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Abstract

Introduction: Acute stress disorder (ASD) encompasses a set
of symptoms that can arise in individuals after exposure to a
traumatic event. This study assessed the defense mechanisms
used by victims of physical trauma who developed ASD.
Method: This was a controlled cross-sectional study of
146 patients who suffered physical trauma and required
hospitalization. A structured questionnaire was used to evaluate
ASD symptoms based on DSM-5 diagnostic criteria, in addition to
the Defense Style Questionnaire (DSQ).

Results: Ten participants (6.85%) received a positive diagnosis
of ASD, and 136, (93.15%) a negative diagnosis. The majority
of the sample consisted of men with median age ranging from
33.50 to 35.50. The most prevalent defense mechanisms among
the 10 patients with ASD were cancellation and devaluation,
which belong to the neurotic and immature factors, respectively.
Positive associations between the presence of symptoms from
criterion B of the DSM-5 and defense mechanisms from the
DSQ were found. These included the mechanisms of undoing,
projection, passive aggression, acting out, autistic fantasy,
displacement, and somatization.

Conclusion: Patients with ASD employed different defense
mechanisms such as undoing and devaluation when compared
to patients not diagnosed with ASD. These results mark the
importance of early detection of ASD symptoms at a preventative
level, thereby creating new possibilities for avoiding exacerbations
related to the trauma, which represents an important advance in
terms of public health.

Keywords: Symptom, acute stress disorder, defense
mechanisms, stressful events.

Resumo

Introducdo: O transtorno de estresse agudo (TEA) reine um
conjunto de sintomas que pode surgir nos individuos apds exposicao
a um evento traumatico. Este estudo verificou a relagdo entre o
estilo defensivo e o desenvolvimento de TEA e seus sintomas em
uma amostra de pacientes que sofreram trauma fisico.
Métodos: Este estudo transversal controlado envolveu
146 pacientes que sofreram trauma fisico e necessitaram
hospitalizagdo. Um questionario estruturado foi utilizado para
avaliar sintomas de TEA, baseado nos critérios diagndsticos do
DSM-5, além do Questionario de Estilo Defensivo (Defense Style
Questionnaire — DSQ).

Resultados: Dez (6,85%) pacientes tiveram diagndstico
positivo para TEA, e 136 (93,15%), diagnostico negativo. A
maioria da amostra foi composta por homens com idade mediana
variando de 33,50 a 35,50. Nos 10 pacientes positivos para TEA,
destacou-se a maior utilizagdo de mecanismos de defesa de
anulacdo e desvalorizacdo, pertencentes ao fator neuroético e ao
fator imaturo, respectivamente. Foram observadas associagdes
positivas entre presenca de sintomas de TEA do critério B do
DSM-5 e os mecanismos de defesa do DSQ, sobretudo nos
mecanismos de anulagdo, projecdo, agressdao passiva, acting
out, fantasia autistica, deslocamento e somatizagdo.
Conclusdo: Pacientes com TEA utilizaram mais mecanismos de
defesa do tipo anulagdo e desvalorizagdo quando comparados
aos pacientes sem diagndstico de TEA. Ressalta-se a importancia
da detecgdo precoce de sintomas de TEA a fim de evitar
outros agravos relacionados ao trauma, o que representa uma
importante evolugdo em termos de saude publica.

Descritores: Sintoma, transtorno estresse agudo, mecanismos
de defesa, eventos estressantes.

! Programa de Pds-Graduagdo em Ciéncias Médicas: Psiquiatria, Universidade Federal do Rio Grande do Sul (UFRGS), Porto Alegre, RS, Brazil. 2 Faculdade de
Medicina, UFRGS, Porto Alegre, RS, Brazil. * Hospital de Pronto Socorro de Porto Alegre, Porto Alegre, RS, Brazil. 4 Laboratério de Psiquiatria Molecular, Hospital
de Clinicas de Porto Alegre (HCPA), Porto Alegre, RS, Brazil. 5 Departamento de Psicologia, Pontificia Universidade Catélica do Rio Grande do Sul (PUCRS), Porto
Alegre, RS, Brazil. ® Servigo de Psiquiatria, HCPA, Porto Alegre, RS, Brazil. 7 Departamento de Psiquiatria e Medicina Legal, Faculdade de Medicina, UFRGS, Porto

Alegre, RS, Brazil.
Submitted Oct 11 2016, accepted for publication May 09 2017.

Suggested citation: Santana MR, Zatti C, Spader ML, Malgarim BG, Salle E, Piltcher R, et al. Acute stress disorder and defense mechanisms: a study of physical
trauma patients admitted to an emergency hospital. Trends Psychiatry Psychother. 2017;39(4):247-256. http://dx.doi.org/10.1590/2237-6089-2016-0071

APRS

Trends Psychiatry Psychother. 2017;39(4) - 247-256



Acute stress disorder and defense mechanisms - Santana et al.

Introduction

The concept of trauma is used to define occurrences
in one’s life characterized by their intensity and
one’s incapacity to respond to them in a suitable
manner, by the upset they cause, and by the durable
psychopathological effects they produce in term of the
patient’s psychological organization.! Sigmund Freud
(1920/1996), in his research on neuroses, established
the bases of this concept, employing the term to
refer to psychological reactions in the face of railway
accidents and the impact of death on war veterans.
Thus, the term “trauma,” until then used to refer to
bodily injuries, started to be applied to psychological
phenomena, bringing the latter into the realm of
casualty and treatment.?

This new picture, which emerged from the recognition
of symptomatologic phenomena arising in the contexts
of war - in particular, the World Wars and the Vietham
War - fostered the formulation in the 1980s of diagnostic
criteria for post-traumatic stress disorder (PTSD) as a
dimensional category. It referred to various symptoms
associated with trauma experienced in war,** according
to the 1980 Diagnostic and Statistical Manual of Mental
Disorders, Third Edition (DSM-III).>

In the subsequent edition, the DSM-1V, acute stress
disorder (ASD) appeared as a separate diagnostic
category, describing symptoms consistent with
psychological disturbances similar to those of PTSD,
which occur in many individuals after a trauma, but
with @ maximum duration of one month. This came to
be an important diagnosis as well, since ASD seemed
to predispose to PTSD.%® Finally, according to the
2013 DSM-5,° the prevalence of ASD in a population
exposed to a serious traumatic stress depends on the
severity and persistence of the trauma and the degree
of exposure to it. Studies highlight that the prevalence
of ASD can vary from 7 to 28% among trauma
sufferers.!® Researchers have diagnosed ASD in 16%
of 62 hospitalized motor vehicle accident victims and
in 14% of 79 patients hospitalized after traumatic brain
injury.t*2 A longitudinal study using DSM-IV criteria
found evidence for ASD in 10% of a total of 1,129
patients from five large trauma centers in Australia who
suffered traumatic injury.** This was corroborated by
another study that investigated latent structures of ASD
in 450 employee-victims of bank assault and found the
same ASD prevalence rate of 10%.4

From a psychoanalytic perspective, the ego, when
faced with demands inherent to internal and external
realities, activates defense mechanisms to try to
reconcile impulsive needs with reality. In the context of
trauma, the core functions of defense mechanisms are
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to moderate emotional levels of stress, providing time
for the individual to deal with the trauma, and to help
them handle inevitable losses. Defense mechanisms also
function as psychological mechanisms that seek a balance
between desires, needs, and individual impulses on the
one hand, and the prohibitions and demands of external
reality or the superego on the other.*> When well-adapted,
defense mechanisms are positively associated with
happiness, psychosocial maturity, occupational success,
stable relationships, and absence of psychopathology.6:t”

The literature stresses the importance of studies
on defense mechanisms, as they are an indication of
risk for disorders after a trauma. Some people are
more vulnerable than others to potentially traumatic
situations. Conversely, some deal better with negative
experiences. These people will demonstrate a higher
level of competency, self-esteem, and feelings of self-
efficacy in the face of adversity, revealing more positive
attitudes towards life and showing the capacity to give
meaning to their experiences. The qualities of the
defense mechanisms used by an individual are related
to their ability to adapt to the external reality. In this
sense, authors continue to emphasize that defenses do
not deny or distort the source of the conflict itself, but
rather enhance its mitigation.®67

The objective of this study was to explore and
assess the relationship between the style of defenses/
defense mechanisms and the development of ASD and
its symptoms in a sample of patients who experienced
physical trauma. The study is warranted as it addresses
a novel area not merely in the realm of trauma in
general, but specifically in the field of ASD.

Method

Participants

Data collection was performed at a referral emergency
hospital for physical trauma in Porto Alegre, state of Rio
Grande do Sul, southern Brazil. Study participants were
patients over 16 years of age, victims of sufficiently severe
physical trauma, with recommended hospitalization for
a minimum of 48 hours. The hospitalization duration
criterion, in addition to providing a minimum level of
severity for similar cases, was important to allow the
investigation of the diagnosis of ASD according to DSM-5
diagnostic criteria.®

Patients who refused to participate in the study or who
were unable to do so due to their clinical condition were
excluded from the sample. Patients hospitalized due to
suicide attempt were also excluded as the authors felt
that suicidal patients required different care regarding
their psychopathology. A total of 146 participants were



assessed (136 with a negative diagnosis for ASD and 10
with a positive diagnosis).

Instruments

Participants were assessed using a structured
interview based on DSM-5 criteria to verify the presence
of ASD. After diagnosis, participants were divided into
two groups (with ASD and without ASD).

Then, statistical analyses (Kolmogorov-Smirnov
test, t-test, Mann-Whitney U test, and Spearman’s
rho, with significance set at 0.05) were performed and
revealed the prevalence of association between the
defense mechanisms employed by individuals and the
symptoms of ASD from criterion B of the DSM-5.

Clinical and demographic data were assessed by
means of a structured questionnaire. The Socioeconomic
Level Scale (Escala de Nivel Socioecondémico — ENS)
proposed by Associacdo Brasileira de Institutos de
Mercado, was used to define the socioeconomic profile
of the groups. This scale provides an objective economic
classification based on family consumer goods, with five
divisions: A, B, C, D, and E.*®

Defense mechanisms were evaluated using the
Defensive Style Questionnaire (DSQ),!° subsequently
revised?® and reorganized?® as the DSQ-40. The
primary translation and adaptation of the DSQ to
Brazilian Portuguese was done by Andrade as part
of a reliability study.??23 In 2004, Blaya et al., who
evaluated defense mechanisms using the Portuguese
version of the DSQ-40,2* undertook a preliminary
adaptation and validation study.

The DSQ is an objective questionnaire and can be
self-administered. It evaluates 20 individual defenses,
calculating the mean of 10 items per defense mechanism.
Each item is ranked on a scale ranging from 1 to 9, with
1 indicating “strongly disagree” and 9 indicating “strongly
agree.” Defenses are divided into three factors: mature
(sublimation, humor, anticipation, and suppression),
neurotic (undoing, pseudo-altruism, idealization, and
reaction formation), and immature (projection, passive
aggression, acting out, isolation, devaluation, autistic
fantasy, denial, displacement, dissociation, splitting,
rationalization, and somatization). Score factors were
calculated using the mean defense scores belonging to
each factor. In this study, specialists had a mean allocation
of experts’ correlation to each defense of 89%, and of
100% to the mature, neurotic, and immature factors.*

Psychiatric comorbidities were evaluated using the
Mini-International Neuropsychiatric Interview (MINI),
which consists of a short, standardized diagnostic
interview compatible with the DSM-III-R/IV and also
with the International Classification of Diseases, 10th
edition (ICD-10).
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Statistical analysis

The Kolmogorov-Smirnov test was used to assess the
distribution of variables. Those with a normal distribution
were presented as mean * standard deviation, while
those asymmetrically distributed were described using
interquartile ranges.?> Means were then compared using
a t-test for independent samples, whereas medians were
compared using the Mann-Whitney U test. Categorical
variables were described using absolute and relative
frequencies and analyzed using the chi-square test or
Fisher’s exact test. Associations between the variables
were assessed using Spearman’s rho. A significance
level of 0.05 was adopted.

Ethical considerations

This study is part of the research project entitled
“Evaluation of acute stress disorder and post-traumatic
stress disorder in patients hospitalized for physical trauma,”
which was approved by the research ethics committee of
Hospital de Clinicas of Porto Alegre (protocol no. 126.555,
CAAE 06900412.0.0000.5327) and followed all ethical
recommendations of the Brazilian National Health Council
Resolution 196/96. Participants and/or guardians obtained
all necessary information beforehand, and any doubts
concerning the study were completely clarified. After this
procedure, those who agreed to participate in the study
signed an informed consent form. The anonymity of all
patients is protected.

Results

The final sample comprised 146 physical trauma
victims, of which 136 (93.15%) had a negative diagnosis
for ASD and 10 (6.85%) had a positive diagnosis. This
unequal group distribution was caused merely by the
prevalence of ASD diagnosis in the target population
when exploring it in using a naturalistic approach. This
issue was controlled using unpaired statistical methods
for asymmetrical groups. Conversely, sociodemographic
data revealed that the sample was homogeneously
distributed, being predominantly male and having
a median age in the range of 33.50 to 35.50. In the
ASD-negative group, more than half of the participants
were single, employed (46.6%), and had a median of
8.0 years of education. In the ASD-positive group, in
turn, participants were mainly single (30%), employed
(60%), with a median of 10.0 years of schooling. In
both groups, C was the predominant economic class,
and the most common reason for hospitalization was
traffic accident. These data are shown in Table 1.

The Kolmogorov-Smirnov test was used to assess
variable distribution and to investigate in what way the
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distribution of quantitative variables was asymmetric.
Asymmetric variables were described using interquartile
ranges and compared using the Mann-Whitney U test;
categorical variables were described using absolute and
relative frequencies and analyzed using the chi-square
test or Fisher’s exact test. A significance level of 0.05
was adopted.

Table 2 shows that the defense mechanisms
undoing and devaluation showed statistically significant
differences between the groups: both were more
prevalent in individuals who developed ASD when
compared with those with a negative diagnosis.

The study also proposed to analyze ASD (criterion B
of the DSM-5) and its relation to defense mechanisms,
as seen in Table 3.

For this analysis, the Kolmogorov-Smirnov test was
performed to assess the distribution of the variables.
Those with a normal distribution were described as

mean % standard deviation, while those with an asymmetric
distribution were described using interquartile ranges.
Means were compared using t-test for independent
samples, while medians were compared using the Mann-
Whitney U test. A significance level of 0.05 was used.

As seen in Table 3, patients with ASD symptoms
from criterion B of the DSM-5 showed significantly
higher levels of the following defense mechanisms:
idealization, undoing, projection, passive aggression,
autistic fantasy, and somatization.

When using Spearman’srho (p < 0.05) toinvestigate
possible associations between positive symptoms
from criterion B of the DSM-5 and the defense
mechanisms assessed in the DSQ (Table 4), we found
that undoing, projects, passive aggression, acting
out, autistic fantasy, displacement, and somatization
showed significant correlations. Statistically significant
correlations were also observed with the mechanisms

Table 1 - Clinical and demographic data of the two groups of patients assessed for ASD

ASD diagnosis

Variable Negative (n = 136) Positive (n = 10) p
Median age (years), median (p,,-p,s) 33.50 (24.50-46.0) 35.50 (24.0-44.0) 0.850
Male 118 (86.8) 7 (70.0) 0.158
Marital status 0.100
Single 70 (51.5) 3 (30.0)
Married 55 (40.4) 6 (60.0)
Divorced/separated 10 (7.4) 0 (0)
Widowed 1 (0.7) 1 (10.0)
Employment status (n = 133%) 0.645
Employed 62 (46.6) 6 (60.0)
Unemployed 20 (15.0) 1 (10.0)
Retired 5(3.8) 1(10.0)
On leave 10 (7.5) 1 (10.0)
Self-employed 32 (24.1) 1 (10.0)
Student 4 (3.0) 0 (0)
Median education (years), median (p,s-p,s) 8.0 (6.0-11.0) 10.0 (5.0-11.0) 0.906
Hospitalization reason (n = 117%) 0.776
Firearm injury 15 (12.8) 0 (0)
Melee weapon injury 12 (10.3) 1(11.1)
Aggression 25 (21.4) 2 (22.2)
Traffic accident 53 (45.3) 6 (66.7)
Work accident 12 (10.3) 0 (0)
Socioeconomic level 0.483
A 7 (5.1) 1 (10.0)
B 47 (34.6) 2 (20.0)
C 69 (50.7) 5 (50.0)
D 10 (7.4) 2 (20.0)
E 3(2.2) 0 (0)

Sample size is smaller in some items because not all participants answered all questions.
Data presented as n (%), unless otherwise specified.
ASD = acute stress disorder; p,.-p,; = 25th-75th percentile.
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anticipation, pseudo-altruism, idealization, reaction
formation, devaluation, denial, and splitting, even
though these were not as intense as the previously
mentioned correlations.

Variables were described using relative and absolute
frequencies and analyzed using the chi-square or Fisher’s
exact test. A significance level of 0.05 was adopted.

Discussion

The present results showed that 10 (6.85%)
participants presented a positive diagnosis for ASD.
This is slightly below the results reported in previous
studies (incidence of ASD diagnosis ranging from 8 or
31%).26-28 Still, the sociodemographic characteristics of
the two groups were homogeneous, with no statistically
significant differences in age, gender, marital status,
work situation, years of education, source of trauma, or
socioeconomic level (Table 1). Participants were mainly
male, young, single, employed, with a mean of 8 years
of education, belonged to socioeconomic class C, and
had been involved in a traffic accident.

Acute stress disorder and defense mechanisms - Santana et al.

Studies suggest that the seriousness of psychic
damage produced by real trauma depends much more
on subjective factors than on the type of physical trauma
per se.?® Among numerous relevant considerations, the
stress criterion was revisited in the DSM-IV.3° This came
to emphasize the subjective response of the individual
to the event (i.e., how threatening and terrifying -
rather than how “abnormal” - the traumatic event was
to the individual).

Individuals use various defensive styles when coping
with conflicts in the face of environmental demands.
Researchers have demonstrated an association between
defense style - mature, immature, or neurotic - and
psychopathological severity levels.3! Accordingly, in line
with the primary objective of this study, we compared
patients with a positive diagnosis for ASD vs. those with
a negative diagnosis to evaluate their use of defense
mechanisms in the face of a traumatic situation.
Comparison between the groups revealed a greater
use of the mechanisms of undoing (5.0 [3.5-7.0] vs.
7.0[6.5-8.5]; p < 0.047) and devaluation (4.0 [2.5-5.5]
vs. 5.0 [5.0-6.5]; p < 0.047) in patients diagnosed with
ASD (Table 2). In parallel with our findings, specifically

Table 2 - Defense mechanisms used by patients diagnosed with ASD compared with patients who did not develop the disorder

ASD diagnosis

DSQ variable Negative (n = 136) Positive (n = 10) p
Mature factors 6.6 (5.6-7.2) 6.6 (6.0-7.2) 0.865
Anticipation 7.0 (5.0-8.5) 7.0 (5.0-7.5) 0.845
Humor 6.5 (5.0-8.0) 8.0 (7.5-9.0) 0.134
Suppression 5.5 (5.0 -7.0) 5.0 (5.0-7.5) 0.940
Sublimation 7.0 (5.0-8.5) 5.0 (3.5-8.0) 0.257
Rationalization 6.5 (5.0-8.0) 7.5 (5.0-8.5) 0.711
Neurotic factors (mean + SD) 5.34 £ 1.68 6.23 £ 1.49 0.108
Pseudo-altruism 5.5 (4.5-7.5) 5.75 (5.0-6.5) 0.782
Idealization 5.0 (3.0-7.5) 5.25 (5.0-8.5) 0.371
Reaction formation 5.0 (3.5-7.0) 6.0 (5.0-9.0) 0.146
Undoing 5.0 (3.5-7.0) 7.0 (6.5-8.5) 0.047*
Immature factors (mean + SD) 4.31 £1.60 497 £1.12 0.232
Projection 3.0 (1.0-5.0) 4.0 (3.5-5.0) 0.377
Passive aggression 4.0 (2.5-5.0) 5.0 (4.0-5.0) 0.643
Acting out 5.0 (2.0-6.75) 5.0 (5.0-5.0) 0.430
Isolation 5.0 (3.0-7.0) 5.0 (3.0-9.0) 0.752
Devaluation 4.0 (2.5-5.5) 5.0 (5.0-6.5) 0.047*
Autistic fantasy 3.0 (2.5-5.5) 5.0 (3.5-6.5) 0.401
Denial 5.0 (2.0-6.0) 5.0 (3.5-8.5) 0.550
Displacement 4.0 (1.5-5.75) 5.0 (1.0-6.5) 0.568
Dissociation 5.0 (3.5-6.5) 5.0 (5.0-5.0) 0.728
Splitting 5.0 (3.0-6.25) 5.5 (1.0-6.5) 0.653
Somatization 4.0 (1.0-6.5) 5.0 (5.0-7.0) 0.099

Data presented as median (25th-75th percentile), unless otherwise specified.

ASD = acute stress disorder; DSQ = Defensive Style Questionnaire; SD = standard deviation.

* Statistical significant difference between the groups (p < 0.05).
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with regard to the undoing mechanism, researchers
have examined the relationship between ASD symptoms
and anxiety and depression symptoms in children and
adolescents aged 8 to 17 after a traumatic event. They
reported that symptoms of undoing were positively
associated with the sum of symptoms of depression
(Spearman’s rho = 0.21, p < 0.01) and anxiety
(Spearman’s rho = 0.33, p < 0.01).%° Earlier evidence
also suggested that undoing or emotional suppression
after a traumatic event is associated with high levels of
PTSD symptoms.3? We found no studies in the literature
up to the time of writing this manuscript that related
ASD with the devaluation defense mechanism.
Furthermore, other neurotic and immature factor
defensive styles, such as idealization, reaction
formation, projection, passive aggression, autistic
fantasy, and somatization, were also more used by
patients diagnosed with ASD in this study (Table 2),
even though the differences were not statistically
significant. By comparison, previous research has
observed the use of maladaptive defenses, such as

and passive aggression, in war veterans with PTSD, thus
diverging from our findings. Such a difference, however,
is perhaps understandable as our study did not cover
patients diagnosed with PTSD, but rather with ASD.3334

As a secondary objective, we analyzed (Table 3)
defense mechanisms of patients with positive ASD
symptoms from criterion B of the DSM-5 (n = 21) in
relation to those with negative criterion B symptoms
(n=122). We found evidence that patients with positive
criterion B symptoms more often used the mechanisms
of idealization and undoing, belonging to the neurotic
factor, and projection, passive aggression, autistic
fantasy, and somatization, belonging to the immature
factor. Thus, we can speculate that the less adapted the
individual is to reality, the more immature the defenses
used will be and the lower the quality of conflict
management. Also, this opens up the possibility of
different, or altered, personality functioning in patients
with positive criterion B symptoms. Further studies are
required to verify this matter.

We also observed that the use of immature defense

isolation, regression, acting out, projection, inhibition, mechanisms was correlated more intensely with

Table 3 - Defense mechanisms used by patients with ASD symptoms from criterion B of the DSM-5 compared to patients without those
criterion B symptoms

ASD symptoms from criterion B of the DSM-5
Negative (< 9 symptoms) Positive (= 9 symptoms)

DSQ variable (n=122) (n=21) p
Mature factors 6.6 (5.6-7.2) 6.6 (5.4-7.2) 0.950
Anticipation 6.75 (5.0-8.5) 7.5 (5.0-8.5) 0.557
Humor 6.5 (5.0-8.0) 7.0 (5.0-9.0) 0.682
Suppression 5.75 (5.0-7.5) 5.0 (5.0-6.0) 0.395
Sublimation 7.0 (5.0-8.5) 7.0 (5.0-8.5) 0.829
Rationalization 6.5 (5.0-8.5) 6.5 (5.0-8.0) 0.223
Neurotic factors (media + SD) 5.24 £ 1.67 6.31 £ 1.38 0.005*
Pseudo-altruism 5.0 (4.5-7.0) 6.0 (5.0-8.0) 0.125
Idealization 5.0 (3.0-7.0) 6.75 (5.0-8.5) 0.024*
Reaction formation 5.0 (3.5-7.0) 5.0 (4.0-8.0) 0.425
Undoing 5.0 (3.0-7.0) 6.75 (5-8.5) 0.004*
Immature factors (media + SD) 4.21 £1.58 4.61 £1.34 0.007*
Projection 2.5 (1.0-5.0) 4.5 (3.5-7.25) 0.005*
Passive aggression 4.0 (2.5-5.0) 5.0 (3.75-6.25) 0.030*
Acting out 4.5 (2.0-6.0) 5.0 (5.0-8.25) 0.070
Isolation 5.0 (3.0-7.0) 5.0 (3.0-7.75) 0.676
Devaluation 4.0 (2.5-5.0) 5.0 (4.25-6.25) 0.087
Autistic fantasy 3.0 (1.0-5.0) 5.0 (3.5-7.0) 0.049*
Denial 5.0 (2.0-6.0) 5.0 (3.25-7.5) 0.332
Displacement 4.0 (1.5-5.5) 5.0 (3.25-7.0) 0.116
Disassociation 5.0 (3.5-6.0) 5.0 (4.0-7.25) 0.477
Splitting 5.0 (3.0-6.5) 5 (1.5-6.5) 0.077
Somatization 4 (1.0-5.5) 5.0 (4.75-7.75) 0.017*

Data presented as median (25th-75th percentile), unless otherwise specified.
ASD = acute stress disorder; DSQ = Defensive Style Questionnaire; SD = standard deviation.
* Statistical significant difference between the groups (p < 0.05).
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patients with criterion B symptoms (p < 0.001), with
the following mechanisms being positively correlated:
projection, passive aggression, acting out, displacement,
somatization, autistic fantasy, and undoing (Table 4).
Similar to our results, a previous study investigated the
association of defense mechanisms with the occurrence
of specific psychiatric symptoms in a population of 201
North Korean refugees and found evidence of a positive
correlation of PTSD with the mechanisms of isolation and
undoing, after controlling for anxiety and depression.3*

The mechanisms referred to in this study are present
in diverse functional and personality styles, however
they are more active in individuals who possess a
personality structure considered regressive.? These
more regressive mechanisms are used and mustered
with greater predominance when the ego’s other internal
resources cannot deal with a traumatic situation in a
more adaptive way. The use of such defenses arises,
thus, as an attempted coping strategy for controlling
anguish and anxiety, and for facing, accepting, ignoring,
or suppressing the potential threat experienced at that
moment, which, in many cases, results in pathology
due to the intensity and rigidity present in the operating
personality of the subject. Earlier research bolsters this

Acute stress disorder and defense mechanisms - Santana et al.

assertion supporting the idea that immature defense
mechanisms (as well as neurotic ones) are considered
pathological and associated with high anxiety
levels.16:20,36

Another noteworthy defense mechanism in
traumatized patients, particularly in those who develop
PTSD, is dissociation. When people experience “vociferous
emotions,” their psychic apparatus searches for an
alternative way to deal with the excessive situation. This
is unnamed at the time, disassembling the traumatic
experience, and casting it into different dimensions of the
unconscious. As a result, the memories of the traumatic
experience cannot be integrated into consciousness
and remain dissociated from it. Freud (1926/1996) also
recognized that something becomes traumatic because
it stays dissociated and out of conscious perception.3’
However, even though dissociative symptoms are
diagnostic criteria for ASD,° in this study no significant
differences were found in the use of the dissociation
mechanism between cases and controls.

Regarding psychiatric comorbidities (Table 5),
several studies in the area of trauma have shown that
these rates can be up to two times greater in trauma
victims.19383%  Furthermore, a previous study that

Table 4 - Association between number of ASD symptoms from criterion B of the DSM-5 and defense
mechanisms assessed by the DSQ

DSQ Spearman’s rho p
Mature factors 0.121 0.150
Anticipation 0.190 0.022
Humor 0.06 0.472
Suppression 0.027 0.751
Sublimation 0.101 0.226
Rationalization -0.033 0.690
Neurotic factors 0.375 <0.001
Pseudo-altruism 0.218 0.008
Idealization 0.273 0.001
Reaction formation 0.207 0.012
Undoing 0.364 <0.001
Immature factors 0.493 < 0.001
Projection 0.500 <0.001
Passive aggression 0.421 <0.001
Acting out 0.344 < 0.001
Isolation 0.131 0.114
Devaluation 0.220 0.007
Autistic fantasy 0.329 < 0.001
Denial 0.235 0.004
Displacement 0.373 <0.001
Dissociation 0.159 0.055
Splitting 0.248 0.003
Somatization 0.369 < 0.001

ASD = acute stress disorder; DSQ = Defensive Style Questionnaire.
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analyzed 125 automobile accident survivors, of whom
40.9% presented diagnostic criteria for ASD, found
that the predictors were: anxiety, suicide risk, and
traumatic reinterpretation.3* Additionally, in a cohort
study involving 450 employees of the Danish Bank
exposed to bank robbery in Denmark, sensitive anxiety,
peritraumatic panic, and negative self-perception
were considered risk factors for developing severe

ASD in 74% of cases.?” Confirming the findings in the
literature, the present study found a greater prevalence
of psychiatric comorbidities, such as current depression,
current melancholy, suicide risk, history of panic attack,
agoraphobia without panic attack, social phobia, current
PTSD, history of psychosis, psychotic mood, and history
of psychotic mood, in patients with ASD as compared to
those without this diagnosis (Table 5).

Table 5 - Relationship between groups evaluated for ASD and statistically relevant psychiatric comorbidities

ASD diagnosis

Variables Negative (n = 136) Positive (n = 10) p
MINI diagnosis
Depression (current) 34 (25.0) 7 (70.0) 0.013
Melancholy (current) 24 (17.6) 6 (60.0) 0.007
Suicide risk (n = 125) 28 (22.4) 6 (60.0) 0.030
Panic disorder history (n = 145) 0.031
Yes 15 (11.1) 3 (30.0)
No 118 (87.4) 6 (60.0)
Not applicable 0 (0)
Panic attack (current) (n = 145) 0.006
Yes 2 (20.0)
No 126 (93.3) 6 (60.0)
Not applicable 2 (20.0)
Agoraphobia without panic 0.001
Yes 21 (15.4) 7 (70.0)
No 113 (83.1) 3 (30.0)
Not applicable 0(0)
Social phobia (n = 145) 0.001
Yes 16 (11.9) 6 (60.0)
No 116 (85.9) 4 (40.0)
Not applicable 0 (0)
PTSD (current) 0.029
Yes 2 (20.0)
No 125 (91.9) 7 (70.0)
Not applicable 1(10.0)
Psychosis history(n = 144) 0.031
Yes 30 (22.4) 6 (60.0)
No 103 (76.9) 4 (40.0)
Not applicable 0 (0)
Psychotic mood (n = 144) 0.031
Yes 13 (9.7) 4 (40.0)
No 119 (88.8) 6 (60.0)
Not applicable 0 (0)
Psychotic mood history (n = 144) 0.021
Yes 15 (11.2) 5 (50.0)
No 116 (86.6) 5 (50.0)
Not applicable 0 (0)

Data presented as n (%).

ASD = acute stress disorder; MINI = Mini-International Neuropsychiatric Interview.
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Wagas et al. analyzed defense mechanisms such
as depression, anxiety, and academic performance
in a population of medical students continuously
exposed to this stressful area of education.3® Those
authors found that the use of immature and neurotic
defensive styles was associated with low academic
performance and high levels of depression and anxiety.
It was noted that, owing to such a result, individuals
subjected to stressful situations (traumatic or not) are
more vulnerable to developing pathologies such as
depression and anxiety when they employ immature
and neurotic defenses.

Psychological factors, as well as mental disorders,
such as ASD, in addition to constituting an important
mental health problem, could impair the patient’s
clinical recovery.?® Similarly, it is known that early
interventions can prevent the negative evolution of the
ASD framework into PTSD.®

One of the limitations of this study is that it was
an exploratory cross-sectional study that resulted in
asymmetric group sizes. Despite the fact that appropriate
statistical tests were used, this limitation prevents
generalizing results or making further assumptions
related to the findings.

Conclusion

In the present study, patients with ASD made
greater use of defense mechanisms of the undoing and
devaluation type as compared to patients not diagnosed
with ASD. Thus, the relevance of these discoveries is
directly related to the need for early detection of ASD
symptoms, enabling preventive action, and thereby
making early treatment possible. This could avoid
additional harm linked to trauma and would represent
an important advance in terms of global public health
in the assistance of trauma victims. The present study
may also pave the way for future personality research
with ASD patients.
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