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Background:  Personal recovery has become a key objective 
in the treatment of clients with a psychotic disorder. So far 
it has been established that the two attachment dimensions, 
ie, anxious and avoidant, are negatively associated with 
subjective well-being, self-esteem and hope. This study is 
the first to explore whether attachment styles are related 
to personal recovery in this population.Aims:  To study the 
effects of anxious and avoidant attachment on personal re-
covery in a population with a psychotic disorder.Method:  
This cross-sectional study is part of the UP’s multicenter 
cohort study on recovery from psychotic disorders, in which 
265 participants are currently included. Attachment was 
assessed using the Psychosis Attachment Measure, in-
cluding the anxious and avoidant attachment dimensions. 
Personal recovery was measured using the Recovering 
Quality of Life-10 (ReQOL-10) and the Individual 
Recovery Outcomes Counter (I.ROC). Regression analysis 
was used to investigate the effect of attachment on personal 
recovery.Results:  We found negative effects of the anxious 
attachment style on the total scores of the ReQoL-10 (b = 
−4.54, SE = 0.69, β = β0.37) and the I.ROC (b = −5.21, 
SE = 0.89, β = −0.32). Although there were also negative 
effects of the avoidant attachment style on the total scores 
of the ReQoL-10 (b = −3.08, SE = 0.93, β = −0.18) and the 
I.ROC (b = −4.24, SE = 1.24, β = −0.19), these were less 
pronounced.Conclusion:  Results show that both forms of 
insecure attachment (anxious and avoidant) are related to 
poorer personal recovery in clients with a psychotic disorder.
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Introduction

Within the last decades, a growing interest in the dif-
ferent aspects of recovery has been seen in mental health-
care, especially in clients with schizophrenia or other 

psychotic disorders. Pressure from consumer-based 
groups contributed to a shift from a mainly objective 
symptomatic perspective on recovery towards one that 
was more personal and subjective.1 The subjective con-
cept of recovery from Mental Illness (SMI) was first 
introduced by Patricia Deegan, who defined it as a unique, 
non-linear journey of living with mental illness.2 In the 
ensuing years, additional definitions were provided and 
discussed.3 For example, Anthony et al4 discussed recovery 
as a way of living a satisfying, hopeful and contributing 
life in spite of the limitations caused by the illness. More 
recently, Davidson and Slade et al defined recovery as 
learning to live a better life despite the illness.5,6 Leamy 
et al7 distinguished five processes relevant to personal re-
covery: connectedness (peer support, relationships, and 
being part of society); hope and optimism (motivation, 
positive thinking, and having aspirations); identity (a 
positive sense of self); meaning in life (having goals, and 
meaningful living); and empowerment (responsibility, 
being in control, and focusing on strengths). They also 
identified the phases between the various time-points that 
mark the process of recovery. These include being stuck, 
being aware, struggling, rebuilding, and growth. These 
processes and phases are brought together in a concep-
tual framework for personal recovery with the acronym 
CHIME-D.8,9

Regarding the results on personal recovery in clients 
with a psychotic disorder, a recent prospective 20-year 
follow-up study of a first-episode psychosis cohort 
showed that personal recovery was confirmed by 53.7% 
of 80 participants.10 In practice however, personal re-
covery varies greatly in this population, in whom relapses 
and stagnation may be a particular source of concern. 
Research into predictors of personal recovery showed 
that outcomes were better for people who had a short 
duration of untreated psychosis, displayed higher pre-
morbid social adjustment (between the ages of 5–11) 
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and were not living alone.10 Social relationships and 
interactions have been identified as key agents of change 
in recovery.11–13 It has been found that at least one rela-
tionship that provides hope and encouragement is a crit-
ical factor in the process of recovery.14

Following on these findings, the attachment theory 
might provide a promising theoretical framework to en-
hance understanding in how social relationships can play 
an important role in the process of personal recovery.13 
John Bowlby, one of the founders of the attachment 
theory, argues that a secure attachment style is associated 
with greater emotional well-being and mental health, a 
better emotion regulation and greater resilience, hope, 
and optimism in life.15–17 Because these factors are related 
to the concept of personal recovery, or are even part of 
it, it is very likely that a secure attachment style promotes 
the process of personal recovery for clients with a psy-
chotic disorder. On the other hand, an insecure attach-
ment style may hinder this process, or may even arrest it.

Attachment theory is a lifespan theory, which assumes 
that, through early relationships with caregivers, 
children develop internal working models of the self  and 
others.17,18 These working models are carried forward into 
adulthood, affecting the development not only of current 
and future stress regulation, but also of interpersonal 
functioning and relationships.16 Research suggests that 
there are two major dimensions of insecure attachment: 
anxiety (about separation, abandonment, or insufficient 
love); and avoidance (of intimacy, dependency, and emo-
tional expressiveness).15,19–21 The anxious attachment style 
is thought to result from a caregiver whose inconsistent 
and or intrusive availability led an infant to exaggerate 
emotional expression and minimize exploration of the 
environment, all in an attempt to reduce its own anxiety. 
In adulthood this is represented by heightened emotional 
expression (or hyper-activation), low self-esteem, seeking 
approval, and fear of autonomy and separation.15 The 
avoidant attachment style is thought to develop from 
experiences of rejection or unavailability of caregivers. In 
adulthood this can result in downplaying or deactivating 
emotions, avoiding emotional connectedness, and a fear 
of intimacy.15 Bartholomew interprets these dimensions 
in terms of Bowlby’s ideas about internal working models 
of self  and others,17,18,22 proposing that the anxiety dimen-
sion can be conceptualized as a “model of self” (positive 
vs negative) and the avoidance dimension as a “model of 
others” (positive vs negative).22

A recent meta-analysis reported on the association be-
tween anxious and avoidant attachment styles and sub-
jective well-being, self-esteem and hope in a population 
with a psychotic disorder, showing that higher scores on 
anxious and avoidant attachment were related to lower 
scores on these three aspects.23–26 However, the relation-
ship between insecure attachment and personal recovery, 
as defined in the CHIME model has not been investigated 
so far.

The aim of the present study is therefore to analyze the 
relationships between the anxious and avoidant attach-
ment styles and personal recovery, using different meas-
ures to assess it. Our hypothesis concerning clients with 
(non-affective) psychotic disorders is that anxious and 
avoidant attachment styles are associated with poorer 
personal recovery.

Methods

This study has a cross-sectional design and is based on 
baseline data from the UP’s study.27 The UP’s study is 
an ongoing Dutch longitudinal multicenter cohort study 
on recovery from psychotic disorders that aims to ex-
plore the psychological, neuropsychological and social 
determinants of personal recovery. Its name is derived 
from the ups and downs clients experience during the re-
covery process. The UP’s study is a collaboration between 
the Erasmus University Medical Center and ten mental 
health institutions in the Southwestern Netherlands, 
all of which provide ambulatory teams in which clients 
are included, interviewed, and followed up by trained 
students and researchers.27,28 Eligible clients had to meet 
the following criteria: (1) age between 18 and 65 years; 
(2) fulfilling the DSM 5 criteria for a psychotic dis-
order: brief  psychotic disorder, schizophreniform dis-
order, schizophrenia, schizo-affective disorder, delusional 
disorder, psychotic disorder due to substance use, or 
otherwise unspecified psychotic disorders; (3) an under-
standing of Dutch sufficient to an ability to complete the 
measurements; and (4) the capacity to provide informed 
consent.

In this longitudinal study, clients were selected through 
a search in the anonymized Electronic

Patient Dossiers (EPD) of the participating Mental 
Health Care Institutions. The database search was based 
on the inclusion and exclusion criteria as mentioned. 
Diagnoses were made by psychiatrists, based on a clinical 
interview.

Sociodemographic characteristics gathered during the 
interview included gender, age, education, residential status 
and duration of care. Further details of the UP’s study are 
described in the design protocol.27 The current study in-
cluded 265 participants (complete sample N = 226).

Assessments

Attachment.  Adult attachment was assessed using the 
Psychosis Attachment Measure (PAM), a self-report 
questionnaire developed by Berry et al29 that contains 
positively worded items concerning general relationships 
(not specifically romantic relations). The PAM consists 
of 16 items that were derived from other instruments for 
attachment self-report that refer to thoughts, feelings 
and behaviors in relationships with important others. 
The items contain 4 answer categories (0 = not at all to 
3 = very much). A factor analysis of the original English 
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version showed two subscales: anxiety and avoidance, 
with Cronbach’s alpha = 0.83 for anxiety and 0.78 for 
avoidance30; similar values were found for the Dutch ver-
sion (0.70 and 0.83).31 To evaluate the two-factor struc-
ture of the PAM, we performed a confirmatory factor 
analysis. Compared to the anxious items, avoidant 
subscale items loaded substantially lower. Following 
Korver et al,31 the analysis was repeated excluding items 
2 and 9. A two-factor model for 14 items showed a rea-
sonable fit with most of the indices within conventional 
cut-off  values. The anxious subscale had good internal 
consistency (Cronbach’s alpha = 0.83, McDonalds 
omega = 0.84), in contrast to the avoidant subscale (0.55 
and 0.54). Attachment anxiety and attachment avoid-
ance were weakly correlated (r = 0.15, SE = 0.073, CI = 
0.02–0.30), indicating related but distinct aspects of adult 
attachment.

Personal Recovery.  Personal recovery was assessed 
using two instruments: the Individual Recovery 
Outcomes Counter (I.ROC) and the Recovering Quality 
of Life-10 (ReQoL-10). The I.ROC was developed by a 
Scottish mental health facility to monitor service users’ 
well-being and recovery.32,33 The I.ROC was designed to 
be completed as a guided self-report; after a guided ex-
ploration of the clients’ recovery, it is scored like a self-re-
port. It consists of 12 questions divided into four clusters: 
Home (mental health, life skills, and safety and comfort); 
Opportunity (physical health, exercise and activity, and 
purpose and direction); People (personal network, social 
network, and valuing myself); and Empowerment (par-
ticipation and control, hope for the future, and self-man-
agement).32 Questions are answered on a six-point scale 
ranging from “never” to “all the time”. The Dutch vali-
dation study used principal component analysis showing 
a one factor solution with Cronbach’s alpha at 0.92.34 We 
found two moderate loading items concerning behavior: 
to engage in physical exercise and group activities. Factor 
analysis arrived at a one factor solution that rendered 
the best fit indices and showed good internal consistency 
(Cronbach’s alpha = 0.83, McDonald’s Omega = 0.84). 
Because the I.ROC can be perceived as a formative scale, 
we used a sum score for all items as well as scores of 
the four clusters. These scores ranged from 26 to 72 for 
the I.ROC-total and 3 to 18 for the subscales, with high 
scores indicating better personal recovery.

The development of the Recovering Quality of Life-
10 (ReQoL-10) questionnaire, was undertaken by the 
ReQoL Scientific Group at the University of Sheffield.35 
During its development, seven themes based partly on 
the CHIME conceptual framework were identified as 
being important to recovering quality of life in mental 
healthcare: activity, belonging and relationships, choice, 
control and autonomy, hope, self-perception, well-being 
and physical health. These seven themes provided the 
basis for generating items.36 The ReQoL-10 measures 

quality of life over the previous week, scoring all items 
on a five-level scale ranging from “none of the time” to 
“most of the time”. Scores range from 0 to 40 expressing 
low to high quality of life. In the Dutch translation of 
the ReQoL the factor structure was not analyzed, but 
inter item correlations (r = 0.40, range = −0.03 to 0.67) 
and good internal consistency (Cronbach’s alpha = 0.87) 
suggested an unidimensional model.35 Our factor anal-
ysis resulted in a one factor solution which showed good 
internal consistency estimates (Cronbach’s alpha = 0.86, 
McDonald’s Omega = 0.86).

Symptom Severity.  Participants varied in their baseline 
state of clinical recovery and duration of mental health-
care. Therefore we used demographic characteristics 
(gender and age) and clinical variables (symptom severity 
and duration of care) as covariates in all analyses. Severity 
of symptoms was measured using the PANSS-8,37 a scale 
comprising eight items measuring positive symptoms 
(delusions, hallucinatory behavior, and conceptual dis-
organization); negative symptoms (blunted affect, so-
cial withdrawal, lack of spontaneity and lack of flow of 
conversation); and general symptoms (mannerism and 
posturing, and unusual thought content). The severity of 
symptoms is scored with a minimum of 1 (absent) and a 
maximum of 7 (extreme). The PANSS-8 is used to map 
the severity of mental health in people with psychosis 
and scores <14 on positive and negative symptoms define 
cross-sectional remission of schizophrenia.38,39

Data Analyses

Data editing and statistical analyses were performed 
using SPSS version 26.0 (SPSS Inc., Chicago, IL). 
Structural validity and internal consistency of measures 
were evaluated by confirmatory factor analysis using 
the lavaan package40 in R version 4.2.2.41 Descriptive 
statistics were used to summarize client and service-
use characteristics. Next, using the GenL in module in 
SPSS, multiple linear models were estimated to analyze 
the effect of insecure attachment on personal recovery. 
Corresponding models were constructed to investigate 
the effect of attachment on different scales and subscales 
capturing aspects of personal recovery, however we 
waived correction for multiple testing focusing instead on 
the differences in standardized effect sizes. We checked 
regression assumptions and model fit using graphic 
methods (QQ and residuals versus fitted plots).

Results

Demographic and Clinical Characteristics of the 
Sample

Table 1 shows the demographic and clinical characteris-
tics of the UP’s sample (N = 265). At baseline, the mean 
age of participants was 41 years, 32.5% were female, 
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and 8.3% had not completed any education. The initial 
diagnoses were mostly schizophrenia (43.8%) or psy-
chosis not otherwise specified (27.9%). Over half  of the 
sample lived alone without children (55.7%). The mean 
duration of care was 14 years (SD 10.12) and based on 
the PANSS-score, 55% were in clinical remission.

Table 2 shows no differences in means and SDs for 
PAM, I.ROC-total and subscales, and ReQOL-10 in the 
response sample and for all cases in the final analyses 
(complete sample).

The mean score on PAM avoidant was slightly higher 
than the mean score on PAM anxious. The means on the 
personal recovery scales were 60–70% of maximum scores.

Insecure Attachment and Personal Recovery

Table 3 shows the regression coefficients for the effect 
of anxious and avoidant attachment styles on personal 
recovery, taking account of the following covariates: 
PANNS-8, age, gender, and duration of care. Including 

Table 1.  Demographic and Clinical Characteristics of the UP’s Sample

Variables Participants (N = 265) Valid

Gender (N %)
 � Male 174 (65.7) 265
 � Female 91 (34.3)
Age in years (mean, SD) 40.9 (12.13) 265
Education completed (N %)
 � No education 22 (9.1) 242
 � Elementary school 37 (15.3)
 � High school 72 (29.8)
 � Community college 87 (35.9)
 � Higher professional education/University 24 (9.9)
Residential status (N %)
 � Single without children 151 (55.7) 264
 � Single with children 31 (11.4)
 � With partner 53 (19.5)
 � With family or otherwise 29 (10.7)
First diagnoses (N %)
 � Schizophrenia 116 (43.8) 265
 � Psychosis NOS 74 (27.9)
 � Brief  psychotic disorder 29 (10.9)
 � Schizo-affective disorder 24 (9.1)
 � Other (including not registered) 22 (8.3)
Duration of care in years (mean, SD) 14.04 (10.12) 252
PANSS-8
 � Total (mean, SD) 15.95 (6.18) 245
 � In remission (N %) 150 (55.4)

Note: PANSS-8, positive and negative symptom scale-8.

Table 2.  Means (SD) on the PAM, I.ROC-Total and Subscales, and ReQOL-10.

Measure

Response sample
N = 265

Complete sample
N = 226

Mean SD Valid N Mean SD

PAM
 Anxious 0.88 0.62 248 0.88 0.62
 Avoidant 1.47 0.46 248 1.45 0.45
I.ROC
 Total 50.00 9.85 260 49.90 9.99
 Home 13.43 2.69 261 13.39 2.68
 Opportunity 12.34 3.16 260 12.32 3.28
 People 11.89 2.94 259 11.85 2.91
 Empowerment 12.38 3.40 259 12.37 3.33
ReQoL-10 25.22 7.57 262 25.05 7.64

Note: PAM, Psychosis Attachment Measure; I.ROC, Individual Recovery Outcomes Counter; ReQoL-10, Recovering Quality of Life-10.



Page 5 of 9

Adult Attachment and Personal Recovery

an interaction effect of anxious and avoidant attachment 
did not improve model fit. We found negative effects of the 
anxious attachment style on total scores of the ReQoL-
10 (b = −4.54, SE = 0.69, β = −0.37) and the I.ROC (b = 
−5.21, SE = 0.89, β = −0.32). Although there were also 
negative effects of the avoidant attachment style on the 
total scores of the ReQoL-10 (b = −3.08, SE = 0,93, β = 
−0.18) and the I.ROC (b = −4.24, SE = 1.24, β = −0.19), 
these were less pronounced. In the I.ROC subscales, two 
results stand out: (1) in the I.ROC “people” subscale, in-
cluding the items personal and social network and valuing 
myself, the effect of avoidant attachment was stronger 
than anxious attachment; and (2) the effects of the two 
attachment styles on the I.ROC “opportunity” subscale 
were weaker compared to the other subscales.

Discussion

In this study we explored the effects of the anxious and 
avoidant attachment styles on personal recovery in a 
sample of clients with a psychotic disorder. We found 
negative effects of the anxious and avoidant attach-
ment styles on personal recovery. The results on both 
personal recovery scales (I.ROC and ReQOL-10) were 
comparable. This suggests that both insecure forms of 
attachment (anxious and avoidant) are related to poorer 
personal recovery.

Demographic and clinical characteristics of 
participants indicate a representative sample of the cur-
rent ambulatory psychosis population in the Dutch 
Mental Health Care.28 Comparison of the UP’s study 
with other psychosis studies shows that scores on attach-
ment, personal recovery and clinical symptoms are com-
parable with those of other studies in this population. In 
our study, the mean scores for the anxious and avoidant 
attachment styles were a fraction higher than those in the 
GROUP study, and represent slightly less secure attach-
ment.42 Although our mean ReQOL-10 score was slightly 
lower than that in a first-episode psychosis population,43 
it was equal to that in the original UK validation research 
study done within other clinical groups.36 The mean score 

on the I.ROC is equal to that in the schizophrenia sub-
group in the Dutch validation study.34 And although 
mean scores on the PANSS-8 were low, they were con-
sistent with those in other cohort psychosis studies.44

This study established negative effects of the anxious 
and avoidant attachment styles on personal recovery. 
These findings are in line with the literature, which 
describes secure attachment as being associated with 
greater emotional well-being, resilience, hope and opti-
mism in life—all aspects that are important when it comes 
to personal recovery.15 Our results are also in line with a 
recent meta-analysis that found higher scores on anxious 
and avoidant attachment to be related to lower scores on 
hope, self-esteem and well-being.24 A study where inse-
cure attachment is associated with less empowerment in 
a population with SMI (Severe Mental Illness), supports 
these outcomes as well.13

It seems that, in general, effects are stronger for anxious 
attachment than for avoidant attachment, a distinction that 
was also reflected in the meta-analysis on this theme.24 Part 
of the explanation may lie in the nature of the two attach-
ment styles. Where anxious attachment is accompanied by 
hyper-activation of emotions, avoidant attachment style is 
associated with deactivation of emotions.15 Anxiously at-
tached people tend to amplify their negative reactions to 
threats; when they encounter threats, they have trouble 
remaining mentally organized and are ambivalent about 
seeking support. Avoidant individuals, in contrast, down-
play threats and vulnerabilities, deny negative emotions 
and suppress negative memories.15 The cost of maintaining 
psychological distance may be high, both for them and for 
their relationship partners.15 Since personal recovery is all 
about the subjective experience of recovery, it is possible 
that hyper-activation of emotions amplifies the effects on 
perceived personal recovery and deactivation suppresses it.

Regarding the effects of both attachment styles on 
the I.ROC subscales, there are two aspects that stand 
out. First, the effects on the I.ROC subscale “opportu-
nity” are weaker overall, compared to the other subscales. 
This difference may be related to the items of the I.ROC 
subscale “opportunity”. In particular the items physical 

Table 3.  Effects of Insecure Attachment on Personal Recovery

ReQoL-10 I.ROC-Total Home Opportunity People Empowerment

PAM anxious
 b −4.536 −5.207 −1.438 −1.261 −0.854 −1.756
 SE 0.685 0.893 0.250 0.334 0.286 0.315
 β −0.368 −0.323 −0.331 −0.239 −0.182 −0.326
PAM avoidant
 b −3.076 −4.239 −0.606 −0.467 −2.068 −1.133
 SE 0.931 1.214 0.340 0.458 0.389 0.426
 β −0.181 −0.191 −0.101 −0.064 −0.320 −0.154

Note: All results have been calculated, taking account of the following covariates: PANNS-8, age, gender, and duration of care.
b, unstandardized regression coefficient; SE, standard error; beta, standardized regression coefficient; PAM, Psychosis Attachment 
Measure; I.ROC, Individual Recovery Outcome Counter; ReQOL-10, Recovering quality of life-10.
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health and “exercise and activity” may relate less strongly 
to attachment. Second, the effect of the avoidant attach-
ment style on the I.ROC subscale “people” was stronger, 
where the effect of the anxious attachment was weaker 
compared to other outcomes on the subscales. The I.ROC 
subscale “people” contains the items personal and social 
network and self-esteem. Where the anxious attached 
person appeals ambivalent on his personal and social 
network, the avoidant attached person relies mainly on 
him/herself. Especially the difference in subjective expe-
rience of the personal and social connectedness, may ex-
plain the stronger negative relationship with the I.ROC 
subscale “people” of the avoidant attachment style on 
the one hand and the weaker negative relationship of the 
anxious attachment style on the other hand.

Limitations

The current findings have to be interpreted in light of the 
following limitations.

First, our findings are based on cross-sectional data. 
Given promising attempts to modify attachment during 
treatment,13,45–48 we would recommend that future studies 
use longitudinal data to explore whether attachment 
patterns could indeed be a working mechanism for 
bringing about changes in personal recovery.

A second limitation of our study is the overlap in items 
between the concepts of attachment and personal re-
covery. This is most evident for questions in the I.ROC 
and ReQoL-10 related to self-esteem and personal and 
social network. These overlaps may explain some of the 
relationships we found.

A third limitation concerns the question whether psy-
chotic symptoms may have influenced the degree of in-
secure attachment in this population. The severity of 
insecure anxious and avoidant attachment is possibly not 
only the result of traumatic life events in childhood but 
in adulthood as well,49 which means that past psychoses 
may have affected the degree of insecure attachment in 
this population.50,51 In line with this, Berry et al51 argue 
that not only insecure attachment can lead to paranoia 
but that paranoia may lead to insecure attachment as well. 
Evidence from studies conducted over more than one time 
period can help to resolve this question about causality.51 
Although most literature treats attachment styles as trait-
like, it is known that they can change in the long term52 
and it seems likely that, even though a particular style may 
predominate within each individual, attachment attitudes 
and behaviors might fluctuate to the challenges of life.51

Fourth, the avoidant attachment style could be asso-
ciated with specific negative symptom subtypes such as 
a loss of ability to experience pleasure (anhedonia) or 
social and emotional withdrawal,29,53,54 which may have 
influenced the results.

A fifth limitation may lie in the latent structure of the 
PAM, as one study yielded no evidence for a coherent 

two-dimensional structure and was also unable to sup-
port the existence of a well-defined avoidance factor.55 
Although we found a two-factor structure for the PAM, 
internal consistency of the avoidant subscale was low. 
This may have affected the results. A revision of the PAM 
is being developed by Pollard et al,56 and captures the 
concept of disorganized attachment as well, a dimension 
which is likely to be relevant in a sample of psychotic 
clients. A confirmatory psychometric evaluation of the 
revised PAM is required, within a separate psychosis 
sample, to confirm its factor structure.56

Sixth, we mention that the sample in this study is shown 
to be heterogeneous. Only 44% of the sample is shown 
to have the diagnosis schizophrenia and up to 28% are 
diagnosed with psychosis NOS. Although this does reflect 
the psychosis population in Dutch mental health care, the 
heterogeneity might make the results difficult to generalize.

Finally, some groups of clients were less willing or able 
to participate, like care-avoiding clients and those with 
severe psychotic symptoms or those leaving the mental 
health care team.28 For this reason, our cohort may not 
provide a complete picture of personal recovery in a pop-
ulation of clients with psychoses.

Clinical Implications

It is now more widely recognized that personal recovery 
is important for people with a severe mental illness, and 
especially for those with a psychotic disorder. Although 
approximately half  eventually may achieve personal re-
covery,10 there are large individual differences in practice. 
Our results suggest that establishing secure relationships 
could be an essential part of promoting personal recovery. 
This has several theoretical and clinical implications.

Reflecting on factors that may facilitate secure attach-
ment, there is evidence that internal working models 
in general can be positively revised during adulthood 
through positive corrective interpersonal emotional expe-
rience.15,57 There is also evidence that psychotherapy can 
increase attachment security by transforming the working 
models.15 It is important to mention that insecure attach-
ment is linked to mentalizing difficulties in particular.58 
Mentalization is a form of social cognition which enables 
individuals to accurately interpret and process interper-
sonal relationships and the social world in general, by 
understanding behavior of self  and others in terms of in-
tentional mental states (eg, needs, desires, feelings, beliefs, 
goals, purpose, and reasons).59,60 Development of func-
tional mentalization skills emerges in a secure attachment 
environment and can be disrupted by negative interper-
sonal experiences, including difficulties in early attach-
ment relationships.59,61 Clinicians should therefore include 
routine questions in treatment about early attachment 
relationships that may have had a negative impact on 
mentalization abilities and the development of adult at-
tachment style.60 If  care workers can reframe problematic 
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interpersonal behaviors as attachment behaviors which 
were functional and understandable in the context of 
early relationships, this might help reduce staff  criticism 
and hostility.60 In addition, the psychosocial support and 
psychotherapeutic interventions that are given may con-
tribute to the development of improved mentalizing ca-
pacity.59 Mentalization based treatment in particular may 
contribute to recovery of clients with a psychotic disorder 
as it targets the social cognitive processes underlying so-
cial interaction.62

Further, rather than working with individual members, 
an attachment framework would emphasize the impor-
tance of increasing personal recovery through a focus on 
relationships within social systems. Treatment and care 
would focus on shifting the mutual relationships within a 
social system towards greater security.13,63 Both individual 
treatments64 as well as family attachment interventions 
that target the family attachment system,46 describe dif-
ferent ways towards transforming impaired and distorted 
representations of self  and others in order to create se-
curity within social systems.

In addition, the notion of epistemic trust might be im-
portant in the development of a secure base in order to 
facilitate personal recovery.13 Epistemic trust describes 
the willingness to accept new information from another 
person as trustworthy, generalizable, and relevant and 
it allows individuals to benefit and learn from their (so-
cial) environment.65–67 The notion of epistemic trust 
constitutes a shift towards a socially oriented perspective 
and to interventions that target both malignant and bene-
ficial aspects of the environment,66 and it also emphasizes 
the importance of a good therapeutic relation. That is, 
the feeling of being understood, supported, and valued 
within the therapeutic relation is seen as an essential 
starting point which makes life outside treatment and 
care a setting in which new information about oneself  
and the other can be acquired and internalized.13,65,67

Taken together, we argue that the facilitation of the 
process of personal recovery should be considered in the 
context of attachment, including the interpersonal and 
social world. The relations with significant others, such as 
family, friends, and professionals are all important to es-
tablish a social environment that is characterized by safe 
attachment bonds in order to facilitate personal recovery.
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