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he term atypical depression was first used in the
late 1950s to describe a clinical subgroup of de-
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Objective: While a large body of descriptive
work has thoroughly investigated the clinical corre-
lates of atypical depression, little is known about its
fundamental origins. This study examined atypical
depression from an attachment theory framework.
Our hypothesis was that, compared to adults with
melancholic depression, those with atypical depres-
sion would report more anxious-ambivalent attach-
ment and less secure attachment. As gender has been
an important consideration in prior work on atypical
depression, this same hypothesis was further tested
in female subjects only.

Method: One hundred ninety-nine consecutive
adults presenting to a tertiary mood disorders clinic
with major depressive disorder with either atypical
or melancholic features according to the Structured
Clinical Interview for DSM-IV Axis-I Disorders
were administered a self-report adult attachment
questionnaire to assess the core dimensions of se-
cure, anxious-ambivalent, and avoidant attachment.
Attachment scores were compared across the 2 de-
pressed groups defined by atypical and melancholic
features using multivariate analysis of variance. The
study was conducted between 1999 and 2004.

Results: When men and women were considered
together, the multivariate test comparing attachment
scores by depressive group was statistically signifi-
cant at p < .05. Between-subjects testing indicated
that atypical depression was associated with signifi-
cantly lower secure attachment scores, with a trend
toward higher anxious-ambivalent attachment scores,
than was melancholia. When women were analyzed
separately, the multivariate test was statistically sig-
nificant at p < .01, with both secure and anxious-
ambivalent attachment scores differing significantly
across depressive groups.

Conclusion: These preliminary findings suggest
that attachment theory, and insecure and anxious-
ambivalent attachment in particular, may be a useful
framework from which to study the origins, clinical
correlates, and treatment of atypical depression.
Gender may be an important consideration when
considering atypical depression from an attachment
perspective.
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pressed patients who lacked the classic symptoms of mel-
ancholia and who responded poorly to tricyclic antide-
pressants.1 In the DSM-IV classification system, atypical
depression is defined by mood reactivity combined with 2
or more of the following: increased appetite/weight gain,
hypersomnia, leaden paralysis, and chronic rejection sen-
sitivity, i.e., the tendency to react to even minor perceived
slights with a rapid onset of dysphoric mood, feelings of
abandonment, interpersonal distrust, and avoidance be-
havior to circumvent further rejection.2 Some have argued
for the primacy of rejection sensitivity in defining atypi-
cal depression.3 In the latter review, Parker3 defines atypi-
cal depression as a “dimensional nonmelancholic syn-
drome in which individuals with a personality subtype
of ‘interpersonal rejection sensitivity’ have a tendency
toward the onset of anxiety disorders and depression,
thereby exhibiting a variety of dysregulated emotional
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and self-consolatory responses.”(p18) Various other deficits
in interpersonal functioning have been described in atypi-
cal patients, including low self-esteem,4 high dimensional
scores for neuroticism and impulsivity,5,6 and high rates of
DSM-defined personality disorders in clusters B and C.7–9

Epidemiologic and descriptive studies have demonstrated
several other clinical correlates of atypical depression,
the most robust including a high proportion of female
cases,10,11 an early age at onset,11–14 high degrees of chro-
nicity,12,15 and high comorbidity with social phobia and
bulimia.4,7,11,16

While this large body of descriptive work has helped
to define atypical depression and to establish its clinical
correlates, there have been few attempts to integrate these
various findings at a conceptual level. As a result, rela-
tively little is known about the fundamental origins of this
syndrome and how its various clinical correlates might be
related. Examining the relationship between stress, per-
sonality, emotional regulation, and coping strategies may
improve our understanding of atypical depression in the
future.3 The goal of the current study was to consider
atypical depression from the perspective of attachment
theory, which considers the links among emotional regu-
lation, interpersonal functioning, and adaptation to stress.

Bowlby17 first proposed the existence of an innate at-
tachment system described as a set of behaviors intended
to keep caregivers in close proximity that is triggered
when an infant perceives threat or need for help. Bowlby
argued that because mammalian infants are dependent
upon the care and protection of adult protective figures,
attachment plays an important role in natural selection
and survival.17 In addition to this protective function, the
bond that develops between child and caregiver also plays
a longer-term role in emotional development, shaping
a child’s emerging self-concept and view of the social
world.17–20 This is established through “internal working
models,” a set of internalized scripts containing beliefs
and expectations about whether caregivers are responsive
and caring and whether the self is worthy of care and
attention.

Bowlby argued that attachment working models estab-
lished through early relationships continue to play a major
role in emotional processing and intimate relationships
across the lifespan.17–19 In support of this hypothesis,
long-term longitudinal follow-up studies have found that
attachment patterns established early in life do predict
attachment behavior and social functioning into adult-
hood.21–22 A separate discipline of adult attachment re-
search has evolved based on the notion that the same mo-
tivational system that establishes close emotional bonds
between parents and children also mediates the bond
that develops in close adult relationships. Two separate
traditions have evolved to study attachment in adults:
one based on adults’ current representations of their own
childhood parental relationships23 and the other based

on perceptions of one’s adult romantic relationships.24–25

The former tradition is developmental and relies on ob-
servation and interview; the latter tradition has social and
personality roots and relies on self-report. One main ad-
vantage of the self-report adult attachment scales has been
their ease of administration and scoring. Counterbalancing
this, however, is the question of whether self-report scales
can reliably measure the core dimensions of attachment
described in developmental work. Notwithstanding some
discrepancies across these 2 attachment realms, self-report
scales do appear to measure the key dimensions of attach-
ment anxiety and avoidance fundamental to attachment
theory.26 Furthermore, self-report adult attachment scales
are able to predict key aspects of emotional regulation,
cognition, and behavior in response to real and laboratory-
based challenges (see review by Shaver and Mikulincer27).

ATTACHMENT THEORY
AS A POTENTIAL FRAMEWORK

TO UNDERSTAND ATYPICAL DEPRESSION

While the overall syndrome of atypical depression has
not been linked to attachment theory historically, it is of
note that many individual features of atypical depression
have been associated with particular attachment styles.
As reviewed below, a very consistent association between
anxious-ambivalent attachment and several key correlates
of atypical depression have been demonstrated in prior re-
search. Furthermore, there has been strong convergence of
the developmental and social/personality attachment lit-
eratures in finding these associations. To help interpret and
integrate findings from these different attachment litera-
tures, Table 1 summarizes the 3 major attachment catego-
ries first delineated in infant developmental work and the
closest corresponding categories used in the adult social/
personality and the adult developmental attachment areas.
As shown in Table 1, Ainsworth20 first described the core
attachment categories labeled “avoidant,” “secure,” and
“ambivalent/resistant” in infants. The adult social/person-
ality attachment literature, which is based on self-report
questionnaires, uses the terms anxious-avoidant, secure,
and anxious-ambivalent for similar phenomena. The cor-
responding attachment styles in the adult developmental

Table 1. Attachment Classification Labels by Age Group and
Measurement Methodology
Age
Group Method Major Attachment Categories

Infant Strange situation Avoidant, secure, and
ambivalent/resistant

Adult Self-report Avoidant, secure, and
anxious-ambivalent

Adult Adult Attachment Dismissing, autonomous, and
Interviewa preoccupied

aGeorge C, Kaplan N, Main M, unpublished data, 1996.
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literature are “dismissing,” “autonomous,” and “preoc-
cupied,” respectively. While other attachment styles have
been described in the adult attachment literature over
time, the current study will focus on the 3 main constructs
outlined in Table 1 on the basis of their fundamental
importance.

The most striking example of this convergence relates
to the construct of chronic rejection sensitivity, which is
both a DSM-IV-TR criterion for atypical depression and a
central aspect of anxious-ambivalent attachment.28 As out-
lined above, a major tenet of attachment theory is that chil-
dren develop mental models of themselves and of their
relationships and that these models vary depending on the
consistency and degree of caregiver responsivity. When
exposed to caregivers who are unreliably sensitive, chil-
dren develop ambivalent working models that lead them to
fear rejection and abandonment in later relationships. Re-
jection sensitivity involves perceptual biases toward re-
jection, defensiveness toward others, overreactions to per-
ceived slights, and usually a recurrent pattern of actual
rejection that reinforces this negative cycle.29,30 In contrast,
anxious-avoidant individuals have a high threshold for
detecting rejection.30 These considerations are consistent
with a unique relation between anxious-ambivalent attach-
ment (and not anxious-avoidant attachment) and rejection
sensitivity, a core defining feature of atypical depression.

Atypical depression is usually experienced as a chronic
illness that is highly sensitive to external events, a pattern
highly suggestive of a deficit in affect regulation.3 High
levels of neuroticism, which includes negative affect and
affective instability by definition, have been found in
atypical subtypes relative to other depressive subtypes.5,6

Bowlby’s original theory emphasized the fundamental role
of the attachment system in the regulation of emotions,17–19

and this has been a major area of attachment research since
that time.31–35 A defining feature of anxious-ambivalent at-
tachment is the hyperactivation of emotion. In infancy,
ambivalent children show high levels of distress at the
caregiver’s departure and have difficulty downregulating
emotion on the caregiver’s return.20,31 In adulthood, anx-
ious-ambivalent individuals tend toward anger, jealousy,
and a belief that others are insensitive to their needs,28 a
pattern highly reminiscent of atypical depression. By con-
trast, far from the hyperactivation of emotion, a hallmark
of avoidant attachment involves the suppression of emo-
tional display in infancy20,31 and adulthood.28 It is thus
highly plausible that anxious-ambivalent attachment (and
not anxious-avoidant attachment) contributes to the basic
deficit in emotional regulation so often seen in atypical
depression patients.

Attachment theory can also shed new light on the
increased appetitive symptoms of atypical depression,
particularly at a functional level. It has been suggested
that patients with atypical depression use a variety of be-
havioral strategies to cope with daily stressors because of

deficits in affect regulation.3 These behaviors take on
the function of regulating affect when more adaptive,
attachment-based strategies are not available.36 The use of
food to regulate moods has been well documented in
atypical forms of depression.37–39 Specific links between
ambivalent/preoccupied attachment styles and various
forms of disordered eating have also been described in
prior research.40,41

Other correlates of atypical depression of relevance to
attachment theory include low self-esteem4 and a history
of childhood abuse,14,42 both of which have a particularly
strong association with anxious-ambivalent/preoccupied
attachment.43,44

Yet another correlate of atypical depression that lends
itself well to an attachment model is an early age at
onset. Insecure attachment has been strongly linked to
the development of depression in childhood20,45,46 and to
intergenerational transmission of depression risk.47,48 In-
ternal working models associated with a negative view of
the self and a perception that the world is hostile and re-
jecting are thought to contribute to the onset of depression
in childhood, similar to what has been described for rejec-
tion sensitivity per se.49 Conversely, one might expect that
the state of depression would interfere with internal work-
ing models of intimate relationships by activating these
same negative views of the self and others. In this way,
attachment theory may be a useful framework from which
to understand the complex interplay of relationship diffi-
culties and depressed mood that characterizes atypical
depression.

While the above review suggests that many individual
correlates of atypical depression are themselves associ-
ated with anxious-ambivalent (preoccupied) attachment,
and not with avoidant (dismissing) attachment, adult at-
tachment styles have not been studied in atypical depres-
sion per se. To examine adult attachment styles in atypical
depression more directly, in the current study, we admin-
istered a self-report adult attachment scale to consecutive
depressed individuals attending a tertiary mood disorders
clinic. On the basis of the above review, our primary study
hypothesis was that—relative to subjects with classic,
melancholic depression—subjects with atypical depres-
sion would report higher levels of anxious-ambivalent at-
tachment. Secure attachment, which is a broad measure of
interpersonal functioning, was predicted to be lower in
atypical subjects. Avoidant attachment, which is associ-
ated with a de-escalation of emotions in response to stress
and a high threshold to detect rejection, was not expected
to differ in the 2 depressive subgroups.

While attachment theory has not had a major emphasis
on gender differences historically, gender has been a criti-
cal issue in the atypical depression literature per se.12,14 In
light of this and the relatively low number of men with
atypical depression, we also tested our hypotheses in fe-
male subjects only.
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METHOD

Study Sample
The current study sample consisted of 199 individuals

with a primary diagnosis of major depressive disorder with
either atypical (N = 48) or melancholic (N = 151) features,
who presented to the Mood Disorders Clinic at the Centre
for Addiction and Mental Health over a 3-year period. The
study was conducted between 1999 and 2004. The strategy
of using melancholic depression as a comparator group for
atypical depression extends from prior studies finding sev-
eral fundamental differences between these 2 depressive
subtypes.3,6,42,50

Subjects were recruited from 2 separate subsamples,
which, together, established a diverse study population.
Ninety-six subjects were consecutive patients presenting
for a consultation regarding treatment of depression and
were referred by either a family doctor or a psychiatrist in
the community. As a group, these referrals tend to have a
relatively chronic and complex clinical presentation. The
other 103 subjects were undergoing an initial assessment
as part of a research study looking at cognitive reactivity
and the prediction of depressive relapse.51 The majority of
these subjects were recruited via advertisements in local
newspapers, while a minority were recruited through the
clinic. As a group, these study patients would be expected
to have a less complicated and less chronic course of ill-
ness than the consultation patients described above.

To be designated “atypical,” subjects had to meet
full Columbia group criteria,2 which include both mood
reactivity and at least 2 other symptoms from among the
following: increased appetite/weight gain, hypersomnia,
leaden paralysis, and rejection sensitivity. To be desig-
nated melancholic, subjects had to have anhedonia and/
or lack of mood reactivity, and 3 symptoms from among
the following: distinct quality of mood, feeling worst in
the morning, marked psychomotor changes, appetite or
weight loss, and excessive guilt.

All subjects provided informed consent administered
by a research assistant. The study protocol was approved
by the institutional review board at the Centre for Addic-
tion and Mental Health.

Assessments
DSM-IV diagnoses. Largely on the basis of historical

choices made by the 2 separate clinics, the consultation
service participants were administered a patient version of
the Structured Clinical Interview for DSM-IV Axis-I Dis-
orders (SCID-I),52 while the cognitive-behavioral therapy
(CBT) study participants were given the clinician version53

of this same instrument. This was not problematic as the
diagnostic criteria for the various depressive subtypes are
identical in these 2 SCID-I versions.

State depression scores. State depression was as-
sessed using the Hamilton Rating Scale for Depression

(HAM-D).54 While all 96 consultation clinic participants
were administered a 29-item version of the HAM-D,
which includes an 8-item addendum for atypical symp-
toms,55 only 69 of 103 subjects (67.0%) in the cognitive
study group received this same 29-item version; i.e., 34
were given the original 17-item HAM-D. This reflects a
later adoption of the 29-item version in the CBT clinic.

Adult attachment. The main attachment instrument
used for the current study was the Adult Attachment
Scale (AAS) developed by Collins and Read,25 a self-
report scale administered to all subjects as part of their
initial assessment package. This dimensional scale, de-
rived from the adult attachment categories first proposed
by Hazan and Shaver,24 includes 18 items describing core
feelings about close relationships in adulthood. Each
item is rated from 0 (not at all characteristic) to 5 (very
characteristic). We chose this scale in order to generate
scores on the most robust dimensions of adult attachment
that have been observed over time: secure, anxious-
ambivalent, and avoidant attachment.56 Questionnaire
items related to secure attachment describe a positive
sense of self, an ability to depend on others, and a sense
of personal efficacy in dealing with life stress. Items
related to anxious-ambivalent attachment assess a fear of
rejection and abandonment in the face of life stress and a
tendency to activate negative emotions when faced with
an acute challenge. Items related to attachment avoidance
describe a fear of closeness and dependency on others;
avoidantly attached individuals tend to distance them-
selves from potential attachment figures and deactivate
emotions when stressed. Using the AAS,25 one can derive
scores on these 3 basic dimensions. All assessments were
completed at intake while subjects were in a depressed
state.

Statistics
As a first step, continuous demographic and clinical

variables were compared across the 2 depressive groups
(atypical and melancholic) using unpaired t tests. Gender
and rates of both early onset depression (before age 18
years) and chronic depression (current episode at least 2
years in duration) were compared across groups using
Pearson χ2.

To test our main study hypothesis, we compared
secure, anxious-ambivalent, and avoidant attachment
scores across the 2 depressive groups using multivariate
analysis of variance (MANOVA). As alluded to above, in
a secondary analysis, we repeated this same comparison
in female subjects only.

RESULTS

Demographics and Clinical Variables
Table 2 summarizes the key demographic and clinical

variables by depressive group. As shown, melancholic
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subjects scored significantly higher on the 17-item HAM-
D (which does not assess “atypical” vegetative symp-
toms), however, no group difference in severity of depres-
sion was found based on the 29-item HAM-D. There was
no significant difference in age or in the number of prior
depressive episodes across the 2 depressive subtypes. The
atypical depression group had a significantly greater pro-
portion of female subjects and more cases of early onset
depression than did the melancholic group.

A MANOVA test indicated a significant difference in
attachment scores by depressive subtype (F = 2.92, df =
3,178; p = .035). Table 3 summarizes the between-groups
marginal means and standard errors for the attachment
subscale scores by depressive subtype.

As shown, between-subjects testing indicated that
atypical depression was associated with significantly
lower secure attachment scores, with a trend toward
higher anxious-ambivalent attachment scores, than was

melancholia. Avoidant attachment scores did not differ
significantly across the 2 depressed groups.

Secondary Analysis in Women
Table 4 summarizes the MANOVA results for the fe-

male subjects considered separately. Restricting the anal-
ysis to women appeared to accentuate the attachment
score differences between the atypical and melancholic
groups (multivariate F = 4.71, df = 3,107; p = .004). As
shown, between-groups effects indicated that secure
attachment scores were again significantly lower in the
atypical group. In contrast to the earlier results across
both sexes, anxious-ambivalent attachment was signifi-
cantly greater in women with atypical depression than in
women with melancholia. Avoidant attachment did not
differ significantly across the 2 groups, though it did ap-
proach a trend level of significance.

DISCUSSION

This study provides at least partial preliminary support
for our working hypothesis that atypical depression is as-
sociated with more anxious-ambivalent attachment and
less secure attachment than is classic melancholic depres-
sion. Our secondary analysis suggests that these attach-
ment differences may be more pronounced when women
are considered separately from men, although a larger
group of men would be needed to test this conclusively.
Pending replication in other samples, these initial data
suggest several new avenues for research on atypical de-
pression and have important implications for the interpre-
tation and design of attachment-based studies of depres-
sive disorders overall.

While the purely descriptive DSM approach to psy-
chiatric diagnosis helps us to define the boundaries of
various disorders, it tells us little about etiology and co-
morbidity. This is well exemplified in the atypical depres-
sion literature, which has produced a large number of epi-
demiologic and descriptive studies but has made minimal
effort to integrate these various findings conceptually.
Understanding how chronic rejection sensitivity could be

Table 2. Means and Standard Deviations for Clinical and
Demographic Variables by Depressive Subtype

Atypical Melancholic Statistica

p
Variable N Mean SD N Mean SD t df Value

Age, y 48 36.8 10.6 151 39.8 11.7 1.59 197 .11
HAM-D 48 18.8  4.1 151 20.8 5.0 2.56 197 .01

(17-item)
HAM-D 38 32.1 7.8 127 31.8 8.9 –0.14 163 .89

(29-item)
No. of 39 1.9 1.3 127 2.3 2.7 0.96 164 .34

episodes
p

N/N % N/N % χ2 df Value

Female 38/48 79.2 87/151 57.6 7.24 1 .007
gender

Age at onset 19/42 45.2 38/138 27.5 4.66 1 .03
< 18 y

Chronic 14/45 31.1 41/144 28.5 0.12 1 .73
depression
(current
episode
≥ 2 y)

aDiscrepancies in Ns and degrees of freedom exist due to missing data.
Abbreviation: HAM-D = Hamilton Rating Scale for Depression.

Table 3. Marginal Means and Standard Errors for Attachment
Subscale Scores by Depressive Subtype (both genders)

Statistic,
Between-Subjects Effect

Atypicala Melancholicb Effectsc Size

Attachment p Partial
Subscale Mean SE Mean SE F Value  r2

Secure 15.5 0.6 17.4 0.3 7.34 .007 .039
Anxious/ 19.3 0.8 17.6 0.4 3.56 .06 .019

ambivalent
Avoidant 20.6 0.7 19.4 0.4 2.11 .15 .012
aN = 42.
bN = 140.
cdf = 1,180.

Table 4. Marginal Means and Standard Errors for Attachment
Subscale Scores by Depressive Subtype (women only)

Statistic,
Between-Subjects Effect

Atypicala Melancholicb Effectsc Size

Attachment p Partial
Subscale Mean SE Mean SE F Value  r2

Secure 14.9 0.7 17.9 0.4 12.56 .001 .103
Anxious/ 19.8 0.9 17.3 0.6 4.90 .029 .043

ambivalent
Avoidant 21.2 0.9 19.5 0.6 2.72 .102 .024
aN = 32.
bN = 79.
cdf = 1,109.
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part of the definition of a mood disorder has been particu-
larly vexing to researchers in this area. Insecure/anxious-
ambivalent attachment may be quite useful as a unifying
construct for many of the defining and associated features
of atypical depression, including rejection sensitivity,
social anxiety, emotional dysregulation, low self-esteem,
and early onset among others. It is not suggested that inse-
cure and anxious-ambivalent attachment in and of them-
selves cause atypical depression. Rather, these attachment
styles may be a risk factor that, in combination with other
risk factors (e.g., childhood trauma, key genetic variants),
predisposes an individual to develop atypical depression
and 1 or more of its clinical correlates as listed above.

Attachment theory may also inform new interpretations
of prior research on atypical depression. For example, in
the Sequenced Treatment Alternatives to Relieve Depres-
sion cohort, mothers with atypical depression were much
more likely to have children with depression and anxiety
disorders than were mothers with non–atypical depres-
sion.57 In light of the current results, we speculate that
these findings could reflect the intergenerational transmis-
sion of vulnerability to atypical depression via insecure/
anxious-ambivalent attachment. As maternal attachment
behavior is strongly influenced by a mother’s own attach-
ment experiences early in life,58,59 one might further expect
this vulnerability to be passed on to multiple generations.
If so, atypical depression would be an ideal focus for at-
tachment-based interventions during all phases of devel-
opment, with the greatest benefits most likely occurring
during pregnancy and the postpartum period.

There is a significant body of empirical research show-
ing that self-report adult attachment scores predict cog-
nitive, affective, and behavioral responses to a wide va-
riety of real world and laboratory situations.27 Anxious-
ambivalent attachment in particular has been associated
with a tendency to focus on one’s own distress, to ruminate
on negative thoughts, and to use emotion-focused coping
strategies in response to interpersonal stress.60,61 It would
be of great interest in future research to empirically dem-
onstrate these same vulnerabilities in atypical depression
relative to melancholia. This could point the way to novel
treatment approaches to address these specific deficits.

Further to this point, a key clinical issue for attachment
theory is whether early attachment behaviors predict im-
paired interpersonal functioning over the lifespan and to
what extent interventions can promote more adaptive at-
tachment behaviors. While there is evidence for stability
of attachment behaviors over time,21,22 it has also been
established that novel attachment-based strategies can
change attachment style classifications early in develop-
ment.62 It is not unreasonable to speculate that such inter-
ventions may have particular relevance for prevention of
early-onset atypical depression. Regarding the treatment
of atypical depression in adults, attachment theory can
provide a useful foundation to define the target of change

in psychotherapy (e.g., internal working models related
to fear of rejection and hyperactivation of negative emo-
tion), to understand the process of change (e.g., by es-
tablishing a secure base and encouraging exploration of
working models), and to conceptualize a given case as it
unfolds over time.63 Recent evidence further suggests that
an individual’s attachment patterns may be an important
consideration when choosing what mode of psycho-
therapy to use.64

Regarding biologic treatments for atypical depression,
there is emerging evidence that early attachment ex-
periences can have profound effects on neurodevelop-
ment.65–73 As new research on the biologic sequelae of
early attachment emerges over time, new biologic targets
for atypical depression, and/or a better understanding of
the mechanism of action of currently available treatments,
may also begin to emerge. This may have particular rel-
evance for the monoamine oxidase inhibitors, a class of
medications with a unique efficacy for atypical depres-
sion of early onset.74

Implications for Attachment Studies of Depression
Historically, one common criticism of attachment

theory has been the inability of particular attachment
styles to consistently discriminate between different types
of psychopathology. Prior attachment studies of depres-
sion have exemplified this problem to some extent.75–77

One unique strength of the current model is that it
includes both predictive specificity (from insecure and
anxious-ambivalent attachment to atypical depression)
and discriminant validity (by distinguishing depressive
subtypes and excluding avoidant attachment). The current
study thus demonstrates how a more careful consideration
of phenotype can help to resolve the problem of spec-
ificity when studying depression from an attachment
perspective.

The potential confounding effect of state depression on
the self-reporting of adult attachment styles has also been
a potential problem for prior work in this area.78 A unique
aspect of the current study is that all subjects were sig-
nificantly depressed at the time of completion of the at-
tachment questionnaires. Importantly, the atypical group
reported less secure and more anxious-ambivalent attach-
ment than did the melancholic group despite having lower
or equivalent depression scores (based on the 17- item
and 29-item HAM-D, respectively). This suggests that
state depression may have masked rather than exagger-
ated group differences in attachment measures to some
extent. The finding of attachment style differences inde-
pendent of depression severity is an important strength of
the current dataset, establishing a further rationale for
considering depressive subtypes in future work of this
type.

Another way that the current results can contribute to
the adult attachment literature relates to the different ways
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that attachment classifications have been implemented in
prior research. While Brennan et al.26 propose that anxiety
and avoidance are the key dimensions to consider when
assessing attachment in adults, Stein et al.79 suggest that
security-insecurity of attachment forms a unique dimen-
sion on its own, reflecting an individual’s overall ability
to relate to close others. Importantly, self-reported attach-
ment insecurity is associated with a greater likelihood of
psychopathology, including onset of depression per se.79,80

This is highly pertinent to the current results in that inse-
cure attachment, and not anxious or avoidant attachment,
was the style most differentiated across depressive sub-
types. This would suggest that future studies of attach-
ment in (atypical) depression should assess a separate
security-insecurity dimension.

Limitations
A number of limitations of the current findings merit

consideration. While our data suggest that insecure and
anxious-ambivalent attachment might be risk factors for
the onset of atypical depression, this cannot be estab-
lished using a cross-sectional design. An alternative ex-
planation is that because atypical depression tends to
strike relatively early in life, it is more likely to promote
negative working models of the self and others at key
points in social development. If so, atypical depression
might be a cause rather than a result of an insecure attach-
ment style. Ultimately, prospective studies in high-risk
children and adolescents may demonstrate that various
developmental trajectories are relevant in this regard and
can lead to the complex phenotype of atypical depression
over time. The role of poor family functioning, which has
been associated with both attachment insecurity62 and
atypical depression,11,14,42 will be an important consider-
ation in work of this type.

As reviewed above, 2 separate traditions have emerged
to study attachment in adults. It would be of great interest
to validate and extend the current model using develop-
mentally based measures of adult attachment, such as the
Adult Attachment Interview (AAI)81 (also C. George, N.
Kaplan, M. Main, unpublished data, 1996). The AAI as-
sesses internal working models of the self while probing
memories of one’s own childhood experiences. If future
work finds that internal working models associated with
rejection sensitivity and depression are present during the
remitted state in atypical but not other depressed patients,
this would strengthen the argument that insecure/anxious-
ambivalent attachment has a more causal relationship
with this disorder. Also of great interest is the strong rela-
tion between parental AAI classifications and infant at-
tachment classifications,58 an important consideration if
we are to suggest that atypical depression is transmitted
via sociobiological means across generations.

Another strong rationale to replicate this study with the
AAI is that the AAI assesses a fourth attachment dimen-

sion, i.e., unresolved (disorganized), that cannot be as-
sessed with inventories. Individuals with unresolved
states of mind describe significant childhood losses or
traumas incoherently. For example, the unresolved AAI
narrative may reveal that the respondent is reexperiencing
a loss or trauma or it may show other dramatic changes in
discourse style. Because these phenomena take the form
of delimited intrusions in the discourse, the unresolved
classification is always coupled with an alternate classi-
fication, i.e., dismissing, autonomous, or preoccupied.82

Based on the high rate of early trauma known to exist in
atypical depression,14,42 one prediction for future AAI
work is that, on average, atypical patients will have higher
rates of unresolved-preoccupied attachment than will pa-
tients with melancholia.

The lack of a normal control group makes it difficult
to fully assess the relative degree of attachment inse-
curity manifest in these clinical patients. While atypical
subjects appeared to have less secure and more anxious-
ambivalent attachment than melancholic subjects, we did
not assess possible attachment style differences in pa-
tients with melancholia relative to controls. While prior
studies77,78 have demonstrated insecure attachment styles
in depressed subjects relative to normal controls, depres-
sive subtypes were not considered in this prior work. The
current results suggest that this is an important consider-
ation for the future.

Notwithstanding these limitations, the current results
suggest that attachment theory in general and insecure/
anxious-ambivalent attachment in particular may be a
useful framework from which to understand many aspects
of atypical depression. This may in turn inform future pre-
vention and treatment approaches for this important and
complex group of depressed patients.
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