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Abstract
Purpose
The association between childhood maltreatment (ChM) and psychotic disorders is well 
established. However, there is an ongoing debate about which factors could account for 
the relation between ChM and psychosis. One explanation is that the relationship between 
ChM and psychosis is mediated by adult attachment style. Therefore in this study, we aimed 
to investigate whether adult attachment style mediates the relationship between ChM and 
positive and negative symptomatology.

Methods
We investigated the relation between ChM and psychotic symptoms, taking into account 
levels of (insecure) attachment, in 131 patients with psychotic illness, 123 siblings and 72 
controls. ChM was assessed with the Childhood Trauma Questionnaire (CTQ). Attachment 
dimensions of anxiety and avoidance were measured using the Psychosis Attachment 
Measure (PAM).

Results
In both patients and siblings, ChM predicted positive symptoms and this relationship 
was partly mediated by attachment style. This relationship was found to be stronger for 
siblings than for patients. ChM predicted negative symptoms in patients and siblings. In the 
patient sample, attachment style did not mediate the relationship between ChM and negative 
symptoms, whereas attachment style was found to be a mediator in the sibling sample. 

Conclusions
ChM was associated with positive and negative symptomatology in both patients and 
siblings. Particularly in siblings, the relationship between ChM and psychosis seems to be 
mediated by adult attachment style. Perhaps attachment style may play a more prominent 
role on a subclinical level. 
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Introduction
Childhood maltreatment (i.e. abuse and neglect) is related to the development of psychosis 
later in life. A growing number of prospective cohort studies, case-control and cross-
sectional studies found strong associations between childhood trauma and the development 
of psychotic disorders [1]. Moreover, in people already diagnosed with a psychotic disorder, 
a history of childhood maltreatment has been found to be related to more severe symptoms 
[2-3], worse psychosocial functioning [4] and poorer premorbid functioning [5]. However, 
in studies examining this association, there are still important issues that have received 
limited attention. 

Amongst others, little is known about which factors account for the relation between 
childhood maltreatment and psychosis. Growing evidence suggests that attachment patterns 
and styles are related to psychosis in both clinical and non-clinical groups [6-9]. One of 
the suggestions put forward is that adult attachment is a mediating mechanism between 
childhood maltreatment and the development of psychosis [8]. Attachment theory states 
that experiences with significant others form mental representations of ‘self ’ and ‘others’. 
These mental representations contribute to the development of a personal attachment style 
guiding thoughts, feelings and behaviour in social interactions throughout life. In adults, a 
secure attachment style is reflected in a general positive view towards self and others, while 
insecure attachment styles refer to more negative views of self and/or others. Anxious and 
avoidant attachment have been identified as two dimensions of insecure attachment [6, 7, 
10]. Individuals with an anxious attachment style tend to have a strong need for intimacy 
and approval and are concerned about availability of others to them. On the contrary, 
individuals with an avoidant attachment style have a strong desire for independence and 
feel uncomfortable with emotional closeness [6, 7, 10]. 

Childhood maltreatment is considered to be one of the most important causes of insecure 
adult attachment [11], as it increases the vulnerability to form negative believes of self and 
others (e.g. negative self-esteem and/or a disruption in the ability to trust others) [12-16]. 
Negative beliefs of self and others were found to be associated with a reduced experience 
of internal control (individuals with an internal locus of control view events as the result 
of their own actions) and higher levels of distress, resulting in dysfunctional interpersonal 
responses (such as hostility, social withdrawal or a lack of assertiveness) [6, 8]. 

It is suggested that negative beliefs, reduced experience of internal control and higher 
levels of distress subsequently heighten the vulnerability to develop psychotic symptoms, 
such as paranoia [17-19]. Social withdrawal in particular may contribute to the development 
of psychosis by reducing the possibility of reality testing in social interaction [20-21]. 

Psychotic phenomena are not only present in clinical populations but are also frequently 
observed in nonclinical groups [22-23] and it is suggested that mechanisms underlying the 
development of psychosis may be similar [22]. Including a general population sample helps 
researchers to investigate risk factors without the confounding effect of genetic and illness 
related factors and may increase knowledge about the underlying etiology of psychosis. 
Including siblings can help address the issue of residual confounding [24], given the fact 
that siblings are matched on a range of genetic and environmental factors. 
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In this study therefore, we aimed to investigate the relationship between ChM and 
positive and negative symptomatology in a subsample of patients, siblings and controls 
of the multi-centered Genetic Risk and Outcome of Psychosis Project (GROUP). We will 
explore the relative contribution of ChM when attachment style was controlled for, in order 
to investigate whether attachment mediates the relationship between ChM and positive and 
negative symptomatology. By investigating these relationships in samples with different 
(expressed) vulnerability for psychosis, we aim to examine whether there is an underlying 
common mechanism associated with positive and negative symptoms that holds not only 
for patients, but for groups with varying genetic vulnerability. 

Material and methods
Sample
This study is part of the ‘Genetic Risk and Outcome of Psychosis Project (GROUP), a 
longitudinal observational multi-centre study ’. GROUP aims to investigate the vulnerability 
and resilience factors for the development of a psychotic disorder and the variation in the 
course of the illness. Data were derived from the first follow-up assessment of the Amsterdam 
site (data collected between 2008 and 2011), in which data of childhood trauma and 
attachment were being assessed. 

Patients were eligible if they: (1) were aged between 16 and 50 years, (2) met the 
Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM-IV) criteria 
for a psychotic disorder, (3) had their first contact with mental health care had occurred less 
than ten years ago (4) were able to communicate the Dutch language and (5) had brothers or 
sisters volunteering to participate in the research. Similar criteria applied to the siblings and 
controls, except for the DSM- IV and the mental health care criterion. Siblings with a history 
of a psychotic disorder were included in the patient group. Controls were only included in 
the study when they had no history of a psychotic disorder or no first degree family member 
diagnosed with a psychotic disorder. 

The study protocol was approved centrally by the Ethical Review Board of the University 
Medical Centre Utrecht and subsequently by local review boards of each participating 
institute. For more detailed information about the GROUP sample and methods we refer 
to Korver et al [25].

Measures 
DSM- IV Diagnosis and symptomatology. The Comprehensive Assessment of Symptoms and 
History (CASH) [26] or the Schedules for Clinical Assessment for Neuropsychiatry (SCAN 2.1) 
[27] was used to establish DSM-IV diagnosis. The CASH includes the Scale for the Assessment 
of Positive Symptoms (SAPS, with 34 items measured on an Likert scale ranging from 0 (absent) 
to 5 (severe)) [28] and the Scale for the Assessment of Negative Symptoms (SANS, with 21 items) 
[29]. The SCAN is a semi-structured computer-based interview to assess psychiatric symptoms. 

The Community Assessment of Psychic Experiences (CAPE; www.cape42.homestead.
com) was administered to rate a variety of (pre) psychotic symptoms. The CAPE is a 42 item 
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self-report questionnaire and consists of three subscales: the positive scale (e.g. delusions/
hallucinations), the negative scale (e.g. blunted affect, difficulty in abstract thinking), and 
a depression scale (e.g. feelings of guilt), and is scored using a 4-point scale ranging from 0 
(never) to 3 (almost always). The CAPE is found to be a reliable and valid questionnaire to 
measure self reported (sub) clinical psychotic-like experiences in the general population [30]. 
Previous research has shown good discriminant validity across groups of individuals 
with schizophrenia, affective and anxiety disorders and individuals from the general 
population [31]. 

Abuse and neglect. Childhood Trauma was measured with the Dutch version of the 
Childhood Trauma Questionnaire (CTQ-SF) [32], a questionnaire with good internal 
consistency reliability and validity [32-33]. The CTQ-SF contains 25 items and is rated on a 
5-point Likert scale. The item scale ranges from 1 (never) to 5 (nearly always). The CTQ-SF 
measures physical abuse and neglect, sexual abuse and emotional abuse and neglect during 
childhood (before the age of 17). Each type of maltreatment is represented by the mean 
score of these five items. For all analyses a total composite score was used, which is the sum 
of these mean scores. 

Adult Attachment. Adult Attachment was assessed with the Dutch version of the Psychosis 
Attachment Measure (PAM) [submitted for publication: Korver-Nieberg et al. Adult 
attachment in samples of psychotic patients and siblings at high risk for psychosis: Validation 
of the “Psychosis Attachment Measure], a self-rating scale that measures attachment 
avoidance and attachment anxiety in patients with psychotic experiences [34]. The PAM 
consists of 16 items, with eight avoidance items (e.g., “I feel uncomfortable when other people 
want to get to know me better”) and eight anxiety items (e.g., “I worry that key people in my 
life won’t be around in the future.”). This self-report questionnaire is scored using a 4-point 
Likert scale ranging from ‘not at all’ to ‘very much’. Higher scores reflect greater insecure 
attachment anxiety and insecure attachment avoidance. The PAM has good internal and 
test-retest reliability in clinical and non-clinical samples [34-37]. 

For descriptive purposes, four attachment categories based on the PAM were created 
(low anxiety, low avoidance; low anxiety, high avoidance; high anxiety, low avoidance; high 
anxiety and high avoidance). The cutoff was defined as the 80th percentile of scores for the 
control subjects. Subjects having ratings of 1.375 or higher were in the high avoidance group 
and subjects having ratings of 0.525 or higher were in the high anxiety group. Subjects having 
ratings lower than 1.375 for avoidance and 0.525 for anxiety, were in the low anxiety-low 
avoidance group. Subject with both rating higher than 1.375 for avoidance and 0.525 for 
anxiety, were in the high anxiety-high avoidance group.

Statistical analyses
Patients, siblings and controls were compared on baseline characteristics (e.g. gender and 
age) using chi-squared analysis and one-way analysis of variance (ANOVA). To assess 
whether patients diagnosed with a psychotic disorder had significantly higher rates of 
insecure attachment compared to siblings and controls, we made use of a case-sibling, case-
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control and sibling-control comparison and odd’s ratios were calculated. Data were checked 
for normality, multicollinearity and independence. In none of the three groups subjects were 
related, i.e. in none of the groups separately sibling pairs were present.

First, correlation coefficients between ChM, adult attachment and symptoms were 
calculated for each group. Because the maltreatment and attachment scores were not normally 
distributed, spearman correlations were performed. Subsequently, a series of hierarchical 
multiple regression analyses were conducted to explore whether ChM was predictive for 
psychotic symptomatology (age and gender entered at step 1; trauma scales entered at step 2). 
Separate analyses were performed for positive and negative symptomatology in patients, 
siblings and controls respectively. To explore the relative contribution of ChM, controlling 
for insecure attachment style, these analyses were repeated with models including avoidant 
and anxiety attachment (age and gender entered at step 1; attachment scales entered at 
step 2; ChM scales entered at step 3) in groups in which ChM was found to be associated 
with psychotic symptomatology. 

All tests of significance were two tailed. A p-value < .05 was considered statistically 
significant. Data were analyzed using the statistical software package Predictive Analytics 
SoftWare (PASW 18)

Results
Sample description and associations between illness characteristics and attachment
Data on attachment, ChM and symptoms were available for 131 patients (mean age 31.19; 
SD 10.58), 123 siblings (mean age 30.89; SD 8.12) and 72 control subjects (mean age 30.89; 
SD 7.47). Descriptives are presented in table 1. Males were overrepresented in the patient 
group (84%) compared to siblings (47.2 %) and controls (63.9%). Patients diagnosed with 
a psychotic disorder had significantly higher overall rates of both maltreatment exposure 
(67.9%) and insecure attachment (67.9%) as compared to the siblings and controls (see 
table 1 and 2). 

Correlations between childhood trauma, adult attachment style and symptoms
An overview of the Spearman correlations is provided in table 3. ChM was significantly 
related to insecure adult attachment in patients, siblings and controls. Moderate 
associations were found (r ranging from 0.27 to 0.46), with strongest associations in the 
sibling group. 

ChM was significantly related to both positive and negative symptoms in patients and 
siblings (r ranging from 0.22 to 0.37), but not in controls. Associations between ChM 
and positive symptomatology were stronger for siblings (r =0.37) compared to patients 
(r = 0.22). 

With regard to the associations between attachment and symptoms (r ranging from 0.04 
to 0.57), negative symptomatology was more strongly correlated to insecure adult attachment 
style than positive symptomatology. 
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Table 1. Sociodemographic characteristics and rates of presence of childhood trauma and 
insecure attachment.

Patients 
(n=131)

Relatives 
(n=123)

Controls 
(n=72)

Between-group comparisons

Test statistic Significance

Age (Mean; SD) 31.19 (10.58) 30.89 (8.12) 30.89 (7.47) F = 0.04 .964

Gender (male %) 110 (84.0 %) 58 (47.2 %) 46 (63.9 5) X²= 38.25 <.001

Ethnicity
Caucasian
Other
Mixed

102 (81.0 %)
11 (8.7%)

13 (10.3 %)

104 (85.2 %)
5 (4.1 %)

13 (10.7 %)

58 (84.1 5)
6 (8.7%)
5 (1.6 %)

X²= 3.04 0.55

Childhood trauma

Total trauma 89 (67.9%) 53 (43.1%) 27 (37.5%) X² = 28.88 <.001

Emotional abuse 48 (36.6 %) 19 (15.4 %) 11 (15.3 %) X² = 19.45 <.001

Physical abuse 36 (27.5 %) 31 (25.2 %) 10 (13.9%) X² = 5.03 0.08

Sexual abuse 26 (19.8%) 14 (11.4 %) 10 (13.9%) X² = 3.61 0.16

Emotional neglect 50 (38.2 %) 24 (19.5 %) 11 (15.3%) X² = 17.04 <.001

Physical neglect 50 (38.2 %) 18 (14.6 %) 6 (8.3 %) X² =30.89 <.001

Attachment 
Total insecure attachment

Low anxiety – low avoidance 
Low anxiety – high avoidance
High anxiety – low avoidance
High anxiety – high avoidance

89 (67.9%)

42 (32.1 %)
20 (15.3 %)
31 (23.7 %)
38 (29.0 %)

57 (46.3%)

66 (53.7 %)
19 (15.4 %)
19 (15.4 %)
19 (15.4 %)

18 (25.0%)

54 (75.0 %)
5 (6.9 %)

8 (11.1 %)
5 (6.9 %)

X² = 38.75 <.001

Table 2. Rates of maltreatment exposure and insecure attachment style. Case-control, case-
sibling and sibling-control comparisons. 

Patients vs 
controls  

ORA (95% CIB)

Patients vs  
siblings 

OR (95% CI)

Siblings vs 
controls 

OR (95% CI)

Emotional abuse 3.21 (1.54-6.68) 3.17 (1.73-5.79) 1.01 (0.45-2.27)

Physical abuse 2.35 (1.09-5.08) 1.12 (0.64-1.97) 2.09 (0.96-4.57)

Sexual abuse 1.37 (0.63-2.97) 1.93 (0.95-3.89) 0.71 (0.30-1.67)

Emotional neglect 3.42 (1.65-7.12) 2.55 (1.44-4.50) 1.34 (0.62-2.94)

Physical neglect 6.79 (2.74-16.82) 3.60 (1.95-6.64) 1.89 (0.71-4.99)

Low levels of anxiety – low levels of avoidance 0.16 (0.08-0.30) 0.41 (0.24-0.68) 0.39 (0.20-0.73)

Low levels of anxiety – high levels of avoidance 2.41 (0.87-6.73) 0.99 (0.50-1.95) 2.45 (0.87-6.87)

High levels of anxiety – low levels of avoidance 2.48 (1.07-5.73) 1.70 (0.90-3.20) 1.46 (0.60-3.53)

High levels of anxiety – high levels of avoidance 5.48 (2.05-14.65) 2.24 (1.21-4.15) 2.45 (0.87-6.87)

A: Odds ratio, B: Confidence interval; Bold numbers indicate significant differences between groups
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Table 3. Spearman correlations between ChM, adult attachment and positive and negative 
symptoms.

Avoidance Anxiety
Positive 

symptoms
Negative 

symptoms

Patients ChM 0.27** 0.28** 0.22* 0.36**

Attachment avoidance - 0.27** 0.04 0.27**

Attachment anxiety - - 0.18* 0.32**

Siblings ChM 0.42** 0.40** 0.37** 0.31**

Attachment avoidance - 0.46** 0.36** 0.49**

Attachment anxiety - - 0.35** 0.57**

Controls ChM 0.31** 0.27* 0.20 0.21

Attachment avoidance - 0.29* 0.21 0.41**

Attachment anxiety - - 0.29* 0.43**

* Correlation is significant at the 0.05 level, ** Correlation is significant at the 0.01 level

Table 4a. Overview of the regression analysis of ChM and positive symptomatology in patients 
and siblings. 

Type of subjects Model R2 change F change Sig. F change Variables St. B P

Patients 1 0.033# 2.166 0.119 Age -0.221 0.014*

Gender 0.032 0.713

0.063 8.779 0.005** ChM 0.253 0.004**

2 0.033# 2.166 0.119 Age -0.217 0.015*

Gender 0.010 0.907

0.033## 2.252  0.109 Anxiety attachment 0.140 0.125

Avoidance attachment -0.066 0.461

0.047 6.658 0.011* ChM 0.234 0.011*

Siblings 1 0.013# 0.788 0.457 Age -.165 0.052

Gender -.082 0.334

0.160 23.026 <0.001** ChM 0.410 <0.001**

2 0.013# 0.788 0.457 Age -0.190 0.021*

Gender -0.122 0.157

0.197## 14.696 <0.001** Anxiety attachment 0.197 0.047*

Avoidance attachment 0.201 0.040*

0.051 8.058 0.005** ChM 0.258 0.005**

* Significant at the 0.05 level. 
** Significant at the 0.01 level. 
# Explained by gender and age
## Explained by the two attachment scales
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Does attachment mediate the association between childhood trauma and psychotic 
symptomatology? 
Positive symptoms. Model 1, controlling for age and gender, ChM was significantly 
predictive for the severity of positive symptoms for both patients (and siblings). 

In model 2, adding the two attachment variables to the model, ChM (entered in step 3) 
still contributed significantly. 

However, the relative contribution of ChM on the level of positive symptoms decreased 
when attachment style was controlled for; this was more pronounced in siblings compared 
to patients. Results of the regression analysis are described in table 4a. 

Negative symptoms. In model 1 ChM was significantly predictive for the level of negative 
symptoms in both patients and siblings but not in controls. 

In model 2 when controlling for attachment, the relative contribution of ChM on negative 
symptoms did not change notably. In siblings however, ChM was no longer predictive for 
negative symptomatology when attachment was controlled for. Results of the regression 
analysis are described in table 4b. 

Table 4b. Overview of the regression analysis of ChM and negative symptomatology in patients 
and siblings. 

Type of subjects Model R2 change F change Sig. F change Variables St. B P

Patients 1 0.006# 0.394 0.675 Age -.059 0.491

Gender 0.057 0.507

0.130 19.165 <0.001** ChM 0.366 <0.001**

2 0.006# 0.394  0.675 Age -0.039 0.640

Gender 0.027 0.747

0.135## 9.917 <0.001** Anxiety attachment 0.209 0.017*

Avoidance attachment 0.138 0.107

0.064 9.994 0.002** ChM 0.272 0.002**

Siblings 1 0.019# 1.173  0.313 Age -.034 0.702

Gender .086 0.330

0.088## 11.672  0.001** ChM 0.303 0.001**

2 0.019# 1.173 0.313 Age -0.067 0.366

Gender -0.009 0.910

0.373 ## 36.25 <0.001** Anxiety attachment 0.430 <0.001**

Avoidance attachment 0.29 0.001**

0.001 0.187 0.667 ChM 0.036 0.667

* Significant at the 0.05 level. 
** Significant at the 0.01 level. 
# Explained by gender and age
## Explained by the two attachment scales
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Discussion
This cross-sectional study aimed to explore the potential role of adult attachment in the 
relationship between ChM and positive and negative symptomatology in patients with 
psychosis, their unaffected siblings and controls. 

In congruence with earlier work [1], we found ChM to be predictive for both the severity 
of positive and negative symptoms in a cohort of patients diagnosed with a psychotic 
disorder and their siblings. The relationship between ChM and positive symptoms appeared 
to be partly mediated by attachment style in both patients and siblings. Regarding negative 
symptoms, only in patients ChM still predicted a unique proportion of variance after 
attachment was added to the model. In siblings on the other hand attachment was found to 
be an important mediator of the relationship between ChM and negative symptoms. 

The fact that we did not find a relationship between ChM and psychotic symptoms 
in the control group might be explained by the relatively low level of both traumatic 
experiences and psychotic symptoms reported, and have made it less likely to detect such 
an association. 

The finding that attachment was (particularly) in our sibling group an important mediator 
in the relationship between ChM and positive and negative symptoms is in line with the 
theory suggesting that attachment (partly) accounts for the relationship between ChM and 
psychotic symptoms. Especially with regard to the relationship between ChM and negative 
symptoms, attachment seems to play a prominent role. This is not surprising as negative 
symptoms are associated with severe disturbances in interpersonal functioning. Liotti and 
Gumbley [38] argue that negative symptoms may (in part) be the result of normal affect 
regulatory mechanisms aimed at coping with the negative mental representations of the 
‘self ’ and ‘others’ often resulting from ChM. Negative symptoms in this regard may (partly) 
be considered as the outcome of attempts to ‘de-activate’ the attachment system in order to 
cope with fear (i.e. for social exclusion, rejection and threat) without availability of better 
solutions, which is often present in situations of ChM. 

Adult attachment seems to play a role in the relationship between ChM and positive 
symptoms as well, although not as strong as in the relationship with negative symptoms. It 
is plausible that, especially for positive symptoms, other factors than attachment may also 
account for the relationship between ChM and positive symptoms. For example, it has been 
argued that ChM may directly contribute to a dysregulation of the dopaminergic system, 
which may result in the emergence of both psychotic and/or depressive symptoms [39-41]. 

In the sibling sample strongest evidence was found for the mediating role of attachment, 
especially with regard to negative symptoms. Several factors might explain this finding.

First, previous studies showed that severe and more repetitive forms of ChM consistently 
stand up as robust predictors for full-blown psychotic symptoms [42-43]. It may be that 
patients not only report ChM more frequently [1, 3], but also experience more severe or more 
repetitive forms of ChM. Severe and chronic ChM is considered to be highly stressful and 
is assumed to alter brain systems that are involved in mediating the stress-response which 
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have mostly been related to the development of psychotic symptoms [39-41]. Although ChM 
is considered to be one of the most important causes of insecure adult attachment [11], one 
could argue that when people experience harsher forms of ChM which causes functional 
brain alterations, the mediating role of adult attachment may becomes less apparent. 

Second, gene-environment interactions may be important in explaining the found 
differences in the role of attachment between patients and siblings. Differences in pre-
existing liability to psychosis may interact with environmental stress (e.g. ChM) inducing 
psychotic symptomatology [44]. In short, it may be that higher levels of genetic vulnerability 
in the patient group made them more prone to develop psychotic symptoms in reaction 
to ChM. 

Third, it has been shown that once the psychosis-threshold is passed a great variety of 
factors may influence symptom severity, possibly attenuating the influence of attachment. 
Therefore it is argued that to fully disentangle the different mechanisms that play a role in 
the relationship between ChM and psychosis it may be necessary to investigate more complex 
relationships between environmental and biological processes [45-46].

In interpreting our findings, some methodological limitations need to be taken into 
consideration. One methodological issue is the use of retrospective self-report questionnaire 
to measure ChM, which introduces the possibility of reporting biases. While studies 
concerning the use of retrospective self-report measures in investigating childhood trauma 
point out such reports are reliable [47], we cannot rule out that the experience of ChM was 
over- or underreported. 

Second, the study lacks detailed information about the experienced childhood trauma, 
such as timing, age of occurrence, subject’s relationship to the perpetrator, severity and 
duration of trauma. 

Third, the correlational and retrospective design of the study does not allow for any 
conclusion about causation. To make inferences about causality longitudinal and prospective 
studies are needed. 

This study indicates that especially in siblings, insecure adult attachment is an important 
factor with regard to the relationship between ChM and the development of psychotic 
symptoms, especially regarding negative symptoms. To date, therapy is highly focused 
on the treatment of positive symptoms. However, it is known that particularly marked 
impairment in functioning, blunted affect, social anhedonia and withdrawal are highly 
predictive of transition to psychosis in subjects complying to ultra high risk criteria [15, 48]. 
Recently, studies showed evidence that cognitive behavior therapy is effective in reducing 
negative symptoms in patients with psychosis [49]. Moreover, the mechanisms of change in 
negative symptoms was partly explained by the reduction of dysfunctional beliefs [49]. An 
implication might be that preventative strategies in (help-seeking) populations at increased 
genetic risk do not only focus on the reduction of positive symptoms, but as well on the 
reduction of negative symptoms and thereby comprise attention for ChM as well as for 
(insecure) interpersonal interaction styles. 
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To improve our understanding about the relationship between ChM, insecure attachment 
and symptom severity, future studies should focus on underlying determinants of insecure 
attachment and their relation to psychosis to gain more insight in specific mechanisms (for 
example self-esteem or a negative view of others). 
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