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Abstract

Major Depression is a common and complex disorder that is often 
difficult to treat. Mentalization, facilitated by secure attachment, has 
been found to serve as a protective function against Borderline 
Personality Disorder. The aim of the current study was to investigate 
whether mentalization has the same protective function against 
depression and to analyze the connection between mentalization and 
self-rated attachment. Furthermore, the relation between 
Anxious/Avoidant attachment patterns and the anaclitic/introjective sub-
types of depression were examined. Twenty participants with Major 
Depressive Disorder were interviewed with the Depression Specific 
Reflective Function Interview (DSRF) and SCID-I. They also completed the 
self-report questionnaires Experiences in Close Relationships (ECR), 
Depressive Experiences Questionnaire (DEQ) and Montgomery Åsberg 
Depression Rating Scale (MADRS). The results revealed a relation 
between high mentalization ability as measured by DSRF and low levels 
of depression and between an anxious attachment pattern and 
introjective depression. Moreover, low scores on DSRF combined with 
high levels of anaclitic and introjective symptoms accounted for 65% of 
observer rated depression severity. The results suggest that depression 
treatment might benefit from focusing on increasing the mentalizing 
ability and reducing anxious attachment patterns and from an awareness 
of the symptoms characterized by both the introjective and anaclitic sub-
types of depression. 
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REFLECTING AROUND THE FUNCTIONS BEHIND DEPRESSION
- A correlational study of depression, mentalization and 

attachment

To have a feeling that the world makes sense, to have satisfying social 
relations and to be generally happy, are features that most humans 
would consider important in order to live fulfilling lives. When 
operationalizing these features as high mentalization ability, secure 
attachment and the absence of depression, they have been found to be 
linked together in various ways, and to have great influence on our daily 
lives throughout the life span (e.g., Conradi & Jonge, 2009; Fonagy, 2003; 
Blatt, 2004).

Humans have a unique capacity to process interpersonal experience and 
make sense of each other (Slade, Grienenberger, Bernbachm Levy & 
Locker, 2005). This capacity makes it possible to see beyond behaviour to 
underlying mental experience and without it we would be limited to 
respond to each others behaviours rather than to each others minds. We 
have the ability to use an understanding of mental states, such as 
intentions, feelings and thoughts to anticipate other persons´ actions. 
This ability is what Peter Fonagy and his colleagues (2002) refer to as 
mentalization, which is usually measured as reflective functioning (RF) in 
the context of attachment. The more human beings are able to envision 
mental states in themselves and others the more likely they are to engage 
in constructive, intimate and sustaining relationships (Slade et al., 2005).
It can therefore be argued that mentalization plays an important role in 
the ability to sustain satisfying relationships in adult life. Research has 
indeed found that there is a connection both between attachment in 
childhood and RF (Meins, Fernyhough, Fradley & Tuckey, 2001), and 
between adult attachment and RF. A study conducted by Bouchard et al.
(2008) where 73 adults were administrated the Adult Attachment 
Interview (AAI) showed that high RF scores correlated significantly with 
a secure attachment.

The close association between mentalization and attachment is hence 
supported both in research and in theory. It has also been suggested that 
the ability to mentalize functions as a protective mechanism against
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various types of psychopathology. Bateman and Fonagy (2004) have 
focused on applying the concept of mentalizing to the development and 
treatment of Borderline Personality Disorder (BPD). They argued that 
insecure attachment patterns and hence an underdeveloped ability to 
mentalize is an underlying factor behind BPD. Recently, a number of
studies have found a similar link between insecure attachment and the 
development of Major Depressive Disorder (MDD) (e.g., Burnette, Davis, 
Green, Worthington & Bradfield, 2009; Conradi & Jonge, 2009; 
Cawthorpe, West & Wilkes, 2004). However, only few researchers have 
studied the direct connection between mentalization and depression. 
Fisher-Kern et al. (2008) conducted a pilot study where they assessed RF 
in 20 patients suffering from MDD and compared the scores with those 
found by Fonagy et al. (1996) in patients with BPD and in healthy 
individuals. The results revealed that the depressed patients showed a 
lesser capacity for mentalization (RF = 2.3) than did the borderline 
patients (RF = 2.7) and the control group (RF = 5.2). This finding is 
thought-provoking and raises the question whether an impaired capacity 
to mentalize is a common factor in several types of psychological 
disorders. 

Major Depression is a common but complex disorder which therefore 
can be difficult to treat (Luyten, Blatt, Van Houdenhove & Corveleyn, 
2006). The etiology and phenomenology of the disorder is varied and can 
according to Blatt (2004) be divided into two sub-types. The anaclitic (or 
dependent) type is characterized by feelings of loneliness, weakness and 
helplessness. The introjective (or self-critical) type struggles with feelings 
of low self-worth, guilt and self-blame. In order to increase the 
knowledge of depression and appropriate treatment options, it would be
useful to investigate the relation between depression and attachment 
more deeply. To the best of our knowledge there has only been one 
published study that has examined the connection between Blatt´s 
subtypes of depression and adult attachment style. Reis and Granyer 
(2002) found that individuals with a preoccupied attachment style have
an increased susceptibility to anaclitic depressive symptoms while a 
fearful-avoidant attachment style showed a greater propensity towards 
introjective depressive symptoms. Several classifications of adult 
attachments have been developed but most researchers today argue that 
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the attachment system varies along the two distinct dimensions of
Anxiety and Avoidance (which principally corresponds to preoccupied
and fearful-avoidant) (Burnette et al., 2009). These are therefore the
dimensions that will be in focus in the current study. 

Theoretical background

Mentalization

The theory behind mentalization 
In the 1980´s a large number of cognitive developmental psychologists 
focused their research on investigating children´s abilities to understand 
that people are capable of having false beliefs of the world (Fonagy, 
2008). This understanding was assessed by using various experimental 
tasks that required the child to consider another persons perspective and 
to predict the behaviour of that person. The resulting construct was the 
theory of mind which in essence meant that the child understands that 
others do not perceive the world in the same manner as s/he does. 
Children start, somewhere between four and seven years of age, to 
comprehend that other people have thoughts, emotions and experiences 
that are separate from the child’s own experience (Karlsson, 2005). 
Although the model theory of mind has received much attention in the 
literature, it has also been criticised for being too narrow as it sees the 
child as an isolated “professor”, ignoring that the development of 
children’s understanding of mental states is embedded within the social 
world of the family (Fonagy, 2003). It is only a small step from theory of
mind to mentalization; the view that the world is always filtered through 
a perspectival mind which is more or less accurate in its appreciation of 
reality (Allen & Fonagy, 2006). Mentalization, however, is not limited to 
specific tasks or particular age groups and acknowledges the influence of 
family interactions. As a result, developmentalists have started to use the 
term mentalization as an alternative to the theory of mind (Fonagy,
2008).

The concept of mentalization
This concept of mentalization has been scattered throughout 
psychoanalytic writings since the 1960´s but in a 1991 article titled 
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“Thinking about thinking”, (in Choi-Kahn & Gunderson, 2008) Peter 
Fonagy introduced his concept of mentalization, simply defined as “the 
capacity to conceive of conscious and unconscious mental states in one
self and others”. Fonagy´s new use of the term combined the 
psychoanalytic ideas of symbolization with the scientific and 
philosophical concept of theory of mind and it was widely populized
(Choi-Kahn & Gunderson, 2008). He described mentalization as the way 
humans make sense of their social world by imagining the mental states 
(e.g., desires, needs, beliefs, feelings, goals, purposes and reasons) that 
underpin their own and other´s behaviours in interpersonal interactions
(Allen, Fonagy & Bateman, 2008). The reason why mentalization is 
imaginative is because we must imagine what other people might be 
thinking and feeling. Therefore, an indicator of high quality 
mentalization is the awareness that it is not possible to know absolutely 
what is in someone else´s mind. Fonagy (2008) also suggested that a 
similar kind of imaginative capability is required to understand one´s 
own mental experience, particularly in relation to emotionally charged 
issues.

As opposed to the cognitive developmental view which holds that 
young children can attribute intentional mental states to others as the 
causes of their actions, Fonagy argued from a psychodynamic 
perspective that the capacity for mentalization is a developmental 
achievement facilitated by a secure attachment (Fonagy, 2003). 
According to Fonagy and Target (1996) the capacity to mentalize arises
as part of the process of integrating two modes of experiencing psychic 
reality between the second and fifth year of life. They have 
conceptualized these two modes of mental functioning in the child as the 
psychic equivalence mode and the pretend mode (Mohaupt, Holgersen, 
Binder & Hostmark Nielsen, 2006). In the psychic equivalence mode, the 
child experiences ideas as replicas of external reality. Ideas are not 
recognized as such, as there are no proper representations of one self and 
others. The internal world is expected to function under the rules of 
physical causality and to correspond to external reality (Mantilla Lagos, 
2007). The pretend mode, active in play, refers to the child´s retreating to 
a completely representational mode of functioning. Pretend play, aspects 
of which are fantasy, daydreaming, or imagination, is seen as a positive 
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and natural way of externalizing feelings. By externalizing one´s own 
affect in a non-consequentional manner, the child can explore its own 
emotions, and also form mental representations of them (Mohaupt et al., 
2006). The child switches between both modes, and it is through the 
process of the integration between those modes that the capacity to 
mentalize is achieved. Fonagy and Target (1996) noted that this process 
occurs with the help of parents, siblings and peers who´s minds are used 
as containers of the child´s own intentions, feelings and beliefs, mainly in 
the context of play.

The distinctions in mentalization
Allen and Fonagy (2006) advocated for the use of the verb mentalize
when referring to this mental activity, instead of the noun mentalization. 
This is to keep the emphasis on a mental activity being something we not 
only do but is also something we can fail to do. In short then, to 
mentalize is the skill to attend to states of mind in one self and others, a 
skill which has substantial individual variations. In the concept of 
mentalizing, there is a distinction between mentalizing explicitly
(reflectively) and mentalizing implicitly (intuitively). Mentalizing 
explicitly is a relatively conscious, verbal, deliberate and reflective 
process. We are mentalizing explicitly when we think about what is 
going on in another person´s mind and also in our own (Allen, 2008). We 
can mentalize in different time frames such as current, past and future 
mental states in ourselves and others and also choose to narrow down or 
broaden our scope of focus (e.g., wondering what someone is feeling or 
wondering what happened recently that led the person to feel that way)
(Allen & Fonagy, 2006). Mentalizing implicitly is a relatively 
nonconscious, nonverbal, procedural, and unreflective process. We are 
mentalizing implicitly when we empathise intuitively and nonverbally, 
“mirroring” others´ emotional states. We are also mentalizing implicitly 
when we are emotionally engaged in interactions (Allen, 2008). While the 
explicit and implicit modes define the two poles of the process of 
mentalizing, they are not mutually exclusive and completely discrete. 
Individuals can alternate between these two modes and use them 
simultaneously (Choi-Kahn & Gunderson, 2008).
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When mentalization fails
According to Fonagy (2003), the capacity to mentalize develops in early 
childhood and for normal development to occur, the child needs to 
experience a person that has his/her mind in mind and is able to reflect 
his/her feelings and intentions accurately. This integrative mirroring of 
affective states is an experience that a psychologically neglected child 
may never have and which can later cause difficulties differentiating 
reality from fantasy and physical from psychic reality (Fonagy, 2003). 
Furthermore, a child that does not have its emotional state mirrored in
the attachment relation does not acquire full access to its inner self, the 
real self. Instead of a rich emotional inner world, the failing mentalizing 
ability can result in painful experiences of emptiness and loss of identity 
in combination with the inability to experience and understand the 
mental states and affects of others (Wennerberg, 2008). This lack of 
ability to understand other people’s intentions, and the incapacity to 
hold an abstraction of the other´s affect, makes closeness to others 
difficult (Mohaupt et al., 2006). This, in turn, can contribute to negative 
health outcomes such as depression due to the incapability to harness 
social support in stressful situations (Burnette, et al., 2009). 

How to measure the mentalizing ability
In revising the mentalization concept, Fonagy´s ambition was to build a 
conceptual framework based on psychoanalytic theory, validated by 
scientific evidence and applied effectively in clinical programs. Of 
importance, while he was developing the concept of mentalization, 
Fonagy was also involved in developing its measure, originally referred 
to as reflective self-function and subsequently as reflective functioning
(RF) (Choi-Kahn & Gunderson, 2008). The term RF refers to the 
psychological processes underlying the capacity to mentalize. According
to Fonagy and his colleagues (1998) individuals differ in the extent to 
which they are able to go beyond immediately known phenomena to 
give an account of their own and other´s actions in terms of beliefs, 
desires, plans and so on. This high level cognitive capacity is an 
important determinant of individual differences in self-organisation as it 
is intimately involved with many defining features of selfhood such as 
self consciousness, autonomy, freedom and responsibility (Fonagy et al., 
1998). One of several reasons why it is of value to measure RF is because 



7

an improved ability for RF might be an important component of 
successful psychotherapy outcome, especially with respect to achieving 
structural change (Karlsson, 2005).

RF is assessed and measured by scoring transcripts from the Adult 
Attachment Interview (AAI) according to guidelines laid out in the RF 
manual (Fonagy et al., 1998). The AAI was developed by Mary Main and 
her colleagues in the 1980´s. It is based on attachment theory and aims to 
examine the mental representations adults have about their attachment 
experiences (Steele & Steele, 2008).  The RF scale is operationalized on a 
scale from -1 to 9 where a higher number suggests more advanced 
reflective functioning. An ordinary population is expected to be capable 
of mentalizing at a mean level of 5. The RF scale has good inter-judge 
reliability (r = .89) and has been validated in research (Karlsson, 2005). 
There are however limitations of conducting further research using the 
RF scale due to the time-consuming and costly nature of the instrument 
(Choi-Kahn & Gunderson, 2008).  

In a study of Panic Disorder patients, Rudden, Milrod, Target, Ackerman 
& Graf (2006) found the RF measure to be one of few operationalized 
constructs that in a reliable and valid way captured the process through 
which their patients began to know more about their inner lives. 
However, Rudden and colleagues found RF on the AAI to be too broad a 
measure for specific problems such as Panic Disorder and it also placed
too much of a burden on the patients. They therefore designed the Panic 
Specific Reflective Functioning interview (PSRF) based on the hypothesis 
that patients with Panic Disorders experience difficulties “knowing” 
conflicts specially connected with their symptoms, while having 
unimpaired awareness of other aspects of their internal emotional 
experience. PSRF is an abbreviated and adapted interview based on the 
original RF scale and assesses self-awareness of the person´s
psychological contributions to panic symptoms (ibid. 2006).

The interest of the current study, with regards to RF, was to assess the 
reflective functioning abilities connected with depression in patients 
diagnosed with Major Depression. In order to do this, a Depression 
Specific Reflective Functioning interview (DSRF) was used. The DSRF was 
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based on the PSRF but modified to suit patients with Major Depression. 
The DSRF was developed by Fredrik Falkenström, a licensed 
psychologist and psychotherapist who has gained qualification as an RF 
rater from the Anna Freud Institute in London. Falkenström is currently 
undertaking a research study regarding the mechanisms of change in 
Interpersonal Psychotherapy and Brief Relational Therapy and will be 
using the DSRF as a measure for therapy outcome. The usage of the 
DSRF in the current study can therefore be seen as a pilot trial since the 
interview has not been used in research or in clinical practise before. 

Attachment and its patterns

Attachment theory
Attachment theory, originating in the work of psychiatrist and John 
Bowlby (1907-1990), is a psychological, evolutionary and ethological 
theory that provides a descriptive and explanatory framework for 
understanding interpersonal relationships between human beings
(Egidius, 2005). Attachment theorists consider children to have an innate 
need for a secure relationship with adult caregivers, and the nature of 
this relationship has a critical influence on the social and emotional 
development (Green & Piel, 2002; Miller, 2002). During infancy and the 
toddler years the attachment usually takes place within the relationship 
child-parent, first through emotional expressions and behaviors, for 
example when the parent responds to the child’s smiles or cries, and 
later also through language. Within attachment theory it is proposed that 
infant behavior associated with attachment is primarily a process of 
seeking proximity to an identified attachment figure in response to 
threats, for the purpose of survival (Burnette et al., 2009). This strive to 
seek closeness to an attachment person in stressful situations is a core 
component in human development and has been termed attachment 
behavior. When the level of accessibility is high, it functions as a
protective mechanism for regulating distress (Berry, Barrowclough & 
Wearden, 2008). The exploration of the environment, next to play and 
other activities with peers, can be seen as another core component in 
human development which is complimenting the attachment behavior. 
When the child feels safe, s/he normally distances him/herself from the 
parent and heads off to explore. Does the child however become, 
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worried, tired or ill, it will long for closeness and return to the 
attachment person who is used as a secure base (Bowlby, 2003).

Attachment patterns in children
The concept of a secure base was developed by Mary Ainsworth in 1978
(Slade et al., 2005). Following Bowlby´s assumption that early 
experiences contribute in direct ways to differences in the organization 
of attachment bonds, Ainsworth was able to document different patterns 
in attachment between mothers and their babies. She found that babies 
whose mothers responded to them in a sensitive and responsive fashion 
were more likely to express their anger and fear as well as their need for 
their mother. These children viewed their mothers as a secure base, a 
person invariably available to them in times of distress. The study was 
called the Strange Situation where 12 month old babies were separated 
from their mothers for 3 minutes and left either alone or with a stranger
(Slade et al., 2005). Ainsworth found that securely attached infants 
explored the room with the mother as a safe base, became upset when 
she leaved but actively greeted her when returned. Insecure-avoidant
infants appeared independent throughout the procedure, ignoring the 
mother, did not get upset when she left and did not seek proximity when 
she returned. Insecure-ambivalent infants were preoccupied with the 
mother’s whereabouts, became extremely upset when she left and were 
markedly ambivalent towards her when she returned (Crain, 2004). Later 
on, Main and Solomon (1986) discovered a fourth category; the 
disorganized-disoriented infants who seemed to be confused or 
frightened when the mother returned, and did not want to be 
approached by her. The differences in attachment behavior among the 
babies and the underlying reasons have stimulated a tremendous 
amount of research (Crain, 2004).

Adult attachment styles
The attachment research has mainly focused on the possible link 
between parental attachment experiences and their children´s 
attachment organization. As a result, the attachment theory has been 
extended to relationships throughout the lifespan (Burnette et al., 2009).
The research within the area of adult attachment can be divided into two 
traditions that have developed different methods of measuring and 
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categorizing adult attachment patterns. One tradition focuses on 
attachment patterns within the family where interviews are mostly used 
in order to examine the adult’s memories of the attachment with their 
own parents (Strand & Ståhl, 2008). The most commonly used interview 
for this purpose is the AAI which asks adults to describe their early 
attachment experiences, including separation, loss, trauma and rejection.
Although the AAI can be used on adults without children, Mary Main 
has found a link between the organization and quality of adult 
attachment narratives and infant attachment status which has come to be 
known as the intergenerational transmission of attachment (Slade et al., 
2005). According to Main, parents who were Secure/autonomous speakers 
and could tell a coherent, fresh, believable, undistorted and integrated 
story about their early relationships (regardless of the degree of hardship 
they had experienced) were more likely to have securely attached infants 
as measured in the Strange Situation (Slade et. al., 2005). Dismissing of 
attachment speakers, who spoke as if their own attachment experiences 
were unimportant tended to have insecure-avoidant children. 
Preoccupied speakers, who were still struggling inwardly and outwardly 
to win their own parents’ love and approval, tended to have insecure-
ambivalent infants (Crain, 2004). 

The other research tradition within adult attachment focuses on the 
attachment to other adults, such as friends and partners (Strand & Ståhl, 
2008). According to the attachment theory, the development of patterns 
of attachment in childhood can lead to internal working models which 
will guide the individual´s feelings, thoughts and expectations in
relationships later in life. These internal working models can also 
influence the development of personality and even the mental health
status (Blatt, 2004). The most commonly used measure to assess 
individuals´ experiences of current close relations are self-report 
questionnaires in various different forms (Strand & Ståhl, 2008). From 
such research, several classifications of adult attachment have been 
developed and are still in use. However, in 1991 Bartholomew and 
Horowitz presented a model of attachment patterns in adults that has 
been widely recognized in the literature. Based on Ainsworth´s basic 
attachment categories in children, Bartholomew and Horowitz described
four (one secure and three insecure) adult attachment styles based. The 
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Secure attachment style involves an inherently positive view of self and 
others and comfort with close relations. The preoccupied style is 
characterized by pre-occupation with relationships and feelings of 
dependence. The dismissive style is characterized by excessive 
independence and a dismissive attitude towards relationships. The 
fearful style is characterized by intimacy fears and a reluctance to depend 
on others. Bartholomew and Horowitz (1991) argued that the two latter 
patterns are types of Avoidance while the pre-occupied style is related to 
Anxiety. Most researchers today agree that the attachment system varies 
along these two distinct dimensions of Avoidance and Anxiety (Burnette
et al., 2009).

Attachment Anxiety and Avoidance
Attachment processes are activated mainly by relational conflicts and 
situations that are associated with maintaining close bonds, needing to 
trust others, danger, loss and managing responses to stress (Maunder & 
Hunter, 2009). In times of threats to the relationship the Avoidance 
dimension influences the strategies individuals use to regulate their 
attachment needs, whereas the Anxiety dimension predicts the affective
processes. In social interactions then, the two dimensions manifest
themselves differently. When experiencing an attachment threat, 
Avoidant individuals seek psychological and even physical distance, 
downplay or devalue the worth of the relationship and derogate the 
partner (Burnette et al., 2009). They also tend to expect unresponsiveness 
of partners to their attachment needs such as support and consolation. 
Anxiously attached individuals, on the other hand, have difficulties
regulating their emotions. They become preoccupied with uncertainty 
about whether they are cared for, tend to amplify the negative 
consequences of relationship difficulties and often ruminate excessively
(Burnette et al., 2009). Persons with an anxious attachment also often 
have the expectation of being perceived by partners as unacceptable or 
unlovable (Conradi & Jonge, 2009). A common factor for both 
dimensions of attachment patterns is that the insecure attachment 
cognitions can distort understanding and evaluation of social relations. 
This may result in difficulties maintaining satisfying relationships, 
leading to an impaired social support system which may contribute to 
the development of psychopathology. Especially in times of distress 
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when comfort and support is needed, such as during depressive 
episodes, dysfunctional attachment may become problematic due to the 
persons inability to seek out support from others (Conradi & Jonge, 
2009).

Major Depression

Definition and prevalence 
Depression is a mood disorder that is defined as a lasting condition 
which creates difficulties in everyday life, both socially and 
professionally for the individual (Egidius, 2005). The disorder is 
widespread. It has been estimated that 121 million people are suffering 
from depression and that 9.5 % of women and 5.8% of men every year 
will experience a depressive episode (Olsson & Söderberg, 2006). 
According to Blatt (2004), a depression can be a normal response to a 
stressful life event but can classify as a disorder if the condition becomes 
severe and persisting. Depression is usually diagnosed according to the 
Diagnostic and Statistical Manual of Mental Disorder (DSM-IV), 
although this approach is receiving growing concerns regarding its 
validity and clinical utility due to its categorical nature (e.g., Luyten et
al., 2006; Reis & Granyer, 2002). However, the DSM-IV has provided 
both researchers and clinicians with a common language in regards to 
depression and has also facilitated a wide range of research that has 
addressed the pathophysiology of this disorder (Luyten et al., 2006). 
According to DSM-IV at least five of the following nine symptoms need
to be present for at least two weeks, in order for the individual to fulfill
the criteria’s for Major Depression; a depressed mood, reduced interest
in activities that used to be enjoyed, sleep disturbances, loss of energy, 
difficulty concentrating or making decisions, increased or reduced 
appetite, suicidal thoughts or intentions, feelings of uselessness or 
inadequate feelings of guilt and psychomotorical agitation or inhibition. 
From these nine criteria, a depressed mood and/or a lack of interest must 
be fulfilled and be causing a negative change in how the individual has 
functioned earlier (Allen, 2008).
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Factors influencing depression
The view of depression, both clinically and in research has gone through
a fundamental change over the last decades. Once considered to be a 
relatively benign disorder with a good prognosis, even left untreated,
depression is now increasingly being considered a highly prevalent, 
recurrent and chronic disorder in a large number of patients. Depression 
has also been found more difficult to treat than once assumed (Luyten, et
al., 2006). According to the WHO only 30 % of people affected receive 
appropriate treatment (www.searo.who.int, April, 21, 2009). The reason 
behind this difficulty to treat depression may be related to the a-
etiological descriptive DSM-IV approach to depression and treatment 
guidelines that rely on the DSM-IV approach. As an alternative, findings 
from various fields show that a more dynamic approach may be better 
suited in order to better understand the causes of depression. For 
example, it has been suggested that early life stress (e.g., abuse, neglect) 
plays an important role in the etiology of depression and may be 
associated with neurobiologically different subtypes of depression. In 
addition, dysfunctional parental styles have been associated with
depression, as well as personality dimensions such as neuroticism and 
extroversion. Deterioration in interpersonal relationships and 
personality mutually influence each other and also increases the risk for 
depression as well as demographic characteristics such as age and 
gender. Furthermore, the experience and expression of depression is 
influenced by developmental and cultural factors (Luyten et al., 2006). 
This complexity points to the need to move away from the view of 
depression as a static disease. 

The sub-types of depression
In addition to the increasing multidimensional view of depression, some 
researchers have divided the disorder into different sub-types depending 
on theoretical standpoint (see Reis & Granyer, 2002 for examples). One
division related to personality was put forward by Sidney Blatt (2004)
who has a psychoanalytic cognitive-developmental background. He 
argued that personality develops along two lines; the anaclitic line which 
involves the development of the capacity to establish mature, mutually 
satisfying interpersonal relationships, and the introjective line which 
involves the development of a consolidated, realistic, positive, 
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differentiated and integrated self-identity. Various forms of 
psychopathology, including depression, can occur when there is an 
overemphasis and exaggeration of one of these developmental lines and 
a defensive avoidance of the other (Blatt et al., 2001). Blatt (2004) argued
that it is the individual’s ability to resolve developmental crisis’s 
regarding closeness and independence that lay the foundation to the 
personality types that are more or less vulnerable to separations and 
personal shortcomings. The distinction between anaclitic and introjective 
personalities have been particularly useful in defining sub-types of 
depression due to the different early life experiences, depressive 
experiences, plus qualitative differences in mental representations of 
themselves and others that are present. Blatt and colleagues developed
the instrument Depressive Experiences Questionnaire (DEQ) in 1976,
and with the results from the DEQ the sub-types of depression were
conceptualized as anaclitic depression and introjective depression.

Anaclitic depression
According to Blatt (1995) the anaclitic (or dependent) sub-type is 
characterized by a strong focus on interpersonal concerns, intense 
neediness and fears of rejection. Feelings of loneliness, weakness and 
helplessness fuel maladaptive hypersensitivity to rejection by others 
which can exaggerate fears of abandonment. The depressive experience 
consists of disruptions in gratifying relationships where the child’s
relation with the caregiver was lacking quality due to absence, 
unpredictability, and exaggerated leniency (Blatt, Shahar & Zuroff, 2001). 
The dysphoric mood often present in the anaclitic depression and the 
strong feelings of being unloved and abandoned is according to Blatt 
(2004) related to this depressive experience. The unsatisfied need of 
being loved causes the anaclitic person to seek comfort and physical 
closeness in order to lessen the feelings of helplessness and weakness. 
However, the anaclitic person has difficulties delaying satisfaction due to 
the fear of never being satisfied which results in extreme neediness. The 
object that the person seeks satisfaction from can only give a temporary 
feeling of comfort but the anaclitic person cannot internalize the 
satisfaction and feel worthy of being loved. Due to the fear of 
abandonment, the subject is having trouble showing emotions that could 
push the need-satisfier away, such as anger. The most salient
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psychological defense to cope with conflict and stress is withdrawal, 
denial and repression (Blatt et al., 2001). The depressive symptoms are 
often somatic and can manifest themselves as eating disorders (Olofsson
& Söderberg, 2006).

Introjective depression
For Blatt (1995) the introjective (or self-critical) sub-type is characterized 
by harsh, constant and maladaptive self-scrutiny. Chronic low self-
worth, guilt and self-blame are attempted to be managed through the 
compulsive striving for achievement of often unrealistic goals which in 
turn perpetuates further failure experiences. Furthermore, whenever 
goals are achieved there are no feelings of satisfaction since the strive is 
about compensating for feelings of inadequacy. This negative circle leads 
to the dominant feeling of hopelessness. The depressive experience 
consists of disruptions of an effective and essentially positive sense of 
self where the childhood has been characterized by high demands
difficult to live up to and where failures have been met by punishment
(Blatt et al., 2001). The child-parent relation has often been ambivalent, 
demanding and hostile. As a result the child becomes pre-occupied by 
achievements, guilt, self-doubt and feelings and thoughts around 
seeking reconciliation and forgiveness for not living up to the demands
(Olofsson & Söderberg, 2006). The introjectively depressed person use 
counteractive defenses to cope with conflict and stress such as projection, 
rationalization, intellectualization and overcompensation. The 
introjectives are more concerned with establishing, protecting and 
maintaining a viable self-concept than they are about achieving 
interpersonal feelings of trust, warmth and affection. As a result, 
aggression, directed both towards the self and others, is a central 
difficulty in this depressive sub-type (Blatt et al., 2001).

Objectives

The objectives in the current study were to examine the associations 
between mentalization, self-rated attachment and the anaclitic and 
introjective sub-types of depression in patients with Major Depression. 
Previous research has found that a secure attachment pattern facilitates 
the mentalizing ability and that this can function as a protective 
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mechanism against psychopathology such as BPD. It was therefore of 
interest in the current study to investigate whether this protective 
function extends to depression as well. The aims were thus to study the 
connection between attachment and mentalization, to investigate the 
effect of mentalization on levels of depression and to take previous 
findings a step further by examining the possible connection between
specific attachment patterns (Anxious/Avoidant) and the anaclitic and 
introjective sub-types of depression. The DSRF interview was used as a 
measure of RF and since it has not been utilized before, the validity and 
reliability of this interview was also of interest in the study. 

Hypotheses

1. A secure attachment pattern correlates positively with high levels 
of reflective functioning.

2. There is a relation between reflective functioning and depression 
where high levels of reflective functioning correlates with low 
levels of depression.

3. An anxious attachment pattern correlates positively with anaclitic 
depression and an avoidant attachment pattern correlates 
positively with introjective depression. 

METHOD

Participants

A total of 20 patients took part in the current study. Ten of the 
participants were recruited from an open medical centre where they 
were listed as outpatients. Six of the participants were recruited from a 
private occupational health clinic were they were in treatment and four 
were previously known to the authors. All of the participants had been 
diagnosed with Major Depression by their counselors/therapists
according to the DSM-IV.  The sample included 14 women (70 %) and 6
men (30 %) who were between 24 and 63 years of age (M = 39 years, SD = 
11).  Seven of the patients had no previous depressive episodes, 11 of the 
patients had one or more previous episodes and two of the patients were 
unable to answer the question. Their educational level varied between 
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nine years of schooling up to university level. 60 % of the patients were
in a relationship. Exclusion criteria were a co-diagnosis of any Cluster A
or Cluster B disorders as well as ongoing psychosis or ongoing substance
abuse. This was assessed by the counselor/therapist responsible for the 
patient. 

Instruments

Three interviews were conducted; a background interview, the DSRF 
and ten selected questions regarding the patients´ major depressive 
episodes from the SCID-I clinical version. Three self-report 
questionnaires were also used; a modified version of Experiences in 
Close Relations (ECR), Depressive Experiences Questionnaire (DEQ) and 
Montgomery Åsberg Depression Rating Scale (MADRS). The rating and 
interpreting of the data was conducted by using the manuals for the 
different instruments and in the case of DSRF, the rating was conducted 
in collaboration with its developer (Falkenström). The statistics were 
analyzed and calculated with the use of SPSS version 17.0.

Depression Specific Reflective Functioning (DSRF; Falkenström, 2009)
The DSRF was used to assess the patients’ reflective functioning
regarding their depressive symptoms. The interview consists of three 
main questions and two follow-up questions which are presented in 
Table 1. 

Table 1 
Questions included in the DSRF interview
1. Why do you think you are depressed?

2. Have your ideas about why you are depressed changed over time?

3. Do you ever notice that you become more depressed by certain 
events, thoughts or feelings?

      If yes, what may this be?

      If yes, do you have any ideas about how these things might connect 
to your depression?
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The answers to the questions were thereafter transcribed according to 
the instructions for the AAI and scored according to the guidelines laid 
out in the RF manual (Fonagy et al., 1998). The RF scale is an 11-point 
scale which ranges from -1 (negative RF) to 9 (exceptional RF). RF is 
rated according to four different aspects; an awareness of the nature of 
mental states, an explicit effort to tease out mental states underlying 
behavior, recognizing developmental aspects of mental states and 
recognizing mental states in relation to the interviewer. Low RF might 
include characteristics such as the rejection of mental states, un-
integrated, bizarre or inappropriate awareness of mental states, distorted 
or self-serving understanding of mental states, naïve or simplistic 
awareness of mental states and overly-analytical or hyperactive usage of 
RF. An ordinary population is expected to be capable of mentalizing at a 
mean level of RF 5 and very low, as well as very high, scores are unusual 
(Fonagy et al., 1998).

Structural Clinical Interview for DSM-IV (SCID-I and SCID-II; First, Gibon, 
Spitzer, Williams & Benjamin, 1997)
SCID-I is a semi-structured interview questionnaire that is used as a tool 
to assign Axis-I diagnoses including Major Depression. Structured 
interviews have been developed to improve the diagnostic reliability by 
standardizing the assessment process. They are also used to enhance the 
diagnostic validity by facilitating the testing of DSM-IV criteria and 
systematically asks for symptoms that otherwise could be easily missed. 
In the current study, only the SCID-I module for establishing a current 
major depressive episode was used. This includes questions regarding 
the patients´ mood in the last two weeks, their interest in activities they 
have previously enjoyed, appetite, sleeping patterns, psychomotoric 
agitation or inhibition, energy levels, feelings of self-worth, ability to 
concentrate, and suicidal thoughts. The usual procedure after 
establishing that a patient is experiencing a major depressive episode is 
to judge what disorder this episode is part of (e.g., Major Depressive 
Disorder, Bipolar Disorder). However, this was not deemed important 
for objectives of the present study. To use selected modules from the 
SCID is common procedure when the patient´s anamnesis includes 
information about a specific diagnosis.
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Experiences in Close Relations (ECR; Brennan, Clark & Shaver, 1998)
The ECR is a 36-item self-report questionnaire which assesses attachment 
Anxiety and Avoidance. The measure consists of two subscales, anxiety 
about rejection and abandonment (e.g., “I worry about being 
abandoned”) and avoidance of intimacy (e.g., “Just when my partner 
starts to get close, I find myself pulling away”). Responses are assessed 
on a 7-point Likert scale, ranging from 1 = strongly disagree to 7 = strongly 
agree. Cronbach’s alpha for Anxiety was found to be .91 .94 for 
Avoidance (Burnette et al., 2009). The ECR is based on the assumption 
that attachment can be measured through two continuous dimensions. 
Brennan and colleagues (1998) developed the questionnaire by extracting
482 questions from a thorough literature search of previous attachment 
measure research that together defined 60 constructs. Through a factor 
analysis of the 60 constructs the researchers reached a two-factor 
solution that corresponded to the previously known dimensions Anxiety 
and Avoidance. The researchers then singled out 36 questions that had 
the highest correlation with the factors and ended up with two scales 
consisting of 18 questions in each. The ECR has since been revised to 
gain better reliability and a more precise measure of adult attachment. In 
the current study a version of the ECR that had been translated into 
Swedish language and modified to also suit persons who are not 
currently in a relationship was used. The modified version has only been 
used in smaller unpublished studies so far but a study regarding the 
questionnaire´s psychometric properties (Strand & Ståhl, 2008) showed 
that these properties were similar to those in the original version. The 
results also showed support for reliability and validity. 

Montgomery Åsberg Depression Rating Scale (MADRS; Montgomery & 
Åsberg, 1979)
MADRS is a self-report questionnaire that was developed from a larger 
battery of questions; the Comprehensive Psychopathological Rating 
Scale (CPRS). MADRS gives a measure of the level of depressive 
symptoms and consists of nine questions where each can be give a score 
between 0 and 6 with a maximum total score of 54. The questions focus
on; state of mood, feelings of worry, sleeping patterns, appetite, ability to 
concentrate, ability to take initiatives, emotional involvement, pessimism 
and zest for life. Scores between 0-11 indicates no or very light 
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depression, 12-19 indicates light depression, 20-39 indicates moderate 
depression and a high probability for Major Depression if the symptoms 
have lasted more than two weeks, 40-54 indicates severe depression 
where admittance to a psychiatric clinic should be considered depending 
on factors such as suicidal thoughts and support from close ones etc. 
MADRS should be viewed as a tool in the assessment of depression and 
needs to be valued together with other clinical variables (Montgomery & 
Åsberg, 1979). 

The Depressive Experiences Questionnaire (DEQ; Blatt et al., 1976)
The DEQ is a 66-item self-report questionnaire which assesses anaclitic 
and introjective dimensions of depression. Items reflect non-
symptomatic experiences commonly reported by individuals who are 
depressed. Responses are rated on a 7-point Likert scale, ranging from 
1 = strongly disagree to 7 = strongly agree. The DEQ yields three highly 
stable factors; self criticism (introjective depression), dependency 
(anaclitic depression) and the smaller factor efficacy. Several new ways 
of calculating the factor scores have been developed (e.g., Santor, Zuroff 
& Filding, 1997). In the current study, however, the factor scores were 
obtained by using the originally developed scoring analysis (Blatt et al., 
1976). Since efficacy is not a part of Blatt´s theory of depression, data for 
this factor were omitted in the current study. Cronbach´s alpha for self-
criticism (e.g. “I often feel guilty”; I often feel that I have disappointed 
others”) was found to be .80, .81 for dependency (e.g. “I often think 
about the danger of losing someone who is close to me”) and .90 for the 
whole scale (Blatt et al., 1982 in Reis & Granyer, 2002). The version of the 
DEQ used in the current study was previously translated by three 
Swedish psychologists independently. The translated version has been 
tested in a clinical study and the results showed a satisfying factor 
structure and concept validity (Olofsson & Söderberg, 2006).

Procedure

The participants recruited from the open medical centre and the private 
occupational health centres were first contacted via telephone by their 
counselor/therapist who informed them about the study and made an 
inquiry about their interest to participate. The patients who were 
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interested in participating were then sent a letter by the authors further 
explaining the aim and purpose of the study as well as the procedure 
and handling of the data. The patients were thereafter contacted via
telephone by the authors who again inquired about their interest to 
participate. The collection of data took place in private rooms at the
centers were the patients where listed. The participants previously 
known to the authors were interviewed and tested by the author who 
did not know them privately. The participants gave their informed 
consent to take part in the study and were also asked about their consent 
to use the material for educational purposes regarding RF ratings.
Ethical permission was obtained by the Ethical Committee at Linkoping 
University.

During the sessions, the participants were first interviewed and then 
asked to fill out the self-report questionnaires. The sessions lasted
between 30 minutes and 95 minutes. The interviews and questionnaires 
were coded to ensure confidentiality and the interviews were recorded 
with a handheld recording device. After completion of the data 
collection, the DSRF interviews were transcribed. A short review of the 
interview and the RF rating was given to one of the authors by 
Falkenström and thereafter the interviews were rated separately by 
Falkenström and the author. The score that Falkenström gave each 
interview was used as the final RF score. The reliability of the DSRF 
ratings was analyzed by the calculation of interjudge reliability. 

RESULTS

Descriptive statistics

       SCID-I. The results from the SCID-I interviews showed that all the 
participants in the study fulfilled the criteria of current Major Depressive 
episode (M = 6.76, SD = 1.39). Their diagnosis of Major Depression has 
thereby been confirmed and their data can be interpreted in the light of 
that diagnosis.

      MADRS. The results from MADRS showed that the levels of 
depressive symptoms varied from very mild to severe with the majority 
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experiencing mild and moderate levels of symptoms (M = 24.85, SD = 
10.35). 

      DSRF. The scores from the DSRF interview varied between RF 1 and 
RF 6 with a mean value of 2.55 (SD = 1.43). This is lower than the general 
RF value expected in a non-clinical population (RF = 5) and the 
symptoms specific RF value Rudden et al. (2006) found using the PSRF 
interview; 4.43 (SD = .76). On the other hand, the value obtained in the 
current study was similar to that found by Fisher-Kern et al. (2008) 
where the mean general RF in patients with Major Depression was 2.3.

      ECR. The results from the ECR showed that the mean level of Anxiety 
was 4.08 (SD = 1.28) and the mean level of Avoidance was 3.01 (SD = 
1.07) calculated on the whole sample. In a sample of 22.000 non-clinical 
individuals, mean level of Anxiety was 3.64 (SD = 1.33) and of Avoidance 
2.93 (SD = 1.18) (van Ecke, 2007).  Mean Avoidance in the current study 
was similar to the non-clinical norm while mean Anxiety was 
significantly higher than the norm (t (1, 22000) = 1.52) p < .001). 

      DEQ. The mean value of DEQ dependency was found to be -.56 (SD = 
.42) and the mean value of DEQ self-criticism was .60 (SD = 1.01). Santor, 
Zuroff and Fielding (1997) found the mean value of dependency in a
sample of non-clinical women to be -.52 (SD = .79) and self-criticism to be 
.06 (SD = .96). The mean of the dependency factor in the current sample 
was similar to Santor et al.´s value, while the mean of the self-criticism 
factor was significantly higher in the current study (t (1, 170) = 4.58, p < 
.001).

The descriptive statistics of the measures used in the current study are 
displayed in Table 2 below.
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Table 2
Mean values and standard deviations of all measurements

M SD Range

SCID-I criteria

MADRS

DSRF

6.76

24.85

2.55

1.39

10.35

1.43

5-9

8-44

1-6

ECR anxiety 4.08 1.28
   

1.61-5.67

ECR 
avoidance

DEQ 
dependency

3.01

-.56

1.07

.42

1.28-4.89

-1.34-.26

DEQ self-
criticism

               .60                       1.01 -1.79-2.14

Correlations

The correlations for all variables, except the SCID-I criteria, were 
calculated using Pearson´s product-moment correlation coefficients. For 
the SCID-I criteria, Spearman´s rho (ρ) correlation coefficient was used. 
The results showed that;

 Contrary to what was anticipated, there were no significant negative 
correlations between the scores on ECR anxiety and DSRF (r = .36, n.s) or 
between ECR avoidance and DSRF (r = .12, n.s). The results do therefore 
not support a relation between secure attachment and high
mentalization ability. 
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 The results showed no significant negative correlations between DSRF 
and MADRS (r = -.18, n.s). However there was a significant negative 
correlation between DSRF and the SCID-I criteria (ρ = -.49, p < .05), 
suggesting that high mentalization ability correlates with lower levels of 
depression when the levels are observer rated and not self-reported. 

 The results revealed a significant correlation between ECR anxiety and
DEQ self-criticism (r = .60, p < .05) but not between ECR anxiety and 
DEQ dependency (r = .25, p > .05) which was in opposite to the 
expectation. There was also no correlation between ECR avoidance and 
DEQ self-criticism (r = -.01, n.s) or DEQ dependency (r = -.14, n.s). 

 There was a correlation approaching significance between the two 
depression measures MADRS and SCID-I (r = .42). This is a reasonable 
correlation which supports the validity of the depression ratings made 
by the authors. 

 The interjudge reliability in the DSRF interviews was found to be .83 as 
calculated with ICC (intra class correlation coefficient, two-way mixed, 
single measures). This figure was very similar to the one found by 
Rudden et al. (2006) regarding their PSRF interview who achieved a 
score of .86. This suggests that the newly developed DSRF interview can 
be reliably rated.

Regression analysis

Since it is likely that depression is caused by the interaction of multiple 
factors, the data was furthered explored further by using a multiple 
regression analysis. Because statistical power for multiple regression is 
very low with only 20 participants, the number of predictor variables
were reduced. The easiest way to do so was by reducing the two ECR 
variables to one by combining their mean values. The resulting variable 
was termed ECR insecurity.

The number of SCID-I criteria fulfilled was chosen as the dependent 
variable and DSRF, DEQ self-criticism, DEQ dependency and ECR 
insecurity were entered as independent variables in an ordinal 
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regression analysis (SPSS 17.0 ordinal regression function). The analysis 
(see Table 3) showed that the overall model was statistically significant, 
2 (4) = 21.2, p < .001, and the independent variables explained about two 
thirds of the variance in the dependent variable (Cox and Snell’s R2 = 
.65). DSRF, DEQ dependency and DEQ self-criticism contributed 
significantly to the model, but ECR insecurity did not. In other words, 
lower scores on DSRF and higher scores on DEQ dependency and self-
criticism predicted more severe depression as measured by the number 
of SCID-I criteria fulfilled.

Table 3
Ordinal regression analysis predicting depression severity measured by number 
of SCID-I criteria fulfilled.

Estimate Std. error Wald df p

DSRF -1.8 .6 9.7 1 .002

DEQ dep 4.5 1.6 8.0 1 .005

DEQ s-c 1.7 .7 5.1 1 .02

ECR 
insecurity

.1 .7 .0 1 .92

To test whether depression can also be explained when measured with 
MADRS, a linear multiple regression analysis was performed using the 
same predictor variables. However, when MADRS was entered as the 
dependent variable and the DSRF, the DEQ sub-scales and ECR 
insecurity as independent variables, the model was not statistically 
significant (p > .05). 

The results from the regression analysis are displayed in Figure 1.
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Figure 2
The relationship between levels of depression, mentalization, dependency and 
self-criticism.

DISCUSSION

Results discussion

Attachment patterns and depressive levels as measured by ECR and DSRF   
The results showed that the first hypothesis; “a secure attachment 
pattern correlates positively with high levels of reflective functioning”
was not supported. In other words, the assumption that persons with a 
secure attachment pattern (as measured by low levels of attachment 
Anxiety and attachment Avoidance on the ECR) would have a high 
reflective functioning was not supported by the results. This finding is in 
contrast with other studies that have supported such a correlation (e.g., 
Meins et al., 2001; Bouchard et al., 2008). However, in these studies the 
AAI has been used both as a measure of attachment and as a measure of 
reflective functioning. In this study a translated and modified version of 
the ECR was used. The ECR differs from the AAI since it firstly, is a self-
report questionnaire and secondly, has a different focus. The AAI aims to 
examine the mental representations adults have about their attachment 
experiences in childhood (Steele & Steele, 2008) while the ECR focus on 
attachment in adulthood (Fraley, Waller & Brennan, 2000). It is therefore 
possible that the differences in results from previous research are due to 
the instruments measuring different types of attachment. 

high levels 
of 

depression

high 
dependency

low 
mentalization

high self-
criticism
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Furthermore, the version of the ECR in the current study has not been 
used in published studies before and has therefore not been empirically 
researched. Although Strand and Ståhl´s (2008) examination of the 
psychometric properties of this ECR version showed good validity and 
reliability, the original ECR has been criticized for being less precise in
assessing low levels of attachment style avoidance and anxiety (Fraley et 
al., 2000). Low levels on these dimensions were in this study considered 
being indicative of a secure attachment pattern, and it is possible that 
this unstable reliability is present also in the current version of the ECR 
which may have affected the results. Moreover, in this study attachment 
patterns were examined in patients diagnosed with Major Depression
while most previous studies that have found correlations between secure 
attachment and RF have conducted their testing on non-clinical 
populations (Cawthorpe, West & Wilkes, 2004).

In addition, the RF measure in the current study was a symptom specific 
interview whereas previous studies have assessed general RF in 
depressed patients using the AAI. It is possible that the DSRF interview 
does not capture the person´s full mentalizing ability and is too narrow 
to be comparable with attachment. The RF scores in this study were also 
generally low (M = 2.55) as compared to the RF score that is expected for 
a non-clinical population (M = 5) and the number of participants were 
few (n = 20). It is therefore feasible to assume that the RF scores and the 
number of participants were too low to provide a statistically significant 
correlation with a secure attachment pattern.      

Reflective functioning and depressive levels as measured by DSRF, MADRS
and SCID-I
The results showed that the second hypothesis; “There is a relation 
between reflective functioning and depression where high levels of 
reflective functioning correlates with low levels of depression” was 
partly supported. In other words, an ability to mentalize about the 
depressive symptoms can be seen as a protective function which lessens 
depression severity. Contrary to what was anticipated, the significant 
correlation was not found between DSRF and MADRS but between 
DSRF and the SCID-I criteria. These results are similar to those found by 
Fisher-Kern et al. (2008) who also found a lower than average RF score in 
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patients diagnosed with Major Depression and no correlation between 
general RF and a self-report questionnaire of depression levels (Beck 
Depression Inventory). This indicates that the relation between 
mentalization and depression levels is only present when the severity is 
rated by an observer and not by the patient.   

Symptom specific RF has only previously been measured in patients 
with Panic Disorders. Rudden et al. (2006) assessed both general RF, 
using the AAI, and specific RF, using the PSRF, in these patients and 
found the symptom specific RF to be significantly lower that the general 
RF. Since general RF was not assessed in the current study, a comparison 
was instead made between our results and those found by Fisher Kern et 
al. (2008) where the mean level in depressed patients was 2.3. The mean 
level of depression specific RF in the current study was 2.55 which is 
only slightly higher. This indicates that the reflective functioning in 
patients with Panic Disorder regarding their symptoms is impaired but 
not their general reflective functioning. In the patients with Major 
Depression however, it seems as if both their general reflective 
functioning, as well as their symptom specific reflective functioning is 
impaired.  

These differences may be due to the nature of the different disorders.
Patients with Panic Disorders characteristically defend themselves 
against highly affectively charged and conflicted areas which can cause 
difficulties mentalizing about the conflicts associated with their 
symptoms, while having unimpaired awareness of other aspects of their 
mental states (Rudden et al., 2006). Patients with depression, on the other 
hand, characteristically experience lack of interest, motivation and 
concentration (Allen, 2008) which may cause difficulties mentalizing 
around internal emotional experiences, both in general and in connection 
with their symptom.  

Attachment patterns and depression sub-types as measured by ECR and DEQ
The third hypothesis; “an anxious attachment pattern correlates 
positively with anaclitic depression and an avoidant attachment pattern 
correlates positively with introjective depression” was not supported. On 
the contrary, the results showed a significant correlation between 
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anxious attachment and introjective depression and no further 
correlations between attachment and the depressive sub-types. This 
suggests that individuals who are anxiously attached in their adult 
relationships are more likely to experience introjective depressive 
symptoms than anaclitic depressive symptoms. This was in contrast to 
Reis and Granyer´s (2002) results, although they also found that both 
types of attachment patterns can provide a viable pathway to introjective 
depression. Reis and Granyer (2002) argued that this may be due to 
introjective depression being facilitated by a diverse set of psychological 
events rather than one particular set of experiences. They referred to 
Zuroff and Mongrain (1987) who found that, whereas anaclitic 
depression was associated specifically with experiences of perceived 
rejection, introjective depression was experienced in response to both 
rejection and failure experiences. Perhaps the division between the 
anaclitic and introjective sub-types is not that distinct. Although the 
results proved to be different to what was expected, they are intriguing 
and need further exploration. 

The variance in depressive levels as measured by SCID-I criteria and MADRS
The original thought with the paper was to conduct a correlational study 
and compare the three variables; depression, mentalization and 
attachment with each other. The selected questions from the SCID-I 
interview was only to be used to confirm the patients´ diagnosis. 
However, the interview proved to play an important role in the findings 
since the criteria correlated significantly with the DSRF, as opposed to 
MADRS, supporting the second hypothesis. This spiked an interest in 
the role observer rated depression levels play in depression and hence a 
regression analysis was made with SCID-I criteria as the dependent 
variable. This analysis showed significant results and provided a good 
understanding of the DSRF´s and the anaclitic (dependent) and 
introjective (self-critical) symptom´s role in depression. However, a 
limitation with the design of this model is the impossibility to know the 
direction of the causality between the variables. In the current model it 
was predicted that the psychological factors contribute to the depression. 
It would also be possible to argue that it is the depression disorder that 
causes the self-critical tendencies, an exaggerated dependency and 
impaired ability to think and reason around the symptoms. Furthermore, 
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although the regression analysis with the SCID-I criteria as dependent 
variable resulted in a statistically significant model, this result must be 
considered exploratory and interpreted with caution due to the low 
number of participants per predictor variable. Although the analysis was 
only explorative and contained some limitations, the results still indicate 
that these are findings that would be of interest to investigate further.

Method discussion

The sample 
The results in the study can also be discussed from a range of 
methodological aspects. One such aspect is the sample of depressed 
persons that was used. The participants were not screened for any co-
diagnoses by the authors. It can therefore not be ruled out that there may 
have been other factors, apart from the Major Depression diagnosis, that 
has had an effect on the results. Furthermore, the background interview 
revealed a great heterogeneity in the sample with regards to the number 
of depressive episodes experienced, the length of the current episode, the 
different types of therapeutic interventions involved and whether the 
patients were on medication or not. These factors, along with the low 
number of participant’s raises the question of how representative the 
sample was of persons with Major Depression. However, there are
similarities in the results of this study with the results of other studies
that support some representativeness. For example, Fisher-Kern et al.
(2008) who assessed general RF on the AAI in the same number of 
depressed patients found a mean level that was very similar to the one 
found in the current study. 

Another implication is the severity of the depression experienced by the
participants. The self-report questionnaire as well as the semi-structured 
interview showed that the majority of the participants experienced mild 
to moderate levels of depression. It is possible that more significant 
correlations would have been found if a larger number of the
participants had experienced severe levels of depression. One reason 
why most of the participants were only mildly to moderately depressed,
could be related to the type of clinics they were recruited from. All of the 
participants (apart from the one´s previously known to the authors) were 
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recruited from open medical centers where they were listed as 
outpatients. These clinics generally only treats patients with milder 
symptoms while patients with severe symptoms normally are treated in 
adult psychiatric wards. Several wards were contacted by the authors 
with the purpose of recruiting participants but this was not successful 
since the counselors/therapists were hesitant in asking their patients 
about their interest in participating. 

It is also of value to discuss the effect gender may have had on the 
results. 70 % of the sample consisted of women and only 30 % consisted 
of men. These differences were not taken into account when calculating 
the statistics which were based on the whole sample. Men and women
have however been found to show different patterns with regards to 
depression. For example, women are twice as likely to experience Major 
Depression during their lifetime as men. They also generally suffer more 
stressful life events than men and have a greater sensitivity to those life 
events than men do. Furthermore, there are gender differences in a 
number of risk factors such as hormones, socialization, coping style and 
cultural influences which leave women more vulnerable to depression, 
and which can cause longer and more severe depressive episodes
(Piccinelli & Wilkinson, 2000). It is therefore possible that these gender 
differences may have had an influence on depression severity but it was 
not controlled for in this study. 

Interestingly, Blatt and Luyten (2009) have argued that women tend to 
place greater emphasis on relatedness and therefore more often have an 
anaclitic (dependent) personality organization, while men tend to place 
greater emphasis on self-definition and therefore more often have an 
introjective (self-critical) personality organization. In the current sample,
the majority of the participants scored high on DEQ self-criticism 
although most of the participants were women, which would be
incongruent to Blatt and Luyten´s theory. Luyten et al. (2007) measured 
levels of dependency and self-criticism using the DEQ in two non-
clinical samples, a sample of patients with Major Depression and a 
sample with mixed psychiatric patients. They found higher levels of 
dependency in women and higher levels of self-criticism in men in the 
non-clinical sample, which would be in line with Blatt & Luyten´s (2009) 
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argument. However, in the sample of patients with Major Depression
and in the sample with mixed psychiatric patients, women had higher 
levels of self-criticism, whereas men had higher levels of dependency in 
the depressed sample. This pattern is similar to the findings in the 
current study. Luyten et al. (2007) argued that their results suggest that 
having gender-incongruent personality attributes, and particularly high 
self-criticism in women, might be associated with an increased risk for 
clinical depression and perhaps also for other disorders.    

The instruments
Other methodological aspects of importance to discuss are related to the 
instruments used in the study. The newly developed DSRF interview 
was chosen as a measurement of the patients´ RF. The DSRF is a much 
shorter interview than the AAI which puts less strain on the patients and 
is also easier to conduct since it is less time-consuming. Furthermore, it 
was assumed that if the DSRF showed good reliability and validity it 
would be an instrument that could be of greater use than the AAI, both 
in clinical settings and in research. Choi-Kain and Gunderson (2008) 
argued that the usefulness of the AAI is limited due to its costly and 
resource demanding nature. It takes time to learn the rating procedure, 
to conduct the interview and to transcribe and score the answers. As a 
result the AAI is not commonly used in clinics as a tool for assessing RF. 
In the current study Falkenström gave a short review of the DSRF 
interview and the rating procedure to one of the authors. The interviews 
were thereafter rated separately and compared. Since the interjudge 
reliability was excellent, it could be argued that this short review was 
sufficient, which increases the usefulness of the instrument. 

Another interest in the current study was to examine the attachment 
patterns in persons with Major Depression. Any correlations between the 
two variables were assumed to shed some light on the underlying causes 
of depression. To do this, a modified version of the ECR was used. This 
measurement was chosen, again, since it is less time-consuming than the 
AAI and also since it focuses on attachment patterns in adulthood which 
was assumed to be more relevant to the patient´s depression. The ECR 
was used in two ways, as a measure of secure attachment (low levels of 
anxiety and avoidance) and as a comparison with the anaclitic and 
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introjective depressive sub-types. Since there was no correlation found 
between a secure attachment pattern and high RF scores, and the ECR 
has been criticized for not reliably measuring low levels on the 
dimensions, it is possible that a different type of attachment instrument 
would have been a better choice to answer the first hypothesis.   

Conclusions and suggestions for future research

In spite of the weaknesses mentioned above, a number of important 
findings have been made in the study. Firstly, there was a significant 
correlation between mentalization and levels of depression. Fonagy and 
colleagues (2002) have argued that an impaired mentalizing ability is a 
contributing factor to the development of borderline personality 
disorder. Hence, the Mentalization Based Treatment (MBT) was 
developed which aims to improve the mentalization ability in borderline
patients in order to increase their psychological well-being (Bateman & 
Fonagy, 2004). However, the findings in the current study indicated that 
this argument also can be extended to patients with Major Depression
where an impaired mentalizing ability around depressive symptoms was 
found to have a connection with more severe depression. The results 
suggest that high mentalization ability can serve as a protective function 
against psychological disorders such as Major Depression and BPD, and 
that an impaired ability can possible trigger, or at least be involved in the 
same disorders. This raises the question of whether mentalization plays 
the same role in other psychological disorders. Fisher-Kern et al. (2008), 
for example, found a link between low RF scores and the schizoid 
spectrum of personality disorders. A suggestion for future research
would be to assess whether the mentalization ability is a common factor 
in an even wider range of psychological disorders. 

Secondly, it was found that the anxiously attached individuals, in this
sample of patients diagnosed with Major Depression, are more likely to 
experience introjective depressive symptoms than anaclitical depressive 
symptoms. There are several classifications of insecure attachment 
patterns in the literature and the findings in this study showed that 
anxious attachment specifically is an issue in this sample of depressed 
patients. The characteristics associated with an anxious attachment and 
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an introjective depression may pose some challenges in a treatment 
situation that may be of importance for the clinician to pay attention to
both when formulating and implementing a treatment plan. 

Thirdly, in addition to the correlation found between anxious attachment 
and the introjective sub-type of depression, the regression analysis 
showed that the anaclitic sub-type also plays an important role in 
depression. High scores on both DEQ dependency (anaclitic) and DEQ 
self-criticism (introjective) combined with low scores on DSRF predicted
more severe levels of depression as measured by the SCID-I criteria, with
65 % of the variance explained. This finding suggests that it therefore 
might be useful to utilize the instruments DSRF and DEQ in the 
assessment process of a depressed person. Taken together then, if the 
findings in the current study are validated in future research, it may be 
of importance to develop treatments which focuses on improving the 
mentalizing ability in depressed patients, similar to what Fonagy and 
Bateman has done with patients suffering from BPD. These treatments
may also benefit from taking into account the anxious attachment issue 
and contain an awareness of the characteristics of the introjective, as well 
as, the anaclitic sub-types of depression.

Some important findings in the study were related to the DSRF 
interview. Firstly, it showed excellent reliability as measured by ICC. 
Secondly, the RF scores were similar to those found for general RF in 
patients suffering from MDD (Fisher-Kern et al., 2008) which supports
the validity of the interview. Since Rudden et al. (2006) argued that it is 
possible for patients with Panic Disorder to have unimpaired general 
mentalizing ability while having an impaired ability to mentalize around 
their specific symptoms, it would be interesting to more deeply assess 
whether this theory holds for Major Depression as well. The comparison 
between depression specific RF in the current study and general RF 
(Fisher-Kern, et al., 2008) suggested that this was not the case, and that 
patients suffering from MDD have an impaired ability to mentalize both 
generally and around their specific symptoms. However, this 
comparison was made between two different samples that differed 
greatly in depression severity. The patients in Fisher-Kerns et al.´s
sample was severely depressed whereas the majority of the participants 
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in the current study were only mildly to moderately depressed. 
Furthermore, the sample in the current study was of mixed genders 
whereas Fisher-Kern et al.´s sample consisted of only women. To 
compare depression specific RF with general RF on the AAI in the same 
sample of depressed patients is a suggestion for future research. Also, 
more empirical research using the DSRF is needed in order to 
conclusively be able to argue that the DSRF in a satisfying way captures 
the persons’ ability or inability to reflect around inner mental states 
related to their depression. 
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