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Abstract
Differences in the Defense Mechanism Technique modified (DMTm), a percept-genetic tachistoscopic technique, between 56 patients with a main diagnosis of mild, moderate or severe unipolar
depression and 42 with a main diagnosis of somatoform disorder were studied. As expected, the
affect defenses of inhibition, introaggression and barrier isolation—all through their specified
motive related to the depressive position of the affect positions model of the Andersson developmental and psychodynamic model of the mind—appeared more often with the depressive than the
somatoform patients. Repression scored at the place of the threatening person in the DMTm pictures (Pp-repression) was more often found with the depressive patients, projected introaggression and no Pp-repression but repression scored at the place of the non-threatening person
(H-repression) with the somatoform. In total less than four scorings of affect anxiety and affect defense, seen to indicate alexithymia, characterized the somatoform patients and those with mild
depression. Denial through reversal II 3 and denial through reversal IV were common with the
somatoform patients and those with severe depression. Denial was uncommon with mild depression. Denial, denial through reversal II 3 and denial through reversal IV increased the more severe
the depression. The findings were interpreted according to the Andersson model.
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1. Introduction

It is well established that symptoms that appear in patients with somatoform and anxiety disorders often also
appear in patients with depressive disorders (Leiknes, Finset, Moum, & Sandanger, 2007; Roca, Gili, GarciaGarcia, Salva, Vives, Garcia Campayo, & Comas, 2009; Steinbrecher, Koerber, Frieser, & Hiller, 2011). Since
patients with these disorders in self-reports of personality seem to share many characteristics, some researchers
find it unwarranted to regard them as separate disorders (Krueger & Tackett, 2006). Klein, Kotov, and Bufferd
(2011) recently addressed some methodological issues that are of importance when considering the relation between personality and psychopathology. They claimed, for example, that the heavy reliance on self-report questionnaires for measuring personality in connection with depressive disorders can be problematic because such
estimates are influenced by, e.g., current mood state, limited insight, response styles and difficulty in distinguishing traits from stable environmental contexts. They were also concerned that the overlap between personality dimensions and psychopathology, e.g., between items describing neuroticism/negative emotionality and depression, could inflate the associations between them.
In an attempt to measure personality other than through questionnaire reports, the present author recently
examined personality differences in the Spiral Aftereffect Technique (SAT) between patients with a main diagnosis of either unipolar depression or a somatoform disorder (Olsson, 2014). Measured over ten repeated aftereffect duration trials, a clear-cut difference between these two groups of patients was found. Successively longer aftereffect durations characterized the depressive patients, whereas successively shorter aftereffect durations
ending in short or very short aftereffect durations characterized those with a somatoform disorder. The successively increasing aftereffect duration found with the depressive patients was seen to indicate a cognitive strategy
that in the Andersson (1991; Andersson & Ryhammar, 1998) developmental and psychodynamic model of the
mind is linked to the depressive position of the affect positions model.
In the Andersson model, the three varieties of separation anxiety, affect anxiety and identity anxiety serve as
main motives for three corresponding types of defenses in the order of denial, affect defenses (repression, projected introaggression, inhibition, introaggression, barrier isolation and affect isolation) and denial through reversal (four main types of identity defenses indicating failure to uphold distinctions connected with separateness,
dissimilarity, gender and generation). There are also specified motives for these defenses that are distinguished
from the main motives and obtained from three different psychoanalytic models: the reflex arc model or model
of attachment (Freud, 1900; Bowlby, 1979) regarding the specified motive for denial, the affect positions model
(Klein, 1935, 1940, 1946) regarding the specified motives for different types of affect defenses, and the model
of self and selfobject (Kohut, 1971, 1977, 1984) regarding the specified motives for different forms of denial
through reversal.
The present study is a further examination of differences between the same depressive and somatoform disorder patients as studied by Olsson (2014), now by use of a tachistoscopic technique utilizing successively longer short-time exposures of particular picture motifs, the Defense Mechanism Technique modified (DMTm). SAT
and DMTm belong to a research tradition of studying personality through “perception as an event over time”
(Smith, 1957), referred to as percept-genetic analysis (Kragh & Smith, 1970; Rubino, 1987; Andersson, 1991).
Findings with the SAT and the DMTm are interpreted within the theoretical framework of the Andersson model,
and both techniques have proven to be of value in studying personality differences irrespective of whether the
person examined is a psychiatric patient or not (for a summary of studies, see Andersson, 2004). DMTm has also turned out to be useful for the assessment of change due to psychotherapy (Andersson, Wilhelmsson, & Tollin Olsson, 2007a, b).
Among previous clinical studies, DMTm has been used with schizophrenic patients (Lööf & Svensson, 1993),
depressive patients (Hallborg, 1997; Hallborg & Andersson, 2002), drug abusers (Bergström, 1998; Montgomery, 2002; Aleman, 2006), and with patients characterized by somatization or psychosomatic disorders such as
hypochondriacal complaints (Hallborg, Andersson, Nordgren, & von Schéele, 1987), fibromyalgia (Jacobsson,
1989), ulcerative colitis (Andrée & Marke, 1994) and eating disorders (Wilhelmsson & Andersson, 2005; Wilhelmsson, 2012). A common characteristic of all these studies has been the ambition to differentiate between
subgroups of patients within the same primary diagnosis, unlike the present study to differentiate by means of
the DMTm between two different diagnostic groups.
Estimation of mild, moderate and severe depression is, according to DSM-IV (American Psychiatric Association, 2013) and DSM-5 (2013), regarded as having clinical utility, and is based on the number of criteria symptoms, the severity of the symptoms and the degree of functional impairment/distress. In cases of severe depres-
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sion, the presence of any psychotic symptoms is specified. The categories of mild, moderate and severe depression were employed by the physicians who made the diagnoses of the current depressive patients.
As reported in Olsson (2007), no difference between the present depressive and somatoform patients was
found on the total score of the Beck Depression Inventory (BDI) (Beck & Steer, 2001). There were differences,
however, on three of five subscales defined by means of factor analysis, viz., on “depressed mood”, “loss of
weight and appetite” and “negative self-image”, with the depressive patients scoring higher than the somatoform.
No differences were found on the subscales of “somatic manifestations” and “negative social feelings”. The BDI
total score and the scores of the five subscales will here be examined in an effort to verify the relevance of the
division of the depressive patients into severity groups.
The aim of the present study with DMTm was foremost to examine if one or more of the affect defenses of
introaggression, inhibition and barrier isolation—all through their specified motive related to the depressive position of the affect positions model of the Andersson developmental and psychodynamic model of the mind—
were more common among patients with a main diagnosis of unipolar depressive disorder than among patients
with a main diagnosis of somatoform disorder. In addition to this hypothesis, any differences between the clinical groups—especially between the depressive and the somatoform patients, but also between the three depressive groups of severity—on other defenses and signs specified in the DMTm manual (Andersson, 2004) and in
some later studies (Andersson & Montgomery, 2005; Wilhelmsson & Andersson, 2005; Andersson & Sandström, 2010) will also be explored.

2. Method
The Declaration of Helsinki on human experimentation was followed.

2.1. Participants
The participants were 98 patients aged 18 - 70 yrs. (M = 43.3, S.D. = 12.4), 59 women and 39 men, in outpatient
psychiatric care and primary care in a health district in the south of Sweden. Fifty-six patients, 37 women and 19
men (age range = 18 - 70 yrs.; M = 43.8, S.D. = 13.4), had a main diagnosis of unipolar depression denoted, according to DSM-IV, as a major depressive disorder with either a single or recurrent episode and also classified
as to the severity of the disorder. Fifteen had mild, 22 moderate and 19 severe depression. No patient had psychotic symptoms. The remaining 42 patients, 22 women and 20 men (age range = 20 - 68 yrs.; M = 42.6, S.D. =
11.1), had as a main diagnosis one of the following somatoform DSM-IV disorders: somatization disorder (n =
2), undifferentiated somatoform disorder (n = 31), somatoform pain disorder (n = 5) and hypochondriasis (n =
4). Those having a diagnosis of pain disorder were all judged to have the disorder associated with psychological
factors only. The DSM-IV somatoform disorders referred to as conversion disorder, body dysmorphic disorder
and somatoform disorder NOS were not found in the present sample.
The participants were selected on the basis of their main diagnosis. The diagnoses were made by the patient’s
treating physician, one psychiatrist and two specialists in general medicine, all with extensive diagnostic experience, who asked them if they would agree to participate in the study. Only a few patients declined to participate after being asked. The patients were not allowed to use sedative drugs (e.g., benzodiazepines) two days
prior to the DMTm testing. Otherwise, there was no restriction on the medication taken. The participants were
paid a small sum of money for their participation.

2.2. Beck Depression Inventory (BDI)
The Beck Depression Inventory (BDI) is a self-report symptom inventory that was originally developed to examine changes due to treatment (Beck, Ward, Mendelson, Mock, & Erbaugh, 1961). It is widely used for the
assessment of depression (Tennen, Hall, & Affleck, 1995) and is valid in different cultural settings (Bonicatto,
Dew, & Soria, 1998; Richter, Werner, Heerlein, Kraus, & Sauer, 1998; Shek, 1991; Wang, Andrade, & Gorenstein, 2005). The Swedish version of BDI (Beck & Steer, 2001) was used in the present study (a later version,
BDI II, was not available when the present data were collected).
BDI contains 21 items, each to be rated on a four-point scale of severity of symptoms (Beck, 1967; Beck,
Weissman, Lester, & Trexler, 1974). The total score ranges from 0 to 63 and is used as a measure of severity of
depression. Details of the five BDI subscales of “depressed mood”, “somatic manifestations”, “loss of weight
and appetite”, “negative self-image” and “negative social feelings”, all determined by means of a factor analysis
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of data from the present participants, can be found in Olsson (2007). How the BDI total score and the scores of
the subscales were related to the three groups of depression severity is reported in Table 2.

2.3. Defense Mechanism Technique modified (DMTm)
In the DMTm (Andersson & Bengtsson, 1985; Andersson & Hallborg, 1986; Andersson, 2004), a sequel to the
Defense Mechanism Test (Kragh, 1960, 1969; Andersson & Weikert, 1974), two black-and-white picture motifs
are shown tachistoscopically, each in a series of 20 exposures, the exposure times increasing successively from
5 milliseconds and then 8, 10, 13, 17, 23, 30, 40, 55, 70, 95, 125, 165, 220, 290, 380, 500, 660, 870, and 1150
milliseconds. An adult woman who is threatening is situated in the periphery of the first picture (“the threatening
mother”) and a threatening adult male in the second (“the threatening father”). In addition to the peripherally situated person (referred to as Pp), there is in each picture a centrally placed child (first picture) or young person
(second picture) who is referred to as “hero/heroine” (H). H is always of the same gender as the testee. In front
of H there is in each picture an object intended to represent a disguised sexual attribute (A). After each exposure,
the testee reports verbally what he or she has seen and makes a simple drawing of it.
The report obtained in the DMTm is not an unmediated reflection of external reality. Rather, prior to correct
recognition of the motifs, the material the individual produces is strongly colored by his or her very personal reconstruction and handling of the meaning of the themes shown in the pictures. The DMTm pictures are primarily aimed at arousing various forms of anxiety that can find expression either directly in the testee’s report or indirectly as various signs of defense against anxiety. There are also some further signs.
The scoring of DMTm was made according to the manual (Andersson, 2004) together with the later defined
signs of H-repression but no Pp-repression (Andersson & Montgomery, 2005), of H sad (Wilhelmsson & Andersson, 2005; Andersson & Sandström, 2010) and in total less than four scorings of affect anxiety and affect
defense (Wilhelmsson & Andersson, 2005). As in the study of depressive patients by Hallborg (1997), denial
through reversal II was divided into II 1 - 2 and II 3.
The scoring was performed independently by the present author and the originator of the DMTm manual, who
did not know the diagnoses given. A few differences in the scoring were established before the data analysis. To
be used as a variable, a sign had to occur in at least one of the two DMTm series and in at least 10 participants
(10% of the present sample). The signs employed and how they were defined is given in Table 1 (for further
details of the application and scoring of DMTm, see Andersson, 2004).

2.4. Statistical Analysis
To compare the results of the BDI obtained with the three depression severity groups, the Kruskal-Wallis
one-way analysis of variance by ranks was used (Hollander, Wolfe, & Chicken, 2014; Kruskal & Wallis, 1952).
When testing the relationship between the three depressive groups and DMTm signs (3 × 2 tables), the Pearson
Chi-square Test was employed. The requirements of this test are that each observation is independent of the
others, that no more than 20 % of the expected counts are less than 5, and that all individual counts are 1 or
greater (Yates, Moore, & McCabe, 1999; Weisburd & Britt, 2007). The statistical significances of differences in
DMTm signs between two groups (2 × 2 tables) were determined by means of the Fisher Exact Probability Test
(two-tailed). Phi (φ) was used as a measure of association (effect size) between the variables related to the hypothesis (Table 3).

3. Results
As can be seen in Table 2, there was a cogent agreement between the estimates of mild, moderate and severe
depression made by the physicians and the depressive patients’ self-report scores on the BDI, both with respect
to the total score and the scores of the subscales.
The hypothesis that the depressive patients more often than those with a somatoform disorder should employ
one or more of the defenses of inhibition, introaggression and barrier isolation was confirmed. In fact, each defense taken separately differentiated between the patient groups and one or more of them was also more common the greater the severity of the depression (Table 3).
There were further differences in the DMTm between the clinical groups (Table 4). Pp-repression was more
common with the depressive patients, H-repression but no Pp-repression, projected introaggression, and denial
through reversal II 3 with those with a somatoform disorder. The number of patients scored for denial, denial
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Table 1. Signs scored in the DMTm.
Sign

Specified

Affect anxiety

Before Pp has become a person or a face, something dissolved, fragmented, or the like, is seen at that
location, or Pp is changed from a person or a face into something which is dissolved, diffuse, or the like, or
Pp is blotted out in a marked way without being lost completely.

Identity anxiety

H is changed from a person or a face into something that is dissolved, diffuse, or the like, or H is blotted out
markedly without being either in part or totally lost.

H-repression

H is seen as a petrified, inanimate or disguised being, an animal or a specified object.

Pp-repression

Pp is seen as a petrified, inanimate or disguised being that is neither threatening nor unpleasant, as an animal
or as a specified object.

A-repression

A is seen as a petrified, inanimate or disguised being or an animal.

Projected
introaggression

Inhibition

Pp is seen as injured, tormented, dejected, sad, frightened, worried or exposed, or A is seen as something
which is damaged, broken, worthless, bad or threatening.
Pp is seen on at least five consecutive exposures as a petrified, inanimate or disguised being that is neither
threatening nor unpleasant, or as a specified object (Pp-repression not scored here), or Pp is seen on at least
five consecutive exposures as an object distinguished by its contour or as a framed, empty surface (barrier
isolation not scored here), or as a white or shining object or surface (affect isolation not scored here).

Introaggression

H is seen as injured, wretched, in trouble, or the like, or as being critical toward the self or involved in a
situation of destructive character.

Barrier isolation

A barrier is added between H and Pp or H and Pp belonging to different realities, or Pp is seen as a framed,
empty surface or as an object distinguished by its contour.

Affect isolation

Pp is seen as a white or shining object or surface, or there is a total loss of the specified content in the
exposure preceding the loss.

In total less than four
scorings of affect
anxiety and affect
defense

Signs of affect anxiety, H-repression, Pp-repression, A-repression, projected introaggression, inhibition,
introaggression, barrier isolation and affect isolation are scored less than four times in the 40 exposures (20
from each of the two series).

Denial

Pp is missing or uninterpreted on at least seven consecutive exposures, starting with the first exposure, or Pp
is lacking or uninterpreted on at least two consecutive exposures after having been specified as something
other than a person or a face, or, when having been specified as a person or a face, Pp is lacking on at least
two consecutive exposures.

Denial through
reversal I

H is seen as doubled or more than two persons, or both H and Pp are children, 15 years old or younger, on at
least two exposures and Pp is neither threatening nor unpleasant on these exposures.

Denial through
reversal II 1 - 2

H and Pp are seen as having a positive relationship or Pp as being positive in character on at least two
exposures, or H is seen as angry or threatening whereas Pp is seen as neither threatening nor unpleasant.

Denial through
reversal II 3

Pp is seen as neither threatening nor unpleasant on any of the exposures in a series.

Denial through
reversal III

H’s gender is changed from correct to incorrect, or is incorrect on at least eight consecutive exposures, but
not on all the exposures on which it is denoted, or H’s gender is denoted but is not correct on any of the
exposures in a series.

Denial through
reversal IV

Pp is seen as doubled or more than two persons or faces, or H and Pp have exchanged location, or H is seen
as a duplicate of Pp, or Pp’s gender is changed from correct to incorrect but Pp is neither threatening nor
unpleasant when thus changed, or Pp is explicitly denoted as H’s father in the first series or as H’s mother in
the second series, and at the same time is neither threatening nor unpleasant, or Pp is a person younger than
H and is neither threatening nor unpleasant, or H is changed from a younger person to an older person, 35
years of age or more, or H is seen as an older person, 35 years of age or more, on at least 12 consecutive
exposures.

Splitting of H

H is seen as two persons that are explicitly denoted as separated in distance, having different genders or
differing in other marked ways.

Disappearance of
H/partial disappearance
of H/loss of meaning of
H/only Pp

H disappears entirely after being specified as a person/H disappears partly and is only represented by some
body part, e.g., an arm, a leg or an upper part of the body without a head/H loses meaning or significance,
explicitly denoted after being a person/Pp is interpreted as something and neither H nor A are denoted on the
same exposure.
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A child

A is denoted as a child.

Negation

Pp is explicitly denoted as non-threatening.

Disappearance of threat

Denotation of threat is missing for Pp on at least two consecutive exposures after an earlier indication.
H is explicitly denoted as pleased, happy, satisfied or smiling and Pp is not denoted on the same exposure as
positive, angry, threatening or unpleasant.

H positive
H sad

H is explicitly denoted as sad or not happy (not scored in combination with introaggression).

Table 2. Mean ranks of the depression groups on the BDI scales and p-values (two-tailed) according to the Kruskal-Wallis
one-way analysis of variance by ranks (N = 56).
BDI scale

Depression group

Mean rank

Total score

Mild

15.27

Moderate

25.66

Severe

42.24

Mild

18.83

Moderate

29.27

Severe

35.24

Mild

17.33

Moderate

24.66

Severe

41.76

Mild

21.97

Moderate

26.23

Severe

36.29

Mild

20.40

Moderate

24.89

Severe

39.08

Mild

18.93

Moderate

29.11

Severe

35.34

Depressed mood

Somatic manifestations

Loss of weight and appetite

Negative self-image

Negative social feelings

χ2 (2 df)

p

24.08

.000

8.64

.01

21.06

.000

7.43

.02

12.94

.002

8.85

.01

Table 3. Distributions (prevalence/no prevalence) in the clinical groups of signs in DMTm of affect defenses related to the
depressive position of the affect positions model.
χ2 (2 df) and p
depression groups

p somatoform
disorder vs.
depression

Sign in
DMTm

Somatoform
disorder

Mild
depression

Moderate
depression

Severe
depression

Inhibition

1/41

2/13

4/18

3/16

.04

Introaggression

4/38

3/12

7/15

9/10

.007

Barrier isolation

5/37

3/12

11/11

7/12

.005

One or more of
these signs

9/33

6/9

16/6

16/3

6

7.91

.02

.00001 (φ = .46)
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Table 4. Distributions (prevalence/no prevalence) in the clinical groups of signs in the DMTm, other than those denoted in
Table 3, that differentiated between the groups.
χ2 (2 df) and p
depression groups

p somatoform
disorder vs.
depression

Sign in DMTm

Somatoform
disorder

Mild
depression

Moderate
depression

Severe
depression

Pp-repression

10/32

8/7

17/5

10/9

.0002

H-repression
but no Pp-repression

20/22

4/11

2/20

4/15

.002

Projected introaggression

10/32

0/15

1/21

2/17

.01

In total less than four
scorings of affect anxiety
and affect defense

21/21

9/6

4/18

4/15

8.56

.01

Denial

28/14

2/13

12/10

13/6

10.77

.005

Denial through reversal II 3

28/14

2/13

5/17

12/7

11.31

.003

Denial through reversal IV

23/19

6/9

8/14

14/5

6.50

.04

.002

through reversal II 3 and denial through reversal IV increased the more severe the depression. In all groups taken together, denial was uncommon with mild depression (2/13 vs. 53/30, p = .0004). Denial through reversal II 3
was common with somatoform disorder and severe depression (40/21 vs. 7/30, p = .00001), and so was denial
through reversal IV (37/24 vs. 14/23, p = .04). More patients with mild than with moderate or severe depression
scored in total less than four scorings of affect anxiety and affect defense, and this sign characterized more often
the patients with a somatoform disorder or mild depression than those with moderate or severe depression
(30/27 vs. 8/33, p = .001).

4. Discussion
In the DMTm, defenses appear as various verbal expressions in response to pictures with a threatening content.
Two varieties of defenses are distinguished—the relational defenses of denial and denial through reversal and
the affect defenses, the latter playing a prominent role in affect regulation. The affect defenses refer to different
ways to ward off either the unconditionally or conditionally harmful or “evil” that is aroused by the threat in the
pictures. In his developmental and psychodynamic model of the mind, Andersson (1991; Andersson & Ryhammar, 1998) considers the unconditionally evil to have its origin in what the psychoanalyst Melanie Klein (1935,
1940, 1946) in her affect positions model refers to as the paranoid-schizoid position and it reappears in the manic-obsessional position; the conditionally evil is rooted in the depressive position.
The relational defenses display in different ways how the threatening interpersonal situation in the DMTm is
handled. With the exception of denial through reversal II 3 (Pp seen as neither threatening nor unpleasant on any
of the 20 exposures in a DMTm series), no differences were found for the relational defenses between the
present main groups of depressive and somatoform patients, and there were no differences between them with
respect to signs of anxiety and of signs in the DMTm that are usually given a literal interpretation (like splitting
or disappearance of H, etc.).
The primary findings of differences concerned affect defenses. In line with the hypothesis, one or more of the
defenses of inhibition, introaggression and barrier isolation, all affect defenses that according to the Andersson
model are seen to handle something conditionally evil linked to the depressive position, were in a very evident
manner more often found with the depressive than the somatoform patients. This agrees with the finding in Olsson (2014) that the SAT strategy of successively increasing aftereffect durations, considered by Andersson
(1983) to be a cognitive strategy that is rooted in the depressive position, was a distinctive feature of the present
depressive patients. It should also be noticed that within the depressive group, one or more of the defenses of inhibition, introaggression and barrier isolation were more common the greater the severity of the depression.
Other affect defenses than those related to the depressive position that differentiated between the groups were
projected introaggression, Pp-repression, and H-repression but no Pp-repression, all according to the Andersson
model as being defenses against something unconditionally evil related to the paranoid-schizoid position of the
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affect positions model. The obvious “converse” of introaggression (H seen as injured, wretched, in trouble, etc.)
is projected introaggression (Pp seen as injured, tormented, etc., or A seen as something damaged, broken, etc.),
and it seems therefore appropriate that the latter defense was more often found with the somatoform than the
depressive patients.
In their study of patients with hypochondriacal complaints, Hallborg et al. (1987) emphasized that there is a
basic difference between Pp-repression and H-repression, the latter indicating a kind of displacement of the evil
to that part of the inner world that can be conceived of as the projected self. When H-repression appears without
there being any scoring of Pp-repression, Andersson and Montgomery (2005) in their study of three different
groups of drug addicts suggested that this DMTm characteristic might foremost be associated with “mental pain
being experienced in that part of the self that the subject’s own body represents” (p. 10). It is therefore quite interesting that H-repression without the presence of Pp-repression in the present study was more often found with
the somatoform than the depressive patients; and that Pp-repression, irrespective of whether it appeared together
with H-repression or not, was typical of the depressive patients.
Andrée and Marke (1994) found in total less than four scorings of affect anxiety and affect defense more often with patients with distal ulcerative colitis (inflammation of a restricted part of the large intestine) than with
patients with total ulcerative colitis (in which the entire large intestine is inflamed). The same DMTm characteristic was typical of one bulimic subgroup of the five subgroups, two anorexic and three bulimic, that Wilhelmsson and Andersson (2005) distinguished by means of cluster analysis. In the present study, this characteristic was more often found with the somatoform patients and those with mild depression than the patients with
moderate and severe depression. Apparently, some of the former patients had difficulties in expressing and handling mental pain (affect anxiety) on a symbolic (verbal) level, which, as suggested by Andrée and Marke
(1994), can be seen as an expression of alexithymia (Sifneos, 1973; Nemiah, 1996). For these patients an alternative should be an emotional acting out either through motor activity or within the body, the latter here indicated by their somatoform disorder. In some of the patients with mild depression, alexithymia might have led to
their less evident depressive symptomatology.
The patients with a somatoform disorder were scored for denial through reversal II 3 more often than the depressive patients, though it was quite clear that this defense was frequently used not only by the somatoform patients but also by those with severe depression. Denial is often obtained together with denial through reversal II
3 in both clinical and non-clinical studies (Andersson & Ryhammar, 1999), and Hallborg (1997) suggests in his
study of depressive patients that the latter defense often might be seen as an “extension” of the former. This
seems also to be true for the present study in that both denial and denial through reversal II 3 frequently appeared with the somatoform patients and that the occurrence of both these defenses increased with the severity
of the depression.
According to the Andersson model, the relational defense of denial is ultimately a defense against abandonment at the same time as it is an attempt to keep the self intact when exposed to unpleasure evoked by an external threat. The finding that the relational defense of denial through reversal IV turned out to be more frequent
the more severe the depression, together with the fact that this defense was frequently used not only by the patients with severe depression but also by the somatoform patients, is also of some interest. The specified motive
of this defense of handling a threatened sense of self is the danger of losing the grandiose self, a motive in the
Andersson model adopted from Heinz Kohut’s (1971, 1977, 1984) model of self and selfobject.
As mentioned in the introduction, symptoms of depression and somatoform disorders often co-occur, and research using self-report inventories of personality has shown substantial similarities between patients suffering
from depression, anxiety disorders or a somatoform disorder. The current study represents an alternative way of
studying personality, and it has disclosed that the psychopathology of the present patients was related in the way
predicted to their usage of the affect defenses of inhibition, introaggression and barrier isolation in the DMTm.
There were also other defenses and signs in this percept-genetic technique that contributed to a further understanding of how the groups examined were different. DMTm thus seems to be a useful diagnostic tool together
with the psychodynamic interpretations made according to the Andersson model when the purpose is to differentiate between patients with unipolar depression and somatoform disorder.
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