant’s feelings of sadness or exhaustion. This kind of
contact made the participants feel calm and gave them an inner
sense of security.

As I said before, my feeling of security is strongest here
at home // [where I have my family and] my dogs; they
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Fig. 1 Overview of the findings
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the end-of-life context according
to the patients’ and family
members’ experiences during
palliative home care
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[the dogs] contribute so much to my well-being… they
are not only plain company, they make me feel good
(62-year-old man with prostate cancer).

(d) God

A few of the informants described how they felt secure
because of their faith. A facilitator of this security was the
relationship they experienced with God, e.g. in their prayers,
and also through supportive contact with other members of the
communion, or with nuns.

I have my faith in God, it gives me my sense of security
(79-year-old wife of a patient with gastrointestinal
cancer).

How did the patients and family members talk
about the attachment figures?

(a) Both physical and non-physical contacts facilitated a
sense of security

The comforting contact with the attachment figure could be
of a physical or a non-physical nature. A non-physical contact
might be to think of the attachment figure, to look at a picture
of him/her, or to hear his/her voice over the phone, e.g. the
informant’s children living in another city, or practitioners at
the palliative care unit. To be comforted by a non-physical
contact, it was important that the patient/family member
trusted that they could get in touch with this person if there
was an acute need, and could get help irrespective of day and
time. Such a sense was facilitated when the attachment figure,
e.g. the children or practitioners, explicitly expressed to the
patient or family member that they really cared and wanted
her/him to contact them if any problem should arise.

At times of great threat, e.g. the patient deteriorating or
experiencing sudden symptoms, the patient/family mem-
ber expressed a need for closer proximity to the attach-
ment figure, e.g. to have a nurse, close family members or
loved pets physically present in order to relax and have a
sense of security, or the patient being cared for on a ward
to have quick access to staff members.

(b) Attachment figure as part of a Bwe^

The attachment between a patient/family member and an
attachment figure was by some informants described as being
so close that the two individuals became almost merged into a
Bwe^ with each other (first quotation below). What happened

to the other individual as a part of this Bwe^ had a direct and
major impact on both individuals’ feelings of security, e.g.
when one individual or part of the Bwe^ felt secure, this also
made the other feel secure (second quotation).

We had an appointment [with the doctor] the next day;
we always say Bwe^, Bwe have taken the pills, says my
husband^. It sounds a bit strange, because he is the one
taking them. But we are Bwe^ (wife of a patient with
generalised prostate cancer).

When they come regularly, it gives us a sense of securi-
ty. When I know he feels secure, then I automatically
feel secure too (79-year-old wife of a patient with gas-
trointestinal cancer).

A Bwe^ relationship was most often described by the
informants as a relationship with a husband or wife, but
such strong closeness was also expressed in relation to a
dearly loved pet. When the loved dog or cat seemed se-
cure, the informants felt secure too, or vice versa; if their
pet showed signs of insecurity (for example when the dog
barked due to unknown staff members visiting at home),
this made the patient or family member insecure.

Underlying meanings/themes

(a) Someone to trust during the threats of the progressive
illness

Both the patients and the family members described the
patient’s unstable, progressive disease as constituting a threat
to their sense of security, e.g. through breakthrough symp-
toms, sudden deterioration or the frightening thought of the
forthcoming death. Some of the informants described peaks of
feelings of insecurity (e.g. in conjunction with deterioration)
and that this feeling faded or was palliated by the trust they felt
for an attachment figure.

(b) Made it possible to focus on everyday life

When the patient/family member felt secure due to the
availability of the attachment figure, e.g. through the opportu-
nity to telephone the palliative care unit if needed, they could
divert their attention to other things in everyday life, such as
socialising with friends, housework or appreciating nature.

I find it as the greatest source of feeling secure, that I have
been able to let go some things to the Bgirls^ [nurses and
assistant nurses] that come here. I do not need to be there
all the time and check, are they doing it right? Because
they are competent // I can even go out and pick some
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windfalls or something, or load the washing machine or
something. Because I feel secure while they are here (65-
year-old wife, husband with brain tumour).

(c) Loss of attachment figures

Some family members described how they had previously
felt secure due to their deep relationship with their husband/
wife. However, the progressive disease, e.g. a brain tumour
causing changes in personality, had altered him/her so the
patient no longer contributed to the family member’s sense
of security in the same way as before, and this also made them
feel a deep loneliness.

Interviewer: What does feeling secure mean to you?
Family member: My husband and I are very close and
we have been each other’s [sources of] security. Once he
said to me, BYou are my security .̂ But when he is ill,
that feeling of security is fading away, he can’t give me
that any longer (wife of a patient with generalised pros-
tate cancer).

Discussion

Our study contributes new information about the repertoire of
attachment figures during palliative home care, what signifi-
cance such figures may have, and also that some close family
members may suffer the loss of their own attachment figures
during this period, if the patient has previously been their
source of security, but can no longer be because of the illness.

The results confirm previous findings of adults having mul-
tiple attachments, and that family and friends, health care prac-
titioners, pets and God can be attachment figures in the end-of-
life context [6, 15–21, 24–27]. Our findings can be interpreted
in relation to attachment networks during adulthood. Doherty
and Feeney showed that attachment figures differed in relative
importance and suggested a sort of hierarchy of significance in
attachment figures. For example, the romantic partner, when
present, was usually the most salient attachment figure in adult
years (i.e. primary attachment figure relied on most and with
strongest attachment), but relationships with mothers, fathers,
siblings, children and friends also could meet the strict criteria
used to define full-blown attachments, i.e. each figure had the
capacity to simultaneously fulfil the attachment functions of
safe haven, secure base and separation distress [16].
According to our results, health care practitioners in palliative
care may also become important parts of patients’ as well as
familymembers’ attachment networks and be relied on for such
attachment function. Attachment networks can be reorganised

with changed life situations [16], and the threat of a progressive
illness could be such life event.

The patients and family members interviewed stated that
when feeling secure (due to trust in their attachment network),
they could divert their attention from the threats of the pa-
tient’s illness to other things in everyday life, e.g. housework,
socialising with family and friends or appreciating nature.
From an attachment theory perspective, this can be interpreted
as the attachment needs having been met and the attachment
system deactivated by the certainty that an attachment fig-
ure—e.g. a partner, family member, friend or health care prac-
titioner—is available and would be responsive when called
upon, allowing the patients/family members to feel secure
enough to allocate attention to matters other than self-protec-
tion, explore their environment confidently and engage re-
wardingly with other people [2, 32].

Attachment needs and choice of attachment figures may,
however, be different depending on attachment style [14, 33].
For example, secure adolescents tend to prefer parents as attach-
ment figures, whereas thosewith insecure attachment styles seek
attachment figures outside the family [33]. Researchers have
described different attachment styles, that is, a person’s most
chronically accessible working models, to be represented on a
continuum based on dimensions of attachment anxiety (fear of
rejection and abandonment) and avoidance (discomfort with
closeness and dependence on close others) in close relationships
[34]. A limitation of this study is that we did not assess with a
validated instrument each participant’s attachment style.
Although our global impression, based on the interviews, was
that most participants likely had secure attachment styles, some
interviews also revealed dimensions of anxiety and/or avoid-
ance, indicating a spectrum of different working models among
the participants. For example, a 62-year-old man with advanced
prostate cancer with possible avoidant dimensions (we have
quoted this informant in a previous publication where we ex-
plored palliative home care as a secure base; [4]) described how
crucial it had been to his sense of security to have the opportu-
nity of giving himself morphine injections to relieve pain to be
able to get out of bed by himself and put on his trousers by
himself. He also described how he felt insecure when not the
same staff members visited him at home, and how much it
meant to his sense of security to have two assigned nurses, Bthey
sit down and talk to me… not only about me being sick… but
about what I have done in my life, what I have been able to do^.
These findings are in line with Tan’s suggestions that individuals
with an avoidant (or dismissing) attachment style Bmay become
more open to a supportive relationship when a clinician not only
communicate interest and availability but also pays particular
respect to their need to retain a sense of autonomy .̂ In the above
case exemplified by the team finding away the patient could feel
less dependent for basic needs and manage his clothing by him-
self, and also by the continuity of two assigned nurses facilitat-
ing for him to experience a (more) secure relationship and
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meeting his needs of sensing autonomy by letting him tell them
of his former autonomy and achievements [14].

Tan also made suggestions regarding individuals with an
anxious (preoccupied) attachment style that feedback from the
health care staff Bthat provides assurance about the predict-
ability of support may be important for them to feel secure and
to maintain emotional equilibrium^, e.g. Bby setting clear
limits when staff will be available and for what duration^. In
future research, it would be interesting to further study needs
and attachment networks during palliative home care in rela-
tion to attachment styles.

Hence, an essential part of the health care practitioners’
planning of the palliative care may be to identify patients’
already established attachment figures, as well as those of their
closest family members, e.g. by asking BWhen you are afraid
or feel insecure, who or what is a potential source of comfort
to you^? Another important aspect may be to strive to develop
a trustful relationship with the patient/family member and be-
come an attachment figure to them [6], and this may be pos-
sible, as discussed above, also with individuals having inse-
cure attachment styles, although more challenging. Health
care practitioners, in addition to responding flexibly and sen-
sitively to the patients’ and the family members’ individual
needs [4, 6], could ask as follows: BHow can we in the team
support you when you feel insecure^?

According to the study results, it also seems important to
recognise pets and God as potential attachment figures in the
end-of-life-context, and to be aware of the value of respectfully
enquiring about the possible faith of patients and family mem-
bers as a security-enhancing source, even in secular countries
like Sweden. In addition, health care practitioners should be
aware that some family members may be coping with both
the forthcoming death of a loved one and the loss of their own
attachment figure (the patient) while the latter is still alive. For
example, a husband/wife who for a long time had been able to
offer protection and comfort, and to whom the family member
has been able to seek proximity in times of need, but who now,
due to the progressive disease, is no longer able to provide this.

One result we would also like to draw attention to is that
patients/family members felt secure not only due to the phys-
ical proximity of the attachment figure, but also when they had
access to non-physical contact, e.g. by telephone. These re-
sults could be viewed in the light of attachment research re-
garding the role of mental representations (or symbolic prox-
imity to supportive others) and security priming. Previously,
there was an emphasis on the regulation of emotions through
maintenance of proximity to attachment figures in times of
need, but recently, there has also been more interest shown
in their regulation through the activation of mental represen-
tations of attachment figures (security priming), e.g. by visu-
alisation of the faces of security enhancing attachment figures
[15, 35]. In adulthood, actual proximity seeking behaviour is
not automatically needed, and the response to a threat can

instead involve the activation of soothing, comforting mental
representations of attachment figures. Such representations
can be an alternative means of regulating distress and enabling
a sense of security, which support the person to cope effec-
tively with threats—a kind of symbolic proximity to support-
ive others [2]. Further research could focus on how palliative
care units can effectively facilitate the patient’s/family mem-
ber’s sense of security by security priming, e.g. interventions
using written material with photos of the staff, the telephone
number of the unit or (during in-patient care) photos of impor-
tant family members.

Also worth noting in our findings is the vast difference in
the needs the informants expressed regarding continuity of the
interaction with the health care practitioners who function as
attachment figures. Some of the patients/family members
interviewed stated that a high level of continuity involving
contact with a small number of staff was of great importance
to their sense of security, like the example above regarding a
man with possible avoidant attachment. In contrast, for others,
the palliative care as a whole represented an attachment figure,
and although it was preferable to have contact with fewer staff
members, they also felt secure having contact with a higher
number. In current health care, resources are limited, and it
seems important that palliative care teams are aware of this
span of patients’ and family members’ differences in
(expressed) needs regarding staff member continuity, perhaps
due to different attachment styles, and that they make in-
formed choices concerning which of the patients/families are
in need of a higher degree of continuity and which of them
may cope well and feel secure enough despite being involved
with a higher number of different members of the care team.

The transferability of our results depends, to some extent, on
the length of time a patient normally is within palliative home
care. In the present study, most patients had experienced more
than 3 months, which is longer than the average patient re-
ceives. Although there was large variation (from less than
1 month to more than 3 months), this finding may have conse-
quences on the transferability of the results to settings with
briefer services where the staff members have shorter time to
develop closer relationships with patients and family members.

In conclusion, this study has identified four types of poten-
tial attachment figure during palliative home care, described
the significance of such figures to patients and family mem-
bers, and also shown that some close family members may be
experiencing the loss of the patient as their own attachment
figure while the patient is still alive. To facilitate patients’ and
familymembers’ sense of security, deactivation of their attach-
ment system and allocation of attention to matters other than
self-protection in the end-of-life context, it seems important
that in the planning of care, palliative care teams identify both
the patient’s and the closest family members’ attachment fig-
ures, as well as engaging in developing trustful relationships
with the patients and their family members.
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