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Abstract

Background: Insecure attachment styles are an area of research that is currently receiving much
attention because it has an important role in developing many psychological disorders and might
have an effect on an individual's perception of his outer reality. In this respect, assessment of
attachment styles among patients with schizophrenia can be informative in indicating how well the
patients perceive their reality accurately. Aim: This study aimed to determine the attachment style and
reality testing impairment among patients with schizophrenia. As well, investigate the relationship
between them among those patients. Setting: This study was conducted at EI-Maamoura hospital for
Psychiatric Medicine in Alexandria. Subjects: A representative sample of 200 randomly recruited
patients with schizophrenia were the subjects of the present study. Tools: A Socio-Demographic
and Clinical Data Sheet, Bell Reality Testing Inventory (BRTI), and The Psychosis Attachment
Measure (PAM). Results: The study showed that 54.5% of the studied patients exhibited an
avoidant attachment style and the patients who exhibited an anxious attachment style constitute
40%. Moreover, 60% of the studied patients had a moderate level of reality-testing impairment and
36.5% had severe impairment. A statistically significant positive correlation between psychotic
attachment styles and reality-testing impairment was found (r=0.394, p=0.000). More specifically,
there was a statistically significant positive correlation between the avoidant attachment style and
the three domains of reality-testing impairment as well as the total scores (r= 0.577, 0.179, 0.278,
0.501 respectively, were p=0.000). Meanwhile, a statistically significant positive correlation
between the anxious attachment style was found only with the Hallucinations & Delusions domain
of reality-testing impairment (r =0.291, p=0.000). Conclusion: It can be concluded that almost all
patients with schizophrenia exhibit insecure attachment styles, with avoidant attachment style being
the most prevalent, usually at a severe level in the majority of cases. On the other hand, the great
majority of these same patients present with reality-testing impairment reflected in its three
domains: reality distortion, the uncertainty of perception, and hallucinations & delusions. Evidence
of a correlation between attachment styles and reality testing impairment, (both of the total and sub-
total domains) in these patients usually and frequently there. Recommendations: Building up a
secure, structured, and consistent environment for patients with schizophrenia to modify their
insecure attachment styles and hope to become more reality-oriented.
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the population worldwide and starts typically in

Introduction: adolescence or early adulthood. Therefore, it is
considered one of the leading causes of health

Schizophrenia is a serious chronic brain  Joad in the world and one of the costliest
disorder in which there are fundamental mental disorders into both levels of human

alterations of thinking, perception, and affect suffering and societal expenditure (Arango &

that can be either inappropriate or blunted. Carpenter, 2011; Kuipers et al., 2014).
Motivation, communication, social and

cognitive functions are also distorted in
schizophrenia (Brenner, 1974; Arango & e Lt R
Carpenter, 2011). Schizophrenia is viewed asa ~ Migration, experiencing discrimination, low
syndrome with multiple interacting genetic and ~ SCCI0€conomic. status, anEj childhood trauma
environmental causes. It affects about 1% of can increase individuals’ wvulnerability and

The neural diathesis-stress  model
emphasizes that psychosocial stress such as
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triggers the symptoms of schizophrenia. In this
respect, previous research reported that
childhood trauma can neurobiological effects
on the endocrine system and the epigenetic
mechanisms as well (Cheng et al., 2016). Early
emotional trauma, as child abuse or parental
separation, was found to be one of the main
problems that result in the development of an
insecure attachment style. Recent studies
posted that childhood trauma can lead to
biological brain changes, such as reduced
whole brain volume and increased amygdale-
to-whole brain volume ratio (Corcoran &
McNulty, 2018). These brain changes are
thought to induce disturbances in the
perception of reality among patients with
schizophrenia (Kvrgic et al., 2012).

Speaking of attachment, it is the emotional
bond that forms between two individuals in
early life and is considered as an evolutionary
mechanism that enhances survival (Gutiérrez,
2018). According to attachment theory, early
experiences and interactions with attachment
figures lead a child to build up internal working
models or concepts of self and others.
Fundamentally, when an infant is in distress, a
caregiver's response whether present and
consistent or absent and inconsistent influences
the infant's view of his worthiness of receiving
attention and the trustworthiness of the
attachment figures (Shaver et al., 1996;
Sherman et al., 2015).

Individuals with a positive working model
of self, view themselves as secure, loveable,
and high in self-worth. On the other hand,
those with a negative self-model, view
themselves as insecure, unlovable, and low in
self-worth and confidence. Three different
attachment patterns have been documented; the
secure, insecure-avoidant, and  insecure
anxious/ ambivalent (Ainsworth, Blehar,
Waters &Wall, 1978; Corcoran & McNulty,
2018). Individuals with a secure attachment
pattern are capable of using their attachment
figure as a 'secure base' for exploration and
facing distressing times. Meanwhile, in the
insecure-avoidant attachment pattern, people
explore the environment with little direction to
their caregivers. Those individuals often had
learned to inhibit attachment behaviors, as
these had been consistently ineffective in
eliciting care from the attachment figure.

Furthermore, individuals  with  anxious
ambivalent attachment patterns, display
minimal  exploration. They are highly

distressed by separations and hard to relieve on
reunions, displaying an ambivalent mixture of
clinging behavior and anger. Those individuals
appear to have caregivers who were
inconsistent in their responses, and that they
had learned to exaggerate their negative effect
to have their needs met (Saha et al., 2007; Levy
et al., 2011; Petriglieri & Obodaru, 2016;
Capuano, 2020).

In conclusion, insecure attachment styles
are considered one of the main factors that can
lead to psychopathology in adults. Empirical
evidence reported a high prevalence of insecure
attachment  styles in individuals with
schizophrenia. Some studies found that patients
with schizophrenia who had an avoidant
attachment style accounted for about 85%. As
feeling rejection at an early age had generated a
disturbed image of oneself, others, and the
perception of the world (Platts et al., 2002;
Kvrgic et al., 2012).

As a result of this insecure attachment,
individuals become unable to regulate their
responses to stressful situations which could
generate their first psychotic outbreak. High
levels of insecurity can induce auditory
hallucinations, paranoid delusions, and loss of
ego boundaries (Olbert et al., 2016). In that
sense, patients with insecure attachment can
have weak ego-boundaries that may interfere
with an accurate perception of reality and the
ability to differentiate between the internal and
external world, which is called impaired
reality-testing (Olbert et al., 2016).

Reality testingis a concept firstly
introduced in the psychoanalytic theory. It is
recognized as one of the ego functions that
enable the individual to distinguish between the
external and internal world. People with
schizophrenia had different degrees of loss of
contact with reality. They lose the ability to
evaluate the external environment and
differentiate it from their internal world. These
disturbances in reality testing can induce
symptoms such as hallucinations, delusional
beliefs, or personality changes. As well, these
experiences may be associated with unusual
behavior or difficulty with social interaction
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and day-to-day functioning (Ringer et al.,
2014; Olbert et al., 2016).

Reality testing in general is manifested
through three spheres; Reality Distortion,
Uncertainty of Perception as well as Delusions
and Hallucinations. The Reality Distortion
sphere determines to what extent the individual
can know what is real or what is fantasy (Bell
et al.,, 2001). It is experienced by some
psychotic features as a delusion of persecution,
grandeur, and delusion of control or influence.
It can be marked by passivity phenomena as
thought insertion, thought withdrawal, and/or
thought broadcasting. Depressive delusion is
also a main feature of reality distortion. The
Uncertainty of Perception sphere describes the
degree of accuracy of the individual’s
perception in both his and other person's
behaviors. Poor Judgment, disturbed insight,
ambivalence, denial, and indecisiveness are
also features of this sphere. The last sphere is
Hallucinations and Delusions, which replicate
severe collapse in both reality and ego
functions. It is explained through the presence
of hallucinations and delusions in the form of
hearing voices or seeing visions. Paranoid
delusions of various types are included in this
sphere of reality testing (Bell et al., 2001;
Oppenheim, 2013).

From this perspective, people with
schizophrenia who have different insecure
attachment patterns (i.e., anxiety and avoidance
patterns) may have different degrees of reality-
testing impairment, to manage their life
difficulties. Based on that, it is very important
to the psychiatric nurses to identify the
attachment style of their patients and their
degree of reality-testing impairment. Such
information can help those patients with
insecure attachment styles to understand how
past experiences with caregivers or significant
others have formed their degree of reality
impairment. As well, how these patterns work
to protect them at first but later contribute to
their  experiences of distress. Besides,
understanding such relationships can help
nurses support patients to find alternative ways
to meet their unmet needs and learn how to
cope with dysfunction in their daily life and
modify their dysfunctional or ineffective
strategies. As a result, the negative and positive
symptoms of those patients may be improved,

their engagement in services can increase, their
drug compliance is enhanced, and their relapse
reduced (Bell et al., 2001; Korver-Nieberg et
al., 2013; Quijada et al., 2015; Glazebrook et
al., 2016).

In this context, the present study aimed
to

Determine the attachment style and reality-

testing impairment among patients with

schizophrenia. As well, investigate the

relationship between them among those

patients.

Research question

e What is the relationship between
attachment style and reality testing
impairment ~ among  patients  with

schizophrenia?

Materials and Method

Materials

Research Design: A descriptive correlational
design was utilized for this study.

Setting: The study was conducted at EL-
Maamoura Hospital for Psychiatric Medicine,
in Alexandria. The hospital is affiliated with
the Ministry of Health and population. Twenty-
four wards, with a total number of 948 beds
founded in the hospital. Out of the twenty-four
wards of the hospital, ten wards are for
psychotic patients which contain about 355
patients at one point of time with schizophrenia
(as counted by the researcher). These wards
include four gratis and two private wards for
males and two gratis and two private wards for
females.

Subjects: The EPI INFO program was used to
estimate the sample size based on using 5%
acceptable error, 95% confidence coefficient,
50% expected frequency. The program
revealed that the minimum sample size should
be 184 in-patients with schizophrenia. Thus,
this study was carried out on 200 inpatients
with schizophrenia. Subjects were considered
eligible to participate in the study if they met
the following criteria, diagnosed with
schizophrenia with no comorbidity, after one
week of admission, aged from 20-50 years (to
avoid the impact of aging), and able to
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communicate in a coherent and relevant
manner. The study subjects were selected
through simple ward randomization and
ranking.

The Study Tools: Three tools were used for
data collection:

The tool I: A Socio-Demographic and
Clinical Datasheet:

The tool covers the patient's socio-
demographic data such as age, sex, educational
level, residence. Patient's clinical data as,
duration of illness, age of onset of illness,
length of hospital stay, number of previous
psychiatric  hospitalization, symptoms on
admission, and medication is presently taken
were also elicited by this tool.

Tool II: Bell Reality-Testing Inventory
(BRTI):
The BRIT was developed by (Bell,

Billington & Becker,1985). It was used to
accurately identify internal and external reality
experiences. The scale is a standardized self-
administrated inventory that consists of 45 true
or false statements distributed over three

subscales including "Reality Distortion",
"Uncertainty of Perception”, and
"Hallucination and  Delusion".  Reality

Distortion subscale consists of 13 true or false
statements and covers disturbance in perception
of external reality and fantasy such as delusions
of influence, thought withdrawal/broadcasting,
depressive beliefs, and/or paranoid beliefs. It
also captures confusion in the person's feelings
and feelings of others. The uncertainty of
perception subscale contains 27 true or false
statements that reflect a person's doubt about
the accuracy of his perception. These include
suspiciousness in his behaviors and feelings, as
well as the behaviors and feelings of others.
Finally, the Hallucinations and Delusions
subscale contains 5 true or false statements that
involve a severe breakdown in reality-testing in
the form of the presence of hallucinations and
delusions(Greig et al., 2000; Bell et al., 2001).

All the 45-inventory statements
are rated as (0) for a false statement or (1) for
the right ones. Thus, the total BRTI score
ranged between 0- 45. Scores from 0-14
indicate mild reality-testing impairment, scores

from 15-29 demonstrate moderate impairment,
and scores from 30-45 reflect severe reality-
testing impairment. BRTI showed good to
excellent levels of split-half reliability,
Cronbach’s alpha ranged from .78 to .90
(Hansen et al., 2012).

Tool 1ll: The Psychosis Attachment
Measure (PAM)
The Psychosis Attachment Measure

(PAM) was developed by (Berry, Wearden,
Barrowclough & Liversidge, 2006) and
adapted for use in samples of people with
psychosis. It is a standardized self-reported
questionnaire and is used to assess attachment
style in a patient with schizophrenia. The PAM
consists of 16 items, with eight items assessing
avoidant attachment and eight items assessing
anxious attachment specifically in patients
suffering from psychotic experiences. A four-
point Likert type scale ranging from 0 (nhot at
all) to 3 (very much) was used to score each
item. Each dimension’s total score was
obtained via averaging individual item scores,
with higher scores reflecting higher levels of
anxiety and avoidance attachment styles. To
measure whether patients exhibited either a
highly anxious or avoidant attachment style, it
was calculated by the difference between the
anxiety and avoidance attachment style
subscales.

The score of Avoidant attachment style
was ranging (0-24) and Anxious attachment
style was ranging (0-24), while the Balanced
attachment style (equal scoring on both
subscales) ranged (0-48). The scale reveals
acceptable reliability for the two subscales,
attachment anxiety (Cronbach’s a = .82) and
attachment avoidance (Cronbach’s o .76)
(Kvrgic et al., 2012; Olbert et al., 2016).

Method: The study was accomplished as
follows:

= Written official approval to conduct the
study was obtained from the responsible
authorities, The Research and Ethical
Committee Faculty of Nursing Alexandria
University. As  well, the General
Secretariat for Mental Health, Ministry of
Health in Cairo, and the director of the
hospital for Psychiatric Medicine.
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Tool (I) the socio-demographic and
clinical data sheet was developed by the
researcher.

Arabic translation of the study tools Il
(BRTI) and Il (PAM) was done by the
researcher, then the translation was
reviewed by two bilingual experts in the
field of Psychiatric Nursing and mental
health.

The study tools were presented to a jury
composed of five experts in the field of
Psychiatric Nursing and Mental Health, to
examine the face and content validity of
the tools. The study tools were examined
to evaluate its relevance  and
appropriateness to measure what it is
supposed to measure. Tools proved to be
valid.

The reliability of the study tools was
performed on 10 inpatients with
schizophrenia by using Cronbach's alpha
coefficient to test their internal
consistency. They proved to be reliable,
the internal consistency of the BRTI was
ranged from 0=.78 to .90 and PAM was
a=.79 for anxious attachment and .76 for
avoidant attachment.

A pilot study was carried out on 15
inpatients with schizophrenia to ascertain
the clarity and applicability of the study
tools and to identify obstacles that might
be faced during data collection. The pilot
study revealed that study tools were clear,
understood, and applicable.

Data collection:

Simple ward randomization and
ranking sampling technique were used to
collect a representative sample of an
inpatient with schizophrenia.

The wards were randomly selected and
ranked by choosing from a pool for
inclusion in the study. The selected ranked
wards were private male, free male (A),
private female, private male, free male (B),
free female, and finally free male. These
wards were revisited in the same order
several times until the targeted sample size
was obtained.

The purpose of the study was explained to
the responsible persons of each randomly
selected ward to gain their cooperation.

The patients' charts in the first ranked ward
were screened consider the predetermined
inclusion criteria of the selected patients.
All the suitable patients were recruited
then each patient met on an individual
basis, the first relationship is established,
the aim of the study was explained, and
informed consent is secured.

Each patient was interviewed one to two
times to obtain all the required data. Each
interview lasted from 20-25 minutes
according to the patient's attention,
concentration, and level of understanding.

The process of data collection continued to
the 2" ranked ward and so on until the
required number of subjects was
completed.

The data were collected over six months,
starting from April 2020 until September
2020.

Ethical Considerations

Informed written consent to participate in
the study was obtained from the patients
and their guardians after explanation the
aim of the study. This was done
throughout the study steps.

Data confidentiality was assured and
respected.

The patients' privacy and anonymity were
considered and respected through the
interview.

The patient's right to withdraw was
allowed and respected.

Indentations and Equations

Data were coded, computerized, and then
analyzed using the Statistical Package for
Social Science (SPSS) version 25.0.

The presentation of Qualitative data was
done through percentages and numbers.

Data of quantitative nature were displayed
by the range, mean, and standard
deviation.
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= The significance of the obtained results
was judged at the 5% level.

= The reliability of tools was assessed using
Cronbach's alpha test.

= Many tests were utilized such as the Chi-
square test to compare between different
groups concerning categorical variables
and the Pearson correlation coefficient
(r.) to correlate between two quantitative
variables. Further, the ANOVA test for
the multivariate analysis and a student t-
test for the bivariate.

Results

Table (1): shows the socio-
demographic characteristics of the studied
patients with schizophrenia. The table indicates
that the age of the studied patients ranged from
20-50 yrs. with a mean age of 36.93+9.815 yrs.
It can be observed that 31.5% of the studied
patients were in the age group ranging from 20
to less than 30 yrs., and those in the age group
ranging from 40 to 50 yrs. amounted to 41.5%.
It appears that 59% of the studied patients were
males and 70% were living in urban areas. As
regards the marital status, more than half of
them (57.5%) were single, 32% were married,
while 10.5% were divorced or separated
including 2% were widowed. As for the
educational level, about half of the studied
patients (51.5%) had a basic education, 37.5%
of them had a secondary education, while only
11% had a university education. Regarding
their employment status, 20.5% of them were
governmental employees, 40.5% working as
craft and commercial workers, while 36.5%
were housewives and only 2.5% were students.
Table (2): presents the clinical characteristics
of studied patients with schizophrenia. The age
at onset of disease ranged between 15-35 yrs.
with a mean of 20.49+4.701 in the present
subjects. It is obvious that 47.5% of the
studied patients suffered from schizophrenia
since their teenage (15 to less than 20 yrs.) and
36% of them at age of 20 to less than 25 yrs.
Speaking of the psychiatric hospital ward type,
more than half of the studied patients (60.5%)
were residents in free wards and 39.5% of them

were in paid/private wards. Regarding the

frequency of psychiatric hospitalization, the
mean score of the frequency of psychiatric
hospitalization was 6.989+6.299 times, nearly
half of them (48.5%) were previously
hospitalized less than 5 times, 29% were
hospitalized between 5 to less than 10 times,
and 22.5% were hospitalized for 10 to 15
times. All the studied patients (100%) received
psychotropic medications and 48.5% of them
received ECT sessions as well.

Table (3): reveals the distribution of the
studied patients according to their psychotic
attachment styles. It appears that the mean
score of the total psychotic attachment styles
was 33.54 = 6.161 with scores ranging from
21- 45. It can be noted that more than half
(54.5%) of the studied patients with
schizophrenia had an avoidant attachment
style, with a mean score of 17.01 + 3.713.
Meanwhile, the patients who had an anxious
attachment style constitute 40%, with mean
scores of 16.53 + 4.197. It is worth mentioning
here that 5.5% of patients scored equally on

both  subscales; exhibited a balanced
attachment style.
Table (4): demonstrates  the

distribution of the studied patients according to
their level of reality-testing impairment. It can
be noted that 60% of the studied patients with
schizophrenia had a moderate level on the total
reality-testing impairment scale, while 36.5%
had a severe impairment and only 3.5% of
them had a mild level (also reflected in figure
2), with a mean score of 26.63 + 5.829.
Concerning the three domains of reality-testing
impairment; it can be observed that none of the
subjects had a mild level of Uncertainty of
Perception, 59.5% had a moderate level and
40.5% had a severe level, with a mean score of
15.95 £ 3.712. As for Reality Distortion, about
three-quarters (74.5%) of the studied patients
had a moderate level of reality distortion, while
20% had a severe level and only 5.5% had a
mild reality distortion, with a mean score of
7.165 + 2.453. Regarding the last domain,
Delusions, and Hallucinations, 77% of the
studied patients had a severe level of delusions
and hallucinations, meanwhile, 14.5% had a
moderate level and only 8.5% had a mild level,
with a mean score of 3.520 + 1.211.
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Table (5): presents the relationship
between the dimensions of reality-testing
impairment and psychotic attachment styles.
The table reveals that there is a statistically
significant positive correlation between the
total scores of psychotic attachment styles and
reality-testing impairment (r=0.394, p=0.000).
Moreover, a statistically significant positive
correlation was found between the total scores
of psychotic attachment style and each of
uncertainty of perception, and hallucinations &
delusions domains of reality-testing
impairment (r=0.428 and 0.366 respectively,
were p=0.000). A statistically significant
positive correlation between the avoidant
attachment style and the three domains of
reality-testing impairment as well as the total
scores (r= 0.577, 0.179, 0.278, 0.501
respectively, were p=0.000).

Meanwhile, a statistically significant
positive correlation between the anxious
attachment style was only with the
Hallucinations & Delusions domain of reality-
testing impairment (r =0.291, p=0.000).

Table (6): illustrates the relationship between
psychotic attachment total scores and socio-
demographic & clinical characteristics of the
studied patients. It can be seen that the total
mean score of psychotic attachment among
female patients (35.15+£5.986) was higher
compared to that of male patients
(32.41+6.056) with a statistically significant
difference (t= 9.933, P=0.002). Regarding
marital status, a statistically significant
difference between the total scores of psychotic
attachment as a function of marital status (F=
3.385, p=0.019). The highest mean score was

recorded by the divorced patients
(36.81+3.572), compared to a single
(33.79+6.284) and married patient

(32.11%6.402).

As for the level of education, there is a
statistically significant difference between the
total mean score of psychotic attachment styles
due to the patient's level of education
(F=11.390, P=0.000). It can be noted that with
the increased patients' level of education, the
level of insecure attachment decreases. Yet, the
studied patients who only had basic education
scored (35.27+4.971) while those who had
university level of education scored

(29.45+5.902). Concerning work status, a
statistically significant difference (F=12.598,
p=0.000) was found because of work status.
The governmental employee, craft and
commercial workers, and housewives scored
the highest means scores (34.76+4.305,
32.54+6.183, and 33.82+4.068 respectively)
compared to the  student  patients
(21.00£0.000).

Regarding the clinical data, the same
table shows a statistically significant difference
in patient's psychotic attachment scores related
to their frequency of hospitalization (F= 7.623,
P=0.000). It can be observed that the highest
mean score was recorded for those who were
admitted to the hospital 10 times or more
(38.38+3.955) compared to those who were
less frequently hospitalized (33.95+6.023, and
30.65+6.109).

Table (7): presents the relationship
between reality-testing impairment total scores
and basic socio-demographic and clinical data
of the studied patients. The table indicates that
there is a statistically significant difference
between reality-testing impairment regarding
the patient's age (F=12.277, P=0.000). The
severity of reality-testing is highest in patients
who were in the age group ranging from 40-50
yrs. (28.33+6.224) compared to those who
were in the age group ranging from 30-40 yrs.
(27.00+4.188) and those patients who are
before 30 yrs. (26.71+£4.699). As for sex, it is
obvious that the total mean scores of reality-
testing impairment were higher in males
(27.60+£4.899) compared to that of females
(25.23+£6.743) with a statistically significant
difference (t=8.289, P=0.004). Further, a
statistically significant difference between
reality-testing impairment due to marital status
(F= 8.958, p=0.000). Single patients had a

severe level of reality-testing impairment
(28.08+4.652) compared to married and
divorced patients (25.82+6.592 and

21.5746.439) respectively.

Nevertheless, according to clinical
characteristics of the studied patients, a
statistically significant difference between the
total mean score of reality-testing impairment
due to the age of onset of the disease
(F=10.236, p=0.000). The highest mean scores
were recorded by patients who suffered from
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the illness at the age group 15-20 yrs., 20-25 compared to those who had the age of onset of
yrs. and less than thirty (27.35+5.611, the disease from 30-35yrs. (19.1316.069).
27.04%5.725, and 27.44+1.616 respectively)

Table (1): Distribution of the studied patients according to their socio-demographic
characteristics.

Socio-demographic characteristics Total N=200

No. | %
Age (yrs.)
= 20- 63 315
= 30- 54 27.0
= 40-50 83 415
Min—-Max 20-50 Mean + SD 36.93+9.815
Sex
= Male 118 59.0
= Female 82 41.0
Place of residence
= Rural 60 30.0
= Urban 140 70.0
Marital status
= Single 115 57.5
= Married 64 32.0
= Divorced/Separated (including 2% widowed) 21 10.5
Educational qualifications
= Basic education 103 51.5
= Secondary/ technical education 75 375
= University education 22 11.0
Employment status/ Job
= Students 5 25
= Governmental employee 41 20.5
= Craft and commercial workers 81 40.5
= Housewives 73 36.5

Table (2): Distribution of the studied patients according to their clinical data.

Clinical Data Total
N=200

No. | %
Age at the onset of the disease
= 15- 95 475
= 20- 72 36.0
= 25- 18 9.0
= 30-35 15 7.5
Min - Max  15-35 Mean + SD 20.49+4.701
The psychiatric hospital ward type
Paid/grades 79 39.5
Free

121 60.5
Frequency of hospitalization
= <5 97 485
= 5- 58 29.0
= 10-15 45 225
Min—Max  1-15 Mean + SD 6.989+6.299
Treatment
= Psychotropic medications 200 100.0
= *ECT sessions 97 485

*More than one response was given.
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Table (3): Distribution of the studied patients according to their Psychotic Attachment Styles:
(Quantitative analysis).

Psychotic Attachment Frequency Range and Mean
Styles No. % Min- Max Mean = SD
Avoidant attachment style 109 5450 10-23 17.01+3.713
Range (0-24)
Anxious attachment style o 8-23 16.53 +4.197
Range (0-24) 80 40%
* Balanced attachment style 1 55 38-42 39.82 £2.09
Range (0-48) )
Total of Psychotic Attachment Styles
Range (0-48) 200 100% 21-45 33.54 +6.161

* a balanced attachment style; equal scoring on both subscales.

Table (4): Distribution of the studied patients according to their level of Reality-Testing
impairment.

Levels of Reality-Testing Impairment
Domains of Reality- Mild Moderate Severe
Testing Impairment Min- Max Mean + SD
No. % No. % No. %
Uncertainty of Perception i
Range (0-27) 0 0.0 119 59.5 81 40.5 9-23 15.95 +3.712
Reality Distortion
Range (0-13) 11 5.5 149 74.5 40 20.0 2-12 7.165 +2453
Delusions & Hallucinations 17 |85 | 20 |145 | 154 | 770 15 3520+ 1.211
Range (0-5)
Total of Reality-Testing
Impairment 7 35 120 60.0 73 36.5 13-37 26.63 £5.829
Range (0-45)

Distribution of the studied patients according to thier total level of
reality-testing impairement

-

Mild Moderate Sever

Figure (1): Distribution of the studied patients according to their levels of Reality-Testing Impairment:

Table (5): Correlation Matrix between the domains of reality impairment and psychotic
attachment styles (Pearson correlation).

. . Uncertainty Reality Hallucination &| Total of Reality-
Dimensions of . : . . -
. Distortion Delusion Testing Impairment
Perception

. r 0.577 0.179 0.278 0.501
Avoidant attachment P 0.000% 0.011% 0.000% 0.000%
Anxious attachment ! 0.117 0.002 0.201 0.136
P 0.098 0.980 0.000* 0.055
Total of Psychotic r 0.428 0.109 0.366 0.394
Attachment Styles P 0.000* 0.125 0.000* 0.000*

r = Pearson correlation  * Significant p value at <0.05 r >0.9 very high correlation ~ r 0.7-<0.9 high correlation
r 0.5-<0.7 moderate correlation r < 0.5 low correlation
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Table (6): The relationship between the Psychotic Attachment Styles and the socio-
demographic and clinical characteristics of the studied patients.

Socio-demographic and clinical data

Mean Scores of Psychotic Attachment

Test of significance

Styles

Mean +S.D
Age
= 20- 32.63+6.998 F=0.902
= 30- 33.7546.933 P=0.441
= 40-50 33.76+4.986
Sex
= Male 32.41+6.056 t=9.933
= Female 35.15+5.986 P=0.002*
Marital status
= Single 33.79+6.284 F=3.385
= Married 32.1146.402 P=0.019*
= Divorced/Separated 36.81+3.572
Level of education
= Basic 35.27+4.971 F=11.390
= Secondary/ technical education 32.35+6.896 P=0.000*
= University 29.45+5.902
Working status
= Students 21.00+0.000 F=12.598
= Governmental employee 34.76+4.305 P=0.000*
= Craft and commercial workers 32.5446.183
= Housewives 33.82+4.068

Clinical Data

Age at the disease onset
= 15- 32.89+6.644 F=0.703
= 20- 34.18+6.194 P=0.551
= 25- 34.33+£5.401
= 30-35 33.53+2.722
Frequency of hospitalization of the disease
= <5 33.95+6.023 F=7.623
= 5- 30.65+6.109 P=0.000*
= 10-15 38.38+3.955

F= ANOVA Test t= Student t-Test

Table (7): The relationship between reality-testing impairment and

* Statistically significant p-value at <0.05.

clinical characteristics of the studied patients.

socio-demographic and

Socio-demographic

Mean Scores of Reality-Testing

& Impairment Test of significance

Clinical Characteristics Mean +£S.D
Age
« 20- 26.71+4.699 F=12.277
= 30- 27.00+4.188 P=0.000*
« 40-50 28.33+6.224
Sex
« Male 27.60+4.899 t=8.289
« Female 25.23+6.743 P=0.004*
Marital status
« Single 28.08+4.652 F=8.958
« Married 25.82+6.592 P=0.000*
= Divorced/Separated 21.5746.439
Level of education
« Basic 27.29+6.035 F=2.700
= Secondary/ technical education 25.4145.497 P=0.070
= University 27.68+5.481

Working status
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Socio-demographic Mean Scores of Reality-Testing
& Impairment Test of significance

Clinical Characteristics Mean+S.D
« Students 25.00£0.001 F=0.476
= Governmental employee 27.15+7.732 P=0.753
= Craft and commercial workers 26.96+4.684
= Housewives 26.37+8.035

Clinical Data

Age at the disease onset
« 15- 27.35+5.611 F=10.236
« 20- 27.0415.725 P=0.000*
« 25- 27.44+1.616
« 30-35 19.13+6.069
Frequency of hospitalization of the disease
- <5 26.57+4.811 F=1.262
« 5- 25.59+7.989 P=0.286
« 10-15 27.66+3.022

F= ANOVA Test t= Student t-test

Discussion

The ability to formulate attachments with
other human beings is a necessary skill that
typically begins early in life. The
parent/caregiver—child relationship is the first
vital relationship that an infant forms and the
security build-up in this relationship has a
profound effect on the child's mental,
emotional, and social development. Early
insecure (avoidant or anxious) attachment
styles could affect the ability of an individual
to distinguish between his inner wishes and
outer reality (Corcoran & McNulty, 2018).
Impairments in reality testing have been shown
in  patients  with  schizophrenia  and
demonstrated in the form of reality distortion,
disturbance in perception, delusions, and
hallucinations. This has been regarded as a
cornerstone of schizophrenia and it was
suggested that this impairment may be caused
by insecure attachment between both child and
parent in their early relationship (Hansen et al.,
2012). Therefore, this study aimed to determine
the attachment style and reality testing
impairment among patients with schizophrenia
and investigate the relationship between them
in those patients.

The findings of the present study
generally showed the prevalence of insecure
attachment style among patients with
schizophrenia. Within the insecure attachment,
the avoidant type was the more prevailing

* Statistically significant value p at <0.05.

among these patients followed by the anxious
type. While avoidance attachment prevailed in
54.5%, 40% of the studied patients were having
an anxious type of attachment. These findings
are consistent with those of (Kvrgic et al.,
2012) who reported that 65% of their studied
patients with schizophrenia exhibited high
levels of avoidant attachment compared to the
anxious attachment. These results were also
consistent with several studies of (Korver-
Nieberg, Berry, Meijer & de Haan, 2014;
Gumley, Taylo, Schwannauer & MacBeth,
2014) who reported that the largest proportion
of their samples of patients with schizophrenia
were classified as having a dismissing or
avoidant attachment style.

Virtually, this result could be attributed to
a disorganization of the early attachment
behaviors, mainly associated with unresolved
traumas and/or loss of the attachment figure or
caregiver. It has been documented that
schizophrenia is linked with a wide range of
early adverse experiences such as parental
separation, neglect, exposure to sexual or
physical abuse, and/or even being an unwanted
child. These early unfavorable experiences can
lead to interruptions in the development of
early secure attachment relationships that
subsequently result in maldevelopment of the
internal working model of the self and others
(Castilho et al., 2017; Gutiérrez, 2018). Such
experiences could contribute to distortion in the
perception of the world and reality, increased
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sensitivity to social interactions, hyperactivity
of paranoid and disorganized thinking, and
affective dysregulation. In this respect, (Bifulco
et al.,, 2006) claimed that insecure adult
attachment styles are partially mediated by the
relationship  between adverse childhood
experiences and psychopathology in adulthood.

Undeniably, individuals with insecure
attachment during stressful times they become
more insecure, mistrust others and incapable to
control and regulate their responses. They
either intensify their levels of distress to get
their attachment needs met resulting in anxious
attachment style or deactivates their attachment
system and avoid all close relationships
resulting in avoidant attachment style. Such
mechanisms could cause paranoid delusions,
loss of ego boundaries and/or auditory
hallucinations. The insecure attachment styles
may also act as a catalyst with other biological,
environmental, and psychosocial risk factors in
a more direct or indirect way to produce a
maladjustment which could result in positive
symptoms of schizophrenia (Kvrgic et al.,
2012).

In the same vein, retrospective studies
have documented that the patient with
schizophrenia who exhibit avoidant attachment
style, at an early age will always feel rejected
and less supported from his significant
caregivers. Such feelings could create a
disturbed self-image, defensive minimization
of affect, devaluation of other people,
interpersonal hostility, avoidance of close
relationships and social withdrawal as a way to
manage early traumatic experiences. In other
words, the perception of his actual reality is
distorted and invalid ( (Dozier, Caron &
Bernard, 2014; Ponizovsky, Nechamkin &
Rosca, 2007; MaBeth, Gumley, Schwannauer
& Fisher, 2011).

On the other hand, patients with anxious
attachment style often have increased tendency
to attribute negative events and situations to
themselves with a reduction in sense of
autonomy resulting in increased dependence on
others. These unstable and insecure attachment
experience with significant others increase the
vulnerability to produce psychotic symptoms
that are mainly found among patients with

schizophrenia  (Dozier & Lee, 1995;
Ponizovsky et al., 2007; MaBeth et al., 2011).

On the contrary, another study reported
that more than half of people (58%) with
psychosis in their study were found to have a
fearful attachment style rather than avoidant
which accounted for 25% of the sample and
anxious attachment style was only found to
occur in 17% of individuals with psychosis
(Gajwani et al., 2013). It is worth mentioning
here that this study used a different tool (adult
attachment tool), which might explain the
difference between their results and ours.

As for the patient's marital status, the
present study reflects that insecure attachment
style was significantly more prevalent among
the divorced and separated patients. It seems
that these findings are caused by the lack of
trust toward others which explains the
disruption in their family life and their
tendency/preference to live alone. Another
explanation to the present findings is that
divorced and separated patients are thought to
have low self-esteem, fear from interaction,
negative self-evaluation, negative image of
self, interpersonal hostility, and social
withdrawal, all can come true because of their
basic disturbances in their attachment styles.
This opinion was also affirmed by
(Bartholomew, 1990; Mikulincer & Shaver,
2012).

The results of the present study proved to
be consistent with previous studies which
suggested that individuals with insecure
attachment styles (avoidant or anxious) tended
to be hospitalized for longer periods than those
with secure attachment styles (Ponizovsky et
al., 2007). In the present study, the highest
mean scores of insecure attachment styles were
recorded by those who were admitted to the
hospital 10-15 times. This suggests that
attachment  styles of individuals with
schizophrenia may change over time, perhaps
influenced by the course of illness. Certainly,
patients  with  schizophrenia often had
detachment and disturbances in social
relatedness due to their psychotic symptoms,
which in turn result in maladaptive behaviors,
excessive insecure attachment, or ambivalence
regarding their caregivers or close persons
(Gutiérrez, 2018).
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The second studied variable in the present
study, reality testing revealed that almost all of
the studied patients with schizophrenia
exhibited moderate to severe levels of reality
testing impairment. This was true for both the
total score as well as the sub-totals of
"uncertainty of perception’, "reality distortion"
and "hallucinations &delusions". This result is
in the same line with other studies, which
reported that patients with schizophrenia had
more disturbances in reality testing compared
to other clinical groups (Palaniyappan et al.,
2011; Hansen et al., 2012). This was reflected
through the disability to distinguish internal
fantasy from external reality along with three
domains: uncertainty of perception, reality
distortion, and hallucinations and delusions,
which were all demonstrated by the studied
patients. Most of the studied patients in the
present study had a moderate to severe level of
uncertainty of perception, a moderate level of
reality distortion, and a severe level of
delusions and hallucinations.

These findings could be attributed to the
fact that patients with schizophrenia mainly
had a deficit in their ability to appreciate the
thoughts and feelings of others, to form
concepts, and to judge and think abstractly in
different life situations. In addition, persistent
defective hierarchical temporal processing that
manifests in the form of chronic memory-
prediction errors or deficits in learning-
dependent predictive perception. Reality
distortion (delusions, thought disorder, and
hallucinations) symptoms have reflected these
deficits among those patients. According to
(Krishnan et al., 2011), most of the patients
with schizophrenia profiles document this
pattern of symptoms.

The results of the present study reflected
those patients who had early onset of
schizophrenia (before age of 30 yrs.) had a
significantly greater impairment on all three
reality-testing domains, reality-distortion, the
uncertainty of perception, and hallucinations
and delusions compared to those who started
their illness process at age 30 yrs. or more.
Such a finding is consistent with (Greig et al.,
2000), who agreed that the early-onset group of
people with schizophrenia demonstrated
significantly higher mean scores on all three
reality-testing subscales (reality distortion,

uncertainty of perception and delusions and
hallucinations) than did people in the late-onset
group. From the researcher's point of view, the
key explanation of this finding is that
occurrence of schizophrenia with disruption
and splitting of ego at an early age during
personality and identity development leads to a
breakdown in its unity, together with
concurrent attempts to recover the lost
cohesion. These attempts probably end with
these  obvious  manifestations,  namely
alterations in the perception and flow of
thought, emotional ambivalence, delusions, and
hallucinations.

Likewise, the present study confirmed
that getting older was associated with more
disturbances in reality testing. This finding is
consistent with that of (Hansen et al., 2012).
These findings may be attributed to the
patient's navigation ability (finding and
maintaining a route in a familiar or unfamiliar
environment). Navigation is one of the
fundamental cognitive functions that decline
the most with increasing age. Empirical studies
have found that navigation is
vulnerable/sensitive to aging and hence can
disturb an individual's ability to perceive reality
accurately. Compared with young adults, older
adults tend to commit more errors and take
longer in solving navigation tasks (Zhong &
Moffat, 2016; Zhang et al., 2020).

Lastly, single patients in this study had
shown a higher level of reality testing
impairment compared to married and divorced
patients. This finding is consistent with that of
(Moss and Willoughby, 2018). From the
researcher's point of view, single patients most
probably are having low social and emotional
support which is experienced by married
individuals. This emotional support can be an
important catalyst for greater life satisfaction
and better coping mechanisms against the
hardships of life and leading to improved
psychological well-being. Vice versa, its
absence may heighten the risk for stress these
patients and consequently raise the level of
their reality testing impairment.

The last aim of this study was to
investigate the relationship between attachment
style and reality testing impairment among
patients with schizophrenia. In this respect, the
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present study gave evidence on the presence of
a collective significant correlation between the
total of reality testing impairment as well as
between almost all sub-styles of each. The
most obvious and consistent variable in this
equation was the avoidant attachment.

The abovementioned findings could be
explained in the light of other studies that
reported that patients with avoidant attachment
had a severe tendency to distance themselves
from others who do not respond to their
attachment need, distrust of others, and
increased social isolation. These could
predispose them to have more paranoid
thinking, reality distortion, uncertainty of
perception, and hallucinations. It was claimed
that the occurrence of psychotic symptoms
such as paranoid thoughts and hallucinations
were preceded by elevated insecurity
attachment styles, particularly the avoidant
style (Dhossche et al., 2002; Brookwell et al.,
2013). Anxious attachment came next in effect
to avoidant attachment, as it was only
correlated with hallucinations and delusions.
The present study result is consistent with that
of (Ponizovsky et al., 2007) who found that
anxious attachment is linked with positive but
not negative symptoms. However, in contrast
with the present study, (MaBeth et al., 2011)
found in their study that insecure/dismissing
attachment was the most prevalent in the
studied sample but no relationship was
observed between attachment style and
psychotic symptoms.

In that respect, various hypotheses have
been proposed concerning the relationship
between attachment and psychosis. The risk
process that might be involved in the
association  between  dismissing/avoidant
attachment and psychosis is externalizing affect
regulations strategies which are involved in the
development of positive symptoms. An
avoidant attachment could be connected to
positive  psychotic ~ symptoms  through
externalizing  behavioral and  cognitive
strategies (Lysaker & Dimaggio, 2014).

Dismissing/avoidant attachment is
characterized by a turning away from
attachment towards exploration in situations of
distress. Subsequent to this externalizing affect
regulation strategy, infant avoidant attachment

expects externalizing behavior, which in turn is
associated with hallucinations in a youth.
Externalizing cognitions are further found to
reinforce hallucinatory experiences (Dhossche
et al., 2002; Brookwell et al., 2013). Likewise,
associations between avoidant attachment and
positive symptoms support cognitive models of
psychosis which suggest that negative beliefs
and social withdrawal play a role in
maintaining positive symptoms, particularly
paranoia (Garety et al., 2001).

The studied patients with schizophrenia
originally had an avoidant attachment style that
was significantly related to reality testing
impairment. Consistent with this finding of
Dozier, Caron & Bernard, (2014) who
suggested that patients with dismissing/
avoidant attachment style experience more
delusion, hallucination and has been
suspiciousness and defined as "more
psychotic". In the same line, a previous study
by Berry, Barrowclough & Wearden, (2008)
proposed that avoidant attachment style is a
meaningful  variable in  people  with
schizophrenia and may be an important
predictor of psychotic symptoms as positive,
negative symptoms and paranoid cognition and
behavior. Likewise, Bentall & Fernyhough,
(2008) also linked attachment style with
psychotic symptoms both positive and negative
symptoms as well as its severity. Hence, comes
the importance of this study.

Conclusion

Based on the results of the present study,
it can be concluded that almost all patients with
schizophrenia exhibit insecure attachment
styles, with avoidant attachment style being the
most prevalent, usually in a severe level in the
majority of cases. On the other hand, the great
majority of these same patients present with
reality-testing impairment reflected in its three
domains: reality distortion, the uncertainty of
perception, and hallucinations & delusions.
Evidence of correlation between attachment
styles and reality-testing impairment, (both of
the total and sub-total domains) in these
patients usually and frequently there.

104



Original Article

Egyptian Journal of Health Care, 2021 EJHC Vol. 12 No. 4

Recommendations:

References

In the light of the aforementioned the
following recommendations can be made:

I- Recommendations geared toward

psychiatric health care providers:

o Nursing staff and health caregivers need
to understand and be aware of the
psychodynamic of patients with insecure
attachment styles to establish the

appropriate therapeutic relationship.

Take into consideration building up a
secure, structured, and consistent
environment for patients with
schizophrenia to modify their insecure
attachment styles and hope to become
more reality oriented.

As primary prevention, nurses and health
caregivers working in Maternal and Child
Health centers should work on mothers
(and mothers-to-be) on the importance of
developing secure ties and bonds with
their children to develop a secure
attachment style and positive view of
themselves and others.

Assuming a more positive role through
nursing staff and health care providers in
implementing different types of Cognitive
Behavior Therapy such as Mentalization,
Cognitive Interpersonal Therapy, and
Cognitive Analytic Therapy for those
with insecure attachment styles to modify
the severity of their reality-testing
impairment.

Recommendations for future research:

Future empirical studies to investigate
specific techniques for managing insecure
attachment styles, in particular, avoidant
ones within the therapeutic setting.

Prospective longitudinal studies are
important to gain insight into whether
attachment style is predictive of reality-
testing impairment in schizophrenia or
whether attachment style changes as a
result of schizophrenia.
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