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Abstract

This study examined the severity of unresolved attachment underlying adolescent identity diffusion. Our sample consisted of 180 inpatient
adolescents aged 14 to 18 years (77% female, Mage= 15.13, SD= 1.35; 23% male, Mage= 14.85, SD= 1.41) and 84 age-matched non-clinical
adolescents (52% female, Mage= 16.14, SD= 1.21; 48% males, Mage= 15.98, SD= 1.07). We used the Adult Attachment Projective Picture
System (AAP) interview to assess attachment representations and the Assessment of Identity Development in Adolescence (AIDA)
questionnaire to evaluate the severity of identity diffusion. Our results demonstrate a higher amount of unresolved attachment and identity
diffusion in the patient sample than in the control sample. Furthermore, patients with an unresolved attachment status scored higher on
identity diffusion than those with no unresolved attachment pattern. Interestingly, this was not found in the control group. Furthermore,
patients with a greater severity of unresolved attachment showed the highest maladaptive identity development scores. Psychotherapeutic
interventions integrating attachment-related aspects might be useful to treat young people with identity diffusion.
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Introduction

Levels of personality functioning are considered as the entry
criterion for the DSM 5 Alternative Model for Personality
Disorders (American Psychiatric Association, 2013) and ICD-11
diagnosis of personality disorders (World Heath Organization,
2022). The concept of identity and identity diffusion became one of
the main defining features of personality pathology and plays a key
role in assessing and detecting personality disorders (PD),
particularly in younger age groups (Goth et al., 2012; Sharp &
Wall, 2021).

Adolescence is a crucial time for the development of a well-
functioning identity (Bersonsky, 2011). During this developmental
stage, individuals experience a considerable amount of identity
changes that challenge a successful identity integration. Some
theorists proposed that teenagers are faced with a crisis between
identity integration and identity diffusion. An integrated identity is
considered a hallmark feature of a healthy identity and is defined as
a subjective sense of sameness and continuity across time and
context (Syed & McLean, 2016). Individuals with an integrated
identity demonstrate the capacity to experience feelings of
wellbeing and personal meaning and they can establish satisfying
social relationships (Bersonsky, 2011). Several studies demon-
strated that an integrated identity is associated with mental health,
less internalizing and externalizing symptoms, better social
relationships and overall functioning (Penner et al., 2019). If an
identity crisis during adolescence cannot be resolved, it leads to

identity diffusion. Individuals with identity diffusion experience a
painful incoherence and they feel unable to define themselves and
to commit to values, life goals and relationships (Goth et al., 2012).
Identity diffusion in young people is related to higher psycho-
logical symptoms, particularly in regard to personality pathology
(Lind et al., 2019).

The mechanisms underlying identity diffusion in adolescents
have received increasing attention in recent years. The quality of
attachment relationships might play a key role for a successful
identity integration in adolescents. The process of identity
formation in adolescence takes place when the parent-teen
relationship is also undergoing several major changes. Young
people start to self-sufficiently deal with challenges of their daily
life and parents are in need to adjust to their children’s increasing
adult maturity and encourage their autonomy strivings (Gander
et al., 2017). As a result, the parent-teen relationship becomes less
hierarchical and more egalitarian (Ávila et al., 2012; Matos et al.,
1999). Secure attachment representations that are characterized by
parental affective support, encouragement and sensitive avail-
ability provide a fertile ground for a healthy identity development
(Ávila et al., 2012; Allen, 2008). Insecure attachment is linked to
higher levels of identity diffusion (Buchheim & Diamond, 2018;
Luyten et al., 2020; Matos et al., 1999).

In particular, attachment trauma might adversely influence
identity development. Findings from an emerging body of research
suggest a link between subjectively reported childhood trauma and
maladaptive identity development. Adolescents who experienced
maltreatment (Hecht et al., 2014), sexual abuse (Bailey et al., 2007),
domestic violence (Idemudia & Makhubela, 2011) and physical
neglect (Crick et al., 2005) demonstrated more identity problems
than those who did not report these traumatic childhood events.
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Furthermore, a recently published study by Penner et al. (2019)
found that the self-reported combinedmaltreatment exposure, and
in particular emotional abuse and neglect as well as physical
neglect, represent important risk factors for identity diffusion in
adolescent psychiatric inpatients.

As not all individuals develop severe identity diffusion after
experiencing a traumatic childhood event, childhood maltreat-
ment is often considered a nonspecific risk factor (Gander et al.,
2020; Paris et al., 2014). It might be hypothesized that it is not the
experience of a traumatic childhood event per se but rather the
quality of attachment that impacts identity development during
adolescence. In this regard, Luyten et al. (2020) proposed that the
disorganized/unresolved attachment status might be of particular
importance for intrapersonal functioning in young people. This
attachment pattern is associated with experiences of threatened
abandonment or potential danger from a caregiver (George &
West, 2011). In unresolved individuals the core aspect of their
trauma is not the frightening or frightened attachment figure per se
but their experience of their caregiver’s failure to sooth their
hyperarousal and help them to restore safety when facing the
traumatic event. This results in dysregulation and fear when
confronted with a severe threat (i.e. separation, loss, solitude or
danger). Following a traumatic event, these individuals feel
desperately alone, helpless and caught in the situation (Gander
et al., 2018; Zilberstein, 2014) as the contradictory behavior of their
attachment figures can be frightening, confusing and distressing.
These experiences lay out the foundation for attachment patterns
that are characterized by a lack of resolution of loss and trauma
(Bowlby, 1969; George &West, 2011). In adolescence, they tend to
develop negative expectations regarding their self and their future,
they suffer from self-blame, experience feelings of detachment and
major disruptions in their social relationships and they demon-
strate a diminished interest in activities (Penner et al., 2019; Scott
et al., 2014). These adverse consequences of attachment trauma
might also be related to a maladaptive identity development
(Penner et al., 2019).

Research in patients with borderline personality disorders
(BPD) provides some evidence for this relationship (BPD,
(Buchheim & Diamond, 2018; Ibrahim et al., 2018; Luyten et al.,
2020). BPD is often referred to as the most prototypical disorder in
terms of identity diffusion as these individuals manifest sudden
and dramatic changes of their self-concept, their personal values,
career plans and life goals (Lind et al., 2019). Even though studies
on identity diffusion in younger populations with a diagnosed BPD
are still scarce, findings indicate severe identity disturbance (i.e.
role absorption, lack of normative commitment) in adolescents
with borderline features (Lind et al., 2019; Westen et al., 2011).
Concerning attachment, studies in adults demonstrated that the
unresolved attachment status predominates in patients with BPD,
particularly regarding the lack of resolution of sexual and physical
abuse (Buchheim & Diamond, 2018), suggesting that this
attachment pattern represents a core feature to understand their
intra- and interpersonal impairments.

Despite these theoretical links between attachment and identity
diffusion in adolescents, no study to date has explored the severity
of unresolved attachment and identity diffusion in adolescents
with and without mental disorders. Recent studies have
contributed to broaden the etiological models by exploring the
underpinnings of unresolved attachment in adolescent psychiatry
(Gander et al., 2020, 2021; Lenhart et al., 2022). However,
attachment-related aspects in adolescents with identity diffusion

have not been addressed so far. In this regard, the Adult
Attachment Projective Picture System (AAP, (George & West,
2012)) is a viable tool to assess the four attachment groups (secure
(F), insecure-dismissing (Ds), insecure-preoccupied (E) and
unresolved (U)) in adolescence that can be further classified into
a resolved group (F, Ds, E) and an unresolved group (U). This
attachment interview allows to reveal traumatic attachment-
related material of danger and fear and was used in clinical
adolescent patients (Gander et al., 2018, 2020; George & Buchheim,
2014). Since identity diffusion is often discussed in the context of
attachment-related trauma, this approach might be useful to
deepen our understanding of this phenomenon in the field of
adolescent psychopathology.

The following research hypotheses will be addressed in our
study: To provide information about the severity of identity
diffusion in our two samples, we calculate differences on identity
diffusion in patients and controls. (1) Consistent with previous
research studies we expect to find a higher rate of identity
diffusion in adolescents with mental disorders compared to a
non-clinical adolescent sample. Furthermore, studies on identity
diffusion in adolescents with a diagnosed PD are still under-
represented in the literature. Therefore, we examine whether
patients with a PD show higher levels of identity diffusion than
patients with no PD. (2) We suppose that adolescent inpatients
with PD will score higher on identity diffusion than those with
other mental disorders. (3) We assume that more adolescents
with identity diffusion will be classified with an unresolved
attachment status compared to those with no identity diffusion.
In this context, we will focus on the two subgroups and assume
that patients with an unresolved attachment status will show
higher scores on identity diffusion than those with a resolved
attachment pattern (4) as BPD is associated with high levels of
identity diffusion and unresolved attachment in adults, we expect
that patients with severe identity diffusion show a greater severity
of unresolved attachment in their attachment narratives,
particularly in scenes depicting interpersonal situations.

Materials and methods

Participants

Our clinical sample initially consisted of 195 inpatients that were
recruited at the Department of Child and Adolescent Psychiatry at
the Medical University of Innsbruck. The population-based sample
of 84 adolescents from different parts of Austria and Germany were
recruited by sending e-mails via mailing list and by distributing
flyers in front of schools. Recruitment of the clinical and control
sample took place between 2016 and 2020. They were all aged
between 14 and 18 years. We excluded patients and controls with an
intelligence score <85 in the Hamburg Wechsler Intelligence Scale
(Petermann, 2008) (N= 4), insufficient knowledge of the German
language (N= 5) and incomplete psychological tests (N= 6). Our
final sample consisted of 180 adolescent inpatients (144 females,
Mage= 15.08, SD= 1.38; 36 males, Mage= 14.92, SD= 1.32) and a
control sample of 84 adolescents (44 females, Mage= 16.14,
SD= 1.21; 40 males, Mage= 15.98, SD= 1.07). The current study
received ethical approval by the ethics committee of the Medical
University of Innsbruck (No. 1120/2019). It was carried out
according to the declaration of Helsinki. We received written
informed consent from all participants and their parents/legal
guardians before the participation in the study.
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Measures

Mental disorders
Mental disorders were diagnosed using the Structured Clinical
Interview for DSM-IV (SCID I, (Wittchen et al., 1997) and SCID II
(Fydrich et al., 1997)), a semi-structured clinical interview that
allows assessing the following disorders: psychotic disorders,
affective disorders, anxiety disorders, somatoform disorders,
eating disorders, personality disorders, adjustment disorders and
substance-related disorders. The duration of the interview is
between one and two hours depending on the severity of
psychopathology of the interviewee. The SCID interview was
administered successfully in adolescents with mental disorders
(Wittchen et al., 1997) and shows satisfying validity and reliability
data for all DSM diagnoses with Kappa values above 0.70 (Zanarini
et al., 2000). Furthermore, cross-epidemiologic research demon-
strated good reliability and validity data in non-English-speaking
populations (First et al., 1997). In the present study, trained clinical
psychologists conducted the interview at the clinic.

Attachment interview
We used the Adult Attachment Projective Picture System (AAP,
(George & West, 2012)) to classify the four attachment patterns
(secure (F), insecure-dismissing (Ds), insecure-preoccupied (E)
and unresolved (U)). This semi-structured interview consists of a
set of picture stimuli that represent attachment-related scenes (i.e.
death, solitude, separation, illness and fear (Bowlby, 1969). The
interviewer asks the following standardized questions for each
picture stimuli:What led up to that scene? What are the characters
thinking or feeling? What might happen next (George & West,
2012)? Secure attachment is characterized by narratives that
include mutual enjoyment in relationships and thoughtful self-
exploration. Narratives of insecure-dismissing individuals show a
lot of authoritarian orientation, deactivation and normalization to
emphasize distance in relationships. Stories of insecure-preoccu-
pied individuals contain many insecurities (i.e. different storylines)
and negative emotions like anger or guilt. Individuals with an
unresolved attachment pattern demonstrate fearful and traumatic
elements in their stories (see below) that cannot be resolved by self-
protection or seeking/receiving help from a caregiver. The AAP
allows a four-group classification (F, Ds, E and U) and a two-group
classification (resolved attachment patterns: F, Ds and E vs.
unresolved attachment pattern: U). In several international studies,
the AAP has demonstrated to be a reliable and valid tool to assess
attachment representations in adult and adolescent samples
(Gander et al., 2017; George & Buchheim, 2014; George & West,
2012). Furthermore, this instrument shows a high convergent
validity with the Adult Attachment Interview (AAI (Buchheim
et al., 2018; Gander et al., 2022)). A recently developed construct-
based coding dimension allows to score the severity of attachment-
related traumatic material in the attachment narratives. Based on
this new coding procedure, raters count the occurrence of the
following segregated systemmarkers according to the AAPmanual
in the individual narratives (Buchheim et al., 2008; Gander et al.,
2021; Gander, Sevecke et al., 2018): (1) isolation/emptiness, (2)
danger/failed protection, (3) helplessness/desperation, (4) dis-
turbing content (i.e. creepy content), (5) unlicensed thoughts of
fear or threat, (6) constriction (i.e. the interviewee is blocked from
completing the story because of overwhelming traumatic
experiences). These markers indicate unresolved attachment-
related threat or fear. Their occurrence in the individual storyline is
added up to a sum score for all picture stimuli (ranging from 0 to 6

for the total interview, 0 to 4 for alone pictures and 0 to 3 for dyadic
pictures). This scale is considered a continuum with higher values
indicating a higher amount of unresolved attachment-related
material in the narratives. In this regard, patients with a resolved
attachment classification (F, Ds, E) do not have a score>0.
According to the coding procedure of the AAP (George & West,
2011) a case is judged unresolved when one ormore stories contain
threatening themes that are designated as unresolved. However, if
all stories of the AAP show attachment-related threat or fear that is
resolved, the narrative cannot be classified as unresolved.

Furthermore, the AAP coding distinguishes between alone
pictures that depict themes of loneliness and dyadic pictures that
portray characters in relationships (George & West, 2012). This
new coding approach has been used in previous clinical studies to
explore the underpinnings of unresolved attachment in adult
(Bernheim et al., 2022; Buchheim et al., 2008) and adolescent
patient samples (Gander et al., 2020, 2021; Gander, Sevecke, et al.,
2018). The attachment interviews were audiotaped, transcribed
and rated by a certified AAP judge. In line with other narrative-
based attachment studies, two independent reliable AAP judges
rated a part of our interviews (N= 120, 45%). Inter-rater reliability
analysis revealed a kappa for the four-group classification of 96%,
κ= .943 with a narrow 95% confidence interval [0.894, 0.992],
p< .001. Concordance rate demonstrates an agreement in as many
as 116 out of N = 120 cases. Disagreement between the judges was
resolved by conference.

Identity diffusion
We used the Assessment of Identity Development in Adolescence
(AIDA, (Goth et al., 2012) questionnaire to assess identity on a
dimension from identity integration to identity diffusion in
adolescent age groups. This 53-item self-report questionnaire
consists of the following subscales: (1) Continuity refers to an
individual’s experience of emotional self-sameness (i.e. a stability of
roles, relationships, goals etc.), belonging, affiliation and stability
over time, (2) Coherence refers to the level of consistency in self-
images, autonomy and ego-strength (Goth et al., 2012). On a 5-point
Likert-scale individuals evaluate themselves (0 – no, I strongly
disagree to 4 – yes, I strongly agree). Items can be summed for a total
score with higher scores indicating a higher level of identity
diffusion. The AIDA questionnaire demonstrated good reliability
and validity in clinical and non-clinical German- and English-
speaking adolescent samples (Goth et al., 2012; Lind et al., 2019;
Penner et al., 2019) with good internal consistency (Cronebach’s
alpha= 0.95) (Lind et al., 2019; Penner et al., 2019), excellent
criterion validity (effect sizes d ranging from 1.04 to 2.56 standard
deviations to discriminate patients from non-clinical adolescents),
and satisfactory discriminant and convergent validity with
covariations of personality development (Goth et al., 2012).

Data analysis

We used IBM SPSS statistical software for Windows to compute
our statistical analyses. First, we calculated sociodemographic and
attachment group differences for patients and controls using
Pearson’s Chi-square tests. For comparison of AIDA subscale
scores independent-samples t-test were used to analyze differences
between patients and controls on identity diffusion, incoherence
and discontinuity. Shapiro-Wilk tests revealed no violation of the
normality assumption of the parametric tests (t-tests, ANOVAS)
for continuous data. For diagnostic subgroup comparisons, we
conducted a one-way analysis of variance. Post hoc comparisons
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were performed using the Tukey Honest Significant Differences
test (HSD) adjusted for multiple testing to reduce the chance of a
type-I error. The HSD test compares the difference between each
pair of means with appropriate adjustment for the multiple testing.
Next, we calculated differences on AIDA subscales using two-way
ANOVAType III with the factors PD group andAAP group for the
four-group attachment classifications (F, Ds, E and U) and its
interaction term (PD * AAP) controlled by age and gender as
covariates assuming normal distribution of data. To account for
low sample sizes in the subgroups, bootstrapped confidence
intervals for means and standard deviations were calculated with
simple sampling using a number of N = 1000, and CI level set at
95.0%. The Levene’s F tests showed that the homogeneity of
variance assumption was not met (p≤ .001). To address unequal
variances, additional two-way ANOVAs were performed using the
rank-transformation of the data values. This rank-transformation
procedure can be used to determine whether the ranks differ from
group to group (Conover & Iman (1981). In addition, we
conducted one-way ANOVA with attachment pattern groups as
factor and the Games-Howell post hoc procedure for unequal
variances to determine which attachment groups differed
significantly on AIDA subscales scores.

Due to the low number of secure individuals in the clinical
sample and our particular interest in the unresolved attachment
pattern, we continued our analyses using the two-group
classification (resolved group: F, Ds, E vs. unresolved group: U).
We performed these analyses by using independent sample t-tests.
Significance levels were set at α = 0.05 for our statistical analyses.
To allow a better evaluation of our findings, we calculated effect
sizes by using Cohen’s conventions (small effect d= .2, medium
effect d= .5, large effect d = .8).

Results

Characteristics of the study sample

Our patient sample was significantly younger, t(262)= 5.912, p< .001,
d= 0.81, and there were significantly more females compared to the
non-clinical sample, (patient group: boys/girls, 144/36 vs. control
group: boys/girls, 44/40), (χ2 (1, n= 264)= 21.311, p< .001,
Φ=−0.284. Further sociodemographic characteristics of our sample
are presented in Table 1.

We assigned our patient sample to ICD-10 diagnoses based on
the SCID-I and II interview: mental and behavioral disorders due to
psychoactive substance use (F1, N= 3), mood disorders (F3,
N= 45), anxiety, dissociative, stress-related and somatoformmental
disorders (F4, N= 23), eating disorders (F5, N= 44), personality
disorders (F6,N= 39) and behavioral and emotional disorders with
onset occurring in childhood and adolescence (F 9, N= 26).

The majority of our sample with a diagnosed PD fulfilled the
criteria for at least one comorbid axis I disorder and only two patients
received no comorbid axis I disorder. In patients with a classified PD,
80% (N= 31) had one PD and 20% (N= 8) fulfilled the criteria for
two or more PD. Distributions of PD categories in the total clinical
sample (N= 180) were as follows: 13.9% (N= 23) avoidant, 2.4%
obsessive-compulsive (N= 4), 1.8% paranoid (N= 3), 0.6% histrionic
(N= 1), 5.4% borderline (N= 9) and 3.6% antisocial (N= 6).

Identity diffusion among patients and controls

Patients demonstrated significantly higher scores on discontinuity,
t(262) = 10.041, p≤ .001, d= 1.4 and incoherence, t(262) = 7.082,
p≤ .001, d= 0.99, indicating a more disturbed identity in these

dimensions compared to the control group. Furthermore, patients
showed a higher sum score on the identity diffusion scale,
t(262) = 8.795, p≤ .001, d= 1.23 (see Table 2).

Among the patient sample, analysis of variance demonstrated a
main effect of ICD-10 diagnoses on identity diffusion, F(5,
174)= 7.071, p≤ .001, ηp2= .169. Post hoc analysis using Tukey’s
HSD test adjusted for multiple testing indicated that patients with
PD (F6) demonstrated higher scores on identity diffusion,
incoherence and discontinuity than patients with eating disorders
(F5, p≤ .001). Patients with PD (F6) had also higher scores on
identity diffusion and discontinuity than patients with behavioral
and emotional disorders with onset occurring in childhood and
adolescence (F9, p≤ .001), but they did not differ from the other
ICD-10 subgroups (F1, F3, F4) (see Table 3).

Unresolved attachment and identity diffusion

Distributions of the four attachment patterns (F, Ds, E and U)
differed significantly between controls and patients. As expected,
our results demonstrate a lower prevalence of the unresolved
attachment pattern in the control group compared to the clinical
group, χ2 (3, n= 264)= 76.401, p≤ .001, Φ= .538 (Table 4).

Two-way ANOVA with factors PD group and AAP group
controlled for age and gender found significantly higher scores on
discontinuity, incoherence and identity diffusion between patients
and controls (Table 5). We found no significant differences on the
AIDA subscales for the four attachment groups and no significant
differences for the interaction between PD by attachment pattern
groups.

Furthermore, to account for unequal variances parametric two-
way ANOVA using rank-transformation of AIDA subscales
showed again significantly higher identity diffusion, incoherence
and discontinuity scores for patients compared to controls
(p< .001). Between attachment pattern groups, a trend showed
towards significant results for identity diffusion (p-value 0.05007),
discontinuity (0.06835), and incoherence (0.06093), which might
be due to the low statistical power in the small groups. Table 5
shows no significant differences in identity diffusion, incoherence
and discontinuity scores for the four attachment pattern groups
when considered within the clinical group, and when compared
within the control group (PD*AAP).

Considering attachment pattern groups only, one-way
ANOVA not controlled for age and gender, Games-Howell post
hoc analysis revealed significant differences for the three AIDA
subscales between secure, insecure and unresolved attachment
groups. In particular, the mean score for identity diffusion
increased from secure to insecure attachment patterns (Ds: 29.72,
95%CI [13.175, 46.256]; E: 23.14, 95% CI[2.175, 44.102]) and from
the two insecure groups to the unresolved group (Ds: 18.83, 95%CI
[2.169, 35.496], E: 25.41, 95% CI[4.328, 46.491]). Interestingly, the
two insecure groups (Ds, E), did not differ on the AIDA subscales.

Due to the low number of secure individuals in the clinical
sample and our particular interest in unresolved attachment, we
used the two-group classification (resolved group: F, Ds, E vs.
unresolved group: U) for further analyses.

We found a higher prevalence of unresolved attachment patterns
in the patient group compared to the control group (48.3%, N= 87
vs. 11.9%,N= 10), χ2 (1, n= 264)= 32.700, p≤ .001,Φ= .452. Our
results show that patients with an unresolved attachment reported
significantly higher scores on identity diffusion, t(178)= 2.203,
p= .029, d= .33, incoherence, t(178)= 2.179, p= .031, d= 0.33,
and discontinuity, t(178)= 1.986, p= .049, d= 0.30, than patients
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with a resolved attachment pattern. Interestingly, these differences
between the resolved and the unresolved attachment groups could
not be found in the control sample. Means and standard deviations
for the three AIDA subscales for patients and controls are listed in
Table 6.

Concerning the severity of unresolved attachment, patients
with severe identity diffusion (N= 87, AIDA total score>149)
demonstrated a higher amount of traumatizing attachment-related
material in their interviews (M= 1.11, SD= 1.41) compared to
those with no identity diffusion (N = 97, M= .67, SD= .88),

t(178) = 2.422, p= .016, d= 0.38. Furthermore, patients with
identity diffusion had more traumatic material in their story
responses to pictures portraying elements of mutual enjoyment
(i.e. adult-adult dyadic pictures) and caregiving relationships (i.e.
adult-child dyadic pictures) (M= .40, SD= .75) compared to the
other group (M= .12, SD= .32), t(178) = 3.166, p= .002, d= 0.49.

Discussion

The overall goal of the present study was to provide first data on the
severity of unresolved attachment and identity diffusion in
adolescent age groups. Two main findings emerged from the
present study. First, adolescents with identity diffusion were more
often classified with an unresolved attachment pattern compared
to those with no identity diffusion. Second, adolescents with
psychiatric disorders and an extreme level of identity diffusion
showed a higher severity of unresolved attachment, particularly in
relation to interpersonal contexts.

As there are only very few studies on the severity of identity
diffusion in adolescent inpatient psychiatric settings, we calculated
differences between adolescents with mental disorders and an
adolescent control group with no present or history of mental
illness. In our analyses we observed a higher prevalence of identity
diffusion in the patient group than the control group which is in
line with other studies (Goth et al., 2012). Furthermore, studies on

Table 1. Sociodemographic characteristics between controls and patients

Personality disorder

Controls (n= 84) Patients (n= 180) χ2
Φ

Cramers Phi p

Living Situation (%) 3.70 0.119 0.054

Living at home 98.8 93.3

Living alone/foster care 1.2 6.7

Place of residence 12.97 0.222 0.005

City 31.0 15.8

Town 8.3 21.9

Village 60.7 62.3

Amount of siblings 4.22 0.127 0.121

Single child 4.8 13.1

One sibling 46.4 42.6

Two or more siblings 48.8 44.3

Marital status of parents 12.73 0.220 0.013

Married/partnership 72.6 50.0

Single/divorced 26.2 45.0

Deceased 1.2 5.0

Occupation 11.28 0.210 0.004

Attending school 96.4 80.9

Employed/trainee 2.4 12.7

Unemployed 1.2 6.4

Gender (%)

Male 47.6 20.0 21.31 0.284 <0.001

Female 52.4 80.0

Note. p values refer to group differences based on χ2 tests; the classification for residence branches into the following three categories: City= population of 100,000–300,000; Town= population
of 1,000–20,000, Village = population of <1,000 people; PD = personality disorder.

Table 2. Identity diffusion among the patient and the control sample

Total sample

Patient group
(N= 180)

Control
group
(N= 84)

M SD M SD F df p

AIDA

Discontinuity 50.63 19.42 26.87 14.12 10.988 262 <.001

Incoherence 57.23 25.16 35.65 17.70 17.366 262 <.001

Identity diffusion 107.86 42.42 62.52 30.39 16.009 262 <.001

Note. AIDA= Assessment of Identity in Adolescence, p≤ .001.
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identity diffusion in adolescents with a diagnosed PD compared to
other diagnostic subgroups are still underrepresented in the
literature. Concerning ICD-10 diagnostic subgroups, adolescents
with PD scored significantly higher on AIDA subscales than
patients with eating disorders and patients with behavioral and
emotional disorders with onset occurring in childhood and
adolescence. Unexpectedly however, patients with other ICD-10
diagnoses, particularly those with affective disorders, demon-
strated similarly high scores. This result is in line with a recently
published study by Achermann et al. (2022) who also found equally
high AIDA scores in patients with depression and borderline PD.
However, in contrast to our results Sharp et al. (2021) found higher
AIDA subscales scores in patients with borderline PD compared to
patients with other mental disorders. Furthermore, Jung et al.
(2013) reported the highest AIDA scores in patients with PD, the
lowest scores in those with externalizing disorders and adolescent
patients with internalizing disorders scored in between. These
discrepancies might be explained by the heterogeneous compo-
sition of the samples in previous studies which included a wide
range of psychiatric disorders for their comparison (i.e. emotional
disorders, eating disorders and depression in the internalizing
group). To draw further conclusions, more research is needed that
differentiates between diagnostic subgroups.

Our second main finding was, as expected, that patients with an
unresolved attachment status demonstrated higher scores on
identity diffusion compared to those with a resolved attachment
status (F, Ds, E). Our results might be understood in the context of
Otto Kernberg’s object-relation model of personality organization
that integrates important elements of attachment theory (Kernberg,
2006). According to Kernberg (2006) an individual constructs two
parallel segments of experiences during infancy. The first segment of
experience consists of a satisfied self that relates to a reliable and
soothing significant other. The second segment represents an
experience in which an unhappy self relates to a dissatisfactory and
irritating other. This early condition is gradually and naturally
modified as the individual realizes that the ideal attachment figure
can sometimes become a frustrating caregiver and the satisfied self

can sometimes turn into a frustrated self. Normal identity
development in this context can be defined as a successful
integration of both aspects of the self and the significant other.
However, if bad experiences are predominant, this combination of
segments cannot be achieved and the individual is in need to keep
these segments separated so that they are not contaminated by a
persecutory self and a frightening world by using defensive
mechanisms. In attachment theory, defensive mechanisms are used
to exclude distressing attachment-related experiences and associated
affects to preserve the integrity of the internal working model of the
self (George &West, 2012). However, a massive and extensive use of
defensive mechanisms results in a suppression of direct expression
of attachment-related memories, behaviors, thoughts and feelings
(George & West, 2011).Nevertheless, our cross-sectional results
must be interpreted with caution when discussed in relation to a
developmental model of identity diffusion. Yet more research using
a longitudinal study design is needed before strong conclusions can
be drawn regarding this aspect.

Our data suggests that patients with insecure attachment
patterns show higher levels of identity diffusion than secure
individuals. Those with a dismissing attachment pattern heavily use
deactivating defenses that are characterized by a denial of
attachment needs and an endorsement of self-sufficient strength
that does not require to seek out attachment figures for comfort and
care. Their deactivating strategy effectively turns away attachment-
related distress and need. Concerning their identity formation, they
evaluate themselves as strong, independent and unaffected by
stressors. At the same time, these individuals are incapable to
process attachment-related distress consciously and develop an
incoherent idealized sense of the self (George & West, 2012).
Individuals with an insecure-preoccupied pattern use cognitive
disconnection as their predominant defense. They disconnect affect,
cause, source and effect of an attachment-related stressor thatmakes
an accurate interpretation of the meaning of attachment relation-
ships difficult (George&West, 2011). Concerning identity diffusion,
they oscillate between a good and a bad evaluation of the self
(Kernberg, 2006). In our study, both insecure groups scored

Table 3. Means and standard deviations on AIDA subscales and total scale for the ICD-10 subgroups

F1 F3 F4 F5 F6 F9

M SD M SD M SD M SD M SD M SD F df P

Discontinuity 54.67 21.78 55.78 20.26 53.16 14.71 41.45 15.74 60.98 18.82 39.03 16.55 8.123 5 ≤ .001

Incoherence 56.00 41.62 62.69 22.72 63.32 20.44 44.88 21.95 67.32 25.81 48.32 26.03 5.288 5 ≤ .001

Diffusion 110.67 62.74 118.47 40.60 116.46 33.12 86.35 35.37 128.30 42.90 87.34 39.73 7.071 5 ≤ .001

Note. AIDA= Assessment of Identity in Adolescence, ICD= International Classification of Mental Disorders, F1=mental and behavioral disorders due to psychoactive substance use, F3 =mood
disorders, F4= anxiety, dissociative, stress-related and somatoform mental disorders, F5= eating disorders, F6= personality disorders, F9 = behavioral and emotional disorders with onset
occurring in childhood and adolescence.

Table 4. Distribution of attachment patterns in the clinical and the control group

Attachment classifications

Clinical group
(N= 180)

Control group
(N= 84) χ2 Φ p

Secure 6 35 76.401 .538 ≤.001

Insecure-dismissing 55 29

Insecure-preoccupied 32 10

Unresolved 87 10
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similarly high on the AIDA subscales suggesting that the
predominance of one defensive mechanism does not impact the
levels of identity diffusion.

However, our data shows that those with an unresolved
attachment pattern have higher levels identity diffusion than the
secure and both insecure groups. Unlike individuals with a
dismissing and a preoccupied attachment pattern, unresolved
individuals completely block attachment-related information and
affect from entering the consciousness as a result of extremely
frightening and trauma-related memories that are intolerable
(George et al., 1999). These experiences cannot be integrated into
their sense of self, their behavior and thought. Instead, they are
kept separate, inaccessible and exist in parallel with models that
have access to the consciousness. However, under conditions of
severe stress, particularly when the attachment system is intensely
activated (i.e. when confronted with loss or threat), these
attachment-related fears break through and cause attachment-
related dysregulation – a state characterized by emotional flooding
or disorganized thought and behavior. The dissociated systems
that operate in these individuals (i.e. the contradictory incompat-
ible working models of attachment) puts them at an increased risk
for a lack of integration of the concept of the self and of significant
others (Kernberg, 2006). This might also explain why we found a
higher severity of unresolved attachment and extreme forms of
identity diffusion, particularly in interpersonal contexts. Further
support for this theoretical framework stems from various studies
that demonstrated a high prevalence of severe maltreatment in
adolescents with borderline PD (Ibrahim et al., 2018).
Furthermore, a chronic parental unpredictability or abandonment
as well as severe chaos in the family system increase negative
experiences in the past that cannot be integrated and contribute to
severe identity diffusion (Zanarini et al., 2020).

Yet interestingly, we did not find this association in the control
group who did not suffer from mental illness. Furthermore, our
study did not reveal significant differences for the four-group
classification when distinguishing between patients and controls.
The results might not be significant due to the small sample size of
individuals with an unresolved attachment pattern in the control
group and secure individuals in the patient sample which seems to
be common in community and clinical samples (Bakermans-
Kranenburg & van IJzendoorn, 2009; Gander et al., 2017).Ta
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Table 6. Attachment trauma and AIDA subscale scores for the patient and the
control group

Attachment trauma

Yes No

N= 93 N= 87

Patient group M SD M SD F df p

Discontinuity 53.58 20.82 47.88 17.68 2.998 178 .049

Incoherence 61.41 25.11 53.32 24.70 0.138 178 .031

Identity diffusion 114.98 44.00 101.20 39.98 1.436 178 .029

N= 10 N= 74

Control group M SD M SD

Discontinuity 31.70 17.56 26.21 13.60 0.562 82 .251

Incoherence 44.70 23.99 34.43 16.51 2.762 82 .085

Identity diffusion 76.40 40.40 60.65 28.62 1.302 82 .125

Note. AIDA= Assessment of Identity Development in Adolescence.
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Furthermore there are other factors like temperamental and
genetic predispositions or psychosocial circumstances that may
influence the development of identity diffusion (Leichsenring et al.,
2023). Recently published studies suggest an interaction of genetic
factors and childhood maltreatment influences on an individual’s
brain development through altered neuropeptides and hormones
and puts these individuals at an increased risk for severe PD
(Anderson, 2020; Cattane et al., 2017). For example, a genetically
determined amygdala hyperreactivity (Sicorello & Schmahl, 2021)
– a very consistent research finding in borderline patients –might
contribute to negative affect activation particularly when facing
stressful life events. These genetic dispositions towards activating
negative emotions combined with a temperamentally given
predominance of the negative segments of childhood experiences
and an unresolved attachment status might represent main
predisposing factors to the development of identity diffusion.

This study has several limitations. First, we conducted the data
in an adolescent inpatient and control sample that consisted largely
of German-speaking middle-class adolescents with a limited
cultural diversity. Although attachment patterns were not
associated with sociodemographic variables in previous studies
(Gander et al., 2017), replications with a more diverse sample of
adolescents are needed. Second, we did not assess an adolescent
outpatient sample that might show less severe psychopathology.
Third, we had a high proportion of females which is quite common
in inpatient psychiatric research samples due to the gender gap
observed in health care seeking behavior (Pattyn et al., 2015).
Furthermore, our control group was significantly older than the
clinical group. In this regard, differences in girls’ and boys’
development and the differing levels of development within the age
range of 14 to 18 years could affect our statistical analyses and
interpretation of results.

Fourth, although distributions of attachment patterns in our
community and clinical sample are similar to those reported in
other adolescent samples (Bakermans-Kranenburg & van
IJzendoorn, 2009; Gander et al., 2017), future studies should
include a higher number of unresolved individuals with no mental
illness and secure individuals in the clinical group to draw further
conclusions on the association between identity diffusion and the
four attachment patterns. Fifth, we used the AIDA self-report
questionnaire to assess the level of identity diffusion. Although this
measurement shows good psychometric properties (Goth et al.,
2012; Sharp et al., 2021) there is a likelihood of method bias. Future
studies that evaluate identity functioning using a valid interview
procedure (i.e. STiP, (Hutsebaut et al., 2017) might provide a more
comprehensive picture of links between unresolved attachment
and identity diffusion in young people. In this regard, we discussed
our results in the context of the categorical and the dimensional
approach to diagnose PD. Although the categorical assessment is
still important and necessary, it is different from dimensional
concepts of PD. Differentiating between the previous conceptions
of PD in the ICD-10 and DSM-IV and the current classifications in
the ICD-11 and DSM 5 section III might be important to draw
further conclusions.

Notwithstanding these limitations, the present study is the first
to explore unresolved attachment patterns and maladaptive
identity development in a larger clinical and non-clinical
adolescent sample using an attachment interview. Our results
extend previous research findings on subjectively reported child-
hood maltreatment experiences as we investigated unresolved
attachment which is related to experiences of a caregiver’s failure to
sooth hyperarousal or provide protection in response to a

traumatic stressor. We adopted a recently developed approach
(Buchheim et al., 2008; Gander et al., 2021; Gander, Sevecke, et al.,
2018) to analyze the severity and content of unresolved attachment
in patients with and without identity diffusion. This approach
provides a more comprehensive picture of traumatic attachment-
related aspects underlying maladaptive identity development in
adolescence. In sum, our findings provide evidence for severe
unresolved attachment in patients with extreme forms of identity
diffusion.

PD research has increasingly emphasized the importance of
differentiating normal identity from identity disturbances in severe
personality disorders. The syndrome of identity diffusion which is
observed in all severe PD and represents a main criterion of the
ICD-11 dimensional construct of PD became increasingly
important in clinical assessment and planning therapeutic
interventions in psychiatric settings. Our findings postulate that
adolescents with severe identity diffusion demonstrate higher
levels of unresolved attachment trauma. Assessing and integrating
attachment-related information particularly regarding unresolved
attachment into treatment might be very helpful for patients to
understand how their childhood maltreatment experiences impact
their personality functioning particularly in regard to their identity
formation. For example, the attachment-based family therapy
(ABFT, Ewing et al., 2015) might support these patients to develop
more adaptive emotion regulation strategies in the parent-teen
relationship as they foster parental sensitivity and dyadic affect
regulation. In addition, the Transference-Focused Psychotherapy
for adolescents (TFP-A, Normandin et al., 2014) is a manualized
psychodynamic treatment that is based on object-relation theory
and used in borderline patients.

Furthermore, the results of the present studymight also represent
a good foundation to develop targeted psychotherapeutic inter-
vention techniques that focus on attachment-related traumatic
dysregulation in patients with high levels of identity diffusion. A
single case presentation demonstrated how attachment-related
information derived from the AAP assessment could support a 16-
year old female adolescent patient with BPD and a high level of
identity diffusion to understand her emotional reactions of
helplessness in response to attachment-related stressors in a
Mentalization-Based Treatment setting (MBT, (Gander &
Sevecke, 2015). Psychotherapeutic approaches that rely heavily on
attachment theory (Buchheim & Diamond, 2018; Keefe et al., 2022;
Levy et al., 2006, 2015) might represent highly relevant treatment
options for patients with severe identity diffusion.

Acknowledgements. We thank Nina Haid-Stecher and Astrid Bock for their
support in the data administration of the AIDA questionnaire.

Funding statement.This research received no specific grant from any funding
agency, commercial or not-for-profit sectors.

Competing interests. The authors declare that they have no conflicts of
interest.

References

Achermann, M., Günther, J., Goth, K., Schmeck, K., Munsch, S., & Wöckel,
L. (2022). Body-related attitudes, personality, and identity in female
adolescents with anorexia nervosa or other mental disorders.
International Journal of Environmental Research and Public Health, 19(7),
4316. https://doi.org/10.3390/ijerph19074316

Allen, J. P. (2008). The attachment system in adolescence. In J. Cassidy, & P. R.
Shaver (Eds.), Handbook of attachment: Theory, research, and clinical
application ((2 ed. pp. 419–435). Guilford Press.

8 Manuela Gander et al.

https://doi.org/10.1017/S0954579424000014 Published online by Cambridge University Press

https://doi.org/10.3390/ijerph19074316
https://doi.org/10.1017/S0954579424000014


American Psychiatric Association (2013).Diagnostic and statistical manual of
mental disorders (5th ed.). American Psychiatric Publishing.

Anderson, G. (2020). Pathoetiology and pathophysiology of borderline
personality: Role of prenatal factors, gut microbiome, mu- and kappa-
opioid receptors in amygdala-PFC interactions. Progress in
Neuropsychopharmacology & Biological Psychiatry, 98, 109782. https://doi.
org/10.1016/j.pnpbp.2019.109782

Ávila, M., Cabral, J., & Matos, P. M. (2012). Identity in university students:
The role of parental and romantic attachment. Journal of Adolescence, 35(1),
133–142. https://doi.org/10.1016/j.adolescence.2011.05.002

Bailey, H. N., Moran, G., & Pederson, D. R. (2007). Childhood maltreatment,
complex trauma symptoms, and unresolved attachment in an at-risk sample
of adolescent mothers.Attachment and Human Development, 9(2), 139–161.
https://doi.org/10.1080/14616730701349721

Bakermans-Kranenburg, M. J., & van IJzendoorn, M. H. (2009). The first
10,000 Adult Attachment Interviews: Distributions of adult attachment
representations in clinical and non-clinical groups. Attachment and Human
Development, 11(3), 223–263. https://doi.org/10.1080/14616730902814762

Bernheim, D., Buchheim, A., Domin, M., Mentel, R., & Lotze, M. (2022).
Neural correlates of attachment representation in patients with borderline
personality disorder using a personalized functional magnet resonance
imaging task. Frontiers in Human Neuroscience, 16, 810417. https://doi.org/
10.3389/fnhum.2022.810417

Bersonsky, M. D. (2011). A social-cognitive perspective on identity
construction. In S. J. Schwartz, K. Luyckx, & V. L. Vignoles (Eds.),
Handbook of identity theory and research: Structures and processes
(pp. 55–75). Springer.

Bowlby, J. (1969). Attachment and loss: 1. Attachment. Hogarth Press.
Buchheim, A., & Diamond, D. (2018). Attachment and borderline personality

disorder. Psychiatric Clinics of North America, 41(4), 651–668. https://doi.
org/10.1016/j.psc.2018.07.010

Buchheim, A., Erk, S., George, C., Kächele, H., Kircher, T., Martius, P.,
Pokorny, D., Ruchsow, M., Spitzer, M., & Walter, H. (2008). Neural
correlates of attachment trauma in borderline personality disorder: A
functional magnetic resonance imaging study. Psychiatry Research, 163(3),
223–235. https://doi.org/10.1016/j.pscychresns.2007.07.001

Buchheim, A., Labek, K., Taubner, S., Kessler, H., Pokorny, D., Kächele, H.,
Cierpka, M., Roth, G., Pogarell, O., & Karch, S. (2018). Modulation of
gamma band activity and late positive potential in patients with chronic
depression after psychodynamic psychotherapy. Psychotherapy and
Psychosomatics, 87(4), 252–254. https://doi.org/10.1159/000488090

Cattane, N., Rossi, R., Lanfredi, M., & Cattaneo, A. (2017). Borderline
personality disorder and childhood trauma: Exploring the affected biological
systems and mechanisms. BMC Psychiatry, 17(1), 221. https://doi.org/10.
1186/s12888-017-1383-2

Conover, W. J., & Iman, R. L. (1981). Rank transformations as a bridge
between parametric and nonparametric statistics. The American Statistician,
35(3), 124–129.

Crick, N. R., Murray-Close, D., & Woods, K. (2005). Borderline personality
features in childhood: A short-term longitudinal study. Development and
Psychopathology, 17(4), 1051–1070.

Ewing, E. S., Diamond, G., & Levy, S. (2015). Attachment-Based family
therapy for depressed and suicidal adolescents: Theory, clinical model and
empirical support. Attachment and Human Development, 17, 136–156.
https://doi.org/10.1080/14616734.2015.1006384

First, M. B., Gibbon, M., Spitzer, R. L., Williams, J. B. W., & Bejamin, L. S.
(1997). Structured clinical interview for DSM-IV axis II personality disorers
(SCID II). American Psychiatric Press.

Fydrich, T., Renneberg, B., Schmitz, B., & Wittchen, H.-U. (1997). SKID-II.
Strukturiertes Klinisches Interview für DSM-IV. Achse II:
Persönlichkeitsstörungen. Persönlichkeitsstörungen. Hogrefe.

Gander, M., Buchheim, A., Bock, A., Steppan, M., Sevecke, K., & Goth, K.
(2020). Unresolved attachment mediates the relationship between childhood
trauma and impaired personality functioning in adolescence. Journal of
Personality Disorders, 34(Supplement B), 84–103. https://doi.org/10.1521/
pedi_2020_34_468

Gander, M., Diamond, D., Buchheim, A., & Sevecke, K. (2018). Use of the
Adult Attachment Projective Picture System in the formulation of a case of

an adolescent refugee with PTSD. Journal of Trauma andDissociation, 19(5),
1–24. https://doi.org/10.1080/15299732.2018.1451803

Gander, M., Fuchs, M., Franz, N., Jahnke-Majorkovits, A. C., Buchheim, A.,
Bock, A., & Sevecke, K. (2021). Non-suicidal self-injury and attachment
trauma in adolescent inpatients with psychiatric disorders. Comprehensive
Psychiatry, 111, 152273. https://doi.org/10.1016/j.comppsych.2021.152273

Gander, M., George, C., Pokorny, D., & Buchheim, A. (2017). Assessing
attachment representations in adolescents: Discriminant validation of the
Adult Attachment Projective Picture System. Child Psychiatry and Human
Development, 48(2), 270–282. https://doi.org/10.1007/s10578-016-0639-2

Gander, M., Karabatsiakis, A., Nuderscher, K., Bernheim, D., Doyen-
Waldecker, C., & Buchheim, A. (2022). Secure attachment representation in
adolescence buffers heart-rate reactivity in response to attachment-related
stressors. Frontiers in Human Neuroscience, 16, 806987. https://doi.org/10.
3389/fnhum.2022.806987

Gander, M., Sevecke, K., & Buchheim, A. (2018). Disorder-specific
attachment characteristics and experiences of childhood abuse and neglect
in adolescents with anorexia nervosa and a major depressive episode.
Clinical Psychology and Psychotherapy, 25(6), 894–906. https://doi.org/10.
1002/cpp.2324

George, C., & Buchheim, A. (2014). Use of the Adult Attachment Projective
Picture System in psychodynamic psychotherapy with a severely traumatized
patient. Frontiers in Psychology, 5, 865. https://doi.org/10.3389/fpsyg.2014.
00865

George, C., & West, M. (2011). The Adult Attachment Projective Picture
System: Integrating attachment into clinical assessment. Journal of
Personality Assessment, 93(5), 407–416. https://doi.org/10.1080/00223891.
2011.594133

George, C., West, M., & Pettem, O. (1999). The Adult Attachment Projective:
Disorganization of adult attachment at the level of representation. In J.
Solomon, & C. George (Eds.), Attachment disorganization (pp. 318–346).
Guilford Press.

George, C., & West, M. L. (2012). The Adult Attachment Projective Picture
System: Attachment theory and assessment in adults. Guilford Press.

Goth, K., Foelsch, P., Schlüter-Müller, S., Birkhölzer, M., Jung, E., Pick, O.,
& Schmeck, K. (2012). Assessment of identity development and identity
diffusion in adolescence - theoretical basis and psychometric properties of
the self-report questionnaire AIDA. Child and Adolescent Psychiatry and
Mental Health, 6(1), 27. https://doi.org/10.1186/1753-2000-6-27

Hecht, K. F., Cicchetti, D., Rogosch, F. A., & Crick, N. R. (2014). Borderline
personality features in childhood: The role of subtype, developmental timing,
and chronicity of child maltreatment. Development and Psychopathology,
26(3), 805–815. https://doi.org/10.1017/S0954579414000406

Hutsebaut, J., Kamphuis, J. H., Feenstra, D. J., Weekers, L. C., & De Saeger,
H. (2017). Assessing DSM-5-oriented level of personality functioning:
Development and psychometric evaluation of the semi-structured interview
for personality functioning DSM-5 (STiP-5.1). Personality Disorders, 8(1),
94–101. https://doi.org/10.1037/per0000197

Ibrahim, J., Cosgrave, N., & Woolgar, M. (2018). Childhood maltreatment
and its link to borderline personality disorder features in children: A
systematic review approach. Clinical Child Psychology and Psychiatry, 23(1),
57–76. https://doi.org/10.1177/1359104517712778

Idemudia, E., & Makhubela, S. (2011). Gender difference, exposure to
domestic violence and adolescents’ identity development. Gender &
Behaviour, 9(1), 3443–3465. https://doi.org/10.4314/gab.v9j1.67451

Jung, E., Pick, O., Schlüter-Müller, S., Schmeck, K., & Goth, K. (2013).
Identity development in adolescents with mental problems. Child and
Adolescent Psychiatry and Mental Health, 7(1), 26. https://doi.org/10.1186/
1753-2000-7-26

Keefe, J. R., Levy, K. N., Sowislo, J. F., Diamond, D., Doering, S., Hörz-
Sagstetter, S., Buchheim, A., Fischer-Kern, M., & Clarkin, J. F. (2022).
Reflective functioning and its potential to moderate the efficacy of
manualized psychodynamic therapies versus other treatments for borderline
personality disorder. Journal of Consulting and Clinical Psychology, 91(1),
50–56. https://doi.org/10.1037/ccp0000760

Kernberg, O. F. (2006). Identity: Recent findings and clinical implications. The
Psychoanalytic Quarterly, 75(4), 969–1004. https://doi.org/10.1002/j.2167-
4086.2006.tb00065.x

Development and Psychopathology 9

https://doi.org/10.1017/S0954579424000014 Published online by Cambridge University Press

https://doi.org/10.1016/j.pnpbp.2019.109782
https://doi.org/10.1016/j.pnpbp.2019.109782
https://doi.org/10.1016/j.adolescence.2011.05.002
https://doi.org/10.1080/14616730701349721
https://doi.org/10.1080/14616730902814762
https://doi.org/10.3389/fnhum.2022.810417
https://doi.org/10.3389/fnhum.2022.810417
https://doi.org/10.1016/j.psc.2018.07.010
https://doi.org/10.1016/j.psc.2018.07.010
https://doi.org/10.1016/j.pscychresns.2007.07.001
https://doi.org/10.1159/000488090
https://doi.org/10.1186/s12888-017-1383-2
https://doi.org/10.1186/s12888-017-1383-2
https://doi.org/10.1080/14616734.2015.1006384
https://doi.org/10.1521/pedi_2020_34_468
https://doi.org/10.1521/pedi_2020_34_468
https://doi.org/10.1080/15299732.2018.1451803
https://doi.org/10.1016/j.comppsych.2021.152273
https://doi.org/10.1007/s10578-016-0639-2
https://doi.org/10.3389/fnhum.2022.806987
https://doi.org/10.3389/fnhum.2022.806987
https://doi.org/10.1002/cpp.2324
https://doi.org/10.1002/cpp.2324
https://doi.org/10.3389/fpsyg.2014.00865
https://doi.org/10.3389/fpsyg.2014.00865
https://doi.org/10.1080/00223891.2011.594133
https://doi.org/10.1080/00223891.2011.594133
https://doi.org/10.1186/1753-2000-6-27
https://doi.org/10.1017/S0954579414000406
https://doi.org/10.1037/per0000197
https://doi.org/10.1177/1359104517712778
https://doi.org/10.4314/gab.v9j1.67451
https://doi.org/10.1186/1753-2000-7-26
https://doi.org/10.1186/1753-2000-7-26
https://doi.org/10.1037/ccp0000760
https://doi.org/10.1002/j.2167-4086.2006.tb00065.x
https://doi.org/10.1002/j.2167-4086.2006.tb00065.x
https://doi.org/10.1017/S0954579424000014


Leichsenring, F., Heim, N., Leweke, F., Spitzer, C., Steinert, C., & Kernberg,
O. F. (2023). Borderline personality disorder: A review. JAMA, 329(8), 670–
679. https://doi.org/10.1001/jama.2023.0589

Lenhart, L., Gander, M., Steiger, R., Dabkowska-Mika, A., Mangesius, S.,
Haid-Stecher, N., Fuchs, M., Buchheim, A., Sevecke, K., & Gizewski, E. R.
(2022). Attachment status is associated with grey matter recovery in
adolescent anorexia nervosa: Findings from a longitudinal study. European
Journal of Neuroscience, 55(5), 1373–1387. https://doi.org/10.1111/ejn.15614

Levy, K. N., Johnson, B. N., Clouthier, T. L., Wesley Scala, J., & Themes, C.
M. (2015). An attachment theoretical framework for personality disorders.
Canadian Psychology, 56(2), 197–207.

Levy, K. N., Meehan, K. B., Kelly, K. M., Reynoso, J. S., Weber, M., Clarkin, J.
F., & Kernberg, O. F. (2006). Change in attachment patterns and reflective
function in a randomized control trial of transference-focused psychotherapy
for borderline personality disorder. Journal of Consulting and Clinical
Psychology, 74(6), 1027–1040. https://doi.org/10.1037/0022-006X.74.6.1027

Lind, M., Vanwoerden, S., Penner, F., & Sharp, C. (2019). Inpatient
adolescents with borderline personality disorder features: Identity diffusion
and narrative incoherence. Personality Disorders, 10(4), 389–393. https://doi.
org/10.1037/per0000338

Luyten, P., Campbell, C., & Fonagy, P. (2020). Borderline personality disorder,
complex trauma, and problems with self and identity: A social-communi-
cative approach. Journal of Personality, 88(1), 88–105. https://doi.org/10.
1111/jopy.12483

Matos, P. M., Barbosa, S., De Almeida, H.M., & Costa, M. E. (1999). Parental
attachment and identity in Portuguese late adolescents. Journal of
Adolescence, 22(6), 805–818. https://doi.org/10.1006/jado.1999.0271

Normandin, L., Ensink, K., Yeomans, F., & Kernberg, O. F. (2014).
Transference-focused psychotherapy for personality disorders in adoles-
cence. In C. Sharp, & J. L. Tackett (Eds.), Handbook of child and adolesent
borderline personality disorder (pp. 333–359). Springer.

Paris, J., Perlin, J., Laporte, L., Fitzpatrick, M., & DeStefano, J. (2014).
Exploring resilience and borderline personality disorder: A qualitative study
of pairs of sisters. Personality and Mental Health, 8(3), 199–208. https://doi.
org/10.1002/pmh.1261

Pattyn, E., Verhaeghe, M., & Bracke, P. (2015). The gender gap in mental
health service use. Social Psychiatry and Psychiatric Epidemiology, 50(7),
1089–1095. https://doi.org/10.1007/s00127-015-1038-x

Penner, F., Gambin, M., & Sharp, C. (2019). Childhood maltreatment and
identity diffusion among inpatient adolescents: The role of reflective
function. Journal of Adolescence, 76(1), 65–74. https://doi.org/10.1016/j.
adolescence.2019.08.002

Petermann, F. (2008). Wechsler Adult Intelligence Scale- Fourth Edition
(Deutschsprachige Adaption nach David Wechsler) Manual 1: Grundlagen,
Testauswertung und Interpretation. Pearson.

Scott, B. G., Sanders, A. F., Graham, R. A., Banks, D. M., Russell, J. D.,
Berman, S. L., & Weems, C. F. (2014). Identity distress among youth
exposed to natural disasters: Associations with level of exposure,
posttraumatic stress, and internalizing problems. Journal of the Society for
Research on Identity Formation, 14(4), 255–267. https://doi.org/10.1080/
15283488.2014.944697

Sharp, C., Vanwoerden, S., Schmeck, K., Birkhölzer, M., & Goth, K. (2021).
An evaluation of age-group latent mean differences in maladaptive identity
in adolescence. Frontiers in Psychiatry, 12, 730415. https://doi.org/10.3389/
fpsyt.2021.730415

Sharp, C., & Wall, K. (2021). DSM-5 level of personality functioning:
Refocusing personality disorder on what it means to be human. Annual
Review of Clinical Psychology, 17(1), 313–337. https://doi.org/10.1146/
annurev-clinpsy-081219-105402

Sicorello, M., & Schmahl, C. (2021). Emotion dysregulation in borderline
personality disorder: A fronto-limbic imbalance? Current Opinion in
Psychology, 37, 114–120. https://doi.org/10.1016/j.copsyc.2020.12.002

Syed, M., & McLean, K. C. (2016). Understanding identity integration:
Theoretical, methodological, and applied issues. Journal of Adolescence,
47(1), 109–118. https://doi.org/10.1016/j.adolescence.2015.09.005

Westen, D., Betan, E., & Defife, J. A. (2011). Identity disturbance in
adolescence: Associations with borderline personality disorder.Development
and Psychopathology, 23(1), 305–313. https://doi.org/10.1017/S0954579410
000817

Wittchen, H.-U., Zaudig, M., & Fydrich, T. (1997). SKID Strukturiertes
Klinisches Interview für DSM-IV Achse I und II Handanweisung. Hogrefe.

World Health Organization. ICD-11: International classification of diseases
and related health problems. (2022). https://icd.who.int/.

Zanarini, M. C., Skodol, A. E., Bender, D., Dolan, R., Sanislow, C., Schaefer,
E., & Gunderson, J. G. (2000). The collaborative longitudinal personality
disorders study: Reliability of axis I and II diagnoses. Journal of Personality
Disorders, 14(4), 291–299.

Zanarini, M. C., Temes, C. M., Magni, L. R., Aguirre, B. A., Hein, K. E., &
Goodman, M. (2020). Risk factors for borderline personality disorder in
adolescents. Journal of Personality Disorders, 34(Suppl B), 17–24. https://doi.
org/10.1521/pedi_2019_33_425

Zilberstein, K. (2014). Neurocognitive considerations in the treatment of
attachment and complex trauma in children. Clinical Child Psychology and
Psychiatry, 19(3), 336–354. https://doi.org/10.1177/1359104513486998

10 Manuela Gander et al.

https://doi.org/10.1017/S0954579424000014 Published online by Cambridge University Press

https://doi.org/10.1001/jama.2023.0589
https://doi.org/10.1111/ejn.15614
https://doi.org/10.1037/0022-006X.74.6.1027
https://doi.org/10.1037/per0000338
https://doi.org/10.1037/per0000338
https://doi.org/10.1111/jopy.12483
https://doi.org/10.1111/jopy.12483
https://doi.org/10.1006/jado.1999.0271
https://doi.org/10.1002/pmh.1261
https://doi.org/10.1002/pmh.1261
https://doi.org/10.1007/s00127-015-1038-x
https://doi.org/10.1016/j.adolescence.2019.08.002
https://doi.org/10.1016/j.adolescence.2019.08.002
https://doi.org/10.1080/15283488.2014.944697
https://doi.org/10.1080/15283488.2014.944697
https://doi.org/10.3389/fpsyt.2021.730415
https://doi.org/10.3389/fpsyt.2021.730415
https://doi.org/10.1146/annurev-clinpsy-081219-105402
https://doi.org/10.1146/annurev-clinpsy-081219-105402
https://doi.org/10.1016/j.copsyc.2020.12.002
https://doi.org/10.1016/j.adolescence.2015.09.005
https://doi.org/10.1017/S0954579410000817
https://doi.org/10.1017/S0954579410000817
https://icd.who.int/
https://doi.org/10.1521/pedi_2019_33_425
https://doi.org/10.1521/pedi_2019_33_425
https://doi.org/10.1177/1359104513486998
https://doi.org/10.1017/S0954579424000014

	Unresolved attachment and identity diffusion in adolescence
	Introduction
	Materials and methods
	Participants
	Measures
	Mental disorders
	Attachment interview
	Identity diffusion

	Data analysis

	Results
	Characteristics of the study sample
	Identity diffusion among patients and controls
	Unresolved attachment and identity diffusion

	Discussion
	References


