
What is DMM? 

Pat Crittendenôs çDynamic-Maturational 

Model of Attachment and Adaptation» 

 

ÅComplex and comprehensive theory 

ÅDescribes differences in adaptation 

ÅBased on experience with danger 

ÅLeading to differences in what information 

is regarded as important to predict danger 

and ensure safety. 
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Why 

behaviour shown at a particular moment? 

ÅWhy now? 

Å Proximal cause 

ÅHow grown to respond this way? 

ÅWhat is the general function of this behaviour? 

ÅHow did it evolve phylogenetically? 

After Nico Tinbergen (1951) 
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Social psychology 

ÅSameroffôs ôTransactional psychologyô 
ÅPsychological and biological consequences of interpersonal processes 

ÅBronfenbrennerôs ôEcological psychologyô 
ÅUnderstanding interactional complexity requires systems perspective 

ÅEvolutionary psychology 
ÅSurvival in the face of danger and procreation Ą next generation. 
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From ôloss-of-functionô-models 

to adaptation for survival -  

strengths based models 

 



TO LIVE IS TO 
MANAGE 
DEPENDENCE. 

Symptoms help achieve these 

transactions. 



Belsky, J. & de Haan, M. (2011) 

Parenting and childrenôs brain development: the 

end of the beginning. 

JCPP, 52:4, 409-428 

doi:10.1111/j.1469-7610.2010.02281.x 

 
Barrett, J. & Fleming, A. (2011) All mothers are 

not created equal: neural and psychobiological 

perspectives on mothering and the importance 

of individual differences. 

JCPP, 52:4, 368-397 

doi:10.1111/j.1469-7610.2010.02306.x 
Annual research reviews. 
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From A,B,C,A/C to DMM 

ÅExperience with danger organises brain development 

and enables adaptation and survival. 

ÅShort term effect: Teaches children to use context-

specific strategy to stay safe 

ÅLong term effect: Teaches children how to make 

meaning of the information streaming to their brains 
 

vs ABC-D model of Main 
ÅLack of a secure base Ą loss of function Ą 

disorganisation. 
D = Disorganisation 
CC = Cannot classify 
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Strategies and modifiers 

ÅA, B, C, A/C and AC 

ÅUnresolved loss and trauma (Ul & Utr) 

ÅDp = depression in sense of learnt helplessness and non-

strategic underlying òstrategyò 

ÅIna = Intruded negative affect ï only with Type A 

ÅEss = expressed somatic symptoms 
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A Dynamic -Maturational Model  

of Patterns of Attachment in Adulthood  

 

Copyright: Patricia M. Crittenden, 2001 

True Cognition                                                                                       True Affect  

A/C  
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An attachment figure 

ÅPriority person the child turns to when she needs 

protection & comfort. 

ÅIn a long-term, intimate reciprocal relationship, 

ÅThey are in it together with óintersubjectivityô 

ÅAffectively charged and intense relationship, 

ÅNeeded for childôs physical and psychological survival. 
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To function healthily as an attachment 

figure 

Åcommunicate effectively using reciprocal 

patterns of non-verbal signals, 

Åtake the perspective of others, 

Åaccept responsibility for regulating 

relationships, 

Åempathise with others who are in distress. 

Do health professionals do this? 

How do we do this in psychosomatics with 

somatising patients? 
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Do family members all use the same 

strategy? 

ÅOf course not! 

ÅEach is born into a different context 

ÅChance favours the prepared mind differently (apologise 

to Pasteur) 

ÅAttachment figures function in the «zone of proximal 

development» of each of their children. 

ÅZPD to attachment figure changes based on experience 

with previous child. 
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Possibilities with a depressed mother 

Å1st child «Sunshine child» 

ÅType A with false positive affect 

Å2nd child «Bad child» 

ÅType C ï odd number strategy 

Å3rd child «Belly acher» with somatic symptoms 
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Psychosomatic symptoms and DMM 

ÅThe form of transactions using symptoms vary according 

to attachment strategy. 

ÅThe content of the transactions vary according to the 

culturally acceptable possibilities. 

ÅThe patient is disposed to employ the same form of 

transaction with all those she believes can comfort her 

and save her from perceived threat. 

ÅSymptom escalation if comfort (health) not elicited. 

ÅInformation from the health care transaction is 

transformed as it is made available to the patientôs brain, 

Ådepending on previous experience with danger, 

Åin accord with the attachment strategies which have developed. 
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Whatever the parent, teacher or 
doctor fails to recognise in the 

child, he is likely to fail to 
recognise in himself.  
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macrosystem 

microsystem 
exosystem 

mesosystem 

Bronfenbrenner U. (1979) The ecology of human development. Harvard 
Univ Press 

HEALTH 

SERVICE  



A healthcare system has to manage 

dependence   recommended guidelines 2001 

ÅCare to be based on continuous healing relationships 

Åécustomised according to patientsô needs and values 

ÅThe patient is the source of control 

ÅKnowledge is shared and information flows freely 

ÅDecision making is evidence based 

ÅSafety is a system property 

ÅTransparency is necessary 

ÅNeeds are anticipated 

ÅWaste is continuously decreased 

ÅCooperation among clinicians is a priority 
 

Plsek, Wilson, 2001, BMJ, 748 
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Needs are anticipated 

üThrough information processing of sensory stimulation 

 

üPatterns of neurological activation 

 

üRepresentation  

 

üDisposition to behave 

 

What remains afterwards is a lower threshold to reactivation. 

A process for the patient and for VIPs (intra- and inter-personal) 
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Sensory stimulation 
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Cognition 

Temporal order 

Affect 

Intensity of stimulation 



Types of representation 

Cognition 

ÅProcedural memory 

 

ÅSemantic memory 

Affect 

ÅPerceptuo-affective 

(Imaged) memory 

ÅConnotative language 
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Episodic memory 

Reflective integration 



The only information we 

have is about the past. 
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The only information we 

need is about the future. 



Important information can be é. 

ÅGiven meaning through coincidence (Erroneous) 

ÅBasis for superstition 

ÅOmitted though it could have been meaningful 

ÅOwn negative affect (Type A) 

ÅInformation about causal sequences (Type C) 

Å«Cognitive» distortion ï one component of a causal 

relationship is attributed importance whilst another is 

ignored 

ÅIdealisation/exoneration of parents vs over importance of own 

responsibility (Type A) 

ÅReductionist blaming thought/passive semantic thought (Type C) 
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Å«Affective» distortion 

ÅOne of the self-survival affects is exaggerated whilst another is 

made light of 

Åexaggerated Aggression (Type C odd classification) 

Åexaggerated Fear and need for care (Type C even classification) 

ÅFalse/Misleading display 

ÅFalse positive affect (Type A) 

ÅMisleading prediction of future actions (Type C) 

ÅDenied  

ÅIn extreme ALL negative affect including pain (Type A) 

ÅDelusional  

ÅOwn role in causing dangerous outcomes (Type C) 
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Age Affect Cognition 

Type A Type C Type A Type C 

Infant Omit 

negative 

affect 

Omit 

temporal 

information 

Preschool Falsify 

positive 

affect 

Distort 

negative 

affect 

School age Distort 

temporal 

information 

Falsify 

causal 

information 

AND Truly predictive cognitive or affective information  

         Erroneous conclusions due to coincidence 
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Confidence in memory has no relation to 
the veracity of those memories.  

 

With history taking check statements 

(semantic) against confirmed memories for 

events (all senses accessible ï episodic 

memory) Ą identifies idealisation and 

scapegoating. 

3rd-4th October, 2011 Simon Wilkinson, Oslo University Hospital 24 



Dispositional representations (Damasio) 

ÅArise in the moment depending on priority given to 

information from different memory systems 

ÅPerception is 90% memory (Gregory) 

ÅContext dependent 

ÅDepend on current state of self 

ÅPriority given on basis of experience with danger and 

possibilities for procreation 

ÅCoherent with the changes in brain structure resulting 

from care dynamics and experience. 

ÅDisposed to some actions in preference to others. 

ÅProbabilistic and not deterministic. 
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Peripheral (non-CNS) representations (PR) 

ÅEpigenetic transformations of genetic information 

ÅImmune system memory 

ÅMusculo-sceletal and peripheral nervous systems 

ÅGastrointestinal tract 

ÅConditioning to words associated with negative affect 

Ą Proto-self dispositional representations  
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These are still with us even when our attachment strategy changes.  



Feelings and emotions 
Illness & Disease 

 

Level 0 Status PPrr oottoo--sseell ff   

Level 1 Change in 

status 

Background óemotionsô  

Changed somatic state 

Level 2 Pattern to 

change 

Standard 

emotions 

 Systemic 

disease 

LLeevveell   33  AAwwaarr ee  ooff   

cchhaannggee  

BBaacckkggrroouunndd  ffeeeell iinngg  //  VVii ttaall ii ttyy  aaff ffeecctt  

LLeevveell   44  SSppeeccii ff iiccaatt iioonn  

ooff   tthhee  

ppaatt tteerr nn  

FFeeeell iinngg  ooff   

aannggeerr,,  

ffeeaarr,,  nneeeedd  

ffoorr  ccaarree  

FFeeeell iinngg  ooff   

ttii rreeddnneessss,,  

ssttrreessss  

II ll llnneessss  

  

 

3rd-4th October, 2011 Simon Wilkinson, Oslo University Hospital 27 



PRs relation to CNS 

Å«Changes in protoself» level 1&2 (ie core self) given 

meaning by the self on the basis of meaning given by 

Attachment figure (VIP) 

ÅGive rise to activation of Implicit memories: Imaged and 

Perceptual 

ÅChange probabilities of «dispositions» in CNS networks. 

ÅMean that we carry with us vulnerabilities along our 

developmental pathways. 
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Continuous healing relationships 
ÅFunction as «attachment objects» 

ÅPredictable enough over time 

ÅCan be used to both anticipate and alleviate suffering 

ÅDo not necessarily cure disease 

ÅCan be facilitated by 

Åhow health professionals come to see what they see and feel what 

they feel 

ÅDRs of health professionals.  

ÅMaintaining factors in parental and health professionalsô 

interaction patterns 

ÅAnd in psychosomatics and somatisation giving functionality to 

symptoms. 

 

3rd-4th October, 2011 Simon Wilkinson, Oslo University Hospital 29 



We donôt see things as they are, we 

see things as we are. 

òThere is no such thing as immaculate 

perceptionò. 

Anaïs Nin 1969 
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Questions 

ÅAre Somatising patients strategic? 

ÅIn psychosomatics do different symptom 

presentations differ by strategy & transformation? 

ÅWhat transformations of information are needed ï and 

why? 

ÅHow can we use the differences between Type A 

and Type C to build treatment alliances and 

improve the lot of patients? 
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Information and strategies 

ÅType A gives priority to cognitive information 

ÅAvoidant of negative affect and predictable 

ÅType C gives priority to affective information 

ÅPreoccupied with negative affect and unpredictable 

ÅType B can flexibly adjust their priorities 

ÅReflective functioning 

ÅType A and Type C are psychologically complementary 

ÅType A and Type C associated with developmental risk  
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Type A 

ÅOrganised around 

cognition 

ÅTake otherôs perspective 

ÅWrite off own 

ÅPreoccupied with others 

ÅExaggerated importance 

of prediction 

ÅMinimalise 

problems/symptoms 

ÅDistanced to past 

Type C 

ÅOrganised around affect 

 

ÅTake own perspective 

ÅWrite off otherôs  

ÅPreoccupied with self 

ÅIgnore importance of 

cognition 

ÅEmphasise importance of 

problems/symptoms 

ÅPreoccupied with past 
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Type A 

ÅPredictable  

ÅWords ï keep distance 

ÅPrimarily satisfies others 

ÅCompulsions 

ÅInhibit negative affect 

ÅFalse positive affect 

ÅCareful 

ÅShame 

ÅLook for certainty 

ÅCompliant 

Å«Promiscuous» 

Type C 

ÅUnpredictable  

ÅWords ï involving 

ÅPrimarily satisfies self 

ÅObsessions 

ÅExaggerates negative affect 

ÅSplits and alternates affects 

ÅChallenging 

ÅBlames others 

ÅTakes risks 

ÅAggressive/Submissive 

ÅSeductive  
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ÅAttachment strategy does not determine safety but 

increases the chance of maximising comfort. 

ÅSymptoms are employed to this end strategically,  

ÅUsing the culturally available and acceptable illness 

language, 

ÅWith familial variations, 

ÅCoherent with the biological consequences of the earliest 

attachment strategies. 
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Health systemé customised according to pts needs and values. 



VIP response to infant crying 

ÅSensitive to infant signal 

ÅResponds contingently 

ÅResponse comforts the infant 

ÅLack of response 

ÅAversive response 

ÅIncongruent response 

Type B Type A 

Type C 

ÅOver- or under-responsive 

ÅUnpredictable intermittent positive reinforcement of negative affect 

ÅMixed anger, fear & desire for comfort Ą mixed motivation 

ÅConfuses parent 
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Intergenerational  

transmission of attachment 

ÅHave decreased dopamine reward responses to their 

infantsô happy faces. 

ÅHave insula activation to infantsô crying faces. 

ÅHave less oxytocin response when interacting with their 

infants. 

ÅAre less attuned in vocal communication with their infants 

ÅAre more likely to have preoccupied Type C children 
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Dismissing Type A mothers  



Intergenerational  

transmission of attachment 

ÅHave increased dopamine reward responses to 

their infantsô faces. 

ÅHave increased oxytocin response on interacting 

with their infant 

ÅAre more attuned in vocal communication. 

ÅAre more likely to have balanced Type B children. 
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Balanced Type B mothers  



Types of information  

Type C self-protective strategies 

ÅUnpredictable consequences 

ÅLack of understanding of causation 

ÅHigh & fast arousal 

ÅUse of split displays of affect to elicit protection & comfort 

ÅAnger OR Fear & Desire for comfort 

ÅCan switch rapidly 

Å Ą feelings guide DRs. 
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Strategies for Type C Patients 

ÅStick to your own feelings ï bribe & threaten. 

ÅDemand what you feel you need ï now! 

 (The future is unpredictable.) 
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Type C 

ÅVague rambling language, especially about 

relations of past to future. 

ÅAcknowledges the displayed feeling/symptom 

ÅBut this is not the whole story 

ÅNegative outcomes attributed to others. 

ÅIf I get well I was responsible; if I fail to get well it 

is your fault.  
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C strategies  

Odd number             Even number 

ÅPriority display of 
aggression 

ÅWhen risks loosing 
access to VIP can 
switch to display of 
fear and need for care 

ÅThreatening 

ÅAggressive 

ÅPunitive 

ÅPriority display of fear 
and need for care 

ÅWhen risks loosing 
access to VIP can 
switch to aggression 

ÅDisarming 

ÅFeigned 
helplessness 

ÅSeductive 
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Illness communication style 

 B A C 
Communication Open & direct Restrained Manoeuvring  

Sharing feelings Open & direct Avoid/deny/ 
falsify 

Leveraged 
use, partial 
sharing  

Negotiating Open & direct Inflexible Threats, coy, 
helpless  

Coping Cognitive & 
affective 

Cognitive Affective  

Mothering Supportive. 
Teaches strategies 

Intrusive, false 
affect, withdrawn  

Unpredictable, 
guilty, anxious  

Style Resilient Selfreliant óPass the parcelô 
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Language style 

B A C 

Little sharing of 
discomfort.  
Usually after it has 
passed.  
Minimised. 
 
 

Present current 
discomfort openly, 
with nuances, to 
relative strangers  

Ina 
Intrusion of non -
strategic use of 
potentially serious 
disease. 

Exaggerated 
expression of some 
of discomfort. 
Functionality.  

 

 



Discoveries about mother by baby óbelly 

acherô 

Infancy:  

ÅMother is caring & baby wants her. 

ÅMother is sometimes unavailable or upset Ą baby gets 

anxiously upset. 

ÅMother gets more upset when baby gets upset. 

ÅThe baby can only use body language. 

ÅOutcomes: Baby wants Mother, canôt predict Môs 

behaviour to ensure gets effective comfort, inhibits 

frustration but is aroused. 
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Discoveries about mother by 

somatising child 
Preschool:  

ÅMother is caring & child wants her. 

ÅMother is sometimes unavailable or upset Ą child 

tries to elicit response. 

ÅMother is most comforting when child shows high 

levels of distress and vulnerability, espy. if it 

mimics disease ï demanding caring attention. 

ÅOutcomes: Child wants Mother, doesnôt 

understand causation, doesnôt learn accurate 

language of feeling, appears sick (emotion) and in 

danger. 
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Psychological & Strategic Effects 

ÅCausal information is omitted. 

 

ÅAffect is exaggerated. 

 

ÅChild has Type C2-4 
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Stress symptoms / signs of disease 

Åtired all the time 

Åheadache 

Åbackache 

Åconstipation or diarroeha 

Åsweating 

Ådry mouth 

Åpressure in the chest 

Åfeeling sick, vomiting 

Åsleep disturbance 

Ådesire for more or less food 

Åobsessions 

Åguilt feelings 

Åirritability 

Åpoor concentration 

Åpoor shortterm memory 

Åcatastrophe thinking 

Åreduced libido 

Åetc 
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Psychological & Strategic Effects 

ÅóAccurateô language does not replace affect for 
communication ï so information is not explicit. 

 

ÅFeelings of anger and frustration are hidden from 
view ï so are not experienced or expressed 
explicitly. 

 

ÅChild becomes apparently dependent on Mother 
for nursing care and well-being. 
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Discoveries about mother by somatising 

child 

School-age:  

ÅMother is caring & child wants her. 

ÅChild feels óill-at-easeô, behaves different from peers and 

is seen as ósicklyô. 

ÅChild finds erroneous causal explanations. 

3rd-4th October, 2011 Simon Wilkinson, Oslo University Hospital 50 



Outcomes:  

Child wants Mother,  

is angry but acts helpless or frightened,  

creates erroneous explanations,  

canôt use language effectively to solve problems.  

Mother tries harder to help, worries that she is not 

competent enough, but canôt identify causal sequences in 

their interactions which are associated with illness 

complaints  

ÅMedical services may become involved as part of Motherôs strategy 

to help. 
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Psychological & Strategic Effects  

ÅLacking words, episodes, and a dialogue, child does not 

learn to reflect integratively on self, feelings, and 

behaviour. 

ÅFalse explanations and distorted feelings are generated 

by child and accepted by parents and medical profession. 

ÅA narrative to explain a life-long pattern develops and 

becomes part of self. 
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53 

Explain own discomfort or behaviour which 

VIPs focus on 

ÅSemantically acceptable to VIP. 

Å«Veracity» ï  less important, 
ÅDepends on the costs of telling the truth. 

ÅSay what the VIP «wants»/expects to hear and 
the relationship re-balances with familiar 
expectancies. 

ÅA life-narrative is created which furthers 
personal motivation within that taken-for-
granted world ï and an illness career (eg ME). 

ÅWhat actually happens depends on activation 
of memory systems and resulting DR. 

In a way which is 

Annual conference, Cambridge 2011 Simon R Wilkinson, Oslo University Hospital 



Discoveries by somatising adolescent 

Secondary school: 

ÅMother is worried, adolescent is proactively sick 

ÅAdolescent ófleesô from anger and frustration, 
becomes pained and somatically preoccupied 

Åif words donôt function, why use them? 

ÅAdolescent struggles to free himself from the 
family, and begins an health service career with 
alternative ócarersô who continuously need 
remobilising. 

ÅMother doesnôt understand, tries to help, makes 
it worse. 
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ÅOutcomes: Adolescent symptoms somewhat 

changed and modified whilst maximising health 

service contact, yet misunderstands causal 

relations.  

ÅAnger as the taboo affect becomes ever more 

difficult to access.  

ÅProblem becomes seen as an aspect of the 

person and not the system. 

3rd-4th October, 2011 Simon Wilkinson, Oslo University Hospital 55 



Psychological & Strategic Effects: 

Ignorance and Incompetence 

ÅAdolescent is in an internal struggle & lacks the mental  

skills to resolve it. 

ÅAdolescent is in an interpersonal struggle and lacks 

the social & communicative skills to resolve it. 

ÅAdolescent does not know and cannot tell about the 

true issues  

Ånor can the family 

Ånor can the health professionals. 
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Psychological & Strategic Effects: 

Deception 

ÅAdolescent, family and professionals focus on what 

can be said or talked about - symptoms  

Ådisplacement and disguised problems. 

ÅThis misleads everyone. It isnôt ñlyingò, but it deceives 

the self and others. 
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Alternative scenarios 

NB no one-to-one association between 

Åsymptom and diagnosis, 

Ådiagnosis and attachment strategy. 

Åmultifinality and equifinality 

ÅNote the form of complaining.  

Åfunctionality 

Åwhose needs are in focus. 
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Subjectivity is 
reading a sundial ð  

using a pocket torch.  
Piet Hein 



Type A  

 Idealising of VIP   or   Self-blaming  

ÅTake responsibility for 
negative outcomes 

ÅBecome dependent on 
adult evaluations 
Å take responsibility to 

reduce conflict with 
adults 

ÅCompulsive 
compliance 
ÅCompulsive performance 

ÅPromiscuous 

ÅExcuse the VIP their 
shortcomings 
Ålittle room to develop 

awareness of them 

 

 

 

ÅCompulsive care giving 

ÅSelf-reliant 
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