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Introduction: This paper presents 
the role of attachment style in deter-
mining an individual’s way of coping 
with stress, which in turn helps to un-
derstand the differences in response 
and adjustment to cancer among can-
cer patients. Cancer is an illness that 
causes overwhelming distress, and 
dealing with it requires social support, 
among other coping strategies. 
Material and methods: Studies show 
that social support is associated with 
a decrease in psychological symptoms 
and a better quality of  life in cancer 
patients. According to attachment the-
ory, one’s perception of  threat, way 
of signaling distress, and strategies 
of coping with it, with special consid-
eration for the ability to use a part-
ner’s support, relies on differences in 
avoidance and anxiety (attachment 
style dimensions). 
Results: People with high avoidance 
(associated with deactivating attach-
ment strategy) tend not to seek sup-
port from others and rely on them-
selves. 
Conclusions: People with high anxiety 
(associated with deactivating attach-
ment strategy) tend to display strong 
emotional responses, permanently 
seek attention and support from oth-
ers, and yet are less able to feel com-
forted by them.
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Introduction 

Trying to describe the psychological situation of cancer patients, research-
ers and theorists tackling this problem have searched for a term for the men-
tal stress [1–5], and ultimately use the  expression “cancer stress” [6]. For 
the description of a specific set of symptoms caused in the patients and their 
families (i.e. symptoms of the recurrence of the trauma, symptoms of arousal, 
or symptoms of avoidance), the concept of traumatic stress [7] is even used. 
We talk about traumatic stress when a person faces an event exceeding his/
her past experiences and coping capabilities. A related threat to life and/or 
health raises fear and a sense of helplessness, leading to disorganisation 
of behaviour [8]. Cancer is intertwined with the phenomenon of stress and 
emotional distress in many ways. On one hand, impairment of the immune 
system as a  result of  negative experiences is now well documented with 
studies [1]. On the other hand, styles of coping with stress are not only con-
nected with the risk of getting sick, but also with the course of treatment, 
together with the moment of its beginning [3]. Relations between the amount 
of stress and the disease run in 2 directions: stress may be simultaneously 
the aetiopathogenic factor of the disease and its consequence [9]. 

In psychology, the relational approach to stress by Lazarus and Folkman is 
widely accepted. According to this approach, stress is defined as the determined 
relationship between the person and the environment, which is evaluated by 
the person as burdening or exceeding its resources and threatening his/her 
welfare [9]. Paramount importance thus falls to the individual’s subjective eval-
uation, and the mere event has relative value. An important place in the process 
of coping with stress is taken by generalised immune resources, characterised 
by Antonovsky [8], which prevent the transformation of the tension into stress; 
helping to fight stressors, promoting health and healing processes. Among 
them, the author mentions social support – a factor co-determining with per-
sonality resources the effectiveness of coping with extremely high stress. As-
suming a functional way of understanding social support, we assume that this 
is an interaction, an exchange process with a different degree of accuracy, that 
is matching (qualitative and quantitative) between the received support and 
the required one [8]. Moreover, it turns out that people in varying degrees and 
in different ways are able to use the support of other people. 

The concept of attachment [10, 11] creates theoretical frameworks allow-
ing the history of individual differences in the styles of searching for and us-
ing the support of the loved ones by adults to be explained. It gives the pos-
sibility to characterise the consequences of these differences for the types 
of actions initiated in the process of coping with extreme stress. In a broader 
context this is also connected with the effectiveness of treating cancer. 

Material and methods

Attachment theory 

An attachment is formed in childhood through the relationship of the child 
with the main caregiver. It is defined using stages of the emotional relationship 
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between 2 people, or as the behavioural and motivational 
system, which is the product of evolution and is organised 
under the  influence of  experiences. Attachment in child-
hood provides the child with care and protection in times 
of danger (biological function). The conviction about the un-
wavering availability of  the  caregiver in connection with 
their responsive and sensitive care in moments of distress 
and concern experienced by the child, constitutes its inter-
nal sense of security (psychological function). This function, 
consisting of  the solace-bringing reduction of unpleasant 
stimulations of the child by the contact and attentiveness 
offered in close proximity and its effectiveness in meeting 
the needs and regulating the child’s emotions, is defined by 
the metaphorical term of “safe haven” [12]. Thanks to opti-
mal interaction with the caregiver, the child develops the in-
ternal resource of a sense of security and confidence, so that 
even if it is lost for a moment, it can be recovered. This re-
source opens up a way of getting to know the environment 
for the child, and this function is called safe base (of explo-
ration). It should be emphasised that this is the case only in 
reference to an optimally functioning welfare environment. 
Interferences or deficits in care lead to constitution of in-
secure attachment patterns, which require “psycholog-
ically burdensome” adaptation to the way of  functioning 
of  the  caregiver, so that it is possible to achieve relative 
closeness to them [12, 13]. The adaptation takes place not 
only on the behavioural level. The way of experiencing and 
expressing emotions (especially negative ones) in the pres-
ence of the caregiver is compatible to the baby’s reactivity 
to them [14]. This implies the ability of the child to predict 
the caregiver’s reactions and the results of its own actions, 
and the planning of the right responses based on this knowl-
edge (to some extent unconscious). 

Cumulative experiences concerning the course of inter-
action with the caregiver are stored in the form of mental 
representations associated with affect – internal working 
models of attachment. These models are the central point 
of the theory, because they allow the understanding of in-
dividual differences in attachment and their transfer to 
other relations [15]. Working models of attachment con-
tent determines the style of perception and interpretation 
of interpersonal events, with the method by which the sys-
tem of attachment functions (at various levels: emotional, 
behavioural, and cognitive) – its reactivity and regulation 
[16, 17]. Working models of attachment serve as a guide 
in contact with other people, determining our way of un-
derstanding their motivation, intentions and goals. They 
also influence the way of experiencing and the expression 
of our needs in these relations. The fact that models created 
in the pre-verbal period have a sensomotoric nature, they 
are unconscious, and therefore quite resistant to change 
is important. Attachment is the primary regulator and or-
ganiser of emotional, cognitive, as well as physiological and 
neuropsychological phenomena. Experiences of this rela-
tion (ship) are considered to be the matrix of later self-reg-
ulatory possibilities [13]. 

Attachment styles in adulthood 

The concept of attachment was created in the context 
of  relations of  children and their caregivers, so it is not 

surprising that at first it was used mostly in this area. As 
a  theory of  personality development, however, it is also 
applied to explain the  interpersonal and intrapsychic as-
pects of the functioning of adults. The most direct trans-
fer to the ground of love relations in adulthood was made 
by Hazan et al. [11]. They described romantic love within 
the  framework of  attachment processes, and their con-
ceptualisation of  partners’ attachment styles was made 
by an analogy to the models of attachments described by 
Ainsworth et al., observed in infants [12]. Styles of attach-
ment mean permanent differences in the way of thinking, 
feeling and behaviour in relationships with people close 
to us, rooted in individual differences within the working 
models of self and others [17]. 

Because tools used for the diagnosis of the attachment 
styles in adults are heterogenic, they give rise to systems 
of classification of attachment which are not always con-
gruent – 3 of 4 categories, based on 2 or 3 dimensions [18]. 
The 4-category system, based on 2 dimensions will be pre-
sented below. These dimensions are interpreted once as 
fear and avoidance [19] and another time as models of self 
and others [20, 21]. 

Secure style

People presenting this style have a  feeling that they 
are loved and worthy of love (positive model of self). They 
expect from other people care, kindness, acceptance, 
and responsiveness (positive model of  others, low anx-
iety), so they do not avoid physical closeness, intimacy, 
and interdependence in the relationship (low avoidance). 
The desire to establish a close relationship with the oth-
er person does not exclude the need of autonomy, which 
is manifested in the search for balance in the implemen-
tation of  these 2 motives in the  relationship. They have 
a quite stable feeling of self-worth, relatively independent 
of the opinions of other people. 

Preoccupied style

 These people do not feel valuable and worthy of love 
(negative model of  self). They perceive others in a  pos-
itive light (positive model of  others), but due to their 
low self-esteem they are afraid of  rejection or abandon-
ment. The reasons for the potential rejection from others 
(high anxiety) are perceived by the people in themselves. 
The  source of  their self-acceptance is approval from im-
portant people, with whom the  person really wants to 
establish a close relationship (low avoidance of intimacy). 
A person striving for intimacy when intensified by a fear 
of  rejection takes on an extreme form, often leading to 
the resignation of their own autonomy. 

Fearful-avoidant style

 People with this style are characterised by the combi-
nation of negative models of self and others – perceived 
as unreliable, prone to rejection (high anxiety). Their pro-
tection from rejection is the avoidance of engaging in close 
relationships (high avoidance of  intimacy). The  positive 
self-esteem of  these people is dependent on the  accep-
tance of others. 
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Dismissing-avoidant style

People with this style have positive models of self and 
negative models of  others. In order not to suffer disap-
pointment from other people, who are perceived as irre-
sponsive and unworthy of  trust, they avoid engagement 
in close relations (high avoidance of  intimacy), distance 
themselves psychologically, and limit the  expression 
of their own feelings in the service of meeting their need 
for independence and autonomy. 

Results

The presented beliefs about self and others are not only 
accompanied by the  characteristic for particular types 
of  attachment behavioural tendencies, implemented in 
times of  stress (as the  already mentioned aspiration to 
or the  avoidance of  closeness and intimacy). A  distinct 
feature of each particular style is also the corresponding 
strategies for emotional regulation [22], the way of expe-
riencing and expressing distress, and reacting in response 
to its occurrence [23]. 

Attachment, stress, and social support 

The attachment system is mostly activated by signals 
of  threat – real or symbolic – of  external or internal ori-
gin [10, 24]. This leads not only to behaviours of searching 
for closeness and support of the attachment figures, but 
the mere invoking of memories concerning the course of in-
teractions giving a sense of security with the given person 
meets the same soothing and restoring comfort functions 
as their physical presence [24]. This statement is true when 
the previous history of relations with the attachment figure 
was characterised by warmth, love, and most of all ade-
quate support and help in need. As we know, such a model 
of relations is not universal. Let us follow the consequenc-
es secondary attachment strategies have for the process 
of searching support. Secondary strategies are appropriate 
to the nonsecure styles, which are the ones assuming de-
activation and/or hyperactivation of the attachment sys-
tem [25]. The term “secondary strategies” shows the fail-
ure in obtaining closeness and care of  a  partner. In this 
case, the direct search for closeness, open communication 
of needs, and relying on the availability of the partner (dif-
ferentiators of the safe style) turned out to be ineffective 
for various reasons, which raised the necessity to develop 
a different strategy of management and the specific state 
of mind allowing a subject to cope with the distress grow-
ing in these conditions. 

Discussion

Mikulincer et al. [25], among the  factors contributing 
to the  deactivation of  strategies, list the  repeated lack 
of  attention, rejection, or hostile reactions of  the  part-
ner; the  risk of punishment in response to the attempts 
of searching for closeness; violence or abuse by the partner; 
direct or indirect disclosure of the demands of the partner 
for the  greater independence of  the  other person or ex-
pectation that he/she will suppress the expression of their 
own needs and all signs of weakness. 

The  hyperactivation of  the  attachment system is fa-
voured, according to the  authors, by the  following con-
ditions: inadequate and unpredictable caring actions 
of  the  partner, which are not complementary responses 
to the needs and searching for help by the other partner; 
intrusive care, which undermines the self-regulatory com-
petence owned by the person and serves as a punishment 
for the attempts at autonomous coping; communicating 
by the partner – directly or indirectly – that thee individ-
ual is incompetent and weak; and traumatic experiences 
or experiences of abuse that took place during separation 
from the partner. As the authors further indicate, the de-
scribed conditions create a kind of ambivalence, consisting 
of the alternating experiences of reinforcements and pun-
ishments from the partner. However, avoiding the partner 
is even more dangerous for an individual who often shows 
deficits in self-regulation. 

The  essence of  deactivation of  the  system is denying 
the need to attach and compulsive self-reliance. Such peo-
ple reject information about threat and the need for close-
ness and support of  the partner. Staying in the  relation-
ship, they try to draw from it what they need, while keeping 
a psychological distance, control, and independence. They 
are reluctant to engage in intimacy, reveal themselves, al-
low interdependence, or give emotional commitment. It is 
characteristic for them to ignore or deny their own needs 
(especially those engaging attachment, e.g. the need for 
care) and suppress the expression of negative emotions, 
as well as the suppression of thoughts and feelings con-
nected with attachment (especially those concerning their 
own weakness or dependency). In general, all contents 
that could activate the  attachment system are blocked. 
This is also connected with the  omission of  important 
information about psychological or physical threats. This 
strategy constitutes the dismissing-avoidant style and is 
consistent with the already quoted description of a spe-
cific perception of self (appearing to themselves as strong 
and not susceptible to injury) and other people (assessed 
as untrustworthy). 

Hyperactivation of  the  attachment system consists 
of  intensification of  the  primary strategy, i.e. intensive 
monitoring of a partner’s actions and a continual search 
for closeness with them, which sometimes takes on 
the  form of  controlling behaviours and excessive “stick-
ing” to the  partner with the  co-existent desire to “melt 
with him in unity”. It is worth noting that this may lead 
to the deliberate or unconscious exaggeration of problems 
and threats of a mental or physical nature, intensification 
of the expression of experienced distress, and manifesta-
tion of  personal hopelessness and dependence in order 
to draw the  partner’s attention and to “provoke” them 
to help. These people are characterised by the desire for 
constant attention, closeness, and care from the partner. 
Moreover, this strategy is connected with the  difficulty 
to control the spreading of a  launched wave of negative 
thoughts and feelings that expose the person to frequent 
exposure to very strong negative emotions and increases 
the availability of thoughts connected with the threat. This 
strategy is right for the preoccupied style. 
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An interesting case includes the  people characterised 
by the anxiety-avoidant style, who apply both strategies in 
an incomplete, chaotic and random manner. On one hand, 
they often cope with an emotionally difficult situation by 
distancing themselves from the partner, because they are 
afraid of  his/her unavailability, while on the  other, they 
want love and support, which is why they look for their 
closeness. This kind of  functioning in relation to attach-
ment is considered to be the most psychologically burden-
some, because in principle it is the marker of ineffective-
ness both of the primary strategy and of the 2 described 
secondary strategies. 

The presented differences in the method of organisa-
tion of the attachment system are coupled with the com-
petence of  the  individuals in their effective signalling 
of  the need for help and in using the support of others. 
They are also closely associated with the style of percep-
tion of the threat and reacting in an environment of stress. 
Empirical reports confirm the existence of the relationship 
between the  styles of  attachment and the  types of  re-
sponse to stress [23, 26, 27]. 

Using the  reports of  other authors and relying on 
the  2-dimensional model of  attachment (dimension 
of anxiety and avoidance) Ein-Dor et al. [24] report in their 
article the  characteristics diversifying the  attachment 
styles: perception of threat, way of signalling distress, and 
strategies of coping with it, with special consideration for 
the ability to use a partner’s support. 

As is indicated by the authors, people who get high re-
sults on the already mentioned dimension of anxiety are 
“sensitive” to the perception of potential threats and usu-
ally assess them as greater than people with low anxiety, 
especially in unclearly determined or new situations. They 
are characterised by strong and quickly actuated reactions 
to ambiguous signals of threat and prompt informing oth-
ers about their own concerns. If the environment does not 
respond with support, these people then increase their ef-
fort of obtaining attention and thus usually reduce the dis-
tance and maintain the closeness when they experience 
something stressful or emotionally burdensome. Focusing 
on their own distress and experienced internal tension 
goes hand in hand with the frequent use of passive strate-
gies of coping, concentrated more on their emotions than 
on constructively solving the problem [27]. As the studies 
on the  relations between attachment and hypochondria 
show, anxiety-avoidant patients intensively demand care 
from medical staff, and at the  same time they perceive 
the received care as inadequate [28]. Manifestation of an-
ger and discontent because of  this, in connection with 
permanent attention seeking, may provoke rejecting reac-
tions of doctors and nurses, capturing the patient’s frus-
tration and his/her previous convictions. 

However, we should distinguish the declared need for 
support from its actual implementation. It turns out that 
it is characteristic for these people’s ambivalence between 
approach and avoidance to increase both when the part-
ner shows his/her feelings and strives for closeness, as well 
as when he/she signals withdrawal from the relationship 
and the  need for distance [29]. Although highly anxious 
people (with respect to the feeling of attachment) present 

themselves as weak and requiring care and help in order 
to gain the  attention and love of  others, they also have 
many concerns about the  potential reaction of  the  part-
ner, which in turn motivates them to avoid closeness. As 
was shown by Mikulincer’s studies [30], the tendency to 
decrease self-esteem in these people is strengthened in 
conditions of  threat to the relationship with a close per-
son. With high probability it can be assumed that the dis-
ease of one of the partners is a challenge for the relation-
ship, which may intensify the already high concerns that 
the partner will leave them. 

People with high results on the  avoidance dimension 
(those using mostly strategies of the attachment system 
deactivation) present a  quite different model of  func-
tioning. Firstly, they rarely evaluate the  events in terms 
of  threats (or they minimise their importance); secondly, 
troubled with anxiety or distress they do not allow their 
exploitation (what is more, it is characteristic for them to 
deny negative emotions, suppressing unpleasant thoughts 
and memories and distraction from the  threat). They do 
not signal to the  environment their need for help, and 
they try to cope with emotional difficulties on their own. 
Their main strategy of  coping with stress is distancing 
and reducing the tension by avoiding confrontation with 
the  problem and their own emotions [27]. According to 
research by Szymczak [31], patients with lung cancer, like 
people with the safe attachment style, do not exacerbate 
the anxiety response in the situation of threat (waiting for 
surgical treatment). 

It is worth noting that the  essence of  the  repressive 
style of defence against negative emotions and impulses, 
which is characteristic for these people, is blocking access 
of the unpleasant contents of consciousness. As a result, 
in the subject’s experience there is no feeling of anxiety, 
which does not mean its complete reduction [32]. This fear 
is manifested indirectly, in high physiological arousal (in 
increased heartbeat and in elevated electro-dermal activity) 
while talking about experiences of attachment and while 
imagining their own emotions in interactions causing an-
ger with the partner [33–35]. What is important, the de-
activation strategy “breaks down” in conditions of  very 
strong stress, confronting the  person with great anxiety 
[36], for which no coping strategies have been developed. 
In the case of people with a high result on the avoidance 
scale, for whom independence and self-reliance are import-
ant components of the positive self-image, and the feeling 
of control and influence on events constitute their identity, 
all situations threatening this image will provoke habitual 
strategies of regulation, leading to a defensive increasing 
of self-esteem [33]. So, it can be assumed that since can-
cer, especially during the chronic period, is connected with 
the necessity to limit the previous professional activity, dis-
turbances within the accomplishment of the objectives, diffi-
culties in accomplishment of social and family roles… [4, 33] 
and confronts an individual with their weaknesses as well 
as with a dependency on others (medical staff, family, etc.). 
For this reason, this situation is specifically psychological-
ly difficult for people with the avoiding attachment style, 
who, as it can be assumed, will paradoxically then intensify 
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the tendency to sustain the feeling of independence and 
self-sufficiency by refraining from seeking help from others. 

People with low scores on both dimensions (safe style) 
exhibit the  following pattern to cope in the  situation 
of stress: they rightly recognise their own condition, are ca-
pable of both seeking solutions and implementing in their 
life constructive coping actions, as well as using the emo-
tional and instrumental support of  other people [27]. 
These people have an optimistic vision of  events in 
a  stressful situation. They are convinced that they can 
cope with distress, the  external obstacles can be elimi-
nated, and the emotional balance can be, sooner or later, 
recovered [36]. 

Conclusions

Deepening the  knowledge on the  topic of  the  quality 
of  individual differences in attachment may turn out to 
be especially helpful in the  situation of  experts helping 
cancer patients. Attachment styles define the way of com-
municating needs and emotions to the environment and 
the  strategies of  coping with stress (including its explo-
ration and accepting the support of relatives). We should 
keep in mind that the increased or decreased signalisation 
of  distress is not always a  conscious choice of  the  pa-
tient. Sometimes this is the “habitual” way of functioning, 
shaped in early childhood, thus being out of an individu-
al’s control. In light of the presented data, 2 tasks may be 
indicated, which are ahead of the medical staff in contact 
with cancer patients: especially the need to clearly com-
municate to patients who deactivate their attachment sys-
tem in a stressful situation the  intention to provide care 
and support; and to relate with patience and forbearance 
towards the “demanding” of care by people hyper-activat-
ing the attachment system and to strengthen their com-
petence in self-coping with stress. 

The author declares no conflict of interest.
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