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A B S T R A C T

Background: Attachment theory posits that attachment has a persistent, long-term impact on depression.
Empirical data on associations between adult attachment and the long-term course of depression is, however,
scarce. The present study addresses this omission.
Method: Primary care patients with a history of depression (n = 103) completed the Experiences in Close
Relationships questionnaire measuring adult attachment dimensions (avoidance and anxiety) and styles (secure,
preoccupied, dismissing and fearful). The subsequent seven-year course of depression was assessed with the face-
to-face administered Composite International Diagnostic Interview (CIDI) and a life-chart interview based on the
Longitudinal Interval Follow-up Evaluation (LIFE). At the end of the seven-year follow-up severity of depression
was additionally measured with the Beck Depression Inventory (BDI).
Results: The attachment dimensions avoidance and anxiety both showed significant associations during the
seven-year course with lower proportions of depressive symptom-free time and higher severity of depression
(LIFE and BDI). The secure style predicted compared to preoccupied attachment a significantly higher proportion
of symptom-free time (4.97 vs. 1.10 years), compared to dismissing attachment a higher proportion of symptom-
free time (4.97 vs. 2.20 years) and lower severity of depression (LIFE: 1.65 vs. 2.14; BDI 6.04 vs. 9.52), and
compared to fearful attachment a lower relapse/recurrence rate (45.7% vs. 76.9%), higher proportions of de-
pression diagnosis-free time (7.31 vs. 6.65 years) and symptom-free time (4.97 vs. 0.29 years), and lower se-
verity of depression (LIFE: 1.65 vs. 2.19; BDI 6.04 vs. 15.54).
Limitations: Sample size was restricted.
Conclusion: Insecure attachment predicts an unfavorable course of depression over a seven-year period.

1. Introduction

Depression is a chronic disorder characterized by relapses, sub-
stantial residual symptomatology (Solomon, 2000; Simon, 2000;
ESEMeD/MHEDEA 2000 Investigators, 2004), and persistence in a
subcategory of patients (Eaton et al., 2008). The unfavorable long-term
course of depression suggests a stable underlying vulnerability driving
the waxing and waning of depression-related symptoms. Attachment is
a moderately stable personality characteristic that has been assumed to
have an enduring influence on people's functioning (Fraley and
Brumbaugh, 2004). Insecure attachment may contribute to the devel-
opment of psychopathology by its corollaries with dysfunctional emo-
tion-regulation and support-seeking (Hammen, 2006). Impact of at-
tachment on the long-term course of depression has, however, rarely
been studied. Therefore, we examined whether attachment predicted
depression outcomes over a seven-year period.

1.1. Attachment

According to attachment theory, interactional experiences with
caregivers, and subsequently with partners (Bowlby, 1973, 1980), mold
attachment strategies related to emotion-regulation and support-
seeking, which in turn may influence the development of psycho-
pathology.

The primary attachment strategy to fulfill attachment needs of
support and validation, is proximity seeking to the attachment figure.
When proximity bids are consistently reinforced, secure attachment will
develop. Secure attachment is characterized by low anxiety about re-
jection (self-worth) and low avoidance of intimacy (trust in others).
Both strengthen functional emotion-regulation and support-seeking,
which makes secure attachment an inner source of resilience
(Mikulincer and Shaver, 2016).

When proximity seeking is intermittently reinforced by the
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attachment figure, preoccupied attachment may develop. This style is
characterized by high anxiety about rejection by significant others (low
self-worth). To deal with this attachment anxiety, the preoccupied at-
tached person hyperactivates emotions in order to gain attention from
others and to coerce them into providing support. This hyperactivation
strategy may itself culminate in psychopathology, and the coercive way
of mobilizing support may discourage others from offering help
(Mikulincer and Shaver, 2016).

When proximity seeking remains consistently non-reinforced by
attachment figures dismissing-avoidant attachment may develop. This
style is characterized by high avoidance of intimacy (absence of trust in
others). The distrust is dealt with by deactivation of the attachment
system, which is associated with avoidance of support seeking, and the
suppression of emotions. This strategy may leave distress unresolved
and may accordingly contribute to the development of psycho-
pathology. Especially with prolonged distress, that urges for support of
others, this is problematic (Mikulincer and Shaver, 2016).

Alternation of both hyper- and deactivation is characteristic of
fearful-avoidant attachment (Bartholomew and Horowitz, 1991).
Fearful-avoidant individuals are high on anxiety about rejection (low
self-worth), as well as high on avoidance of intimacy (lack of trust in
others), resulting in an ‘approach-avoidance’ conflict. This means they
have difficulties in functioning autonomously but also in generating
support from others. Therefore, fearful-avoidant attachment is asso-
ciated with the most severe psychopathology (Brennan et al., 1998).

1.2. Attachment and depression

A review of cross-sectional studies (Mikulincer and Shaver, 2016)
consistently showed that insecure attachment, in particular attachment
anxiety, was associated with higher severity of depression than secure
attachment. A minority of the reviewed studies prospectively assessed
associations between attachment and depression. Unfortunately,
follow-up periods were generally quite short, ranging from several
weeks to months. Moreover, only three studies focused on depressed
patients (Grunebaum et al., 2010; Conradi and de Jonge, 2009; Bifulco
et al., 2002) but the length of the prospective follow-up periods was
limited to one year.

In sum, there is an empirical gap with respect to the presumed
impact of insecure attachment on the long-term course of depression.
We therefore examined a sample of primary care patients with a di-
agnosis of (recurrent) depression and tested whether attachment pre-
dicted the seven-year course of multiple depression-related outcomes.
Based on the literature, we hypothesized that insecure attachment, i.e.
preoccupied, dismissing-avoidant and in particular fearful-avoidant
attachment, would show less favorable long-term depression outcomes
than secure attachment.

2. Methods

2.1. Patients and procedure

The sample of the current long-term study (n= 103) was part of the
sample (n = 145) of our mentioned study on associations between
attachment and the short-term course of depression (Conradi and de
Jonge, 2009). The sample participated in a randomized controlled trial
(INSTEL) which aimed at the enhancement of treatment of depression
in primary care (for details see Conradi et al., 2007). Included were
primary care patients meeting criteria for a current or recent Major
Depressive Episode (MDE) treated by the General Practitioner (GP).
Patients were randomized to one of four treatments: (1) Care as Usual
(CAU) by the GP; (2) the low intensity Psycho-education Prevention
program (PEP); (3) one Psychiatric Consultation session followed by
PEP (PC+PEP); or (4) 10 sessions Cognitive Behavioral Therapy fol-
lowed by PEP (CBT+PEP). Patients were followed-up for three years.

The present study reports data on the subsequent seven-year follow-

up after INSTEL, i.e. the Long-Term INSTEL (LTI) follow-up.
Assessments took place between October 2010 and June 2012 (for
details see Conradi et al., 2017). After consent from their GP was ob-
tained, patients were contacted by mail and telephone. Upon reading
the information brochure they signed the informed consent. Of these, n
= 103 had completed at the closure of INSTEL the attachment measure
which was used to predict the depression course during the subsequent
LTI follow-up of 7.31 years (SD = 0.43). The LTI study was approved
by the Medical Ethics Committee of the University Medical Center
Groningen (METc2009.319). A 15 euro coupon was offered to patients
in return for participation.

2.2. Study measures

2.2.1. Baseline measures
Adult attachment in romantic relationships in past and present was

measured with the Experiences in Close Relationships questionnaire (ECR;
Conradi et al., 2006) at the start of the seven-year follow-up. The ECR
comprises 36 items and measures the two fundamental attachment di-
mensions. Anxiety about rejection and abandonment (Cronbach's α =
0.86), i.e. expectancies of being perceived by partners as unacceptable
or unlovable, taps into hyperactivation strategies. A sample item is ‘I
worry about being abandoned’. Avoidance of intimacy (α = 0.88), i.e.
expectancies of inaccessibility and unresponsiveness of partners to one's
attachment needs, taps into deactivation strategies. One sample item is
‘I try to avoid getting too close to my partner’. Items are rated on a 7-
point Likert response scale ranging from 1 (disagree strongly) to 7
(agree strongly), with a middle position 4 (neutral/mixed). We also
analyzed attachment styles, i.e. Secure, Preoccupied, Dismissing-avoi-
dant and Fearful-avoidant, for two reasons. First, in clinical practice,
use of styles prevails over dimensions, and we aimed for clinical utility.
Second, we aimed to maximize comparability of the current long-term
results with our earlier reported short-term follow-up (Conradi and de
Jonge, 2009) by using the categorization of patients made in the 2009
study. This categorization was based on a two-step cluster analyses
described by Brennan et al. (1998) using the Avoidance and Anxiety
scores. Clustering in a general population sample (Conradi et al., 2006)
resulted in Fisher linear discriminant functions that yielded population-
based norms with which we categorized patients from the current
sample into one of four styles, i.e. Secure (low Anxiety and Avoidance),
Preoccupied (high Anxiety and low Avoidance), Dismissing-avoidant
(low Anxiety and high Avoidance), and Fearful-avoidant (high Anxiety
and Avoidance). Favorable psychometric properties in multiple samples
have been observed in support of validity and reliability of the Dutch
ECR (Conradi et al., 2006). All patients reported having had one or
more present or past romantic relationship(s), and were therefore
deemed able to meaningfully complete the questionnaire.

To obtain more insight in the extent of the (interpersonal) problems
of the attachment groups, we concurrently administered several addi-
tional questionnaires. Loneliness was measured with the 11 items of the
Loneliness scale (De Jong Gierveld and Kamphuis, 1985). Cronbach's α
was 0.89 in the current study. Relational dysfunctioning was assessed
with the Marital Functioning subscale of the Maudsley Marital Ques-
tionnaire (MMQ; Arrindell et al., 1983) consisting of 10 items (α =
0.92). Finally, locus of control was measured with the Mastery scale
(Pearlin and Schooler, 1978) consisting of 7 items (α = 0.82).

2.2.2. Outcome instruments
The same outcome measures were elected as in our previous short-

term course study (Conradi and de Jonge, 2009), as the current study
was developed as its long-term follow-up. Outcomes regarding the
seven-year follow-up were retrospectively assessed, seven years after
administration of the ECR, by means of two face-to-face interviews at
the patient's home. First, the depression section of the lifetime Com-
posite International Diagnostic Interview (CIDI Auto 2.1; WHO, 1997; Ter
Smitten et al., 1998), a widely used structured interview for the
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assessment of MDEs with strong psychometric support (Wittchen,
1994), was administered. Additional questions were added that as-
sessed month and year of onset, as well as remission of the CIDI iden-
tified MDEs.

Second, the Longitudinal Interval Follow-up Evaluation (LIFE), a life-
chart based interview, was administered in a version comparable to the
one used by Yiend and colleagues (Yiend et al., 2009). With the LIFE
month-by-month severity of depression was assessed. Good to excellent
ICCs were found with the LIFE (Keller et al., 1987). Moreover, research
has shown that validity of retrospective long-term recall is enhanced
when supported by adequate anchoring of major events (Wells and
Horwood, 2004). In the current study patients were provided with three
types of anchor points. First, approximately one hour was spent by
interviewers and patients to identify personal and historical events that
were used as aids to retrieve severity of depressive complaints. An-
choring events used were: relationships (start, crises and breakup),
education and work (exams and change of jobs of self and others),
moves, birth, diseases and death (self and others), finance, birthdays
and anniversaries, holidays and journeys, other life events (e.g.
trauma), and historical events. Second, onset and remission (year and
month) of the CIDI identified MDEs were added as anchor points to the
LIFE chart. Third, scores on the Beck Depression Inventory (BDI) seven
years earlier (the time point from where the LIFE interview started) and
the BDI score at the moment the LIFE interview was administered, were
used as two additional anchor points to support memory. To this end
both BDI scores were converted to the 5-point response scale that was
used in the LIFE interview to estimate the severity of depressive com-
plaints, namely: 1 ‘not at all’ (BDI 0 - <5), 2 ‘little’ (BDI 5 - <10), 3
‘pretty much’ (BDI 10 - <19), 4 ‘much’ (BDI 19 - <30), and 5 ‘very
much’ (BDI≥ 30). The monthly LIFE severity scores were averaged into
three-monthly scores to improve reliability. The percentage of missing
LIFE chart data was 0.5%. The CIDI and the LIFE were administered by
experienced research assistants who were trained extensively and su-
pervised each 3 months by the project leader (HJC).

2.2.3. Outcome measures
Relapse/recurrence rate, i.e. the percentage of patients who experi-

enced, according to DSM-IV criteria, one or more MDE(s) during the
seven-year follow-up (CIDI).

Number of MDEs during the seven-year follow-up period (CIDI).
Proportion depression diagnosis-free time, defined as the time that

patients did not meet DSM-IV criteria for MDE during the seven-year
follow-up (CIDI).

Proportion symptom-free time, defined as the time during the seven-
year follow-up that patients did not suffer from depressive symptoms
(LIFE).

Course of severity of depression on a three-monthly basis during the
seven-year follow-up (LIFE).

At the end of follow-up, severity of depression was also measured
with the BDI (Beck et al., 1961) consisting of 21 items (α = 0.89 in the
present sample).

Finally, duration of antidepressant medication usage was assessed for
the seven-year follow-up with the same questions as used during
INSTEL (see Conradi et al., 2007).

2.3. Power analyses for pairwise comparisons

We calculated the post-hoc power for the pairwise comparisons
between the attachment groups for the seven-year course of severity of
depression as measured with the LIFE with G*Power 3.1.9.2. G*Power
requires the total sample size of the two comparison groups and as the
attachment group sizes were of unequal size, we calculated the har-
monic mean of the two pairwise compared groups and multiplied this
by 2 to compute the total sample size. Based on a Repeated
Measurement ANOVA with 30 measurements (90 months aggregated
per 3 months) with an inter-correlation of 0.8, G*Power showed that

the power to detect an effect size of Cohen's d = 0.30 in the comparison
between the Secure and Preoccupied/Dismissing-avoidant groups was
0.68 and 0.73, respectively. The power to detect an effect size of
Cohen's d = 0.50 between the Secure and the Fearful-avoidant at-
tachment groups (which was assumed to be more vulnerable than the
Preoccupied and Dismissing-avoidant groups) was 0.94. This means
that the Secure vs. Preoccupied/Dismissing-avoidant comparisons were
slightly underpowered. Comparisons regarding the outcomes based on
the categorical variables (e.g. proportion depression diagnosis-free
time) and categorical outcomes (e.g. relapse/recurrence rates) were
supposedly not adequately powered.

2.4. Statistical analyses

We first tested whether attachment style was confounded with
treatment condition. We therefore examined if the attachment cate-
gories (i.e., Secure, Preoccupied, Dismissing-avoidant and Fearful-
avoidant) were randomly distributed over the treatment groups (CAU,
PEP, PC+PEP and CBT+PEP). Next, we compared the four attachment
categories on socio-demographic and clinical variables at the start of
the seven-year follow-up. Chi-square tests were applied to categorical
measures, and one-way ANOVAs to the continuous measures.

Outcomes were described by computing percentages for categorical
variables, medians and IQRs for continuous variables that were not
normally distributed, and estimated marginal means and SEs for se-
verity of depression (LIFE). Associations between attachment, anti-
depressant use and depression outcomes during the seven-year follow-
up were analyzed in two ways. First, we computed bivariate Spearman's
rho correlations between both attachment dimensions Avoidance and
Anxiety and antidepressants use and depression outcomes. Second, we
used Chi-square tests to compare the four attachment styles in case of
categorical outcomes, and Mann-Whitney non-parametric tests in case
of continuous, not normally distributed outcomes.

To test for differences between attachment groups during follow-up
on severity of depression (LIFE), we applied linear mixed models on the
repeated measurements. This analysis makes optimal use of the avail-
able data taking into account the clustering of assessments within
subjects (Bryk and Raudenbush, 1987). Attachment group was applied
as fixed factor, AR1 as covariance structure, and a random intercept
was added to the model.

Guided by our hypotheses, we were interested in the post-hoc
pairwise comparisons between the secure group on the one hand, and
the insecure groups on the other. Significance levels were set at p <
0.05 (two-tailed) for all analyses. Finally, effect sizes (Cohen's d) were
computed, using estimated marginal means, and SDs of the raw scores.

3. Results

3.1. Patient characteristics at the start of the seven-year follow-up

First, we tested for baseline equivalence in terms of the distribution
of attachment categories over treatment conditions. The distribution of
the four attachment styles over the four treatment groups did not sys-
tematically differ from chance (X2 = 7.83; df = 9; p = 0.55).

Socio-demographic and clinical characteristics at baseline are dis-
played in Table 1. The patients were on average 44.9 years (SD = 10.9)
old (i.e. about 52 years old at the end of the seven-year follow-up), and
72.8% were female. Fearful-avoidantly attached reported significantly
less often being involved a relationship than the other groups (53.8%
vs. 77.8–92.7%). Almost all patients (86.3%) met DSM-IV criteria for
lifetime recurrent major depression. The Fearful-avoidant group re-
ported significantly higher on Loneliness than the other attachment
groups, and together with the Dismissing-avoidant and Preoccupied
groups more Marital dysfunction and less Mastery than the Securely
attached.
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3.2. Depression outcomes during seven-year follow-up

The attachment dimensions showed significant and highly similar
correlations with multiple depression outcomes (Table 2). Both at-
tachment avoidance and anxiety were significant and negatively related
to proportion of symptom-free time, and positively to mean severity
during the seven-year follow-up (LIFE) and the single measurement
(BDI) seven years after the attachment assessment. No significant as-
sociations were found with number of MDEs developed during the
seven-year follow-up, nor with the proportion of time patients were
depression-diagnosis free or the duration of antidepressants usage.

Relapse/recurrence rate (Table 3) in general was 54.9%, with the
Fearful-avoidant group showing a significantly higher rate (76.9%)
than the Secure group (45.7%). Median number of relapses/recurrences
for all patients was 1.00, and did not significantly differ between styles.
Median proportion of depression diagnosis-free time was 0.98 (7.16
years), with the Fearful-avoidant group reporting a significantly smaller
proportion (0.91, or 6.65 years) than the Secure group (1.00, or 7.31
years). Median proportion of symptom-free time was 0.45 (3.29 years),
with the Fearful-avoidant 0.04 (0.29 years), Preoccupied 0.15 (1.10
years) and Dismissing-avoidant 0.30 (2.19 years) groups reporting
significantly lower symptom-free time than the Secure group 0.68 (4.97
years).

Mean severity of depression during the seven-year follow-up (LIFE)
was 2.00 on the 5-point scale used (Table 3 and Fig. 1), with the
Fearful-avoidant (2.19) and Dismissing-avoidant (2.14) groups

reporting significantly higher severity than the Secure group (1.65) did,
corresponding with effect sizes of d = 0.53 and d = 0.48, respectively.
When adjusted for mean severity in the month preceding the attach-
ment assessment, the difference between the Fearful-avoidant (2.16)
and Secure (1.77) groups remained significant, equivalent to an effect
size of d = 0.38.

Severity of depression measured by the single BDI measurement
seven years after the attachment assessment supported findings ob-
tained by the LIFE. Overall, a mean of 8.26 was found, with the Fearful-
avoidant (15.54), and Dismissing-avoidant (9.52) groups showing sig-
nificantly higher BDI total scores than the Secure group (6.04),
equivalent to effect sizes of d = 1.29 and d = 0.54, respectively. After
adjustment for mean severity in the month preceding the attachment
assessment, the difference between the Secure (6.73) and Fearful-
avoidant groups (15.29) remained significant, with a large effect-size (d
= 1.16). Finally, almost 50% of all patients used antidepressants during
the seven-year follow-up, which did not significantly diverge across
attachment groups.

4. Discussion

The present study is one of few prospective studies to examine the
predictive potency of both attachment dimensions and styles in patients
suffering from recurrent depression, and, to our knowledge, the only
study with a seven-year follow-up. Findings largely confirmed our ex-
pectation that attachment would predict the long-term course of

Table 1
Demographic and clinical characteristics at the start of the seven-year follow-up.

Total
n = 103

Secure
n = 46

Preoccupied
n = 20

Dismissing-avoidant
n = 23

Fearful- avoidant
n = 14

Intergroup differences

Age in years (SD) 44.91 (10.93) 43.93 (10.33) 45.65 (11.79) 45.81 (9.80) 45.50 (13.13) F = 0.200; p = 0.90
Female 72.8% 65.2% 90.0% 73.9% 71.4% X2 = 4.353; p = 0.23
Educational attainment1 X2 = 7.333; p = 0.29
Low 31.0% 27.3% 20.0% 36.4% 50.0%
Medium 35.0% 40.9% 45.0% 18.2% 28.6%
High 34.0% 31.8% 35.0% 45.5% 21.4%

Current relationship 83.9% 92.7% 77.8% 90.5% 53.8% X2 = 12.188; p = 0.007
Duration current relationship in years

(SD)
18.71 (12.45) 16.81 (10.54) 18.52 (12.94) 22.69 (14.53) 17.96 (15.39) F = 0.933; p = 0.43

Primary occupation X2 = 18.765; p = 0.09
Employed 61.8% 80.0% 45.0% 47.8% 50.0%
Homemaker 15.7% 11.1% 15.0% 26.1% 14.3%
Retired 2.0% 2.2% – – 7.1%
unemployed/incapacitated 16.7% 6.7% 30.0% 21.7% 21.4%
Other 3.9% 7.1% 10.0% 4.3% 7.1%

Lifetime Recurrent depressed (DSM-IV) 86.3% 82.6% 95.0% 82.6% 92.3% X2 = 2.469; p = 0.48
Last month comorbidity (CIDI)
Panic disorder 2.0% 0.0% 5.3% 4.5% 0.0% X2 = 2.914; p = 0.41
Agoraphobia 0.0% 0.0% 0.0% 0.0% 0.0% –
Social phobia 7.1% 9.1% 10.5% 4.5% 0.0% X2 = 1.897; p = 0.59

Loneliness 13.10 (7.29) 10.81 (6.86)a 13.15 (6.18)a 14.00 (6.44)a 19.07 (8.30)b F = 5.385; p = 0.002
Marital dysfunctioning (MMQ) 14.81 (12.54) 8.21 (8.86)a 19.75 (14.33)b 20.07 (11.23)b 26.63 (10.81)b F = 11.419; p < 0.001
Mastery 24.17 (4.89) 26.39 (4.48)a 23.00 (5.54)b 22.61 (4.24)b 21.14 (3.03)b F = 7.224; p < 0.001

a,b,c,d Different subscripts within rows indicate significant mean differences at p ≤ 0.05.
1 At the end of LTI.

Table 2
Spearman's Rho correlations of attachment avoidance and anxiety with depression outcomes during the seven-year follow-up.

Number of relapses/
recurrences
n = 103

Proportion of
depression diagnosis-
free time
n = 103

Proportion of
symptom-free time
n = 103

Mean severity of
depression (LIFE) during
seven year
n = 103

Mean severity of depression
(BDI) seven year after
attachment assessment
n = 103

Proportion of time
antidepressants use
n = 103

Avoidance 0.11 −0.12 −0.30** 0.25** 0.35** 0.05
Anxiety 0.15 −0.14 −0.30** 0.23* 0.35** −0.02

* p <.05.
** p <.001.
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depression. More specifically, the attachment dimensions avoidance and
anxiety showed significant and comparable associations with unfavor-
able depression outcomes. Compared to the secure attachment style, the
preoccupied and dismissing-avoidant styles showed an unfavorable
depression course, and, as expected, the fearful-avoidant group had the
worst long-term course of depression.

4.1. Depression outcomes

The findings of the present study provide empirical support for the
assumption of the long-term impact of attachment and confirm our
earlier short-term findings (Conradi and de Jonge, 2009). The influence
of insecure attachment was even seven years after its assessment still
detectable. Contrary to the overview offered by Mikulincer and Shaver
(2016), the impact of the attachment dimension anxiety was not greater
than that of avoidance, but of similar magnitude. A possible explana-
tion is that almost all patients in our sample were recurrently de-
pressed, i.e. supposedly more severely affected by the disorder than
respondents in many of the previously reviewed studies. Avoidant at-
tachment has been related to suppression of emotions, which leaves
distress unresolved, and accordingly may be especially troublesome in
the long-term.

Comparison with the secure attachment style revealed that the
preoccupied group reported a lower proportion of symptom-free time
(1.10 vs. 4.97 years), while the dismissing-avoidant group reported a
lower proportion of symptom-free time (2.20 vs. 4.97 years) and higher
severity of depression (LIFE d = 0.48; BDI d = 0.54). However, as
predicted, comparison of the fearful-avoidant group with the secure
group revealed an even more marked pattern of worse depression
outcomes, i.e. a higher relapse/recurrence rate (76.9% vs. 45.7%),
lower proportions of depression diagnosis-free time (6.65 years vs. 7.31
years) and symptom-free time (0.29 vs. 4.97 years), and a higher mean
severity of depression (LIFE d = 0.53; BDI d = 1.29).

These findings suggest that secure attachment buffers depression-
related complaints to a certain degree. The functional emotion regula-
tion of the securely attached, better problem solving capacities (c.f. the
higher mastery score), enhanced by functional support seeking when
needed, may help them to prevent depression-related complaints to
occur or worsen. Insecure attachment and associated dysfunctional
emotion regulation styles, i.e. hyperactivation as in preoccupied at-
tachment or deactivation as in dismissing-avoidant attachment, are
associated with less favorable depression outcomes. Hyperactivation of
emotions directly magnifies depressive complaints, while associated
clinging behavior might deter potential support givers resulting in less
(adequate) support. Deactivation or suppression of emotions may end
in a rebounce of depressive complaints, especially in the long run, while
avoidance behavior of potential caregivers results in less support

(Fraley and Shaver, 1998; Collins and Feeney, 2000).
Further, in line with earlier findings (Mikulincer and Shaver, 2016),

it became clear that the fearful-avoidant group had the worst outcomes
of all attachment groups. Consistent use of one insecure attachment
strategy, i.e. hyperactivation (proximity seeking and clinging to others)
or deactivation (proximity avoidance and repelling of others), is less
worse than their alternation. Simpson and Rholes (2002) describe the
fearful-avoidantly attached as enacting ‘both strategies in a haphazard,
confused and chaotic manner’, resulting in ‘an incoherent blend of
contradictory abortive approach-avoidance behaviors’. This makes
fearful-avoidantly attached less predictable for others (c.f. borderline
personality disorder), which might further enhance relational pro-
blems. The latter was reflected by the finding that their baseline score
on loneliness was the highest among the attachment groups, and their
relational dysfunction was more severe than reported by the securely
attached group. Presumably, fearful-avoidantly attached mobilize the
lowest degree of support from others. In combination with their less
favorable baseline score on mastery compared with the secure group,
this suggests they experience severe coping difficulties that contribute
to depression-related complaints.

The more severe depression outcomes of the fearful-avoidant group
compared to, in particular, the secure group, were not reflected in a
significant higher duration of antidepressants usage. One might spec-
ulate that fearful-avoidant individuals experience particular discomfort
asking for medical attention due to their approach-avoidance tenden-
cies.

4.2. Limitations

Several limitations should be taken into consideration when inter-
preting the findings of this study. First, the sample size was limited,
resulting in some underpowered comparisons, especially concerning
categorical variables. This makes it difficult to draw clear conclusions
about the absence of differences (type II errors). Second, although we
used the previously successfully applied CIDI and LIFE chart interviews,
these interviews were administered at one time point from which pa-
tients retrospectively looked back more than seven years in time. It also
warrants mentioning that over such a long follow-up period, it is pos-
sible that a person's attachment will change as a result of salient life
events like different experiences with new relationships (Fraley and
Brumbaugh, 2004). This may in turn affect the course of depression.
Vice versa, it may be that depression impacts relationship functioning,
and subsequently attachment quality. Third, one may question whether
the attachment measurement was not confounded by depressive com-
plaints. Therefore, we adjusted our analyses concerning depression se-
verity (LIFE and BDI) by inclusion of severity of depression the month
before completion of the attachment measurement as covariate.

Fig. 1. Severity of depression (LIFE) during the seven-year follow-
up.
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Although this adjustment yielded attenuated differences, differences
between the secure and fearful-avoidant groups remained significant.
This finding is in line with previous research showing that attachment
ratings are not affected by experimentally induced depressive mood
(Haaga et al., 2002; Roisman et al., 2006).

4.3. Conclusion and clinical implications

We found that insecure attachment status predicted the course of
depression outcomes even at a seven-year follow-up. This observation
supports the importance of attachment as a conceptual framework for
understanding the unfavorable long-term course of depression.
Although treatment with antidepressants (Cipriani et al., 2009; Geddes
et al., 2003) and individual psychotherapy like CBT (Cuijpers et al.,
2013) positively affect the course of depression, results remain sub-
optimal. For example, residual symptoms are often evident after in-
dividual treatment, and such residual symptoms have been shown to be
an important risk factor for relapse (Conradi et al., 2012). A systemic
perspective may add to the understanding why people relapse after
individual therapy. Although our data do not speak to this directly, one
may conjecture that once patients return to their systemic context of
primary relationship, family, friends and colleagues, they may slip into
old, enduring dysfunctional interaction patterns (Lebow et al., 2012)
that are molded by their insecure attachment. Psychotherapy that
(additionally) pays attention to the systemic problems people experi-
ence may help them not only to function better on their own, but also to
relate better with others. Together, this may further reduce unfavorable
long-term depression outcomes.
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