
Do defense mechanisms vary according
to the psychiatric disorder?

Os mecanismos de defesa se modificam de acordo
com o transtorno psiquiátrico?

Abst rac t

Objective: The aim of this study was to evaluate the defense mechanisms used by depressive and anxious patients without

comorbidities compared to those used by controls and to determine whether these patterns differ between diagnoses. Method:

The sample was composed of 167 psychiatric patients and 36 controls that were evaluated using the Defense Style Questionnaire

40. All subjects were evaluated through a clinical interview, and each evaluation was confirmed through the application of the

Mini International Neuropsychiatric Interview, a structured psychiatric interview. We used ANOVA and discriminant analysis to

assess differences between groups. Results: Neurotic defense mechanisms discriminated controls from all patients except those

with social anxiety. Immature defense mechanisms differentiated controls from all patients, as well as distinguished depressive

patients from panic disorder and obsessive disorder patients. The discriminant analysis indicated that depressive patients are

characterized by projection, panic disorder patients by sublimation and obsessive-compulsive patients by acting out. Conclusions:

Depressive and anxious patients differ from other individuals in their use of defense mechanisms, and each diagnosis has a

particular pattern. These findings could lead to the development of specific psychotherapeutic interventions.
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Resumo

Objetivo: O objetivo do estudo é avaliar o uso dos mecanismos de defesa utilizados por pacientes deprimidos e ansiosos sem

comorbidades comparados com aqueles utilizados por pacientes-controle e se esses padrões de defesa podem ser diferenciados

entre os diagnósticos. Método: 167 pacientes psiquiátricos e 36 controles foram avaliados pelo Defense Style Questionnaire 40.

Todos os indivíduos foram avaliados por uma entrevista clínica que foi confirmada pelo Mini International Neuropsychiatric Interview,

uma entrevista psiquiátrica estruturada. Para detectar diferenças entre os grupos, os dados foram submetidos à análise discriminante

e ANOVA. Resultados: As defesas neuróticas discriminam os controles de todos pacientes, exceto dos pacientes com ansiedade

social. As defesas imaturas diferenciam os controles de todos pacientes, além de discriminar os pacientes deprimidos dos

pacientes com transtorno do pânico e obsessivo. A análise discriminante indica que a projeção diferencia pacientes deprimidos,

sublimação diferencia pacientes com transtorno do pânico, e acting-out diferencia pacientes obsessivos-compulsivos.

Conclusões: Os pacientes diferem dos controles no uso dos mecanismos de defesa, e cada patologia tem seu padrão particular.

Esses achados podem permitir o desenvolvimento de intervenções específicas no tratamento psicoterápico.
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Int roduct ion

The defensive style is considered an important dimension of

the personality structure of an individual.1 It has been related to

maturity, health and life adaptiveness.2 Vaillant conducted the

first clinical studies on the pattern of defense mechanisms by

using cl inical vignettes obtained from interviews and

questionnaires.2 He stated that defense mechanisms are arranged

along a continuum, from immature to mature defenses, and

are used by all individuals regardless of their psychopathology.

The relation between defense mechanisms and psychiatric

diagnoses has been studied for many years.3 Laplanche and

Pontalis suggested that defenses are directly related to

psychiatric diagnoses;4 whereas Bond and Vaillant proposed

that it is a personality aspect that works independently.3 The

diagnosis refers to the symptoms and pathological behavior;

the defenses are related to how people deal with a situation,

consciously or unconsciously. Pollock and Andrews showed

that there is a specific pattern of defenses associated with

each anxiety disorder.5 However, there is a lack of data to

confirm these results in other studies.3 Psychiatric comorbidity

might be the bias that contributes to such controversies.

Anxiety and affective disorders frequently overlap, and studies

are not specific in describing subject comorbidity.5 On the

other hand, Yuan et al. reported that patients with concomitant

anxiety and depression, as well as those with either anxiety or

depression, present distinctive defense profiles.6

All authors agree that psychiatric patients present defense patterns

that are more maladaptive than those observed in controls.7-8

Neurotic defenses seem to be associated with anxiety diagnoses,

and immature defenses seem to be related to both anxiety and

mood disorders.7,9 Studies suggest that there is an association

between depression and maladaptive defenses, especially the

immature defenses,9-12 which leads one to believe that immature

defenses are more dependent on the depressive state.

Andrews suggested that knowledge of the different defensive

patterns can facilitate patient treatment, stating that anxiety disorder

patients who have more adaptive defense mechanisms respond

to minimal interventions. However, the author also stated that

those whose defense mechanisms are more neurotic and

immature may require additional treatment.13-14 Held et al. showed

that panic disorder patients who use more neurotic and immature

defenses present poorer outcomes in cognitive behavioral therapy.13

A similar result was found for pharmacological treatment.14 There

is also the possibility that specific defenses might be used to

guide specific interventions. For example, a depressed patient

who favors reaction formation and altruism may benefit from

working as a volunteer. A patient who is acting out might benefit

from a clear, consistent and secure therapeutic framework.15

The aim of this study was to compare the defense mechanisms

of controls to those of depressive and anxious patients without

comorbidities in order to determine whether these patterns of

defenses differentiate between diagnoses.

Method

In this cross-sectional study, 350 subjects voluntarily

completed the Defense Style Questionnaire 40 (DSQ-40),

a 40-question self-report questionnaire. Patients to be included

in the study group were randomly selected from psychiatric

outpatients seeking treatment from the Anxiety or Depressive

Disorders Program of the Hospital de Clínicas de Porto Alegre

(HCPA). Patients were grouped according to their primary

diagnosis, resulting in four groups: major depressive disorder

(MDD), social anxiety disorder (SAD), panic disorder (PD) and

obsessive-compulsive disorder (OCD). Those who presented a

major comorbidity in any main group were excluded. The

control group was made up of 36 HCPA employees without

any Axis I psychiatric disorders. Of the 314 patients completing

the questionnaire, 194 were excluded due to comorbidity,

resulting in 167 study group patients (28 with MDD, 33 with

SAD, 79 with PD and 27 with OCD). Therefore, the total

sample consisted of 203 subjects.

Subjects were evaluated through clinical interviews and

application of the Mini International Neuropsychiatric Interview

(MINI – Brazilian version 5.0.0 – DSM-IV),16 a standardized

and structured diagnostic interview. The MINI, which evaluates

the main Axis I psychiatric disorders according to the DSM-IV

criteria, is widely used in clinical and research evaluations.17

In the present study, all interviews were conducted by

trained psychiatrists.

The defense mechanisms were evaluated using the Brazilian

Portuguese18 version of the DSQ-40,19 in which each defense

mechanism is evaluated in two items. Therefore, the DSQ-40

evaluates 20 defenses, which are divided into three factor groups:

mature, neurotic and immature. Five defenses are related to the

mature factor (sublimation, humor, anticipation, rationalization

and suppression); four to the neurotic factor (undoing, pseudo-

altruism, idealization and reaction formation) and eleven to the

immature factor (projection, passive-aggression, acting out,

isolation, devaluation, “autistic fantasy”, denial, displacement,

dissociation, splitting and somatization)18 The individual defense

scores are calculated by the average of the two items for each

defense mechanism, and the factor scores are the average of the

scores of the defenses that belong to each factor.

The study design was approved by the Research Ethics

Committee of the HCPA, and all participating subjects gave

written informed consent.

1. Statistical analysis

Sociodemographic variables are expressed as frequency, mean

and standard deviation. The chi-square was used to compare

categorical variables and analysis of variance (ANOVA) followed

by the Tukey test was used to compare quantitative variables

between groups. When there was no homogeneity of variance,

Dunnett’s T3 multiple comparison test was used. Bonferroni

correction was used due to the large number of ANOVAs. In

order to identify which defense mechanisms distinguish the

four subgroups of patients from the control group, a stepwise

discriminant function analysis was performed for all individual

defenses. The stepwise analysis selects the most representative

variables to construct a model to differentiate the groups.

The analysis was conducted using the Statistical Package

for Social Sciences (SPSS), version 12.0. Values of p < 0.05

were considered statistically significant.

Resu l t s

The sample comprised 140 females and 63 males. The mean

age was 38 ± 11 years. The gender distribution was

comparable among the groups. Depressive patients were

significantly older than controls (ANOVA, p < 0.001), although

there were no other such age-related differences.

Neurotic defenses discriminated all patients, except the SAD

patients, from the controls. In addition, immature defenses

differentiated all patients from the controls, as well as distinguishing

MDD patients from PD and OCD patients. Active reaction, isolation

and rationalization did not differ among the groups. Table 1 depicts

the defense mechanisms of patients and controls.
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A stepwise discriminant function analysis was performed, using

all defense mechanisms as predictor variables in order to identify

defense mechanisms that might distinguish these five groups –

the four disorder groups and the control group. The discriminant

analysis is shown in Table 2. The coefficients denote the correlation

between the predictor variables and the functions, where the larger

the coefficient, the greater is the contribution. Based on the structure

correlation presented in Table 2, the first function is mainly defined

by projection, the second by sublimation, the third by acting out

and the fourth by somatization. These four defenses – projection,

sublimation, acting out and somatization – were selected for the

discriminant function analysis. The means (centroids) show which

functions discriminate these groups. These values are plotted in

Figure 1. Of the four discriminant functions, three were statistically

significant. The first function was the major one, accounting for

63.6% of the variance. As shown in Figure 1, this function

maximally separates the control group from the MDD group,

whereas the SAD, PD and OCD groups remained at an intermediate

level. Function two accounts for 26.5% and mainly separates the

PD group from the others. Function three accounts for 9.5% and

mainly discriminates the OCD group.

In cross validation, each case is classified by the functions

derived from all cases other than the case in question. In the

control group, 63.9% of the cases were correctly classified as

controls, compared with 53.6% correctly classified in the MDD

group, 21.2% in the SAD group, 43% in the PD group, and

40.7% in the OCD group.

Discuss ion

According to Pollack and Andrews, we have been able to

separate some specific patterns of defenses.5 In our study,

anxiety patients have a similar defense profile, unlike that of

MDD patients and that of controls.

Anxiety disorders and depressive disorders were both found

to be associated with the use of immature defenses, but MDD

patients used the maladaptive defenses more often than did

the PD and OCD patients. The primary use of immature defenses

by MDD patients is related to the greater use of projection. It

is likely the impairment accompanied by the depressive state

that inf luenced the use of these maladaptive defense

mechanisms. This is in agreement with the findings of a

previous study, in which panic disorder patients were found to

differ from those with panic disorder concomitant with

depression in terms of their use of immature defenses.7

Spinhoven and Kooiman also found that patients with anxiety

and depressive disorders scored significantly higher for

immature defense style than did controls.20 According to those
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authors, depression was predominantly related to projection.

Clinically speaking, it makes sense that defenses such as

projection would become more prominent while a patient is

depressed.15 According to the cognitive-behavior theory and

interpersonal therapy, depressive symptoms are not only related

to the individual but also projected to interpersonal relationships,

the environment and the future.21 The psychoanalytic theory

also relates projection to the depressive state. Freud stated that

the self-criticism that characterizes this mood state is deeply

related to someone else.22 In our study, projection discriminated

depressive patients from controls and, at an intermediate level,

from all anxiety disorder patients.

In the present study, one anxiety disorder patient could hardly

be differentiated from another, probably due to the fact that they

derive from the same anxiety diathesis. All presented intermediate

use of projection, reflecting a lower use of immature defenses

than that seen in the MDD patients. However, some

idiosyncrasies must be pointed out. The PD patients differed

from the others in their (greater) use of sublimation. This is in

accordance with the results of a previous study in which panic

disorder patients were shown to have a more adaptive profile.2

Sublimation allows indirect resolution of a conflict without

adverse consequences or loss of pleasure.23 It is likely that the

use of this adaptive defense partially compensates for the life

impairment imposed by the mental disease. The lower use of

sublimation by controls can be explained by the lack of an

anxiety trigger. It is to be expected that, in a highly charged,

emotional situation, such as that created by a psychiatric disorder,

subjects must cope with stressors by using defense

mechanisms.15 Panic disorder patients without comorbidities,

who are a specific subgroup with a favorable prognosis, usually

use sublimation to deal with anxiety.
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The higher use of acting out characterizes OCD patients

and might be a consequence of their symptoms. Whenever

they experience anxiety, which is probably triggered by an

obsessive thought, they have a compulsive behavior, which

means that they act out. In contrast, SAD patients can not be

differentiated by their use of defenses. In our study, they

presented an intermediate pattern in all factors, and this

function model did not enhance the chance of correctly

classifying them. Maybe some of these patients who have been

diagnosed as having SAD represent an extreme of normality.

In a previous study,24 it was suggested that social anxiety can

be a normal, species-typical, designed response to specific

trigger situations; one that is roughly normally distributed in

temperamental intensity. Therefore, many individuals whom

the DSM-IV potentially classifies as suffering from social phobia

are probably not disordered but might have a harm-avoidant

temperament.14 Perhaps the impairment related to SAD or to

the harm-avoidant temperament developed early in life prevents

these individuals from establishing the neurotic pattern seen

in those suffering from the other anxiety disorders. Further

studies focusing on the severity and the treatment outcome of

the disorder are necessary in order to elucidate whether this

population presents a particular defense pattern.

Among the limitations of the present study is the use of a

self-report questionnaire that depends on participant self-

knowledge and revelation. The instrument used provides an

indirect measure of defenses, which are unconscious

intrapsychic processes. In addition, since this was a cross-

sectional study, we are unable to infer a cause-and-effect

relationship. Recent studies have shown that, although panic

disorder patients use more immature and neurotic defenses

than do controls, they do not differ from controls during

remission (after pharmacological treatment).14 Further studies

are warranted in order to examine whether the defense

mechanisms measured were state- or trait-dependent. The

defense mechanisms and clinical diagnoses are likely to be

different patterns of a similar psychopathology. This is in

agreement with the findings of some clinical studies in which

defense mechanisms were related to treatment outcome.9,13,25

The definition of distinct groups with similar clinical profiles

could have significant implications for specific management.26

Therefore, greater knowledge of these particular patterns might

lead to specific treatment interventions.

Conclus ions

The results of the present study show that some psychiatric

diagnoses are related to particularities in the use of the defense

mechanisms. This finding is different from that of our previous

analysis, in which we found no differences among patients. Excluding

patients with comorbidities allowed us to evaluate psychiatric

diagnoses in their pure form during the acute symptomatic phase.

Finally, PD, OCD and MDD diagnoses seem to modify neurotic and

immature defenses, whereas a diagnosis of SAD seems to modify

only the immature defenses. However, depressive disorder has a

greater influence on the use of immature mechanisms.
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