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iv
ABSTRACT
Defense Functioning in Depressed Patients Treated with Medication

and Group Psychotherapy

Advisor: Professor Diana Diamond
This dissertation investigated defense functioning in 30 outpatients treated for

DSM-IlI-R Dysthymic Disorder. Defense mechanisms were conceptualized on a devel-
lopmental (immature-mature) continuum (Cramer, 1991), reflecting corresponding
levels of psychopathology. The study of defense use elucidates psychological factors
that promote or forestall symptom recurrence, as well as nosological questions con-
cerning the status of depression as a primary (Axis |) disorder or (Axis Il) form of
personality. It was hypothesized that brief group therapy, augmented by medication,
would effect a greater change in use of defense mechanisms (Denial, Projection, and
Identification) than medication alone, and that such change would be associated with
positive clinical outcome. It was also hypothesized that initial level of defense would
predict clinical improvement, regardless of treatment group.

In this 24-week open label treatment study, patients received 8 weeks of Fluoxe-
tine and were randomized to one of two treatment groups: (1) Medication alone and
(2) Combined Medication and Group therapy. Assessments were conducted at intake
and termination. Subjects were administered two symptom-based inventories {Beck
Depression Inventory; Hamilton Depression Rating Scale), two personality measures
(iInventory of Interpersonal Problems, Depressive Experiences Questionnaire), and a
projective narrative task, the Thematic Apperception Test, to assess use of defense
mechanisms.

As predicted, results showed significantly greater change on Denial for the
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Combined Medication-Group patients. A significant negative relationship was found
between ldentification and depressive symptoms at intake, and a positive relationship
between improved interpersonal functioning and reduced symptom distress over
time. Depressive personality subtypes (Blatt, 1990) predicted use of specific defense
mechanisms, with anaclitic (Dependent) depression positively associated with
Projection, and introjective (Self-Critical) depression predicting less improvement on
Identification over time. Axis !l pathology, particularly Cluster C personality disorders,
also affected defense use.

This study suggests that change on defenses can occur in brief group treatment,
and that type of depressive experience, compared with symptom distress, is a more
robust predictor of how much change a patient will show on mature defenses. These
findings support a view of depression as a heterogenous disorder with trait-like
personality features. The clinical implications of these findings are discussed, with

recommendations for more effective treatment designs.
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INTRODUCTION

Chronic depression (dysthymia) affects at least 3-5% of the American
population (Weissman et al., 1988). Epidemiological studies cite depressive disorders
to be among the most common forms of mental illness in this country, with lifetime
prevalence rates reaching as high as 17% (Kessler et al., 1994). Dysthymia, in
particular, has been associated with impaired psychosocial functioning, over-
utilization of medical services, increased suicide risk, high rates of recidivism, and
increased psychiatric comorbidity (Howland, 1993a; 1993b; Friedman, 1993;
Markowitz et al., 1992; Stewart et al., 1988), as well as excessive economic burden
in the workplace (Conti & Burton, 1994). Medical outcome follow-up studies (Wells
et al., 1992; Hays et al., 1995) confirm that, even after treatment, depression
remains associated with a degree of psychological morbidity in multiple domains of
functioning equal to or greater than that observed in chronic medical ilinesses. In
light of its exacting toll, the need to develop more efficacious treatments and
assessment procedures for dysthymia is paramount.

This dissertation investigates changes in the use of defense mechanisms in
outpatients prior to and following psychotherapy and pharmacological treatment for
DSM-III-R Dysthymia. It explores whether the type and degree of defense use
changes as a resuit of specific treatment interventions. And it asks whether these
changes are related to improvements in measures of symptom response and
interpersonal functioning. It is argued that such questions have important
implications for the clinical assessment and treatment of chronic depression.

The rationale and impetus for studying defense mechanisms in a clinically
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depressed patient population is fourfold:

(1) The chronic nature of depressive iliness and its debilitating effect on
psychosocial functioning supports the view that specific vuinerability factors,
such as defensive style, may impede {(or facilitate) recovery from this
condition.

(2) The persistence of interpersonal deficits (e.g.. social withdrawal, dependency)
after completion of medication treatment (Hellerstein et al., 1993; Keller et
al., 1994) suggests that depressed patients use defense mechanisms to avoid,
negate, or subvert experiences that promote healthy relatedness and
emotional well-being.

(3) The potential biasing effect of depressed mood on patients’ self-administered
questionnaires (Widiger, 1993; Segal, 1988), and discrepancies documented
in medication trials between depressed patients’ self-reports and clinician-
based observations (Hellerstein et al., 1993), indicates that assessment of the
depressed patients' unconscious defense use may be a more valid measure of
personality functioning than self-descriptions.

(4) Investigating defense mechanisms as mediating variables could clarify the
relation between depression and character pathology, and elucidate

differential diagnosis of dysthymia and depressive personality.

Chronic depression, or dysthymia, is a clinically heterogeneous disorder, with
multipile biological, genetic, and environmental pathways. Although personality
variables are thought to be important in the aetiology of depressive iliness, their

precise role remains unclear. The reconceptualization of dysthymia from a
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characterological condition to a mood disorder in DSM-lil (1980) led to attenuated
interest in defense functioning associated with this iliness. But the early onset of
dysthymia, coupled with its perniciously chronic, often lifelong course, has been
cited by some as evidence for retaining this condition as a personality disorder
(Frances, 1980; Frances & Cooper, 1981; Philips et al., 1990), in keeping with earlier
formulations of neurotic depression, in which defense had a prominent aetiological
role. The strong association between depression and various dysfunctional
personality traits {(e.g., introversion, negativism, dependency) continues to be a focus
of research (Hirschfeld et al., 1983; Klein et al., 1993). An examination of defense
functioning could help elucidate some of the conceptual confusions concerning such
variables as state and trait, personality and mood, and their roles in depressive
iliness. Indeed, systematic study of defense functioning can help elucidate or resolve
ongoing questions over whether a depressive type of personality disorder should be
regarded an axis Il disorder linked to an axis | depressive disorder (Phillips et al.,

1990).

Few empirical studies have systematically examined defense use in clinically
depressed patients (Kneepkens et al., 1996; Bloch et al., 1993; Akkerman et al.,
1992). A review of the literature shows that, to date, no published research study
has investigated whether defensive functioning in depressed patients is more
responsive to antidepressant medication or to a combined medication-
psychotherapeutic approach, nor whether defense use in such patients predicts their
treatment response.

Although the emergence of a new class of antidepressant medication, the
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Selective Serotonin Reuptake Inhibitors, brought renewed interest in the
pharmacological treatment of depression (Hellerstein & Little, 1994, 1996), clinical
trials have shown that despite the effectiveness and favorable side effect profile of
the SSRIs residual symptoms and other sequelae of this chronic disorder do persist
even after the completion of medication treatment (Hellerstein et al., 1993; Keller et
al.,1994). Such symptoms (among them, hopelessness, social withdrawal, poor
communication skills, negativistic thinking) suggest there may be disruptions in some
patients' sense of self and relationships that are not adequately treated by
pharmacological therapies, and may interfere with full recovery. These findings,
buttressed by empirical research on the social skills deficits of depressed people
(Gotlib & Asaranow, 1979; Coyne, 1976) have made interpersonal problems more
focal in the treatment of chronic depression (Markowitz, 1993; Klerman et al., 1984;
Gotlib & Hammen, 1992). Additionally, it has highlighted the need to test the
efficacy of combined (medication + psychotherapy) approaches, particularly in cases

of refractory dysthymia.

Little empirical literature to date exists on the relationship between depression and
defense. However, an important psychalogical construct common to both domains is
self-esteem. Psychoanalytic and social-cognitive theorists view defense mechanisms
as cognitive strategies used to protect the self or self-concept (Cramer, 1987,1990;
Fenichel, 1945; Sullivan, 1953), preserve self-cohesiveness (Haan, 1977, Kohut,
1977;1984), and promote self-enhancement in the face of external adversity or
challenge (Taylor, 1983; Taylor & Brown, 1989). In contrast, the persistence of

negative thoughts and feelings about the seif (poor self-esteem) is part of the
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phenomenology of depressive experience, and one feature which distinguishes it
from other affective disorders. In psychoanalytic theory, depression is thought to be
a form of pathological mourning in response to actual or imagined loss (Freud, 1917;
Abraham, 1911/1985; Fenichel, 1945). Different views -- introjection, retrofiexed
anger, ambivalence, guilt - have been proposed to explain how depressed people
deal with such loss, but the pervasive subjective feeling in these accounts is one of
profound devaluement. Similarly, cognitive and behavioral theorists (Abramson et al.,
1978; Beck, 1967) have underscored loss of self-esteem as being central to the
cognitions and attributional style of depressed persons, and correlated with feelings
of helplessness and despair. If defense mechanisms are intrinsically self-protecting,
and depressed people typically complain of inferiority and inadequacy, it would
appear that the defense mechanisms depressed patients tend to use do not
sufficiently buffer them. But it is also possible that depression constitutes a special,
or paradoxical, form of defense, and that depressed individuals use defenses
depending on predisposing factors, such as cognitive vulnerability, ego strength, or
aversive experiences with early caretakers, which affect the quality not only of their

seif-views but their relations with others.

Following Cramer (1987, 1996), this study will use a projective measure, the
Thematic Apperception Test, to examine changes in three unconscious defense
mechanisms --denial, projection, and identification -- in depressed patients
undergoing treatment. A substantial literature supports the use of projective tests to
study the affective quality and cognitive structure of internal representations (Blatt &

Lerner, 1983; Mayman, 1967, 1968), and the TAT in particular has been a traditional
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test of interpersonal and object relational issues because it facilitates access to

underlying, rather than manifest, meanings about self and others (Weston, 1991).

A second rationale for using projective testing with depressed patients is that
traditional self-report measures of change, although easy to administer, have been
problematic with this population. Reports from some medication efficacy trials
suggest that clinicians rate higher improvement in depressive symptomatology over
the course of treatment than patients do in their self-reports (Hellerstein et al.,
1993). This discrepancy may reflect weaknesses in the measures used to track shifts
in depressive symptomatology. But the lower rate of improvement reported by
patients could also refiect a negative response styles (Teasdale & Russell, 1983). The
need for alternatives to self-report methodologies when assessing clinical outcome
was addressed at a 1994 NIMH research workshop on chronic anxiety and mood
disorders, and is additionally supported by a research literature on the distorting
effect of negative cognitions on patients' self-perceptions. Empirical studies on
memory, for example, show that negative mood states (including depression)
increases recall of negative information (Bower, 1981; Kuiper & McDonald, 1983;
Teasdale & Russell, 1983). Given their potential bias effect, the validity of
assessments based on patient self-descriptions or other symptom-based paper-and-
pencil inventories has been called into question (Segal, 1988; Segal & Muran, 1993;
Widiger, 1993). By using projective testing, researchers can tap the unconscious
representations of patients, which are qualitatively different from readily available
schematic contents, and thus may shed more light on the cognitive-affective

processes that mediate depression.
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Two theoretical models guide this investigation. The first, grounded in ego
psychology (A. Freud, 1936; Vaillant, 1971, 1976, 1977; 1986, Vaillant et al.,
1986) and empirical studies of chronological defense use (Chandler et al., 1978;
Cramer, 1987, 1988, 1990, 1991 ), which posits a developmental conception of
defense: It argues that defense mechanisms are adaptive ego functions which arise
under normative conditions, and become more complex and integrated across the life
span, consistent with Piaget's stage model of cognitive development..

Theorists propose that defense mechanisms operate on a chronological {age)
continuum or on dimensions that involve some kind of hierarchy, such as lower-
higher, simple-complex, immature-mature, successful-unsuccessful. In Cramer's
model, the emergence and use of a particular defense mechanism is contingent upon
level of ego development and available cognitive capacities. Chronological studies
show that denial, projection, and identification first appear, respectively, in early
childhood, adolescence, and adulthood (Cramer, 1979, 1987, 1991). They are not
unitary constructs but function at varying levels of cognitive complexity, manage
affect in different ways, and impede (or facilitate) adjustment to reality. In addition,
they reflect increasingly differentiated views of seif and other, which will have
consequences for capacities of self-reflection, affect regulation, and interpersonal

relatedness.

A second, related model draws from theories of social cognition and mental
representation in which meaning structures (schemas) function as organizers of
thoughts and feelings about self and other. How individuals view themselves and

their relationships illuminates understanding of their potential vulnerability to
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psychological dysfunction. Piaget's concept of assimilation (1952), by which new
data are fitted to pre-existing schemas, without allowance for reality-based
modifications, offers one view on how representations are subject to defensive
biases. Extending Piaget's general notion of schema, contemporary theorists have
stressed individual differences in thought style and patterns, and the role of
affectivity and motivation in the making of personal meaning. This work has been
anticipated, to some degree, by ego psychoanalytical conceptions of characterlogical
defense (Reich, 1936; Shapiro, 1965), which describe diagnostically significant

variants of cognitive and perceptual style.

Several empirical researchers have drawn on schema theory to elucidate self-
protective and defensive mechanisms in affective conditions, including depression:
Blatt's (1974) object relations model focuses on internalized forms of depressive
experience, and avoidant and counteractive defense mechanisms which correspond
to specific depressive personality subtypes; Beck's (1967,1983) cognitive theory
views depression as the consequence of faulty information processing and negative
self-schemata; Horowitz (1988a, 1998b; Horowitz et al., 1990, 1994) provides a
study of maladaptive self-schemas, person schemas, and defensive control processes
in various states of mind, including pathological grief; and Bowlby (1969, 1976,
1977, 1980) examines maladaptive aspects of internal working models in the

context of disrupted attachment and disordered mourning.

The persistence of negative thoughts and feelings about the self is a seemingly

intractable aspect of depressive experience, and a major obstacle to successful
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therapeutic outcome. Unconscious defense mechanisms likely perpetuate negative
self-views, which keep dysthymic individuals from developing the feelings of worth,
social competence, and healthy patterns of behavior that might otherwise allow them
to lead satisfactory and productive lives. Paradoxically, these defensive efforts may
be the depressed individual's most effective means of preserving self-esteem. As
Andrews (1989) argues, the prime motivating factor in maintaining depressive
behavior may be the need for a stable self-concept, even one that is maladaptive.
This study draws on the developmental model of Cramer, along with the theoretical
contributions of Blatt, Horowitz, Bowlby, and Beck, to assess whether specific
defense mechanisms, and the depressogenic schemas or representational schemes

they might engender, can be modified by therapeutic intervention.

The following questions will be addressed: What kinds of defense mechanisms do
depressed patients use? How resistant are these defense mechanisms to change? Is
a measure of defense mechanism use sensitive enough to differentiate between
treatment groups -- combined medication-therapy or medication alone?

Another set of questions asks whether defense use in depressed people, when
assessed prior to clinical intervention, dictates treatment response, and whether
specific defense mechanisms are associated with different outcomes.

A third set of questions investigates the relationship between defense functioning
and other measures of symptom and interpersonal change, including assessments of
depressive personality subtypes and interpersonal problems frequently encountered
by depressed patients.

By raising these issues | hope to advance understanding of how depressed patients
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10
respond differentially to standard treatments for dysthymia. A systematic study of
defense mechanism use may help to differentiate patients who derive benefits from
treatment from those who fail to show significant symptom improvement despite
clinical intervention, and thus who may be at greatest risk for refractory depression

and possibly relapse.
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11

L DEFENSE

Defense mechanisms are mental processes which mediate between an
individual’s impulses, affects, cognitions, on the one hand, and internalized
prohibitions and external reality on the other (Hauser, 1986). Although traditional
psychoanalytic theory conceptualizes the defense mechanism as a means of avoiding
intrapsychic conflict pertaining to issues of sex and aggression, contemporary
academic theorists maintain that psychological defense, in its broadest sense,
involves the process of regulating painful emotions, inciuding anxiety, depression,
and loss of self-esteem (Paulhus et al., 1997). The current definition in the DSM-IV,
the official psychiatric diagnostic system, stresses the role of anxiety and perceived
psychological danger in triggering a defensive reaction:

Defense mechanisms (or coping styles) are automatic psychological
processes that protect the individual against anxiety and from the

awareness of internal or external dangers or stressors (American
Psychiatric Association, 1994, p.751).

In general, contemporary psychoanalytic theorists investigating defense mechanisms
concur that: (1) anxiety over a perceived threat to one's safety or sense of well-
being motivates defensive behavior (A. Freud, 1936; Fenichel, 1945); that (2)
defense mechanisms are involuntary, reflexive responses which tend to function
without conscious awareness (Vaillant, 1971; Perry, 1990); that (3) cognitive or
perceptual distortion, or some sort of compromised cognition, is a common
consequence of using defense mechanisms (Vaillant, 1971); and that (4) individuals
seem to use certain defense mechanisms repetitively, suggesting that defense is a

manifestation of an underlying characterological disposition (Perry, 1994). Indeed,
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psychoanalytic character diagnosis is predicated on a comprehensive understanding
of defense mechanisms. As McWilliams (1994) notes, “the major diagnostic
categories used by anaiytic therapists to denote personality types refer implicitly to
the persistent operation in an individual of a specific defense or constellation of
defenses.” A diagnostic label functions as “a kind of shorthand for a person’s habitual
defense pattern” (p. 96). This notion that ego defenses are differentially linked to
specific psychiatric illnesses is evident in Freud’s early aetiological considerations of

paranoia, hysteria, and other neuro-psychoses.

Many theorists have attempted to classify defense mechanisms (A. Freud,
1936/1966), Fenichel, 1945; Bibring et al., 1961; Vaillant, 1977, Kernberg, 1975,
Meissner, 1985, P. Kernberg, 1994). Anna Freud described ten mechanisms -- denial,
repression, reaction formation, displacement, rationalization, intellectualization,
regression, reversal, turning against the self, sublimation -- according to their source
of anxiety (1936). Valenstein and his colleagues (Bibring et al., 1961), classified
defenses as first-order, “basic,” mechanisms, consistent with A. Freud's ego
mechanisms, and second-order, “complex,” behaviors, such as clowning or
compliance, which they speculated were admixtures of defense mechanisms and
other ego functions (Bibring et al., 1961). The DSM-IV (American Psychiatric
Association, 1994) has proposed 31 defense mechanism contained in a Defensive

Functioning Scale that groups defenses into seven levels on the basis of optimal

adaptation:

. High adaptive level (e.g., humor)

. Compromise formation level (e.g., displacement)
. Minor image-distorting level (e.g., devaluation)
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. Disavowal level (e.g., denial)

. Major image-distorting level (e.g., autistic fantasy)

. Action level (e.g., acting out)

. Defensive dysregulation (e.g., failure of defensive regulation to contain one’s

reaction to stressors, leading to delusional projection or psychotic distortion)
A rating scale based on these defense mechanisms, the Defensive Functioning Scale,
has been proposed for inclusion in a future DSM as an additional “axis” of diagnosis

(1994).

In an important contribution to the empirical study of defense, Wallerstein (1985),
prompted to clarify a conceptual confusion inherent in Valenstein’s taxonomy,
distinguished between defense mechanisms as theoretical constructs “that denote a
way of functioning of the mind” and defenses as overt behavioral phenomena.
Defense mechanisms, as theoretical abstractions, can only be inferred from the
behaviors or affects that they produce. Excessive sympathy, for example, is a
defense against the impulse to cruelty, which can be explained by reaction
formation, the particular defense mechanism which, in this case, is used to repress
the individual’s cruelty urge (Wallerstein, 1985). This crucial distinction between
defense mechanism and defensive behavior has enabled researchers, such as
Vaillant, Hauser, Bond, Cramer, to operationalize defenses as observable actions
which can then be measured as correlates of intrapsychic processes, thus making the

study of defense functioning more systematic and rigorous.
In this selective overview, | address (1) psychoanalytic theories of defense

(principally the work of Freud, A. Freud, Fenichel, Sullivan, and Melanie Kiein), (2)

the social-cognitive literature on coping and varieties of self-deception. Finally (3), |
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examine important empirical research on defense mechanisms by proponents of
hierarchical models, most notably the work of George Vaillant, which evaluates the
relationship between defense and positive psychosocial adjustment. Although
defenses as coping mechanisms are thought to play a significant role in both normal
and pathological development (Elkind, 1976; A. Freud, 1946, 1965; Vaillant, 1978),
there is some disagreement as to the degree to which their intrinsically distorting
effects impede healthy functioning. Vaillant, in particular, has vigorously tested the
idea that defenses can be normal, constructive processes, correlated with levels of

higher and lower adaptation.

A. Psychoanalytic Theories:

Psychoanalytic theories emphasize different aspects of defensive functioning: the
management of intrapsychic conflict; affect regulation, and protection of seif-
esteem. Ego psychologists, notably Anna Freud (1936), describe the role of
defenses in dealing with anxiety and guilt; colleagues Fenichel (1946) and Bibring
(1953), also working within a structural framework, argued that some defenses are
motivated by the need to protect self-esteem, a perspective supported by self-
psychologists, such as Kohut (1984), who believe normative defenses help maintain
a positively valued sense of self (McWilliams, 1994). In a similar vein, the
interpersonal psychoanalyst Henry Stack Sullivan (1953) introduced the term
"security operations,” and the notion of "good me,"” "bad me," and "not me," to
explain how distortions in the self-concept fend off socially-generated anxiety. And
object relations theorists, beginning with Kilein, have stressed more primitive

mechanisms of defense as they manifest in infantile fantasies and internal
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representations.

Def in Freud’s writi

The concept of psychological defense is pivotal to Freud’s understanding of mental
life, psychopathology, and therapeutic resistance. In "The Neuropsychoses of
Defense” (1894), Freud described the conscious and unconscious mechanisms with
which patients ward off unpleasurable ideas. He recognized that affects and ideas
could become separated from one another in distinct ways to serve defensive aims --
affects could be dislocated or transposed from ideas, by dissociation, repression, or
isolation, or reattached to other ideas, through displacement. His fundamental
realization that one can alter the expression of a conflict by changing or distorting an
affect or idea remains at the crux of psychoanalytic conceptualizations of defense

(Vaillant, 1993).

Freud thought that defense operated according to an economic (energic) principle
that follows the laws of constancy -- the natural tendency for organisms to return to
a state of minimal stimulation (quiescence). This tendency of the nervous system to
rid itself of stimuli and reduce levels of tension by energic discharge (constancy
principle) is the basis for gaining pleasure and minimizing pain (Meissner, 1997).
When Freud formulated his early theories of neurosis (1894, 1896), he believed that
many of his hysterical patients suffered from saxual traumata, and that the
mechanism of repression operating in hysteria served to banish from memory
excessive libido related to sexual conflict.

Aithough Freud did not contribute a fully formulated theory of defense, several
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psychoanalytic writers (Bellak et al., 1973; Rapaport, 1959; Hauser & Safyer, 1995)
contend that the construct is integral to his conception of ego, which he delineated
in three theoretical stages.

Freud's (1894-1900) initial notion of ego (das ich) involved the act of keeping
memories of traumatic events (e.g., unwanted sexual seduction) from entering
awareness. Defense mechanisms (projection, isolation, undoing, etc.) ensured that
the pent-up emotional energy associated with the traumatic memory was redirected
or kept from forcing its way back into consciousness. In hysterical neurosis, the
undischarged energy was converted into a somatic symptom; in phobias or
obsessions, it was displaced onto innocuous ideas (Meissner, 1997). Defense, in this
early view, was a direct response to the impact of adverse external reality; Freud
thought of it as a general function of mind, representing ane of several psychic
properties or faculties, such as memory and consciousness (Van Der Leeuw, 1971).

With the introduction of the topographical model in the second stage (1900-1923),
Freud conceived of the mental apparatus in terms of levels of consciousness. To
accommodate his new idea that unconscious mental processes prevailed over
external reality in psychic life, his focus shifted from the ego to the instinctual drives.
The ego, synonymous with the conscious part of the psyche, used repression to
remove unacceptable sexual drives. But the psyche was also thought to comprise an
unconscious portion of mind which contained the repressed elements.

In this model, then, repression (motivated forgetting) became synonymous with
defense. Rapaport (1959) attributed Freud's new emphasis on the drives to his
discovery that unconscious sexual fantasies (rather than actual traumatic events)

accounted for many patients’ reports of childhood seductions (cited in Hauser &
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Safyer, 1995). During this period Freud had expanded the term repression so much
that it obscured his original concept of differentiated ego mechanisms (Vaillant,
1971).

Freud uitimately abandoned the drive model because the conscious-unconscious
distinction in his topographical theory could not explain how the repressing forces of
the ego, not merely repressed ideas, were unconscious. He proposed a model of
psychic functioning which allowed for parts of the ego to be unconscious: He
differentiated "between the coherent ego and the repressed which is split off from it”
(1923).

In this third phase, the ego emerged as a psychic agency that mediated between
the id and the super-ego in a tripartite model of mind. Abandoning his earlier view
that defenses were deployed simply to censor awareness of traumatic experiences,
Freud now argued that the ego actively mobilizes defenses in response to anxiety
signals. Signal anxiety became, for Freud, an autonomous ego function. It triggered a
defensive reaction to mental conflict, such as an incestuous wish or a fear of loss, by
transforming passively experienced anxiety into active mastery.

Ultimately, Freud returned to his original view of defense mechanisms. After the
publication of [nhibitions, Symptoms. and Anxiety (1926), he reinstated defense as a
generic category, of which repression was just one form. Despite theoretical
maodifications over the years, Freud’'s formulation remained rooted in a drive
metapsychology that characterized conflict in impulse-defense terms. It was Anna
Freud (1936) who, while never abandoning her father's instinctual emphasis,
stressed the role of defense mechanisms as "ego functions” which can foster

adaptation to reality, thereby bringing these mechanisms into the realm of general
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psychological activity.

Ego Psychology: Anna Freud. O, Fenichel

Anna Freud (1936) wrote The Ego and The Mechanisms of Defense, to
demonstrate the diverse ways in which defense mechanisms assist "the ego in its
struggle with its instinctual life” (p. 69). Her book, which investigated specific
defenses, their modes of operation, and role in normal and pathological development,
was a critical contribution to the larger study of ego functioning, as well as to the
emerging therapeutic technique of ego analysis (Blum, 1985). Ego psychology is a
theory of psychic balance and equilibrium in the midst of an ongoing struggle
between intrapsychic life and external reality. Anna Freud demonstrated that it is the
defense mechanism that enables the ego to mediate the demands of conscience
(super-ego) and desire (id). Defense mastery, in her view, leads to mature ego
development and increased capacity for reality testing, both prerequisites for
psychological adjustment.

Anna Freud’s monograph elaborated upon her father's (1926) proposition that the
ego mobilizes defenses in response to anxiety signals. She argued that anxiety did
not come solely from endogenous sources (e.g., instinctual anxiety), but also from
reactions to real, external situations and factors, such as fear of parental punishment
(objective anxiety), or internal prohibitions to do with matters of conscience (super-
ego anxiety). Defense mechanisms did not merely signify the ego's attempt to ward
off instinctual impulses, but also affects associated with thase impulses, such as
love, longing, and mourning which accompany sexual wishes, and hatred and rage

which accompany the impulses of aggression (1936). “If we know how a particular
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person defends himseif against the emergence of his instinctual impulses...we can
form an idea of his probable attitude towards his own unwelcome affects,” she wrote
(1936, p. 33). She based her theory, in part, on clinical observations of therapeutic
resistance, manifested by specific defensive maneuvers in the consulting room, thus
introducing the idea that resistance is not merely to be overcome but represents a
form of communication by the patient (Pumpian-Mindlin, 1967).

Although A. Freud did not provide a chronological classification of defense
mechanisms, she did speculate that they followed a developmental course. “All
defense mechanisms serve simultaneously drive restriction and external adaptation,”
she wrote (1936).

There is no antithesis between development and defense, since the
strength of the ego and its defensive organization is in itself an

essential part of the child’s growth and comparable in importance to
the unfolding and maturing of the drives.

Some defenses, such as ego restriction, or various forms of denial, respond to
“external stimuli” -- they arise out of the need to respond to an actual dangerous
situation, and were not in themselves neurotic: "The efforts of the infantile ego to
avoid unpleasure by directly resisting external impressions belongs to the sphere of
normal psychology. Their consequence may be momentous for the formation of the
ego and of character, but they are not pathagenic” (1936, p. 71).

Denial in fantasy, for example, which A. Freud called a pre-stage of defense,
represents the child’s refusal to become aware of a disagreeable reality, either by
denying it altogether or by reversing the facts in imagination. If the transformation
succeeds, the child avoids the disturbing reality, and “...the ego saved from anxiety

...has no need to resort to defensive measures against its instinctual impuises..."
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Anna Freud considered denial to be a normal mechanism in childhood which is
gradually discarded with the inevitable maturing of the capacity for reality-testing,
but she emphasized that recurrence of denial in adult life is a sign of advanced
neurosis (1936). She also introduced a new defense mechanism, sublimation (the
successful displacement of instinctual aims). She considered sublimation a mature
defense, which "pertains rather to the study of the normal than to that of neurosis."
Underlining that point, Blum (1985) asserts that sublimation was perhaps her most
important contribution because it provided "a bridge"” to studies of the nondefensive
functions of the ego as well as to developmental achievement.

A. Freud’s contributions to defense analysis led to a new theory of therapeutic
change. Structural (personality) change, she maintained, is largely accomplished
through a modification or change in the choice, flexibility, and intensity of defense
that allows for unconscious conflicts and fantasies to be admitted into consciousness
for reexamination (Blum, 1985).

The ego is modified so that other ego functions can operate with
greater strength, freedom, harmony, and reduced reliance on and
interference from defense. New integration leads to personality
reorganization with taming of infantile drives and affects, and
defense becoming subordinant to mature ego-super-ego regulation
(p. 15/).

Anna Freud wrote very little about depression, but concurred with classical
formulations of melancholia as a conflict between ego and super-ego stemming from
introjection of the lost loved object for the purposes of narcissistic identification.
She did stress, consistent with classical theory, that an insufficiently developed ego

and lack of evocative object constancy in the young pre-Oedipal child preciuded him

from mourning [1965], a view challenged by Bowlby (1968). In describing
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introjective processes in complex defense behaviors -- altruism and identification with
the aggressor -- she touched on defensive elements (e.g., masochism, self-
criticalness) that directly relate to depressive experience. For example, she
speculated that altruistic surrender of one's own instinctual impulses in favor of
other people, a defensive behavior that utilizes both introjection and projection,
represents a compromise formation with masochistic components that shield against
the pain of narcissistic mortification. And she thought that identification with the
aggressor, which involved the mechanisms of introjection and reversal, represented
the incomplete internalization of the critical process, and thus a pre-stage of super-
ego development. For individuals who “remain arrested” at this intermediate stage,
she thought that “the behavior of the superego towards others is as ruthless as that
of the superego towards the patient’s own ego in melancholia. Perhaps when the
evolution of the superego is thus inhibited, it indicates an abortive beginning of the
development of melancholic states” (1936, pp. 119-120). The critical importance of
introjection as a defense in depressive states will be explored in a subsequent

section.

Eenichel

Like Anna Freud, and in keeping with classical psychoanalytic theory, Fenichel
(1945) contended that defense is motivated by a feeling either of fear or of guiit over
an undesirable instinct. In his classification he distinguished between successful
defenses (e.g., sublimation) and unsuccessful defenses, the latter necessitating the
need to resort repeatedly to maneuvers to "prevent the eruption of the warded-off

impuises.”
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Fenichel (1945) was particularly interested in the problem of guilt, which he
thought was an expression of the anxiety of the ego towards the id. He
distinguished between guilt feelings proper ("I have done wrong”), which refer to
events in the past and conscience ("t should not do this"), which serves as a kind of
warning function similar to signal anxiety to protect the individual in the future. In
conscience, which evolved with the development of the super-ego, fear becomes

internalized and danger is felt to threaten from within.

Fenichel also thought that premature loss of narcissistic supplies (the basis for self-
esteem) plays a key motivating role in defense, as well as depression (1945).
Although, initially, the care and affection shown by a caretaker is the source of the
infant’s narcissistic supplies, they are later obtained from the super-ego, with the
internalization of parental ideals and prohibitions. Once established as part of the
personality, the superego largely controls which discharges are permitted or negated
(Fenichel, 1945).

Cramer (1990) has argued that Fenichel frames guilt feelings within an object
relations perspective in which the ego’s dread of losing narcissistic supplies becomes
a warning signal to mobilize defense. This view, she asserts, runs counter to a.
Freud’s supposition that the primary motive for defense is protection against id
demands:

Fenichel’s modification of Anna Freud’s view provided a second

basis for enlisting defense mechanisms - namely the need to
protect the self from humiliation or annihilation (p.7).

Although Fenichel, who maintains that “neurotic conflict takes place between the

id and the ego,” might object to Cramer’s assertion that he abandoned instinct theory
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in formulating the defensive role of guilt, it is clear that his defense equation, with
the introduction of the super-ego, becomes mcre complex. He depicts the ego as
siding either with or against the super-ego. For example, when guiit feelings motivate
defense, the ego sides with the super-ego against the id. But, in certain conditions,
such as depression, Fenichel believes that the ego attempts to ward off guilt
feelings, and the conflict that ensues pits the ego against both super-ego and id. As
we shall see, Fenichel's emphasis on loss of narcissistic supplies, and the punitive
role of the superego in coping with that loss, has important implications for how he
conceptualized the role of defense in depression.

Subsequent ego psychologists have sought to explain defense in the original libido
form of reference (Brenner, 1982), or in the larger context of ego adaptation
(Hartmann, 1939, Rapaport, 1959). In a conceptualization broader than Anna Freud’s
notion of ego as an agency of defense, 1973), Hartmann proposed that basic
autonomous ego structures exist from birth, operating independently of the drives
(Meissner, 1997) in a conflict-free domain. Although he viewed all defenses, at least
initially, as adaptive ego operations, helping to maintain a reciprocal relationship
between organism and environment, they were only one of many ego activities
devoted to organizing and synthesizing functions, such as the acquisition of

language, memory, and judgement.

l I hi - Sulli
With the advent of object relations theory (Klein, 1940, 1946,1948; Fairbairn,
1952; Winnicott, 1965), and interpersonal theory (Sullivan, 1953) the emphasis in

personality development shifted from drive discharge and gratification to the basic
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need for human (object) relatedness. Defense hiecame understood in the context of
social interactions and interpersonal conflict. Sullivan’s work stressed human
relations as they played out in the objective (external) world in contrast to object
theorists who speculated on manifestations of defense mechanisms in early fantasy
and internal self and object representations. In Sullivan’s work, desire to protect that

relatedness -- "interpersonal security” --became a primary motivation for defense.

Sullivan (1953) thought that the innate striving for social relatedness both guides
and influences how human beings view themselves. He was particularly interested in
the impact of real life interpersonal interactions because the self-concept, he
maintained, is derived from "reflected appraisals.” That is to say, individuals come to
know themselves by how others perceive and experience them. Offering an
alternative to Freud's tripartite mental structure, he conceived of the personality as a
self-system. He argued that the parts of us most appreciated and valued by others
become personified by the self, and identified as "good me.” Experiences, or parts
of the self, associated with anxiety and distress become viewed negatively as "bad
me." Those attributes or experiences associated with severely disturbed interpersonal
relations that are too anxiety-provoking to be fully cognitively processed are not
integrated into the self-system; these are termed "not me.”

Security operations help to manage anxiety arising from problematic, anxiety-
provoking relationships (Sullivan, 1953). Akin to defense mechanisms, they are aiso
different -- Sullivan conceives of such operations as more actively involved in re-
establishing relatedness, or interpersonal security. Although anxiety is central in

Sullivan's thinking, he does not couch his notion of defense in ego-id/ impulse-
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defense terms; instead he speaks about the co3nitive operation of selective
inattention, and how this defensive maneuver of avoiding or denying discongruent or
upsetting information is embedded in a dyadic notion of psychological functioning, in
problematic interpersonal relationships.

Sullivan’s work has influenced cognitive theories of depression (e.g., Beck), as well
as contemporary theorists such as Safran & Segal (1990), and Wachtel (1977), who
argue that maladaptive interpersonal relationships persist in part because of selective

inattention to potentially disconfirming evidence.

Object Relations: Melanie Klei

Klein’s contribution to defense theory is based on a conception of the unconscious
mental life of the pre-Oedipal child (1948; Segal, 1964). Drawing on Freud’s dual
instinct theory (1900), Klein claimed that the struggle between the life and death
instincts was at the heart of the infant’s experience, and recast it as an “interplay of
love and hate in relation to objects,” thus making object relations, not psychic
regulation, the fundamental determinant of personality. (Lerner & Lerner, 1990, p.
141).

Klein believed that the infant has sufficient ego to experience anxiety, use
defenses, and form primitive object relations. Preverbal defensive processes --
splitting, projective identification, and idealization -- revolve around what Klein called
“internal objects” -- the infant’s fantasied relation to parts of his parents’ bodies (e.g.,
breast, penis). Although Klein’s concept of internal objects (1946) derives from
Freud’s discussion of the relation between an introjected parental figure and the

development of the super-ego as mental structure (Cooper, 1989), she assigned it
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primary status in her metapsychology, and dated its origin to early life.

She distinguished between two major constellations of anxieties and related
defenses, the paranoid-schizoid and depressive positions, which exist in dynamic
relationship along a continuum of increasing integration. In the paranoid-schizoid
position (Klein, 1946; Segal, 1964) primitive anxieties threaten the immature ego and
trigger defenses. Klein believed that the individual is threatened by an innate
destructiveness, based on the death instinct, which is projected into the object to
create the prototype of a hostile object relationship (Steiner, 1994). At the same
time, primitive sources of love, based on the life instinct, are projected to create a
loving object relationship. Splitting, the main defense in this position, keeps apart
these two types of good and bad object relationships, along with a corresponding
split in the ego as either good or bad.The infant also experiences both self and
objects in terms of body parts (breast, face) not yet integrated into a whole person.

Klein also described a depressive period in the infant’s life. The depressive position
(Klein, 1945, 1940; Segal, 1964) coincides with the recognition of whole objects.
The infant sees that the frustrating breast is also the satisfying breast, with the
result that both love and hate for the object (ambivalence) can be felt. This
engenders the ego capacity to bring together good and bad (persecutory and
idealized) experiences, and promotes an important shift in which concern for survival
is supplanted by concern with the fate of the object upon which the individual
depends (Steiner, 1994). As a result, loss and guilt can be experienced, ultimately
enabling mourning to take place.

An important aspect of Klein’s thinking is that her positions are constitutionally

derived and developmentally normal. Klein (1946; Segal, 1964) underscored that
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normal splitting in infancy is a vehicle for organizing chaotic experience and for
allowing the nurturance of a good object relationship to develop free from attack by
destructive impulses. Similarly, ambivalence in the depressive position is an
expectable response in light of the child’s struggle to accept his very real
helplessness and dependency. Thus, defenses not only protected the ego from
overwhelming feelings and sensations, but serve as “nondefensive organizing
principles of infantile mental life” (Lerner & Lerner, 1990).

In the depressive position, the developmental achievement for the child is to learn
how to tolerate guilt and anxiety for having harmed the person he loves. The full
realization of the child’s destructiveness establishes the need for a new defense --
the manic defenses -- to counteract the psychic pain.

In essence those defenses are directed against experiencing the
psychic reality of the depressive pain, and their main characteristic
is a denial of psychic reality. Dependence on the object and
ambivalence are denied and the object is omnipotently controlled
and treated with triumph and contempt so that the loss of the
object shall not give rise to pain or guilt. Alternatively, or

simultaneously, there may be a flight to the idealized internal object,
denying any feeling of destruction or loss (Segal, 1964).

Whereas Klein focused on the infant’s depressive experience, Winnicott (1965)
explored the effect of the depressed mother on the child. In his interpretation of
manic defense, Winnicott believed that the liveliness of the child is used by the
depressed mother to sustain or replace something missing in herself. As a result the
child resorts to compliancy (to meet the mother’s need) at the expense of sacrificing
his own spontaneity. This compliancy becomes the basis for Winnicott’s concept of
the defensive personality organization of false self. Winnicott essentially shifts the

emphasis from internalization of the object, as the primary organizing experience for
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the child, to the capacity of the good-enough rnaternal environment to protect the
child from his destructive id-impulses while simultaneously fostering his ego strength

and self-integration.

. Psycl Ivtic Vi

Most contemporary theorists have adopted an integrative approach to defense that
incorporates elements from instinct-based theory and object relations theory.
Following Gedo and Goldberg (1973), Cooper (1989 p. 87) argues that, increasingly,
theorists agree that “defenses arise due to “psychic disequilibrium,” which can be
caused “either by the inability for a drive to be gratified or discharged or an

unsatisfactory or traumatic environmental situation” ({itallic mine).

Two psychoanalysts, representing integrationalist views of defense, are Otto
Kernberg, who describes pre-oedipal phenomena in an instinct-based ego
psychological theory of defense and Arnold Modell, whose theory of defense
accommodates both notions of instinct-defense and defenses against objects
(Cooper, 1989) in a formulation that tries to capture the phenomenology of self-
experience.

Kernberg (1975, 1983) speculated that both impulses and defenses find expression
through affectively-imbued internalized object relations. He conceives of intrapsychic
conflict as a form of character defense which takes place between two opposing
sets of internalized object relations -- a defensive constellation of self and object
representations directed against an opposite, anxiety-producing, repressed self and

object representation (Cooper, 1989). His work. has focused on borderline personality
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organization, a particular type of personality organization characterized by the
defense mechanism of splitting, and an inability to integrate positive and negative
identifications and introjects.
Lerner & Lerner {1990) suggest that Kernberg’'s concept of character pathology
relates levels of internalized object relations to types of defensive functioning.
According to Kernberg, internalized object relations are organized on
the basis of specific defensive structures. As part of this model he
systematically defines and coordinates the primitive defenses
previously reported by Klein and clarifies the relationship between
splitting and repression. He suggests that although splitting serves
developmentally as a defensive precursor of repression, it continues
to function pathologically in those patients who are pre-oedipally

fixated, that is, in those individuals incapable of whole object
relations or evocative object constancy. (p. 144).

Thus, he has identified two levels of defensive organization associated with pre-
oedipal (splitting) pathology and oedipal (repression) pathology. At the lower level,
splitting is the critical defensive operation, in tandem with related defenses of denial,
primitive idealization and devaluation, and projective identification. At the higher
developmental level, repression supplants splitting and is accompanied by such
defenses as intellectualization, undoing, rationalization, and higher forms of
projection.

Arnold Modell’s (1975, 1984) theoretical views of defense derive from the two-
psychology perspective inherent in object relations of the British Middle School, most
notably the work of Brierley (1937) and Winnicott (1965, 1971). Much of Modell‘s
understanding of defense is based on Brierley (1937)'s contention that affects
function as defenses against object ties:

The child is first concerned with objects only in relation to its own

feelings and sensations but, as soon as feelings are firmly linked to
objects, the process of instinct-defense becomes a process of
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defense against objects. The infant then tries to master its feelings
by manipulating its object carriers (Brierley, 1937, p. 51).

This idea, that “affects are the medium through which defenses against abjects
occur” (Modell, 1984), is related to a new understanding of conflict . “...| view
disturbances of the self to be exquisitely conflictual,” he writes, “but the conflict
occurs between the self and the object; so that the context of defense is not
intrapsychic but interpsychic” (p. 6).

Model! discovered the limitations of the intrapsychic concept of defense when
working with narcissistic patients. He observed that these patients seem to exist in a
“cocoon” of self-sufficiency using noncommunication of affects as a means of
maintaining omnipotent control (1975).

This state of nonrelatedness is a defense, but it is not an

intrapsychic defense: It is rather a defense that is protective of the
fragility of the self with its illusion of self-sufficiency (1984, p.2).

Here, Modell’s defensive configuration of nonrelatedness draws upon Winnicott’s
(1965) notion of false self organization which derives from the caretakers’ inability to
provide emotional holding in formative years: “The child, attuned to this failure in
parental function, prematurely falls back on the self through compensatorily
determined, omnipotent fantasies.” Although Modell critiques the psychoanalytic
concept of internalized objects -- he says they exist as fantasies but cannot supplant
or stand for actual object relations -- he does not advocate that the two person
psychology replace traditional psychoanalytic views of structure formation and
internalization. Instead, he argues for a complementarity to exist between the two
schools of thought:

The self is both a psychic structure, colored by the process of
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internalization, and also an endopsychic perception, exquisitely
dependent upon the immediacy of the response of the other (1984,
p. 22).

He maintains that defenses are organized against instinctual conflict as well as
against object failure (Cooper, 1989). However, he places new emphasis on the role
of the external world in the defensive process by asserting that defenses can be
organized directly against a disturbing bit of reality, without reference to internal

sources of anxiety or unpleasure.

With these various shifts in theoretical emphasis, the traditional drive-arousal ->
defense - > compromise solution model has given way to a view of defense as
emerging in and determined by early caregiver-infant interactions, and prompted
interest in the mental representations in which these formative interactions are
expressed. Defense was no longer seen simply a means of regulating instincts or
powerful emotions, but as being intrinsic to the affectively charged distorted self
and other representations that result from object relational or interpersonal

pathology.

B. Coping: Social Cognitive approaches to Defense:

Psychoanalytic theories of defense mechanisms support the idea that defense is
a distorting operation which shields the individual from unpleasant aspects of reality.
Implicit in such a view is the idea that reality-testing constitutes a basic criterion of
positive mental health (e.g., Haan, 1977; Menninger, 1963; Vaillant, 1977).

A contrary perspective is offered by researchers in social psychology and stress

appraisal (Lazarus, 1966, 1983; Taylor, 1983), who have studied cognitive
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adaptation to threatening events, and propose interesting theories about the benefits
of illusion and self-deception.

Seif-enhancing evaluations, for example, are frequently used as coping
mechanisms by individuals in adverse situations such as medical crises (Taylor,
1983; Taylor & Brown, 1988). lllusions of control and unrealistic optimism have been
associated with psychological adjustment in cancer patients (Wood, Taylor, and
Lichtman, 1985). As Taylor (1983) points out, the clearest evidence for the benefits
of illusions comes from research on the impact of depressive cognitions. In contrast
to normal (non-depressed) subjects who tend to overestimate their control over
positive outcomes, depressed people are mare realistic in their assessments of self
and others, and fail to derive pleasure from a heightened sense of confidence and
well-being.

In their work on stress and cognitive appraisal, Lazarus & Folkman (1984) define
coping as cognitive and behavioral efforts to manage stressful demands which are
appraised as taxing or exceeding an individual’s resources. In contrast to defense,
which they conceptualize as a static, traitlike construct, coping is a process-oriented
phenomenon, which takes stock of the specifics of the situation. Probiem-focused
coping predominates when environmental conditions seem amenable to change;
emotion-focused coping predominates when the situation or event looks hopeless or

too threatening (Folkman & Lazarus, 1980).
In a review of the role of denial-like coping processes in medical studies with both

good and poor outcomes, Lazarus (1983) has found that denial can be a beneficial

response in certain situations but damaging in others. Janis (1958, 1974; cited in
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Lazarus, 1983) found that denial of threat (low fear) prior to surgery was related to
higher distress during the recovery period, because patients had not anticipated or
prepared themselves for post-surgical pain and discomfort. In a study of asthmatics
(Staudenmeyer et al., 1979; cited in Lazarus, 1983), patients responded to early
symptoms (e.g., difficulty breathing) either with vigilant, fearful responses or caim,
denial responses, the latter of which were based on a belief the symptoms would
naturally abate. Rehospitalization for asthma attacks over a six month period was far
more frequent for the low-fear denying patients because, unlike the vigilant copers
who took action quickly, they allowed the symptoms to worsen until they needed

serious medical care.

On the other hand, studies of burn victims and paralytic polio patients suggest that
denial of the severity of injury and its long-term behavioral consequences may help
patients and their families better tolerate and adjust to a slow, difficult recovery and
rehabilitation. Partial denial can also be beneficial -- patients with diabetes can deny
the seriousness of the situation if they rigorously attend to diet, activity level, and
insulin, indicating that they know they must take proactive steps to maintain their
health (Lazarus & Folkman, 1984).

Such findings suggest that denial is adaptive when a situation does not warrant
vigilant attention or when worrying has no clear benefits. However, when denial
impedes direct and necessary action (e.g., delays in seeking medical attention for
cardiac events), it can be harmful and lead to greater distress later on. In each case,
the situational context is essential to assess the utility of a given coping strategy:

Coping as a concept is typically equated with adaptational success,
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especially in the ego psychology models, wherein unsuccessful or
less successful efforts to deal with stress are called defense. This
results in a confounding of coping and its outcome. If progress is to
be made in understanding the relationship between coping and
outcome, that is, what helps or hurts the person and in what ways,
coping must be viewed as efforts to manage stressful demands
regardless of outcome. Accordingly , no strategy should be
considered inherently better or worse than any other... Denial or
denial-like behaviors, for example, may be adaptive in some sense in
certain situations and/or at certain stages of an encounter (Lazarus
& Folkman, 1984, p.140).

Lazarus et al. (1984) view depression in a situational context, and challenge the
unilateral formulation of learned helplessness in which depression is synonymous
with “the failure to cope” (Abramson et al., 1978). Based on a drive-reinforcement
learning paradigm, Abramson et al. argued that heipless passivity, which resuits from
recognition that one’s outcomes are not contingent upon one’s behavior, generalizes
eventually even tc controllable or predictable situations. Lazarus et al. (1984) argue it
is simplistic to assume that lack of contingency between effort and outcome, by
itself, produces the belief in one’s helplessness, since many individuals with negative
experiences remain optimistic, whereas those with positive experiences can become
depressed. More accurate is Abramson et al.’s revised view (1980), consistent with
the concept of cognitive appraisal, that individuals construe events in part depending
upon the extent to which they feel responsible for their outcomes.

...when a negative outcome is thought to be a product of the person’s effort
linternality), there will be a loss of self-esteem and a greater likelihood of
depression than if the outcome is seen as the result of external factors
(Lazarus & Folkman, 1984, p. 202).

Thus, the use of denial in taxing or uncontrollable situations may not be related to

depression, nor reflect a cognitive distorting process that is inherently maladaptive.
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The tendency for depressed people to deceive themselves is integral to Beck'’s
cognitive theory of depression (Kovacs & Beck, 1978). But others (Alloy et al., 1990;
Coyne, 1976) argue that depressed individuals have painfully realistic ideas on how
they are viewed -- hence the phrase, “depressive realism” (Mischel, 1979). Coyne &
Gotlib (1983) have shown that depressed people accurately assess their negative
affect on others, and are objectively aware of their lack of self-esteem. Such findings
prompts one to speculate whether depression, rather than being a defensive

operation, reflects a failure of defense.

C. Empirical Work on Hierarchical Models of Defense:

A different understanding of defense is reflected in the hierarchical construct.
Hierarchical models of defense have been based on criteria such as: primary-
secondary process (Wallerstein, 1967); chronological age (Lichtenberg & Slap, 1972,
Vaillant, 1977); level of psychopathology (Menninger, 1963); and psychosexual
development (Anthony, 1970; Gedo & Goldberg, 1973; Swanson, 1888). in general
terms, the hierarchical notion of defense derives from attempts to explain individual
differences in one’s capacity to adjust to and tolerate unpleasant aspects of reality.

Over the years of the development of psychoanalytic clinical theory,
a distinction emerged between the more archaic and the more
mature defenses, the former characterized by the psychological
avoidance or radical distortion of disturbing facts of life, and the
latter involving more of an accommodation to reality. (McWilliams,
1994, p. 27)
In ego psychological theory, what differentiates a lower level defense from a higher

one is that the former negotiates the boundary between the self and the external

world, whereas the higher level defense manages internal boundaries --between ego
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and id, between ego and super ego, or between observing and experiencing parts of
the ego (McWilliams, 1996). But a number of empirical investigators (Bond et al.,
1983; Haan, 1963; 1977; Semrad et al., 1967, 1973; Vaillant, 1971, 1976) have

also speculated that defenses exist along a continuum of cognitive maturity.

Haan: Copi | Defendi
Haan (1977) ‘s model of coping was one of the first empirical attempts to measure
defenses. Haan described three ego processes in a tripartite hierarchical arrangement:
from coping to defending to fragmentation. In her taxonomy, there are ten generic
dimensions, each with a mode of expression: (1) coping allows for choice; (2)
defending is rigid and forced, and permits a narrower range of affective and cognitive
responses; and (3) fragmenting, the third ego process, indicates serious
psychopathology -- it is ritualistic, automatic, and irrationally expressed (Haan,
1977). Broadly speaking, defense and coping are both ego processes, but she
equates coping with being a normative (adaptive, reality-oriented) mechanism,

whereas defenses are inherently distorting and maladaptive.

In longitudinal research on a normative sample, the Oakland Growth Study, Haan
(1863, 1977) found relationships between ego processes and intelligence, gender,
and socioeconomic status. Although she rejected *the notion of strict developmental
stages of defense, she maintained there are developmental phases "when special
patterns of ego processes are more evolved or heavily used." She thought that the
individual must attain a level of cognitive functioning before certain coping

mechanisms can be used. For example, the coping process of objectivity requires a
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capacity for abstract thinking. But she also pointed out that contextual and
environmental factors (social, moral, affective) can impede a person from using an

ego process consistent with his or her level of cognitive functioning.

Vaillant: a Def Hi hy (i ) )

Vaillant (1971) was an early empirical researcher who recognized the value of
clarifying the diagnostic and prognostic implications of defense choice. He assesses
defenses along the lines of maturity and psychopathology in an ego psychological
framework that bears the influence of Anna Freud (1936) and Bibring et al. (1961).
By operationalizing defensive behavior, as per Wallerstein (1985), Vaillant brought a
new methodolagical rigor to the study of defense mechanisms. Defense mechanisms
“cannot be directly visualized, but...they are appreciated by their systematic
distortions of those events that we cannot see” (1971, p. 108). By cataloguing
these different defensive styles, which he considered the external manifestations of
defense mechanisms, Vaillant achieved consensually validated definitions of
defenses.

Vaillant described 18 individual defenses, or defensive styles, in terms of four
levels of maturity, ranging from primitive (immature) to mature. His hierarchy
includes immature defenses (e.g., projection, acting out) which are most common
befare the age of five but appear in adult fantasy and dreams, as well as people with
mental iliness; intermediate defenses (e.g., repression, displacement, reaction-
formation) which he has observed in both normal and neurotic adults; and mature
defenses (humor, altruism) which he associates with healthy functioning adults

(Snarey & Vaillant, 1985; Vaillant, 1976, 1977).
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Vaillant first investigated his theoretical defense hierarchy in a 40-year prospective
“Grant Study” of college sophomore “healthy” men, who completed elaborate
questionnaires and psychological tests. Life narratives were also obtained from
extensive interviews of these study subjects on how they handled significant life
events (e.q., crises and conflicts) over this period of time. He found that depression
and anxiety arise when sudden change or conflict creates a discrepancy between
two of the following psychological domains: needs, external reality, conscience, and
significant others on whom the subject in some way depends (1976). Effective use
of unconscious defense mechanisms helps to mediate among these domains and

minimize anxiety and depression.

in a replication of the Grant findings, Snarey and Vaillant (1985) explored defense
use in economically disadvantaged urban boys, who were also followed over a 40-
year period. Their findings support the hypothesis that defense styles evolve with
maturity, and are correlated with successful life adjustment, and that, contrary to
expectations, socioeconomic status did not predict adjustment. In general, studies
show defense maturity relates positively to marital success, career choice, physical
health, and psychopathology (Vaillant, 1971, 1976, 1977, 1986, 1991; Vaillant &
Drake, 1985).

Vaillant (1986) concludes that defensive style is "an enduring fact of personality”.
His work demonstrates that conceptualizing psychopathology in terms of a cluster of
defenses rather than a unitary diagnosis provides a better assessment of the degree
of iliness and potential for recovery in mental cisorder. He argues that the clinical

diagnosis of a patient is more often based on an identified defense and its adaptive
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or maladaptive facets rather than on global deficit states. Vaillant's proposed
hierarchy does not define the individual in terms of absolute health or sickness but
rather allows a way of showing how recovery, including spontaneous remission, may

be a consequence of a shift in adaptive style.

Nobody is absolutely healthy or sick, but how individuals maintain

the dynamic balance amongst the conflicting elements of their

personality will determine whether they are perceived as "sick” or

"well. " a hierarchical model of defense mechanisms renders this

process comprehensible (1976, p. 545).

Empirical support for Vaillant's hierarchical model comes from a number of

investigators (Batttista, 1982; Bond et al., 1983, 1986; Andrews et al., 1993), who
have also demonstrated that people who utilize mature (coping) mechanisms are

happier, healthier, and enjoy more gratifying relationships than individuals who use

immature (defending) mechanisms.

Il DEPRESSION AND DEFENSE

Depression is conceptualized here as an affect state, encompassing both normal
and pathological responses, from transitory grief reactions to persistent mourning
associated with a debilitating clinical disorder (Blatt, 1974; Blatt et al., 1990). The
prevailing view among personality theorists is that depressed individuals possess a
negative view of self characterized by feelings of profound inadequacy and

pessimistic expectations, often self-fulfilling, of interpersonal failure and rejection
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(Gotlib and Hammen, 1992). Depressive experiences are thought to be determined
by negative life events in tandem with individual variables (e.g., low self-esteem;
impaired object constancy; cognitive vuinerability), which affect one's response to
significant events and situations.
Are depression and personality separate and distinct conditions (independence)?

Do they share an aetiology (common cause)? Researchers have shown that there is
a high incidence of Axis Il disorders in chronically depressed samples (Koenigsberg et
al., 1985; Kocsis et al., 1986; Markowitz et al., 1992), and that chronically
depressed patients are at greater risk for character pathology than acutely depressed
patients. Kiein et al. (1988) found that early-onset dysthymics had higher levels of
perceived stress, poorer global functioning, more negative traits and personality
disorders than nonchronic major depressed patients, with the predominant axis
comorbidities in the anxious Cluster C category. Various studies report that, when
compared with other axis | disorders, dysthymia is related to a higher rate of
personality disorders, particularly borderline and avoidant disorders (Klein & Kelly,
1985). Finally, Klein et al. (1988) found an increased rate of personality disorders in
relatives of dysthymic patients, which would challenge the prevaiiing view that their
axis Il problems are simply a consequence of having an early-onset depressive
disorder. Clearly, all of these findings suggest the need to study in greater depth the
role of personality factors in the pathophysiology, course, and treatment of
depression.

The theoretical relationship between personality and depression is, of course, a
longstanding one, beginning with early descriptions of the German phenomen-

ologists, but has been obscured, in recent years, with the diagnostic emphasis on
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dysthymia. As a construct, the depressive personality, though included in the
standard international nosologic system (ICD-9), has never been endorsed by the
American Diagnostic and Statistical Manual of Psychiatric Disorders (DSM). But the
definitional narrowness of dysthymia and the need to account for depressed patients
with characterological problems has led some to call for diagnostic inclusion of a
depressive personality in the DSM.

It has seemed to many clinicians that there is a longstanding

personality variant of depressive disorders that can characterize a

person’s attitudes, relationships, functioning, and self-image. As

such, this disorder of personality (depressive personality disorder),

which may be linked to axis | mood disorders, should be considered
an affective spectrum disorder (Gunderson et al., 1994, p. 1300).

A number of researchers have focused on passible interactions between depression

and personality. Widiger (1993) identifies four interactional models:

. Personality can contribute to the development of depression
(vulnerability)

J Personality can be altered by the occurrence of depression in the sense
of postdepressive (postmorbid) personality traits (complication or scar)

. Personality and depression are not causally related but the presence of

one can modify the presentation, course, or outcome of the other

(pathoplasty)
. Personality and depression can represent overlapping manifestations of

a common, underlying aetiology (spectrum).
Psychodynamic and psychological theorists have adopted a diathesis-stress
(vulnerability) model, in which a specified condition, such as a personality variable, is
seen as a risk factor for the development of depression. Cognitive models, for
example, propose that negative beliefs or attributional styles serve as predisposing
factors for depression. Psychiatric and biologically-oriented researchers, on the

other hand, would include such personality features in the fourth (spectrum)

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



42

category, regarding them to be prodromal, subclinical, or attenuated manifestations

of a common pathological process (in this case, an affective syndrome).

A. DSM Nosology: The emergence of Dysthymic Disorder
A lack of conceptual clarity concerning the role of personality in depression is
evident in ongoing revisions of DSM nomenclature. Until the introduction of
Dysthymic Disorder in 1980, a view of depression as a character pathology,
consistent with psychoanalytic formulations, prevailed. In the DSM-| (1952),
depressive reaction was characterized as one of the psychoneuroses. In the DSM-li
(1968), depressive neurosis was subsumed under the general category of Neuroses.
The decision to classify depressive neurosis (now termed Dysthymic Disorder) as

an Axis | affective disorder in DSM-Ill had important ramifications both for the
conceptualization and the treatment of depression. It gave credence to the idea that
all affective disorders have a biological basis (Philips et al., 1990), which fueled
increased interest in pharmacological trials.

The changes in name and in category of assignment were in the

spirit of DSM [ll’s tendency to broaden the inclusiveness of the

affective disorders section and reflected the notion that dysthymic

disorder represents a mild, chronic form of depression on a

spectrurmn with the more florid and acute manifestations of affective

disorders. The creation of the category of dysthymic disorder was

based on very little empirical evidence (as was the choice of its

specific diagnostic criterial, but the new system had the virtue of

attempting to distinguish chronic minor from acute major

depression, and has stimulated research to determine the

descriptive characteristics and treatment response of chronic

depression (Kocsis & Frances, 1987, p. 1534).

Although the authors of DSM-IlI retained, in parentheses, the term “depressive

neurosis,” and added to the manual a statement that affective features of dysthymia
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can be “viewed as secondary to an underlying personality disorder” (cited in Phillips
et al., 1990), these compromises did not mollify critics of the classification change,
who claimed that dysthymic disorder suffered from “over-inclusiveness” and “extreme
heterogeneity,” problems only slightly diminished by new nosological refinements --
early v. late onset; primary v. secondary type -- to the DSM-III-R definition (APA,

1987).

B. The Depressive Personality: Early & Psychoanalytic Views

The notion of a depressive personality begins with the early German psychiatrists
who linked mood disturbance to hereditary factors. Emil Kraepelin (1921) described
a gloomy, guilt-ridden, joyless patient with a constitutionally-based “depressive
temperament,” which he considered a “rudiment” of manic-depressive insanity. This
*peculiar form of psychic personality” was a mouod disorder that could persist for
periods of time, “shade into” melancholia, or, more seriously, lead to a florid manic-
depressive episode, even psychotic depression.

Kraepelin's depressive temperament resembles what we now call a subclinical
affective disorder (Askiskal, 1983), with the dysphoric personality characteristics
(trait) reflecting a mild expression of a major affective disorder (state). This trait-state
continuum view of mental iliness was also supported by Kretschmer (1928) who
thought that a hereditary depressive personality type, linked to body humors,
represented a pre-psychotic state.

In contrast, Schneider's (1959) "depressive psychopathy" represents the first
psychological characterization of depression in the psychiatric literature. Schneider

emphasized the aetiological importance of neonatal and environmental influences on
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depressive personality (Kocsis & Frances, 1987), but rejected a genetic link between
depressive personality and major depression, maintaining that the gloomy, self-
devaluing characteristics of depressed individuals were linked to normal personality
traits and types rather than major affective disorders.

Psychoanalytic formulations of depressive character subscribe to a developmental
view, with the emphasis on predisposing --oral (passive-aggressive) or anal
(obsessive) -- personality traits. Abraham (1911/1985) introduced a new phase of
libidinal development, oral-sadism, to account for the aggression and ambivalence
observed in depressives. Depression has aiso been linked to masochism and self-
defeating behaviors. Kernberg (1988) describes a depressive-masochistic personality,
characterized by traits of superego pathology, overdependency, and retroflexed
hostility.

More recently, empirical researchers from psychodynamic and cognitive-behavioral
perspectives have identified two types of life experiences thought to contribute to
people becoming depressed -- disrupted interpersonal relationships, which evoke
fears of separation and loss, and threats to self-integrity, which elicit critical feelings
of self-blame (Arieti & Bemporad, 1978; Beck, 1983; Bowlby, 1969, 1977, 1980;
Blatt, Quinlan et al., 1992, Blatt & Zuroff, 1992). Drawing on this work, Andrews
(1989) proposes there is a depressive personality prototype --a "self-effacing
personality style” which comprises self-blaming and dependent subtypes. Within
psychiatric circles, diagnostic inclusion of depressive personality continues to be a
matter of debate (Phillips et al., 1990; Gunderson et al., 1994). As we shall see,
within psychiatric circles, the construct of depressive personality holds considerable

appeal (Gunderson et al., 1994; Phillips et al., 1990).
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C. Dysthymia -- Axis | or Axis |

Dysthymia is classified as a mood disorder in the DSM-IV. But, to some extent,
the controversy concerning the DSM-III introduction of dysthymic disorder persists.
Early critics argued that dysthymia, though clearly a depressive condition, shared
more key characteristics - early onset and a pernicious, often lifelong course -- with
a traitlike personality disorder than a mood disturbance. Today, the Axis I/ll issue still
provokes questions: (1) Is dysthymia distinct from major depression, or does it
represent a phase of a single process? (2) Should dysthymia be classified as a
personality disorder? (3) Is a depressive personality construct necessary or valid?
Dysthvmi | Maior D .

The recent DSM-IV field trial on mood disorders found that 79% of subjects
(n =191) meeting criteria for DSM-III-R dysthymia had a lifetime history of major
depression. High comorbidity rates have also been found in studies of dysthymic and
major depressed inpatients, outpatients, children, adolescents, and adults (see Klein
& Kelly, 1993 for a review). Studies on familial transmission report high rates of
mood disorders in the first degree relatives of dysthymic patients equal to or higher
than in the relatives of patients with major depression (Klein et al., 1988). And
biological markers for major depression, such as shortened rapid eye movement
latencies, have been observed in some dysthymic groups (Akiskal, 1983). Finally,
Horwath et al. (1992) found that dysthymic patients with no prior history of major
depression had a 5.5 greater chance of experiencing an acute episode during a one-
year study period. These findings have led researchers to conclude that dysthymia

and major depression are part of a single process, with the primary difference being
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only qualitative -- in mode (abruptness) of onset and severity -- and, therefore, that

ample justification exists to retain dysthymia as an axis | mood disorder.

Dysthvmi Axis [I2

The high comobidity between personality disorders and dysthymia lends support to
the view that chronic mild depression is equivalent to a personality disorder. Both are
enduring conditions with an early onset and debilitating effects on psychosocial
functioning that suggest a stable, traitlike underlying construct. The presence of
shared characteristics (e.g., dependent traits) as well as poor medication response in
some dysthymic subtypes (Akiskal, 1983) and personality disorders (Zuckerman et
al., 1980; Charney et al., 1981; Pfohl et al., 1984; Markowitz, 1996), is also
evidence for their overlap.

Empirical support for a possible role of personality factors in the expression of
chronic mild depression comes from Akiskal’s researches in the late 1970s and early
1980s.

The basic premise of Akiskal’s model is that personality
characteristics in certain subgroups represent milder or alternative
expressions of a basic and biogenetically determined affective
illness process (Klein et al., 1993, p. 13).

In a series of papers, Akiskal identified two depressive subtypes, “subaffective
disorder” and “character-spectrum disorder” on the basis of the responses of patients
initially diagnosed with depressive neurosis (as per DSM Il) to open trials of
antidepressants.

Akiskal (1983) maintained that the subaffective patients were characterized by

Schneiderian depressive personality traits —- glcominess, pessimism, passivity - yet
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responded well to antidepressants. In addition they showed a family history of mood
disorders and shortened REM latency. He distinguished this subtype from character-
spectrum disordered patients, who showed a preponderance of unstable traits
associated with Cluster B disorders and sociopathic personality traits, early object
loss, and normal REM latency, as well as poor medication response. Akiskal argued
that their dysphoria was secondary to chronic characterological problems derived
from unstable developmental histories (e.g., parents with sociopathic traits or
nonaffective personality disorders).

Akiskal initially proposed that his subaffective dysthymia was the true axis |
dysthymic disorder, but later amended this view (1989), arguing that it constitutes a
form of depressive personality, an earlier-onset counterpart of dysthymia, which
belongs on axis Il. He proposed that the definition of axis | dysthymia be narrowed to

denote a more symptomatic and later-onset disorder (Phillips et al., 1990).

Those who subscribe to dysthymia as a mood disorder argue that the axis Ii
comorbidity (particularly avoidant symptoms) reflect the effects of mood on
personality, and that, at any rate, the overlap between groups of dysthymic and
depressive personality patients is lower than expected -- only 30% (Klein & Kelly,
1993). Moreover, significant differences between groups have been reported (e.g.,
higher percentage of males, milder depressive symptoms, less nonbipolar disorder in
relatives for the depressive personality subjects).

D . i
Phillips et al. (1990) describe depressive personality as an enduring type of

character or temperament associated with early onset, subjective distress, and stable
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cross-situational traits lasting for long periods of time regardless of symptomatic
state. As empirical support for depressive personality, they cite Akiskal’s work on an
affective, non-drug-responsive depressive personality on axis Il.

One reason for the need for a depressive personality as a diagnostic category is the
failure of the dysthymia diagnosis to encompass patients with clear depressive
character traits, including those who lack sufficient symptoms to meet criteria for a
clinical disorder. The DSM-IIi-R diagnosis was heavily weighted towards the somatic
and neuro-vegetative symptoms, at the expense of affective symptoms (Kocsis &
Frances, 1987), a weakness the DSM-IV tried to address by adding a new criterion
that depressive symptoms must “cause clinically significant distress” or impairment in
social and other areas of functioning” (APA 1994). But there are larger conceptual
and nosological questions as well that bear on how we define personality disorders,
and how they are separate from axis | syndromes. As Phillips et al. (1990) suggest,
the concept of depressive personality -- both the psychoanalytic view of a
developmentally determined depressive character and the German concept of an
inherited depressive temperament (an attenuated form
of major depression) -- is compatible with our view of personality disorders, “as
multidetermined conditions with biological, psychological, and social determinants.”
The depressive personality may in fact be a distinct subtype whose symptoms are
chronically associated with temperamentally determined dysfunctional personality
traits (Kiein & Kelly, 1993).

A common misperception is that axis | disorders are exclusively
biogenetic and axis Il disorders psychodevelopmental in origin. A
more realistic model that may apply to the depressive personality is

that of ‘spectrum ” disorders...It may be that [an] affective spectrum
exists between major depression and dysthymia on axis | and an
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early-onset, trait-like axis Il counterpart (Phillips et al., 1990, p.
835).

Phillips et al. (1990) also argue that dysthymia and depressive personality can and
should be differentiated in a clinically meaningful way:

The depressive personality should ...be, by definition, more trait-like
than state-like—i.e. more stable, durable, and resistant to change
across situations and time than the symptoms arising from a state
such as dysthymia.

The implications for treatment outcome are consequently significant:

It would follow that any medication-induced change in the
depressive personality should not be rapid or dramatic, as this
would be a more state-dependent psychopathology than is
appropriate for categorization as a personality type. Similarly, such
a change should not dramatically affect all domains of the disorder--
i.e., behaviors, relationships, cognitions, and self-concept--as this
would imply a single-factor etiology, which is unlikely to pertain to a
personality disorder (pp. 835-6).

By this argument, the patients recruited for this study -- all diagnosed with DSM-III-
R dysthymia -- should show rapid response to medication, but substantially less
progress or substantially slower progress on measures that assess for significant
personality change, such as defense mechanism use.

An aim of this study is to ask, then, whether dysthymia and depressive personality
are such indistinct conditions, and whether positive changes on multiple levels of
functioning, including self-concept and defense mechanism use can be demonstrated
in this population over a relatively short (16 weeks) treatment. At the same time, |
expect that positive changes will be most evident in patients receiving both
medication and a form of therapeutic intervention. Patients treated only with

medication are not expected to show higher rates of change than their combined

medication/therapy treated counterparts.
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One might also argue that significant change or good outcome on multiple
measures -- symptomatology, self-concept, as well as defense functioning -- in the
medication-only dysthymia patients would be consistent with the kinds of changes to
be expected only with a stable, traitlike construct such as depressive personality, and
therefore casts doubt on the distinctiveness of these two Axis | and Il forms of
depression.

Such questions have led me to conclude that research on defense functioning in
dysthymic patients, as well as the strong theoretical and empirical tradition linking
personality factors and chronic depression, is an important and underinvestigated

area for study.

D. Defensive processes in Depression
When Freud proposed in 1917 that the loss of an ambivalently-loved object
(individual), followed by a defensive response of turning anger inward, led to
melancholia, he captured the essence of depressive despair (1917/1968):
The distinguishing mental features of melancholia are a profoundly
painful dejection, cessation of interest in the outside world, loss of
the capacity to love, inhibition of all activity, and a lowering of the
self-regarding feelings to a degree that finds utterances in self-
reproaches and self-revilings, and culminates in a delusional
expectation of punishment (p. 51).
Freud’s original understanding of depression, embedded in his theory of neurotic
conflict as repressed libido, with its emphasis on oral fixation and incorporation
fantasies, has been subsequently modified. But introjection -- as an explanatory

internalization mechanism for how aggression turned round on the self becomes

experienced as despair -- still retains heuristic appeal.
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1. Introjection

The theme of introjection as a defense against loss, including loss of self-esteem, has
had a long precedent in psychoanalytic writings on depression (Abraham, 1911;
Arieti & Bemporad, 1978; Bibring, 1953; Fenichel, 1945; Freud, 1917; Gaylin,
1968; Jacobson, 1971; Rado, 1928). Knight (1940) described introjection as the
“unconscious inclusion of an object or part of an object into the ego of the subject.”
Fenichel (1945) viewed it as “an attempt to make parts of the external world flow
into the ego. " Introjection is a defense because it protects against separation
anxiety. But Freud also viewed it as an identificatory process which, during the
course of development, facilitates the capacity to be autonomous. It is the
introjection of parental standards that fosters ego formation and becomes the basis
for conscience mechanisms (super-ego) in the developing personality (Freud,
1917/1968). What is taken into the self-representation is not always saluatory, of
course; introjection also allows into the self “the sense of badness that comes from
painful experiences with the object” (McWilliams, 1994, p. 233). In depression, this
frequently entails the unconscious internalization of the lost object’s most hateful

qualities.

Freud (1917/1968) thought that self-devaluation, associated with loss of a loved
object, sets depression apart from ordinary mourning. Although the normal grieving
person is free to withdraw his emotional attachment (libidinal cathexis) from the
object, the melancholic, immersed in the act of castigating himself while brooding

over his loss, is unable to do so. His self-attack:s, however, are directed not at the

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



self but at the lost object, with whom the melancholic individual has become

narcissistically identified:
If one listens patiently to the many and varied self-accusations of
the melancholic, one cannot in the end avoid the impression that
often the most violent of these are hardly at all applicable to the
patient himself but that with insignificant modifications they do fit
someone else, some person whom the patient loves or ought to
love...so we get the key to the clinical picture. We perceive that the
self-reproaches are reproaches against a loved object which have
been shifted away from it onto the person’s own ego..

Freud (1917/1968) viewed narcissistic identification as an early (oral)
developmental phase -- a very primitive mode of relating (between autoeroticism and
object love) to which the melancholic person regresses during a depressive episode.
Such identification “has the trappings of self-love” (Gaylin, 1968), but the cathexes

(libidinal energy) are actually invested in the introjected object, which, once taken

within, becomes confused with the self.

Thus the shadow of the object fell upon the ego, and the latter

could henceforth be judged by a special agency, as though it were

an object, the forsaken object. In this way an object-loss could be

formed into an ego-loss and the conflict between the ego and the

loved person into a cleavage between the critical activity of the ego

and the ego as altered by identification (Freud, 1917/1968, p. 58).

The introjected object --now “the ego as altered by identification” -- is attacked by

the critical part of the ego (forerunner of the super-ego). It is this subsequent split in
the ego (into sadistic attacker and a receptive part identified with the object) which

is experienced as “a conflict between one part of the ego and its self-criticizing

faculty” (Freud, 1917/1968), and which results in a sense of diminished self-esteem.

In Freud’s account, melancholia is a pathological compromise formation resulting

from (real or fantasied) loss. With the introduction of the tripartite personality theory
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(1923), the notion of introjection in depression evolved from the simple idea of
incorporating an external object (or its image) to encompassing more complex
relations between the personality substructures, ego and super-ego (Freud, 1926).
In melancholia it seems as if the main emphasis of the personality
has been shifted from the ego to the superego. The patient’s
conscience represents his total personality; the ego altered by the
introjection is the mere object of this conscience and is entirely
subdued by it (Fenichel (1945).

Whereas previously the self-punishing behavior of the depressed patient serves to
punish the abandoning love figure, now there is an “internal instrument for self-
punishment” in the form of an incorporated, critical parent in the structure of the
superego (Gaylin, 1968). As Fenichel (1945/1968) puts it, “the superego treats the

ego in the same way that the patient unconsciously had wished to treat the object

that was lost” (p. 126), and, consequently, becomes its surrogate.

Since Freud first wrote about the “disturbance in self-regard” in melancholia
(1917/1968), the construct of self-esteem, and its role in superego pathology,
became increasingly central in psychoanalytic theories of depression {see Andrews,
1989). Rado (1928), Fenichel (1945), Bibring (1953), and Jacobson (1971) have all
argued that what is lost in depression is not necessarily a loved person but a sense
of narcissistic integrity.

Fenichel (1945/1968), countering Freud’s belief that lowered self-esteem was the
product of depression (triggered by object loss), asserted that depression is the loss
of self-esteem, and, further, that self-esteem regulation is contingent upon the ego’s
relation to the super-ego.

In the phenomenology of depression, a greater or lesser loss of self-
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esteem is in the foreground. The subjective formula is: ‘I have lost
everything; now the world is empty,’ if the loss is mainly due to a
loss of external supplies, or ‘| have lost everything because | do not
deserve anything,’ if it is mainly due to a loss of internal supplies
from the superego (p. 115).

Fenichel described the depressed patient as a “love addict” who exists in “perpetual
greediness,” and is fixated on the need for narcissistic supplies from others to bolster
his self-esteem. Initially, the gratification of the young child’s oral needs (hunger,
etc), is achieved through nourishment provided by the mother, and it is this
gratification that serves as the “first regulator” of the child’s self-esteem.

Subsequently, the child derives self-esteem from “narcissistic supplies” in the form
of love and affection: The small child loses self-esteem when he loses love, and
attains it when he regains love (Fenichel, 1945).

Later still, the superego functions as the primary source and regulator of
narcissistic supplies, such that “every feeling of guilt lowers self-esteem, while “every
fulfilment of ideal raises it." Guilt derives mainly from forcing the love object into
providing needed narcissistic supplies. But Fenichel locates the root of depression
more in the loss of superego support than in punishment. And, further, he maintains
that it is not simply the loss of a loved one that produces depression, but the loss of
a person in whom one has invested feelings of worth and value (Gaylin, 1968):

What we are mourning is our lost self-esteemn, the love object being
merely symbolic of it (p. 17].

With diminished self-esteem in depression assuming more prominence in

aetiological considerations, subsequent theorists reformulated the role of defensive

processes. Bibring (1953) and Jacobson (1954, 1971), in particular, abandoned the
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traditional view of defense as a mechanism for coping with object loss for a view of
defense as helping to regulate perceived discrepancies between actual and desired
selves.

Working within an ego psychological framework, Bibring (1953/1968) made self-
esteem the cause of depression, but rejected the idea that its regulation is contingent
upon the ego-superego relationship. He maintained that depression is purely an ego
phenomenon -- a basic human response to one’s helplessness that is aggravated by a
profound disappointment in being unable to live up to important ideals.

...depression is primarily not determined by a conflict between the
ego on the one hand and the id, or the superego, or the
environment on the other hand, but stems primarily from a tension
within the ego itself, from an inner-systemic ‘conflict.’ Thus
depression can be defined as the emotional correlate of a partial or
complete collapse of the self-esteem of the ego, since it feels
unable to live up to its aspirations (Bibring, 1953/1968).

In conceptualizing depression as a basic, non-reducible affective state, Bibring
equated it with anxiety. But whereas anxiety is a response to expected danger
(survival mechanism), depression denotes an ego paralysis, the failure to meet and
contend with danger, and respond effectively to frustrations beyond the ego’s
control.

Previous psychoanalytic theorists attributed the helplessness observed in
depression to an oral fixation characterized by elevated dependency needs. But
Bibring argued that there are other forms of helplessness which correspond to
different developmental stages (Blatt et al., 1990). Depression can derive from

helplessness related to the failure to achieve “anal” aspirations or goals (such as the

mastery over one’s body or one’s impuises, which leads to feeling dirty and

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



unworthy) as well as “phallic” ones (such as competitive strivings and desire for
success, leading to feeling defeated or punished), and does not simply encompass
the fear of not being loved.

... everything that lowers or paralyzes the ego’s self-esteermn without

changing the narcissistically important aims represents a condition

of depression...the subsequent results will be the same: the

individual will regressively react with the feeling of powerlessness

and helplessness with regard to his loneliness, isolation, weakness,

inferiority, evilness or guilt. (Bibring, 1953/1968, pp. 177-8).

Conceptualizing the traumatic impact of loss in the context of superego pathology
led early psychoanalysts to speculate that depression was intrinsically reparative. The
whole depressive process is “an attempt at reparation, intended to restore the seif-
esteem that has been damaged” (Fenichel, 1945/1968). Similarly, Rado (1928) saw
depression as a form of expiation for guilt at manipulating affections from a coveted
love object. He interpreted the self-abusive behavior of depressed individuals as the
result of super-ego punishing ego, with the punishment serving as atonement
(Gaylin, 1968).

In Bibring’s ego psychological formulation, depressive symptoms are not
reparative. Rather the depressed person’s “attempts at reparation” represent a natural
emotional reaction to depression, or loss of self-esteem, in the context of profound
life disappointments.

[l}f depression is a simple, basic experiential state like anxiety, it is
to be expected that individuals may form certain defenses against it
or even that it may serve a useful purpose (again, like anxiety)
when experienced in mild forms. Therefore the symptoms of
depression itself are not reparative (as postulated by Rado and
others), but other symptoms in reaction to depression may well be

so (Arieti & Bemporad, 1978, p. 32).

In this view, defense against the depressive affect is only mobilized when the ego’s
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“recovery mechanisms” fail, and tends to find expression in the form of apathy or
hypomania (Bibring, 1953/1968). Apathy is the consequence of “a blocking of the
depressive emotion,” and can lead to mechanisms of depersonalization in chronically
depressed individuals. Hypomania, on the other hand, constitutes a reaction
formation to depression, usually combined with a denial of the causes of depression

(Bibring, 1953/1968).

Edith Jacobson (1954, 1964, 1971) also underscored depression as a pathology
of self-esteem, but her approach, which attempts to integrate drive formulations with
object relations theories, contrasts sharply with Bibring’s intrasystemic perspective.

Depression, in her view, emerges in the context of an aggressive cathexis of the
self-representation; a primitive, poorly differentiated super-ego; and object
representations still fused with childhood parental ideals (Arieti & Bemporad, 1973).
Specifically, loss of self-esteem in depression arises from a rupture between the self-
representation (internalized self-image) and the wished-for self, which is
characterized by exceedingly high expectations and ideals.

Jacobson’s developmental model draws on Hartmann's distinction between ego
(an abstraction referring to a personality substructure) and self (which represents the
total person). She equates self-representation with the individual’s internal self-
image, and speculated that both self- and object relationships are cathected by
libidinal or aggressive energy. Positive self-esteem thus denoted a libidinally
cathected self representation; low self-esteem an aggressively cathected self-
representation (1971).

According to Jacobson (1954, 1964), our self-image is initially unstable. Derived
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from sensations barely distinguishable in infancy from perceptions of the gratifying
part-object (breast), it is experienced as fused (and confused) with object-images
(Mendelson, 1974). Under normal supportive circumstances, the infant develops a
stable self-image and clearly differentiated boundaries between self and others. But
overgratification postpones boundary establishment and intense frustration and
disappointment result in a3 devaluement of parental objects which yields an
aggressive cathexis of object and self-images generating feelings of inferiority and
self-disparagement (Mendelson, 1974). Depression of this type is not the product of
abandonment or deprivation but, rather, hostile or ambivalent parent-child
relationships, which engender subjective feelings of doubt, guilt, hypervigilance, and
self-criticism.

It is this discrepancy between the devalued self (now fused with the image of a
hostile parental object) and the idealized (e.g., perfect) self that resuits in depressive

symptomatalogy and diminished self-esteem.

For Jacobson the basic conflict in all affective disorders is as
follows: When frustration is encountered, rage is aroused and leads
to hostile attempts to gain the desired gratification. However, if the
ego is unable (for external or internal reasons) to achieve this goal,
aggression is turned to the self image. The depressed individual may
then defensively try to fuse with an omnipotent object (manial or
turn to a new object to replenish libidinal supplies in order to raise
self-esteemn (Arieti & Bemporad, 1978, p. 30)

Whereas Jacobson (1971) characterized depression as a symptom

resulting from defensive operations {(Milrod, 1988}, in which parental

devaluement leads to turning against the self, Gaylin (1968) has argued
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that it is the breakdown cf the function of symptom formation that

aggravates depression.

Symptoms are the attempts of the individual to compromise his way
out of a conflict situation. They are the reparative maneuvers and
manipulations of the threatened ego. In depression, however, the
distinguishing feature is the paucity of such maneuvers. The
‘symptoms ” are the non-symptoms of passivity, inactivity,
resignation, and despair. Here the reparative mechanisms are at a
minimum.
Unlike the phabic who finds solace through the defense mechanisms of avoidance
and displacement, the depressed patient has no illusion. Paradoxically, his one
recourse is to use dependency (a non-defense) as a survival mechanism in such a

way that “the very stripping of one’s defenses becomes a form of defensive

maneuver” (Gaylin, 1968).

Contemporary views of depression posit that defenses do not cause depressive
symptoms, although the effectiveness or adaptability of defensive responses may
influence the course of symptoms (Perry, 1994). In this view, similar to Bibring’s
(1953), defenses constitute important variables that mediate the relationship

between life stressors and episodes of affective disorders.

BRepresentation
Loss -- loss of meaning, loss of something of value to one's self-concept -- is also

a central idea in cognitive-interpersonal formulations of depression (Gotlib &
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Hammen, 1992):

[Tlhe key psychological ingredient determining whether someone will
experience depression following a negative event is the appraisal of the
meaning of the event as signaling loss of self-worth, a belief that something
essential for one's experience of being valued has been lost with no means of
replacing it (p. 149).

As with later psychoanalytic formulations (Bibring, 1953; Jacobson, 1971), it is not
the actual event of loss per se that is so distressing but its mental representation --
what it means in terms of one's conception of self.

Increasingly, theorists from diverse orientations, rely on psychological meaning
structures as a means of understanding cognitive-affective processes in personality
development and psychopathology (see Westen, 1991 for a review). These
hypothetical structures -- schemas (Beck, 1983; Sandler & Rosenblatt, 1962), self-
representations (Jacobson, 1954); person schemas (Horowitz, 1972, 1988a), object
representations (Blatt & Lerner, 1983; Kernberg); internal working models (Bowlby,
1977,1980) -- function as organizers of thoughts and feelings about self and others,
and, as such, provide a framework for finding links between defense and depression.
Horowitz (1988) argues that defense is an unconscious aspect of information
organization at the schematic level, and thus critical to understanding conscious
regulation of feeling and thought. Westen (1931) demonstrates how conflictual
representations in working memory (e.g., self as "alcoholic” vs. self as "good
mother”) can lead to defensive distortion {(and compromise schemas) to minimize
disturbing discrepancies in an individual's self-concept.

A defense mechanism is a form of thought, a mental operation which protects

against unacceptable (ego-dystonic) ideas. it organizes reality to make it more

congruent with one's view of self, other, and the world. Similarly, a schema
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(Bartlett, 1932; Piaget, 1926) is an organizing construct, a stored body of knowledge
that influences the way we take in, understand, and use new information.

Self-schema, a term first used by psychoanalysts Sandler and Rosenblatt (1962) in
their study of the representational world, is the central construct in Beck's (1983)
cognitive theory of depression. Blatt and colleagues (Blatt, 1990; Blatt & Ford, 1994)
describe mental representations as “cognitive-affective schemas,” by which he means
“the conscious and unconscious mental schema...that evolve out of significant
interpersonal encounters.” (p.6). It is the internalization of caring experiences that
results in the construction of self and other representations, and for which
impairments reflect critical disruptions in the caregiver-child relationship (Blatt,
1990).

Empirical support for the enduring influence of representational structures on
interpersonal functioning also comes from the attachment investigators (Bowilby,
1980; Bretherton, 1995; Main et al., 1985), and more recently, developmental
psychopathologists (Sroufe, 1988; Cicchetti & Schneider-Rosen, 1988; Cicchetti &
Toth, 1995), who assert that inadequate "internal working models” resulting from
insecure attachments can lead to psychopathological conditions, including depressive

disorders.

E. Empirical approaches to Depression and Defense
As we shall see in the work of four empirical investigators, constructs of
introjection and schema processing enter into studies of depression and defense.

Beck relies predominantly on a cognitive understanding of the schema construct;
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Blatt formulates introjection in part as a represantational process that results in the
formation of cognitive-affective schemas; Horowitz uses the schema construct to
elucidate interpersonal role conflict and the formation of maladaptive mental states;
and Bowlby identifies a biologically-wired representational operation called the

internal warking maodel, which is also rooted in theories of schematic processing.

A) Beck's Depressogenic Schemata

Beck (1967, 1983)'s cognitive theory of depression asserts that a pervasively
nihilistic view of self, the world, and the future, which he termed the “negative
cognitive triad,” is the most salient psychological symptom of depressed patients.
The “altered thinking” observed in depressed individuals (Kovacs & Beck, 1978) is
also expressed in cognitive distortions (idiosyncratic meaning) and systematic errors
in logic (arbitrary inference; magnification; overgeneralizing). In particular, depressed
patients view failure experiences in a self-referential negatively-biased manner
(Kovacs & Beck, 1978).

Beck maintained that self-evaluations are generated by underlying knowledge
structures -- self-schemas. Early negative circumstances in childhood (e.g., loss,
deprivation, death of an important person) lead to the formation of an organized
collection of maladaptive thoughts about the self -- depressogenic schemas -- which
in later life may be triggered, consciously or unconsciously, by experiences analogous
to the earlier events. It is the negative content of the individual’'s self-view -- the
persistent belief that he or she cannot control events - that determines the
individual’s vulnerability to depression in the face of social adversity (Segal & Muran,

1993).
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Rooted in theories of cognitive psychology and information-processing (Bartlett,
1932; Piaget, 1954; Neisser, 1967; Shank & Abelson, 1977), Beck's schema model
emphasizes how control over attention and the information that manages to filter
through, constitutes a defensive operation. He draws on the work of Neisser (1967),
for example, who defines schemata as representations of prior experience that
facilitate recall and focus attention. Much of this selective control, it is thought,
pertains to the processing of self-related information contained in social experience
(Markus, 1977 see also Segal & Muran, 1993). Markus & Nurius (1986), working in
social cognition, have introduced the notion of self-schemas representing “possible
selves” -- what an individual thinks he or she might become, might like to become, or
fears becoming. “Possible selves,” as guiding constructs which generate self-
enhancing behaviors, bear resemblance to Jacobson’s (1971) idealized self-images,
and their protective role in regulating self-esteem. It suggests that motivational
factors, intrinsic to psychodynamic formulatioris of super-ego formation and self-

esteem regulation, are receiving more prominence in cognitive approaches.

Cognitive theorists view depressogenic schemas as stable, traitlike cognitive
structures. Reviewing experimental support for an underlying seif-structure in Beck's
theory, Segal (1988) argues that a construct accessibility or availability theory may
explain the persistence of pathological schemas. The more a schema is activated, the
more easily it is made available, or accessed.

Since, by definition, depressed individuals are in a chronic state of
negative mood activation, negative self constructs will come to
mind more easily than will positive or neutral alternatives, even

when they may be available in memory. More frequent activation of
these negative constructs makes it easiar for them to be activated
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in future instances and thus to continue their potential domination
over fresh or disconfirming information in the person’s mind {Segal
& Muran, 1993, p. 139).

Depressed people do recall more negative than positive information, and show
longer latencies in recalling pleasant memories. But these recall biases tend to
normalize following recovery from a depressive episode (Gotlib & Hammen, 1992).
An ongoing challenge for cognitive depression researchers is to tap underlying
schemas not confounded by dysphoric mood, especially in light of the limited utility
of assessing depressogenic schemas using self-report methodologies (see
Introduction to this thesis; also, Segal, 1988).

More recently, priming has been introduced as a way of eliciting latent schemas.
Depressive self-schemas are understood in the context of a vulnerability model in
which an environmental trigger activates the cognitive structure in order to guide
information processing. Priming is thought to “unlock” or “unfreeze" elements of a
self-representation which, in the absence of an adverse precipitating event, has
remained unaccessed (Segal & Muran, 1993).

Priming may also be a more viable means of tapping the complex layering of self-
schemas. In a variant on the personality self-system (Sullivan, 1953), Markus (1990)
proposed that self-schemas encompass multiple self representations (e.g., good me,
bad me, not me, actual me), a formulation that emphasizes affective and
interpersonal processes in the formation of selt-concept, and is not dissimilar to
Horowitz’s more dynamic notion of self-schemas. The willingness to explore affect in
depression, in particular, is important given the tendency for cognitive theorists to

dismiss mood as a confounding variable in schema assessment (Blatt & Bers, 1993).
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Moreover, recognition of affective dimensions f the self-schema, and its relation to
interpersonal action, is necessary to tap contents less available to consciousness due
to defensive operations.

In an effort to capture more complex, ecologically valid self-representations, Muran
et al. (1991) has proposed a narrative-based measure of self-description to activate
latent depressogenic self-schemas. Self-scenarios are idiographically constructed
vignettes of optimal and distressing events in the depressed patients lives. Their
content establishes a highly self-referent context -- “best case” and “worst case”
scenarios -- which are thought to prime the patient’s recognition of habitual optimal
and bad modes of responding (Segal & Muran, 1993). As a means of activating bad
(depressogenic) self-representations, it is an extension of the theoretical framework
that links actual-ideal self discrepancies to loss of self-esteem and depressive affect
(Bibring, 1953; Jacobson, 1971).

The clinical utility of this narrative procedure (self-scenarios), though still being
tested empirically, is based in part on the assumption that stable cognitions operating
automatically (out of awareness) are less influenced by mood. Unlike inventory-based
and adjective-based methodologies, they allow the patient to participate more
actively in generating the assessment stimuli and thus present a broader picture of
schematic activity (Segal & Muran, 1993).

Self-scenarios tap cognitive and affective dimensions of depressive experience, and
are among the new cognitive methodologies that attempt to illuminate problems in
intimacy and relatedness that previous cognitive studies of self-representation have
been unable to investigate. As a priming procedure, self-scenarios are akin to

“projective” test methods (e.g., the Thematic Apperception Test) which also use
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stimulus situations to activate schemas (Bers & Blatt, 1993), and represent another

convergence in psychodynamic and cognitive approaches to depression assessment.

In recent years, the traditional cognitive therapy approach to depression has been
maodified in response to the prevalence of refractory (difficult-to-treat) patients. The
emphasis on everyday negative cognitions has yielded to greater focus on core
maladaptive assumptions originating in early experience. Increasingly, cognitive
therapists acknowledge the utility of illuminating the psychological impact of
attachment pathology and problems in separation-individuation on the formation of
self (Gotlib & Hammen, 1992).

Beck's model has been faulted faor overemphasizing the cognitive dimensions of
depression at the expense of unconscious motivational and affective processes.
Safran & Segal (1990) have tried to redress this deficiency by introducing the
concept of the cognitive-interpersonal schema. Such schemas, which stress
affective, motoric as well as cognitive dimensions, provide a framework for
understanding cycles of maladaptive social interaction, and their perpetuation by
systematic cognitive errors and distortions in thinking. Interpersonal schemas are
similar to internal working models (IWM; Bowlby, 19693; 1976;1980) in that both
derive from generalized cognitive representations of self-other relationships, but their
pervasiveness is attributed to the influence of negative life events and does not
encompass the developmental or motivational perspectives of psychodynamic and

attachment formulations.

B) H itz: Patholog , | | defensi I
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Mardi Horowitz's (1988, 1994) psychotherapy research integrates cognitive
theories of schema formation and information processing with psychodynamic
theories of defense. Although his focus is not on clinical depression per se, he has
studied a state of mind, which he refers to as "pathological mourning,” that bears
phenomenological resemblance to a depressive condition, but a primary interest
appears to be in coping strategies (“control processes”) following traumatic stress
(Horowitz, 1986).

Defense, in Horowitz’s view, is accomplished through the activation of self and
person schemas (Horowitz, 1988; Paulhus et al., 1997). He describes the self-
schema as "a view of the self whose conscious representation is not necessarily
available but persists unconsciously to organize inner mental processes” (p. 29).
Horowitz draws on muitiple schema forms (motivational, relational, body,
superordinate, partial) to understand the cognitive and dynamic aspects of the
patient’s object representations, and how they factor in various mental states.

...individuals have multiple images of self and others, as well as
multiple images of typical interactions, termed ‘role relationship
models.’ One method of defense is to change the image or schema
that is currently active, which in turn controls those specific
aspects of self and other that are currently perceived (Paulhus et
al., 1997, p. 555).

His work emphasizes two types of phenomena associated with unconscious
conflict -- "intrusions™ and "omissions.” Both are disruptions to the flow of ordinary
conscious awareness -- either "intrusions of the unexpected” or "omissions of the
representations expected from conscious awareness” (1988, p.7) -- which attempt to

mediate between prohibited wishes and defensive aims. More recently, he and

colleagues have started to examine these unconscious control processes in study of
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single subjects in therapeutic settings (Paulhus et al., 1997).

C) Bowiby: internal Working Modej {IWM)

Bowlby’s (1969, 1978, 1980) seminal contribution to attachment theory was to
explain the catastrophic consequences of premature separation and maternal
deprivation in young children. Mourning and depression are the child’s response to
loss of the loved parent, through actual separation or emotional neglect.

Bowlby’s work postulated that human infants possess an innate, biologically-
determined propensity to maintain close proximity to their principal caregiver. A
sensitive, reliable caregiver provides a “secure base"” enabling the child to freely
explore the world while feeling confident she is valued and loved. In a repudiation of
Freud's energic, pleasure-seeking model, Bowlby argued that humans are motivated
to seek attachment (in the form of an emotional bond) rather than pleasure, and that
healthy psychological adjustment is the product of a dynamic balance between

attachment and self-exploration (Bretherton,1995).

Repeated transactions with attachment figures lead the infant to develop
reasonable expectations about future interactions and relationships with significant
others (Bowlby,1980). These patterns of interactions become represented in stable
mental structures, or internal working models (IWM). In particular, patterns of
insecure attachment, such as anxious-avoidant (preoccupied) attachment styles, lead
to depression (Bowlby, 1980; Sroufe, 1988).

Ideally, IWM are thought to be flexible, adaptive structures which “accommodate”

to change in the Piagetian sense. Failure to revise one’'s view of the world after a
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significant life event or change puts an individual at risk for pathology (Bowlby,
1980; Bretherton, 1995). Defensive exclusion is his term for someone who fails to
revise an IWM by blocking anxiety-provoking or guilt-arousing information from
awareness. As Bretherton (1995) notes, cognitive research shows that information
processing is always selective, undergoing multiple stages of analysis and synthesis
prior to reaching awareness (see Erdelyi, 1974):

Building on these findings, Bowlby (1980) argues that defensive
exclusion of perpetual stimuli and remembered information from
awareness should be viewed as a special case of selective
exclusion, though with a different aim. Whereas the aim of selective
processing is to extract/retrain the most relevant/salient aspects of
incoming and remembered information, the aim of defensive
processing is to protect an individual from experiencing unbearable
mental pain, confusion, or conflict by altering the inner world rather
than coping with the exigencies of the external world (Bretherton,
1995, pp 237-8).

It is this altering of the inner world -- to avoid mental pain and to maintain an
affective bond -- that distinguishes IWM from the cognitive schema that Beck
describes. Although IWM are evolving structures which predict future attachment
relationships, they lack the rich, detailed complexity of analytic constructs because
they are based on generalized expectations (prototypes) of caretaker interactions
(Diamond & Blatt, 1994), and fail to incorporate an understanding of developmental
sequence of enactive, imagistic, and symbolic modes of representation (Horowitz,
199 ; Diamond & Blatt, 1994).

Bowlby does not deny defense mechanisms exist but he does avoid labeling
defensive behavior. He seems to suggest that phenomena attributed to

psychoanalytic defense mechanisms (e.g., projection), and traditionally thought to be

pathogenic responses, could alternatively be viewed as comprehensible
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misattributions due to a patient’s attempts to make sense of the world as he or she

has experienced it or has been told to experience it.

D) Blatt: Introjecti | Anaclitic D ion (O : : \

Blatt's developmental model conceptualizes depression as impairments in object
relations (1974) which hinder the capacity to sustain stable emotional contact with
important abjects. Influenced by Piaget's work on cognitive development and
particularly the concept of object permanence, Blatt (1974, 1990) has introduced an
understanding of cognitive-affective schemas that correspond to different levels of
object relatedness and personality organization. Piaget’s cognitive schemata begin
as sensorimotor preoperations in infancy and gradually evolve over successive
developmental stages into complex mental activities, such as symbol formation and
abstract reasoning. In the early sensorimotor stages, the child lacks any
representational capacity, and can only use a primitive form of signification. Blatt

(1995) places Piaget’s formulations into interpersonal terms:

. Boundary constancy (2-3 months - smiling behavior, initiating engagement)
. Recognition (libidinal) constancy (6-8 months - stranger anxiety)
o Evocative constancy (16-18 months - sense of object not immediately

present in perceptual field)

. Self and object constancy (30-36 months - stable concepts of self and
others, as expressed in use of “me,” “I,” and “mine.")

At approximately age 5 or 6 the child develops new cognitive capacities:

. Concrete operational thought- (age 5 - triadic configurations;"we” concept)

. Formal operational thought (ages 11-12 - personal and cultural relativism)
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. Self identity (late adolescence - capacity to be intimate without losing one’s
individuality; fuller sense of “we" or “self-in-relation”)

. Integrity (mature adulthood - continued development of above).

in Blatt’s (1974;1990) developmental scheme of depression, the impairment in

achieving self or object constancy reflects problems with the capacity to differentiate
self from others.

Once basic boundary differentiation has been established between

self and nonself, and inside and outside, then the developmental

task is to establish object and self representations, which become

increasingly articulated, diverse, integrated, symbolic, and

constant... It is these later stages of object representations which

are relevant to an understanding of depression (1974, p. 108).
At this critical juncture in the child’s life, two developmental lines emerge --self-
definition and interpersonal relatedness. Although broadly portrayed as personality
configurations, Blatt links problems of interpersonal relatedness and self-definition to
"anaclitic” and "introjective” depression, or subtypes of depressive personalities,
respectively.

Anaclitic depression is characterized by fears of abandonment and

desperate struggles to maintain physical contact with the need-

gratifying object. Introjective depression, in contrast, is

characterized by feelings of worthlessness, guilt, and a sense of

having failed to live up to expectations and standards. There are

fears of a loss of approval, recognition, and love for the object

(Blatt, 1974).

In theoretical support of his subtypes, Blatt draws on Grinker (1961) who identified

two independent factors of depression --one based on feelings of guilt, the other
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based on deprivation -- in a descriptive study of clinically depressed patients, and
Schmale’s (1971) distinction between helplessness and hopelessness as two types of
depressive affect. All impairments in object representations, regardless of depressive
subtype, entail an effort by the individual to maintain contact with the object, either
directly or through an intensification of introjection (Blatt, 1974). The capacity to
fully experience loss of the object (mourning) is contingent upon the establishment of
adequate levels of representation through the process of internalization in which the
Oedipus complex is resolved and infantile object choices, such as a nurturing mother
figure, are ultimately relinquished (Blatt, 1974).

As an empirical measure of his theory of depressive subtypes, Blatt et al. (1976)
developed the Depressive Experiences Questionnaire (DEQ) which measures qualities
of self-criticalness, dependency, and efficacy in depressed patients. He found a
significant correlation between conceptual level of object representation and
developmental level of depression, as measured by the DEQ, supporting his
distinction between a dependent, immature anaclitic depression and a more
developmentally mature introjective depression.

Anaclitic and introjective personality configurations have been associated with the
use of different defense mechanisms (Blatt & Shichman, 1983; Cramer et al., 1988).
Anaclitic defenses are avoidance maneuvers (denial, repression, displacement),
designed to maintain interpersonal relations, while neglecting the development of the
self. Introjective defenses (projection, externalization) are designed to protect and
guard the self at the expense of maintaining satisfying interpersonal relationships.
Anaclitic depression is comparable to anxious-ambivalent patterns of attachment

whereas introjective depression is comparable to avoidant patterns of attachment
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({Diamond & Blatt, 1994).

Finally, the two types of depressive personality are characterized by different
modes of representation, ranging from sensorirnotor, perceptual, iconic, and
conceptual (Piaget) or enactive, imagistic and lexical (Horowitz, 1972). Blatt, Wain et
al. (1979) found that parental descriptions characterized by sensorimotor operations
are found in anaclitic depressives, whereas external iconic modes are associated with
introjective depressives.

Blatt’s developmental theory argues that loss, or perceptions of loss, can be
experienced without the risk of acute or prolonged depression once the individual
attains stable, integrated, symbolic self and object representations. In cognitive
theory, however, the depressed individual remains vulnerable to adverse life
situations if the negatively biased cognitions triggering the depressive affect have not
been eradicated (Kovacs & Beck, 1978). To the extent that defenses distort an
individual’s perception of reality or capacity to sustain a consolidated self-concept,

he or she will remain vulnerable to depressive recurrence.

In a contribution to depression research, Blatt and colleagues’ have claimed that
some treatment effects are linked more to patient variables than the treatment
process itself. They have proposed that patient characteristics -- specifically anaclitic
and introjective personality configurations -- can be significant outcome predictors in
clinical treatment.

In studies of seriously disturbed patients uniergoing long-term, intensive, psycho-

dynamically oriented inpatient treatment, Blatt (Blatt & Ford, 1994; Biatt et al.,
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1988) has found that introjective patients change more readily along cognitive
dimensions (decline in thought disorder on the Rorschach; elevated intelligence test
scores) and measures of symptom improvement, whereas change for anaclitic
patients is more gradual and is reflected in the quality of interpersonal relationships
(based on clinical reports, representations of the human figure on the Rorschach).
Overall improvement of introjective patients on various psychological and behavioral
assessments was significantly greater than that of anaclitic patients (Blatt & Ford,
1994; Blatt et al., 1988).

Blatt has also studied the impact of these personality distinctions in a re-analysis of
The National Institute of Mental Health Treatment of Depression Collaborative
Research Program (TDCRP; Elkin et al., 1989), a large, multisite study of brief
treatments of major depression. The NIMH TDCRP found no difference in treatment
efficacy for three different forms of active treatment compared over 16 weeks:
Interpersonal therapy (IPT), cognitive behavioral therapy (CBT) and imipramine plus
clinical management (IMI-CM), in addition to placebo with clinical management (PLA-
CM). No one psychotherapy was found to be more effective than the other, nor less
effective when compared to the medication plus management modality (Elkin et al.,
1989).

Drawing on the work of Sotsky et al., whose (1991) reanalysis of the NIMH
TDCRP data found that (1) better social functioning at intake on a subscale of the
Social Adjustment Scale (SAS; Weissman & Paykel, 1974) predicted a favorable
outcome particularly in IPT, whereas (2) total lower score on the Dysfunctional
Attitude Scale (DAS; Weissman & Beck, 1978) predicted favorable outcome

especially in CBT and {MI-CM), Blatt et al. (1995) used the DAS, an inventory which
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taps typical depressogenic attitudes, to determine whether introjective and anaclitic

patient characteristics predict response to therapeutic interventions.

Blatt et al. (1995) found that the DAS factors, Perfectionism, a personality
dimension highly congruent with the introjective (Self-Critical) depressive subtype of
the DEQ (Blatt et al, 1976), but not Need for Approval, the dimension associated
with the anaclitic (Dependent) depressive subtype, significantly predicted negative
outcome in all treatment conditions.

Introjective patients are concerned with problems of self-definition and self-worth.
They tend to be more emotionally and socially isolated than anaclitic patients, for
whom maintaining the relationship bond is paramount. This isolation, in tandem with
a predilection for counteractive defenses, makes it difficult for the introjective patient
to establish an affective therapeutic alliance, which can lead to good therapeutic

outcome (Blatt et al., 1993).

Although Blatt has concluded introjective patients do poorly in brief forms of
treatment, they appear to respond well to long-term intensive, and psychoanalytically
oriented inpatient treatment (Blatt et al., 1988; Blatt, 1992). Given enough time to
form an alliance with the therapist, these patients apparently have the resources to
effectively utilize it. Subsequent research will be conducted to see whether a high
prevalence of personality disorders in this perfectionistic patient subset contributed

to the negative outcome of introjective patients in brief therapy.
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It is important to point out that Blatt uses the introjective and anaclitic personality
configurations to subsume a wide range of diagnostic categories. The 15 month
treatment studies in which introjective patients fared so well (Blatt et al., 1988)
involved schizophrenic and borderline young adult patients, and has not been
replicated with major depressives. Nor, to my knowledge, has Blatt or his colleagues
examined the response of dysthymic patients (anaclitic or introjective) to long-term

or brief courses of therapy treatment.

u. DEFENSE AND THE TAT

Early investigators studying defense mechanisms sought to establish an empirical
framework for identifying defense mechanisms. Since that time, the emphasis has
turned to refinement of specific methodologies.

Projective tests have always provided a rich data source for studying defense
mechanisms, as well as an important means of operationalizing psychoanalytic
concepts. Much of this research was devoted to developing Rorschach measures of
defense (Blatt et al., 1976; Lerner and Lerner, 1982; Schafer, 1954). But a number
of theorists have specifically discussed defense use in the Thematic Apperception
Test (Rapaport, 1959; Gill, and Schafer, 1946; Henry, 1956; Bellak, 1975), and
various investigators have tried to establish explicit criteria for measuring defenses
on projective stories including the TAT (see: Dias, 1976; Holzman, 1966; Shapiro &

Rosenwald, 1975; Bush, Hatcher, and Maymar,, 1969). In recent work not focused
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specifically on defense mechanisms, Westen (1989) has applied an object relations
measure on the TAT to successfully differentiate major depressives from borderline

patients.

As a storytelling task, the TAT is well-suited for eliciting defensive functioning
because it uses emotionally evocative social stimuli to activate unconscious
schemata and requires the production of a spontaneous narrative, which can be
anxiety-provoking and self-revealing.

Because defense mechanisms are rather complex mental processes,
they are more likely to be revealed in relatively extended samples of
thought, as compared to questionnaires that allow only a yes-no, or
true-false response. The open-ended nature of the TAT story affords
the opportunity for content to be expressed in a variety of forms,
without restrictions on style and length. This unhampered verbal
production gives us a window into discovering the thought

processes of the individual, including the working of defense
mechanisms (Cramer, 1996, p.87).

A. Methods of assessing Defense; Self-report, Clinical judgment. and Projective
tests

The main methodological approaches to defense rely on three data sources: Clinical
judgement; the patient's self-report; and projective testing. A review of all the
different available instruments is beyond the scope of this study (see Cramer 1991
and Paulhus et al., 1997 for two comprehensive compilations). Only the more widely
used defense measures --particularly those instruments used in empirical studies of
depressed patients -- will be described here.

Of the self-report instruments, the Defense Mechanisms Inventory (DMI, Gleser &

lhilevich, 1969; Ihilevich & Gleser, 1986) is the most thoroughly investigated
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(Cramer, 1991). The DMI is a fixed-choice paper and pencil instrument which elicits
the subject’s responses to 10 conflict situations scenarios. Subjects are asked to
select their least and most likely responses to these threatening situations in terms of
how they would characterize their actual behavior, affect, thought, and fantasy
behavior. The DMI contains five defense clusters (1) Turning Against the Self [TAS];
(2) Turning Against the Object [TAO]; (3) Projection [PRO]; (4) Reversal [REV], which
includes denial, and (5) Principalization [PRN] which includes rationalization, isolation,
and intellectualization.

Findings from a number of studies (see Cramer, 1991) indicate that the Reversal is
the only scale to show a consistent relationship to its criterion measures (e.g., denial,
avoidance). Men tend to score higher on TAO (Turning against the Object, whereas
women are more likely to score higher on TAS (Turning Against the Subject). In a
number of samples, men also scored higher on PRO (Projection) than women. In a
study of male alcoholics (O’Leary et al., 1977), high pre-therapy scores on REV was
positively associated with the patients’ ability to complete a year of treatment;
whereas high TAO scores were related to rehospitalization. A similar study of
alcoholics conducted by Hague et al. (1976) found no relationship between DMI and
therapy outcome after a 2-month treatment period. A positive relationship between
TAS and depression has been found in two large samples (Gleser & lhilevich, 1969);
it has also been found to be a sex-linked defense, occurring more frequently in
women, and especially women and men with a feminine orientation, as assessed by
the BEM Sex Role Inventory (Evans, 1982; see Gleser & lhilevich, 1969). Problems
with the instrument are considerable item overlap among the scales, which suggests

either that the items have poor content validity or that defense clusters interrelate,
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and perhaps represent a single defense continuum (Cramer, 1991).

Defense Style Questionnaire (DSQ, Bond et al. 1983).

The DSQ, a self-administered 81-item questionnaire of self-perception of defensive
style, was devised as a means of measuring defense mechanisms through self-
appraisals of conscious derivatives (Bond et al., 1983). Although this instrument
does not tap unconscious defense mechanisms, Bond contended that individuals can
be aware of their protective thoughts, feelings, and actions, and that the groups of
defensive or coping operations, which the DSQ measures, reveal an individual’s
characteristic manner of dealing with conflict. As a self-rated method, the DSQ
avoids the common problem of having to establish inter-rater reliability because it
does not rely on an outside rater’s subjective judgment.

The original DSQ consisted of 4 factors (24 defense scales) which represented
different levels of maturity of a developmental continuum, ranging from immature,
image-distorting, self-sacrificing. More mature defenses in the DSQ were related to
increasing ego strength and higher levels of ego development (Cramer, 1991). Bond’s
(1983)’s original DSQ has been modified by Andrews et al. (1989) into a 72-item
questionnaire corresponding to the defense mechanisms included in the DSM-ill-R.
Andrews et. al (1989), from a study of 142 psychiatric outpatients , 67 patients
consulting their physician, and 204 normal controls, found 3 Factors -- Immature
coping (Factor 1, a combination of Bond’s Factors 1 and 2); Neurotic coping (Factor
2); and Mature coping (Factor 3).

Self-report instruments have the advantage of potentially enhanced reliability since
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they do not rely on observer judgement. But they have the disadvantage of

accessing only conscious derivatives of defenses (Skodol & Perry, 1993).

Clinical iud

Early investigators such as Haan, Bellak and Vaillant used psychiatric interviews
and autobiographical reports to assess defense mechanisms. Vaillant combined
questionnaire and interview data in longitudinal research of 268 male college
undergraduates.

Semrad et al.’s (1973) 45-item Ego Profile Scale measures nine types of ego
defense functioning. The scales, based on clinical interviews of psychiatric patients,
consists of 8 factors: Factor 1 is a combination of hypochondriasis and somatization
scales; the others are projection, denial, dissociation, neurasthenia, compulsion,
anxiety alert, and dissociation. In a 13-week study of a young schizophrenic girl,
Semrad et al 1973) found that a decrease in the patient’s reliance on primitive
defenses such as projection and distortion, and an increase in more mature defenses,
such as hypochondriasis and dissociation, coincided with her shift from an acute

psychotic episode to a state of recovery.

The Defense Mechanism Rating Scale (DMRS, Perry & Cooper, 1989)

A number of empirical studies have used the DMRS (Perry & Cooper, 1989; Bloch
et al., 1993), a clinician-rated scale assessing patient use of 30 defenses in
videotaped clinical interviews. THE DMRS groups defense mechanisms into levels of
maturity or adaptability which correspond to immature (minor denial, projection,

hypochondriasis, passive-aggression, acting-out, and schizoid fantasy); image-
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distorting (splitting, denial, projective identification, idealization, omnipotence, and
devaluation); neurotic (repression, dissociation, displacement, reaction formation,
isolation, intellectualization, rationalization, and undoing), and mature (affiliation,
anticipation, suppression, self-observation, self-assertion, humor, altruism,
sublimation) defenses. The investigators also defined summary defense scales, on
the basis of conceptual relatedness, which consist of, in descending order of
maturity, obsessional (isolation, intellectualization, and undoing), narcissistic
(omnipotence, idealization, devaluation), disavowal (projection, denial,
rationalization), borderline (splitting and projective identification), and action (acting-
out, passive aggression, and hypochondriasis).

Pilot work using the DMRS, as shall be reported later, has focused on defenses of
subjects with borderline personality disorder, antisocial personality disorder, and
Bipolar Il disorder (Perry & Cooper, 1989; Perry, 1994), as well as DSM-III-R

dysthymic patients (Bloch et al., 1993).

The advantage of using unstructured or semi-structured interview format is that
patients provide rich, spontaneous samples of thought processes. But Cramer (1991)
suggests there are limitations to post-hoc judgements made by clinician-raters, who
must decide when a defense, and which one, was used. Additionally, a potential
confound with the interviewing method of assessing defense structure is the inability
to control for an interviewer’s particular style. For example, the style endorsed for
the DMRS is explicitly confrontational in order to elicit as many defense mechanisms

as possible (Bloch et al., 1993).
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Cramer's impetus for examining defense mechanisms in adult and clinical
populations stems from her interest in children's use of defenses as part of normal
development. She conceptualizes Denial, Projection, and Identification as
representing different ego capacities for more differentiated, integrated, and

increasingly complex thinking.

Denial protects through the withdrawal of attention (perceptual denial), physical
avoidance of aversive stimuli, or through the use of fantasy (A. Freud, 1936). In its
simplest terms, denial is described as “not seeing” -- by avoiding, distorting, or
refusing to accept some unwanted aspect of self. Denial evolved out of a
physiological withdrawal system (the state of sleep) and retains roots in perceptual
processes (literally not seeing}, initially expressed in behaviors such as blinking and
averting one’s head. Denial appears in more complex behaviors, such as playacting
and daydreams, and constitutes a necessary and normal stage in early childhood
development (A. Freud, 1936).

Projection entails putting unacceptable parts of self into others. It represents a
form of seeing what is not there. it is considered to be mare mature than denial
because it requires the capacity to differentiate between internal and external stimuli,
together with the capacity to make judgments about what is acceptable or
unacceptable.

Identification is the adaptation of other to self, or self to other, either in defensive

ways, such as taking in the positive attributes of another into one's self-concept or
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ego ideal. Successful identification is the most mature defense because it involves
the capacity to use new information leading to a modification within the ego
(Cramer, 1991), a mechanism related to Piaget's notion of accommodation in schema

formation.

For all defense mechanisms there are both adaptive and maladaptive components.
Denial involves avoidance and selectivity. Projection involves elimination and
empathy -- dual operations that involve joining with and separating from the other. In
Cramer’s model, identification can be defensive (avoidance of anxiety or loss of self-
esteem) or developmental (leading to ego growth, self-differentiation, and

development of conscience).

Cramer (1991)'s developmental hypothesis regarding defense mechanisms draws
support from Piaget’s (1929, 1954) theory of cognitive development which proposes
that children go through predictable stages in intellectual growth, from an early form
of sensori-motor intelligence that evolves into abstract and symbolic reasoning.

Research on children’s comprehension of different defense mechanisms
documents that they undergo a chronological progression in their capacity to use
defense mechanisms, (Whiteman, 1967; Chandler et al., 1978; Dollinger & McGuire,
1981), with denial used more in early childhood, projection in later childhood and
preadolescence, and identification use beginning in childhood but intensifying in
adolescence.

In a study examining children’s comprehension of social causality in children, and

their capacity to comprehend types of parental defense, Chandler et al. (1978)
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explored the connection between level of cognitive-operational competence and
ability to interpret defensive transformations (defined as operations that alter an
affectively-charged interpersonal interaction):

... all interchanges involve...[aln author of subject (s) [who] initiates

an impulse or affect (a) toward a particular target or object (o}.

Under circumstances of defense, this subject-affect-object complex

is experienced as personally unacceptable and is subjected to some

transformation which serves to negate the complex in whole or part

(Chandler et al., 1978).

Chandier et al. (1978) found support for the Piagetian idea that reversibility of
thought (evident in negation) is a defining feature of operational thought.
Preoperational children in their study lacked the skills to interpret any kind of
defensive transformation.

Chandler et al. (1978) also found that children competent in concrete operations
understood defenses involving simple inverse operations (e.g., denial - “I’'m not
angry”) or reciprocal operations (e.g., turning against the self, “You are mad at me").
But formal operational children could decipher complex defenses involving 2nd order
transformations such as projection (“i am angry at you because you are angry at
me"), supporting Piaget’s idea that children at the level of concrete operations could
not yet comprehend propositional logic. The investigators also found that the
capacity to look beyond immediate circumstances for explanations in remote (distal)
events is a developmental phenomenon observed in children who have achieved
concrete and formal levels of operational thinking.

Developmental changes in cognitive competence and self-awareness may facilitate

our understanding of depression in children, especially how they experience and

express emotion and utilize defensive operations. Theories of crossgenerational
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transfer of psychopathology, from genetic and learning theory accounts, suggest
that children imitate and recreate the dysfunctional actions and behaviors of their
parents (Chandler et al., 1978). But the child’s response to, or ability to use, types of
parental defense depend on whether the complexity of defensive operation exceeds

his or her ability to comprehend it.

C. Studies of DMM and the TAT

The DMM is a diagnostic assessment too! designed to measure the developmental
level of defense. Research studies using the DMM have been conducted in children
(Cramer, 1983, 1988, 1990), adolescents and their mothers (Brody & Layton,
unpublished manuscript), college students (Cramer, in press), as well as psychiatric
patients (Cramer et al., 1988, Cramer & Blatt, 1930).

Scores on the DMM relate to assessments of level of ego development, autonomy,
object relationships, and self-reported fears (see Cramer, 1991). Decline in overall
defense use is associated with reduction in psychiatric symptoms (Cramer, Blatt,
1990).

Testing the theory that defense functions help maintain self-esteem, Cramer
studied the use of defense mechanisms in elementary school-age children in a marble
roliway game, a test of sensorimotor coordination. One group of children were told
their efforts had been successful and were rewarded; another group was informed
they had failed. TAT stories were collected before and following the experiment.

As expected, the children who were told they had failed were more likely to use
defenses associated with their age (Denial and Projection). The successful children

showed an increase in the use of identification, a mature defense mechanism for
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school-age children (Cramer, 1996).

In another study, to assess whether defense use is associated with decreased
psychological distress, adolescent males exposed to a traumatic event (a lightning
strike which resulted in a fatality of one boy) were administered modified TAT cards
depicting lightning scenes. The boys whose stories scored highest for total number
of defenses, as well as the highest scores for age-appropriate projection, showed the
least disturbance.

Cramer (1983, 1987) has found gender differences in use of defense
mechanisms, with Denial used more frequently by women and Projection used more
frequently by men that showed an expected adherence to sex-role stereotypes in
which women use withdrawal as a response to upsetting events, whereas men use

more externalizing forms of behavior to cope with the disturbance or stress.

The DMM has also been investigated in psychiatric populations. Cramer et al.
(1988) investigated the use of defense mechanism in 90 hospitalized psychiatric
young adult patients previously judged to have primarily an anaclitic or introjective
personality organization. All patients (45 women, 45 men) were evaluated 6 weeks
after hospital admission for changes in the use of denial, projection, and
identification, along with psychiatric symptoms and other measures of interpersonal
behavior. The authors expected that the anaclitic patients would show a greater use
of denial whereas the introjective patients would be more likely to use projection,
and some components of identification.

Drawing on Vaillant’s (1971) developmental hierarchy of defenses, they

hypothesized that the patients using the more primitive defense mechanism (denial)
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would also show greater degrees of pathology, whereas the least pathologically
disturbed patients in the sample would mainly rely on the mature defense of
identification. In administering the TAT, the investigators selected three TAT cards
(Cards 1, 14, and 13MF), and summed the defense scores for each patient across
the three stories.

Contrary to expectations, there were no significant differences between the
anaclitic and introjective groups in terms of defense use, although in each group
patients functioning at the lowest level tended to use the lower-level defenses.
Within the anaclitic patient group (n =42), impaired functioning was positively related
to the use of denial and negatively related to the use of identification. In particular,
high scores on denial was positively related to psychological immaturity, poor
interpersonal relationships, and a Rorschach measure of thought disorder. But the
anaclitic patients also showed a surprisingly high score on identification.

The introjective patients, on the other hand, showed greater use of denial and
lower use of identification than expected, with no significant correlations between
defense scores and measures of interpersonal relations. Cramer et al. ({1988)
speculated that, in light of the severity of disturbance in this population, a more
primitive form of identification (incorporation) was possibly being tapped in the
anaclitic patients. Similarly, the high use of denial in the introjective group suggests
these patients are on the lower end of the introjective personality spectrum and thus
more apt to rely on avoidant defenses such as denial or reversal, which is a
component of denial (Blatt & Schichman, 1983). Cramer et al. (1988) concluded that
the developmental model of defense use may rniot directly apply in acutely disturbed

patients. If disturbed patients do use more primitive types of identification (e.g.
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incorporation), presumably a decline in the use of this defense mechanism would
result from a successful course of therapy, and be associated with independent
assessments of improved psychological functioning (Cramer et al., 1988). However,
one limitation in the DMM model is its inability to capture through scoring the use of
developmentally lower or higher level components within a given defense
mechanism.

Cramer and Blatt (1990) reexamined this patient population after they had received
15 months of intensive individual psychodynamic psychotherapy, and found a
significant decline in the overall use of defense mechanisms, especially in the
introjective patients, which was positively related to a significant decline in
psychiatric symptoms. in addition, they found that patients with “sex-incongruent”
personality configurations (e.g., anaclitic men) used defenses (e.g., denial) more
associated with the opposite sex (Cramer, 1983).

in general, patients with a sex-incongruent diagnosis (anaclitic men; introjective
women) had higher defense scores. The prevalence of denial in anaclitic men or
projection in introjective women reported by Cramer et al., 1988 is not surprising,
since one would expect that someone with a predominantly dependent personality
would prefer an avoidant response to a challenging one. A more interesting result
was found with the use of identification.

For sex-incongruent patients who underwent the 15 months of treatment, a
decrease in identification (a mature defense mechanism) was associated with
improved interpersonal relationships. Whereas the opposite phenomenon (increased
use of identification was positively related to interpersonal improvement) held true

for the sex-congruent patients. Again, this finding raises an important question as to

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



89
whether a high use of identification with more disturbed patients taps a mature
defensive phenomenon or a more primitive identificatory process (Cramer, 1991).
The intention underlying the identificatory process is significant. Cramer et al.’s
(1988) study does not examine whether the identifications of sex-incongruent
patients supported or countered their sex incongruency. One could ask, did the TAT
narratives of sex-incongruent individuals (e.g., anaclitic men) show a desire to
emulate supportive, nurturant male figures, or men more self-directed in their
actions? Although a relationship between men and introjective personalities and
projective defenses has been found, as has a relationship between women with
anaclitic personalities and avoidant tendencies, the precise nature of the role of
identification with disturbed individuals who deviate from standard sex-linked
personality configurations or defense profiles remains difficult to interpret when no
empirical studies have demonstrated precisely how non-disturbed sex incongruent
individuals use identification, either adaptively or defensively. it will be interesting to
see if Cramer et al’s (1988) pattern of identification manifests in sex-incongruent
chronically depressed patients.

Validation of Cramer's DMM has been provided by Hibbard et al. (1994), who
compared responses of young patients on an acute psychiatric ward of a VA hospital
with college undergraduate controls and found that the psychiatric patients used

more primitive type defenses (denial and projection), as well as less identification.

Denial. Projecti { Identification i f D :

In this study, the role of the defense mechanisms of denial, projection, and

identification in depression can be conceptualized in several ways. First, denial,
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projection and identification can represent aspects of selective or distorting cognitive
processes (e.g., schema, defensive exclusion, omission) that perpetuate biased
assumptions about the self.

Secondly, denial, projection and identification can be seen as operations that help
to maintain different states or levels of object relatedness. Avoidant defenses (e.g.,
denial) may support an anaclitic attachment, whereas counteractive defenses (e.g.,
projection) maintain a sense of self-containment and autonomy associated with
introjective depressive organization.

Thirdly, one can view denial, projection and identification as attempts to maintain a
balance or equilibrium between actual and desired (ideal) selves (Jacobson, 1971).
One can argue that one cannot achieve a balance with the use of either denial or
projection -- denial because it negates the presence of an actual negative or
unwanted self, and projection because it attributes the unwanted elements to an
external other. Only identification, through the different component mechanisms of
taking on attributes or finding affiliation through sharing, encompasses the
awareness that what is actual and what is ideal may be separate. As Cramer (1991)
notes:

The process of identification contains a certain paradox. This
process, in which attributes of the mother are taken over and
become part of the child’s own ego, not only result in the
differentiation of the self from the {mjother, but at the same time
preserves the (mjother, both emotionally and cognitively, within the
self. Thus, identification allows the child to give up the mother and
move towards autonomy while serving as an ego defense against

anxiety associated with the loss of mother or other dangers to the
ego (p. 98).
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Iv.  THERAPEUTIC TREATMENT OF CHRONIC DEPRESSION

Surprising little empirical research exists on defense use in chronically depressed
patients. This may be due to the paucity of systematic, controlled research on
psychotherapy for chronic depression, which in turn, is a result of an increasing

recognition of the efficacy of antidepressant medication for dysthymic patients.

A. Qverview of Therapeutic Approaches

Clinical research on psychotherapy of depression has focused on individual
treatments of acute (unipolar) depression. Controlled psychotherapy studies of
chronic depression are relatively rare, even though dysthymia is a more insidious,
refractory iliness than major depression, with a possibly poorer response to both
medication and psychotherapy (Markowitz, 1994).

As with major depression, the primary treatment goal in most individual therapy of
chronic depression is symptom reduction (alleviation of depressed mood), achieved
either by addressing faulty information processing or problematic social interactions.
Below is a brief description of the main psychotherapy treatments for depression:
cognitive therapy and interpersonal therapy, followed by descriptions of group

therapy and combined treatment approaches for chronic depression.

Coaniti | CT):
CT is the best studied psychological intervention for depression, and efficacy in
treating major depression has been demonstrated in clinical trials (e.g., Elkin, 1989).

CT theorists contend that depression results from and is maintained by erroneous

beliefs and maladaptive belief systems (or schemas) and distorted information-
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processing (Beck, 1967). CT alleviates depressive symptomatology by helping
patients systematically evaluate the accuracy and usefulness of their thoughts and
perceptions. Reports of mostly brief individual cognitive behavioral therapies of
dysthymia (Harpin et al., 1982; Stravynski et al., 1991; McCullough, 1991), using
cognitive reframing, psychoeducation, or social competence training, suggest
patients respond to this approach, evidenced by reduced symptomatology on
depression with response roughly equivalent tc response for controlled

antidepressant trials (Markowitz, 1994).

Interpersonal therapy (IPT):

An effective short-term individual interpersonal therapy has been developed for
acutely depressed outpatients (Klerman et al., 1984; Elkin et al., 1989). In IPT,
patients learn links between mood disorder and interpersonal functioning. Depression
is explained as a medical illness, with patients adopting “the sick role” while dealing
with role transition, grief, and loss. Markowitz (1994) documents evidence in a case
series for the efficacy of time-limited IPT in the treatment of a small number
dysthymic patients previously nonresponsive to an antidepressant trial, and two HIV-
seropositive patients with lifelong depression who experienced symptom reduction
despite the stress of HIV infection.

G | f ot ic d I

The efficacy of group therapy for chronically depressed patients is poorly
documented, with the few published research studies using a cognitive approach.
Several decades ago, psychoanalytic writers acdvocated group therapy for neurotically

depressed patients, particularly depressions characterized by personality disturbance
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(Foulkes, 1965; Stein, 1975). It was generally thought that chronically depressed
patients had a much poorer response than patients with acute depressive reactions
to tricyclic antidepressants, the medication commonly used at that time (Stein,
1975). Although a number of psychodynamic clinical case reports have been
published (e.g., Arieti & Bemporad, 1978) on treating dysthymic patients in individual
treatment, and Astigueta (1983) has discussed integrating pharmacology with
contemporary psychoanalytic group psychotherapy, the efficacy of psychodynamic
treatments for depression, individual or group, has never been empirically tested.

In a review of group cognitive therapies, Blaney (1981) found no definitive clinical
evidence for effectiveness. Rush & Watkins (1991) found that individual cognitive
therapy was superior to group cognitive therapy, but Shapiro et al. (1982) concluded
that group cognitive therapy was more effective for treating depression than
individual forms of therapy. Wierzbicki et al. (1987) found that subjects in individual
cognitive treatment showed more symptom improvement than group treatment
subjects or subjects in a delayed treatment condition, but that group therapy patients
showed more improvement than controls.

Reasons for the mixed findings in cognitive group therapy are unclear, and the lack
of detail on therapeutic technique in this literature does not help. Cognitive deficits
may be more effectively addressed in the individual therapy setting. Most reported
cognitive group studies focus on symptom amelioration. But they don’t take
advantage of the intrinsically interactional nature of the therapy group to address
interpersonal dysfunction or promote in vivo practice of social skills - and it may be
precisely these factors that are more predictive of good outcome in the group

therapy setting.

Reproduced \Xlith permission of the copyright owner. Further reproduction prohibited without permission.



94

An important finding with regard to depression treatment is that dysthymic
patients tend to do poorly in nonspecific therapies -- that is to say, therapies which
fail to directly address symptom alleviation and the attendant social and interpersonal
complications of chronic depression. Data from BIMC Brief Psychotherapy Research
Project (see Winston et al., 1994) was analyzed to determine the effect of DSM-III-R
dysthymia upon treatment retention and outcome in a variety of forms of individual
brief psychotherapy.

A total of 85 patients treated in 30-session protocols without concurrent
antidepressant medication were studied. Forty patients met criteria for dysthymia,
whereas a comparison group of 45 subjects met criteria for Axis | disorders other
than dysthymia (depression [n = 17], anxiety disorders [n=17}]; and adjustment
disorder or V-codes [11]).

Although there was no significant difference between the groups on Axis Il
disorders, which fell mostly among Cluster C categories, the overall outcome was
significantly poorer for patients in the dysthymic group. A comparison of drop-out
rates demonstrated that significantly more patients in the dysthymia group (53 %)
than in the comparison group (27 %) did not complete the 30-session protocol, and
for those who did complete it, significantly more in the comparison group (64%) v.
the dysthymia group (18%) improved on measures of symptom and interpersonal
functioning.

One reason for the poorer outcome among dysthymic patients in nonspecific
therapy is the failure to address specific depressive symptomatology. Another reason
could be the failure to address the tenacity of their defenses, which can perpetuate

the kind of ingrained negative self-beliefs and self-defeating ways of relating
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associated with this refractory condition. It suggests that a treatment approach
targeting chronic, habitual cognitive-affective-hehavioral patterns associated with

depression might be more effective.

Combined medication and psychott f depressi

I will not review here the extensive literature comparing different (medication v.
psychotherapy) treatments for depression, culminating in the aforementioned NIMH
TDRCP study. The recent interest in combined medication-therapy treatments reflects
a growing awareness that treatment effects can be additive and that different
modalities can target stages of the illness at different times.

Again, studies of most combined treatments for mood disorders have adopted a
symptom-based approach, which focuses on remission or recurrence in the acutely
depressed and which tends to overlook a broad range of outcome variables of
psychological dysfunction (isolation, dependence) associated with chronic dysthymic
itiness.

Recent research on combined treatments for major depression has produced
equivocal results. In an analysis of six large randomized clinical trials for major
depression, Thase et al. (1997) suggest that combined treatment may be most
effective for patients with more severe and recurrent depressions, with less benefit
for milder depressions (“dysthymics” were not included in these studies). But Paykel
(1994) has critiqued the failure of combined treatment studies to differentiate clearly
between symptoms and social functioning, and notes that most combined treatments

have not examined effects in dysthymic patients separately.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



96

Smaller combined studies include Blackburn et al.’s 1981 study, in which CT (as
an individual modality) combined with tricyclic antidepressant treatment proved
superior to pharmacotherapy alone, but not CT alone, in a general practice setting of
major depressive patients. In Hollon et al. (1992), combined treatment appeared to
be more effective than either psychotherapy or medication alone, but these findings
were nonsignificant. Fava et al. (1994) studied the benefits of CBT when added to
antidepressant medication in major depression, and found an alleviation of residual
symptoms. After medication discontinuation, CBT led to a lower rate of relapse at 2
vear follow-up (15%) as compared to clinical management alone (35%), though
these differences were not significant.

To date, there has been no empirical investigation on the clinical efficacy of
combining antidepressant medication with group psychotherapy in the treatment of
dysthymia.

In this brief overview of psychological treatments of depression, several points are
salient:

. Psychological treatments are generally brief, educational, with goals aimed at
symptom reduction and improved functioning.

. The few reported individual therapy studies of dysthymia are limited by small
study groups and different outcome measures.

. Group psychotherapy treatments of chronic depression are rare and
predominantly cognitive in orientation; although they do show some clinical
utility, they have not consistently addressed the depressed individual’s
underlying interpersonal problems.

o Combined approaches to depression treatment seem promising but need more
research.
. Despite no published reports of controll2d studied for group therapy of

medication-treated dysthymic patients, combining these treatments may
provide an advantage. Since medication and group therapy may exert
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differential effects, their combined use could result in additive benefits for
most dysthymics, or possibly certain subgroups of dysthymic patients.

B. Empirical Studies of Def in D .

Although a number of studies have examined the use of defense mechanisms in
different forms of psychopathology (Gleser & lhilevich, 1969; Haan, 1977; Kelly,
1986; Lerner & Lerner, 1982), relatively few researchers have focused on their role
in the depressive disorders (Akkerman et al., 1992 Bloch et al., 1993; Perry and
Cooper, 1986).

Bond et al. (1986) investigated frequency and type of defense style in a sampie of
209 psychiatric patients (n=111) and controls (n=98). Factor analysis revealed four
cluster of defenses, correlated with independent measures of ego adaption and
maturity (Loevinger, 1976), on the basis of which Bond inferred 4 styles: Defense
Style 1 (consisting of derivatives of immature defense functions --withdrawal,
regression, acting out, inhibition, passive aggression, and projection); Defense Style
2 (derivatives of omnipotence, splitting, and primitive idealization); Defense Style 3
(derivatives of reaction formation and pseudo-aitruism); and Defense Style 4, the
most “adaptive” style (derivatives of suppression, humor, sublimation).

In a follow-up study using a smaller patient sample (n= 69), Bond et al. (1986)
assessed the relationship between diagnosis and defensive style in three diagnostic
(DSM-IIl) categories: psychotic disorders (n =22); affective disorders (n=22); and
personality disorders type B (n=20). Bond et al. found that the depressed patients
responded most often with a description of “no defense style.” But they also used
the “adaptive” defense style more often than any other style.

Although Bond et al.’s study had limitations (small sample size; the collapsing of
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bipolar and unipolar patients into one diagnostic category), the finding of a greater
use of mature defense styles and no defense styles among the affectively disordered
patients is notable. Either depressed patients use more adaptive defenses than
other psychiatric groups or else they respond in ways not measured by the DSQ.
Depressed patients may also differ from the other groups in ways other than defense
style (such as their psychodynamic conflict), or their pathology may refiect a
biochemical factor rather than a defense style (Bond et al., 1986). Particularly in
cases where no distinct style was endorsed, depressed individuals may be using

defense or coping mechanisms not included in the questionnaire.

Using a different methodology (clinical judgment), Perry and colleagues (Perry &
Cooper, 1986, 1989) found a higher degree of defense use in their sample of
depressed subjects. They rated defenses using the DMRS on videotaped initial
psychiatric interviews of 73 patients with borderline personality disorder, antisocial
personality disorder, and bipolar |l disorder. Although they did not assess the
subjects for DSM-lII-R dysthymia, they found, on post hoc analysis, significant
associations between chronic depression and the defenses of devaluation, passive
aggression, and hypochondrias.

The preponderance of affective and anxiety disorders, along with Axis Il disorders,
in this sample, prompted the investigators to study relationships among stress,
defense and symptomatic episodes using both cross-sectional and longitudinal
follow-up data over a 3 year period (Perry, 1994).

Following Vaillant’s (1971) hierarchical theory of defense mechanisms, Perry &

Cooper found a significant relationship betwee the maladaptiveness of a defense
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and aspects of anxiety and affective disorders -- prevalence, recurrence rates, and
overall time spent in symptomatic episodes over follow-up.

Defenses most strongly linked to affective symptoms and pathology were, in order,
the action, borderline, and disavowal defenses (Perry, 1994). In particular, the action
defense scale was associated with higher median levels of symptoms for the
Hamilton Depression Rating Scale (HDRS; Hamilton, 1960}, and had a more
protracted course for depressed patients over several years of follow up. This led
Perry (1994) to conclude that a lack of awareness of internal conflicts, which is
associated with an action type of defense, served no protective function for
depressed patients. Obsessional defenses, on the other hand, were associated with
the absence of affective disturbance.

Perry’'s findings of a strong association between lower ievel defenses and
depression contradicts Bond’s (1986) results. However, the high degree of
personality disorders in this latter sample and the failure to rate mature defenses at
intake, may have contributed to a lower than expected incidence of mature defenses

on follow-up (Perry, 1994).

Bloch et al. (1993) sought to extend Perry & Cooper’s (1986) work by
establishing a defense mechanism profile for subjects with DSM-III-R primary type,
early onset dysthymia. These investigators rated videotaped clinical interviews with
the DMRS to examine differences in defense mechanism use in dysthymic patients
(n=22) and panic disordered patients (n =22). Three subjects had both diagnoses:
two with primary panic disorder and secondary dysthymia; one with primary

dysthymia also had panic disorder. The authors did not specify whether their
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subjects, who were recruited from an outpatient Dysthymia and Anxiety Disorders
clinic, were receiving antidepressant medication at the time of their interviews.

As expected, both dysthymic and panic subjects endorsed lower-maturity defense
mechanisms, but dysthymic patients scored significantly higher on narcissistic,
disavowal, and action defense levels. Consistent with Perry & Cooper’'s (1986) earlier
findings with depressed patients, dysthymic subjects were more likely to use defense
mechanisms associated with poor management of anger and self-esteem --
devaluation, passive aggression, projection, and hypochondrias, as well as acting
out.

When compared to panic disordered subjects, dysthymic patients externalized the
source of conflict (projection) rather than directly confront internal or external
stressors. They tended to experience themselves as powerless (passive aggression
and hypochondriasis), prevailed upon others to intervene on their behalf, and when
frustrated turned their frustrations on themselves as well as others, at a severe cost
to their self-esteem and belief in the efficacy of others.

Panic disordered subjects, on the other hand, had different means of dealing with
conflicts involving guilt over self-assertion or anger expression. They resorted to
reaction formation, by which they turned negative affects into positive ones, and
undoing, which allowed them to dilute their negative actions or experiences (Bioch et
al., 1993).

Bloch et al.’s (1993) study provided empirical support for Abraham’s (1911)
understanding of projection as a prominent defense mechanism in depression, which
relates to the DMRS view of projection as falsely attributing one’s unacknowledged

feelings, impulses, or thoughts to others to avoid vulnerability. In addition, Freud’s
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theory of melancholia as turning anger felt for others inward relates to the DMRS
construct of passive aggression, in which anger outwardly expressed ultimately
backfires by inviting retaliation against the self (Bloch et al., 1993).

Although this study did not examine the effects of treatment on defense use, the
authors noted that establishing an individual’s particular pattern of defense could aid
in treatment design.

If dysthymic patients demonstrate a predictable set of defenses,
therapists could anticipate defensive styles and adopt appropriate
treatment strategies. Dysthymic patients who respond to
medication often need to learn new interpersonal skills to deal with
day-to-day living. Psycho- therapies that identify and alter

maladaptive defensive styles may be critical to sustained recovery
(Bloch et al., 1993, p. 1198).

c Empirical Studies of Def i in Psychiatri | D | Pati

Unfortunately, empirical studies of defense change in psychotherapy treatment of
acutely depressed or chronically depressed patients, are rare. Although, as Bloch et
al. (1993) suggest, establishing a defense profile for dysthymia could facilitate
effective treatment design, it is still an empirical question whether characterological
change -- such as improvements in defense functioning -- can occur in relatively brief
depression treatment. As previously noted, Blatt et al. (1995) observed that
perfectionism, a characteristic of introjective patients, had a devastating impact on
the effectiveness of brief treatment for acute depression in the TDCRP sample,
whereas a sample of introjective psychiatric inpatients (with schizophrenic and

borderline disorders) improved significantly over a course of 15 months of
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psychotherapy.

In an early study (Ablon et al., 1974), clinicians rated observations of defensive
functioning in 36 unipolar and bipolar patients on the Ego Profile Scale (Semrad et
al., 1973) during a psychiatric hospitalization of an average 16 week duration. Five
of these patients switched both from depression to mania, and from mania to
depression during their stay. Of the 29 patients who were not manic during
hospitalization, 15 were unipolar (with no prior history of mania or hypomania), and
14 had a past history of bipolar iliness. The treatment consisted of medication, 2
hours of weekly psychotherapy, group therapy, and active therapeutic milieu.

Three triads of ego defenses patterns, ranging from primitive to relatively healthy,
were assessed: the narcissistic triad (denial, projection, and distortion), described as
primitive attempts to maintain ego integrity despite acute stress; the affective triad
(obsessive-compulsive, hypochondriacal, neurasthenic patterns) described as
attempts to elicit help and support; and the neurotic triad (dissociation, somatization,
anxiety), described as means of obtaining mutual gratification from others, at the
expense of self-sacrifice (Ablon et al., 1974). The patients’ therapists filled out the
ego profile questionnaire twice a week. Consensus global ratings of depression and
mania were collected twice daily by a nursing team.

Almost 90% of the patient sample showed a decline in the (narcissistic) defenses
of denial, distortion, and projection less frequently as they improved clinically, and
12 patients (66 %) showed a rise in the anxiety alert subscale (neurotic triad) during
recovery from an affective episode. Patients (n = 14) whose affective disturbance
deteriorated during hospitalization (i.e. a relapse from relative euthymia into a manic

or depressed state) also showed a corresponding increase in use of primitive
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defenses. Ablon et al. (1974) could not distinguish unipolar from bipolar affective
iliness on the basis of overall scores of defensive patterns but did find that a majority
of unipolar depressed patients under stress used hypochondriasis and somatization
more frequently than bipolar patients. When e»periencing distress (reflected in higher
depression ratings), they had a more flexible repertoire, and did not need to resort to
more primitive defenses. In bipolar patients, greater use of these same defenses was
associated with a switch of affective state, particularly a shift out of a manic
episode.

The finding of increased anxiety during periods of clinical improvement suggests
that greater anxiety tolerance signals more emotional resiliency. It also supports the
view that depression acts as a defense against anxiety, so that the lifting of the

affective disturbance allows the anxiety to be experienced.

Akkerman et al. (1992) examined ego defenses in acutely depressed patients (21
hospitalized patients; 16 clinical patients) using Bond's (1983) self-rated DSQ over a
relatively short course (7-9 weeks) of treatment. Ratings were collected at two
intervals, pretreatment and posttreatment.

Akkerman et al. (1992) hypothesized that mature defense styles provide the most
effective psychological protection (Bond, 1986; Vaillant et al., 1986). However, no
significant changes were found in the self-rated use of neurotic or mature defenses.
Instead, Akkerman and his colleagues found that subjects reported a decline in the
use of immature defenses with symptomatic recovery from their depressive episode.
They concluded that improvement in defense style, defined post-hoc as a significant

decrease in the use of immature defenses, was the result of successful treatment.
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Building on Akkerman et al.'s (1992) findings. Kneepkens et al. (1996)
investigated the improvement of defense in acutely depressed adults (n=31) over a
brief 1 week (7.1 + 2.8 days) hospital stay that consisted of standardized inpatient
treatment (counseling; therapeutic milieu) and antidepressant medication. At the time
of admission, 27 patients were taking medication, and that number increased by two
patients by the time of discharge.

Subjects completed the DSQ and the 20-item Center for Epidemiological Studies-
Depression Scale within 48 hours of admission and within 24 hours before or after
discharge. Discharge ratings on the DSQ showed substantially higher mature defense
ratings, significantly lower immature ratings, and stable neurotic ratings. This study
concluded that relatively rapid improvement in defense style, including mature
defenses, can occur for some medicated depressed individuals undergoing inpatient

treatment.

Several theorists (Davanloo, 1980; Kernberg, 1976; Malan, 1979; and Reich,
1949) have singled out the patient’s use of defense (which leads to therapeutic
resistance) as an important technical focus, but few empirical studies have
demonstrated that addressing or challenging defenses in psychotherapy is
intrinsically therapeutic. Foreman & Marmar (1985) and Truax & Wittner (1973)
suggest that confronting defensive behavior can produce a positive therapeutic
effect in short-term group and individual treatment, but Crits-Cristoph et al. (1988)
found that interpreting the wishes and expectations of patients in psychotherapy--
but not their defenses -- predicts positive outcome. Others (Hadley & Strupp, 1976;

Yalom & Lieberman, 1971) suggest that challeaging defenses can produce a negative
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effect, or no effect at all.

One study that focuses explicitly on changes in defense behavior of psychiatric
patients over the course of psychotherapy treatment was conducted at Beth Israel
Medical Center (BIMC). Winston et al. (1994) studied the frequency and level of
defensive behavior in 28 outpatients (mean age = 39.3; SD = 8.7) in the context of
two manualized psychodynamic treatment approaches: (1) short-term dynamic
psychotherapy (STDP; Laikin & Winston, 1988), based on principles developed by
Davanloo (1980), and (2) brief adaptive psychotherapy (BAP; Pollack et al., 1988),
which was developed at BIMC.

In Winston’s heterogeneous sample, a small percentage of patients were given
primary diagnoses for acute or chronic depression (21.4% received a primary
diagnosis of dysthymia and 7.1% of major depression). Additionally, patients
showed a high incidence of personality disorders in this population (39.3% received
an Axis Il [DSM-iiI-R] diagnosis of cluster C personality disorders; 28.6%, a diagnosis
of mixed personality disorder with primarily cluster C features; 14.3%, a diagnosis of
mixed personality disorder with clusters B and C, and 7.1%, a diagnosis of histrionic
personality disorder.

Although both treatments were psychodynamic, in STDP, the therapist directly
confronts and challenges defense, anxiety, and impuise, and in BAP, the therapist
identifies and elucidates the patient’s primary maladaptive interpersonal pattern in
light of the patient’s past, present, and therapeutic relationship.

Winston et al. (1994) examined the relationship between the manner (e.g.,
questions, confrontations, clarifications, empathic statements, and interpretations)

and frequency with which therapists directly address defense (TAD) and the three
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levels of defense shown by the patient (immature [projection, acting outl;
intermediate [intellectualization, displacement]; and mature [altruism, humor,
suppression]). Four videotaped sessions from four quartiles (the 1st ten, 2nd ten, 3rd
ten, and last ten visits) of the 40-session protocol were coded for both therapist
(TADs) and levels of defense. Outcome measures included the Social Adjustment
Scale -SR (Weissman & Bothwell, 1976) and the Symptom Checklist (SCL-30-R;
Derogatis et al., 1973).

A significant decrease in the frequency of /intermediate defensive behavior was
evident across the four quartiles of therapy, which was not related to patient
outcome. However, the investigators found a positive relationship between the
frequency of immature defenses in the first 10 sessions (quartile) of treatment and
outcome at termination.

The extent to which the therapist addressed the patient’s defensive behavior
proved to be important: The frequency of TAD was significantly related to patient
outcome, with a positive relationship between the therapist addressing defensive
behaviors early in treatment and a subsequent decrease in immature and intermediate
defenses.

That the only significant decline in defensive behavior was associated with the
intermediate defenses may have been an artifact of the treatments studied. Mature
defenses were too small in number to be included in the analyses, and may not have
been detected since dynamic therapy focuses on conflictual interpersonal interactions
rather than more adaptive levels of functioning (Winston et al., 1994). Yet one
would expect use of immature defenses to change significantly over dynamic

treatment. Their failure to do so prompted investigators to speculate that immature
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defenses require a longer course of therapy to show real improvement. But it may
be that the specific technique of confronting a patient’s defenses is more effective
with neurotic (intermediate) defensive behavior than with more primitive defenses.
This might explain why, despite a positive relationship between TAD and a drop in
use of both immature and intermediate defenses, only use of the latter declined
significantly.

Although the investigators divided patients into good and poor outcome groups,
they failed to find differences with respect to total patient defenses, nor with respect
to the way the intermediate or immature defenses shifted over time. It remains an
open question whether patients who mostly use neurotic (intermediate) defenses
might be more amenable to, or have greater capacity to make use of, a confrontative
therapeutic approach. It is also possible that TAD evokes greater defensiveness in
patients who predominantly use immature defenses.

It is difficult to draw conclusions from this study concerning the clinical utility of
addressing defense in the treatment of depression, since we do not know what
percentage of patients diagnosed with chronic or acute depression showed
significant defense change. The treatments investigated here also represent the type
of nonspecific treatments (cited in the BIMC data analysis) associated with poorer
outcome for dysthymic patients. Nevertheless, the positive relationship between
TAD and lower defense use, as well as the significant decline in the use of
intermediate defenses across the quartiles of therapy, suggests more research is

warranted.

D.  Rationale for a Combined Treatment Approach to Dysthymia
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An important premise guiding this dissertation is that significant change in the
treatment of chronic depression is more likely to result from a combined therapeutic
modality than an individual approach (either psychotherapy or psychopharmacoiogy).

Contemporary practitioners in the health disciplines support a biopsychosocial
model of illness in which biological, psychological, and environmental factors are
mutually interactive. This biopsychosocial perspective has influenced mood disorders
researchers (Akiskal et al., 1988; Schuchter et al., 1996, Klerman et al., 1984), as
well as clinicians investigating psychological aspects of depression, including
reciprocal relationships between depression and personality (Kiein et al., 1993; Gotlib
& Hammen, 1992). The prevailing “disease model” of depression as a pure
endogenous state has yielded to an understanding of depression as a clinically
complex, heterogeneous condition in which the individual’s perceptions, thoughts,
feelings, and coping mechanisms interact with biological variables (e.g.,
temperament) and contextual factors (e.g. attachment history) to determine
vulnerability and recovery.

Evidence for the biological foundations of depression is based on research that
shows depression vuinerability can result from problems in neuroendocrine
functioning (e.g., hypercortisolism). But early adverse life circumstances and genetic
factors may also contribute to biological vulnerability: It has been speculated that
depressive experiences themselves may alter neuroendocrine functioning (Gotlib &
Hammen, 1992), and there is increasing evidence of the short- and long-term
physiological and behavioral effects (increased heart rate, altered brain enzyme
levels, changed hormone levels) of object loss (Hofer, 1984). In light of these

interactions, augmenting a successful medication trial with psychotherapy would
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seem to have special clinical merit. At a basic level, medication, by alleviating
symptomatic distress, helps to make depressed patients more accessibie to therapy.
Psychotherapy, in turn, reinforces medication compiiance, and addresses
longstanding, intractable personality issues. But the beneficial synergy of the
combined approach may also derive from common (yet to be discovered)
neurobehavioral pathways through which somatic treatments and psychotherapies

exert their effects.

This study proposes that group psychotherapy is a potentially powerful modality in
the treatment of chronic depression. The therapy group is an optimal forum to
address the persistent psychological problems of dysthymic patients. Most of the
more refractory depressive symptoms -- self-criticism, impairment in social
relationships, poor communication skills, poor self-concept, self-defeating ways of
relating, and a sense of personal failure -- are well suited for group treatment, a
structured form of therapeutic social interaction which can provide insight,
experiential and affective learning, as well as education and support.

Group therapy in combination with antidepressant medication may be an especially
effective intervention for patients in the post-dysthymic phase of treatment. Patients
successfully treated with antidepressants often experience confidence, enhanced
self-esteem, greater clarity and focus as a result of the alleviation of symptomatic
distress, yet are unable to capitalize on these gains due to the effects of chronic
social deficits and functional impairments. Such patients may lack the "skills to
survive euthymia”™ (Markowitz, 1993). Psychotherapy augments the powerful effects

of medication by providing the newly recovered patient a conceptual framework for
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evaluating thoughts and perceptions unclouded by depressed mood, and for placing
them into a personally meaningful context so they can be integrated into the
patient’s self-system.

For dysthymic patients who have a poorer response to monotherapy (both psycho-
pharmacology [Harrison and Stewart, 1993; Howland, 1991] and psychotherapy
(Markowitz, 1994; Thase et al., 1994]) when compared to acutely depressed

patients, combined medication-group psychotherapy may be the treatment of choice.
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lt. STATEMENT OF THE PROBLEM AND RESEARCH HYPOTHESES

This dissertation will investigate the use of defense mechanisms in patients with
Dysthymic Disorder prior to and following psychotherapy and pharmacological
treatment. It will explore whether the type and the degree of defense use changes
as a result of specific clinical interventions, and whether these changes reflect
improvements in other domains of psychological functioning.

As noted earlier, the lack of empirical research on defense use in chronically
depressed patients stems both from a paucity of controlled psychotherapy trials and
growing clinician confidence in medication efficacy as a first-order treatment. But a
substantial portion of patients diagnosed with dysthymia either do not respond to
antidepressant medication or, for a variety of reasons, refuse medication or cannot
tolerate it (Markowitz, 1996). Moreover, studies have shown that dysthymic
medication responders, even upon attaining a euthymic state, do not attain
community levels of social and vocational functioning (Kocsis, 1991; Leader & Klein,
1996). And in some studies documenting pharmacological successes, a number of
patients report that symptoms related to psychological functioning persist even if
they receive some symptom (e.g., neurovegetative) relief (Hellerstein et al., 1993).

Medication, though it may radically improve mood and thus bolster an individual’s
self-confidence and sociability, cannot redress ingrained patterns of self-defeating
behaviors and poor interpersonal skills for individuals who have been chronically
withdrawn and isolated for many years. It is argued that a systematic analysis of
defense functioning in dysthymic patients undergoing treatment may help illuminate
why some patients improve more than others, and why some seem not to improve

substantially at all.
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This thesis is based on a developmental model of defense (Cramer, 1991; Vaillant,
1971, 1986) which argues that defense mechanisms represent different levels of ego
functioning, cognitive complexity, and potential for interpersonal relatedness. It is
hypothesized that the patients who will show greatest changes in defense funct-
ioning (such as a substantial drop in primitive defense use) will have received a
course of treatment that therapeutically addresses their refractory (interpersonal)
symptoms. Thus, a combined medication-psychotherapy treatment should be more
effective in alleviating symptoms and improving interpersonal functioning than a
treatment consisting of medication alone. Such a view is in line with DSM-| and
DSM-II formulations which characterize depression as the product of maladaptive
defense mechanisms.

If, however, improvements in depressive symptomatology and defense functioning
are more robust in medication-alone patients over a short period of treatment, it
would compel a re-examination of antidepressant use as a potentially viable psycho-
logical treatment effecting characterological change. Such a view supports the
conceptualization of dysthymia as a mood disturbance for which defense is a
secondary or compensatory reaction (Bloch et al., 1993). The possibility of
significant personality or interpersonal change in patients only receiving medication
treatment raises the spectre of the Axis I/ll controversy which has yet to resolve
whether a characterological form of depression exists. It will be useful, then, to
determine if significant improvement on personality measures in medicated-alone
patients is due to greater Axis Il pathology, as their improvement may reflect a
beneficial shift in their interpersonal functioning rather than their mood alleviation.

Significant improvement on personality measures in a group of medicated only
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patients may simply reflect the powerful effects of antidepressant medication. Yet
the very fact that personality change could be demonstrated in such patients also
suggests that dysthymia, as a nosological and conceptual construct, cannot be easily
separated from depressive personality, and that depression as a pure form of
affective disorder that is wholly independent of and uninfluenced by personality

variables is rare indeed.

It is also possible that the primary developmental level of the patient's defense
mechanisms at intake will dictate subsequent treatment response, regardless of
treatment (Combined or Medication-alone) assignment. For example, a patient with
more lower level defenses (e.g., denial) or intermediate defenses (e.g, projection) at
the outset might show greater change over the course of treatment because she has
further room for improvement.

Conversely, a patient who starts treatment with more ldentification defenses may
achieve a better clinical outcome than a person who shows more immature defenses
at intake presumably because the former patient is psychologically healthier to begin
with, and has more adaptive mechanisms at his disposal.

Conceivably, the type of treatment is a less important factor in clinical outcome
than the initial developmental level of defense, or the degree of change the defense
use undergoes. If this is true, one can argue that defenses are primary, either in the
sense that they can protect against dysphoric mood or other symptomatology, or in
the sense that both depression and defense are closely related to another
independent phenomenon, such as vulnerability to interpersonal loss or impaired self-

esteem.
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The ai f this i L I fold:

1. To study the defense mechanisms in dysthymic patients treated with
combined medication-therapy and medication alone.

2. To assess whether changes in depressed patients' defensive functioning are
related to improvements in depressive symptomatology and interpersonal
functioning.

3. To determine whether treatment response (as measured on both symptom-
based and interpersonal assessments) is related to level of defense

functioning at intake.

Hypotheses:

(1) Depressed patients treated with combined medication-group therapy will
show greater change on immature defenses (e.g., Denial) and intermediate
defenses (e.g., Projection) than patients treated with medication only.

(2) Depressed patients treated with combined medication-group therapy will
show greater change on mature defenses (e.g., Identification) than patients
treated with medication only.

(3) Mature defenses (e.g., ldentification) will be positively associated with clinical
outcome (depressive symptoms, interpersonal functioning); conversely,
primitive defenses (e.g., Denial) will be negatively associated with clinical
outcome.

(4) Improved interpersonal functioning and a decrease in primitive defenses (e.g.,
Denial) at termination will be positively associated with relief from depressive

symptoms.
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Besearch Questions:

a) Is there a subset of dysthymic patients who improve symptomatically but do
not show changes in defense use and functioning?

b) Is there a subset of patients who show changes in defense use but who do
not improve symptomatically?

c) Are different types of defense mechanisms (e.g., Denial) associated with
different interpersonal problems (e.g. socially avoidant)?

d) Are different types of defense mechanisms (e.g., Denial) associated with

different depressive subtypes (e.g. anaclitic)?

This proposed study has both a practical and theoretical significance. At a practical
level, the study can demonstrate the clinical utility of using defense mechanisms in
assessing therapeutic outcome. A systematic study of defense mechanism use in
depressed patients is seen as a means to develop better assessment and treatment
strategies for this population.

At a theoretical level, the study can help illuminate the psychological mechanisms
through which therapeutic change takes place, as well as the treatment conditions
(e.g., combined or single-treatment modalities) most conducive to such change.
Finally, it can provide a basis for refining the ways in which the treatment of chronic

depression can be optimally designed and implemented.

¢
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METHOD

'l "his is a study on the use of defense mechanisms and their relationship to
symptom change and interpersonal functioning in outpatients treated with
antidepressant medication (fluoxetine) and time-limited group psychotherapy for

DSM-{lI-R Dysthymic Disorder.

A. Subjects

All subjects in this thesis were participants in a larger randomized, prospective
open-label study (n =40) on the efficacy of using fluoxetine-alone vs. fluoxetine plus
time-limited group therapy at Beth Israel Medical Center (BIMC), a large urban tertiary
care teaching hospital. The purpose of the trial was to assess the benefits of adding
group therapy to medication treatment for dysthymic outpatients. Patients were
recruited from press relz3ses and advertisements placed in the New York Times and
the Village Voice and pre-screened in telephone interviews prior to the initial intake
interview,

In order to qualify for participation in this study, subjects had to meet criteria for
DSM-IlI-R Dysthymia Disorder (early onset, primary type) and had to have
discontinued any psychotropic medication 6 weeks prior to entry into study. In
addition, they had to receive a score of greater than or equal to 14 on the Hamilton
Depression Scale (21 items) at baseline.

Candidates exciuded from this study were pregnant or nursing women; individuals
meeting DSM-III-R criteria for Major Depression; Bipolar Disorder, Schizophrenia,
Severe Borderline Personality Disorder; or with a principal diagnosis within the past 6

months of Panic Disorders, Severe GAD, OCD, PTSD; individuals meeting DSM-III-R

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



117

criteria within past 6 months for abuse of or dependence on any drug, including
alcohol; any individual who posed a serious risk of suicide during course of study; or
had a life-threatening medical illness or an iliness assessed as probable cause of
dysthymia.

The present study sample consisted of thirty subjects (male = 14;female = 16). The
main patient characteristics are shown in Table 1. The mean age was 44.93 (SD =
9.55). The majority of patients were Caucasian (90%) with a significantly lower
percentage of African American subjects (3.3%) and Asian subjects (6.7%). The
three main religious affiliations were Jewish (33%), Catholic (30%) or no affiliation
(23%). A high proportion of patients described themselves as single (46.7%), with
the remainder married (26.& %), separated or divorced (16.6%), living with a partner
(6.7%) or living without a partner (3.3%). Four patients identified themselves as
gay/lesbian (13.3%), and one subject did not select a sexual orientation. Subjects in
this sample tended to be predominantly middle-class professionals in fields ranging
from law, film production, art design, finance, journalism: Close to 90% had obtained
a baccalaureate degree, and of that percentage a substantial proportion (46.7%) had
completed a master’'s or post-master’s level education. Most subjects were
employed in full-time or part-time capacities or were self-employed (90%). Ten
percent were unemployed.

Concerning the psychiatric history of the subjects, the age of onset of dysthymia
occurred mostly in childhood (n=8) or adolescence {(n=15). Past major depression
(PMD) was endorsed by 13 subjects (43.3%), and 9 patients had taken fluoxetine
previously. Most had previously undergone at least one course of standard

psychotherapy (individual therapy =83.3%: couples therapy =0%). Nine patients
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reported a past diagnosis of anxiety disorder (30%) and three patients (10%)
reported anxiety existing concurrently at the outset of the study. On the SCID-II, 6
patients met criteria for more than one personality disorder (20%), and a slightly
smaller percentage (13.3%) were classified with Personality Disorder NOS, signifying
that they possessed features of 1+ personality disorder, but did not meet full criteria
for any singe one disorder. The 6 patients with a diagnosis for muitiple (1 £)
personality disorders showed a predominance of Cluster C symptoms: Patient 1-
avoidant, obsessive-compulsive; patient 2 - avoidant, self-defeating; patient 3-
avoidant, dependent, obsessive-compulsive; patient 4: avoidant, obsessive-
compulsive; patient 5 -passive-aggressive, self-defeating, paranoid, histrionic; and
patient 6 - avoidant, dependent, obsessive-compulsive, and passive-aggressive.

Of the remaining axis Il disorders, the most common diagnosis was obsessive
compulsive (16.7%), followed by passive-aggressive (3.3%), avoidant (3.3%), and
histrionic (3.3%). Only 11 patients (36.7%) received no axis Il diagnoses.

A number of subjects reported a history of sexual abuse (16.7 %), physical abuse
(10%), and combined sexual and physical (6.7%). Four subjects (13.3%) reported a
past eating disorder. Three subjects (10%) reported attempting suicide at one point
in their lives, and the same percentage had also been hospitalized for psychiatric
reasons.

Only thirty subjects of the original sample were used. The ten patients not included
in the present study had either prematurely dropped out of the study or else had

failed to complete pertinent personality-based measures.
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TABLE 1

PATIENT CHARACTERISTICS

Erequency Percent
Gender:
Male 14 53.3
Female 16 46.7
Ethnic background
Caucasian 27 90.0
African-American 1 3.3
Asian 2 6.7
Education
High School 4 13.3
Bachelors 12 40.0
Masters/Post-masters 14 46.7
Employment
Unemployed 3 10.0
Part-time 7 23.3
Full-time 20 66.7
Marital Status
Married 8 26.7
Divorced/Separated 5 16.6
Single 14 46.7
Living w/Partner 2 6.7
Living w/out Partner 1 3.3
S | Ori .
Heterosexual 25 83.3
Gay/Lesbian 4 13.3
Unspecified 1 3.3
Di ic Inf .
Onset: Childhood 8 26.7
Onset: Teens 15 50.0
Onset: Young Adulthood 4 13.3
Past MDE 13 43.3
Past Fluoxetine use 9 30.0
Other antidepressants 13 43.3
Past Psychotherapy 25 83.3
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B. Procedure

After the initial assessement, all participants in this study were given an 8-week
fluoxetine trial. They met biweekly with their prescribing psychiatrists for the first 4
weeks, and then monthly thereafter. Patients received open-label fluoxetine
beginning at 10mg/day, increased to 20mg/day within 7-10 days, and thereafter
were adjusted clinically, according to symptomatology and side effects, to a miximal
dose of 80 mg/day. Patients who demonstrated a partial medication response (or
greater) by week 8 (defined as > 40% decrease in Hamilton Depression Rating Scale
(HDRS; Hamilton, 1960) and a score of 1 (very much improved) or 2 (much
improved) on the Clinical Global Impression scale (CGl) were then randomized to one
of two treatment conditions: (1) Group psychotherapy and antidepressant medication
or (2) Antidepressant medication alone. In the larger study sample, major
assessments were performed at Intake (Week 0), Midphase (Week 8, prior to
randomization) and at Termination (Week 24), but only assessments administered at

intake and termination were used for this study.

Initial assessment included: (1) Telephone Screening; (2) Structured Clinical
Interview for DSM-IlI-R (Spitzer), a semi-structured interview used to determined
diagnosis on Axis | and Axis Il on DSM-III-R.

In the present study, all patients are administered two symptom-based inventories,
Beck Depression Inventory (Beck, 1961) and the Hamiiton Depression Rating Scale
(Hamiiton, 1960), two personality/interpersonal inventories, The Depressive

Experiences Scale (Blatt, 1976) and the Inventory of Interpersonal Problems (Alden,
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1990).

The Thematic Apperception Test (TAT: Morgan and Murray, 1935; Murray, 1943)
was also administered by clinical psychology graduate students at Weeks O and 24.
The TAT was administered with the following instructions as per the original TAT
manual (Murray, 1943):

This is a test of imagination, one form of intelligence. | am going to show you
some pictures, one at a time; and your task will be to make up as dramatic a
story as you can for each. Tell what has led up to the event shown in the
picture, describe what is happening at the moment, what the characters are
feeling and thinking; and then give the outcome. Speak your thoughts as they
come to your mind.

The testers administering the TAT were told to prompt subjects if they forgot their

instructions, to control for variability in the length of protocols.

C. The Group Therapy Treatment:

The group therapy treatment was designed to help patients manage their chronic
depressive condition by learning how cognitions, affects, and behaviors become
interlocked in self-defeating patterns characterized by the use of defenses and other
avoidant operations. The therapists used the treatment components of

psychoeducation, mindfuiness training, and interpersonal learning to facilitate this

process.

1. Eormat:

Modality: Accelerated, problem-focused, cognitive-interpersonal-
experiential group psychotherapy

Time & Duration: Sixteen sessions of group therapy held on consecutive weeks
for a duration of 1 hour and 20 minutes per week.

Participants: Aduit men and women diagnosed with DSM-IliI-R Dysthymia per
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group (approximately ten per group).
Therapy leaders: Two doctoral students in clinical psychology.

2. Pre-Group Therapy Interview
The therapy leaders met separately with the group participants in an initial
interview. The objectives of the pre-group interview were: (1) to establish an
early working alliance; (2) to identify individual treatment targets and focal
problem areas for the group; (3) to impart a therapeutic rationale for time-
limited combined-group treatment of dysthymia. Targets were based on each
patients’ greatest area(s) of interpersonal difficulty (as identified by their
ratings on an interpersonal inventory at intake) as well as focal themes that
emerge in the interview. Common focal areas include: social withdrawal or
acting helpless during depressive episodes; misconstruing neutral events as

confirmation of personal failure, etc.

3.  Treatment Components

a) Psychoeducation of chronic depression: Promoting Patient Self-Efficacy
Patients who acquire knowledge about depressive illness, biological
vulnerability, and symptoms and stressors associated with depressive
episodes become more active participants in their treatment and
recovery. Patients learn to identify, anticipate, and modify the
psychosocial factors that precipitate or exacerbate depression in order
to engender a sense of personal efficacy in managing their condition.

Our model departs from Klerman et al.’s (1984) medical disease model
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(IPT), which inducts patients into the "sick role” to liberate them from
psychological burden and social pressure, but may also compromise
their sense of competence. Patients are explicitly asked to take a
proactive, informed stance with regard to psychoeducation, iliness
management and rehabilitation, and ultimately recovery. The goal is to
help engender in patients a sense of personal control and efficacy over

depressogenic thoughts and behaviors without a feeling of self-blame.

. Builds self-esteem
. Promotes understanding
o Fosters more active stance towards recovery.

b) Mindfulness/Attentional control training
Mindfulness is based on a meditation model (Kabat-Zinn et al., 1985)
and techniques for voluntary attentional control (Teasdale et al.,
1995). Mindfulness (an intentional regulation of moment to moment
attention) enables patients to become detached observers of their own
mental activity, including problematic habits and distortions (Kutz et
al., 1985). The focus of mindfulness training is on breathing to
facilitate the experiential monitoring of one’s body/state to reduce
stress. Attentional control training (ACT; Teasdale et al., 1995} targets
the production of negative schemas about the self and others and
provides techniques for redeploying attention to neutral (non-
depressogenic) cognitions. Preliminary evidence suggests this approach

is helpful for patients recently recovered from major depression. These
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techniques, when practiced in tandem in a therapy group setting,
enhance awareness of self and other in nondefensive ways, thus

facilitating interpersonal growth and change (see Kutz et al., 1985).

Benefits of Mindful Training & 2 ion Redepl .

. Stress reduction and increased relaxation

. Enhanced awareness of physical sensations (i.e. shallow or
constricted breathing) associated with anxiety or depression

. The capacity to shift focus from "hot"” negative thought
patterns to "cool” neutral, mare adaptive cognitions

. Greater capacity to regulate emotional state, and understand
links between somatic experience, cognitions, and emotional
response

c) Cognitive and interpersonal learning
Cognitive-interpersonal learning identifies and alters defensive
behaviors linked to maladaptive social interactions and poor self-
concept associated with chronic depression. Three problematic areas
are emphasized:

(1) Persistence of neqative views of self
Depressed people tend to ignore or discredit self-discrepant
information and selectively channel experience in negatively reinforcing
ways (Andrews, 1989). The failure to take in potentially disconfirming
positive information acts as a defensive maneuver to retain a self-
confirming but self-defeating view of self.

(2) Emotional blocking and conflict avoidance:
Defending against strong affects (sadness, anger), placating others
through submission, etc. perpetuates the depressed person’s passive

role and dependency on others at the expense of self-reliance and
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autonomy.

(3) Defense against emotional connection and intimacy:

Fear of rejection or loss associated with depression can be expressed

in maladaptive interpersonal styles (hypersensitivity to criticism,

emotional detachment). These styles often emerge in group encounters

where they can be explored, challenged, and therapeutically modified.
Various techniques and exercises --group “go-rounds,” cognitive restructuring,
modeling interpersonal feelings, positive reappraisal, and peer monitoring --
are also used to facilitate interpersonal learning and challenge maladaptive

styles of relating.

Benefits of Llearning:

J Challenges negative depressogenic self-beliefs

o Identifies possible depressive precipitants and triggers
o Targets defensive styles and behaviors

o Provides opportunities for peer feedback

. Facilitates group cohesiveness

The goal in combined-group therapy treatment is not merely to reduce
symptomatology but to address the psychosocial sequelae associated with
depression. Once patients are stabilized on medication, we sought to maintain their
therapeutic gains and reduce recurrence risk by focusing our interventions on their
self-devaluing identity and the self-confirming styles that sustain it. A patient can be
liberated from the constraints of rigid self-views and painful cycles of negative
interactions only if he or she can generate more adaptive responses which expose
the futility of old modes of relating. The role of the group is key in facilitating the

exposure and resolution of defensive and dysfunctional enactments.
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Qutline of Stages of Treatment:

I. Defining Depression

Establish a working definition of Dysthymia
Identify Symptoms, Stressors & Consequences of Chronic Depression
Introduce Mindfulness Exercise

il. Establishing Treatment Goals

Articulate Individual Treatment Goals
Establish Focal Themes for the group

lil. Promoting Mindfuiness

Using the Mindfulness Exercise to promote self-awareness - helping
patient distinguish between euthymic/dysthymic bodily states

Highlighting the role of emotional avoidance and defensive processes
in depression

Each member begins to articulate defensive cognitive-interpersonal
depressive patterns of behavior

IV. Developing Coping Strategies

L

Members learn to identify and challenge and work through each
others’ habitual patterns of relating and communicating in the group -
how these habitual ways of behaving preclude clear communication
and emotionally satisfying interactions

Members explore how their behavior emotionally affects others in the
group

Members practice giving one another feedback, peer monitoring, and
positive reappraisal

V. Termination

Each member evaluates his/her success in meeting individual treatment
goals

Each member evaluates/critiques the success of the group as a whole
in addressing important focal themes
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. Members anticipate problematic scenarios that lie ahead and might
jeopardize remission

. Members practice in-session coping strategies and skills to protect
them during periods of emotional vulnerability and help offset potential
symptom relapse.

D. Instruments
1) Depressive Symptomatology

Clinician-rated:

Hamilton Depression Rating Scale (HDRS: Hamilton, 1960) is a 24-item

clinician-rated instrument of the presence and severity of depressive

symptomatology. Ten items are rated on a three-point scale, and the
remaining items are rated on a five-point scale. All items are rated with
respect to degree of severity with the anchors varying. Adequate

psychometric properties have been established.

Patient-rated:

Beck Depression Inventory (BDI: Beck et al, 1961) is a 13-item patient self-
report scale of cognitive, affective, behavioral, vegetative, and motivational
symptomatology associated with depression. Each item is rated on a four-
point Guttman-like scale. Adequate psychometric properties have been
reported (see also Beck et al., 1988). Criteria for improvement for individual
measures in the symptomatology domain are (a) scores within normal range of
two measures of depression (HDRS < 7, BDI < 10) and (b) no longer

receiving a diagnosis of Dysthymia on the SCID interview for DSM-III-R).
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2) Personality Measures

Defense Mechanisms
Defense Mechanism Manual (DMM: Cramer,1987).
The use of the defense mechanisms of denial, projection, and identification
will be assessed from the patients’ responses to 10 TAT cards. (All subjects
were administered Cards 1, 2, 4, 5, and 10. In keeping with Murray’'s (1943)
original protocol, male subjects were administered Cards 3BM, 6BM, 7BM,
and 88BM, and female subjects were administered Cards 3GF, 6BGF, 7GF,
8GF, and 9GF).
Each TAT narrative is scored for the occurrence of three defenses. For each
defense there are seven different categories to be scored, each representing a
different component of the defense. The seven components for each defense
are as follows:
Denial:
{1) Omission of major characters or objects; (2) Misperception; {3) Reversal;
(4) Statements of negation; (5) Denial of reality; (6) Overly maximizing the
positive, or minimizing the negative; (7) Unexpected goodness, optimism,
positiveness, gentleness.
(1) Attribution of aggressive or hostile feelings, emotions, or intentions to a
character or other feelings, emotions, or intentions that are normatively
unusual; (2) Additions of ominous peopie, ghosts, animals, objects, or
qualities; (3) Magical or circumstantial thinking; (4) Concern for protection

from external threat; (5) Apprehensiveness of death, injury, or assault; (6)
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Themes of pursuit, entrapment, and escape; (7) Bizarre or very unusual story
or theme.

Identification:

(1) Emulation of skills; (2) Emulation of characteristics; (3) Regulation of
motives or behavior; (4) Self-esteem through affiliation; (5) Work: delay of

gratification; (6) Role differentiation; (7) Moralism.

The frequency of use of each component occurring in each TAT story determines the
three defense scares for that story. The scores are then summed across the three
stories to determine an overall score for each defense. Although Cramer (1991)
conceptualizes the 7 components within each defense category along a

developmental continuum, she has not devised a means of scoring them.

interpersonal behavior/style
Inventory of Interpersonal Problems (liP: Horowitz et al., 1988) is a 127-item
self-report inventory. The items include the type of interpersonal problems
that people often encounter and the level of distress associated with them.
They are organized into two sections corresponding to the most common way
that patients express complaints during an intake interview: (a) 78 concern
behaviors that are hard to do and (b) 49 concern behaviors done too much.
Each item is rated on a five-point Likert scale in terms of degree of distress.
Eight 8-item subscales have been identified through factor analysis as
representing the different octants within a two-dimensional interpersonal

circumplex model. The dimensions of the model include Contrgl (i.e.,
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dominance-submission) and Affiligtion (i.e., hostility-friendliness). The
subscales include Domineering, Vindictive, Overly-Cold, Socially Avoidant,
Nonassertive, Exploitable, Overly-Nurturant, and Intrusive. Adequate
psychometric properties have been established. Criteria for improvement on
interpersonal measures are significant residual change scores on the IIP, both

in the overall mean score and in the subscale scored the highest at intake.

Depressive Experiences Questionnaire (DEQ: Blatt et al., 1976)

The DEQ is a 66-item self-report inventory of general feelings about self and
interpersonal relations. It consists of three scales: Dependency, Self-
Criticism, and Efficacy. Each item is rated on a seven-point Likert-type scale
from "Strongly disagree” to "Strongly agree.” Adequate psychometric

properties have been reported (see also Viglione et al., 1990).

JAT story length

Individual differences in length of TAT narrative may appear between subjects in
this study. TAT length (number of words used in a given story) can also vary within
individuals from Time 1 (intake) to Time 2 (termination), with the longer narratives
producing potentially inflated defense scores. An abbreviated protocol may reflect
depressed mood, but it could also be a sign of patient noncompliance.

Preliminary analyses will thus be conducted to determine whether depression and
story length have a significant relationship. The correlation between depression level
at intake and TAT story length at intake, will be assessed, and if significant

correlations exist, TAT story length will be co-variated out in subsequent analyses.
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Correspondingly, correlations between defense and story length at intake and at

termination will also be assessed for significance.

A Note about the Sample Size

Thirty subjects will be used in this study. According to Kraemer (1981), a sampie
size of 20 subjects in clinical psychiatric research is acceptable as the basis for a
peer-reviewed publishable research study. With fewer than 10 subjects per treatment
group, one or two outliers can control and skew the results. By increasing subjects
from 10 to 20, one gains 27% in estimated power - 41% power, based on a two-
sample t-test, using a 5% 1-tailed test, with an effect size of 1 (Kraemer, 1981). The
next increase of 10 subjects (from 20 to 30) gains 16% (68% power), with the
following increase of 10 (from 30 to 40 subjects) gaining only 8% additional power
{76%). Thus, the cost-power ratio return (matching accelerating costs of patient
recruitment against comparable gains in power) begins to diminish significantly after

30 subjects.
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RESULTS

The following results are based on a sample of thirty chronically depressed
outpatients who were drawn from a larger research study designed to test the
efficacy of a combined modality for the treatment of DSM-Iil-R Dysthymic Disorder.
This section is divided into two parts: (1) preliminary analyses and (2) analyses

conducted to test the major study hypotheses and research questions.

A. Preliminary Analyses
I R Reliabili

Interrater reliability in the present study was established by the following method:
Three advanced level clinical psychology graduate student raters were initially trained
on Cramer's standard scoring manual, and a set of TAT protocols from a college
student sample, Cards 1 and 17BM, used by Cramer in her own reliability studies.
The coders were then trained in interrater agreement established on “practice” TAT
protocols obtained from two sources: (1) TAT protocols of patients who had
participated in past studies conducted in the Brief Psychotherapy Research Program
at Beth Israel Medical Center, as well as (2) the protocols of dysthymic patients who
had been initially screened and accepted for treatment in the Mood Disorders
Research Unit Dysthymia Project but had terminated prematurely. All raters were

blind to treatment group and the hypotheses of the study.

Reliability was established by informal consensus based on a 6-8 week training

period, using 5 “practice” TAT protocols. When the coders appeared to be readily
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reaching agreement, a more formal test was conducted on seven additional practice
TAT protocols of dysthymic patients over a training period of 5-6 months. The mean
reliability scores for each defense mechanism on these 7 sessions were .62
(SD=.41) for Denial; .86 (SD=8.19) for Projection; and .80 (SD=.15) for
ldentification. Coders were thus trained to this level. Fifteen protocols were
randomly selected to establish overall reliability. Based on the three coders’ ratings
on these 15 protocols, the mean intra-class correlation coefficients were as follows:
For Denial, M =.66 (SD =.30), for Projection, M =.85 (SD=7.70), and for
Identification, M=.85 (SD=.13).

The minimum criterion requirement for reliability for this study was set at .6, which
is satisfactory according to Kraemer (1981). The power of a given test depends upon
the sample size but also the reliability coefficient. In clinical psychiatry research, a
coefficient of 80% and above in clinical psychiatry research is almost perfect; a
coefficient of 60%-80% is satisfactory, 40%-60% is acceptable but possibly
improvable, 20% -40% demands improvement. and 20% or below is totally
unacceptable (Kraemer, 1981). Following this classification scheme, it was
determined that for any defense ratings that dipped below the .6 criterion, the

coders would reanalyze the protocols as a team until they reached consensus ratings.

G Dif Pre-T Variabl
Preliminary analyses were first conducted to assess whether there were significant

differences at intake between the two treatment groups (Combined Medication +

Psychotherapy; Medication alone) on the major study variables, including age, mean

number of major depressive episodes, depressive symptomatology, interpersonal
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functioning (Table 2), as well as Axis Il comorbidity.

It was first important to determine that the initial severity of mood disturbance did
not differ for the two treatment groups, and thus represent a confounding variable
when evaluating performance on the other study variables.

To assess whether depression at intake differed according to the two treatment
groups (Combined v. Medication), t-tests were conducted on the Beck Depression
Inventory (BDI) and on the Hamiiton Depression Rating Score (HDRS) for independent
samples of groups. There were no significant differences at intake between
treatment groups on either depression inventory, the BDI or the HDRS. Given this
non-significant relationship between initial depression level and treatment group, a
covariate for depression was not used in subsequent analyses.

Analyses (1-tests) were also conducted to assess for group differences on patient
characteristics such as age, mean number of major depressive episodes, and a
measure of problematic interpersonal functioning. Again, no significant differences

were found (Table 2).
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TABLE 2

Group Differences on Intake Variables

Treatment Type

Combined* Medication* *
N=16 N=14
Variable M SD M SD r-valye +
Age 46.11 8.11 45.71 11.30 .02
MDE 2.44 4.49 2.50 3.44 .01
BDI 13.38 6.39 13.93 5.37 .05
HDRS 16.56 7.21 17.93 7.12 .10
lIP {(mean) 1.71 .45 1.63 .56 .08

* Combined (Medication + Psychotherapy) ** Medication (Medication only).

+ Effect size of correlation coefficient

Major Depressive Episode; Beck Depression Inventory; Hamilton Depression Rating Scale;
Inventory of Interpersonal Problems.
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Axis |l Pathology by Treatment Group

Another set of analyses was conducted to assess whether Axis Il pathology
differed between groups. The presence of personality disorders in this sample of
depressed patients is consistent with other studies on depression (Akiskal, 1983;
Keller, 1988; Kiein et al., 1993). The actual Axis Il incidence in this sample was
relatively high (63.3%), with the distribution of personality disorders heavily
weighted towards Cluster C symptoms both for those patients diagnosed with only
one Axis |l disorder (n =9) and those patients diagnosed with more than one Axis Il
disorder (n =6).

To assess group differences on DSM-II-R personality disorder diagnoses, a chi-
square was computed between the Combined (Medication + Psychotherapy) group
and the Medication onlv group to determine whether the presence of “no" Axis Il
disorders and “any” Axis |l disorders at intake differed for treatment group. The

result,
2

X(1)=1.42, was non-significant. The data was also organized into 5 different cells:

(1) Multiple number of personality disorders (e.g., > 1 personality disorders); (2)
N.O.S. (e.g.. 1 tsubthreshold diagnoses); (3) Clusters A & B; (4) Cluster C; and (5)
No diagnosis of personality disorder. Since both Clusters A & B represent primitive
types of characterological impairment, and only one patient met criteria for a Cluster
A disorder, they were included in one cell [A/B]). Again, no significant difference
was found between groups,

2
X(1)=2.70, but the effect size of the correlation coefficient was moderate, r=.29.
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TABLE 3

Frequency Distribution of Axis Il Pathology by
Treatment Group

Type of Diagnosis | Combined Medication only
Treatment

Muitiple Axis 4 2

Personality 3 1

N.O.S.

Cluster A& B 1* 1e*

Cluster C 4+ 3+ +

No Axis I 4 7

* =histrionic; ** = paranoid; + =obsessive-compulsive (n= 3); passive-aggressive;
+ + =obsessive-compuisive (n=2); avoidant.

Upon examination of the distribution of Axis Il disorders, the Combined Treatment
patients showed a higher incidence of disorders (n=1Z) than the Medication alone
group did (n=7). With a larger sample size, these differences between groups might

have reached significance.

B. Analyses conducted to test the major hypotheses and research questions

The principal aim of this study was to investigate changes in the type of defenses
used in patients undergoing treatment for chronic depression. Defense scores for
each patient in this study were summed across the ten Thematic Apperception Test
(TAT) stories (Cards 1, 2, 3GF/BM, 4, 5, 6GF/BM, 7GF/BM, 8GF/BM, 9GF/BM, and

10).
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The mean values and standard deviations for the three defense subscales used in
this study, Denial, Projection, and Identification, assessed at intake, are shown below
in Table 4.
As this table indicates, patients began treatment with a relatively high mean number
of ldentification scores (3.22), which suggests that some patients, despite their
distress prior to beginning treatment, had the capacity to use a mature defense

mechanism.

TABLE 4

Raw Means & Standard Deviations of Defenses at Intake (Whole Sample)

Intake
Defense M SD
Denial 6.66 5.16
Projection 10.70 3.51
Identification 9.22 4.49

N=30

JAT Story Length as Co-variate

A significant association was found between story length (total number of words
per protocol) and two defenses, Denial and ldentification. A higher total word
number per TAT protocol was positively related to greater use of each of these two
defense mechanisms. Correlations between story length and Denial (r=.53< .003)
and between story length and Identification (r=.57, p<.001) were both significant.

But no significant correlation was found between story length and Projection
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(r=.21). ANCOVAs using story length as the covariate were used in subsequent
analyses when assessing residualized change scores in Denial and Identification, but
not when assessing residualized change scores in Projection.

Associations between TAT story length and measures of depression were not
found to be significant. The correlation between story length and the Hamilton
Depression Rating Scale [HDRS] was .09. The correlation between story length and
the Beck Depression Inventory (BDI] was also non-significant (r =.35), but had a

moderate effect size (Cohen et al., 1988).

Gender and Defense Use at Intake

Since evidence (Cramer, 1983; Cramer & Blatt, 1990) exists for gender differences
on defense use, t-tests for independent samples were conducted to examine
whether men and women differed on defense use at intake. The results were non-
significant. For Denial, means scores for men were 6.69 (SD = 6.71); for women:
M=6.71, SD=5.62, ¢ value (converted from t-score) =.01. Of note was a moderate
effect size for Projection: Men: M =8.88, SD=5.06; Women: M=12.29, §D =6.33,
r-value =.29. A slightly smaller effect size was found for Identification: Men:
M=10.26, SD=5.32; Women: M=8.31, SD=3.54, r-value =.22. With a larger
sample size, significance between the sexes on defense use at intake might have

been obtained.

Differences between Treatment Groups on Defenses at Intake
Finally, t-tests conducted to assess whether the treatment groups differed on

defense use (Table 5) were non-significant.
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TABLE 5

Differences between Treatment Groups on Defenses at intake

Variable

Combined* Medication® * G Diff

M SD M sD t df R r-value +
Denial 7.71 5.568 5.45 4.52 1.21 28 .24 .22

M SD M SD t df R r-value +
Projection 11.71 6.77 9.54 4.79 1.00 28 .33 .18

M SD M SD L df 1] - +
Identification 9.85 5.27 8.50 3.45 .82 28 .42 .15

M SD M SD t dt R r-value +
Total Defenses 29.27 11.36 23.49 8.22 1.8 28 13 .29

*N=16; **N=14

+ Effect size by correlation coefficient
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o in Def 5 Over Time (All Subi by T 5 )

It was hypothesized (Hypothesis 1) that dysthymic patients assigned to the
Combined (Medication + Psychotherapy) group would show greater change on
immature defenses (e.g., Denial and/or Projection) than patients who only received
medication. It was also hypothesized (Hypothesis 2) that dysthymic patients assigned
to the Combined treatment would show greater change on mature defenses (e.g.,
ldentification) than patients treated only with medication.

First, t-tests were first conducted to determine whether there was a significant
change in overall level of defense scores for the entire sample, independent of
treatment group. Denial decreased significantly in overall level (mean number) for all
patients (£(29) =2.40, p<023; Combined, M=6.66, SD =5.16; Medication,
M=4.80, SD=3.51). No other significant changes on defenses from intake to

termination were found (Table 6).
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TABLE 6

Changes in Total and Individual Defenses (Raw Scores) from
intake to Termination independent of Group

M SD Paired Differences
Denial t-value df o] r-valuye
at Intake 6.66 5.16 2.40 29 .023* .41
at Termination 4.80 3.51

M SD Paired Differences
Projection t-value df - r-value
at Intake 10.70 5.93 1.60 29 .80 .28
at Termination 8.92 4.40

M sSD Paired Differences
Identification t-value df R r-value
at Intake 9.22 4.50 -.86 29 .40 .16
at Termination 10.16 4.71

M SD Paired Differences
Total Defenses t-value df D r-value
at Intake 26.57 10.28 1.48 29 .15 .26
at Termination 23.89 6.60

N = 30 for all pairs
*Probabilities at two-tailed level of significance.
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I-tests were aiso conducted to assess for differences between the Combined and
Medication groups on changes in total mean number of defenses (Denial, Projection,
and ldentification). A significant group difference was found for Denial, with patients
assigned to the Medication-alone group showing greater decline (see Table 7).

However, the usefulness of examining overall level (total number) of defense use
at termination as an indication of change is limited since it does not take into
account the patient’s initial level of defense functioning.

For this reason, residualized change (gain) scores (Luborsky et al., 1988 ),
computed on the basis of the mean gain for all patients functioning on the same level
at intake, was thought to be a more reliable and useful measure of assessing change
over time. The actual gain score is first computed by subtracting the patient’s raw
pretherapy (intake) score from the post-therapy (termination) score. The predicted
gain (based on the mean gain of all patients on the same initial level) is then
subtracted from the actual gain to derive the residual gain score.

Table 7 shows the means, standard deviations for defenses at intake, termination
as well as residualized change scores for all three defense mechanisms, by treatment

group.
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TABLE 7

Means and Standard Deviations and Residualized Change Scores of Defenses
at Intake and Termination by Treatment Group

Change
Denial M SD M SD f-value df p__ -yalue® M SD
3.1 22 .005 .55
Combined 7.71 5.58 6.39 3.88 1.17 2.86
Medication 5.45 4.52 3.00 1.88 -1.33 1.97
Projection M SD M SD t-value df p_ r-value*® M SD
-.01 28 .995 001
Combined 1.7 6.77 8.91 3.72 -26 3.13
Medication 9.54 4.79 8.92 5.22 29 5.18
identification M SD M SD t-value df _p_ r-value® M SD
21 25 .84 .04
Combined 9.85 5.27 10.33 5.68 .61 5.23
Medication 8.49 3.45 9.97 3.48 -70 3.41

*effect size of correlation coefficient
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To assess differences between the treatment groups on change in defense use
over time, defense scores were analyzed with a 2 (treatment group) by 3 (defense)
analysis of covariance, using story length as the covariate (see Table 8).

In analyzing residualized change on Denial, a significant main effect was found for
treatment group, with the Combined (Medication + Psychotherapy) group showing
greater improvement than the Medication group, which did more poorly. Patients did
not, however, show significant residualized change on either Projection or
Identification, when assessed by treatment group.

Additional analyses were conducted to ascertain whether change scores on the
different defense mechanisms were influenced by gender or by the presence or
absence of Axis |l pathology. No significant effect was found for gender on

residualized defense change (Table 9).
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TABLE 8

Residualized Change in Defenses by Treatment Group

Combined® Medication® *

E
Defense M SD M SD value df 1]
Denial 1.17 2.86 -1.33 1.97 6.57 1,29 .02
Projection -.26 3.13 .29 5.18 .13 1,29 .72
identification .61 5.23 -.70 3.4 1.23 1,29 .28

*N=16; **N=14.

971
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TABLE 9

Residualized Change in Defense by Gender

Men Women Group Difference
Defense M SD M SD t df Q. r-value
Denial .62 2.87 -.54 2.83 -1.11 28 .28 .21
Projection -.02 4.14 01 4.28 02 28 99 004
ldentification 1.03 5.42 -.90 3.32 -1.19 28 24 22

*Effect size by correlation coefficient

91
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To assess the effect of Axis Il personality disorders at intake (“none” v. “any”) on
defense change by treatment group, residualized defense scores were analyzed with
MANOVAs. No significant differences between treatment groups were found. For
Denial: E (1,28)=2.43, p=.13. For Projection: £(1,28)=.04, p=.84. However, a
main effect for Axis Il pathology on residualized change on Identification approached
significance for the whole sample, but not for treatment group, with patients
diagnosed as having “no” Axis |l disorders showing improvement on the use of
Identification than patients diagnosed with “any* Axis |l disorders who showed a

decline (Table 10).

TABLE 10

Residualized Change on Identification by Axis Il Pathology
independent of Treatment Group

M =D M SD E-value dfl o
.04 3.77 -.14 495 3.69 1,28 .067

*N=10; N=19

Additional analyses were conducted to determine whether the four subtypes of
Axis |l pathology (e.g., no Axis Il; > 1 Axis Il diagnosis; Personality Disorder N.O.S.;
Cluster A/B; and Cluster C) and patients with no Axis |l would show differences in
residualized change on defense mechanisms. One-way Anovas comparing Axis |
groups on residualized change for identification (Table 11) showed that patients with
Cluster C disorders improved significantly more than patients with muitiple

personality disorders or Personality Disorder N.O.S. No significant
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differences were found for patients with no Axis il (M =.24, SD =3.64) and Cluster

A/B disorders (M =2.78, SD=2.12) between patients with Cluster C disorders or the

other two groups, although both were in the direction of greater improvement.

ANOVAs comparing Axis Il groups on Denial and Projection were non-significant.

Table 11

Residualized Change on Identification by Axis Il Subgroup

AXxis |l subgroup

M SD E-value df 4]
Cluster C* 3.26 5.46 3.01 4,29 .04
Multipie ** -3.10 3.11
NQS*** -3.10 2.81
QN=7: O'N=4; '..st-
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Relationshigs 1 Def Mechani i D ive S I
l L £ A

it was hypothesized (Hypothesis 3) that mature defenses (e.g., identification) at
intake would be positively associated with clinical outcome (less depressive
symptomatology, improved interpersonal functioning), and that, conversely, primitive
defenses (e.g, Denial) would be negatively associated with clinical outcome. This
hypothesis was designed to assess whether initial level of type of defense at intake
would predict clinically significant improvement on two depression measures, the
Beck Depression Inventory and the Hamilton Depression Rating Scale, and on the
Inventory of Interpersonal Problems. Results showed partial support for this
hypothesis.

a) Defense and Depressive Symptoms

First, controlling for story length, partial correlation coefficients were computed
between the defense subscales and depressive symptoms at intake. A significant
negative relationship was found between Identification and the BDI (t = -.49,
p<.007), indicating that patients using this defense mechanism prior to beginning
treatment had lower levels of depressive symptomatology than patients who were
using it less frequently.

Correlations between primitive defense mechanisms at intake, Denial and
Projection, and scores on depressive symptoms were non-significant. In addition,
initial level of defense functioning of patients at intake did not predict how patients
performed on residualized change scores on any of the outcome measures. A
correlation matrix of defenses at intake and depressive symptoms at intake and

residualized change scores on depression is shown in Table 12.
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TABLE 12

Correlations between Defense Scores at intake and Depressive Symptoms
at Intake and Over Time

Residualized C
—_BDI HDRS BDI1 HDRS
Denial -.03 .16 .25 .21
Projection .14 .18 -.01 -.07
Identification - .49+ -.18 .06 -.07

=3
%‘Prol?ability is less than .01 at the two-tailed level of significance.

Correlations between residualized change scores on defenses and residualized
change on depressive symptoms (using story length as a covariate) were non-
significant, both when assessed independently of treatment group (Table 13) and
when assessed for possible differences between the treatment groups. Correlations
between residualized defense scores and depressive symptoms by treatment group,

again using story length as a covariate, are shown in Table 14.
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TABLE 13

Correlations between Residualized Change on Defense Scores and
On Depressive Symptoms independent of Group

_BDI HDRS
Denial .06 .01
Projection -.11 - 11
Identification -.04 -.18
N=30
TABLE 14
Correlations between Residualized Change on Defenses and on
Depressive Symptoms by Treatment Group
Combined Medicati
BDI HDRS BDI HDRS

Denial .15 .33 -.02 -.06
Projection -.04 -.29 -.15 -.09
Identification .07 -.04 -.26 -.18
N=30
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b) Defense and Interpersonal functioning

Interpersonal behavior was assessed by a 127-item self-report measure, the
Inventory far Interpersonal Problems (lIP), discussed earlier. A high total mean score
on the IIP indicates the presence of problems in various domains of interpersonal
functioning, under the general rubric of “Control” (Dominant-Submissive) and
“Affiliation” (Hostile-Friendly) Patients rate the number of problems they encounter in
everyday social interactions as well as the psychological distress associated with
these problems.

Partial correlation coefficients, controlling for story length, computed between the
three defenses and residualized change on the lIP were non-significant: For Denial
and residualized change on IIP, [ =-.01; for Projection and residualized change on liP,

£ =.01; for ldentification and residualized change on IIP, r=.16.
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o l LE . Def | Clinical O
It was also hypothesized (Hypothesis 4) that change (improvement) in interpersonal
functioning and positive change (decline) on primitive defenses would be associated
with clinical outcome (relief from depressive symptoms). To assess these
relationships, partial correlation coefficients, controlling for story length, were

computed between the lIP, Denial, and measures of depressive symptomatology.

a) lIP and Depressive Symptoms

Correlation coefficients between the IIP and changes scores on the BD! and HDRS
are shown in Table 15. Regardless of treatment group, change on both depressive
symptom measures and on overall mean score for the lIP were significantly
correlated. Residualized change on the IIP score was significantly correlated with
residualized change on the BDI (r=.65, p<.001) and somewhat less robustly on the
HDRS (r=.48, p <.05). Of note is that the largest effect size was obtained for the

correlation between the two self-report measures (lIP and BDI).

Correlations between residualized change scores on the BDI and on the IIP
remained significant for each treatment group. However, significant relationships
between the HDRS and the IIP only held up for those patients receiving
antidepressants.

This last finding is interesting as it shows a discrepancy between how clinicians in
this study rated patient improvement on symptomatology by patient group. That is to
say, the clinicians rated the patients who received medication only as showing a

significantly greater alleviation of depressive symptomatology than those patients
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assigned to the combined treatment modality, even though the Combined patients
reported higher levels of relief on the Beck Depression Inventory than their

medication only counterparts.
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TABLE 15

Correlations between Residualized Change on Interpersonal Functioning
and on Depressive Symptoms

Al Pati Combined Medicati I
11 up e

BDI .65* .68** .63***

HDRS .48*** .38 .68**

* probability less than .001 at the two-tailed level

. probability less than .01 at the two-tailed level

***  probability less than .05 at the two-tailed level

b) IIP and Defenses

I had hypothesized that residualized change on immature defense mechanisms, in
tandem with an improvement in interpersonal functioning, would be related to good
clinical outcome. However, as already reported, no significant relationships between
residualized change on defense and on the depression measures were found. Post-
hoc analyses conducted to determine correlations between residualized change on

the lIP and on defense mechanisms also were non-significant.

Research Questions

Only one research question of the four initially posed -- whether different
depressive subtypes, as assessed by the Depressive Experiences Questionnaire -- are
associated with different defense mechanisms, provided clinically significant and

useful findings. These results will be discussed at the end of this section.
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One question asked whether some patients showed improvements on depressive
symptomatology but not changes on defense use, or conversely, whether some
patients showed change on defense use without the benefit of symptom relief. My
rationale for asking this question was to identify specific subsets of depressed
patients for whom defenses were more or less effective with regard to depressive
symptomatology. For example, one could speculate that a subset of patients who
showed significant symptom relief without the benefit of significant change on
defense, possessed more of an endogenous depression, along the lines of Akiskal’s
(1983) sub-affective dysthymia, than a characterological disorder, for whom
personality variables play an important role.

On the other hand, a subset of patients who showed changes on defense use but
not on symptom-based measures would also provide support for the argument that
defenses and depressive symptoms are unrelated, and, additionally, that defense
mechanisms, for some individual, may be related to an independent phenomenon,
such as poor self-concept (see Bloch et al., 1993).

In fact, the majority patients in this study showed symptom improvement (defined
by a score of 7<on the HDRS and a score of 10<on the BDI by the end of treatment.

Only five patients did not recover (e.g., retained a diagnosis of Dysthymia). Although
no clear pattern of defense use differentiated these non-remitting patients, four of
the five belonged to the Medication alone group.

Another research question asked whether different defense mechanisms are
associated with different interpersonal problems, as assessed by the Inventory of
Interpersonal Problems. However, the overall mean of the IIP, although a useful

measure of overall interpersonal functioning, does not permit investigation into the
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different octants, and the ipsatized scale of the IIP were discarded as a less reliable

measure than the overall mean.

Relationship | Def n ive Sut

A good deal of empirical research has been devoted to studying the depressive
personality. Blatt et al., 1978 has found evidence for two depressive personality
types -- Dependent (Anaclitic) depression and Self-critical (Introjective) depression,
which correspond to two distinct subfactors on the Depressive Experiences
Questionnaire (DEQ). As discussed previously, the Self-Critical subtype, in terms of
level of object relations and defensive operations, has been conceptualized as a
developmentally higher personality configuration, than the Dependency subtype. The
DEQ was included in this study as a predictive variable to assess whether different
types of depressive experience are related to improvements or changes in defense
use. All results are shown in Table 16.

A significant positive relationship was found between Dependency (Anaclitic
depression) and Projection at intake, which suggests that greater use of Projection as
a defense was associated with greater vulnerability to experiences involving
interpersonal loss or separation. This finding had a moderate to large effect size.

There was also a significant negative association between Identification and Self-
criticism (Introjective depression), indicating that individuals who judge themselves
harshly and feel distress over of feelings of worthlessness, guilt, and failure are less
likely to make use of this more mature defense mechanism. There was a non-
significant negative correlation between Identification and Dependency, with a

moderate effect size. A similar non-significant positive relationship was found
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between Projection and Self-Criticism, again with a moderate effect size.

Finally, to determine if changes in defense scores differed according to depressive
type, pairwise partial correlation co-efficients were computed, controlling for story
length of the TAT. A strong negative relationship was found between Self-critical
depression and residualized change on Identification.. This suggests that the extent
to which a patient is self-critical does predict how much change he or she will show
on the defense mechanism of Identification over time. Although Denial and Self-
critical depression were not correlated at intake, an almost significant negative
relationship between Self-critical depression and residualized change on Denial was
obtained, with a moderate effect size. Similarly, an almost significant negative
relationship between Dependent Depression and residualized change on Identification

was found.
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TABLE 16

Correlations between Depressive Types and Defense Scores

: I l ..
{Dependent) Type (Self-Critical) Type
Denial
Intake .01 -.10
Residualized -.08 -.33+
Proiecti
Intake .45* .32
Residualized -.25 -.08
dentificati
Intake -.33 + -41%
Residualized -.35 + -42%

probability less than .01 at the two-tailed level
el probability less than .05 at the two-tailed level
+ probability less than .09 at the two-tailed level
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DISCUSSION

T his dissertation examines relationships among defenses, depressive

symptomatology, and interpersonal functioning in adult patients receiving medication
and psychotherapy for DSM-III-R Dysthymic Disorder in an ambulatory care
psychiatric setting.

The purpose of this study was to determine whether relatively brief group
treatment could effect a significant change in three defense mechanisms -- Denial,
Projection, and Identification -- and whether such change would be related to
significant improvements in other domains of functioning. It was also hypothesized
that initial level of defense (immature v. mature) would predict clinical improvement
in patients, regardliess of treatment assignment. Defenses are primary psychological
mechanisms which manage conflict, regulate affect, and protect self-esteem. The
type and developmental level of a given defense mechanism contributes both to our
understanding of specific psychopathologies as well as personality development
overall.

The summary of the major findings are as follows: That change on Denial (but not
Projection or Identification) does occur in brief group psychotherapy; that
Identification is negatively related to depressive distress; that improved interpersonal
functioning is related to a decline in depressive symptoms; that types of depressive
experiences (Blatt, 1974) are related to specific defenses, and introjective (Self-
Critical) depression, in particular, predicts how much change a patient will show on

Identification.
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The relationship between depression and defense originates in early analytic
theory, with Freud’s (1917) characterization of introjection as the means by which
melancholic individuals resolve conflict over object loss. Aithough distress related to
perceived or actual loss continues to play an aetiological role in psychological
formulations, contemporary theorists from cognitive and psychodynamic perspectives
depict depression more broadly as a pathology of self-esteem. It has been proposed
that depression represents an ego reaction to one’s basic helplessness and unfulfilled
aspirations (Bibring, 1953), a predisposition to negatively biased self-schemata (Beck,
1967,1983), an injury to infantile narcissism (Fenichel, 1945), and a sense of
personal inadequacy in the face of repeated failure (Bleichman, 1996). Freud even
speculated on “whether a loss in the ego irrespectively of the object -- a purely
narcissistic blow to the ego -- may not suffice to produce the picture of melancholia”
(1917/1968).

More recently, Blatt (1974; Blatt & Schichman, 1983; Blatt et al., 1990),
integrating cognitive theory and the psychoanalytic literature on depression,
introduced a developmental model which encompasses both experiences of loss,
linked to oral, pre-oedipal fixations, and threats to seif-esteem, traced to super-ego
conflicts concerning desires for approval and success. In all these various
psychological conceptions, defenses serve largely a protective role, from avoidance

of separation anxiety, deflection of hostility, to efforts to recover self-esteem.
This study takes as a starting point the theory that defenses begin in childhood as

psychologically normative operations (A. Freud, 1936; Vaillant, 1971, 1976). The

view of defenses having pathological and non-pathological functions emerges in
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Anna Freud’s portrayal of denial in play-acting, and has been extended by Vaillant’'s
researches on what spurs healthy functioning across the lifespan, which led him to
conceptualize ego defenses as the mental equivalent of the body’s immune system
(1993).

Empirical research has shown that defenses arise in different developmental
periods commensurate with the level of cognitive understanding and ego maturity
the child has achieved. Used in adulthood, primitive defense mechanisms may signal
disturbances in cognitive capacity, self-concept, and interpersonal relatedness which
ultimately disrupt one’s functional ability. But defense mechanisms, particularly those
defined as mature, can reflect an ability to accommodate, in the Piagetian sense, to
the natural stresses of life, and to predict healthy, positive functioning.

This study views defense as a potential mediating variable between personality
vulnerabilities, biological dysregulation (e.g., serotonin deficit), and precipitating life
stressars. Defenses operate in tandem with psychological structures (schemas,
internal working models, etc.) which encompass “templates” of self in interaction
with other (Diamond & Blatt, 1994), and are the vehicles through which relationships
are organized and mediated. How an event or experience is perceived, interpreted,
and integrated into the individual’s self-representation determines in part the severity
of a depressive reaction, and the need to mobilize defenses against it.

As this study demonstrates, the role of defenses in mediating certain kinds of
subjective depressive distress enriches our present understanding of chronic
depression on the Axis I/ll continuum, and points to avenues for further research that
may inform more appropriate and effective treatment strategies for this clinical

population.
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A Di ion of [ hic Ct istics of Pati

As reported, no group differences were found on demographic characteristics. In
addition, sex of the patient had no impact on changes in defense mechanisms. As
previously noted, Cramer (1983, 1987) found in normal samples that defenses are
gender-related, with women showing more frequent use of denial, and men more
frequent use of projection, which is consistent with stereotypic notions of sex role
behavior. But, in a psychiatric inpatient population, Cramer (Cramer et al., 1988;
Cramer & Biatt, 1990) found opposite patterns of expected defense use with sex-
incongruent (e.g., projection with anaclitic men) inpatients.

This study did not corroborate these findings. The results obtained here support
Vaillant (1992)'s conclusion, based on a comprehensive review of longitudinal data,
that gender does not significantly affect defensive style. Vaillant’s sampie and the
present group of dysthymic patients were older and higher functioning than the
borderline and schizophrenic inpatients in Cramer et al.’s studies. Cramer et al.’s
sex-incongruent findings on defense may reflect the interpersonal dysfunction of
their younger, more disturbed psychiatric patients, whao, conceivably, had a less fixed
adherence to socially sanctioned sex roles, which can help consolidate and reinforce
gender identity. However, the adaptiveness of stereotypic gender-defense

relationships needs more empirical study.
The psychiatric history of the overall patient sample was notable for a high

incidence of personality disorders (63.3%), consistent with Klein et al.’s (1988)

finding of increased rates of personality disorders in early onset dysthymic patients.
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On closer examination, patients diagnosed with single Axis Il disorders presented
mainly with Cluster C features (particularly obsessive-compulsive disorder), also
consistent with Klein et al.’s (1988) research. In addition, the six patients in our
study with more than one personality disorder showed a preponderance of obsessive-
compulsive personality disorder. This diagnosis is associated with a neurotic
personality organization and higher level defenses (Kernberg, 1975, 1976), and lacks
the high degree of affective lability characteristic of Cluster A and B disorders, as
well as borderline types of depression, which reflect personality disorganization,
including the inability to maintain a consistent sense of self.

The greater ratio of Cluster C to Cluster B diagnoses in our depressed sample may
explain how many of them, despite their Axis Il comorbidity, managed to maintain
professional jobs and to function at a reasonably high level. Although no difference
between the treatment groups pertaining to Axis Il was found, the higher proportion
of personality disorders diagnosed amongst the Combined patients (37% v. 23% for
the medication alone group) suggests that, with a larger sample size, significant

group differences might have been obtained.

Post-hoc analyses revealed the impact of Axis Il disorders when comparing patients
diagnosed with and without personality disorders. Patients without personality
disorders showed greater improvement on Identification than patients with some
personality disorders, a finding not surprising given the developmental maturity this
particular defense mechanism represents. in Cramer’s (1990) scoring system,
ldentification represents a mutual relatedness that presupposes self-other

differentiation; it does not measure the symbiotic, merger identifications more
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characteristic of patients with primitive object relations.

Further post-hoc analyses revealed that patients with predominantly Cluster C
type disorders improved more on Identification than patients diagnosed with
Personality Disorder N.O.S., or personality disorders high on Cluster A/B features.
This finding supports Cramer’s (1991) thesis that maturity of defense mechanisms
corresponds to level of psychopathology. it also reinforces the need to identify Axis

Il in depressed samples to better understand the mediatory role of defense.

B. Change in Defenses over Time

The first hypothesis tested whether patients assigned to the combined treatment
(medication + therapy) would show a greater change (e.g., decline) on immature
defenses (Denial, Projection) over the course of treatment. Based on previous
research, which links increased use of immature defense mechanisms with higher
levels of pathology (Cramer et al., 1988), and their decline with good psychological
outcome (Vaillant, 1976), depressed patients who used a high degree of primitive
defense mechanisms were hypothesized to respond more rapidly to a treatment
regimen of medication plus psychotherapy than medication alone. To test this
hypothesis, Denial and Projection were examined through an analysis of covariance

(treatment group) by (defense), controlling for story length.

The use of Denial (but not Projection) decreased for all patients over the 24 weeks
of treatment. Furthermore, as predicted, a significant group difference on Denial was
found, with patients assigned to the Combined treatment (medication + therapy)

showing greater improvement than patients assigned to the medication only
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treatment. (Despite evidence that decline of immature defense mechanisms is
associated with good psychological outcome [Yaillant, 1976], Denial did not
correlate significantly with any of the outcome measures, either at intake or over the
course of treatment. This finding will be explored in a subsequent section).

Denial, as it is used here, refers to defense against painful aspects of external
reality. It is considered a primitive, rather simplistic mechanism which develops early
in life, and reflects the immature ego of the child for whom the boundaries between
reality testing and denial in fantasy are still permeable (A. Freud, 1936). A salient
feature of this defense mechanism is the use of cognitive or perceptual distortion to
avoid experiencing loss or separation (Blatt, 1974). Modell (1984) has characterized
denial of separateness as the illusion that the object, being part of the self, cannot be
lost. This conceptualization echoes the analytic view of introjection, seen as
preserving the object within the ego to maintain some semblance of emotional tie. A
diffuse self-other boundary is a distinguishing aspect of all immature defense
mechanisms (Cramer, 1991), but the presence of elevated dependency needs is

particularly associated with Denial (Blatt, 1974).

What accounts for the significantly greater decline on Denial in the Combined
treatment patients? One explanation is that greater decline is to be expected in
patients undergoing psychotherapy treatment than patients only receiving
medication. Several factors support this explanation:

First, immature defenses appear to change readily with brief therapy treatment. A
number of empirical studies on changes in the use of immature defenses (including

Denial) during relatively short-term psychiatric treatments for depressed inpatients
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and outpatients patients has been documented (Ablon et al., 1974; Akkerman et al.,
1992; Kneepkens, 199€).

Secondly, the specific group therapy intervention may have contributed to greater
decline in denial. One aim of our group treatment was to help patients recognize the
maladaptive consequences of their own avoidance behaviaors. Coyne (1976) has
documented how depressed individuals induce negative responses in others in ways
that perpetuate their depressed state. Though outwardly distressed, some members
tended to disavow angry or sad affects as a way to distance themselves. Group
interventions focused on emational blocking, angry use of silence, and topic
switching to avoid engagement; mindfulness techniques which facilitated emotional
awareness; and cognitive structuring tasks which linked negative thoughts with seif-
defeating behaviors to encourage disconfirmation of global negative predictions
about self and others.

A group modality may be particularly suited for patients who use primitive denial to
cope with conflict. Supportive peer confrontation appears to be a more effective
treatment strategy for patients with immature defenses, who show little benefit from
traditional interventions, such as interpretations, or from psychopharmacological
treatment (Vaillant, 1993).

The intrinsically social nature of the group, which encourages frank exchange, may
be especially valuabie for depressed individuals who suffer from isolation and self-
estrangement. Several group patients acknowledged longstanding difficulties
discussing their depression with family members. Self-disclosure has been identified
as an important therapeutic factor in group treatments (Yalom, 1995) linked to group

cohesion and positive outcome (Bloch & Crouch, 1985). Thus, the decrease in Denial
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in the Combined patients could reflect a willingness to let down their guard. This
may not have translated into measurable symptom change, but might have eased a
need to resort to old withdrawal patterns when navigating interpersonal
relationships.

No change was demonstrated with Projection, for the sample as a whole or for the
individual treatment groups. The tendency to externalize one‘s own hostile intentions
or feelings by attributing them to another did not abate for the patients. This result is
surprising given Cramer et al. (1988)’s finding that Denial and Projection were
positively correlated, Pearson r(88) =.33, p<.01, consistent with the hypothesis that
these immature defense mechanisms lie adjacent on a developmental continuum.
However, in our sample, a non-significant negative relationship between Denial and
Projection (r(30) =-.14) was found, suggesting little conceptual overlap. Projection
may be a more entrenched defense than Denial, and change on externalizing
defenses in therapy may require a direct challenge. Projection, for example, showed
significant change in the Winston et al., 1994 study when directly confronted by

therapists.

The second hypothesis, that patients assigned to the Combined treatment would
show change on mature defenses (ldentification) over the course of treatment, was
also examined with an analysis of covariance (treatment group) by (defense),
controlling for story length. This hypothesis presupposed that patients possessing
adaptive defense mechanisms would have sufficient resources to utilize
psychotherapeutic treatment to address problematic relational issues. The results

obtained did not support this hypothesis, eithe: for the sample as a whole or for the
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two treatment groups.

It is not altogether surprising that a complex defense mechanism such as
Identification failed to show change. |dentification is also a life-long developmental
process, involving a modification within the ego (Cramer, 1991), which differentiates
it from its more primitive counterparts. identificatory potential spurs personality
development and serves as the “emotional basis of psychological growth”
McWilliams, 1994).

This capacity evolves in a natural developmental line from
the earliest infantile forms of introjection, which have the
quality of swallowing the other person whole, to more
subtle, discriminating, and subjectively voluntary processes
of selectively taking on another person’s characteristics (p.
135).

Psychoanalytic theory maintains that healthy character formation is contingent
upon the establishing of positive identifications within the ego and super-ego. Prior
to developing a conscience, children rely on the external world -- initially the parental
objects -- to control their wishes and impulses. Once the superego becomes part of
the mental apparatus, they perform for themselves the function of restraint (Modell,
1984). In Freud’s (1923) terms, a child takes into his internal world the contents of
his parents’ super-ego, as well as the attitudes of society, through the process of
identification. He learns to master impulses, operate independently of parental
figures, and control his environment - all important ego functions (Rycroft, 1968)
that emerge through imitating, emulating, and ultimately internalizing the attributes
of another. It is largely the lack of healthy identifications that leads to aggressive

cathexis of the self-image which characterizes the depressed individual (Jacobson,

1954).
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How might such a complex process as ldentilication develop over the course of
psychotherapy treatment? Traditionally, in individual therapy, transference is the
vehicle through which positive identifications are formed. It is this "capacity of
human beings to identify with new love objects,” in the context of the therapeutic
relationship, that permits recovery from emotional suffering and allows
psychotherapy to effect change (McWilliams, 1994, p. 137).

Identification is the culmination of the internalization process, beginning with oral
incorporation, and evolves into the capacity to take in (“metabolize”) the other
without relinquishing the integrity of the self. Internalization, and accordingly
Identification, is thought to be established in cyclical experiences of separation and
relatedness (Diamond & Blatt, 1994; Mahler et al., 1975). A gratifying involvement
with the object is an essential precondition for internalization, but only disruption
with that involvement catalyzes internalization (Biatt & Bass, 1990).

One can observe how this dialectic plays out in therapy. indeed, the very
multifariousness of the transference relationship (idealized, unobjectional positive,
obstructing, etc.} illustrates diverse ways patients learn to utilize, often with great
ingenuity, elements of connection and difference, to maximize its reparative
potential.

Working in a cognitive-interpersonal perspective, Safran and Muran (1995) have
proposed that exploring in-session ruptures both strengthens the therapeutic aliiance
and achieves significant interpersonal change. Here the change mechanism is
contingent upon the validation of new (disconfirming) emotional experience that
liberates the patient from having to re-enact depressogenic interpersonal schemas.

Although we tried to establish a positive working alliance in our group, it may have
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lacked a certain emotional valency. Time constraints and the focused nature of the
treatment limited our ability to create the intimate connection between patient and
therapist that is established in the resolution of difference. In retrospect, the
cohesiveness of our therapeutic group, which manifested first amongst group
members, may have resisted forming alliances with the therapists.

The failure to show change on Identification further supports the argument that a
such complex psychological process requires a longer, more intensive form of
therapeutic intervention. This is consistent with Blatt’s findings that introjective
(Self-critical) patients do particularly poorly in brief treatments (Blatt et al., 1995),
but improve significantly in intensive, long-term psychodynamic therapy (Blatt,
1992). His (1995) re-analysis of the NIMH depression study (Elkin et al., 1989)
showed that perfectionism, associated with introjective depression, predicted

negative outcome in all treatment groups.

It should be noted that the relatively high level of Identification amongst patients at
intake may provide a further explanation as to why this defense mechanism did not

show significant change. More than half the sampie (53%) scored equal to or above
the mean overall number of Identification defenses (2 9.2), which represents a
sizeable portion (34.7%) of all defenses assessed at intake. This finding suggests
that most patients managed to retain the capacity to use mature defense
mechanisms, both at a time when they were experiencing acute distress and did not
have the benefits of treatment, and thus would be unlikely to show a significant rate

improvement over a relatively short course of therapy.
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C. Defenses. Depressive Symptomatology and Interpersonal Functioning

The first two hypotheses addressed whether treatment modality (medication alone
or medication + psychotherapy) affected changes in the type of defenses used. The
third hypothesis addressed a different issue -- whether maturity or immaturity of
defense predicted patients’ overall improvement. If defense mechanisms are truly
protective, patients would be expected to show less distress and less problematic
interpersonal functioning by the end of treatment.

It was specifically hypothesized that mature defenses (e.g., Identification) would
be related to good outcome, whereas immature defenses (e.g., Denial) would be
related to poor outcome, as measured by change on depressive inventories as well as
interpersonal functioning. Correlations were computed between these defense
mechanisms and two measures of depressive symptomatology, the Beck Depression
Inventory, rated by patients, and the Hamilton Depression Rating Scale, rated by the
prescribing psychiatrists. Post-hoc analyses were also conducted to determine
relationships between defense mechanisms and a measure of interpersonal

functioning, the Inventory of Interpersonal Problems.

Defenses and Depressive Symptomatology

As expected, a strong negative association was found between Identification and
the BDI, but not for the HDRS. This relationship was significant at intake but non-
significant for change in depressed mood over time. Thus, patients beginning
treatment in a serious depressed state do not appear to use the defense mechanism
of Identification, and conversely, patients who do use this defense show significantly

less depression. However, any relief that these patients ultimately gained was not
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related to initial level of Identification. No association was found between Denial and

either depressive measure (BDIl or HDRS).

a) Denial and Depression

The failure to find a relationship between Denial and depressive symptoms raises
questions about the therapeutic benefits of this particular defense mechanism in a
sample of chronically depressed patients. Two opposing perspectives -- Cognitive
theory (Beck et al., 1967, 1983) and Depressive Realism (Mischel, 1979; Alloy et al.,
1988) -- examine the role of cognitive distortion in depression.

Ostensibly, a low degree of Denial use in patients should be beneficial since it
shows less of a reliance on compromised forms of cognition, which are thought to
impede objective assessment of one’s life and relationships. That is the premise of
Beck’s (1967) cognitive theory: Negative thought processes about the self engender
depression. It was also a central tenet of the group treatment, which drew
connections between cognitive biases and self-defeating behaviors. By this
argument, less use of Denial, as well as a decline on Denial over the course of
treatment, should result in clinically significant reduced levels of depressive
symptomatology, as patients begin to identify probiems in information processing
(selective abstraction, arbitrary inference, personalization) that result in emotional
avoidance and negative self-views. However, this result was not obtained in this
study.

Other theorists (Alioy et al., 1988) argue that the real problem for depressed
individuals is not negative cognitive bias but the impoverishment of the kind of

positive illusions that seem to protect non-depressed patients. Studies involving
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social comparison and competitive performance found depressed individuals to be
coldly realistic when predicting how well they would do, compared to
nondepressives who viewed their assets with unjustified optimism (Alloy et al.,
1988). Moreover, depressed individuals, although accurate about themselves, harbor
overly positive judgments about others which serve only to accentuate their negative
self-perceptions.

...depressed individuals may be suffering from the absence or

breakdown of normal, optimistic biases and distortions. Maladaptive

features of depression such as low self-esteem, negative affect,

decreased persistence, poor coping with stress, and hopelessness

may be consequences, in part, of the absence of healthy personal

illusions (Alloy et al., 1988).

This sense of fatalism, or Depressive Realism, brings to mind Bibring’s (1953)
notion of ego paralysis which renders depressed individuals ill-equipped to cope with
frustrations and setbacks. Research on the adaptiveness of Denial in medical patients
also suggests depressed patients might benefit from a little more illusion. Diabetic
patients, for example, who derived relief when minimizing the gravity of their

diagnosis, even while still adhering to important medical regimens, provide an

illustration of the benefits of this defense mechanism (see Lazarus & Folkman, 1984).

One factor governing when denial might be beneficial in depression is personal
appraisal, the process by which individuals assess to what extent they have control
over a probably negative outcome. Accountability appears to be key in determining
how certain individuals become depressed. Abramson (1980) has argued that
depression often results when the individual feels personally responsible (internal

locus of control) for a negative event. To the extent that he feels a negative outcome
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was due to internal factors, he is more likely to become depressed and suffer loss of
seif-esteem following that event (Lazarus & Folkman, 1984). Thus, determining
whether a patient possesses an internal or external locus of control, in the context of
personally controllable outcomes, may help assess the potential value of Denial.
Internally-oriented patients may get more upset at the prospect of succumbing to
depressed mood or at failing to take adequate prophylactic steps against possible
recurrence. Some medication responders in our study who experienced “dips” in
affect often felt anticipatory dread that relapse is imminent. For some, this triggered
a chain of distressing negative associations that began to activate a latent
depressogenic schema (Segal & Muran, 1993). For such patients, denial of
responsibility (manifested by a strong adherence to a medical model of illness) may
have provided a buffering function associated with less depression.

Clearly, psychotherap can be illuminating, and with illumination comes some
discomfort and pain. For a person with a lifelong history of depression, it may not be
easy to challenge long-cherished, but self-deceiving, “truths.” Thus, a failure to use
Denial may have be a possible source of distress -- especially for patients in the
combined treatment group. Decreased denial may have made them more realistic but
feel less protected --"wiser but sadder” (Alloy et al., 1988). Hence their failure to

show improvements on measures of clinical outcome, such as depressed mood.

b) Identification and Depression
What accounts for the significant negative relationship between depressive
symptoms and Identification at intake? The quality of one’s emotional bond with

others determines an individual’s risk for depression. Psychoanalytic theory (Freud,
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1917, attachment theory (Bowlby, 1977, 1980; Main et al., 1985), as well as
integrated cognitive and interpersonal perspectives (Gotlib and Hammen, 1992), all
endorse the idea that adverse parent-infant interactions disrupt the child’s capacity
to form stable, cohesive self-representations which, in turn, are needed to achieve
positive interpersonal and object relations.

[T]he quality of the identification with the object is determined by

the actual object relation...psychic development requires a specific

form of identification that depends upon the actual experience of

‘good enough’ parental care (Modell, 1984, p.56 ).

To identify implies the ability to gain emotional sustenance through mature
modes of relating to and interact with others, such as emulation, association, or
becoming “like” another in positive ways. More importantly, for depression,
Identification is one means by which we come to internalize feelings of self-worth
(Fenichel, 1945). The failure to sustain supportive relations with others suggests that
something in the internal world of the chronically depressed patient may be
fundamentally flawed.

Freud (1921) thought Identification was the means by which the first emotional
tie (relatedness) is established. But when describing narcissistic identification in
melancholia (1917), he refers to an introjective process, a precursor of mature
identification. Most theorists now maintain identifications are formed earlier, in the
pre-oedipal period of life. As Milrod {1984) notes, “Now we would define
Identification as a complex process by which the individual becomes more like the
object in reality terms...The self representation is...altered so that we can say
identification is a process that builds structure.”

Jacobson (1954, 1964) differed from Freud in shifting the emphasis from loss to
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early hostile parent-child interactions which become a source of later self-
disparagement. She conceptualized the development of ego identifications in three
stages: (1) first through the fusion of the child’s self image with the mother’s image;
(2) through the child’s imitation of love objects, and (3) in mature identification,
through real modification of the child’s self to become “like” the parents. Early
childhood disappointments, as well as excessive gratification, leads to a premature
devaluation of the love-object. Given the tendency for self and object images to
coalesce in infancy, the self-image takes on some of the aggressive cathexis of the
devalued object, which ultimately produces a loss of self-esteem.

In normal adolescence, the ego ideal, which derives from idealized self and object
images, gradually supplants the super-ego. “The longing to become like the ego ideal
stimulates ego development so that in counteracting self devaluation it is next in
importance to parental love” (Mendelson, 1974, p. 79.) Whereas healthy
identifications reflect a positive, intact ego ideal, unheaithy identifications are
dominated by super-ego guiit.

Building on these earlier theories, Blatt (1974) has proposed that depression
results from impairments in object constancy which impede one from holding a
consistent, comforting image of another in mind. He has found that insecure
attachment is related to depression in different ways: Depressed patients with
anxious-ambivalent attachment style experience strong dependency needs and
longings for connection; patients with an avoidant attachment style are more
concerned with self-identity issues, and become vulnerable when they fail to meet
standards or obtain the acceptance and approval of others.

An insecurely attached child acquires negative representations of self (similar to
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negative schemata) as a result of inconsistent or rejecting caregiving, and
experiences parental loss (whether through separation or emotional unavailability) as
more devastating than a child whose secure base and secure internal working models
of attachment are well-established. Both attachment and psychoanalytic
conceptualize problems in the individual’s representational world as the result of
early adverse experiences which lead to difficulties relating to others as well as
sustaining a stable, integrated sense of self.

Cognitive-interpersonal perspectives (see Gotlib & Hammen, 1992), less wedded to
the recapitualizing power of the past, stress how the self is continually confirmed
through social interaction, yet, increasingly, acknowledge that a negative cognitive
representation of self (schemata), established in early parent-child encounters,
increases risk of depression recurrence.

The strong negative relationship between ldentification and depression present at
intake did not hold over time. If persons experiencing acute depressive distress have
such low levels of identification, why aren’t improvements in symptom relief related
to parallel gains in the use of this defense mechanism?

Again, the short-term nature of our group intervention may have been a limiting
factor. But there is also the difficulty of comparing change in clinical symptoms with
change on defense mechanisms since these two phenomena (depression as
syndrome v. depression as personality dysfunction) represent different dimensions
and levels of inference. Whereas symptom reduction can occur rapidly in a treatment
study, the acquisition of developmentally mature defenses require more time. Such
distinct phenomena can never be equivalent, not only because they progress at

different rates, but because they do not measure the same things.
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Defenses and Interpersonal Functioning
The failure to find significant relationships between defense mechanisms and

interpersonal functioning, as assessed by the Inventory of Iinterpersonal Problems, is
surprising. Rooted in the interpersonal tradition (Leary, 1957; Sullivan, 1953), the iIP,
which postulates that individuals involved in social interaction reciprocally influence
one anogther’s behavior, measures interpersonal dysfunction and sources of
interpersonal distress along the dimensions of power and control (dominant-
submissive) and affiliation and nurturance (hostile-friendly). Thus, hostile dominant
behavior elicits hostile submissive behavior. Tensions develop in the context of non-
complementary behaviors -- when partners strive for dominance, for example --
which may become fixed maladaptive patterns over time.

Although maladaptive relationship patterns are often experienced as

painful, the defensive efforts to avoid anxiety and to protect the

self-image lead an individual to repeat those patterns (Horowitz et

al., 1993 p. 549).
How can the failure to find relationships between defense mechanisms and this
measure be explained? As will be discussed in a later section, significant
relationships in this study were found between defense and types of depressive
experiences (Blatt, 1974) that reflect pathologies in internalized representations.
Previous research (Biatt et al., 1988; Cramer et al., 1988; Cramer and Blatt, 1990)
has found significant correlations between defense mechanisms and interpersonal
functioning in psychiatric patients diagnosed with anaclitic and introjective
personality configurations.

Cramer et al. (1988), for example, found that, for anaclitic patients, high scores on
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Denial and Projection were correlated with psychological immaturity and poor
interpersonal relationships, respectively. However, no significant relationships were
found between defense scores and these interpersonal measures for introjective
patients.

Although defenses have been conceptualized as mechanisms which theoretically
protect individuals in both their internal and interpersonal worlds, it may be that
specific depressive type (anaclitic v. introjective) influences the relationship between
defense and interpersonal functioning in ways that this study has not accounted for.
Perhaps, correspondences between defense mechanisms, as intrapsychic constructs,
and depressive personality types, which reflect developmentally determined,
internalized kinds of pathology, will be more robust than relationships between
defense mechanisms and interpersonal style in a sample of chronically depressed
patients with high Axis Il comorbidity.

D. Improved Interpersonal Functioning and Clinical Qutcome

The last (fourth) hypothesis examined the problem of maladaptive interpersonal
styles in depressed patients, and asked whether improvements in this domain, in
tandem with a decline on Denial, was linked to good clinical outcome. The results
obtained provided partial support for this hypothesis.

The failure to find significant relationships between decline on Denial and
abatement of depression was not unexpected since, as discussed previously, there
was no significant relationship between these variables at intake. The reduction in
denial might have exacerbated the Depressive Realism in such patients, precluding
any alleviation of psychological disturbance.

Although defense use had no impact on relief of depressive symptomatology or
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interpersonal functioning over time, there was significant evidence that problematic
interpersonal functioning (as assessed by the lIP) is connected with increased
symptom distress for both treatment groups.

Depressed people are less socially skillful and have more interpersonal conflict than
non-depressed people in part because they engage in complementary behaviors
(dominant-submissive dyads) that perpetuate or confirm negative views of self
(Andrews, 1990; Coyne, 1976) while inducing rejecting responses in others.

[D]epressive operations include a variety of behaviors that maneuver
others towards the fulfillment or confirmation of an underlying self-
other representation. [A]n expression of helplessness may exert a
strong pull for help from another, and implicit to such an operation
may be the representation of the self as weaker and others as
stronger... These patterns persist because they are based on
interpersonal schemas that are consistently confirmed by the
interpersonal consequences of the individual’s behavior Muran,
1993)
Interpersonal theorists do not conceptualize depression independently of
interpersonal functioning: “A change in depression requires a concomitant change in
the patient’s interpersonal functioning” (Horowitz et al., 1993). Moreover, in a
sample of outpatients undergoing brief dynamic psychotherapy, they found that

problems of hostile dominance, which improved much less readily than problems of

friendly submissiveness, may require a longer course of treatment.

When analyzed according to treatment group, correlations between interpersonal
functioning and the clinician-rated depressive symptom measures differed markedly.
Although patients in both treatment groups showed significant correlations between
the IIP (overall mean score) and the BDI, these relationships were not sustained on

the clinician-based inventory, the HDRS. Significant associations were found

Reproduced With permission of the copyright owner. Further reproduction prohibited without permission.



183
between the [IP and the HDRS for the medication-alone patients but not for patients
in the combined treatment.

Other studies on depression treatment have reported patient-clinician discrepancies
when assessing functioning. But, typically, clinicians report higher rates of
improvement. In Hellerstein et al.’s (1993) study comparing fluoxetine and placebo in
dysthymic outpatients, clinicians using the HDRS rated patients on fluoxetine as
significantly more clinically improved at week 8 than placebo patients, whereas
patients, using a seif-report measure, the Hopkins Symptom Checklist-58 (HCL-58),
reported no greater improvement on fluoxetine versus placebo. Hellerstein et al.
(1993) argued that the HCL-58, as a general measure of symptom level, is not
refined enough to discriminate between depressive symptoms and transient
medication effects, such as anxiety, restlessness and nausea. However, an enduring
negative bias of chronically depressed patients in this study may also have accounted
for their failure to report symptom improvement, or to confuse those effects with
signs of subjective discomfort.

What is striking about our study is that the patients, not clinicians, reported
greater relief on symptom-based inventories. Each of the three psychiatrists who
rated the HDRS managed the medication of a subset of patients (from both
treatment modalities). No one was blinded to treatment assignment. Each met with
patients biweekly for the first 4 weeks, then monthly thereafter. Treatment at these
visits, 15-20 minutes in length, was limited to discussion of symptoms, medication,
and side-effects. Psychiatrists were instructed not to engage in psychotherapy,
counseling, or the form of “clinical management” as defined in the NIMH Treatment

of Depression Collaborative Research Program (Elkin et al., 1989, p. 973). Although
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clinical transactions were supposed to be brief and “business-like,” the realities of
working with patients over 6 months suggest some clinician-patient alliances formed,
leading to variability in patient treatment.

This finding raises intriguing issues and questions about possible differential
treatment of patients by physicians. It is possible, for example, that the psychiatrists
in this study respcnded differently to some of the Medication-alone patients, who,
because of significantly fewer physician contacts, demanded more attention or
demonstrated more need. Perhaps they were more attentive to, or solicitous of, such
patients because they lacked the “benefits” of the group therapy intervention. Other
possibilities, yet to be empirically confirmed, are that psychiatrists have lower
standards for people just receiving medication, or, conversely, higher standards for
patients receiving both antidepressants and psychotherapy (e.g., they should show
more improvement). Psychotherapy research has long recognized the impact of the
clinician-patient relationship on outcome. But the few controlled studies evaluating
the efficacy of Combined (medication + psychotherapy) studies in which multiple
providers may manage treatment have largely ignored this important therapeutic

factor.

E. Defense and Depressive Persopality

This study assessed symptom improvement in depressed patients as a measure of
outcome. But growing recognition of the characterological and psychological
dimensions of depression, which runs counter to the psychiatric model of iliness
(Klein et al., 1993; Blatt), indicate a need to assess the utility of different

interventions or therapies with individuals with different types of depression. An
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important finding in this study is the predictive value of depressive personality type
on defense use.

As noted previously, basic disruptions in early object representations engender
vulnerability to two kinds of depressive experiences -- introjective (Self-Critical)
depression and anaclitic (Dependent) depression (Blatt, 1974). Such experiences
represent disturbances in two fundamental lines of personality development which
fall under the rubric of self-definition (establishing a positive identity) and relatedness
(maintaining mutually satisfying relationships). In ordinary development, the
individual becomes increasingly able to integrate these two experiences of self
identity and interpersonal relatedness. But inordinant preoccupation with one or the
other dimension in tandem with adverse life events triggers a depressive reaction
(Blatt & Zuroff, 1993). Depressive recurrence is seen as the product of an interaction
between predisposing vulnerabilities and stressful life events related to an early
painful or traumatic experience.

A strong positive relationship was found between Projection and the Dependency
subfactor of the DEQ. This finding is at odds with previous research (Blatt et al.,
1978), which has shown that anaclitic patients use avoidant (denial) responses when
confronted with the possibility of separation or abandonment.

The most frequently coded projective defenses on the TAT protocols in our study
revealed a concern with the malevolent intentions of another, as well as threats to
body integrity. Such responses contradict Blatt’s premise that anaclitic patients have
difficulty expressing anger and hostility because they are vulnerable to abandonment.

The unexpected finding between the Dependency subfactor and Projection may

reflect an inherent methodological weakness in this particular subscale for dysthymic
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patients. In addition, coders could have recorded an inflated number of responses on
Projection {the mean level of this defense mechanism was consistently higher than
the mean levels of the other defenses, at Intake and termination), but the high
reliability coefficient for Projection (.85, SD =7.70) across 15 protocols suggests the
coders were generally in agreement.

Barring any methodological explanation, the question remains: What motive would
impel a person with dependency longings to attribute to others aggressive feelings?
Abraham (1911) maintained that unconscious hostility differentiated grief from
melancholia: One passes from mourning to depression when the response of the lost
object is charged with anger mixed with love (Gaylin, 1968). Abraham saw
connections between depressed and obsessively neurotic individuals in their
ambivalence to object ties. He speculated that the hostility of depressed patients,
predicated on a wish to destroy the object, reflected impairments at an early anal
stage of development, whereas the neurotics, developmentally more mature and less
ambivalent, showed a tendency to conserve the object.

Seen in this light, projection may serve as a defense against dependency. Fearful
of re-experiencing past relationship disappointments, the patient externalizes hostile
thoughts to create emotional distance, a behavior more consistent with the avoidant
attachment style, than the anxious attachment pattern associated with anaclitic
patients. Recent investigations into the nature and developmental level of self and
object representations associated with attachment styles (Levy & Blatt, 1997) have
indicated that both anxious-ambivalent and anxious-avoidant styles are associated
with more malevolent, negative representations than a secure attachment status, for

which benign representations abound.
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Most clinicians do not encounter patients with a pure depressive subtype in
treatment. Blatt {1982) has reported significant intercorrelations between the
Dependency and Self-criticism factors in male and female inpatient samples.
Although the validity of a mixed (anaclitic-introjective) depressive type has yet to be
firmly empirically established, our findings suggest that some anaclitic patients may
possess introjective features which makes them prone to using a higher level,
externalizing, and counter-dependent, form of defense mechanism such as
projection. For such individuals, a sense of failure and guilt could coexist with
unresolved dependency needs (Viglione et al., 1990). More empirical research is
needed to better establish internally consistent and distinct factors corresponding to

different types of depressive experiences in clinical samples.

Although the relationship between Projection and anaclitic depression is not
supported by prior research, the strong negative relationship between introjective
depression and ldentification at intake is consistent with theory. Self-denigrating
patients begin treatment with lower levels of Identification defenses. Moreover, the
intensity Qf their self-criticism predicts how much change patients show on this

J
defense over time. The Self-Critical DEQ factor, compared to the Dependency factor,
has been shown to correlate more highly with independent measures of depression,
such as the BDI (Blatt et al., 1982).
The self-critical function is part of the process of the consolidation of the superego,

whereby the child learns to internalize, through identification, his parents’ opinions,

attitudes, values, and rules as his own (A. Freud, 1936).
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A positive link between secure attachment and the capacity for self-reflection has
been empirically established (Cicchetti & Toth, 1995). Healthy self-reflection entails
being able to tolerate, and ultimately integrate, good and bad images into whole
representations of self and others. In contrast, introjective depression reflects a
preoccupation with bad, rejecting, or disapproving aspects of self to the exclusion of
those that are good or benevolent, and leads to perfectionistic tendencies to
compensate for feelings of low self-worth.

A defensive precursor to successful internalization is identification with the
aggressor (A. Freud, 1936). As part of the normal developmental process, children
introject the harsh, punitive attributes of the parent to transform themselves from
being the ones threatened to the ones making the threat. But the toxic nature of
persecutory internal objects preclude full and successful identification (Jacobson,
1954}, and perpetuate a harsh super-ego which devalues the self.

Self-criticism in depression refiects a disruption in the identificatory capacity, a
thwarted attempt to achieve ego differentiation which, at the same time, engenders
an excessive reliance on others to feel valuable. Introjective patients do have
attachment strivings but they get transmuted into perfectionistic concerns with
success and achievement, and a pernicious form of self-criticism that is linked to
hostile, demanding, internal objects, and hinders their capacity to develop a healthy
ego ideal.

The negative impact of introjective depression has important clinical implications.
As noted previously, in the re-analysis of the NIMH Depression study (Blatt et al.,
1995), Perfectionism (as measured by the Dysfunctional Attitudes Scale; Weissman

& Beck, 1978) had a consistently negative effect on outcome in brief treatment. In
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contrast, several studies (Blatt & Ford, 1994; Blatt et al., 1988), including a re-
analysis of the Menninger Psychotherapy Research Project (Blatt, 1992) have shown
that self-critical or perfectionist patients prospered in long-term psychoanalysis or
analytically-oriented inpatient treatment, and, moreover, did significantly better in
this form of treatment than in supportive-expressive psychotherapy.

Given that perfectionism is a feature of obsessive-compulsiveness, it is likely our
patients, who showed a high Axis Il comorbidity with disorders of the Custer C
variant, most notably absessive-compuisive personality disorder, as well as self-
critical tendencies, might show greater gains in a longer, or more intensive,

treatment.

Limitati f the Stud

The preliminary nature of this study raise a number of caveats for the
interpretation of the obtained results. First, this study was based on a small
homogenous sample, and caution should be exercised when generalizing from these
results to younger and/or more acutely ill depressed patients. Given the dearth of
empirical studies on dysthymia treatment, this study does provides a useful starting
point from which to build future studies with other clinically depressed populations.

Secondly, the psychotherapeutic portion of the Combined treatment modality was
relatively brief (only 16 weeks) -- a period, it can be argued, insufficiently long
enough to document significant personality change. Moreover, aithough the
treatment focused on recurring maladaptive interpersonal behaviors of depressed
patients, it did not specifically address defense mechanisms. Greater change on

defense might have resulted if the defense mechanisms under investigation in this
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study had been directly confronted and challenged by the group co-leaders.

The study would also have benefited from the inclusion of an untreated control
group (placebo) to better assess the possible pure effect of the antidepressant on
clinical outcome or change. Similarly, the addition of a psychotherapy-alone group
(without medication) would have provided a better means of determining the benefits
of a therapeutic modality, especially in light of the lack of controlled studies on the
efficacy of this treatment modality (with and without medication) for dysthymic
patients. Further, the use of blinded clinicians to rate changes in patients’ symptom
levels would have added greater rigor to the research design.

In addition to these limitations, a decision to pair patients with clinical interviewers
midway during the study may have created unforseen methodological problems.
Most of the first 15 recruited subjects had different interviewers at intake and at
termination. In an attempt to control for interviewer variability, the remaining
patients were assigned the same interviewer throughout their treatment. It is possible
that a familiarity ensued in the matched pairs, which may have affected the
interviewer’s objectivity when administering the various psychological instruments,

including the TAT.

E Directi
Several questions are raised by this study. First, how should we conceptualize
clinically meaningful change in depression treatment? Symptom reduction has been
the goal of most controlled psychotherapy studies of depression, achieved by either

addressing faulty information processing or problematic social interactions. But

change can be reflected in interpersonal behawvior, as well as subtle shifts in abject
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relations. The high rates of symptom recurrence and relapse in the depressive
disorders (Marlatt & Gordon, 1985; Keller, 1988), suggests that underlying
psychological problems, not merely symptom distress, makes this condition so
intractable.

Mood disorders researchers, now studying the impact of antidepressants on
interpersonal change, maintain that rapid social amelioration can result from brief
psychopharmacological interventions. Markowitz et al. (1996) documented
significant improvements in dysthymic subjects on Inventory of Interpersonal Problem
(IIP) subscales following 10 weeks of desipramine treatment. But for a subset of
medication responders assigned to a 16 week continuation phase, non-significant
improvements on the [IP were reported. It has yet to be empirically established that
rapid gains achieved through medication will hold up over time. The need to identify
underlying psychological mechanisms which contribute to, or offset, risk for
depression remains paramount, because only interventions that promote functional
improvements on multiple levels successfully address the problem of chronicity and
relapse.

One such potential mechanism is affect dysregulation, which derives from both
insecure attachment and neurotransmitter aberrations, and provokes speculation as
to whether insecure internal representations affect brain organization, neurophysical
functioning, and information processing (Cicchetti & Toth, 1995).

Given the centrality of affective lability in the depressive disorders, researchers
might profitably examine relationships between defense use and positive and
negative affect in dysthymic patients. An unpublished study of normal adolescents

and their mothers (Brody & Layton, 1989) founid that adolescents who had difficulty
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expressing negative affect when interacting with their mothers used Denial more
often, whereas adolescents with difficulty expressing positive affect used Projection.
One might ask to what extent does an intolerance or incapacity for negative feelings
put an individual at greater risk for depression? Findings from research on expressed
emotion suggest that high levels of criticism and negative affect in spouses of
unipolar depressed partners significantly contributed to higher rates of depressive
relapse (Hooley, 1986).

Thompson (1986) has proposed a measure of affect maturity which rates an
individual’s capacity to express and cope with feelings, on a continuum, from
descriptions of global, undifferentiated, event-like emotions to the ability to endow
another with subtle and specific forms of emotional responsiveness. Thompson
suggests that emotions have their own trajectory -- consistent with Anna Freud’s
(1963) developmental lines -- which reveal an increasing capacity for reflectiveness
and intentionality.

Ego psycholagy, and correspondingly defense mechanisms, have at times been
critiqued for underplaying the affective dimension in psychopathology (Hauser et al.,
1995), including depression, by focusing primarily on the impact of cognitive
dysfunction (e.g., on perception, judgment, memory). But primitive defenses, in
tandem with labile affects, might create specific propensities for depression
occurrence. Research should be directed at establishing how defenses facilitate or
impede expression of affective states. In Ablon et al.’s (1974) study, alleviation of
depressive symptoms was positively correlated with a decline in primitive defenses
but aiso an increase in anxiety, suggesting that, for these patients, anxiety tolerance

during periods of clinical improvement signifies greater emotional resiliency. If high
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levels of affect maturity are associated with mature defenses, how do such defenses
promote increased tolerance of intense affect states?

Attachment studies have shown that parental depression can have a devastating
impact on the young child’s ability to regulate and communicate emotion that may
also generate impairments in neurophysiological functioning. Babies with depressed
mothers had greater difficulty with self-quieting than babies of psychiatrically
impaired parents (Sameroff et al., 1982). Hyper-attunement to negative parental
affective expression leads a child to suppress anger and to placate the parent with
mollifying behaviors -- premature “caregiver responses” -- which, if encouraged, leads
to entrenched styles of relating later on. Moreover, suppression of negative affect in
children is related to higher levels of defensiveness (see Cicchetti & Toth, 1995).

Consistent with theories of intergenerational transmission of attachment style,
children appear to adopt their parents’ defense patterns (Chandler et al., 1978),
further impinging upon their ability to effectively manage and communicate feelings.
Future studies documenting developmental changes in affect regulation, cognitive
competence, and defense use, in the context of secure or insecure attachment

relationships, will contribute to a better understanding of depression in children.

It may be that affective homeostasis may help foster the resiliency that some
individuals show in times of stress. Not all people who have suffered a devastating
loss, endured a series of setbacks, or survived a painful attachment history become
depressed. Much of the current psychiatric interest in defense (Perry & Cooper,
1986, 1989) derives from the work of Vaillant whose longitudinal study of

adaptation in non-clinical adult males (1976) has shown that defenses are remarkably
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protective mechanisms in times of adversity, and that, with maturation, are linked to
a host of positive outcomes, including good health, creativity, and general life
satisfaction. But we need to better understand how individual differences influence
the evolution of ego defenses in chronically depressed people, and to what extent
variations in physical, cognitive, or psychosexual development pose challenges to
daily or long-term adaptation. How, for example, do individual ego strengths and
defenses foster adaptation in these circumstances, and what defenses are connected
with unfavorable outcomes or specific vulnerabilities (Hauser et al., 1995). Blatt’s
research on developmental depressive subtypes indicates that depression may be
linked to risk factors at different points in the life cycle for certain individuals. As we
gain a better understanding of these pivotal junctures, we can begin to understand
when -- and which -- defense mechanisms will be most useful, and how such
information can be better integrated into treatment planning.

The high comorbidity of Axis Il in chronically depressed patients, which also relates
to the problem of affective dysregulation, provides further support for the utility of
addressing defenses in this population. Our study suggests that neurotic personality
organization (obsessive-compulsive disorder}, compared to disorders with Cluster A &
B features, predicts greater improvement on mature defenses over time. Patients
with more primitive personality disorganization may require more intensive
therapeutic interventions to alleviate the interpersonal consequences of more chaotic

defense patterns.

A schism between proponents of depression as psychological impairment and of

depression as biological deficit seems to dominate much of contemporary depression
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research. But this distinction, in a therapeutic sense, is a brittle one. After ail, the
core of depressive experience - subjective unhappiness -- derives from both somatic
(low energy) and psychological features (hopelessness), usually experienced in an
undifferentiated manner.

New inroads into the psychobiology of depression suggests that optimal treatment
strategies must recognize that depression is a heterogenous condition characterized
by both biological dysregulation and personality variables (present life experiences
and attachment history).

Cloninger (1976) has proposed a biological model of personality, which consists of
three heritable dimensions of temperament and character -- novelty-seeking, harm
avoidance, and reward dependence -- each of which is linked to different systems of
neurotransmitter activity. Chien & Dunner (1996) found that these dimensions
function as stable traits in normals, but possess both state and trait properties in
dysthymic patients. They reported elevated rates of harm avoidance in dysthymic
patients which improve along with parallel gains in symptom reduction. Other
studies have shown that aberrant serotonin activity corresponds with altered neural
information processing, and destabilization of affect, cognition, and behavior
(Spoont, 1992). Although pharmacological interventions cannat “cure character,”
they may modify its biological basis by helping to regulate the inherent
neurochemical instability in individuals with personality (and affective) disorders
(Soloff, 1990).

In his work on the psychobiology of bereavement, Hofer (1992) examines abject
relations in the context of biological systems:

Human relationships are conducted at the mental or symbolic as
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well as at sensorimotor levels. Qur lives are lived as much within

the internal world of mental representations as among the actual

people themselves. This enables us to endure temporary separations

without full-scale bereavement responses.
in prematurely weaned rat pups, Hofer has found physiologic and behaviorai effects
(increased heart rate, altered brain enzyme levels, changed hormone levels)
associated with object loss. But bonding experiences with the mother serve an
important regulatory function: The accumulating effects of soothing maternal
behaviors and attributes alters the pup’s brain structure in such a way that fosters
increasing self-regulation (Mohl, 1987). Speculating on the links between these
stabilizing physiological maternal effects and potentially protective role of internal
representations in humans, Hofer asks:

Could these elements of our inner life come to serve as biological

regulators, much the way the actual sensorimotor interactions with

the mother function for the infant animal?
It is an intriguing way to think about the adaptive properties of our internal world,
and to imagine a psychobiological function of defense. It brings to mind Freud’s
(1923) concept of the stimulus barrier which shields the immature infant from the
onslaught of external stimuli, and Cramer’s {1990) contention that all mental
defenses have physiological prototypes. It also invokes Blatt’'s (1974) belief that

evocative object constancy, for which memory serves as the stabilizing function,

helps buffer against depression.

Summary and Conclusion
The major findings of this study have established that immature defenses (Denial)

decrease over time as a result of a group psychotherapy intervention; that depressive
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distress is at its most acute in the absence of mnature defense mechanisms, such as
Identification; that depressive personality types are linked to specific defense
mechanisms, and introjective (Self-Critical) depression, in particular, impinges on
one’s capacity to use Identification over time. Finally, the type of defense used, and
particularly the capacity to use more mature defenses such as ldentification, is
affected by the presence of Axis Il pathology, with neurotically-organized patients

more likely to improve on Identification than patients who are seriously disturbed.

The concept of defense is integral to the evaluation of personality structure and
functioning. It has evolved from the management of intrapsychic conflict to include
adaptation to the demands of external reality (Skodol & Perry, 1993). Defenses are
nat static constructs but vital processes with both risks and benefits to psychological
well-being. As a variant of successful coping, it has become a concept that bridges
psychodynamic, cognitive, and social perspectives. Empirical validations of a
developmental hierarchy of defenses further reinforce their potential utility in
psychological assessment and treatment planning.

This study assessed symptom and interpersonal improvement in depressed
patients as a measure of outcome but documents, as well, the need to investigate
how individuals with specific types of depression respond to different interventions.
Patients come into treatment with diverse expectancies, needs, resources, and goals.
They do not experience biological vuinerabilities or psychological dysfunction in the
same way. Moreover, treatment modalities have different and varying rates of
effectiveness for different people (Hauser and Sayfer, 1995).

Our findings suggest that the type of depression (introjective or anaclitic) an
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individual experiences, as well as defense maturity, can help dictate the best kinds of
therapeutic interventions. For patients prone to using primitive defense mechanisms,
relatively brief treatment may be adequate to show some improvement in defense
functioning. But longer-term psychotherapy, or a therapy group which taps core
disturbances related to negative attachment experiences, may be more appropriate
for patients for whom elaborate, complex defense mechanisms predominate. To
document significant personality change -- by transmuting malignant introjects (or
depressogenic schemata) into more benign variants -- an intensive psychotherapy
treatment is recommended, one which utilizes the therapeutic relationship as the

primary catalyst.

By finding more robust relationships between defense mechanisms and depressive
personality types than with depressive symptoms, this study supports the notion of
depression as a clinically heterogenous disorder which spans an Axis [-Axis |l
continuum. To establish an empirical relationship between defense and subjective
depressive distress is to provide support for a stable, trait-like depressive personality
which endures despite fluctuations in symptomatic expression, and counters the
prevailing psychiatric view of depression as a purely state-dependent, biogenetic
iliness. It urges reexamination of the kinds of psychotherapeutic interventions needed
to offset symptom recurrence and prevent relapse. But, as this study has shown,
the utility of a given intervention is contingent upon its ability to encompass and
address differences in the specific ways individuals experience their depression, as

well as the defense mechanisms they might use to alleviate it.
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Patient name: Visit date: Visit week:

BDI

On this questionnaire are groups of statements. Please pick out the one statement in each

169

group which best describes how you have been feeling recently. If several statements apply
equally well, circle all that are true of you. Be sure to read every statement in each group

before making your choice.
1. . I do not feel sad.

. I feel sad.

. T'am sad all the time and I can't snap out of it.
. I'am so sad or unhappy that I can't stand it.

a0 o wm

. I am not particularly discouraged about the future.

. I feel discouraged about the future.

. I feel I have nothing to look forward to.

. I feel that the future is hopeless and that things cannot improve.

a0 o e

. I do not feel like a failure.

. I feel I have failed more than the average person.

. As I look back on my life, all I can see is a lot of failure.
. I feel I am a complete failure as a person.

a0 o m

. I get as much satisfaction out of things as I used to.
. I don't enjoy things the way I used to.

. I don't get real satisfaction out of anything anymore.
. I am dissatisfied or bored with everything.

Ao o

. I don't feel particularly guilty.

. I feel guilty a good part of the time.

. I feel quite guilty most of the time.

. I feel as though I am very bad or worthless.

a0 o

. I don't feel disappointed in myself.
. I am disappointed in myself.

. I am disgusted with myself.

. I hate myself.

an o

I don't have any thoughts of killing myself.

. I have thoughts of killing myself, but I would not carry them out.
. I would like to kill myself.

. I would kill myself if I had the chance.

a0 o
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10.

11.

12.

13.

a
b
c
d

a
b
c
d

a
b
c
u

d

a0 o Aa o o

a o o

. I have not lost interest in other people.

. I am less interested in other people than I used to be.

. I have lost most of my interest in other people and have little feeling for them.
. I have lost all of my interest in other people and don't care about them at all.

. I make decisions about as well as I ever could.

. I put off making decisions more than I used to.

. I have greater difficulty in making decisions than before.
. I can't make decisions at all anymore.

. I don't feel I look any worse than I used to.
. I am worried that I am looking old or unattractive.
. I feel that there are permanent changes in my appearance that make me look

nattractive.
. I believe that I look ugly.

. I can work about as well as before.

. It takes an extra effort to get started at doing something.
. I have to push myself very hard to do anything.

. I can't do any work at all.

. I don't get more tired than usual.

. I get tired more easily than I used to.

. I get tired from doing almost anything.
. I'm too tired to do anything.

. My appetite is no worse than usual.

. My appetite is not as good as it used to be.
. My appetite is much worse now.

. I have no appetite at all anymore.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



Prozac-Group/38-94

Patient name:

HAM-D-24

Visit week:

Circle the number of the one "cue” which best characterizes the patient at the time of rating.
1. Depressed Mood 0 Absent
(sadness, hopeless, 1 These feeling states indicated only on questioning
. helpless, worthless) 2 These feeling states spontaneously reported verbally
3 Communicates feeling states non-verbally
4 Patient reports virtually only these feeling states in his
spontaneous verbal and non-verbal communication
¢ 2. Feelings of Guilt 0 Absent
1 Self-reproach, feels he/she has let people down
2 Ideas of guilt or rumination over past errors or sinful deeds
3 Present illness is a punishment. Delusions of guilt.
4 Hears accusatory or denunciatory voices and/or experiences
C 5 threatening visual hallucinations
3. Suicide 0 Absent
I Feels life is not worth living
2 Wishes he were dead or any thoughts of possible death to self
! 3 Suicide ideas or gesture
4 Attempts at suicide
4. Insomnia (Early) 0 No difficulty falling asleep
1 Complains of occasional difficulty falling asleep (>1/2 hr)
¢ 2 Complains of nightly difficulty falling asleep
5. Insomnia (Middle) 0 No difficulty
1 Patient complains of being restless & disturbed during night
2 Waking during the night; any getting out of bed (except to
( void)
6. Insomnia (Late) 0 No difficulty
i Waking in early hours of moming but goes back to sleep
. 2 Unable to fall asleep again if gets out of bed
7. Work and Activities 0 No difficulty
1 Thoughts and feelings of incapacity, fatigue or weakness
related to activities, work or hobbies
2 Loss of interest in activity: hobbies or work--either directly
' reported by patient, or indirect—in listlessness, indecision,
vacillation (feels he has to push self to work or join activities
3 Decrease in actual time spent in activities or decrease in
productivity
4 Stopped working because of present illness.
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8. Retardation (slowness of 0 Normal speech and thought
thought & speech, impaired 1 Slight retardation at interview
ability to concentrate, decreased 2 Obvious retardation at interview
motor activity) * 3 Interview difficult
4 Complete stupor
9. Agitation 0 None
1 Fidgetiness
2 "Playing” with hands, hair, etc.
3 Moving about, can't sit still
4 Hand-wringing, nail-biting, hair-pulling, biting of lips
10. Anxiety-Psychic 0 No difficulty
1 Subjective tension and irritability
2 Worrying about minor matters
3 Apprehensive attitude apparent in face or speech
4 Fears expressed without questioning
11. Anxiety- Somatic 0 Absent (Physiological concomitants of anxiety:
1 Mild gastro-intestinal-dry mouth, wind, indiges-
2 Moderate tion, diarrhea, cramps, hyper-ventilation,
3 Severe sighing, urinary frequency, sweating)
4 Incapacitating
12. Somatic Symptoms--Gastro 0 None )
-intestinal 1 Loss of appetite but eating. Heavy feelings in abdomen.
2 Difficulty eating without urging. Requests or requires laxatives
or medications for bowels or medications for G.I. symptoms.
13. Somatic Symptoms-General 0 None
1 Heaviness in limbs, back, or head. Backaches, headache,
muscle aches. Loss of energy and fatigability.
2 Any clearcut symptom
14. Genital Symptoms 0 Absent (Symptoms such as loss of libido, menstrual
disturbance)
1 Mild
2 Severe
15. Hypochondriasis 0 ' Not present
1 Self-absorption (bodily)
2 Preoccupation with health
3 Frequent complaints, requests for help, etc.
4 Hypochondriacal delusions
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16. Loss of Weight

203

Acmam:mhuhm(smce last visit)

l

No weight loss or weight loss NOT caused by present illness
Weight loss probably caused by present illness

2 Definite weight loss caused by present illness
17. Insight 0 Acknowledges being depressed and ill or acknowledges state of
remission
1 Acknowledges illness but attributes cause to bad food, climate,
overwork, virus, need for rest, etc.
2 Denies being ill at all
18. Diurnal Variation - if present circle severity and check whether symptoms are worse in AM or PM
0 Absent
1 Mild Worse in moming O Worse in evening O
2 Severe
19. Depersonalization & 0 Absent
Derealization 1 Mild (Feelings of unreality, nihilistic ideas)
2 Moderate
3 Severe
4 Incapacitating
20. Paranoid Symptoms 0 None
1 Suspicious
2 [deas of reference
3 Delusions of reference and persecution
21. Obsessive & Compulsive 0 Absent
Symptoms 1 Mild
2 Severe
22. Helplessness 0 Not present
1 Subjective feelings which are elicited only by inquiry
2 Patient volunteers helpless feelings
3 REQUIRES urging, guidance, reassurance to accomplish
chores, hygiene
4 Requires physical assistance for dressing, grooming, eating,
personal hygiene
23. Hopelessness 0 Not present
1 Intermittently doubts that "things will improve" but can be
reassured
2 Consistently feels "hopeless” but accepts reassurances
3 Expresses feelings of discouragement, despair, pessimism
about future, which cannot be dispelled
4 Spontaneously and inappropriately perseverates, "I'll never get

well” or its equivalent
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24. Worthlessness - Ranges from mild loss of esteem, feelings of inferiority, self-depreciation to delusional
notions of worthlessness

0 Not present
¥ 1 Indicates feelings of worthlessness (loss of self-esteem) only
on questioning
2 Spontaneously indicate feelings of worthlessness (loss of self-
esteem)

3 Different from 2 by degree: Patient volunteers that he/she is
"no good," "inferior," etc.

4 Delusional notion of worthlessness -- i.e. "l am a heap of
garbage” or equivalent

TOTAL SCORE =
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- IEPRZSSIVE EXPEIRIDNCES QUESTIOMNAIRE® 205
[ . 1
Listed delov are & sumbar of stataments coumcerning persosal characteristics and

traits. Raad each item and decide wvhether you agree or disagree and to vhae

extent. If you gtrougly sgree, circle 7; 1f you gerongly d{ssgree, circle 1;
1f you feel somevhare in between, circle any cne of the numbers bowua 1l and 7,

The aidpoint, 1if you ars msutral or mdoctdod. is 4.

Strongly Strongly
Dissgres Agree
1. I set my perscnal gosls end standards as high es
. possible, 1 2 3 4 5 6 2
2. Without support from others vho are close to me, .
I would be helpless. . 1 2 3 4 5 62
3. I tend to be satisfied victh my current plans and
goals, rather than gtriving for higher goals. 1 2 3 45 67
4. Sometimes I feel very big, and other times I
feel very small 1 2 3 4 S5 6 2
S. Vhen I an closaly involved with someone, Il aever
feel jealous. 1 2 3 &4 5 67
6. I urgently need :h!.np that only other pecpls .
can provids. 1 2 3 & S5 6 7
7. T often find that I don't live up to my own
standards or {deals. 1 2 3 4 S 6 7
8. I feel I sm glvays making full use of my
potential ab{licties. 1 2 3 46 5 617
9. The lack of permanencs in human nhtimhipl
{ doesn't bother ms. 1 2 3 &4 8 6 7
10. If I fail to live up to expectations, I feel
unvorthy, 1 2 3 &4 5 6 7
1l. Macy times I feel helpless. 1 2 3 &4 S5 6 7
i
12. I seldom worry about being criticized for things
I have said or dote. 1 2 3 4 5 6 7
13. There 1s a consideradle differencs betveen hov I
an nov and how I would liks to ba. 1 2 3 4 85 67
14. T enjoy sharp competiticm with othsrs. . 1 2 3 4 5 62

15. I feel I have sany respousibilities that I wust meet. 1 2 3 & 8 6 7

‘&) Copyright: Sidney J. Blate, Ph.D., Joseph P. D'Afflieet, Ph.D., Donald M.
Q“mlﬂ. ’h D.. 191’.
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36.

37.
38.

39.
40.
41.

‘2.
43.
44,

45,

46.
47.

‘8.

49.

1.
52.

53.
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The vay I feel sdout mysalf frequently varies:

there are times vhen I feel extremsly good about
xyself and other times when [ see coly the dad 1o ae
sad feel like a total failure.

Often, 1 feel threatened by change.

Rven if the perscn vho is closest to ms vers to
legve, 1 could still "go 1t alome.”

Oce must continually vork to gain love from another
persocn: that is, love has to be earnmed.

I aa very sensitive to the effects sy wrds or
sctions have on the feelings of other feople.

1 often blams myself for things I have done or said
to someoune.

1 aa & very independent person.
I often feel guilty.

I think of wyself as & very coumplex person, one
vho has "many sides.”

I vorry a lot about offending or hurting scmecne
who 1is close to ms.

Anger frightens me.

It 18 not "vho you are,” but "vhat you have
accomplished” that counts.

I feel good sgdbout wyself vhether I succeed or fail.
I can sasily put my ovn feelings and prodblems aside,
and devots sy complets sttantiocn to the feelings and
problens of somecuns else.

If socmeons 1 cared about became angry vith se, I
would feel threatened that he (she) might leave =e.

1 feel uncomfortable vhen I am given important

responsidilities.

After a fight with a friend, I sust sake amends
as soon as possibls.

I have a difficult time accepting veaknesses {a
myself.

Strongly
Disagree

206

Scrongly
Agree
6 7?7
6 7
6 7
6 7
6 7
6 7
6 17
6 7
6 7
§ 7
6 7
6 ?
6§ 7
6 7
6 7
6 7
6 7
6 7
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Inventory of Interpersonal Problems

Here is a list of problems that people report in relating to other people.
Please read the list below, and for each item, consider whother thar probiam
is a problem for you with respect to puople in jvur life. Then selevt Uwe
nunber that describes how distressing that problem is and circle that

number,
EXAMPLE
How much have you been distressed by this problem?
. N A Lltthh Moder Quite
It is bard for me to: ““d e el e Estn mely
00. get along with my relatives. 0 1 2 @ 4

Part I. The following are things you Sad bard to do with otber people.
Nt A Gisle Moder Quite

It ls hard for me to: o wby  obh  Esnmsdy
1. trust other people. 0 1 2 3 4
2. say “mo" to other people. 0 1 2 3 4
3. join in on groups. 0 1 2 3 4
4. keep things private from other people. 0 1 2 3 4
S. let other people know what [ want. 0 1 2 3 4
6. tell a person to stop bothering me. 0 1 2 3 4
7. introduce mysell to new people. 0 1 2 3 4
8. conlront people with problems that come up. 0 H 2 3 4
9. be assertive with spother persoan. 0 1 2 3 4
10. make frieads. 0 1} ? 3 4
11. express my admiration for saother person. 0 1 2 3 4
12. have somecne dependent on me. 0 1 2 3 4
Protected under copyright as NIMH Grans 1 R01 MH 041701
uapublished work. All righta Leonard M. Horowits, Priacipal lavestigator,
remeved Departmest of Peychology
@ Staaford University
Stanford, CA 94308
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It is hard for me to:

13.
u.
18.

17.
18.
19.
20.

2.
22.
2.

u.

25.

26.
27.

28.

31.

32.

disagree with other people.
let other people kpow whea [ am angpy.
make » logg-term commitment to another person.

stick to my owa point of view and not be swayed
by other people.

be another person’s boss.
do what agother person wants me to do.
get along with people who bave suthority over me.

be aggressive toward otber people whea the
sitcation calls for it.

compete agaiast other people.
make reasonable demands of other people.
socialize with other people.

get out of a relationsbip that [ don’t want
to be ia.

take charge of my owa affairs without belp
from other people.

show affection to people.

feel comlortable around other people.

get along with people.

understand apother person's point of view.
tell personal things to other people.

believe that | am loveable to other people.
express my feelings to other people directly.

be 62z whea | need to be.

Nos
st oll

0
Q

A Gitle Moder Quite

stely

208

Estremely
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It is hard for me to:

4.

3s.

1

40.
q1.

42.

43.

4.

43.
40.
47.
48.

49.

50.

St

s2.

§3.
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experience » feeling of love for another person.

be competitive when the situation calls for it.

. set limits on other people.

be honest with other people.

be supportive of another persoa’s goals in life.
feel close o other people.

really care about otber people’s problems.
argue with another person.

relax and enjoy myself when [ go out with
other people.

feel superior to another person.

become sexually aroused toward the person
| really care about.

feel that | deserve another person’s aflection.
keep up my side of a frieadship.

spend time alone.

give a gift to another person.

bave loving and angry feelings towards
the same persoan.

maintain s working relationship with someone
I dom't like.

set goals for myself witbout other people’s advice.

accept another person’s authority over me.

feel good asbout winning.

Not
st all

0

A Gttle Moder Quite

bis

stely

2
2

209

Estremely

4

4



It is hard for me to:

§4.

§$

§6.

§7.
$8.
§9.
60.
ol.

62.

63.

04.

es.

6s.

e7.
68.
69.
70.
71.
72.

73.

igoore criticism from other people.

feel like a separate person whea [ am
in » relationship.

allow myself to be more successful than
other people.

feel or act competent in my role as parent.
let myself feel angry at somebody I like.
respond sexually to another person.

accept praise from another person.

put somebody else’s needs before my own.

give credit to another person for doing
something well.

stay out of other people’s business.

take instructions from people who have
suthority over me. '

feel good about another person’s happiness.

get over the feeling of loss after a relationship

bas ended.

ask other people to get together socially with me.

feel angry at other people.

give constructive criticism to another person.

experience sexual satisfaction.

open up aad tell my feelings to another person.

forgive another person after I've been angry.

attead to my own welfare when somebody else

is peedy.
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A Gitls Moder Quite

stely

2
2
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It is hard for me to:

7.

78.

76.

77.

78‘

Part I[I. The following are things that you do too much.

79.
80.

81.

82.
83.
84.
8S.
86.
87.
88.
89.

be assertive without ‘worrying about burting
the other person’s feelings.

be involved with snother person witbout feeling
trapped.

do work for my own sake instead of for
someone else’s approval.

be close to somebody without feeling that
I'm betraying somebody else.

be self-confdent when I am with other people.

1 5gbt with other people too much.
[ sm too sensitive to eriticism.

[ feel too responsible for solving other people’s
problems.

I get irritated or annoyed too easily.

[ am too easily persuaded by other people.
{ want pec;ple to admire me too much.

! act like a child too much.

{ am too dependent on other people.

| am too sensitive to rejection.

[ open up to people too much.

I am too independent.

90. | am too aggressive toward other people.
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The following are things that you do too much. .

9l.
92.
93.
.
9s.
98.
97.
¢8.

9.

100.
101.

102.
103.
104.
108.

1086.

107.

108.

109.

110.
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I try to please other people too much.

I fee] attacked by other people too much.
[ feel too guilty for what | bave doge.

I clown around o much.

| want (o be noticed too much.

I eriticize other people too much.

I trust other people too much.

I try to control other people too much.

[ avoid otber people too much.

I am aflected by another person’s moods
too much.

I put other people's needs before my own
too much.

I try to change other people too much.
[ am too gullible.

[ am overly generous to other people.

| am too afraid of otber people.

[ worry too much about other people’s
reactions to me.

! am too suspicious of other people.

I sm influenced too much by
apother person’s thoughts and feelings.

[ compliment other people too much.

1 worry too much about diappointing
other people.

Nos

0

0

e O o

© o o o

1

A Btthh Moder Quite

1] stely
2-

2

s bn
3

3

4
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Net  AGtts Mode i
The following are things that you do too muceh. o8 bis N astely ] 3::. Estremely

111. | mapipulate other people too much 0 1 2 a P
to get what | want.

112. | lose my temper too easily. 0 1 9 3 ‘

113. [ tell personal things to other people too much. 0 . 2 3 ]

114. [ blame myself too much for causiag 0 1 2 3 4
other people’s problems.

115. | am too easily bothered by other people 0 1 2 3 4
makiog demands of me.

116. ! argue with other people too much. 0 1 2 3 4

117. | am too envious and jealous of other people. 0 1 2 3 4

118. [ keep other people at » distance too much. 0o 1 2 3 4

119. | worry too much about my family's 0 1 2 3 4
reactions to me.

120. 1 let other people take sdvantage of me too much. 0 1 -2 3 4

121. l.too easily lose a sease of mysell when |
am around a strong-minded person.

122. [ feel too guilty for what [ have failed to do. 0 I 2 3 4

123. [ feel competitive even when the situation 0 1 2 3 4
does aot ¢all for it.

124. | feel embarrassed in front of other people 0 1 2 3 4
too much.

125. [ feel too anxious when | am involved with 0 1 2 3 4
another person.

126. | am aflected by another person’s misery too much. O 1 2 3 4

127. [ want to get revenge sgainst people too much. 0 1 2 3 4
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APppdiX: vanual 1or
Sconiug Defenses

This manual was developed to assess the use of three defenses—denial,
projection, and identification—as revealed in stories told for standard
TAT and CAT cards. Specific criteria have been developed for CAT Cards
3. 5, and 10, and for TAT Cards I, 3, JGF, 5, 6BM, 6GF, 7BM, 7GF,
8BM, 8GF, 10, 12MF, 13IMF, 14, 17BM, and 18GF.

The scoring for each defense is based on seven categories, each designed
to refiect a different aspect of the defense. Each category may be scored as
often as necessary, with the exception of a direct repetition in the story; in
cases of repetition, the category is scored only once.

Although examples arc provided to aid in deciding whether or not a
category should be scored, questions inevitably arise. A thorough know-
ledge of the nature of the defense mechanisms will help in answering these
questions. Beyond this, the general rule to be followed is, “*“When in doubt,
leave it out.” That is, if there is a serious question about whether or not
the story segment is an example of the defense, do not score it.

Denial: Summary of Scoring Categories

Omission

Misperception

Reversal

Statements of negation

Denial of reality

Overly maximizing positive, minimizing negative
Unexpected goodness, optimism, positiveness, gentleness

NownbswnN -

Primitive Denial

In the categories of primitive Denial, the storyteller assumes that the
stimulus card is something, and the defense is seen in the avoidance or
changing the nature of that thing.

VAYA

od G
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W8 Appendr. 1anual for Scoring Defenses

1. Omission of Major Characters of Objects

i i i lient stimuli that are per-
This category refers to the failure to perceive sa ' ’
ceived bys:early all one’'s peers. This applies only to the major or obvious
objects. Omission of any of these objects from the story is scored, accord-
ing to the following plan.

CAT): pipe plus cane = 1
mouse = |
lion = 1 .
CATS: 2 out of 3; bed, forms in bed, crib = |
teddy bears = |
CAT I10: bathroom = |}
adult dog = |

baby dog =}
violin = 1
person = |
gun or knife = 1
TAT IGF: person = |
TAT S: woman =}
room = 1
TAT 6BM: young man = |
older woman = |
TAT 6GF: man = |
woman = |
TAT 1BM: older man = 1
younger man = |
‘iAT TGF:S young girl = 1
woman = |
baby or doll = |
TATHBM: gun =1
knife = 1
standing young man = |
prone man = |
TAT 8GF: woman = |
TAT 10 man = |
woman = |
TAT 12MF: standing man = |
prone man = |
TAT 13MF: standing man = 1
pronc woman = |
TAT 14:  standing man = |
) window = |
TAT 178M: man = |
tope = |
TAT IRGF: woman above = |
woman helow = 1

Primitive Deoal 1Y

Do not score if reference to the function of a critical object is made. For
example, the knife in TAT 8BM may be implicd by the mention of an
operation; the cane in CAT 3 may be implied by reference to lameness.
On TAT 1, reference to the object, even if not named, is sufficient. (How-
ever, il it is named incorrectly, score under Denial (2).)

2. Misperception

This may come about because the perceptual process itself is distoried by
pathology or because, in the casc of a child or incxperienced person, the
name of the object is not known and the individual defensively calls it
something it is not, rather than referring to it as a “thing" or an “object,”
in which case no score is given. In this latter case, the point is whether,
in a situation in which the individual does not have all the information
needed, he is able to cope adaptively, or whether he must distort the
situation to fit his inadequate knowledge.

Examples of adaptive coping are seen in the following two storics for
TAT 1; in both cases, the child is uncertain about how to identify the
violin:

This person is thinking what to do, with something that is in front of him. He might
use it for something, or something might happen. The thing that might happen is
that he might think of something to do with the thing. (What happens?) He's
going to do something with it. He's thinking that he will use it for what it is sup-
posed to be used for; on some kind of material, which is called paper.

That's a little bay. He's down on his wark bench and he's toaking this over and he's
wondering what it is. And he’s wondering if he'll cver find out. He can’t wait till his
father comes home so he can usk his father. Amd he's kind of sitting there
wondering when his father will come home.

(a) Any unusual or distorted perception of a figure, object, or action in the
picture, which is without sufficient support for the observation, if and only
if the projected image is NOT of ominous quality, in which case it would be
scored under Projcction.

*(TATRBM) The man is tickling the man lying down;"
“(CAT3) He's in a wheelchair;"

“(TATI) That's a cross-how;"

“TATITBM) That's a statue climbing down a rope™;
“(TATI) He's eating;”

“{TATI) He's playing checkers,”

"(TATITBM) Is that a picture of me?"” (S is § years okl)

(b) Perception of a figure as being of the opposite sex from that usually
perceived.

*(TATI2ZM) The girl on the couch,”

Note: Uf the storyteller misperceives an object, and then corrects the
misperception, score Denial (21 1. after the carreetion he continee 1
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30 Appendr  anval for Scoring Defenses

usc the misperception as the basis for the story, score also under Denial
(S)I)o not score on TAT 1 if children call the violin a guitar, harp, m.i‘nslru-
ment. Do not score if violin is called a “thing,” “object,” or "l!lal. . Only
score when violin is turned into something other than a musical m'suu.:
ment. Do not score if violin is refersed to as “homework ora “project

unless it is clear that this means something other than a violin—c .g.. a

book, a boat, etc.

3. Reversal

The reversal may be either in terms of the usual pcrccptifvn of the card or
in the story itself, especially when the reversal is normatively unusual.

(a) Transformations such as weakness into strength, fcar into courage,
passivity into activity, and vice versa.

“He had been king of the jungle, but now he was very old.™ o
“The mouse used to be afraid: then he grew up and fought the lmn;. .
¢ used (o be an excellent surgeon, but then he killed a man hy mistake;

Note: If the transformation involves a drastic change for the good, score
under Denial (7). ‘
(b) Score any figure who takes on qualities previously stated conversely in
the story, including change of sex of figure.

“(TATI2M) The oy is in a coma and the man is hexing him. The boy will get the
man in his power;” back to life.*

“He's dead, and he'll come back to life. _

“:'ll'eAsT"BM) 1 am in a big cave and I'm caught . .. And he’s half way up to the
top” (Here the § has changed the threatened “I” into “he;

“He is an actress™ (§ is 9 years old).

Reversal differs from Denial (4) and Denial (6) in |!rat it involves h()l!l
ends of a continuum (e.g., weak-strong) rather than just onc end l_hat is
negated (e.g.. weak—-not weak: Denial 4) or ovgrly slrgs.fcd ('Dcmal 6).
Reversal may be scored where one end of l!ne continuum is implied but not
explicitly stated (strength-weakness, implicd by growing old).

Do not score “growing old” by itsclf. .

Do not score if a character doesn't know how to do something and then

lcarns how. '
Do not score if character was strong, became weak through tiredness,

but in the end won, or was strong again; or if sad, but through doing
something, becomes happy.

4. Statements of Negation

i i ing i [ “He didn't do it"") is not
Simply stating something in the negative (e.g., “He ;
s:dﬁ‘::ilm to :e scored in this category. Whether or not a negative state-

Pamitive Deu...d m

ment should be scored depends on whether the acgation is defensive.
Sometimes this can be determined by the fact that the negative statement
is unusual or unexpected (e.g.. “He didn't stuff peanuts up his nose™)—
that is, that no ane would have expected this event to happen anyway, so
why paint out that it didn't happen? At other times the defensive nature
of the negation is more straightforward (c.g.. “He didn’t get hurt™). Ofien,
only the context makes it clear if the statement is defensive or not.

(a) Score if a character “does not . . .* any action, wish, or intention, which,
if acknowledged, would cause displeasure, pain, or humiliation.

“He caught the mouse but did not kil him;”
"He never fell down from ropes.*

(b) Also score statements in which the storyielicr negates or denies a Jact or
feeling.

“He is going 1o go hunting and catch something. | don't know what, though;™
1 don’t know what that is (referring to whole card or part of card);"”

At first | thought he was dead, but he isn't;"

“No one is in that bed” (CAT S, referring to farge hed);”

"1 don’t know where he is going.”

(c) References to doubt us to what the piciure is or represents.

“What is it? | don't understand the picture™ should be scored here, and
should be distinguished from refcrences to difficulty in formulating a story
("' can’t think of what to say™). which is an example of repression. The
differcnce lies in the fact that denial generally operates on a more con-

crete level, whereas repression is scen in the person’s inability to think
of something.

Do not score if 1 don't know" is used as a wity to end a story, or is in
response to a guestion by the examiner.

Do not score if a character wants to or trics to do something, but can’t or
isn't able to, or doesn’t know how to.

Do not score if a character doesn't like somcthing, or docsn’t want to do
something that is ncutral or pleasant in nature {c.g. do nt score “He
doesn’t want to practice the violin™).

Do not score **He doesn't want to get hurt,” but do score “He doesn't
get hurt.”

Do not score " He does not reveal it™ (a sccret, a clue, ctc.) here; score
under Projection 4),

Do not score, on TAT 17BM, “He's got no clothes on."

Do not score if subject asks, at the end of the story, if the story was
“right™ or “correct.”

3. Denial of Reality

This is an overlapping category with Denial (4).

91¢
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(a) The storyteller denies the reality of the story or situation by the use of
phrases such as

It was just a dream;”

“1t didn't really happen.”

“It was all make-belicve.” .
“(TAT 8BM) That's really a dummy; when they cut it, it was all red cotton,

“They're going to play (pretend) a ﬁghl.‘f
or describing the picture as part of a movic.

Do not score TAT BBM if it is described as a dream, hecause of the
ncbulous atmosphere of the picture.
(b) Sleeping, daydreaming, or [ainting as a way of avoiding something
unpleasant.
(c) References to avoiding looking at something that would be unplt':asfm
to see, or hearing something that would be unpleasant to hear, or thinking
something that would be unpleasant to think.

“He's walking away because he doesn’t want to see the aperation.™

] ibuti implication which is hlatantly false with
d) Any perception, atiribution, or tmphraunn_ w '
icg)ard{opnalily as generally defined or by reality as defined by the picture.

“(CAT 10) The two dogs are playing ghyckcn;“"

*“(CAT 10, referring to crib) Nothin; |s.|.n here;

*(CAT 10) He's going to have puppies;

. i he rope;” .

"'("}":'T(:?l%::;“:s ::&L cli:\:ving a rope” (score also undcr. Dcnia'l (2) for mis-
perception of figure in the picture.) The score under Denial (5) is for a statue
doing something statues cannot do in reality.

Note: If the perception is not false so much as unusual or distorted,

including secing the picture as being of the opposite sex from the usual

perception, score under Denial (2).

Do not scare sunning away from or avoiding *‘society™ here; score under

Identification (3).

Pollyannish Denial

i i i lopment than primitive
Pollyannish denial belongs to a tater period of (!cw.: pment than p
dcni’;il. and may involve a rather saccharine, “life is beautiful” attitude. It

is often characterized by a note of unfounded optimism.

6. Overly Maximizing the Positive or Minimizing the
Negative

Any gross exaggeration or underestimation of a character's qualities,

potency, size, power, beauty, or possessions.

Paollya... sh Denial M

“(CAT3) A small lion;”

“An old lion (weakness implied),”
“The most beautiful . . in the world;”
“The higgest . . . in the world;"

“The eagle picks up the lion."

Note: If the exaggerated quality involves a reversal of the character™
usual nature, score under Denial (3).

Do not score cxapgeration of physical objects (c.g.. “the highes
mountain;™ “he foll thousands of feet”),

7. Unexpected Goodness, Optimism, Positiveness,
Gentleness

(a) Unexpected goodness. This is a difficult category to score and should he
scored only when heyond doubt. It is often seen in instances of revenge,
when the revenge is built up to, but never consumated when the opportu-
nity arises. Building up to a theme of harm and then concluding without
justification that all is well is scored here. Also when a character “takes his
lumps™ or punishment or bad tuck completely in stride when all previous
indications were of an avenging “rightcous indignation™ attitude.

“The lion chases the mouse for many hours; he finally catches him, but then he lets
him go;"

“He has always failcd, but he knows that he will be successful in the end.*

(M) Any sort of drastic change of heart for the good.

“HNe is a murderer who goes around killing people. But then he decides to hecome
doctor and saves many lives.”

(c) Also scored here are references to natural beauty, wonder, awesomeness .

“He realized the beauty and magniticence of the forest;”
“She contemplated the wonder of the universe:”
“(TAT1} He found peice with his violin;"

“(TAT14) He finds cnlightenment.”

(d) Nonchalance in the face of danger.

(¢) Acceptance of one’s (negative) fate or loss, with the justification of not
really wanting it any way: a “'sour grapes™ attitude.

L1

“He learns to make the best out of what he's gt
Do not scare “they tived happily cver after” or similar clichés if used
at the end of a story.

Note: M the change for the good involves a moralistic turn, scorc under
ldentification (7).
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Projection: Summary of Scoring Categorics

1. Attribution of aggressive or hostile feclings, emotions, or intentions to
a character, or other feclings, emotions, of intentions that are norma-
tively unusual

. Additions of ominous people, ghosts, animals, objects, or qualitics

Magical or circumstantial thinking

. Concern for protection from external threat

. Apprehensiveness of death, injury, or assault

. Themes of pursuvit, eatrapment, and escape

. Bizarre or very unusual story or theme

N2 s NN

Projection

1. Autribution of Aggression or Hostile Feelings,
Emotions, or Intentions to a Character, or of Any Other
Feelings, Emotions or Intentions that Are Normatively
Unusual

This category can be scored either when such emotions are attributed by
the storyteller to a character in the story or when onc character attributes
them to another character, but only if such attribution is without sufficicnt
reason.

References to a character's face looking a certain way (c.g., anguished,
puzzled, etc.) are scored here.

*He killed her because he hated her' (with no explanation of the reason for his
hatred) [Score twice, once under Projection (5));

“(CAT?J) This is a mean fion;”

I think he dislikes me™ (unexplained);

“(CAT3) The lion growls too much;”

*(CATY, mouse speaking) | think that lion is thinking about getting after me.”

*His parents don’t care, even if he's sick™ (This is a borderline case, but is scored
hecause it is implied that the parents, through neglect, are mean to the child).

*(TATI) He is looking at it with contempt™ (This is also somewhat borderline
but is scored here because contempt includes hostility toward the object of
contempt);

*“(TATITBM) He had to find his girl friend or they would kill her™* (unexplained),

*“(TATITBM) Maybe he's angry™ (unexplained);

*(TATI7TBM) Probably that look on his face is a signal of some kind,”

*(TATI7BM) His features become distorted and take on the look of an animal as
it hides from a hunter;™

“(TATI7BM) His look is that of frustration and great emotion™ (scored once);

*“(TATI7BM) He has a mean personality; he is a murderer™ (scared twice),

“(TATITBM) He was in the shawer .. . a fire . . . he {eels emharrassed [due to
nakedness);”

« 10jection IR

"('l'/.\Tl) He'< Jooking at it in & mad way"™ (uncxplained);
“He's contemplating swicide ™
Note: Score aggressive or hostile actions unde
Do not score TAT 17BM for simple me
tiredness.

Do not score depression or thought of suicide on TAT 1IMF
is actually carried out on card other than TAT 13MF score

Do not score TAT IMB for simple me \
crying, if reason is given,

Do not score TAT 6GF (or mention of woman looking surprised, startled.

t Projection (5).
ntion of fright, tenscness, o

v if suicide
/ Projection (S)
ation of sadness or depression, or

2. Addition of Ominous People, Ghosts, Animals,
Objects, or Qualities

(o) '7 his category is scored only if the details added 10 the situation are of un
ominous or potentially threatening nature.

“((‘AjT.\) He got an are and kilied him;”
"((./\ m They said if 'hc wasn't pood they'd pot him in front of alligators
(CATS) He was afraid 1o go to sleep because he heard scary nosses . then a

¢ ( ¥
rohber came scare bath for aoises and for "ih"{". LN & P
re fc 14 (\' "Ct "n(’fl

“(CATS) There are hees outside the window;"

“(TATH) That's a dangerous 1y,

*(TATIIBM) There are warriors coming;”

“(TATITBM) Tt!c guards are trying to get him™ (This is & borderline case; do not
score for mention of guards alone; score only if the guards are clearly ll;rczalt-n-
ing; if guards are pursuing, score undes Projection {6) only);

“"(TATITBM) The soliders throw spears™ (score only once for the spears; the

soliders alone are not necessarily ominous);
“Fire.”

Do not score TAT 17BM for mention of prison, dungeon, cave, gu
alone, prisoner, or pursuers (the Iatter is scored under Projection (6).

(h) .S'(:ore especially the addition of bload, mention of serious and uncom-
mon illnesses, including mental illness, comas, and nightmares.

"(T‘ATRBM) This guy got hadly hit by malaria,”
“(TATI2M) e finds out that the by s in a coma;”
“"(TATRBM) Hc has these horrible nightmares.”

ards

N
(c) Also, score here references 1o ®

. people, animals, or objects being decrepit
Jalling apars, or deteriorating. l ¥ e

“(CATS) This crib looks like it's going to fall over;"

“(CATS) It must have heen ah old crib that they sent away to a pl
up:”

"(CATS) The lamp looks like it's all cracked;”

ace to get fixed
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*(TATI) He's sad because ance of his strings are hroke.”
*He foud his violin all over the floor all broken.™

Note: In TAT 1, score for violin being broken only if the implicalinp n
that someone not in the picture (unknown or disliked) breaks it, or if it
was broken before the story begins (i.c.. was “inhcrently™ damaged).

Do not score if a (ricnd or parent breaks it.

Note: If the same addition is called 1wo different things, score only once
(c.g.. “a bat or a black widow:™ "a thorn, not a hornet™).

Do not score the addition of a bullet in TAT 8BM. ' .

Do not score TAT 17BM, rope breaking while climbing, unless prior
mention is made of the rope being inadequate to support weight. .

Do not score “falling apant” if this is duc to some other event specificd
in the story, such as an explosion, firc, or carthquake, which are them-
sclves scored.

3. Magical, Autistic, or Circumstantial Thinking

(8) Any use of magic or magical powers, including hypnosis or other un-
usual powers or control of one character over another; this also includes
animals banding together to accomplish some herculean task.

“He was thinking that he had a magic bird that followed him and saved him;"”

“The boy died and the parents got a dog, and every night they could hear the hoy
tulking to him;"

He was putting spells all over the man.” ‘

“This hypnotist turned him into a little green thing.”

(h) Animism: attribution of human thoughts or emotions to objccts other
than animals and people (not applicable to the “teddy bears™ of CAT §).

“Canes talking:"

~Rifles feeling sorry:”

*(TAT1) The project has a problem;"

*(TATI) An idiotic violin;™

“(TATI7BM) The rope tried to averpower him.”

(¢) Circumstantial reasoning that has a paranoid flavor; hyperalert .cmfch
for flaws and misleading cues (implics a mistrust of o|hf:rs); r[[qm to find
hidden or obscure meunings; criticism of the way in which the pictures are
drawn. (Implied is that this makes the task more difficult.)

“(TATI7BM).. . . A bobcat jumped at him. Because this is out in the woods and
the door was open;” . .
*(TATITBM) It must have been a murder the committed, because he isn’t carrying

any valuables or moncy.”
“There’s probahly a trick to this.” o
“Is the rope supposed to suggest a hanging?

Projection RN

4. Concern for Protection Against External Threat

(a) Include here evidence for fear of external threar of physical assault or
injury and the need for protection against that threar, as seen in the erec-
tion of walls (real or imaginary), use of masks, disguises, shiclds, armor,
locking of doors or windows, or creation of other protective barriers,

*(CATY) The mouse is really worsied that the lion will bring the cats in and they'll

chase the mice™ (This overlaps with Projection 6, but is scored here because the
emphasis is on the worry),

“The king kicks him out but he puts on a disguise and gets bhack in.again.”

(b) Also included here are references 10 suspiciousness. 1o people or animals
hiding or “lying in wait.” concern about heing “taken by surprise,” spying
on others, anticipation of kidnap that docs not occur, or a fecling that
“others arc against you™ (stated explicitly).

"(CATS) There's a great big man who is under those covers;™
“(CATS) The mother and the father are hiding in the hed;”

“(CATS) There's a crib and no one is there and they wouldnt know if anyone
stealed them;™

“(TATI7BM) He has witnessed a crime and is heing hunted by the killer.”

(c) References to having seen something one shouldn't have seen, or that
will get one into trouble, and the necessity for hiding this; hiding incrimi-

nating evidence; protective hiding of oncsell or one's property; fear of
heing secn.

“(TATITBM) e was captured bhecause he knew too much ahout something,
possibly mutder™* (score once for captured {Prajectinn 6}, and once for knowing):
“(TATI7BM) He's breaking out of prison . . . he's looking around 1o see if anyonce
sees him™ (score once for escape [Projection 6] and once far fcar of being scen).

(d) Responses indicating a defensive need for self-justification on the part
of the storyteller (i.c., not in response 1o a question from the examiner).

“(TATRBM) 1 say it is a gun because it looks like one we had at home:"
“*Afthough this is just a first reaction, he looks like he is escaping.”

5. Apprehensiveness of Death, Injury, or Assault

(a) This is an overlupping caregory with Projection (4). The difference is
that in Projection (5) the death, physical attack, or injury actually occurs or
has accurred, wheseas in Projection (4) the emphasis is on the nced for

protection against threat. Unexplained or unjustificd punishment is scored
here, as is completed suicide.

“(CATIN) The doggie got run over;”
1t looks like his father has just dicd;"
*“(CATS) Once there was a bahy. and he had no mommy. His mommy died;”

612
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“tte fell off and broke his leg.”

“Itis son died;”

*fle shoots himself,”

“Ie looks like he just had a fight before.”
“fic poisoned all the bloodhounds:™

“He murdered her.”

“lle gets eaten by the alligators,™

e got slapped around.”

The following are borderline cascs hut arc scored here bccuus'c injury
is suggested as resulting from the fall. (Do not scorc a “fall” by itscll.)

“The man's going to fall. On his head.” ‘ 3
“The rope is going to fatl .. .. It ends with his body down an the floor.

(b) Score here also fear of going to sleep.
At night he was afraid to go to steep.”™

Do not score justified punishmqé\( by authority or parents. Score undcr
Identification (J). o
Do not score il hero aggresses against someone clse for justificd sclf-
rotection or for vindication. .
i Do not score on CAT 3if the conflict is hetween the lion and the mousc.
Do not score on TAT 88M or 1IMF, unless the assault was carricd out
by a character not present o1 suggested by the picture; also, do not score if
the attack against a nonpresent character is in retaliation for some previous
thysical attack by that character. '
r go not score oyn TAT 12M unless the standing character is about to or
has physically attacked the pronc character.
Do not scare “spanking” on CAT 10.
Do not score “suicide™” on TAT IIMF.

6. Themes of Pursuit, Entrapment, and Escape

(a) Included here are themes involving one character pur'suing mwlhfr; qlm
score any mention of one character trapping another, kidnap or unjustified
being put jail or prison which actually occurs.

“(CATI10) The dogs arc going t0 chase the kitty; and the kitty is chasing the
mousey”': _ 3

+(CATS) The little bears are going 10 be hmhm7 . .

“fie’s escaping; he's running, the police are chasing him" (s«core twice);

“He gets trapped in the cave and can't get out

(b) Also included are themes of escape. The escape must he from a physical
imprisonment or physical danger, or threat thereof (ie.. n.m'sy.mlmhc).
“Running away" when there is no pursucs is scored Qn!y .lf itis dug 0
anticipation of pain or punishment, where the anticipation is not justificd
by the story.

Pre,.chon RIL

“(TATITBM) He escaped from the tower and tefs the country,”
“(TATIIBM) There was a fire and he's escaping out the window'™ (score twice,
once for escape and once for fire |Projection 2).

Note: "The category may be scored twice: once for pursuit -entrapment,
once lor escape.

Note: I “being put in §ail” is accompanicd by a sense of rightcousness
or moral justification—that is, if the storyteller is identifying with the
authority who puts the character in jail, or if jail is the justified outcome
of criminal activity—score under Idemtification (7). *Being put in jail" is
scored under Projection only when the character has not commitied a
crime, but is put there because of the jealousy, fear, or whim of some-
onc clse—that is, only when the encarceration is not (legally) justificd.
Political or war imprisonment is scored under Projection (6).

Note: 1f the character is already in jail or prison at the beginning of the
story, score under Prajection only if it is made clear that this is not due 1o
criminal activity. i it is due to crimina) activity, score under Identification
(7). ¥ it is not clear why he is in prison, do not score,

Nate, Score heing chased, trapped, or caught by police under ldentifica-
tion (7).

Do not score trapping unless one character traps another (c.g., do ot
scare heing trapped in a well, unless one character put another there).

Do not score escape if character is heing rescued (by hero), where the
cmphasis is on the rescuc rather than on the escape.

Da not score escape if it is only mentioned at the end of the story, or
after the examincer's inguiry. unless the need for escape has been implicd
throughout.

Da nat score escape, when the hero is escaping from “socicty™ or “the
world™ around him {score this under Identification (3)).

Do not score running away from home; this may qualify for scoring
undes Identification (3).

Do not score on CAT X if the conflict is between the lion and the mousc.
If the mousc is injured, score under Projection (S).

7. Bizarre or Very Unusual Story or Theme

This category depends heavily on the subjective judgment of the scorer,
who must determine the timits of bizarreness.

(a) Negative themes that occur very rarcly, especially if they have a peculiar
wist.

*(TATRBM) Hie gocs outside and get glass in his heet and the doctor pulls and puts
pinsin. . .;"

"(CAT3) He's gaing to eat the whole house because ao one’s there,"”
“(TATI) This is a saw . . . he sawed his desk in half."”

0ce
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(b) Also included here are instances of unusual punishment, including
unusual self-punishment.

“(TATHBM) ic's thinking what's going to happen to him when he's really otd,
and like he's done something bad, and he’s going to get zapped™ (chuckic);
“(CAT3) He ate a big piece of wood and got all bloated and blew up™ (This would

atso be scored under Projection Ta),
“(TATI7BM) He is tortured.”™

Do not score as unusual punishment spanking alonc, unless it continues
for a very long time.

Identification: Summary of Scoring Categories

. Emulation of skills

. Emulation of characteristics
Regulation of motives or hehavior
Scif-estecm through affiliation
Work: delay of gratification

. Role differentiation

. Moralism

Identification

1. Emulation of Skills

(a) References 1o one character imitating, taking over, or otherwise acquir-
ing a skill or talent of another character, or trying to do so. This is often
seen in a younger character emulating an older one.

“(TAT!) He picked up the violin and thought, ‘Maybe if | could be as great as my
father,'™

*(TATI!) The little boy is wondering what this is, if he'll ever find out; he wants to
ask his father . . . waiting until his father comes home . . .lhcn. he ﬁnds om"‘
(This is a borderline case. but is scored here because the boy acquires his father's
knowledge.): .

“(TATI!) He wants to do it because he saw ather people do it, .

“(TAT!) He was looking at this violin of his father’s, he really did want to play
it.... he lcarned how to play it;" .

“(TAT1) He wanted to play . ... The man said he would teach him . . . after a
while he got good . . . " .

“(TAT!) His father taught him how to do it;

*(TAT1) He wants a teacher to teach him how.”

“(TATI) He wants to do it like his teacher does.”

Do not score “it is his father's violin and he is playing with it™ (in the
scnse of fooling around with the violin).

klem Hon RN}

Do not score if learning occurs only at the adult’s insistcnace; the
character must want to leasn,

2. Emulation of Characteristics

() References to one characicr imitating, taking over, or otherwise acqutir-
ing a characteristic, quality or attitude of another character, or trymng to do
A0

Examples of “identification with the agpressor™ are scored here.

“(TATITBM) Jack and the Beanstalk . . . he wanted to e a giant;”

“(TATITHM) He gave bis Tarzan calt fgives imiaton] and Tarzan came and .
got the bad guy.”

(b) References to one character being like anather, the same as another, or,
in an extreme case, merging with another.

“He hoped he could be like his fathers™ (in a gencral, nonspecilic wity, i.e., not in
terms of o specitic skill),

“(TATI) He became Wagacr,”

“(TATITBM) Hc is trying to be Tarzan,”

“(TATITBM) He gets the giant's muscles and now he's i piant.”

Do not score acquisition of another’s physical property (c.g.. moncey,
jewels).

3. Regulation of Motives or Behavior

Keep in mind here that it is the storyteller who has internalized these

regulatory mechanisms and is now attributing them to a character in the
story,

(4) References to demands, control, influence, guidance, or prohibitions of
onc character over another, or through societal mores; or the active rebelling
against these (not in thought only, and not by passively doing nothing),
including running away from the pressures of family or socicty. Include
here being caught doing somcthing once shouldn't be doing.

“(TATI) His mother didn't hear him practicing vo he had 1o start practicing again,”

“(TATL) he didn't want to take violin lessons . . . so he threw it away and smashcd
it [the violin] all up;™

“He is going fo ask his mother if he can go out . . and she is ROINE 10 say no.”

“His mother made him take violin lessons, but he didn’t want 10 so he played
hookey™ (score twice, once for mother contralling him and once for rebellion);

He asks his Dad if he can do it some other day;™

e was told to play his violin but he doesn't want to . . . but he'll getin trouhte "

“He's a recognized criminal so he won't have it 100 casy in the world outside™
(borderline);

122
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“(TAT!) The people who gave it 1o him . .. smd he had 1o find out what it was
belore he coutd play it

(b) Indication of self-criticism, or self-reflection on the part of either the

storyteller or a character in the story.

“It isn't a very good story:”

*The mouse built a trap, but he thought it wasn't very good:”

“He feels guilty for what he did™;

“(TATI) He's not very good . . . he's Aunking it . . . he's really mad because he
wanted to he a really good one:”

“(TATI17BM) He's feeling he should have concentrated more;”

“(TATI) He started to play it, but it sounded funny, it didn’t work. He's feeling
that he is stupid;”

“tie decided ‘I'm not a very good violin player;'"

“(TATI7BM) He climbed up a vine . . . gets in trouble . . . and thinks °} shouldn’t
have climbed up this time. Next time, maybe, not this time;""

“(TATI7BM) lic looks around in fear, but realizes that he . . . docs have the
strength to continue.”

(c) References to justified punishment hy parents or autharity, as a way of
controlling or regulating a character’s hchavior.

“}is father sent him 1o his room bhecause he was had;™
“Iis mother gets mad and he gets spanked;”
*te breaks it and his father says ‘you're never going to get a new thing again . . .\

*“(TAT1) The father is furious . . . the boy is having to buy anathcr string ta replace
the old one.™

Note: Score 3(a) only once, even if two different people (c.g.. parent
and teacher) are applying the same kind of control or pressure.

Nate: Control through hypnotism or magic is scored under Projection (1),

Note: Unjustified punishment is scored under Projection (5).

Do not score escape from physical danger, or if the demands are of an
ominous nature, of SUggest an ominous outcome: instcad, score Projection
(6).

Do not score child begging parents for something, or hero requesting
help, frecdom, and so on.

Do not score justified punishment by authority that occurs as the out-
come of the story; score under Identification (7) moralistic outcome.

Do not score “being put in jail” here; if being in jail is justificd, score
under ldentification (7); otherwise, it may be scored under Projection (6).

Do not score “*spanking™ on CAT 1.

4. Self-Esteem Through Affiliation

(a) Success or satisfaction that comes ahout through association with some-

one else (not parents, aunts, uncles, grandparents, police), or the expressed
need for this kind of affiliation.

Ider.  cation m

Adoption by a foster family, if pleasant, is scored here.

“He was happy that he had a fricnd;”

“He gave his Tarzan calt and Tarzan came and got the had puy” (age 6),

“He reatizes that he and his classmate ase in exactly the sime situation
became very close and comfort themaclves with the situation,”

“He must escape and help save his people. The people are very happy
were very poos and now they are rich”™ (age S),

“He's lonely and aceds 1o be with o family;”

. they

.. they

“He win caught because i trusted friend turned him in® (implicd here is the need

tor a good friend),

“Han he the conrage to master it? Interest must be hacked:™
“He is udopted and tives with a nice famity;”

“Ths brother was kilted . . . he was the only source of pleasure.

(1) Being part of a special group from which some special pleasure or help

derives.,

“(TATITBM) He is part of the English navy . . he escapes the Feench . . he is

picked up by an Enghsh ship;”

“(TATITBM) The stave is going down i rape o a fake well. It's past of the under-

ground raitroad to help him excape 10 Canada,™
“(TATITBM) The sailor and his crew win the hattle in i great defeat;”

“(TATITBM) The people are citizens of the US. . . they have all had hard fives.

Now they are almost at the end of their climbs to greatnes™

(TATITBM) This man has cvery desire to be free. He lives in a community of

similar people.™

Do not score “friends” giving help, fricads™ rescuing, of the necd for
rescuc.

3. Work; Delay of Gratification

(a) Refercnces to a character working, or the implication that a character is
about 10 work or has heen working, where this is not clearly suggested
by the picturc. Waorking at homework, or references (o extensive practic-
ing. or studying very hard, are scored here.

"(TA.T'I).I have to keep on practicing and | have to do my homewask from shoul,
This is just fouling up my time* (score ance for practicing, once for homewaork),

“(TATI) He has a whole bunch of homework 10 do, and to practice on the viohn™
{xcore twice);

“He has 10 study really hard;™
“He practiced alt his fife;”
“He is working,™

“(TATITBM) His muscles are straining and Gurting, but he must goon.”

(b) References 1o delay (c.g., waiting, hiding onc’s time, planning ahcad)

to attain some future gratification. A recognition that success will not he
immediate.

[ %]
[N}

[4



-uoissisad Inoypm pangiyosd uoonpoldal Jayung “JaUMO WBuAdoo auy jo uoissiwiad Yum paonpolday

124 Appendin  anual for Scoring Defenses

“Ilc wants 1o learn it, but not too fast, not in one day.”

“He's looking at a violin . . . later, about four months tater he can play one chord
onit . . . then 12 months later he can play 19 chords, no, he can play beginners . . .
two ycars later he can play it very well:”

“(TATI1) He's looking at it . . . after a few years he was able to play one . . ™

*(TATI7TBM) First he was planning his thythm [his moves} or what he's going
to do when he get's up there . .. "

“(TATLE) It's a car track and he's been trying to make this for about two weeks,™
“(TATI) He didn't know how to play it . . . he waited and waited for someonce to
come and hetp him . . . his next doar neighbor [finally] came and taught him.™

The following two examples of “waiting” are borderline cases:

*tie is thinking maybe he can play it. And he cares to do it when he grows up;™
"He is going to try ta become a vialinist in the next years to come.™

Do not score seferences to exercising (unqualified) or 1o bheing tired
from athletic endeavors.

Do not score references to a character thinking about the fact that he
should do some work, but he doesn’t do it.

Do not score “in the future he did it”" unless the need lor delay and/or
work is clearly mentioned.

Do not score being trapped somewhere for a period a time before being
freed.

6. Role Differentiation

(a) Mention of characters in specific adult roles, other than mother or father
or other relatives (c.g., hushand, wife, teacher, sailor, married couple,
farmer, priest, soldicr, scientist, rock-and-roll player, *‘professional,”
Kking, princess, gymnast (but not “trapczeman’’).

Also included here are specific historical characters.

Do not score mention of mythical or comic book roles here (e.g., giant,
Tarzan).

Do not score a role indicated only by the addition of man or
woman to a noun or adjective (c.g.. trapezeman, violinman, strongman)
unless this is the commonly accepted term to designate that role (c.g.,
mailman, businessman, fireman).

Do not score references to ominous roles (e g., hypnatist), these should
be scored under Projection (2).

Do not score “doctor” or “'surgcon’ on TAT RBM.

Do not score violinist, musician, or simifar term on TAT L

Do not score references to law enforcement officers in action here; scare
under Identification (7).

Do not score “king" on CAT ).

Do not score “‘guards,” “keepers,” “soldicrs,” or “police™ on TAT
178M.

ldentilic, won 12§

Do not score “hushand,” “wife,” “boyfriend,” “gislriend,” or “pros-
titute” on TAT I1IMF,

Note: Capitalization may help differentiate, ¢.g, mountain climber
(someonc climbing mountains) from Mountain Climber (a profession).

7. Moralism

(a) Stories that include a moralisiic outcome, in which good conquers evil,
wrongdoing is punished (by other than parents), goodness begets good-
ness, justice triumphs, a (moral) lesson is learned, and so on.

“(TATIIBM) Prisoner .. breaks out. .. sarns 10 run. ... Then he thought
saaner ar later the police will find him. So he decided it would just be bettes to
go hack, so he went back;"”

**He escaped from the army . . . he was a prisoner Jof wat] . . . they chased him . . . .
He lived to telt everybody,™

“He's been in prison |but] he's innocent . . .. He finally praves that he didn't do
it. . . he captures whoever did it;"

“"He was in jail for speeding . . he's escaping . . . ponna kill himself for escaping;™

“Climbed the rope, saw a lion . . . he was scared. *U'll never do it apain;'™

“(TATI7BM) He is probahly going to fall because he is a criminal;”

“He’s thinking about this homework, wondering what happen if he docsn't get
it done .. . he's just sitting these, when he watks home slowly . . . he doesn't do
it. When he gets to school {next day) he won't have it done and then he'll have
twice as much to do™ (This is a borderline case, but is scored because the implica-
tion is that he is worse off for not having done what he was supposed to do).

(b) Justified punishmemt administered by teacher, judge, policcman, or
other authority figure (excluding parents or guardians).

Included here are stories in which someonc breaks (or has broken) the
law, is apprchended, and pur in jail. Usually, this will occur ncar the end
of the story. If a character is in juil at the beginning of the story, score only
if it is explained that he is in jail for having committed a crime,

“(TATI7BM) He robbed a hank . . . the police will get him . . . he will be in jail;"

Note: If heing put in jail, prison, etc., is not justified (¢.g., due to jcal-
ousy, fear, or whim) score under Projection (6).

Note: Score being chased, trapped, or caught by police under Idcntifica-
tion (7).

Note: Unjustificd punishment, or extremely cruel or unusual punish-
ment is scored under Projection (6) or Projection (7).

Do not score il punishment is given by parents or guardian; instcad,
score Ydentification (3).

£z
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BETH ISRAEL MEDICAL CENTER

FIRST AVENUE AT 16TH STREET NEW YORK NY 1000)

CONSENT FOR PARTICIPATION IN SCIENTIFIC INVESTIGATIONS

NAME OF SUBLECT NAME OF WVESTIGATOR
David Hellerstein, M.D.
TITLE OF PROVECT PROJECT

R
Carbined Medication and Growp Psycho- | oo
therapy of Dysthymia: A pilot study on #38-94 (2)
the impact of group psychotherapy on
medication-treated dysthymic patients.

INSTRUCTIONS
TYPE IN LAY TERMS THE NATURE AND PURPOSES OF THE STUDY. THE DURATION OF THE SUBJECT'S PARTICIPATION. THE BENEFITS, RISKS AND OISCOMFORTS OF

TKE PROCEDURES/TESTS AND/OR DRUGS/DEVICES TO 8E USED. THE REQUIREMENTS (SAMPLE COLLECTIONS. BIOPSIES. QUESTIONNAIRES. ETC ) ANO RESTRICTIONS
(DEET. ETC.) AND DISCLOSE APPROPRIATE ALTERNATIVE TREATMENT PROVIOE THE NAMES OF PERSONS TO CONTACT FOR QUESTIONS ABOUT THE STUGY AND IN

CASE OF RESEARCH-RELATED INJURY

Purpose and Nature of Treatment:

I understand that I am being asked to voluntarily take part in a combined medication and
psychotherapy treatment. The drug that I am to receive is fluoxetine (a standard drug that
is FDA-approved for the treatment of depression). The therapy consists of a time-limiied
cognitive-experiential group psychotherapy, which has been designed to address the inter-
personal problems that are frequently associated with chronic mild depression. The st
vgill attenpt to evaluate the benefits of time-limited grouwp psychotherapy faor dysthymic
individuals who are being treated with antidepressant medication. There is no cost either
for the medication ar the group psychotherapy treatment.

Explanation of Procedures to be Followed:

The duration of the entire study is approximately 35 weeks: The active treatment phase con-
sists of 24 weeks, with the remaining 12 weeks constituting a follow-up period. The study
proceeds as follows: At the beginning of the study, I will be assessed in an initial intervie
to determine if I meet criteria for chranic mild depression. If I am deemad eligible, I will
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ING FROM THLS STUDY. ONLY MMEDIATE ESSENTIAL MEDICAL TREATMENT AS DETERMINED BY THE HOSPITAL WILL BE AVAILABLE FOR THE IJURY WITHOUT CHARGE
TO ME PERSONALLY. THERE WILL BE NO MONETARY COMPENSATION 1ALSO REALIZE THAT | AM FREE TO WITHORAW THLS CONSENT AT ANY TIME WITHOUT PREX-

DICE TO MY FUTURE TREATMENT
| UNDERSTAND THAT RECORDS OF THIS INVESTIGATION WILL BE KEPT CONFIDENTIAL BUT ARE SURJECT TOINSPECTION BY THE U S K000 & DAUG AOMINISTRATION
€ DATE
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PATIENT (OR PERSON GIVING CONSENT) THE NATURE, REQUIREMENTS AND FORESEEABLE RISKS OF THE STUDY. IN MY

JJOGMENT HE/SHE 1S FULLY COMPETENT TO COMPREHEND THE NATURE OF THE STUDY AND THE PROCEDURESS INVOLVED.
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onac 231 ATV 1290 DIVERSE PRINTING AND GRAPHICS. INC. (212) 3460717

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



¢ i 225

meet with the physician who will study my present condition as well as my past medical history.

A blood sample will be drawn (the amount will be approximately equal to 45cc, which is about
¢ 3 ablespoonsful) for analysis of drug concentration and laboratory values. A urine sample will
also be required. Once I am accepted into the study I will be put on fluoxetine medication for
approximately 8-10 weeks. If I show a positive clinical response to the medication, I will then be
randomized to one of two groups. If I am randomized to the first group, I will continue to receive
medication and, in addition, begin a course of 16 weekly group therapy sessions. If I am
randomized to the second group I will stay on medication only. All initial assessments and group
therapy treatment sessions will be videotaped. In addition, I will be asked by my psychiatrist to
fill out inventories and answer questions at my regularly scheduled clinic visits. A clinical
interviewer will also administer questionnaires to me at 4 assessment points during the 36-week
study.

I understand that I will be discontinued from medication treatment at the end of the 24-week trial.
I agree to remain off medication for the next 12 weeks, at which time I will be reassessed. During
the 12-week follow-up period I will meet monthly with the psychiatrist assigned to me, who will
monitor my condition. I may also contact the psychiatrist at any point during the follow-up period
if I experience a recurrence of symptoms that require medical attention. If the psychiatrist
determines that I need to be re-started on antidepressant medication during the 12-week follow-up
period, [ will receive it at Beth Isracl Medical Center at no charge.

After [ have completed the 36-week study, the psychiatrist assigned to me will study my condition
and recommend treatment options. If the psychiatrist concludes that I need to be re-started on
medication, or, if [ am already receiving medication, that I need to continue medication treatment,
he or she will then determine whether I am to receive medication treatment at a low fee at Beth
Israel, or be given an appropriate referral. If I wish to receive psychotherapy I may also receive
a referral for psychotherapy treatment at this time. I am under no obligation to end medication if
either I or my psychiatrist deem it injurious to my health.

Side effects which may occur during this study, based on the animal studies and experience of
other people who have received fluoxetine are as follows: nausea, diarrhea, headache, tremor, dry
mouth, drowsiness, weight loss, delayed ejaculation, insomnia, dizziness, and agitation. Even
though these side effects are expected to occur in some patients when they are taking medications
of this type, few patients have had to discontinue fluoxetine therapy because of side effects.
Although studies have shown no effects of fluoxetine on performance, antidepressants have been
shown to impair the mental and physical abilities required for the performance of potentially
hazardous tasks such as operating an automobile or machinery. Since they could also occur with
fluoxetine, caution is advised. In receiving fluoxetine, it is possible, but unlikely, that there could
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be some serious side effects which are still unknown to us. Blood will be drawn for tests at initial
assessment and after 24 weeks of treatment: during blood drawing. there may be mild discomfort,
and bruising might result.

I understand that problems and side effects not listed above and not expected at this time could
occur. [ understand that I will be told of any changes in the way that the study will be done and
of any risks to which I may be exposed.

2. WOMEN OF CHII D-BEARING POTENTIAL:

I agree to use a contraceptive method judged to be effective by the investigator. I understand that
if I am pregnant or become pregnant during the study that I or my unborn child may be exposed
to unknown risk. Also I agree to notify the investigator as soon as possible, if I become pregnant,
and will withdraw from the study.

3. LUNDERSTAND THAT THE BENFFITS OF THE STIIDY ARE AS FOILOWS:

[ ]

a. Benefits to me: Participation in this study might benefit me by helping to reduce
my symptoms and improve my psychosocial functioning.

b. Benefits 10 other people: If fluoxetine combined with group therapy is found to be
effective, other people with problems such as mine might benefit.

a. Treatment with other available drugs.
b. Standard inpatient or outpatient individual treatment.

5. WMWW
REMOVE ME FROM THE STUDY WITHOUT MY CONSENT FOR THE
EOILLOWING REASONS:

a. His judgment, in an effort to improve my medical care.
b. My failure to follow the study schedule.
c. Any other specified reason.

6. OFFER TO ANSWER QUESTIONS ABOUT THE STUDY:

If I have any questions during the study, I should contact Dr. David Hellerstein, telephone number
420-2800 or 614-1753. If I have any concerns about the conduct of this study, I should contact
Navah Harlow, Director of Ethics in Medicine at Beth Israel Medical Center, telephone number
420-3818.

7. RIGHT TO WITHDRAW FROM THIS STIDY:
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[ understand that [ am free to withdraw my consent and discontinue my participation in this study
at any time. If I choose not to participate, other treatment options at Beth Israel will be made
available to me. but I am under no obligation to use them. I understand that, if I have no
objections. I will be asked to undergo the following special procedures if I decide to withdraw
from the study.

I will be asked to schedule an appointment with the investigator to inform him or her of my
decision to withdraw from the study and at that time I will be asked to:

a. Retumn all medications to the investigator with the appropriate container they came
in.
b. Undergo final assessments:

-physical examination

-blood pressure/pulse/weight

-labwork

-plasma samples

-various rating scales, including self-rating scales
If for any reason I choose not to complete the full treatment, I understand that I can withdraw
without any obligation and without prejudice.

8. CONSENT TO PARTICIPATE IN THIS STIUDY:

I have read, or have had read to me in my first language, the above information. The content and
meaning of this information have been explained to me. I hereby voluntarily consent and offer
to take part in this study. I understand that all records, including questionnaires and videotapes,
will be maintained at Beth Israel Medical Center. I understand that the information contained in
these records will be kept in strictest confidence. Although it is possible that at some point in the
future results of my treatment may be published or presented for scientific purposes, adequate .
precautions will be taken to maintain complete confidentiality, according to the customary
professional ethics of Beth Israel Medical Center. 1 have received a copy of this informed consent
agreement.
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