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Editorial on the Research Topic
 Recent Empirical Research and Methodologies in Defense Mechanisms



During the past 50 years, empirical research on defense mechanisms has come a long way in contributing to the empirical science. Beginning with Freud's initial description of defenses (Freud, 1894), there have been numerous suggested revisions to the theory of defenses. At this juncture, there is general agreement on the hierarchical organization of defense mechanisms, which, for instance lead to the inclusion of an Provisional Axis for Defensive Functioning in the 4th Edition of the Diagnostic and Statistical Manual for Mental Disorders (American Psychiatric Association, 1994). The impact of defensive functioning on physical and psychological well-being has been widely demonstrated. Less appreciated than research on defenses and mental disorders, are the growing body of studies of defenses and medical conditions (Martino et al., 2019, 2020; Conversano and Di Giuseppe, 2021). Recent studies have found that cancer patients with self-sacrificing defensive style had shorter disease-free intervals, shorter survival times, and a more unfavorable cancer staging at endpoint (Weihs et al., 2000; Di Giuseppe et al., 2018). Other studies (Zilikis and Dervenis, 2003; Vita et al., 2020; Marchini et al., 2021) have linked repressed conflicts to physical and mental disorders among those with a recurrent history of unexplained distress and depression. In line with the psychosomatic hypothesis, using neurotic defenses, which inhibit awareness of disturbing wishes, feelings, thoughts, experiences and memories, lead to impaired endocrine and immune functions and relate to the somatic manifestation of psychological distress (Bahnson and Bahnson, 1966; Vos and de Haes, 2007). Moreover, defense mechanisms, like other emotion regulation strategies, function as essential moderators of psychological responses to stressful life events (Conversano et al., 2020; Di Giuseppe et al., 2021; Merlo et al.) such as chronic physical and mental conditions (Perry, 1988; Sardella et al., 2021; Martino et al.; Martino et al.).

Defenses operate largely or partly outside of awareness, and their effects take innumerable forms. Both of these realities have created measurement challenges. Some measures (Gleser and Ihilevich, 1969; Plutchik et al., 1979; Bond et al., 1983) may have been based on the same motivational constructs but presented different organizing schemas (Horowitz et al., 1992). Other measures (Cramer, 1991; Lerner, 2005) have yielded scientifically valuable findings (Cramer, 2015), but limited themselves to a small number of defenses and lack of clear link to how individuals cope with internal and external conflicts and stressors (Rosso et al.). These methodological limitations have contributed for years to the confusion between defense mechanisms and coping strategies. As Cramer stated “Coping mechanisms involve a conscious, purposeful effort, while defense mechanisms are processes that occur without conscious effort and without conscious awareness (i.e., they are unconscious). Also, coping strategies are carried out with the intent of managing or solving a problem situation, while defense mechanisms occur without conscious intentionality; the latter function to change an internal psychological state but may have no effect on external reality, and so may result in non-veridical perception, that is, in reality distortion” (Cramer, 1998, p. 921). With continued advances in empirical research on the hierarchical nature of defense adaptation, two aspects of Cramer's definition appear incomplete. First, some defenses confuse internal conflict with external stress and lead the individual to maladaptive responses to the environment (e.g., counter-attacking rather than reflecting before acting). Second, it does not capture the partially conscious and more flexibly adaptive aspects of mature defensive functioning.

Defense mechanisms higher in the hierarchy (i.e., high adaptive defenses) do not follow the differential criteria described in Cramer's theory (Beresford, 2012). More than 30 years research with the Defense Mechanisms Rating Scales (DMRS; Perry, 1990) and its derivative measures (DMRS-Q; Di Giuseppe et al., 2014; Di Giuseppe and Perry, 2021; DMRS-SR-30; Di Giuseppe et al., 2020a) have demonstrated that individuals using mature defenses can: (1) be partially or fully aware of their activation (e.g., altruism, self-assertion, or self-observation); (2) intentionally use an adaptive defensive strategy to deal with internal conflict or stressful situations (e.g., anticipation or suppression); and (3) increase the probability of a gratifying resolution of the internal or external stressors without reality distortion (e.g., self-assertion or sublimation). In light of these findings, we affirm that the hierarchy of defense mechanisms (Vaillant, 1992; American Psychiatric Association, 1994; Perry, 2014; Di Giuseppe and Perry) is a comprehensive description of both more adaptive (i.e., mature defenses, overlapping in function with coping strategies) and less adaptive (i.e., immature and neurotic defenses) way of automatically responding. A clear result is that the systematic assessment of defenses which reflects this hierarchy of adaptation adds value to the diagnosis of mental disorders. We believe that it is an essential part (Perry et al., 2020; Conversano, 2021).

Research on personality disorders has found that specific defensive profiles are associated with personality traits and disorders (Maffei et al., 1995; Steiner et al., 2007; Presniak et al., 2010; Perry et al., 2013) and revealed a hierarchical organization of personality disorders based on the maturity of defensive functioning (Di Giuseppe et al., 2019). This confirms Kernberg's Personality Organization, which includes object representations (split vs. ambivalent objects) and reality testing (Kernberg, 1984). As highlighted by Kempe et al. by analyzing the defensive functioning of individuals with narcissistic personality it is possible to distinguish the defensive profiles of both grandiose and vulnerable narcissism (Kempe et al.). Similarly, recent studies investigated defenses in relation to attachment and mentalization show promising results. As demonstrated by Tanzilli et al. (2021), depressed patients with secure attachment showed higher reflective functioning and overall defensive maturity then those with insecure attachment. In line with these findings, Békés et al. found that the use of neurotic and immature defenses in the early phase of treatment predicted an increase in avoidant attachment over the course of treatment, whereas the use of immature non-depressive defenses (e.g., denial, rationalization) predicted a decrease in preoccupied attachment. Similarly, Hayden et al. reported that mentalization played an important role in the reduction of maladaptive defenses during inpatient therapy. However, their results showed that only maladaptive defenses decreased significantly in psychotherapy, while neurotic and mature did not increase significantly as expected. It is possible that some of these contradictory results stem from methodological issues, such as employing measures with inadequate reliability and validity. Furthermore, other research has demonstrated that specific defense are associated with psychiatric symptoms, interpersonal problems, externalizing behaviors, vulnerable sense of self, poor adjustment, suicidal ideation, and attempts (Dell'Osso et al., 2011; Boldrini et al., 2020).

Psychotherapy is important to help individuals improve their defensive functioning and outcome (Hoffman et al., 2016; Babl et al., 2019; Di Giuseppe et al., 2020b; Hersoug et al.). The proportion of mature and immature defenses change during psychotherapy and predict treatment response (Perry and Bond, 2012; Perry et al., 2020; Prout et al., 2021; Beresford et al.; de Roten et al.). Patient improvement in defensive maturity is likely to happen within the relationship with the therapist, who in turn activates and works with defenses in response to stress (Tanzilli and Gualco, 2020; Tanzilli et al., 2020). Therapists appear to utilize higher levels of mature defenses and lower levels of immature defenses compared to a community sample (Aafjes-van Doorn et al.). However, lower therapists' defensive maturity was associated with higher levels of vicarious trauma and professional doubt during the COVID-19 pandemic (Aafjes-van Doorn et al.). Further studies should investigate the impact of the interplay between patient and therapist defense mechanisms on outcome.

In addition to psychopathology research, interesting findings come from a number of recent studies conducted on general populations under stressful conditions. Maladaptive defensive responses were reported more often by younger people during the first wave of COVID-19 pandemic, while greater reliance on mature defenses was evident among older adults during the pandemic (Prout et al., 2020). These findings were confirmed by Beresford et al. who found that maturity of defensive functioning was associated with older age and it predicted lower depression levels in a large sample of adult cancer patients. Defense mechanisms are also associated with gender. Women use more neurotic and immature-depressive defenses to deal with internal or external stressors, while in similar conditions men tend to rely more on obsessional and immature-non depressive defenses (see Di Giuseppe and Perry, 2021, for review on the hierarchy of defenses). These findings were confirmed also in individuals diagnosed with gender dysphoria, indicating that the individual's dominant defensive functioning is related to the gender to which one chooses instead of the gender assigned at birth (Giovanardi et al.).

Advances in research on defense mechanisms widely demonstrate the impact of defense mechanisms in the onset, course, and amelioration of mental disorders. Despite the increasingly robust findings that defense mechanisms, and the hierarchy of adaptation, add scientific value to diagnosis, many practitioners have limited awareness of these scientific contributions. This special issue of Frontiers is dedicated to increase awareness of the relevance of these constructs to clinical practice. Although defense mechanisms are included in the Psychodynamic Diagnostic Manual as a key construct in diagnosis and personality structure (Lingiardi and Bornstein, 2017), we believe that greater understanding of patients' defensive functioning will be helpful to non-dynamically oriented clinicians as well. The science of our profession can be improved and the quality of our interventions can be individually tailored as a result of increased research on the role of defenses in the course of treatment. Research on defenses adds information about symptom severity, differential diagnosis, treatment compliance, recommended interventions, and expected prognosis. The inclusion of defensive functioning in diagnosis and case formulation (Perry et al., 2018, 2020) has the potential to enrich the overall clinical understanding of patients' mental functioning and how treatment can be tailored to meet their needs. In sum, close assessment of defenses provide some of the information needed to develop truly effective, personalized treatments (Zilcha-Mano, 2021).
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Background: Given the role of alexithymia—as the inability to identify, differentiate, and express emotions—in chronic and immune-mediated illness, this systematic review analyzed the prevalence of alexithymia in patients with inflammatory bowel diseases (IBDs), mainly represented by Crohn's disease (CD) and ulcerative colitis (UC).

Methods: Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) guidelines were followed throughout this systematic review of the literature published between 2015 and 2020 in indexed sources from PubMed, PsycINFO, Scopus, and Web of Science databases. Search terms for eligible studies were: “Inflammatory bowel disease” AND “Alexithymia” [Titles, Abstract, Keywords]. Inclusion criteria were: articles written and published in English from 2015 and up to April 2020, reporting relevant and empirical data on alexithymia and IBD.

Results: The initial search identified 34 indexed scientific publications. After screening, we found that five publications met the established scientific inclusion criteria. Overall, the mean value of alexithymia ranged from 39 to 53.2 [Toronto Alexithymia Scale (TAS-20) score], thus mostly falling in non-clinical range for alexithymia (≤51). Comparisons of alexithymia between patients with UC and CD highlighted that patients with CD showed externally oriented thinking and difficulties identifying feelings to a greater extent. Regarding comparisons with other samples or pathologies, patients with IBD were more alexithymic than healthy controls and less alexithymic than patients with major depressive disorder, but no difference was found when compared with patients with irritable bowel syndrome (IBS). Then, regarding correlations with other variables, alexithymia was positively associated with anxiety and depression, as well as with psychopathological symptoms and somatic complaints.

Conclusion: This systematic review suggests that patients with IBD cannot be generally considered alexithymic at a clinically relevant extent. However, their greater alexithymic levels and its associations with psychological variables and somatic distress may suggest a reactivity hypothesis, in which living with IBD may progressively lead to impaired emotion recognition over time. Specifically, the relationship between IBD and IBS should be further explored, paying deeper attention to the clinical psychological functioning of CD, as IBD requires more emotional challenges to patients.

Keywords: alexithymia, psychological distress, psychological functioning, adjustment, inflammatory bowel disease, chronic disease


INTRODUCTION

Increasing interest exists regarding the key role of psychological source and characteristics in protecting or exposing individuals to emotional distress. Clinical psychological features may affect the patient's ability to manage chronic diseases, leading to both lower compliance and adherence and predicting morbidity and mortality independently of several confounders (Caputo, 2013, 2019; Craparo et al., 2016; Conversano, 2019; Martino et al., 2019a,b; Merlo, 2019). On the other hand, medical conditions may impact mental health, leading to worse perceived quality of life which could in turn interfere with the ability to manage (Castelnuovo et al., 2015; Van Houtum et al., 2015; Di Giuseppe et al., 2018, 2019, 2020; Marchini et al., 2018; Catalano et al., 2019; Guicciardi et al., 2019; Rosa et al., 2019; Settineri et al., 2019; Lenzo et al., 2020; Martino et al., 2020a; Vicario et al., 2020). Among chronic illness, inflammatory bowel diseases (IBDs), mainly represented by Crohn's disease (CD) and ulcerative colitis (UC), show an increasing prevalence worldwide above all in Europe (CD, 322 per 100,000 persons; UC, 505 per 100,000 persons) and North America (CD, 319 per 100,000 persons; UC, 249 per 100,000 persons) (Molodecky et al., 2012; Jordan et al., 2016). IBD diagnosis generally occurs, without gender prevalence, debuts at age 10–40 years, showing frequently an unpredictable course. Particularly in CD, any part of intestines can be intermittently inflamed, while in UC, the inflammation is generally limited to the colon and rectum level only. This chronic medical condition leads to disabling symptoms such as fatigue, abdominal pain, diarrhea, and weight loss. The standard IBD treatment aims at pharmacological management of inflammation, with favor to an adequate compliance and adherence to regular medical controls and medications. In the most severe cases, in UC, the entire large bowel and rectum must be surgically removed, with typically subsequent transitory or permanent ileostomy, with relative psychological outcomes and worse perceived quality of life (Kiebles et al., 2010). Scientific data show that psychological features associated with specific lifestyle and environmental stressors impact both pathogenesis and relapses of IBD (Moreno-Jimènez et al., 2007; Boye et al., 2008). It is likewise reported that a high prevalence of alexithymia exists in patients suffering of chronic and immune-mediated illness characterized by somatic symptoms (Villoria et al., 2017; Erkic et al., 2018; Viganò et al., 2018), up to 35% in IBD, and that alexithymia is strictly related to clinical severity of gastrointestinal pathologies (Porcelli et al., 1995, 2014; Ferreiro et al., 2015). Alexithymia is a multidimensional construct, thought as the inability to differentiate between emotions, thoughts, and physiological replies to stimuli, which involves difficulties in recognizing and expressing emotions and externally oriented thinking (Nemiah and Sifneos, 1970; Sifneos, 1996; Taylor and Bagby, 2000; Tordeurs and Janne, 2000). Alexithymia is also considered as a personality trait which may appear in comorbidity with diverse physical and psychopathological disorders [Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5) (Lumley et al., 2005, 2007; Mattila et al., 2009; Tolmunen et al., 2011; American Psychiatric Association, 2013; Brooks et al., 2019; Martino et al., 2019c, 2020b,c; Thavamani et al., 2019; Velotti et al., 2019; Orrù et al., 2020)], and it may assume the role of a temporary state linked to both psychopathological conditions and stress levels (Pollatos et al., 2011). It is also suggested that alexithymia is involved in the pathogenesis of numerous somatic disorders (Porcelli et al., 1996; Willemsen et al., 2008; Mazaheri et al., 2012; Marchi et al., 2019; Martino et al., 2019c), and it seems to be associated with both, depression and anxiety, in patients suffering from IBD (Graff et al., 2006; Filipović et al., 2007; Goodhand et al., 2012). Moreover, alexithymia and psychological distress as anxiety and depression may compromise the patient's compliance and adherence, leading to a severe clinical presentation and course of IBD (Sajadinejad et al., 2012a,b; Quattropani et al., 2019).

These evidences suggest patients living with alexithymia and IBD in comorbidity may experience significant relapses and worse course of IBD, which might be in part explained by difficulty in recognizing body signals, perceptions, and emotions (Mazaheri et al., 2012; Villoria et al., 2017; Viganò et al., 2018). Furthermore, the failure in recognizing emotion perceptions and physical symptoms could lead to a poor assessment and treatment of IBD, to an additional psychological and physical suffering, and to poor perceived quality of life, which in turn impair the patient's ability to cope and manage (Graff et al., 2006; Boye et al., 2008; Faust et al., 2012). Psychopathological comorbidity may be underestimated, and a deep, strategically oriented clinical psychological exploration is required to eventually highlight psychological features, such as alexithymic ones, considering the individual needs and outcomes of patients with IBD.

Hence, the purpose of this systematic review is to provide the current insights on the potential alexithymic characteristics of patients with IBD, underlining the clinical expressions of this complex. Particularly, our objective is to improve the awareness on the complex of alexithymia, IBD, and other related factors, supporting both psychologists and clinicians to carry out specific interventions to promote the adequate managing of IBD, encouraging psychological adjustment and well-being. A deeper understanding of this complex among patients may improve patients' knowledge of such chronic illness, way of feeling themselves, and perceived quality of life.



MATERIALS AND METHODS


Data Source and Search Strategy

The review was executed according to the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) (Liberati et al., 2009; Moher et al., 2009). In April 2020, PubMed, PsycINFO, Scopus, and Web of Science databases were explored, between 2015 and 2020, for eligible studies, in order to analyze the most recent literature, and the following terms were engaged: “Inflammatory bowel disease” AND “Alexithymia” [Titles, Abstract, Keywords].



Publication Screening and Eligibility Criteria

After leading the first selection of the search, we eliminated study duplicates. During the second selection, all titles and abstracts were screened, and potential pertinent studies were identified for full-text review by two independent researchers in clinical psychology, for eligibility. Inclusion criteria were: scientific publications in English and with peer review published from 2015 and up to April 2020 reporting relevant and empirical data on alexithymia and IBD.



Analysis Reviewed Publications and Data Synthesis

Methods were performed accordingly to the PRISMA guidelines (Liberati et al., 2009; Moher et al., 2009), seeing that the heterogeneity of the examined studies did not allow researchers to explore them by a meta-analysis. Researchers in clinical psychology independently reviewed the selected articles to confirm the reliability of the performed method. In order to provide a qualitative synthesis, carefully chosen studies were considered by matching substantial data and identifying the significant indexes of the measured variables.




RESULTS


Search Result

Figure 1 shows our search result and screening results according to PRISMA. Our search identified 34 publications. Eighteen publications were duplicates leaving our search with 16 publications for title and abstract review. After this review process, we identified in total 10 papers for full review. The excluded publications did not fulfill the inclusion criteria as two were systematic reviews, three were conference/meeting abstracts, and one was out of scope. Thus, the remaining 10 publications were full text reviewed, and five of them were removed for the following reasons: two did not provide English full text as they were written in Portuguese (Amorim and Guerra, 2018) and Russian (Mnatsakanyan et al., 2016), one did not provide empirical data about alexithymia (Edman et al., 2017), and two were not specifically addressed to patients with IBD (Cozzolongo et al., 2015; Schauer et al., 2019). We concluded that five papers could be included in our systemic review based on the inclusion criteria.


[image: Figure 1]
FIGURE 1. Preferred reporting items for systematic reviews and meta-analyses (PRISMA) flow diagram.




Study Characteristics

We found that two out of five selected studies used a cross-sectional research design. Two studies specified that IBD diagnosis was based on the classical clinical, radiological, endoscopic, and histological criteria proposed by the European Crohn's and Colitis Organization (ECCO) (La Barbera et al., 2017; Yanartaş et al., 2019). All the studies reported specific inclusion/exclusion criteria for patient selection. The presence of previous psychiatric disorders and comorbidity of physical disease (e.g., neurological or oncologic pathologies, diabetes, rheumatoid arthritis) were the exclusion criteria reported in all the studies, followed by intellectual disability or cognitive impairment (La Barbera et al., 2017; Viganò et al., 2018; Yanartaş et al., 2019). Two studies included only patients being considered in clinical remission based on disease activity. Specifically, Viganò et al. (2018) adopted Crohn's Disease Activity Index (CDAI) and Mayo score to measure disease activity for CD and UC, whereas Fournier et al. (2020) used Harvey–Bradshaw Index (HBI) and UC activity index (UCAI), respectively. Concerning sample size, the retrieved studies included a number of patients with IBD ranging from 10 (Huang et al., 2016) to 170 (Viganò et al., 2018), with an average of 75 patients (SD = 62). Overall, the patients were aged 40 years on average, except for the study by Huang et al. (2016) that was addressed to adolescents and young adults (mostly 17–19 years old). Gender was fairly well distributed in the considered studies, with a mean of 48% of male patients (average of 35.2–55.3% in the studies). Beyond sociodemographics, three studies provided information regarding alcohol and substance use (La Barbera et al., 2017; Viganò et al., 2018; Yanartaş et al., 2019), whereas two studies reported further clinical data about IBD and type of therapy (La Barbera et al., 2017; Viganò et al., 2018). The main characteristics of the studies are reported in Table 1.


Table 1. Characteristics of included studies (in chronological order).
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The Prevalence of Alexithymia in Patients With Inflammatory Bowel Disease

All the studies provided descriptive statistics about the Toronto Alexithymia Scale (TAS-20) total score in patients with IBD. Overall, the mean value of alexithymia ranged from 39 (Fournier et al., 2020) to 53.2 (La Barbera et al., 2017), thus mostly falling in the normal range, indicating no alexithymia, which scores ≤51 points. In this regard, it should be acknowledged that the highest alexithymia prevalence reported by La Barbera et al. (2017) was found in clusters of patients characterized by high neuroticism, impulsivity, and severe physical conditions. No study reported the percentage of alexithymic patients among the participants affected by IBD (with a cutoff score ≥61). Only two studies reported scores on TAS-20 dimensions (Viganò et al., 2018; Fournier et al., 2020). For each study, we calculated effect sizes (ESs) (expressed as the mean divided by the standard deviation of the sample) about the TAS-20 dimensions [Difficulty Identifying Feelings (DIF), Difficulty Describing Feelings (DDF), Externally Oriented Thinking (EOT)] as to compare the mean values on the different subscales as standardized scores. On average, patients with IBD scored higher on EOT (ES = 3.54) compared to both DDF (ES = 2.96) and DIF (ES = 2.79), with the latter having the lowest mean values.



Comparisons of Alexithymia Between Patients With Ulcerative Colitis and Crohn's Disease

Two studies compared alexithymia levels among IBD subsamples. The study by Viganò et al. (2018) found no statistically significant difference on TAS-20 total score between patients with UC and CD, d = 0.13, 95% CI [−0.18, 0.43]; however, patients with CD generally reported higher values in EOT compared to their counterparts, d = 0.38, 95% CI [0.07, 0.69]. Also, the study by Fournier et al. (2020) found no difference on TAS-20 total score, d = 0.19, 95% CI [−0.44, 0.82], but DIF values were statistically significantly higher in patients with CD, d = 0.80, 95% CI [0.14, 1.45]. Besides, additional logistic regressions showed that none of the TAS-20 dimensions succeeded to explain for the presence of UC, whereas DDF was a significant predictor of CD [W(1) = 6.16, p < 0.001], controlling for anxiety, depression, parasympathetic activity, and cortisol levels.



Comparisons of Alexithymia Between Patients With Inflammatory Bowel Disease and Other Samples

Besides, four studies compared alexithymia of patients with IBD with other samples, such as healthy controls (Huang et al., 2016; La Barbera et al., 2017; Yanartaş et al., 2019; Fournier et al., 2020), patients with irritable bowel syndrome (IBS) (Huang et al., 2016; Yanartaş et al., 2019; Fournier et al., 2020), and patients with major depressive disorder (Yanartaş et al., 2019).

Regarding comparisons with healthy controls, in the study by Huang et al. (2016), patients with IBD had overall higher values of alexithymia than healthy controls with a very large effect size, d = 1.84, 95% CI [0.80, 2.89]. This difference is confirmed by the study by Yanartaş et al. (2019), despite with a smaller effect size, d = 0.48, 95% CI [0.12, 0.84]. Based on the findings by Fournier et al. (2020), it seems to be higher in patients with CD, d = 1.05, 95% CI [0.44, 1.67], than in patients with UC, d = 0.63, 95% CI [0.02, 1.25]. Besides, large-sized effects emerged in TAS-20 dimensions, indicating that patients with CD had higher DIF, d = 1.05, 95% CI [0.44, 1.67], and DDF values than healthy participants, d = 0.92, 95% CI [0.32, 1.53]. Instead, La Barbera et al. (2017) concluded that differences between the TAS-20 total score for patients and control participants were quite small and insignificant.

Concerning comparisons with patients with IBS, no difference on TAS-20 total score emerged with patients with IBD in any study (Huang et al., 2016; Yanartaş et al., 2019; Fournier et al., 2020), but patients with IBD were found to score lower on TAS-20 compared to patients with major depressive disorder, d = −1.19, 95% CI [−1.55, −0.84] (Yanartaş et al., 2019).



Associations Between Alexithymia and Other Variables in Patients With Inflammatory Bowel Disease

Only two studies specifically examined the relationship between alexithymia and other measures in patients with IBD (Viganò et al., 2018; Yanartaş et al., 2019). In more detail, levels of anxiety and depression were evaluated in association with alexithymia. The study by Viganò et al. (2018) used the Hospital Anxiety and Depression Scale (HADS) and found a moderate association with anxiety (r = 0.52) and depression (r = 0.56). Whereas, Yanartaş et al. (2019) used the Beck Anxiety Inventory (BAI) and the Beck Depression Inventory (BDI) and confirmed small- tomedium-sized associations with anxiety (r = 0.52) and depression (r = 0.39), respectively. Besides this, psychopathological symptoms were assessed. Statistically significant, albeit small associations were detected between alexithymia and somatization (r = 0.23), obsessive–compulsive symptoms (r = 0.36), and global severity (r = 0.26) measured through the Symptom Checklist-90-Revised (SCL-90-R) (Viganò et al., 2018). As well, associations with hypochondriac worries and beliefs (r = 0.34) assessed through WI-7 (Whiteley Index-7) were found by Yanartaş et al. (2019). Then, the relationship between alexithymia and somatic symptoms was assessed, revealing statistically significant correlations with somatosensory amplification [r = 0.31; Somatosensory Amplification Scale (SSAS)] and functional somatic complaints [r = 0.46; Bradford Somatic Inventory-44 (BSI-44)]. Then, other small-sized statistically significant positive associations were found between alexithymia and clinical information, such as diagnostic delay (r = 0.21), utilization of IBD-specific poly-therapies (r = 0.20), and IBD extension (r = 0.16) (Viganò et al., 2018).




DISCUSSION

Our study aim was to evaluate the current evidence of alexithymia in patients with IBD. A limited number of scientific publications are focusing emotional capacities among patients with IBD, despite the well-acknowledged emotional issues and worse quality of life in persons living with chronic, idiopathic, inflammatory conditions compared to healthy population (Mählmann et al., 2017; Scott et al., 2020).

With regard to the prevalence of alexithymia, our findings suggest no evidence about a clinically meaningful impairment of emotional capacities in patients with IBD. However, it should be noted that only five studies addressing the review question were examined, and that none of them reported the percentage of alexithymic patients based on the widely used cutoff score ≥61. The standardized scores of TAS-20 dimensions across studies indicated externally oriented thinking as showing greater values, as a common trait that has been found in other physical diseases (Marty and De M'Uzan, 1963), which reflects a greater tendency to operative thinking and solving internal conflicts by external projection through actions (Perry et al., 2015; Porcerelli et al., 2017).

When comparing patients with UC and CD, no difference was found in the TAS-20 total score; however, patients with CD showed externally oriented thinking and difficulties identifying feelings to a greater extent. Besides, difficulty describing feelings was found to be a significant predictor of CD condition, even controlling for other potential confounders. Despite being preliminary, these findings seem to indicate some differences between IBD subpopulations. As suggested by Fournier et al. (2020), this could depend on the diverse psychophysiological functioning of UC and CD, as the digestive expression of the disease is less restricted and affects the entire gastrointestinal tract in CD. As a result, some patients whose CD is present closer to the stomach, may be more likely to experience disturbing symptoms, such as nausea and vomiting. Our result can be also explained in the light of anxiety and depression issues that are more frequently reported in patients with CD compared to their counterparts (Neuendorf et al., 2016), and of the greater flexibility of coping strategies in UC, which might be more adaptive for improving their psychological health (Sarid et al., 2018).

Compared with healthy samples, the present review highlights that patients with IBD have overall higher alexithymic levels, despite to a different extent in terms of effect size (Huang et al., 2016; Yanartaş et al., 2019; Fournier et al., 2020). This seems consistent with previous systematic reviews reporting issues of body image dissatisfaction, poor quality of life (Beese et al., 2019), and greater prevalence of anxiety and depression in IBD populations (Hyphantis et al., 2010; Neuendorf et al., 2016; Choi et al., 2019). This difference seems particularly relevant in patients with CD (Fournier et al., 2020), especially regarding difficulties identifying and describing feelings, thus supporting the previously discussed comparison between IBD subpopulations.

Instead, concerning comparisons with other clinical samples, our results provide further interesting insights. Overall, patients with IBD were found to be substantially similar to patients with IBS in terms of alexithymia (Huang et al., 2016; Yanartaş et al., 2019; Fournier et al., 2020). In this regard, Spiller and Major (2016) have proposed to consider IBD and IBS on the same spectrum rather than as separate entities because they share many common symptoms (e.g., abdominal pain and changed bowel habits) and have overlapping mechanisms of disease, such as increased gut permeability, increased production of mucosal mediators, and abnormal enteric nerves. Besides, patients with IBS and IBD show little differences in psychological distress or psychological risk factors if symptom activity is taken into account (Berens et al., 2019). Then, albeit some studies claiming more severe comorbid depressive and anxiety symptoms in IBS than in IBD (Geng et al., 2018), the bidirectional relationship of anxiety and depression or other altered psychological states in such populations has been scarcely explored (Rani et al., 2016).

In addition to this, the study by Yanartaş et al. (2019) showed lower alexithymic levels in patients with IBD compared to those with major depressive disorder. This result is not surprising given that depression and alexithymia are often described as similar constructs (Parker et al., 1991; Hemming et al., 2019), and there is a strong association between alexithymia and depression also in the general population (Honkalampi et al., 2000; Li et al., 2015). Besides this, most of literature supports the vulnerability hypothesis suggesting that alexithymia predisposes people to depression, rather than being reactive to depression (Hemming et al., 2019), whereas IBD represents an organic disease in which comorbid psychiatric issues are often secondary to disease itself (Pace et al., 2003).

About the associations between alexithymia and other variables, the current review highlights that alexithymia positively correlates with anxiety and depression in patients with IBD. Considering the high prevalence of anxiety and depressive symptoms in IBD populations, respectively equal to 35 and 22% (Neuendorf et al., 2016), this suggests to take into account alexithymia for planning and delivering psychological interventions. As well, some associations are detected between alexithymia and both psychopathological symptoms and somatic complaints, thus confirming the potential preventive role of emotion awareness and management for coping with illness. Then, other associations were found with IBD-related clinical data (e.g., diagnostic delay, IBD-specific therapy, and IBD extension), but they were overall small-sized and reported only in a single study (Viganò et al., 2018), thus requiring further investigation.

The current review has some inherent limitations that should be acknowledged. Among these, there is heterogeneity about the used inclusion/exclusion criteria, other study measures, and conducted analyses, as well as the size and characteristics of the samples (e.g., patients with active disease or in clinical remission). Another limitation is represented by the limited number of retrieved studies, which is also a strength of the study, since it highlights the lack of empirical findings and the need for further research in the field. Besides, as all the publications proposed cross-sectional research designs and relied on convenience samples, no generalization or inference can be made about the causal relationship between alexithymia and IBD, which would rather require longitudinal or experimental studies. However, the aim of this review was not assessing the impact of alexithymia in the development of such a clinical condition but providing room for discussion about its potential relevance in patients' psychological status and disease management.



CONCLUSION

In conclusion, this systematic review suggests that patients with IBD cannot be considered as alexithymic to a clinically significant extent. In this regard, they are found to be quite similar to patients with IBS and less impaired in terms of emotion capacities than patients with major depressive disorder. However, empirical evidence emerges about their greater alexithymic levels compared to healthy participants and the associations found between such levels and other relevant psychological variables (i.e., anxiety, depression, somatization, obsessive–compulsive, and hypochondriac symptoms) and somatic distress. This overview may suggest a reactivity hypothesis according to which living with IBD may progressively lead to impaired emotion recognition and poor symbolization function about somatic experience over time. As alexithymia is a subjective condition that can be described along a continuum, its role thus remains meaningful. Future studies are needed to provide more robust empirical evidence on the issue. Specifically, the relationship between IBD and IBS should be further explored, and more attention should be paid to CD as such IBD condition seems to pose more emotional challenges to patients. In this regard, clinical psychological intervention is needed to enhance adjustment capacities in patients with CD as to promote quality of life and better adherence.
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The association of resilience-related factors with frailty is a recent research topic. Dispositional optimism and context sensitivity are two psychological factors that differently contribute to individual resilience. This study aimed at investigating whether dispositional optimism and context sensitivity might contribute to a multifactorial model of frailty, together with established relevant factors such as cognitive and physical factors. This cross-sectional study involved 141 elderly outpatients (42 males and 99 females) aged ≥65 years, who were referred to the Geriatrics and Multidimensional Evaluation Clinic of the University Hospital of Messina. We used the following measures: the Mini-Mental State Examination (MMSE) to screen for global cognitive functioning; 4-m gait speed and handgrip strength to measure physical performance; a 35-item Frailty Index (FI) to evaluate patients’ frailty status; the revised Life Orientation Test (LOT-R) to gauge dispositional optimism; and the Context Sensitivity Index (CSI) to measure context sensitivity. We found that LOT-R (β = −0.190, p = 0.038), CSI (β = −0.191, p = 0.035), and MMSE (β = −0.466, p < 0.001) were all significantly associated with FI. Gait speed was only marginally associated with FI (β = −0.184, p = 0.053). The present study showed a novel association of dispositional optimism and context sensitivity with frailty among elderly outpatients. These preliminary findings support a multidimensional approach to frailty in which even peculiar psychological features might provide a significant contribution.
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INTRODUCTION

The complex and joint interaction between different bio-psycho-social factors is a distinctive trait of aging trajectories. One challenge with elderly subjects is finding effective strategies that favor a positive adaptation to different age-related outcomes (Castelnuovo et al., 2015; Van Houtum et al., 2015; Yoo and Ryff, 2019). Consistently, several studies have shown that the maintenance of a healthy psychological state can be beneficial for reducing distress not only among subjects with psychopathological problems (Marchetti et al., 2019; Rosa et al., 2019; Vicario et al., 2019) but also among patients with chronic medical conditions (Di Giuseppe et al., 2018, 2019, 2020; Quattropani et al., 2018b; Martino et al., 2020a). Similarly, several studies have recently highlighted the importance of clinical psychological features in handling the consequences of age-related medical conditions for both patients (Quattropani et al., 2018a; Catalano et al., 2019, 2020; Kelly et al., 2019; Marchi et al., 2019; Martino et al., 2020c) and health professionals (Quattropani et al., 2017; Conversano et al., 2020).

In the context of aging, frailty represents one of the most compelling outcomes since several factors throughout the life course contribute to the severity of this condition. Frailty has been defined as increased vulnerability to stressors due to reduced homeostatic reserves (Clegg et al., 2013), and it has been broadly investigated in community (Morley et al., 2012) and clinical settings (Basile et al., 2019). From a theoretical perspective, several approaches have been proposed to characterize the construct of frailty. Two of the most representative models are the frailty phenotype model (Fried et al., 2001) and the deficit accumulation model (Rockwood and Mitnitski, 2007). The frailty phenotype model describes mainly a physical frailty, defined as the presence or absence of weight loss, fatigue, reduced gait speed, poor handgrip strength, and sedentary habits; consequently, patients are classified as robust, pre-frail, or frail. The deficit accumulation model proposes a multidimensional evaluation of frailty based on the weight of different age-related problems accumulated over time; in this model, frailty is measured using a Frailty Index (FI) calculated as the ratio between the deficits an individual presents and the number of age-related health variables considered in the evaluation.

The investigation of psychological features potentially associated with frailty is a recent topic of research. In light of the above-mentioned bio-psycho-social approach, frailty should be considered as a complex syndrome that affects not only biological processes but also psychological and social processes, leading to progressive adverse outcomes in old age (Gobbens et al., 2010). In line with this perspective, previous researches have explored different clinical psychological factors associated with frailty in both community populations and clinical settings. Accordingly, it has been suggested that depressive symptoms affect multidimensional frailty status in the community population, especially among women (Freitag and Schmidt, 2016). Moreover, loneliness, depression, and social isolation appear to be involved in the interaction between physical frailty and daily autonomy in community-dwelling older adults (Mulasso et al., 2016). Psychological factors, such as social and emotional support, resilience, and emotional well-being, have been suggested as potential protective factors for physical frailty in older subjects suffering from chronic medical conditions (Rubtsova et al., 2019; Yuan et al., 2020) and institutionalized older women (Furtado et al., 2020).

Psychological resilience is increasingly considered as a relevant factor contributing to individuals’ adaptation to several age-related challenges (Taylor and Carr, 2020). Dispositional optimism is commonly recognized as a psychological factor able to promote resilience and to promote a positive adaptation to aging. In accordance with the model originally proposed by Scheier and Carver, the human behavior is modulated by a stable dispositional feature, which is based on positive or negative expectations. Consistently, when the expectations are favorable, the goal-directed behavior is characterized by a significant effort by the individual; conversely, when the expectations are unfavorable, the individual exhibits less effort to overcome difficulties. In line with this theoretical framework, optimists tend to engage more in active coping strategies, when there are difficulties to overcome (Scheier and Carver, 1985). Dispositional optimism has been previously suggested as a psychological contributor of a better individual cardiovascular health, since subjects with higher levels of dispositional optimism tend more to adopt healthy behaviors, such as not smoking or engaging in physical activity (Serlachius et al., 2015). The positive role of optimism has also been discussed in the context of age-related clinical conditions, such as cognitive impairment (Dos Santos et al., 2018) and diabetes (Faghani et al., 2018). Additionally, higher levels of optimism have been associated with a better quality of life (QoL) among patients with heart failure (Kraai et al., 2018) and Parkinson’s disease (Gison et al., 2014).

Since elderly subjects frequently experience the need to adapt to new situations and challenges, the ability to read contextual cues and then flexibly regulate their behavior might be considered as an additional psychological resilience factor associated with aging. In accordance with the definition proposed by Bonanno et al. (2018), context sensitivity refers to individuals’ ability to accurately perceive their own emotional and physiological state, and react in appropriate ways to different life situations; therefore, it has been identified as a relevant factor of efficacious self-regulation Researchers have identified context sensitivity as a crucial factor involved in psychological adjustment and the onset of psychopathology following stressful life events (Coifman and Bonanno, 2010). Context sensitivity can be a beneficial factor for patients and caregivers; for example, it can help to prevent burnout syndrome among palliative care professionals (Lenzo et al., 2020a).

Frailty is a multidimensional syndrome, in which not only cognitive and physical factors but also psychological features may concur. Dispositional optimism is acknowledged as a psychological factor that able to promote resilient behaviors, with a consequent beneficial impact on individual health. The contribution of dispositional optimism has been discussed in the context of different chronic medical conditions; however, the association with frailty status among elderly subjects has not been investigated yet.

Context sensitivity is considered as a further resilience factor, which contributes to the individual adaptation and may explain how people differently cope with stressful events. The investigation of context sensitivity is novel in the context of elderly subjects, and in association with a negative age-related outcome as frailty.

In line with these considerations, the main purpose of the present study was to investigate interactions between frailty, dispositional optimism, and context sensitivity in a sample of elderly outpatients, in order to determine whether the two psychological factors might contribute to a multifactorial model of frailty, along with known contributors (e.g., cognitive and physical performances).



MATERIALS AND METHODS


Participants

The present cross-sectional study involved elderly outpatients, referring to the Geriatrics and Multidimensional Evaluation Clinic of the University Hospital of Messina (Italy). Subjects with age ≥ 65 were evaluated for inclusion; the indicated range of age is consistent with the age of access to the geriatric clinics. The recruitment was carried out during the scheduled visits of the outpatients in the Clinic; each eligible outpatient participated in the study on a voluntary basis.

Each outpatient had to undergo a multidimensional evaluation, based on the assessment of cognitive status, physical performances and psychological functioning. In order to facilitate the comprehensive administration of the scales and the execution of the tasks, we included subjects without severe neurocognitive disorders, according to the DSM-5 diagnostic criteria (American Psychiatric Association, 2013), and/or severe functional and sensory limitations. Precisely, we excluded subjects with a Mini-Mental State Examination (MMSE) score ≤ 12; we additionally excluded subjects on wheelchairs and/or not able to walk, and subjects with severe limitations in the upper limbs; similarly, subjects with diagnosed severe visual and/or hearing impairments were excluded. We excluded patients with severe physical limitations also because the calculation of frailty status included the physical performances, besides other variables, as further explained in detail.

The main sociodemographic and clinical characteristics of the sample (N = 141) are reported in Table 1.



TABLE 1. Sociodemographic and clinical characteristics of the sample.
[image: Table1]



Ethics Statement

All procedures completed in the study were in accordance with the ethical standards of our institutional research committee and with the 1964 Declaration of Helsinki and its later amendments. Informed consent was obtained from all participants. The Ethics Committee of the University Hospital of Messina approved the protocol of this study (Prot. 23/19, University Hospital Ethics Committee).



Measures

The evaluation protocol was developed in agreement with a senior geriatrician and a senior clinical psychologist; trained psychologists and trained physicians performed the assessments.

We used the MMSE to screen for global cognitive functioning (Folstein et al., 1975); the MMSE returns a score from 0 to 30, with higher scores corresponding to better performances. We adjusted the raw scores for age and education, in accordance with common normative data (Magni et al., 1996).

We measured physical performances by testing 4-m gait speed (expressed as meters per second) and handgrip strength (expressed in kilograms, measured by a Jamar dynamometer).

We evaluated the frailty status by the calculation of a 35-deficit FI, according to the standard procedure (Searle et al., 2008). The FI is expressed as a ratio of health-related deficits present to the total number of deficits considered; consistently, the greater the number of identified deficits, the higher the degree of frailty. Subjects with a FI ≥ 0.25 are commonly classified as frail (Rockwood and Mitnitski, 2007). The 35 variables that were evaluated for the calculation of the FI are provided as Supplementary Material.

We measured dispositional optimism using the Italian version of the revised Life Orientation Test (LOT-R; Scheier et al., 1994; Giannini et al., 2008). The LOT-R is a 10-item questionnaire based on a 5-point Likert scale ranging from “strongly disagree” to “strongly agree”; higher scores reflect a greater expectation of positive results.

We used the Context Sensitivity Index (CSI), a 20-item self-report questionnaire, to assess the patients’ ability to accurately identify cues to contextual demands across different hypothetical situations (Bonanno et al., 2018). The items are rated on a 7-point Likert scale ranging from 1 (not at all) to 7 (very much). The CSI measures individuals’ ability to capture the absence or presence of stressor context cues and calculates an overall CSI score by averaging the Cue Presence and Cue Absence indexes. We used the total CSI score for our observations; higher scores are an expression of a greater individual contextual sensitivity.



Statistical Analysis

The data were analyzed using the statistical software IBM SPSS Statistics for Windows, Version 22.0 (Armonk, NY: IBM Corp.). We classified the subjects into frail and not frail groups according to their FI scores; subjects with scores of FI ≥ 0.25 were classified as frail. Differences between frail and not frail subjects were evaluating using the Student’s t test; the Chi-squared test was performed to calculate differences in the proportion of the variable “gender” among frail and not frail subjects; gender was categorized as follows: “0 = male; 1 = female.” Descriptive data were reported in terms of mean, standard deviation (SD), and percentage.

We performed univariate linear regressions to explore significant associations of the investigated variables with frailty. The multivariate linear regression model for frailty included the variables that were found significant at the univariate regressions. Precisely, the multivariate regression model was developed by hierarchically including the variables, as follows: we initially included the sociodemographic variables (e.g., age, gender, and education), then the clinical ones (e.g., global cognitive functioning and physical performances), since they are known contributors to frailty; ultimately, we tested the contribution of the novel psychological variables to explain the model.

Values of p < 0.05 were considered as statistically significant.




RESULTS

The study involved 141 elderly outpatients (42 males and 99 females), with a mean age of approximately 80 years. The patients exhibited mild-to-moderate cognitive impairments (MMSE mean score 22.6 ± 4.5) and showed a mean FI score of 0.25 (the FI scores ranged from 0.05 to 0.50).

The elderly outpatients classified as frail were significantly less educated than those classified as not frail (p = 0.012). Furthermore, the frail subjects exhibited significantly worse global cognitive (MMSE) and physical (handgrip and gait speed) performances than the not frail subjects (both p < 0.001). The psychological profile was also different between not frail and frail subjects, with the frail subjects showing lower levels of dispositional optimism (p = 0.001) and context sensitivity (p = 0.048). The main differences between the subjects according to their frailty status are summarized in Table 2.



TABLE 2. Main differences between frail and not frail patients.
[image: Table2]


Univariate and Multivariate Linear Regressions

We performed different univariate linear regressions with FI as the dependent variable, in order to investigate the association of our variables of interest with frailty. The analysis showed that age (β = 0.180, p = 0.03) and education (β = −0.168, p = 0.046) were both significantly associated with frailty. Additionally, MMSE (β = −0.637, p < 0.001), handgrip strength (β = −0.453, p < 0.001), and gait speed (β = −0.528, p < 0.001) were significantly associated with FI, as expected. Eventually, both the LOT-R (β = −0.319, p = 0.001) and the CSI (β = −0.343, p = 0.002) scores were significantly associated with FI. The univariate regressions are summarized in Table 3.



TABLE 3. Univariate linear regression for FI.
[image: Table3]

We computed a multivariate linear regression to identify the variables independently associated with frailty status and to understand whether our explored psychological indexes could contribute to explaining a multifactorial model of frailty, along with several other known factors. As previously stated, the multivariate regression was hierarchically developed, considering those variables that were found significant in the univariate analysis. In the first step of the model, we included the sociodemographic variables (i.e., age and education). In the second step, we included the cognitive and physical variables (i.e., MMSE, handgrip strength, and gait speed), representing the factors most commonly associated with frailty. In the third and final step of the model, we included the psychological indexes (i.e., LOT-R and CSI), our novel potential contributors to frailty. The findings of the multivariate regression are reported in Table 4.



TABLE 4. Hierarchical multivariate linear regression.
[image: Table4]

The findings from the first step of the hierarchical model were not significant, accounting for only age and years of education (R2 = 0.055, p = 0.12). The findings from the second step, which additionally accounted for cognitive and physical factors, were statistically significant at R2 = 0.457; this step was substantially explained by the inclusion of MMSE (β = −0.536, p < 0.001) and gait speed (β = −0.254, p = 0.009) in the model. The findings from the inclusion of the two psychological indexes were globally significant (R2 = 0.516, p < 0.001). According to the final model, the LOT-R scores (β = −0.190, p = 0.038), CSI scores (β = −0.191, p = 0.035), and persistent MMSE scores (β = −0.466, p < 0.001) were all significantly associated with FI. Gait speed was only marginally associated with FI (β = −0.184, p = 0.053).




DISCUSSION

To the best of our knowledge, this is the first study to explore dispositional optimism and context sensitivity among elderly outpatients and to investigate their association with frailty status, as expressed by a calculated FI.

We investigated the contribution of the two psychological factors by developing a hierarchical regression model that accounted for different sociodemographic and clinical factors, which are widely acknowledged as predictors of patients’ trajectories toward frailty: age, years of education, and cognitive and physical functioning (Etman et al., 2012; Basile and Sardella, 2020; Sardella et al., 2020). Our findings, though preliminary, showed that in our evaluated sample of outpatients, besides the global cognitive functioning, additional psychological factors, namely dispositional optimism (measured through the LOT-R) and context sensitivity (measured through the CSI), were also significantly associated with frailty. Those subjects who exhibited a better health status (indicated by a lower FI score) also exhibited better global cognitive functioning, higher levels of dispositional optimism, and greater context sensitivity.

Dispositional optimism is an interesting psychological construct with multiple implications, which is able to promote the assumption of healthy behaviors. Previous evidence has highlighted the general positive association between adults’ optimism and physical health, and the beneficial role of optimism in the treatment of such chronic medical conditions as cardiovascular diseases, cancer, diabetes, and neurological pathologies (Rasmussen et al., 2009; Schiavon et al., 2017). We can reasonably assume that frailty is the result of the interaction between multiple factors and changes throughout the life course; therefore, our findings echo this general positive conceptualization of dispositional optimism, extending the evidence not only to a physical frailty but also to a multifactorial one.

Context sensitivity, within the theoretical framework proposed by Bonanno et al. (2018), has not been previously explored among elderly outpatients, or in association with frailty. Instead, this psychological construct has often been associated with mental health, since its protective role in the development of emotional disorders such as depression, anxiety, and complicated grief (Bylsma et al., 2008; Diminich and Bonanno, 2014; Harvey et al., 2014; Coifman et al., 2016). Recently, the positive contribution of individuals’ ability to respond flexibly to contextual cues has been showed in older adults, resulting beneficial for a better adaptation to pain, although the topic requires future clarifications (Flink et al., 2019). According to the theoretical framework behind context sensitivity, particular regulatory strategies are not necessarily beneficial or maladaptive; instead, the benefit lies in the flexible use of these strategies in response to environmental changes (Bonanno and Burton, 2013; Kobylińska and Kusev, 2019). As they progressively approach a condition of frailty, the elderly gradually lose multiple functions and skills, increasingly exposing themselves to negative outcomes. A hypothetical explanation of our results could be that those elderly who have more easily and flexibly adapted to these progressive age-related changes (e.g., the onset of disease, loss of autonomy, etc.) also exhibit a lower degree of frailty. Assuming that frailty is the result of multifactorial concurring variables (as expressed by the FI scores), our study suggests that context sensitivity might be considered as a further psychological factor that contributes to the elderly adaption to age-related challenges.

Living with chronic medical conditions adds a significant burden to individuals, so it is encouraging to find evidence that some psychological factors might help patients to manage their pathologies (Filippello et al., 2016; Gentili et al., 2019; Martino et al., 2019a,b, 2020b; Quattropani et al., 2019; Lenzo et al., 2020b; Vita et al., 2020). Aging involves the interaction among several bio-psycho-social variables that can concurrently influence patients’ trajectories from normal aging to disability. From this perspective, a progressively worsening frailty status increasingly exposes elderly subjects to a higher risk of disability (Makizako et al., 2015). Researchers have grown an increasingly interest in psychological resilience, even in the context of frailty, although the most common focus has been on physical frailty (Wong et al., 2020).

The findings of the current study are also in line with the general perspective of a multidisciplinary approach to patients with chronic medical conditions, which suggest that implementing protocols based on both psychological and physical interventions could be beneficial (Conversano, 2019; Martino et al., 2019b). Improving patients’ dispositional optimism and context sensitivity might be the novel target of mindfulness-based cognitive therapy (De Jong et al., 2016), peer-to-peer support (Callus and Pravettoni, 2018), and group therapies (Lo Coco et al., 2019), with the purpose of developing tailored psychological interventions in patients with chronic medical conditions (Conversano et al., 2019). The research in psychology is moving toward an increasingly patient-centered multidimensional approach, as recently debated within a psychodynamic perspective that highlighted the joint relevance of cognitive, emotional, and personality characteristics in the evaluation of clinical populations (Lingiardi et al., 2010; Hilsenroth et al., 2018; Lingiardi and McWilliams, 2018), with a peculiar concern on the link between aging and psychopathology (Del Corno and Kiosses, 2018).

The current study presents some limitations. The cross-sectional design did not allow a determination of causal relationships. Moreover, the study’s single clinical setting was an outpatient clinic, and this narrow focus might potentially reduce the generalizability of the findings. Finally, because of the relatively small number of subjects and the sample’s predominance of women, we could not fully explore gender differences between subjects. Longitudinal studies, involving larger samples, should be conducted to confirm these preliminary findings.

Despite the acknowledged limitations, this study offers some significant contributions. As mentioned, several studies involving community populations have employed Fried’s frailty phenotype to define frailty status. However, our addition of the deficit accumulation model (Rockwood and Mitnitski, 2007) and the associated FI scores provide a helpful strategy to capture the outpatients’ clinical complexity. While the frailty phenotype returns an immediate identification of the not-disabled elderlies’ risk of negative events, the FI provides a comprehensive assessment based on deficit accumulation (Cesari et al., 2014). Furthermore, for our unique observations in the context of frailty, we used the two most commonly shared tools, in order to accurately measure dispositional optimism and context sensitivity, in line with their respective theoretical frameworks and in line with previous studies.



CONCLUSION

The present study highlights the novel association of dispositional optimism and context sensitivity with frailty among elderly outpatients. Dispositional optimism is defined as the individual tendency to expect positive outcomes from different challenges over the entire life span; it has been identified as a psychological factor affecting individuals’ health status. Similarly, the ability to accurately and sensitively perceive cues to contextual demands has been identified as a further significant component of successful self-regulation; consistently, it could help elderly patients to better adapt to challenges affecting their physical and mental health.

These preliminary findings represent a starting point for a multidimensional approach to frailty and an acknowledgment that even peculiar psychological features might play a significant role. One potential implication for both physicians and clinical psychologists could be that the Comprehensive Geriatric Assessment (CGA), the standard geriatric patient-centered methodology, could be enriched to better describe elderly outpatients’ complexity. Dispositional optimism and context sensitivity should be investigated in the future as potentially useful targets for designing psychological interventions for the elderly, focusing on improving or strengthening individual psychological factors.
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We have recently found that nondirective meditation facilitates stress reduction. This supplementary study investigated whether defensive functioning would moderate these beneficial effects. We explored the occurrence of defense mechanisms and the impact of defensive functioning on the outcome of companies’ stress management programs regarding worries nervousness, mental distress, sleep problems, and muscle pain. The sample was a population of active, working professionals recruited from Norwegian companies (n = 105). The intervention group obtained significant benefits on all outcome measures, but there were no effects in the control group. We analyzed defensive functioning with the self-report questionnaire, Life Style Index, at four time points. The healthy adults who participated had a low level of defense scores at the outset. There was a significant reduction in the level of defenses in both groups over the study period, 6 months. Defensive functioning significantly moderated the change of the outcome measures from baseline to follow-up in the intervention group, but not in the control group.
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INTRODUCTION

The concept of defense mechanisms originated within the psychoanalytic tradition, and represents one of the most important contributions made by psychoanalysis to personality theory and psychological adaptation (Freud, 1936, 1959/1894). We use defense mechanisms to cope with demanding emotional experiences. They tend to operate outside of our awareness and may become habitual styles of responding to situations that challenge our self-image and sense of control (Vaillant, 2000). The use of more adaptive defenses is linked to work satisfaction, better mental health, subjective well-being, and better relationships, whereas less adaptive defenses are linked to work problems, difficulty in relationships, and poorer mental health (Larsen et al., 2010).

Increased psychological distress is associated with more use of defenses (Hyphantis et al., 2011). Defense mechanisms also play a role in areas associated with work-related stress. The use of maladaptive defenses predicted emotional exhaustion in a sample of intensive care unit nurses (Regan et al., 2009). The nurses had a predominantly adaptive defense style, and emotional demands itself did not lead to burnout. However, maladaptive defenses appeared to prevent the conscious processing necessary to resolve work-related anxiety, suggesting a mediating role of such defenses.

Endresen et al. (1987) examined occupational groups exposed to both acute and more enduring stress-situations. The main components of the work-related stress experience were role-stress and nonparticipation in decision-making. They found a modulating effect of psychological defenses regarding the experience of psychological stress factors, anxiety, health symptoms, and immunological measures.

Vaernes et al. (1988) investigated psychological defense mechanisms and health among shift-workers in the Norwegian process industry. They found that the combined scores for defenses, perceived health, and work problems explained 25% of the immune measures’ variance. Vaernes et al. (1991) also found associations between stress, psychological factors, health, and immune levels among military aviators.

Unlike many psychological measures, the maturity of defenses is quite independent of social class, education, and IQ (Vaillant, 2000). A sense of social support may be an essential factor linked empirically with both physical health and personality functioning. Defense mechanisms may impact physical health (Olff et al., 1993; Soldz and Vaillant, 1998; Olff, 1999). Maladaptive defenses were positively associated with higher reported levels of life stress, bodily disease, and affective symptoms – and may identify poor copers with high risk for distress (Flannery and Perry, 1990). A sample of back pain patients used more defensive strategies and fewer coping strategies than a sample without such pain. They had more subjective health complaints and less mastery-oriented coping (Eriksen et al., 1997).

Changes in defensive functioning in long-term psychotherapy mostly follow the hierarchy of defense adaptation (Perry and Bond, 2012), suggesting that defenses may be mediating improvement in functioning and symptoms. Addressing defenses during psychotherapy contributes to improved adaptation (Perry and Bond, 2017). Maladaptive defenses were positively and significantly correlated with perceived stress in young and elderly adults (Segal et al., 2007). The results indicated the general stability of adaptive defense mechanisms across the lifespan, and reduced maladaptive defense mechanisms with advancing age.

The present study is a supplement to a study of the effects of a stress reduction technique – nondirective meditation – which yielded significant benefits in the intervention group on all outcome measures: fewer sleep problems, worries mental distress, and musculoskeletal pain (Hersoug et al., 2018). In the control group, no such effects were obtained. The practice of nondirective meditation yielded more effects than only education on stress management. The current study explored defensive functioning in the same non-clinical sample of healthy adults.


Aims of the Study

The present study investigated defense mechanisms and possible interactions between defensive functioning and the effects of the intervention, nondirective meditation – a stress reduction method. Defense mechanisms were assessed with the Life Style Index (LSI; Plutchik et al., 1979). The study period was 6 months, which was assumed to be too short for significant defensive functioning changes to occur. Therefore, it was expected that the total defense score would be relatively stable (Conte and Plutchik, 1995; Hersoug et al., 2002). Still, some fluctuations over the four repeated measures might be expected, and trends of changes might be observed. We are not aware of any previous studies of this kind, and, therefore, had no specific, empirically based hypotheses regarding possible interactions between defensive functioning and the intervention regarding the outcome measures: worries, mental distress, musculoskeletal pain, and sleep problems. The study was exploratory, without specific hypotheses.




MATERIALS AND METHODS


Participants

The participants were 105 healthy adults who were actively working professionals (Intervention group, n = 65; Control group, n = 40), who were recruited among employees in five Norwegian companies, comprising insurance, banking, labor and welfare services, and several commercial firms. Table 1 shows baseline data on age, gender distribution, civil status, and level of education. The companies themselves were responsible for recruitment, by inviting employees to learn a nondirective relaxation technique as part of their stress management programs. The companies also recruited participants in the control group (N = 47, age 27–64) among employees, mainly from the same departments. In the context of this field study, a randomization procedure for allocating participants to intervention and control was not possible. However, the participants in the control group were informed that they might learn the technique after the 6-month study period.



TABLE 1. Descriptive data at baseline for the intervention and control groups.
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Study Design and Procedures


Stress Management

The intervention and control groups were invited at their worksite to a 2-h seminar on stress, stress responses, and stress management. In each site, the lecture was given collectively to the control and intervention groups. Following the lecture, there was no follow-up for the control group that did not get any stress management teaching. They never participated as a group and never met as a group but filled out questionnaires during the rest of the study. Only the intervention group was pursued by attending an introductory course in Acem Meditation – a nondirective technique (Holen, 2016). Certified teachers guided them through five 2-h sessions over 8 weeks at their workplaces. These meetings were used to meditate (30 min), provide meditation guidance, and discuss meditation experience. Regular, daily practice was recommended, varying from 45 to 30 min per day. After completing the course, the participants carried out the procedure independently without any follow-up during the rest of the study period.



A Nondirective Technique – Acem Meditation

Acem Meditation may be described as a nondirective, self-administered type of meditation. A multi-syllable sound with no meaning, neither semantic, mental, nor symbolic, is used as a meditation object. During meditation, this sound is replicated in a soft, effortless manner. A relaxing concentration of consciousness intermittently interrupted by a wandering mind – the attention changes between the meditation object and the material that occurs spontaneously. The meditation sound is “primarily a vehicle to focus internal processes of the mind in a specific way, which can be described either as a state of silent observation, focused attention, heightened awareness of the shifting thoughts and emotions” (Ellingsen and Holen, 2015). The practitioner performs this method with a “free mental attitude,” so that thoughts, memories, emotions, sensations, and moods emerge spontaneously, whether positive or negative. Using such an open-minded approach, what may arise in consciousness is dealt with in an accepting and non-judgmental way. This attitude is characterized by an effortless activity, with no attempt to reduce or alter the spontaneous activity, such as avoiding spontaneous mind wandering. During the course, instructions included how to handle the activities of the mind when changes took place in the inner environment. The training goal was to learn to practice the free mental attitude and retrieve it when lost.

Both groups completed questionnaires at baseline, then after 2, 3, and 6 months. The questionnaires were filled out online. To keep the participants anonymous, a letter was written for each participant, giving them a unique access code. Anonymity was ensured for the research team and others by an engineer administering these procedures. To increase completion rates, general reminders were sent to the participants.

In all four time points, the questionnaires were identical, other than the first one, which also had background data on gender, age, education level, and civil status (single, married, cohabiting, widowed, divorced, or separated). The second completion was made after the end of the 8-week course. There was no follow-up after this time point. The third completion was made 1 month after this, in order to obtain at least three measurements from as many participants as possible, as some attrition was expected at the last follow-up, at the end of the 6 month project period. Besides, all the follow-up questionnaires for the intervention group asked how much the meditation technique was practiced. The selection of instruments for measuring the study results was based empirically on a pilot study (Hersoug et al., 2008). The pilot study – using the same instruments – investigated the effects of a stress reduction program for employees, with significantly better results in the meditation group than the control group – regarding worries, sleep problems, and coping with pressure.




Instruments


Life Style Index

Life Style Index was developed by Plutchik et al. (1979), designed to assess defense mechanisms, assuming that their use is related to specific, affective states and diagnostic concepts. It is a 97 item true-false self-report questionnaire to assess eight defense mechanisms: intellectualization, repression, displacement, compensation, regression, denial, projection, and reaction formation. Investigations of the psychometric properties have supported that it can provide a solid ground for assessing ego defense mechanisms (Endresen, 1991; Hyphantis et al., 2011). The present study used a Norwegian translation by Holen, based on personal communication with Plutchik.

In the statistical analyses, total scores of the 97 defenses were used – i.e., the number of «true» scores were summarized. Higher scores indicated that the subject used more defenses, whereas lower scores indicated fewer «true» defense scores. The use of total LSI scores was deemed appropriate, as previous findings have found that this procedure consistently is the best discriminator among groups (Conte and Plutchik, 1995, p. 197).



Eysenck Personality Questionnaire

Eysenck Personality Questionnaire, Neuroticism subscale, EPQ-N, is a self-reported form with 12 items measuring neuroticism, a personal style characterized by worries, nervousness, vulnerability, and tenseness (Eysenck and Eysenck, 1969). This is one of the higher-order factors that EPQ is based on. For this dimension, EPQ-N encompasses the 12 relevant items. The subject fills in “yes” (=1) or “no” (=0) for each item. The EPQ-N yields an overall total score, maximum 12 (high neuroticism).



General Health Questionnaire

The 12 item version of the General Health Questionnaire (GHQ-12) is a self-report form (Goldberg et al., 1997) assessing the level of mental distress in the previous 2 weeks. The answers are given as “0” (much less than usual), “1” (less than usual), “2” (same as usual), or “3” (more than usual). The GHQ-12 has an overall total score of up to 36 (high distress). The Norwegian GHQ-12 has demonstrated good psychometric properties (Nerdrum et al., 2006).



Bergen Insomnia Scale

Bergen Insomnia Scale (BIS; Pallesen et al., 2008) is a self-report form that contains six items on sleep problems over the last month and on sleep quality and the extent to which sleep quality is satisfactory or unsatisfactory.



Musculoskeletal Pain

Self-reported muscle pain intensity for four separate regions of the body was reported for the preceding 4 weeks: neck, shoulders, and upper back; lower back; upper extremities (arms and hands); and lower extremities (hips, legs, knees, and feet). The pain intensity was reported as no pain, mild pain, moderate pain, or severe pain (Hanvold et al., 2010). A sum score of pain in the four body regions was used in the analyses.




Statistical Analyses

Descriptive statistics were calculated with the LSI scores at baseline and follow-up assessments for the intervention and control groups. The level of defensive functioning was calculated as the total LSI score for the whole sample, the intervention group, and the control group.

Linear mixed model analyses were used to study LSI’s moderating effect on the development of the outcome variables in the intervention group and the control group during follow-up. The analyses were done both unadjusted and with adjustments for age, gender, civil status, and education. Random intercepts were added for company and person, with person nested in the company. Stata SE version 15 was used for linear mixed model analyses and IBM SPSS version 25 for the descriptive analyses.




RESULTS


Sociodemographic Data

There were no major differences concerning demographic data between the intervention group and the control group. As shown in Table 1, there were no significant differences between the groups in the distributions of gender, marital status, and education level. However, the intervention group was somewhat older (Table 1).



Defensive Functioning

At baseline, the intervention group’s total LSI score was 29.95 (SD 8.4), and the control group 27.24 (SD 7.4). In both groups, the total score was significantly lower at the last assessment than at baseline. As shown in Table 2, there were no significant differences in the scores between the two groups.



TABLE 2. Life Style Index (LSI) total score at baseline and three follow-up time points.
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Moderating Impact of Defensive Functioning

In the linear mixed model analysis (Table 3), LSI turned out to be a moderator of the effect of the intervention, nondirective meditation. Significant or near significant effects were found at most of the three follow-up time points. We observed a significant effect for muscle pain at all three time points; for GHQ-12 at 2 and 6 months, and bordering significance at 3 months; for BIS, a significant effect at 2 months, near significance at 3 months; when a preliminary improvement in the control group was also observed, and near significance at 6 months. For EPQ-N, the effect was significant at 6 months, at 3 months near significant, and a nonsignificant effect at 2 months. Adjustments for covariates, age, gender, civil status, and education did not change the result for any of the outcome variables.



TABLE 3. The moderating effect of LSI on the difference between the effects on outcome from baseline to follow-up in the intervention group compared to the control group.
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Overall, the analyses indicated moderating impacts of LSI which were significant, or near significant, on the effects of nondirective meditation, on the outcome variables in the intervention group (Table 3).

Beta values were negative at all time points, also when values of p were nonsignificant. This may indicate that the estimates of the intervention’s effects for those with higher LSI score were stronger, toward lower outcome scores. The indicator was found at all follow-ups, although not significant at all time points.




DISCUSSION


Defensive Functioning

The use of defense mechanisms varies, depending on the current life situation and factors like the level of stress. For those who work under high levels of stress, like the participants in this study, it is likely that use of defenses increases under such circumstances.

There are few studies of defensive functioning, with non-clinical samples of healthy adults. We have found a few, which allow for comparison across studies. In a Norwegian non-clinical sample (n = 704), the total defense score was 27.78 (8.5; Endresen, 1991), indicating that these data were in the same range as in the present study. Another Norwegian non-clinical sample had total scores in the same range (Grønningsæter et al., 1991). In comparison, a group of normal elderly persons had a total score of 34.90 (SD 10.48) (Conte and Plutchik, 1995, p. 188); and a group of non-clinical, healthy adolescents 48.88 (SD 29.77; Conte and Plutchik, 1995, p. 193), i.e., the young group used more defenses than the adults in our sample and the sample of elderly persons. Clinical samples had considerably higher defense scores (Conte and Plutchik, 1995, p. 188–193).



Development of Defensive Functioning

The groups in this study had somewhat different scores at baseline, which is assumed to have impacted the results to some degree, including development of defensive functioning over the course of the project period. The intervention group had a higher initial LSI total score than the control group, and also somewhat higher scores of the outcome variables, which represent stress indicators, suggesting an association between the experience of stress – measured as mental distress, worries, sleep problems, muscle pain, and more use of defenses. With randomization of the participants, such differences between the groups would have been controlled. Furthermore, variability due to multiple data points that were more closely together than desirable, may have played a role in this study. In future studies, multiple measurements over a longer period than 6 months would be preferable.



Moderating Impact of Defensive Functioning

The analyses yielded systematic indications of a moderating impact of defensive functioning in the group who practiced nondirective meditation – on muscle pain, mental distress, and sleep problems over the study period, but not in the control group. Although there was a significant reduction of defensive functioning in the control group, no moderating impact was observed, and there was no significant improvement on the outcome variables in this group. Thus, the combined impact of the intervention, nondirective meditation, and the change of defensive functioning, was necessary for the significant improvement the intervention group obtained. Recent empirical research supports that change in defenses appears to play a fundamental mediating role in change overall (Perry and Bond, 2017).



Strengths and Limitations

The inclusion of a control group in a field study of this kind is a strength. The use of multiple data points and several outcome measures is another strength. Another strength of this study was the questionnaires’ computerized management, ensuring anonymity and minimizing the potential impact of evaluator bias. The research team was unable to access the links between the individual participants and the database. Besides, we only used validated and well-known instruments from international research. Diverse instructors taught the courses in different companies in order to reduce personality bias and skill diversities. Participants included active professionals working on their company sites, which fit well with the research questions of the study. They share a stressful situation at work. The statistical analyses were also robust for bias due to subjects leaving during the follow-up by using the linear mixed models.

A conceptual limitation is the use of only a self-report questionnaire, which measures conscious derivatives of unconscious processes. Including a more robust measure of defensive functioning would have increased the strength of the study. Repeated measures of defensive functioning over a longer period than 6 months would have improved the quality of the study. While several measurements with close time points were not a problem regarding the outcome variables, a study of change of defensive functioning improves with measurements that are less close, and over a longer period. Due to the attrition rate after several follow-ups, the study became somewhat underpowered. There were also significantly more women in both groups, and the sample did not represent a balanced gender distribution.

Another limitation that should be mentioned, is the lack of randomization. The context and procedures in this field study did not make it possible to carry out randomization. Because the intervention was carried out as part of the companies’ stress management programs, they recruited both participants to the control and intervention groups. Although the control group participants were offered to learn the meditation technique after the study period, such interests were not required to participate in the control group. Therefore, we cannot ignore that the control and intervention groups may vary in interest and motivation to learn and practice a meditation technique. We are not familiar with factors that differentiate the study participants from non-participants, apart from having time for the course and daily meditation practice. However, in one participating company, both the intervention and control groups had signed up for the intervention. Nonetheless, these analyzes are not shown here; this site’s results were not different from the other companies’ results, indicating that randomization would not have made a big difference in terms of the overall results. Nevertheless, we would encourage others to replicate this study by using an RCT design. Nor can we ignore that participants in the control group could have some positive effect over and above the hypothesized “active” ingredient by non-specific factors such as participating in the project or expecting a later positive impact when obtaining the control condition.




CONCLUSION

Defense mechanisms moderated the improvement of mental distress, worries, sleep problems, and muscle pain among working professionals. The defensive functioning may play a role in the process of better stress management. This study is a contribution to more knowledge about defensive functioning, stress reactions, and stress reduction among healthy adults.
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Background: There are indications of associations between the ability to mentalize and psychological defense mechanisms. However, only a few studies have focused on these associations, and even fewer have included empirical analyses. In the present study, we aimed to fill this research gap by analyzing the link between the ability to mentalize and psychological defense mechanisms in patients with mental disorders. We examined whether changes in defense mechanisms are predicted by an increase in mentalization or whether such changes are only related to reductions in psychopathology and interpersonal problems.

Methods: A clinical sample of N = 89 patients was studied during and after inpatient psychiatric rehabilitation. Repeated-measures analyses of variance were performed to determine changes in mentalization, psychological defense, psychopathology, and interpersonal problems over the course of therapy and post-treatment. Linear regression analyses were used to predict the change in defense patterns based on an increase in mentalization.

Results: Maladaptive defense mechanisms were significantly reduced during inpatient therapy and remained low until follow-up, whereas neurotic and adaptive defense mechanisms did not change significantly. The results of the regression analyses indicated that mentalization played an important role in the reduction in maladaptive defense during and after inpatient rehabilitation for mental disorders, whereas reductions in psychopathology and interpersonal distress were only partially associated with a reduction in maladaptive defense.

Conclusion: We conclude that mentalization is vital for reducing maladaptive defense mechanisms, which are commonly associated with mental disorders. In therapy, an increase in patients' capacity to mentalize may be a practicable approach to diminish maladaptive defense mechanisms.

Keywords: mentalization, psychological defense mechanisms, maladaptive defense, psychopathology, interpersonal problems


INTRODUCTION

Mentalization is a form of mostly preconscious imaginative mental activity that is defined by the ability to understand and interpret one's own and others' behavior in terms of underlying mental states. These states go beyond thoughts, feelings, and emotions and include needs, beliefs, goals, purposes, and reasons (1–3). High levels of mentalization are characterized by a differentiated understanding of the inner world that affects human beings and include the awareness that the mind, especially the mind of another person, cannot fully be accessed or read (2). Mentalizing enables humans to reflect upon their own and other people's perceptions and understand and anticipate associated patterns of behavior. Therefore, it plays a key role in interpersonal behavior (4, 5). Furthermore, it has proven to be a substantial factor influencing the transfer of attachment security from parents to their children (6). Mentalization is a broad concept that encompasses aspects of the self vs. others as well as both implicit and explicit and both cognitive and affective dimensions (3). Therefore, there are several conceptual overlaps between mentalization and other models, such as mindfulness, empathy, affect consciousness, and theory of mind (3, 7). The most common way to operationalize and measure the capacity to mentalize is through reflective functioning (8). To date, various instruments, such as interviews and questionnaires, have been developed for the assessment of reflective functioning (9). Mentalization is positively intercorrelated with mental stability and attachment security. A growing number of studies have emphasized the importance of mentalization as a protective factor against mental disorders (10–12). On the other hand, impairments in the ability to mentalize are predictors of psychopathology and mental instability (3, 8). In the last decade, several studies have clarified the associations between a lack of mentalization and various kinds of mental disorders e.g. (13–16). In particular, mental disorders that involve a pathology of the self, such as borderline personality disorder, are characterized by a distinct pattern of impairments in the ability to mentalize (3, 8).

In contrast to the relatively new field of mentalization research, studies on psychological defense have been conducted since the late 19th century (17). Sigmund Freud published his first work on defense in 1894 (18) and continued his research in the field for several decades e.g. (19–21). His studies and the research published by his daughter, Anna Freud (22), described the main characteristics of psychological defense and most of the defense styles that are known today (23). Psychological defense mechanisms are characterized as unconscious mental processes that provide important self-protective effects by reducing or masking anxiety arising from unacceptable or potentially harmful stimuli (24, 25). In particular, defense mechanisms maintain psychological homeostasis, i.e., the organization of personality, in both pathological and healthy individuals (25, 26). In the absence of defense mechanisms, humans are persistently confronted with negative emotions, such as anger, sadness, and anxiety (24). Defense mechanisms are vital for a healthy relationship with the self, others, and the environment. However, these mechanisms have the ability to be potentially harmful as well, depending on the manner, frequency, and circumstances in which they are unconsciously used (27). Various forms of defense styles evolve from infancy to adolescence and adulthood, making the individual more flexible in defending himself or herself against negative stimuli (22). Contemporary psychology has adapted a hierarchical understanding of different forms of defense mechanisms based on their level of adaptiveness (28). Healthy individuals can draw on a variety of defense mechanisms that match the circumstances in which they are used. People with mental disorders, however, tend to use only a limited range of defense mechanisms that may not be adapted to the situation, for example, with respect to the individual's age or the duration or intensity of the stimulus (22). In particular, immature (or maladaptive) defense styles are frequently used by patients suffering from mental disorders (29). Furthermore, research has revealed links between physical impairment and the use of different forms of defense styles. For example, studies found that the use of immature defense mechanisms may be associated with somatic symptom severity (30) and may contribute to impaired awareness in patients with traumatic brain injury (31). Other studies identified the role of psychological defense mechanisms in patients with cancer [see (27) for a review]. Defense mechanisms are known to be relatively stable in adulthood; however, they are well documented to be dynamic and reversible, e.g., via psychotherapy (28, 32, 33).

There are several indications of associations between mentalization and defense mechanisms. For example, both mentalization and defense mechanisms play important roles in the preservation of mental stability, whereas impairments are linked to psychological strain and mental disorder. Associations have also been reported in clinical research, for example, in patients suffering from alexithymia and borderline personality disorder. Both disorders are characterized by a lack of mentalization, and both disorders are characterized by the predominance of immature defense mechanisms (34, 35). Furthermore, both the enhancement of reflective functioning and the maturation of defense mechanisms are associated with mental stability and with progress in psychotherapy, e.g., in the treatment of personality disorders (11, 28, 36, 37). Since mentalization enables humans to reflect upon their own actions and, in particular, to reflect upon the mental processes that cause their own actions, an association of mentalization with the use of various kinds of defense mechanisms seems plausible. There are also indications that an increase in mentalization, as measured by reflective functioning, may enable individuals to scrutinize their own defense mechanisms, which can in turn increase their overall capability to mentalize (38).

However, there is hardly any detailed research on the associations between mentalization and the use of psychological defense styles. Only isolated studies have considered these possible associations, and even fewer studies have empirically investigated the possible intercorrelations. Shahar and colleagues (39) emphasized a possible link between impairments in mentalizing capacities and the use of immature defense mechanisms, such as projection. The authors stated that individuals with lower mentalization scores were restricted in their use of defense mechanisms, as they had struggles identifying their own mental states and those of others. This may be an explanation for why highly burdened individuals have a tendency to use immature defense mechanisms, as people are less likely to tap the full potential of their own mentalizing abilities in situations of high emotional burden (39). In one case study (40), the author presented a phobic patient who continuously used the inhibition of mentalization as a defense against mental threats. Finally, in a study by Fischer-Kern and colleagues (35), the correlations between the primitive defenses dimension of the Structured Interview of Personality Organization (41) and reflective functioning were calculated for a sample of N = 92 female outpatients with borderline personality disorder. The analysis did not find significant intercorrelations. However, the reflective functioning scores were very homogenous, with the means of the dimensions ranging from 2.4 (SD 1.1) to 2.9 (SD 1.5) (35).

Similar to the associations between psychological defense and mentalization, the associations between defense styles and concepts related to mentalization have hardly been studied. One study that analyzed N = 107 students and graduates detected positive intercorrelations between the use of adaptive defense styles and both emotional knowledge and overall emotional intelligence as well as a negative correlation between maladaptive defense styles and emotional knowledge (42). Furthermore, Brown and colleagues (43, 44) pointed out that mindfulness can lead to less ego-defensive responsivity under social threat. In line with their assumptions, one study comparing an intervention group (N = 438) with N = 281 controls found that a seven-day Vipassana meditation retreat, as an intervention to foster mindfulness, led to a reduction in the use of immature defense mechanisms, namely, displacement, regression, and projection (45).

Since the relationship between the ability to mentalize and psychological defense has not been studied in a structured way, and there is hardly any empirical research apart from some scattered results, a link between the two concepts can currently only be hypothesized. Furthermore, it is unclear whether changes in the capacity to mentalize are linked to changes in the use of defense mechanisms. Therefore, the present study analyzed patterns of associations between mentalization and the use of different psychological defense mechanisms. Because both variables are known to be affectable by treatment (11, 28), we investigated the potential relationship in patients with mental disorders over the course of inpatient therapy and during the posttreatment follow-up. The focus of the study was on patients' subjective experiences as measured by patient-reported outcomes (46). First, we analyzed the degree to which the investigated variables changed over the course of therapy and follow-up. Then, we sought to determine which variables predicted changes in defense mechanisms. We hypothesized that these changes would be predicted not only by reductions in debilitating mental factors, i.e., psychopathology and interpersonal problems, but also by an increase in mentalization.



MATERIALS AND METHODS


Design

The study was designed as a quasiexperimental longitudinal study. We surveyed patients at the beginning of inpatient therapy for psychiatric disorders (T0) and shortly before discharge from the hospital (T1). Furthermore, a follow-up measurement was conducted approximately half a year later (T2).



Instruments

We used the 40-item German version of the Defense Style Questionnaire [DSQ-40 (47)] to analyze psychological defense mechanisms. The self-report instrument is a shortened version of the Defense Style Questionnaire presented by Andrews, Pollock, and Stewart (48), and it has widely been used and studied. The DSQ-40 has been translated into various languages and has proven to be suitable in both adult and adolescent populations (26). The instrument has three dimensions that were used in the analyses: adaptive defense, intermediate (neurotic) defense, and maladaptive defense. Cronbach's alphas range from 0.58 to 0.80. The test–retest coefficients range from 0.75 to 0.85 (47). To cluster the variables according to these main categories, we followed the recommendations of Schauenburg et al. (49), describing minor adaptions to the German version compared to the original version.

To assess the ability to mentalize, we used the global scale of the German version of the Mentalization Questionnaire [MZQ (50)]. This 15-item self-report instrument has proven to be a reliable and valid tool in the assessment of mentalization and yields results that are comparable to those generated by interview measures, such as the Adult Attachment Interview (Andreas et al., submitted). Several translated versions of the MZQ have been used in adult and adolescent populations (50–52). For the original German version, Cronbach's alpha for the global scale is 0.81 and the test-retest reliability is 0.76 (50).

Psychopathology was assessed using the Global Severity Index (GSI) of the German version of the Brief Symptom Inventory 18 [BSI-18 (53)]. The instrument is the latest short version of the Symptom-Checklist 90-R. A study that included N = 2516 participants demonstrated the psychometric qualities of the German version (54). The GSI score represents the number and severity of the psychopathological symptoms assessed by the BSI-18. Cronbach's alpha for the GSI of the German version is 0.93 (54).

The German 32-item version of the Inventory of Interpersonal Problems [IIP-32 (55)] was used to assess difficulties within interpersonal contact. The questionnaire asks patients to rate items concerning actions (e.g., in groups or other forms of interpersonal contact) that they “do too much” and that they find “too hard to do” (56). A study by Thomas et al. (55) demonstrated that the quality indicators of the German version of the IIP-32 are comparable to the original version of the IIP. Values for Cronbach's alpha range from 0.60 to 0.82 in a standard population and from 0.59 to 0.83 in clinical populations (55). For our analyses, we used the full scale that represents the total amount of distress experienced in interpersonal contexts.



Data Collection

The data were collected in two hospitals in Austria that offer psychiatric rehabilitation. In addition to medical and pharmacological treatment options, both hospitals use psychotherapy in one-on-one settings as well as group interventions. The therapy plans further include psychoeducation, ergotherapy, physiotherapy, and physical exercise. All patients in both hospitals were at least 18 years old. The standard duration of treatment at the hospitals ranges from three to six weeks. At the beginning of therapy, all patients are diagnosed according to the ICD-10 (57).

Participation in the study was voluntary, and all the patients were informed that neither their refusal to participate nor their later withdrawal from the study would have any consequences whatsoever, particularly regarding therapy and aftercare. The exclusion criteria were an inability to complete the study questionnaire and/or take part in diagnostic interviews (i.e., an insufficient ability to understand and/or speak German, acute manic or psychotic episodes, dementia, or other forms of cognitive impairment). The study was approved by the ethical commission in charge. All patients who did not meet the exclusion criteria were asked to take part in the study within the first 4 days of therapy. For the follow-up assessments, all the patients were contacted via telephone. If a participant could not be reached, we sent a standardized form in the mail to contact them.



Data Analysis

The data were analyzed using IBM SPSS Statistics 25. The analysis of missing values showed a missing rate of >5% at both the case and variable levels. In total, ~12.3% percent of the data were missing. Little's test of missing completely at random (58) was not significant (chi-squared = 308.533, df = 347, p = 0.932), indicating that the data were missing completely at random. For the replacement of missing values, we used multiple imputation to obtain a complete dataset. In accordance with the recommendations of White, Royston, and Wood (59), we calculated twelve imputations.

To check for possible differences between the subsamples, we calculated an independent samples t-test for age and chi-square tests for all the other sociodemographic variables. For the t-test, homogeneity of variances was tested using Levene's test for equality of variances (60).

Repeated-measures analyses of variance (rmANOVAs) were used to analyze the changes in the variables over the course of the therapy and post-treatment. The exploratory data analysis indicated that there were no outliers in the data. Mauchly's sphericity test was used to detect violations of sphericity. Since all violations that could be detected were at the level of ε > 0.75, the analyses were adjusted using the Huynh-Feldt procedure (61).

For the main part of the study, we used linear regression analyses to predict a decrease in maladaptive defense. The decrease was calculated by subtracting the T1 values from the T0 values to determine the changes over the course of therapy and by subtracting the T2 values from the T0 values to determine the difference between the baseline assessments and the follow-up assessments. Changes in interpersonal problems and symptom severity were calculated in the same way. Since mentalization was reverse coded, an improvement was expressed as an increase in the MZQ score. Therefore, we subtracted the T0 values from the T1 values to determine changes during therapy and the T0 values from the T2 values to determine the difference between the baseline assessments and the follow-up assessments. There were no indications of multicollinearity (maximum variance inflation factor = 1.829) or autocorrelation (Durbin-Watson statistics = 1.744 and 2.078, respectively). Controlling the scatterplot did not reveal any indications of heteroscedasticity. Shapiro-Wilk tests of studentized residuals did not reach statistical significance (p = 0.493 for T1 and p = 0.113 for T2), suggesting a normal distribution of the residuals in both analyses. Casewise diagnostics indicated one case in the first analysis and two cases in the second analysis as outliers on the y-axis. However, neither of these values had a leverage above the cutoff of 2k/n that would also indicate extreme x-values (62). In all three cases, the values for Cook's distance (63) were below the cutoff of ≥1, which would indicate a problematic influence on the analyses.




RESULTS


Participants and Dropouts

Eighty-nine patients were willing to take part in the study. The sociodemographic parameters of the sample are displayed in Table 1. The majority of the participants (n = 61, 68.5%) had main diagnoses on the F3 spectrum according to the ICD-10 (57), followed by those with F4 diagnoses. Fifty-four participants (60.7%) had more than one diagnosis. Further information on the distribution of the diagnoses is displayed in Table 2. An analysis of the differences between the two subsamples is included below.


Table 1. Sociodemographic variables of the clinical sample.
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Table 2. Distribution of diagnoses as absolute frequencies.
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Between T0 and T1, n=3 patients (3.4%) dropped out of the study; two participants quit because they had no further interest in the study, and one participant had to be excluded from the study because of an acute psychosocial crisis. Between T1 and T2, another n = 15 patients (16.9%) dropped out of the study. The most common reason for dropout (n = 9, 10.1%) was that patients could not be reached at follow-up. Two participants had no further interest in the study, one participant quit because of an acute physical disease, one participant was deceased, one participant did not specify the reason for withdrawal from the study, and one participant had to be excluded from the study because of a labile mental status.



Differences Between the Subsamples

There were no statistically significant differences between the subsamples in age (p = 0.840), sex (p = 0.353), employment status (p = 0.056), level of education (p = 0.114), parenthood (p = 0.951), or the distribution of diagnoses (p = 0.269). The only significant difference that was found was in civil status (p = 0.035), with the patients from one hospital being more likely to report a single civil status at T0.



Changes Over the Course of Therapy and During Follow-Up

The rmANOVAs indicated that among the three dimensions of the DSQ-40 (49), neither adaptive defense nor intermediate (neurotic) defense significantly changed over time (see Table 3). However, maladaptive defense was significantly reduced. A post hoc analysis revealed that the patients reported significantly fewer maladaptive behaviors at T1 than at T0. At follow-up, the use of maladaptive defense mechanisms was reduced even further, but the difference between T1 and T2 did not reach statistical significance. All the other variables significantly improved over the course of therapy and post-treatment.


Table 3. Results of the rmANOVAs.
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Since the changes over the course of inpatient therapy and post-treatment in adaptive and intermediate defense styles did not reach significance, these two variables were excluded from the subsequent analyses.



Prediction of a Decrease in Maladaptive Defense

In the final step of the analyses, we investigated whether a decrease in maladaptive defense mechanisms could be predicted by an increase in mentalization or whether the decrease would be explained only by a reduction in psychopathology and/or interpersonal problems. Therefore, two linear regression models were calculated for the duration of treatment and for the period from admission to hospital until follow-up. Because there was no significant change between T1 and T2, this analysis was not conducted. The results of the analyses are displayed in Table 4.


Table 4. Results of the linear regression analyses.
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As shown, we obtained two significant models. The R2 for the first model was 0.176 (adjusted R2 = 0.146), indicating moderate goodness of fit according to Cohen (64). The reduction in maladaptive defense was significantly predicted by both an increase in mentalization and a reduction in interpersonal problems.

For the second model, the R2 of 0.297 (adjusted R2 = 0.272) indicated high goodness of fit (64). The increase in mentalization was again found to be a significant predictor of a decrease in maladaptive defense. However, between T0 and T2, a reduction in psychopathology was also a significant predictor, whereas interpersonal problems did not significantly affect the data.

In both analyses, an increase in mentalization that was observed over the course of the inpatient therapy and the posttreatment period significantly predicted a reduction in maladaptive defense. On the other hand, a reduction in psychopathology as well as a reduction in interpersonal problems were not found to be persistent predictors of a reduction in maladaptive defense. Both variables predicted a decrease in maladaptive defense at one measurement timepoint only.




DISCUSSION

The aim of the study was to analyze the associations between the ability to mentalize and psychological defense mechanisms in a clinical sample. To the best of our knowledge, this is the first study to investigate the role of mentalization in changes in defense mechanisms during and after inpatient treatment for mental disorders.

As expected, the participants significantly improved over the course of inpatient therapy. Values for interpersonal distress decreased with a medium effect size, whereas psychopathology decreased with a large effect (64). In addition, mentalization could be significantly targeted, and the patients' mentalization scores increased over the course of therapy. The results remained stable until follow-up, indicating that the treatment had continuing effects on the patients' mental well-being. The outcomes for these three variables are consistent with a variety of previous results and confirm that inpatient therapy promotes mental health, with the promoting effect persisting after discharge from the hospital [e.g., (11, 13, 65, 66)]. Regarding psychological defense, maladaptive defense mechanisms decreased with a medium effect size during treatment and remained stable throughout follow-up. Adaptive and intermediate defense styles, however, did not change significantly over the course of inpatient therapy and post-treatment. In the comparison of these outcomes with previous studies, it is salient that some authors have reported similar results (67, 68), whereas others have reported significant improvements in more mature defense styles via therapy (28, 69, 70). A more comprehensive evaluation of previous investigations reveals that changes in more mature defense styles are linked to treatment with a long duration, which was not implemented in the current study. Therefore, longer inpatient therapy or structured ambulatory aftercare may have led to significant improvements in the patients' intermediate and/or adaptive defense styles.

Since adaptive and intermediate defense styles could not be targeted during the therapy, we excluded these two variables in the analyses and focused on the reduction in maladaptive defense mechanisms. According to our data, a decrease in maladaptive defense was more closely associated with an increase in mentalization rather than a reduction in interpersonal distress or symptom severity. While the latter two variables significantly predicted a reduction in maladaptive defense at one measurement period only, mentalization was found to be a significant predictor both between the beginning and the end of therapy as well as between the beginning of therapy and follow-up. This finding indicates that a more reflective view on one's own and perhaps other people's mental states, which supports the enhancement of mentalization, can enable patients to overcome hindering, immature defensive behavior. This outcome contrasts with the results of Fischer-Kern et al. (35), who did not find a significant correlation between mentalization, as measured by reflective functioning, and the use of primitive defense styles. However, in light of previous research, the associations found in our investigations can still be considered plausible given that mentalization plays a key role in determining and controlling emotions (2) and that humans who use more rigid emotional regulation strategies are prone to maladaptive defense styles (71, 72).

Importantly, the reduction in maladaptive defense mechanisms did not accompany a significant increase in adaptive or intermediate defense mechanisms. In other words, even though maladaptive defense styles were less commonly used by the patients, we could not detect a more frequent use of more mature defense mechanisms. This finding suggests that mentalization can help patients adopt healthier ways to cope with stressful stimuli by overcoming debilitating defense styles but not by increasing their use of mature defense styles.

While it is important to interpret the results considering the associated limitations, some implications can be identified based on the comprehensive literature on the effect of defense mechanisms on quality of life (22–24). In the treatment of patients with dominant maladaptive defense styles, the promotion of mentalization may be a practicable approach for therapy progress. This strategy seems particularly appropriate if alternative treatment options have failed to produce the intended results. In general, our results support the advice to implement interventions that target an increase in the capacity to mentalize. In addition to the well-documented advantages for psychotherapy e.g. (5, 8, 11, 13, 73, 74), our results suggest that through an increase in mentalization, patients may adapt a healthier overall defense style by reducing maladaptive elements. Since numerous studies have highlighted the importance of well-performing psychological defense in the rehabilitation and preservation of mental health (22, 24, 28, 29) as well as on humans' ability to adapt to and cope with severe medical conditions (27, 30, 31) and other forms of traumatizing life events (24, 75, 76), we consider interventions to foster mentalization as necessary in the reduction of maladaptive defense styles in psychotherapy. Regarding future research on psychological defense, our results suggest taking mentalization into account. This is particularly advisable when changes in defense styles are studied in the context of psychiatric or psychotherapy research.


Strengths and Limitations

The study combines two factors that are of particular importance in mental health, namely mentalization and psychological defense, and it is the first to empirically investigate the interaction between these factors in patients recovering from mental disorders. Further strengths are linked to the longitudinal design. First, we were able to detect and analyze changes in the main variables over the course of inpatient treatment and further after the discharge from the clinic. Second, the study design also allowed an analysis of the role of mentalization in the reduction of maladaptive defense. However, we must also acknowledge some limitations since they require a careful interpretation, especially regarding the generalizability of the results. First, the study relied on self-report measures rather than on expert ratings. This approach was chosen deliberately because we were interested in the subjective experiences of the participants. However, further studies should verify our results by augmenting self-report measures with other forms of diagnostic procedures, such as expert ratings. Another limitation concerns the treatment conditions that were used in the hospitals. Even though the study does not claim to meet the standard of a randomized controlled trial, it is important to consider that we did not use a psychotherapy intervention that specifically focused on an increase in mentalization and that the participants were not compared to a placebo or non-treatment control group. Therefore, we cannot clearly anticipate how a structured and specific treatment program, such as mentalization-based treatment (5), may have further improved the results. Future studies that compare unspecific psychotherapy vs. mentalization-based treatment and placebo intervention or an intervention with patients on a waiting list are needed. Finally, inpatient therapy did not lead to a significant reduction in intermediate defense or a significant increase in adaptive defense. Therefore, the data suggest that there is no association of intermediate defense or adaptive defense with mentalization, but we cannot exclude this possibility with certainty. Since other studies have documented the possibility for changes in more mature defense mechanisms via psychotherapy (28, 69), it is advisable to verify our results in a study with long-term psychotherapy.




CONCLUSION

This study is the first to empirically investigate the role of mentalization in changes in defense mechanisms over the course of rehabilitation from psychiatric disorders and during posttreatment follow-up. We detected a significant increase in mentalization and a significant reduction in maladaptive defense, psychopathology, and interpersonal problems. However, more mature defense styles did not change significantly during inpatient therapy or follow-up. Our data suggest that the reduction in maladaptive defense can be significantly predicted by an increase in mentalization both during and after inpatient therapy, whereas reductions in psychopathology and interpersonal problems appear to be less important. Mentalization appears to promote healthier ways to cope with negative stimuli, as it may reduce the prevalence of immature defense mechanisms. However, we could not find implications of the effects of mentalization on intermediate and adaptive defense mechanisms. Longer and more intense psychotherapy approaches may be necessary to foster more mature defense styles.
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The study investigated the extent to which defensive functioning and defense mechanisms predict clinically meaningful symptomatic improvement within brief psychodynamic psychotherapy for recurrent and chronic depression in an inpatient setting. Treatment response was defined as a reduction in symptom severity of 46% or higher from the baseline score on the Montgomery–Asberg Depression Rating Scale (MADRS). A subsample of 41 patients (19 responders and 22 non-responders) from an RCT was included. For each case, two sessions (the second and the penultimate) of brief inpatient psychodynamic psychotherapy (a manualized 12-session therapy program developed in Lausanne) were transcribed and then coded using the Defense Mechanism Rating Scales (DMRS) and the Psychotic Defense Mechanism Rating Scales (P-DMRS), an additional scale developed to study psychotic defenses. Results showed that defensive functioning and mature and immature defense changed during psychotherapy and predicted treatment response. Patient’s defenses observed throughout therapy also predicted treatment response at 12-month follow-up. The addition of psychotic defenses allows a better prediction of the treatment response. Overall, these results are in line with previous research and provide further validation of defensive functioning as a predictor of outcomes and a mechanism of change in psychotherapy.
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INTRODUCTION

From an empirical perspective, psychological defenses might be viewed either as a patient trait that determines the course and outcome of treatment, as a therapeutic outcome that evolves toward more adaptability, or as an underlying mechanism of change that explains how psychotherapy works from the psychodynamic theoretical perspective.

Studies have suggested that defenses can be associated with depression. Compared to a healthy control group, depressed individuals were found to use significantly more maladaptive and fewer adaptive defense mechanisms at baseline (Vaillant, 1986). DeFife and Hilsenroth (2005) showed that the presence and severity of depression symptoms were significantly related to lower (more maladaptive) overall defensive functioning (ODF) scores. In addition, patients who lack obsessional defenses of mental inhibition (including isolation, undoing, and intellectualization) are more severely depressed. Compared to panic disorder, Calati et al.’s (2010) meta-analysis confirmed a specific defensive profile related to depression, characterized by a low level of mature and a high level of immature defenses.

A group of eight immature defenses, called depressive defenses (help-rejecting complaining, acting out, splitting of self-image, splitting of others’ images, projective identification, devaluation of self-image, devaluation of others’ images, and projection), hypothesized to play a causal role in depression, were found to predict the course of major depression in a sample of psychiatric patients. Six months after intake, immature defenses were identified more often in depressed patients who improved less than predicted by their initial functional status and one high adaptive level defense (self-observation) was identified more often in those who improved more than predicted by their initial status (Hoglend and Perry, 1998). These depressive defenses were associated with lower patient improvement on global functioning 6 months after intake (Hoglend and Perry, 1998). The group of other immature defenses (so-called non-depressive immature defenses) was not related to improvement. This confirmed the results of Bloch et al. (1993), who found that these defenses occurred more frequently in a sample of dysthymic patients compared to patients with panic disorder. Compared to patients with anxiety disorders, outpatients diagnosed with depression had significantly lower ODF and a higher proportion of maladaptive defenses at the beginning of treatment. However, depressed patients responded better to treatment, with higher increase in ODF than patients with anxiety disorders had (Babl et al., 2019).

In studies involving primarily depressed patients, defensive functioning improved with an increase in ODF during therapy. This outcome relates to a specific pattern of defense mechanism evolution, whereby the proportion of high adaptive defenses increases, and the proportion of maladaptive defenses decreases (Kneepkens and Oakley, 1996; Akkerman et al., 1999; Drapeau et al., 2003; Bond and Perry, 2004; Perry and Bond, 2009; Kramer et al., 2013; Babl et al., 2019), more specifically depressive defenses (DeFife and Hilsenroth, 2005; Perry et al., 2020). With other disorders, ODF also significantly increases but alongside other patterns of defense mechanism evolution (Perry and Bond, 2017). As suggested by Cramer’s (1998) review, these results should be seen from the vantage point of adaptational processes that serve an individual’s need for adaptation; defenses may be understood as an individual’s way of responding to their need to adapt. In a sample of patients with personality disorders, although some individuals improved significantly after 1 year of therapy, the group did not show significant change in defenses (Perry, 2001). Longer-term treatments are commonly required to effect significant improvement in defensive functioning. Perry and Bond (2009) provided preliminary evidence on change in ODF over 2.5 years of therapy for three cases with different personality disorder types.

Relatively few studies have directly examined the extent to which defensive functioning and defense mechanisms predict outcomes in depressive disorders. In a pilot study of 12 patients with recurrent major depression, Perry et al. (2020) showed that the mean percentage score of depressive defenses significantly decreased after 20 sessions of psychotherapy (mean ES = 0.97) and improved defensive functioning led to overall mental health improvement. However, patients had not maintained this result after 12 months of follow-up. In a sample of young adults with adjustment disorders (mainly with mixed anxiety and depressive symptoms), Kramer (2010) showed prior improvement in defensive functioning mediated change in distress. The short-term mutability of mature and immature defenses was also found in cluster C personality disorders treated with cognitive behavioral therapy (Johansen et al., 2011).

In long-term psychodynamic psychotherapy of a heterogeneous sample of patients with anxiety, depression, and personality disorders, Bond and Perry (2004) reported that defenses accounted for larger outcome-variance change than initial symptomatic severity did. Moreover, improvement in ODF score predicted improvement in observer-rated depression, even after controlling for improvement in distress. A more mature defensive functioning was highly associated with improvement in symptom levels and functioning 5 years after intake (Perry and Bond, 2012). However, these studies considered the outcome solely from a statistical point of view, which means that they sought to disprove a negative and state an event probably did not happen by chance. By contrast, clinical significance seeks to prove a positive, and state an event genuinely happened (de Roten and Crettaz von Roten, 2018). Reliance on statistical change does not directly address whether subjects improved clinically or recovered.

This paper explores the extent to which defensive functioning and defense mechanisms predict improvement and recovery in short-term dynamic psychotherapy for recurrent or chronic depression. We address whether (a) defensive functioning and defense mechanisms help improve adaptiveness or maturity with therapy, (b) defenses and change in defenses are associated with treatment response and remission, and (c) defenses and change in defenses are associated with maintenance of treatment response after 12 months of follow-up.



MATERIALS AND METHODS


Sample

A subsample was selected from a randomized controlled trial on the efficacy of adjunctive brief psychodynamic psychotherapy in usual inpatient treatment of depression (de Roten et al., 2017). For more detail on the design of the study, see Ambresin et al. (2012). From among the 76 patients in the psychotherapy group of the main study, 41 were included. Selection criteria required patients to have completed at least 10 sessions (n = 52), including two sessions (the second and the penultimate) that were audio or video recorded. Univariate tests showed that the subsample’s demographics and clinical variables were not different from those of the whole sample (see Supplementary Table 1).

To be included in the main study, patients hospitalized in the university psychiatric hospital had to (a) meet Diagnostic and Statistical Manual of Mental Disorders IV criteria for unipolar major depressive episode; (b) be aged 18–65 years, (c) have a Montgomery–Asberg Depression Rating Scale (MADRS; Montgomery and Asberg, 1979) score > 18, and (d) have sufficient command of French. Exclusion criteria were limited to bipolar disorders, psychotic disorder, and persistent substance use/abuse that might affect brain function (memory, level of consciousness, and cognitive abilities) and impair an individual from participating in and benefiting from psychotherapy.

Table 1 shows demographic and clinical characteristics of the responders (n = 19) and non-responders (n = 22). Univariate comparisons showed no differences. The 16 therapists (10 women and six men) who participated had completed (10 senior therapists) or were in the advanced stage of completing (six junior therapists) 5 years of psychotherapy training. The junior and senior therapists had no differences in their patients’ response and remission rates. They attended a weekly training seminar dedicated to inpatient brief psychodynamic psychotherapy (IBPP) for 6 months before they started their first IBPP sessions with a patient. We monitored for adherence and competence through weekly individual supervision and continued participation in the training seminar.


TABLE 1. Demographic and clinical characteristics of the sample.

[image: Table 1]


Instruments


Outcome

We used the MADRS, a clinician-rating measure that uses 10 items to provide a sensitive measure of patient change in inpatient settings. Davidson et al. (1986) demonstrated the construct validity of MADRS using an inpatient sample.

Research psychologists (master’s level), who were not involved in the inpatient care and not located in the hospital, administered the MADRS. Inter-rater reliability was obtained from 15 audiotaped interviews, mean ICC(2,1) = 0.88, range = 0.68–0.96. In our study, Cronbach’s α = 0.85. Response and remission were suggested as the most relevant outcome criteria for the treatment of depression. In line with Riedel et al. (2010), we defined response a priori as a reduction in symptom severity of 46% or higher from the baseline score and remission as a score of 7 or less, based on cut-off scores determined in a large inpatient population. Nineteen patients (46.3%) responded positively to treatment.

We also used the Quick Inventory of Depressive Symptomatology (QIDS-SR16; Corruble et al., 1999), a 16-item self-report measure, to evaluate depressive symptomatology. In our study, Cronbach’s α = 0.81. Response corresponded to a symptom reduction ≥ 50%, and remission to a score of score of 5 or less, according to Rush et al. (2006). Supplementary Table 2 provides the results for this instrument. Nineteen cases were responders, according to the QIDS-SR16. Thirteen cases (68.4% of the responders) were responders, according to both MADRS and QIDS, and six cases were responders in only one measure. Three cases were responders according to MADRS but not according to QIDS, and three cases were responders according to QIDS but not according to MADRS.



Defense Mechanisms

The Defense Mechanism Rating Scales (DMRS; Perry et al., 2004) is an observer-based method that identifies any of 30 individual defense mechanisms as they occur in verbatim transcripts of therapy sessions or interviews. These mechanisms are hierarchically arranged in seven defense levels (1–7) according to their adaptiveness, from the least adaptive to the most adaptive: action, major image distorting, disavowal, minor image distorting, neurotic, obsessional, and high adaptive. We added the Psychotic-Level Defense Mechanisms Rating Scale (P-DMRS; Berney et al., 2014). This eighth defense level includes six psychotic defense mechanisms (psychotic denial, autistic withdrawal, distortion, delusional projection, fragmentation, and concretization). As is the case in the DMRS, each defense of the P-DMRS is extensively described (i.e., definition, function, discrimination, and rating) in a manual (Berney et al., 2010). A detailed presentation of the P-DMRS with clinical examples for each defense mechanism can be found in Berney et al. (2014). The first validation was conducted on a sample of 80 patients with depressive disorder (n = 20), bipolar disorder (n = 20), personality disorder (n = 20), and schizophrenic disorder (n = 20). The validation showed that (a) psychotic defenses can be reliably identified in transcripts of psychotherapy sessions, (b) psychotic defenses can be present in a wide range of defensive functioning, and (c) the new scale has psychometric characteristics similar to those of the other subscales of the DMRS (Berney et al., 2011).

Combinations of defense level scores define mature (high adaptive defenses, including affiliation, altruism, anticipation, humor, self-assertion, self-observation, sublimation, and suppression), intermediate (obsessional and neurotic defenses), and immature defense category (psychotic, action, major image distorting, and disavowal defenses). Moreover, the depressive defense category is comprised of eight immature defenses (passive–aggressive, acting out, help-rejecting complaining, projective identification, splitting of self-images, splitting of others’ images, projection, and devaluation) empirically associated with depression, whereas non-depressive defenses are comprised of autistic fantasy, rationalization, denial, idealization, and omnipotence (Hoglend and Perry, 1998).

Scores represent the relative frequency per defense level and defense category, culminating in a weighted score, referred to as the ODF score—of the relative frequencies of all defense mechanisms by their level. Level zero has been attributed to psychotic defenses, making the ODF score comparable to other studies without considering psychotic level. For the current study, reliability coefficients on 18 transcripts (22% of the ratings) were established among four trained raters and yielded satisfactory results at the level of defense, with ICC(2,1) varying between 0.69 and 0.94 (M = 0.77; SD = 0.12) for the early session and between 0.71 and 0.95 (M = 0.78; SD = 0.11) for the late session. At the level of ODF score, ICC(2,1) were higher, with a mean of 0.85 (SD = 0.09).



Treatment

The IBPP is a manualized 12-session psychodynamic psychotherapy program developed in Lausanne. IBPP is based on the Psychodynamic Treatment of Depression manual developed by Busch et al. (2004) to help therapists focalize on relevant depression topics, as well as on the Brief Psychodynamic Psychotherapy manual developed by Despland et al. (2010) for work on transference, personality organization, and conflictual themes. The initial hypothesis was based on the dynamic relationship established between a therapist and a patient during the first three sessions (pre-transference), a patient’s present crisis, and the dynamics that form the core of a patient’s depressive episode. Subsequent sessions focus on helping the patient gain a fuller understanding of the psychological factors that led to the emergence of depressive symptoms and address their vulnerability to those dynamics. Final sessions address the patient’s feelings and fantasies about termination, as well as the decision regarding a longer term therapy or ongoing psychiatric treatment if necessary. Treatment integrity was checked (de Roten et al., 2017).



Procedure and Analysis

All psychotherapy sessions were audio- or videotaped. From each case, two sessions (the second and the penultimate) were transcribed, according to the method defined by Mergenthaler and Stigler (1997). Five fully trained raters carried out DMRS and P-DMRS ratings. The first author provided initial weekly group-training sessions that lasted 12 weeks and subsequent calibration of raters over 3 months.

Analysis was performed using SPSS version 26. Effect sizes were within-condition, taking the correlation between the pre- and posttest into account (Morris and DeShon, 2002). We used linear mixed models (LMM) to study the effect of time, treatment response, and the interaction (Time × Response), which were treated as fixed effects for each defense category and each defense level, with the MADRS score at intake as covariate. Linear regressions were used to evaluate the relation between defenses and MADRS at the same session, using forward stepwise selection due to sample size.



RESULTS


Do Defenses Evolve During the Therapy?

Table 2 shows changes in defensive functioning, defense categories, and defense levels after the psychotherapy. ODF increased throughout therapy, yielding a large effect size. Changes in the mature defense category indicated an increase of mature defensive behaviors in therapy sessions by the end of therapy, as indicated by a moderate positive effect size. Immature and depressive defense categories decreased, as shown by moderate negative effect sizes. Concerning defense levels, the high adaptive level increased in frequency, as indicated by a moderate positive effect size.


TABLE 2. Change in defenses.
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Do Defenses Predict Response and Remission?

We first looked at the relation between defenses and depression in the same session. Depressive symptom severity was not significantly correlated with depressive defenses (r = 0.083 for the second session and 0.255 for the penultimate session). For the eight defensive levels, a forward stepwise regression showed, for the second session, an adjusted R2 of 0.277, and three defensive levels included in the final step (obsessional, narcissistic, and major image distorting), all significant (p = 0.005, 0.011, and 0.011, respectively). For the penultimate session, the adjusted R2 was 0.092, with only action level included (p = 0.030).

Relation between defenses and treatment response and remission is presented in Table 3. Only defense categories and defense level with significant results are displayed. LMM provided strong evidence that high adaptive and psychotic defense levels were associated with the interaction between time and response, whereas moderate evidence was found for an association among ODF, immature defense category, and the interaction between time and response. Strong evidence for an association among ODF, high adaptive level, and response was found, whereas moderate evidence indicated an association between the immature category, psychotic level, and response. Intermediate and depressive defense categories, as well as neurotic, minor image-distorting, disavowal, and major image-distorting defense levels were not significantly related to response or the interaction between time and response. Figure 1 illustrates the interaction between response and time by displaying the increase in ODF associated with response. Figure 2 displays the decrease in frequency of psychotic defenses associated with response.


TABLE 3. Relation among defenses and treatment response and remission.
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FIGURE 1. Fixed effect plot with 95% CI for the evolution of ODF for responders and non-responders. Note. ODF, overall defensive functioning; Resp, responders; Non-Resp, non-responders; Time 1, pretherapy; Time 2, posttherapy.



[image: image]

FIGURE 2. Fixed effect plot with 95% CI for the evolution of psychotic level for responders and non-responders. Note. Resp, responders; Non-Resp, non-responders; Time 1, pretherapy; Time 2, posttherapy.


Nine cases (22.0%) were remitted at the end of the psychotherapy. No defense category or defense level showed significant results in terms of treatment response or the interaction of time and response (Time × Response).



Do Defenses Predict Response and Remission at Follow-Up?

Sixteen cases (39.0%) were responders at 12-month follow-up. Thirteen cases were also remitters at the end of the psychotherapy. All significant results for defense categories and levels are presented in Table 4. Very strong evidence for an association among ODF, mature defense category, and response was found, whereas moderate evidence for an association between the immature defense category and response was found. Regarding the interaction between time and response, very strong evidence was found for an association with the mature defense category, whereas strong evidence for an association with ODF was found. The immature defense category was not significantly associated with the interaction of time and response.


TABLE 4. Relation among defenses and treatment response and remission after 12-month follow-up.

[image: Table 4]At 12-month follow-up, 30.3% (10 out of 33) of patients were remitted (eight missing values). Only four cases were also remitters at the end of the treatment.



DISCUSSION

In line with previous research, our study showed that defensive functioning and high adaptive defenses significantly increased, while immature defenses decreased over the course of psychotherapy. Moreover, within the immature defense category, the group of depressive defenses changed the most (d = 0.56), which further validates defense mechanisms as relevant and specific mechanisms of change in psychotherapy for depression. However, the effect sizes are lower than those that Perry et al. (2020) found in a sample of patients with recurrent major depression. Contrary to what was expected, the depressive defenses did not predict outcomes.

The original contribution of this study concerned the clinical significance of defenses as predictors of outcomes by examining how defenses predict treatment response and remission. Results showed that the categories of mature and immature defenses predict responses at the end of the treatment and at 12-month follow-up. The most adaptive levels of defense (high adaptive and obsessional) and maladaptive (psychotic and action) levels of defense are related to response and/or interaction between time and response, as seen at the end of the treatment but not at follow-up. Finally, defensive functioning and defense mechanisms are not predictors of remission. These results confirm previous research findings and extend them to the specific context of very brief dynamic psychotherapy for recurrently and chronically depressed inpatients. A great need exists to identify predictors of treatment response, and these results clearly showed that defense mechanisms represent a promising approach.

At the end of the treatment, defenses predicted response but not remission, whereas a stronger effect would have been expected. This may be due to a lack of statistical power. The rate of remission was relatively low: 24% at the end of the therapy and 25% after 12-month follow-up. An alternative explanation is that the remission rate may be related to the duration and goal of the treatment. IBPP is only intended as a first step, which may work as an initial insight facilitating a longer course of psychotherapy after hospitalization. Within the IBPP, remission was not a therapeutic objective and mainly extratherapeutic reasons facilitated it. Results at 12-month follow-up tend to confirm this hypothesis. After discharge from the hospital, 95% of patients included in this study were in psychotherapy. Depressive defenses evolved the most during therapy, but they did not predict response. Thus, change in depressive defenses cannot be considered as an outcome measure. Drapeau et al. (2003) showed that changes in defense mechanisms in very short interventions are likely related to clinical processes reflecting a state-dependent improvement. Some studies showed change in defenses not only in psychodynamic psychotherapy but also in cognitive behavioral therapy (Babl et al., 2019; Perry et al., 2020). These depressive defenses are particularly sensitive to therapeutic work done during hospitalization, and therapeutic progress stems from the goal of the psychotherapy and hospitalization, which is to reduce patients’ acute states of distress. These defenses are particularly strained because of the problems these patients have with recurrent or chronic depression. We may hypothesize that change in these defenses as a trait change occurs only after long-term psychotherapy and the acquisition of adaptive skills (Johansen et al., 2011), as seen with personality disorders Perry and Bond (2009). Contrary to previous studies, these defenses were not associated with depression in our sample. This may be due to the clinical characteristics of our inpatient sample such as treatment resistance, chronicity, and high comorbidity. Compared to Perry et al.’s (2020) study on outpatients with recurrent depression, the proportion of depressive defenses was higher in our sample at intake (17.1 vs 26.8) and after the psychotherapy (8.5 vs 20.1).

In line with our previous work (Berney et al., 2011), psychotic level showed the same inter-rater reliability as the other defense levels of the DMRS. Measuring psychotic defenses proved a useful supplementary approach to examining changes in defenses over the course of psychoanalytic therapies. In our study, psychotic defense level is the most predictive level of maladaptive defense related to outcomes. Moreover, if a patient’s psychological defenses do not evolve during treatment, then an interaction effect between time and response may occur. Successful therapy implies a reduction of these defenses from 5 to 2.5%.

Psychotic defenses were present in 54% of the patients. Among these patients, an examination of their verbatim statements made it possible to study the context in which psychotic defenses appeared in our sample. We found that they tend to appear when the therapeutic interaction is difficult (e.g., when the therapeutic alliance is strained or when the patient is in crisis for an extratherapeutic reason). Further research should explore how patients improve or worsen these defenses seem to be particularly sensitive to how therapy evolves. Inclusion of psychotic defenses in the DMRS provides a better account of patients’ defensive functioning, psychopathologically more valid defensive scores, and a more complete and valid measure of patients’ progress through the course of treatment. From a clinical point of view, training clinicians to detect psychotic defenses as early as possible seems to be important to being responsive to patients’ levels of functioning.

In our sample, inpatients did not present psychotic symptoms that would be coded in phenomenological psychiatric diagnoses. Use of psychotic defenses does not imply the presence of psychotic symptoms (Berney et al., 2014). Inpatients in our sample used unconscious psychotic defense mechanisms to mediate their reaction to emotional conflicts arising from internal and external stressors. Our results suggest that psychotic defense mechanisms is important to consider when studying severe depression in an inpatient setting, alongside its importance in the study of severe personality, bipolar, paranoiac, and schizophrenic disorders. Measuring psychotic defense level may capture psychotic psychological functioning in severely depressed inpatients presenting with extreme features of depression reminiscent of the clinical condition formerly known as melancholia. Patients often intertwine and mobilize individual psychotic defense mechanisms together. These mechanisms are difficult to disentangle and often appear in narratives to various degrees in narratives (see Berney et al., 2009). The P-DMRS is comprised of six psychotic defense mechanisms: psychotic denial, autistic withdrawal, distortion, delusional projection, fragmentation, and concretization. Although our results provided evidence that supports the measurement of psychotic level as a whole, below, we provide examples of a few individual psychotic defense mechanisms to illustrate their function in session conditions.

One particular difficulty in treating patients with severe chronic depression is approaching psychic pain and helping them face the unbearable thoughts that often underlie depression (Leuzinger-Bohleber et al., 2019). Clinicians turning their attention to this psychological pain certainly help patients strengthen the self and regain a sense of self-agency. However, therapists can be tempted to avoid addressing defense mechanisms, thereby resounding with their patients’ defense mechanisms. Defending themselves against the reviviscence of traumatic internal or external experiences, severely depressed inpatients can turn mute, cutting themselves off from the distressing reviviscence that the clinical encounter elicits (autistic withdrawal). One of the participants reported: “I stand in calmness, I shut myself, I close the blinds, I’m in the dark and then, that’s it, I’m fine like this, in the dark. Lying down, I can spend a fortnight like that in my room.” This excerpt appeared in the penultimate session when the therapist and the patient were exploring the patient’s difficulty coming to therapy: “I did not want to leave my house, I wanted to stay locked inside the house….” Therapy was close to its end, and the therapist and the patient were soon to part. The session’s rhythm was slow, and the patient emitted heavy sighs. The narrative of the session started with the patient’s daughter entering a foster home and the difficulty of being separated from her. The patient could hardly speak, and the therapist uttered the following words, adopting the patient’s behavior: “To do nothing, to avoid any tension inside… I prefer to lie down calmly to avoid any tension and pain… to be free of conflicts….” Finally, the patient agreed: “Yes, I… I act like this.” The excerpt above suggests listening to and working through the psychic pain helped the patient to overcome the flood of painful parting sensation leading to autistic withdrawal, helping her access representations of the blunt pain that had hitherto been indescribable.

Session narratives also suggest that severely depressed inpatients mobilized distortion, understood as a gross altering or reshaping of internal or external reality. Inpatients may modify the representation of reality in a depressive way, reminding us of Freud’s (1917) “Mourning and Melancholia” (p. 245): “The [melancholic] patient represents his ego to us as worthless, incapable of any achievement and morally despicable: he reproaches himself, vilifies himself and expects to be cast out and punished.” Freud (1917) qualified this distortion as “a delusion of (mainly moral) inferiority” (p. 245). In Margo et al.’s (1993) study on defensive styles, depression severity was associated with the amount of negatively biased self-perception in depressed inpatients. As shown in the following example, a patient used distortion in a similar way when she considered herself a “crazy depressive.” The patient started the first session of therapy saying she was an illegal immigrant and condemned herself as guilty of her brother’s suicide. Later in the session, she thought of herself as a murderer: “I read books where someone killed someone…. These are the books I am interested in…. It gives me ideas, I could plan a murder.” The therapist voiced the anger present in the patient and the patient completed the sentence: “… everything I try to do leads me there, too…. Indeed, I am crazy [mumbling]. I am a crazy depressive.”

Our findings are likely to measure state changes in psychotic defenses in a way that is similar to depressive defenses throughout a brief and intensive psychoanalytic therapy during a particular phase of the overall depressive course, namely, a crisis leading to hospitalization. Trait changes are likely to need a longer course of therapy. However, our findings may indicate that a decrease in psychotic level can be a first therapeutic step; whether this step occurs by addressing individual defenses or by containing them is still unknown and remains an open research question.

These results must be interpreted in light of several potential limitations. The small sample size limits the statistical power to detect change, meaning that small or medium effects of the treatment response may have been missed. Only cases with available recordings of the two sessions were included. The possibility that this represents a selection bias, in particular because the management of the recording was left to the therapist, could not be ruled out. However, we verified that the cases selected for this study are no different from the other cases in the research.

The study is heterogeneous in multiple ways. Different subtypes of depression and comorbidity were included. At intake, MADRS depression severity scores varied from 17 to 49. Controlling the additional treatment received during the hospitalization was not possible. Therefore, other unmeasured variables or variables that could not be included in the model, due to the sample size, may moderate the link between defense and outcome.

The short duration of the treatment and follow-up for problems that tend to be chronic do not reveal whether patients developed sustained improvement. Outcome measurement tends to “evaluate a particular moment in time rather than an ongoing experience” (Bond and Perry, 2004, p. 1666). Further study should examine longer treatment to improve the understanding of the mediating role of defensive functioning and defense mechanisms in therapy response and remission. Finally, change in defensive functioning was evaluated by comparing ratings of only two sessions (the second and the penultimate). Previous research has shown that the rating of more sessions may give a more representative measure of defensive functioning, particularly in terms of a relatively stable trait (Perry, 2001).

The assessment of defenses was only done at the beginning and end of the brief psychodynamic psychotherapy during hospitalization. Assessing defenses after 12 months of follow-up, which would have required interviews, was not possible. Therefore, the extent to which defenses change in the long term is not known. The study only assessed whether early changes in defenses predicted symptomatic improvement in our sample a year later. We did not also have a measure of structural change at follow-up, which makes interpreting these results beyond depressive vulnerability impossible, in terms of structural personality functioning change.

Another limitation is that the study does not address causal relationships. The psychoanalytic theory is that beneficial changes in defensive functioning result in symptomatic improvement. However, changes in defensive functioning and improvement of symptoms might be the effects of some other sort of therapeutic process, such as increases in attachment security due to a good therapeutic relationship. Improvement in defensive functioning could be a function of a common factor (e.g., the therapeutic alliance) that appears to predict improvement in all psychotherapeutic approaches.

This study complements previous work on how defenses predict outcomes in depressive disorders by examining the clinical significance of the results and by including psychotic defenses. As expected, ODF and specific low- and high-adaptive levels of defense changed during short psychodynamic psychotherapy and predicted treatment response. We showed that the addition of psychotic defenses allows a better prediction of the treatment response. As Babl et al. (2019) showed, future research must measure defensive functioning and defense mechanisms longitudinally to disentangle within- and between-patient effects of defenses and to achieve unbiased estimates that are more robust.
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Emotion-processing impairment represents a risk factor for the development of somatic illness, affecting negatively both health-related quality of life (HRQoL) and disease management in several chronic diseases. The present pilot study aims at (i) investigating the associations between alexithymia and depression, anxiety, and HRQoL in patients with Hashimoto’s thyroiditis (HT); (ii) examining the association between these three psychological conditions together with HRQoL, and thyroid autoantibodies status as well as thyroid echotexture in patients with HT; and (iii) comparing the intensity of all these clinical psychological features in patients with HT versus controls. Twenty-one patients with serologically or ultrasonographically verified HT and 16 controls with non-toxic goiter or postsurgical hypothyroidism were recruited for this study. Serum thyrotropin (TSH) and free thyroxine, as well as thyroid autoantibodies (thyroglobulin antibodies and thyroid peroxidase antibodies), were assayed. Alexithymia, depression, anxiety, and HRQoL were assessed with Toronto Alexithymia Scale; Beck Depression Inventory, second edition; Hamilton Anxiety Rating Scale; and Health Survey Short-Form 36, respectively. A negative relationship between the difficulty to describe feelings and the cognitive component of depression was found (r = -0.46, p = 0.04). Besides, patients with seronegative HT had lower somatic anxiety than patients with HT who tested positive (r = -0.68, p = 0.01 and r = -0.59, p = 0.04, respectively). Besides, no statistically significant difference was found between patients with HT and controls with regard to somatic anxiety. The present study suggests the relevance of alexithymia in patients suffering from HT, which may be intertwined with a possible state of underreported depression that is mainly expressed through physical complaints. Promoting the capability to describe and communicate feelings could contribute to psychological elaboration and coping with the disease and, consequently, to the improvement of self-management and perceived HRQoL.
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INTRODUCTION

Increasing interest exists regarding the crucial role of psychological factors predicting somatic diseases and influencing the management of chronic illness (Caputo, 2014; Van Houtum et al., 2015; Catalano et al., 2017, 2018, 2019, 2020; Martino et al., 2018a,b, 2020c,d; Conversano, 2019; Kelly et al., 2019; Merlo, 2019; Lenzo et al., 2020; Conversano and Di Giuseppe, 2021). Indeed, chronic disorders pose relevant challenges to patients with specific regard to compliance and adherence, such as entrusting care relationships, taking medications properly, adjusting to new limitations, and changing lifestyle (Castelnuovo et al., 2015; Tomai et al., 2018; Rosa et al., 2019; Aimé et al., 2020; Gugliandolo et al., 2020). This overall requires a better handling of the psychosocial impact of chronic diseases and a paradigm shift in healthcare provision (Caputo, 2015; Van Houtum et al., 2015; Cicero et al., 2017; Conversano et al., 2020; Martino et al., 2020d). Moreover, depression and anxiety are commonly considered two main psychological consequences of chronic disorders, their progression being favored by worsened mental health and perceived health-related quality of life (HRQoL) (Carr-Hill, 1992; Patron et al., 2017; Martino et al., 2019b; Quattropani et al., 2019; Vita et al., 2020) and thus requiring specific clinical psychological treatments (Tomaro et al., 2017; Gangemi et al., 2018; Vicario et al., 2019). Failures in emotion regulation, such as high use of maladaptive defense mechanisms, may in turn contribute to enhance feelings of powerlessness and distress negatively affecting self-care behaviors (Settineri et al., 2019).

In this regard, the conceptual construct of alexithymia—defined as the inability to identify and describe feelings, accompanied by an externally oriented thinking—is of primary importance (Taylor et al., 1999), because an emotion-processing impairment is acknowledged to be a risk factor for the development of somatic diseases, especially in persons affected by physical symptoms of unknown origin (Lumley et al., 1996, 2007; Willemsen et al., 2008; Castelli et al., 2012; Mazaheri et al., 2012; Craparo et al., 2016; Torrado et al., 2018; Marchi et al., 2019; Martino et al., 2020b,c; Prout et al., 2020). The relevance of alexithymia is also supported by the scientific research about the defensive patterns that may emerge in recognizing and elaborating on their illness when patients are not in tune with their affective experience (Di Giuseppe et al., 2014, 2019; Perry et al., 2015; Tesio et al., 2018; Martino et al., 2020a). Also, negative emotional experiences in patients with metabolic syndrome and cardiovascular risk factors have been demonstrated (Bell et al., 2007; Goldbacher and Matthews, 2007).

Among the most frequent endocrinologic pathologies, it is known that hypothyroidism, which is characterized by failure of the thyroid to produce adequate amounts of thyroid hormones, affects approximately 5% of the adult population (Cooper and Biondi, 2012). Hypothyroidism is associated with psychopathological disturbances, such as depression, anxiety, and even poor HRQoL (Crisanti et al., 2001; Cooper and Biondi, 2012; Vita et al., 2013; Winther et al., 2016). Furthermore, patients with hypothyroidism still report residual complaints after replacement treatment with levothyroxine and restoration of euthyroidism. These residual symptoms, including rapid mood changes, depression (fatigue, tearfulness, disturbed sleep, and loss of appetite), and anxiety (concentration problems, mental alertness, and irritability) (Bauer et al., 2001; Grabe et al., 2005; Bell et al., 2007; Samuels, 2008; Bathla et al., 2016; Rieben et al., 2016), may overlap with typical symptoms of psychosomatic disorders (Moncayo and Moncayo, 2014). As a result, HRQoL can be further reduced (Nexo et al., 2014; Boesen et al., 2018a,b). The relevance of these psychological residual symptoms has been highlighted also in patients with Hashimoto’s thyroiditis (HT) (Watt et al., 2012; Moncayo and Moncayo, 2014; Montagna et al., 2016), which is the most common autoimmune thyroid disease and the most common cause of thyroid failure, with hypothyroidism occurring in approximately half of patients with HT (Benvenga and Trimarchi, 2008). Indeed, a high prevalence of psychopathological disorders has been demonstrated in patients with HT (Broniarczyk-Czarniak, 2017), suggesting the importance of personality features and coping strategies of such patients, who could benefit from clinical psychological counseling and support (Yıldız et al., 2017).

To the best of our knowledge, only three studies focused on the relationship between alexithymia and thyroid diseases, one of them including women in the postpartum setting (Le Donne et al., 2012) and two studies including patients with autoimmune thyroid diseases (Ivanova and Gorobets, 2011; Hasegawa et al., 2019). Particularly, Ivanova and Gorobets (2011) concluded that alexithymia is both a risk factor for HT development and a predictor of HT course.

The present cross-sectional, pilot study aims at (i) investigating the associations between alexithymia and depression, anxiety, and HRQoL in patients with HT; (ii) examining the association between these three psychological conditions and HRQoL, and both thyroid autoantibodies status and thyroid echotexture in patients with HT; and (iii) comparing the intensity of such psychological conditions and HRQoL scores in patients with HT versus controls.



MATERIALS AND METHODS


Participants

Hashimoto’s thyroiditis patients and controls were consecutively enrolled from December 2019 through March 2020 at the Department of Clinical and Experimental Medicine of the University Hospital “G. Martino” of Messina, Italy. HT patients had serological and/or ultrasonographic evidence of autoimmune thyroiditis, the first consisting of positivity for one or both thyroid autoantibodies [thyroglobulin antibodies (TgAb) and thyroid peroxidase antibodies (TPOAb)], whereas the second consisted of ultrasonographic evidence of hypoechoic and inhomogeneous echotexture of the thyroid. All patients with HT were on replacement therapy with levothyroxine. Patients with nodular goiter or with levothyroxine-replaced postsurgical hypothyroidism were enrolled as controls. All patients with nodular goiter were euthyroid (i.e., they took neither levothyroxine nor antithyroid drugs), tested negative for both TgAb and TPOAb, and had normal thyroid echogenicity at ultrasound, whereas all patients who had been thyroidectomized were necessarily on levothyroxine. Patients who were thyroidectomized for thyroid nodules, whose serum TgAb and TPOAb were both negative prior to surgery, and whose thyroid histology demonstrated benignity of the nodule and histological absence of lymphocytic thyroiditis were eligible as controls. Exclusion criteria for both HT patients and controls were age <18 years; neuropsychiatric disturbances according to the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5) diagnostic criteria (American Psychiatric Association, 2013); and serum thyrotropin (TSH) ≤0.4 or ≥4.0 mU/L. In this regard, controls with nodular goiter and with serum TSH between 0.4 and 1 mU/L or underwent a 99mTc pertechnetate scan were excluded if hyperfunctioning nodules were confirmed (Haugen et al., 2016). Finally, based on the mentioned exclusion criteria, only 21 patients with HT and 16 age-matched controls were eligible and entered the study. Both HT patients and controls underwent blood sampling a few days prior to the visit to detect serum parameters and clinical psychological evaluation at the visit performed by a researcher in clinical psychology.



Clinical Data and Biochemical Variables

Blood was drawn in the morning (8–9 AM) after an overnight fasting a few days prior to the visit. Serum TSH, thyroxine (FT4), and thyroid autoantibodies were assayed by an immunometric method in patients with HT and controls and evaluated by a physician. Demographics (gender, age, and education level) and body mass index (BMI) were collected during the visit.



Psychological Assessment

Psychological assessment was conducted by a researcher in clinical psychology, in a confidential setting, performing a gold-standard clinical psychological interview and a psychodiagnostic examination (Rafanelli et al., 2003; Fava et al., 2012), through the Structured Clinical Interview for DSM-5—Research Version (SCID-5, Research Version) (First et al., 2015).

The Italian version of the Toronto Alexithymia Scale (TAS-20) (Bressi et al., 1996) was used to measure alexithymic traits. TAS-20 is a self-administered questionnaire comprising 20 items scored on a five-point Likert scale, with a total score ≥61, 60–52, or ≤52 indicating frank alexithymia, possible alexithymia, or normality, respectively. TAS-20 consists of three subscales addressing three main features of alexithymia (Taylor, 2000; Taylor et al., 2003): (i) the difficulty identifying feelings (DIF) subscale, which measures the difficulty in distinguishing between specific emotions and/or bodily sensations related to emotional arousal and contains seven items; (ii) the difficulty describing feelings (DDF) subscale, which indicates the inability to verbalize perceived emotions and contains five items; (iii) the externally oriented thinking (EOT) subscale, which suggests the tendency to focus attention externally instead of considering interior emotional experience and contains eight items. In the present study, the reliability (Cronbach’s α) was 0.75 for the total score, and 0.69, 0.72, and 0.66 for DIF, DDF, and EOT subscales, respectively (Taylor, 2000; Taylor et al., 2003).

The Beck Depression Inventory, second edition (BDI-II), was administered to measure depressive symptoms. It consists of 21 items scored on a four-point Likert scale from 0 (not present) to 3 (severe) (Beck et al., 1996; Ghisi et al., 2006), allowing the detection of somatic–affective depressive symptoms (e.g., agitation, loss of interest, and loss of energy) and cognitive depressive symptoms (e.g., pessimism, guilty feelings, and self-dislike). Total scores of 0–13, 14–19, 20–28, and 29–63 indicate minimal, mild, moderate, and severe depression, respectively. In the present study, the reliability (Cronbach’s α) of the measure was 0.77 for the total score, and 0.69 and 0.70 for the somatic–affective and the cognitive components, respectively (Beck et al., 1996; Ghisi et al., 2006).

The Hamilton Anxiety Rating Scale (HAM-A) was employed to measure anxiety symptoms. It consists of 14 items scored on a five-point Likert scale from 0 (not present) to 4 (severe) (Hamilton, 1959), allowing the detection of psychological symptoms (e.g., anxious and depressed mood, fears, and tension) and somatic symptoms (e.g., cardiovascular, respiratory, or gastrointestinal symptoms). Total scores of 0–13, 14–17, 18–24, and 25–30 indicate minimal, mild, moderate, and severe anxiety, respectively. In the present study, the reliability (Cronbach’s α) of the measure was 0.69 for the total score, and 0.66 and 0.61 for the psychic and the somatic components, respectively (Hamilton, 1959).

The Italian version of the Health Survey Short-Form 36 (SF-36) (Ware and Sherbourne, 1992; Apolone and Mosconi, 1998) was used to measure patients’ perceived HRQoL. SF-36 is a self-report questionnaire comprising eight domains (perceived mental health, emotional role, social functioning, vitality, general health, bodily pain, physical role, and physical functioning). SF-36 total scores range from 0 to 100 points; the lower the scores, the poorer the perceived HRQoL (score of 0 = maximum disability, score of 100 = no disability). SF-36 evaluates patients’ health status by two synthetic indexes, the physical component summary (PCS) and the mental component summary (MCS), which reflect physical and mental well-being, respectively (Ware and Sherbourne, 1992; Apolone and Mosconi, 1998). PCS and MCS values are generally expressed in t scores with a general population mean of 50 and a standard deviation (SD) of 10, with highest values indicating better perceived HRQoL. In the present study, the reliability (Cronbach’s α) of the measure was 0.71 and 0.79 for PCS and MCS, respectively (Ware and Sherbourne, 1992; Apolone and Mosconi, 1998).



Statistical Analysis

Statistical analysis was performed using IBM SPSS, version 25, for Windows. Thyroid autoantibodies and thyroid echotexture were treated as dichotomic variables (positive/negative or altered/normal, respectively). Categorical variables were analyzed by the χ2 test or the Fisher exact test, as appropriate. The independent-samples Mann–Whitney U test was conducted to compare patients with HT versus controls. Spearman ρ was run to examine the correlations between TAS-20 scores and BDI-II, HAM-A, SF-36 PCS, and SF-36 MCS scores, and between these scores and thyroid autoantibodies status and thyroid echotexture in patients with HT. As the multiple comparisons that we run could inflate type I error (false positives), we further considered the effect size [and relative confidence intervals (CIs)] of the observed relationships, using the following cutoffs: r values of 0.1, 0.3, and 0.5 to test the strength of associations (Cohen, 1988). Finally, p < 0.05 was considered significant, whereas p-values between 0.05 and 0.10 were considered borderline significant.



Ethics Statement

The study was approved by the Ethical Committee of the University Hospital “G. Martino,” Messina, Italy, protocol identifying number 80/19, 16/09/2019. This study complies with the 1964 Helsinki Declaration and its later amendments. All participants were adequately informed about the scientific purpose of the study and gave their informed written consent. All data were analyzed anonymously.



RESULTS


Clinical Data

Women outnumbered men both in HT patients and in controls with a greater preponderance in the first group [19/21 (90.5%) vs. 10/16 (62.5%), p = 0.055]. Age and BMI were similar in the two groups (57.6 ± 13.9 vs. 58.8 ± 10.4 years, p = 0.862; and 27.2 ± 5.7 vs. 26.7 ± 4.7 kg/m2, p = 0.946). Finally, most of participants had secondary or higher education level, with no difference between HT patients and controls [16/21 (76.2%) vs. 13/16 (81.2%), p = 0.898].



Biochemical Variables

Serum TSH and FT4 levels did not differ between patients with HT and controls (1.7 ± 1.0 vs. 1.5 ± 0.8 mU/L, P = 0.70; and 15.4 ± 3.9 vs. 15.4 ± 3.9 pmol/L, P = 0.96). Of the 21 patients with HT, 14 (66.7%) were positive for both antibodies (TgAb and TPOAb), six patients (28.6%) were negative for both TgAb and TPOAb, and one patient (4.8%) for only TgAb. All the recruited 21 patients had the typical ultrasound features of HT, namely, a hypoechoic and inhomogeneous thyroid parenchyma, except for three patients who were positive for both antibodies.



Psychological Assessment

Descriptive statistics of the psychological measures for all the 37 participants, as well as for HT and control groups, are shown in Table 1. Regarding alexithymia, 17 patients (46%) scored >60 at TAS-20, thus being alexithymic; 16 patients (43.2%) scored 52–60, thus being possibly alexithymic; and four patients (10.8%) scored <52, thus being non-alexithymic. On average, alexithymia scores were comparable across HT and control groups. All 37 patients (both those with HT and controls) had mild depression (with an overall score between 13 and 19) according to the Italian norms for the BDI-II (Table 1; Ghisi et al., 2006). In contrast, overall anxiety levels were from moderate to severe, as the mean HAM-A score was >17 for HT group and >24 for controls (Table 1). Concerning HRQoL, compared to the Italian norm (50 ± 10) (Apolone and Mosconi, 1998), MCS (33.8 ± 12.4) and PCS (42.4 ± 11.3) scores were generally lower, with a mean difference greater than 1 SD in MCS.


TABLE 1. Descriptive statistics (scores) of the psychological measures studied (N = 37).

[image: Table 1]TAS-20 did not correlate with the other scores in patients with HT, except for DDF, which correlated negatively and moderately with the cognitive component of BDI-II [r = -0.46, p < 0.05, 95% CI (-0.03, -0.74)] (Table 2).


TABLE 2. Correlations between alexithymia and depression, anxiety, and perceived health-related QoL measures in patients with HT (n = 21).

[image: Table 2]In patients with HT, thyroid autoantibodies status was associated with anxiety levels. Indeed, TgAb negativity correlated with lower somatic anxiety levels (U = 15.50, p = 0.013, r = -0.68) (Table 3). As expected, TgAb-positive patients had higher scores of the somatic component of HAM-A compared with TgAb-negative patients (median = 12.5 vs. 7). A negative relationship was also found between TPOAb positivity and somatic anxiety levels (U = 18.50, p = 0.042, r = -0.59) (Table 4), with TPOAb-positive patients having higher somatic HAM-A score than their negative counterparts (median = 12.0 vs. 8.0). Finally, the typical thyroid echotexture of HT was not associated with any of the psychometric tests (Table 5).


TABLE 3. Associations between TgAb and psychological measures in patients with HT (n = 21).
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TABLE 4. Associations between TPOAb and psychological measures in patients with HT (n = 21).
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TABLE 5. Associations between the echotexture of the thyroid and psychological measures in patients with HT (n = 21).

[image: Table 5]No significant difference was found in scores obtained from the psychodiagnostic evaluation between patients with HT and controls (Table 6).


TABLE 6. Differences between patients with HT and controls concerning the psychological measures (n = 37).
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DISCUSSION

Although autoimmune thyroid diseases are considered risk factors for both depression and anxiety (Bauer et al., 2001; Grabe et al., 2005; Bell et al., 2007; Samuels, 2008; Bathla et al., 2016; Rieben et al., 2016), the relationship between autoimmune and non-autoimmune thyroid diseases and alexithymia has been poorly studied so far (Ivanova and Gorobets, 2011; Le Donne et al., 2012; Hasegawa et al., 2019).

In our study, we found an overall prevalence of frank or possible alexithymia in 89.2% of cases, supporting the hypothesis that patients with HT and controls (patients with thyroid diseases in general) may be affected by difficulty in identifying and describing feelings to a significant extent, thus focusing on external events rather than on inner experiences (Hasegawa et al., 2019). Mean BDI-II, HAM-A, and SF-36 scores revealed mild depression, severe anxiety, and lower mental HRQoL compared to the normative Italian samples. By and large, a significant degree of psychological suffering accompanied by the perception of lacking personal resources to face emotional challenges has emerged in patients with thyroid diseases (Bianchi et al., 2004; Dayan and Panicker, 2013). From such a perspective, the overwhelming emotions related to chronic disease may threaten/affect integration, thus becoming undifferentiated and unmodulated (Luminet et al., 2018). This hypothesis is supported by the negative association between the difficulty in describing feelings and depression, especially the cognitive component, found in HT patients. Therefore, the impaired emotional competence may have a role in elaborating on illness experience and managing thyroid diseases, as also found in previous studies about other chronic conditions, such as type 2 diabetes, inflammatory bowel diseases, and psoriasis (Porcelli et al., 1996; Pollatos et al., 2011; Avci and Kelleci, 2016; Talamonti et al., 2016; Amiri and Behnezhad, 2019; Martino et al., 2019a,c). However, the negative association between the difficulty in describing feelings and depression seems apparently counterintuitive as previous research has demonstrated that higher alexithymia makes patients more vulnerable to experience depression (Hemming et al., 2019). Indeed, as shown in the current study, the less patients with HT are able to express their emotions, the less they experience cognitive depressive symptoms. This association may suggest a possible underreporting of depression (which is mainly expressed through physical complaints) in patients with HT, who could live with unrecognized feelings of pessimism, guilt, or self-dislike, as their levels of depression could be emotionally denied. From a psychodynamic perspective, their difficulty in emotion recognition and processing may be a defensive response aimed at preventing painful experiences of grief and loss, with consequent impaired psychological mourning elaboration (Caputo, 2013, 2019; Shahar and Lerman, 2013; Marchini et al., 2018). Indeed, poor symbolic and emotional capacity has been found to positively correlate with maladaptive and less mature defense mechanisms, which could suppress negative emotions as an unconscious ego’s function to protect the self (Marchini et al., 2020).

Another interesting finding was the positive correlation between somatic anxiety and thyroid autoantibodies status in patients with HT, assessed through TgAb and TPOAb levels that provide serological evidence of autoimmune thyroiditis. This appears in line with a previous study showing that thyroid autoimmunity may be a high risk factor for anxiety disorders, as psychopathological disturbances and the autoimmune reaction are hypothesized to be rooted in the same aberrancy in the immunoendocrine system (Carta et al., 2004). From a psychosomatic perspective, residual symptoms despite replacement therapy with levothyroxine in patients with HT might result from somatization in response to physical and psychological stressors (Mizokami et al., 2004; Moncayo and Moncayo, 2014). Indeed, stress is considered as one of the environmental factors potentially affecting immune system directly and indirectly through the nervous and endocrine systems, respectively. Therefore, anxiety experienced at a somatic level can induce immune modulations, in turn contributing to trigger or worsen autoimmune disease, especially in genetically predisposed individuals (Mizokami et al., 2004; Moncayo and Moncayo, 2014).

Finally, no significant difference was found between patients with HT and controls in all the assessed psychological factors (alexithymia, depression, anxiety, and HRQoL). In this regard, we should hypothesize that the small size of both groups may have prevented to reach statistical significance. Another limitation of the present pilot study is its cross-sectional design, which can limit generalizability of our findings. Consequently, no causal relationships can be inferred about the found association between the participants’ psychological status and thyroid autoantibodies. Finally, the use of self-report measures could represent another limitation, despite the gold-standard clinical psychological interview, which conferred a specific objectivity to the performed surveys.

Future larger, longitudinal studies could provide more robust evidence, which is what we aim at performing in perspective research, considering also variables such as disease duration and thyroid-specific HRQoL questionnaires in order to provide more accurate disease-specific information (Watt et al., 2009, 2014, 2015; Wong et al., 2016, 2018). As well, further empirical investigation is needed linking the construct of alexithymia to the construct of defense mechanisms, given the salience of emotion regulation as underlying both such psychological factors, thus contributing to plan and deliver tailored interventions (Lingiardi et al., 2010) in the context of chronic diseases.



CONCLUSION

Our study shows that the majority of patients with thyroid diseases—including both those with HT and controls—are alexithymic or potentially alexithymic and that patients with HT may harbor a possible underreporting of depression. Hence, potential benefits may derive from clinical psychological interventions in these patients. Promoting the capability to describe and communicate feelings could contribute to psychological elaboration and coping with thyroid diseases and, consequently, to the improvement of self-management and perceived HRQoL.
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Background: Defense mechanisms serve as mediators referred to the subjects’ attempt to manage stressors capable of threatening their integrity. Mature defense mechanisms represent the high adaptive group, including suppression, which allows the subject to distance disturbing contents from consciousness. In line with general defensive intents, suppression would preserve stable mood states, as in the case of euthymia. Clinical issues usually disturb homeorhesis, so that the study of subjects’ suppressive tendencies would suggest possible existing relations among defense mechanisms, mood states, and clinical issues. The study highlighted the significant existing relations among factors such as suppression, euthymia, mood states, and clinical psychological phenomena.

Methods: The observation group was composed of 150 participants, 51 males (34%) and 99 females (66%), aged from 25 to 30 years old, with a mean age of 26.63 years old (SD = 1.51). The study was conducted through the use of measures related to subjects’ characteristics, euthymia, psychological flexibility and psychological well-being (Euthymia Scale), suppression (Suppression Mental Questionnaire), well-being (Who-5), and compassion (ProQol-5).

Results: The performed analyses consisted of descriptive statistics, correlations, differences, and regressions among the considered variables. Starting from the first hypothesis, SMQ factors appeared to be significantly and positively correlated with Euthymia factors, rather than Regression in the Ego service (-). In line with the previous result, significant and positive correlations emerged among SMQ and Well-being (WHO-5) variables, maintaining an inverse relation with Regression in the Ego service. Significant differences emerged between male and female groups concerning SMQ total score and rationalization, with higher male group scores. Finally, significant dependencies emerged among the selected predictors (SMQ variables) and Compassion satisfaction.

Conclusion: The emerged results highlighted significant relations among the considered variables so that it was possible to highlight the common directions assumed by suppression variables, well-being, and euthymia. Moreover, suppression appeared as a significant predictor with a causal role in clinical satisfaction. The results that have emerged allow us to consider defenses through an empirical perspective, useful to suggest an extension to other groups, phenomena, and conditions.

Keywords: clinical psychology, defense mechanisms, emotional distress, euthymia, suppression


INTRODUCTION

The maintenance of a stable mood can be influenced by different factors, including defense mechanisms whose role can be understood starting from classical contributions due to Sigmund Freud’s efforts. In these terms, the concept of a defense mechanism has appeared since 1894, regarding the origin of hysteric symptomatology and manifestations. Some relevant contributions treated the defense mechanisms referring to their origins, impact on clinical practice, and future directions. In line with Vaillant’s (1992) perspective, the theme of defense mechanisms can be considered as historically directed to modern methods, directed to the fields of clinical practice. Defense mechanisms can be considered as predominantly unconscious. Their use can refer to specific psychopathological domains, although their appearance is strongly linked to the subject’s developmental stages. According to Anna Freud (1936), their use can be considered as reversible, strictly linked to subject’s structure and environmental conditions.

Current research considers the possibility of involving defense mechanisms in empirical terms. It is always more fruitful to deal with high validity instruments adherent to classical contributions and new perspectives. In 1994, APA defined the defense mechanisms as unconscious operations, whose role is linked to protecting the individual from thoughts, feelings, internal, or external conflicts. This definition respects the theme of defense, since its use is strongly related to the use of defenses in avoiding conflicts properly referred to internal/external stressful issues. The anguish derived from these types of disputes puts the subject in a condition useful to react, depending on structure.

The research on defense mechanisms allowed Vaillant (1977) to propose a hierarchical model considering defenses organized at different levels so that archaic defenses were distinguished from neurotic and high adaptive/mature defenses. Different levels were provided and involved in developing empirical instruments useful to compare theoretical issues to research, clinical practice, and future possibilities (Perry and Henry, 2004).

As suggested by recent research (Di Giuseppe et al., 2020a), the effort to develop valid instruments was referred both to clinical and healthy populations, so that it would be possible to keep the transversal relevance of defenses (Merlo et al., 2021). In literature, many studies expressed the need to extend the study of defensive patterns to different clinical conditions and developmental stages (Di Riso et al., 2015; Di Giuseppe et al., 2019; Gugliandolo et al., 2020). The stressors’ incidence on the onset of lesions and functional maladjustment, can derive from specific psychological factors (Lingiardi et al., 2010; Perry et al., 2015; Porcerelli et al., 2017; Gangemi et al., 2018; Catalano et al., 2019; Conversano, 2019; Fiegl et al., 2019; Kelly et al., 2019; Martino et al., 2019, 2020a, 2020b, 2020c; Merlo, 2019; Vita et al., 2020). Clearly, the possibility to obtain data from research studies dedicated to the mentioned themes took place through the efforts to operationalize the theoretical basis, constructing empirical instruments, as in the case of Perry’s DMRS (Perry’s1990; Di Giuseppe et al., 2020b), of Bond’s DSQ-40 (Bond et al., 1983; Farma and Cortinovis, 2000; Perry and Bond, 2012) and other valuable instruments.

In these terms, according to Berney et al. (2014), clinical and empirical aspects of defense mechanisms provide knowledge about affective dynamics and tendencies occurring in all individuals, both clinical and non-clinical populations. In their hierarchical organization, defense mechanisms present different features, so that archaic defenses differ from neurotic and adaptive ones. Vaillant (1994) therefore introduced humor, sublimation, suppression, altruism, and anticipation in the IV category, respectively, named mature defenses. In terms of adaptive tendencies and dynamics, repression has been considered as a high adaptive defense (Metzger, 2014), included among mature defenses and considered by Vaillant as follows: “When used effectively [.] suppression is analogous to a well-trimmed sail” (2000, p.94). Suppression can be considered as a predominantly conscious defense mechanism, whose use is close to the subject’s conscious need to avoid disturbing contents. Although the role of this defense can be considered as similar to repression, this last represents a predominantly unconscious dynamic. The main difference between these two defense mechanisms is based on the level of subject’s consciousness during the use of the defenses. Through suppression, the individual overcomes internal/external issues, replacing the disturbing contents with more adaptive themes and tasks.

When considering the role of defense mechanisms in avoiding anguish and maladjustment, it is fundamental to mention what can be regarded as directly deriving from their adaptive or excessive use. Affective dynamics result as indirectly involved but still present. In these terms, although defense mechanisms act in the regard to affectivity and representations, their role does not disappear. Most of the psychosomatic issues in fact represent the final stage of excessive defensive tendencies. Beside displacing disturbing contents from consciousness, regressions to fantasy are often included (Kris and Kaplan, 1952; Kris, 1952a,b,c; Knafo, 2002) defined this tendency as “Regression in the Service of the Ego,” in order to describe short regressions useful to avoid anguish and to manage representations without reality limits. Thus, empirical research demonstrated how alexithymia does not correspond to the absence of emotions, rather than in a lack of mentalization. Some concepts tend to attract more attention depending on literature trends, but understanding basic phenomena producing comprehensive definitions is fundamental (as in the case of resilience and well-being). Over the years, the concept of well-being has undergone numerous changes and extensions that have led to a broader and more complete vision of the term, no longer focused on the absence of pathologies, suffering, or discomfort, but on a condition of balance between the person and the environment. Connected to this construct is the concept of euthymia.

In the psychiatric literature, the term euthymia essentially indicates the lack of significant distress. In psychology, “euthymia” shows the typical mood of the non-depressed individual, who experiences a serene or neutral mood. In clinical settings, euthymia is often defined only in negative terms as the absence of symptoms related to mood, neglecting the positive aspects of curing. In 1958, psychologist Marie Jahoda created a model of psychological well-being made up of various dimensions, such as regulating behavior (internal), environmental control, satisfying and positive relationships with others, and the degree of personal growth, self-realization, and self-acceptance.

Jahoda also underlines a characteristic linked to the concept of euthymia: “integration,” a balance of psychic forces that corresponds to the concept of “psychological flexibility,” an ability useful to maintain individual balance and resist stress (greater resilience and tolerance to frustration). Based on these terms, some research contributions offered the possibility to operationalize the concepts in order to reach empirical validity and reliable instruments. Starting from these concepts, (Guidi and Fava, 2020; Fava and Bech, 2016) pointed out that the purpose of clinical evaluation is to explore the presence of positive affectivity, psychological well-being, and their interactions with the course of symptoms. To analyze these features in an integrative way, a clinimetric perspective is necessary.

The term clinimetric indicates an area interested in measuring clinical problems with no place in the standard clinical taxonomy. These problems include types, severity and sequence of symptoms, disease progression rate (staging), severity of the comorbidity, functional capacity problems, reasons for medical decisions (e.g., therapeutic choices), and many other aspects of daily life, such as well-being and distress. Directly related to this path, several research contributions arose from the commitment to measure empirically clinical issues through a cinimetric perspective (Carrozzino et al., 2019; Guidi and Fava, 2021), with a look toward well-being, psychopathology and psychotherapy (Fava et al., 2017).

Considering the figures mentioned above, we stated four hypotheses to highlight common directions, differences, and dependencies among the included phenomena (alexithymia, well-being, suppression, and compassion). In detail, the following paragraph describes the relationships and implications of potential variables.


The Current Study

Four hypotheses were stated in order to allow the relations to emerge according to the methodology.

Hypothesis 1: We hypothesize that suppression assumes similar directions with euthymia. In particular, we hypothesize positive correlations with euthymia, rather than Regression in the Ego service.

Hypothesis 2: We hypothesize coherent directions assumed by suppression and well-being, except for Regression in the Ego service.

Hypothesis 3: We hypothesize significant differences between male and female groups concerning Euthymia, Suppression, and Well-being.

Hypothesis 4: We hypothesize the existence of significant dependencies among suppression variables and clinical commitment variables, highlighting the causal role of suppression linked to adaptation.



MATERIALS AND METHODS


Procedure and Participants

The observation group consisted of 150 healthy participants, 51 males (34%) and 99 females (66%). The age of the participants included in the study was between 25 and 30 years old, with a mean age of 26.63 years old (SD = 1.51). The research was carried out at the University of Messina, Italy with the aim of exploring clinical psychological issues strictly related to clinical practice. All participants were involved in clinical assistance.

Every participant fully completed the questionnaires, including information regarding their activities, studies, gender, and age. Each participant fully completed a checklist referred to health status, in order to be considered admissible for the final group. Health subjects were selected in order to complete the questionnaire. The checklist was both referred to psychological and physical domains. The compilation of the questionnaires was an online form due to the current COVID-19 pandemic.

Before adhering to informed consent, each participant was informed about the anonymous nature of the methods of data processing, as required by the procedures of the ethical committee evidenced by the approval (University of Messina COSPECS Ethical Committee, Ethical committee number: COSPECS_14_2020).



Statistical Analysis

The data were expressed as a mean and a standard deviation, and the categorical variables as number and percentage.

According to the study hypotheses, the “Spearman test” was applied to evaluate the correlations among variables of the following instruments.

The Student’s t test compared gender groups, referring to euthymia, well-being, and suppression.

Multivariate linear regression was used to assess each of the ProQol clinical outcomes’ dependence on a set of independent predictors (SMQ Total Score and related factors).

Statistical analyses were performed using SPSS 26.0 for the Window package.

A P value smaller than 0.050 was considered to be statistically significant.



Instruments


Suppression Mental Questionnaire

The Suppression Mental Questionnaire (Settineri et al., 2019a,b) consists of 18 items assessing the use of the mature defense mechanism named suppression, based on a five-point Likert scale. SMQ is a self-report instrument validated in both paper-and-pencil and app version, whose validation highlighted the existence of three main factors, namely, Repressive function, Regression in the service of the Ego, and Rationalization.

According to classical literature, suppression is meant as the capacity to banish disturbing contents from consciousness. This capacity is related to a consistent, conscious effort, useful to let the subject direct his/her resources toward adaptive activities avoiding anguish deriving from disturbing contents.

The validation of the instrument showed good sampling adequacy (K.M.O. = 0.648) and the following Cronbach coefficients: Repressive function = 0.742; Regression in the service of the Ego = 0.804; Rationalization = 0.698. In order to describe the inner structure of the instrument, the following items appeared as belonging, respectively, to each factor: Repressive function composed by items 3, 4, 7, 8, 10, 14, 15, 16, 17, and 18; Regression in the service of the Ego, items 5, 6, 9, 11, and 12; Rationalization, items 1, 2, 7, and 13. In line with the paper-and-pencil version, the instrument’s app adaptation provided for the following alpha coefficients: 0.74–0.73 for the first factor, 0.80–0.77 for the second, and 0.70–0.76 for the third one.



WHO-5

World Health Organization (Five) Well-being Index [World Health Organization (WHO), 1998], composed of five items assessing well-being, evaluated using a six-point Likert scale from 5 (always) to 0 (never). According to the validation study [World Health Organization (WHO), 1998] and with several other research items (Topp et al., 2015), the scale appeared as a valid instrument useful for assessing subjects’ well-being. As a generic scale, its properties are related to the possibility to evaluate mental well-being through a limited number of items (Hall et al., 2011; Bech, 2012).



Euthymia Scale

Through their clinimetric analysis, Carrozzino et al. (2019) showed that a good definition for Euthymia (provided by Fava and Bech, 2016) has been considered as the preliminary step to build up a scale useful for the evaluation of the selected phenomenon. Fava and Bech (2016) incorporated Jahoda’s definition of euthymia Jahoda’s (1958) to develop a self-report rating scale named Euthymia Scale. In these terms, the purpose regarded the absence of affective disorders and the presence of psychological flexibility and resistance to stressors. Their clinimetric study, directly linked to this definition, provided two dimensions: Psychological flexibility and Psychological well-being. The analysis showed the scale’s validity and its two dimensions through two main clinimetric parameters, known as scalability and incremental validity (respectively, assessed through Mokken and hierarchical linear regression analyses). The study on healthy subjects produced the following indexes, referred to Mokken analysis: 0.25 for the total score of the 10-item Euthymia Scale, 0.28 for Psychological flexibility, and 0.30 for Psychological well-being.



ProQol-5

The Professional Quality of Life Scale (ProQol-5) is a self-report instrument dedicated to studying adaption and maladjustment deriving from clinical practice. The scale was validated by Stamm (2005, 2009) and adapted in Italian by Palestrini et al. in Palestrini et al., 2009. The scale consists of 30 items supported by a five-point Likert scale.

The factorial analysis showed three different factors, respectively, Compassion satisfaction, Burnout, and Secondary traumatic stress. Each factor consists, respectively of the following items: Factor 1, items 3, 6, 12, 16, 18, 20, 22, 24, 27, and 30; Factor 2, items 1∗, 4∗, 8, 10, 15∗, 17∗, 19, 21, 26, and 29 (∗ for inverted scores); Factor 3, items 2, 5, 7, 9, 11, 13, 14, 23, 25, and 28. Reliability indexes provided by the authors were as follows: Compassion Satisfaction, alpha scale reliability = 0.88; Burnout, alpha scale reliability = 0.75; Secondary traumatic stress, alpha scale reliability = 0.81.



RESULTS

Descriptive statistics (mean and the standard deviation) are reported in Table 1 in order to highlight the presence of considered phenomena.


TABLE 1. Descriptive statistics for study variables.

[image: Table 1]Hypothesis 1:

Hypothesis 1 (Table 2) concerned the directions assumed by the considered phenomena in correlational terms so that the factors of Euthymia and Suppression Questionnaire were involved. As it is possible to assume, according to the values reported in Table 2, all correlational relationships emerged among SMQ factors, Euthymia Scale Total Score, and Euthymia Scale Psychological Flexibility were significant. Six of the relationships, as mentioned earlier, emerged as significant and positive, two as significant and inverse. In detail, the positive relations were referred to Euthymia Total Score and Psychological Flexibility with SMQ Total Score, SMQ Repressive function, and SMQ Rationalization. In our perspective and line with the considered literature, Suppression appeared to assume the same direction of Euthymia, highlighting a positive relation. It is meant as a positive role deriving from mature defense and adaptation mechanisms, in line with classical studies and recent empirical research contributions. Suppression appeared to be correlated significantly and positively, confirming the role of high mature defenses on mood states.


TABLE 2. Correlation coefficients among SMQ and Euthymia Scale variables.

[image: Table 2]Concerning Regression in the Ego service, it appeared to be significantly and inversely correlated to Euthymia Total Score and Psychological Flexibility showing as the regression to phantasies and phantasmatic atmospheres is closely related to archaic-type functioning built on the necessity to avoid reality limitations and lows. In compliance with the performed analyses, suppressive tendencies appeared as mainly directed to maintaining a stable mood. Concerning Psychological Well-Being (Euthymia Scale’s second dimension), the two significant and positive relations that emerged were referred to SMQ Total Score and Repressive functions. In these terms, the significant correlations that emerged highlighted the directions assumed by the variables so that suppressive necessities showed a higher propensity to take the same direction of stable mood maintenance. In clinical terms, suppression had a crucial role in favoring the adaptation of the subjects. The correlational analysis provided for relevant significant relations, so that increasing suppressive tendencies corresponded to higher levels of euthymia. In terms of mood balance and adhering to classical and empirical literature, suppression demonstrated his adaptive direction.

Hypothesis 2:

Hypothesis 2 (Table 3) referred to the occurring relationships among suppressive tendencies and subjects’ well-being. The used instruments provided for different factors involved. Correlational analyses were performed in order to highlight common directions among the considered phenomena, so that significant relations emerged among SMQ Total Score, SMQ Repressive function, SMQ Regression in the service of Ego, and WHO-5 Well-being scale. No significant association emerged regarding SMQ Rationalization.


TABLE 3. Correlation coefficients among SMQ and WHO-5 factors.

[image: Table 3]Two of the three significant relations were positive, rather than SMQ Regression in the service of the Ego. No significant relation emerged concerning SMQ Rationalization. The first two significant and positive relations showed the same direction of suppressive tendencies and well-being, in line with previous results referred to euthymia.

Moreover, in the previous correlational analysis, Regression in the service of the Ego emerged significantly but inversely related to well-being. Generally, as for euthymia, the increase of well-being corresponded to the rise of suppression. This fact appears as confirmatory of the theoretical aspects of mature defense mechanisms. As emerged with reference to mood balance and euthymia, the increase of the suppressive tendency corresponded to higher scores in the well-being domain. This fact highlighted how in clinical terms defenses maintain their role, in this case with direct reference to adaptation.

Hypothesis 3:

Hypothesis 3 (Table 4) refers to the emergence of possible significant differences between the two groups, respectively, male and female subjects. The analysis performed through the Student’s t test involved parametric variables, meant as factors related to Euthymia, SMQ Total Score, Repressive function, Regression in the Ego service, Rationalization, and WHO-5 well-being. Significant differences emerged regarding SMQ Total Score and Rationalization. Considering the highest mean scores, they were both referred to male groups, highlighting a greater score in the use of mature defense mechanisms such as Suppression, with rationalization tendencies.


TABLE 4. Comparison between male and female groups.

[image: Table 4]Hypothesis 4:

Hypothesis 4 (Table 5) was aimed at highlighting the emergence of possible dependencies among the set of predictors, namely, SMQ Total Score, SMQ Repressive Function, SMQ Regression in the service of the Ego, SMQ Rationalization, and three dependent variables contained into ProQol-5 Scale, specifically Compassion satisfaction, Burnout, and Secondary traumatic stress.


TABLE 5. Multivariate linear regressions analysis.

[image: Table 5]The significant dependencies were referred to Compassion satisfaction, with reference to the whole set of independent variables.

The emerged dependence relationships highlighted the role of defensive paths on clinical commitment in terms of the usefulness of high adaptive defenses. In particular, repression appeared as directly responsible for SMQ factors’ increase.

These data have placed the present findings in line with previously performed analyses and research, referring to the employment of defense mechanisms to reach an adaptive tendency and stable object relations in clinical terms. Finally, in clinical terms, the high adaptive role of suppression took place with direct reference to causal relations. In the current study, suppression assumed coherent directions with mood balance and well-being. In causal terms, suppression demonstrated to directly influence clinical satisfaction.



DISCUSSION

The present study highlighted the existing relations among relevant phenomena such as defense mechanisms, mood states, and clinical issues. In particular, the study hypotheses included the abovementioned phenomena in order to study their directions, differences, and dependence relations.

Starting from the considered defense mechanism, suppression emerged as a consistent way to manage internal/external stressors, as in the case of adaptation, pathological psychosomatic issues, and medical conditions due to psychological phenomena (Warnes, 1982; Cramer, 2000; De Burge, 2001; Szwec, 2018; Settineri et al., 2019a; Conversano et al., 2020b; Conversano and Di Giuseppe, 2021).

In particular, the first statistical analysis was performed regarding the existing relations among suppression and euthymia, explaining significant associations. The protective role of suppression appeared as linked to euthymia, so that higher levels of suppression corresponded to higher scores related to euthymia. Therefore, suppression represents a conscious dynamic steaming from of the need to remove disturbing contents from cognition. We are aware of this fact in the subject’s attempts to reach adaptation, where personal facts, representations, and adverse affectivity are spaced out in order to pursue tasks. Distress arising from inappropriate emotions, feelings, and images is thus avoided by the mechanism of suppression.

The significant and positive relations were referred to general terms (meant as suppressive functioning) and strictly related factors. In opposite terms, regression to fantasy emerged aversive instead of the maintenance of positive mood and affective stability.

The link between defensive structure, coping, and mood regulation appears more and more precise, directly supported by recent literature (Brockman et al., 2017; Compas et al., 2017; Schäfer et al., 2017; Weissman et al., 2019). The need to avoid unsatisfying and adverse consequences due to representations and emotions accounts for one of the main themes in defenses. In these terms, our study described a continuity with previously emerged studies.

As a consequence of this emerged result, well-being appeared as significantly associated with suppression. Even in this case, Regression in the service of the Ego occurred as significantly and inversely directed. In most of the classical works, it appeared as mainly related to creativity and action, close to fantasies and regressive moves (Wild, 1965; Fitzgerald, 1966; Bush, 1969; Knafo, 2002), in our case far from rational and adaptive behaviors tending to consider needs strictly related to reality.

In our experience, the suppressive tendency was shown as the adaptation process stems as strong as directed to adjustment. Higher levels were detected in male subjects, referring to the emerged significant differences, statistically performed in our analysis.

Recent literature highlighted how subject structures influence the course of cure (Eglinton and Chung, 2011; Lomas et al., 2019; Conversano et al., 2020a; Kinsella et al., 2020), with particular reference to compassion (McNally et al., 2019; Merlo et al., 2020a,b).

In our results, dependence relations emerged concerning compassion satisfaction and all suppression factors. Even in this case, the significant dependences highlighted the role of suppression with reference to the opportunity to experience compassionate clinical circumstances (Zeidner et al., 2013; Ivicic and Motta, 2017; Singh et al., 2020). The role of compassion is currently emerging as a high influencing factor, both related to clinicians and patients and extended to several conditions such as psychopathology, therapy, mental health, image concerns, neurovegetative phenomena, and general health outcomes (Mincă et al., 2013; Rosa et al., 2019; Carter et al., 2021; Kim et al., 2021; McKay and Walker, 2021; Turk et al., 2021).

From our results, it was possible to show how phenomena treated through different models can be analyzed in terms of assumed directions and dependencies. Both in terms of defense mechanism and mood states, it was possible to highlight how mature defenses intervene in mood states to manage internal/external stressors deriving from clinical settings and practice. With particular reference to mood states, euthymia appeared significantly directed in the same direction of mature defensive processes.

This fact highlights a strong continuity with classical models and current empirical research on defense mechanisms, extended to the other main direction related to consciousness and coping. Our results suggested being compliant with current research, involving instruments of recent development, adherent to confirming previous speculative research through objective methods. Finally, the possibility offered by empirical research in our perspective represents the link between previous research and current needs to import, discuss, confirm, and possibly disconfirm data steamed from historical periods in which, from the beginning, the aim of reaching intersubjective validity was not neglected.



IMPLICATIONS OF THE STUDY

Current research in the clinical field presents the need to improve empirical studies, involving and exporting classical clinical themes into valid tools. This need can be extended to the role of defense mechanisms and the maintenance of stable mood so that the current study provided empirical research based on suppression and euthymia.

Through the use of recently validated instruments, high adaptive defense and euthymia have been examined in terms of correlations, differences, and dependencies. Through the performed analyses, several significant relations emerged, highlighting congruent directions, dependencies, and differences useful to understand the role of suppression regarding mood.

According to the used instruments, the emerged results would serve as a previous basis useful to extend the results on other samples to confirm and discuss further developments. The aim to detect existent relations must be extended to further samples and clinical conditions, close to the aim of deepening defenses’ impact on mood stability. The emerged results were strictly related to clinical psychological dynamics, highlighting how the use of mature defense assumed coherent directions with mood balance and well-being, beside specific gender differences. In clinical psychological terms, these data represent relevant information, useful to understand how conscious phenomena bring the subjects closer to adaptive dynamics. In particular, a clear reference to satisfaction emerged, demonstrating the adaptive role of certain defenses in increasing assistance quality and efficacy.



LIMITATIONS AND CONCLUSION

The present study has several limitations highlighting the need to support the emerged results through further research. The considered subjects were involved in clinical settings, so it would be necessary to extend the number of participants to better reflect the population. Despite the emergence of significant relations, the data should be extended and compared with more extended samples.

Moreover, the number of female subjects was higher than males. This fact recalls the need to reach a gender sample balance useful to better compare groups. The participants’ age ranged from 25 and 30 years old, suggesting the purpose to include other age groups.

Although these references constitute limitations, the study was aimed at improving knowledge about the considered phenomena. This cross-sectional study can be regarded as an example of a knowledge extension on the themes mentioned earlier and clinical issues.
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Objectives: The concept of narcissism contains a yet unresolved paradox: Its grandiose facet depicts the psychopathological core but is often associated with life-satisfaction and overall functioning, whereas its vulnerable facet is associated with psychological distress, but still not included in the international classification systems. Our goal was to investigate the relationship between the two facets of narcissism expecting underlying defense mechanisms to be core elements. First, we aimed to identify defense mechanisms specific to grandiose and vulnerable narcissism. Second, we explored how both facets are differentially associated with psychological distress, assuming that grandiose narcissism would be associated with less psychological distress than vulnerable narcissism. Third, we investigated the mediating role of defense mechanisms between narcissism and psychological distress.

Methods: In a non-clinical sample of N = 254 individuals, the Pathological Narcissism Inventory was used for the assessment of grandiose and vulnerable facets of narcissism, the Defense Style Questionnaire for defense mechanisms, and the Brief Symptom Inventory for psychological distress. Structural equation modeling was employed to identify distinct factors of grandiose and vulnerable narcissism. Associations between specific defense mechanisms and both facets were calculated. Furthermore, the direct association between both facets and psychological distress was examined. We finally explored whether defense mechanisms mediate the association between distress and both grandiose and vulnerable narcissism.

Results: A distinct pattern of defense mechanisms for each facet of narcissism could be extracted: Both facets showed significant positive correlations with specific intermediate and all maladaptive defense mechanisms. Only grandiose narcissism showed significant positive correlations with adaptive defenses. Vulnerable narcissism showed negative correlations with all adaptive defenses. Specifically, grandiose narcissism was significantly related to anticipation, pseudo-altruism, rationalization, and dissociation, whereas vulnerable narcissism was negatively related to all these defense mechanisms. While grandiose narcissism was not related to psychological distress, vulnerable narcissism showed high correlations with psychological distress. Intriguingly, mediator analysis found that grandiose narcissism was related to psychological distress when mediated by maladaptive defense mechanisms.

Discussion: The role of defense mechanisms is central for a differentiated understanding of the two different faces of narcissism. The relevance of assessing defense mechanisms in clinical settings, and related empirical findings are discussed.

Keywords: grandiose narcissism, vulnerable narcissism, defense mechanisms, psychological distress, personality, emotion regulation, adaptive functioning, dimensional assessment


INTRODUCTION

The concept of narcissism plays a central role in personality research as well as in clinical psychological practice. Due to the seemingly contradicting manifestations of narcissism, understanding the underlying mechanisms is of both theoretical and practical importance. On the one hand, narcissism, as a personality trait, is related to numerous positive factors such as socio-economic success, overall life satisfaction, as well as psychological health (1, 2). On the other hand, high expressions on the continuum of narcissism are associated with proneness to emotional crisis, attachment anxieties, problematic long-term relationships, and severe problems in psychotherapy such as emotional reticence, unwillingness to change, and a higher drop-out rate (3–6).

Especially in clinical diagnostic settings, narcissistic pathology is often overlooked, and treatments are classified as seemingly “going well.” Eventually, when confronted with unexpected dropout, crises about upcoming separations from the therapist, or when patients change only little over the course of the treatment (7, 8), the underlying vulnerability and dysfunctionality of narcissism becomes evident. Many controversies surrounding the concept of narcissism and its clinical manifestations may be rooted in its one-sided operationalization in the international classification systems (9–11). The current definition of pathological narcissism in DSM-5 predominantly relates to the grandiose manifestation, consisting of a sense of entitlement, an excessive need for admiration, arrogant and self-centered behaviors, a proneness to envy and devaluation of others, and a lack of empathy and exploitative behaviors (12). Emerging consensus criticizes this definition by calling out its conceptual narrowness. Specifically, the definition of narcissism in DSM-5 neglects a different, more vulnerable side of this phenomenon (9, 13, 14). Psychoanalytic theory, empirical evidence, and clinical manifestations point to another facet of narcissism that captures specific insecurities underlying grandiose manifestations (15, 16). Following this theory, grandiose narcissism is understood as a defensive shield that is rigidly and unconsciously built up to defend the conscious ego from threats to the self-esteem (17). This theoretical conceptualization helps to understand why grandiose narcissism operates as a defensive structure that is related to indicators of psychological health, whereas its underlying vulnerability is not. By calling it a character defense, the defensive structure of grandiose narcissism may itself be seen as the core of the narcissistic pathology. Following this line of thought, it becomes essential to address defense mechanisms in psychotherapeutic treatment in order to access underlying vulnerabilities and their related psychological problems (17).

In spite of its clinical vividness, this complex psychoanalytic relationship has not yet been fully investigated empirically. To fill this gap, the current study has the goal to investigate the quality and functional role of defense mechanisms in grandiose and vulnerable manifestations of narcissism and their associations with the experience of psychological distress.


Defense Mechanisms

The idea that specific manifestations of narcissism are related to a distinctive defensive structure has been thoroughly elaborated in psychoanalytic literature (17, 18). Defense mechanisms are conceptualized as unconscious mental operations that regulate internal and external conflicts implicitly (19, 111). Defense mechanisms that are assumed to play a central role in narcissism are related to severe anxieties (20) and shame (21). With regard to their functionality, defense mechanisms can be clustered hierarchically and spanned over a continuum ranging from adaptive, over intermediate (neurotic), to maladaptive (pathological) mechanisms (22). Adaptive defense mechanisms such as humor, anticipation, and suppression help the individual to deal with unpleasant emotional experiences such as ambivalences or distressing realities. They can be used flexibly and reduce negative affective responses successfully. For example, in a situation in which a person embarrasses herself, she may circumvent the aversive feeling of being ashamed by making a joke. Adaptive defenses are related to psychological health and negatively associated with personality pathology (22). Intermediate (or in psychoanalytic terms: neurotic) defenses are also unconsciously applied to regulate emotional distress. Unlike adaptive defenses, they are used more rigidly and aim to avoid the experience of upsetting emotions. One of the functions of intermediate/neurotic defense mechanisms can be seen to keeping aggression away from important relationships. For example, a person who feels attacked by a colleague may hug her effusively at the next encounter and hereby transform the initial anger into its opposite, an unconscious mental transformation also called reaction formation. Examples for intermediate/neurotic defenses are turning against the self, pseudo-altruism or reaction formation. They can be helpful when applied with flexibility but are moderately related to the internal experience of psychological distress (22).

Maladaptive defenses, on the other end of the spectrum, are mechanisms to exclude potentially threatening emotional negative affects from the self by, for example, projecting them on other people or by dissociating from them. Examples are projection, splitting, and projective identification. In contrast to more adaptive defenses, that operate on an intrapsychic level, maladaptive defenses are employed mainly interpersonally, hence using others to (unconsciously) regulate one's own emotional distress. The dominant use of these defense mechanisms is strongly related to relationship problems, psychiatric disorders, and personality pathology (23–28).



Narcissism and Defenses

From an etiologic point of view, defense mechanisms in narcissism are understood as a developmental consequence from early experiences of rejection and devaluation by primary caregivers (29, 30). In this context, it is argued that the grandiose manifestation of narcissism result from an unconscious compensatory process to defend oneself against severe anxieties, shame, and threats to the self-esteem (18, 20, 21). By coining the term “character defense”, Kernberg (17) argues that the core of the narcissistic pathology can be seen in a defensive operation to sustain the ego by splitting based, projective and reality-exceeding defensive operations such as grandiose fantasies, omnipotence, devaluation and idealization of the self and others, denial and externalization. To date, there are only few empirical studies that have investigated mechanisms that are specifically related to narcissism: Perry and Perry (31) found devaluation, omnipotence, idealization, and mood-incongruent denial as specific narcissistic defensive operations. Hilsenroth et al. (32) found idealization, and Raskin and Novacek (33) identified grandiose fantasies as defense mechanisms as specifically related to narcissism. The unconscious use of these mechanisms has the goal of preventing unpleasant realities from the consciousness to sustain the world of omnipotence, importance, and grandiose fantasy (17).



Grandiose and Vulnerable Narcissism

The concept of narcissism has widely been formed by the grandiose phenotype which, to date, still is the underlying concept in the international classification systems of psychiatric diseases (34, 35). Due to criterion problems and related inconsistencies (36), the mere focus on the grandiose side of narcissism was criticized and subsequently investigated and revised (9). In spite of former differentiations between normal and pathological narcissism, there is a growing consensus toward a dimensional conceptualization with normal and pathological narcissisms as two poles of the spectrum (14). Furthermore, research on underlying factors of narcissism has emerged: Numerous studies found different factor structures in narcissism: Besides five (37), and three (16, 38, 39) factor solutions, prevailing evidence supports the assumption of two distinct factors in narcissism, namely grandiose (GN) and vulnerable (VN) narcissism (9, 16, 40–45).

While psychoanalytic theory suggests VN to be the underlying insecurity of GN, empirical research suggests that both are distinct factors of narcissism with fluctuating expressions (41, 46–48). Intriguingly, the two facets of narcissism show very distinct clinical appearances. GN is linked to higher self-esteem, self-construal, and extraversion (2, 41, 49) and associated with higher sensibility to achievement setbacks (50). It is furthermore related to a hedonistic orientation and risk-taking behavior, impulsivity, and little consideration for future consequences (48) and also related to less treatment utilization and more drop-out (4). VN on the contrary is related to lower self-esteem, interdependent self-construal, attachment anxiety (49), introversion (41), sensitivity to shaming interpersonal experiences (50), a fatalistic and negative life perspective (48), and a hostile attribution bias (112).

While GN is generally associated with better psycho-social functioning, life satisfaction, and psychological health (1, 2), VN is related to neuroticism (51), higher psychological distress and depressive symptoms (1, 52), and less life satisfaction (2). It is also associated with difficulties in accessing adaptive emotion regulation strategies (53) and overall considered to be more dysfunctional. While GN is related to narcissistic personality disorder, VN is related to borderline personality disorder with severe impairments in psychological functioning (54).

Due to the clinical relevance and the particular relationship between narcissistic features and clinical challenges, treatment difficulties and lack of therapeutic response (3, 6, 7), the concept of narcissism has gained increasing attention in clinical conceptualizations and empirical research. The role of emotion regulation strategies related to narcissism has thereby shown to be of central clinical relevance. Recent studies have examined the relationship between dimensions of pathological narcissism and depressive symptoms, finding a consistent association between pathological narcissism and depressive symptoms in a longitudinal design (55), discussing emotional processing abilities as possible mediator (in VN) (56), and the role of dysfunctional attitudes like perfectionism in explaining the link between VN and depression (57).

Another avenue of research is the finding of a robust and projective defensive structure as a central factor in complications, refusals of change, drop-outs or stagnating treatment courses (3, 7, 8, 20, 58, 59). A study with narcissistic psychiatric outpatients showed an association between high levels of narcissism and greater interpersonal impairment by engaging in domineering, vindictive, and intrusive behaviors and a failure to complete treatment (5, 60). Mielimaka et al. (61) later found that the defensive style mediated the relationship between narcissism and interpersonal problems: Albeit narcissism was not directly related to interpersonal problems, they found an indirect effect when mediated by neurotic defense mechanisms. Ultimately, the differentiation between GN and VN has shown to be of informative value: Studies on the relationship between pathological narcissism (GN and VN), defensive functioning, and coping abilities have shown that GN and VN are associated with diverging coping strategies (62). VN, but not GN, is associated with hostile attribution bias, which could be interpreted as projective processes (63), and VN was strongly associated with narcissistic rage, hostility and aggressive behavior (64). The diverging relationships of GN and VN with emotion regulation strategies hence seem to be of high clinical relevance and deserve further investigation.



Aims of the Current Study

Our aim was to further elucidate this issue by considering the role that defense mechanisms play in the paradoxical relationship between narcissism and psychological distress. Firstly, we aimed to explore specific defense mechanisms that are used in GN and in VN, respectively. Secondly, we aimed to explore the differential associations between GN and VN and psychological distress. Thirdly, we assumed that taking defense mechanisms into consideration might shed light on the relationship between narcissism and distress and may thus help to resolve the contradictions between grandiose narcissism and its ambiguous association with psychological distress. For this we conducted a cross-sectional study in which we assessed GN, VN, defense mechanisms and indicators of psychological distress in a non-clinical sample.




MATERIALS AND METHODS

Our study has been preregistered at Open Science Forum (OSF). A detailed description of the research project and the full study plan can be accessed via the following link https://osf.io/9tuqd/.


Participants

A non-clinical sample of N = 254 (192 females, 59 males, and three with no specified gender) individuals was recruited via university and general mailing lists and assessed by an online survey as part of a larger study on personality, defenses and attachment (not relevant for the current thrust). Approval of the ethics committee of the Psychologische Hochschule Berlin was obtained. Inclusion criteria was a minimum age of 18 years and sufficient German language skills. A descriptive analysis of the sample is given in Table 1.


Table 1. Descriptive statistics.

[image: Table 1]



Measures


Narcissism

For the assessment of grandiose and vulnerable narcissism, we used the German version of the Pathological Narcissism Inventory [PNI, (65); English original version: (44)]. The German PNI is a multidimensional measure for grandiose and vulnerable features of pathological narcissism and contains 54 items. It includes a translation of the 52 items of the original English PNI plus two additional items for the exploitative subscale, constructed and validated by the authors of the German version. The PNI consists of the following seven subscales: exploitativeness (EXP, seven items, e.g., item 15: “I find it easy to manipulate people”), grandiose fantasy (GF, seven items, e.g., item 42: “I often fantasize about performing heroic deeds”), self-sacrificing self-enhancement (SSSE, six items, e.g., item 22: “I feel important when others rely on me”), entitlement rage (ER, eight items, e.g., item 29: “I get angry when criticized”), devaluing (DEV, seven items, e.g., item 17: “Sometimes I avoid people because I'm concerned that they'll disappoint me”), contingent self-esteem (CSE, 12 items, e.g., item 36: “It's hard to feel good about myself unless I know other people like me”), and hiding the self (HS, seven items, e.g., item 9: “I often hide my needs for fear that others will see me as needy and dependent”). Items are scored on a 6-point Likert scale ranging from 0 (not at all like me) to 5 (very much like me). The PNI shows overall good psychometric properties with alpha coefficients ranging between α = 0.82 and α = 0.92. Re-test reliability for the total score was at α = 0.86 and CFA and ESEM confirmed the 7-factor lower order factor structure (65). Conclusions for higher order factor structures still remain open, however, empirical evidence suggests a two-factor solution for grandiose narcissism consisting of factors EXP, GF, and SSSE, and vulnerable narcissism consisting of factors ER, DEV, HS and CSE (44, 65–68). We based our analyses on this two-factor solution.



Defense Mechanisms

The Defense Style Questionnaire [DSQ 40, (69)] is the 40 item German version of the English DSQ 40 (70). In the DSQ, 20 defense mechanisms, represented by two items each, are assessed on a 9-point Likert scale ranging from 1 (strongly disagree) to 9 (strongly agree). The items can be classified into three categories, each forming an individual scale: adaptive, intermediate (neurotic), and maladaptive defense mechanisms. The respective items are marked as such in the results. Factor analysis of the German version confirmed the original factor structure but assigned individual defense mechanisms to the three factors in a different pattern: adaptive defenses (sublimation, humor, anticipation, suppression, rationalization, dissociation, and denial), intermediate/neurotic defenses (pseudo-altruism, undoing, reaction formation, and acting out), and maladaptive defenses (splitting, autistic fantasies, projection, passive aggression, idealization, somatization, isolation, displacement, and devaluation) (69). Other studies on the DSQ 40 vary in the assignment of the individual defense mechanisms to their levels of adaptiveness. For our study we based the assignment on the factor analysis of Schauenburg et al. (69), although some clincal doubts might remain. However, since we did not use the scale means for our analysis, the assignment is irrelevant for the interpretation of our results.



Psychological Distress

For the assessment of psychological distress, we used the German version of the Brief Symptom Inventory [BSI-18; German version: Mini-SCL, (71)]. The BSI-18 is a reliable and short instrument for the assessment of clinical distress to assess subjective mental impairment on the scales depression (α = 0.87), anxiety (α = 0.84), and somatization (α = 0.82) (72). Items are rated on a 5-point Likert scales ranging from 0 (not at all) to 4 (extremely). For this study, we used the Global Severity Index (GSI, α = 0.93), an overall score for psychological distress that can be calculated from the three subscales. Both, first and second order factor structures were supported by CFA (72).




Statistical Analysis

For an a priori calculation of the sample size, comparable studies served as orientiation [e.g., (73, 74)] for the calculation of the correlations. These studies show an average effect sizes of r = 0.3. A power analysis for the calculation of the sample size was conducted with the program G*Power 3.1 (75). With an alpha error probability of 0.05, an estimated power of 0.95 and the estimated effect size of r = 0.3, a sample size of 134 participants resulted from the analysis. As structural equation models require a minimum of N = 200 (76) we used this as the study's benchmark.

Structural equation modeling was used to address the questions in this study. These models combine the different facets of narcissism (assessed by PNI), defense mechanisms (assessed by DSQ 40), and psychological distress (assessed by BSI-18) into one model. The model is displayed in Figure 1.


[image: Figure 1]
FIGURE 1. Structural equation model of grandiose and vulnerable narcissism, defense mechanisms, and psychological distress.


To represent the different correlations of GN and VN with the other variables, we used a bifactor S-1 model (77, 78). This S-1 model allows a clear separation of grandiose and vulnerable aspects of narcissism. Since GN is the core of the current definition of pathological narcissism, it was chosen as the reference factor for the model. Based on prior research and modeling suggestions (44, 65, 68) two parcels (Y11 and Y21) were calculated from the items of the PNI scales for EXP, GF, and SSSE. These two parcels load on the GN factor, which represents the degree of grandiose narcissism. Two other parcels (Y12 and Y22) were calculated from the remaining items of the PNI, which form the CSE, DEV, ER, and HS scales. These two parcels also load on the GN factor. These two parcels additionally load on a second factor VNRes that is uncorrelated with the GN factor. This second factor is a residual factor, and it describes that portion in the variance of vulnerable narcissism that cannot be explained by GN. This residual factor has the mean value 0 and a person with a value of 0 in this factor would have exactly the value in the VN that would be expected on the basis of the GN. Thus, a person with a positive value on this residual factor would have a higher VN than one would have expected based on their GN. Through this approach, the GN factor represents the grandiose elements of narcissism, encompassing the elements contained in both GN and VN. The residual factor of VN contains only those elements that have nothing in common with GN. By separating the reference and the residual factor, we can better examine the influence on other variables the specific vulnerable facet of narcissism has independently of grandiose narcissism.

For each defense mechanism, an individual model was calculated, leading to a total of 20 models. Each defense mechanism also formed a mediator between the two narcissism factors and psychological distress. Two parcels (Y13 and Y23) were calculated from the items of the BSI-18 and loaded on the psychological distress factor. We used this model to examine the strength of the relationship between the narcissism factors and the respective defense mechanism, the strength of the influence on psychological distress, and to what extent this influence is mediated by the defense mechanism.

The defense mechanisms were each comprised of two items and the mean of these two items was used as a manifest variable in the model. For the defense mechanisms of sublimation, rationalization, reaction formation, and denial, the correlations of the two items were not significant. In each of these models, only the item that represented the defense mechanism best in terms of content was used.

The model was evaluated with Mplus 8 using a maximum likelihood estimator. The goodness-of-fit of all models was examined with the χ2-Test, the CFI, and the RMSEA. A good model fit is indicated by a value of χ2 < 2*df, a CFI > 0.97, and a RMSEA < 0.05; an acceptable model fit is indicated by a value if χ2 < 3*df, a CFI > 0.95, and a RMSEA < 0.08 (79).




RESULTS

The model fit of all models are displayed in the Appendix. In 14 models the model fit was good and in five models the model fit was acceptable (in these models, the RMSEA was above 0.05 but below 0.08; the other model fit indices indicated a good model fit). Only in the model with projection, the model fit was too low (RMSEA = 0.092 and χ2 = 34.48 with df = 11). The results of this model should be interpreted with caution. The results of this study use the standardized regression coefficients b of the structural equation model, the size of which can be interpreted as correlations.

Descriptive statistics are displayed in Table 1. As expected in a non-clinical sample, participants used more adaptive defense mechanisms such as rationalization, humor, and anticipation than other defense mechanisms. Suppression and intermediate/neurotic defense mechanisms were employed occasionally, and maladaptive defense mechanisms were reported least frequently. In terms of psychological distress, we found rather low levels (M = 1.73, SD = 0.63) which is also expected in a non-clinical sample. Similar scores for GN (M = 3.19, SD = 0.75) and VN (M = 3.04, SD = 0.79) were found. The associations between the specific defense mechanisms and psychological distress are depicted in Table 2.


Table 2. Direct and indirect effects of narcissism on psychological distress mediated by defense mechanisms.
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Associations Between Grandiose and Vulnerable Narcissism and Specific Defense Mechanisms

The associations are displayed in Figure 2 and can also be found in Table 2. GN showed significant positive associations with adaptive defense mechanisms anticipation (b = 0.26), rationalization (b = 0.13), and dissociation (b = 0.22); intermediate/neurotic defense mechanisms pseudo altruism (b = 0.36), undoing (b = 0.34), reaction formation (b = 0.31), and acting out (b = 0.31); and maladaptive defenses splitting (b = 0.41), idealization (b = 0.36), autistic fantasies (b = 0.32), displacement (b = 0.30), passive aggression (b = 0.28), somatization (b = 0.26), devaluation (b = 0.23), projection (b = 0.23), and isolation (b = 0.17).
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FIGURE 2. Influence of grandiose and vulnerable narcissism on defense mechanisms: standardized regression coefficients and their confidence intervals.


VN showed significant negative associations with the adaptive defense mechanisms rationalization (b = −0.29), suppression (b = −0.27), humor (b = −0.19) and dissociation (b = −0.19). VN showed significant positive associations with the intermediate/neurotic defenses undoing (b = 0.36), reaction formation (b = 0.31), and acting out (b = 0.15) and with the maladaptive defenses displacement (b = 0.44), projection (b = 0.42), somatization (b = 0.37), autistic fantasies (b = 0.35), passive aggression (b = 0.34), devaluation (b = 0.28), splitting (b = 0.25), isolation (b = 0.21), idealization (b = 0.19).

Overall, in this non-clinical sample, GN seemed to be associated with most adaptive defense mechanisms and especially with all maladaptive and intermediate/neurotic defense mechanisms, while VN was negatively associated with adaptive mechanisms and strongly positively associated with maladaptive and neurotic defense mechanisms.



Associations Between Grandiose and Vulnerable Narcissism and Psychological Distress

In order to estimate the association of narcissism and psychological distress regardless of a defense mechanism, a reduced model was estimated. This model is like the model in Figure 1, but without the defense mechanism. This reduced model had a very good model fit (χ2 = 9.89, df = 8, p = 0.27, RMSEA = 0.031, CFI = 0.99). In the reduced model, GN had no significant association with psychological distress [b = 0.107, p = 0.108, 95%-KI: (−0.024; 0.238)]. The residual factor of VN had a significant, positive association with psychological distress [b = 0.500, p < 0.001, 95%-KI: (0.396; 0.603)]. This is a large association. Participants who reported higher vulnerable narcissism than expected based on their grandiose narcissism reported more psychological distress.



Mediator Analysis of Defense Mechanisms Between Narcissism and Psychological Distress

The results for the mediation analysis can be found in the last four columns of Table 2. Both GN and VN had indirect effects on psychological distress. The indirect effects were mediated by the corresponding defense mechanism of the model. No significant direct effect of GN on psychological distress was found. In contrast, strong direct effects of VN on psychological distress were found. GN showed significant indirect effects on psychological distress when mediated by specific defense mechanisms. More specifically, this mediation was found in models with reaction formation and acting out (from the intermediate/neurotic defense category) and in all models with maladaptive defense mechanisms. For VN, significant indirect effects on psychological distress mediated by the defense mechanisms could be found for the same models. This means, that individuals with higher levels of vulnerable and grandiose narcissism reported more maladaptive defense mechanisms and therefore more psychological distress.




DISCUSSION

The aim of the current study was to investigate the nature and role of defense mechanisms in grandiose and vulnerable facets of narcissism in a non-clinical sample. First, we aimed to explore defense mechanisms that are typical for GN and VN, respectively. Second, we aimed to replicate past findings showing that GN and VN are differentially related to psychological distress, assuming that GN would not be related to psychological distress and VN would be strongly related to psychological distress. Third, we assumed that specific defense mechanisms would shed light on the former differential narcissism-distress interplay and therefore explored whether and which defense mechanisms mediated the association between psychological distress and VN and GN, respectively.

To address our research questions we analyzed data of N = 254 healthy subjects with structural equation modeling and employed a bifactor S-1 model (77, 78). The latter allowed us to separate statistically grandiose and vulnerable aspects of narcissism. Since GN is the core of the current definition of pathological narcissism, it was chosen as the reference factor for the model.

Overall, specific defense mechanisms for both types of narcissism could be found. First, we found differences between GN and VN and the adaptiveness of their defensive structure: Both GN and VN were related to almost all intermediate/neurotic and maladaptive defense mechanisms. However, only GN was significantly positively related to the use of adaptive defense mechanisms. Since the use of adaptive defense mechanisms is related to mental health, this finding might be one of the explanations why GN is not associated with psychological distress while VN is. Second, we found that those defense mechanisms that were exclusively found in GN, were not only non-related, but significantly negatively related to VN. These mechanisms are pseudo-altruism, rationalization, anticipation, and dissociation. Only these mechanisms did not mediate the relationship between GN and psychological distress. This leads to the assumption that the use of these particular mechanisms in GN might be the strategical “advantage” of GN compared to VN when regulating psychological distress. Third, we found overall qualitative differences with regard to the defense mechanisms for GN and VN: The defense mechanisms showing the strongest association with grandiose narcissism are splitting-based (e.g., splitting, idealization, and devaluation) and socially desirable (e.g., pseudo altruism, anticipation, and rationalization). VN on the contrary was most strongly associated with defense mechanisms that can be summarized as related to dissociating the affect from the self (e.g., somatization, projection, autistic fantasies, and displacement) and self-directed defense mechanisms (e.g., reaction formation, undoing, and passive aggression). Overall, GN appeared to be related to the more effective and more socially desirable defensive styles than VN.

The current findings are in line with existing research on defense mechanisms in narcissism: Zeigler-Hill and Besser (80) found that GN was positively related with the use of adaptive humor (self-enhancing and affiliative), whereas VN was negatively associated with adaptive humor and positively with maladaptive humor (self-defeating and aggressive). Richardson and Boag (81) found defense mechanisms acting out, dissociation, and splitting for grandiose psychopathological narcissism and further showed that immature defensive strategies mediate the relationship between Machiavellianism and distress. Fernie et al. (62) found denial to be especially prominent in VN. Mielimaka et al. (61) reported a strong relationship between immature and neurotic defenses based on the DSQ and pathological narcissism, albeit not differentiating between GN and VN. To our best knowledge, the only existing study on defense mechanisms, differentiating between GN and VN, has recently been published by Khodabakhsh Pirklany and Safaeian (82), finding high expressions of GN and VN related to intermediate/neurotic and maladaptive defenses, and this being significantly higher than for individuals with low expressions in pathological narcissism.

With regard to psychological distress, GN was not directly related to psychological distress, whereas VN was directly related to psychological distress. Since VN is a residual factor in our study, the result means that it is not the global measure of GN that is related to psychological distress, but only the VN that exceeds the measure of GN. Individuals who are less vulnerably narcissistic than would be expected based on their GN report lower psychological distress. These findings corroborate existing research on the role of coping flexibility and emotion regulation in GN and VN. Ng et al. (83) identified more flexible coping with stress in GN as a crucial mediating factor that makes them appear psychologically healthier than VN. Di Pierro et al. (53) emphasized these differences in accessing adaptive emotion regulation strategies by demonstrating that VN was associated with emotion regulation difficulties, and in understanding, accepting, and being clear about emotional states, whereas GN was not. Also, Zhang et al. (84) showed that VN was positively correlated with emotion dysregulation. Fernie et al. (62) found that unlike GN, VN was significantly associated with the use of denial as coping with stress response when controlling for anxiety and social desirability and behavioral disengagement. Hansen-Brown and Freis (63) found that a hostile attribution bias is exclusively found in VN, not in GN.

Intriguingly, the mediator analysis of defense mechanisms on the relationship between GN and VN and psychological distress seems to turn the tables for GN: Even though not directly related to psychological distress, GN showed significant positive associations with psychological distress when mediated by maladaptive defense mechanisms. These findings strongly highlight the central role of defense mechanisms in understanding the concept and pathological core of grandiose narcissism. The underlying defensive structure of the grandiose facet seems to expose its vulnerability and furthermore explains the relationship between GN and VN. A study of Mielimaka et al. (61) found similar results for narcissism, which can be considered comparable since the used measures base their operationalization of narcissism on its grandiose facet: they found that pathological narcissism itself was not directly related with interpersonal problems but indirectly related when mediated by neurotic defense mechanisms. Following this thought, an interesting finding of Jauk and Kaufman (40) on the relationship between GN and VN revealed that solely the severity of grandiosity explains the difference between the two facets and that GN and VN may be dissociable at lower levels of grandiosity but merge into an antagonistic core with signs of psychological maladjustment at higher levels.


The Role of Defense Mechanisms in Diagnosing Personality Impairment

Our findings entail numerous clinical implications which are of particular relevance in the light of the current revisions of the DSM-5 classification and diagnostic approach toward personality disorders [for a review: (85)]. With the inclusion of the Level of Personality Functioning Scale [LPFS; (86)] in the appendix of DSM-5 Alternative Model for Personality Disorders (AMPD), a dimensional approach for diagnosing personality disorders on the dimensions identity, self-direction, empathy, and intimacy is introduced. The model suggests to abandon the prevailing categories and focus on diagnosing underlying impairments in personality functioning. To date, numerous studies have supported this dimensional model to be more accurate and clinically more useful than the categorical approach (87, 88). Even though defense mechanisms are not part of the LPFS, preliminary studies indicate that defenses may add to the assessment of severity of personality impairment (89). In a subsequent clinical analysis of outliers, whose markers for clinical severity were significantly underestimated by the rating of the LPFS, Kampe (90) found that these were mainly personalities with high expressions of GN. In a comparison with a measure that includes defense mechanisms (91) personality impairments were accurately detected with a measure assessing defense mechanisms. These preliminary findings in clinical case analyses support our findings on maladaptive defense mechanisms in GN as a core element of its potential psychopathology. It emphasizes that considering defense mechanisms into revisions of the model for diagnosing personality disorders would be helpful. Defense mechanisms had already been included in DSM-IV-TR but been waived again in further revisions (12).



Theoretical Implications and Clinical Relevance

The phenomenon of narcissism is of particular interest to the clinical field. Due to numerous difficulties in diagnostic approaches of pathlogical narcissism, the improvement in psychotherapeutic treatment is frequently overestimated. Not rarely treatment courses of narcissistic patients end with unpleasant surprises and sudden dropouts, fights, or an inability to end the treatment and separate from the therapist (8). Overall, our findings extend recent studies showing the interpersonal burden pathological narcissism places on relationships, both in daily life (92) and in clinical settings (93). These challenging interpersonal patterns are visible in treatment complications like drop-outs (4), the need for tact and sensitivity and therapist's adaptiveness when dealing with problematic relationship patterns (94), underlying shame (95) and the need for the therapist to turn to both fragile vulnerable aspects and provocative grandiose aspects of pathological narcissism (96).

Often there is little change in the personality and a sense of guardedness in the patient. This struggle has led Kernberg to write an article on “the almost untreatable narcissistic patient” (7), explaining these difficulties and emphasizing the role of defense mechanisms: Due to the rigid defensive structure, these patients don't admit their mental difficulties and make a big effort to constantly impress the therapist with good behaviors, charming attitudes, and superficial improvement. These psychoanalytic conclusions have already been revealed in empirical studies: Dickinson and Pincus (97) found that GN and VN reported domineering and vindictive interpersonal problems but GN denied interpersonal distress whereas VN reported high distress. Kaufman et al. (42) demonstrated that GN was not correlated with psychopathology and positively associated with life satisfaction but was also associated with multiple indicators of inauthenticity. Arikan (59) indicated that narcissistic defenses strongly relate to a tendency to devaluate and stigmatize mental illness, whereas adaptive defenses do not. This might explain the guardedness in narcissism when it comes to admitting mental distress. Our conclusions on the central role of defense mechanisms in narcissism complement these findings and further contribute to possible explanations of clinical difficulties with important implications for therapeutic approaches. It strengthens the assumption of defense mechanisms being the heart of the narcissistic pathology, or as Kernberg termed it, narcissism itself being a “character defense” (17). Our findings show the two-sidedness of the narcissistic defense structure: on the one hand, it prevents the experience of psychological distress, and on the other hand it depicts the core of the pathology. The inclusion of defensive operations in the understanding, diagnostic and treatment of (grandiose) narcissism is hence important for an accurate and successful treatment (7). One treatment for (narcissistic) personality disorders especially developed based on this assumption is Transference Focused Psychotherapy (TFP) by the group of Kernberg (6, 98–100). Based on working with countertransference, this treatment focuses on the extraction, clarification, and interpretation of projective defensive operations, aiming to help the patients understand their mental representations and personality difficulties. Studies have supported the idea that besides symptom reduction, TFP successfully facilitates change from disorganized attachment representations to organized ones and leads to a notable improvement in mentalization abilities (99–106).



On the Relationship Between Grandiose and Vulnerable Narcissism

Eventually, this study adds to the discussion of the global operationalization of the concept of narcissism with GN and VN as potentially underlying factors. In our non-clinical sample, we did not find GN and VN as distinct factors with our initial modeling attempts. Instead, we built GN as a reference factor and VN as a residual factor. This raises the question of the relationship between GN and VN and whether they are two sides of a medal or fluctuating, if not overlapping constructs. Understanding the grandiose side as a defensive shield to protect the self from the conscious experience of the vulnerable side, our findings offer another perspective on the relationship between GN and VN. This leads to the assumption that individuals with narcissistic features might as well oscillate between grandiosity and vulnerability, which is compatible with the implications of Jauk and Kaufman (40), Jauk et al. (41), Gore and Widiger (46), and Oltmanns and Widiger (47). Even though this would support psychoanalytic theory on the concept of narcissism, further empirical studies to explore this relationship are still needed.



Limitations

Even though our findings are in line with expectations derived from psychoanalytic theory and supported by prior research in related fields, a limitation to our study is that our findings only are based on a non-clinical sample that might not represent the pathological expressions of the constructs sufficiently. Particularly, the current sample demonstrated relatively low levels of psychological distress. This might be especially relevant for the associations between GN and psychological distress which could be expected to be more strongly and directly related in a clinical sample with higher levels at the pathological end of the spectrum than in this relatively healthy population. Future studies should replicate the results with clinical samples with expectedly higher distress and pathological narcissism levels. Furthermore, it is important to note that even though psychoanalytic theory draws causal conclusions, our study represents correlations, and no causal implications can be drawn due the cross-section design of the study.



Perspectives

Our study highlights the importance of the concept of defense mechanisms for the conceptualization, diagnosis, and treatment of narcissism. For further research and for possible further changes in the diagnostic dimensions of personality pathology, we recommend considering defense mechanisms as a relevant domain in narcissism and personality in general. Studies that strengthen this matter are still needed. As our findings only refer to a non-clinical sample, we furthermore recommend including the pathological spectrum of narcissism into further conclusions on the central role of defense mechanism. We believe that a deeper understanding of defense mechanisms in narcissism, personality pathology, and mental disorders in general would be useful for both research and clinical practice. Even though deriving from psychoanalytic theory, we emphasize the relevance of the concept of defense mechanisms for all traditions and approaches.

Overall, future research should not only assess the phenomenological manifestations of disorders in terms of symptoms but to also take underlying, shared mechanisms into account. As most psychological disorders are related to dysfunctional emotion regulation (107), the inclusion of more hidden, that is implicit and unconscious, ways of dealing with affects and stressors, may be a fruitful endeavor (108). This is also in line with research showing that most processes operate implicitly rather than explicitly (109, 110).




DATA AVAILABILITY STATEMENT

The raw data supporting the conclusions of this article will be made available by the authors, without undue reservation.



ETHICS STATEMENT

The studies involving human participants were reviewed and approved by Ethikkommission der Psychologischen Hochschule Berlin Prof. Dr. T. Storck Am Köllnischen Park 2 10179 Berlin. The patients/participants provided their written informed consent to participate in this study.



AUTHOR CONTRIBUTIONS

LK conceptualized the study and drafted the manuscript. LK and CR coordinated the assessment. JB conducted the analysis. SH-S contributed to planning and implementation of the study and writing. All authors critically revised the manuscript, contributed equally, and approved the final version to be published.



FUNDING

This research was facilitated by incentive funds of the Freie Universität Berlin.



ACKNOWLEDGMENTS

We would like to thank the Department of Psychiatry, Psychotherapy and Psychosomatic Medicine, Psychosoziales Zentrum Itzehoe, Itzehoe, Germany (Prof. Dr. A. Deister, head of department) for institutional support and the publication fee. We furthermore thank Helene Harnisch, Ilva Heitmann, and Charlotte Weinmann for their help with data collection and conduction of the study.



REFERENCES

 1. Loeffler LA, Huebben AK, Radke S, Habel U, Derntl B. The association between vulnerable/grandiose narcissism and emotion regulation. Front Psychol. (2020) 11:2732. doi: 10.3389/fpsyg.2020519330

 2. Rohmann E, Hanke S, Bierhoff H-W. Grandiose and vulnerable narcissism in relation to life satisfaction, self-esteem, and self-construal. J Individ Differ. (2019). doi: 10.1027/1614-0001/a000292

 3. Campbell MA, Waller G, Pistrang N. The impact of narcissism on drop-out from cognitive-behavioral therapy for the eating disorders: a pilot study. J Nervous Mental Dis. (2009) 197:278–81. doi: 10.1097/NMD0b013e31819dc150

 4. Ellison WD, Levy KN, Cain NM, Ansell EB, Pincus AL. The impact of pathological narcissism on psychotherapy utilization, initial symptom severity, and early-treatment symptom change: a naturalistic investigation. J Personal Assess. (2013) 95:291–300. doi: 10.1080/00223891.2012742904

 5. Ogrodniczuk JS, Piper WE, Joyce AS, Steinberg PI, Duggal S. Interpersonal problems associated with narcissism among psychiatric outpatients. J Psychiatric Res. (2009) 43:837–42. doi: 10.1016/j.jpsychires.2008.12005

 6. Diamond D, Yeomans FE, Stern B, Levy KN, Hörz S, Doering S, et al. Transference focused psychotherapy for patients with comorbid narcissistic and borderline personality disorder. Psychoanal Inquiry. (2013) 33:527–51. doi: 10.1080/07351690.2013815087

 7. Kernberg OF. The almost untreatable narcissistic patient. J Am Psychoanal Assoc. (2007) 55:503–39. doi: 10.1177/00030651070550020701

 8. Little R. Treatment considerations when working with pathological narcissism. Trans Anal J. (2006) 36:303–17. doi: 10.1177/036215370603600405

 9. Cain NM, Pincus AL, Ansell EB. Narcissism at the crossroads: phenotypic description of pathological narcissism across clinical theory, social/personality psychology, and psychiatric diagnosis. Clin Psychol Rev. (2008) 28:638–56. doi: 10.1016/j.cpr.2007.09006

 10. Levy KN. Subtypes, dimensions, levels, and mental states in narcissism and narcissistic personality disorder. J Clin Psychol. (2012) 68:886–97. doi: 10.1002/jclp21893

 11. Levy KN, Chauhan P, Clarkin JF, Wasserman RH, Reynoso JS. Narcissistic pathology: empirical approaches. Psychiatric Ann. (2009) 39:3. doi: 10.3928/00485713-20090401-03

 12. American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders. 5th ed. Washington, DC: APA (2013). doi: 10.1176/appi.books9780890425596

 13. Pincus AL, Cain NM, Wright AG. Narcissistic grandiosity and narcissistic vulnerability in psychotherapy. Personal Disord Theory Res Treat. (2014) 5:439. doi: 10.1037/per0000031

 14. Roche MJ, Pincus AL, Lukowitsky MR, Ménard KS, Conroy DE. An integrative approach to the assessment of narcissism. J Personal Assess. (2013) 95:237–48. doi: 10.1080/00223891.2013770400

 15. Miller JD, Gentile B, Wilson L, Campbell WK. Grandiose and vulnerable narcissism and the DSM−5 pathological personality trait model. J Personal Assess. (2013) 95:284–90. doi: 10.1080/00223891.2012685907

 16. Weiss B, Miller JD. Distinguishing between grandiose narcissism, vulnerable narcissism, narcissistic personality disorder. In: Hermann A, Brunell A, Foster J, editors. Handbook of Trait Narcissism. Cham: Springer (2018). doi: 10.1007/978-3-319-92171-6_1

 17. Kernberg OF. Borderline Conditions and Pathological Narcissism. New York, NY: Aronson (1975).

 18. Kernberg OF. Factors in the psychoanalytic treatment of narcissistic personalities. J Am Psychoanal Assoc. (1970) 18:51–85. doi: 10.1177/000306517001800103

 19. Rice TR, Hoffman L. Defense mechanisms and implicit emotion regulation: a comparison of a psychodynamic construct with one from contemporary neuroscience. J Am Psychoanal Assoc. (2014) 62:693–708. doi: 10.1177/0003065114546746

 20. Kernberg OF. Narcissistic defenses in the distortion of free association and their underlying anxieties. Psychoanal Quart. (2015) 84:625–42. doi: 10.1002/psaq12022

 21. Robins RW, Tracy JL, Shaver PR. Shamed into self-love: dynamics, roots, and functions of narcissism. Psychol Inquiry. (2001) 12:230–6. Available online at: http://www.jstor.org/stable/1449481

 22. Vaillant GE, Bond M, Vaillant CO. An empirically validated hierarchy of defense mechanisms. Arch Gen Psychiatry. (1986) 43:786–94. doi: 10.1001/archpsyc.198601800080072010

 23. Cramer P. Personality, personality disorders, and defense mechanisms. J Personal. (1999) 63:4. doi: 10.1111/1467-649400064

 24. Di Giuseppe M, Perry JC, Conversano C, Gelo OCG, Gennaro A. Defense mechanisms, gender, and adaptiveness in emerging personality disorders in adolescent outpatients. J Nerv Mental Dis. (2020) 208:933–41. doi: 10.1097/NMD0000000000001230

 25. Lingiardi V, Lonati C, Delucchi F, Fossati A, Vanzulli L, Maffei C. Defense mechanisms and personality disorders. J Nerv Mental Dis. (1999) 187:224–8. doi: 10.1097/00005053-199904000-00005

 26. Perry JC, Presniak MD, Olson TR. Defense mechanisms in schizotypal, borderline, antisocial, and narcissistic personality disorders. Psychiatry Interpersonal Biol Processes. (2013) 76:32–52. doi: 10.1521/psyc.2013.76.132

 27. Presniak MD, Olson TR, MacGregor MW. The role of defense mechanisms in borderline and antisocial personality. J Personal Assess. (2010) 92:137–45. doi: 10.1080/00223890903510373

 28. Zanarini MC, Weingeroff JL, Frankenburg FR. Defense mechanisms associated with borderline personality disorder. J Personal Disord. (2009) 23:113–21. doi: 10.1521/pedi.2009.23.2113

 29. Bennett CS. Attachment theory and research applied to the conceptualization and treatment of pathological narcissism. Clin Soc Work J. (2006) 34:45–60. doi: 10.1007/s10615-005-0001-9

 30. Prunas A, Di Pierro R, Huemer J, Tagini A. Defense mechanisms, remembered parental caregiving and adult attachment style. Psychoanal Psychol. (2018) 36:64–72. doi: 10.1037/pap0000158

 31. Perry JD, Perry JC. Conflicts, defenses and the stability of narcissistic personality features. Psychiatry Interpersonal Biol Processes. (2004) 67:310–30. doi: 10.1521/psyc.67.4.31056570

 32. Hilsenroth MJ, Fowler JC, Padawer JR, Handler L. Narcissism in the Rorschach revisited: some reflections on empirical data. Psychol Assess. (1997) 9:113. doi: 10.1037/1040-3590.9.2113

 33. Raskin R, Novacek J. Narcissism and the use of fantasy. J Clin Psychol. (1991) 47:490–9. doi: 10.1002/1097-4679(199107)47:4<490::AID-JCLP2270470404>3.0CO;2-J

 34. Ronningstam E. Pathological narcissism and narcissistic personality disorder in Axis I disorders. Harvard Rev Psychiatry. (1996) 3:326–40. doi: 10.3109/10673229609017201

 35. Ronningstam E. Narcissistic personality disorder: facing DSM-V. Psychiatric Ann. (2009) 39:9. doi: 10.3928/00485713-20090301-09

 36. Pincus AL, Lukowitsky MR. Pathological narcissism and narcissistic personality disorder. Ann Rev Clin Psychol. (2010) 6:421–46. doi: 10.1146/annurev.clinpsy.121208131215

 37. Miller JD, Lynam DR, McCain JL, Few LR, Crego C, Widiger TA, et al. Thinking structurally about narcissism: an examination of the Five-Factor Narcissism Inventory and its components. J Personal Disord. (2016) 30:1–18. doi: 10.1521/pedi_2015_29_177

 38. Crowe ML, Lynam DR, Campbell WK, Miller JD. Exploring the structure of narcissism: toward an integrated solution. J Personal. (2019) 87:1151–69. doi: 10.1111/jopy12464

 39. Houlcroft L, Bore M, Munro D. Three faces of narcissism. Personal Individ Differ. (2012) 53:274–8. doi: 10.1016/j.paid.2012.03036

 40. Jauk E, Kaufman SB. The higher the score, the darker the core: the non-linear association between grandiose and vulnerable narcissism. Front Psychol. (2018) 9:1305. doi: 10.3389/fpsyg.201801305

 41. Jauk E, Weigle E, Lehmann K, Benedek M, Neubauer AC. The relationship between grandiose and vulnerable (hypersensitive) narcissism. Front Psychol. (2017) 8:1600. doi: 10.3389/fpsyg.201701600

 42. Kaufman SB, Weiss B, Miller JD, Campbell WK. Clinical correlates of vulnerable and grandiose narcissism: a personality perspective. J Personal Disord. (2020) 34:107–30. doi: 10.1521/pedi_2018_32_384

 43. Miller JD, Hoffman BJ, Gaughan ET, Gentile B, Maples J, Keith Campbell W. Grandiose and vulnerable narcissism: a nomological network analysis. J Personal. (2011) 79:1013–42. doi: 10.1111/j.1467-6494.2010.00711x

 44. Pincus AL, Ansell EB, Pimentel CA, Cain NM, Wright AG, Levy KN. Initial construction and validation of the Pathological Narcissism Inventory. J Personal Assess. (2009) 21:365. doi: 10.1037/a0016530

 45. Wink P. Two faces of narcissism. J Personal Soc Psychol. (1991) 61:590. doi: 10.1037/0022-3514.61.4590

 46. Gore WL, Widiger TA. Fluctuation between grandiose and vulnerable narcissism. Personal Disord Theory Res Treat. (2016) 7:363. doi: 10.1037/per0000181

 47. Oltmanns JR, Widiger TA. Assessment of fluctuation between grandiose and vulnerable narcissism: development and initial validation of the FLUX scales. Psychol Assess. (2018) 30:1612. doi: 10.1037/pas0000616

 48. Zajenkowski M, Witowska J, Maciantowicz O, Malesza M. Vulnerable past, grandiose present: the relationship between vulnerable and grandiose narcissism, time perspective and personality. Personal Individ Differ. (2016) 98:102–6. doi: 10.1016/j.paid.2016.03092

 49. Rohmann E, Neumann E, Herner MJ, Bierhoff H-W. Grandiose and vulnerable narcissism. Eur Psychol. (2012) 17:279–90. doi: 10.1027/1016-9040/a000100

 50. Besser A, Priel B. Grandiose narcissism versus vulnerable narcissism in threatening situations: emotional reactions to achievement failure and interpersonal rejection. J Soc Clin Psychol. (2010) 29:874–902. doi: 10.1521/jscp.2010.29.8874

 51. Miller JD, Lynam DR, Vize C, Crowe M, Sleep C, Maples-Keller JL, et al. Vulnerable narcissism is (mostly) a disorder of neuroticism. J Personal. (2018) 86:186–99. doi: 10.1111/jopy12303

 52. Erkoreka L, Navarro B. Vulnerable narcissism is associated with severity of depressive symptoms in dysthymic patients. Psychiatry Res. (2017) 257:265–9. doi: 10.1016/j.psychres.2017.07061

 53. Di Pierro R, Di Sarno M, Madeddu F. Investigating the relationship between narcissism and emotion regulation difficulties: the role of grandiose and vulnerable traits. Clin Neuropsychiatry. (2017) 14:209–15. Available online at: https://www.semanticscholar.org/paper/Investigating-the-relationship-between-narcissism-Pierro-Sarno/4d58898d0e23df171381f008241a424d9afd1a0c

 54. Euler S, Stöbi D, Sowislo J, Ritzler F, Huber CG, Lang UE, et al. Grandiose and vulnerable narcissism in borderline personality disorder. Psychopathology. (2018) 51:110–21. doi: 10.1159/000486601

 55. Dawood S, Pincus AL. Pathological narcissism and the severity, variability, and instability of depressive symptoms. Personal Disord Theory Res Treat. (2018) 9:144–54. doi: 10.1037/per0000239

 56. Kealy D, Laverdière O, Pincus AL. Pathological narcissism and symptoms of major depressive disorder among psychiatric outpatients: the mediating role of impaired emotional processing. J Nerv Mental Dis. (2020) 208:161–4. doi: 10.1097/NMD0000000000001114

 57. Marčinko D, Jakšić N, Ivezić E, Skočić M, Surányi Z, Lončar M, et al. Pathological narcissism and depressive symptoms in psychiatric outpatients: mediating role of dysfunctional attitudes. J Clin Psychol. (2014) 70:341–52. doi: 10.1002/jclp22033

 58. Almond R. I can do it (all) myself: clinical technique with defensive narcissistic self-sufficiency. Psychoanal Psychol. (2004) 21:371. doi: 10.1037/0736-9735.21.3371

 59. Arikan K. A stigmatizating attitude towards psychiatric illnesses is associated with narcissistic personality traits. Israel J Psychiatry Relat Sci. (2005) 42:248. Available online at: https://www.semanticscholar.org/paper/AStigmatizatingAttitudeTowards-Psychiatric-is-Ar?kan/aadd5cd265bcaeeaff77d9ce4fe16abf4ad39dc8?p2f

 60. Cheek J, Kealy D, Joyce AS, Ogrodniczuk JS. Interpersonal problems associated with narcissism among psychiatric outpatients: a replication study. Archiv Psychiatry. (2018) 20:26–33. doi: 10.12740/APP/90328

 61. Mielimaka M, Ogrodniczuk JS, Kealy D, Cheek J, Joyce AS. Narcissism and interpersonal problems among psychiatric outpatients: what is the role of defensive style? J Nerv Mental Dis. (2018) 206:711–5. doi: 10.1097/NMD0000000000000871

 62. Fernie BA, Fung A, Nikčević AV. Different coping strategies amongst individuals with grandiose and vulnerable narcissistic traits. J Affect Disord. (2016) 205:301–5. doi: 10.1016/j.jad.2016.08009

 63. Hansen-Brown AA, Freis SD. Assuming the worst: hostile attribution bias in vulnerable narcissists. Self Identity. (2021) 20:152–64. doi: 10.1080/15298868.20191609574

 64. Krizan Z, Johar O. Narcissistic rage revisited. J Personal Soc Psychol. (2015) 108:784–801. doi: 10.1037/pspp0000013

 65. Morf CC, Schürch E, Küfner A, Siegrist P, Vater A, Back M, et al. Expanding the nomological net of the Pathological Narcissism Inventory: German validation and extension in a clinical inpatient sample. Assessment. (2017) 24:419–43. doi: 10.1177/1073191115627010

 66. Jakšić N, Milas G, Ivezić E, Wertag A, Jokić-Begić N, Pincus AL. The Pathological Narcissism Inventory (PNI) in transitional post-war Croatia: psychometric and cultural considerations. J Psychopathol Behav Assess. (2014) 36:640–52. doi: 10.1007/s10862-014-9425-2

 67. Karakoula P, Triliva S, Tsaousis I. Description of the basic psychometric characteristics and the factor structure of the Greek version of the Pathological Narcissism Inventory. Psychology. (2013) 20:160–75. doi: 10.12681/psy_hps23534

 68. Wright AG, Lukowitsky MR, Pincus AL, Conroy DE. The higher order factor structure and gender invariance of the Pathological Narcissism Inventory. Assessment. (2010) 17:467–83. doi: 10.1177/1073191110373227

 69. Schauenburg H, Willenborg V, Sammet I, Ehrenthal JC. Self-reported defence mechanisms as an outcome measure in psychotherapy: a study on the German version of the Defence Style Questionnaire DSQ 40. Psychol Psychotherapy Theory Res Practice. (2007) 80:355–66. doi: 10.1348/147608306X146068

 70. Andrews G, Singh M, Bond M. The defense style questionnaire. J Nerv Mental Dis. (1993) 181:246–56. doi: 10.1097/00005053-199304000-00006

 71. Franke GH. Mini-SCL. German manual of the Mini Symptom Checklist [German]. Göttingen: Hogrefe. (2016).

 72. Franke GH, Jaeger S, Glaesmer H, Barkmann C, Petrowski K, Braehler E. Psychometric analysis of the brief symptom inventory 18 (BSI-18) in a representative German sample. BMC Med Res Methodol. (2017) 17:14. doi: 10.1186/s12874-016-0283-3

 73. Cramer P. Narcissism and attachment: the importance of early parenting. J Nerv Mental Dis. (2019) 207:69–75. doi: 10.1097/NMD0000000000000919

 74. Mikulincer M, Dolev T, Shaver PR. Attachment-related strategies during thought suppression: ironic rebounds and vulnerable self-representations. J Personal Soc Psychol. (2004) 87:940. doi: 10.1037/0022-3514.87.6940

 75. Faul F, Erdfelder E, Buchner A, Lang A-G. Statistical power analyses using G* Power 3.1: tests for correlation and regression analyses. Behav Res Methods. (2009) 41:1149–60. doi: 10.3758/BRM.41.41149

 76. Kline RB. Principles and Practice of Structural Equation Modeling (3. Baski). New York, NY: Guilford. (2011).

 77. Eid M. Multi-faceted constructs in abnormal psychology: implications of the bifactor S-1 model for individual clinical assessment. J Abnormal Child Psychol. (2020) 48:895–900. doi: 10.1007/s10802-020-00624-9

 78. Eid M, Geiser C, Koch T, Heene M. Anomalous results in G-factor models: explanations and alternatives. Psychol Methods. (2017) 22:541. doi: 10.1037/met0000083

 79. Schermelleh-Engel K, Moosbrugger H, Müller H. Evaluating the fit of structural equation models: tests of significance and descriptive goodness-of-fit measures. Methods Psychol Res. (2003) 8:23–74. Available online at: http://citeseerx.ist.psu.edu/viewdoc/download?doi=10.1.1.509.4258&rep=rep1&type=pdf

 80. Zeigler-Hill V, Besser A. Humor style mediates the association between pathological narcissism and self-esteem. Personal Individ Differ. (2011) 50:1196–201. doi: 10.1016/j.paid.2011.02006

 81. Richardson EN, Boag S. Offensive defenses: the mind beneath the mask of the dark triad traits. Personal Individ Differ. (2016) 92:148–52. doi: 10.1016/j.paid.2015.12039

 82. Khodabakhsh Pirklany R, Safaeian E. Comparing the Defense styles and the Self-conscious affect of Shame and Guilt in subtypes of Narcissism and comparison with ordinary people. J Psychol Stud. (2020) 15:7–24. doi: 10.22051/PSY.2020.23089.1820

 83. Ng HK, Cheung RY-H, Tam K-P. Unraveling the link between narcissism and psychological health: new evidence from coping flexibility. Personal Individ Differ. (2014) 70:7–10. doi: 10.1016/j.paid.2014.06006

 84. Zhang H, Luo Y, Zhao Y, Zhang R, Wang Z. Differential relations of grandiose narcissism and vulnerable narcissism to emotion dysregulation: self-esteem matters. Asian J Soc Psychol. (2017) 20:232–7. doi: 10.1111/ajsp12191

 85. Zimmermann J, Kerber A, Rek K, Hopwood CJ, Krueger RF. A brief but comprehensive review of research on the Alternative DSM-5 model for personality disorders. Curr Psychiatry Rep. (2019) 21:1–19. doi: 10.1007/s11920-019-1079-z

 86. Bender DS, Morey LC, Skodol AE. Toward a model for assessing level of personality functioning in DSM-5, Part I: a review of theory and methods. J Personal Assess. (2011) 93:332–46. doi: 10.1080/00223891.2011583808

 87. Hopwood CJ, Kotov R, Krueger RF, Watson D, Widiger TA, Althoff RR, et al. The time has come for dimensional personality disorder diagnosis. Personal Mental Health. (2018) 12:82. doi: 10.1002/pmh1408

 88. Widiger TA, Sellbom M, Chmielewski M, Clark LA, DeYoung CG, Kotov R, et al. Personality in a hierarchical model of psychopathology. Clin Psychol Sci. (2019) 7:77–92. doi: 10.1177/2167702618797105

 89. Kampe L, Zimmermann J, Bender D, Caligor E, Borowski A-L, Ehrenthal JC, et al. Comparison of the structured DSM−5 clinical interview for the Level of Personality Functioning Scale with the Structured Interview of Personality Organization. J Personal Assess. (2018) 100:642–9. doi: 10.1080/00223891.20181489257

 90. Kampe L. Zum Paradigmenwechsel der Diagnostik der Persönlichkeitsstörungen. Gegenüberstellung des STIPO-Interviews mit dem Interview der LPFS des DSM-5. Hamburg: Verlag Dr. Kovac. (2019).

 91. Clarkin JF, Caligor E, Stern BL, Kernberg OF. Structured Interview of Personality Organization. New York, NY: STIPO. (2004).

 92. Day N, Townsend ML, Grenyer B. Living with pathological narcissism: a qualitative study. Borderline Personal Disord Emotion Dysregul. (2020) 7:1–14. doi: 10.1186/s40479-020-00132-8

 93. Barr KR, Jewell M, Townsend ML, Greyner BFS. Living with personality disorder and seeking mental health treatment: patients and family members reflect on their experiences. Borderline Personal Disord Emotion Dysregul. (2020) 7:4. doi: 10.1186/s40479-020-00136-4

 94. Ellison WD, Acuff MC, Kealy D, Joyce AS, Ogrodniczuk JS. Narcissism and quality of life: the mediating role of relationship patterns. J Nerv Mental Dis. (2020) 208:613–8. doi: 10.1097/NMD0000000000001170

 95. Kramer U, Pascual-Leone A, Rohde KB, Sachse R. The role of shame and self-compassion in psychotherapy for narcissistic personality disorder: an exploratory study. Clin Psychol Psychotherapy. (2018) 25:272–82. doi: 10.1002/cpp2160

 96. Kealy D, Goodman G, Rasmussen B, Weideman R, Ogrodniczuk JS. Therapists' perspectives on optimal treatment for pathological narcissism. Personal Disord. (2017) 8:35–45. doi: 10.1037/per0000164

 97. Dickinson KA, Pincus AL. Interpersonal analysis of grandiose and vulnerable narcissism. J Personal Disord. (2003) 17:188–207. doi: 10.1521/pedi.17.3.18822146

 98. Clarkin J, Kernberg O, Yeomans F. Transference-Focused Psychotherapy for Borderline Personality Disorder Patients. New York, NY: Guilford. (1999)

 99. Diamond D, Clarkin JF, Levy KN, Meehan KB, Cain NM, Yeomans FE, et al. Change in attachment and reflective function in borderline patients with and without comorbid narcissistic personality disorder in transference focused psychotherapy. Contemp Psychoanal. (2014) 50:175–210. doi: 10.1080/00107530.2014880316

 100. Stern BL, Yeomans F, Diamond D, Kernberg OF. Transference-focused psychotherapy for narcissistic personality. J Pers Disord. (2013) 34(Suppl.):159–76. doi: 10.1037/14041-014

 101. Buchheim A, Hörz-Sagstetter S, Doering S, Rentrop M, Schuster P, Buchheim P, et al. Change of unresolved attachment in borderline personality disorder: RCT study of transference-focused psychotherapy. Psychotherapy Psychosomatics. (2017) 86:314–6. doi: 10.1159/000460257

 102. Clarkin JF, Cain NM, Lenzenweger MF. Advances in transference-focused psychotherapy derived from the study of borderline personality disorder: clinical insights with a focus on mechanism. Curr Opin Psychol. (2018) 21:80–5. doi: 10.1016/j.copsyc.2017.09008

 103. Doering S, Hörz S, Rentrop M, Fischer-Kern M, Schuster P, Benecke C, et al. Transference-focused psychotherapy v. treatment by community psychotherapists for borderline personality disorder: randomised controlled trial. Br J Psychiatry. (2010) 196:389–95. doi: 10.1192/bjp.bp.109070177

 104. Fischer-Kern M, Doering S, Taubner S, Hörz S, Zimmermann J, Rentrop M, et al. Transference-focused psychotherapy for borderline personality disorder: change in reflective function. Br J Psychiatry. (2015) 207:173–4. doi: 10.1192/bjp.bp.113143842

 105. Perez DL, Vago DR, Pan H, Root J, Tuescher O, Fuchs BH, et al. Frontolimbic neural circuit changes in emotional processing and inhibitory control associated with clinical improvement following transference-focused psychotherapy in borderline personality disorder. Psychiatry Clin Neurosci. (2016) 70:51–61. doi: 10.1111/pcn12357

 106. Tmej A, Fischer-Kern M, Doering S, Hörz-Sagstetter S, Rentrop M, Buchheim A. Borderline patients before and after 1 year of transference-focused psychotherapy (TFP): a detailed analysis of change of attachment representations. Psychoanal Psychol. (2020) 38:12–21. doi: 10.1037/pap0000302

 107. Sheppes G, Suri G, Gross JJ. Emotion regulation and psychopathology. Ann Rev Clin Psychol. (2015) 11:379–405. doi: 10.1146/annurev-clinpsy-032814-112739

 108. Koole SL, Rothermund K. “I feel better but I don't know why”: the psychology of implicit emotion regulation. Cogn Emotion. (2011) 25:389–99. doi: 10.1080/02699931.2010550505

 109. Cone J, Mann T, Ferguson M. Can we change our implicit minds? New evidence for how, when, and why implicit impressions can be rapidly revised. Adv Soc Psychol. (2017) 56:131–99. doi: 10.1016/bs.aesp.2017.03001

 110. Greenwald AG, Lai CK. Implicit social cognition. Ann Rev Psychol. (2020) 71:50837. doi: 10.1146/annurev-psych-010419-050837

 111. Cramer P. Defense mechanisms: 40 years of empirical research. J Pers Assess. (2015) 97:114–22. doi: 10.1080/00223891.2014.947997

 112. Hansen-Brown AA, Freis SD. Assuming the worst: Hostile attribution bias in vulnerable narcissists. Self Identity. (2019) 20:152–64. doi: 10.1080/15298868.2019.1609574



APPENDIX


Table A1. Model Fit Indices of all 20 structural equation models.
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This is the first study to examine psychotherapists' levels of defense mechanisms, their concurrent relationship with professional work-related stress (professional self-doubt and vicarious trauma), and how their levels of defense mechanisms predict the changes in these professional stresses over the course of 3 months since the start of the COVID-19 pandemic. Data from two online studies (Study 1; N = 105 and Study 2; N = 336), using two self-report measures of therapists' defense mechanisms (Defense Style Questionnaire-40 in Study 1 and Defense Mechanism Rating Scales Self-Report-30 in Study 2), are presented. Therapists reported higher levels of mature defense mechanisms, and lower levels of immature defense mechanisms, compared to published community and clinical populations assessed before and during the pandemic. Therapists' lower level of mature defense mechanisms and higher levels of neurotic and immature defense mechanisms were related to higher concurrent levels of vicarious trauma and professional doubt. Therapists who reported higher levels of mature defense mechanisms at 3-month follow-up showed less vicarious trauma and professional self-doubt at follow-up, after controlling for these professional stressors at baseline. Implications for clinical supervision and training are discussed. The context and professional challenges during the pandemic are unique and future replications of the results outside the pandemic context are warranted.

Keywords: defense mechanisms, therapist, COVID-19, vicarious trauma, professional self-doubt


INTRODUCTION

The concept of defense mechanisms has a long history in the field of psychology (Freud, 1894, 1936), in particular in the area of developmental psychology (e.g., Boldrini et al., 2020), psychopathology (Bond, 2004), and psychotherapy process and outcome research (e.g., Roy et al., 2009; Perry and Bond, 2012). Defense mechanisms, defined as automatic reactions to internal and external stressors or conflict, underlie a wide range of healthy and psychopathological phenomena (Perry, 2014). Individuals' choice of defense mechanisms is mostly involuntary, but the types of defense mechanisms used can lead to enormous differences in mental health and interpersonal effectiveness (Vaillant, 2020).

Defense mechanisms are categorized hierarchically based on their general level of adaptiveness (Perry, 1993; Perry and Bond, 2017). This hierarchy incorporates three overarching defense categories: (1) Mature defense mechanisms that include, for example, sublimation, altruism, anticipation, and humor; (2) Neurotic defense mechanisms that include intellectualization, undoing, isolation of affect, reaction formation, displacement, and repression; and (3) Immature defense mechanisms that include, for example, acting-out, splitting, projection, projective identification, idealization, devaluation, denial, passive-aggression, and help-rejecting complaining (Perry and Bond, 2017). In addition to these defense categories, many studies also report on overall defensive functioning (ODF); a summary variable consisting of the mean of each defense used, each weighted by its level. Lower ODF is generally associated with a greater number of symptoms, symptomatic behaviors and a wide variety of disorders (e.g., Drapeau et al., 2003; Kramer et al., 2013). Though all defense mechanisms are thought to protect the individual from anxiety, mature defense mechanisms do not threaten interpersonal relationships or distort reality as neurotic or immature defense mechanisms do.

Following the development of systematic assessment methods during the 1990s, recent studies have demonstrated a number of robust findings. There is ample research on therapists' judgments of patient defense mechanisms (e.g. Hendriksen et al., 2011), therapists' technique in response to patients' defense mechanisms (e.g., Winston et al., 1994; Siefert et al., 2006; Bhatia et al., 2016; Petraglia et al., 2017), accuracy of defense interpretation (Perry et al., 2012), and the role of patient's defense mechanisms and therapists' interventions in treatment alliance and treatment outcome (Despland et al., 2001). Improvement in the adaptiveness of defense mechanisms during psychotherapy is associated with greater adjustment and positive treatment outcome (e.g., Perry and Bond, 2012). Defense mechanisms are also a useful predictor of change in psychotherapy and have been shown to be malleable, with patients experiencing meaningful improvement in the type of defense mechanisms used after completion of psychotherapy (Babl et al., 2019). Recent findings demonstrated that defense mechanisms had a relevant impact on resilience to stressful life events, such as quarantining in response to the COVID-19 pandemic among community samples (DiGiuseppe et al., 2020a; Marazziti et al., 2020; Prout et al., 2020). However, with the exception of one study which showed that therapist trainees most frequently reported adaptive defense mechanisms (Adams and Riggs, 2008), little is known about therapists' own defensive functioning in normal professional circumstances or during the uniquely stressful time of the COVID-19 pandemic.

Although defense mechanisms generally become more salient when they are maladaptive, all human individuals use defense mechanisms in their daily lives (Cramer, 2008). Individuals tend to have certain default defense patterns that they use to manage distressing emotions and thoughts, but the use of specific defense mechanisms also depends on the circumstances, especially on the nature and level of distress (e.g., Perry et al., 2015; Békés et al., 2017). Stress has consistently been shown to be associated with the use of lower level defense mechanisms (e.g., Cramer, 2006; Perry et al., 2015), and those experiencing high levels of stress are likely to use more immature defense mechanisms than those experiencing less severe or no stress (Zimmerman et al., 2019).

Therapist factors play an important role in psychotherapy treatment outcomes. The fact that therapists differ significantly in their effectiveness, has mainly been examined by way of therapist effects, such as the interventions used, professional experience or training, and capacity for empathy (Constantino et al., 2017). It might also be important to consider other therapist factors on the personal qualities that are cross-situational and relatively constant across patients (i.e., inferred traits; see Beutler et al., 2004), such as the therapist's coping patterns, personality, attachment, and emotional wellbeing (Heinonen and Nissen-Lie, 2020). Indeed, interpersonal patterns that are characteristic to therapists showed the strongest evidence of a direct effect on the psychotherapy outcome (for a systematic review within the context of psychodynamic treatment outcomes, see Lingiardi et al., 2018). Similarly, Heinonen and Nissen-Lie, (2020), who systematically reviewed this literature across modalities, concluded that the most effective therapists are characterized by professionally cultivated, interpersonal capacities, which are likely rooted in their personal lives and attachment history.

The work of psychotherapy is known to be stressful for therapists, even in the best of times (Briggs and Munley, 2008) and working with patients triggers a range of emotional responses (Hayes et al., 2011). Many therapists also experience patient-contingent compassion fatigue and might subsequently experience burnout (Steel et al., 2015; O'Connor et al., 2018). It is thought that therapists' internal experiences and coping mechanisms may increase vulnerability to burnout (Simionato and Simpson, 2018). Therapists, for example, have a propensity to minimize their own vulnerability while continuing to expose themselves to excessive work pressures, to deny personal needs and emotions, and many are reluctant to set boundaries and ask for support. These factors appear to perpetuate the cycle of emotional exhaustion (Ledingham, 2015). Moreover, therapists themselves also experience their own emotional problems, such as anxiety and depression (Guy and Liaboe, 1986), and often pursue therapy for themselves (Orlinsky et al., 2011; Moe and Thimm, 2020).

The COVID-19 pandemic has posed a uniquely challenging situation for therapists (Aafjes-van Doorn et al., 2020a,b). This ongoing global crisis has had a significant negative impact on psychological distress and post-traumatic symptoms observed in both general and clinical populations (e.g., Prout et al., 2020; Tsamakis et al., 2020). When therapists empathically engage with these traumatized patients, they may experience a cumulative and deleterious effect through vicarious traumatization (McCann and Pearlman, 1990; Békés et al., 2020). From research on previous disasters, such as in Hurricane Katrina (Culver et al., 2011) or 9/11 (Boscarino et al., 2004), we know that the experience of vicarious trauma is especially impactful when therapists and patients are simultaneously experiencing a disaster. Moreover, in addition to managing widespread societal and health concerns, and often treating traumatized patients, therapists also suddenly had to adapt to providing online therapy during the current crisis (Békés et al., 2020). Transitioning from in-person to online therapy, without much time to access training or support, might make therapists less certain about their professional (clinical and technical) capacities and competencies (Aafjes-van Doorn et al., 2020a). Thus, given the generally increased stress during the time of COVID-19, when therapists are exposed to higher levels of patient distress and the sudden professional transition to an online format, they might revert to using lower level, less mature defense mechanisms.

Thus, therapists' experiences of professional self-doubt and vicarious trauma during the pandemic are likely to be affected by not only the external circumstances of the pandemic and by working online during this stressful time, but also their way of coping with these stresses. Examining therapists' use of defense mechanisms is especially important given that it might not only impact their experience of professional self-doubt and vicarious trauma and mental health in general, but also the quality of care they are able to provide to their patients.

Defense mechanisms serve a protective function in helping to maintain psychological integrity in the face of threat and are instrumental in determining ongoing adjustment to trauma (Punamaki et al., 2002). Although research examining specific defense mechanisms in relation to professional experiences, such as vicarious traumatization among therapists is lacking, vicarious traumatization has shown to be related to the level of defensive functioning among a sample of therapist trainees (Adams and Riggs, 2008). Also, recent studies have reported that therapists with healthy coping styles characterized by active, problem-focused strategies reported fewer PTSD symptoms, less vicarious traumatization, less negative affect, fewer disruptions in self-trust schemas, and less burnout than those with avoidant or emotion-focused coping styles (e.g., Schauben and Frazier, 1995).

This paper describes two studies—one cross sectional and one longitudinal. The aims of these studies were to address the following research questions: (1) What type of defense mechanisms did therapists use during the early days of the COVID-19 pandemic, as measured by two different defense mechanism assessment measures?; (2) How did therapists' defense mechanisms relate to their experiences of professional self-doubt and vicarious trauma when providing online therapy during the COVID-19 pandemic?; and (3) Were therapists' defense mechanisms related to their professional adaptation over the course of the first 3 months of the pandemic, as measured in Study 2?

We expected that therapists on average would report the use of relatively adaptive, mature defense mechanisms, and that higher levels of mature defense mechanisms would be related to less professional self-doubt and less vicarious traumatization experiences. We also hypothesized that therapists who used less adaptive defense mechanisms (i.e., relied more on defense mechanisms within the neurotic or immature defense categories) would show greater vulnerability to work-related stresses. We predicted that the type of defense mechanisms used would predict professional adaptation over time, in that therapists who use defense mechanisms in the mature defense category would experience more positive changes (reduction of professional-doubt and vicarious trauma experiences) over time compared to therapists who relied on neurotic or immature defense mechanisms.



METHODS


Procedures

The two studies reported here represent two separate recruitment efforts of very similar online surveys. Both studies collected data during the COVID-19 pandemic. For Study 1, therapists were recruited between March 25 and May 17, 2020 (soon after the pandemic was declared by the World Health Organization and therapists had to suddenly transition to online therapy), via national and international professional listservs and individual contacts. For Study 2, therapists were recruited between April 11th and June 16th 2020 (in the early months of the pandemic outbreak in the United States) via additional professional email listservs for psychoanalysts and psychodynamically oriented clinicians, and social media outlets including Linkedin and Facebook.

In both these studies, interested therapists were directed to an online survey platform with additional information about the study. Therapists providing online therapy were eligible to participate. After providing consent, participants were directed to an online survey that included standardized scales in a fixed order, which took approximately 15 min to complete. The eligibility criteria, online consent procedures, and survey length were the same in both studies. Both studies were approved by [the local—omitted for peer review] Institutional Review Board. Other previous publications on this dataset have reported on the change in professional experiences over time (Aafjes-van Doorn et al., 2021).



Measures

The online surveys in the two studies presented in this paper included the same individual items and standardized measures of professional self-doubt and vicarious trauma as well as additional scales unique to each study. Defense mechanisms were measured by different self-report measures in each study. For Study 1, therapists' defense mechanisms were assessed using the Defense Style Questionnaire-40 (DSQ-40; Andrews et al., 1993), because it was the most widely used defense measure in the literature. In Study 2, therapists' defense mechanisms were assessed using the newly developed Defense Mechanisms Rating Scale-Self Report-30 (DMRS-SR-30; DiGiuseppe et al., 2020a), because this promising newer measure, in contrast with the DSQ, provides an ODF metric. The DMRS-SR-30 has also been used in several large-scale COVID community studies and thus allows us to report on direct comparisons within the pandemic context. In both studies, the defense measure was administered once. In Study 1, a cross-sectional study, the defense measure (DSQ-40) was included. In Study 2, a longitudinal design, the defense measure (DMRS-SR-30) was part of the follow-up survey (to reduce the burden on participants who completed the lengthy baseline survey, the defense measure was only included in the shorter follow-up survey). Given the overlap in measures and similarity in study design, it was deemed most informative to report on these therapist-defense findings in conjunction in this manuscript, rather than in two separate manuscripts. We thus avoided piece-meal publications of these two studies.


Professional Self-Doubt

The Professional Self-Doubt scale (PSD; Nissen-Lie et al., 2017) is a nine-item scale derived from the larger Development of Psychotherapists Common Core Questionnaire (DPCCQ; Orlinsky et al., 1999). The PSD assesses therapists' level of uncertainty in their ability to be helpful for a patient by items such as feeling “Afraid that you are doing more harm than good in treating a client,” or “Distressed by powerlessness to affect a patient's tragic life situation.” Items are rated on a six-point Likert scale from 0 (never) to 5 (very often), with higher scores indicating more professional self-doubt. The PSD was assessed in Study 1 and at both timepoints in Study 2, Cronbach's α were 0.91 in Study 1 and 0.90 and 0.85 in Study 2.



Vicarious Trauma

The Vicarious Trauma Survey (VTS; Vrklevski and Franklin, 2008) is a self-report measure of subjective distress related to working with traumatized clients. The VTS includes eight items, from which the first two are screening questions about vicarious trauma exposure (e.g., “My job involves exposure to distressing material and experiences”), whereas the other six items ask about distress due to the exposure (e.g., “It is hard to stay positive and optimistic given some of the things I encounter in my work.”). In the present study only the six distress items were calculated without the two screening items (see Aparicio et al., 2013). Items are rated on a 7-point Likert scale from Strongly Disagree (1) to Strongly Agree (7), higher scores indicating more distress. The VTS has strong psychometric properties (Michalopoulos and Aparicio, 2012; Aparicio et al., 2013; Benuto et al., 2018). The PSD was assessed in Study 1 and at both timepoints in Study 2, Cronbach's α were 0.72 in Study 1 and 0.76 and 0.73 in Study 2.



Defense Mechanisms
 
Defense Style Questionnaire-40

In Study 1, defense mechanisms were assessed using the Defense Style Questionnaire-40 (DSQ-40; Andrews et al., 1993). The DSQ is the most widely used self-report measure of defense mechanisms (DiGiuseppe et al., 2020a). The DSQ is a 40-item self-report inventory that assesses individual defense mechanisms, structured into three defense categories: mature (8 items), neurotic (8 items), and immature (24 items). The DSQ uses a 9-point Likert scale from Strongly disagree (1) to Strongly agree (9). The DSQ-40 has strong psychometric properties, albeit the factor structure has been critiqued (e.g., Prout et al., 2018). Several researchers have reported difficulty in replicating the three-factor structure of the DSQ-40 (Trijsburg et al., 2000; Ruuttu et al., 2006; Prout et al., 2018; Tapp et al., 2018), to the extent that it is recommended not to use the DSQ subscales, without additional factor-analytic procedures on data obtained from the DSQ-40 (Wilkinson and Ritchie, 2015). The DSQ-40 was administered as part of the baseline survey. Cronbach's α for the DSQ total score was 0.91 in our study.



Defense Mechanisms Rating Scale-Self Report

In Study 2, defense mechanisms were assessed with the newly developed Defense Mechanisms Rating Scale-Self Report-30 (DMRS-SR-30; DiGiuseppe et al., 2020a). The DMRS-SR-30 is a self-report version of the observer-rated Defense Mechanisms Rating Scales (DMRS; Perry, 1990; Perry and Henry, 2004), both assess defense mechanisms across the hierarchy described in the DSM-IV (American Psychiatric Association, 1994). The DMRS-SR-30 uses a 5-point Likert scale ranging from Not at all (0) to Very often or Very much (4). The measure provides scores for three defense categories (Mature, Neurotic, Immature) based on 28 individual defense mechanisms, and a score for ODF. The psychometric properties of the DMRS-SR-30 show strong criteria and concurrent validity as well as convergent and divergent validity (DiGiuseppe et al., 2020a,b). The DMRS-SR-30 was administered as part of the follow-up survey. Cronbach's α in the present study was 0.85.




Demographics

Individual demographic items that were assessed in both studies included age, gender, race/ethnicity, highest degree, treatment orientation and setting, patient population, licensure, years of experience, number of patients, previous online therapy experience (yes/no), and previous training in online therapy (yes/no).




Data Analysis

Standardized measures did not contain missing data because of the forced-choice logic of the online survey in Study 1 and Study 2. A small sample of participants (N = 26) completed both surveys for both Study 1 and Study 2; to maximize statistical power, these participants were included in the data analyses on aggregated means for both studies. We used the full sample of 105 psychotherapists in the analyses for Study 1 because all participants completed all standardized measures reported here. For Study 2, there was no missing data for the DMRS-SR-30 variables, but there was missing data for vicarious trauma and professional self-doubt. Therefore, we reported on the DMRS-SR-30 scores for all participants (N = 366), whereas the sample sizes of the correlations and regressions that included other variables were smaller (N = 178 for VTS, N = 169 for PSD). The completion rates of the VTS and PSD were lower because these measures were added midway through the data collection. The therapists who completed all measures did not differ significantly on therapist characteristics from those who did not complete the VTS and PSD in Study 2.

To answer the first research question, descriptive statistics of the three defense levels for both studies were reported. For the second research question, concurrent associations between defense categories and professional experiences for Study 1 and Study 2 were assessed using Pearson correlations. Because defense mechanisms were assessed only once in each study (at baseline in Study 1 and at follow-up in Study 2), the concurrent correlations were reported for the VTS and PSD data at the start of the pandemic (Study 1) and the VTS and PSD data at 3-month follow-up (Study 2).

For the third research question, the data from Study 2 was used to examine whether the use of defense mechanisms reported at the 3-month time point could predict reported professional experiences (VTS and PSD) at this same time point while controlling for experiences of professional self-doubt and vicarious trauma during the initial weeks of the pandemic, by using stepwise linear regression models. For completeness, paired sample t-tests to establish changes in vicarious trauma and professional self-doubt over time in Study 2 were reported. All the data were analyzed using IBM SPSS Statistics 25. Results for Study 1 and Study 2 will be reported sequentially.




RESULTS


Study 1: Therapists' Defense Mechanisms During the Initial Weeks of the COVID-19 Pandemic
 
Therapist Characteristics (N = 105)

Therapists' mean age was 48.27 years old (SD = 15.78, range = 25–79). Most of the therapists were White (N = 90, 85.7%) and female (N = 92, 87.6%) and lived in the United States at the time of the survey (N = 93, 88.6%). Most therapists had received training as professional psychologists (N = 75, 71.4%). Most of them were licensed (N = 89, 84.8%) and relatively experienced (N = 69, 65.7% with more than 9 years of experience). Almost half of the participating therapists had no experience with online therapy prior to the pandemic (N = 47, 44.8%). See Table 1 for a more detailed description of the therapists' characteristics.


Table 1. Therapist characteristics in studies 1 and 2.
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Therapists' Defense Mechanisms

Therapists reported a relatively high level of use of mature defense mechanisms (M = 6.18, SD = 0.87) as well as a relatively lower level of neurotic defense mechanisms (M = 4.20, SD = 0.88) and immature defense mechanisms (M = 2.69, SD = 0.81). Compared to the populations studied in the literature, therapists reported a significant lower level of immature defense use than community adults and neurotic patients in outpatient services (Sammallahti et al., 1996; Granieri et al., 2017). Therapists in Study 1 also reported higher use of mature defense mechanisms than the community sample reported by Granieri et al. (2017), but this difference was not significant when compared to another community sample or a neurotic patient sample. Therapists' reported neurotic defense use did not consistently differ from other samples (see Table 2).


Table 2. Independent samples t-tests comparing therapists' defense mechanisms (DSQ-40) in study 1 to other samples.
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Concurrent Associations With Experience of Professional Self-Doubt and Vicarious Trauma

The descriptive statistics of experience of professional self-doubt and vicarious trauma and their Pearson correlations with the three defense categories are presented in Table 3. Immature defense mechanisms and neurotic defense mechanisms were positively related with professional self-doubt (r = 0.30, p = 0.002; r = 0.22, p = 0.03, respectively). Neurotic defense mechanisms were also positively associated with the level of experienced vicarious trauma (r = 0.23, p = 0.02).


Table 3. Pearson correlations between therapists' defense mechanisms (DSQ-40), professional self-doubt, and vicarious trauma in study 1 (N = 105).
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Study 2: Therapists' Defense Mechanisms Three Months Into the COVID-19 Pandemic
 
Therapist Characteristics (N = 336)

Therapists' mean age in this sample was 50.05 years old (SD = 16.31, range = 22–84). Most of the participants were White (n = 291, 83.6%) and female (n = 260, 77.8%). Most of them lived in the United States (N = 278, 82.7%). The therapists were mostly trained as psychologists (N = 185, 55%), licensed (N = 283, 84.2%), and relatively experienced (N = 241, 71.5% with more than 9 years of experience). Most of them saw patients in private practice before the pandemic (N = 263, 78.3%) and worked with populations of adults (N =320, 95.2%) and adolescents (N =145, 43.2%). Approximately half of the participants had experiences providing online therapy prior to the pandemic (N =156, 46.5%). See Table 1 for a more detailed description of therapist characteristics.



Therapists' Defense Mechanisms

Similar to findings in Study 1, therapists reported high levels of mature defense mechanisms (M = 56.49, SD = 13.25) and relatively low levels of neurotic defense mechanisms (M = 21.04, SD = 6.92) and immature defense mechanisms (M = 10.12, SD = 5.35). The therapists' ODF (M = 5.71, SD = 0.50) indicated an average healthy (“healthy-neurotic,” Perry and Henry, 2004) functioning (Table 4). The ODF in our therapist sample was comparable to a community sample in Italy during the first week of lockdown (DiGiuseppe et al., 2020a,c), and significantly higher than an Italian sample of mostly students during the second month of the pandemic (DiGiuseppe et al., 2020c). Additionally, consistent with results in Study 1, therapists reported a significantly lower level of immature defense mechanisms than both community samples during pandemic (DiGiuseppe et al., 2020a,c), see also Table 4. Therapists reported a higher use of mature defense mechanisms than the community student sample and a higher use of neurotic defense mechanisms than the community adult sample (see Table 4).


Table 4. Independent samples t-tests comparing therapists' defense mechanisms (DMRS-SR-30) in study 2 to other samples.
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While the majority of therapists (N = 218, 64.9%) reported healthy or superior functioning (ODF ≤ 5.5), a relatively large proportion (N = 93, 27.7 %) of therapists' defensive functioning fell into the range associated with neurotic character and symptoms disorders (5 ≤ ODF < 5.5). Finally, we identified a small percentage of therapists (N = 25, 7.4%) whose ODF fell into the lowest range, associated with personality disorders or acute depression (ODF < 5.0).



Concurrent Associations Between Defense Mechanisms and Experience of Professional Self-Doubt and Vicarious Trauma

The reported mean scores of the variables in Study 2, as well as the associations between experience of professional self-doubt and vicarious trauma and the three categories defense mechanisms, and ODF are presented in Table 5. Three months after the beginning of the pandemic, professional self-doubt and vicarious trauma experiences were negatively related with mature defense mechanisms (r = −0.40, p < 0.001, and r = −0.44, p < 0.001, respectively) and ODF (r = −0.37, p < 0.001, and r = −0.30, p < 0.001, respectively) while being positively related with neurotic defense mechanisms (r = 0.24, p = 0.003, and r = 0.25, p = 0.001, respectively).


Table 5. Pearson correlations between therapists' defense mechanisms (DMRS-SR-30), professional self-doubt, and vicarious trauma in study 2 (N = 336).
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Longitudinal Associations Between Defense Mechanisms and Experience of Professional Self-Doubt and Vicarious Trauma

Professional doubt significantly decreased over 3 months [t(168) = 23.53, p < 0.001], whereas reported levels of vicarious trauma did not change significantly [t(175) = 1.54, p = 0.127]. Given the significant correlations between defense mechanisms, professional self-doubt, and vicarious trauma, we conducted linear regression models to see if defense mechanisms (the total ODF score or the three defense categories) predicted these experiences of professional self-doubt and vicarious trauma at the 3-month time point, after controlling for professional self-doubt and vicarious trauma at the initial timepoint (i.e., early weeks of the pandemic). The results from the regression models, controlling for scores of professional self-doubt and vicarious trauma at the initial weeks of the pandemic, are presented in Table 6. After controlling the contribution of vicarious trauma at the early weeks of the pandemic, the ODF at the 3-month time point negatively predicted vicarious trauma (B = −0.36, SE = 0.13, t = −2.71, p = 0.01, ΔR2 = 0.03), with higher levels of defense functioning predicting lower levels of vicarious trauma. Similarly, the ODF at the 3-month time point also negatively predicted professional self-doubt (B = −0.35, SE = 0.09, t = −3.72, p < 0.001, ΔR2 = 0.05), after controlling for the significant contribution of professional self-doubt at the early weeks of the pandemic. Regarding the three categories of defense mechanisms (i.e., mature, neurotic, and immature), mature defense mechanisms at the 3-month measurement point negatively predicted vicarious trauma (B = −2.17, SE = 0.85, t = −2.56, p = 0.01, ΔR2 = 0.03) after controlling for the contribution of vicarious trauma, earlier in the pandemic, with higher use of mature defense mechanisms predicting lower levels of vicarious trauma. Similarly, after controlling for the significant contribution of professional self-doubt in the initial weeks of the pandemic, mature defense mechanisms after 3 months negatively predicted the experienced professional self-doubt at that same time (B = −1.16, SE = 0.58, t = −2.01, p = 0.046, ΔR2 = 0.06). In contrast, neither neurotic defense use, or immature defense use were associated with experiences of professional self-doubt and vicarious trauma in the regression model.


Table 6. Regression analyses of therapists' overall defensive functioning and defense mechanisms predicting change in therapists' experiences of professional self-doubt and vicarious trauma.
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DISCUSSION

To our knowledge, this is the first study to focus on defensive functioning among psychotherapists. Our aim was to assess defense mechanisms used by therapists during the early days and months of the pandemic, and to establish the concurrent relationship between use of defense mechanisms and experiences of professional self-doubt and vicarious trauma, as well as the relationship between defense mechanisms and change in these professional stressors over time. We reported on two recruitment efforts of two similar online surveys completed by therapists in the early days of the pandemic (Study 1) and 3 months into the pandemic (Study 2), using two different self-report measures of defense mechanisms, the DSQ-40 (Andrews et al., 1993) and the DMRS-SR-30 (DiGiuseppe et al., 2020b) respectively.

In response to the first research question, the results of both studies indicated that therapists reported relatively healthy levels of defense mechanisms during the pandemic. Therapists reported higher levels of mature defense mechanisms, and lower levels of immature defense mechanisms, compared to published community and clinical populations assessed before and during the pandemic. In Study 1, therapists on average reported higher levels of relatively adaptive, mature defense mechanisms and lower levels of neurotic and immature defense mechanisms, compared to published DSQ data on neurotic patient samples and community samples outside the pandemic (Sammallahti et al., 1996; Granieri et al., 2017). Similarly, in Study 2, therapists reported relatively healthy use of defense mechanisms, compared to other DMRS-SR-30 studies conducted during the pandemic. More specifically, therapists in Study 2 reported higher levels of ODF and higher levels of mature defense mechanisms than a small, Italian, young adult sample (DiGiuseppe et al., 2020a), but no significant difference with an Italian adult community sample (DiGiuseppe et al., 2020c). The therapists in Study 2 also reported lower levels of immature defense mechanisms than these young adult and adult community samples, and higher levels of neurotic defense mechanisms than the Italian community adults during the pandemic. Notably, defense levels among the therapists in both studies also varied greatly, ranging from low levels, usually associated with personality disorders and acute depression, through levels associated with neurotic character and symptom disorders, to healthy and superior level functioning (Perry and Henry, 2004).

In answer to our second research question, we found that therapists' lower level of mature defense mechanisms and higher levels of neurotic and immature defense mechanisms were related to higher concurrent levels of vicarious trauma and professional doubt. In other words, therapists who used less adaptive defense mechanisms showed greater vulnerability to professional self-doubt and vicarious trauma, whereas more adaptive defense mechanisms appeared to protect from these experiences. This relationship between defense mechanisms and professional stress was found in both studies, using two different defense mechanism rating scales. These results are in line with previous research showing that therapist trainees who used relatively mature defense mechanisms (as measured by the DSQ) reported fewer vicarious trauma symptoms (Adams and Riggs, 2008). This implies that by the use of mature, adaptive defense mechanisms, therapists may be able to manage the stress induced by the traumatic material they are exposed to in sessions, and thus decrease the likelihood of experiencing vicarious trauma. In contrast, the use of lower level, less adaptive defense mechanisms (neurotic, immature) increases the likelihood of more intense vicarious traumatization. More generally, this found association between neurotic and immature defense mechanisms and professional stress in therapists, fits with the literature on neurotic and immature defense mechanisms and psychological distress in the general population (related to anxiety in the general population; Mohamadpour, 2009; related to psychiatry residents' level of burnout; Hurşitoglu et al., 2019).

With regards to the third research question, therapists who reported higher levels of mature defense mechanisms at the 3-month follow-up in Study 2 showed less vicarious trauma and professional self-doubt at follow-up, after controlling for the level of these professional stresses at baseline. More specifically, higher ODF, as well as more mature defense mechanisms were associated with less professional self-doubt and vicarious trauma 3 months later, even when controlling for levels of these professional challenges during the initial weeks of the pandemic.

Previous studies have already shown that in patient and community populations, more adaptive defense mechanisms are related to better psychological functioning and less symptomatology (e.g., Perry and Bond, 2012), and studies during the pandemic supported these findings (e.g., DiGiuseppe et al., 2020a; Prout et al., 2020). Our results are in line with these results in that they indicate a positive relationship between the adaptiveness of therapists' defense mechanism and their experience of professional challenges like professional self-doubt and vicarious trauma. Our findings suggest that therapists' reported defense mechanisms may reflect their varying ability to cope with various professional stresses at the time of uncertainty and transition at the beginning of a global pandemic, as well as to adapt to the stresses over time.

When interpreting our results regarding therapists' defense mechanisms, and especially of those whose defense mechanisms fell into a lower range, it is important to keep in mind that data collection occurred during a global pandemic and in the midst of transitioning to provide online therapy. These particular circumstances inevitably color the picture. Our results may only reflect therapists' defensive functioning in the context of various personal and professional challenges. Given that stress is associated with the use of less mature defense mechanisms (Cramer, 2006; Perry et al., 2015), it is possible that therapists would have reported the use of more mature and less immature defense mechanisms outside the pandemic.

Keeping this in mind, there was a relatively high proportion of therapists in this sample whose ODF fell into a range often associated with neurotic and symptom disorders, and a small subsample of therapists whose ODF was at a low level, usually associated with personality disorders or acute depression. The prevalent use of maladaptive defense mechanisms is linked not only to symptomatology but, as our study has demonstrated, to experiences of professional self-doubt and vicarious trauma as well. The importance of therapists' defense mechanisms extends to the professional lives of therapists and the use of defense mechanisms likely has an impact on how they experience the practice of psychotherapy, and possibly the quality of support they provide to their patients.

Understanding characteristics of therapists that might explain their differences in outcome is a pressing task. Besides helping to better understand how psychotherapy works, knowledge on the characteristics of effective therapists could have other practical value. Insofar as adaptive defenses are trainable and defense-use is modifiable, training programs and supervision could be geared toward nurturing the use of more adaptive defenses. Also, merely being aware of these beneficial characteristics might help therapists monitor themselves in developing the qualities shown to improve outcomes via reflective and deliberate practice (Goldberg et al., 2016).

Similar to the advice given to patients, it might be important to provide professional and personal support to help therapists manage pandemic-related stress. Training on how to transition effectively to an online therapy format might be helpful in decreasing the overall stress of online work and may help increase therapists' professional confidence. Practicing self-care strategies and seeking out personal therapy, could improve therapists' ability to cope with the stress and trauma they experience during their online sessions during the pandemic and beyond.

Furthermore, therapists might benefit from identifying their own individual tendencies to use certain defense mechanisms when they experience stress, in and outside the professional context. Using an increased range of mature defense mechanisms might help build resilience and flexibility for adapting to future professional and societal challenges. These types of psychoeducation and personal-professional reflections could be integrated into graduate training curriculum and become part of supervision sessions, thereby helping to avoid high levels of professional self-doubt and vicarious traumatization during trainees' clinical practice and burnout later in their careers. Addressing therapists' use of defense mechanisms is especially important, given that therapists' professional stresses can also have a negative impact on the therapy process and ultimately treatment effectiveness (Sexton, 1999; Nissen-Lie et al., 2017).



LIMITATIONS

Despite this unique contribution, several methodological limitations apply to our study. First, given that this study did not include a control group of online therapists assessed before the COVID-19 context, it is not clear if the therapist defense mechanisms and professional stresses reflect the intensity of the pandemic context, or if these associations would also emerge under normal professional and personal circumstances. It is therefore important to replicate this study outside of pandemic-times. Second, therapists' defense mechanisms were measured at one time point only (not repeated across measurement points), therefore it remains unclear if therapists revert to different more or less adaptive defense mechanisms over time. It is possible that many therapists become resilient and are able to tap into their pre-pandemic resources, whereas other therapists might experience accumulating stress over time (Aafjes-van Doorn et al., 2021), and revert to more maladaptive defense mechanisms as the pandemic continues. Third, a well-known limitation, common to all survey research, is that all variables were self-reported responses, which means that the relationship between these variables might have been spuriously inflated. Moreover, there is an inherent difficulty of assessing defense mechanisms through self-report measures (DiGiuseppe et al., 2020b) as the use of many defense mechanisms is relatively automatic and outside of awareness (Perry and Henry, 2004). However, both the DSQ-40 and the DMRS-SR-30 have been shown to have strong reliability and validity, and there is evidence that their results are comparable to observer-rated methods (DiGiuseppe et al., 2020b).

It also would have been helpful to have used the same defense measure for both samples of therapists, so that the samples could have combined into one large sample. Arguably, using two different defense measures has been valuable in itself, especially given that each measure has its own limitations. The DSQ, used in Study 1, has been widely used among patients and community samples, however, its face validity (e.g., Chabrol et al., 2005) and the factor structure has been criticized in the literature (e.g., Prout et al., 2018). The DMRS-SR-30 is newer and less widely used, but appears to be psychometrically stronger (e.g., DiGiuseppe et al., 2020a). Another limitation of the reported data is that in Study 2 only a subsample of DMRS-SR-30 completers were asked to complete the VTS and PSD. This was caused by the researcher's belated decision to add these measures to the survey, and does not represent missing data per se; nevertheless, it does limit the sample size of these correlations.

Regardless of the measure itself, statistically assessing defense mechanisms is intrinsically difficult. Studying defense mechanisms as they are manifested in internal experiences and behavior clouds the distinction between constructs (explanatory terms) and phenomena (empirical referents) (Mihalits and Codenotti, 2020).

Furthermore, although reflecting an international sample of therapists, the samples in the two studies are less diverse in other dimensions, such as race, educational level, and access to technology. Our recruitment efforts reflect convenience sampling, without equal subsamples of trainees, licensed clinicians, and those with or without training in online therapy. Further studies on larger and multicultural therapist samples are underway and might help to test if the prevalence of defense mechanisms, and their associations with therapists' experiences of professional self-doubt and vicarious trauma are generalizable to the therapist profession more widely.



CONCLUSION

This study provides unique information about the therapists' use of defense mechanisms and experiences of professional self-doubt and vicarious trauma amidst a global pandemic. Therapists reported relatively adaptive levels of defense mechanisms, compared to published community and clinical populations assessed before and during the pandemic. During the initial weeks of the pandemic, as well as 3 months into the pandemic, adaptive defenses appeared as protective factors against experiencing vicarious trauma and professional doubt, whereas less adaptive (neurotic and immature) defenses appeared as risk factors of these professional stresses. Therapists who reported higher levels of adaptive defense mechanisms 3 months into the pandemic, showed reduced levels of vicarious trauma and professional self-doubt in these 3 months. Providing professional and personal support to therapists might help improve their psychological functioning and help manage their experiences of professional self-doubt and vicarious trauma, and ultimately help therapists to provide optimal care for their patients. Future replications of studies assessing therapists' defense mechanisms, as well as their relationship with professional stresses outside the pandemic context are warranted.
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Defense mechanisms are relevant indicators of psychological functioning and vulnerability to psychopathology. Their evaluation can unveil individuals' unconscious strategies for mediating reactions to emotional conflict and external stressors. At the beginning of their journey toward gender reassignment, individuals diagnosed with gender dysphoria (GD) may experience conflict and stressful experiences that trigger a wide range of defense mechanisms. Mature defenses may strengthen these individuals as they travel along this important path, while neurotic and immature defenses may exacerbate their body dissatisfaction (BD) and hinder their processing of change. Only a few studies have investigated self-reported defensive functioning in transgender people, finding a higher frequency of maladaptive defense mechanisms relative to controls. The present study was the first to apply an in-depth clinician-rated tool to assess the entire hierarchy of defense mechanisms within a sample of transgender people. Defensive functioning and personality organization were assessed in 36 individuals diagnosed with GD (14 trans women, 22 trans men, mean age 23.47 years), using the Defense Mechanisms Rating Scales (Perry, 1990) and the Shedler-Westen Assessment Procedure-200 (Shedler et al., 2014). Body uneasiness was assessed using the Body Uneasiness Test (BUT; Cuzzolaro et al., 2006). The findings showed that defensive functioning correlated positively with healthy personality functioning and negatively with BD. Compared to cisgender controls, participants with GD who presented greater defensive functioning were found to be more immature and to demonstrate significant differences in many levels of functioning. The clinical implications of the results suggest that psychological interventions aimed at improving defensive functioning in individuals with GD will be important in helping them manage the challenges posed by their gender transition.

Keywords: defense mechanisms, gender dysphoria, transgender, personality, body satisfaction


INTRODUCTION

Gender dysphoria GD; American Psychiatric Association. (2013) is a condition in which individuals experience distress due to an incongruence between their gender identity (or experienced/expressed gender) and the gender that was assigned to them at birth1. Over the past decade, GD has received increased research attention, and it is now considered a multi-factorial construct integrating biological, psychological, and social factors (De Vries and Cohen-Kettenis, 2012). Research has shown (for a review, see Dhejne et al., 2016) that the population of individuals with GD is heterogenous and vulnerable to several psychological challenges. In particular, recent studies have highlighted the risk for individuals with GD to suffer from several Axis I psychiatric disorders, such as depression, anxiety, and substance disorders (de Freitas et al., 2020). Mixed findings have been reported for Axis II personality disorders (PDs), with prevalence rates for this population ranging from 4.3% (Fisher et al., 2013) to 81.4% (Mazaheri Meybodi et al., 2014). Several studies involving transgender youth have highlighted the risk for this population of developing eating disorders or eating disorder symptoms (e.g., Feder et al., 2017), and for engaging in self-harming behavior and suicidal ideation and attempts (e.g., Aitken et al., 2016). Furthermore, recent studies have identified a potential link between GD and autism spectrum disorders (Hisle-Gorman et al., 2019; Warrier et al., 2020); however, this association is highly debated by experts in the field (e.g., Turban and van Schalkwyk, 2018).

As several studies have shown, body dissatisfaction (BD), which consists of negative feelings toward one's body and a negative evaluation of one's appearance, may be a key factor in the development of psychopathology (Bandini et al., 2013). Indeed, research (Vocks et al., 2009; Couturier et al., 2015; Witcomb et al., 2015; Becker et al., 2016; Jones et al., 2016; Mirabella et al., 2020) has reported that BD in individuals with GD extends beyond non-sexual body parts and, therefore, represents a significant source of suffering. Moreover, many studies have noted that the distress associated with BD may be increased in transgender people, due to discrimination and stigma in their life contexts (e.g., Clements-Nolle et al., 2006; Ristori and Steensma, 2016; Giovanardi et al., 2018, 2020a; Fortunato et al., 2020).

Gender-affirming treatments (e.g., social transition, whereby an individual adopts a name, pronoun, clothing, and hairstyle associated with their affirmed gender; Olson-Kennedy, 2016; Olson-Kennedy et al., 2016; Sherer, 2016) and hormonal and surgical interventions to modify the body according to one's affirmed gender have been found to significantly improve transgender people's mental health and well-being (Coleman et al., 2012). Recent reviews (Costa and Colizzi, 2016; Nguyen et al., 2018) have demonstrated that individuals with GD who have access to gender-affirming treatments present improvements in mental health outcomes and psychological well-being, including lower levels of anxiety and depression, perceived and social distress, personality-related psychopathology, suicidality, and higher quality of life, self-esteem, and body satisfaction. However, as several psychological guidelines and research studies underline (Bockting et al., 2006; Coleman et al., 2012; Giovanardi et al., 2019), gender transition and hormonal therapy can affect mood and PDs both positively and negatively (Matthys et al., 2021).

In this regard, the latest version of the Standards of Care for the Health of Transsexual, Transgender, and Gender Non-conforming People (SOC-7; Coleman et al., 2012), by the World Professional Association for Transgender Health (WPATH), and the Guidelines for Psychological Practice with Transgender and Gender Non-conforming People (American Psychiatric Association., 2015), published by the American Psychological Association (APA), underline the importance of adopting a multidisciplinary approach for the care of transsexual, transgender, and gender non-conforming people. The guidelines encourage the use of both physical (e.g., primary care, gynecologic and urologic care, reproductive options) and mental health support (e.g., assessment, counseling, psychotherapy) to maximize transgender people's overall health, psychological well-being, and self-fulfillment. Nonetheless, research on the protective and predictive factors of psychologically positive outcomes within gender transitions is scarce (Dhejne et al., 2016). In particular, the role of defense mechanisms, which are important mediators of psychological adjustment (Perry et al., 2019), is understudied in this population.

The DSM-5 conceptualizes defense mechanisms as “mechanisms that mediate the individual's reaction to internal or external stressors” (American Psychiatric Association., 2013). Such mechanisms are automatic processes that operate partially or wholly outside of an individual's awareness (Cramer, 1998). However, they may be identified in conversation by presenting an apparent incongruity with the outward meaning of the communication (Perry, 2014). Defense mechanisms can be both healthy and psychopathological, and they have been organized into a hierarchy based on their defensive function and level of adaptation (American Psychiatric Association., 1994; Vaillant, 1995). According to the gold-standard theoretical approach to the study of defense mechanisms (Vaillant, 1992, 2020; Perry, 2014), the Defense Mechanisms Rating Scales (DMRS; Perry, 1990) were developed to provide a valid and reliable observer-rated qualitative and quantitative assessment of 30 defense mechanisms, organized into 7 defense levels, 3 defensive categories, and an index of Overall Defensive Functioning (ODF). The ODF represents an overall summary measure, indicating the subject's level of defensive maturity (Perry and Bond, 2012).

Research has demonstrated the importance of the systematic assessment of defense mechanisms (Vaillant, 2020; Tanzilli et al., 2021). For instance, mature defenses (e.g., anticipation, humor, self-assertion) mitigate negative emotions and representations associated with conflict and distress (MacGregor and Olson, 2005; Martino et al., 2020), whereas immature defenses (e.g., splitting, denial, passive aggression) are linked to maladaptive personality traits at the base of several forms of psychopathology (Zimmerman et al., 2019; Boldrini et al., 2020; Perry et al., 2020). Several studies have shown that defense styles contribute significantly to individual differences in responses to stressful environments (Vaillant, 1992; Schulz et al., 2005; Cramer, 2006; Prout et al., 2020; Conversano, 2021; Di Giuseppe et al., 2021). Individuals with GD may be subject to numerous stressful events, due to social discrimination and stigma. The gender transition, itself, entailing massive changes to the body and many aspects of psychological functioning (e.g., emotion regulation), may produce a further risk factor for psychological adaptation.

As recommended by the international guidelines (Coleman et al., 2012), transgender people should have access to psychological resources both during and after their gender transition, to help them cope with any side effects of their treatment and to support them in adapting to their new reality. In this regard, we believe that defense mechanisms may be useful indexes of flexibility in individuals who are facing this journey, as well as useful prognostic variables to assess and promote in psychological counseling. Use of immature defenses (e.g., splitting, acting out) may hinder an individual's capacity to process changes, at both a physical and a psychological level. Moreover, use of particular defenses (e.g., projection, dissociation) might be associated with a significant level of BD. Lemma (2012, 2013) focused on the “embodied self” of transgender people and their “need to be seen” by caregivers and others not as “perverse,” but as “incongruent” —mirroring their felt “incongruence at the level of the body” (Lemma, 2013, p. 94). Moreover, as the psychoanalyst Saketopoulou (2014) noted, for transgender people, the ability to reflect, understand, and mentalize their body reality—in other words, the use of mature defenses (e.g., self-observation)—is key to achieving satisfying outcomes from a gender transition.

Despite research advances, literature on the defensive functioning of transgender people remains scarce. Lobato et al. (2009), using the self-report Defense Style Questionnaire (DSQ, Bond et al., 1983), investigated defenses in a sample of 32 trans women before and after gender reassignment, finding no significant differences 1 year post-surgery. However, the study lacked a control group, and thus the maturity of the defensive array could not be measured. Two studies (Sundbom et al., 1995; Sundbom and Bodlund, 1999) used a projective test, the Defense Mechanism Test, comparing patients with gender identity disorder (GID; American Psychiatric Association., 2000) to borderline patients and controls, finding higher frequencies of projection and introjection defenses in the GID sample. Finally, Prunas et al. (2014) used the self-report Response Evaluation Measure-71 (REM-71; Steiner et al., 2001) with a sample of 104 trans women and 36 trans men, compared to cisgender male and female controls, finding more maladaptive defensive functioning in trans women (but not trans men) compared to both control groups, including a higher use of immature defenses, such as projection, splitting, omnipotence, and fantasy.

Since defense mechanisms operate partially or wholly outside of awareness, self-report measures are limited to rating only their conscious correlates (Bond, 2004). Projective methods, on their part, have shown a lack of measurement validity on the entire hierarchy of defenses (Cramer, 1991). In light of the unconscious, dynamic, and functional nature of defense mechanisms, observer-rated instruments, applied in a clinical situation, are optimal for identifying when a defense is being used, and for what function (Perry and Ianni, 1998).

The present study aimed at analyzing the defensive functioning of individuals with GD and its association with personality adjustment and body satisfaction, in comparison to that of cisgender controls. Our first hypothesis was that higher ODF and greater use of mature defenses would be associated with higher personality functioning and lower body satisfaction. Conversely, lower ODF and greater use of immature defenses would be associated with lower personality functioning and BD. Our second hypothesis was that individuals with GD would show lower defensive functioning compared to cisgender controls. Finally, our third hypothesis was that certain defense mechanisms would differentiate individuals with GD from cisgender controls, with trans women presenting lower defensive adjustment.



METHODS


Participants

The sample consisted of 36 adult participants, composed of 14 trans women and 22 trans men; mean age was 23.47 years (SD = 8.11). All participants had been diagnosed with GD in a specialized center in Rome, Italy, and were at stage T0 of hormonal therapy (waiting to start). They were recruited from the endocrinology unit of the Policlinico Umberto I Hospital of Rome. All participants declared an early onset of GD (during first or middle childhood, all before puberty). Two age-matched control groups (with the same mean age and standard deviation to the trans women and trans men, respectively), composed of 14 cisgender females and 22 cisgender males, were also extracted from a community sample analyzed in a previously published research project (Di Giuseppe et al., 2020). The experimental and control samples shared similar demographic characteristics, including a medium/high level of education, no marriage, and no children (Table 1). The study was approved by the Ethical Committee of the Department of Dynamic and Clinical Psychology, Sapienza University of Rome, Italy. All subjects provided written informed consent to participate.


Table 1. Sociodemographic characteristics of the samples (N = 72).
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Measures


Defense Mechanisms Rating Scale

The Defense Mechanisms Rating Scale (DMRS) (Perry, 1990) is an observer-based measure that assesses defense mechanisms from verbatim transcripts of clinical interviews or therapy sessions. The measure provides definitions, functions, and assessment procedures for 30 defense mechanisms, which are hierarchically organized into 7 defense levels and 3 defensive categories (see Table 2). The description for each defense includes examples of possible and certain uses, as well as a list of neighboring defenses to support differential analyses with respect to other defensive phenomena. The DMRS offers quantitative scores for: (1) Overall Defensive Functioning (ODF), representing a summary index of overall defensive adaptiveness, calculated by taking the average level of each defense score, weighted by its place in the hierarchy, yielding a score ranging from 1 (lowest) to 7 (highest); (2) 7 defense level scores, representing the proportional scores of each defense level, respectively; and (3) 30 individual defense scores, representing the proportional scores of each defense mechanism, respectively, calculated by dividing the occurrence of each defense in the transcript by the total instances of all defense mechanisms (Di Giuseppe et al., 2019). The convergent and discriminant validity of the DMRS is good for the overall hierarchy of defense mechanisms (Perry and Høglend, 1998), and inter-rater reliability between trained raters is high for the ODF and defense levels (intraclass R > 0.80) (Perry and Henry, 2004). In the present study, the interclass correlation (ICC) between two trained raters was calculated on six cases, resulting in a mean value of 0.76.


Table 2. Hierarchical organization of defense mechanisms in DMRS-based measures.
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Shedler Westen Assessment Procedure-200

The Shedler-Westen Assessment Procedure-200 (SWAP-200; Westen and Shedler, 1999a,b; Shedler et al., 2014) is a well-established and widely used psychometric procedure that was designed to provide a comprehensive assessment of personality and personality pathology. It consists of 200 personality-descriptive statements written in straightforward, experience-near language, to allow it to be used by clinicians with various theoretical orientations and levels of experience. The instrument utilizes a Q-sort method, which requires raters to sort items into eight categories, ranging from not descriptive to most descriptive of the individual, in order to comply with the fixed distribution. SWAP-200 PD scores, corresponding to 10 PD scales that are clinical prototypes of the DSM–IV–TR (American Psychiatric Association., 2000) and DSM−5 (American Psychiatric Association., 2013) PDs, produce a nomothetic diagnosis. Furthermore, the measure generates a healthy functioning score, reflecting clinicians' consensual understanding of the subject's adaptive personality functioning (Westen and Shedler, 1999a). The SWAP-200 has been shown to have very good validity and reliability, both with clinicians who have not been trained in using the instrument (Westen and Shedler, 1999a,b; Cogan and Porcerelli, 2004; Shedler and Westen, 2004; Blagov et al., 2012) and with clinicians who have received instrumental training (Bradley et al., 2007). The SWAP-200 has been used in previous studies involving transgender people (Lingiardi and Giovanardi, 2017; Lingiardi et al., 2017; Giovanardi et al., 2020b), and it has been shown to be clinically helpful in identifying personality subtypes within this population (Lingiardi et al., 2017) and in other clinical populations (e.g., Powers and Westen, 2009; Huprich et al., 2013; Muzi et al., 2020, 2021). In the present study, we used only the High-Functioning subscale, to correlate with the ODF score from the DMRS.



Body Uneasiness Test

The Body Uneasiness Test (BUT) (Cuzzolaro et al., 2000) is a self-report questionnaire that examines body shape and/or weight dissatisfaction, specific worries regarding particular body parts, avoidant and compulsive self-monitoring behaviors, feelings of detachment and estrangement toward one's own body, and body experiences and body image concerns. The measure comprises two parts. First, BUT-A consists of 34 items exploring body image concerns. Item scores are combined into a Global Severity Index (GSI), which is designed to assess a general level of body uneasiness, and five subscales, resulting from a factorial analysis (Cuzzolaro et al., 2000, 2006): Weight Phobia (fear of being or becoming fat), Body Image Concerns (worries related to physical appearance), Avoidance (avoidance behaviors related to body image), Compulsive Self-Monitoring (CSM; compulsive checking of physical appearance), and Depersonalization (feelings of detachment and estrangement toward the body). The second part of the measure, BUT-B, consists of 37 items exploring dissatisfaction with specific body parts (e.g., mouth, mustache, skin). The BUT-B produces two separate scores: a Positive Symptom Total (PST), which consists of the number of symptoms rated higher than 0, and a Positive Symptom Distress Index (PSDI), representing the average rating of those items constituting the PST. The present study utilized only the GSI. A GSI ≥ 1.2 is widely used as an index of clinically relevant discomfort with one's own body (Capoccia et al., 2015).




Procedure

Participants were first asked to complete the BUT, then they were interviewed using the Clinical and Diagnostic Interview (CDI; Westen and Muderrisoglu, 2003)—a clinical interview that takes 2–3 h to administer, investigating personal history, affects, relationships, behaviors, affective states, emotion regulation processes, cognitive patterns, and history of symptoms and concerns, including severity, frequency, and duration. Each interview was recorded and transcribed. Clinical and Diagnostic Interview transcripts were rated by trained and reliable raters using the DMRS (Perry, 1990) and SWAP-200 (Shedler et al., 2014). Each evaluation was conducted blind and independent from the others, so no rater coded more than one measure for any single participant.




DATA ANALYSIS

SPSS version 25 (IBM, Armonk, NY, United States) was used for the analyses. Bivariate correlations (Pearson's r, two-tailed) were calculated to study the relationship between defensive functioning (as assessed by the DMRS), personality functioning (as assessed by the SWAP-200), and body uneasiness in the experimental sample (N = 36). One-way analyses of variance (ANOVAs) were run to compare DMRS scores between the experimental and control groups (N = 72). A post-hoc Bonferroni test was applied to the ANOVAs to allow for multiple comparisons between groups.



RESULTS


Relationship Between Defensive Functioning, Personality Functioning, and Body Uneasiness in Individuals With GD

The positive association between defensive functioning, personality functioning, and body satisfaction was tested using Pearson's correlations. The results showed that higher ODF scores and greater use of mature defenses correlated with higher personality functioning and greater body satisfaction. Conversely, lower ODF scores and greater use of immature defenses correlated with lower personality functioning and greater BD.

As Table 3 shows, overall defensive maturity (as indicated by the ODF score) and mature defenses were positively associated with a healthy personality (as indicated by the High Functioning Scale score) and negatively associated with BD (as indicated by the GSI). Moreover, use of immature defenses—particularly those in the depressive defensive category—was negatively correlated with a healthy personality, but unrelated to BD.


Table 3. Bivariate correlations between DMRS ODF, SWAP-200 high functioning scale, and BUT GSI scale (N = 36).
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Comparisons of Defensive Functioning Between Transgender and Cisgender Groups

Differences in defensive functioning between the transgender and cisgender groups were tested using T-test analyses of the ODF, defensive categories, and defense levels. As presented in Table 4, individuals with GD obtained lower ODF scores (Δ = −0.49; p < 0.001) than cisgender controls. Both neurotic and immature defenses were used significantly more by transgender participants compared to controls, whereas mature defenses were used significantly less.


Table 4. T-tests comparing transgender sample and cisgender controls (N = 72).
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Deeper analyses of the differences between groups were conducted with respect to the seven defense levels, finding that transgender participants strongly differed from cisgender controls in their higher use of obsessional (Δ = 9.11; p < 0.001) and action (Δ = 5.93; p < 0.001) defenses and their lower use of high-adaptive (Δ = −19.42; p < 0.001) and major image-distorting (Δ = −2.63; p < 0.001) defenses. Transgender participants also demonstrated marginally higher use (p < 0.05) of neurotic and minor image-distorting defenses.



Comparisons of Individual Defenses Between Subgroups (Trans Women vs. Trans Men vs. Cisgender Females vs. Cisgender Males)

Deeper analyses of the differences between transgender (trans women and trans men) and control (cisgender females and cisgender males) subgroups were achieved by investigating each subgroup's characteristic use of individual defense mechanisms.


Trans Women vs. Controls

Table 5 displays the results of the ANOVA and post-hoc Bonferroni tests comparing trans women with both control subgroups. Trans women showed strongly significantly lower scores on the ODF and several high-adaptive defenses, such as sublimation, humor, and anticipation, compared to both female and male cisgender participants. With respect to the mature defense of altruism, trans women produced a strongly significantly lower score (p < 0.001) than cisgender males, but not cisgender females. With regard to suppression and self-observation, trans women generated significantly lower scores than cisgender females (p < 0.01), but only marginally significantly lower scores than cisgender males (p < 0.05). Moreover, they scored significantly higher than both control subgroups on undoing and passive aggression, and significantly higher than only cisgender males on rationalization. Finally, trans women produced higher scores on projection than both control subgroups, and higher scores on repression than cisgender males.


Table 5. Analyses of variance (ANOVAs with Bonferrroni post-hoc tests) between trans women and controls (N = 50).
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Trans Men vs. Controls

Table 6 presents the results of the ANOVA and post-hoc Bonferroni tests comparing trans men and both control subgroups. Trans men generated only marginally lower ODF scores than cisgender males, whereas their scores were not significantly different from those of cisgender females. With respect to high-adaptive defenses, trans men produced significantly lower scores on suppression, sublimation, humor, and anticipation than both control subgroups (p < 0.001), and significantly lower scores on altruism (p < 0.001) and self-observation (p < 0.05) than cisgender males and females, respectively. Conversely, trans men scored significantly higher than both control subgroups on several defense mechanisms, including undoing, repression, and passive aggression. Moreover, post-hoc tests showed that trans men showed higher use of idealization of others-image (p < 0.05) and lower use of projective identification (p < 0.01) than cisgender females. Finally, they reported strongly significantly lower scores on autistic fantasy compared to cisgender males (p < 0.001), while only marginally significantly lower scores on this defense mechanism relative to cisgender females (p < 0.05).


Table 6. Analyses of variance (ANOVAs with Bonferroni post-hoc tests) between trans men and controls (N = 58).
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Trans Women vs. Trans Men

Table 7 presents the results of the comparisons between trans women and trans men. T-test analyses showed a certain degree of homogeneity in defensive functioning across these subgroups. The only differences detected were as follows: trans women produced significantly higher scores on projection (p < 0.01) and projective identification (p < 0.05), while trans men generated marginally significantly higher scores on affiliation and devaluation of self-image (both p < 0.05).


Table 7. T-tests comparing trans women and trans men (N = 36).
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DISCUSSION

The present study demonstrated the relationship between defensive functioning, personality adjustment, and body satisfaction in a sample of individuals with GD at the beginning of their hormonal therapy. Applying the gold-standard tool for assessing the entire hierarchy of defense mechanisms, the study described the characteristic defensive profiles of trans women and trans men, compared to their cisgender counterparts.

Our first hypothesis was fully confirmed, given that an association was found between defensive maturity, personality adjustment, and body satisfaction. According to the literature (Blagov and Westen, 2007; Russ et al., 2008; Di Lallo et al., 2009; Powers and Westen, 2009; Colli et al., 2014), use of mature defenses is associated with healthy personality functioning, which is a protective factor against the development of psychopathology (Bond and Perry, 2004). This finding might suggest that the use of mature defenses may be a protective factor against BD, which is a key factor in the distress suffered by transgender people and at the core of some associated conditions, including anxiety, depression, and eating disorders (e.g., Bandini et al., 2013). These findings suggest that defensive maturity should be considered as a particularly informative index for the psychological functioning of individuals with GD.

With regard to our second hypothesis, that individuals with GD would present lower defensive functioning relative to cisgender controls, the findings confirmed that transgender people were likely to use more neurotic and immature defenses as compared to their cisgender counterparts. Consistent with previous studies (Sundbom et al., 1995, Sundbom and Bodlund, 1999; Prunas et al., 2014), transgender participants presented lower ODF scores and less use of mature defenses than controls, suggesting that individuals with GD who have not yet begin gender-affirming hormonal treatment may be especially vulnerable to developing various forms of psychopathology (Dhejne et al., 2016). In particular, significant differences were found in trans men compared to cisgender females, with the former demonstrating greater use of obsessional and action defenses and less use of major image-distorting defenses. In terms of defensive functioning, these findings reflect transgender people's need to maintain distance from conflictual charged feelings (i.e., obsessional defenses) that they cannot fully elaborate, which may result in an aggressive attitude toward the self or other in an attempt to mitigate internal tension (i.e., action defenses). Despite transgender people's evident difficulty with body image, our participants seemed aware of their need to integrate their perceived gender with their assigned gender, leading to a reduction in their use of major image-distorting defenses.

The present findings appear somewhat controversial in light of previous studies (e.g., Prunas et al., 2014), which found several borderline or major image-distorting defenses in transgender samples. This difference might reflect methodological differences. The measure used in this study to assess defense mechanisms, the DMRS, is the most comprehensive available instrument (gold-standard), supporting the deep investigation of defense mechanisms and the interpretation of defensive functions related to the use of detected defenses. Different from other commonly used measures, the DMRS and related measures (Di Giuseppe et al., 2014, 2020) have the unique strength of mapping definitions and functions to the entire hierarchy of defense mechanisms (Vaillant, 1992; American Psychiatric Association., 1994), revealing the unconscious function behind certain defensive profiles.

Our third hypothesis, which anticipated a characteristic use of defense mechanisms in transgender people and greater use of immature defenses by trans women, was also confirmed. Several defense mechanisms contributed to a unique defensive profile in individuals with GD, including undoing and passive aggression. Moreover, trans women showed greater use of rationalization compared to cisgender males, whereas trans men showed less use of repression and projective identification compared to cisgender females and less use of autistic fantasy compared to cisgender males.

Passive aggression, which is an immature defense used to cover up feelings of resentment and hostility toward others with apparent over-compliance, appeared most when participants described a lack of perceived support from family, friends, and school and medical staff. This defense mechanism is typically used by individuals who have learned to expect punishment or dismissal from caregivers in response to their expressed needs. In the present study, passive aggressive narratives often entailed descriptions of the self as a martyr or someone who was not entitled to receive support and acceptance, leading to expressions of “turning against the self” (i.e., self-punishing or self-harming behavior).

Similarly, trans women's high use of rationalization—a disavowal defense activated to avoid feelings of guilt or shame by justifying actions or claiming that external factors impelled the subject's behavior—seemed to reflect the same underlying dynamics. Trans women usually demonstrated this defense mechanism when describing stressful experiences with their caregivers, which often contained naïve or bizarre explanations of their caregivers' behaviors. With respect to transgender participants' mature defenses, their relatively high use of undoing—an obsessional defense—suggests that they managed aggression toward others through the use of contradictory statements, in order to mitigate any expression of emotional needs.

Of note, this type of defensive functioning does not typically relate to identity problems, in the way that major and minor image distortion defenses do (Rosa et al., 2019). With respect to these latter defenses, our sample scored similar to controls—or even lower, as in the case of trans men's projective identification and autistic fantasy. It is possible to hypothesize that obsessive defenses may serve to isolate emotional contents and restrain cognitions to specific aspects of reality, such as dissatisfaction with one's body or the desire to undergo a gender transition. This profound uneasiness might be the bedrock for the use of action-type defenses, including passive aggression, which are typically practiced by individuals who were raised in a rejecting environment and never had the opportunity to express and regulate their anger and develop trust in significant others (Kramer et al., 2013; Perry et al., 2013).

Overall, our findings highlight that interpretations of GD as a severe “identity” disorder, as proposed by many psychoanalytic authors—often associating it with severe narcissistic disorders (Oppenheimer, 1991) or psychotic symptomatology (Chiland, 2000)—are shortsighted. Indeed, the defenses associated with these disorders do not seem to align with the general defensive functioning of our sample. Conversely, our findings support the idea of greater external sources of suffering linked to GD, connected to a lack of recognition and mirroring from one's environment, rather than self-image distortion. Transgender people's stressful lived experiences may polarize their defensive functioning toward a self-sacrificing dysregulation between their thoughts, feelings, and actions. In line with previous research on defense mechanisms in transgender people (Prunas et al., 2014), the present study found higher defensive functioning in trans men compared to trans women. In particular, trans men were more likely to devalue their qualities and turn to others for help or support, whereas trans women were more likely to project conflictual feelings, impulses, and thoughts and blame others for their emotional distress.

The present findings have several clinical implications. First, our results demonstrate that the assessment of defenses using the DMRS and related instruments may be helpful in predicting the maturity and flexibility of psychological organization in individuals at the beginning of their gender transition journey. Second, the findings highlight the need to support individuals with GD, who are more psychologically vulnerable than their cisgender counterparts, before, during, and after their gender transition. Several studies (Hoglend and Perry, 1998; Perry et al., 1998; Hersoug et al., 2002; Drapeau et al., 2003) have shown that effective psychological support may improve defensive functioning and thereby equip subjects with more protective factors to help them manage stressful conditions. In this regard, it is important to consider the role of psychological support for transgender people not as a mechanism for counteracting splitting or distorting self-image—as previously intended by many authors (e.g., Chiland, 2000)—but as one aimed at improving subjects' capacity to elaborate stressful life experiences and to mentalize the changes they experience in their body and mind during their gender transition (Saketopoulou, 2014). Finally, consistent with the recommendations of several international guidelines (e.g., Coleman et al., 2012), psychological support must be provided in the context of a multidisciplinary gender-affirming approach to care, whereby subjects are accompanied by a team of medical and psychological experts.



LIMITATIONS AND FUTURE DIRECTIONS

Despite its strengths, the present study also presented some limitations. First, the sample size was relatively small, and therefore generalization to the entire population of individuals with GD must be drawn with caution. Moreover, in our sample we found a medium-to-high level of education, and thus this study may have overlooked important aspects of transgender populations with lower level of education. Further research involving larger stratified samples should be pursued to confirm these findings. Second, due to the cross-sectional nature of the research, only exploratory analyses of associations between the studied variables were possible. Our transgender participants were all at the beginning of a process that would have had a deep impact on their life and were thus highly exposed to stress, which could have developed defense mechanisms. Longitudinal studies should be designed to gain insight on how defense mechanisms might impact the adjustment of transgender people to the entire gender transition process. Finally, the lack of information on psychiatric symptoms at the time of interview might have led us to overlook potentially significant factors in individual defensive functioning. Considering the predictive value of defensive functioning on mental health (Conversano and Di Giuseppe, 2021; Hersoug et al., 2021), future research should seek to produce a comprehensive assessment of psychological changes during gender transitions, both before and after hormone therapy and gender reassignment surgery, in order to better understand the impact of psychological and psychosocial factors on defensive functioning.
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FOOTNOTES

1In the present research, the sample was comprised of individuals who had received a diagnosis of GD; thus, the terminology used to describe our sample will be “individuals with GD” or, more generally, “transgender people.” The sample subgroups will be identified as “trans women” (assigned male at birth) and “trans men” (assigned female at birth).
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The current study investigated the inter-rater reliability and the construct validity of the Rorschach Lerner Defense Scale (LDS). In particular, it aimed to explore the inter-rater reliability, analyzing the most frequent coding mistakes in an attempt to improve the coding guidelines, and to investigate the ability of the scale to distinguish between individuals with neurotic-level and borderline-level personality organization, according to the Psychodynamic Diagnostic Manual-2 (PDM-2), and non-clinical subjects. Eighty clinical subjects and 80 non-clinical ones participated in the study. Among the clinical subjects, 40 have borderline-level personality organization and 40 have neurotic-level personality organization. Non-clinical subjects were drawn from an archival dataset of non-clinical individuals who previously participated in a Rorschach normative study. The LDS showed substantial inter-rater reliability; however, guidelines could be improved, specifically with regard to the threshold for coding Devaluation and Idealization at level 1. Furthermore, more examples should be included in the manual about the coding of Projective Identification and Denial. The LDS distinguished borderline-level subjects from both the non-clinical and neurotic groups with regard to Devaluation and Projective Identification, with borderline-level personality organization subjects reporting higher scores than either of the two other groups. Only the Denial scale discriminated between the non-clinical and neurotic group, with the latter reporting higher scores of high-level Denial.

Keywords: defense mechanisms, Lerner Defense Scale, Rorschach test, Psychodynamic Diagnostic Manual-second edition, level of personality organization


INTRODUCTION

In psychoanalysis, the conceptualization of the defenses followed a long path which can be described, briefly and in a reductive way, as the transition from being considered pathogenic elements to becoming protective factors against negative affects (Freud, 1926, 1938). Klein (1946) added that defenses not only protect individuals from painful feelings but also significantly contribute to organizing psychic development.

More recently, Kernberg (1975) identified the quality of the defense mechanisms as a crucial diagnostic criterion for differentiating among neurotic, borderline, and psychotic levels of personality organization. The massive use of primitive splitting and denial was peculiar to the psychotic level, especially if associated with impaired reality testing, while projective identification, primitive idealization, and devaluation were distinctive defense mechanisms used by individuals with a borderline level of personality organization.

Currently, according to the Psychodynamic Diagnostic Manual-2 (PDM-2; Lingiardi and McWilliams, 2017), developed on the basis of Kernberg's theory, defensive functioning is one of the 12 psychological capacities included in the Mental Functioning Axis (M Axis), and its assessment is essential to identify the level of personality organization (P Axis).

Since defenses are unconscious psychic processes, measuring them may be challenging and performance-based tests may be more appropriate for identifying them. As Lerner (2005) stated, the Rorschach can provide psychoanalysts and researchers a way to operationalize psychic processes that are not directly observable. In 1980, Lerner and Lerner developed the Lerner Defense Scale (LDS) based on Kernberg's theoretical framework in order to evaluate the emergence of the primitive defenses of Splitting, Devaluation, Idealization, Projective Identification, and Denial in the Rorschach test.

The theoretical orientation of Lerner and Lerner is at the basis of the choice to consider only Rorschach responses with human content as the unit of analysis. According to Kernberg's theoretical formulation, in fact, there is a close link between defenses and object relations, and in the Rorschach test, the latter is represented in a peculiar way by responses with human content.

The LDS, which is described in detail in the Materials and methods section, showed good levels of reliability between coders, exhibiting agreement rates between 83 and 100% in one study (Lerner and Lerner, 1980) and correlation coefficients between 0.94 and 0.96 in a second study (Lerner et al., 1981). Perry and Ianni (1998) in a more recent review reported high inter-rater reliability with r ranging from 0.94 to 0.99.

Studies related to the validity of the scale were conducted comparing individuals with borderline and neurotic disorders (Lerner and Lerner, 1980), patients with borderline personality disorder and schizophrenia (Lerner et al., 1981), people with borderline and narcissistic personality disorders (Farris, 1988), and patients with restrictive anorexia and bulimia (Brouilette, 1987; Piran and Lerner, 1987; Van-Der Keshet, 1988, all quoted by Lerner, 2005).

On the whole, findings confirmed that individuals with borderline disorders have specific primitive defensive levels both with respect to patients with neurotic disorders and patients with schizophrenia.

High scores on the LDS were also found in nailbiters in an Indian study (Arora et al., 2010) and in the parents of individuals with cocaine dependence in a Brazilian study (Pinheiro et al., 2001). To our knowledge, to date, no validation study has been carried out in European countries, and cross-cultural studies are not available.

Despite the promising findings, acknowledged also by Meyer et al. (2011) who indicated the LDS as a mature area for research, and the results from a recent clinical survey (Meyer et al., 2013) that rated all the LDS subscales accurate but Projective Identification, LDS is rarely used in clinical practice (Meyer et al., 2013). In addition, to date, no reference norms for non-clinical populations are available for all the defenses because only one published study (Baity et al., 2009) provided reference norms limited to Splitting, Devaluation, and Idealization subscales.

The current study aims to offer a contribution to this field by providing reference norms for all the LDS subscales and by investigating (a) the inter-rater reliability; (b) the most frequent coding mistakes in order to possibly improve the LDS coding guidelines; (c) the ability of the LDS to distinguish between individuals with neurotic and borderline levels of personality organization evaluated according to PDM-2 criteria, and a non-clinical group in an Italian sample; and (d) the association between Idealization and Devaluation with Reflection (Exner, 2003) and Space-fusion Rorschach responses (Rosso et al., 2015b, 2019; Rosso and Camoirano, 2019), which are the Rorschach structural variables assumed to be related to narcissistic personality traits. The main novelty of the present study consists in the fact that participants were evaluated by clinicians trained in psychoanalytic psychotherapy on the basis of PDM-2 dimensional diagnostic criteria, and not based on DSM categorical diagnostic criteria as in previous studies. In addition, to our knowledge, this is the first study exploring the association of the LDS with Reflection and Space-fusion responses.

It was expected that findings from this study would replicate substantial inter-rater reliability, while this study was exploratory regarding the analysis of the more frequent coding mistakes in an effort to possibly improve coding guidelines.

It was hypothesized that the LDS is able to discriminate borderline from a neurotic level of personality organization. Significant positive associations between Idealization and Reflection responses and between Devaluation and Space-fusion responses are hypothesized because Reflection responses are assumed to be markers of narcissistic traits also in healthy subjects (Exner, 2003), whereas Space-fusion responses were observed in more disordered narcissistically vulnerable individuals (Rosso et al., 2019).



MATERIALS AND METHODS


Participants

Eighty clinical subjects and 80 non-clinical subjects participated in the study. Clinical subjects were self-referred outpatients who had undergone psychological assessment at a private clinical psychology service in northern Italy between 2017 and 2019. There were 37 females and 43 males ranging in age from 18 to 65 years (M age = 39.43 years ± 9.06) and in education from 8 to 23 years (M education = 13.90 years ± 4.05). Each of them had received a diagnosis according to the PDM-2: 40 subjects were outpatients with personality organized at a neurotic level, and 40 were outpatients with borderline personality organization. Each clinical subject, following intake interviews and psychological assessment, had been rated based on the Psychodiagnostic Chart-2 (PDC-2; Gordon and Bornstein, 2015, 2018) on P Axis and M Axis. Subjects in the Neurotic Level of Personality Organization group received scores ranging from 6 to 8 in the P Axis (M = 6.48 ±0.64) and scores ranging from 46 to 54 in the M Axis (M = 49.05 ± 2.56). Subjects in the Borderline Level of Personality Organization group received scores ranging from 3 to 5 in the P Axis (M = 4.23 ±0.66) and scores ranging from 31 to 46 in the M Axis (M = 38.25 ± 4.59).

Among the non-clinical subjects, 45 were women and 35 were men aged from 20 to 70 years (M age = 36.19 years ± 12.72) with a level of education ranging from 5 to 23 years (M education = 14.56 years ± 3.22).

They were drawn from an archival dataset of non-clinical individuals who had previously participated on a voluntary basis in a Rorschach normative study (Rosso et al., 2015a), reporting not having had any psychological, psychiatric, or neurological treatment, and not having used psychotropic medication or abused alcohol or illegal drugs. None of them obtained scores in the clinical range either on Beck Depression Inventory II (M = 3.69±2.41) or on Symptom Checklist-90-Revised (M = 43.74 ± 3.63).

No significant differences were found between clinical and non-clinical groups regarding sex (χ2 = 1.60; p = 0.45), age (t = −1.854; p = 0.66), and education (t = 1.145; p = 0.254).



Measures

The LDS (Lerner and Lerner, 1980) was applied to the Rorschach protocols, which were administered according to the Comprehensive System (CS, Exner, 2003).

For the purpose of this study, Reflection and human content responses were coded according to the CS, Space-fusion responses were coded according to Rosso and colleagues' criteria (Rosso et al., 2015b, 2019; Rosso and Camoirano, 2019), Dr (a Rorschach location score used when the area interpreted is small, seldom used and arbitrarily delimited) and F(c) (a Rorschach determinant used when the subject distinguishes forms within a shading area without using shading or uses the tones of shading within a colored area) were coded according to Rapaport, 1946.

When applying the LDS, all the responses containing a human figure must be evaluated. The human figure can be real or imaginary, whole, or with missing parts. Human detail contents must also be taken into account to rate the defense of Projective Identification (Lerner and Lerner, 1980, p. 259). Each human response can receive more than one LDS score.

Splitting involves the tendency to polarize descriptions of human content as indicated by the following markers: (1) two human content responses given in sequence are described with opposite affective tonalities; (2) a single human figure is described as divided into parts and reported as each part being the opposite of the other; (3) two human figures described in opposite ways are reported in the same response; (4) an implicitly idealized figure is diminished by negative features, or an implicitly devalued figure is embellished by other qualities.

Devaluation is ranked on a 5-point scale according to three dimensions: the degree to which the reality of the human figure is maintained, the space-time distancing, and the severity of the disparaging attribution. At level 1, the human figure is described in negative but socially acceptable terms, it is real, and it is not distant in space or time; at level 2, the figure is described in socially unacceptable negative terms, it is real even if it may be devoid of some of its parts, and it can be distant in time and space; at level 3, the figure is real but the response contains a distortion of the human form, it can be spaced out in time or space, and if it is negatively described, it is in socially acceptable terms; at level 4, the human dimension is still maintained but the human form is distorted, can be pushed away in time and space, and is described in negative and socially unacceptable terms; the difference with level 3 is the greater negativity of the description. At level 5, the human dimension is lost, the distorted form can be pushed away in time or space, and the figure can be described in neutral or negative terms.

Idealization is also rated on a 5-point scale along the same three dimensions. At level 1, the human dimension is maintained, the figure is not spaced out in time and space and is described in positive but not overly flattering terms; at level 2, there may be a time lag, and the figure is described with excessively positive tones; at level 3, the human figure can be described positively although not excessively and can be removed in space and/or time. Level 4 differs from level 3 because of the description in excessively positive terms, while at level 5 the human dimension is not maintained and the figure can be described in either neutral or positive terms and distanced in time and space.

Projective Identification is rated in confabulatory responses of inadequate formal level characterized by descriptions that neglect the real features of the stimuli and replace them with arbitrary fantasies and affects with an aggressive or sexual quality, or in human content responses (including Hd) with Dr localization, F(c) determinant, and aggressive connotation (acted or suffered).

Depending on the degree of distortion of reality, Denial is ranked along with three levels: high, medium, and low. High-level denial is shown in responses of adequate form quality through the disavowal of the impulse, or the intellectualization, or the minimization, or refutation of one's own response.

Medium-level denial is evident in responses of an adequate form quality that, however, present a logical, emotional contradiction, or an incongruous association that violates the reality principle. Low-level denial shows impairment in reality testing in two possible peculiar ways: an acceptable response is made inadequate because of the addition of an inappropriate percept or when the respondent fails to contemplate a facet of the blot that is obvious. Responses that include a bizarre incongruous combination also fall into this category.

Table 1 provides some examples for each defense and each level. Since idealization, devaluation, and denial are ranked on a continuum, in the present study these three variables were weighted according to rank, then collapsed into an overall derived weighted score for that category, as suggested by Hilsenroth et al. (1993, 1997).


Table 1. Examples of Rorschach responses coded according to Lerner Defense Scale (LDS) guidelines.
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Procedure

The first author selected Rorschach protocols from non-clinical and clinical archival datasets. Non-clinical protocols had been previously collected by graduate students after attending two academic courses on Rorschach testing (see Rosso et al., 2015a), while clinical protocols were administered by licensed clinical psychologists trained in Rorschach testing. Each subject gave written informed consent prior to administration, accepting that the Rorschach protocols would be used for research purposes, after being anonymized. The first author checked all the protocols to verify that they had been properly administered and coded, then, she anonymized and assigned them to the second and the third author, blinded to the protocol group the individual belonged to, so that the LDS could be applied. Altogether, 597 Rorschach responses were coded according to the LDS. In case of disagreement between the second and the third author, the coding decision was made by the first author.




RESULTS

Inter-rater reliability was calculated on all 160 Rorschach protocols. Altogether, 597 Rorschach responses were taken into account for coding, and 444 defenses were coded. On the whole, LDS percentage of agreement was 84%; it was, respectively, 100, 85, 81, 55, and 81% regarding Splitting, Devaluation, Idealization, Projective Identification, and Denial. Inter-rater reliability was substantial (Cohen's k = 0.79) for the five main defenses. Analysis of disagreement showed that 76% were due to errors of omission or commission, and in the remaining 24%, the errors were due to confusion between two different defenses. The former errors were mostly related to Devaluation at level 1 and high-level Denial, whereas all the errors of confusion concerned Projective Identification.

Preliminary analyses of the data indicated that the study variables were not normally distributed with skewness and kurtosis values falling outside the accepted range of ± 2 (George and Mallery, 2010), thus appropriate for non-parametric statistical tests. A Mann–Whitney U-test, performed to analyze the effect of sex on the LDS, did not find any significant effect (ps ranging from 0.109 to 0.957). Spearman's correlation analysis did not find any significant association between age and LDS scores (ps ranging from 0.272 to 0.946).

Comparisons between non-clinical and clinical groups, performed using the Kruskal–Wallis test, yielded significant differences regarding the total number of primitive defenses identified by the LDS (χ2 = 9.927; p = 0.007), Devaluation (χ2 = 8.067; p = 0.018), Projective Identification (χ2 = 10.543; p = 0.005), and Denial (χ2 = 11.982; p = 0.003). Then, pairwise group comparisons, using the Mann–Whitney U-test, were performed. The borderline group reported significantly higher scores than the non-clinical and neurotic groups on all four variables with effect sizes ranging from Cohen's d = 0.46 to Cohen's d = 0.73. Only the Denial scale discriminated between the non-clinical and neurotic group, with the latter reporting higher scores (z = −2.223; p = 0.026; d = 0.27). Regarding the other two Rorschach variables (Reflection and Space-fusion responses), subjects in the borderline group gave significantly more Space-fusion responses than the other two groups. Descriptive statistics, comparisons, and effect sizes are reported in Table 2.


Table 2. Descriptive statistics and comparisons between non-clinical and clinical groups.
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A further comparison on the Denial subscales between groups showed that the neurotic group gave a higher number of high-level responses than subjects in the non-clinical group (z = −3.051; p = 0.002), while the borderline group gave a higher number of low-level responses compared with the neurotic group (z = −2.756; p = 0.006).

Since a significant correlation was found between the responses eligible for coding on the LDS and Weighted Devaluation (rho = 0.571; p < 0.0001), Weighted Idealization (rho = 0.453; p < 0.0001), Projective Identification (rho = 0.394; p < 0.0001), and Weighted Denial (rho = 0.394; p < 0.0001), comparisons were performed again after converting the score for each defense to a percentage score using the total number of responses eligible for coding on LDS as the denominator. Nine subjects (three in the non-clinical group, two in the Neurotic, and four in the Borderline-Level Personality Organization groups) were removed because they did not give any human response, so in these cases, the percentage could not be calculated. Results showed that subjects in the borderline-level group had a higher percentage of defenses coded on the LDS compared both with non-clinical subjects (z = −4.620; p < 0.0001) and with subjects in the neurotic level group (z = −4.103; p < 0.0001) with large effect sizes (Cohen's d, respectively, 1.02 and 1.04). Effect sizes were in the moderate range (Cohen's d ranging from 0.54 to 0.69) regarding the defenses of Devaluation, Projective Identification, and Denial, with subjects in the borderline-level group reporting higher scores than the other two groups. Results are reported in Table 3.


Table 3. Comparisons between non-clinical and clinical groups on LDS variables (after converting the score for each defense to a percentage using the total number of responses eligible for coding on LDS as the denominator).
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Partial correlation analysis, controlling for the number of responses coded on the LDS, was performed to investigate the association between LDS scores, PDC-2 scores on P Axis and M Axis, and Reflection and Space-Fusion Rorschach responses. Devaluation and Projective Identification were correlated with P Axis (respectively, rho = −0.336 and rho = −0.290), and with M Axis (respectively, rho = −0.376 and rho = −0.282). Defenses did not correlate with each other, but Denial correlated with Projective Identification (rho = −0.292). Idealization correlated with Reflection responses (rho = 0.232), whereas no defense correlated with Space-fusion responses, although the latter correlated negatively both with P Axis (rho = −0.327) and with M Axis (rho = −0.255). Results are shown in Table 4.


Table 4. Partial correlations (controlling for coded responses on the Lerner Defense Scale) among Psychodiagnostic Chart-2 (PDC-2), LDS, and Rorschach variables.
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A further partial correlation between S-fusion responses and Devaluation subscales showed that S-fusion responses correlated significantly with Devaluation at level 1 (rho = 0.462; p < 0.0001), level 2 (rho = 0.379; p = 0.001), and level 4 (rho = 0.280; p = 0.017).



DISCUSSION

Findings confirmed a more than satisfactory level of inter-rater agreement although some issues emerged with regard to the scoring of Projective Identification. An analysis of the coding errors revealed that the most crucial issue was confusion between Devaluation and Projective Identification when the associative elaboration involved material with aggressive meaning. Errors were mostly due to the fact that the rater had not correctly understood the particular confabulatory quality of the Projective Identification response. Another critical dilemma was whether or not to code Projective Identification when a human detail without aggressive content, such as “eyes,” is interpreted in a Dr location with an F(c) determinant. In the current study, according to LDS scoring guidelines, we did not score this kind of response; however, it might be interesting for further studies to investigate whether or not validity improves when coding the “eyes responses.” Concerning Idealization and Devaluation, omission and commission errors were due to the fact that responses such as “astronaut” or “two women dancing together” or “waiters” are indicated in some studies (e.g., Lerner and Van-Der Keshet, 1995; Lerner, 2005) as signs of Idealization or Devaluation without a very clear rationale, so that sometimes rating the highest levels of Idealization and Devaluation is challenging. To overcome these doubts, a scoring system providing more examples could be useful.

It was hypothesized that the LDS is able to discriminate individuals in the neurotic personality organization group from persons in the borderline level of personality organization group. Results showed that some subscales, namely, Devaluation, Projective Identification, and Denial, were able to discriminate between the two groups, while Idealization and Splitting were not. In particular, Devaluation and Projective Identification correlated significantly and negatively both with P Axis and M Axis, supporting the validity of the LDS in distinguishing between developmental levels of personality organization.

Devaluation is a frequently used defense mechanism by individuals with a borderline level of personality organization and a fragile sense of self. It protects them against having to recognize the need for the Other, thus defending themselves against feelings of envy and fear of abandonment. The positive correlation found between Devaluation and Space-fusion Rorschach responses assumed to be a sign of marked narcissistic vulnerability in personality disordered individuals (Rosso and Camoirano, 2019), offers further support to the hypothesis that Devaluation is a marker of malignant narcissism (Kernberg, 2004).

Projective identification is a primitive defense mechanism typically used by individuals with a borderline level of personality organization: they project intolerable intrapsychic experiences onto another person, often a close individual, feeling empathy with what they project, trying to control the other in a continuing effort to defend themselves against the intolerable experience, and, unconsciously, in actual interaction with the other, leading the individual to experience what has been projected onto him/her (Kernberg, 1987). Not surprisingly, in the current study, Projective Identification correlated with the most primitive levels of Denial.

With regard to the Denial subscale, results showed that subjects with neurotic-level personality organization used high-level Denial more frequently compared to the non-clinical group, while individuals with borderline-level personality organization more frequently made use of low-level Denial than neurotic and non-clinical subjects did. This finding, which is in line with previous studies (see Lerner, 2005 for a review), raises some doubts about whether it is appropriate to include neurotic forms of negation, intellectualization, or minimization in a scale designed to rate primitive defenses, especially if a weighted score is used because it could be misleading, above all, in the protocols that have a high number of responses rated as a high-level denial. For example, in our analyses, when the weighted score was used, Denial did not correlate with either P Axis or M Axis, while the low-level Denial subscale correlated significantly and negatively with P Axis (rho = −0.236; p = 0.036). In the current study, LDS subscales did not correlate with each other, except for a significant correlation found between Projective Identification and Denial. A further correlation analysis showed that particularly medium-level and low-level Denial correlated with PI (rho = 0.285; p = 0.011 and rho = 0.257; p = 0.022 respectively), while no correlation emerged between high-level Denial and Projective Identification (rho = 0.099; p = 0.385). This finding, which needs replication studies, seems to suggest that low-level Denial and Projective Identification correlated with each other in that they imply a more impaired mental functioning associated with a more severe reality distortion due to the eruption from the primary process that disrupts the ego functions of secondary process thinking.

Our findings regarding Idealization support the hypotheses put forth in a previous study (Lerner and Van-Der Keshet, 1995). According to Kernberg's (1980) assumption, idealization falls on a continuum from pathological to normal, and it implies also non-defensive aspects, including a precondition for feelings of mature love. Results from the current study further support the hypothesis according to which the Idealization subscale is more sensitive to the adaptive aspects of an idealization than to the defensive ones. The positive correlation between Reflection responses and Idealization offers further support to this hypothesis, being Reflection responses are also an indicator of adaptive narcissism (Exner, 2003).

Contrary to some previous findings (Lerner and Lerner, 1980; Lerner et al., 1981; Farris, 1988), in the current study Splitting did not distinguish between non-clinical and clinical groups. Only 2.5% of the non-clinical subjects and 7.5% of both the neurotic and the borderline groups gave a splitting response. It might be assumed that this result depends on the fact that in the borderline group, only five out of 40 subjects (12.5%) were rated at the lowest borderline level on the P Axis. Based on this supposition, results might confirm that splitting is a defense mostly used by more severely disturbed individuals with personality organized at the lowest borderline personality level.

Finally, this study offers the first reference norms for a non-clinical population for all five main defenses (see Table 2). A previous study (Baity et al., 2009) offered norms for three out of the five defenses, namely, Splitting, Devaluation, and Idealization. A comparison between our results and Baity et al.'s findings did not show significant differences (Cohen's d respectively −0.38 for Splitting, −0.25 for Devaluation, and −0.01 for Idealization).

In conclusion, the current study provides suggestions for improving the scoring system and offers further support to the validity of the LDS. Specifically, Devaluation, Projective Identification, and low-level Denial subscales were able to discriminate between neurotic and borderline levels of personality organization. In addition, the current study provides reference norms available for non-clinical populations, which could encourage broader use of the LDS in clinical practice as well as in research, including psychotherapy outcome studies.
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Despite many theoretical and clinical writings, the theorized connection between defense mechanisms and adult attachment in depressed patients has received little empirical attention. This is the first study to examine patients’ defense mechanisms in relation to their attachment in a clinical sample of depressed patients and also the first to use observer-rated measures for assessing both defense mechanisms and attachment. In this pilot study, we aimed to investigate the relationship between patients’ attachment and their use of defense mechanisms in psychotherapy sessions, as well as patterns of change over treatment. We conducted a secondary analysis of data from a randomized controlled trial of 30 patients receiving psychotherapy for major depression. Session transcripts were previously coded for defense mechanisms using the Defense Mechanisms Rating Scales, and depression severity data were collected by the clinician-rated HRSD-17 and the self-report BDI-II. Patients’ attachment was assessed in two transcripts, one in an early session and a second in a late session, using the novel observer-rated Patient Attachment Coding System. In contrast with expectations, in the early phase of therapy, preoccupied attachment-related characteristics were significantly positively related to overall defensive functioning and negatively related to Depressive immature defenses. In the late phase of treatment, preoccupied attachment-related characteristics were negatively correlated with Non-depressive immature defenses. Moreover, as expected, early-phase defense use was related to late phase attachment; specifically, early neurotic and immature Depressive and Non-depressive defenses predicted an increase in avoidant, whereas immature Non-depressive defenses predicted a decrease in preoccupied attachment-related characteristics over the course of treatment, after controlling for early attachment effects. The results imply a longitudinal relationship between defenses and change in attachment-related characteristics over the course of treatment in a depressed sample and warrant further research about the relationship between defenses and attachment during psychotherapy.
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INTRODUCTION

Patients’ attachment-related differences and defense mechanisms are the two main aspects of personality functioning and are thought to be important predictors of symptom severity and psychotherapy outcome (Blatt and Levy, 2003; Perry, 2014; Dagan et al., 2018; Perry et al., 2020). Despite increasing interest in the topic over the past few years, there is still little empirical research conducted on the associations between defense mechanisms and patient’s attachment, especially in depressed patients. In this study, we sought to address this important gap in the literature by empirically examining the relationship between patients’ attachment-related characteristics and their use of defense mechanisms in treatment sessions conducted as part of a previous RCT for depression.

Defense mechanisms can be defined as automatic reactions to internal and external stressors or conflicts aimed at warding off negative emotional experiences. They are thought to underlie a wide range of healthy and psychopathological phenomena, including depression (Perry, 2014). The use of defense mechanisms in any given situation is mostly out of the individual’s awareness; however, the type of defense mechanism used can lead to considerable differences in mental health and interpersonal functioning (Vaillant, 2020).

Defense mechanisms can be categorized hierarchically, based on their general level of adaptiveness (Perry, 1990; Perry and Bond, 2017). Of the tripartite defense categories, mature defense mechanisms are deemed the most adaptive strategies to maximize gratification and allow relatively good conscious awareness of feelings, ideas, and their behavior-related consequences. Though all defense mechanisms are thought to protect the individual from anxiety, mature defenses do not threaten interpersonal relationships or distort reality in order to do so. The intermediate level of neurotic defense mechanisms functions to keep distressing thought content out of awareness, also with minimal reality distortion. In contrast, the low level, mostly maladaptive immature defenses act through strong reality distortion or detachment from reality (Perry and Bond, 2017) and are associated with mental health problems and lower interpersonal functioning, characteristic of severe mood and anxiety disorders (Trower and Chadwick, 1995; Calati et al., 2010; Perry and Bond, 2012; Berney et al., 2014; Ciocca et al., 2017).

Relevant to patients who suffer from depression, the immature defense category can be further subdivided into Depressive and Non-depressive Defenses. Depressive defenses have been empirically associated with depression, whereas Non-depressive defenses were negatively associated with depression (Høglend and Perry, 1998). In depressed patients, the use of immature defenses has been found to decrease by the end of treatment, whereas neurotic and mature defenses remain unchanged (e.g., Mullen et al., 1999). Moreover, within immature defenses, the subgroup of Depressive defense mechanisms is linked to decreases in depression symptomatology specifically (Perry et al., 2020).

Attachment theory (Bowlby, 1969) offers a cogent framework for understanding the development and treatment of psychopathologies such as depression (Cummings and Cicchetti, 1990; Williams and Riskind, 2004; Dykas and Cassidy, 2011; Lakey and Orehek, 2011; Hames et al., 2013). There appears to be an overrepresentation of patients with insecure attachment in clinical populations in general and in clinically depressed samples in particular, compared with non-clinical samples (Bakermans-Kranenburg and van Ijzendoorn, 2009; for a recent meta-analysis see Dagan et al., 2018). Similarly, individuals with insecure attachments have been shown to experience higher levels of depression than securely attached individuals (Fonagy et al., 1996; Borelli et al., 2010; Ivarsson et al., 2010).

John Bowlby developed his theory of attachment partly to explain why some of his patients appeared to eschew intimacy and defend against experiencing emotions, with calamitous consequences for their social adaptation (Duschinsky, 2020). Bowlby posited that individual differences in early relationships with one’s primary caregivers are carried forward and shape relationships with others (e.g., peers and romantic partners; Bowlby, 1988; Roisman, 2006; Feeney, 2008; Holland and Roisman, 2010; Groh et al., 2014).

Following Bowlby’s innovative theorizing, a host of studies have confirmed that early differences in attachment relationships later impact cognitive and affective processing of expectations about closeness and support from others. Beginning in the sixties, attachment researchers established that differences in parental sensitivity and responsiveness give rise to distinct infant tendencies to establish proximity with the caregiver, which in turn seem to be underpinned by differing expectations concerning caregiver availability (Ainsworth et al., 1978). In particular, Ainsworth and colleagues proposed that infants seek proximity with their caregiver in one of three ways: secure, involving actively seeking proximity if they generally expect the caregiver to be available when they are distressed; avoidant, if they do not hold such an expectation, they seem to defensively inhibit their search for physical proximity; and resistant (or ambivalent), if they expect the caregiver to be unpredictable or inconsistent leading to constantly monitoring their proximity to the caregiver even when he or she is within reach.

Later work showed that these infant differences are robustly predicted by parent’s attachment representations, as assessed in a semi-structured interview, the Adult Attachment Interview (AAI; Main et al., 1985). Namely, parents of secure infants in the AAI appear to openly access their own representations and memories of their relationships with their parents and are termed “secure-autonomous.” Parents of avoidant infants seem to shift their attention away from discussing attachment relationships and stressful episodes and are termed “dismissing,” while parents of resistant infants appear to focus excessively on such topics and are termed “preoccupied.”

According to one popular view, whereas secure attachment is related to an unbiased way of processing affectively laden information, with little need to use reality-distorting defense mechanisms (Cramer and Kelly, 2010; Dykas and Cassidy, 2011), insecure attachment reflects defensive responses to negative emotions, threats to separation, or distress more generally (Ein-Dor et al., 2016). In this view, attachment is seen as an adaptation strategy to a given environment (Luyten et al., 2021).

Certain defense mechanisms are prominent in the interpersonal patterns that convey the effect of attachment insecurity on psychological distress, such as depression. For example, dismissing attachment classifications seem to be associated with denying one’s own weaknesses and those of one’s attachment figures (Main et al., 2002). Conversely, preoccupied attachment may be associated with hyperactivating the expression of distress and maintaining a consistent focus on negative emotions, which may work to gain and maintain others’ proximity – at least in the short term.

Indeed, attachment theory can be understood as a two-person theory of conflict and defense. It emphasizes the coping or defensive processes required to deal with fearful arousal within the context of attachment relationships. In Bowlby’s view, defensive exclusion occurs when attachment-related information is kept out of awareness to prevent the painful effect associated with attachment system activation when no perceived comfort from attachment figures (real or representational) is available (Bowlby, 1980). In contrast to an intrapsychic theory of defense, attachment theory locates the ontogeny of defenses in an intersubjective field. The development of defensive styles is theorized to occur at the interface between a child’s fearful arousal and the subsequent responses of important attachment figures. More specifically, the infant-caregiver interactions that occur around distress and comfort result in defensive adaptations, in the form of defense mechanisms (Lyons-Ruth, 2003). In other words, in relation to adult attachment patterns, defenses are conceptualized as the mechanism that modulates the attachment system in order to reduce distressing feelings associated with negative expectancies, both at the intrapersonal and interpersonal levels (Kobak and Bosmans, 2019), and as such are directly related to emotion dysregulation (Malik et al., 2015).

Despite many theoretical and clinical writings, this hypothesized connection between attachment and defense mechanisms has received little empirical attention. The few existing empirical studies generally suggest that insecure attachment is typically associated with an increased use of immature defense mechanisms (e.g., Prunas et al., 2019) and that this overreliance on immature defenses leaves insecurely attached individuals particularly vulnerable to psychopathology, such as depression (e.g., Laczkovics et al., 2018; Ciocca et al., 2020). Up until now, however, empirical studies investigating the association between attachment and defenses have been conducted in non-clinical samples (Ciocca et al., 2020) rather than clinical or treatment samples.

Previous studies on the relationship between attachment and defense mechanisms have been further limited by their reliance on self-report questionnaires. Self-report measures may be more biased (when compared to observer-based measures) when aiming to identify processes that are predominantly unconscious, such as attachment and defenses. Whereas preliminary evidence shows that self-report and observer-rated defense ratings may align (Di Giuseppe et al., 2020), it is increasingly well-agreed that self-report measures of attachment (for example, the Experience of Close Relationships Scale; Brennan et al., 1998) and observer-rated measures of attachment (such as the AAI) do not cohere empirically and may in fact capture different constructs (Roisman, 2006; Strauss et al., 2015).

In the current study, we sought to address this gap in the literature by examining the association between attachment and defense mechanisms in patients undergoing psychotherapy for depression, using a novel observer-rated method for assessing attachment, the Patient Attachment Coding System (PACS; Talia et al., 2017), in addition to the well-established observer-rated DMRS for defenses. The PACS was initially developed in an effort to find verbal markers that would distinguish the discourse of patients who had been independently classified as secure, dismissing, or preoccupied on the AAI (Talia et al., 2014, 2017, 2019b). This work led to distinct identifying markers that can be reliably scored in any session of psychotherapy transcribed verbatim, regardless of the therapeutic orientation (Talia et al., 2014). Because the PACS markers occur regardless of whether patients speak about attachments or other topics that they find distressful, Talia and his colleagues have described them first and foremost as capturing differing ways in which patients collaborate with the therapist, rather than defenses (Talia et al., 2019a).


Aims

Given the importance of attachment security and defense mechanisms in the development of psychopathology, such as depression (Høglend and Perry, 1998; Martin-Joy et al., 2017) and their general importance in treatment formulations (e.g., Fonagy, 2001; Eagle, 2013), it is important to better understand the relationship between these two processes. Thus, the overall aim of our study was to investigate the relationship between patients’ attachment and their use of defense mechanisms in psychotherapy for depression, as well as any patterns of change over time. Of note, in contrast with previous studies, where attachment style was assessed as a predictor of defense use, in this present pilot study, we aimed to explore the role of defense mechanism in predicting changes in in-session attachment-related characteristics over treatment. Specifically, we explored the following two research questions:

1. What is the relationship between depressed patients’ in-session attachment-related characteristics and their defense mechanisms? We hypothesized that patients with secure attachment would exhibit higher overall defensive functioning, would use more mature defenses, and less immature defenses, in both the early and late sessions. Conversely, we also expected that patients with insecure attachment, specifically avoidant and preoccupied patterns, would use more immature defenses, in particular more Depressive defenses.

2. Does patients’ defensive functioning in the early session predict their attachment security in the late phase of treatment? We expected that patients’ overall defensive functioning, and amount of mature or immature defense use, early in treatment would predict attachment-related characteristics in the late phase of treatment. More specifically, within this clinically depressed sample, we expected that lower-level defenses, such as Immature, and especially, early Depressive Immature defense use would predict insecure (avoidant and preoccupied) attachment-related characteristics in the late phase of treatment.




MATERIALS AND METHODS


Treatment Trial

This study reports on secondary analyses of existing treatment data collected as part of a previously conducted randomized controlled treatment trial (RCT) of 30 patients undergoing treatment for major depression (see Perry et al., 2021 for a detailed description of the RCT). Inclusion criteria in the study were having acute recurrent major depression and a 17 or higher score on the Hamilton Depression Rating Scale; exclusion criteria included psychotic or bipolar type I disorders, substance use or dependence serious enough to interfere with therapy, and an effective response to antidepressant medications, if tried, in the past 4weeks.

Nineteen patients (63%) were female, and mean age was 41years (SD=12.43). As part of the RCT, patients were randomly assigned to either cognitive behavior psychotherapy (CBT; n=13), supportive psychotherapy (ST; n=7), or psychodynamic psychotherapy (PDT; n=10). On average, the CBT treatments consisted of 21.00 (SD=10.44) sessions over 14months (range=2.75–21.75) and the ST consisted of 17.00 (SD=9.04) sessions over 14months (6.5–27.5), whereas the PDT treatments were longer and consisted of an average of 62.7 (SD=23.43) sessions over 21months (range=7.5–24.5). Depressive symptoms were assessed at baseline and at the end of treatment. Baseline depression scores on the BDI-II (M=23.34, SD=6.97) and HRSD-17 (M=17.48, SD=6.10) significantly correlated (r=0.48, p<0.01), and both significantly decreased by termination [t(27)=5.63, p<0.001 and t(27)=4.22, p<0.001, respectively]. As a part of the original RCT, the treatment sessions were audio-recorded and transcribed and coded for individual defense mechanisms, hierarchically organized into subsequent defense categories. For further details on the trial and the participants, please see Perry et al. (2021).



Measures


Existing Measurements


Depression

The clinician-rated Hamilton Depression Rating Scale (HRSD-17; Hamilton, 1960) was used to assess depression levels pre-and post-treatment. The HRSD-17 is a 17-item semi-structured interview, which assesses depression on a 5-point Likert scale, ranging from 0 to 4. The HRSD-17 has demonstrated good internal consistency in previous studies with a mean alpha of 0.79 across studies, in our report Cronbach’s alpha=0.83.

The self-report Beck Depression Inventory II (BDI-II; Beck, et al., 1996) was also administered pre-and post-treatment. The BDI-II is a widely used 21-item measure of Depressive symptoms experienced during the previous week, using a four-point Likert scale. Internal consistency of the BDI-II has been reported to be good in several studies, for example, a Cronbach alpha of 0.90 has been reported (Storch et al., 2004). Cronbach’s alpha for BDI-II was 0.96 in the present report.



Defense Mechanisms

The observer-rated Defense Mechanism Rating Scales (DMRS; Perry, 1990) was used to assess defense mechanisms in session transcripts in the early and late treatment phases. The DMRS identifies 30 individual defenses (Perry, 1990) as they occur in the text. The individual defense mechanisms are hierarchically arranged into three categories: Mature, Neurotic, and Immature defenses, and the Immature category can be further subdivided into Depressive and Non-depressive immature defenses. In addition to the tripartite categories, a score for overall defensive functioning (ODF) is calculated by summing the weighted average of each defense based on its defense level. The ODF can range between 1 and 7, with higher scores indicating more adaptive defensive functioning. Inter-rater reliability of the three defense categories, the Depressive and Non-depressive defenses, and the ODF have been shown to be satisfactory (Perry, 2014).




Novel Observer-Rated Method


Attachment

For this secondary analysis, the Patient Attachment Coding System (PACS; Talia et al., 2014) was used to assess patients’ attachment. The PACS is a transcript-based measure that yields classifications of patients’ attachment based on a single therapy session transcribed verbatim in any treatment modality, regardless of the stage of treatment and of therapist’s activity. Recent work in attachment-informed psychotherapy research (Talia et al., 2017) has shown that patients’ discourse style during psychotherapy reliably predicts their independently obtained attachment classification on the AAI. PACS attachment security has been found to predict greater in-session mentalizing (Talia et al., 2017), greater resolution of relational ruptures in psychotherapy (Miller-Bottome et al., 2018), and patient-therapist physiological synchrony (Kleinbub et al., 2020). The PACS has also been shown to predict patients’ AAI classification even when applied to post-treatment interviews rather than therapy sessions (Talia et al., 2019b).

When coding with the PACS, the coder assesses the frequency and intensity of 40 different discourse markers as they occur in a transcript, which are grouped into five main scales used to assign a final main attachment classification to the patient: Proximity seeking, Exploring, and Contact maintaining which are associated with Secure attachment; Avoidance which is associated with Avoidant attachment; and Resistance which is associated with Preoccupied attachment. A sixth scale, Balance, is used as a global score of security which encompasses the five main PACS scales. As such, although a person may exhibit predominantly secure attachment characteristics, they may also exhibit some avoidant and resistant markers.

In this study, we report on the scores on the three PACS scales reflecting attachment-related characteristics, including secure attachment (Balance scale), avoidant attachment (Avoidance scale), and preoccupied attachment (Resistance scale). In order to avoid multiple testing of related variables, we used Balance as a proxy for attachment security (and did not include the three secure scales). The rater assigns a rating from 1 to 7 in 0.5 increments based on both the frequency and intensity of the markers of each subscale identified in the transcript. More specifically, the Balance score reflects the degree of attachment security exhibited by the patient including the open expression of emotions in the present, communication of feeling and needs in the therapeutic relationship, autonomous reflections, and positive emotions. The Avoidance scale assesses the level of evasion of inquiries into the patient’s positive and negative experience and the level of minimization or deferment of any mental state previously conveyed (e.g., the patient affirms that he or she has no right to complain; chuckles about his or her own distress). The Resistance scale captures discourse markers that enlist the therapist’s agreement with the patient’s views or otherwise restrict the therapist’s capacity to disagree, for example, by being vague or excessively detailed. In order to assign an overall attachment classification (Secure, Avoidant, or Preoccupied) for the patient, a proportional index of balance, avoidant, and resistant characteristics is calculated (for a more detailed description of the PACS, see Talia et al., 2017).





Procedures

In order to become reliable PACS coders, four clinical psychology doctoral students completed a one-week comprehensive training workshop in the use of the PACS taught by the developer (A.T.) and attended weekly reliability consensus meetings on practice transcripts for 3months following the training workshop. When their ICC with the developer of the PACS reached 0.80 or above, the students started coding the session transcripts for the study. Session transcripts were randomly assigned across the four raters. Throughout the coding, the raters received ongoing intensive supervision from the developer of the PACS. Inter-rater reliability was calculated on 29 (50%) out of 58 coded sessions, and the ICC between the developer and the coders was 0.85. From the available session transcripts already coded on the DMRS, two sessions per treatment were coded with the PACS, one session from the early phase of treatment (the second session) and a session at the late phase of treatment (the penultimate session), altogether resulting in a sample of 60 PACS coded sessions, reflecting 30 treatments.



Data Analysis

In the reported analyses, the total sample of 30 treatments was used. Two patients were dropped out during treatment; therefore, the cross-sectional analysis at the early phase was based on n=30, whereas the analyses at the late phase of treatment and the change across treatment included n=28. The use of an existing data set and observer ratings meant that there were no missing attachment or defense scores. To compare initial attachment and defense scores across the three treatment arms, we conducted one-way ANOVA. The small number of patients in each treatment modality only allowed us to conduct pilot comparisons and to report effect sizes and not values of p.

The attachment and defense variables were not normally distributed (skewness and kurtosis more than twice the standard error). Both at the early and late phases, attachment scores on the Balance scale were significantly positively skewed, due to the high prevalence of insecure patients in the sample (n=21). Therefore, non-parametric tests of defenses and attachment were used in subsequent analyses. Wilcoxon signed-rank test was used to compare attachment and defenses in the early and late phases of the treatments. A paired samples t test was used to compare self-rated and observer-rated depression scores at pre-and post-treatment. Spearman’s rho correlations were used to analyze the relationship between variables on the DMRS and the PACS. Linear regression analysis was used to examine whether early-phase defensive functioning predicted late-phase attachment. For checking the assumptions for the regression models, we confirmed that the data contained approximately normally distributed errors with equal variance and met the assumptions of homogeneity of variance and linearity. Two-tailed tests of significance were applied throughout. Given the exploratory nature of the examinations and the relatively low power, we did not apply a correction for multiple correlations. All statistical analyses were conducted using SPSS 24.0.




RESULTS


Patient Attachment and Defenses Early in Treatment

In the early sessions, the majority of the 30 patients were classified on the PACS as Preoccupied (n=15). Nine patients were classified as Secure and six as Avoidant. Regarding the scales, the average rating on the PACS Balance scale suggested that overall the patients in this sample were relatively insecurely attached (M=2.93; SD=1.4) at baseline, a score which is significantly lower than in other mixed outpatients’ samples [M=3.7, SD=1.3, t(188)=2.79, p<0.01; Talia et al., 2017]. Moreover, these depressed patients also scored higher on the PACS Resistance scale (M=4.20; SD=2.47), indicating that their attachment was significantly more preoccupied than is generally seen in outpatient samples [M=3.3, SD=2.00, t(188)=2.18, p<0.05], whereas the PACS Avoidance scale (M=2.79; SD=1.77) was in line with previous findings [M=2.8, SD=1.60, t(188)=0.00, p=ns; Talia et al., 2017].

Average overall defensive functioning (M=4.88; SD=0.57) early in treatment fell into the level usually associated with acute depression or personality disorders and was comparable to other mixed outpatient groups reported in the literature [M=4.62, SD=0.27, t(49)=1.93, p=ns.; Perry and Henry, 2004]. Table 1 shows the means, standard deviations, and significant changes in the relevant variables.



TABLE 1. Wilcoxon signed-rank tests comparing Beginning and Late-Phase Defense and Attachment Variables (N=28).
[image: Table1]

Early-phase PACS and defense variables differed in the three treatment arms. Pilot comparison using Eta-squared showed that variance in early treatment PACS variables across the three treatment arms was Balance η2 =0.010, Avoidance η2 =0.158, and Resistance η2 =0.154; and variance based on the treatment arms in early-phase defense variables ranged between Neurotic defenses η2 =0.035 and ODF η2 =0.108.



Research Question 1: Relationship Between the Patients’ Attachment-Related Characteristics and Their Use of Defense Mechanisms

Spearman’s rho correlations were used to test the relationship between in-session attachment-related characteristics (PACS Balance, PACS Avoidance, and PACS Resistance) at both early and late phases of treatment and patients’ use of defense mechanisms (DMRS variables: ODF, Mature, Neurotic, Immature including Depressive and Non-depressive Immature defenses). No significant correlations between attachment security (PACS Balance scale) or avoidance (PACS Avoidance scale) and the DMRS variables were found in the early or late sessions. In the early sessions, the PACS Resistance scale was significantly related to ODF (rs = 0.37, p=0.043) and negatively associated with the DMRS Depressive Immature defenses (rs =−0.45, p=0.012; see Table 2). At the late phase of treatment, the PACS Resistance scale negatively correlated with the DMRS Non-depressive immature defenses (rs =−0.42, p=0.027; see Supplementary Material).



TABLE 2. Spearman correlations between early PACS attachment-related characteristics and early DMRS defense mechanisms.
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Research Question 2: Patients’ Use of Defense Mechanisms Early in Treatment and Attachment-Related Characteristics Late in Treatment

In order to establish whether there was any relationship between patients’ use of defense mechanisms early in treatment and improvement in their attachment-related characteristics during treatment, we used Spearman’s rho correlations between the defense variables (DMRS scales: ODF, Mature, Neurotic, Immature) at the early phase of the treatment and attachment variables (PACS scales: Balance, Avoidance, Resistance) at the late phase of the treatment. Results showed a significant negative correlation between early DMRS Neurotic defenses and late-phase PACS Avoidance scale (rs =−0.44, p=0.020) and a significant negative correlation with the PACS Resistance scale at the end phase of treatment (rs =−0.42, p=0.030). Early DMRS Immature defenses were significantly and positively correlated with late-phase PACS Avoidance scale (rs =0.51, p=0.005) and negatively with late-phase PACS Resistance scale (rs =−0.48, p=0.009; see Supplementary Material).

Based on these significant relationships between DMRS defenses early in treatment and PACS scales in the late phase of treatment, we conducted linear regressions to establish whether defense use (DMRS Immature, Neurotic defenses) in the early phase predicts attachment-related characteristics (PACS Avoidance, Resistance scales) in the late phase of treatment, after controlling for early levels of attachment-related characteristics. Since the DMRS Immature defenses category can be divided into the two mutually exclusive subcategories of Depressive immature defenses and Non-depressive immature defenses, we substituted these subcategories in the regression model, rather than the less specific DMRS Immature defense category. We used stepwise regression to assess the unique contribution of Depressive and Non-depressive defenses in predicting the change in attachment-related characteristics.

As Table 3 shows, both early Depressive and Non-depressive immature defenses significantly predicted late-phase PACS Avoidance after controlling for baseline PACS Avoidance (B=6.47, SE=2.20, t=2.95, p<0.05, ΔR2=0.14; B=8.43, SE=3.70, t=2.38, p<0.05, ΔR2=0.11; respectively). Moreover, early Non-depressive immature defenses (but not Depressive immature defenses) negatively predicted PACS Resistance at the late phase of treatment, after controlling for early PACS Resistance (B=−18.56, SE=5.48, t=−3.38, p<0.01, ΔR2=0.23). Finally, early DMRS Neurotic defenses significantly predicted late-phase PACS Avoidance after controlling for early PACS Avoidance (B=−0.3.84, SE=1.81, t=−2.13, p<0.05, ΔR2=0.06). Early-phase DMRS Neurotic defenses did not predict late-phase PACS Resistance significantly after controlling for early Resistance (B=5.16, SE=2.69, t=1.92, p=ns, ΔR2=0.10).



TABLE 3. Regression models for early DMRS defense mechanisms predicting late PACS attachment-related characteristics.
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DISCUSSION

This pilot study is the first to examine patients’ defense mechanisms in relation to their attachment in a clinical sample of depressed patients and also the first to use observer-rated measures for assessing both defense mechanisms and attachment. Specifically, the present study explored the role of early-phase defense mechanisms in predicting changes in attachment-related characteristics over the course of psychotherapy.

We first hypothesized that patients with higher overall defensive functioning, more Mature defenses, and less Immature defenses would be associated with more attachment security across all sessions. This first hypothesis was not supported. We found that attachment security (PACS Balance) and PACS Avoidance were not related to defenses, but PACS Resistance was positively associated with overall defensive functioning at the early phase of treatment and negatively associated with Depressive Immature defenses in the early phase. PACS Resistance was also negatively associated with Non-depressive immature defenses at the late phase of treatment.

Our second hypothesis was partly supported, in that early-phase Immature and Neurotic defense use was related to late-phase attachment-related characteristics. We found that Immature defenses, and specifically, both Depressive and Non-depressive immature defense use and Neurotic defense use, were associated with more late-phase PACS Avoidance, even after controlling for early-phase PACS Avoidance levels. Moreover, more Non-depressive defense use during the early phase of therapy predicted less PACS Resistance at the late phase, after controlling for the effect of early PACS Resistance levels.

The positive relationship between overall defensive functioning and preoccupied attachment-related characteristics at the early phase of treatment may be explained by the fact that defensive functioning is usually at its lowest, not at the beginning of psychotherapy but somewhat later in treatment, when the patient is more deeply engaged in working on difficult topics in therapy. Thus, even though attachment-related characteristics may be detected already in early sessions, defense style of the patient when dealing with stressful conditions (or topics) may only be displayed later in therapy or across several sessions. Moreover, we assessed defenses and attachment in only one session transcript from each time point. The last sessions before termination often trigger attachment-related issues and may bring up relational insecurities, which might result in bias toward lower defensive functioning and more insecure attachment characteristics than what the patient would typically display. Although this treatment trial allowed for a pilot comparison between three different psychological treatments, the variability in the number of sessions and length of therapy across the three treatment arms (an average of 21 sessions in CBT, 17 in ST, and 62 in PDT) limited the ability to interpret the temporal relationship between defenses and attachment in our study. Future studies using more sessions per treatment may more reliably assess change processes during the course of treatment.

Another explanation for the relative lack of a cross-sectional relationship between defenses and attachment-related characteristics might also be methodological. Both defense mechanisms and attachment were coded across whole therapy sessions, as they occurred, and summary scores for both constructs were used in the subsequent analyses. It is thus possible that unrelated segments were coded as defense and as attachment episodes, with relatively little overlap, manifesting in divergent results. As such, future studies implementing a more fine-grained approach focusing on identifying episodes when defense and attachment events overlap in the transcripts may more accurately reflect the association between specific defense mechanisms and attachment-related characteristics.

When interpreting the cross-sectional associations between defense use and patient attachment, it is important to also consider that our depressed sample included patients with relatively low defensive functioning and mostly insecure attachment classification (n=21, 70%), with half of the patients (n=15, 50%) classified as preoccupied. A predominance of insecure and especially preoccupied attachment in a depressed sample is to be expected, as these have been proposed to relate to psychopathology, and specifically, depression (e.g., Laczkovics et al., 2018; Ciocca et al., 2020); however, the widely varying prevalence of the three attachment styles in our sample limited a fair comparison of patients with different attachment classifications.

It is important to also note that the comparison of the results based on self-report and observer-rated methods is limited, due to the inherent differences occurring when studying phenomena at least partly outside of awareness, such as defense mechanisms and attachment. Findings obtained by self-report measures may not be directly translatable to results with observer-rated methods, such as the AAI interview and the PACS, and vice versa.

Our results imply a longitudinal relationship between immature and neurotic defense use and attachment security, in which patients who used more immature (both Depressive and Non-depressive) or neurotic defenses early in treatment displayed an increase in PACS Avoidance late in treatment, whereas patients who used more Non-depressive immature defenses early in treatment displayed a decrease in PACS Resistance by the late phase of treatment, independently of their early attachment-related characteristics. That is, in this depressed sample, which had a high prevalence of neurotic and immature defenses at the beginning of treatment, the use of these defenses was related to a reduction in characteristics related to preoccupied attachment and an increase in avoidant attachment-related characteristics over the course of treatment. Previous studies showed that insecure attachment, and especially preoccupied attachment, is associated with more vulnerability to psychopathology and especially depressive symptoms, compared to not only secure but also avoidant attachment (Cole-Detke and Kobak, 1996; Fonagy et al., 1996; Rosenstein and Horowitz, 1996; Borelli et al., 2010; Laczkovics et al., 2018). In our study, increase in avoidance and decrease in preoccupied characteristics thus might be considered as a possible proxy for improvement in attachment-related problems within insecure attachment.

The longitudinal (but not cross-sectional) findings of our pilot study support the theorized connection between defense mechanisms and adult attachment in depressed patients, as well as the few empirical findings that examined this association in non-clinical samples. These studies found that insecure attachment is typically associated with the less adaptive defense mechanisms (e.g., Prunas et al., 2019). Whereas our study did not find the expected relationship between attachment and defense variables in the same session, our findings showed that neurotic and immature defenses are related to change and possibly, improvement in insecure attachment over the course of treatment.


Limitations

Observer-rated codings are a strength but may also limit generalizability outside the session. As mentioned earlier, even though observer ratings may be less biased and better able to assess processes outside of the patient’s awareness, observer ratings are limited in that they assess patient functioning in a specific context, that is, a session, which might be affected by various circumstances, including the topic of the session or the level of alliance with the therapist. In a recent meta-analysis by Spruit et al. (2020), the type of instrument used to assess attachment uniquely contributed to the explanation of variance in depression symptoms among adolescents, and studies including self-report tools reported bigger effect sizes compared to those based on interviews and observations. Although beyond the scope of the current investigation, it would be interesting to examine whether similar patterns between attachment and defenses would emerge if self-report assessments of attachment were used.

Furthermore, the PACS observer-rated coding system at the moment does not include the fourth attachment category Unresolved/disorganized (insecure) attachment. The inclusion of an additional attachment category may differentiate within the large proportion of patients currently classified as Preoccupied in our study.

Another limitation of this study is the relatively small sample size, which allowed for running correlations on the higher order defense and attachment categories, but did not allow for testing regression or mediation models on defense levels or individual defenses. The considerable differences in treatment length, especially the significantly longer psychodynamic therapies, also limit the generalizability of our results regarding temporal changes. Furthermore, we could only report initial comparisons across treatment arms. Given that some of the effect sizes across treatment modalities were large (Avoidance η2=0.158, and Resistance η2=0.154), further studies with larger sample sizes (powered to assess between-treatment effects) are warranted. Thus, this study can be seen as an exploratory pilot study, and larger-scale studies should examine the exact nature of the relationship between defense mechanisms and attachment security, testing mediation models of attachment, defenses, and psychopathology. A better understanding of the connections between insecure attachment and immature defenses with specific symptom clusters might induce clinicians to assess and intervene both on manifest symptoms and on defensive and relational styles, to help improve severe symptoms in depressed patients during the course of treatment.

Future research examining the association between adult attachment patterns and depressive symptoms should also examine further mediators and moderators. Attachment is likely best conceptualized as one etiological factor that interacts with many contextual and individual factors influencing risk for depression later in life (Cummings and Cicchetti, 1990; Rosen and Rothbaum, 1993; Belsky, 1997; De Wolff and Van Ijzendoorn, 1997; Sroufe, 2005;). As such, the association between adult attachment and depressive symptoms may be mediated by cognitive, behavioral, relational, physiological, and affective processes (e.g., emotion regulation; Malik et al., 2015). Identifying these mechanisms may offer novel targets for the treatment of depression.

Using the PACS system to study patients’ attachment in session transcripts illustrates the potential clinical relevance of applying post hoc observer-rated measurements within the context of a highly controlled research design, such as an RCT. These observer codings are not only relevant with regard to the research insights they provide, but also might provide a useful clinical training tool to graduate students, who are interested in learning more about the psychotherapy process and how to attune their interventions to different types of patients. Furthermore, developing simple observer-rated methods that require minimal or no training to use are warranted. These methods could provide tools for clinicians to assess their patients’ defensive and attachment-related patterns in situ, at any time point during treatment, which has the potential to significantly enhance case formulation and tracking treatment-related changes over time.
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Background: Post-traumatic Stress Disorder (PTSD) severity follows a bell-shaped curve ranging from mild to severe. Those in the severe range often receive the most intensive treatments, including targeted residential rehabilitation stays. These are expensive and welcome ways to improve their effectiveness. We hypothesized that positive change among subjects treated in a 45-day residential rehabilitation format would be associated with the maturity levels of measurable Psychological Adaptive Mechanisms (PAMs), alternately ego defense mechanisms.

Methods: In this association study, adult male patients (N = 115) with a history of combat related PTSD treated in a residential rehabilitation setting completed the Defense Style Questionnaire (DSQ) on admission, as well as the Post-Traumatic Stress Disorder Checklist-Military Version (PCL-M) and the Mississippi Scale for Combat-Related Post-traumatic Stress Disorder (M-PTSD) on admission and again at discharge. This allowed prospectively calculated change scores on each of the PTSD measures for each patient. The change scores allowed association testing with averaged admission DSQ scores using Pearson's correlation probability with significance held at p < 0.05.

Results: As hypothesized, averaged individual Mature scores on the DSQ were associated with improved change scores on both the PCL-M (p = 0.03) and the M-PTSD (p = 0.04). By contrast neither averaged DSQ Neurotic or Immature scores associated significantly with either PTSD scale change scores.

Conclusion: These results, the first of their kind to our knowledge, suggest that patients presenting with predominantly Mature level PAMs are likely to benefit from residential rehabilitation treatment of PTSD. By contrast, those presenting with Neurotic or Immature PAMs predominantly are less likely to encounter positive change in this type of treatment. Although residential treatment is often reserved for the most refractory PTSD cases, it appears that those endorsing Mature level PAMs will make use of residential treatment whereas other forms of treatment may be better suited to those with Neurotic and Immature adjustment mechanisms.

Keywords: adaptive mechanisms, ego defense, PTSD, refractory, residential treatment


INTRODUCTION

Post-traumatic stress disorder (PTSD) occurs in response to sustained overwhelming stress. Viewed another way, it may present when stressful experiences occur in such strength and duration as to overwhelm the human Psychological Adaptive Mechanisms (PAMs) deployed to manage the high stress level. An immediate reaction to stress is the perception of a threat to one's conscious equilibrium. This in turn leads to a physiological increase in anxiety. Anxiety may be appreciated either in the form of impending disaster or unrelenting doom. Physiological anxiety may be considered as a signal that the human organism is under stress, although the signal may be an unpleasant one. Severe or repeated stresses, or both, may result in chronic anxiety related to the PTSD symptoms including hypervigilance and quick reactivity to incoming threats, real or perceived.

The study of PAMs (Vaillant, 1993; Beresford, 2012) has established that adaptive behaviors occur on a continuum ranging from Primitive, inflexible responses through a hierarchy culminating in Mature, flexible behaviors. Figure 1 presents a clinical algorithm that depicts the differences among Vaillant's four domains, moving from Primitive through Mature. Seen in this manner, a PAM model provides considerable individual variation in observed behaviors occurring in response to stressful situations. The severity of PTSD itself can theoretically be moderated by the relative maturity of adaptive behaviors in response to same or similar stresses. Recent studies have advanced the notion that PTSD exists on a continuum, therefore (Shalev et al., 2017).


[image: Figure 1]
FIGURE 1. Recognition algorithm for psychological adaptive mechanism domains. Source: Table 3.1 from Beresford (2012, p. 28). Reprinted with permission.


With this in mind, we asked whether persons in a residential treatment program for PTSD might have different outcomes based on the relative maturity of their PAMs? We hypothesized that residential treatment improvement would be empirically linked to PAM maturity in a positive manner—the more Mature the subject's adaptive mechanisms, the better residential treatment outcome.



METHODS


Participants and Procedures

Participants included 115 adult (>18 years) male veterans who completed treatment in the RMRVAMC's Residential PTSD program in 2008. Ongoing PTSD symptoms refractory to standard outpatient treatment and noted to require intensive treatment indicated admission to the residential unit. In all cases, patients admitted for treatment were required to be alcohol and substance free for 30 days prior to admission. This was verified by alcohol and drug screening prior to admission. Data on clinical variables, including PTSD symptom severity, depression, and anxiety were gathered on admission and discharge as part of the program's standard 45-day treatment regimen. Veterans were informed that the data collected would be analyzed to facilitate a quality assurance effort pertaining to the program's treatment effectiveness. The data from clinical intake and discharge testing were entered into a secure electronic database by quality assurance staff. All of the cases were given numerical codes prior to data analysis in order to ensure participants' anonymity and confidentiality. Last, electronic record reviews were conducted to determine veterans' demographic information.



Study Measures


Post-traumatic Stress Disorder


The Mississippi Scale for Combat-Related Post-traumatic Stress Disorder

The Mississippi Scale for Combat-Related Post-traumatic Stress Disorder (M-PTSD, Keane et al., 1988) is a 35-item self-report measure of combat-related PTSD symptoms in veterans. Responses are given on a five-point Likert-type scale; low scores indicate little or no evidence of PTSD symptoms and higher scores indicate more severe PTSD symptomatology. Change scores indicate movement in symptom endorsement with movement toward lower scores indicating improvement. Item scores are summed and range from 35 to 175, with scores above 107 suggesting that the respondent is experiencing clinically significant symptoms of combat-related PTSD. The M-PTSD is widely used and has been shown to have excellent internal validity and reliability (Keane et al., 1987).



The Post-traumatic Stress Disorder (PTSD) Checklist-Military Version

The Post-Traumatic Stress Disorder Checklist-Military Version (PCL-M, Hoge et al., 2014) is a 17-item self-administered survey designed to give a preliminary assessment of the presence and severity of PTSD symptoms, as defined by the Diagnostic and Statistical Manual of Mental Disorders (APA, 2000, 2013). Respondents are asked to rate the extent to which they experienced PTSD-related symptoms over the past month, using a five-point Likert-type scale, ranging from 1 (not at all) to 5 (extremely). Item scores are summed to provide a total PTSD symptom severity score, with higher scores indicating more severe PTSD. The PCL-M is a widely used measure of combat-related PTSD symptoms and has been shown to have very good internal consistency (Ruggiero et al., 2006) and strong convergent validity, as demonstrated by its positive correlation with other measures of PTSD, such as the M-PTSD (r = 0.85–0.93), Impact of Event Scale (r = 0.90), and Clinician-Administered PTSD Scale (r = 0.79) (Yeager et al., 2007; Keen et al., 2008).




Psychological Adaptive Mechanisms


Defense Style Questionnaire

Each subject filled out printed versions of the 40-item Defense Style Questionnaire (DSQ) (Andrews et al., 1993) on admission. The DSQ was designed for recognition and quantitative measurement of ego-defense mechanisms, alternatively known as Psychological Adaptive Mechanisms or PAMs (Beresford, 2012). These refer to observable behavioral strategies by which individuals adapt to the stresses they encounter in their lives (Vaillant et al., 1986). The DSQ contains 40 itemized statements about what a person does in a difficult situation. The subject is asked to endorse each specific statement on a nine-point Likert-type scale. The 40 items reflect 20 adaptive styles, with two items for each on the scale. Each two respective item scores are averaged, resulting in a mean score for each PAM. Based on Vaillant's empirical work (Vaillant, 1985), the DSQ scores for specific mechanisms are then grouped in an a priori fashion into three, rather than Vaillant's four, Domains of psychological adaptive styles: Immature (including Primitive), Neurotic, and Mature. Combined in this way, investigators may then compute category means for each of the three Domains for each study subject.





Statistical Approach

Tests of association provided the method of assessing the relationship between PAM maturity on admission and improvement each of the two PTSD scales given first at admission and repeated at the end of the 45-day rehabilitation unit stay. For the PTSD scales, computed change scores—admission score minus discharge score—provided a measure of change for each individual. Pearson's r coefficient tested the statistical associations between the individual mean admission DSQ scores for each of the three Domains with the change scores recorded for each of the PTSD scale scores, independently. Probability reached significance at the p < 0.05 level.

Calculations of mean scores for both PTSD measures and for each of the three PAM Domains allowed group comparisons among each of these measures for purposes of assessing overall PTSD symptom and DSQ Domain frequencies. Student's t-test allowed statistical calculation of mean differences with probability judged significant at p < 0.05.




RESULTS


Demographic Characteristics

Of the 115 veterans for whom data were collected, all were adult (>18 years) male veterans, ranging in age from 27 to 75 (M = 54.84, SD = 13.12) (Table 1). Ethnic data were available from review of the participants' electronic medical records in 109 of the cases. Ethnic breakdown yielded 58.7% (N = 67) of veterans identified as White, 28.4% (N = 33) as Hispanic, 9.2% (N = 10) as African American, and 2.8% (N = 3) as Native American. One veteran identified as multiracial (0.9%) and data were missing for the remaining six participants. Participants' level of education ranged from 9.0 to 20.0 years (M = 13.34, SD = 1.96).


Table 1. Demographic characteristics.
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PTSD Change Scores by Adaptive Mechanism Domain

For the whole sample, mean calculation yielded a PCLM average score of 64.9 ± 19.3 and 133.6 ± 21.0 average Mississippi score, both signifying PTSD (Table 2). On average, PTSD change scores showed mild improvement—a score decrease of about six points on each scale—between admission and discharge: PCLM at −6.1 ± 13.6, and Mississippi at −6.4 ± 21.3. The standard deviations suggest wide variations of outcome over the course of the treatment program. A t-test of the mean differences between the two measures was non-significant. For clinical perspective, US Department of Veterans Affairs' National Center for PTSD recommends “using 5 points as a minimum threshold for determining whether an individual has responded to treatment and 10 points as a minimum threshold for determining whether the improvement is clinically meaningful.” See https://ipgap.indiana.edu/documents/ptsd_intruments/pcl-manual.pdf.


Table 2. Mean difference and association probabilities (n = 115).

[image: Table 2]

At the time of admission, the average DSQ endorsements on the nine-point scale over the three adaptive Domains, respectively, exhibited much smaller standard deviations: Immature 5.2 ± 1.1, Neurotic 5.5 ± 5.2, and Mature 4.4 ± 1.3. Student's t-test of the means revealed differences in endorsement patterns across the Domains. The subjects endorsed Mature adaptive mechanisms significantly less often than they did the Immature (p < 0.001) or the Neurotic (p < 0.03) PAMs.

To define the relationship, if any, between change scores on the PTSD measures and PAM Domain endorsement we used Pearson's correlation coefficient. Change scores on both the PCLM and the Mississippi scales were positively and significantly associated with Mature Domain endorsement, r = 0.20, p < 0.03 and r = 0.19, p < 0.04, respectively. By contrast, there was no statistical correlation between the change scores and either Neurotic or Immature Domain endorsement.




DISCUSSION


Conclusion

Psychological Adaptive Mechanism assessment appeared to sort those with improved PTSD vs. those with no improvement, on average, in this association study, validating our hypothesis. This finding raises the possibility that systematic PAM assessment may be useful in directing residential treatment resources to those refractory cases who can benefit most from them. Testing this new hypothesis appears best done in a more complex, prospective design of PTSD treatment outcome, expanding on that used in this instance. To do so, however will likely require further inquiry as described below.



Limitations

This study assessed a relatively small, exploratory sample of cases admitted after failing outpatient treatment for PTSD. No prior treatment descriptors were available from which to analyze other potential factors contributing to outcome or prognosis. Further study of the question of PAM maturity and PTSD outcome will require larger patient samples and more in-depth collection of pertinent variables than can be offered in the scope of the present study.

The present report describes a consecutive sample of the severe PTSD cases in whom outpatient treatment did not offer sufficient symptom resolution. This was done for quality assurance purposes rather than for broader scientific inquiry. Future studies may include a wider selection of post-combat persons with PTSD, for example, whose treatment spans outpatient as well as residential modalities. Assessment on such instruments as the DSQ can allow a basis for random assignment of outpatient vs. residential treatment.



Uses

While useful statistically in a sample of this nature, the DSQ in its present form does not offer the clinician a way of characterizing individual persons with greater or lesser endorsement of the three domains mentioned. That is, at present there is no “cut point” measure that can offer the clinician a way of sorting the three DSQ Domains in real time such that, with confidence, they could be assigned to one or another treatment group.

Others point out that assessing PAMs, mechanisms that reside in the unconscious until needed, cannot be accomplished directly using self-reports. Vaillant's original investigations addressed this by reporting empirical analyses of action vignettes describing observable behaviors in the face of challenging circumstances. Independent raters then classified each vignette as best exemplifying one of the adaptive mechanisms from Vaillant's original glossary (Vaillant, 1971) of 18 separate defense/adaptive mechanisms. The independent ratings allowed assessments of reliability. Perry and colleagues later used the same method, substituting recorded video interviews for the vignettes (Perry and Cooper, 1989).

About the same time, Andrews and colleagues developed the DSQ as a brief, self-report survey that took less time to administer (Andrews et al., 1993). As in the present report, this approach sacrificed individual case characterization for greater ease of data collection in the aggregate. It is important to note that the DSQ, contrasted to our PAM algorithm used for clinical purposes, construes Vaillant's defenses differently: three Domains, with Primitive and Immature combined in the DSQ as compared to the original four Domains in the algorithm.

Perry and colleagues developed the Defense Mechanism Rating Scale (DMRS) as another approach to reliable assessment (Perry, 1990; Di Giuseppe et al., 2020). Di Giuseppe and associates took this further using a Q-sort procedure, the DMRS-Q (Di Giuseppe et al., 2014). The same item endorsement approach characterizes these assessments and results in a complex reading of a panoply of defenses in individual cases.

Two concerns persist, however. First, these approaches still rely on a series of items that may be time-consuming to collect and require available, specialized software for analysis. The results offer spectra of defensive tendencies rather than definitive statements of specific adaptive strategies. Second, the items themselves depend on statements of what a person would or might do in a particular situation; corroboration must come from external sources such as reports from significant others or from a treatment team's serial, multiple observations. As Vaillant has pointed out, what people do generally offers a far more reliable indicator of adaptation than what they say (Vaillant, 1977).

The principal investigator of the present report adopts another approach for clinical use based on the application of traditional medical assessment and diagnosis (Beresford, 2012, 2014). In this method, a clinician trained in PAM recognition takes a clinical history of behavioral adaptations to current stresses in their lives, focusing on actions that can be observed. From these histories, the clinician uses the brief algorithm in Figure 1 (Beresford, 2014) that sorts PAMs by Domain using Vaillant's original glossary, the simplest available (Vaillant, 1993). From this the knowledgeable clinician can arrive at an accurate formulation of operant PAMs in an individual case. One limitation occurs in the need to train clinicians in this method. Both the method and the algorithm can be taught, however, and potentially offer more efficiently gathered, useful evidence for clinical decision-making.

This study offers the hope for more directed, effective treatment for patients suffering from the more refractory forms of PTSD. We have shown that those who endorse Mature PAMs more frequently responded to the residential treatment whereas those endorsing Immature, or Neurotic PAMs received little benefit from such treatment. Explanations of the positive effects of the Mature PAMs in this setting, vs. the null effect of the other two Domains, deserve further investigation. For now, in reference to the distinctions presented in Figure 1, when faced with a stress, humans are at their most adaptable when they can (1) recognize a problem, (2) note it as one over which they have control, (3) identify the painful thoughts and the painful feelings it brings, and (4) integrate both feelings and thoughts in the interest of a flexible solution. By contrast, ignoring a problem, ascribing it to others, and finding an inability to reconcile the associated painful thoughts and feelings, all limit the options available for its resolution.

In the context of PTSD treatment assignments, further study may also determine whether this correlation between PAM maturity and PTSD improvement can be used as an a priori screen to help determine a treatment plan. It may be, for example, that growth toward, or reconstitution of, Mature adaptive mechanisms is facilitated by PTSD treatment, even in refractory cases. These, or other possible approaches, for example an artificial intelligence (AI) application of the Q-sort/DMRS process, will require further development and testing in order to arrive at a workable mechanism for assignment of appropriate patients to the more resource intensive PTSD treatment modalities.
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The psychodynamic concept of defense mechanisms is nowadays considered by professionals with various theoretical orientations of great importance in the understanding of human development and psychological functioning. More than half century of empirical research has demonstrated the impact of defensive functioning in psychological well-being, personality organization and treatment process-outcome. Despite the availability of a large number of measures for their evaluation, only a few instruments assess the whole hierarchy of defenses, based on the Defense Mechanisms Rating Scales (DMRS), which arguably offers an observer-rated gold standard of assessment. The present article illustrates the theoretical and methodological background of the DMRS-Q, the Q-sort version of the DMRS for clinical use. Starting from the definition and function of the 30 defense mechanisms included in the hierarchy, we extracted 150 items that captured a full range of defensive manifestations according to the DMRS theory. The DMRS-Q set is described in this paper with reference to the DMRS manual. Directions are also provided for using the DMRS-Q online software for the free and unlimited coding of defense mechanisms. After each coding, the DMRS-Q software provides a report including qualitative and quantitative scores reflecting the individual’s defensive functioning. Qualitative scores are displayed as the Defensive Profile Narratives (DPN), while quantitative scores are reported as Overall Defensive Functioning (ODF), defensive categories, defense levels, and individual defense mechanisms. Syntax for the scoring is displayed in the results and a clinical vignette of a psychotherapy session coded with the DMRS-Q is provided. The DMRS-Q is an easy-to-use, free, computerized measure that can help clinicians in monitoring changes in defense mechanisms, addressing therapeutic intervention, fostering symptoms decreasing and therapeutic alliance. Moreover, the DMRS-Q might be a valid tool for teaching the hierarchy of defense mechanisms and increase the observer-rated assessment of this construct in several research fields.
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INTRODUCTION

The psychodynamic concept of defense mechanisms, defined as automatic psychological mechanisms that mediate the individual’s reaction to emotional conflicts and to internal or external stressors (American Psychiatric Association, 2013; Perry, 2014), has been extensively studied since its first appearance in Freud’s psychoanalytic theory (Freud, 1894). After a century of clinical and theoretical work, and a quarter century of empirical research, an assessment of defense mechanisms was included in an Axis for the assessment of defense mechanisms in the DSM-IV (Cramer, 1987, 2015; Kernberg, 1988; American Psychiatric Association, 1994; Hoffman et al., 2016). The main contribution to the gold-standard approach to the study of defense mechanisms has been provided by the theory of defensive adaptiveness and the hierarchical organization of defense mechanisms proposed by Vaillant (1971, 1992) and operationalized by Perry (1990). In his extensive and valuable work, Vaillant described excellent clinical vignettes of defenses as they operate in real life – both in momentary examples, and those that recur over time – and integrated findings from several longitudinal studies demonstrating the evolution of defense mechanisms over the life cycle. With the development of the Defense Mechanisms Rating Scales (DMRS), Perry has provided a comprehensive, accurate and valid observer-rated methodology for assessing individual’s defensive functioning based on the whole hierarchy of defense mechanisms (Perry and Henry, 2004). In recent years, the authors of this paper have adapted the DMRS theory to additional assessment methods, by developing both the Q-sort version (DMRS-Q; Di Giuseppe et al., 2014) and the self-report version (DMRS-SR-30; Di Giuseppe et al., 2020a) of the DMRS. Our main aim was to provide new measures based on the DMRS theory of defense mechanisms applicable in different clinical or research contexts, without the requirement of training for their valid and reliable use (Békés et al., 2021; Conversano and Di Giuseppe, 2021). In this article, we describe theoretical background, coding procedure, scoring system and results interpretation of the DMRS-Q, a computerized observer-rated Q-sort for the assessment of defense mechanisms in clinical setting.


The Hierarchy of Defense Mechanisms

All DMRS-based measures refer to the generally accepted hierarchy of defense mechanisms (American Psychiatric Association, 1994, 2013; Hoglend and Perry, 1998; Lingiardi et al., 1999; Drapeau et al., 2003; Hilsenroth et al., 2003; Perry, 2014; Di Giuseppe et al., 2019, 2021; Tanzilli et al., 2021). A graphical summary of the hierarchy of defense mechanisms is shown in Figure 1.


[image: image]

FIGURE 1. The DMRS hierarchical organization of defensive categories, defense levels and individual defenses. Table adapted from Perry and Bond (2012), Table 1. So-called depressive defenses are in bold.


This hierarchy describes 30 defense mechanisms organized into seven defense levels, each of which has some general functions that the constituent defenses share in how they protect the individual from anxiety, or a sense of threat from internal or external sources, or conflicts.

In addition to the seven defense levels, there is level 0, describing defensive dysregulation, the so-called Psychotic Defenses Level. Defenses belonging to this defense level are not included in the DMRS manual although they can be assessed using another DMRS-derived measure, the Psychotic-DMRS (P-DMRS; Berney et al., 2014; Boldrini et al., 2020). Defense levels can be further organized into three defensive categories of relatively similar degree of maturity, often used for describing in summary the individual defensive functioning. The three defensive categories, from the least to the most adaptive, respectively, include immature, neurotic and mature defenses. The immature defensive category is the most populated and includes all defenses belonging to action, disavowal and both image distortion defense levels. This defensive category can be further divided into two subcategories. The first is named depressive defenses, including acting out, help-rejecting complaining, passive aggression, splitting of self-image, splitting of other’s image, projective identification, projection, devaluation of self-image, and devaluation of other’s image. The second subcategory is the non-depressive defenses, including denial, rationalization, autistic fantasy, omnipotence, idealization of self-image, and idealization of other’s image. Greater reliance on immature defenses informs on the subject’s defensive vulnerability and his or her scarce awareness of both emotional and cognitive sides of internal conflicts or external stressful situations. These defenses inhibit awareness of unacceptable ideas, feelings, and actions, bypassing them to protect oneself from feeling threatened.

The neurotic defensive category represents the middle-range of adaptiveness and includes all defenses belonging to neurotic and obsessional defense levels. High use of these middle-range defenses describes the individual’s ability to deal with either the emotional or the cognitive side of internal or external stressors, which can be handled one at a time. These defenses help the individual in keeping out of awareness parts of the conflict (e.g., associated feelings, desires and thoughts), which would generate intolerable anxiety if perceived as an integrated psychological experience. Finally, the mature defensive category corresponds to the high-adaptive defense level and includes the most adaptive defense mechanisms, which overlap with what are called positive coping strategies in other theoretical frameworks. High use of mature defenses fosters the integrated and partially aware experience of feelings, ideas, desires and thoughts associated to an internal conflict or external stressful situation. These defenses help the individual in dealing with his or her psychologically stressful experiences by integrating affects with ideas, therefore optimizing and possibly resolving the internal or external cause of distress (Vaillant, 1977, 1992). This tripartite model of DMRS hierarchical organization of defenses is often used for summarizing the defensive maturity of an individual by looking at the proportional scores obtained in each of the three defensive categories.

For a deeper understanding of individual’s defensive functioning, the seven defense levels can be used as the generally accepted hierarchical organization of defense mechanisms (American Psychiatric Association, 1994). Defense levels differentiate one from another for their defensive function and level of adaptiveness, which are described in Table 1. Their assessment may inform about the most used defensive patterns, which reveal what defensive function is more frequently activated in response to internal conflicts or external stressors. For example, two individuals who use 40% of defenses belonging to the neurotic defensive category can have a very different defensive profile depending on whether they use a more obsessional or neurotic defense level. Similarly, high use of action and major image-distorting defense levels is very different from high use of disavowal and minor image-distorting defense levels, although they are all included in the immature defensive category. Furthermore, these differentiations among individuals’ defensive functioning are extremely evident when we look at the deepest level of investigation, the individual’s use of 30 individual defense mechanisms.


TABLE 1. The defensive function of the seven hierarchically ordered defense levels.

[image: Table 1]Training individuals to rate defenses reliably is time consuming, as are making the ratings themselves, both of which limit the use of such ratings in clinical setting. While the DMRS is necessary for some types of research, we developed the DMRS-Q to meet the needs of a quicker, more user-friendly computerized tool for the assessment of defense mechanisms in clinical setting (Di Giuseppe et al., 2020b,c).

The present article aims to illustrate the DMRS-Q and its assessment and scoring methodology. We will provide the definition and function of 30 defense mechanisms as reported in the DMRS manual (Perry, 1990) and present the five DMRS-Q items corresponding to each defense mechanisms. Moreover, we will provide instructions for coding defenses with the DMRS-Q online software1 and syntax for the scoring. Finally, we will provide directions for data interpretations of the DMRS-Q qualitative and quantitative output.



METHODS


Measure Development

Based on the DMRS definition and function, and discriminations from near-neighbor defenses, we developed a pool of 300 items – 10 statements for each defense mechanism – that refer to verbal and nonverbal expressions, distorted perceptions, personal mental states, relational dynamics, and way of coping that emerge on occasions when the subject experiences internal or external stress or conflict. A group of researchers trained on the DMRS was asked to indicate the five items for each defense mechanism that best captured a full range of manifestations according to the DMRS criteria. Following reviewers’ comments and basing on item’s clarity, simplicity, and non-redundancy, we selected the best five items for each defense mechanisms obtaining a final set of 150 items that constitute the DMRS-Q. We decided to select the DMRS-Q item pool, based on the coverage of manifestations of each DMRS defense, rather than on maximizing internal consistency of the items to overall defense score. This methodological approach was based on author’s hypothesis that reproducing the widely validated DMRS in an easy-to-use Q-sort version would guarantee strong psychometric properties because of the gold-standard theoretical background. Although we are aware that this is far from the usual methodological approach applied for the development of new psychometric tools, our preliminary analyses on validity and reliability of the DMRS-Q (Di Giuseppe et al., 2014; Békés et al., 2021; Tanzilli et al., 2021) confirmed our hypothesis on the importance of a strong theoretical base for a measure with statistically relevant properties.



Definitions and Function of Defense Mechanisms and Defense Mechanisms Rating Scales Q-Sort Items

The DMRS-Q provides five items for each of the 30 defense mechanisms included in the hierarchy. A comprehensive overview of definitions, functions and DMRS-Q items is provided below. Tables 2–8 display DMRS-Q items for each defense included in each defense level; they are reported in descending order of defensive maturity. The following descriptions of the individual defenses are reproduced or adapted from the DMRS manual (Perry, 1990), with permission of the author, JP to provide the definitional basis for the DMRS-Q items in Tables 2–8.


TABLE 2. High-adaptive defense level: Definition, function and DMRS-Q items of defenses affiliation, altruism, anticipation, humor, self-assertion, self-observation, sublimation, and suppression.
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TABLE 3. Obsessional defense level: Definition, function and DMRS-Q items of defenses isolation of affects, intellectualization and undoing.
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TABLE 4. Neurotic defense level: Definition, function and DMRS-Q items of defenses repression, dissociation, reaction formation, and displacement.

[image: Table 4]
TABLE 5. Minor image-distorting defense level: Definition, function and DMRS-Q items of defenses devaluation of Self-image, devaluation of other’s image, idealization of self-image, idealization of other’s image, and omnipotence.
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TABLE 6. Disavowal defense level: Definition, function and DMRS-Q items of defenses denial, rationalization, projection, and autistic fantasy.
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TABLE 7. Major image-distorting defense level: Definition, function and DMRS-Q items of defenses splitting of self-image, splitting of other’s image, and projective identification.

[image: Table 7]
TABLE 8. Action defense level: Definition, function and DMRS-Q items of defenses acting out, help-rejecting complaining, and passive aggression.
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High-Adaptive Defense Level: Affiliation


Definition

The individual deals with emotional conflicts, or internal or external stressors, by turning to others for help or support. By affiliating with others, the individual can express him or herself, confide problems, and feel less alone or isolated with a conflict or problem. This may also result in receiving advice or concrete help from the “auxiliary ego” that improves the individual’s ability to cope. Confiding leads to an increase in the individual’s coping capacity as the other individual supplies emotional validation and support. Affiliation does not include trying to make someone else responsible for dealing with one’s own problems, nor does it imply coercing someone to help, or acting helpless to elicit help. Affiliation is not shown simply by belonging to an organization (e.g., church, social club, Alcoholics Anonymous) or by seeing a counselor or therapist. Rather it is demonstrated by the give and take around conflicts and problems that occurs in the context of belonging to the organization, or by the confiding with others.



Function

Affiliation allies the individual’s emotional attachment needs with the wish to cope effectively with internal conflict or external stressors. The ability to cope is enhanced by seeking support from others, while attachment needs are also satisfied. Others may enhance the individual’s repertoire of ego skills by help with advice, modeling, planning, judgment, role playing, practicing, etc. Usually this is accompanied by a reduction in subjective tension achieved through expressing one’s feelings and sharing one’s conflicts.



High-Adaptive Defense Level: Altruism


Definition

The individual deals with emotional conflicts, or internal or external stressors, by dedication to fulfilling the needs of others, in part as a way of fulfilling his or her own needs. By using altruism, the individual receives some partial gratification either vicariously or as a response from others. The subject is usually aware to some extent that his or her own needs or feelings underlie altruistic actions. There may also be a direct reward or overt self-interested reason for the subject’s altruistic actions. To rate altruism present, there must be a clear, demonstrable, functional relationship between the individual’s feelings and the altruistic response.



Function

Altruism gratifies social and attachment needs while dealing with emotional conflict through helping others. In many cases, the conflict revolves around distress over past examples of confronting stressful situations for which one needed help that was somehow unavailable or insufficient. Altruism channels affects, such as anger, and experiences, such as powerlessness, into socially helpful responses that also enhance the individual’s sense of mastery over the past.



High-Adaptive Defense Level: Anticipation


Definition

The individual mitigates emotional conflicts, or internal or external stressors, by not only considering realistic, alternative solutions and anticipating emotional reactions to future problems, but experiencing the future distress by mentally bringing the distressing ideas and affects together. This rehearsal allows the individual to prepare a better adaptive response to the anticipated conflict or stressor.



Function

Using anticipation allows the individual to mitigate the effects of future stressors or conflicts. It requires being able to tolerate the anxiety attendant to imagining how a future situation may be distressing. By affective rehearsal (e.g., ‘how will I feel when this occurs?’) and planning future responses, the subject decreases distressing aspects of the future stressor. Anticipation also increases the likelihood of positive external outcomes and more positive emotional responses.



High-Adaptive Defense Level: Humor


Definition

The individual deals with emotional conflicts, or internal or external stressors, by emphasizing the amusing or ironic aspects of the conflict or stressor. Humor tends to relieve the tension around conflict in a way that allows everyone to share in it, rather than being at one person’s expense, as in derisive or cutting remarks. An element of self-observation or truth is often involved.



Function

Humor allows some expression of affects and wishes that are involved with conflict or stressor. Whenever conflict or external stressors block full expression of the affects or satisfaction of wishes, humor allows some symbolic expression of them and of the source of the conflict. The frustration emanating from the conflict is transiently relieved in a way that both self and others can smile or laugh at. This is especially evident around issues of the human condition in which certain stressors are inescapable.



High-Adaptive Defense Level: Self-Assertion


Definition

The individual deals with emotional conflicts, or internal or external stressors, by expressing one’s feelings and thoughts directly to achieve goals. Self-assertion is not coercive or indirect and manipulative. The goal or purpose of the self-assertive behavior is usually made clear to all parties affected by it.



Function

Self-assertion deals with emotional conflict through the direct expression of one’s feelings or wishes, and thereby relieves the anxiety or distress that occurs whenever internal or external countervailing forces prevent expression. Self-assertion does not require that the individual get his or her own way to be successful as a defense or adaptive response. Rather, it is also emotionally useful because it allows the individual to function (1) without the anxiety or tension that builds whenever feelings and wishes are unexpressed and (2) without a sense of shame or guilt for not speaking up for oneself in emotionally conflictual situations. The emotional consequences are worse when self-assertion is blocked by internal prohibitions, rather than by external factors alone, such as by a domineering person in authority.



High-Adaptive Defense Level: Self-Observation


Definition

The individual deals with emotional conflicts, or internal or external stressors, by reflecting on his or her own thoughts, feelings, motivation, and behavior. The person can “see himself as others see him” in interpersonal situations, and as a result is better able to understand other people’s reactions to him or her. The defense is not synonymous with simply making observations or talking about oneself.



Function

This defense allows the person to make the best adaptation to the demands of external reality based on having an accurate view of one’s own affects, wishes and impulses, and behavior. While self-observation does not change one per se, it is a precursor for seeking better adaptations of internal states to external reality. This defense allows the individual to grow and adapt better as he or she deals with stress.



High-Adaptive Defense Level: Sublimation


Definition

The individual deals with emotional conflicts, or internal or external stressors, by channeling rather than inhibiting potentially maladaptive feelings or impulses into socially acceptable behavior. This defense is to be rated present only when a strong functional relationship can be demonstrated between the feelings and response pattern. Classic examples of the use of sublimation are sports and games used to channel angry impulses, or artistic creation that expresses conflicted feelings.



Function

Sublimation allows the expression of wishes, impulses, or affects that the subject voluntarily inhibits because of their potentially negative social repercussions. The subject channels them instead into socially acceptable expression. The original aims and objects of the impulses, wishes, and affects are often modified considerably, resulting in a creative activity or product. For example, a hostile-competitive urge may be channeled into competitive sports or work, or sexual impulses may be expressed through creative dance or art. The result of sublimation is that the original impulses, etc. are allowed some expression while the resulting activity or product may also bring some positive social approval or reward.



High-Adaptive Defense Level: Suppression


Definition

The individual deals with emotional conflicts, or internal or external stressors, by voluntarily avoiding thinking about disturbing problems, wishes, feelings, or experiences temporarily. This may entail putting things out of one’s mind until the right time to deal with them: it is postponing not procrastinating. Suppression may also entail avoiding thinking about something at the time because it would distract from engaging in another activity which one must do (e.g., not dwelling on tangential problems in order to deal with one pressing problem). The individual can call the suppressed material back to conscious attention readily, since it is not forgotten.



Function

Suppression keeps both the idea and affect associated with a stressor out of awareness in the service of attending to something else; however, suppressed material may be voluntarily brought back into full awareness. Distressing feelings are acknowledged but dealing with them is postponed until the subject feels more able or the timing is more appropriate. Neurotic anxiety is minimized, since the material is not repressed, although anticipatory anxiety may still be present until the stressor is dealt with.



Obsessional Defense Level: Isolation of Affects


Definition

The individual deals with emotional conflicts, or internal or external stressors, by being unable to experience simultaneously the cognitive and affective components of an experience, because the affect is kept from consciousness. In the defense of isolation, the subject loses touch with the feelings associated with a given idea (e.g., a traumatic event) while remaining aware of the cognitive elements of it (e.g., descriptive details). Only the affect is lost or detached while the idea is conscious. It is the converse of repression, where the affect is retained but the idea is detached and unrecognized. Sometimes the affect can be detached temporarily from its associated idea. The affect is felt later without association to the original experience and idea. Instead, there is an intervening neutral interval between cognizance of the idea and experience of the associated affects.



Function

Individuals who feel threatened by or anxious over the conscious experience of feelings can still deal with the related ideas and events comfortably when their associated affects are separated and kept out of awareness. Very often the isolated affects are associated with anxiety, shame, or guilt that would emerge if experienced directly. The tradeoff for avoiding the associated anxiety, shame, or guilt is that the individual misses out on experiencing the feelings in a way that adds evaluative information and which may be useful in making choices.



Obsessional Defense Level: Intellectualization


Definition

The individual deals with emotional conflicts, or internal or external stressors, by the excessive use of abstract thinking to avoid disturbing feelings.



Function

Intellectualization is a defense against affects or impulses in which the idea representing the affect or impulse is kept conscious and expressed as a generalization, thereby detaching or distancing the subject from the affect or impulse itself. The felt quality of emotions is lost, as is the urge in any impulse. The cognitive elements remain conscious, although in generalized or impersonal terms. The subject commonly refers to his or her experience in general terms or in the second or third person. One does not have to be bright or intelligent to use intellectualization. It is simply a cognitive strategy for minimizing the felt importance of problems in one’s affective life. Like other defenses, it can sometimes be seen in those with intellectual disabilities and organic brain syndromes.



Obsessional Defense Level: Undoing


Definition

The individual deals with emotional conflicts, or internal or external stressors, by behavior designed to symbolically make amends for negate previous thoughts, feelings, or actions.



Function

In this defense the subject expresses an affect, impulse or commits an action which elicits guilt feelings or anxiety. He or she then minimizes the distress by expressing the opposite effect, impulse, or action. The act of reparation then removes the individual from experiencing the conflict. In conversation the subject’s statements are immediately followed by qualifications bearing the opposite meaning from the original statement. To the observer this coupling of statement with contradictory statement may make it difficult to see what the subject’s primary feeling or intention really is. Misdeeds may be followed by acts of reparation to the intended object of the misdeed. The subject appears compelled to erase or undo his or her original action.



Neurotic Defense Level: Repression


Definition

The individual deals with emotional conflicts, or internal or external stressors, by being unable to remember or be cognitively aware of disturbing wishes, feelings, thoughts or experiences.



Function

Repression is a defense that protects the subject from being aware of what he is experiencing or has experienced in the past. The subject may experience a particular affect, impulse, or desire, but the actual awareness of what it is, that is, the idea associated with it, remains out of awareness. While the emotional elements are clearly present and experienced, the cognitive elements remain outside of consciousness.



Neurotic Defense Level: Dissociation


Definition

The individual deal with emotional conflicts, or internal or external stressors, by a temporary alteration in the integrative functions of consciousness or identity. In the defense of dissociation, a particular affect or impulse which the subject is not aware of operates in the subject’s life out of normal awareness. Both the idea and associated affect or impulse remain out of awareness but are expressed by an alteration in consciousness. While the subject may be dimly aware that something unusual takes place at such times, full acknowledgment that his or her own affect or impulses are being expressed is not made. Dissociation may result in a loss of function or in uncharacteristic behavior.



Function

Dissociated material is commonly experienced as too threatening, too conflict-laden, or too anxiety-provoking to be allowed into awareness and fully acknowledged by the subject. Examples of common threatening material include recollection of a trauma with attendant fear of death and feelings of powerlessness, or a sudden impulse to kill an intimate associate. Dissociation allows expression of the affect or impulse by altering consciousness which allows the individual to feel less guilty or threatened.



Neurotic Defense Level: Reaction Formation


Definition

The individual deals with emotional conflicts, or internal or external stressors, by substituting behavior, thoughts, or feelings that are diametrically opposed to his or her unacceptable thoughts or feelings.



Function

In reaction formation an original impulse or affect is deemed unacceptable by the subject and an unconscious substitution is made. Feelings, impulses, and behaviors of opposite emotional tone are substituted for the original ones. The observer does not see the alteration, per se, but only the end product. By supplanting the original unacceptable feelings by its opposite, the subject avoids feelings of guilt. In addition, the substitution may gratify a wish to feel morally superior. Reaction formation is reasonably inferred when a subject reacts to an event with an emotion opposite in tone to the usual feelings evoked in people.



Neurotic Defense Level: Displacement


Definition

The individual deals with emotional conflicts, or internal or external stressors, by generalizing or redirecting a feeling about or a response to an object onto another, usually less threatening, object. The person using displacement may or may not be aware that the affect or impulse expressed toward the displaced object was really meant for someone else.



Function

Displacement allows the expression of an affect, impulse, or action toward a person or other object with some similarity to the actual object which initially aroused the affect or impulse. The affect or impulse is fully expressed and acknowledged but is misdirected to a less conflictual target. Displacement allows more expression and gratification, albeit toward the wrong targets, than other neurotic level defenses.



Minor Image-Distorting Defense Level: Devaluation


Definition

The individual deals with emotional conflicts or internal or external stressors by attributing exaggeratedly negative qualities to oneself or others.



Function

Devaluation refers to the use of derogatory, sarcastic, or other negative statements about oneself or others to boost self-esteem. Devaluation may fend off awareness of wishes or the disappointment when wishes go unfulfilled. The negative comments about others usually cover up a certain sense of vulnerability, shame or worthlessness which the subject experiences vis a vis expressing his own wishes and meeting his own needs.



Minor Image-Distorting Defense Level: Idealization


Definition

The individual deals with emotional conflicts, or internal or external stressors, by attributing exaggerated positive qualities to self or others.



Function

In the defense of idealization, the subject describes real or alleged relationships to others (including institutions, belief systems, etc.) who are powerful, revered, important, etc. This usually serves as a source of gratification as well as protection from feelings of powerlessness, unimportance, worthlessness, and the like. The defense accomplishes a sort of alchemy of worthiness by association. The subject believes certain others to be good and powerful in an exaggerated way and while able to acknowledge factual aspects of any faults or shortcomings in the idealized person, they dismiss their significance, thereby preserving a sterling image of the person, or object.



Minor Image-Distorting Defense Level: Omnipotence


Definition

Omnipotence is a defense in which the subject responds to emotional conflict or internal and external stressors by acting superior to others, as if one possessed special powers or abilities.



Function

This defense commonly protects the subject from a loss of self-esteem that is a consequence whenever stressors trigger feelings of disappointment, powerlessness, worthlessness, and the like. Omnipotence subjectively minimizes the latter experiences, although they may remain objectively obvious to others. Self-esteem is artificially propped up at the expense of positively distorting one’s self-evaluation in response to real experiences which bring up contrary feelings.



Disavowal Defense Level: Denial


Definition

The individual deals with emotional conflicts, or internal or external stressors, by refusing to acknowledge some aspect of external reality or of his or her experience that would be apparent to others. The subject actively denies that a feeling, behavioral response, or intention (regarding the past or present) was or is not present, even though its presence is considered more than likely by the observer. The subject is blinded to both the ideational and emotional content of what is denied. This excludes ‘psychotic denial” in which the subject refuses to acknowledge a physical object or event within the subject’s field in the present time.



Function

Neurotic denial serves to prevent the subject who uses it and anyone querying him from recognizing specific feelings, wishes, intentions, or actions for which the subject might be responsible. The denial avoids admitting or becoming aware of a psychic fact (idea and feeling) which the subject believes would bring him aversive consequences (such as shame, grief, or other painful affect). The evidence for this is clear whenever a subject breaks through his own denial and experiences shame or other emotion at what he learns about himself, often apologizing to the interviewer and so forth.



Disavowal Defense Level: Rationalization


Definition

The individual deals with emotional conflicts, or internal or external stressors, by devising reassuring or self-serving but incorrect explanations for his or her own or others’ behavior.



Function

Rationalization involves the substitution of a plausible reason for a given action or impulse on the subject’s part, when a motive that is more self-serving or difficult to acknowledge is evident to the outsider. While the underlying covert motivation may be selfish, it may also involve caring or loving feelings which the subject finds uncomfortable. The subject is usually thought to be unaware or minimally aware of his true underlying motive; instead, he or she sees only the substituted, more socially acceptable reason for the action. The subject’s reasons commonly have nothing to do with any personal satisfaction, and thus disguise his or her real impulse or motive, although any related affect may still show.



Disavowal Defense Level: Projection


Definition

The individual deals with emotional conflicts, or internal or external stressors, by falsely attributing his or her own unacknowledged feelings, impulses, or thought to others. The subject disavows his or her own feelings, intentions, or experience by means of attributing them to others, usually by whom the subject feels threatened and to whom the subject feels some affinity.



Function

Non-delusional projection allows the subject to deal with emotions and motives which make him feel too vulnerable (especially to shame or humiliation) to admit having himself. Instead he concerns himself with these same emotions and motives in others. The use of projection therefore commits the subject to a continual concern with those on whom he has projected his inner feelings as a way to minimize awareness of them himself.



Disavowal Defense Level: Autistic (or Schizoid) Fantasy


Definition

The individual deals with emotional conflicts, or internal or external stressors, by excessive daydreaming as a substitute for human relationships, more direct and effective action, or problem solving. Fantasy denotes the use of daydreaming as either a substitute for dealing with or solving external problems or as a way of expressing and satisfying one’s feelings and desires. While the subject may be aware of the ‘I’m just pretending’ quality of the fantasy, nonetheless, it may be the closest that he or she ever comes to expressing or gratifying the need for satisfying interpersonal relationships.



Function

Fantasy allows the subject to obtain some temporary, vicarious gratification by daydreaming a solution to a real-world problem of conflict. The subject feels good while using fantasy and momentarily bypasses the conviction of powerlessness. In fact, during fantasy the opposite conviction (i.e., grandiosity) may be in operation, that one can do anything. Fantasy is maladaptive only when it short-circuits rather than rehearses attempts to deal with the real world by substituting dream world gratification. Sometimes, there may be a wholesale substitution of daydream activity in the place of real world attempts to meet needs and solve conflicts. This occurs without any loss of the ability to perceive and test external reality. The subject knows the difference between reality and fantasy life.



Major Image-Distorting Defense Level: Splitting


Definition

The individual deals with emotional conflicts, or internal or external stressors, by viewing himself or herself or others as all good or all bad, failing to integrate the positive and negative qualities of the self and others into cohesive images; often the same individual will be alternately idealized and devalued. Splitting of self-images often occurs alongside splitting of others’ images, since they both were learned in response to the unpredictability of one’s early significant others. In splitting of self-images, the subject demonstrates that he has contradictory views, expectations, and feelings about himself which he cannot reconcile into one coherent whole.

The self-images are divided into polar opposites: at a given time the subject’s awareness is limited to those aspects of the self-having the same emotional feeling tone. He sees himself in “black or white” terms. At one point in time the subject believes he himself has good attributes, such as being loving, powerful, worthy, or correct, and having good feelings, or he believes the opposite: that he is bad, hateful, angry, destructive, weak, powerless, worthless, or always wrong and has only negative feelings about himself. The subject cannot experience himself as a more realistic mixture of both positive and negative attributes.

In splitting of other’s images (object images), the subject demonstrates that his views, expectations, and feelings about others are contradictory and that he cannot reconcile these differences to form realistic and coherent views of others. Object images are divided into polar opposites, such that the subject can only see one emotional aspect or side of the object at a time. Objects are experienced in black or white terms. Splitting is revealed in two major ways. The subject may initially describe an object wholly in one way but later describe that same object in opposite ways. Second, each object is simply lumped with other objects into good and bad, positive and negative camps. When the subject uses splitting of object images, he cannot integrate anything that doesn’t match his immediate experience of and feeling about a given object. All the attributes with the same feeling tone are highlighted, and contradictory views, expectations, or feelings about the object arc excluded from emotional awareness, although not necessarily from cognitive awareness.



Function

Splitting of object images and self-images is the subject’s defense against the anxiety of ruining the good images of people by allowing bad aspects of them to intrude upon the good. Splitting of self-images has one adaptive function: it minimizes the anxiety the subject would experience attempting to match his view of himself with how significant others will in fact see him and treat him. Instead, when seeing himself one way, the subject continues to see himself in the same valence no matter how others see him and treat him; contradictions then aren’t allowed into experience. This minimizes the disruptive, anxiety-provoking effects of trying to predict unpredictable people. The disadvantage is that the subject’s view of himself then becomes inflexible to the environmental realities, and the switch from good to bad views of himself is also unpredictable. This leaves the subject insensitive to more reasonable, predictable, and potentially more rewarding relationships outside of his original learning environment. In a better environment, the subject suffers from what was paradoxically so protective originally: an insensitivity to experiencing contradictory views of the self. Splitting of object images and self-images is the subject’s defense against the anxiety of ruining the good images of people by allowing bad aspects of them to intrude upon the good. Splitting of object images limits the anxiety the subject would feel in trying to discriminate how others will respond when he experiences or expresses his needs, feelings, etc. To see others as all good or all bad eliminates the anxiety-provoking task of trying to discern how others will behave toward the self, a task the subject believes to be impossible. Instead, the subject quickly categorizes people into good and bad camps based on subtle initial cues (e.g., ‘he frowned when I spoke, so he hates me”) or based largely on internal feeling states (e.g., “I feel so bad that I know you must hate me, so why should I open up to you?”). The defense is maladaptive, however, because the subject acts as unpredictably and irrationally toward others as he himself was treated; he forgoes the rewards he might attain if he were flexible in how he interacts with others. Using this defense, the subject wins some friends and makes some enemies, but not in a realistic way that considers the aggregate of others’ actual characteristics.



Major Image-Distorting Defense Level: Projective Identification


Definition

In projective identification the subject has an affect or impulse which he finds unacceptable and projects onto someone else, as if it was really that other person who originated the affect or impulse. However, the subject does not disavow what is projected – unlike in simple projection – but remains fully aware of the affects or impulses, and simply misattributes them as justifiable reactions to the other person! Hence, the subject eventually admits his affect or impulse, but believes it to be a reaction to those same feelings and impulses in others. The subject confuses the fact that it was he himself who originated the projected material. This defense is seen most clearly in a lengthy interchange in which the subject initially projects his feelings but later experiences his original feelings as reactions to the other. Paradoxically, the subject often arouses the very feelings in others he at first mistakenly believed to be there. It is then difficult to clarify who did what to whom first. This process is more extensive than simple projection, which involves the denial and subsequent external attribution of an impulse. Projective identification involves attribution of an image so that the whole object is seen and reacted to in a distorted light.



Function

Projective identification is the defense of the traumatized person who felt irrationally responsible for his or her traumas. The defense is called into play when interpersonal cues stimulate memories of traumatic situations or interchanges or their residues. The individual experiences the other person as doing something to him or herself that is threatening, which make him or her feel powerless. The subject reacts to this imagined (or partially real) threat by attacking and believing that his or her own actions are justified, despite provoking the other. Guilt over having aggressive wishes toward the other person emerges and is handled by identification with the other, reinforced ‘by the belief that the alleged threat attack on oneself is deserved. Paradoxically the subject often induces the very feeling of powerlessness and guilt in others that he or she feels, which may result in others backing away.



Action Defense Level: Passive Aggression


Definition

The individual deals with emotional conflicts, or internal or external stressors, by indirectly and unassertively expressing aggression toward others. There is a facade of overt compliance masking covert resistance toward others. Passive aggression is characterized by venting hostile or resentful feelings in an indirect, veiled, and unassertive manner toward others. Passive aggression often occurs in response to demands for independent action or performance by the subject or when someone has disappointed the subject’s wish or sense of entitlement to be taken care of, regardless of whether the subject has made this wish known. This term includes ‘turning against the self.’



Function

The person using passive-aggression has learned to expect punishment, frustration, or dismissal if he or she expresses needs or feelings directly to someone who has power or authority over him or her. The subject feels powerless and resentful. This expectation is most pronounced in hierarchical power relationships. Resentment is expressed by a passive stance: that the subject is entitled to the very things he doesn’t speak up for or that he is entitled to special dispensation. There is also some pleasure taken in the discomfort that the passive aggressive behavior causes others. Passive expression of anger through stubborn, inept, procrastinating, and forgetful behavior is quickly learned as a way to express: the conviction that the subject has the right to remain passive while expecting his needs to be met; to appear well-intentioned on the surface (overtly compliant), thus avoiding retaliation for the direct expression of affects, needs, or resentment; to express the resentment experienced toward those making demands by covert noncompliance that annoys others and obtain some satisfaction or vengeance, even if it means hurting oneself. In extremes, the resentment is not just expressed indirectly toward the other, but in fact, is turned 180 degrees around toward the self (turning against the self) to get at the other.



Action Defense Level: Help-Rejecting Complaining


Definition

Help-rejecting complaining (formerly called hypochondriasis, which term we do not us as it can be confused with the symptom disorder) involves the repetitious use of a complaint or series of complaint in which the subject ostensibly asks for help. However, covert feelings of hostility or resentment toward others are expressed simultaneously by the subject’s rejection of the suggestions, advice, or whatever others offer. The complaints may consist of either somatic concerns or life problems. Either type of complaint is followed by a ‘help-rejecting complainer’ response to whatever help is offered.



Function

Help-rejecting complaining is a defense against the anger the subject experiences whenever he or she feels the need for emotional reliance on others. The anger rises from the conviction, or often the experience that nobody will really satisfy the subject’s perceived needs. The subject expresses the anger as an indirect reproach by rejecting help as “not good enough” while continuing to ask for more of it. Instead of driving the other person away by the expression of anger, the use of help-rejecting complaining binds the person to the subject by the overt request for help. The subject’s expression of helplessness over the problem at hand reflects a sense of powerlessness to get the right help, comfort, and attention, while discharging resentment for the expected disappointment that enough help will not be forthcoming.



Action Defense Level: Acting Out


Definition

The individual deals with emotional conflicts, or internal or external stressors, by acting without reflection or apparent regard for negative consequences. Acting out involves the expression of feelings, wishes or impulses in uncontrolled behavior with apparent disregard for personal or social consequences. It usually occurs in response to interpersonal events with significant people in the subject’s life, such as parents, authority figures, friends, or lovers. This definition is broader than the original concept of acting out transference feelings or wishes during psychotherapy. It includes behavior arising both within and outside of the transference relationship. It is not synonymous with “bad behavior,” or with any symptom per se, although acting out often involves socially disruptive or self-destructive behavior. So-called acting out behaviors, such as physical fighting, or compulsive drug use, must show some relationship to affects or impulses that the person cannot tolerate to serve as evidence for the defense of acting out.



Function

Acting out allows the subject to discharge or express feelings and impulses rather than tolerate them and reflect on the painful events that stimulate them. The following elements are present. First, the subject has feelings or urges which he is inhibited from expressing. Experiencing the original impulse quickly results in a rise in tension and anxiety. Second, the individual bypasses awareness and ceases any attempt to delay, reflect upon, or plan a strategy to handle the impulse or feeling. Rather it is directly expressed in behavior without prior thought. This results in the expression of rather raw aggression, sex, attachment, or other impulses without taking the consequences into account. Following acting out, reflection may return, and the subject commonly feels guilty or expects some punishment, unless a further defense comes into play, such as denial or rationalization (“I was so angry, I had to do it. It was his fault for stirring me up.”). Acting out is maladaptive because it does not mitigate the effects of the internal conflict, and it often brings upon the subject serious, negative, external consequences.



Coding Procedure

The DMRS-Q is a computer-based measure that can be used for clinical, research and teaching purposes by registering on the DMRS-Q platform (see text footnote 1 for registration and login). The software use is free of charge and provides the user with several functions, such as starting a new coding, revising previous ratings, downloading outputs and scoring sheets. At present the DMRS-Q is available in English and in Italian, although other languages may be added on the platform after appropriate validation.

Like most Q-sort tools, the DMRS-Q coding procedure follows the rules of ranking items into a force distribution (Block, 1978; Brown, 1993, 1995). The 150 items must be ordered into seven ordinal ranks, corresponding to increasing level of descriptiveness, intensity or frequency. Higher ranks are less populated and include items that best describe the most characteristic defensive patterns activated by an individual. Conversely, lower ranks are more populated and include items that either do not apply or are only somewhat descriptive of the individual’s defensive profile. In ascending order of descriptiveness, DMRS-Q ranks are as follows: rank 1 (60 items) = not used at all; rank 2 (30 items) = very rarely used; rank 3 (20 items) = slightly or rarely used; rank 4 (16 items) = medium or sometimes used; rank 5 (10 items) = intensive or often used; rank 6 (8 items) = very intensive or frequently used; rank 7 (6 items) = almost always used. When all items are correctly ordered into the DMRS-Q forced distribution, as displayed in Figure 2, the rating is complete and ready to be sent for scoring output. For detailed directions of the DMRS-Q rating procedure a video-tutorial is available at https://www.youtube.com/watch?v=PP1ykSrGLkY&t=87s.
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FIGURE 2. The DMRS-Q forced distribution (image extracted from the DMRS-Q web-app).




Clinical Data and Training

Data required for a stable DMRS-Q rating might vary with the aim of its use. Coders must have sufficient information of the evaluated subject’s defensive functioning, directly observed or obtained from records. Since recorded and transcribed data are not essential, the DMRS-Q can be applied in multiple contexts. The required time for a DMRS-Q coding decreases depending on rater’s experience, ranging from about 60 min in the very first ratings to less than 15 min for expert coders. A 6-h training is highly suggested for reaching high reliability on all DMRS-Q quantitative scores, although a recent study demonstrated that untrained raters obtain acceptable to excellent reliability on most DMRS-Q scales (ICC ranging from 0.60 to 0.91) (Békés et al., 2021). In any case, for the correct use of the DMRS-Q it is essential to read the present manual for understanding the theoretical and methodological background behind the measure.



Scoring System

The DMRS-Q scoring procedure is made with a software that extracts DPN and quantitative scores from the completed DMRS-Q rating. Formulas for quantitative scoring are displayed in Table 9.


TABLE 9. DMRS-Q quantitative scoring system.
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Although the scoring software has not yet been uploaded in the DMRS-Q web-app in order to protect it from hackers, we will include it after the publication of the present article. This upgrade will allow the DMRS-Q web-app to automatically calculate qualitative and quantitative scores after each evaluation and immediately deliver the DMRS-Q report to the user.



RESULTS


The Defense Mechanisms Rating Scales Q-Sort Report

Like the original DMRS, the DMRS-Q provides qualitative and quantitative scores reflecting the individual’s defensive functioning. Qualitative scores are displayed as the Defensive Profile Narratives (DPN), a case description of the most characteristic ways the subject handles internal conflict and external stressors. The DPN comprises all items sorted in ranks 6 and 7 (N = 14) and coded as highly descriptive of the subject’s defensive profile. The DMRS-Q software automatically lists these items and indicates the defense level and individual defense mechanism associated with each item. Figure 3 shows an example of a DPN displayed in the DMRS-Q report.
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FIGURE 3. Defensive Profile Narrative (PDN) of a patient assessed with the DMRS.


In addition to DPN, the DMRS-Q report provides the following quantitative scores: a summary Overall Defensive Functioning (ODF), ranging from 1 to 7; proportional scores for seven defense levels (see Table 1 for review); and proportional scores for 30 individual defense mechanisms (see Tables 2–8 for review). Future updates in the web-app software will also add scores for defensive categories and subcategories. Quantitative scores are displayed in both numerical and graphical forms in the DMRS-Q report, which can be downloaded from the user dashboard at any time.



Clinical Vignette and Defense Mechanisms Rating Scales Q-Sort Rating

One example of how to use the DMRS-Q in clinical setting is offered by the following vignette. A brief description of patient-therapist interactions during the session is used for the DMRS-Q rating with no additional information about patient’s demographics, diagnosis, length of treatment, nor therapist’s approach, experience, etc. A summary of qualitative and quantitative evaluation of patient’s defense mechanisms analyzed with the DMRS-Q is displayed in Table 10. The 14 items coded as the best descriptive of the patient’s defensive functioning in the session were included in the qualitative defensive profile (DPN), while all item scores contributed to the quantitative scores displayed in the graphics.


TABLE 10. Qualitative and quantitative DMRS-Q evaluation of the described in the clinical vignette.

[image: Table 10]The session started with the patient telling his negative experience with his lawyer and his attempt to solve a financial issue. While reporting on how the therapy had been helping him in enhancing his engagement in professional problems, the patient described himself with very devaluing terms. Even when the therapist tried to support him, saying that he was not aware of that difficulty, the patient made sarcastic comments toward the therapist and switched to another topic: the relationship with his girlfriend. The patient complained a lot about how frustrating this relationship was and justified his anger as the result of feeling too much pressure and low empathy at the same time. He made lots of devaluing comments about his girlfriend, although he could still see some positive aspects of her. Moreover, he reported on a series of passive aggressive behaviors toward a number of people (e.g., delay in return phone calls, calling up his ex-girlfriend, feeling bored in the session, feeling the therapist detached from him). Most of the session was characterized by the patient complaining about several aspects of his life, including the therapy, in which he had experienced ambivalence, detachment and frustration. When the therapist tried to interpret these feelings as defensive responses to the experience of a temporary unavailability of significant people, the patient denied the interpretation and perceived the therapist as manipulative. Despite therapist’s interpretations of his opposition, silence and emotional distancing as reactions to feeling frustrated by not getting what he wants when he wants, the patient rejected them and became even more oppositional. Toward the end of the session, after many therapist’s attempts of interpreting patient’s maladaptive pattern, the patient could finally reflect upon it and became more collaborative. However, his reflections were influenced by generalization, detachment and ambivalence. The patient described himself as stuck in silence, his inability to talk about his feelings, to see things in a different way. At this point the patient was able to let the therapist help him and get involved in a shared exploration of his fears, needs and desires. He reflected on his difficulty in listening to his girlfriend’s trouble but somehow justified it as a need of physical connection. However, when the therapist made further interpretations of the patient’s fantasy of emotional fusion, the patient seemed to reactivate the projective pattern, which was promptly interrupted by the therapist. This allowed the patient to keep reflecting in an ambiguous manner instead of complaining and activating all sorts of immature defense mechanisms.

Table 10 displays PND and graphics of patient’s defensive functioning, including ODF, defense levels, and individual defenses scores. Defensive maturity fell in the range of severe depression or personality disorders (ODF < 4; Presniak et al., 2010; Perry and Bond, 2012; Di Giuseppe et al., 2019), with about 70% of immature defenses in use during the session, in particular those belonging to disavowal defense level. Looking at the use of individual defense mechanisms, the legend shows that patient’s predominant defenses were help-rejecting complaining, passive aggression, projecting identification, projection, rationalization, and denial. This defensive constellation indicates a depressive, resistant and passive aggressive patient inclined to withdraw inside himself and view his problems as externally caused, instead of dealing with his internal conflicts and external stressful situations.



DISCUSSION

The utility of studying defenses with the DMRS approach is that it reveals the psychological function behind the use of defense mechanisms, the unconscious motives for protecting oneself from intolerable emotional experiences. It could be the need of withdrawing anger, the threat of self-esteem failures, the shame of guilt experienced in confronting with unacceptable thoughts and many others. Any of these functions suggests what internal conflicts the individual is experiencing and how adaptive is his or her defensive functioning. In the present article we described the theoretical and methodological background of the DMRS-Q, illustrated its computerized and free-of-charge online use, provided directions for coding and described the interpretation of results.

While the assessment of defense mechanisms has been a controversial issue debated among scholars for more than a century, in recent years research, including that with the DMRS (Perry, 1990) convinced the American Psychiatric Association to include in the DSM-IV a provisional axis for the assessment of the hierarchy of defense mechanisms (American Psychiatric Association, 1994). However, the excellence of this highly valid and reliable method is unfortunately accompanied by its time-consuming training and coding costs, which led to the elimination of the defense axis in the DSM-5 because of lack of empirical findings supporting the theory (Vaillant, 1992).

With the development of the Q-sort version of the DMRS we provided a computerized and easy-to-use clinician-report measure for the assessment of the whole hierarchy of defense mechanisms observable in the routine practice of both dynamic and non-dynamic practitioners, as other have found (Starrs and Perry, 2018).

Apart from the well-established theory behind their development, the advantages of using this DMRS-based measure are numerous. First, the ODF score informs on how adaptive the individual’s defensive reaction is to internal conflicts and external stressful situations. This score can also be used as an outcome measure due to its strong correlation with other indexes of well-being. Second, the tripartite defensive category proportional scores tell to what extent the patient uses mature, middle-range and immature defenses. These scores are often used for a summary picture of the individual’s defensive functioning. Third, the seven defense level proportional scores reflect the prevalent defenses that have common functions at each level, and how much this contributes to ODF. Fourth, the 30 individual defense proportional scores provide a picture of the patient’s characteristic defense mechanisms, which reflects the most specific detailed level of defense assessment. These scores can capture differences between similar diagnostic categories, such as personality disorders (Maffei et al., 1995; Lingiardi and Giovanardi, 2017; Di Giuseppe et al., 2019, 2020d; Kramer, 2019), and reflect moment-to-moment micro-changes during the psychotherapy process (Hilsenroth and Pitman, 2019; Leibovich et al., 2020; Prout et al., 2021). Fifth, in addition to other DMRS measures (Perry, 1990; Di Giuseppe et al., 2020a), the DMRS-Q provides the patient’s defensive profile, a qualitative description of the most characteristic defensive patterns that contribute to determine the individual’s DPN (see the “Defensive Profile Narratives” in Table 10). Therapists can benefit from the use of all the above DMRS-Q scoring levels, in particular the individual defenses. These can guide therapeutic interventions to address desired changes in the patient’s defensive profile, thereby fostering therapeutic alliance and alleviating symptoms. Sixth, another remarkable quality of the DMRS-Q is its excellent support for teaching defense mechanisms. The use of simple examples of defensive responses provided by the DMRS-Q items, similar to the examples in the original DMRS Manual (Perry, 1990), can help the students’ understanding of definitions and functions of defense mechanisms. Moreover, the five items describing each defense mechanism can help in understanding differences in various occurrences of the same defense, especially the ones used uncommonly. Seventh, the main unique strengths of the DMRS-Q system are the short training required for its reliable use, the lack of necessity for transcriptions for coding defenses, and the free unlimited access to the DMRS-Q software from any electronic device connected to the internet. The estimated time for a DMRS-Q coding is approximately 15 min for expert trained raters who habitually code more than three sessions per week. This allows clinicians to code patients’ defense mechanisms after each session or a group of sessions and monitoring changes in defensive functioning during the therapeutic process (Wampold and Imel, 2015; Tanzilli et al., 2017, 2018, 2020).

The DMRS-Q has also some limitations that need consideration. First, the DMRS-Q is based on the Q-sort methodology, which requests the use of a a priori determined forced distribution that might limit the rater’s decision-making in the rank-ordering process. Second, the need for sufficient information on the patient’s defensive functioning is essential to ensure that the rater’s clinical inference for scoring all items into the forced distribution has an adequate evidentiary basis. Finally, the evaluation of defensive functioning is made on the overall defensive profile including all defensive phenomena observed. This methodology does not allow for the detection of specific defense mechanisms in use in particular moments, which is instead possible by applying the original DMRS to transcripts of clinical interviews or therapy sessions.

According to preliminary validation studies, the DMRS-Q seems a valid and reliable tool for the assessment of defense mechanisms in clinical settings, where the requirements for the use of the original DMRS are often unavailable (Di Giuseppe et al., 2014; Békés et al., 2021). A recent study (Békés et al., 2021) demonstrated that graduate students who received 6-h training reached excellent inter-rated reliability on the ODF (ICC = 0.90), good to excellent on defensive categories (ICC ranging from 0.83 to 0.92), and acceptable to excellent on the seven defense levels (ICC ranging from 0.74 to 0.92), with the only exception of major image-distorting defense level (ICC = 0.42) which is usually the less reliable scale due to the low base-rate of these defense mechanisms. On the other hand, non-trained students also showed excellent ICC on the ODF (ICC = 0.88) and acceptable to excellent on most DMRS-Q scales (ICC ranging from 0.60 to 0.91), except for the obsessional defense level (Békés et al., 2021). Good criterion validity was found in both clinical (Di Giuseppe et al., 2014) and community samples (Di Giuseppe et al., 2020a). Moreover, comparisons with mentalization and attachment showed great convergent and discriminant validity (Tanzilli et al., 2021). These results demonstrated that the DMRS-Q has very promising psychometric properties that must be confirmed by future studies on larger and more stratified samples.



CONCLUSION

The systematic assessment of defense mechanisms in clinical settings is very important for monitoring the therapeutic process and aiding clinicians in choosing how to intervene in response to defenses used in the session (Fonagy et al., 2008; Gabbard, 2014; Conversano, 2021). The use of valid and reliable measures based on the gold-standard theory is essential for ensuring that what we observe is properly operationalized. The DMRS-Q is an easy-to-use, low-cost, computerized tool with promising psychometric properties can help clinicians in monitoring changes in defense mechanisms during the treatment, as suggested by others (Bhatia et al., 2017; Barber and Solomonov, 2019). The automatic scoring procedure provides a comprehensive report of qualitative and quantitative information on patient’s defensive functioning that can be used for clinical, research, and teaching purposes. The ease of use of the DMRS-Q makes this measure a potential candidate for fostering the observer-rated assessment of defense mechanisms in routine clinical practice and in process-outcome research.
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Background: Previously, we reported that the maturity of Psychological Adaptive Mechanism (PAM; alternatively, ego defense mechanism) endorsement, but not depression symptom severity, predicted 5-year survival rates in adult cancer patients and that study controlled for age as a significant variable. In this investigation, we hypothesized that greater PAM maturity would correlate significantly with age and with fewer depression symptoms in a larger sample.

Methods: In this cross-section study, adult cancer outpatients (N=293) completed the Defense Style Questionnaire (DSQ), the Beck Depression Inventory (BDI), and provided additional clinical data. Spearman’s correlation and multiple regression modeling provided statistical tests of the study hypotheses.

Results: Contrary to our hypothesis, DSQ PAM maturity endorsement did not correlate significantly with increasing age. Greater PAM maturity ratio on the DSQ (p<0.0001) and current antidepressant use (p<0.05), however, both provided inverse associations with total BDI symptom frequency (p<0.01). Age was inversely associated with BDI mood (p<0.0001) and somatic scores (p<0.04). Items that worsened BDI symptom frequency included self-reported mood-altering anti-cancer medications and any psychiatric history. Cancer stage, time since diagnosis, and chemotherapy treatment did not correlate with DSQ or BDI scores. Multiple regression analysis found that the correlated items accounted for 17.2% of the variance in mood symptoms and 4.9% in somatic symptoms. Specifically, adaptive maturity and age associated with fewer depression symptoms, while cancer medications affecting mood, and a previous psychiatric history each predicted higher frequency of depression scores.

Conclusion: The results suggest that PAM maturity likely predicts fewer depression symptoms while younger age associates with more depression symptoms in this clinical sample. Centrally, acting cancer medications, such as glucocorticoids, and any history of psychiatric disorder correlated with increased depression symptom frequencies. In this cross-section study, antidepressant medications indicated higher frequencies of depressive symptoms, likely reflecting their use in persons previously diagnosed with depression. Further research should target factors that improve PAM maturity as a potential treatment target, especially in younger age groups.

Keywords: psychological adaptive mechanisms, age, adaptation, cancer, depression


INTRODUCTION

In a previous study, we reported that the Maturity level of Psychological Adaptive Mechanisms (PAMs; alternately, “ego defense mechanisms”) independently predicted survival in a small sample of late-stage cancer patients scoring at the extremes on the Defense Style Questionnaire (DSQ) while extreme scores on the Beck Depression Inventory (BDI) did not (Beresford et al., 2006). In that sample, half of those who endorsed mature adaptive styles survived for 5years, whereas half of those endorsing immature PAMs survived only 18months. The study identified age as a significant confounding variable for which our statistical analysis controlled in arriving at those final survival data. The relationship between PAMs and age in this setting remains poorly understood, however, and to the best of our knowledge, no studies have examined hierarchical PAM maturity effects in relation to age and depression in cancer patients (Di Giuseppe et al., 2018).

In elegant longitudinal studies of non-pathologic samples followed over many decades, Vaillant observed that psychological adaptation matures over time, as primitive adaptive mechanisms evolve “into more mature mechanisms, rather than being abandoned or replaced” (Vaillant et al., 1986). His observations suggested that older age might predict greater maturity score endorsement when assessed in a clinical sample, such as in those suffering from cancer. That is, hypothetically, psychological and temporal maturity go hand in hand.

Posited links between age and depression in cancer patients continue to provide cause for debate. For example, large studies using the Hospital Anxiety and Depression Scale (HADS) reached conflicting results. One found depression to increase with age and another found depression more likely in younger rather than older adults (Carroll et al., 1993; Hinz et al., 2010). Yet another study found no age effect on depression occurrence among cancer patients (Aass et al., 1997). In the present study, we hypothesized that positive associations would occur between increasing age and greater PAM maturity, as well as, between increasing age and fewer depression mood symptoms in this sample of late-stage cancer patients.



MATERIALS AND METHODS


Study Design

This cross-section study analyzed data collected during summer months from 1999 through 2010. Fellowship grants from the National Cancer Institute through the University of Colorado Cancer Center and the Department of Psychiatry of the University of Colorado School of Medicine funded this project. Summer research assistants were trained and certified in institutional requirements with respect to confidentiality, research ethics, and good clinical practices. All research assistants were supervised by the principal investigator (TB) who also supervised data collection as did permanent research staff members. All the research assistants received specific training in the administration of each of the instruments used in this study.

Prior to data collection, the research assistants explained the parameters of the study to potential subjects and obtained informed consent. Subjects who consented to the study then underwent a delirium screening examination and were asked to rate their pain, if present, on a linear-analog scale. Participants not excluded for either delirium or significant pain completed a brief demographic questionnaire. Finally, chart reviews verified items related to participants’ medical history, such as cancer diagnosis and stage.



Participants

Study participants included cancer outpatients entered consecutively during the respective time periods. All participants were adults who consented to this Institutional Review Board approved study. In order to meet inclusion criteria for this study, participants: (1) presented with a diagnosis of cancer; (2) were free of delirium as assessed by a standard delirium scale (Trzepacz et al., 1988); (3) were either pain free or presented with minimal pain, as described below; and (4) agreed to participate voluntarily. Twenty potential subjects declined participation (N=20 of 315); 14 provided no reason, four said the process was too long, and two reported feeling too tired. In accordance with privacy regulations, no further data were collected on those who declined consent.

Participants suffering from pancreatic or neuro-humoral secreting neoplasm, such as carcinoid or pituitary tumors, were excluded because of the known effects of these neoplasms on mood and affect. No patients were excluded due to pain of sufficient magnitude as to be subjectively distracting or greater than the first quartile of a linear-analog scale. Two patients who failed the delirium screen were excluded from the study. In this way, we accrued a total sample of 293 subjects who provided responses to the study instruments.



Study Measures

Participants provided demographic and medical data, which included type and stage of cancer and time since cancer diagnosis. Diagnosis and staging were verified by medical record review. Staff also documented whether participants had a prior psychiatric history or reported current antidepressant use, and the patient’s own report of any other current anti-cancer medications that affected their mood.


Defense Style Questionnaire

The DSQ was first developed by Bond and validated in subsequent studies as a qualitative and quantitative measure of PAMs (Andrews et al., 1993; Perry and Hoglend, 1998; Bond, 2004). It is a 40 item questionnaire that lists behavioral strategies by which individuals adapt to stressful events in their lives. This questionnaire presents 20 different adaptive styles, with two items for each PAM. Subjects are asked to agree or disagree with each statement on a 9-point Likert-type scale and a mean score for each mechanism is obtained by averaging the scores of the two items corresponding to each adaptive style.

Based in part on Vaillant’s empirical work (Vaillant, 1971, 1985; Soldz and Vaillant, 1998), Bond and colleagues assigned DSQ scores into three groups of psychological adaptive styles: immature, neurotic, and mature (Andrews et al., 1993). Stratifying the scores in this manner allows calculation of category means for each of the three groups for each participant.



Beck Depression Inventory

The BDI was developed by Beck and colleagues and validated by several studies as a tool for measuring frequency and severity of depressive symptoms (Beck et al., 1961; Beck and Steer, 1984; Enns et al., 1998; Richter et al., 1998; Aben et al., 2002). The BDI presents questions on specific depressive symptoms and asks respondents to rate their occurrence on a scale ranging from “rarely” to “often.” Each item is scored, yielding a summed total BDI score. In this version of the BDI, mood symptoms (items 1–14) can be separated from somatic symptoms (items 15–21) and analyzed separately.




Statistical Analysis

Calculation of the mean scores for each of the three DSQ domains (immature, neurotic, and mature) for each participant allowed analysis of the relationships among PAM maturity, age, and depression symptoms. The DSQ calculation added up the points corresponding to each category and divided the sum by the number of adaptive mechanisms corresponding to that domain. For example, in order to calculate the mature mean score, the scores corresponding to sublimation, humor, anticipation, and suppression on the DSQ were added together and then divided by 4. Next, we calculated an adaptive maturity ratio score for each subject by dividing each mean “Mature” DSQ score by the respective mean “Immature” DSQ score.

To facilitate descriptive analyses of time since diagnosis, those data were assigned codes as the follows: 1 for greater than 6 months from date of diagnosis to the date study instruments were completed, 2 for less than 6 months but greater than 1 month, 3 for less than 1 month but greater than 2weeks, and 4 for less than 2weeks.

Calculated Spearman’s correlation determined the presence and statistical power of correlations between variables. This was followed by a multiple regression analysis to characterize predicted relationships.




RESULTS


Descriptive Statistics

This study included 293 cancer outpatients (Table 1), ranging in age from 22 to 87years (M=56.5, SD=11.6). Participants included 156 females (53.2%) and 137 males (46.8%). By cancer stage, 20 participants were classified as Stage I (6.8%), 25 as Stage II (8.5%), 65 as Stage III (22.2%), and 174 as Stage IV (59.4%); nine participants (3.1%) had neoplasms for which stage was undetermined or unavailable. Data were collected on cancer diagnosis for each participant; however, frequency of each type was not evaluated, as the wide variety of cancer diagnoses made direct analysis by type unfeasible. Examples of cancer diagnoses in this sample included the following: breast, ovarian, prostate, testicular, colon, rectal, gastric, esophageal, oral, lung, brain, skin, and hematological malignancies.



TABLE 1. Age, gender, and cancer stage distribution of study sample.
[image: Table1]



Main Hypotheses

Adaptive maturity and age: No direct correlation appeared between age and adaptive maturity. Cancer stage, time since diagnosis, and current chemotherapy did not reach correlation significance with either PAM maturity or total BDI scores; therefore, these variables were not included in follow-up analyses. Age was correlated with gender, which reflects the study cohort in which female participants were younger than males.

Age and Depressive Symptoms: A Spearman’s rank correlation was performed to determine the presence and extent of correlations between variables (Table 2). Age significantly, and inversely, correlated with total BDI scores (r=−0.23, p<0.0001), as well as BDI subscale mood symptom scores (r=−0.26, p<0.0001) and somatic symptom scores (r=−0.12, p<0.04). Factors associated with BDI-mood symptom scores included as: Self-reported current anti-neoplastic medications that affect mood (r=0.21, p<0.001), any psychiatric history (r=0.15, p<0.01), and adaptive maturity ratio (r=−0.24, p<0.0001).



TABLE 2. Intercorrelations among predictor and dependent variables (N=293).
[image: Table2]

Counterintuitively, current antidepressant use (r=0.14, p<0.02) and depression symptoms were positively and significantly associated, meaning that antidepressant use indicated more, rather than fewer, BDI-mood symptoms.



Exploratory Analyses

Associations with BDI-Mood Symptom Variables: To explore these data further, we hypothesized that (1) greater adaptive maturity each would predict lower frequencies of depressive mood symptoms and (2) that any psychiatric history and cancer medications reported as affecting mood, each, would predict more frequent mood and somatic depressive symptoms.

A multiple regression analysis tested these hypotheses (Table 3). Results of the analysis indicated that the overall model was significant, ∆F (4,283)=15.87, p<0.001, and accounted for 17.2% of the overall variance in BDI-mood subscale scores (Adj. R2=0.172). More specifically, age (t=4.76, p<0.001) and PAM maturity (t=4.71, p<0.001) inversely correlated with the BDI-mood ratings. Cancer medications affecting mood (t=2.06, p<0.05) and a previous psychiatric history (t=2.71, p<0.01) each indicated worsening BDI-mood subscale scores. These findings confirmed their respective hypotheses and suggested that older cancer patients and those who employ more mature coping styles are less likely to endorse depressive mood symptoms than younger patients, or those with less mature coping mechanisms.



TABLE 3. Multiple regression for age, mature/immature ratio, medications affecting mood, and prior psychiatric historya, and BDI cognitive scoresb.
[image: Table3]

Associations With BDI-Somatic Symptom Variables: We further hypothesized that adaptive maturity, age, medications affecting mood, and psychiatric history would significantly predict the BDI-somatic depressive symptoms. A second multiple regression analysis tested this (Table 4). Results indicated that the overall model was significant, [∆F (4,283)=4.72, p=0.001], accounting for 4.9% of the overall variance in BDI-somatic symptoms (Adj. R2=0.049). However, only adaptive maturity (t=3.43, p=0.001) and cancer medications affecting mood (t=1.96, p<0.05) were significantly predictive of BDI-somatic symptoms. Age (t=1.78, p=0.077) and previous psychiatric history (t=0.057, p=0.95) did not predict somatic scores.



TABLE 4. Multiple regression for age, mature/immature ratio, medications affecting mood, and prior psychiatric historya, and BDI-somatic scoresb.
[image: Table4]




DISCUSSION

Results revealed that both lower PAM maturity and younger age predicted depression mood symptoms in cancer patients, supporting our hypothesis that increasing age and PAM maturity are independently associated with fewer mood symptoms. However, contrary to our hypothesis, age alone did not directly associate with PAM maturity scores. To our knowledge, this is the first study that has investigated lack of an association between age and PAM maturity specifically in cancer patients.


Limitations

This study’s limitations include its seasonal funding support. Stable funding for a continuous period of time would allow for a more systematic sampling and recruitment of a larger participant population and inclusion of one or more appropriate comparison groups. Furthermore, the study instruments used in this investigation provided ease of use as a best compromise in assessing complex target symptoms and behaviors. The DSQ remains a rudimentary tool for assessing PAMs (Perry and Hoglend, 1998). The senior author has developed a clinical recognition algorithm to address this imprecision, a method that itself requires validity and reliability testing (Beresford, 2012, 2014).

The BDI scores indicate depressive symptom frequency and severity, but the BDI does not diagnose clinical depressive disorders. The BDI version used in this study was the revised version 1, chosen in our view for a potentially greater relevance to a cancer patient sample. Subsequent revisions to the BDI replaced weight loss, body image changes, and somatic preoccupation with concentration difficulty, worthlessness, and loss of energy items, yielding the BDI II version. Studies in non-cancer samples have found small differences in mean ratings for certain symptoms of depression and overall slightly higher mean scores for BDI II compared to its earlier version (Beck and Steer, 1984; Beck et al., 1996).

Like most other studies in this field, the present study offers only a cross-section assessment of its target variable. In respect to age alone, cross-section studies present clear limitations in establishing the variables associated with age that can inform the care of cancer patients. One study reported that younger cancer patients are more likely to endorse depression mood symptoms, a finding consistent with several studies, but contrary to others (Given et al., 1994; Kurtz et al., 1994; Smith et al., 2002; Mystakidou et al., 2005; Wong-Kim and Bloom, 2005; Agarwal et al., 2010; Lo et al., 2010). A large study of 1,529 cancer inpatients in cross-section and 2037 controls found that younger adults with cancer scored significantly higher in depression compared to the age-matched control group (Hinz et al., 2010). But in that study, the difference disappeared in older age groups, suggesting possibly higher baseline depression rates in older patients. Conversely, a number of studies report a positive association between age and depression (Carroll et al., 1993; Smith et al., 2002; Mystakidou et al., 2005), while others reported no age effect (Given et al., 1994; Kurtz et al., 1994; Aass et al., 1997).

Part of the difficulty in assessing depression in cancer patients is symptom overlap. Both advanced-stage cancers and the side effects of chemotherapy may include anorexia, cachexia, sleeping difficulties, and fatigue, all of which may closely resemble the somatic symptoms of depression. While the distinction may be more apparent in a clinician conducted assessment, we have yet to find standardized questionnaires that can easily distinguish depression-related physical symptoms from cancer-related depression-like symptoms.



Clinical Context

The BDI has been widely used in studies involving cancer patients (Leigh et al., 1987; Richardson et al., 1990; Chang et al., 2004; Mainio et al., 2005, 2006; Beresford et al., 2006). One advantage is its ability to separate mood and somatic symptoms of depression, allowing interpretation in the context of cancer. For instance, one study that investigated the somatic versus mood subscales in 213 cancer patients versus controls found that the inter-group score differences occurred in the somatic scores (Wedding et al., 2007). Another study compared BDI scores for cancer inpatients with their healthy next of kin and with physically healthy patients hospitalized for suicide attempt (Plumb and Holland, 1977). BDI-somatic symptoms significantly differentiated hospitalized and non-hospitalized subjects, but not cancer inpatients from suicidal patients. The BDI-mood scale did not separate cancer inpatients from next of kin; however, both groups scored significantly lower than the suicide attempt group. While these findings support the prominence of somatic symptoms in depression, they also raise questions about the specificity of the somatic scale in the absence of mood symptoms in the setting of cancer.

The disparate reports on the effect of age on depression among cancer patients may reflect the lack of standardized depression assessment tools for this clinical population, as well as differences in study designs and sample populations. It may, however, also indicate that other unaccounted variables could be playing a role in this association. This evidence taken together with our findings that both mature adaptation and increased age predicted fewer depression mood symptoms in cancer patients could suggest a possible role of PAM maturity often unaddressed clinically.

Vaillant’s longitudinal studies found PAM maturity to increase age (Vaillant, 1971, 1985; Vaillant et al., 1986). Some cross-section studies have reported a negative association between age and endorsement of maladaptive mechanisms (Whitty, 2003). Others have found no age differences in younger and older adults (Tuulio-Henriksson et al., 1997; Segal et al., 2007). Change versus stability of adaptive mechanisms likely requires longitudinal study design rather than cross-section exploration, particularly among young adults (Diehl et al., 1996; Tuulio-Henriksson et al., 1997; Whitty, 2003; Segal et al., 2007; Yu et al., 2008). Since the previous studies mentioned here involved non-clinical populations, it is difficult to predict the comparability of their findings in a clinical sample, particularly in the setting of cancer.

Immature PAMs have been associated with adverse outcomes in Sjogren’s disease (Hyphantis et al., 2011), multiple sclerosis (Hyphantis et al., 2008), inflammatory bowel disease (Hyphantis et al., 2005, 2010), chronic obstructive pulmonary disease (Albuquerque et al., 2011), and diabetes mellitus (Martino et al., 2020). Endorsement of immature mechanisms has also been linked to depression (Akkerman et al., 1992; Bond, 2004; Bronnec et al., 2005; Blaya et al., 2006; Sharma and Sinha, 2010) and anxiety (Bond, 2004; Blaya et al., 2006) in the general population, but there are only limited data in cancer patients. One study of 100 patients with primary liver cancer reported a positive correlation between depressive symptoms and endorsement of immature defense mechanisms, consistent with our present findings (Wan et al., 2003).

Although we could find no other studies investigating the role of age in adaptative maturity and depression in cancer patients, there have been a few reports on the role of coping styles in this setting. A study of 199 early stage lung cancer patients undergoing surgical intervention found an inverse correlation between depressive symptoms and age, and between depressive symptoms and adaptive coping styles (Walker et al., 2006). Another in 80 women with breast cancer also found higher depressive symptom endorsement in younger patients and in those who demonstrated maladaptive coping styles (Compas et al., 1999). While coping styles and adaptive mechanisms are measured differently, these indirect findings further support a role for psychological adjustment mechanisms in respect to age and depression.



Clinical Application

Statistical models presented above accounted for a total of about one-fifth of the variance in BDI mood and somatic symptoms in this study. Future research should focus on identifying these variables and how they affect younger versus older adult cancer patients’ depression. For everyday clinical use, three of the associated variables bear mention. First, the self-report of cancer therapy medications affecting mood appeared to influence the production of depression symptoms. While this warrants further analysis, our first impression suggests that untreated glucocorticoid effects may contribute a significant clinical share. Second, any psychiatric history appeared to contribute its weight in ways that require further delineation of specific histories and conditions. Last, and most surprising on its face, the presence of an antidepressant medication appeared to increase, rather than lessen, the BDI symptom frequencies. The relationship may not have been causal, however, since more depression symptoms indicate antidepressant intervention clinically and antidepressant effectiveness is outside the scope of this study.

An overall suggestion from this study’s data, therefore, may serve to sharpen the focus of improving depression treatment in cancer patients (1) who show less mature PAMs, (2) who are younger rather than older, (3) who report mood changes on the anti-neoplastic medications, and (4) who report a preexisting psychiatric history. Improved clinical care will require PAM characterization of subgroups of cancer patients for whom specific treatments, such as supportive or other forms of psychotherapy, can result in significant improvement during cancer diagnosis and treatment.



Conclusion

While age alone does not predict PAM maturity in the setting of cancer, both advanced age and greater PAM maturity, independently, lessen the risk of depression in cancer patients. While age is independent of treatment, PAMs invoke the possibility of active treatment aimed at increasing PAM maturity and lessening the effects both of cancer and the depression related to it. Effecting positive changes in PAM maturity point toward targeted psychotherapy as a potential specific treatment in cancer conditions. Whether achieved through experience or psychological treatment, PAM maturity can lessen the psychological damage of cancer and in so doing potentially prolong survival.
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Objectives: The concept of defense mechanisms has undergone extensive revision and expansion since Freud first described these processes. Initially formulated as an unconscious repression of unpleasant memories, with further development focusing on the role of defense mechanisms in the regulation of internal conflicts, the concept shifted and evolved to incorporate the adaptation to external demands, including intrapsychic and interpersonal handling of burden of illness. In addition to defense mechanisms, coping provides another perspective on human adjustment to difficult life events. While there is substantial research on both coping and defense mechanisms in various psychiatric and somatic diseases, including cancer, little is known about defensive regulation, coping, and their interaction in male breast cancer patients.

Methods: The present study is part of the N-Male project conducted between 2016 and 2018 in Germany (Male breast cancer: patients' needs in prevention, diagnosis, treatment, rehabilitation, and follow-up care). Semi-standardized interviews with 27 male breast cancer patients were analyzed with regard to defense mechanisms. In addition, fear of progression and repressive coping was assessed by self-report.

Results: There was considerable variety in levels of defensive functioning as well as repressive coping in our sample. We found no difference in overall levels of defensive functioning between men with vs. without repressive coping. However, patients with repressive coping demonstrated a decopupled association between fear of progression and defensive functioning as compared to patients without repressive coping.

Discussion: The study provides the first evidence of disease processing in male breast cancer patients Knowledge of patients' defense patterns and repressive coping seems promising for better planning targeted intervention strategies.

Keywords: defense mechanisms, male breast cancer, repressive coping, fear of progression, mixed-methods


INTRODUCTION

The observation that the mind has the ability to protect itself from confrontation with unpleasant thoughts and memories was first described by Freud in the context of his hysteria studies (1). Defense was mainly seen as a pathological phenomenon, intimately linked to what was called neurotic symptoms at that time (2). The concept of defense has undergone many transformations up to now, and is still losey linked to psychodynamic approaches to psychopathology and intervention (3). Defense mechanisms can be described as automatic psychological processes that can protect the individual from fear as well as other, more general demands and stressors. In other words: With the help of defense mechanisms, that usually operate outside of conscious planning and coping, individuals can modify the experience of internal, mainly emotional states as well as the processing of information from the external world.

By that, the concept of defensive functioning provides a framework for describing and understanding regulatory mental processes in mental disorders as well as life stressors or serious chronic stressors such as a cancer diagnosis. However, these expansions of the defense concept incorporate several important questions. For example, are some mechanisms more adaptive than others? Do individuals differ with regard to their common levels and mechanisms of defensive operations? At the core of these questions is the dual function of defenses, already pointed out by Anna Freud (4), which proposes that defensive functioning can be pathological, but protective and affect-regulating as well. Instead of distinguishing between normal and pathological defense mechanisms, she suggested that it should be noted whether there is a balance between different defense mechanisms. That is, whether other defense mechanisms are used, or only a few or only one, and how intensively the defense mechanisms occur. Anna Freud's approach was influential in advancing the discussion of the benefits or harms of defenses. These questions have been controversially discussed in the context of an assumed dichotomy of “adaptive vs. non-adaptive” defenses (5).

Cramer (6) supports the argumentation of Anna Freud. She describes that mental health does not necessarily have to be related to mature defense mechanisms. Instead, it depends on the flexible use of defense mechanisms in different situations. Various studies show that the use of immature forms of defense can be considered a risk factor for the development of psychopathology (7–9). Granier et al. (10) postulate that there is a compelling relationship between mental health and emotional flexibility. Findings from personality research support these assumptions. Mature defense mechanisms such as humor, altruism, and sublimation are associated with adaptive functioning (11, 12). With reference to this theoretical line of development, there is widespread agreement that defense mechanisms can be described with a hierarchical model from “immature” to “mature” defenses (7, 13, 14).

There has been intensive research on defensive functioning for several decades. In general, findings support a hierarchical model of groups of defenses being related to overall lower levels of functioning (3). According to Perry (15) research on defense mechanisms usually focuses on three different dimensions. The first dimension concerns the question of identifying defense mechanisms. Here, two different research traditions can be identified. On the one hand, the use of questionnaires (16) on the other hand the use of observer-rated measures (17). A second dimension relates to connections between defensive patterns and psychopathology, including personality disorders. For example, Perry et al. (18) examined four personality disorders (Schizotypical, Borderline, Antisocial, and Narccisstic). Immature defense mechanisms were central in all four personality disorders. Regarding specificity, there was for example a strong association between major image distorting defenses (e.g., splitting of self and other's images and the hysterical level defenses, dissociation, and repression) and borderline personality disorders. Another study by Hoglend and Perry (19) investigated the effect of defense mechanisms on the course of major depression. Here self observation on a high adaptive defense level at the beginning of psychotherapy was more often identified in those patients who improved more than predicted. The third dimension of research on defense mechanisms reflects on the question of the extent to which defense mechanisms can be changed in the course of psychotherapeutic treatment. Bond and Perry (9) reported about long term changes in defense styles with psychodynamic therapy for depressive, anxiety and personality disorders. In a recent study (20) it was shown that overall defensive functioning (ODF) and adaptive defenses increase over the course of treatment, whereas maladaptive and neurotic defenses did not change. A similar pattern was found by Schauenburg et al. (21) for individuals in inpatient psychotherapy. Here maladaptive defenses declined, adaptive defenses increased, while neurotic defenses remained stable. In a new review of changes in psychotherapies with personality disorders (22), defense mechanisms and an increase in insight play a crucial role for emotional and socio-cognitive change. In addition to the three dimensions of research on defense mechanisms described above, a branch of research has opened up in recent years that deals with the confrontation of serious illness, such as cancer.

In the meantime, the defense concept is also associated with newer concepts and clarifies the potential it has in describing human experience and behavior. For example recent findings on the relationship between mentalization, attachment, and defense mechanisms supports this. For example, patients with a secure attachment type showed a higher capacity for mentalization and the use of more mature defense mechanisms (23). At the same time, more research is needed on for example basic vs. applied aspects of defense mechanisms (3).

A broad conception of defense also incorporates other strategies for dealing with stressful, anxiety-producing demands and feelings from the research tradition of coping strategies. In contrast to defense mechanisms, coping strategies are traditionally understood to be used consciously and intentionally to restore mental equilibrium in the sense of an adjustment process (24, 25). The concepts of coping and defense originate from entirely different theories, namely psychoanalysis and stress theory. At the same time, especially concerning their regulatory aim, they might be regarded as two sides of the same coin. Several authors have discussed the relationship between coping and defense. For example, Haan (5) postulated a hierarchical relationship (coping—defense—fragmentation). However, the influential group around Lazarus did not make a distinction between the two concepts and sees defense merely as a particular case of a higher-level coping concept (26). For a more detailed discussion see for example (27). At the same time, the coping research adds a possibly valuable perspective to the study of defenses as it has defined several conditions that may describe or determine phenomena which could be relevant for the availability and display of defensive operations under certain conditions, such as repressive coping.


Repressive Coping

The concept of repressive coping style goes back to Weinberger's et al. (28) seminal paper and has stimulated intensive research especially in behavioral medicine. Garssen (29) defined “repressive coping” as the tendency to inhibit the experience and the expression of negative feelings or unpleasant cognition in order to prevent one's positive self-image from being threatened (p. 471). According to Weinberger et al. (28), the phenomenon of repressive coping is best described by a combination of anxiety and defensiveness that occurs in response to a stress-inducing event. A total of three groups can be differentiated: the first group is characterized by low anxiousness and low social desirability. The second group contains individuals who are highly anxious but comparatively low in social desirability. The third group comprises individuals who show levels of social desirability but express low levels of anxiety. These groups differ on one crucial point. Individuals who express a low level of anxiety and a higher level of social desirability (i.e., repressors) show physiological reactions (heart rate, increased skin conductance) that are not compatible with subjective ratings of distress, indicating some kind of bio-psychological de-coupling. These individuals also do not show stress-induced feelings (29, 30). The early work by Weinberger and numerous later studies found that repressors dissociate their somatic reactions from their perceptions of distress, and in potentially stressful situations, report low levels of distress and anxiety but exhibit high levels of physiological activity (31). A number of studies indicate that repressors avoid negative affect (32, 33). A significant, but not surprising extension of the concept lies in observing that an individual's repressive coping style is associated with poor health and somatic illness. Similar findings have been demonstrated in cancer patients and patients with coronary heart disease (31). The results of a meta-analysis by Mund and Mitte (34) indicate a higher risk for repressive copers to be affected with at least one of several investigated diseases, but especially cancer and hypertension. However, the exact associations remain unclear, as well as the direction of the effect, i.e., whether repressive coping increases the risk for somatic diseases, or the other way round.



Male Breast Cancer

Male breast cancer is a rare condition. Around just one percent of all breast cancer cases in the western world are diagnosed in men (35, 36). The rates increased slightly (1973–1998) as shown by Giordano et al. (37). The mean age at diagnosis is between 60 and 70 years. The awareness for breast cancer in men and the correct interpretation of related symptoms is very low. The presence of a painless lump is the most frequent indicator (38). Relatedly, symptoms are often diagnosed too late (39). Because of the comparatively low prevalence of the disease, many health care providers never encounter a male breast cancer patient (40). The treatment of male breast cancer patients is largely based on available evidence for females (41). Wang et al. (42) found that mortality after cancer diagnosis was higher among male patients with breast cancer compared to female breast cancer patients. This disparity persisted even when controlling for clinical characteristics, access to care, and specific treatment factors. A related problem is stigmatization. Most stigmatization concentrates on sexual stigmatization and ignorance of male breast cancer and mostly occurs in cancer care systems and work-related contexts. It seems that breast cancer is still seen as a “woman's disease,” as Midding et al. (43) pointed out in their paper. Emasculation (e.g., physical changes and changes in body image after treatment) can also lead to secondary stigmatization in the process of or after treatment. According to (44), most studies dealing with male breast cancer can be described as quantitative studies that focus on the disease's clinical aspects, such as risk factors, pathology issues, and treatment options. The authors criticize the focus on these purely medical aspects and call for more research attention to this disease's emotional challenges to men.



Psychological Impact and Management of Breast Cancer in Woman and Men

In line with the lower prevalence rates, it is not surprising that knowledge about breast cancer's psycho-social factors is similarly lacking in men compared to a comparatively good database in female breast cancer patients (45, 46). Breast cancer can be a traumatic and stressful experience for women, but there are wide-ranging differences in the ways in which women respond and adapt to this disease (47). This study shows as well that income, cancer stage, fatigue and physical functioning are consistent predictors of adjustments. Psychosocial factors, such as optimism and anxiety, and perceived social support, coping strategies, and initial level of psychological functioning, were predictive of depression, anxiety, psychological distress, and quality of life in women with breast cancer. Lally and Brooks (48) were able to indicate the clinical usefulness of psychoeducational interventions that address the psychological adjustment needs of family members, spouses, and friends (supporters) who support women with early breast cancer in a systematic review. In line with these findings, Lewis et al. (49) reported that social support from family members and close friends is considered essential to be able to deal with the disease and its psycho-social consequences. France et al. (50) reported in a qualitative study that men prefer to talk exclusively to their wives. Similarly, effects of psycho-social support groups in women with breast cancer on coping with the disease and overall quality of life are well-documented (51). Again, research on the acceptance and effectiveness of appropriate support groups in men is lacking (44). According to Donovan and Flynn (52) female breast cancer (and associated psychological factors) is the most widely studied form of malignancy. It incorporates questions of coping with the disease, with cancer manifesting as a stressful life event in various ways, depending on type of disease, prognosis, and the subjectively experienced impairments.

How individuals adapt to and deal with the disease condition, however, is closely related to defense mechanism and levels of defensive functioning. The research literature has shown that psychoanalytically defined defensive processes can be regularly observed in dealing with a threat caused by cancer (e.g., the diagnosis, the consequences of the disease) (Di Guiseppe, 2020). Hartmann has pointed out the special function of defense mechanisms and thus made a significant contribution to connecting coping strategies and defense mechanisms. Defense mechanisms in cancer have the above mentioned dual function: on the one hand, they keep threatening feelings, memories and the like away from consciousness, and thus represent an adjustment performance. On the other hand defense processes also fulfill coping tasks. From our point of view, those two sides of the same coin are inseparably linked, and it is essential to emphasize the beneficial aspect of defense processes already described by A. Freud. For example, denial that might set in after being told of a severe diagnosis, such as cancer, would probably not be seen as pathological per se. Whether denial will have a negative effect on adjustment, role performance, or health behavior will probably show over time, for example concerning flexibility of defensive functioning, but also considering the ability to make use of other defense mechanisms and coping strategies as well. Accordingly, defense mechanisms can be understood as part of a meaningful adaptive effort that helps to regulate stressful life events such as cancer (53).

Empirically, Giese-Davis et al. (54) could show that defense mechanisms have a significant impact on health behavior and survival in breast cancer patients. Beresford et al. (55) demonstrated significant differences in survival probability in breast cancer patients, comparing mature and immature defense mechanisms: here, the use of mature defense mechanisms was associated with a significantly higher probability of survival. As described above, a hierarchy of defense mechanisms has been established in research on defense mechanisms (7, 56, 57). In a cross-sectional study comparing female breast cancer patients with a control group, Perry et al. (58) showed that female breast cancer patients used more immature forms of defense (e.g., denial, splitting, idealization) than participants in the control group. Di Guiseppe et al. (59) came to comparable results in a study of 145 newly diagnosed cancer patients. Cancer patients showed higher use of repression, suppression, rationalization, and lower use of affiliation, undoing, and devaluation of self-image compared to controls. Similar to findings reported above, it needs to be taken into account that this does not indicate a cause for cancer, but that a diagnosis of cancer itself is a life stressor that demands intensive defensive regulatory functioning. Unfortunately, it remains unclear whether all these findings can be generalized to male breast cancer patients.

From a perspective of defensive functioning and coping, what challenges do men face when diagnosed with breast cancer? Are there requirements for men that go beyond those for women with breast cancer? For example, analogous to the treatment of ductal breast carcinoma in women, adjuvant treatment with tamoxifen is the treatment of choice for male breast cancer patients. Despite the excellent tolerability, side effects can be described in the area of sexual dysfunction and loss of libido in men (60). Similarly, using a qualitative research design, Trusson and Quincey (61) addressed whether there would be differences between men and women in the experience of treatment-induced alopecia. It was found that both sexes experience hair loss as stressful, affecting gender identities and relationships. On the other hand, while men spoke more openly about the hair loss, preferably in a humorous manner, women tended to hold back in communicating about it and tended to hide the hair loss. Whether the diagnosis of breast cancer, which usually occurs in women, influences the perception of one's masculinity was examined in the study by Rayne et al. (62). No relationship was identified between affected masculinity and late presenting the symptoms in medical care. It must be noted that this finding is not in line with other studies that hypothesized a strong relationship between an affected masculinity and a delayed presentation of symptoms (52). Rayne et al. (62) discussed if the description of distress in the literature does not explain the difference between the burden of a cancer diagnosis (depression and anxiety) and specific problems with masculinity related to the fact of the male patients suffering from a woman's disease. There appears to be evidence that other factors may significantly impact the experience and management of male breast cancer than has been reported in the literature to date.

However, there are also similarities on the level of psychosocial burden in the face of cancer. For example, a significant concern for cancer patients is fear of cancer recurrence or fear of progression (63). While according to Pang and Humphris (64) related anxiety may be higher in women compared to men, there is again a research gap in male breast cancer:

To date, no study results are available on the occurrence and consequences of progression anxiety in men with breast cancer. In addition, to the best of our knowledge there is no study on defense mechanisms and their interrelationship with psychological variables in male breast cancer.



Aims of the Study

Since the psychological consequences or processing in male breast cancer patients have been studied very little to none so far, we understand our research questions as in part descriptive, in part as hypothesis-testing, in part hypothesis-generating. As stated, to our knowledge, male breast cancer patients have not been studied on the topic of coping to date. Studies describing defense mechanisms in coping with the disease are entirely lacking. Likewise, studies dealing with the explanatory potential of repressive coping in male breast cancer patients are missing. Repressive coping may be an important aspect, as men with breast cancer face specific challenges in dealing with the disease, while at the same time experiencing a lack of support in the health-care system. Again, there is no research on patterns between defenses and repressive coping for this population.

This may be especially relevant in the context of dealing with cancer-related fears, such as fear of progression. Cancer patients in general have to cope with emotional distress like depression, anxiety, fear of progression of a life-threatening illness (65). For example Nakata et al. (63) could show in a sample of 927 female breast cancer patients that fear of progression was strongly associated with the need for psychological support (OR = 2.8). We therefore hypothesized that higher cancer-related fears triggers the use of defenses in men with breast cancer, whereas individual factors such as repressive coping may influence this assumed association.

Aims of the current study were therefore (1) To describe defensive functioning, repressive coping, and fear of progression in a sample of male breast cancer patients, (2) To describe patterns of defensive functioning in relationship to repressive coping in male breast cancer patients, and (3) To explore the possible impact of repressive coping on an association between fear of progression and defensive functioning in male breast cancer patients.




MATERIALS AND METHODS

The present study is part of the N-Male project conducted between 2016 and 2018 in Germany (Male breast cancer: patients' needs in prevention, diagnosis, treatment, rehabilitation, and follow-up care). The project was funded by the German Cancer Aid and approved by the Ethics Committee of the Medical Faculty of the University of Bonn (Reference Number: 087/16). The N-Male project is a cross-sectional observational study with a mixed-method approach (semi-standardized patient interviews and focus groups with health care providers and a standardized quantitative survey with different questionnaires before the interviews. Further information on the methods and results of the project is described elsewhere (40, 43, 66, 67).


Sample and Study Design

The sample was composed in the sense of a non-probabilistic procedure according to the concept of theoretical sampling (68). Participants in the project were recruited nationwide through certified breast cancer centers, members of the Men with Breast Cancer network (Netzwerk Männer mit Brustkrebs e.V.), and invitations through newspaper advertisements. All participants had a confirmed breast cancer diagnosis (ICD-10 C50x or D05.X) and provided informed consent. One hundred men completed the quantitative survey, and a sub-sample of 27 participants was selected for the qualitative interviews according to purposeful sampling (69). Two female project staff members (Ph.D. candidates) conducted the interviews. Both project staff members were trained with the interview and prepared for possible difficult interview situations (emotionality and gender role conflicts) by an experienced psychotherapist. The interview guide was developed in an interdisciplinary expert group consisting of scientists, a patient representative, a representative from the health care provider group, and a psychotherapist. The semi-standardized interview guide offered open-ended narrative prompts and the opportunity to ask follow-up and in-depth questions. Thematically, the questions referred to each step in the treatment process (diagnosis, treatment phase, rehabilitation, and aftercare). The interviews were audio-recorded (after written consent was given) and transcribed according to uniform transcription standards. Interviews were conducted in the patient's preferred environment. In most cases, they were conducted at the participants' homes.



Defensive Functioning

The Defense Mechanisms Rating Scales (DMRS) is a quantitative observer-rated method (70), which was included in the Appendix in DSM-IV (56). Thirty defense mechanisms based on a hierarchical organization are part of this qualitative tool assigned to 7 different levels (High-adaptive, Obsessional, Neurotic, Minor image distorting, Disavowal level, Major image distorting, and Action level (the Psychotic defense level was not used in this study). In addition, these levels can be further specified in three defensive categories (Mature Defensive Category, Neurotic Defensive Category and Immature Defensive Category) (see Table 1).


Table 1. DMRS Hierarchy of defense categories, levels, and individual defense mechanisms adapted from Perry et al. (71).

[image: Table 1]

Three different scores can be derived from the ratings: Individual defense score (an individual score calculated on the occurrence of defense used in a therapy session or an interview). Defense level score (their general level of adaptiveness hierarchically organizes the defense mechanisms. Each level can be calculated based on the used defenses). Overall Defensive Functioning (the ODF is obtained by taking the average of each defense level score. Its order weights this score in the hierarchical organization from 1—lowest to 7—highest), adapted from Perry et al. (71). Perry and Henry (72) proposed approximate reference scores for Overall Defensive Functioning Score (ODF) in clinical samples: “(1) Scores below 5.0 are associated with personality disorders or acute depression; (2) Scores between 5.0 and 5.5 are associated with the neurotic character and symptom disorders: (3) scores from 5.5 to 6.0 are associated with average healthy neurotic functioning, while (4) scores above 6.0 are associated with superior healthy-neurotic functioning” (p. 176).



Repressive Coping
 
Marlowe Crown Social Desirability Scale

According to Weinberger et al. (28), repressive coping is assessed by using two different scales. One scale that measures manifest anxiety and another scale that measures defensiveness. This study's construct defensiveness is measured with the German 23-item version of the Marlowe Crown Social Desirability Scale (73, 74). The items, which can be answered with yes or no, refer to two different dimensions: socially desirable behavior that is, however, instead to be expected as unlikely (e.g., “No matter who I'm talking to, I'm always a good listener.”) and to socially undesirable behavior that is, however, very likely (e.g., “I like to gossip at times.”). The more often socially desirable but not expected events/items are answered with yes, and events/items characterized by openness are negated. The greater the tendency to present oneself with a socially desirable, idealized self-image.



State-Trait-Anxiety Inventory

The STAI is a self-report questionnaire designed to assess anxiety effects (75). With 20 items each, a four-point Likert scale assesses current anxiety (state) and general anxiety (trait). The trait version was used in the study to capture the cross-situational level of anxiety. The results from both self-description instruments (manifest anxiety and defensiveness) are combined into one score (repressive coping). The repressive coping style is based on the median score of both scales. Respondents with an anxiety score (STAI) below the median and a defensiveness score above the median (Marlowe-Crown Desirability Scale) are classified as repressors. Non-repressors can be divided into three different groups, according to Weinberger et al. (28). Low-anxious individuals (with anxiety and defensiveness scores below the median), high anxious individuals (with anxiety scores above and defensiveness scores below the median), and defensive individuals (with anxiety and defensiveness scores above the median). Besides classifying non-repressors into three groups, it is also possible to make a dichotomous classification (repressors and non-repressors) (76). Due to the small number of patients, we chose this classification for the analysis. Following Wiltink et al. (77) the main critic refers to the use of a median split to classify a person as repressor or non-repressor. However, the classificatory system has been replicated in numerous studies (78).




Fear of Progression

The short form of the Fear of Progression scale (FoP-Q-SF) is a self-report instrument for identifying and assessing progression anxiety (79). A total of 12 items (5 point-Likert scales from 1 = never to 5 = often) are spread over four dimensions: affective reactions, partnership/family, occupation, and loss of autonomy. Scores range between 12 and 60 points. Herschbach et al. (80) proposed a cut-off score. A dysfunctional level of fear of progression is indicated if patients score higher than 33 points.



Procedure and Analysis

Two trained raters with a longstanding expertise in psychodynamic constructs and clinical assessment (RW, JCE) evaluated the transcribed interviews. First, five interviews were rated separately. The results were discussed and compared. Because of the low number of interviews and complexity of the instrument, we did not strive to formally calculate indices of rater agreement. On the level of mechanisms and frequency, the agreement was high. Subsequently, the sessions were distributed between the two raters and evaluated separately. There were two meetings to discuss open questions without actually talking about rating levels to minimize rater drift. We also calculated interrater agreement on levels of specific defense mechanisms operationalized as frequencies of those mechanisms before agreement discussion. In total, 15 categories of defense mechanisms were rated in the interviews, with a high levels of agreement between both raters (r = 0.94, ICC2.1 = 0.95).

We used descriptive statistics, Pearson-correlations, and ANOVA to portrait distributions, and to assess associations and differences regarding the key variables. To test the moderating influence of repressive coping on the association between fear of progression and overall ODF level of defensive functioning, we conducted bootstrapping-based moderation analyses (number of bootstrap samples M = 5,000), which is especially robust given our sample size. To acknowledge the impact of possible covariates, we controlled for age and time since diagnosis as possibly relevant covariates. Those seemed especially relevant, as age may be a general factor influencing all variables, and time since diagnosis may be especially relevant for fear of progression. All analyses were conducted with IBM SPSS 25 and the PROCESS macro version 3.4 (81).




RESULTS

There were a total of 124 male breast cancer patients who wished to participate in the study. Of these 124 patients, three patients were excluded again because they did not meet the inclusion criteria. Some interested patients could no longer participate in the study due to the severity of the disease or death. A pre-test was conducted with four patients to field test the questions. One hundred seventeen patients were sent the questionnaire package. The response rate was 88.0% (n = 103). After reviewing the questionnaires (questionnaires with a proportion of missing values >30% were excluded from the analysis), 100 patients were included in the analysis (adjusted response rate 85.5%. Table 2 shows the socio-demographic and disease-related data of the sample. Data from the quantitative sample are in parentheses. Significant differences to the sample of 27 patients who were additionally interviewed could not be detected. One interview was conducted over the phone for logistical reasons. Unfortunately, there were repeated interruptions and poor recording quality, which made the interview incomparable to the other material, so it was excluded from the analysis.


Table 2. Socio-demographic and disease-related characteristics of the whole sample.
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On average, participants in the study are in their sixth decade in both samples (quantitative and qualitative sample), ranging 39–89 years. Most of the patients live in a relationship and have children. Overall, the level of education is relatively high in both samples. Concerning the disease-specific data, almost all patients have undergone surgery, and chemotherapy was performed in about half of the patients. The proportion of patients who also underwent radiation therapy was high in both samples. Almost all patients were diagnosed with breast cancer for the first time, although the time window since diagnosis varied greatly, averaging just under 4 years.


Defense Mechanisms in Male Breast Cancer Patients

Table 3 shows the mean values and standard deviations of the defense categories (Mature, Neurotic, and Immature). Male breast cancer males have a mean ODF value of 5.62 (SD = 0.82). However, to better understand the levels of different defense patterns in the group of male breast cancer patients, the ODF values can be related to clinical reference groups. About 30% of the respondents exhibited a mature form of defense organization in the transcripts (e.g., superior healthy neurotic functioning). In contrast, an almost equally large number of respondents reacted to the interview with defense patterns regularly found in patients with personality disorders (e.g., borderline) and depressive disorders (26.9%). The largest part of the sample, however, showed neurotic defense patterns in the interview.


Table 3. Overall defensive functioning and defense categories.
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How Is the Construct Repressive Coping Distributed?

In the analysis, 46.2% of the sample (N = 12) were classified as non-repressors and 53.8% (N = 14) as repressors. Both groups did not differ in relevant socio-demographic or disease-related data (age, marital status, disease duration). There was only one exception: patients classified as non-repressors had already had experience with breast cancer in their families (X2 (1, N = 26) r = 5.60, p < 0.05).



Defense Mechanisms and Repressive Coping

In a first step, we descriptively assessed the distribution of prototypical levels of defensive functioning in the group of repressive copers and non-repressors, and then tested differences in overall defensive functioning by means of ODF via ANOVA. While Figure 1 seemingly indicates a comparatively higher use of more mature defense patterns (superior healthy neurotic functioning) in the non-repressors than patients included in the group of repressors, concerning overall ODF there was no significant difference [F(1, 24) = 3.40, p = 0.08] between non-repressors (M = 5.9, sd = 0.83) and repressors (M = 5.36, sd = 0.75).


[image: Figure 1]
FIGURE 1. Reference scores ODF and repressive coping. ODF, overall defensive functioning categories of the Defense Mechanism Rating Scales (DMRS); FoP-Q-SF, Fear of Progression; repressive coping = category derived from Marlowe-Crown Social Desirability Scale and State-Trait-Anxiety Scale (STAI-Trait).




Associations Between Defense Mechanisms (ODF), Repressive Coping, and Fear of Progression (FoP-Q-SF)?

In addition to non-significant differences between repressors vs. non-repressors regarding ODF levels of defensive functioning, ODF was significantly associated with fear of progression (r = 0.43, p < 0.05). In other words, the higher the fear of a worsening of cancer, the higher levels of (more adaptive) defensive functioning. Regarding our hypothesis, bootstrapping-based analyses found that the association between fear of progression and overall defensive functioning while talking about cancer-related experiences was moderated by repressive coping. In other words, under conditions of no repressive coping, higher levels of fear of progression were associated with higher levels of (more adaptive) defensive functioning. Under conditions of repressive coping as a regulatory style, there was no association between both variables (see Table 4; Figure 2).


Table 4. Association between fear of progression and defensive functioning (DMRS) in male breast cancer patients with vs. without repressive coping.
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FIGURE 2. Moderation of the association between fear of progression and defensive functioning (DMRS) by repressive coping. DMRS, Defense Mechanism Rating Scales; FoP-Q-SF, Fear of Progression; repressive coping = category derived from Marlowe-Crown Social Desirability Scale and State-Trait-Anxiety Scale (STAI-Trait). DMRS overall defensive functioning (ODF) served as the dependent variable.





DISCUSSION

According to the low incidence of male breast cancer, studies dealing with psychosocial factors are rare and usually have small case numbers (44, 50). To the best of our knowledge, this is the first study that has looked at the relationship between defense mechanisms and the concept of repressive coping and other psychological variables in men with breast cancer. Due to the absence of comparative data from other studies with males, the results must be discussed from an exploratory perspective. Di Giuseppe et al. (82) summarized the relevant literature in their systematic review on defense mechanisms in cancer patients. A total of 15 studies were included in the analysis. Studies involving female breast cancer patients were the most represented, including other cancer types (e.g., colorectal carcinoma and cervical carcinoma). It is important to note that the assessment of defense mechanisms was very heterogeneous (self-reported questionnaires, projective tests, and clinician-reported rating scale), and there was only one study that used the DMRS. The latter study (58) examined women with breast cancer; there were fewer adaptive and neurotic and more immature defense patterns than in the control group. These results are consistent with female breast cancer patients (83). In this study, the DMRS was also used to capture defense mechanisms. In the analysis, the full range of High-adaptive defenses (e.g., affiliation, humor, and suppression), Major Image distorting defenses (e.g., splitting of self-images, splitting of other's, and projective identification), and Action defenses (e.g., acting out and passive-aggression) were found in the interviews. The ODF score (Overall Defensive Functioning) as a measure of defensive mechanism maturity was below 5.0 for the sample (ODF = 4.70), corresponding to a relatively lower use of more mature defensive patterns. However, concerning comparing the ODF values of this sample with reference values of a clinical (psychiatric/psychotherapeutic) samples, defense mechanisms that are rather attributed to an immature defense organization cannot be described as maladaptive per se. This attribution could only be made if the patients had been diagnosed with psychopathological symptoms. As long as these data are not available, it must be assumed that some of the patients can only cope with the life-threatening disease and its consequences with difficulty and with the help of more immature defense mechanisms. This result is also in line with the theory of Anna Freud, according to which the question of whether a defense mechanism can be described as adaptive or maladaptive depends, among other things, on the time at which it occurs and its intensity. In addition, the average time between diagnosis and interview was about 4 years, ranging from less than a year to 17 years after diagnosis. In this case, a different state of threat can also be assumed. To better understand related questions, prospective studies would be needed that interview men at various points in the course of the disease since diagnosis.

The men interviewed in this study reacted differently to breast cancer diagnosis, subsequent treatment consequences (all patients of the qualitative part of the study underwent mastectomy), and impact on their social life. Mature defense patterns were more pronounced than in the samples with female breast cancer patients. Strikingly, no male patients showed evidence of Major image distorting defenses or Action defenses. Accordingly, the maturity of the defense organization was high with an ODF score of >5 (5.52). Since there are no studies to date that have recorded defense mechanisms in male breast cancer patients, only a comparison with female breast cancer patients or gender-mixed cancer samples can be made here. The ODF of our male sample is descriptively in the higher range of ODF compared to other studies that have investigated defense mechanisms in cancer. Di Giuseppe et al. (83) reported an ODF of 4.7 (SD = 0.54) in a sample of female breast cancer patients with a formal diagnosis of breast cancer within the past 2 months. Zimmerman et al. (84) studied a group of cancer patients (men and women with different cancers) at different points in the disease course. Patients who were actively undergoing radiotherapy had the lowest ODF (ODF = 5.05) comparatively, whereas cancer survivors and controls had significantly higher ODF values (5.32 and 5.63, respectively). These values also remained stable when controlling for gender.

It is certainly not possible at this point to infer about gender-specific differences in the use of defense mechanisms in breast cancer. While ODF scores in our male breast cancer sample was descriptively higher than for example in Di Giuseppe et al. (83), this again can be related to general differences in sample selection and requires further research. As in Di Giuseppe's study female patients with a formal breast cancer diagnosis within the last 2 months were included, the sample is more likely to be newly diagnosed patients, who are usually characterized by uncertainty and anxiety and basic questions of intervention and survival, which makes it difficult to compare with our sample consisting of men with breast cancer and a time since diagnosis from more than 1 to 17 years. The results of Zimmermann's study are also difficult to compare with the data from this study. Here, too, is a difference in defensive behavior, which is certainly associated with the degree of threat. Patients who have to face a more or less recent diagnosis and the resulting treatment measures tend to use more immature forms of defense compared to patients who have been diagnosed for a longer time (e.g., cancer survivors).


Relation of Defense Mechanisms to Repressive Coping and Other Variables?

No significant direct association could be demonstrated between the constructs repressive coping and defense mechanisms (ODF). Thus, the result suggests that both concepts may be conceptually similar, but measure different phenomena (25). Freud's work on hysteria focused attention on a person's unconscious reactions to unpleasant, anxiety-provoking thoughts and feelings. Mund and Mitte (34) noted that the defense operations used (Freud called the process repression) were described as pathogenic (conversion neurosis in hysteria). Nowadays, it is clear that regulatory defensive mechanisms have an essential function to which an individual can “automatically” fall back in stressful situations. By that, defense mechanisms fulfill protective functions and can be considered an essential variable in affect regulation. In this respect, the results of this study show that belonging to the group of repressors or the group of non-repressor has a moderating influence on the handling of fear of progression, in terms of the maturity of the defense patterns expressed in the interview.

It is owed to medical progress and increasingly better psycho-social care that more and more cancer patients can be described as long-term survivors. Prognostic uncertainty plays a decisive role in the psychological experience of many patients (85). The results of our study are consistent with the results of other studies that generally focused on fear of recurrence or progression in cancer patients (female and male). Götze reports on a sample of 1,002 cancer patients (all cancers) 5 and 10 years after diagnosis. Levels of illness anxiety were higher in the 5-year cohort than in the 10-year cohort. Higher illness anxiety was associated with female sex, younger age, and elevated anxiety scores (86). In our sample, most patients were still below the 5-year mark after diagnosis. Accordingly, the level of anxiety expressed in the questionnaire was high. Patients classified as non-repressors showed a higher fear of progression. These patients seem to face their fears better, whereby they can fall back on more mature defense mechanisms than patients classified as repressors who do not want to acknowledge the threat. Their defense patterns can be described as correspondingly immature. In addition to the general call for further studies on psychosocial factors in male breast cancer patients, including comparative studies with female breast cancer patients already described, knowledge of patients' defense patterns and their expression in the area of repressive coping seems promising for better planning targeted intervention strategies.



Strengths and Limitations

One strength of the study is the small, yet comparatively large and well-defined sample among this rare disease condition in men. Furthermore, we were able to report on a number of psychological variables for the first time in this clinical group, including defense mechanisms and repressive coping. Limitations relate for example to recruitment. Most participants in the study were recruited through the Men with Breast Cancer Network (Netzwerk Männer mit Brustkrebs e.V.), which does imply high levels of self-selection. Unfortunately, no figures are available on how long patients have been in contact with this network. However, it can be assumed that the information offered, the possibilities of exchanging information about the subjective experience of the disease at network meetings or private talks influenced the discussion of male breast cancer disease. An advantage of the study is undoubtedly also its disadvantage. More extensive studies are needed, especially comparative studies with female breast cancer patients. The gender effect in the processing of this threat of cancer has been shown in the results. In order to develop more targeted intervention measures for male breast cancer patients, this research desideratum is mandatory.



Clinical Implications and Future Dimensions

The results of this study suggest that it should have been conducted much earlier. Men who suffer from this disease, which is quite rare compared to women, face a variety of challenges in addition to the threat of cancer. For example, men with breast cancer are co-treated in a more feminine setting specializing in treating women with breast cancer. This leads to the experience of stigma for some of the men affected (43). Therefore, the consideration of coping with the disease including the more conscious coping strategies and the more unconscious defense mechanisms seems to be very helpful for male breast cancer patients to recognize the distress and neediness, which may be hidden behind gender models. A better knowledge of the specific disease management could be followed by interventions, as early as possible. However, as already mentioned above, prospective controlled studies are needed for this purpose.
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28 Isolat_Affect 58 Self_Observat
29 Devaluat_Self 59 Rationalization
30 Dissociation 60 Intellectualizat
Label Defense mechanism
Individual defense scores

D30 Suppression

D29 Sublimation

D28 Self-observation

D27 Self-assertion

D26 Humor

D25 Anticipation

D24 Altruism

D23 Affiliation

D22 Isolation of affects

D21 Intellectualization

D20 Undoing

D19 Repression

D18 Dissociation

D17 React formation

D16 Displacement

D15 Devaluation other’s image

D14 Devaluation self-image

D13 |dealization other’s image

62
63
64
65
66
67
68

70
71
72
73
74
75
76
77
78
79
80
81
82
83
84
85
86
87
88
89
90

Defense # Defense #

Splitting_Self 91 Self_Observat 121
Anticipation 92 Splitting_Self 122
Sublimation 93 Affiliation 123
Displacement 94 Splitting_Self 124
Anticipation 95 Idealizat_Other 125
Affiliation 96 React_Format 126
Undoing 97 Sublimation 127
Omnipotence 98 Splitting_Other 128
Displacement 99 React_Format 129
Undoing 100 Sublimation 130
|dealizat_Self 101 Proj_ldentific 131
Proj_ldentific 102 Passive_Aggr 132
Dissociation 103 Proj_ldentific 133
React_Format 104 Altruism 134
Proj_ldentific 105 Self_Assertion 135
Acting_Out 106 Autis_Fantasy 136
Self_Observat 107 Isolat_Affect 137
Anticipation 108 Repression 138
Altruism 109 Self_Assertion 139
Acting_Out 110 Autis_Fantasy 140
Undoing 111 Devalu_Other 141
Devalu_Other 112 Projection 142
Undoing 113 Proj_ldentific 143
Help_Rej_Com 114 Splitting_Self 144
Devalu_Other 115 Projection 145
Rationalization 116 Passive_Aggr 146
|dealizat_Self 117 Suppression 147
Passive_Aggr 118 Acting_Out 148
Passive_Aggr 119 Humor 149
Self_Assertion 120 Rationalization 150

Scoring

(

[(Sum of items 14, 36, 63, 97, and 100) — 5]*100/234
[(Sum of items 9, 32, 58, 77, and 91) — 5]*100/234
[(Sum of items 23, 90, 105, 109, and 146) — 5]*100/234
[(Sum of items 18, 37, 40, 51, and 119) — 5]*100/234
[(Sum of items 43, 46, 62, 65, and 78) — 5]*100/234
[(Sum of items 11, 15, 79, 104, and 132) — 5]*100/234
[(Sum of items 22, 25, 44, 66, and 93) — 5]*100/234
[(Sum of items 28, 31, 39, 107, and 140) — 5]*100/234
[(Sum of items 4, 26, 53, 57, and 60) — 5]*100/234
[(Sum of items 48, 67, 70, 81, and 83) — 5]*100/234
[(Sum of items 13, 47, 50, 108, and 136) — 5]*100/234
[(Sum of items 8, 27, 30, 41, and 73) — 5]*100/234
[(Sum of items 52, 55, 74, 96, and 99) — 5]*100/234
[(Sum of items 1, 64, 69, 122, and 125) — 5]*100/234
[(Sum of items 54, 82, 85, 111, and 143) — 5]*100/234
[(Sum of items 12, 29, 34, 56, and 147) — 5]*100/234
[(Sum of items 16, 17, 95, 138, and 139) — 5]*100/234

[(Sum of items 49, 117, 128, 131, and 150) — 5]*100/234

Defense

Denial
Displacement
Projection
Denial
Displacement
Omnipotence
Help_Rej_Com
Suppression
Omnipotence
Help_Rej_Com
Suppression
Altruism
|dealizat_Self
Projection
|dealizat_Self
Repression
Denial
|dealizat_Other
|dealizat_Other
Isolat_Affect
Projection
Splitting_Other
Devalu_Other
Acting_Out
Splitting_Other
Self_Assertion
Devaluat_Self
Autis_Fantasy
Help_Rej_Com
Suppression
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Label

Defense level scores

Label

|dealization self-image
Omnipotence
Denial

Rationalization Sum of items 19, 42,
59, 86, and 120) — 5]*100/234

Projection

Autistic fantasy

Projective identification
Splitting of self-image
Splitting of object’s image
Passive aggression
Help-rejecting complaining
Acting out

Defense level

High adaptive
Obsessional
Neurotic

Hysterical

Other neurotic
Minor image-distorting
Disavowal
Major image-distorting
Action

Defensive category

Defensive category scores

C3
Cc2
C1

Cla
C1b

Label

Mature
Neurotic
Immature

Depressive
Other immature

Overall defensive functioning

ODF

[(Sum of items 38, 71, 87, 133, and 135) — 5]*100/234
[(Sum of items 7, 10, 68, 126, and 129) — 5]*100/234
[(Sum of items 20, 33, 121, 124, and 137) — 5]*100/234

Sum of items 112, 115, 123, 134, and 141) — 5]*100/234
Sum of items 2, 24, 106, 110, and 148) — 5]*100/234
Sum of items 72, 75, 101, 103, and 113) — 5]*100/234
Sum of items 3, 6, 98, 142, and 145) — 5]*100/234

Sum of items 35, 61, 92, 94, and 114) — 5]*100/234
Sum of items 45, 88, 89, 102, and 116) — 5]*100/234
Sum of items 21, 84, 127, 130, and 149) — 5]*100/234

[(Sum of items 5, 76, 80, 118, and 144) — 5]*100/234

Scoring

Sum of D23, D24, D25, D26, D27, D28, D29, and D30
Sum of D20, D21, and D22

Sum of D16, D17, D18, and D19

Sum of D18 and D19

Sum of D16 and D17

Sum of D11, D12, D13, D14, and D15

Sum of D7, D8, D9, and D10

Sum of D4, D5, and D6

Sum of D1, D2, and D3

Scoring

Sum of D28, D24, D25, D26, D27, D28, D29, and D30
Sum of D16, D17, D18, D19, D20, D21, and D22

Sum of D1, D2, D3, D4, D5, D6, D7, D8, D9, D10, D11, D12, D13, D14, and

D15
Sum of D1, D2, D3, D4, D5, D6, D8, D14, and D15
Sum of D7, D9, D10, D11, D12, and D13

Scoring

(L1/100)1 + (L2/100)*2 + (L3/100)*3 + (L4/100)*4 + (L5/100)*5 + (L6/100)*6

+ (L7/100)7

For further information about the scoring system please contact the corresponding author.





OPS/images/fpsyg-12-718440/fpsyg-12-718440-t010.jpg
Qualitative scores - Defensive profile narratives

When confronted with topics that might be personally meaningful, the subject denies they are important and refuses to talk about them further.

The subject complains spontaneously about how others don't really care, or have made his or her problems worse, even when there is clear evidence that others have
tried to help.

At times when expressing an opinion or wish might be helpful, the subject fails to express himself adequately, instead finding indirect, even annoying ways to show his
or her opposition to the influence of others, for example, being silent.

The subject recites a litany of issues and problems but does not appear to be engaged in solving them, but rather prefers to complain.

When others comment or inquire about the subject’s own feelings, actions, or intentions, the subject is very elusive or frankly denies the material, but the subject
subsequently talks about similar feelings, actions, intentions, etc. in others.

Whenever talking about potentially distressing events or experiences, the subject strongly claims not to have any feelings about the topic, although this seems highly
unlikely.

When telling an emotionally meaningful story, the subject states that he or she does not have specific feelings that one would expect, although the subject recognizes
that he or she should feel something.

In talking about a meaningful, emotionally charged experience, the subject talks in a detached way, as if he or she is not in touch with the feelings that should surround it.
The subject avoids feelings of guilt or shame by justifying his actions or by referring to external reasons that impelled him to act.

At times the subject’s feelings merge with those of another person and the subject assumes the other’s feelings and needs are exactly the same as the subject’s own.
He or she then tends to ‘put words in the other’s mouth.’

Whenever confronted about his or her own feelings or intentions, the subject avoids acknowledging them by giving a plausible explanation that covers up the real
subjective reasons.

When angry toward someone significant, the subject takes anger out on himself instead of expressing it directly.

The subject expresses hatred toward someone or something and refuses to acknowledge anything that does not confirm the hatred.

When experiencing or confronted with a problem, the subject shames, humiliates, or blames someone else for the problem, ignoring his or her own role.
Quantitative scores - Graphics

ODF Defense levels Individual defenses
7 "

"

6 ©

1 0

Defense levels: 1 = Action; 2 = Minor image-distorting; 3 = Disavowal; 4 = Major image-distorting; 5 = Neurotic; 6 = Obsessional; 7 = High adaptive

Individual defenses: 1 = Acting out; 2 = Help-rejecting complaining; 3 = Passive aggression; 4 = Splitting of object’s image; 5 = Splitting of self-image; 6 = Projective
identification; 7 = Autistic fantasy; 8 = Projection; 9 = Rationalization; 10 = Denial; 11 = Omnipotence; 12 = Idealization of self-image; 13 = Idealization of other’s
image; 14 = Devaluation of other’s image; 15 = Devaluation of self-image; 16 = Displacement; 17 = Reaction formation; 18 = Dissociation; 19 = Repression;

20 = Undoing; 21 = Intellectualization; 22 = Isolation of affects; 23 = Affiliation; 24 = Altruism; 25 = Anticipation; 26 = Humor; 27 = Self-assertion;

28 = Self-observation; 29 = Sublimation; 30 = Suppression
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Defense
mechanism

DMRS-Q items

Devaluation of
self-image

Devaluation of
other’s image

Idealization of
self-image

Idealization of
other’s image

Omnipotence

ITEM 12: The subject says demeaning things about him — whether somewhat funny or not — such as “I am so-00000 stupid.”

ITEM 29: The subject makes a lot of unwarranted negative, sarcastic, or biting statements about the self, but the individual can acknowledge some of
their positive aspects, if these are pointed out.

ITEM 34: When experiencing failure, disappointment, shame or loss of self-esteem, the subject dismisses the issue by saying something negative about
him or herself, then dismisses the problem by moving to another topic and avoids focusing on the feelings.

ITEM 56: The subject is preoccupied with real or exaggerated faults in him or herself, although he or she can acknowledge some realistic positive
aspects, if these are pointed out.

ITEM 147: When confronted by a personal disappointment the subject makes negative comments about him or herself but then avoids further
discussion of the disappointment in any detail.

ITEM 54: When a topic brings with it feelings of disappointment, shame or loss of self-esteem, the subject dismisses the issue by finding some fault or
criticism elsewhere or by uttering obscene comments about it.

ITEM 82: The subject devalues others’ accomplishments or motives, to minimize their significance, but he or she quickly dismisses such topics rather
than dwell on them.

ITEM 85: When asked to discuss something about him or herself, the subject diverts the focus to saying negative things about others, as if devaluing
others will raise his or her own self-esteem.

ITEM 111: The subject has negative things to say about a lot of individuals or objects, although he or she can acknowledge some of their positive
aspects, if these are pointed out.

ITEM 143: The subject makes sarcastic or biting statements about others to minimize their positive qualities and dismiss any competition or threat they
may pose.

ITEM 38: When confronted with any negative aspects of him or herself, the subject appears to downplay or ignore them by substituting talk about
positive self-attributes instead.

ITEM 71: The subject makes many references to how important he or she is with an emphasis on self-image, rather than real accomplishments which
might make the person important to others.

ITEM 87: The subject tells stories in which others are saying positive things about him or herself.

ITEM 133: The subject takes pleasure in referring a lot to his or her own positive but superficial attributes, like being beautiful, lovable, smart,
well-dressed, worthy, a center of attention. This may be true even if the subject longs for qualities that are only imagined, wished for, or in the past.
ITEM 135: When confronted with problems, the subject prefers to dwell on his or her own positive qualities, such as being lovable, smart, beautiful,
creative, “the best,” as if those qualities will take care of the problems.

ITEM 16: The subject makes many references to how important certain people or objects are with an emphasis on their image, rather than real abilities
or accomplishments which might make the person or object important to others.

ITEM 17: The subject tells stories in which he or she says glowing positive things about another person or object, without giving much detail to back it
up.

ITEM 95: When confronted with problems, the subject prefers to dwell on the positive qualities of others on whom he or she relies, such as being
lovable, smart, beautiful, creative, “the best,” as if those qualities will take care of the problems.

ITEM 138: The subject takes pleasure in referring a lot to positive but superficial attributes of others, like being beautiful, lovable, smart, well-dressed,
worthy, a center of attention. This may be true even if the subject longs for qualities that are only imagined, wished for, or in the past.

ITEM 139: When confronted with any negative aspects of others important to the subject, the subject appears to downplay or ignore them, by
substituting talk about the positive image or attributes instead.

ITEM 7: The subject talks about how capable he or she is of influencing events or famous and important people. However, the emphasis is on the sense
of personal power or abilities, rather than the detailed stories that support the claims as real.

ITEM 10: The subject acts in a very self-assured way and asserts an ‘l can handle anything’ attitude, in the face of problems that he or she in fact
cannot fully control.

ITEM 68: The subject makes clearly false statements about his own special powers and abilities (these may or may not be delusional).

ITEM 126: There is excessive bravado in discussing problems or personal accomplishments that stands out as excessive or unrealistic.

ITEM 129: The subject is very grandiose in describing personal plans, accomplishments or abilities, perhaps comparing him or herself to famous
people.
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Defense DMRS-Q items
mechanism
Denial ITEM 20: When confronted with topics that might be personally meaningful, the subject denies they are important and refuses to talk about them

Rationalization

Projection

Autistic fantasy

further.

ITEM 33: Contrary to the evidence from the interview, the subject claims to have done something that in all likelihood he or she did not do, and may
become irritated if confronted with any discrepancy.

ITEM 121: Whenever talking about potentially distressing events or experiences, the subject strongly claims not to have any feelings about the
topic, although this seems highly unlikely.

ITEM 124: Whenever asked about things the subject did or felt, the subject denies any involvement, does not want to talk about them or avoids
explaining his or her reluctance.

ITEM 137: The subject is hard to talk with, responding to many questions with answers like “no” or “not really” and does not elaborate, rather than
giving some fuller answers which one would normally expect.

ITEM 19: To avoid taking responsibility for one’s actions or misdeeds, the subject makes excuses or points out others’ contributions to the problem,
thereby minimizing his or her own role.

ITEM 42: The subject avoids feelings of guilt or shame by justifying his actions or by referring to external reasons that impelled him to act.

ITEM 59: When discussing a problem that the subject contributed to, the subject explains his or her own actions far more than necessary, as if
explaining away his or her own fault.

ITEM 86: Whenever confronted about his or her own feelings or intentions, the subject avoids acknowledging them by giving a plausible explanation
that covers up the real subjective reasons.

ITEM 120: Whenever discussing something uncomfortable about him or herself, the subject tries to convince someone else of a more positive
explanation, as if lying to him or herself about the truth.

ITEM 112: When others comment or inquire about the subject’s own feelings, actions, or intentions, the subject is very elusive or frankly denies the
material, but the subject subsequently talks about similar feelings, actions, intentions, etc., in others.

ITEM 115: When experiencing or confronted with a problem, the subject shames, humiliates, or blames someone else for the problem, ignoring his
or her own role.

ITEM 123: An attitude of suspiciousness or prejudice toward a group of other individuals, allows the subject not to express an interest in the same
motives or feelings but remain blind to them in him or herself.

ITEM 134: When others ask the subject questions, the subject is suspicious about others’ real reasons or motives for the question.

ITEM 141: The subject perceives others as untrustworthy, unfaithful, or manipulative when there is no objective basis for these concerns. This may
even appear paranoid.

ITEM 2: The subject has repetitive or serial daydreams to which he or she retreats in lieu of real life social relationships.

ITEM 24: The subject daydreams a lot, not in a way that leads to creative planning or action, but simply for its own gratification, in lieu of action.
ITEM 106: In dealing with some problems, the subject prefers to daydream about solutions, as a substitute for planning direct, realistic, and
effective actions.

ITEM 110: Whenever being self-assertive would be helpful, the subject may act passively but later withdraw into fantasies of being assertive or
aggressive toward others as a compensation.

ITEM 148: The subject gets intensely involved in fantasy roles or actions that express wishes and feelings that the subject does not express in real
life. For example, living out a role in a social situation or game or which has no connection to real life ways in which the subject expresses him or
herself.
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Defense DMRS-Q items

mechanism

Splitting of ITEM 3: The subject has periods of saying highly positive things about him or herself, and other periods saying highly negative things about him or

self-image herself, without appearing to notice the contradiction and without addressing it, other than to feel confused about him or herself at moments.
ITEM 6: The subject speaks of him or herself in a wholly negative way at times, as if there is nothing positive or redeeming about him or herself.
ITEM 98: The subject expresses a series of highly unrealistic positive attributes about him or herself whereas at another point the subject sees only
negatives in him or herself. The subject dismisses attempts to see things in a balanced more realistic way.
ITEM 142: The subject tends to highlight objects with an emotional meaning that matches his or her own emotional tone at the moment. Any feeling
that doesn’t match this is ignored or denied.
ITEM 145: Whenever saying something negative about him or herself, the subject rejects others’ attempts to explore positive or more balanced views,
and paradoxically becomes even more confirmed in his or her own worthlessness.

Splitting of ITEM 35: The subject experiences other people and objects in “black or white” terms, failing to form more realistic views that balance positive and

other’s image

Projective
identification

negative aspects of them.

ITEM 61: The subject attributes unrealistic positive characteristics to an object, such as being all-powerful, omni-benevolent, a savior. Because of the
unrealistic belief that the positive object will take care of one’s problems, the subject ignores the need to take care of some of his or her own needs.
ITEM 92: The subject attributes unrealistic negative characteristics to an object, such as being all-powerful, malevolent, threatening. As a result, he or
she makes some effort to protect him or herself from its influence, even though this response appears unwarranted or exaggerated.

ITEM 94: The subject fails to recognize that someone may be untrustworthy, hurtful, or manipulative and does not draw obvious conclusions based on
their behavior. This generally results in using very poor judgment about how others will treat the subject.

ITEM 114: The subject expresses hatred toward someone or something and refuses to acknowledge anything that does not confirm the hatred.

ITEM 72: Sometimes the subject gets angry or fearful toward someone for no apparent reason, but then accuses the other person of intending to make
him or her feel that way.

ITEM 75: At times the subject’s feelings merge with those of another person and the subject assumes the other’s feelings and needs are exactly the
same as the subject’s own. He or she then tends to “put words in the other’s mouth.”

ITEM 101: In conversations, the subject sometimes seems confused about distinguishing his or her own feelings from those of the other person.

ITEM 103: When the subject gets upset at someone, he or she gets very angry and loses control, but then blames the other person for making him or
her lose control. Nonetheless, the subject may feel some guilt for losing control.

ITEM 113: The subject feels provoked by someone when no obvious provocation is apparent. As the subject becomes angry, accusatory or verbally
abusive, the subject provokes the same negative feelings in the other which the subject mistakenly believed the other person had at the outset.
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Defense DMRS-Q items

mechanism

Passive ITEM 45: At times when expressing an opinion or wish might be helpful, the subject fails to express himself adequately, instead finding indirect, even
aggression annoying ways to show his or her opposition to the influence of others, for example, being silent.

Help-rejecting
complaining

Acting out

ITEM 88: The subject fails to stand up for his or her interests and seems to let bad things happen to him or herself that could be prevented, maybe even
assuming a “martyr” role.

ITEM 89: While outwardly cooperative or compliant, the individual procrastinates and refuses to do things on time or as asked, even when it would be
easy to do so.

ITEM 102: When angry toward someone significant, the subject takes anger out on himself instead of expressing it directly.

ITEM 116: The subject has “a chip on his or her shoulder” or a grudge, and seems to find reasons to feel unfairly treated, even when he or she is not.
ITEM 21: The subject complains spontaneously about how others don't really care, or have made his or her problems worse, even when there is clear
evidence that others have tried to help.

ITEM 84: The subject recites a litany of issues and problems but does not appear to be engaged in solving them, but rather prefers to complain.

ITEM 127: The subject tends to exaggerate his or her complaints about a life problem or somatic symptom, making them seem worse or more
significant than they are.

ITEM 130: The subject complains about life issues or problems as if each were insoluble, and systematically rejects others’ suggestions about ways of
handling them.

ITEM 149: When the subject brings up a problem to discuss, others try to address the problem, but in response the subject skips to a different problem,
thereby dismissing rather than engaging others in any suggestions offered.

ITEM 5: The subject loses his or her temper easily.

ITEM 76: In response to interpersonal disappointment or disagreement the subject tends to act impulsively, without reflection or considering the
negative consequences.

ITEM 80: The subject is often inhibited from expressing him or herself, but sometimes acts in uncontrolled ways to get or do something he or she
wants, ignoring normal constraints.

ITEM 118: Whenever the subject feels angry, disappointed or rejected by someone, the subject resorts to uncontrolled behaviors as an escape from
distressing feelings, such as binge-eating, drinking, sexual escapades, drug use, reckless driving, or getting into trouble.

ITEM 144: The subject tends to express feelings, wishes or impulses directly in behavior, not only words, without prior thought. However, afterward, he
or she may feel guilty or expect some punishment.
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Defense
mechanism

DMRS-Q items

Isolation of affects

Intellectualization

Undoing

ITEM 28: When telling an emotionally meaningful story, the subject states that he or she does not have specific feelings that one would expect,
although the subject recognizes that he or she should feel something.

ITEM 31: In talking about a meaningful, emotionally charged experience, the subject talks in a detached way, as if he or she is not in touch with the
feelings that should surround it.

ITEM 39: The subject clearly describes the details of either positive or distressing or traumatic experiences but fails to show any attendant emotion
in tone of voice, facial expression, or bodily expression.

ITEM 107: The subject talks as if emotionally detached from whatever he says about himself or his experiences.

ITEM 140: The subject describes events with good detail, but without mention of any attendant feelings, like a reporter describing the narrative of
someone’s life, but devoid of personal reactions.

ITEM 4: When confronting personal issues, the subject tends to ask general questions, as if getting general information or answers from others will
elucidate his or her own feelings and concerns. As a result, personal reactions are kept at a distance.

ITEM 26: The subject talks about his personal experiences by making general statements that appear accurate but somehow avoid revealing
specific personal feelings and reactions.

ITEM 53: There is a lifeless quality to most of the subject’s descriptions of his feelings and reactions, because the subject tries to explain them
intellectually rather than experience or express them. For example: ‘My present predicament is an inevitable product of my parents’ extreme
expectations and other parental experiences when growing up.’

ITEM 57: The subject distances him or herself from his or her own feelings by speaking about him or herself in the second or third person a lot, as if
the subject were talking about someone else.

ITEM 60: Whenever focusing on personal issues or experiences the subject tends to generalize or even discuss things in a logical or scientific way,
thereby keeping his feelings and experiences very distant.

ITEM 48: When another person tries to clarify a statement made by the subject, the subject says thing like ‘well, not really’ or ‘not exactly’ followed
by qualifications that do not clearly clarify things. Because the subject is wary of committing him or herself to any statement, the listener may be
unsure as to the subject’s definite opinion.

ITEM 67: The subject spontaneously describes some of his or her actions which are followed by actions that are of the opposite intent, as if every
action must be balanced by an equal but opposite action. The subject is aware of the contradiction which may seem vexing or ironic.

ITEM 70: The subject prefaces a strong statement about a topic with a disclaimer, to the effect that what he or she is about to say may not be true.
ITEM 81: The subject conveys opinions about something or someone with a series of opposite or contradictory statements, as if uncomfortable
with taking a clear stand one way or the other.

ITEM 83: After the subject has done something that probably results in a feeling of guilt or shame, the subject makes an act of reparation, as if sorry.
However, the subject focuses on the act but avoids dealing with the sense of guilt or shame as one would whenever making a normal apology.
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mechanism

Repression ITEM 13: The subject keeps unpleasant things vague: he or she has trouble remembering or can’t recall specific examples, when at least some should
be forthcoming. This may include loss of memory for whole periods of time (e.g., childhood).
ITEM 47: At points when a topic is emotionally loaded, the subject forgets what he or she is talking about and seems to get lost while talking.
ITEM 50: When discussing a topic that brings up negative, conflicting feelings, the subject prefers to keep things vague, reflected in very vague, general
or inexact statements.
ITEM 108: The subject cannot remember certain facts which would normally not be forgotten, such as a distressing incident, reflecting some uneasy
feelings about the topic.
ITEM 136: When certain feelings or wishes would arise, the subject gives some evidence of them — such as crying or appearing anxious but cannot
clearly identify in words the specific feeling or the specific ideas that give the wish a clear meaning.

Dissociation  ITEM 8: The subject behaves or says something in a very uncharacteristic way that expresses an uninhibited impulse operating out of the subject’s usual
control, yet the subject is surprised by it (e.g., “I threw a glass of water in my friend’s face, but | don’t know what made me do it’).
ITEM 27: The individual describes fugue states, amnesia (not alcoholic blackouts), multiple personality, spontaneous trance states, or temporary loss of
sensory or motor function.
ITEM 30: In response to an emotionally charged situation, the subject suddenly becomes confused, depersonalized, “spaced out,” or can't think or talk
about the topic. Consciousness becomes clouded to a lesser or greater extent.
ITEM 41: In response to a distressing topic or situation, the subject develops a symptom, such as headache, stomach pain, or loss of an ability to do
something, which temporarily eclipses awareness of what was distressing. The symptom may have a symbolic relationship to the type of distress.
ITEM 73: The subject associates with or is fascinated by people who do very uninhibited, dramatic, or socially outrageous things, which appear to
express some of the subject’s own inhibited wishes. Nonetheless, the subject is unaware of any such connection.

Reaction ITEM 52: When confronting a personal wish about which the subject may feel guilty, the subject does not acknowledge or express it, but substitutes an

formation opposite attitude against the wish, for instance, a desire is supplanted by renunciation or anger at anything to do with the desire.
ITEM 55: The subject is very compliant, agreeing to most everything the interviewer points out, when some disagreement and discussion would be
expected.
ITEM 74: In dealing with people who are angry or abusive, the subject is cooperative and nice and eager to please, failing to express any negative
feelings which might be expected.
ITEM 96: In relationships, the subject has an attitude of giving much more than he or she receives but is unaware of the imbalance.
ITEM 99: In fearful situations, the subject does not show expected fear, but reacts with exaggerated enthusiasm or courage, failing to acknowledge the
fear.

Displacement ITEM 1: In dealing with an important problem that makes the anxious, the subject prefers to focus on minor or unrelated matters instead, which distracts

the subject away from the central problem, for example, cleaning or organizing rather than working on projects that need to be done.

ITEM 64: The subject directs strong feelings toward a person or object who has little to do with the subject but who may bear similarities to someone
significant to the subject. The subject may be somewhat puzzled by the ‘reason’ for the strength of these feelings.

ITEM 69: When confronting emotionally charged topics, the subject tends not to address concerns directly and fully but wanders off to tangentially
related topics that are emotionally easier for the subject to discuss or prefers to pay attention to someone else dealing with a similar situation. This can
include preferring to read or watch a film portraying people dealing with similar problems.

ITEM 122: When discussing an affect-laden event, the subject expresses more feelings directed toward incidental details or issues than about the major
point or effect of the event, perhaps appearing “picky.”

ITEM 125: The subject gets irritated easily by minor things that bother him or her and tends to lose a focus on the main things that need attention.
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5 Other neurotic level: repression, dissociation and reaction formation, displacement

1l Immature

4 Minor-image distorting level: devaluation of self or object images, idealization of self or object images, omnipotence

3 Disavowal Level: denial, projection, rationalization

2 Major image-distorting level: splitting of other's images, splitiing of self-images, projective identification

1 Action level: acting out, hypochondrias, passive-aggression
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“Data on civi status and education missing for three subjects in the control group.
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1, age; 2, mature/immature ratio; 3, BDI total scores; 4, BDI-mood scores; 5, BDI-somatic scores; 6, self-reported cancer medications affecting mood; 7, psychiatrc history;
current antidepressant use; 9, gender; 10, cancer stage; 11, time since diagnosis; and 12, current chemotherapy.

“Correlation is significant at the 0.05 level (two tailec).

““Correlation is significant at the 0.01 level (two tailec).
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Purpose

Determine whether neural processing of
‘somatic pain stimuli differs in adolescents
and young adults with IBD and iritable
bowel syndrome, as compared to healthy
controls, and evaluate alexithymia, anxiety,
depression, and pain catastrophizing.
Investigate the association between 18D
and psychological dimensions such as
personality traits, defense mechanisms,
and alexithymia.

Evaluate a broad spectrum of
psychopathological symptoms and
alexithymia levels in a group of outpatients
affected by IBD in clinical remission,
comparing CD and UC, and investigating
the relationship with ciinical and
socio-demographic variables.

Investigate the effects of somatic and
related symptomns, alexithymia,
hypochondriasis, anxiety and depression
on patients with major depressive disorder,
irftable bowel syndrome, and IBD.

Investigate whether difficulties in
interoceptive abilties and difficulties in
awareness of feelings are associated with
the presence of irrtable bowel syndrome,
UC or D, while checking for anxiety,
depression, parasympathetic (vagus
nerve) activity and cortisol levels.

Number of patients
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10 (50%)

100 (51%)

170 (85.3%)

54 (35.2%)
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indicated; years
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Neurotic defenses 516 269 (-7.56,-0.12) 571 @.27) 0009 026

*p< 0.05; **p< 0.01.
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Age
Gender
Education
MMSE
Handgrip
Gait speed
csl

LOTR

-0015
~0.007
-0292
-0.022
-0.006

SE®)

0.001
0.040
0.007
0.002

<0.001

<0.001
0.002
0.001

-0.009
-0372
-0.036
-0.009

95% CI

MMSE, Mini-Mental State Examination; Fl, Frailty Index; LOT-R, Life Orientation Test-Revised; and CSI, Context Sensitivity Index. Significant values are reported in bold.
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P Axis
M Axis

wov

wi

Pl

WDN
Reflection
S-fus

P Axis

0.928"

-0.077
—-0.336"
-0.059
—0.200"
-0.193
0.172
-0.327*

M Axis

—0.098
-0.376"
-0.013
—0.282*
—0.186
0.181
—0.255*

—0.003
0.131
-0.027
0.122
0.121
-0.068

WDV

0.002
-0.068
0.064
0.026
0.132

wi Pl 'WDN
-0.143 -
-0.087 0.202* =
0.232" -0.077 —-0.140
0073 0.184 -0.029

Reflection

0.055

P Axis, Level of Personality Organization score on Psychodiagnostic Chart-2; M Axis, Mental Functioning score on Psychodiagnostic Chart-2; S, Spliting; WDV, Weighted Devaluation;
Wi, Weighted Idealization; Pl, Projective Identification; WDN, Weighted denial: S-Fus, Space Fusion responses.
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R R F change 1] P

Step 1 0233 0055 2133
Age 0038 074
Education -0228 0057
Step2 0676 0457 17.558

Age 0015 086
Education -0070 045
MMSE -053  <0.001
Handgrip ~0.071 048
Gait speed ~0254 0.009
Step 3 0719 0516 4228

Age -0016 085
Education -0085 034
MMSE ~0466  <0.001
Handgrip -0046 063
Gait speed -0.184 0053
LOTR -0.190 0038
csi -0.191 0035

MMSE, Mini-Mental State Examination; Fl, Fraitty Index; LOT-R, Life Orientation Test-
Revised; and CSl, Context Sensitivity Index. Significant values are reported in bold.
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Patients (N = 141)

Age (years; mean = SD) 8031684
Gender

- Male (n, %) 42(298)

- Female (1, %) 99(702)
Education (years; mean + SD) 7.00 (+3.83)
Marital status

- Married (n, %) 71(60.4)

- Widow/er (n, %) 56 (39.7)

- Other (n, %) 14 (9.9)
MMSE (mean + SD) 2261 (= 452)
Fl (mean + SD) 0265 (£0.11)
Frailty status

- Frail (n, %) 71(50.4)

- Not frail (1, %) 70 (49.6)
LOT-R (mean + SD) 18.20 (£ 557)
Gl (mean = SD) 18.94 ( 157)

'SD, Standard Deviation; MMSE, Mini-Mental State Examination; Fl, Frailty Index; LOT-R,
Life Orientation Test-Revised; and GSI, Context Sensitivity Index.
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Early Phase Late Phase

Mean (SD) Range Mean (D) Range z P

PACS Balance 2.93(1.40) 1560 236(098) 1045 -1.50 0134
PACS Avoidance 279(1.77) 1.0-7.0 2.82(1.77) 1065 -0.16 0871
PACS Resistance 420 (2.47) 1.0-7.0 4.68 (2.56) 10-7.0 -057 0573
DMRS ODF 488 (057) 3.1-58 5.08 (0.49) 4.1-60 0479
DMRS Mature 0.7 (0.11) 00-0.4 017 0.11) 00-04 0674
DMRS Neurotic 054(0.16) 03-08 059 0.17) 02-09 0478
DMRS Immature 028(0.13) 01-06 023 (0.19) 00-05 0056
Immature: Depressive 0.18(0.11) 00-06 015(0.11) 00-05 0156
Immature: 0.10(0.07) 00-02 008 (0.04) 0.0-03 0219
Non-depressive

“Defense scores were obtained from the original RCT, see Perry et al. (2020), in this same journal issue.
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Not frail (N=70)  Frail (N = 71)

7z P
Gender (m/) 25/45 16/55 19282 009
Mean  SD  Mean  SD t P
Age 7951 gos 811 749 138 016
Educaton 79 3931 63 358 2538 0012
il 016 004 084 006 -19.417 <0.001
MMSE 2561 2886 196 474 9046 <0001

Handgip ~ 19.966 65195 1457  6.75 4824 <0.001
Gaitspeed 07373 0.16304 055 047 6212 <0.001
LOTR 2004 523 1625 531 3575  0.001
cs 1982 168 1786 1.0 1.821 0.048

SD, Standard Deviation; MMSE, Mini-Mental State Examination; Fl, Fraity Index; LOT-R,
Life Orientation Test-Revised; and CSI, Context Sensitiity Index. Significant differences
are reported in bold.
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1. PACS Balance =

2. PACS Avoidance -003
3. PACS Resistance -020
4. DMRS ODF -0.14
5. DMRS Mature -0.21
6. DMRS Neurotic -0.07
7. DMRS Immature 0.17
8. Immature: Depressive 0.28
9. Immature: Non-depressive -021

~058+*

0.16
-0.28
0.29
021
0.15

-037*
0.16
0.13

-0.36

-0.45*
0.08

0.55%

021
~0.75%
-0.86%*
-0.12

~0.60%*

-0.12

—0.38%
026

_0.68%*
~038*
~055%*

079+
0.55%*

0.06

PACS, Patient Attachment Coding System; DMRS, Defense Mechanism Rating Scale; ODF; Overall Defensive Functioning;

immature and Non-Depressive immature. *p<0.05; **p<0.01.

Immature Defenses were subdivided into Depressive
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Defense

Splitting

Devaluation
Level 1

Level 2

Level 3

Level 4

Level 5
Idealization
Level 1

Level 2

Level 3

Level 4

Level 5
Projective Identification

Denial
High-level

Medium-level
Low-level

Examples

“Two happy dancers rehearsing their favorite dance step” (W] followed by *“Two angry men glaring at each other” [W] on
Card

“A strange character, at the top he looks like an ugly monster with strange limbs ready to skewer, in the lower part he looks
like a fluffy itle chubby guy” (D3] on Card IX

“Two women who look at each other, the one on the right has a sweet look and would like to shake hands with the one on
the left who instead looks at her with hatred and would like to hurt her” [D9] on Card Il

“Anice dwarf” [D8] on Card IX

“A woman in an ugly dress” [D4] on Card |
“A dirty woman who has rolled in the mud” [D4] on Card |
“An ugly witch” [D4] on Card |

“A scorched witch” [D4] on Gard |

“A mannequin without a head” [D4] on Card |

“An elegant woman” [D4] on Card |
“A very elegant woman with a beautiful evening dress” [D4] on Card |
“An angel” [W] on Card |

“A beautiful angel” [W] on Card |

“An ancient statue of Venus”

“The angry and hungry snowman who is about to come on me” [W] on Card IV *A man's profile who is going to hit
someone” [Dd99: internal Dr in a small shading area] on Card IV

“Two pacifists” [W] on Card Il “Two Homo sapiens” [W] on Card Il “Two angry Donald Ducks” [D9] on Card Iil “No, | do not
remember | said that”

“A walking sleeping woman’ [D9] on Card Il
“Two men raising a heart” [D1] on Card Il
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NCN =80 NLN =40 BLN =40 Comparisons

Variable M SD M SD M SD z P d

P Axis 6.48 0.64 423 0.66 NL>BL -7.918 <0.0001 3.46

M Axis 49.05 2.56 38.25 4.59 NL>BL =7.7114 <0.0001 3.02

R-LDS 3.45 237 4.18 3.19 3.85 279 ns.

Defenses 223 2.24 2.63 2.39 403 317 BL>NC —-3.122 0.002 0.67
BL>NL —1.990 0.047 0.50

S 0.03 0.16 0.08 0.27 0.10 0.38 ns.

wov 4.08 4.34 4.68 4.96 728 6.04 BL>NC —2.766 0.006 0.62
BL>NL -2.018 0.044 0.46

wi 1.86 301 178 3.41 1.93 392 ns.

Pl 0.1 0.32 0.10 0.38 0.50 0.91 BL>NC 0.007 0.63
BL>NL 0.010 0.62

WDN 0.46 1.12 0.85 1.76 1.85 269 NL>NC 0.023 027
BL>NC 0.001 0.73

Reflection 0.34 0.76 0.50 0.82 0.28 0.60 ns.

S-fus 0.66 1.09 0.70 091 123 1.23 BL>NC —2.991 0.003 0.49
BL>NL —2.038 0.042 0.50

NC, non-clinicel group; NL, Neurotic Level Personality Organization group; BL, Borderiine Level Personality Organization group; M, men; SD, standard deviation; Z, z statistic; p, p-value;
d, Cohen's measure of effect size (1| < 0.20: negligible; [0.20] < d < [0.50]: small: [0.50] < d < |0.80] moderate; d > 0.80}: large): P Axis, Level of Personality Organization score
on Psychodiagnostic Chart-2; M Axis, Mental Functioning score on Psychodiagnostic Chart-2; R-LDS = total responses coded according to the Lemer Defense Scale; Defenses:
total defenses coded on the Lemer Defense Scale; WDV, Weighted Devaluation; W, Weighted Idealization; Pl = Projective Identiication; WON, Weighted denial; S-Fus, Space
Fusion responses.
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NCN=77

Variable M
Defenses% 0.61
WDV% 1.14
WI% 0.50
Pl% 0.024
WDN% 0.14

NG, non-cliical group; NL, Neurotic-Level Personaty Organization group; BL, Borderiine-Level Personality Organization group; M, mean; SD, standard deviation; Z, z statistic; p,
p-value; d, Cohen's measure of effect size (1| < 0.20: negligible; [0.20] < d < 0.50): small; [0.50] < df < [0.80] moderate; d > |0.80}: large); Defenses%, percentage of defenses coded
on the total responses eligible for coding on the LDS; WDV, percentage of Weighted Devaluation on the totel responses eligible for coding on the LDS; Wi%, percentage of Weighted
Idealzation on the total responses eligible for coding on the LDS; PI%, percentage of Projective Identification on the total responses eligible for codling on the LDS; WDN%, percentage

sD

0.43

1.19

0.79
0.072

0.43

NLN =38
M SD
0.63 0.38
1.31 1.35
0.35 0.60
0.017 0.063
017 0.28

of Weighted denial on the total responses eligible for coding on the LDS.

BLN =36
M SD
1.04 041
2,09 1.68
056 1.01
0.11 0.22
0.46 0.68

BL>NC
BL>NL
BL>NC
BL>NL

BL>NC
BL>NL
NL>NC
BL>NC

z

—4.620
-4.103
-3.030
-2.185

—2.825
—2.757
—2.223
-3.395

Comparisons

P

<0.0001
<0.0001

0.002
0.029
ns.
0.005
0.006

0.026
0.001

d

1.02
1.04
0.69
0.54

0.59
0.66
0.58
0.60
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Suppression

ITEM 63: Whenever engaging in a creative activity, the subject finds the process of creation itself satisfying, apart from any satisfaction with the tinal
product.

ITEM 97: Following experiences of emotional distress or conflict, the subject engages in sports or other physical activities which are an invigorating outlet
for any lingering frustrations.

ITEM 100: Following some strong experiences, the subject engages in his or her ordinary activities but with less effort, greater accomplishment and more
pleasure than they normally would require or yield.

ITEM 49: When presented with an external demanding situation over which the subject has no control, the subject can accept the demand, putting
negative feelings aside to deal with what must be done.

ITEM 117: When the subject experiences a desire that if acted upon would have bad consequences, the subject is able to decide consciously to put the
desire aside and not act upon it.

ITEM 128: When the subject experiences a salient personal limitation or problem, rather than pretending it is not a problem, the subject acknowledges
and accepts it, which allows the subject to avoid exacerbating problems. For example, acknowledging an addiction and accepting that one must avoid
using the desired substance.

ITEM 131: When attending to something emotionally important, if interrupted by something more urgent, the subject attends to the interruption as
needed, but later returns and finishes dealing with what had to be postponed.

ITEM 150: When presented with an emotionally charged situation, the subject can postpone dealing with his or her feelings to attend to the things that
need to be done immediately. The feelings don’t get in the way or distract the subject, because the subject is able to give them adequate attention later.
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Rank 1
Completed:!

Rank 2
Completed!

Rank 3
Completed!

Rank 4
Completed!

Rank 5
Completed!

Rank 6
Completed!

Rank 7
Completed!
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Description

When presented with an external demanding situation over which the subject
has no control, the subject can accept the demand, putting negative feelings
aside to deal with what must be done.

There is a lifeless quality to most of the subject's descriptions of his feelings
and reactions, because the subject tries to explain them intellectually rather
than experience or express them. For example: 'My present predicament is an
inevitable product of my parents' extreme expectations and other parental
experiences when growing up'.

Whenever focusing on personal issues or experiences the subject tends to
generalize or even discuss things in a logical or scientific way, thereby keeping
his feelings and experiences very distant.

The subject directs strong feelings toward a person or object who has little to
do with the subject but who may bear similarities to someone significant to the
subject. The subject may be somewhat puzzled by the 'reason’ for the strength
of these feelings.

When asked to discuss something about him or herself, the subject diverts the
focus to saying negative things about others, as if devaluing others will raise
his or her own self-esteem.

While outwardly cooperative or compliant, the individual procrastinates and
refuses to do things on time or as asked, even when it would be easy to do so.

When confronting personal issues, the subject tends to ask general questions,
as if getting general information or answers from others will elucidate his or her
own feelings and concerns. As a result, personal reactions are kept at a
distance.

When discussing a topic that brings up negative, conflicting feelings, the
subject prefers to keep things vague, reflected in very vague, general or
inexact statements.

When discussing a problem that the subject contributed to, the subject explains
his or her own actions far more than necessary, as if explaining away his or her
own fault.

Sometimes the subject gets angry or fearful towards someone for no apparent
fearful towards someone for no apparent reason, but then accuses the other
person of intending to make him or her feel that way.

When the subject reflects on past experiences, he or she can relive distressing
feelings and make connections between events and feelings and develop
understanding thereby changing how the subject views the past and possibly
similar situations in the present.

The subject has negative things to say about a lot of individuals or objects,
although he or she can acknowledge some of their positive aspects, if these
are pointed out.

When confronted by a situation fraught with competitive, hostile, or jealous
feelings, the subject reveals something about him or herself in a self-
deprecatory, ironic, or amusing way to diffuse the tension.

The subject gets irritated easily by minor things that bother him or her and
tends to lose a focus on the main things that need attention.

Data: dd/mm/yyyy hh:mm:ss

Defense
mechanism

SUPPRESSION

INTELLECTUALIZATION

INTELLECTUALIZATION

DISPLACEMENT

DEVALUATION OF
OTHERS-IMAGE

PASSIVE AGGRESSION

INTELLECTUALIZATION

REPRESSION

RATIONALIZATION

PROJECTIVE
IDENTIFICATION

SELF-OBSERVATION

DEVALUATION OF
OTHERS-IMAGE

HUMOR

DISPLACEMENT

Code: DMRSQXXXXXXX

Defense level

LEVEL 7: HIGH-
ADAPTIVE DEFENSES

LEVEL 6: OBSESSIVE
DEFENSES

LEVEL 6: OBSESSIVE
DEFENSES

LEVEL 5: NEUROTIC
DEFENSES

LEVEL 4: MINOR IMAGE-
DISTORTION DEFENSES

LEVEL 1: ACTION
DEFENSES

LEVEL 6: OBSESSIVE
DEFENSES

LEVEL 5: NEUROTIC
DEFENSES

LEVEL 3: DISAVOWAL
DEFENSES

LEVEL 2: MAJOR IMAGE-
DISTORTION DEFENSES

LEVEL 7: HIGH-
ADAPTIVE DEFENSES

LEVEL 4: MINOR IMAGE-
DISTORTION DEFENSES

LEVEL 7: HIGH-
ADAPTIVE DEFENSES

LEVEL 5: NEUROTIC
DEFENSES
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Level 7: High adaptive
defenses

Level 6: Obsessional
defenses

Level 5: Neurotic
defenses

Level 4: Minor
image-distorting
defenses

Level 3: Disavowal
defenses and autistic
fantasy

Level 2: Major
image-distorting
defenses

Level 1: Action
defenses

High adaptive defenses are the individual’s most adaptive ways of handling stressors and are often considered synonymous of positive
coping. Internal or external stressors are fully perceived without distortion and the need to adapt to them is fully appropriated to oneself. The
individual attempts to maximize the positive expression and gratification of his or her own motives, acknowledging limitations of the self and
recurring to external sources of help when available.

Obsessional defenses protect the individual from the awareness of unacceptable or threatening feelings associated with an idea (e.g., wish,
fear, experience, memory, or though) by keeping distance from emotions, while remaining aware of the idea itself. As a result, feelings
(emotional component) are largely kept out of awareness and indirectly expressed throughout minimization, generalization, or a series of
contradictory statements.

Neurotic defenses reflect the experience that awareness of a wish, thought, or motive is unacceptable or threatening and must be kept out of
awareness. The individual can experience feelings associated to an internal conflict or external stressor as long as full awareness of the idea
(cognitive component) is blocked and expressed indirectly by way of a series of anomalous clues. Neurotic defenses are the most protean of
all defense mechanisms, in that there are a seemingly infinite variety of ways to give partial expression of repressed ideas.

Minor image-distorting defenses protect the individual from experiences that affect one’s self esteem, such as failure, criticism, or
disappointment that cause feelings of weakness, powerlessness, or shame. These defenses temporarily prop up self-esteem and strengthen
self-image by using image-distortion to dismiss any threatening aspect of the stressor. These distortions are not all encompassing like those
of the major image-distorting defenses. Nonetheless, they don’t actually improve adaptation to the stressors.

Disavowal defenses reflect the perception of the individual that some aspects of internal experience external reality are unacceptable. By
refusing to acknowledge these aspects of experience, the individual justifies not appropriating a problem as his or her own. The individual can
further misattribute the problem to another source or reason, further covering up internal reality. This results in a failure both to acknowledge
one’s own role in the origins of a problem and to consider potential ways of handling the immediate problem, given the assertion that one has
no such role.

Major image-distorting defenses protect the individual from intolerable anxiety when self or object representations of conflicting meaning are
triggered. The individual keeps positive and negative representations separated and simplify the perception of self and others as either all
good, powerful, and invulnerable or all bad, unworthy, powerless, and vulnerable. The individual then treats these distorted images in ways
consistent with this perception. These defenses protect the self from the anxiety attending a sense of imminent threat of being punished,
physically or psychologically abused, abandoned, or even killed. However, oversimplifying self or others and reacting accordingly produces
the negative consequent that others withdraw or react negatively.

Action defenses reflect the perception of the individual that the immediate source of stress or conflict is external and that the experience is
intolerable. The individual’s perception overlooks the internal sources of the distress, such as personal unacceptability of or limitations in
awareness of one’s own wishes, fears, and inhibitions. Unable to contain attendant distress, these defenses operate to engage, manipulate,
or counterattack the apparent external source. These defenses lead the individual to impulsive action on the environment or oneself, thereby
releasing tension, gratifying wishes, and/or avoiding fears. However, this is done without anticipating negative consequences.

Extensive description of defense levels published in Perry (2014).
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Defense
mechanism

Affiliation

Altruism

Anticipation

Humor

Self-assertion

Self-
observation

Sublimation

DMRS-Q items

ITEM 22: Whenever the subject brings a personal problem to someone for help or advice, the subject is not expecting the other to take care of it, but
rather to help come up with a solution which the subject will then implement.

ITEM 25: The subject describes an important conflict or external stress in which affiliation played a major emotional role in coping as evident by the
description of characteristics of the help received, the individuals or organization involved, and the sense that something was taken away from the
experience.

ITEM 44: When the subject describes seeking help from others, there is a sense of having learned something from the interchange.

ITEM 66: When confronted with emotional conflict or stressful situations, the subject describes confiding in someone. Emotionally meaningful sharing led
to enhancement of coping skills, or direct assistance beyond what the subject would have done alone.

ITEM 93: When dealing with an emotionally difficult situation, the subject reports that talking to others helps the subject think through how best to handle
the problem.

ITEM 11: The subject helps others who are experiencing a problem they cannot adequately deal with alone. The problem appears to have a personal
meaning to the subject related to similar experiences in the subject’s past (e.g., ‘It made me feel good to help someone in the same position that | once
found so difficult.’).

ITEM 15: The subject finds it personally rewarding to help others who are suffering.

The subject participates in organizations or groups that help other people in direct person-to-person ways. In this context, the subject gives direct help to
others, which the subject apparently finds rewarding.

ITEM 104: The subject reacts to a difficult or dangerous situation for someone else by interposing him or herself to protect the other person. While not
reckless, the subject may put him or herself at personal physical or material risk in doing so.

ITEM 132: The subject helps others who are at a loss to cope with a problem or situation, possibly including standing up to authority. It is clear that the
subject obtains some personal gratification or mastery from the meaning of helping, beyond any overt reward obtained.

ITEM 43: Ahead of an important performance or occasion, the subject practices imagining him or herself in the situation to be both better prepared and
less anxious.

ITEM 46: The subject describes small events in his or her life in which he or she characteristically mentions thinking about their outcomes ahead of time
and emotionally preparing in some way for them.

ITEM 62: In confronting a new situation or an unknown task, the subject tries ahead of time to be aware of the emotional challenges and plan for whatever
resources that will aid and comfort the subject in the new situation.

ITEM 65: The subject describes emotionally meaningful vignettes of upcoming stressful situations in which the subject fully prepared him or herself
emotionally as to how to handle it.

ITEM 78: In dealing with interpersonal conflicts, the subject tries to imagine how others might respond in planning how to deal with them, but without
obsessing or over planning.

ITEM 18: The subject makes amusing or ironic comments about embarrassing situations to diffuse them.

ITEM 37: The subject can make humorous remarks about him or herself or others without saying negative, hurtful, or deprecating things.

ITEM 40: In confronting difficult situations which the subject cannot change, the subject uses humor about the situation to mitigate the negative feelings
arising.

ITEM 51: The subject diffuses a difficult situation with others by making a pertinent joke that centers on some important point that all can acknowledge
without being at anyone’s expense, thereby fostering cooperation.

ITEM 119: When confronted by a situation fraught with competitive, hostile, or jealous feelings, the subject reveals something about him or herself in a
self-deprecatory, ironic, or amusing way to diffuse the tension.

ITEM 23: When pursuing something desirable, including a relationship with someone, the subject can use his or her talents and charms to attract the
other, without feeling ashamed or guilty if unsuccessful.

ITEM 90: When the subject has a physical or emotional or practical problem, the subject takes steps to deal with his or her needs — possibly including
initiating getting help — rather than ignore them or hope they will take care of themselves.

ITEM 105: When someone is impolite, dismissive, or derogatory toward the subject, the subject can stand up for him or herself appropriately, even if the
subject cannot change the other’s attitude or command an apology.

ITEM 109: The subject can disagree with others and express opinions without being overly hostile, devaluing, or manipulative of others.

ITEM 146: When confronted with emotionally difficult situations, the subject expresses his or her thoughts, wishes, or feelings clearly and directly without
inhibition or excess.

ITEM 9: When talking with someone about a personally charged topic, the subject displays an accurate view of him or herself and can see how he or she
appears from the other person’s point of view.

ITEM 32: When confronting emotionally important problems, the subject can reflect upon relevant personal experiences and explore emotional reactions.
This allows the subject to adjust better to limitations and compromises, possibly leading to more fulfilling outcomes.

ITEM 58: In interpersonal conflicts, the subject uses an understanding of his or her reactions to facilitate understanding others’ points of view or subjective
experiences. This may make the subject a better negotiator or collaborator.

ITEM 77: When considering an emotionally important decision, the subject explores his or her own motives and limitations to arrive at a more fulfilling
decision.

ITEM 91: When the subject reflects on past experiences, he or she can relive distressing feelings and make connections between events and feelings and
develop understanding thereby changing how the subject views the past and possibly similar situations in the present.

ITEM 14: In describing any personal artistic or creative activities — such as writing, music, art, or acting — the subject appears to transform emotional
conflicts or unfulfilled wishes from elsewhere in life, helping to shape the creative activity or product.

ITEM 36: The subject describes emotional conflictual situations in which some of the feelings or dissatisfaction are channeled into creative or artistic
activities. The resulting creative products — such as a poem or painting — give the subject a sense of mastery or relief from the conflicts.
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N Mean or %
Gender
Male 115 100%
Age 111 5485+ 13.11
Education 109 18.34 % 1.96
Race/Ethnicity 109
Caucasian 64 58.70%
Hispanic 31 28.40%
African American 10 9.20%
Native American 3 2.90%
Biracial/Multiracial 1 0.90%
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PCL-M p <0.04 ns
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ns
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Study 1 (N
Demographics N % N %

105)  Study 2 (N = 336)

94 294
Europe 9 8.6 34 10.1
South America 1 10 [ 0
Australia and Oceania 1 10 2 06
Asia 0 0 3 09
Africa 0 0 1 03
THN
White 90 85.7 281 836
Hispanic or Latino 6 5.7 10 3.0
Asian or Asian Indian 4 39 19 57
American Indian or Alaska Native 1 10 2 06
African American 0 0 o 0
Middle Eastern 0 0 5 15
Other/mixed = 2.0 1" 33
Psychologist 75 74 185 55.1
Social worker 14 133 42 125
Counsellor 8 76 19 57
Medical doctor 2 19 29 86

9 8.6 69 205

Other

K TINC

Private Practice 75 71.4 263 783

Outpatient 28 26.7 58 17.3
Hospital 13 124 27 8.0
Other T F 8 24
Psychodynamic 69 66.7 205 61.0
Integrative 51 48.6 124 36.9
CBT 44 419 87 259
Humanistic 28 26.7 56 16.7
Psychoanalytic 25 238 132 39.3
Systemic 17 16.2 4 122
Other 19 18.1 56 16.7

No 48 46.2 160 48.0
No 81 Tl 192 88.1
Yes 24 229 26 1.9

Response categories are reported in order of prevalence in the samples.
“Multiple answers were possible per respondent.
**Due to a technical error, some responses on this item were missing.
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Study

Study 1

Granieri et al. (2017)

Sammallahti et al. (1996)

Sammallahti et al. (1996)

Sample

Therapists
during pandemic
Community adults

Gommunity adults

Neurotic
patients

N Mature defenses

105

328

384

53

M (SD)
6.18(0.87)

482(121)

62(1.4)

57(1.5)

t

12,59

P <0.00001
0.17

p=086
215

p=003

Neurotic defenses
M (D)

4.20(0.88)

436 (1.20)

39(1.9)

42(1.4)

t

—1.47
p=014
2,69
p=0007
00
p>099

Immature defenses
M (sD)

269(0.81)

3.72(1.06)

35(1.0)

48(1.1)

NA

-10.47

p <0.00001
8.43

p <0.00001
12.38

p <0.00001

Independent sample t-tests were conducted between Study 1 and previous studies using DSQ in community or outpatient samples. Bonferroni correction was used to correct issues
for multple testing, with a significance level of p < 0.05/9 (0.006) for bolded items. Al the comparisons were conducted with an assumption of unequal variance, given the differences

in sample sizes.
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Variables M (sD)

DEFENSE MECHANISMS

1. Mature 6.18 (0.87)
2. Neurotic 420 0.88)
3. Immature 269 0.81)

PROFESSIONAL EXPERIENCES
4. Professional seff-doubt  2.48 (0.86)
5. Vicarious trauma 3.81(1.16)

1 2
011 -
002 051"

-0.11  0.22*
016  0.24*

0.30"
017

0.47
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Study

Study 2

DiGiuseppe et al.
(20202)

DiGiuseppe et al.
(2020¢) (unpublished
data)

Sample N Mature t Neurotic

Defenses Defenses

M (SD) M (SD)
Therapists during 336 56.49 (13.25) 21,04 (6.92)
pandemic
Youngadultsin 94 89.42(1008) 1348  2022(5.79)
Italy during
pandemic
p < 000001
Adults in Italy 5683 5554(1999) 128 18.64(10.65)
during pandernic
p=022

117

p=024
595

p <0.00001

Immature
Defenses
M (sD)
10.12 (5.35)

38,69 (.18)

25.31(14.94)

—28.84

p < 0.00001
~43.08

p < 000001

ODF t

571

(0.50)

4.91 14.06
(0.44)

p <0.00001*
558 284
089
p>0999

Independent sample t-tests were conducted between Study 2 and previous stucies using DMRS in community samples. Bonferroni correction was used to correct issues for multiple
testing, with a significance level of p < 0.05/8 (0.0063) for bolded items.

*Other than this comparison, all the other comparisons were conducted with an assumption of unequal variance that is more conservative, given the differences in sample sizes. ODF

‘overall defensive functioning.
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Mean

Age 3356
Psychological distress 173
Grandiose narcissism 319
Vulnerable narcissism 304

Adaptive defense mechanisms

Suppression 4.21
Anticipation 536
Humor 552
Sublimation® 370
Rationalization* 623
Denial* 246
Dissociation 3.10

SD

15.03
0.63
0.756
0.79

175
1.69
176
223
1.68
173
1.68

Intermediate/neurotic defense mechanisms

Pseudo-altruism 496
Undoing 408
Reaction formation” 4.45
Acting out 358
Maladaptive defense mechanisms
Splitting 268
Autistic fantasy 311
Projection 247
Passive aggression 250
Idealization 3.10
Somatization 335
Isolation 325
Displacement 3.48
Devaluation 328

For all scales, the mean values over all items are displayed. For psychological distress
the rating scales ranged from 1 to 5; for grandiose and vulnerable narcissism the ratings

1.44
175
221
175

1.64
2.06
1.42
1.62
1.58
1.84
1.94
1.84
154

Min

18
1.00
1.40
1.00

N a9 oma

73
428
5.15
5.56

© ©© oo o

85

scales ranged from 1 1o 6; for the defense mechanisms the rating scales ranged from 1

109,

*For this defense mechanism only one item was used.
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Model

Adaptive
Suppression
Anticipation
Humor
Sublimation
Rationalization
Denial

Dissociation
Intermediate/neurotic
Pseudo-altruism
Undoing

Reaction formation
Acting out
Maladaptive
Spiiting

Autistic fantasy
Projection

Passive aggression
Idealization
Somatization
Isolation
Displacement
Devaluation

The 20 models diifer in the defense mechanism.

Effects on DM

GN VNpes
0.070 —0.265*
0.263* —0.009
0.010 —0.194*
0.071 0.000
0.129* —0.286*
0.109 0.100
0.219" —-0.187*
0.335% -0.015
0.344* 0.364"
0.313* 0.308"
0.306* 0.152*
0.411* 0.245*
0.323* 0.348"
0.232" 0.424*
0.279* 0.338"
0.355% 0.189"
0.262% 0.370"
0.167* 0.210"
0.209* 0.435*
0.226" 0.278"

DM

-0.028

-0.012
0.078
0.126*

—-0.046
0.006
0.034

-0.018
0.126
0.187*
0.236"

0.240"
0.269"
0.235"
0211
0.157*
0.380"
0.247"
0.258*
0.166"

GN direct

0.110
0.112
0.105
0.101
0.114
o.107
0.101

0.113
0.062
0.047
0.032

0011
0.025
0.056
0.051
0.050
0.009
0.069
0.030
0.071

Effects on psychological distress

GN indirect

-0.002
—-0.003
0.001
0.009
—-0.006
0.001
0.007

—-0.006
0.043
0.058"
0.072%

0.009%
0.084*
0.054"
0.059%
0.056"
0.100%
0.041°
0.077%
0.087%

DM = defense mechanism; GN = grandiose narcissism factor; VNges = vulnerable narcissism residual factor.

“Significant effect.

VNg,s direct

0.492*
0.499*
0514
0.501*
0.486*
0.499%
0.505*

0.499*
0.453*
0.441*
0.464*

0.443"
0.410%
0.400*
0.429*
0.471*
0.360"
0.450"
0.388*
0.456*

VNges indirect

0.007
0.000
-0.015
0.000
0.013
0.001
—0.006

0.000
0.046
0.068"
0.036"

0.059"
0.000"
0.100"
0.071*
0.030"
0.141*
0.062"
0.112*
0.046"
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Defense mechanism

Adaptive
Suppression
Anticipation
Humor
Sublimation
Rationalization
Denial

Dissociation
Intermediate/neurotic
Pseudo-altruism
Undoing

Reaction formation
Acting out
Maladaptive
Spiiting

Autistic fantasy
Projection

Passive aggression
Idealization
Somatization
Isolation
Displacement
Devaluation

The 20 models differ in the defense mechanism.

11.334
16.509
14.216
20.094
12.398
16.110
14.606

10.771
16.622
13.113
22.354

16.660
18.743
34.480
22.378
16.998
13.200
14.979
11.998
19.049

"
1
1
"
1
"
11

"
1
1
1

1
1
"
1
1
"
1
"
1

RMSEA = Root Mean Square Error of Approximation; CFI = Comparative Fit Index.

0.4157
0.1604
02213
0.0441
0.3345
0.1371
0.2013

0.4627
0.1196
0.2860
0.0218

0.1542
0.0659
0.0003
0.0216
0.1412
0.2799
0.1835
0.3639
0.0602

RMSEA

0.011
0.040
0.034
0.067
0.022
0.043
0.036

0.000
0.045
0.028
0.064

0.041
0053
0.092
0.064
0.042
0.028
0.038
0.019
0.054

CFI

1.00
0.996

0.992
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ODF
Suppression
Sublimation
Self-observation
Self-assertion
Humor
Anticipation
Altruism
Affiation
Isolation
Intellectualization
Undoing
Repression
Dissociation
Reaction formation
Displacement
Deval. self
Deval. others
Ideal self

Ideal others
Omnipotence
Denial
Rationalization
Projection
Autistic fantasy
Splitling self
Splitting others
Projective ident.
Passive aggression
HRC

Acting out

Trans women

=14

427 051)
0.77 (1.00)
0.70 (1.08)
3.86(3.26)
3.33(2.99)
1.19(1.76)
020 (0.52)
038 (0.63)
2,04 (2.03)
227 (2.73)
6.74 (3.97)
11.05 (3.55)
7.97 (354)
1.99 (2.63)
1.49 (1.42)
4.3 (2.47)
089 (1.29)
5.08(2.90)
334 (252)
3.88(2.73)
209 (2.29)
265 (1.93)
11.31 (4.27)
3.87 (2.85)
1.86 (1.83)
091 (1.81)
1,63 (1.37)
1.56 (1.22)
8.12 (4.43)
3.10(3.63)
1.65 (1.89)

Cisgender male
controls (N = 22)

5.04 (0.38)11
3.36 (2.49)
4.36 (2,911t
6.87 (2.99)
4.48(2.19)
6283921
277 (2491
5.03 (3.50)ttt
3.89(3.64)
2.92(2.78)
4.67 (3.76)
4.60 (356)"*
433317
2.42(351)
3.09(1.61)
3.24(2.14)
2.01(2.04)
2.71(2.88)
1.98 (2.00)
3.58(1.82)
1.99 (1.69)
2.83(2.36)
6.25 (4.21)"
1.75 (2.43)"
3.49(1.88)
1.72(2.08)
2.00 (2.50)
1.43 (1.44)
1.74 A7)
2,01 (2.15)
2.30(2.22)

Cisgender female
controls (N = 14)

48903211
3.30 2.58)1
3.03 2.18)t
7.76 (3.04)1
4.36(2.76)
5.89 (4.91)f
2.442.03)1
2,64 (2.94)
4.18(3.08)
2.38 (2.48)
447 (2.49)
4.79 (3.42
591(3.02)
1,55 (1.50)
2.88 (2.65)
422(2.82)
2.48(2.34)
3.21(2.87)
259 (3.11)
2.46 (2.34)
1.18(1.69)
2.78(1.88)
8.81(4.09)
1.87 (1.67)°
2.27(1.98)
1.73(1.62)
2.42 (2.24)
2,09 (2.16)
2.77 2.37)"
1,59 (1.56)
1.94(1.77)

15.358
6.694
10.050
7.079
0.828
7.509
8.067
10.284
2322
0.250
2655
16.560
4514
0.523
2523
0.695
2.697
2.605
0915
1.887
1.285
0.032
5.136
4121
2827
1.178
0.606
0.721
18.580
1.645
0.394

p-Value

<0.001
<0.001
<0.001
<0.01
0.443
<0.001
<0.001
<0.001
0.109
0.780
0.081
<0.001
<0.05
0.596
0.091
0.504
0.078
0.085
0.407
0.163
0.308
0.969
<0.01
<0.05
0.069
0317
0.650
0.492
<0.001
0.204
0.676

*Indicates a strongly significantly higher score for trans women relative to male and femele controls (o < 0.001). Indicates a significantly higher score for trans women relative to male
and fernale controls (p < 0.01). "Indicates a marginally significantly higher score for trans women relative to male and female controls (b < 0.05). T indicates a strongly significantly
lower score for trans women relative to male and female controls (b < 0.001). T Indicates a significantly lower score for trans women refative to mle and female controls (o < 0.01).
Hindlicates a marginally significantly lower score for trans women relative to male and female controls (p < 0.05). Bold values indicate statistically significant,
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ODF
Suppression
Sublimation
Self-observation
Self-assertion
Humor
Anticipation
Altruism
Afiation
Isolation
Intellectualization
Undoing
Repression
Dissociation
Reaction formation
Displacement
Deval. self
Deval. others
Ideal self

Ideal others
Omnipotence
Denial
Rationalization
Projection
Autistic fantasy
Splitting self
Splitting others
Projective ident
Passive aggression
HRC

Acting out

Trans men
(N=22)

458 (0.63)
098 (1.52)
076 (1.29)
4.87 (4.30)
3.99 (4.31)
1.49 (2.36)
037 (0.90)
0.88(1.48)
426 (2.82)
451 (5.66)
6.16(5.15)
10.70 (4.02)
10.28 (4.76)
226 (2.44)
1.64 (2.16)
275 (2.38)
223(2.47)
4.31(261)
273 (2.51)
4.75 (4.03)
1.13(1.96)
3.18 (3.46)
9.18(3.59)
156 (2.0)
093 (1.52)
088 (1.83)
1.07 (1.10)
053(1.07)
7.86 (6.66)
1.54 (1.96)
227 (2.81)

Cisgender male controls
(=22

5.04(0.38)!
3.36 (2.43)"
435 29Nt
6.87 (2.93)
4.48(2.19)
6.28 (3.92)11
277 (.43t
5.02 (3.50)11
3.89(3.64)
292(2.78)
467 (3.76)
460 (3.56)"*
433 (3.17)
2.42 (351)
3.00(1.61)
324(2.14)
201 (2.04)
271(2:88)
1.98 (2.00)
358(1.82)
1.99(1.69)
283 (2.36)
625 (4.21)
175 (2.43)
3.49 (1.8
1.72(2.08)
2.00 (2.50)
1.43 (1.44)
1.74 @A77
2,01 (2.15)
230(2.22)

Cisgender female controls
N =14

489(032)
3.30 (2.58)t
3.03 (2.18)1
7.76 (3.04)t
4.36 (2.76)
5.80 (491)111
2.44 (2.03)tt
264 (294)
4.18(3.08)
2.38(2.48)
447 (2.49)
479 3427
591302
1.56 (1.50)
288 (2.65)
422(2.82)
248 (2.34)
3.212.87)
259 (3.11)
2.46 (2.34)"
1.18 (1.69)
2.78(1.88)
8.81(4.09)
1.87 (1.67)
227 (1.98)t
1.73(1.62)
242 (2.24)
200 2161
277 237y
1.9 (1.55)
1.94(1.77)

" Indicates a strongly significantly higher score for trans men relative to male and female contros (p < 0.001).
“Indicates a merginally significantly higher score for trans men relative to male and female controls (p < 0.05).
! indicates a strongly significantly lower score for trans men relative to male and female controls (o < 0.001).

Hindicates a significantly lower score for trans men relative to male and female controls (o < 0.01).

4.606
7.764
13.527
3.770
0.111
9.515
10.164
10.447
0.084
1.609
1.449
17.959
12177
0.696
2.400
1.935
0.202
1617
0.365
3.170
1.129
0.136
2.628
0.149
9.022
1.463
2.696
4974
10.430
0.304
0.150

?lndﬁcates ‘a marginally significantly lower score for trans men relative to male and female controls (p < 0.05). Bold values indicate statistically significant.

p-Value

<0.05
<0.001
<0.001
<0.05
0.895
<0.001
<0.001
<0.001
0.938
0.200
0.244
<0.001
<0.001
0.503
0.100
0.154
0818
0.208
0.696
<0.05
0.331
0.873
0.081
0.862
<0.001
0.240
0.076
<0.01
<0.001
0.739
0.861
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ODF
Suppression

Sublimation
Self-observation
Self-assertion

Humor

Anticipation

Altruism

Afiiiation

Isolation of affects
Intellectualization
Undoing

Repression

Dissociation

Reaction formation
Displacement
Devaluation of self-image
Devaluation of others-image
Idealization of self-image
Idealization of others-image
Omnipotence

Denial

Rationalization

Projection

Autistic fantasy

Splitting of self-image
Splitting of others-image
Projective identification
Passive aggression

HRC

Acting out

Transgender women (N = 14)

Mean

4.27
077
0.70
3.86
3.33
1.19
0.20
0.38
2,04
2.27
6.74
11.05
797
1.99
1.49
413
0.89
6.08
3.34
3.88
2.09
2.65
11.31
3.87
1.86
091
1.63
1.56
8.12
3.00
1.66

sD

051
1.00
1.05
3.26
299
1.76
0.52
0.63
203
273
397
356
3.54
263
1.42
247
129
2.90
252
273
229
1.93
427
285
1.83
131
137
122
4.43
3.63
1.89

Transgender men (N = 22)

Mean

458
098
0.76
4.87
3.99
1.49
0.37
0.88
4.26
4.51
6.16
10.70
10.23
226
1.64
275
223
431
273
4.75
118
3.18
918
155
0.93
0.88
1.07
0.63
7.86
1.65
227

SD

0.63
152
1.29
4.30
4.31
2.36
0.80
1.48
282
5.66
5.15
4.02
4.76
2.44
2.16
238
217
261
251
4.03
1.96
3.46
3.59
20
1.62
1.83
1.10
1.07
6.66
1.96
281

A Mean

0.26
1.65
-0.62

-1.539
—0.448
~0.129
-0.745
~0.506
~0.399
~0.646
—-1.415
—2552
~1378
0357
0265
—1528
-0316
~0.228
1663
—2.107
0.780
0.717
~0.709
1.332
~0525
1613
2.882
1.665
0045
1.359
2662
0.128
1.668
-0722

p-Value

0.133
0.657
0898
0.461

0616
0692
0522
0.167
<005
0477
0723
0793
0.136
0.754
0821

0.105
<005
0.441

0479
0.483
0192

0603
0.116
<0.01

0.105
0965
0.183
<0.05
0899
0.104

0475

Bold values indicate statistically significant.
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Age group
<20
20-30
>30
Marital status
Single
In a relationship
Level of education
High School
College
Acadermic degree
Professional status
Students
Employed
Unemployed

Transgender sample (N = 36)

Trans men (N = 22) (%)

45
45

68

32

15

64

64
27

Trans women (N = 14) (%)

43
43
14

36

20
57
14

43
36
21

Total (%)

44
44
1

67
33

31
61

56
30
14

Cisgender controls (N = 36)

Cis females (N = 22) (%)
45
45
9

14
86

©

59

23

Cis males (N = 14) (%)

43
43
14

36
64

e
29

57
29
14

Total (%)

44
44
11

22

78

67
28

22
20
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category
Overall Defensive Mature High adaptive
Functioning (ODF)

Neurotic ~ Obsessional

Neurotic®

Immature?  Minor
image-distorting

Disavowal

Major
image-distorting

Action

Defense
mechanism

Affiliation
Altruism

Anticipation
Humor
Self-assertion
Self-observation
Sublimation
Suppression
Intellectualization
Isolation of affect
Undoing
Displacement
Dissociation
Reaction formation
Repression
Devaluation
Idealization

Omnipotence
Denial

Projection
Rationalization
Autistic fantasy
Projective
identification

Splitting of seff-image
Splitting of other's
image

Acting out

Help-rejecting
complaining

Passive aggression

This table reports on previously published data (D Giuseppe et al, 2020).
aThe immature category includes the categories of depressive and other immature
(or non-depressive) defenses. The depressive category includes all action and major
image-distorting defenses, plus projection, and devaluation. The other immature category
includes autistic fentasy, rationalization, denial, omnipotence, and idealization.

bThe neurotic defense level includes two sublevels of hysterical and other neurotic
defenses. Hysterical defenses include repression and dissociation, whie other neurotic

defenses include displacement and reaction formation.
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DMRS scales and
categories

ODF
Mature defenses
Neurotic defenses
Immature defenses
Depressive defenses

Non-depressive
defenses

SWAP-200

High functioning
scale

0.681*
0.624**
ns.
-0.583"
—0.504**

ns.

BUT

General index
of severity

~0.357"

-0.414*
ns.
ns.
ns.

ns.

DMRS, defense mechanisms rating scale; ODF; overall defensive functioning; SWAP-200,

Shedler-Westen assessment procedure; BUT, body uneasiness test.

'p <005,
0 < 0.01.
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Transgender sample (N = 36) Cisgender controls (N = 36) A Mean t p-Value

Mean SD Mean SD

ODF 4.46 0.60 495 0.35 —-0.49 -4.270 <0.001
Mature defenses 15.61 10.86 35.08 9.89 -19.42 ~7.931 <0.001
Neurotic defenses 37.23 8.15 25.70 7.57 1153 6219 <0.001
Immature defenses 4715 12.48 39.17 7.56 7.98 3.280 <0.01

Depressive defenses 24.00 11.12 19.16 6.49 4.84 2257 <0.05

Non-depressive defenses 23.15 6.52 20.11 6.14 3.04 2.040 <0.05
High adaptive 15.61 10.86 35.08 9.89 —19.42 ~7.981 <0.001
Obsessional 20.86 8.05 11.76 4.63 9.1 5.885 <0.001
Neurotic 16.37 559 13.95 4.75 2.42 1.978 0052
Minor image-distorting 16.18 5.82 12.01 5.52 3.16 2.366 <0.05
Disavowal 16.72 6.63 16.21 4.53 161 1.132 0.261
Major image-distorting 3.11 263 5.74 3.53 -2.63 -3.583 <0.001
Action 1215 7.43 6.22 3.21 5.93 4.398 <0.001

Bold values indicate statistically significant.
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Variables M (sD) 1 2 3 4 5 6

1. Mature 56.49 (18.25) =

2. Neurotic 2104 (692) ~0.64" .

3. Immature 10.12 (5.35) —062" 0.16" -

4.0DF 5.71(050) 098" —0.84% ~060" -

5. Professional Self-Doubt 1.11(0.68) ~0.40" 024" 031" —0a7" -

6. Vicarious Trauma. 3.97 (1.04) ~033" 025" 0.10 ~030" 045" -

*p < 0.05; *'p < 0.01, ***p < 0.001.
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Predictor variables

Vicarious Trauma Predicted by ODF
Vicarious Trauma at the inital timepoint
ODF

Professional Self-Doubt predicted by ODF
Professional Self-Doubt at the initial timepoint
ODF

Vicarious Trauma Predicted by Defense Levels
Vicarious Trauma at the initial timepoint

Defense Level

Mature

Neurotic

Immature

Professional Self-Doubt Predicted by Defense Levels
Professional Self-Doubt at the initial timepoint

Defense Level

Mature

Neurotic

Immature

Coeff.

0.48™
-0.36™

0.38"
-0.35"*

0.46"

—2.17"

-0.94

—1.77

0.36™

—1.18"

-0.35
113

SE

006
0.13
R? = 0.35; Fg, 175 = 46.67""

006
009
A2 =0.30; Fz, 166 = 35.35""

0.08

085
1.30
1.59

R? = 0.36; Fg, 171 = 23.95™"

0.08

058
091
100

R = 031; Fg, 160 = 1817

95% CI

0.37,0.59
-0.61,-0.10

0.26,0.50
-0.53, -0.16

0.35,0.58

~-3.85, -0.50

-3.51,1.63

—4.90, 1.37

0.24,0.49

—2.33, -0.02

—2.14,1.44
~1.08,328

Coeff.,, Unstandardized coefficient; ODF, overall defense functioning. All variables in the regression were measured at follow-up (after controliing for Professional Self-Doubt and Vicarious
Trauma at baseline).
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Variable Coefficient t

FoP-Q-SF 008 279"
Group (Repressive coping yes/no) 1.7 1.66
FoP-Q-SF x group -007 —2.16"
Covariates

Age ~0.001 -058
Years since diagnosis 001 022

LLel

0.02
-0.48
-0.13

—-0.04
-0.08

uLclt

0.13
4.01
-0.002

0.02
0.09

DMRS, Defense Mechanism Rating Scales; FoP-Q-SF; Fear of Progression; repressive
coping = category derived from Marlowe-Crown Social Desirability Scale and State-
Trait-Anxiety Scale (STAI-Trait). DMRS overall defensive functioning (ODF) served as the

dependent variable.
p < 0.05.
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TAS-20 TAS-20 (DIF) TAS-20 (DDF) TAS-20 (EOT)

BDI-lI (total) Spearman p —-0.16 0.22 -0.29 —-0.13
p-value 0.480 0.334 0.203 0.567
BDI-Il (somatic-affective) Spearman p —-0.10 0.18 —0.07 -0.19
p-value 0.656 0.434 0.768 0.409
BDI-Il (cognitive) Spearman p —-0.16 0.18 —0.46 0.04
p-value 0.499 0.440 0.037 0.875
HAM-A (total) Spearman p 0.08 0.15 0.05 0.07
p-value 0.728 0.514 0.812 0.762
HAM-A (psychic) Spearman p 0.12 0.23 0.07 0.18
p-value 0.595 0.323 0.777 0.433
HAM-A (somatic) Spearman p —-0.10 —0.06 —0.03 —-0.13
p-value 0.660 0.793 0.887 0.584
PCS Spearman p —0.23 —0.03 -0.35 0.03
p-value 0.313 0.911 0.119 0.892
MCS Spearman p 0.07 -0.28 0.29 0.25
p-value 0.756 0.221 0.203 0.272

TAS-20, Toronto Alexithymia Scale 20-item version; DIF, difficulty identifying feelings; DDF, difficulty describing feelings; EOT, externally oriented thinking; BDI-Il, Beck
Depression Inventory Il version; HAM-A, Hamilton Anxiety Rating Scale; PCS, physical component summary; MCS, mental component summary. Statistically significant
p-values (p < 0.05 minimum) are indicated by the boldface print.
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95% CI for rank-biserial

correlation
U p Rank- Lower Upper
biserial
correla-
tion

TAS-20 59.50 0.455 0.21 —-0.31 0.64
TAS-20 (DIF) 56.00 0.626 0.14 —-0.37 0.59
TAS-20 (DDF) 58.50  0.500 0.19 —0.33 0.62
TAS-20 (EOT) 48.00  0.970 —0.02 —0.50 0.47
BDI-l (total) 53.00 0.794 0.08 —0.42 0.58
BDI-Il (somatic-  46.50  0.880 —0.05 —0.53 0.45
affective)
BDI-II 53.00 0.792 0.08 —0.42 0.55
(cognitive)
HAM-A (total) 29.00 0.144 —0.41 —-0.75 0.10
HAM-A 4250  0.653 —0.13 —0.58 0.38
(psychic)
HAM-A 15650  0.013 —0.68 —0.88 —0.29
(somatic)
PCS 56.00 0.627 0.14 —-0.37 0.59
MCS 49.00 1.000 0.00 —0.49 0.49

TAS-20, Toronto Alexithymia Scale 20-item version; DIF, difficulty identifying
feelings; DDF, difficulty describing feelings;, EOT, externally oriented thinking;
BDI-ll, Beck Depression Inventory Il version; HAM-A, Hamilton Anxiety Rating
Scale; PCS, physical component summary; MCS, mental component summary.
Rank-biserial correlation indicates the difference between TgAb negativity and
positivity. Statistically significant p-values (o < 0.05 minimum) are indicated by

the boldface print.
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Response

Defenses Estimate

Overall defensive functioning

Time —0.476
Response —0.489
Time x Response 0.348
Mature category/high adaptive level
Time —6.521
Response —4.148
Time x Response 5.857
Psychotic level

Time 2.326
Response 4.073
Time x Response —4.990
Immature category

Time —10.395
Response —9.415
Time x Response 6.545

Immature defenses include psychotic, action, borderline, and disavowal levels; Cl, confidence interval; LL, lower limit; UL, upper limit.

0.000
0.009
0.014

0.000
0.007
0.002

0.078
0.026
0.007

0.000
0.020
0.047

95% ClI

LL

—0.677
—0.852
0.073

—9.165
—7.138
2.248

—0.273
0.513
—8.539

—-156.127
—17.283
0.084

UL

-0.275
—-0.126
0.622

—3.877
—1.159
9.467

4.926
7.632
—1.441

—5.662
—1.647
13.005

Estimate

—0.457
—-0.222
0.214

—4.322
2.181
1.210

2.067
2.603
—3.098

9.567
4.769
—5.229

Remission
P 95% CI
LL UL
0.005 —0.765 —0.149
0.371 —-0.715 0.271
0.222 —0.134 0.562
0.048 —8.601 —0.043
0.267 —1.706 6.069
0.616 —3.634 6.054
0.306 —1.960 6.093
0.271 —2.087 7.292
0177 —7.656 1.460
0.005 3.141 15.993
0.347 —5.329 14.866
0.154 —12.503 2.045
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Response

Defenses Estimate

Overall defensive functioning

Time —0.473
Response —-0.627
Time x Response 0.403
Mature category/high adaptive level
Time —7.475
Response —6.142
Time x Response 7.925
Psychotic level

Time 0.888
Response 4.095
Time x Response —3.253
Immature category

Time 6.913
Response 10.237
Time x Response —3.398

Immature defenses include psychotic, action, borderline, and disavowal levels; Cl, confidence interval; LL, lower limit; UL, upper limit.

0.001
0.000
0.008

0.000
0.000
0.000

0.534
0.022
0.095

0.007
0.014
0.299

95% ClI

LL

—0.690
—0.995
0.111

—10.162
—-9.120
4.333

~1.984
0.623
~7.105

2.033
2.169
—9.944

UL

—0.255
—0.259
—0.694

—4.798
—3.164
11.517

3.759
7.568
0.560

11.792
18.306
3.149

Estimate

—0.499
—0.645
0.381

—7.500
—7.162
6.722

2.310
4.099
—5.188

6.610
11.978
—2.014

Remission
P 95% CI
LL UL
0.001 —-0.779 —0.219
0.005 —1.080 —0.209
0.027 0.046 0.716
0.000 —11.279 —-3.721
0.000 —10.610 —3.716
0.005 2.196 11.248
0.191 —-1.210 5.830
0.051 —0.022 8.222
0.018 —9.405 —-0.972
0.044 0.179 13.041
0.010 2.969 20.987
0.598 —9.7117 5.689
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HT group (n = 21)

Control group (n = 16)

Overall (N = 37)

Measure Mean Standard deviation Mean Standard deviation Mean Standard deviation
TAS-20 59.58 10.33 59.88 6.74 59.70 8.85
TAS-20 (DIF) 17.14 6.18 16.31 5.45 16.78 5.81
TAS-20 (DDF) 14.67 4.82 16.13 4.22 16.30 4.57
TAS-20 (EOT) 27.76 3.45 27.44 3.12 27.62 3.27
BDI-lI (total) 17.95 7.54 19.56 9.32 18.65 8.27
BDI-1l (somatic—affective) 12.95 5.30 13.69 6.16 13.27 5.62
BDI-Il (cognitive) 5.00 3.70 5.87 4.33 5.38 3.956
HAM-A (total) 23.90 7.47 25.00 6.40 24.38 6.95
HAM-A (psychic) 12.43 4.64 13.19 4.04 12.76 4.35
HAM-A (somatic) 11.48 4.30 11.81 3.47 11.62 3.91
PCS 42.90 12.48 41.69 9.78 42.38 11.26
MCS 32.81 12.97 35.06 11.97 33.78 12.43

TAS-20, Toronto Alexithymia Scale 20-item version; DIF, difficulty identifying feelings; DDF, difficulty describing feelings; EOT, externally oriented thinking; BDI-Il, Beck
Depression Inventory Il version; HAM-A, Hamilton Anxiety Rating Scale; PCS, physical component summary; MCS, mental component summary.
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Variable Responders Non-responders P
(n=19) (n=22)
Age 42.8 (9.5) 45.5(9.8) 0.393
Gender (female) 13 (68.4%) 14 (63.6%) 0.829
Education (years) 11.0 (3.4) 9.3 (2.3 0.064
Marital status
Single 3(15.8%) 4 (18.1%)
Couple 8(42.1%) 10 (45.5%)
Divorced/widowed 8(42.1%) 8 (36.4%) 0.877
Chronicity 9 (47.4%) 12 (54.5%) 0.752
Tentamen 11 (57.9%) 8 (36.4%) 0.739
Early onset 6 (31.6%) 7 (37.8%) 0.631
Duration of current episode 82.5(101.0) 711 (79.7) 0.747
Childhood trauma (CTQ) 2.3(0.4) 2.3(1.1) 0.962
Length of hospital stay 42.5 (38.1) 45.2 (42.9) 0.829

Statistical tests were t-test or Fisher exact

Questionnaire.

test; CTQ, Childhood Trauma
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Defenses d 95% ClI

LL UL
Overall defensive functioning 0.727 0.348 1.248
Defense categories
Mature 0.510 0.147 1.031
Intermediate 0.405 —-0.016 0.859
Immature —0.543 -1.017 —0.134
Depressive —0.559 —-1.015 —0.131
Defense levels
High adaptive 0.510 0.147 1.031
Obsessional 0.382 —0.010 0.865
Neurotic 0.116 —0.313 0.533
Minor image-distorting —0.340 —0.803 0.070
Disavowal —0.240 —0.652 0.216
Major image-distorting —0.417 —0.783 0.089
Action —0.146 —0.586 0.281
Psychotic 0.055 —0.381 0.485

Immature category, psychotic + action + major image-distorting + disavowal
levels; Cl, confidence interval; LL, lower limit; UL, upper limit.
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Euthymia Euthymia Euthymia
Scale Total Scale Scale
Score Psychological Psychological
Flexibility Well-Being
SMQ Total Score 0.321* 0.378** 0.187*
SMQ Repressive 0.468" 0.474** 0.315**
function
SMQ Regression in —0.238" —226** —0.159
the service of the Ego
SMQ Rationalization 0.297 0.432** 0.110

o < 0.05 (two-tailed);
cant values.

**p < 0.071 (two-tailed). Bold values were the signifi-
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WHO-5

SMQ Total Score 0.260**
SMQ Repressive function 0.365"
SMQ Regression in the service of the Ego -0.181*
SMQ Rationalization 0.149

*p < 0.05 (two-tailed); **p < 0.01 (two-tailed). Bold values were the signifi-
cant values.
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Variables Male

Euthymia Scale 6.88 £2.10
SMQ Total score 54.43 + 6.47
SMQ Repressive function 25.86 + 5.46
SMQ Regression in the service of the Ego 18.17 + 3.86
SMQ Rationalization 14.41 £ 2.42
WHO-5 14.82 + 3.66

Female p value

6.61+£224 0.475
51564 +£9.14 0.027*
23.88 £7-02 0.060
18.23+4.20 0.935
13.35 +£2.58 0.015*
1410+ 4.19 0.279

*o < 0.05. Bold values were the significant values.
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SMQ Total Score Repressive function Regression in the service of the Ego Rationalization

B (Cl) P B (CI) P B (C)) P B (Cl) P
Compassion satisfaction ~ —1.90 (-3.36; —0.438) 0.011*  2.07 (0.661; 3.49)  0.004* 2.13 (0.680; 3.59) 0.004* 1.36(0.109; 2.63)  0.033*
Burnout 1.11(-0.260; 2.48) 0.112 —1.22(-2.65;0.105) 0.071 —-0.857 (—2.22;0.511) 0.218 —0.857 (—2.01;0.511) 0.165
Secondary traumatic stress  —0.902 (-2.51;0.710) 0.271 0.720 (—0.843; —2.28) 0.364 1.36 (—0.244; 2.97) 0.0906 0.691 (—696; 2.07)  0.326

B = Beta coefficient; Cl = confidence Interval; “p < 0.05 was considered as significant for the multivariate linear regression analyses.
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95% CI for rank-biserial

correlation
U p Rank- Lower Upper
biserial
correla-
tion

TAS-20 2550  0.920 —0.06 —0.65 0.58
TAS-20 (DIF) 1350  0.190 —0.50 —0.85 0.17
TAS-20 (DDF) 32.00 0.650 0.18 —0.49 0.72
TAS-20 (EOT) 40.00 0.204 0.48 —-0.19 0.85
BDI-l (total) 9.80 0.087 —-0.65 —0.90 —0.05
BDI-Il (somatic-  12.50  0.156 —0.54 —-0.87 0.12
affective)
BDI-I 8.50 0.068 —0.68 —0.92 —-0.12
(cognitive)
HAM-A (total) 33.00 0.579 0.22 —0.46 0.74
HAM-A 23.00 0.724 —-0.15 —-0.70 0.52
(psychic)
HAM-A 44.00  0.096 0.63 0.02 0.90
(somatic)
PCS 2550 0.920 —0.06 —0.65 0.58
MCS 39.50 0.227 0.46 —0.22 0.84

TAS-20, Toronto Alexithymia Scale 20-item version; DIF, difficulty identifying
feelings; DDF, difficulty describing feelings; EOT, externally oriented thinking; BDI-
Il, Beck Depression Inventory Il version; HAM-A, Hamilton Anxiety Rating Scale;
PCS, physical component summary; MCS, mental component summary. Rank-
biserial correlation indicates the difference between normal and hypoechoic and

inhomogeneous echotexture of the thyroid.
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95% CI for rank-biserial

correlation
U P Rank- Lower Upper
biserial
correla-
tion

TAS-20 174.00 0.866 0.04 —0.33 0.39
TAS-20 (DIF) 1563.50 0.667 —0.09 —0.44 0.28
TAS-20 (DDF) 202.00 0.303 0.20 —-0.17 0.53
TAS-20 (EOT) 165.00 0.939 —0.02 —0.38 085
BDI-II (total) 182.00 0.679 0.08 —0.29 0.43
BDI-Il (somatic- 185.00  0.611 0.10 —-0.27 0.45
affective)
BDI-II 184.00 0.633 0.09 —0.28 0.44
(cognitive)
HAM-A (total) 183.00 0.656 0.09 —0.28 0.44
HAM-A 184.00 0.634 0.09 —0.28 0.44
(psychic)
HAM-A 185.50 0.601 0.10 —-0.27 0.45
(somatic)
PCS 162.00 0.866 —0.04 —0.39 0.33
MCS 185.00 0.612 0.10 -0.27 0.45

TAS-20, Toronto Alexithymia Scale 20-item version; DIF, difficulty identifying
feelings; DDF, difficulty describing feelings; EOT, externally oriented thinking; BDI-II,
Beck Depression Inventory Il version; HAM-A, Hamilton Anxiety Rating Scale; PCS,
physical component summary; MCS, mental component summary.
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Years of Study

Euthymia Scale

Euthymia Scale Psychological Flexibility
Euthymia Scale Psychological Well-Being
SMQ Total Score

SMQ Repressive function

SMQ Regression in the service of the Ego
SMQ Rationalization

WHO-5

Compassion satisfaction

Burnout

Secondary traumatic scale

Mean

14.41
6.70
3.58
3.12
52.52
24.56
18.21
13.71
14.34
39.84
23.26
23.90

Standard deviation

2.30
219
1.22
1.43
8.42
6.58
4.07
2.57
4.02
5.41
4.98
6.05
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95% CI for rank-biserial

correlation
U p Rank- Lower Upper
biserial
correla-
tion

TAS-20 63.5 0.160 0.41 —-0.12 0.76
TAS-20 (DIF) 58.00 0.329 0.29 —0.26 0.69
TAS-20 (DDF) 64.00 0.148 0.42 —0.11 0.77
TAS-20 (EOT) 37.00 0.555 -0.18 —0.63 0.36
BDI-l (total) 40.50 0.755 —0.10 —0.58 0.43
BDI-Il (somatic- 37.00  0.556 -0.18 —0.63 0.36
affective)
BDI-II 41.00 0.783 —0.09 —-0.57 0.44
(cognitive)
HAM-A (total) 32.50 0.348 —0.28 —0.69 0.27
HAM-A 45.50 1.000 0.01 —0.50 0.52
(psychic)
HAM-A 18.50  0.042 —0.59 —0.84 —-0.12
(somatic)
PCS 47.00  0.907 0.04 —-0.47 0.54
MCS 48.00 0.845 0.07 —0.46 0.56

TAS-20, Toronto Alexithymia Scale 20-item version; DIF, difficulty identifying
feelings; DDF, difficulty describing feelings;, EOT, externally oriented thinking;
BDI-ll, Beck Depression Inventory Il version; HAM-A, Hamilton Anxiety Rating
Scale; PCS, physical component summary; MCS, mental component summary.
Rank-biserial correlation indicates the difference between TPOAb negativity and
positivity. Statistically significant p-values (o < 0.05 minimum) are indicated by

the boldface print.





