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Defense Mechanisms as a central notion of psychoanalysis have inspired various levels of 

interest in research in psychotherapy and psychopathology. Defense specificities have only 

recently been investigated systematically with regard to several clinical diagnoses, such as 

Affective Disorders, and Personality Disorders. For the present study, 30 inpatients with the 

diagnosis of Bipolar Affective Disorder I (BD) were interviewed. An observer-rater method, 

the Defense Mechanisms Rating Scales (DMRS), applied to session-transcripts, of assessment 

of defenses was used. A matched, non-clinical control group was introduced. Defense 

specificities in BD encompass a set of five immature defenses, of which omnipotence is 

linked with symptom level. The level of the therapeutic alliance is predicted by mature 

defenses. These results are discussed with regard to the psychological vulnerability of BD and 

treatment implications for psychodynamic psychotherapy with such challenging patients are 

evoked. 
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SPECIFICITIES OF DEFENSE MECHANISMS IN BIPOLAR AFFECTIVE DISORDER: 

RELATIONS WITH SYMPTOMS AND THERAPEUTIC ALLIANCE 

Defense mechanisms have inspired various levels of interest in psychotherapy research 

(Cramer, 1998). Since their first definition by Freud (1894), their conceptualisation, width, 

functionality, clinical and research usefulness have changed, reflecting the evolution of 

psychoanalytic theory. Nevertheless, defense mechanisms have always played a role of 

paramount importance in psychoanalysis, for Freud (1914, p. 16), it is “the cornerstone on 

which the whole structure of psychoanalysis rests”. Freud’s initial conception of defense as 

the repression of sexual drive seems too restrictive from today’s vantage point (Cooper, 1998; 

Despland, Drapeau, de Roten, 2001). It was S. Freud himself who revised, in Freud (1926, 

later by A. Freud, 1936), his conception of defense mechanisms, by differentiating between 

several intra-psychic mechanisms, different from repression, all aiming at neutralizing 

unconscious drives and impulses by means of counter-cathexis. This solely intra-psychic 

function of impulse regulation has been criticized by Ego-psychologists (Hartman, 1958; 

Hartman, Kris, & Loewenstein, 1964; Schafer, 1968), suggesting defenses certainly had a 

counter-cathectic function, but at the same time express these underlying impulses and thus, 

allow gratification. These dynamics need to be hidden from the individual’s awareness, to 

protect the self from internal conflictuality. Unacceptable aggression shown towards 

somebody close to the individual might be concealed by means of such defenses; for example, 

by turning the aggression into over-indulgence in using reaction formation, and, at the same 

time, by expressing the negative intention by the over-indulgent attitude (see Cooper, 1998; 

Perry, 1993a). This example also illustrates the conceptual shift in psychoanalysis from 

defenses as intra-psychic regulation to defenses encompassing, in addition, interpersonal 

regulation of conflicts and drives (Sullivan, 1953; Winnicott, 1965;  Modell, 1975; Kohut, 

1984; Sandler, 1976; Kernberg, 1975; Levenson, 1993). 
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“Ups and downs” in research interest in defenses (Cramer, 2000, 1998) might be due 

to defense concepts in particular and psychoanalysis in general being taboo during a certain 

time as a research paradigm. It might also be due to previously unsatisfying research 

methodology. As classical personality psychology is mainly based on questionnaire 

evaluation, it cannot assess reliably the complexity of the defense concept as an unconscious 

process. Limitations of self-report evaluation of defenses are reported elsewhere in detail 

(Perry, & Hoglend, 1998; Perry, 1993a). For psychotherapy research in particular, several 

rating scales based on observer-rater methodology have been devised; reliability and face 

validity of the most widely-used methods are satisfactory to high (Perry, & Ianni, 1998). 

Recent studies have evaluated the inclusion of  a separate dimension – the Defensive 

Functioning Scale (DFS) – in the Diagnostic and Statistical Manual of Mental Disorders 

(APA, 1994; Hilsenroth, Callahan, & Eudell, 2003; Perry et al., 1998). 

Vaillant (1971),  based on Semrad’s (1967) conception of defensive organization, 

defined a hierarchical organization of defenses, including four main levels of defensive 

functioning, ranging from the least to the most adaptive (see also S. Freud, 1926, p. 164, for 

the initial hint regarding defenses as a function of psychogenetic “stages of organization”; see 

also A. Freud, 1936; Wallerstein, 1967): psychotic, immature, neurotic and mature. Several 

studies have empirically corroborated this hierarchy of adaptiveness of defenses on various 

clinical diagnoses, mainly affective, anxiety, obsessional and personality disorders (Battista, 

1982; Jacobson, Beardslee, Hauser, Noam, Powers, Houlihan, & Rider, 1986; Vaillant, 1976; 

Vaillant, & Drake, 1985; Perry, & Cooper, 1989; Perry, 1993b). In studies based on the 

Defense Mechanisms Rating Scales (Perry, 1990a, see Method section), immature defense 

levels (action, borderline, disavowal, narcissistic) are associated with high levels of symptoms 

and poor social functioning (Perry, & Cooper, 1989; Perry, 1995, 1996;  Perry, & Ianni, 

1998). As far as affective disorders are concerned, Hoglend and Perry (1998) have shown that 
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eight lower-level defenses are associated with poor outcome of unipolar depression after six 

months’ follow-up. These defenses encompassed passive aggression, acting out, help-

rejecting complaining, splitting of self and other’s images, projective identification and 

devaluation, whereas the other six immature defenses did not predict outcome in depression. 

The importance of immature defenses in depression with suicidal tendencies has been 

partially confirmed by a study on self-reported data (Corruble, Bronnec, Falissard, & Hardy, 

2004).  

With regard to manic and hypomanic symptoms, Fromm-Reichmann concluded that 

BD patients were “unrewarding” candidates for psychodynamic psychotherapy (Fromm-

Reichmann, 1949), a position we are trying to overcome by this study. Perry (1990b, 1988) 

has shown the linkage between hypomania and mature defenses (e.g., affiliation, self-

observation, self-assertion), as well as a negative association between mania and action 

defenses. Ablon, Carlson and Goldwin (1974) studied the change of defenses over the course 

of inpatient treatment in Bipolar Affective Disorder (BD) and found less denial, distorsions, 

and projection once the BD patient improved; patients coming to the end of a manic state tend 

to use more somatization and hypochondriasis at this point of evolution. According to Perry 

and Cooper (1986), Bipolar II Affective Disorder is related to obsessional defenses (isolation 

of affect, intellectualization, undoing). Moreover, in various patients, a manic defense as 

resistance to treatment - composed by denial and omnipotence (Angel, 1934; Deutsch, 1933; 

Klein, 1935; Lewin, 1932; Sjöbäck, 1973; Winnicott, 1935, 1965) - might appear throughout 

psychotherapeutic treatment and in analysis (Baruch, 1997). The function of the manic 

defense is counter-cathectic of depressive affect, anxiety or guilt (Battegay, 1987; Clifford, & 

Scott, 1966), thus, Baruch (1997) calls it a reparation process aiming at the avoidance of 

slipping into negative affect through the regressive process of analysis. Paradoxically, this 

defensive process becomes the source of guilt and persecutory ideation, affects to be defended 
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by using projective identification. Finally, several psychotherapy case studies report the 

relevance of psychoanalytic case conceptualization including defensive functioning and 

treatment for patients with BD (Deitz, 1995; Jackson, 1993, Kahn, 1993; Salzman, 1998; for a 

review, see Jones, 2004). 

This leads us to our hypotheses: (1) Defense specificity in Bipolar Affective Disorder 

(BD): inpatients practice more immature defenses, in comparison with controls; (2) Immature 

defenses are associated with higher levels of symptoms; (3) Defenses are related to 

therapeutic alliance during inpatient treatment: the more mature defenses, the higher the 

therapeutic alliance. 

METHOD 

Sample 

A total of 30 inpatients with Bipolar Affective Disorders (BD) were included in the 

study. A total of 20 (67%) were female;  the patients had a mean age of 46.1 years (SD = 

11.2 ; ranging from 21 to 60). Their socio-demographic level was assessed by means of the 

total number of years of education in any field. On average, the patients had 12.4 years of 

education (SD = 1.1 ; range from 10 to 16). All had a DSM-IV-R diagnosis of Bipolar 

Disorder I (either F30.x[296.x], F31.x[296.4x or .5x] or F31.6[296.6x]), as diagnosed by the 

treating clinician, and were included in the study irrespective of the nature of the most recent 

phase or of the level of chronicity. Some (13; 43%) presented co-morbid disorders, such as 

drug abuse (23% ; cannabis, alcool, cocaine1), personality disorders cluster C (10%), 

compulsive-obsessive disorders (3%), acute suicidality (3%) and epilepsy (3%). Research 

diagnoses were established by trained staff by means of SCID (Structured Clinical Interview 

for DSM-IV; First, Spitzer, Williams, & Gibbon, 2004) in order to corroborate the clinical 

                               

1 At the time of the psychiatric inpatient treatment, all patients were fully detoxed. This is particularly 

true for the moment of the Dynamic Interview. 
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diagnoses. All (100%) BD diagnoses were corroborated by the SCID, but we did not calculate 

formal reliability indices. The number of inpatient treatments in psychiatry, including current 

treatment, varied between 1 and 29 (Mean = 7.7 ; SD = 7.0). Current inpatient stay varied 

between 4 and 40 days (Mean = 17.27; SD = 10.63).   

A strictly matched control group was introduced; matching criteria were gender, age 

and years of education,  as these have an influence on defensive functioning (Labouvie-Vief, 

Hakim-Larson, & Hobart, 1987; Whitty, 2003). A total of N = 30 persons from a community 

sample were recruited for the study. Out of these, 20 (67%) were female; the controls had a 

mean age of 41.9 (SD = 14.3 ; range from 23 to 65). Their mean number of years of education 

was 12.9 (SD = 1.4 ; range from 11 to 18), corresponding to intermediate education level. No 

inpatient treatment in psychiatry is known for these participants and general symptomatology 

was in the normal range for all control participants. T-tests yielded no significant differences 

in the matching variables between the groups (see table 1). All participants gave written 

informed consent. The study took place in Switzerland and was endorsed by the expert ethical 

committees of the institutions involved. 

Instruments 

Defense Mechanism Rating Scales (DMRS; Perry, 1990a; French translation: Perry, 

Guelfi, Despland, & Hanin, 2004). The DMRS is an observer-rater scale assessing 28 defense 

mechanisms, based on the hierarchical conception of defensive functioning by Vaillant 

(1992). Seven levels, ranged according to the criteria of adaptiveness, are included, from the 

least adaptive to highly adaptive: (1) Action (acting out, passive aggression, hypochondriasis), 

(2) Borderline (splitting of self/object images,  projective identification), (3) Disavowal 

(denial, rationalisation, projection) and autistic fantasy (for further computation, this defense 

will be considered on level 3, even if conceptually distinct) (4) Narcissistic (omnipotence, 

devaluation, idealization), (5) Neurotic (repression, dissociation, reaction formation, 
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displacement), (6) Obsessional (isolation of affect, intellectualization, undoing) and (7) 

Mature (affiliation, altruism, anticipation, self-assertion, humor, self-observation, sublimation, 

suppression). Quantitative scoring has been used, yielding relative frequency scores per 

defense, as well as an Overall Defense Functioning (ODF) score which can be computed by 

weighting the absolute frequency of the defenses by their level. For the current study, 

reliability coefficients on 35% (21; see table 2) of the ratings were established among fully-

trained raters and yielded satisfactory results in terms of intra-class correlation coefficients (2, 

1; Wirtz, & Caspar, 2002) varying between .64 and .95 (Mean = . 84; SD = .09; see table 2). 

For these reliability analyses, the single defense was unit of analysis (28 categories). 

Symptom Check List SCL-90-R (Derogatis, 1994). This questionnaire includes 90 

items addressing various somatic and psychological signs of distress. These items are scored 

using a Likert-type scale from 0 (not at all) to 4 (very much). Although the instrument is 

composed of 10 subscales, our study used only the Global Severity Index (GSI, score ranging 

from 0 to 4), which is a mean rated over all symptoms. Clinical cut-off score is 0.80. The 

French validation study has been carried out by Pariente and Guelfi (1990) and yielded 

satisfactory coefficients. Cronbach alpha for this sample was .98.  Mean symptom level for 

patients is higher than for controls (see table 1; range for patients’ scores 0.12 - 3.17).  

Bech-Rafaelson Mania Scale (BRMS; Bech, Rafaelson, Kramp, & Bolwig, 1978). The 

BRMS is a clinician-rated scale for manic symptoms, based on 11 items tapping activity level, 

mood, and other characteristics of mania. The items are rated on a scale from 0 (normal) to 4 

(extreme). Clinical cut-off score for mania is 15 (hypomania 6). Range for our patients’ scores 

is 0 – 12. Inter-rater reliability has proven to be high (.80 - .95; Bech, Rafaelson, Kramp, &, 

Bolwig, 1978; Altman, 2004). BPRS is effective in assessing outcome in clinical trials on BD 

(Bech, 2002). The French translation has been realized by Chambon, Poncet and Kiss (1989). 

Cronbach alpha for our patient sample was .77. Reliability computation involved intra-class 
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correlation coefficients ICC (2, 1) on 20% (6) of the cases and yielded a mean of .97 (SD = 

.05; range .86 - .99). 

Montgomery-Asberg Depression Rating Scale (MADRS; Montgomery, & Asberg, 

1979). MADRS is a clinician-rated scale for depressive symptoms, including among others 

items on sadness, internal tensions, insomnia, appetite reduction, cognitive impairment and 

suicidal ideation. The 10 items are anchored on a scale from 0  (absence of symptoms) to 6 

(invalidating presence of symptoms). Clinical cut-off score for depression is 15. Range for 

patients’ scores  is 0 – 38. Several validation studies have reported satisfactory coefficients for 

the original version (Montgomery, & Asberg, 1979) and concurrent validity (Kearns, 1982; 

Maier, & Philipp, 1985). The French translation has been realized by Lemperière, Lepine, 

Rouillon, Hardy, Ades, Luauté and Ferrand (1984) and validation studies on this version yield 

satisfactory coefficients on specificity, homogeneity and internal consistency (Pellet, Decrat, 

Lang, Chazot, Tatu, Blanchon, & Berlier, 1987). Cronbach alpha for our patient sample was 

.89. Reliability computation involved intra-class correlation coefficients ICC (2, 1) on 20% 

(6) of the cases and yielded a mean of .89 (SD = .11; range .74 - .99). 

Working Alliance Inventory (WAI; Horvath, 1981; Horvath, & Greenberg, 1989). The 

WAI is originally a 36-item self-report measure assessing the quality of the therapeutic 

alliance according Bordin’s conception (1975). Responses are reported on a 7-point Likert-

type scale ranging from 1 (never) to 7 (always). Construct validity has been established by 

Malinckrodt and Nelson (1991), reliability for the whole scale ranges between .84 and .93 

(Horvath, 1994). Concurrent and predictive validity have been established (Tichenor, & Hill, 

1989; Shick Tryon, & Kane, 1993). A 12-item short version has been developed by Tracey, & 

Kokotovic (1989), based on factor-analytic procedures. Its French translation has been 

validated by Corbière, Bisson, Lauzon and Richard (2006) who suggest one general score be 
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considered for the evaluation of alliance. The 12-item-version has been used for this study. 

Cronbach alpha for this patient sample was .87. 

Procedure 

 All patients and controls were asked to participate in a dynamic interview (Perry, 

Fowler, & Semeniuk, 2005) lasting 50 minutes. Dynamic interview (DI) as a research tool has 

been developed from clinical practice of psychodynamic psychotherapy; thus, the context of 

DI is comparable to the context of an intake psychotherapy interview (Perry, personal 

communication). It has been widely used in psychotherapy research (Perry & Cooper, 1989; 

Hoglend & Perry, 1998). As shown by Perry, Fowler and Semeniuk (2005) and Fowler and 

Perry (2005), high-quality dynamic interviews are associated with Interviewer’s and Overall 

Dynamic Interview Adequacy (I-DIA and O-DIA).  

All inpatients participated in the dynamic interview, as soon as their symptomatic state 

allowed it. This means that the patients were included in the final third of the duration of 

inpatient treatment, shortly before discharge. Only two patients had to be excluded from the 

study due to non-feasibility of the research interview (related to high levels of manic 

symptoms); all other patients responding to the inclusion criteria and willing to participate 

were included. The patients were given treatment as usual, encompassing non-specific 

supportive therapy and medication. Along with the dynamic interview, the evaluation 

procedure encompassed clinician-ratings of depression and mania. The patients were given 

the questionnaires at the end of the interview and were asked to fill them in and send them 

back within two days.  

 The control group was recruited by means of two local institutions : (1) School of 

Social Studies (n = 17) ; (2) Association promoting Community Activities and Service (n = 

13). Matching criteria were transparently issued at the outset of the control group recruitment. 

Therefore, only nine participants had to be refused from participation due to failure to meet 
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the matching criteria. The control participants, unlike the patients who were not paid, were 

given a contribution (the equivalent of USD 16). 

 All interviews were tape-recorded and transcribed by Master’s-level psychology 

students, according to the method defined by Mergenthaler and Stigler (1997).  

Interviews were rated based on the transcripts. All ratings were done by the first 

author; reliability of these ratings was established with fully-trained colleagues and 

supervisors on a randomly chosen 20% of all interviews (for the results see under 

Instruments). 

Data Analytic Strategy 

Multivariate statistics are performed to test our first hypothesis. Linear regression 

analyses are carried out in order to test the relationship between defenses, symptoms and 

alliance. Bonferroni’s correction was introduced where necessary. 

RESULTS 

Defense Specificities in BD  

Multivariate statistics yielded several results in terms of defense specificity (see table 

3). Overall, ODF was lower in patients, compared to controls. Secondary analyses 

(MANOVA per defense level; Bonferroni’s correction applied) showed that at inpatient 

treatment, BD patients practice fewer mature defenses (F(8; 51) = 6.90; p = .00; altruism, 

humor, self-assertion, self-observation), fewer obsessional defenses (F(3; 56) = 6.62; p = .00; 

intellectualisation), fewer neurotic defenses (F(4; 55) = 3.51; p = .01; reaction formation, but 

more often displacement), whereas they more often used narcissistic (F (3, 56) =2.90; p = .04; 

omnipotence), more often disavowal (F(4; 55) = 8.09; p = .00; rationalization), more often 

borderline (F(3, 56) = 3.84; p = .01; splitting of others’ images, projective identification) and 

more often action defenses (F(3, 56) = 3.67; p = .02; acting out). Effect sizes of the reported 

between-group differences were moderate, except for ODF, altruism, self-assertion, self-
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observation, intellectualization and rationalization, where high ES were observed. No effect 

for either of these variables was observed when we compared subgroups of patients according 

to their predominant symptomatology, mania or depression (median-split method applied).  

Immature Defenses and Symptom Level 

Linear regressions (method enter) yielded specific significant coefficients between 

immature defenses and symptoms, especially manic symptoms (see table 4). Patients with 

higher levels of manic symptoms used more often narcissistic defenses (omnipotence and 

devaluation), whereas no relationship was found for depressive symptoms. General symptom 

level (GSI) was not related in any way to defenses.  

Mature Defenses and Therapeutic Alliance  

Linear regression (method Enter) yielded a significant effect between mature defenses 

and the therapeutic alliance at inpatient treatment (R² = .67; p = .01). In particular, self-

assertion predicted the level of therapeutic alliance; the more assertive the patient, the better 

the therapeutic alliance (β = .32; p = .05).  

DISCUSSION 

The results corroborate parts of our hypotheses. Our first hypothesis about defense 

specificities is confirmed; BD patients display a significantly lower Overall Defensive 

Functioning, a lower level of neurotic and mature defenses and a higher level of immature 

defenses; thus, these patients are particularly vulnerable due to BD defense specificity. This 

conclusion is corroborated by the relationship between defenses and manic symptoms and 

underscored by the result when taking into account the patient’s symptom phase: defense 

specificity is completely independent of the predominant symptomatology.  

More specifically, our study yields in total five immature defenses as BD specificities, 

in comparison with matched controls: acting out, projective identification, splitting of others’ 

images, rationalization and omnipotence; the latter predicts specifically the level of manic 
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symptoms. There are no effects for idealization, devaluation, denial, projection, autistic 

fantasy, splitting of self images, help-rejecting complaining and passive aggression; 

furthermore, displacement is the only neurotic defense more often practiced by BD patients, 

in comparison with matched controls. Conversely, BD patients practice less often mature, 

obsessional and neurotic defenses. This clear picture confirms and enlarges Perry and 

Hoglend’s (1998) conclusions on affective disorders indicating that a set of eight immature 

defenses are related to symptom level and evolution in depression, and sheds additional light 

on defensive processes in BD specifically. These are different from defensive processes in 

hypomania (Perry, 1990b; Perry, & Cooper, 1986), whose symptoms are associated either 

with mature or obsessional defenses, and negatively with action defenses. Thus, Bipolar type I 

Affective Disorder is consistently associated with lower-level (immature) defenses, unlike 

type II. The use of borderline and action defenses is associated with increased vulnerability 

for Recurrent Depression (Perry, 1990b) and symptom intensity in Borderline Personality 

Disorders (Perry, & Cooper, 1986); the use of narcissistic defenses is associated with higher 

symptom level in BD (see above) and Borderline Personality Disorder (Perry, & Cooper, 

1986). Thus, a specific double defense vulnerability results for BD patients: (1) They are 

psychologically vulnerable to further episodes of depression, (2) They are psychologically 

unstable as regards personality features, i.e., borderline defenses, which may contribute 

together – among other factors such as biological determinants - to explaining the substantial 

symptomatic fluctuation in BD. The relevance of the double defensive vulnerability should be 

confirmed in longitudinal studies. Lower defensive functioning is characteristic of many other 

psychiatric disturbances (e.g., Perry et al., 1998; Perry, 1993b; Perry, & Cooper, 1989). Thus, 

the results of our study are in line with previous results on patients with severe 

psychopathology, implying that the defense specificity reported here is probably not exclusive 

for BD patients and may apply to individual patients from other diagnostic groups, as well. 
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Narcissistic defenses are an important aspect of BD functioning. These defenses may 

serve to protect a positive self-concept in a crisis situation (Cooper, 1998; Gilliéron, 2004; 

Drapeau, de Roten, Perry, & Despland, 2003). Patients presenting narcissistic defenses have 

difficulty in fully accepting the self as being in need of help. However, this is exactly how 

they might perceive themselves when facing a crisis situation (Gilliéron, 2004) or are induced 

to reflect about themselves – as prescribed by the technique of dynamic interviewing  

(Fowler, & Perry, 2005) and in psychotherapy – which may elicit narcissistic defenses, such 

as omnipotence. In turn, this defensive attitude again may lead to sub-manic manifestations or 

symptoms requiring more of the same defenses for the protection of narcissism; even more 

omnipotence is used, allowing full gratification of desires, maintaining therefore manic 

symptomatology (Sjöbäck, 1973). These dynamics explain why such patients might appear to 

the therapist as both “uncomfortable” and “discouraging”. These countertransferential 

attitudes are not necessarily beneficial for the therapeutic process and need further reflection 

by the clinician.  

The development of a positive therapeutic alliance is supported by the presence of 

self-assertion in the patient. This tentative result might help the clinician to perceive resources 

in this clinically challenging group of patients. Further longitudinal studies on this patient 

group undergoing psychotherapy should investigate the complex relationship between 

patient’s variables, i.e. defenses, therapist interventions, i.e., the level of interpretations and 

the therapeutic alliance. Several studies have shown the relevance of the alliance and the 

therapist interventions for therapeutic outcome (e.g., Gaston, Marmar, Thompson, & 

Gallagher, 1988; Hersoug, Bogwald, & Hoglend, 2003; Hersoug, Sexton, & Hoglend, 2002; 

Siefert, Hilsenroth, Weinberger, Blagys, & Ackerman, 2006). 

To sum up, in order to assess defenses reliably, especially in BD inpatients, an 

observer-rater approach is preferable rather than a self-report approach, in view of high face-
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validity (Perry, & Ianni, 1998) and the necessity of context-embedded assessment based on 

session-transcripts, due to the unconscious status of defenses. As for BD patients, a set of five 

immature defenses have been identified as specificities, alongside lower frequencies in 

mature, obsessional and neurotic defenses. Their links with therapeutic outcome need to be 

clarified on a larger sample. We hypothesize a two-fold vulnerability result in BD patients - 

depression- and personality-related defensive vulnerability - due to heightened levels of 

action, borderline and narcissistic defenses.  

These results are inspiring for psychodynamic treatment of BD patients (see also the 

case reports by Deitz, 1995; Jackson, 1993; Kahn, 1993; Salzman, 1998). Especially the 

concept of the double defense vulnerability might help the clinician to be more attentive to 

defensive processes in BD patients, in particular to be attentive to narcissistic defenses on the 

one hand and to borderline on the other. The presence of immature defenses warrants specific 

psychotherapeutic interventions, such as supportive techniques and early-in-process defense 

interpretation, in order to increase the awareness in the patient of his or her way of 

functioning and its effects (see Perry, 1993a and Siefert et al., 2006, for specific therapeutic 

attitudes as a function of the patient’s predominant defensive level). These defenses tend to 

hinder the construction of a positive therapeutic alliance (Coughlin Della Silva, 1996); their 

early working-through seems, therefore, of paramount importance in the process of 

psychodynamic psychotherapy with BD patients (see also Yeomans, Clarkin, & Kernberg, 

2002). 

 There are several limitations to this study. We did not have any formal reliability of 

the criterian group, i.e. BD diagnosis, however, we established clinical reliability for the 

diagnosis and formal reliability on the level of the depressive and manic symptoms. Co-

morbidity in the patient sample reduces somewhat the internal validity of the trial. Moreover,   

subthreshold symptom level in patients (the means on MADRS and especially BRMS were 
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below the clinical cut-off at the moment of the dynamic interview) does not allow 

generalization to severe levels of BD symptomatology; we observed that high levels of manic 

symptoms - which occurred in two excluded patients - impede the feasibility of the interview 

technique used for the study. Therefore, the low symptom level may be understood as the 

pay-off of the feasibility of the study. Participants in the control group were not randomly 

chosen due to matching criteria and the voluntary status of participation and, thus, their 

defensive profiles are not representative of the general population; great care with 

generalizations need to be applied. Finally, psychotic defenses (or level of defensive 

dysregulation, Perry, 1993a; see also Piasentin, Vigano, Azzone, Verga, & Freni, 2001) are 

not assessed by the methodologies used, even if patients with Bipolar I Affective Disorder do 

present such defenses, associated with momentarily inaccurate reality testing (Baruch, 1997). 
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Table 1 

Socio-Demographics and Symptoms for Patients and Controls 

 

Criteria 

Patients (N = 30) Controls (N = 30)  

T(1,58) 

 

p Mean SD Mean SD 

Age 

Training (N Years) 

Gender (Female) 

Intimate relationship¹ 

Life situation 

  With partner 

  With partner & siblings 

  Alone 

  Alone with siblings 

  With parents 

  Institution 

WAI 

GSI 

Mania (BRMS) 

Depression (MADRS) 

46.14 

12.37 

67% 

37% 

 

30% 

3% 

43% 

10% 

7% 

7% 

63.04 

1.24 

3.10 

12.87 

11.20 

1.07 

 

 

 

 

 

 

 

 

 

13.96 

0.87 

2.94 

10.40 

41.90 

12.87 

67% 

40% 

 

30% 

7% 

40% 

10% 

13% 

0% 

 

0.48 

14.33 

1.42 

 

 

 

 

 

 

 

 

 

 

0.23 

1.28 

-1.59 

 

 

 

 

 

 

 

 

 

 

4.47 

.12 

.21 

 

 

 

 

 

 

 

 

 

 

.00 

Note. WAI: Working Alliance Inventory; GSI : Global Severity Index of Symptom Checklist 

SCL-90-R 

¹Considered as stable intimate relationship when lasting longer than 2 years 
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Table 2 

 Reliability results DMRS 

Case Rater ICC (2, 1) 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

A 

A 

B 

C 

C 

B 

A 

A 

C 

B 

D 

E 

D 

A 

E 

F 

E 

C 

E 

E 

E 

.78 

.81 

.89 

.64 

.70 

.85 

.78 

.85 

.95 

.86 

.88 

.85 

.95 

.79 

.83 

.95 

.94 

.87 

.73 

.94 

.81 

Note. ICC (2, 1) on 28 singular defenses 
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Table 3 

Defense Specificities in Bipolar Affective Disorder (N = 30) 

Defense Patients Controls F (1, 58) ES 

M SD M SD 

DMRS 

Number of defenses 

ODF 

Mature 

Obsessional 

Neurotic 

Narcissistic 

Disavowal 

Borderline 

Action 

 

32.77 

3.77 

4.70 

14.12 

11.68 

18.94 

33.36 

8.06 

9.14 

 

9.32 

0.38 

6.10 

9.38 

11.10 

12.91 

9.24 

6.87 

6.40 

 

31.20 

4.80 

21.89 

25.20 

8.00 

12.84 

24.43 

3.03 

4.61 

 

10.12 

0.57 

12.17 

12.29 

4.80 

8.73 

8.50 

4.69 

5.42 

 

0.39 

67.36** 

47.83** 

15.42** 

2.79 

4.59** 

15.21** 

10.98** 

8.78** 

 

0.16 

2.13 

1.79 

1.02 

0.43 

0.55 

1.01 

0.86 

0.76 

Note. MANOVA: F (7; 52) = 10.43; p = .00; DMRS: Defense Mechanism Rating Scales; 

ODF: Overall Defensive Functioning 

* p < .05; ** p < .01 
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Table 3 

Regression Analyses for Immature Defenses predicting Manic Symptoms (N = 30) 

Variable B SE B β 

Narcissistic: 

Omnipotence 

Idealization 

Devaluation 

Disavowal: 

Denial 

Projection 

Rationalization 

Autistic Fantasy 

Borderline: 

Splitting other 

Splitting self 

Proj. Identific. 

Action: 

Acting out 

Help-rejecting 

Passive-aggress. 

 

0.11 

-0.02 

0.22 

 

-0.12 

-0.20 

-0.10 

-0.37 

 

0.08 

-0.16 

-0.06 

 

0.04 

-0.12 

-0.10 

 

0.05 

0.10 

0.09 

 

0.09 

0.15 

0.08 

0.35 

 

0.16 

0.38 

0.13 

 

0.15 

0.22 

0.16 

 

.36* 

-.03 

.40* 

 

-.29 

-.29 

-.27 

-.22 

 

.11 

-.09 

-.09 

 

.05 

-.11 

-.13 

Note. Narcissistic: R² = .29; p = .03; Disavowal: R² = .13; p = .48; Borderline:  R² =  .02; p = 

.91; Action: R² = .04; p = .80; Bonferroni’s correction applied (significance level .05/4) 

* p < .05 

 

 


