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Abstract

THE USE OF DEFENSE MECHANISMS AMONG ADOLESCENT BOYS 
DIAGNOSED AS CONDUCT DISORDERED, DEPRESSED AND

NORMAL

by

W illiam  Hernandez 

Adviser: Professor Vera S. Paster

This study sought to examine how often adolescent boys 

diagnosed as Conduct Disordered, Depressed, and “Normal" used the 

defense mechanisms of denial, projection and identification. A total o f 54, 

12 to 16 year old Hispanic and African-American males were grouped 

according to psychological evaluations as Conduct Disordered (n=19), 

Depressed (n=17) and Normal (n=18). To assess the use of these 

defenses the Thematic Apperception Test (Morgan and Murray, 1935) 

stories of each subject were scored using Cramer’s Defense Mechanism 

Manual (1991). Results indicated that boys classified as Normal used 

identification significantly more often than the clinical groups (P-value= 

.000). Conduct Disordered boys tended to use denial more on average 

than the other two groups (P-value= .063). Depressed boys did not rely 

on any one particular defense. Instead, they used several of the 

components of the three defenses, but not more so, or less so than did 

the other boys. As a result, the use of any of these defenses did not 

predict membership in the Depressed group. The findings also indicated

iv
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that as a ll subjects emphasized the  use o f denial they deemphasized the 

use of identification and vice-versa.

Future studies should include larger samples of clinical and 

normal populations to allow  more reliable sta tistica l comparisons among 

these groups. In addition, the examination of additional defense 

mechanisms would provide a more com plete profile of defense 

structures.
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CHAPTER I 

INTRODUCTION

There exists high rates o f fam ily break up, fam ily violence, street 

violence, sexual abuse of children, run-away youngsters, homeless 

individuals and fam ilies, substance abuse, etc., in America in general 

and in poor communities in particular. For example, in certain 

deteriorating inner-city communities, such as the South Bronx, the father 

is absent in 57% of the fam ilies, while as many as 42% of the 

adolescents fa il to  graduate from high school (Goldstein, 1990).

There is a tragic reality that the effects of fam ily, community and 

societal breakdowns are contributing to increases in emotional and 

behavioral problems in children. For example, Achenbach (1993), found 

that since the mid-1970’s there has been a significant increase in 

problems which range from destroying other people's property and 

hanging out w ith other children who get in trouble, to doing poorly w ith 

school work, being sullen or underactive and whining. Among the largest 

changes were a drop off in the amount of time children spend with 

friends, increases in apathy and lack of motivation, in sadness and 

feelings of depression, and in children disliking school. Children in 

poverty were more likely to have these problems, both in 1976 and in 

1989.
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As a clinician, t have had the opportunity to  provide 

psychotherapy to many underprivileged m inority inner c ity children and 

fam ilies. A significant portion of my caseload consists of what Schaer 

(1988) labeled the “m ultiply traum atized inner-city child of poverty”. Here 

he is referring to * young lives who often suffer the effects of deprivation 

and degradation; children who have been reared in an often frightening 

environment where the possib ility of injury, exploitation and 

abandonment are ever present" (p. 13). Schaer points out that in an effort 

to cope with such traum atic experiences these children regularly make 

adaptations. He reports that the child is socialized at an early age to 

understand that the world itse lf is  an aggressive and dangerous place, 

"Where the only effective responses are to fight it out and intim idate 

one’s antagonists, or to withdraw into helpless passivity because there is 

nothing anyone can do but accept one's fate."(p.19). In addressing the 

ego development of these traum atized children, Solnit (1966) stated that 

in such cases defenses are “...prem aturely crystallized to shore up the 

porous ego. There is an increased -dependence on avoidance and 

denial and as a result there is an inflexibility in the child’s ability to 

adaptively respond.” (p22).

Despite the fact that behavior disorders and depression represent 

two of the most common psychiatric conditions treated in children’s out­

patient clinics, review of the literature reveals a paucity of empirical 

studies of the defense mechanisms used by children diagnosed as
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Conduct Disordered or Depressed. No studies could be found that 

focused exclusively on the two groups.Therefore, a m ajor contribution of 

the present study is that it provides a direct com parison of the use of 

defense mechanisms in these two clinical groups. It seeks to answer the 

basic question, is there a specific configuration or pattern of defense 

which characterize youths diagnosed as Conduct Disordered in 

comparison to those diagnosed as Depressed?

While the focus of this study is on both depressed and conduct 

disordered youths, the impetus fo r designing th is  study came from the 

wish to gain insight into the psychological dynam ics of conduct 

disordered children in particular. There are several reasons fo r this. First, 

despite the many years of studies o f delinquent youths and depressed 

children, as most clinicians would probably agree, the conduct 

disordered children represent the most d ifficu lt c lin ica l group to treat in 

out-patient settings. Second, and not surprisingly, studies indicate that 

conduct disordered children account fo r one-third to  three-quarters of the 

children referred to out-patient clinics fo r professional intervention 

(Forehand and Wells, 1981). Third, It is usually argued that long-term 

social and psychological adjustm ent is poorer fo r aggressive children 

who externalize their issues by behavior problem s, the conduct 

disordered, than for withdrawn children who internalize their pain, 

becoming depressed (Robins, 1966 ). Fourth, in recent years there has 

been a growing interest in studying depression, borderline and
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narcissistic disorders from a variety of psychoanalytic oriented view 

points, but there has been relatively little  inform ation available 

specifically directed to the examination of the personality dynamics of 

conduct disordered children. And finally, and probably most importantly, 

there is a great deal of confusion and lack o f c la rity surrounding the 

relationship between depression and disruptive behaviors. Many 

questions remain unanswered regarding the coexistence or role of 

depression in externalizing behavior problem s such as oppositional 

defiant and conduct disorders.

Noam et al. (1994) reported that the relationship between conduct 

and affective disorders is poorly understood. W hile some authors report 

that in many and possibly in a ll children with disorders of conduct there 

exists a depressive core, others believe that in many cases antisocial 

and delinquent behaviors represent a “m asking” or “equivalent” of 

depression, anxiety, and unconscious fears and fantasies. Garber (1984) 

points out that when adolescents experience depression, it is often 

accompanied by conduct disorders and behavioral problems such as 

delinquency, substance abuse, and truancy. Noam et al. (1994) states 

that this co-m orbidity is a frequent diagnosis in inpatient facilities and that 

research needs to be extended so that developm ental relationships 

between conduct disorders and affective disorders can be explored in 

greater detail.

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



The decision to examine the use of defense mechanisms in 

conduct disordered and depressed children was one which evolved over 

years of struggling with several interrelated questions. These included: 

First, why is it that children from  sim ilar backgrounds and life  experiences 

react so differently to stress? Why do some fig h t, disrupt, oppose and 

harm others, and why do others present w ith despair, shame and a wish 

to hurt themselves? Second, where do these two groups fa ll 

developmentaily in relation to ego strengths and weaknesses? Can the 

use of defense mechanisms provide any clues to  these questions?

In working w ith conduct disordered and depressed boys I found 

that both groups demonstrated a strong tendency to use denial and 

projection to defend against feelings o f anxiety and threats to the self. I 

wished to clarify which of the two clinical populations depended on these 

two defenses the most. W hile It appeared that the conduct disordered 

youngsters exceeded in the ir use of denial, it was not dear to what extent 

in comparison to the depressed children. I was fasdnated by this 

apparent manifestation given that these ‘‘prim itive” defenses played such 

an important role in the survival of these youths.

In a discussion of these types of defenses in children’s response 

to stressful events, Anthony (1986) notes that studies of response styles 

to threatening illness suggests that repression may lead to better 

recovery. He reports that denial constitutes an unconscious defense 

against overwhelming external stim uli and a refusal to recognize the
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reality of a traumatic perception (Goldberger. 1983). In these cases, and 

apparently in the children I see a t the community mental health clinic, the 

turning away from reality may be either adaptive or maladaptive from the 

viewpoint of safety.

I hoped that through an examination o f the use and frequency w ith 

which various defenses are used by these clinical populations, I would 

learn some aspects of the intrapsychic life  of these children. Insights that 

can help me begin to piece these puzzling questions together, with an 

ultimate goal of contributing to the understanding and treatm ent of these 

under served clinical populations.

Over the years various researchers have attempted to get to the 

root of some of these questions. Their studies have sought to examine 

and clarify a wide range of im portant issues and concepts related to the 

usefulness of understanding defenses and the ir role in adaptation and 

coping, human development, psychopathology and treatm ent.

Among the numerous writers and researchers who have 

contributed to the growing understanding o f defense mechanisms in 

clinical populations , the past and more recent works of Vaillant (1971, 

1994) and Noam et al. (1994) have been particularly helpful in 

organizing my thoughts in this area.

Vaillant (1971) noted that the conceptualization of the ego 

mechanisms of defense remains one of the most valuable contributions 

that psychoanalysis has made. He stated that as soon as one postulates
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that defense mechanisms exist, questions arise: W hat is the relation 

between their use and psychopathology? W hy do some individuals use 

one constellation o f defenses, while other individuals use another? Are 

defenses only intrapsychic or can we identify them  in external behavior? 

Do defenses last only seconds or can they be manifested in individual 

life  styles? If psychological health is indefinable, perhaps adaptive and 

maladaptive life  styles can be identified by the underlying mechanisms.

More recently, V aiiliant (1994) stated tha t the validity of defenses 

makes them a valuable diagnostic axis fo r understanding 

psychopathology. He believes that by including a patient’s defensive 

style as part of the diagnostic formulation, the clinician is better able to 

comprehend what seems in itia lly  most unreasonable about the patient 

and to appreciate what is adaptive as well as maladaptive about the 

patient’s defensive distortions of inner and outer reality. He reports that 

clinical appreciation o f the immature defenses (e.g., acting out and 

projection) is particularly useful in classifying and caring for individuals 

w ith personality disorders.

In my experience, many of the children referred for disruptive 

disorders, particularly the more disturbed ones which could receive a 

diagnosis of Conduct Disorder, were among the most d ifficu lt to tre a t 

This was partly due to the ir negativistic attitudes, lim ited capacity to talk 

about their feelings, provocative and aggressive behaviors, and 

difficu lties accepting responsibility for the ir actions. These patients easily
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fe lt criticized and misunderstood despite many efforts to  establish 

rapport w ith them. One way of understanding their ways o f relating and 

interacting w ith others comes from  concepts drawn from ego psychology 

and object relations theory.

In follow ing this line of reasoning, in a perspective known as the 

clinical-developm ental approach, Noam et al. (1994) investigated the 

developmental aspects of conduct and affective disorders in hospitalized 

adolescents. They hypothesized and found that conduct problems are 

associated w ith delays in ego developm ent whereas affective disorders 

are in part associated with the developmentally more mature, 

‘‘internalizing” states of ego developm ent This hypothesis stems from the 

recognition that in conduct disorders, the lack of guilt and concern fo r 

others’ feelings and property corresponds to typical descriptions of early 

levels of social and ego development (e.g., Loevinger, 1976). On the 

other hand, certain dimensions of affective disorder, especially the more 

typical internalized guilt feelings and concern with the loss of others, 

corresponds w ith more mature ego developmental descriptions. These 

ideas suggest that the course o f psychiatric disorders needs to be 

understood in developmental term s. Consequently, in order to develop a 

greater understanding of these children’s subjective inner life , particular 

attention focused on concepts drawn from developmental- 

psychoanalytic perspectives.
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In conclusion, with increasing numbers of troubled children, 

especially those locked in poor isolated areas w ith surrounding 

pathology, and decreasing resources devoted to mental health services, 

it becomes increasingly imperative to improve our understanding of the 

children w ith whom we are confronted. This w ill enable us to be more 

effective in using those resources tha t remain. This study is also 

designed to elucidate the sim ilarities and differences between the 

conduct disordered and the depressed groups, as well as to contribute to 

the development of em pirical basis for theoretical formulations 

concerning such children.
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CHAPTER II 

REVIEW OF THE LITERATURE

Defense Mechanisms

In th is section, the use of defense mechanisms with clinical 

populations w ill be reviewed.

Apter et al. (1989) points out that despite the wide acceptance of 

the concept of defense mechanisms and despite the ir use in clinical 

context there has not been much em pirical research in general, and 

there have been even fewer attem pts to use clinical methods in the study 

of defense mechanisms of vio lent and suicidal patients.

Cooper, Perry and Amow (1988) note that the concepts of defense 

mechanisms and defensive organization have been central to the 

understanding of ego development (Freud, 1936) and psychopathology 

(Fenichel, 1945; Kernberg, 1975; Vaiilant, 1971). For example, in recent 

years there has been a particular interest in the defense mechanisms of 

patients w ith Borderline Personality D isorder (Kernberg, 1975; 

Lichtenberg & Slap, 1973; Ogden, 1979; Robbins, 1979) and narcissistic 

disorders.

A few studies have differentiated diagnostic groups on the basis of 

characteristic defense mechanisms. Lerner and Lem er (1980) examined 

the use o f defenses from Rorschach data and found that projective 

identification and splitting characterized the responses of persons
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diagnosed as borderline, bu t not characteristic o f those diagnosed as 

neurotic. Beliak, Hurvich, and Gediman (1973) found that schizophrenics 

used more low-level, prim itive defenses; normal subjects used more 

high-level, adaptive defenses; and neurotic patients fe ll in between.

Cytrn and Mcknew (1974) noted that the depressive process in 

children manifests itseff in four d ifferent ways: fantasy, verbal expression 

and mood and behavior. This observation led them to formulate a pattern 

of defenses for the different levels. According to Cytrn and Mcknew, at 

each level most of the children make attempts to avoid the experience or 

awareness of depressive affect. On the firs t level (depressive fantasy) the 

defenses chiefly employed include denial, projection/introjection, acting 

out, avoidance, and splitting. A t the second level (depressed talk) the 

predominant defenses are dissociation of affect and reaction formation. 

A t the third level (mood and behavior) the above defenses against 

depression failed.

B latt and colleagues (B latt, 1974; & B latt & Shichman, 1983) 

suggested two parallel developm ental lines, anaclytic and introjective as 

the basis fo r two distinctive types o f psychopathology. Defenses in 

anaclytic psychopathology are prim arily avoidance strategies including 

repression, denial and displacem ent. Their aim is to maintain 

interpersonal relationships. The price is the neglect of the development 

of self. Defenses in introjective psychopathology are characterized as 

counteractive and include projection, externalization, intellectualization,
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introjection, and identification with the aggressor. Their aim is to defend 

and preserve the self a t the cost of neglecting the development of 

satisfying interpersonal relationships.

Cramer e t ai. (1988) investigated the use of defense mechanisms 

of hospitalized psychiatric patients w ith either an anaditic or an 

introjective personality configuration. The results showed that w ithin the 

anaditic group, pathology was positively related to the use o f denial and 

projection and was negatively related to the use of identification. 

Surprisingly, the anadtic and introjective patients did not differ in their 

use of projection, denial and identification. She hypothesized that the 

failure to find significant differences in defense between the anaclytic 

and introjective patients is that these long-term hospitalized patients may 

have been arrested psychologically at an early developmental stage.

Cooper et al. (1991) also used the Rorschach to investigate the 

ability of defenses assessed to predict future levels o f depression, 

anxiety, and psychosocial role functioning in a sample of adults with 

personality and affective disorder. Rndings indicated that in general, 

defenses were less powerful predictors than a descriptively oriented 

assessment done at the beginning of the study. However, certain 

defenses did have predictive value. For example, devaluation and, to a 

lesser degree, projection were associated with poor outcome in areas of 

affective disturbance and social relations. In contrast, intellectualization, 

isolation, reaction form ation, and pollyannish denial were associated
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with better outcome on these measures.

Schultz (1973) used the Defense Mechanism Inventory to assess 

the defenses of 35 suicide attempters. His results supported 

psychoanalytic theory in tha t the suicidal subjects showed more turning 

against the self than did the control subjects. Pfeffer et al. (1987) 

evaluated the ego defense mechanisms in suicidal children and reported 

that introjection was significantly more common in suicidal children than 

in non suicidal children. This study also examined defenses of children 

who committed assaultive behaviors and found that projection and 

displacement were the most highly correlated w ith such behavior. In 

Apter's (1989) study, the results showed that the use of regression as a 

defense differentiated suicidal from  non suicidal patients, and use of 

displacement differentiated vio lent from nonviolent patients. Repression 

tended to turn aggression inward, and projection and denial turned 

aggression outward. P feffer et al. (1984) reported that ego defenses 

such as projection and displacement, are positively associated w ith a 

child’s assaultive behavior. On the other hand, children with such ego 

defenses as sublimation, reaction formation and intellectualization are 

less likely to be assaultive.
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The Hierarchy of Defense Mechanisms

Defenses may be conceptualized as form ing a developmental 

hierarchy (B latt and Scichman, 1983; Cramer, 1983,1988; Vaillant, 

1971). According to th is theory, w ithin each personality configuration the 

patient may m anifest a higher or lower level of personality organization, 

from  the more prim itive to the more mature, and may consequently vary 

in the developmental level o f predominant defense mechanisms.

Freud (1915) firs t commented about the chronological 

classification of defenses in Instincts and Their Vicissitudes. He referred 

to certain vicissitudes of the instincts, such as turning around against the 

self and reversal into it's  opposite, as early modes of defense against the 

instincts themselves. Anna Freud (1936) elaborated upon Freud's ideas 

and proposed that it was possible to develop a chronological 

classification of defense mechanisms. She stated that repression and 

sublim ation cannot be employed until re latively late in development, 

while such processes as regression, reversal, o r turning around against 

the se lf are probably among the earliest defense mechanisms used by 

the ego. Klein’s (1946) analytic work w ith children and adults led her to 

describe the defenses of splitting of the object and the impulses, splitting 

o f the ego, idealization, denial of inner and outer reality, stifling of 

emotions, projection, introjection, omnipotence and projective 

identification. She believed tha t these defenses came into operation at 

the age of three months during the paranoid-schizoid position.
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Cramer (1988) stated that denial is a prim itive defense, projection 

is related to a somewhat higher level of functioning, and identification 

requires a more mature level of personality organization.

In a study by Gacono et al. (1992) Rorschach data was used to 

“map” the internal psychological operations o f narcissistic, borderline 

and antisocial personality disordered adult patients. Findings suggested 

that as Kernberg (1975, 1984) noted, borderline personality organization 

is regulated by prim itive defenses. It was also indicated that a tack of 

idealization ability was found in antisocial personality disordered 

patients. These patients had defenses that were more rigid and less 

adaptive. This included less tolerance fo r dysphoric affects which 

interfered with establishing relations to external objects, and increased 

the need for discharge o f affect into action.

In a paper by Anthony (1986) focusing on resiliency and children’s 

reaction to severe stress, he reported that individuals d iffer in 

vulnerability to the degree that they suppress awareness of threatening 

stim uli or, contrariwise, are hyperalert to them. For example, Cohen and 

Lazarus (1973) studied the response styles to threatening illnesses and 

suggest that repression may lead to a better recovery. According to 

Goldberger (1983) the mechanism involved in this is denial, and it 

constitutes an unconscious defense against overwhelm ing external 

stim uli as well as refusal to recognize the reality of a traum atic 

perception. Anthony suggests that th is is probably an element in ail outer
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directed defenses, such as projection and displacem ent and is viewed 

psychodynamically as a prim itive process at work in the pre-stage of 

defense. He states that the “turning away from reality” may be adaptive or 

maladaptive from the viewpoint of safety.

Theoretical Conceptualizations of Three Defenses

This section w ill be devoted to a review o f psychodynamic 

theoretical conceptualizations of three defense mechanisms- Denial, 

Projection and Identification.

A. Denial

Goldberger's (1983) review of the literature shows that denial is a 

complex and unclear concept that has acquired many meanings and 

connotations, depending on the context in which it is used. The 

dictionary definition reads, “denial is the act of saying no”. However, the 

term in it’s psychoanalytic application means an unconscious defense 

mechanism acting to prevent from awareness unpleasurable ideas, 

affects, and perceptions.

Breznitz (1983) indicates there are different degrees and kinds of 

denial, ranging from having massive reality distortions to forms having 

minor and selective reality distortions. Dorpat (1986) points out that at 

the present time, the term defense is usually used in both psychoanalysis 

and psychiatry in the broad sense, to designate unconscious protective 

responses to any kind of psychic pain or unpleasure. It includes 

reactions to anxiety, guilt, sorrow, danger, temptation (instinctual drives)
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and trauma.

Anna Freud (1936) noted that from  a developmental viewpoint 

denial was a prim itive mechanism, a prestage of defense, which itse lf 

develops in denial in word fantasy. Denial may be pathological or 

adaptive, or both, depending on m ultiple functions, as in the denial of 

illness or death.

Erlich (1985) exam ined the developmental crisis of adolescence 

through the operation of denial or disavowal. In his paper he reports that 

as early as 1957, Jacobson pointed to a linkage between denial and 

action, or a tendency toward acting out: to the extent that acting out is 

designed to avoid remembering, it is a form of denial. According to Erlich 

when we speak of denial o r disavowal [which he uses interchangeably] 

we are referring to a process by which something that is ‘really rea l,’ so 

to speak, is rendered psychologically nonexistent, ( i.e., is nullified by the 

ego). Erlich explains that th is is very different from the case o f other 

defenses whose impact is prim arily or exclusively on internal reality, and 

which strive to make a ll sorts of shifts -and alterations only in our inner, 

psychic reality. Whereas the la tter affect what happens a t the interface of 

ego and id. the work of denial proceeds prim arily at the level of ego and 

reality.

B. Projection

Sim ilarly to denial, projection has it’s beginnings in early 

childhood but does not become predom inant until late childhood and
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adolescence. Projection can be understood as a defense that protects 

the child from disruptive anxiety by attributing unacceptable feelings, 

wishes, and impulses to someone else. The disturbing thoughts are 

placed outside o f the se lf (Cramer 1991). Schafer (1954) defined 

projection as a process by which an objectionable internal tendency, 

either an id impulse or superego attitude is unrealisticalfy attributed to 

another person or to other objects in the environment instead of being 

recognized as part of one’s self.

Another component of projection is the alteration of reality. 

According to Knight (1980) projection alters the perceived, what is 

intended, and the interpretation of what occurs.When projection is used 

as a defense, this alteration or m isperception makes the experience of 

events more negative, or more ominous, than they are in objective 

reality.

Cramer (1991) states that projection involves the capacity to 

differentiate between inside and outside, between self and other. It 

requires the ability to make judgm ents- pleasure-pain, good-bad, 

acceptable-unacceptable. Projection is carried out by breaking the 

connection between the conscious ego and certain thoughts or impulses, 

and then attributing the origin of these thoughts elsewhere.

C. Identification

According to the developmental model of defense mechanisms, 

identification is considerably more com plex than denial and projection.
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According to Cramer (1991) the literature on identification shows 

considerable inconsistency and confusion in it’s definitions. For example, 

in a review by Sanford (1955) eight different definitions were discussed. 

Sim ilarly, ten definitions were reported in White’s (1961) review. 

Additional confusion is created because it is characteristic o f the 

literature in this area tha t the terms identification, introjection, and 

incorporation are often used interchangeably.

Meissner (1974) examined the three main identification 

processes: incorporation, introjection, and identification. He stated that 

w ith incorporation, the m otive is to possess, to have, to become merged 

with the object. This is a prim itive, primary process in which boundaries 

are fluid and ambiguous. W ith introjection, there is a clearer distinction 

between self and the object, although the boundaries are s till somewhat 

fluid. Messinger (1974) describes the motive of introjection as the desire 

to be the same as the model. In contrast with incorporation or introjection, 

identification requires that the other person be recognized as separate. 

The motive of identification is to be like the model.

Cramer (1991) proposes the point of view that incorporation and 

introjection are precursors to identification, but they do not lie on a 

straight-line continuum w ith it  Rather, they are conceptualized as 

discontinuous processes, and each is prominent at different phases of 

development.
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According to Cramer (1991), from the m ultitude of definitions 

offered it is possible to summarize the main features of identification. She 

states that these include a change that occurs in the ego (i.e., the 

personality, behavior or m otives o f the person); the change is in the 

direction of becoming like some other individual, group or cause; the 

change serves the purpose of m aintaining an affective relationship w ith a 

significant other; and the change is related to  the development and 

maintenance of self-esteem.

The follow ing section w ill review the concept of acting o u t The 

term “acting out" as a defense is frequently used when describing the 

defensive behaviors of both clin ica l groups under study.

The Concept of Acting Out

Masterson, J.F. (1973) pointed out that “Acting out” is a term which has 

several usages: it is used most commonly to denote any form of 

disruptive behavior. It can be defined also as a defense mechanism in 

which the patient reproduces forgotten memories, attitudes, and conflicts 

by actions rather than words w ithout conscious awareness or recognition 

of the fa c t Masterson states tha t the intrapsychic mechanism of the 

acting out can be called externalization which involves the use of two 

defense mechanisms: denial and projection.

Freud (1905) was the firs t to  use the term acting out in the case 

report on the firs t adolescent to be analyzed, namely, Dora. He referred 

to her dropping out of analysis as having “ acted out an essential part of
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her recollections and phantasies instead of reproducing them in 

treatm ent" Again, in 1914, Freud used the term acting out in a paper 

where he reported " We have learnt that the patient repeats instead of 

remembering, and repeats under the conditions of resistance (in 

treatm ent).”

In Bios’ (1963) paper on acting out in relation to the adolescent 

process he states that the incidence of acting out rises sharply when the 

child enters puberty. The adolescent has a need to deny his 

helplessness through action, to affirm by exaggeration his 

independence. Action and m otion is not goal-directed behavior, instead it 

is a means o f resisting the regressive pull to the active mother and of 

averting the surrender to prim al passivity.

McCarthy (1984) stated that acting out typifies the adolescent's 

defensive efforts to overcome separation anxiety. W hile a need for 

rebellion is characteristic of adolescents in th is society, some 

adolescents unfortunately seek self-definition through dangerous forms 

of rebellion as drug use, vandalism , fighting and conduct problems.in 

McCarthy's discussion of identity loss and acting out in adolescents, he 

points out that healthy children use locomotion fantasies, play and 

dreams to express conflicts w ith internal objects. The poorly integrated 

adolescent recreates the object relations problems interpersonally.

Fenichel (1945) described acting-out adults as im pulsive people 

who depend upon the external world to correct narcissistic instabilities.
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According to Feniche! (1945) a weakness in symbolic functioning 

predisposes these adults to act out the unconscious residue o f childhood 

trauma. Action remains their principal means for reducing tension. 

Greenacre (1958) reported two related characteristics of the acting out 

individual: persisting belief in the magical power o f actions, and

distortion of the connections between action, speech and thought.

According to Sperry et al. (1957) preadolescent boys who were 

part of a group w ith learning difficu lties and hyperactivity expressed their 

conflicts through physical activity. More specifically, physical activity 

served both defensive and expressive purposes in denial and avoidance 

of thought and a ffect These boys were considered frightened youths. 

They fear castration if they should assume certain executive functions 

that is natural fo r boys to assume in the course of growing... these boys 

exhibit a marked sense of deprivation, although it is mainly autonomy 

rather than oral supplies of which they feel deprived." (Sperry et al. 

1957).

McCarthy (1984) stated that reliance on acting out as a defense, 

and deficiencies in object relations, contribute to an impulse-ridden 

adolescent character style. A tendency to treat other people exploitively, 

stealing , drug use and assault all are efforts to force the environment to 

satisfy unconscious needs that arise in the internal object world or in the 

fam ily constellation. They rely on aggressive and antisocial acts to 

counter depression or anxiety.

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



2 3

Conduct Disorder

The reported prevalence o f rates fo r antisocial behavior in this 

country have varied between 3 and 25 percent One study estimates the 

incidence o f conduct disorders a t 74 percent among a c lin ic population 

of primary school children (W olff, 1971). Robins (1981) called antisocial 

behavior the society’s single most costly childhood disorder.

It is a serious problem that spares no locality or group (Kaplan, 

1988).Statistics indicate that conduct disorders occur about five times 

more frequently in males as in fem ales. However, fem ales have been 

closing the gap (Rutter, 1981).

Urban areas have the highest prevalence rates. The urban poor 

from disadvantaged m inority groups are at greatest risk fo r disorders of 

conduct (Robin, 1981). The peak age range appears to be between 15 

and 18 years.

Rutter (1981) noted that there is no single cause and background 

factors w ill not affect all children the same way. Constitutional factors 

such as temperament and cognitive skills, acquired habit patterns such 

as coping strategies and defense mechanisms, and mediating factors 

such as the social support system all influence the outcome and thus 

preclude a single common pathway leading to anti-social behavior.

The most common symptoms of childhood antisocial behavior, 

according to Robins (1981), are truancy, school failure, incorrigibility, 

theft, running away, curfew violations, early sexual activity, fighting, and
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illic it drug use.

According to  Hinshaw (1992), there is a prevalence o f school 

underachievem ent associated w ith externalizing behaviors, including 

conduct disorder, oppositional defiant disorder attention de fic it disorder. 

Underachievement also indudes a host of problems including possibly 

subaverage IQ, specific cognitive deficits, and/or social stresses.

According to Kernberg and Chazan (1991) the child with a 

conduct disorder is understood to  manifest major developmental 

impairments. Throughout the ir development, children w ith conduct 

disorders tend to  internalize negative parental images associated with 

negative feelings. These authors report that rage, hostility, anxiety, and 

concomitant negative self-images accrue to form a negative self-concept 

w ith low self-esteem  and dysphoria.

Several investigators have utilized attachment theory (Ainsworth 

1972 & Bowlby 1969) to inquire about the etiology of conduct disorders, 

and Bowlby (1979) found that the early childhoods of individuals with 

antisocial personality disorder were grossly disturbed by events resulting 

in  disruption of attachment.

Kernberg and Chazan (1991) indicate that conduct disorder 

children have ego deficits in the follow ing areas: cognitive functioning, 

attention, im pulse control, judgm ent, modulation of affects, language, 

and tolerance fo r anxiety and frustration.
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Halcomb e t al. (1991) reported that significant differences were 

found between a group o f conduct disordered and non conduct 

disordered adolescents on a personality inventory. Results indicated that 

conduct disordered youths reported being harshly critical, and 

disrespectful of others. They tend to seek out the unpredictable and to be 

moody and pessim istic. They expressed a lack of confidence in school 

performance and dissatisfaction w ith fam ily life.

Childhood behaviors marked by defiance, im pulsivity, 

disruptiveness, aggression, antisocial features, and overactivity are 

considered “under controlled’, or “externalizing” (Achenbach & 

Edelbrock, 1978). There is another dimension or set of behavior patterns 

termed overcontrolled, or internalizing which is evidenced by withdrawal, 

dysphoria, and anxiety (Quay, 1986). However, Achenbach e ta l. (1983), 

& Rose et al. (1989) reported that externalizing and internalizing 

domains are not completely independent. Their data suggests that 

correlations between these two domains are often moderate to high, 

particularly when considerable psychopathology exists and especially in 

young children. Robins (1979) has noted that externalizing problems are 

more stable than internalizing behaviors, and carrying (except in 

instances of severe inhibition or depression) a worse prognosis as well 

as resistance to most forms of intervention.
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Co-existent Disorders

Various studies have focused on the association between major 

depression and conduct disorder. Results have indicated that there is an 

association between m ajor depression and conduct disorder in children 

referred to mental health clinics.

Puig-Antich (1982) reported unexpected clinical observations 

made during the course o f a study of the effectiveness of im iprim ine in 

prepubertal major depressive disorder. They found that the successful 

outcome of the subjects’ mood disorder was followed by abatement of 

conduct disorder in the m ajority of their subjects.

Chiles et al. (1980) interviewed 120 consecutive admissions 

(adolescent boys and g irls ages 13 to 15) to a correctional facility. They 

found that 23 percent met research diagnostic criteria for depression.

In the Puig-Antich study (1982), data revealed that over one-third 

of the prepubertal boys who met criteria fo r a major depressive disorder 

also met criteria fo r a conduct disorder.

Studies of children and adolescents diagnosed w ith conduct 

disorders are in agreement that they are a t high-risk of developing such 

future psychiatric disorders as antisocial personality, alcoholism and 

adult crim inality (Robbins, 1979; Gersten e t al.,1976; Rutter, 1979; and 

Masterson, 1967).

Other problems that commonly occur in conjunction with conduct 

disorders include attention deficit disorder, associated with a prevalence

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



2 7

of 75 percent (Safer and A llen 1976); reading d isabilities, associated 

w ith a prevalence o f 33 percent (Rutter, Tizard e t al. 1976); social skills 

deficits, associated w ith a prevalence of 72 percent (Lorber and 

Patterson, 1981).

Chadwick e t al. (1981) established that head in jury does increase 

the risk of psychopathology, including conduct disorder. Lewis and Balia 

(1976) found that 6.3 percent of court-referred delinquent children met 

the ir criteria for psychom otor epilepsy.

In a paper by Robins (1970) findings indicate that childhood 

conduct disorders constitute a major risk factor fo r a broad range of adult 

psychopathology, not ju s t adult crim inality and alcohol abuse as 

expected. In the ir study they found data which supports a direct 

correlation between childhood conduct disorder and the internalizing 

adult disorders such as panic disorders, obsessive compulsive 

disorders, depression and schizophrenia.

Oppositional Defiant Disorder and Conduct D isorder

A considerable amount of research has been carried out in 

conceptualizing and establishing separate diagnostic criteria for 

oppositional defiant disorder and conduct disorder. There has been 

considerable disagreem ent about the nature and subclassification of 

these disorders since the introduction of separated diagnosis in DSM-III 

(American Psychiatric Association, 1980). Researchers and clinicians 

have debated the usefulness of such a distinction, w ith some favoring a
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single diagnostic entity instead of two (Anderson J. C. e t a l., 1987).

In more recent research in preparation fo r the fourth edition of the 

Diagnostic and Statistical Manual o f Mental Disorders (DSM-IV), studies 

have supported the u tility o f view ing oppositional defiant disorder and 

conduct disorder as different disorders but also as developm entally 

related (Loeber, R. e ta l. 1991).

In Loeber's (1991) review o f literature the follow ing is concluded: 

1. In terms of behavioral covariation, much of the literature suggests that 

most symptoms o f conduct disorder and oppositional defiant disorder are 

d istinct 2. The mean age of onset fo r oppositional defiant disorder 

symptoms is earlier than fo r conduct disorder. 3. Developmentally, 

oppositional defiant disorder symptoms predict conduct disorder 

symptoms. 4. In general, the seriousness of disruptive child behaviors 

tends to increase with age, wherein oppositional defiant symptoms are 

viewed as less serious than conduct disorder symptoms.

Aggressive Conduct Disorder

Hewitt and Jenkins (1966) were the firs t to define aggressive conduct 

disorder in children. They applied correlational techniques to behavior 

problems recorded in the mental health charts of 500 children attending 

a child guidance clinic. Their findings revealed a cluster of symptoms 

which they named “unsocialized aggressive."lt is defined broadly on 

basis of disobedience, starting fights w ith peers, quarrel-someness, 

meanness, and destructiveness.
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Subsequently, Achenbach (1978) and Achenbach and Edelbrock 

(1979) have defined more specific dimensions, one of which consists of 

aggressive and noncom pliant behaviors and is relative ly free of 

antisocial behaviors such as lying and stealing.

W ithin the group of children w ith conduct disorders, two subtypes 

can be discerned: Aggressive-socialized and aggressive-nonsocialized 

(Wells and Forehand, in press). Aggressive-socialized children manifest 

some capacity fo r peer relationships, social attachments, g u ilt shame, 

and remorse, whereas aggressive-nonsocialized children are 

characterized by overt antisocial behavior and an inability to understand 

rules or the feelings of others. According to Kernberg and Chazan et al. 

(1991), although the diagnostic manual of the American Psychiatric 

Association (1987) has deleted th is distinction, the two categories refer to 

different clusters of disorders and require different interventions.

W iilock (1990) points out that as psychoanalysis widened its 

scope to include the treatm ent of children, a number of investigators 

turned their attention to a particularly challenging group o f patients who 

became known by a variety o f term s: predelinquent, unsocialized 

aggressive reaction, antisocial character disorder, hyperaggressive, 

impulse-ridden personality, tension discharge disorder, and so forth.

W iilock (1986,1987) discusses the hyperaggressive child’s 

extremely sensitive core of narcissistic vulnerability. This vulnerability is 

typically masked by aggressive denial, extemalization, projection and
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related prim itive defensive processes. The child 's underlying belief is that 

no one really cares about him, tha t fo r some reason he is unable to  

engage the loving concern o f care givers and sustain a bond of valued 

connectedness with them.The child also believes there is something 

grossly repugnant and unlovable about him that makes others turn away 

in disgust Complex relationships may exist between these different 

aspects o f self-structure. The child may, fo r example, embrace a 

devalued, negative identity (Erikson, 1959) in order to ward off the more 

painful feelings of emptiness associated with his sense of being 

fundam entally unloved.

Aggression, Frustration and Identification in Delinquency

Aggression is a topic tha t is not well understood because of the 

m ultiplicity of factors involved (Feshbach 1970). According to Nielson 

(1983) aggression should be viewed in terms of resolution, stress and 

the history of having frustrations relieved and demands m et The 

Frustration-Aggression Hypothesis (Dollard, et al. 1939) is one of the 

oldest and sim plest explanations o f aggression. This approach has much 

in common w ith the psychoanalytic view, while at the same time being a 

drive-reduction learning theory model. The Frustration-Aggression 

Hypothesis predicts that the natural result of frustration is aggression.

In discussing the psychodynamics of delinquency, Binder (1987) 

points out that delinquency can be viewed in terms of substitute sources 

of gratification fo r needs not satisfied in the fam ily. When an individual is
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frustrated in the fam ily setting, he or she may turn to the delinquent gang 

or to other groups w ith crim inal orientations fo r acceptance and 

recognition. Binder states tha t “The delinquent is an em otionally 

frustrated and perturbed individual who unconsciously seeks in  his 

actions a resolution to his problems in the form  of compensatory 

satisfactions which have been denied him in his fam ilia l relationships.” 

(p.43). The goal is attainm ent o f psychic balance.

There is a group of psychodynamic theorists who contend tha t 

delinquency occurs in social settings where individual social and 

economic success are highly prized but where opportunities are lim ited . 

Feldman (1969) reports tha t the gap between expectation and 

opportunity has the greatest psychological im pact on those individuals 

who are least equipped psychically to undertake the unrewarding pursuit 

of success.

S tott (1980) posits two “psychic needs" o f the growing child. The 

firs t is a need for self-realization, which means being effective in coping 

with rea lity and being valued by other members of one's group. The 

second is a need for care, affection, and devotion from an adult Denial of 

either o f these needs leads to discom fort and frantic efforts to resolve the 

frustration.

According to Kernberg and Chazan (1991) children with conduct 

disorders experience failures in coping with frustration and aggressive 

feelings. They state that an undue sense of frustration and failures of
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attunement, consistency, and empathy have caused their aggression to 

take a deviant path and be counterproductive.

In his study of inner-city children of poverty Solnit (1966) found 

that their average expectable environm ent is characterized by 

aggressive interactions w ith significant others. He speculates that these 

aggressive interchanges contain the necessary and sufficient conditions 

fo r the establishment of a lim ited form of object constancy based upon 

aggression in contrast to lib id inal ties. Solnit states that although this 

does not rule out the presence of libidinal strivings or gratifications, it 

does suggest that repeated and expected discharge of aggressive 

impulses can become a way o f life  that finds confirmation in the child ’s 

environment.

In Solnit’s terms, the repetitious, provocative aggression of the 

child is not only representative of ingrained channels fo r discharging 

tensions but can be seen as a request for a particular type of relationship 

that constitutes a partial repetition of earlier experiences with significant 

adults. Solnit argues that th is relationship is not only reflective of an 

identification with the aggressor in terms of mastery or control, but can be 

viewed as a manifestation of the child’s identification with the parent. The 

raw aggression can also be viewed as an adaptation to the child’s violent 

environment, as well as the precipitant of the lack of soothing libidinal 

experiences which are essential fo r fusing the aggressive drive.
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Several investigators have utilized attachment theory (Ainsworth 

1972 & Bowlby 1969) to inquire about the etiology of conduct disorders, 

and Bowlby (1979) found that the early childhoods of individuals with 

antisocial personality disorder were grossly disturbed by events resulting 

in disruption of attachm ent

Alexander and Healy (1935) stressed the fa ilu re  of the 

delinquent’s fam ily to  provide healthy models fo r identification and 

suggested that these fam ilies often promote pathological identifications 

that encourage, rather than sublim ate, the child’s im pulsivity, 

aggressiveness, and entitlem ent. R insley (1982) too has pointed to the 

delinquent's failure to achieve wholesome identifications. For example, a 

number of studies have found that mothers of clinic-referred children with 

conduct disorders is associated with increased prevalence o f paternal 

antisocial personality disorder, crim inal behavior, and substance abuse 

(Stewart & Leone 1978; Robins 1966).

In the preceding literature review, various aspects o f conduct 

disordered youths were discussed. For many years researchers and 

clinicians have sought to develop theories and clinical approaches which 

can contribute to more effective treatm ent of children with th is disorder. 

D epress ion

An individual who describes his mood as “depressed” may be referring to 

normal sadness. But as Rutter (1972) points out, m isery and 

unhappiness occur in childhood as does depression, but unhappiness
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as a symptom and depressive illness are not synonymous. In more 

pathological depression there appears to  be an intense, exaggerated 

form  of sadness accompanied by anorexia, insomnia, fatigue, and other 

symptoms (Beck 1967). Beck pointed out that the key factor in 

diagnosing depression is change in the psychological system s- changes 

involving emotion, m otivation, cognition, physiology, and behavior.

In Exner’s (1982) review of some concepts about the 

predisposition o f depression he notes that many of the psychoanalytic 

authors, beginning with Freud, have postulated that one component of 

depression is a hostility that is turned inward. However, th is belief has 

been challenged by other authors indicating that depression is relatively 

independent of hostility (Klerman e t al. 1974). Another long standing 

notion about depression is that gu ilt and shame constitute im portant 

precursors. Again, several investigators have found that significant 

proportions of depressed patients do not exhib it these features (Harrow 

and Amdur 1971 & Rosenthal and Gudeman 1967).

Another conceptual model suggests that significant life  events 

such as separation and loss relate to the onset of depression (Paykel 

1970). This view was challenged by Klerman (1974) who used Paykel’s 

data and concluded that loss and /  or separation are not universal in 

depressions and that not a ll people experiencing loss and/or separation 

w ill become depressed. He suggests that these incidents may only serve 

as a precipitant in some cases where there is an already existing
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condition which is more latent.

Seligman and his colleagues (1974) have suggested that 

depression stems from a form of learned helplessness. In th is framework, 

the individual's fa ilure experiences have been generalized into a sense 

of helplessness, hopelessness, and powerlessness.

A number of attempts to understand depression have been based 

on concepts derived from conventional learning theory. The work of 

Lewinsohn e t al. (1974) exem plifies th is approach. The guiding 

assumption underlying the Lewinsohn work is that depression is a 

function of the degree to which an individual’s behavior is maintained by 

positive reinforcements. In this view , depression is seen as a continuous 

variable ranging from profound states to m ild occurrences, depending on 

the dynamic process of response-reinforcement.

In addressing themselves to  the complex interface between social 

environmental factors and clin ica l depression, Brown and Harris (1978) 

have produced a wealth of data which they interpret as supporting an 

etiological role fo r social factors in  the development of depression. Their 

central thesis is that clinical depression is an understandable response 

to adversity. In short, Brown and Harris focus on the etiological role of 

social influences, particularly the low  self-esteem and hopelessness 

commonly associated with vulnerability factors, and the experience of 

actual or threatened loss among the provoking agents (such as losing a 

job, divorce or separation, or events w ithout discrete beginnings such as
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alcoholism ).

Beck (1967) firs t began publishing a systematic theory of the 

origins of depression in the early 1960’s. Beck’s cognitive model draws 

upon three concepts to account fo r the psychological substrate of 

depression: cognitive triad, schemes, and cognitive errors (faulty 

information processing). The cognitive triad consists of three patterns of 

thought that account fo r much of the negativistic ideas and attitudes 

commonly observed in depressives ( negative view of themselves, the 

world and the fu tu re ).

Schemes. Beck’s second major concept is somewhat akin to  personality 

traits. These schemes represent stable, long-standing thought patterns. 

The depressive is viewed as responding to certain situations in fixed, 

negative ways. Cognitive Errors: This involves disordered thinking 

resulting in six basic errors: arbitrary inference, selective abstraction, 

over generalization, magnification and minimization, personalization and 

absolutistic, dichotomous thinking.

Childhood Depression

Depression in  children and adolescents has received a great deal 

of attention over the years (Schulterbrarrt et al., 1977). Kashani et al. 

(1979) provides an overview on current perspectives on childhood 

depression. In the ir review of the literature on depression in children they 

note several competing viewpoints: 1) that depression in childhood is 

sim ilar to depression in adults, 2) depression in childhood is masked and
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is manifested as behavior problem s, such as hyperactivity and acting out 

and 3) depression in children is  rare. In the ir review on depression 

epidemiology, diagnostic criteria , classification, assessment and 

intervention studies they report that current literature suggests that 

depression as a clinical entity is  observable in children.

Sources of depressive symptoms in children have included 

incidence of early separation from  parents and other attachment 

problems (Bowlby, 1969), parental depression (Pozanski, 1983), 

biochemical problems (Cytryn e t a l., 1980; Puig-Antich et al., 1978), 

learned helplessness (Seligman, 1974), Life stress (Holmes and Rahe, 

1967), cognitive distortion (Kovacs and Beck 1977), behavioral 

reinforcem ent (Lewinsohn, 1974), and sociological issues (Klerman, 

1974).

On a study of depressive Comorbidity in children and adolescents 

Angold e t al. (1993) found tha t conduct or oppositional and anxiety 

disorders are more common in depressed than in nondepressed children 

and adolescents. In fact, he found that the presence of depression 

increases the likelihood of another disorder up to 100-fold; in most cases, 

the increase is of the order of 20-fold.

Psychodynamic Perspectives on Depression

Freud’s paper “Mourning and Melancholia" (1917) has been the 

most influential contribution to the classical psychodynamic theory of 

depression. According to Becker (1977) Freud hypothesized that
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depressives are orally fixated characters. Fixations result from extreme 

im pulse gratification, frustration, or inconsistent handling during the early 

developmental process and can stem from interpersonal transaction, 

biological predisposition, o r an interaction between the two.

Klein (1948) focused on the concepts of introjection, projection, and 

aggression. She theorized tha t if mothering is ineffective or the biological 

determ inants of sadistic fantasy are exceptionally powerful, a lasting 

vulnerability to depressive doubts about one’s capacity to love and be 

loved results.

Chodoff (1970) considers gu ilt and anger as secondary symptoms 

of depression, which reflect the disruptive effects of depression and 

reparative attempts to cope w ith such affects. H ostility is viewed as 

secondary to frustrated dependency needs, not as anger displaced 

toward an introject.

In reviewing historical perspectives on depression, Becker (1977) 

states that Jacobson (1971) is probably the most influential contemporary 

ego-analytic contributor to the psychodynamics o f depression. Jacobson 

focuses prim arily on the determ inants of self-esteem  regulation, which is 

increasingly considered as the m ost central psychological phenomenon 

in depression.

In summarizing the main points of the psychoanalytic theory of 

depression Brenner (1989) notes :1) inadequate mothering during the 

oral phase, ie., during the firs t 18 months of life ; 2) depression, like
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mourning, is a consequence of object loss; 3) object loss leads to 

identification w ith the toss object, which is both loved and hated; 4) as a 

result of this identification, hate or aggression becomes self-directed.

Blatt et al. (1990) advocates for the importance of distinguishing 

two subtypes o f depression based on psychoanalytic theory. They note 

that clinical and research literature suggests th a t phenomenologicaily, 

an important distinction can be made between one type of depression 

focused on intense dependency experienced in interpersonal 

relationships (anaclitic), and a second type, involving an excessive 

preoccupation w ith self-criticism  and guilt (introjective) (Blatt, 1974). 

Such concepts as object relatedness, attachment and separation, and 

loss figure prom inently in theorizing about personality development in 

general and depression in  particular (Bowiby, 1969;1973).

Sullivan (1956) and other interpersonalists stress the role of 

environmental factors such as cultural, fam ilial, and peer interactions in 

shaping personality. Observable patterns of interaction are emphasized 

more than intrapsychic dynamics, and the impact o f experience beyond 

infancy and childhood in shaping personality is recognized.

Masked Depression

According to Gabrielle, e t al. (1980), recent attempts to clarify the 

nosology of childhood depression have concentrated appropriately on 

distinguishing depression as a symptom from depression as a syndrome 

to depression as a disorder. These authors also point out that we need to
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know not only what percentage of unhappy children are suffering 

prim arily from an affective disorder but also the converse- what 

percentage of children who deny and have other symptoms are actually 

suffering from depressive disorder.

Kovacs and Beck (1977) noted that there are two basic viewpoints 

on the manifestation of childhood depression. One view holds that except 

fo r some developm ental-specific m odifications, childhood depressions 

resemble adult depressions. The alternative view  essentially states that 

most children do not express depression directly and that it must be 

inferred from behaviors and symptoms “masking" the underlying 

depressive feelings. Many problems have been im plicated as so-called 

depressive equivalents. Conduct disorders (hyperactivity, delinquency, 

aggressiveness, irritab ility), som atic complaints (especially headaches, 

stomach aches, and enuresis), and school problems (school phobia, 

poor school performance) are the most frequently cited. Since these 

problems account for most child psychiatric referrals, it is unlikely hat 

depression is behind a ll o f them.

In this paper G abrielle et al. (1980) examined depressive 

symptoms and conduct problems in 102 system atically interviewed 

children between ages 7 to 17 to elucidate the category of so-called 

masked depression. Test results drew several conclusions: 1. It is 

possible to diagnose children over age 7 as having a major depressive 

disorder using adult research diagnostic criteria. 2. When children are
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interviewed system atically about the ir symptoms, a much higher 

incidence of depressive disorder is found than by the usual evaluation 

procedure. In fact, the more traditional evaluation methods overlooked 

the diagnosis of depression in 60% of the cases. 3. Some children who 

meet criteria for depression also meet criteria fo r other disorders- most 

often attention deficit disorders (hyperactivity), conduct disorders, and 

anorexia nervosa. These are the problems that most often bring them to 

psychiatric attention and thus may divert attention away from the 

concom itant depression. The fact that the m ajority of missed depressions 

fe ll into the category of unsocialized aggressive reactions or adjustment 

reactions suggests that this is precisely what happened.They 

hypothesize that these children have what has been called “masked 

depression." Kovacs and Beck (1977), made sim ilar observations after 

reviewing the literature. They noted that “masking behaviors" are often 

nothing more than presenting complaints. Not a ll children with behavior 

disorders or anorexia nervosa are depressed. There are two differences 

between the behavior problem s of children who are sim ply depressed 

and those who have diagnoses of both depressive and behavior 

disorders. In children w ith depression, behavior problems were seen as 

less severe and postdated on the onset o f depressive symptoms. In 

children with both diagnoses and in children with behavior disorders 

alone, the behavior problem s were chronic and of greater magnitude.
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Several conceptual models of depression were presented 

including psychoanalytic, cognitive and behavioral approaches. From 

reviewing this literature, it is clear that assessing, diagnosing and 

effectively treating depressed children continues to represent a m ajor 

challenge to a ll those who work w ith this population.

In addition, the theoretical underpinnings of our understanding of 

three defense mechanisms, denial, projection and identification, 

including acting out and the role of aggression were reviewed. W hile it is 

clear that a great deal o f theoretical work has been dedicated to the 

understanding and treatm ent of conduct disorders and depression in 

children and adolescents, there has been relatively little  em pirical 

testing of these concepts in their relation to the use of defense 

mechanisms. This study seeks to translate some of the theoretical 

constructs pertaining to these clinical populations into empirical data by 

examining the use of defense mechanisms among boys diagnosed as 

Conduct Disordered, Depressed and “Normal."

Hypotheses

Given the findings and issues raised in the literature, the follow ing 

hypotheses w ill be tested:

1. Boys diagnosed as Conduct Disordered w ill rely prim arily on 

the defense mechanism of denial as compared to those 

diagnosed as Depressed or “Normal."
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2. Boys diagnosed as Depressed w ill depend prim arily on the 

defense mechanism of projection as compared to those 

diagnosed as Conduct Disordered or “Normal.”

3. Normal boys w ill depend prim arily on the defense o f 

identification as compared to boys diagnosed as Conduct 

Disordered or Depressed.

Definitions

1. Acting Out: Direct expression of an unconscious wish or 

impulse in order to avoid being conscious o f the affect that 

accompanies it. It includes the use of motor behavior, delinquent 

or impulsive acts, and “tempers" to avoid being aware of one’s 

feelings. (Vaillant 1977).

2. Conduct Disorder: Involves persistent patterns of rule breaking 

and violent behaviors. Is estimated to have a prevalence of 9% for 

boys and 2% fo r girls.

3. Denial: Ego-defense mechanism by means of which the 

individual protects himself or herself from unpleasant aspects of 

reality by refusing to acknowledge them ..

4. Depression and Depressive Disorder: Presence of both 

dysphoric mood and self-deprecatory ideation.

5. Ego Defense Mechanism: Type of reaction designed to 

maintain the individual’s feelings of adequacy and worth rather 

than to cope directly with the stress situation usually unconscious
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and reality distorting. (Coleman e t al. 1980).

6. Externalizing Behavior Problems: Childhood behaviors 

marked by defiance, im pulsivity, disruptiveness, aggression, 

antisocial features, and overactivity. (Achenbach & Edelbrock, 

1978).

7. Identification: Ego defense mechanism in which the individual 

identifies him self or herself w ith some person or institution.

8. Masked Depression: When pervasive overt sadness or 

depression does not m anifest itse lf in a clearly recognizable form 

but instead in a variety of emotional disorders, among them 

hyperactivity, aggressive behavior, psychosomatic illness, 

hypochondriasis, and delinquency. (Cytryn et al., 1980).

9. Projection: Ego-defense mechanism in which an individual 

attributes unacceptable desires and impulses to others.
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CHAPTER III 

METHODOLOGY  

Subjects

Clinical subjects were boys who have been referred by their 

parents, schools or other local agencies to an out- patient m ental health 

clinic. There were a total o f 36 H ispanic and African-American boys who 

ranged from 12 to16 years of age. A ll were of normal intelligence as 

indicated by their placement in  regular grades, although some were 

referred for special education class placement because of em otional and 

conduct problems. They were given psychological exam inations upon 

referral. The protocols of these exam inations were used fo r th is study.

These boy’s were divided into two groups, 19 who have 

received a DSM lll-R  diagnosis o f conduct disorder and 17 who have 

received a DSM lll-R  diagnosis o f depressive disorder. The files of the 

subjects consisted of a psychological evaluation, protocols and relevant 

background information.The diagnosis for depression and conduct 

disorder for each subject was based on the diagnosis reported by the 

psychologist who in itia lly  evaluated the sub ject. An advanced doctoral 

psychology student appointed as sta ff psychologist scored the defenses 

of denial, projection and identification on selected Thematic 

Apperception Test (TAT) stories supplied by the clinical and control 

group subjects.
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The control group consisted of a total o f 18 African-American and 

Hispanic boys matched in age and ethnic backgrounds w ith the clinical 

group. They were drawn from boys who attended a  church-based after 

school program in the same urban inner-city community. See table 1. 

Measures

The control group was given selected cards from the Thematic 

Apperception Test (TAT) and the ir parents asked to  complete the Child 

Behavior Checklist (CBCL).

A. Thematic Apperception Test

The Thematic Apperception Test (TAT) was developed by H.A. 

Murray (Morgan & Murray, 1935) as a projective test employed to 

investigate information concerning specific thoughts, attitudes and 

imaginative productions of subjects which are projected within the 

fantasies stimulated by ambiguous situations pictured.on 20 cards 

containing black and white pictures of people in vague situations. The 

respondent is asked to make up a story to fit each picture, telling what led 

up to the event shown in the picture, describing what is happening at the 

moment, what the characters are feeling and thinking, and what the 

outcome w ill be.

In interpreting the TAT stories, the examiner firs t determines who is 

the “hero,” the character of either sex with whom the  respondent has 

presumably identified herself or himself. The content o f the stories is then 

analyzed principally in reference to Murray’s lis t o f “needs" and “press."
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TABLE 1

Dem ographic and Social C haracteristics

E thn ic ity

co n d u ct
D isorder

(n=19)
Depressed

(n=17)
Norm als
(n=18)

H ispanic 73.70% 76.50% 55.60%

A frican Am erican 26.30% 23.50% 44.40%

Average Age 13.4 13.8 13.8
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Examples of needs include achievement, a ffilia tion, and aggression. 

Press refers to environmental forces that may facilita te  or interfere w ith 

the satisfaction of the needs. Being attacked or criticized by another 

person, receiving affection, and being comforted are illustrations of press.

The TAT has been used extensively in  personality research. A fa ir 

amount of normative inform ation has been published regarding the most 

frequent response characteristics fo r each card, including the way each 

card is perceived, the them es developed, the roles ascribed to the 

characters, emotional tones expressed, speed o f responses and length 

of stories ( Atkinson, 1958; Henry, 1956; Murstein, 1972). Although these 

normative data provide a general fram ework fo r interpreting individual 

responses, most clinicians rely heavily on “subjective norms” bu ilt up 

through their own experience with the test

B. C h ild  B ehavio r C h e c k lis t /  4-18 (C B C L) (A p p e n d ix  C)

The Child Behavior Checklist (CBCL) (Achenbach & Edelbrock, 

1991) for ages 4-18 was completed by the parents fo r a ll the boy’s in the 

control group. The CBCL assesses children’s internalizing and 

externalizing problems a t home, as well as the child ’s overall social 

competence, as assessed by the mother. Achenbach and Edelbrock 

(1991) have analyzed CBCL data from many samples and have 

em pirically derived several narrow-band factors as well as the two broad­

band factors of internalizing and externalizing separately for boys and 

girls at three different age groups (4-5, 6-11, and 12-16 years of age).
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The social competence measure is a composite score based on parental 

report about the child ’s recreational activities, social relationships, and 

school performance and functioning.

Norms have been established fo r a ll scales of this widely used 

and highly valid and reliable measure from dem ographically matched 

clinical and non-referred samples. Subjects were precisely matched fo r 

ethnicity, SES, sex o f the child, and age of the child. The CBCL was 

shown to not d iffe r significantly in matched samples in ethnicity, age, 

SES, and sex.The significant effects of SES reflected higher competence 

scores and lower problem scores for higher SES children. That is, the 

higher SES parents described fewer problem s presented by the ir 

children than did the lower SES parents The inverse reporting of more 

problems and lower competence is one reason that Achenbach and 

Edelbroch (1991) recommended that SES be controlled in regression 

equations where the CBCL is the dependent variable.

Spanish speaking control group parents were provided a Spanish 

version of the CBCL This Spanish version was provided by Achenbach 

& Edelbrock (1991) (Appendix D).

C. The D efense M echan ism  M anual (DM M )

The Defense Mechanism Manual (DMM) by Cramer (1987) uses 

stories told about Thematic Apperception Test pictures to assess the 

presence of the defenses of denial, projection, and identification.
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In developing the DMM, Cram er (1987) completed various 

empirical studies using the DMM to  study the functioning o f defense 

mechanisms in children, adolescents, college students, and in 

psychiatric patients. These included fo u r studies that have investigated 

defenses in children. A fifth  study com pared adolescents’ defenses with 

those of their parents. Two more studies looked at defenses in college 

students, and two other investigations were concerned w ith the defense 

mechanisms of psychiatric patients. Taken together, the various statistical 

studies provided strong support fo r the reliability and va lid ity of the 

defense measures.

Among the studies noted (Avery, 1985) one provided inform ation 

from 94 fourth-, fifth -, and sixth-graders o f diverse SES backgrounds, on 

the relationship between DMM scores and several other personality 

measures. S ixty percent of the children in the study were from  m inority 

backgrounds (m ostly African-Am erican); there was an equal number of 

boys and girls a t each grade level.

The results of th is study supported the notion of a developmental 

hierarchy of defenses, even w ithin the restricted age range studied. For 

example, According to Cramer (1991) when defense scores were 

correlated w ith Loevinger’s (1966) ego development measure in this 

study, the results indicated that the use of the lower level defenses of 

denial and projection were unrelated to level o f ego development (r= -.14 

and .07, respectively), while use o f the higher level defense of
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identification was positively and significantly related to  level o f ego 

development (r= .24; p< .02).

Scoring Defenses (A ppendix E)

For each defense, the components have been arranged by 

Cramer into seven scoring categories. In the Defense Mechanism 

Manual, numerous examples from  various TAT cards are given. Also, 

specific rules fo r scoring or not scoring a category, and fo r differentiating 

between sim ilar categories are provided. The DMM can also be used for 

scoring these specific defenses on the Children’s Apperception Test 

(CAT). The DMM was devised to assess the use of denial, projection and 

identification in children, adolescents and adults.

The following are the seven scoring categories for denial, 

projection and identification:

Scoring Categories for Denial

1. Omission of major characters of objects

2. Misperception

3. Reversal

4. Negation

5. Denial of reality

6. Overly maximizing the positive or m inim izing the negative

7. Unexpected goodness, optim ism , positiveness, gentleness

Scoring Categories for Projection
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1. Attribution of aggressive or hostile feelings, emotions, or 

intentions to a character o r other feelings, emotions or intentions 

that are normatively unusual

2. Additional or ominous people, ghosts, anim als, objects, or 

qualities

3. Magical or circum stantial thinking

4. Concern for protection from  external threat

5. Apprehensiveness of death, injury, or assault

6. Themes of pursuit, entrapment, and escape

7. Bizarre or very unusual story or theme 

S co rin g  C a te g o rie s  fo r Id e n tific a tio n

1. Emulation of skills

2. Emulation of characteristics

3. Regulation of motives or behavior

4. Self-esteem through affilia tion

5. Work; delay of gratification

6. Role differentiation

7. Moralism

The TAT’s of children were scored according to these categories as 

defined by Cramer (1991).

P roce du res
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The initial psychological tests given to boys, ages 12 to 16, 

who were referred to the mental health clin ic were used as the basis of 

th is study. Records were chosen based on appropriate ages and 

diagnoses from  charts collected during the preceding eight years. Only 

those who received a diagnosis o f Conduct Disorder and Depressive 

disorder were included. Those who received other diagnoses, including 

the combination of conduct disorder and depressive disorder were 

excluded. The responses to seven TAT stories were used. These 

included responses to cards 1, 2, 3BM, 4, 5, 13B and 8BM. An advanced 

doctoral clinical psychology student appointed as staff psychologist 

scored the defenses of denial, projection and identification on TAT 

stories using the Defense Mechanism Manual (Cramer 1991). This rater 

was not fam iliar with the hypotheses and purpose of this study and was 

blind to the name, age and diagnosis o f each subject

Rater reliability fo r scoring the defenses fo r all subjects was 

established as follows: the author o f th is  study supplied the rater with a 

copy of the DMM and several practice TAT stories unrelated to this study. 

Once the rater became fam iliarized w ith the DMM and gained experience 

in using the DMM for scoring the defenses of denial, projection and 

identification, th is researcher and the scorer did several stories 

concomitantly. Inter rater reliability ranged from.80 to .90. Following this, 

the scorer scored all the TAT protocols.

The control group was 18 boys drawn from an after school
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program located in the same neighborhood and w ith the same 

socioeconomics! status o f those referred to the mental health clinic. This 

a fter school group was a program in the local Catholic church, but 

included noncatholic children. The parents of th is  control group received 

parent consent forms in English (Appendix A) o r Spanish (Appendix B), 

and Child Behavior C hecklist (CBCL-Achenbach and Edelbrock, 1981) 

to be completed by them. The consent forms indicated the purpose of the 

study and that their son’s participation in this study would be completely 

confidential. The boys selected fo r the control group were those who 

scored within the “Normal” range on the CBCL On the CBCL “Normal” 

range scores are T scores below 67 on competence, internalizing and 

externalizing problem scales. Boys who obtained T scores of 67 and 

above (“Borderline C linical” and “C linical” ranges) were not used fo r this 

study.

Once consent was obtained, th is researcher met each 

participant at the after school program and adm inistered the seven TAT 

cards. The subjects were asked to te ll a story, including what was 

happening in the picture, w hat led up to it, the outcome, and what the 

character(s) were thinking and feeling. These stories were transcribed 

verbatim .

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



55

CHAPTER IV  

R ESU LTS

As described in chapter 3, th is study set out to clin ica lly assess 

whether there were significant differences in the use of denial, projection 

and identification in adolescent boys diagnosed as Depressed, Conduct 

Disordered or Normal.

The follow ing three hypotheses guided this study: 1. Boys 

diagnosed as Conduct D isordered w ill re ly prim arily on the defense 

mechanism of denial as compared to those diagnosed as Depressed or 

“Normal." 2. Boys diagnosed as Depressed w ill depend prim arily on the 

defense mechanism of projection as compared to those diagnosed as 

Conduct Disordered or “Norm al." 3. “Normal” boys w ill depend prim arily 

on the defense of identification as compared to boys diagnosed as 

Conduct Disordered or Depressed.

The results presented in th is section are based on analysis of the 

three defenses and their components. The findings fo r the overall 

defenses are the main emphasis. Due-to the small sample size making 

definitive statements about the defense components is lim ited. 

Nevertheless, this study attem pted to maximize the available data to 

understand the defensive behaviors of the subjects under study. For this 

reason the components and the ir respective elements are evaluated and 

presented.

Table 1 describes the demographic and social characteristics of
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the sample. Table 2, 3, and 4 present the means standard deviations 

and P-values fo r the components o f denial, projection and identification 

in accordance to Cramer’s Defense Mechanism Manual (1991). Table 5 

presents the total responses according to the diagnostic category of the 

boys on each of the overall scales o f denial, projection and identification. 

Table 6 presents the bivariate correlation between a ll the components. 

Table 7 presents data on the correlation among the three defenses and 

age.

Means for demographic variables and defense mechanisms 

according to  group membership (Conduct Disordered, Depressed and 

Normal subjects) are presented in table 1. A total of 54 ,12  to 16 year old 

Hispanic and African American males were grouped according to 

psychological evaluations as Conduct Disordered, Depressed or Normal, 

with the three groups consisting o f 19, 17 and 18 subjects, respectively. 

With respect to age, the three groups exhibited very sim ilar mean ages: 

Conduct Disordered (mean age =13.4), Depressed (mean age =13.8) 

and the Normal group (mean age =13.8). There was 69% majority of 

Hispanic males (n=37) while African Americans represented 31% (n= 

17). Hispanic subjects made-up approximately three quarters of the 

depressed (76.5%) (n=13), and Conduct Disordered (73.7%) (n=14), 

and more than half o f the Normal group (55.6%) (n=10). African 

American subjects represented approxim ately one quarter of the subjects 

for the Conduct Disordered (n=5) and Depressed groups (n=4) and more
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than two-fifths of the Normal group (n=8). The variation across the three 

groups was not statistically significantly different.

In evaluating the mean differences fo r the use of denial, an 

analysis of variance was conducted and presented in tab le  2. Because 

of a significant difference in the use o f Misperception (D2) among the 

three groups, M ultiple Comparisons were conducted to  evaluate the 

three means. It was found that Conduct Disordered subjects used 

Misperception (D2) significantly more than the Normal subjects (mean 

difference .3560, p< .05). While the ANOVA for Statements of Negation 

(D4) only approached significance, in evaluating the difference between 

the three groups conducting M ultiple Comparisons, the Conduct 

Disordered subjects were statistically different from the Norm als ( mean 

difference - 6696, p<.05).

Omission (D1) was used more on average, but not statistically 

significantly more by Normals (means .94 vs .63 and .53) when the three 

groups were compared to each other. However, when grouping Conduct 

Disordered subjects with the Depressed and comparing them to the 

Normals there was a statistically significant difference (.58 vs .94, p<.05) 

in the use of Omission.

Conduct Disordered subjects tended to use M isrepresentation 

(D2) (means .47, vs .12 and .11), Denial of Reality (D5) (means .58, vs 

.29 and .28) and Overly Maxim izing the Positive or M inim izing the 

Negative (D6) ( means .16, vs .00 and .06) more on average than the
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TABLE 2

Denial
Means, Standard Deviations and F-values fo r Denial Among all Subjects

Category o f Denial
Conduct Disorder 

(n=19)
Depressed

(n=17)
Normals
(n=18) P

Mean 0.63 0.53 0.94
D1 Omission SD 0.60 0.62 0.42 .076 NS

Mean 0.47 0.12 0.11
D2 Mispreception SD 0.61 0.33 0.32 .052 *

Mean 0.11 0.18 0.06
D3 Reversal SD 0.32 0.39 0.24 .536 NS

Mean 0.95 0.94 0.28
D4 Statement of negation SD 1.03 1.14 0.46 .025 NS

Mean 0.58 0.29 0.28
D5 Denial of Reality SD 0.90 0.60 0.57 .357 NS

Overly maximizing positive, Mean 0.16 0.00 0.06
D6 minimizing negative SD 0.37 0.00 0.24 .191 NS

Unexpected goodness, Mean 0.32 0.53 0.33
D7 optimism, positiveness SD 1.16 0.87 0.69 .754 NS

“• =<.005 
”  = <  .01 
• =< .05 

NS = Not Significant
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other two groups. On the other hand, depressed subjects tended to  use 

Reversal (D3) (means .18, vs .11 and .06) and Unexpected Goodness 

and Optimism (07) (means .53, vs .32 and .33) more often than the other 

two groups. As fa r as of Negation (D4) , both Conduct Disordered and 

Depressed boys tended to use this defense equally 

( means .95 and .94 vs .27).

Overall, as a group Conduct Disordered boys used various 

components of denial more often than the other two groups, either at 

statistically significant levels or on average. However, Normal and 

Depressed boys also used several of the components at various levels. 

As a result, it’s predictive value is lim ited. That is, while it appears that 

Conduct Disordered boys do utilize this defense more often than the 

other two groups, from a statistical viewpoint, it does not confirm the 

hypothesis that denial w ill be utilized prim arily by the Conduct 

Disordered boys.

Table 3 represents mean differences for Conduct Disorder, 

Depressed and Normal subjects in the ir use of projection. A significant 

difference was indicated between Normal and Depressed subjects in the 

use of Attribution of Aggressive or Hostile Feelings, Emotions, or 

Intentions (P1). In this case, Normals relied on P1 more often than 

Depressed and Conduct Disordered ( means 4.8, vs 3.0 and 4.0) 

subjects.
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TABLE 3

Projection
Means, Standard Deviations and F-values fo r Projection Among all Subjects

Category o f Projection
Conduct Disorder 

(n-19)
Depressed

(n=17)
Normals
(n=18) P

Attribution of agression or Mean 4.05 3.00 4.78
P1 hostile feelings SD 1.87 1.97 1.93 .029 *

Addition of ominous Mean 1.21 1.41 0.67
P2 people.ghosts.animals SD 1.18 1.58 1.19 .232 NS

Magical or circumstantial Mean 0.00 0.00 0.00
P3 thinking SD 0.00 0.00 ' 0.00 —

Concern for protection for Mean 3.05 2.24 1.67
P4 external threat SD 1.65 1.92 1.94 .079 NS

Apprehensiveness of death, Mean 2.63 2.29 1.72
P5 injury or assault SD 1.86 2.05 1.27 .293 NS

Themes of pursuit, Mean 0.16 0.18 0.17
P6 entrapment and escape SD 0.50 0.39 0.71 .995 NS

Bizarre or very unusual Mean 0.00 0.06 0.06
P7 story or theme SD 0.00 0.24 0.24 .583 NS

*•* « < .005 
* *  ■  <  .01 
* «< .05 

NS » Not Significant

0 >
o



61

Although not s ta tis tica lly  significant, Conduct Disordered subjects 

tended to use Concern fo r Protection from External Threat (P4) (means 

3.0, vs 2.2 and 1.7) and Apprehensiveness o f Death, Injury, or Assault 

(P5) ( means 2.7, vs 2.2 and 1.8) more than the other two groups. 

Depressed subjects tended to  use Addition o f Ominous People, Ghosts, 

Animals, Objects or Q ualities (P2) ( means 1.4, vs 1.2 and .67) and 

Themes of Pursuit, Entrapm ent and Escape (P6) ( means .18, vs .16 and 

.17 ) more than the other other two groups. As fa r as Bizarre o r Very 

Unusual Story or Theme (P7), both Depressed and Normals tended to 

use this defense equally (means .06 and .06 vs .00).

These results indicate that projection is not a good predictor of 

group membership. It was expected that Depressed boys would utilize 

this defense more often than the others. Instead, it was used at a 

significantly statistical level only once by Normals who relied prim arily on 

the components P1, the Attribution of Aggressive or Hostile Feelings, 

Emotions, or Intentions.

Table 4 represents the mean differences fo r Conduct Disorder, 

Depressed and Normal subjects in their use o f identification. S ignificant 

differences were indicated in the use of Regulation of Motives or 

Behavior (Id 3 ), Self-Esteem  Through A ffilia tion (Id 4 ), and Work; Delay 

of Gratification (Id5) among the three groups. In all of these three cases, 

the Normals had sign ificantly higher means than the other two groups in 

the use of these components. In addition, when grouping the Conduct

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



TABLE 4

Identification
Means, Standard Deviations and F-values fo r Identification Among a ll Subjects

Category o f Identification
Conduct Disorder 

(n=19)
Depressed

(n=17)
Normals
(n=18) P

Mean 0.05 0.12 0.33
11 Emulation of skills SD 0.22 0.33 0.69 .164 NS

Mean 0.00 0.06 0.06
12 Emulation of characteristics SD 0.00 0.24 0.24 .583 NS

Regulation of motives or Mean 0.53 1.18 1.89
13 behavior SD 0.77 1.13 1.94 .014 *

Self-esteem through Mean 0.05 0.06 0.56
14 Affiliation SD 0.23 0.24 0.78 .004 ***

Mean 0.16 0.47 1.67
15 Work; Delay of gradification SD 0.37 0.80 1.41 ooo ****

Mean 0.00 0.12 0.39
16 Role differentiation SD 0.00 0.49 0.85 .109 NS

Mean 0.79 0.47 0.22
17 Moralism SD 0.92 0.80 0.55 .092 NS

» <,005 
• •  =  <  .01 
• o< ,05 

NS a Not Significant
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Disorder with Depressed subjects and comparing them to the Normals 

on Role Differentiation (Id6) there was a statistically significant difference 

( means .39, vs .00 and .12).

Although not sta tistica lly significant Normal subjects tended to 

use Emulation of Skills (Id1) (means= .33, vs .05 and .12 ) more on 

average than the other two groups. As far as Emulation o f Characteristics 

(Id2), both Depressed and Normals tended to use this defense equally 

(means .06 and .06 vs .00 ). Conduct Disordered subjects tended to use 

Moralism (Id7) ( means= .79, vs .47 and .22) more on average than 

Depressed and Normal subjects.

These results indicate that identification is a good predictor of 

group membership. Normals used four out of the seven components of 

identification significantly higher than did both the Depressed and 

Conduct disordered boys, except fo r Moralism. The Moralism component 

of identification was the on ly one used by the Conduct Disordered boys, 

and they did so to a significantly greater extent than the other two groups. 

The Depressed boys used one identification component, Emulation of 

Characteristics, but at the same rate as did the Normals.

In table 5, three scales are presented. These scales are made up 

of the individual components (ie: D1 through D7; P1 through P7 and Id1 

through Id7) for each of the three types of defense mechanisms under 

evaluation. The only scale that demonstrated statistica lly significant 

differences was the identification scale (F=12.154, p<.000). When
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TABLE 5

Comparison o f Defense Mechanisms by Category and Diagnosis

Conduct Disorder 
(n=19)

Depressed
(n=17)

Normal
(n«18) P

Mean 3.21 2.59 2.06
Denial SD . 1.51 1.84 0.87' .063 NS

Mean 11.11 9.18 9.06
Projection SD 3.81 2.74 4.47 .187 NS

Mean 1.58 2.47 5.11
Identification SD 1.54 1.23 3.36 .000 ***

« «.005 
• •  »  < .01 

* =< .05 
NS ■ Not Significant
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looking at these differences using Multiple Comparisons it was 

established that the Normals were significantly different from  the 

Depressed (mean difference 2.64, p<.005) and the Conduct Disordered 

(mean difference 3.53, p<001).

Although not presented on the table, the frequency distributions fo r 

the three scales demonstrate the following: 1. that two Depressed 

subjects did not use any of the denial components; 2. Conduct 

Disordered subjects had a higher range than the other two groups with 

respect to denial; 3. Normals had a higher range in terms of projection 

and identification components than the other two groups.

The Alpha score fo r the three scales demonstrated low reliabilities. 

Reliability scores were: denial (-.37), projection (.13) and identification 

(.37).

Pearson correlations between all the components o f denial, 

identification, and projection are presented in Table 6. There were 

sixteen significant moderate correlations, meaning that the ir absolute 

values ranged between .27 to .46; While the lowest correlations 

observed were between Omission of Major Characters of Objects (D1) 

and Regulation o f Motives or Behavior (13) and O verly Maximizing the 

Positive or M inimizing the negative (D6) and Moralism (17). The highest 

correlation observed was between Emulation o f Skills (Id1) and 

Regulation of Motives or Behavior (Id3). Overall, the highest correlations 

were between the Identification components ( eg: Em ulation of Skills

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



R
eproduced 

with 
perm

ission 
of the 

copyright 
ow

ner. 
Further 

reproduction 
prohibited 

w
ithout 

perm
ission.

isQ

Zo

S
3a
a.

z0
1
£

TABLES 
PEARSON CORRELATION MATRIX

DENIAL
1 Z 3  

1 0 0  

•0 .1 6  1 .0 0  

0 1 8  0 2 0  1 0 0  

• 0  2 0  -O N 0  0 4 1 .0 0  

• 0 0 0  -0 .2 3  Oil - 0 0 9  1 .0 0  
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(Id1) and Regulation of Motives or Behavior (Id3); Emulation of 

Characteristics (Id2) and Regulation o f Motives or Behavior (13); and Self­

esteem through Affiliation (14) and W ork; Delay of G ratification (Id 5 )). In 

addition, there were three negative correlations among the components. 

The negative correlations were: M isperception (D2) w ith Regulation of 

Motives or Behavior (Id3j, Denial o f Reality (D5) with Apprehensiveness 

of Death, Injury, or Assault (P5) and Apprehensiveness o f Death, Injury or 

Assault (P5) w ith Role Differentiation (Id6). More than half of the 

significant correlations were between denial and the other item s of the 

other two components, primarily identification ones. For example, the 

first significant correlation observed was between Denial o f R eality (D5) 

and Addition of Ominous People, Ghosts, Animals, Objects, o r Qualities 

(P2) which had a Pearson correlation of .32 and was statistica lly 

significant a t the .05 level.

Overall, the correlations between the components o f denial, 

projection and identification were very small. Some identification 

measures correlated strongly with each other. Otherwise, the correlations 

had weak values and their associations may have been randomly 

associated.

In table 7, correlations between the defense categories o f denial, 

projection and identification and the demographic variable age are 

presented. Although age was not correlated w ith any of the three defense 

mechanisms, the correlation between identification and age approached
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TABLE7

Correlation Coefficients between Defense Categories 
and the Demographic Variable Age

Denial Projection Identification Age (Years)

Denial 1.00

Projection -0.13 1.00

Identification -0.29* -0.16 1.00

Age (Years) -0.03 0.03 0.27 1.00

"* -  < .005 
* *  = <  .01 
* = < .05 

NS s Not Significant
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significance (.27, p=.051). In terms of correlations between defense 

mechanisms, denial and identification were significantly inversely 

correlated (-.29, p<.05). This indicated tha t as subjects tended to 

emphasize the use of Denial they deemphasized the use o f Identification, 

and vice-versa. The denial-projection and projection-identification 

associations were not significantly associated.

Hypotheses

Table 5 summarized the findings concerning the hypotheses. 

Hypothesis 1 stated that boys diagnosed as Conduct Disordered w ill rely 

prim arily on the defense mechanism of denial as compared to those 

diagnosed as Depressed or Normal. This hypothesis was not sustained. 

Hypothesis 2 stated that boys diagnosed as Depressed w ill depend 

prim arily on the defense mechanism of projection as compared to those 

diagnosed as Conduct Disordered or Normal. This hypothesis was not 

sustained.

Hypothesis 3 stated that Normal boys w ill depend prim arily on the 

defense mechanism of identification as compared to boys diagnosed as 

Conduct Disordered and Depressed. This hypothesis was sustained.
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CHAPTER V 

D ISC U SSIO N  OF RESULTS

This study sought to examine how often boys diagnosed as 

Conduct Disordered and Depressed used various defense mechanisms. 

Questions about the relation between the use of defense mechanisms 

and the manner in which children with disruptive and affective disorders 

coped with stress and anxiety was the impetus fo r conducting this study. 

One basic question was: would there be a specific configuration or 

pattern of defense which characterized youths clin ica lly diagnosed as 

Conduct Disordered versus those diagnosed as Depressed? In working 

with these clinical populations it seemed clin ica lly apparent that both 

relied heavily on the use o f denial and projection. However, it was not 

clear that empirically in a controlled situation whether th is “choice" of 

defense could be demonstrated. In addition to examining how these two 

clinical groups related to each other on the use of these “prim itive” or less 

mature defenses, a “Normal” group was included to assess if boys who 

live in sim ilar environments, but who are not considered “troubled”, 

utilized developm ental̂  higher order defenses, such as identification. 

According to the literature, the defense of identification is thought to 

contribute to their greater adaptability.

The defenses of denial, projection and identification were scored 

using Cramer's Defense Mechanism Manual (1991) on selected TAT 

stories of normal boys and those diagnosed as Conduct Disordered and
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Depressed. Cramer’s Defense Mechanism Manual provided a tool for 

scoring the three defenses and the ir seven components or sub­

categories.

Overall, the results of this study supported the hypothesis that 

identification is used more often by Normal boys. Conduct Disordered 

boys tended to use denial more on average than Normal and Depressed 

boys. Those diagnosed as Depressed fe ll somewhere in the m iddle. That 

is, Depressed boys did not rely prim arily on projection as was 

hypothesized. Instead, they used various components o f the three 

defenses and in doing so, they could not be described as using any one 

particular defense system.

These results are consistent w ith the findings of several 

investigators such as Noam et al. (1994), Lemer and Lemer, (1980), 

Loevinger, (1976) and Vailliant (1971, 1977, 1994) who found that the 

use of different levels of defense relate to different levels of 

psychopathology or adjustment. In th is study, normal boys who were 

considered the “best” adjusted, used the defense mechanism 

identification which is considered a mature defense compared to denial 

and projection. On the other hand, the conduct disordered boys whose 

externalizing behavior problems are associated w ith delays in ego 

development, used denial more often than the normal and depressed, 

albeit not at a statistically significant level (P-value .063).
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W hile studies have reported that affective disorders such as 

depression are associated w ith the developm ental̂  more mature, 

“internalizing” states of ego development (Noam e t al. (1994) , the 

depressed boys in this study did not utilize projection or identification 

more than denial. This may have distinguished them from  the conduct 

disordered and normal subjects from  a developmental view point 

Nonetheless, regardless of the diagnostic type, correlations between 

denial and identification indicated tha t as subjects tended to emphasize 

the use of denial they deemphasized the use of identification.

In addition to comparing the overall defense mechanism 

categories, the seven components of denial, projection and identification 

were evaluated. This was useful because it provided a closer inspection 

of the three defenses and their association to group membership. The 

follow ing is a discussion of the significant findings among the 

components of denial, projection and identification.

Denial

One finding was that Conduct Disordered boys used 

Misperception significantly more often than Normal boys. According to 

Cramer (1991), Misperception is a means for dealing with upsetting 

perceptions of reality by changing the percept into something it is not, 

something that is less threatening. This result is not surprising given that 

Conduct Disordered children and adolescents typ ica lly m isinterpret 

things, make mistakes in reality testing and often react to problem
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situations, claim ing that they were unaware or “not knowing.”

Results also indicated that Statements of Negation were used 

more often by Conduct Disordered boys than by Normal boys. Sim ilar to 

Misperception, this component of denial is considered "prim itive” in so far 

that an event may be perceived but accepted in a negated form , as in "It 

didn’t happen that way.” It is rather common for Conduct Disordered 

youths to change things around, to  turn the truth to the untruth when they 

are caught doing something wrong or blamed for something.

An interesting and unexpected finding revealed that Om ission was 

used significantly more by Normal boys when Conduct Disordered and 

Depressed boys were grouped together. Omission represents a failure to 

see what exists in reality. Cramer (1991) states that this “not seeing” can 

occur through a total withdrawal of attention from the event, o r through a 

“negative hallucination.” In attem pting to understand why Normal boys 

scored higher on this defense compared to the clinical group one may 

speculate tha t selective attention and blocking-out may w ell be one 

protective way of surviving in hostile and threatening environments like 

that of this sample. With this sample, Omission seems to be functional for 

maintaining “normal” functioning. On the other hand, boys in the clinical 

groups who may have already been subjected to threatening influences 

and are more vulnerable to future in jury have learned to be more vigilant 

and cannot use Omission or “not seeing” to survive.
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Projection

Attribution of Aggression or Hostile Feelings, Emotions, or 

Intentions to a Character, or O ther Feelings, Emotions, or Intentions that 

are Norm atively Unusual was used sign ificantly more often by the 

Normal boys than by Conduct Disordered and Depressed boys. This is 

an unexpected finding given tha t projection o f aggressive and hostile 

feelings is usually associated w ith troubled youths who get involved in 

fights and other forms of aggressive confrontations w ith others. One way 

of explaining this result is tha t projections o f aggression and hostility do 

not necessarily lead to physical aggression and violence. For the 

“normal” boys in this sample, the propensity to act out may be quelled or 

balanced-out by the ava ilab ility of higher order defenses such as 

identification and other ego mechanisms, 

identification

Identification had the best variability across components and was 

most predictive of membership in the Normal group. In all, four 

components were statistica lly sign ifican t These represent identifications, 

ideals and values which Normal boys have internalized. These include 

the internalization of rules, codes or mores which were originally derived 

from parents or other authority figures; enhancement o f self-esteem that 

comes about as a result of being part of a group,or association with a 

peer or an extrafam ilia! adult; recognition of the value of work and 

acknowledgement that one m ust delay gratification to  attain rewards and
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success ; and recognition o f the differences among people in the world 

outside of the fam ily which reflects an individual's capacity to differentiate 

between self and others. Unlike the Normal boys, those in the clin ica l 

groups in general, and the Conduct Disordered boys in particular, made 

fewer references of the aforementioned identification components and 

did not demonstrate the capacities noted. Socially, they constantly 

challenge authority figures and are resentful when they are forced to 

comply to established rules and demands. W hile they speak of friends 

they are often alone and experience considerable d ifficu lties 

maintaining healthy relationships. They struggle w ith school work and 

have little  motivation and interest in working, often falling to the 

temptation of making quick and “easy” money.

The use of these defenses among the Normal boys may be 

understood in terms of available models or internal representations 

where Identification served either to protect or to enhance the ir self­

esteem and to develop mature relationships with others ( Homer, 1983; 

Menaker, 1979).

One other interesting finding was tha t Conduct Disordered boys 

used Moralism more often on average than the Normal and Depressed 

groups. Furthermore, when compared to Normal and Depressed boys, 

Conduct Disordered Boys used Moralism statistica lly significantly more. 

One explanation for th is result is that youngsters who are disruptive, 

break rules and challenge authority are frequently lectured and
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punished by teachers, parents and other aduits. These youngsters tend 

to  exaggerate moralism in identifying w ith others and even though they 

are aware of how wrongdoing w ill be punished, the ir poor judgm ent and 

impulse control leads to repeated acting o u t. The use of Moralism with 

Conduct Disordered boys may also be viewed as representing a 

component of defensive identification (Cram er 1991), which occurs as a 

way of avoiding anxiety, maintaining self-esteem  and controlling 

unacceptable impulses. According to Cramer th is is seen as a regressive 

phenomenon reflecting anxiety caused by loss, or anticipated loss. This 

is compared to a developmental identification, in which the child 

modifies his own ego, on the basis o f experience, to become increasingly 

independent, individuated and autonomous from  significant others. 

L im ita tio n s  o f S tudy

The lim itations o f th is study can be summarized as follows:

A larger sample size would have allowed fo r better comparisons. 

Defenses were measured according to Cramer's Defense 

Mechanism Manual (DMM) (1991). W hile it has demonstrated good 

reliability, validity and success in assessing the use of defense 

mechanisms in a number of areas (ie:,developm ental differences, the 

effects of psychological interventions, the relationship between 

psychopathological symptoms and defense in psychiatric patients) this 

approach has not been w idely used w ith adolescents and clin ical 

populations.
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Another lim itation of th is study is  that boys in the clinical groups, 

unlike those from  the control group, were not interviewed and evaluated 

directly by the author of this study. Instead, files were used which 

consisted o f psychological evaluations, protocols and relevant 

background information. The diagnosis fo r depression and conduct 

disorder fo r each subject was based on the diagnosis reported by the 

examiner who in itia lly tested the subjects. Consequently, the criteria 

used fo r diagnosing the clinical subjects were not known and may have 

been based on subjective clinical judgm ent or other means which were 

not consistent fo r all subjects.

Finally, subjects who participated in this study were of Hispanic 

and African-American descent only. This lim its the ability to  generalize 

the findings of this study to white populations.

Suggestions for Future Research

A larger study population would have allowed fo r better 

comparisons of subjects at the younger, middle and older age ranges 

and would have provided a greater opportunity to examine the 

developmental differences in the use of defenses in these clinical 

groups.

It may have been more useful in furthering our understanding of 

the use of defense mechanisms in Depressed and Conduct Disordered 

boys by assessing a larger sample o f defenses, on one hand, and by 

sampling other behaviors in addition to the TAT.

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



7 8

Summary and Conclusions

Thirty-six adolescent boys from  the same inner-city m inority 

community were examined and diagnosed as Conduct Disordered or 

Depressed. They were matched by nineteen "Normal” boys from  the 

same backgrounds. The study was perform ed to determ ine if theoretical 

constructs concerning these diagnoses and uses of "prim itive” o r more 

mature defenses could be em pirically confirm ed by test data. The 

defenses of denial, projection and identification were chosen and 

Cramer’s Defense Mechanism Manual (1991) was used to explore how 

often clinical and normal boys used these defenses. Based on th is study 

and it’s lim itations, the follow ing conclusions are tenable:

1. It was confirmed that there were differences in the way 

Conduct Disordered, Depressed and Normal boys respond to a test of 

defense style. These differences are consistent with predictions 

concerning developmental level of the defenses and the pathology of 

diagnoses.

2. "Normals” were different from  the clin ica l groups in their greater 

use of identification, the most sophisticated of the defense groups 

studied.

3. There was a sufficient difference in how often Conduct 

Disordered boys used Denial compared to  how often Denial was used by 

the Depressed and Normal boys to indicate concurrence between this 

use o f this most "prim itive" defense selective ly more by the boys in this
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most "prim itive” of the diagnostic categories.
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CLINICAL PSYCHOLOGY DOCTORALPROGRAM 
DEPARTMENT OF PSYCHOLOGY 

NAC Btdg.. 8th Floor 8/107

Dear Parent,

We are asking fo r your consent fo r your son to contribute to our study of 
children’s management o f social and school tasks in relation to their overall 
sense of well being.This study is part of a  doctoral dissertation in psychology. 
We expect that it w ill im prove understanding o f ways to help children cope w ith 
expectations.

We w ill sim ply give participants a series o f seven pictures and ask them 
to make up stories about them. There is no right or wrong to these responses 
and no grades.
Whether or not your son is a part of the study w ill have no effect on his marks or 
standing in school. The study w ill be com pletely con fiden tia l. No responses w ill 
be identified with any particular child.

If you agree, we are asking you to fill out the attached form about him . A 
self-addressed stamped envelope is also attached fo r your convenience in 
returning the form.

We would appreciate your valued cooperation. Please sign below to 
indicate that you agree to have your son participate in th is study.

Date W illiam Hernandez, M.S.

Vera S. Paster, Ph. D 
Professor, C.U.N.Y. 
Doctoral Program in 
Clinical Psychology

I consent to my so n _________________________  to participate in the
study of boy’s management of social and school demands.

Name of Parent

Date

Witness

AN EQUAL OPPORTUNITY EMPLOYER

T H E  C I T Y  C O L L E G E
OF

THE CTTY UNIVERSITY OF NEW YORK 
NEW YORK. N. Y. 10031
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(212) 650-5674
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CLINICAL PSYCHOLOGY DOCTORALPROGRAM 
d e p a r tm e n t o f  p s y c h o lo g y

NAC Bldg_ 8tb Floor 8/107

Estimado Padre,

Estamos pidiendo su perm iso para que su hijo partidpe en nuestro 
estudio. Este se trata de como los ninos manejan tareas sociales y escolares 
en relacion a como se sienten acerca de ellos mismos. Este estudio es parte de 
una tesis doctoral en psicologia. Esperamos que eso nos ayude a entender 
m ejor las maneras de ayudar a los ninos a bregar con expectativas.

Simplemente le mostraremos una serie de siete lam inas a los 
participantes y  le  pedimos que hagan cuentos acerca de (as mismas. No hay 
respuestas correctas o incorrectas y tampoco se le da nota. El que su hijo 
participe o no en el estudio no afectara sus notas en la escuela. El estudio sera 
completamente confidencial. Ninguna respuesta se va identificar con ningun 
nino.

Si usted esta de acuerdo, por favor llene el questionario que le estamos 
enviando. Le estamos incluyendo un sobre con sello para su convenienca.

Agradecemos toda su cooperacion. Por favor, firm e para indicar que 
esta de acuerdo con que el nino participe en este esudio.

Fecha William Hernandez, M.S.

VeraS. Paster, Ph.D.
Professora, C.U.N.Y.

Programs 
Doctoral en la Pscicologia Clinica

participe en el

Nombre de Padre

Fecha

Testigo

AN EQUAL OPPORTUNITY EMPLOYER

Doy permiso para que mi hijo. 
estudio.

T H E  C I T Y  C O L L E G E
OF

THE CITY UNIVERSITY OF NEW YORK 
NEW YORK. N. Y. 10031
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APPENDIX C: CHILD BEHAVIOR CHECK LIST
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CHILD BEHAVIOR CHECKLIST FOR AGES 4-18 |ST8*”  — —
PARfKTT USUAL T W *  OS WORK. OMMC

iw  nom* m u n  our r r .

tnt*

of m* etaurx: 
la m ig m  not ag

h o t ATTm aota

Plaaaa Bat Da wom joar eniId moot Okas Ctmpama la omara of mo sama Coagand la atnats at Oia sama
to taka part in. For axamma: snunrnmg.

ttaaaoaiL mating. ocata eoaietng. B»«a 
riding. Baiting. ate.

□
□
□
□

loot how much dms ipotd bt ueft? doss •9*. HOW
ora?

woll doss R*/sn» do ssen

VMSQmIwiS Awf
Mm
TIMS
Awwfi

(tart
Kaow £rr«* AOS**Avtnoa

o o □ □ o g G
□ □ □ □ □ G G
□ □ □ □ □ G G

Ptaasa Os your enUdTs tamnta nosan. 
actfviliaa. ana gamos. otiiar man scans. 
F a r aaamaw: atano*. don*. b o o k * .  mans, 
enits. ear*. Mngtng. tie. (Do not Indue* 
Bstamng to radio or TV)

□ Non*
t .

6.
C.

Cawptrn to otam el tits ssms Compsrod to otnsrs ot mo stmt

□
□
□

iouc how moeft ttms 
cpsoo ifl M6 ft?

doss •go. how 
ons?

wsU doss hwsito do s*cn

V M S
Vs* AaifiQ 
A a a n o

WSfS
Th ss
Awnps

(tart
K n a w

l i l t w  .
A n n g * m n g * A S tfvs

A v i t a g a

G G a a G G G
a a a a G G G
a a a a G G G

UL Plaaaa Oat any orgarnxattcn*. dubs. Compand to affim* al m* aam*
loams. or gmupa your cttM Belongs to. as*, now acttoa is naisti* in aaeii?

Q Mona

OSM t
K*mm

n
. V M S

□

A a a n p

Q
M a m
A c n m

□

fc- n □ □ o

n □ G G

IV. Plaaaa dal any less or cstorss your caild Camgar*q to atnars ot m* sam*
has. For aaamtda: paaar rout*. Basysitting. as*, now *>a da*s haisim carry
making Bad. narking in stars, tte. (tncluc* mam our?
bom paid ana unsaia|e9 s ana eners* 4

Q Mann *«*
□ o □ □
□ □ □ □
□ o □ □

C o a y n g n t 1891 T J * .  A c n a n o sca . U . o t  v n a o m ,
1 S . P raspac: SL. B u rlin g to n . V T  CS rC l U N A U T H C IU Z E 3  REPRODUCTION FORBIOOEN BY LA W  i . g i  e d i t io n
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V. L  aaeur paw ataey da ta  M am a aaaa |a a r M M  have? Q  Maae O  t  . D i a l  C3 te rm o rs  _ 
(Da ao t baaBada km a an  *  a ta a o t

X  About Ham aany Patea a teeo* data your O tgd da adage add any M tada outsldo a t /ogu iar a irtioo l laoutaT
(Da aa t k taM e  kratnae* A alatafal Q  la ss  o n it t  Q t « r l  Q  la r a a n

VL CempasadtsadM et at M adM ragd Bear v e il doaa year caOe

Wane About Avamge •a tta r

a . S at along a im  ttfaPiar Brana/a 4. s w a n ? □ □ □  O  Has no B totnan o r lin e rs

Bl S et aloag m ot em sr Idas? □ □ □

&  Banana m at Mamar Barents? □ □ □

&  W ar and went By MmtalWWaraalf? □ □ □

VU. t .  Far egea (  and aMar—partonnaaea is  academ ic » « |«m  K cBOd (a aat aemg taugm . plaaaa gisc teason

FtMag

a. Heading, EngHaft. o r language A /a  Q  

CL History or Social Stadias Q

c. Arithm etic or M an Q

d. Setanea Q

Omar academic 

amoia; eooiputar 

language. ous-
neaa. Oo oar kv a. H  
euda arm, m oo, 
envars ad. ate.

Balovr average

□

□

□

□

□

□

o

Average Above average

□  □

Q  □

□  □

□  □

D  □

a  o

O  G

2. Is your cttOd la  a la tn il elaas a r spsdai ached? C  Ha C  Yes— what kind at d a  as a r school?

J. Has your child, repeated a grade? C  He c  Yea —grace and mason

L  Has your O d t Bad any academe ar eater proofem * in icnoar? 

When dM these ptaoiataa atsatl

Haea tftaaa paaelaau andad? C Ho C Tea—wnanT

C Ha C  Yea—plaaaa daacnbe

Does your ch ild  haaa any Wwati. physical dissoOlty. or m ental handicap? C No Q Yes —please Uescrthe

W hat concerns you moat iBaut your eMId?

Plaaaa Oeacatba Ola baat things aOout your child;
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Banw is x list a( turns mat cuscxtsa saoonn ana yawn, Par aacs itaa  am  asseneas your ease now or wttam m . past c 
uamna. aw»»« o tca  o u a it nu  u m  is «Trau« or oftsg tw o f your cniia.CI«cu au  tu a u iw m  is somswtwtcr tomsumss 
tro* a( your cfliUs. ttm aiura is not tn>* at your cxuid. eras Qua. Plsssa snswsr sit iums ss W«it ss you csn. ru n  it s c a t —  
not M m  to ssoty to your caila.
Q m Not Traa (as far ss you know) t  .S oaiawlm arSainattinaaTrga ZsV sry Tnia or O ttanTrua

0 1 2 X A c s  tea young to r Ms m t  ago a 1 2 XL Ftem  ito isne ftegttt tm nit o r es se rsttm ng
0 t 2 2a boa

a t 2 22. r ie ls  rte rtrs  *rte m rrt T r te r*
• 1 2 3X Feels o r esm oiain* m ot no ene leves n iesner

0 t 2 X A rgues* lo t
0 t 2 4. A s tra s a t 2 3X Feels om ers are ou t to  ge t fttm m er

a t 2 3X Feels wortm ess o r in fe rio r
0 t 2 X f l iw m  a te  «QDOtt« sex o 1 2 3X Gets Rurt s  le t. acceem -orone0 t 2 X Bowel a o w w r ia  outside t tU t 0 1 2 37. (Sets in  many flgn ts

0 1 2 7. Brsggaig, Boasting a 1 2 3X Gets teased *  le t
0 t 2 X Canrt csnce#ea«a e i f t  e * f « tendon for long 0 1 2 '39. Hongs arouse w itft omers wno get in :rouo.e

0 1 ' 2 X C an't gee as/Rer m ind o ft cerca«  taougnts;
a 1 2 40. Hears seunes or voices m ot a ren 't m ere

0 t 2 ic. C an't m  s o x  t t if ltw .  or n y c in e s w
0 1 2 41. Im pulsive o r a cs  w itncu t tRinmng

0 1 2 11. CHngs to adults or too ascendent
0 t 2 IX Csmotams of loneliness 0 1 2 42. W ould rsm er De alone men w itft o tr.e rs

0 1 2 4X Lying o r esemting
0 t 2 IX Confused o r seems to  do in  a fcg
0 t 2 14. C nesa ie t 0 t 2 44. B ites fingernails

0 1 2 4X Nervous, tagftstrvng. o r tense
0 1 2 tx Cruel to animals
0 1 2 IX Cmetty. aullymg, or meanness to otners 0 t 2 41 Nervous movements o r tw item ng (c ts c r.o **:

0 t 2 t7. Cay-creams or gets lo s t to i t t t f t t r  ffieugms
0 1 2 IX Qeiifiersxeiy Rums sotf o r anemscs suleoo 0 t 2 47. N igscssres

0 1 2 19. 0 fra n c s  a le t of m ention 0 1 2 48. Net liked By em er kies0 t 2 2X 0estroys msmer own tmngs 0 1 2 49. Constipated. doesn't move scw ets

0 1 2 21. Destroys tmngs Belonging to  rusAier tonufy 0 1 2 sa. Tee fearfu l o r am icus
or otRers 0 1 2 51. Feels di=y0 t 2 2X OlsooedientatRom s

0 1 2 sx Feeis toe gu ilty
Q t 2 2X Oiseeedient a t scnooi 0 1 2 5X Cverestmg
0 1 2 24. O oosirt set w ell

0 1 2 54. Overtired
Q 1 2 2X Doesn't get along w itft otnerW ds e 1 2 SX Overwet gm
0 1 2 21 OotsnT stem to (eel gu ilty altar w iscinsw iy

SX Physical proolem s w itfto u t knewn m esfcsi
0 t 2 27. Easily jealous cause
0 1 2 2X Eats or drinks (Rings tn s t a rt ne t fooc^ 0 1 2 a. Acr.es or coins (not neocacr.es)

Oes1:  Incuse sw««cs (essences: _ _ _ 0 t 2 X  Kescacnes
0 t 2 x  Nausea, feets sick
o t 2

0 1 2 29. Fears cera in  ammais. situa tions. or place*. 0 t 2 x  Rasnes or om er skin e ro s io n s
ea e rtttsn  scsnaiidnecnfcec 0 1 2 L  SlsmacRaertes o r c ro rrcs

0 1 2 g. Vemstfng, tRrowing uo
Q 2 1* ftfW»M»aP«»fc^»0 1 2 30. Fears going to scnooi

Ptsssa s . .  s ta i r  sies
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0 »  N e t True (as ta r as you kn o w ) la S a m iw ta t a r S o n a tin a s  T nw 2w V e ry  T n ia  o r O lta n  T rue
•0.0

i  1 
3 1
1 1 
1 1

8 1 2  
8 1 2

2
2

2
2
2
2

0 1 2  
0 1 2
0 1 2  
0 1 2

0 1 2
0 1

57. P nystcauy a co ca s  p e se ta
55. P icks nose. s k in , o r  o tn e r pares o f b o a y

53. F tty s s im  aw n 
ML P lays w itft ow n

sax p a n s  in  p u b lic  
sax p a n s  to o  m uch

81. P oor scno o i w o n
52. P oorly coo rd ina ted  o r  c lu m sy

SX Praises be ing  w itft o lC a r k id s  
6 *. P rstsrs be ing  w itft y c u n g a r id e s

55. R efuses to  ta lk
68. Raoaats ca n a in  a c ts  o v a r and o ve r; 

com pu lsions (e sse n ce ): ___________

57.  Runs away tra m  n e ir.a
68. Scraam s a  lo t

69. S ecre tive. keeos b u n g s  to  s a lt
70. Saas th in g s  m a t a re n 't tn a rs  (d escribe ):

9 1 2 71.
1 1 2 72.

u 1 2 7X7X  Sexual preblam s (d e s c rib e ):.

a 1 2 74. Show ing o ff o r d o w n in g

0 1 2 75. Shy o r tim id
0 1 2 76. Sleaps lass m an m o s t k ie s

0 1 2 77. S leeps m ore m an m o s t k ie s  d u rin g  d a y  - 
and/or n ig n t (d e scrib e e  . ,

78. Smears o r p lays w itft b o w e l m ovem ents

79. Speech preClem  (d e sc rib e ): _ _ _ _ _ _

0 1 2 50. Stares b lankly

0 1 2 81. S teals a t hom e
0 1 2 82. S teals ou tside m e hem e

0 1 2 ex Stores tip  m ing s h a isn a  d o e s n 't need 
fdeaeribeb

Se. S trange oenam or icescnces..

1 2 85. S tm nee ideas tdeeonhw i-

1 2 86. S tubbam , s u lle n , o r Irrfta o la

1 2 87. S uddan c la n g  a s  in  m ood o r  fe e lin g s
1 2 88. S u lks s lo t -

1 2 89. S usofcfous
1 2 so. S w earing o r obscene language

1 2 91. Ta lks aeout k illin g  sa lt
1 2 92. T e lia  a r  w a lks in  s iees Ide aerib e tr

1 2 9X Ta lks to o  m ucft
1 2 94. T a a s a s a lo t

1 2 95. Tam per tan trum s o r h o t te m per
1 2 96. T h inks aeout sax is o  m uen

1 2 97. Threatens people
1 2 sa. Thum o-sueking

1 2 99. Too concerned w itft nea tness o r c le a n lin e s s
1 2 ICQ. Tretxftla s leao ina  (describee

1 2 101. Truancy, sk ips  schoo l
1 2 102. U nceractive. s lo w  m o vin g , o r la c x s  e n e rg y

1 2 1CX U nnaopy. sad. o r oeprassed
1 2 104. U nusua lly loud

1 2 105. Uses a lco h o l o r d rugs fo r  n o n m a d ie a l
p im n sa e  (describee

1 2 105. V aneatism

1 2 107. W arn s e lf du rin g  m e day
1 2 108. W a s  m e  bad

1 2 109. W h in ing
1 2 no. W ishes to  be o f op pos ite  sax

1 2 111. W ithdraw n, doesn 't ge t invo lved  w itft e th e rs
1 2 112. W orries

11X Please w rite  in  any p roe iem s y e u r e n ile  has
th a t w are n o t lis te d  above:

1 2 •

1 2

1 2

’ •-EASE SE SURE YOU HAVE ANSW ERED A S i ITEM S. UNOERUNE ANY YOU ARE CONCERNED A S C U 7 ..
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APPENDIX D: CHILD BEHAVIOR CHECKLIST
(CBLC)

(S P A N IS H )
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—  (2NERIC SPANISH VERSION *—
CUESTIONARIO SOBRE EL COHPORTAHIENTO DE NIffOS (EDADES 4-18 AflOS)

HOKSRE

SBCO
  Kasculfno
  FcoHrina

EQAO

FECHA DE HOT 
K a  ~ O l a Mo

FECHA OE NACWIEKTO DEL RlRO(A) 
Hes ______  D f« _____  Mo

ID#

Qeupaeidn de los Padres. (Par favor sea 
espccffico, por ejemplo: Mecdnlco de autos,
maestro de escuela superior, asa de casa. e tc .

O aipacldnde padre: 

Ocupacitfn de madre:

Por favor llen e esta forma eon ju  oplnldn sobre la  conducta del 
niffo (a ) , aunque otras personas no coneuerden eon Ud. Sf desea 
hacer comen ta r i os adicionales o alguna pregunta. bdgalo Junto a 
is ta  o w e !  espacfo Indlcado en la  pdglna 3.

Credo escolar: No va a la  escuela:

ESTA FORXA FUE C0HPLETA3A PCR:
  Nadre
  Padre
  Otro ____________________

I .  iEn qui deportes le  
gusta mas a su niilo(a) 
partlcipar? Por • 
ejemplo: natacfdn, 
b ifsb o l. patlnar, nontar 
bi cf cl e ta , bal oncesto. 
pesear, e tc .

  Klnguno

b._

c.

Es coasMracfdn con otros 
n1ffos(as) de su edad. ^cudnto 
tiempo le  dedlca a eada uno de 
estos deportes?

No £Kenos £lgual * t ts No ' £Menos ilg u a l jHeJor
lo que los que los que los lo bueno que los que los
s i deads? demds? demds? s i que los 

demds?
demds? demds?

□ □ □ □ □ □ □ □

□ □ □ □ □ □ □ □

□ □ □ □ □ □ □ □

En compared tfn con otros  
niffos(as) de su edad, £cuin 
bueno(a) es en eada uno de estos 
deportes?

I I .  £Cu#les son las 
aetlYidades, juegos o 
pasatlespds favoritos de 
su n lflo (a ), aparte de 
los deportes? Por 
ejemplo: coleceitfn de 
estarepfllas, muffeeas. • 
ltb ro s, piano, 
artesanias, mecinica, 
cantar, e tc . (No Incluya 
escuchar Radio 6 T .Y .).
  Nlnguno

En compared <S a con otros 
nlffos(as) de su edad. £cudnto 
tiesqso dedlca a eada uita de esas 
actividades? .

No £Nenos ilg u al £Kds
lo que los que los que los
s i demds? demds? deads?

En compared dn con otros 
nlftos(as) de su edad. £cudn 
bueno(a) es en eada actlridad?

No iHencs £lgual ' iK ejor
lo  buena que los que los
s i que los demds? demds7

denis?

a. □ □ □ □ □ □ □ □

b . □ □ □ □ □ □ □ □

c. □ □ □ □ □ □ □ □

•  1991 T.K . 
Translation

Achenbacft, U. of Vermont -  Reproduced by Permission
by: The Del 1 crest Children's Centre A Earlscourt C hild I  Family Centre-Toronto, Canada
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I I I .  i *  qud organfzacfones.
cquipos. clubes « cualqufer 
otro grupo pertcneee su 
niffo(a)?

 Ninguno

a ..

b._

c._

En conqjaracitfn eon otros irfffos(as) de su edad. ^cudnto 
Ciempo dedlca a eada grupo?

Rio To 
Sd

iNenos 
que los 
demds?

£lgual 
que los 
demds?

dKds 
que los 
demds?

□ □ □ □

□ □ □ □

□ □ . □ -  •

IV . iQud tareas o trabajos eiene 
que hacer su nilto(a)? Por 
ejemplo tender la  cama. 
cuidar niffos, reparti r  
periddfcos, ete . (Sean pagados 
o no).

  Ninguno

En cemparaeid’n eon otros niffos(as) de su edad. £cudn bien 
haee eada tarea o trabajo?

a._

b._

c.

iPeor ilg u a l iK e jo r
No lo que los que los que los

Sd demds? demds? demds?
□ □ □ □

□ □ □ □

□ □ □ □

□ □ □ □
Ninguno Uno 2 6 3 4 6 mds

□ □ □
Menos de - 1 6 2 4 6 mds
una vez veces por
por sesana semana

V. 1 . &Cudntos amigos(as)
incinos(as) tiene su niffo(a)? 
(sin in c lu lr  a hensanos(as)]

Z. Sin eontar las boras en que 
estd en la  escuela. icon que 
frecuencia se envuelve en 
actividades con sus amigos?

V I. En comparacidn con otros 
nidos(as)'de la  misma. 
edad. cdmo..

iP eor que 
los demds?

a. se lle v a  con sus □hermanos y hermanas?
b. se lle v a  con otros Dniffos(as}7
c. se comp Orta con papd □y mamd?
d. puede jugar y hacer □sus tareas por s i solo7

- ilg u a l que 
los demds?

□
□
□
□

iM ejor que 
los desds?

□
□
□
□

No tien e  
hermanos 6 

hennanas

□
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n i . l .  Pan  niffos de 6 affcs o «ds- 
Rendfmicnto esco ltr. St no estff
en la  escuela,' diga la  razdn. iFracasando? i*a jo

Pronedio?
tPronedto? iSobre

Pronedio?

a . Lectura. Inglds o lite ra tu re □ □ □ □
b. K is to ria  o Estudios Sod ales □ □ □ □
c . Katemdticas 6 A ritad tica □ □ □ □ .

d. Ciendas □ □ □ • □
Otras mated as ccoo por ejemplo: 

Idiooas. conqnttacidn, comercio, 
e tc . No fncluya clases ta les  
coma: educactdn fls ic a . artes  
industrtales, etc .

e. □ □ □ □
f . □ □ □ □
q. □ □ □ □

2 . iSu hi jo  (a) esta en una clase o escuela especial? O  No
iEn qud tipo de clase o escuela especial estd (ESPECIFIQUE) _

□ S£

3 . iAlguna vez ha repetido un grado? 
iQud grado o grados ha repetido? 
iP or qud rep itid  ese(esos) grado(s)?.

□ No □ S i

4 . £Su hi jo  (a) ha tenido algdn problems acaddarico 
a otros problemas en la  escuela? No □ Si
iQud tipo de problemas? (0ESCRI8A}:.

iCudndo enpezaron estos problemas? _  

£Han terminado? ^  No O S i ^Cudndo terminaron?

En el siguiente espacio expIique qud es lo  que mds le  preocupa acerca de su niffo:

5 . iPadece el niffo de alguna enfermedad, problema fis ic o  o mental? D  No ^  Si
Oescnba:

Describa que es lo mejor que tien e  su niffo:

3
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Instrueciones: A conti nuacid'n hay b m  l is ta  de canportaofentos o de sentinientos que se obervan
en los niffos. Si alauno de e llo s  describe a su h ijo (a ) durante los dltinoss seis neses, haca un 
circulo atredcdor del ndaero 2 s i ocurre frecucnttnente o s i es blen c ie rto . y un c ircu lo  
nlrededcr del ndaero-1 s i le  s p lic e  e su h ijo (a ) solanente algunas voces. Si scgdn usted puede 
aprecfar que no es c ie rto  o no se ha observado nunca durance los tltio o s  seis scses. haga Sin 
clrculo alrededor del 0 . Por favo r canteste tadas las frases lo  n ejo r que (Id. pueda. aunque 
algunas frases parezcan no reladonadas a su niffo (a ).

0 *  Falso(hasta donde ud. sabe} 1 « De alguna nanera 6 
algunas voces es verdad

2 -  Huy c ierto  d a nenudo c ie rto

0 1 2  1 . Actda cono on niffo aenor de su 
edad.

0 1 2  2 . Padece de a lerg ias  (diga a
qud):  ______________ -

0 1 2  3 . Oiscute oucno.
0 1 2  4 . Padece de asoa.
0 1 2 S. Se conporta como s i fuera del

sexo opuesto.
0 1 2 6 . Se hace pupu o caca fuera del

baffo.
0 1 2 7 . Es Jactancioso. engreido.
0 1 2 8 . No se puede concentrar o

prestar atenci dn por oucfto 
rato .

0 1 2 9 . No puede quitarse de la
ncnte e iertos pensamientos: 
estd obsesionaco (DESCRIBA):

0 1 2 10. No se pueue estar quieto es
inquieto o h iperactivo .

0 1 2 11. Es deaasiado depend! ente o
apegado a los adultos.

0 1 2 12. Se queja de que se siente solo.
0 1 2 13. Confuso, como en las nubes.
0 1 2 14. LI ora sucho.
0 1 2 IS . Es cruel con los aninales.
0 1 2 16. Es abusador. cruel o oalo con

los demds.
0 1 2 17. Sueffa despicrto, se pierde en

sus prop! os pensanrientos.
0 1 2 IS . Se hace daffo a s i nisao

deliberadamente o intenta  
sutcldarse.

0 1 2 19. Exige nucha atenci dn.
0 1 2 20. Destruye sus pro p i as cosas.
0 1 2  21. Oestroza las pcrtenencias de 

sus fam iliares o las  de otros 
niffos.

0 1 2 22. Oesobedece en la  casa.
0 1 2 23. Oesobedece en la  escuela.
0 1 2 24. No cone bien.
0 1 2 25. Ne se Tleva bien con otros

niffos/ ouchachos(as).
0 1 2 26. No parece sentirse culpable

desnuds de portarse mal.
0 1 2 27. Se pone celoso fdeilm ente.
0 1 2 28. Cone o bebe cosas que no son

coerida (diga qud): (no incluya 
golosinas) ____________________

0 1 2 29. Tiene nieao a ctertos animates,
situaciones. o luoares (NO 
INCLUYA LA ESCUELA) (DESCRIBA):

0 1 2 30.
0 1 z 31.

0 1 2 32.

0 1 2 33.

0 1 2 34.

0 1 2 35.

0 1 2 36.

0 1 2 37.
0 1 2 38.

0 1 2 39.

0 1 2 40.

0 1 2 41.

0 1 2 42.
0 1 2 43.
0 1 2 44.
0 1 2 45.
0 1 2 46.

0 1 2 47.
0 1 2 48.

0 1 2 49.
0 1 2 50.

0 1 2 51.
0 - -1 2 52.

0 1 2 53.
0 1 2 54.
0 1 2 55.

56.

0 1 2 a.
0 1 2 b.
0 1 2 c.
0 1 2 d.
0 1 2 e.
0 1 2 f .

0 1 2 g.
0 1 2 n.

Le da aiedo i r  a la  escuela.
Tiene aiedo de que pueda pensar 
o bacer algo oalo.
Siente que tiene que ser 
per fec to .
Siente o se queja de que nadie lo  
quiere.
Siente que los deals le  quieren 
perjudicar o fa s tid ia r.
Se siente in fe rio r y conn que no 
vale nada.
Se da golpes a nenudo. tien e  
nuchas accidentes.
Se nete nucbo en peleas.
Los deals lo fastidian o se 
burl an de 41 a nenudo.
Se Junta con niffos/nuehachos(as) 
que se neten en problemas.
Oye cosas que no existen.
(DESCRIBA):________________
Es inpulsivo o actda sin 
pensar.
Le gusta estar solo.
Dice nentiras o hace trampas.
Se nuerde las uffas.
Es nervioso, tenso.
Tiene oovinnentos nerviosos. 
tic s , (DESCRIBA): ______________

Le dan pesadiilas.
No le  cae bien a otros 
ni ffos/muchacbos(as).
Padece de estreffioriento.
Es deaasiado ansioso o le  da 
nucfao aiedo.
Se siente aareada.
Se siente culpable por cualquier 
cosa.
Cone demasiado.
Se cansa demasiado.
Exceso de peso.
Problemas fisicos sin causa 
addica conocida:
Oolores o nolestias.
Dolores de cabeza.
Ganas de vomitar. nluses.
Problemas con sus ojos (Desertba)

U rtica ria  o erupctones ae I *  p ie i 
Dolores de estdaago o 
retortiJones.
Vdnrito.
Otros (Describe): ________________
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0 *  FalsoOtasta donde ad. sate} X *  De alguna aaners A 
algunas veces «s verdad

Z « Huy c ie rto  A a menudo c ie rto

0 1 z 57.

0 2 z 58.

0 X z 59.

0 X z 60.

0 1 ■z 6X.
0 X z 62.
0 1 z 63.

0 1 z 64.

0 1 z 65.
0 1 z 66.

0 1 z 67.
0 1 z 68.
0 1 z 69.

0 1 z 70.

0 1 z 71.

0 1 z 72.

0 1 z 73.

0 1 z 74.

Q 1 z 75.
0 1 2. 76.

0 I 2 77.

0 1 2 78.

0 1 2 79.

Ataca flsicaaente a otras 
personas.
Se mete los dedos en la  lu r iz . 
se raspa la  pi e l a otras partes 
del cuerpo con las alias. 
(DESCRIBA) s____________________

Juega con sus partes sexuaies 
(genitales) en pdblieo.
Juega demasiado con sus partes 
sexuales.
Rendimiento escolar bajo.
Es torpe. poco coordinate. 
Prefiere Jugar con niffos(as)/ 
muchacftosfas) mayores que 
A1 (e lla ) . ,  , ,
Prefiere iugar con niffos(as)/ 
muchachosfas) oenores que 
41 (e lla ).
Rehusa nablar.
Repite ciertas acciones una y 
otra vez; eonpulsiones. 
(DESCRIBA): __________________

0 1 2 80.
0 1 2 81.
0 I 2 82.
0 1 2 83.

Se fuga de su casa.
G rit a nucho.
Es resenrado; nan tiene sus cosas 
en secreto.
Ve cosas que no estdn.
(DESCRIBA): ___________________

Huy vergonzoso. se averguenza 
con fac ilid ad .
Prende fuegos. (DESCRIBA):

. Prcoiend's sexuaies. (DESCRi&A;:

Le gusta lucirse, iiim ar la 
atencidn o hacerse el gracioso.
TInn do.
Duerne menus que la  mayorla de 
los niffos(as)/nuciiacbos(as). 
Ouerme eds que la  mayorla de los  
niffos(as)/muchachos(as) durante 
el d la y /o  la  nocfte. (DESCRIBA):

Emoarra 0 juega con excremento 
(caca).
Tiene problemas para nablar o de 
pronunciacidn. (DESCRIBA):

Se queda mirando at vaclo.
Roba en la  casa.
Roba fuera de la  casa.
Almacena o guarda cosas que no 
necesita. (DESCRIBA): ________

0 X 2 84.

0 X 2 85.

0 1 2 86.

0 .X 2 87.

0 X 2 83.
0 1 2 89.
0 1 2 90.

0 1 2 91.
0 1 2 92.

0 I 2 93.
0 1 2 94.
0 1 2 95.

0 1 2 96.

0 1 2 97.
0 1 2 98.
0 I 2 99.

0 1 2 100.

0 1 2 101.
0 1 2 102.

0 1 2 103.
0 1 2 104.
0 1 2 105.

0 I 2 IOS.

0 •1 2 107.
o- .1 2 108.
0 1 2 IOS.
0 1 2 110.
0 I 2 111.

0 1 2 112.

113.

0 1 2
0 1 2
0 1 2

Se conporta de una manera 
extratTa. (OESCRIBA): ____

Tiene ideas raras. (DESCRIBA);

Testarudo, malhunorado. de u l  
genie o ir r ita b le .
Su estado de Animo o s e n ti- 
aricntos canbia rdpidaaente. 
RefunfioTa aucho.
Descoofiado, receloso.
Blasfema o dice malas 
palabras.
Habla de quererse mater.
Habla o cam na cuando e s ti 
doraido. (OESCRIBA):___________
U ja la
Se burla ewcha de los demds.
Le dan rabtetas o tiene mal 
genio.
Pitnsz demasiado sobre 
temas sexuaies. 
taenaza a otros.
Se dtupa el dedo.
Se preocupa deaasiado por la  
lin p ieza  y el orden.
No duerae bien. (DESCRIBA):

Falta a la  escuela sin modvo- 
Poco ac tivo . lento o fa lto  de 
energ la.
In fe llz . tr is te  o depriitridc. 
Ruidoso o *bocdn*.
Toma alcohol; usa drogas. 
(DESCRIBA):___________________

Vandal ismo como destru ir 
ventanas, carros u otras 
cosas.
Se orina encima durante e l d la . 
Se orina en la  cama.
Se queja o 1 amenta aucho. 
Desearia ser del sexo opuesto. 
Ensimfsmado. re tra id o . no se 
relaciona con los demds.
Se preocupa demasiado por 
todo.
Olgame cualauier otro problema 
que su h ijo (a ) tenga y que no 
ha sido mencionado.

J
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APPENDIX E: SEVEN SCORING CATEGORIES FOR DENIAL  
PROJECTION AND IDENTIFICATION
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Seven Scoring Categories fo r Denial, Projection and
Identification

Scoring Categories fo r Denial

D1. Omission of major characters or objects: This category represents the 
most prim itive component of denial- the failure to perceive what is there 
to be seen. For example, in TAT 1, the omission of either the boy or the 
violin.

D2. Misperception: This also represents a prim itive component of denial. 
This represents a way of “not knowing” the meaning of an object by 
changing the object into something it is n o t it is scored fo r any unusual or 
distorted perception of a figure, ob je ct, or action in the TAT picture that is 
without sufficient support fo r the observation.

D3. Reversal. As a component of denial, reversal modifies the disturbing 
aspects of reality by changing them into the ir opposite.

D4. Negation. Although negation is sometimes considered to be a 
separate defense, it can be considered a component of denial as well, fo r 
it changes the real to  the not-real, the truth to  the untruth. Negation is 
accomplished by assigning a negative value, a minus sign, to an 
experience that if acknowledged would produce pain.

D5. Denial of Reality. This category includes two of the components of 
denial- avoidance o f a situation and daydreaming. They are grouped 
together because they share a characteristic of denial through the 
avoidance of reality, rather than through rejection (om ission), distortion, 
or change.

D6. Overly maximizing the positive or minimizing the negative. This 
category represents one of the components of pollyannish denial. It may 
occur as an aspect of idealization and may be accompanied by a note of 
unfounded optim ism .
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D7. Unexpected goodness, optimism, positiveness, gentleness. This also 
is part of poliyannish denial. It represents the continuing need to see the 
world as only a positive, pleasure-giving place despite evidence to the 
contrary.

Scoring Categories for Projection

P1. Attribution of aggressive or hostile feelings, emotions, or intentions to 
a character or other feelings, emotions or intentions that are normatively 
unusual. This category includes instances in which negative feelings are 
attributed by the storyteller to a character in the story, as well as 
instances in which one character in  the story attributes negative feelings 
or intentions to another character.

P2. Addition of ominous people, ghosts, animals, objects, or qualities. As 
a special subgroup o f th is category, references to people, animals, or 
objects as being decrepit, falling apart, or deteriorating is scored here.
P3. Magical or circumstantial thinking. This relates to the projection of 
responsibility onto causes external to  oneself. By maintaining that events 
occur as a result o f magical, illogical, and uncontrollable external forces, 
the individual is absolved from any personal responsibility, and therefore 
from experiencing shame or g u ilt

P4. Concern for protection against external threat A projective stance 
indicated by an attitude of suspiciousness, of being on the lookout for 
expected danger, or o f expected persecution.

P5. Apprehensiveness of death, injury, or assault It relates to the 
preceding category, “Concerns fo r protection against external threat”, but 
in this category events involving death, physical attack, or injury must 
actually occur, or have occurred in the story.

P6. Themes of pursuit entrapment and escape. Included here are 
themes involving one character being pursued by another, or mention of 
being trapped or kidnapped or being put in prison without legal 
justification.
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P7. Bizarre or very unusual story or theme. This category depends 
heavily on the subjective judgm ent o f the scorer, who must determ ine the 
lim its of bizarreness, it  includes negative themes that occur very rarely, 
especially if they have a peculiar tw is t

Scoring Categories for Identification

Id1. Emulation of skills. This includes references to one character 
im itating, taking over, o r otherwise acquiring a skill or talent of another 
character, or trying to do so. This is often seen in a younger character 
trying to be like an older one.

Id2. Emulation of characteristics. This category includes references to 
one character im itating, taking over, or otherwise acquiring a 
characteristic, quality, or attitude of another character, or trying to do so. It 
also includes exam ples of “ identification with the aggressor.”

Id3. Regulation of motives or behavior. The rationale underlying th is 
category is based on the storyteller’s having internalized certain rules, 
codes, or mores governing behavior. W ithin the context of the storytelling 
task, these regulatory mechanisms are expressed by assigning them to 
one of the characters in the story; a second character may then be 
regulated or influenced by these demands or prohibitions, or may rebel 
against the constraints.

td4. Self-esteem through affiliation. This category includes instances of 
success or satisfaction that come about as a result of a character’s 
association with peers or extrafam ilial adults, as well as references to the 
need for this kind of affiliation.

Id5. Work; Delay of gratification. In th is category, there is a recognition 
that the acquisition of skills is a slow process that requires considerable 
expenditure of e ffo rt Examples of th is category are seen in references to 
a character working, or in im plications that a character is about to work or 
has been working, where th is is not clearly suggested by the picture.

Id6. Role differentiation. This category is meant to reflect the individual’s 
capacity to differentiate among others, a capacity that follows on the
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capacity to differentiate between self and others, in the TAT, th is is  seen 
in mention of characters occupying specific aduft roles other than parents 
or relatives.

Id7. Moralism. Included in this category are stones that have a m oralistic 
outcome, in which goodness begets goodness, or good conquers evil, or 
a moral lesson is learned.
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