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Introduction
The DSM-IV (Diagnostic and Statistical Manual of Mental 
Disorders, Fourth Edition) defines defense mechanisms 
as ‘automatic psychological processes that protect the 
individual against anxiety and from the awareness of 
internal or external dangers or stressors’. Individuals 
are generally unaware of the defense mechanisms they 
use. DSM-IV contains 31 defense mechanisms, including 
seven at the adaptive level.1 There are several ways 
of identifying the defense mechanisms that individuals 
use. These include psychiatric interviews, psychological 
tests and autobiographical reports. Another method is 
the use of self-report questionnaires 2. The Defense Style 
Questionnaire-40 (DSQ-40) is a self-report scale frequently 
used in the literature to measure defense mechanisms. 
This evaluates reflections at the conscious level of defense 
mechanisms used unconsciously. The 20 defenses in the 
scale are divided into three groups; immature (projection, 
passive aggression, acting out, isolation, devaluation, 
autistic fantasy, denial, displacement, dissociation, splitting, 
rationalization and somatization), neurotic (undoing, 
pseudo-altruism, idealization, reaction formation) and 
mature (sublimation, humor, anticipation, suppression)z.

Studies have used DSQ-40 to investigate defense 
mechanisms in major depressive disorder. Some of these 

have compared depression patients with healthy controls, 
while others have investigated changes in defense styles 
following treatment. In their meta-analysis involving 
seven studies performed using DSQ-40 during depressive 
episode, Calati et al.4 reported lower mature defense, 
and higher neurotic and immature defense in depression 
patients compared to the control groups. Immature defense 
styles are reported to be more used by depressive patients 
who have attempted suicide4-8. Corruble et al.5 reported 
that impulsivity was positively correlated with immature 
and neurotic defense in depression patients, and negatively 
correlated with mature defense9. Low mature defense10 and 
higher immature defense9 levels have been determined 
in patients with recurrent depression. Three studies in the 
literature reported that depression patients’ mature defense 
styles increased, immature defense styles decreased and 
neurotic defense styles remained unchanged after therapy 
(psychotherapy and/or antidepressants)6,11,12. Akkerman 
et al.13 determined a decrease in immature defense styles 
after therapy, but no change inmature or neurotic defense 
styles. Van et al.10 reported that mature styles are a predictor 
of a positive therapeutic course. Our scan of the literature 
revealed no comparative investigations of major and bipolar 
depressive patients’ defense mechanisms. 

Social functioning is defined as the mutual relationship 
with the individual’s environment and the ability to perform 
roles within that environment. It includes adequacy and 
satisfaction in such social roles as work, house work, family 
relations (spouse, children, parents etc.) and friends and 
social circle, as well as enjoyable activities such as hobbies 
and use of spare time14. Depression is closely correlated 
with impairment of social functioning. With amelioration in 
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depression, not only depressive symptoms, but also social 
functioning improves15. Various self-report scales are used in 
the measurement of social functions. One such is the Social 
Adaptation Self-evaluation Scale (SASS). This investigates 
all aspects of social functions (work, domestic tasks, family 
relations, friends, social circle, hobbies, spare time activities, 
etc.)16. Studies in the literature on social functioning in 
depression patients using the SASS have focused on the 
effectiveness of antidepressant drugs. These studies have 
noted the positive effects of antidepressant drugs on social 
functions17-24. The number of studies other than research into 
drug efficacy is limited. These studies have investigated 
the association between social functioning and personality 
traits25-28 and quality of life29 in depression patients. To the 
best of our knowledge, there have been no previous studies 
investigating the relationship between defense styles and 
social adaptation in depression patients (both major and 
bipolar).

Our study had two aims: the first was to perform a 
comparative investigation of defense styles in major 
and bipolar depression patients, and the second was to 
determine the relationship between defense style and 
social functions in both depression groups. 

Methods
Participants and procedures
This study was performed at the Ondokuz Mayıs University, 
Faculty of Medicine, Department of Psychiatry, Mood 
Disorders Unit, Turkey, between April and December, 
2012. A total of 150 volunteers; 50 with a diagnosis of major 
depression, 50 with bipolar depression and 50 healthy 
controls, aged 18 or above, were enrolled. Patients undergoing 
acute depressive episode among those diagnosed with 
major depressive disorder or bipolar disorder on the basis 
of DSM-IV-TR (Diagnostic and Statistical Manual of Mental 
Disorders, Fourth Edition text revision) diagnostic criteria 
between these dates were included. Healthy controls 
were selected from a social sample particularly including 
relatives of the authors and hospital personnel. Exclusion 
criteria for the major and bipolar depressive disorder 
groups were illiteracy, mental retardation, severe or unstable 
organic conditions, depressive episode of a psychotic 
nature, psychotic disorders, alcohol-substance abuse 
and dependency, dementia, delirium and other cognitive 
disorders. Exclusion criteria for the control group were 
the presence of a psychiatric disorder, illiteracy, mental 
retardation, brain injury or trauma, neurological disease and 
alcohol-substance abuse and dependency. 

Major depression, bipolar depression and control group 
sociodemographic characteristics, including age, gender, 
marital status, income level, residence and total years spent 
in education were recorded using a semi-structured form. 
DSQ-40 was used to determine major depression, bipolar 
depression and control group defense styles, and SASS was 
employed to determine social adaptations. Additionally, 
the Beck Depression, Beck Anxiety and Rosenberg Self-
Esteem scales were used to determine depression, anxiety 
and self-esteem levels for major and bipolar depression 
patients. The patient and control groups were compared in 
terms of their DSQ-40 and SASS scores. Social adaptation 
correlations with defense styles, depression, anxiety and 
self-esteem were subsequently investigated separately in 
both depression groups.

The study protocol was approved by the Local Ethics 

Committee (Ondokuz Mayis University Samsun/TURKEY) 
and all patients gave written informed consent.

Instruments
Defense Styles Questionnaire (DSQ-40)

Developed by Andrews et al.3, this is a self-report scale 
consisting of 40 items and 20 defenses that analyzes 
reflections at the conscious level of defense mechanisms 
employed subconsciously. Each item in the scale is 
evaluated between 1 (not at all applicable to me) and 9 
(highly applicable to me). The 20 defenses in the scale 
are grouped under three headings; immature, neurotic 
and mature defenses. Immature defenses are projection, 
passive aggression, acting out, isolation, devaluation, 
autistic fantasy, denial, displacement, dissociation, splitting, 
rationalization and somatization. Neurotic defenses are 
undoing, pseudo-altruism, idealization and reaction 
formation. Mature defenses are sublimation, humor, 
anticipation and suppression. Higher mean scores indicate 
greater use of individual defense mechanisms and styles. 
Internal consistency coefficients for immature, neurotic 
and mature defenses have been reported as .68, .58, and 
.80, respectively. Test repeat test consistency at a 4-week 
interval has been determined at .75 for mature defenses, 
.78 for neurotic defenses and .85 for immature defenses. 
Turkish-language version validity and reliability were 
evaluated by Yılmaz et al.30. Internal consistency coefficients 
in the determination of the validity and reliability of the 
Turkish-language version of the scale were .70, .61 and 
.83 for Mature Defense Style, Neurotic Defense Style and 
Immature Defense Style, respectively.

Social Adaptation Self-Evaluation Scale (SASS)

This 21-item self-report scale was developed by Bosc et 
al.16 to be used in clinical investigations for the purpose 
of determining levels of “social functioning” in depressed 
patients. Each item is scored between 0 and 3. The first 
item enquires into the subject’s employment, if any and his/
her interest in it. The second item enquires into interest in 
housework in the absence of any employment. Since only 
one of these two can apply, 20 items are evaluated in total. 
It enquires into four main areas of social functioning (work, 
spare time, family and environmental organization and 
coping ability). Subjects completing the scale respond 
to mutually complementary questions for the purpose of 
evaluating their motivations and behaviors, self-perception, 
interest in the different roles they assume in daily life and 
the satisfaction they derive from these. Scores range from 
0 to 60. An individual needs to score at least 35 in order 
to have normal social functioning. If an individual scores 
less than25, they are thought to have a problem in social 
functioning. The test has been shown to have high reliability 
and to be sensitive to changes in depressive symptoms. 
Turkish-language validity and reliability was evaluated by 
Akkaya et al.31. An internal consistency co-efficient of .87 
was determined for the Turkish-language version.

Beck Depression Inventory (BDI)

This scale was developed by Beck et al.32 and is widely used 
in measuring depression symptom levels. The relevance and 
reliability of this scale for Turkey was evaluated by Hisli33.

Beck Anxiety Inventory (BAI)

Developed by Beck et al.34, this is a self-evaluation scale 
used for the purpose of determining the frequency and 
intensity of individuals’ anxiety symptoms. It is a Likert-type 
scale scored between 0 and 3 and consisting of 21 items. The 
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reliability and validity of the Turkish-language version was 
evaluated by Ulusoy et al.35.

Rosenberg Self-esteem Scale (RSES)

Developed by Rosenberg36 in 1965. The scale consists of 
63 multiple choice questions in 12 sub-categories. The first 
10 items are used to measure self-esteem. Only the first 10 
items of this scale were used for evaluation in this study. 
High values indicate high self-esteem37. The relevance and 
reliability for Turkey was established by Çuhadaroğlu37.

Data analysis
Statistical analysis was carried out using SPSS 16.0 for 
Windows. The chi square test was used to compare categoric 
variables. Student’s t test was used for comparison of the 
data obtained between the major depression and bipolar 
depression groups. Analysis of variance (one-way ANOVA) 
was used to compare data obtained be measurement 
among the major depression, bipolar depression and 
controls groups. As variances for the post-hoc test were 
equal, Tukey’s test was used. Cohen’s method was used to 
determine effect size in comparison the major and bipolar 
depression groups. For this index, cutoffs of 0.2, 0.5 and 
0.8 are, by convention, interpreted as small, medium and 
large effect sizes, respectively. Effect size index (as partial 
eta-squared, η2) for one-way ANOVA is computed using a 
general linear model procedure. For this index, cutoffs of 
0.01, 0.06 and 0.14 are, by convention, interpreted as small, 
medium, and large effect sizes, respectively. Separate 
Pearson correlation analyses were performed between 
DSQ-40 subscale, SASS, BDI, BAI and RSES scores in the major 
depression and bipolar depression groups. Correlation 
coefficients between 0.30–0.49 were regarded as low, those 
between 0.50–0.69 as moderate, those between 0.70–0.89 as 
high, and those between 0.90-1.00 as very high38. Once the 
correlation analysis results had been analyzed, SASS scores 

were regarded as dependent variables and mature defense, 
self-esteem, depression and anxiety scores (anxiety in the 
bipolar group only) as independent variables in both the 
major and bipolar depression groups. Multiple regression 
analysis was performed using the enter method. Data 
obtained by measurement were expressed as arithmetical 
mean ± standard deviation, and those obtained by counting 
as %. p<0.05 was regarded as significant.

Results
Comparison of sociodemographic and clinical data 
No significant difference was found between the major 
depression, bipolar depression and control groups in terms 
of age, gender, marital status, income level, residence or 
education level (p>0.05) (Table 1).

The mean number of depressive episodes experienced 
was 3.24 ± 3.99 (Min:1 Max:2) in the major depression group 
and 4.72 ± 4.86 (Min:0 Max: 18) in the bipolar group (t=-
1.66, p=0.10). Mean number of manic (and mixed) episodes 
in the bipolar group was 2.40 ± 1.69 (Min:1 Max:7) and 
mean number of hypomanic episodes 0.72 ± 1.29 (Min:0 
Max:6) (Table 2).

Age at onset of disease was 33.28 ± 12.24 years in the 
major depression group and 27.52 ± 4.70 in the bipolar 
group (t=2.53, p= 0.013). Duration of disease was 2.73 ± 
4.70 years in the major depression group and 10.06 ± 10.16 
in the bipolar depression group (t=-4.97, p=0.000) (Table 2).

Comparison of the major and bipolar depression groups 
in terms of BDI, BAI and RSES scores
No difference was found between the major and bipolar 
depression groups in terms of BDI and BAI scores (p>0.05). 
RSES scores were lower in the bipolar depression group 
(p=0.024, small effect size) (Table 2).

Table 1: Comparison of Groups in Terms of Sociodemographic Characteristics
  Major depression (n=50) % Bipolar depression (n=50) % Control (n=50) % x2/F p
Age 39.14 ± 12.44 39.06 ± 12.12 37.56 ± 11.25 0.28 0.76

Gender
Female 32        64% 33     66% 34      68%

0.18 0.91
Male 18        36% 17     34% 16      32%

Marital status
Single 17        34% 16     32% 23      46%

2.45 0.29
Married 33        66% 34     68% 27      54%

Income level      
Low   9        18% 10     20%   5      10%

2.08 0.35
Average/High 41        82% 40     80% 45      90%

Residence        
City 36        72% 40     80% 35      70%

Town/village 14        28% 10     20% 15      30% 1.45 0.48
Educational level (in years) 9.96 ± 3.15 9.58 ± 4.34 10.72 ± 4.63 1.00 0.37
Total 50      100% 50      100% 50   100%

Table 2: Depression groups’ mean episode numbers and BDI, BAI and RSES scores
Major depression (n=50) Bipolar depression (n=50) T p

Mean number of depressive episodes 3.24 ± 3.99 4.72 ± 4.86 -1.66 n.s
Mean number of manic (and mixed) episodes - 2.40 ± 1.69 - -
Mean number of hypomanic episodes - 0.72 ± 1.29 - -
Age at onset of disease 33.28 ± 12.24 27.52 ± 4.70 2.53 0.013*
Duration of disease 2.73 ± 4.70 10.06 ± 10.16 -4.97 0.000*
BDI 29.06 ± 10.00 29.90 ± 9.68 -0.43 n.s
BAI 25.98 ± 13.67 29.18 ± 14.04 -1.15 n.s
RSES 15.76 ± 5.82 13.26 ± 5.03 2.30 0.025*
Note: significance p<0.05, n.s: non-significant, *small effect size
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Comparison of the depression and control groups in terms 
of DSQ-40 and SASS scores 
A difference was identified between the groups in terms 
of total mature defense scores (p=0.000, large effect size). 
A difference was also determined in the mature defense 
sublimation (p=0.013), humor (p=0.001) and anticipation 
(p=0.001) subscale scores. Only in the suppression subscale 
was no difference identified (p>0.05). Total mature defense 
scores and sublimation, humor and anticipation subscale 
scores were lower in both the major and bipolar depression 
groups than in the controls. No difference was determined 
between the major and bipolar depression groups in terms 
of total mature defense and subscale scores. No difference 
was also determined between the groups in terms of total 
neurotic defense and subscale scores (p>0.05) (Table 3).

A difference was determined between the groups in 
terms of total immature defense scores (p=0.003, medium 
effect size). A difference was also determined between the 
groups in terms of immature defense projection (p=0.002), 
passive aggression (p=0.038), acting out (p=0.036), autistic 
fantasy (p=0.008) and somatization (p=0.000) subscale 
scores, but none for the other subscale scores (p>0.05). 
Total immature defense scores and projection, passive 
aggression and acting out subscale scores were higher in the 
bipolar depression group than in the control group. Autistic 
fantasy and somatization subscale scores were higher in 
both the major and bipolar depression groups compared to 
the control group. No difference was determined between 
the major and bipolar depression groups in terms of total 
immature defense or subscale scores (Table 3).

There was a difference between the groups in terms 
of SASS scores (p=0.000). These were lower in the major 
and bipolar depression groups than in the controls. No 
difference in SASS scores was determined between the 
major and bipolar depression groups (Table 3).

SASS score correlations with DSQ, BDI, BAI and RSES 
scores
In the major depression group, SASS scores exhibited a low-
degree, positive correlation with mature defense scores, a 
moderate, negative correlation with BDI scores and a high-
degree, positive correlation with RSES scores (p<0.05). 
No correlation was determined between SASS scores and 
neurotic defense, immature defense and BAI scores (p>0.05) 
(Table 4).

In the bipolar depression group, SASS scores exhibited 
a low-degree, positive correlation with mature defense 
scores, a high-degree, negative correlation with BDI scores, 
a moderate-degree, negative correlation with BAI scores 
and a moderate-degree, positive correlation with RSES 
scores (p<0.05). No correlation was determined between 
SASS scores and neurotic defense and immature defense 
scores (p>0.05) (Table 4).

Multiple regression analysis results in the major and 
bipolar depression groups 
In the major depression group, when SASS was considered 
as dependent variable, and mature defense, RSES and BDI 
as independent variables, only self-esteem was identified 
as a predictor for social adaptation (beta=0.51, p=0.000) 
(Table 5).

Table 3: Comparison of the major depression, bipolar depression and control groups in terms of DSQ-40 and SASS scale scores
Major depression(1)

(n=50)
Bipolar depression(2) 

(n=50) Control(3) (n=50) Effect size F    P Post hoc
(Tukey)

DSQ-40
Mature defense 36.22 ± 11.15 35.82 ± 11.91 45.38 ± 10.98 1.14c 11.34 0.000 1/3, 2/3
Sublimation 9.18 ± 4.49 9.12 ± 4.34 11.4 ± 4.21 0.06b 4.46 0.013 1/3, 2/3
Humor 7.30 ± 4.89 7.76 ± 4.20 10.48 ± 4.26 0.09b 7.41 0.001 1/3, 2/3
Anticipation 9.68 ± 4.41 9.78 ± 4.18 10.70 ± 4.53 0.09b 7.49 0.001 1/3, 2/3
Suppression 9.98 ± 4.76 9.36 ± 4.62 10.46 ± 3.90 0.77 0.465 n.s.
Neurotic defense 41.38 ± 10.01 44.38 ± 11.47 39.36 ± 12.21 2.51 0.085 n.s.
Undoing 10.74 ± 4.30 11.96 ± 4.42 10.00 ± 3.87 2.77 0.066 n.s.
Pseudo altruism 12.16 ± 3.99 12.40 ± 3.90 11.76 ± 3.91 0.34 0.714 n.s.
Idealization 8.54 ± 4.79 9.68 ± 4.50 8.34 ± 4.61 1.21 0.300 n.s.
Reaction formation 10.26 ± 4.42 10.34 ± 4.75 9.28 ± 4.11 0.88 0.415 n.s.
Immature defense 106.60 ± 27.33 114.28 ± 26.32 93.66 ± 35.97 0.08b 5.96 0.003 2/3
Projection 9.92 ± 4.61 11.24 ± 4.56 7.92 ± 4.50 0.08b 6.73 0.002 2/3
Passive aggression 9.04 ± 4.03 9.82 ± 4.13 7.68 ± 4.41 0.04a 3.33 0.038 2/3
Acting out 9.68 ± 5.04 10.14 ± 3.93 7.86 ± 4.80 0.04a 3.41 0.036 2/3
Isolation 10.68 ± 4.95 11.18 ± 3.99 9.14 ± 5.19 2.51 0.084 n.s.
Devaluation 6.64 ± 3.75 8.04 ± 3.49 6.68 ± 4.11 2.21 0.114 n.s.
Autistic fantasy 9.28 ± 5.27 9.00 ± 4.18 6.62 ± 4.49 0.06b 4.92 0.008 1/3, 2/3
Denial 8.14 ± 4.21 7.86 ± 4.16 7.32 ± 4.59 0.46 0.629 n.s.
Displacement 8.20 ± 4.83 8.88 ± 2.97 7.56 ± 5.59 1.03 0.360 n.s.
Dissociation 6.34 ± 4.57 6.62 ± 3.57 7.70 ± 4.39 1.46 0.235 n.s.
Splitting 8.84 ± 4.15 9.58 ± 4.31 7.62 ± 4.23 0.16c 2.74 0.068 n.s.
Rationalization 9.36 ± 3.84 9.88 ± 4.22 8.72 ± 3.09 1.20 0.303 n.s.
Somatization 11.54 ± 5.10 13.06 ± 4.21 8.54 ± 3.57 14.03 0.000 1/3, 2/3
SASS 33.86 ± 9.59 29.82 ± 10.02 44.06 ± 6.16 0.32c 35,04 0.000 1/3, 2/3
Note: significance p<0.05, n.s: non-significant, η2; partial eta-squared for  ANOVA results, asmall effect size, bmedium effect size, clarge effect size
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In the bipolar depression group, when SASS was 
considered as a dependent variable, and mature defense, 
RSES, BAI and BDI as independent variables, severity 
of depression (beta=-0.54, p=0.001) and self-esteem 
(beta=0.26, p=0.031) were identified as predictors for social 
adaptation (Table 6).

Discussion
No significant difference was found between the major and 
bipolar depression groups in terms of sociodemographic 
characteristics, number of previous depressive episodes 
or severity of current episode depression and anxiety. Self-
esteem was lower in the bipolar group (small effect size). 
These findings suggest that the two depression groups are 
similar to one another in terms of the clinical features in 
question. Age at onset of disease was more advanced in the 
major depression group and duration of disease longer in 
the bipolar depression group.

Mature defenses (humor, sublimation and anticipation) 
were used less during depressive episodes in both major 
and bipolar depression patients compared with the healthy 
controls. This finding is compatible with the literature. 
In a meta-analysis of seven studies performed during a 
depressive episode using the DSQ-40, Calati et al.4 identified 
less mature defense in depressed patients compared to 
the control group. Bond reported less use of humor and 
suppression during a depressive episode2. However, none 
of these studies differentiated between major and bipolar 
depression. These findings show that mature defenses such 
as the realistic anticipation of or planning for future inner 
discomfort (anticipation), the overt expression of feelings 
without personnel discomfort or immobilization and without 
unpleasant effect on others (humor) and the gratification of 
an impulse whose goal is retained but whose aim or object 
is changed from a socially objectionable one to a socially 
valued one (sublimation), decrease during depressive 
episode in both major and bipolar depressive disorder 
patients39. Ours is the first study in the literature to show that 
mature defenses decrease during depressive episodes, not 
only in major depression, but also in bipolar depression. 
Psychotherapeutic measures directed toward increasing 
mature defenses may be beneficial in the treatment of 
depressive episodes in both major and bipolar depression.

Neurotic defenses in both our depression groups did 
not differ from those of the healthy controls. In contrast, 

however, in their meta-analysis involving seven studies 
performed during depressive episode using DSQ-40, Calati 
et al.4 reported higher neurotic defense in depression 
patients compared to the control groups. Akkerman et al.13 
determined higher neurotic defense in depression patients 
with Axis I disorder and/or personality disorder compared 
to those with pure depression. Axis I patients and/or 
personality disorders were not excluded in the studies 
cited in the meta-analysis4, as well as in our own study. 
Spinhoven et al.40 determined higher neurotic defenses in 
anxiety disorder patients than in subjects with depressive 
disorder. Corruble et al.9 suggested that neurotic defense 
was associated with impulsivity and attempted suicide in 
depression patients. Bond reported that mature defenses 
increase with treatment of depression, immature defenses 
decrease and neurotic defenses remain unchanged2. He 
therefore suggests that neurotic defenses may be a trait 
rather than a state in depression patients2. Further studies 
regarding clinical conditions which may be associated with 
neurotic defenses (additional Axis I disorder, personality 
disorder, impulsivity, suicidality etc.) in both major and 
bipolar depression are needed.

Immature defenses in our bipolar group (total score 
and projection, passive aggression, acting out, isolation, 
autistic fantasy and somatization) were higher than in the 
healthy controls. In the major depression group, while 
total immature defense scores did not differ from those 
of the healthy controls, autistic fantasy and somatization 
scores were lower than in the controls. This finding shows 
that immature defenses such as perceiving and reacting to 
unacceptable inner impulses and their derivates as though 
they were outside the self (projection), aggression toward 
an object expressed indirectly and ineffectively through 
passivity, masochism and turning against the self (passive 
aggression), the direct expression of an unconscious 
wish or impulse in action to avoid being conscious of the 
accompanying affect (acting out), intrapsychic splitting or 
separation of affect from content, resulting in repression 
of either idea or affect, or the displacement of affect to a 
different or substitute content (isolation), increase during 
depressive episodes in bipolar disorder patients. In 
addition, immature defenses, such as the tendency to use 
fantasy and to indulge in autistic retreat for the purpose of 
conflict resolution and gratification (autistic fantasy) and 
transforming psychic derivatives into bodily symptoms for 

Table 4: Correlation of SASS and other scale scores in the major and bipolar depression groups
Major Depression Mature Defense Neurotic Defense Inmature Defense Bdi Bai Rses

Sass
R=0.482 R=-0.076 R=-0.206 R=-0.658 R=-0.136 0.741
P=0.000 P=0.600 P=0.151 P=0.000 P=0.346 P=0.000

Bipolar Depression Mature Defense Neurotic Defense Inmature Defense Beck-D Beck-A Rses

SASS
r=0.315 r=-0.174 r=-0.249 r=-0.727 r=-0.504 r=0.586
p=0.026 p=0.227 p=0.081 p=0.000 p=0.000 p=0.000

Coefficients greater than or equal to 0.30 are shown in bold.

Table 5: Multiple linear regression analysis in the major depression group
Model    B Standard error  Beta t Sig 95% confidence interval

(Constant) 22.476 7.261 3.095 0.003 7.860-37.093
Mature defense 0.131 0.091 0.152 1.443 0.156 -0.052-0.314

Rosenberg Self-esteem Scale 0.837 0.220 0.508 3.807 0.000 0.395-1.279
Beck Depression Scale -0.225 0.127 -0.235 -1.777 0.082 -0.481-0.030

Dependent variable SASS
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defense purposes (somatization) increase in both major and 
bipolar depression patients in depressive episodes39. 

Studies in the literature have determined higher 
immature defenses in depression during depressive 
episodes compared to healthy controls5-7,11-13,40. Greater 
use of projection, passive aggression and acting out have 
been reported during depression2,7,40. None of these studies 
differentiated between bipolar and major depression, 
however. Our study finding is interesting in showing that 
bipolar depression patients make more use of immature 
defenses during depressive episodes than major depression 
patients. Bipolar depression may be a more severe form of 
depression in psychodynamic terms. Studies regarding the 
causal relation between bipolar depression and increased 
immature defenses are now needed. Immature defenses 
in depressive patients (particularly acting out, passive 
aggression, autistic fantasy, somatization, splitting and 
projection) have been found to be associated with suicidal 
thoughts/behavior5,9. Seemüller et al.41 reported that bipolar 
depression patients had a greater association with suicidal 
behavior than major depression patients. Although we 
did not investigate suicidal thoughts/behavior, the high 
immature defenses in bipolar depression patients may be 
one reason for this association.

Social adaptation was lower in both our depressive 
disorder groups compared to the healthy volunteers. 
Depression is closely correlated with impaired social 
functioning15. No difference was determined between our 
major and bipolar depression patient groups in terms of 
social adaptation. Similarly, Dorz et al.42 determined no 
difference in terms of social adaptation in major and bipolar 
depression patients. It may be that the decrease in social 
adaptation in depressive episodes emerging in both major 
and bipolar depression patients with these results is similar 
for both diseases.

We encountered no studies in the literature regarding 
the relation between defense styles and social adaptation in 
depression patients. A positive correlation was determined 
between mature defense and social adaptation in both 
bipolar and major depression patients in our study. No 
correlation was determined between neurotic and immature 
defense styles and social adaptation. We also determined 
a positive correlation between social adaptation and 
self-esteem in major and bipolar depression patients 
and a negative correlation with severity of depression. 
Additionally, there was a negative correlation between 
social adaptation and severity of anxiety in the bipolar 
depression group. This correlation was not reflected in the 
major depression patients. Multiple regression analysis 
revealed that self-esteem was a predictor of social adaptation 
in major depression patients, and that self-esteem and 
severity of depression were predictors in bipolar patients. 
Mature defense was not identified as a predictor of social 
adaptation. 

In conclusion, lower mature defenses emerge in both 
major and bipolar depression patients during depressive 
episodes. Immature defenses rise in both depression groups. 
However, immature defenses increase more in the bipolar 
group. Further studies are needed to establish the reason 
for greater use of immature defenses in bipolar depression 
patients. Social adaptation was identified as being positively 
correlated with mature defense in depressive episode, 
and self-esteem and severity of depression emerged as 
predictors for social adaptation. Mature defenses, self-
esteem and severity of depression should be focused on in 
order to enhance social adaptation in depressive episode. 
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