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Abstract

Background: The experience of several adverse childhood experiences (ACEs) has been shown to be associated with Post-
Traumatic Stress Disorder (PTSD) and Disturbances in Self-Organization (DSO) symptoms among adolescents. Defense
mechanisms and coping styles are psychological processes involved in the association of ACEs with PTSD and DSO
symptoms. However, there is a lack of research on the joint association of these variables among Faroese adolescents.

Aim: The aim of this study was to analyze the effect of exposure to ACEs on PTSD and DSO symptoms trough the indirect
effect of defense mechanisms and coping styles in a sample of Faroese adolescents.

Method: Six hundred and eighty-seven Faroese adolescents were recruited from 19 schools. Participants responded to
validated self-report questionnaires. A multiple step mediation and a serial mediation methodology were conducted through
structural equation modeling.

Results: Exposure to ACEs was linked to PTSD and DSO symptoms through the indirect effect of immature defense
mechanisms, emotional coping, and detachment coping. Exposure to ACEs was linked to PTSD symptoms through rational
coping.

Conclusions: The results suggest a mutual relationship between defense mechanisms and coping styles in coping with
multiple adversity among adolescents.
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Background
Adverse  childhood experiences (ACEs) are
potentially stressful and/or traumatic events
experienced in the first 18 years of life, namely
physical abuse, and emotional neglect (1). The
exposure to ACEs seems to be highly pervasive
among adolescents (2, 3), related to the
developmental tasks specific to this period (e.g.,
independence from parents, relations with peers,
coherent sense of self), often engaging in risk-taking
behavior which tend to co-occur (4). Moreover,
exposure to a single ACE increases the risk of being
exposed to other types of ACEs among adolescents
(5, 6).

Exposure to ACEs may undermine adolescents’
healthy adjustment causing negative effects
throughout one's life course (7). Prior research has

documented that higher exposure to multiple ACEs
is a stronger predictor of mental and physical health
problems compared to a single or repeated
experience of a specific type of trauma (1, 8).

In Northern European countries, it was observed
that between 8% and 10% of adolescents reported
having been exposed to multiple ACEs (9, 10). It was
found that 90% of the youth of the Faroe Islands
reported exposure to at least one ACE (11).For some
Faroese adolescents, exposure to ACEs seems to be
a life condition. These findings may be associated
with factors particular to the Faroe Islands context.

The Faroe Islands Context

The Faroe Islands are a small and isolated North
Atlantic country within the Danish Kingdom with a
current population of approximately 54,000 people.
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The Faroese value autonomy and independence,
thus youth grow up with little guidance from their
parents. From an early age, children are allowed to
play unsupervised, and are expected to solve
problems on their own or to rely on their peers (12).
Furthermore, small-scale societies such as the Faroe
Islands, are characterized by close social networks
and high levels of familiarity. Although this means
people identify more deeply with one another, it also
means that anonymity is almost impossible (13).

The Faroese adolescents are an under-researched
population, and the context of Faroe Islands may be
a factor of exposure to ACEs (11). The Faroe Islands
also represent a society facing the challenges of
economic restructuration and out-migration, due to
the economic crisis (12). Furthermore, mental health
services in the Faroe Islands lack resources to
adequately provide care for its region’s youth (11).

The unique context of the Faroe Islands in which
children and adolescents may be highly vulnerable to
exposure to multiple types of ACEs requires a better
understanding  of the psychological —factors
underlying mental health problems associated with
exposure to ACEs. These findings could offer some
insight about this cultural context and information
that can improve both prevention policies and
psychological interventions.

It is recognized that exposure to multiple ACEs
increases risk of developing Post-Traumatic Stress
Disorder (PTSD) and Complex Post-Traumatic
Stress Disorder (CPTSD) in European and Asian
samples (14, 15, 16). PTSD includes three symptom
clusters: re-experience of the traumatic event or
events; avoidance of thoughts and memories of the
event(s); persistent perceptions of heightened
current threat. CPTSD was introduced as a
distinctive disorder from PTSD and includes three
additional symptom clusters: affective dysregulation;
negative self-concept; disturbed relationships (17).
These additional symptoms clusters are indicators of
Disturbances in Self-Organization (DSO).

In adolescence, the development of CPTSD may
undermine the maintenance of a coherent sense of
self, which result in impairment in identity formation
(18). To the best of our knowledge, only one study
analyzed the prevalence of PTSD among Faroese
adolescents. It was found that 20% of the total
sample fulfilled the criteria for PTSD (11). As far as
we can tell, no previous study has examined CPTSD
in a sample of Faroese adolescents.

Recent studies have found a positive association
between higher exposure to ACEs and PTSD
symptoms and DSO symptoms (6, 15, 19).
Meanwhile, some studies observed that ACEs had
only an indirect effect on DSO symptoms (15, 16,
20). This suggests that some psychosocial variables
may mediate the link between ACEs and trauma
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symptoms. A better comprehension of these
variables can help improve knowledge of the
underlying psychological processes involved in the
development of both PTSD and CPTSD.

Importance of Coping Styles and Defense
Mechanisms

Coping strategies is a potential protective or risk
factor for the individuals’ mental health (21). Coping
strategies involve conscious and voluntary use of
both cognitive and behavioral strategies to manage
either internal (e.g., emotional) and/or external (e.g.,
environmental) challenging circumstances to restore
internal and external balance. The process of
emotional regulation in the face of challenging
circumstances is referred to as coping styles (22).

Two major complementary coping styles can be
distinguished: ~ emotion-focused and problem-
focused coping styles. Coping styles have also been
distinguished ~ between  engagement  versus
disengagement coping (23). Coping styles and their
characteristics are presented in Table 1.

Exposure to multiple ACEs and living in an
environment appraised as uncontrollable could
impact adolescents’ coping styles. In accordance,
previous studies found higher use of disengagement
and maladaptive coping styles (e.g., avoidance and
emotion-focused coping) in individuals exposed to
ACEs when compared to individuals who did not
experience ACEs (24, 25). These maladaptive coping
styles are short-term approaches that only
temporarily decrease the psychological impact of
ACEs (21),

Furthermore, the development and maintenance of
PTSD symptoms seems to be connected to specific
coping styles among diverse samples and age groups.
It was observed that emotional and disengagement
coping styles, and cognitive avoidance were
associated with higher levels of PTSD symptoms
(26). In adolescents, a meta-analytical study
evidenced that emotional avoidance coping styles
predicted PTSD (27).

Recently, it was found that coping styles partially

mediated the relationship between childhood
maltreatment and mental health in a sample of
college students (22). Maladaptive coping mediated
the association between exposure to ACEs and
internalizing symptoms in adolescents (24).
Specifically, both emotional and avoidance focused
coping mediated the relationship between exposure
to ACEs with PTSD in a sample of Danish
adolescents (28).
In the meantime, implicit emotion regulation has
been found to have a greater protective effect against
psychopathology, in youth exposed to ACEs,
compared to  explicit emotion regulation
mechanisms. Defense mechanisms and implicit
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TABLE 1. Description of coping styles and defense mechanisms.

Coping styles
Emotion-focused

Description

stressor

Problem-focused or

Attempt to escape from the emotional distress associated with the

Deliberate and rational approach, in which individuals make conscious

Example
Acceptance
Forgiveness

Alternative solutions

rational efforts to cope with stressful circumstances Setting boundaries
Engagement Confrontation of the stressor and/or related emotions/thoughts Planning ahead
Searching for
instrumental
support
Disengagement Seeking to avoid the threat and/or related emotions/thoughts Avoidance
Detachment
Defense mechanisms Description Example
Mature Complex cognitive processes enabling the maximization of gratification =~ Humor
while maintaining more conscious awareness of psychosocial stressors  Sublimation
Neurotic Prevent the acknowledgment of specific feelings, ideas, or memories by Reactive formation
keeping them out of awareness Displacement
Immature Cognitive simple processes aiming to prevent the awareness of Projection
unacceptable ideas and/or feelings that result in marked distortion of Splitting

the significance and source of stress

emotion regulation are similar processes in coping
with ACEs (29). Defense mechanisms are automatic
and unconscious psychological processes intended to
protect the individual against distressing emotions
and mental representations associated with stressful
events (30), which are involved in adaptive or
maladaptive adjustment to stressful life events (28).
Defense mechanisms have been grouped into three
levels: immature, neurotic, and mature (31). Defense
mechanisms and their characteristics are presented in
Table 1.

In a context of exposure to multiple ACEs, defense
mechanisms may be critical to emotional regulation
associated with harmful and adverse experiences
(32). Therefore, it is likely that exposure to ACEs
may have an impact on the use of defense
mechanisms. This is corroborated by previous
studies that found that exposure to ACEs was
associated with higher use of less mature defense
mechanisms, namely neurotic and immature defense
mechanisms (33, 34, 35).

The predominant use of less mature defense
mechanisms has been attributed to a process of
regression to survival-serving defenses to cope with
a context of multiple and repeated adversity (36). The
use of less mature defense mechanisms is an attempt
to protect from a violent and harmful environment
by creating an illusion of control over the generalized
violence and adversity (32, 37).

It has been noticed that higher levels of immature
defense styles are associated with increased
psychological symptoms severity among individuals
exposed to traumatic events (33, 38, 39, 40). Higher
use of immature defense mechanisms was associated
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with PTSD in refugees (41) and war veterans (31, 42).
Conversely, mature defense mechanisms were
associated with lower PTSD symptoms in war
veterans (31).

More recently, some studies noticed that immature
defense mechanisms mediated the association
between exposure to ACE and higher psychological
symptoms severity in adolescents (34) and adults (40,
43). It was also noticed that both neurotic and
immature defense mechanisms mediated the
association between exposure to ACEs and PTSD
symptoms in Danish adolescents (44).

It seems that both defense mechanisms and coping
styles are complementary psychological processes
involved in adjustment to exposure to adversity (45).
Chabrol and Callahan (46) proposed that defense
mechanisms precede coping styles. From a
developmental point of view, defense mechanisms
emerge earlier, whereas coping styles are activated
once the individual’s fundamental unconscious
defensive organization has been established. Thus,
coping styles may be restricted or promoted by
underlying defense mechanisms.

In accordance, neurotic and immature defense
mechanisms were strongly associated with avoidant
coping, whereas mature defense mechanisms were
strongly associated with focused on problem or
emotion coping (45, 47). Two patterns of responses
to ACEs have been proposed: active response
involving the use of mature defense mechanisms and
problem or emotion-focused coping; passive
response involving the use of less matured defense
mechanisms and avoidant coping (35, 45). In a
sample of Danish adolescents, higher exposure to



Coping styles and defense mechanisms

ACEs was related to higher use of immature defense
mechanisms, which were associated with higher
levels of both emotional and avoidance coping,
which, in turn, were associated with higher severity
of PTSD symptoms (28).

Present Study

The joint study of defense mechanisms and coping
styles has rarely been conducted. Considering the
complementary role of both processes in adjustment
to multiple exposutre to ACEs (45), more research is
needed on the topic. Moreover, the study of the
relationship between two core features of different
approaches may provide some evidence, to some
extent, in favor of the undetlying mechanisms for
psychotherapy integration.

The present study analyzed the effect of exposure
to ACEs on both PTSD and DSO symptoms trough
the indirect effect of defense mechanisms and coping
styles in a sample of Faroese adolescents. Based on
the findings mentioned above, the following
hypotheses were proposed: 1) higher exposure to
multiple types of ACEs will be associated with higher
levels of PTSD and DSO symptoms; 2) higher
exposure to multiple types ACEs will be indirectly
related to higher levels PTSD and DSO symptoms
through higher levels of immature defense
mechanisms; 3) higher levels of exposure to multiple
types of ACEs will be indirectly related to higher
levels of PTSD and DSO symptoms through higher
levels of emotional and avoidance coping; 4)
exposure to multiple ACEs will relate to higher levels

TABLE 2. Sample demographic characteristics

of immature defense mechanisms, that will relate to
higher levels of both emotional and avoidance
coping, which will then relate to higher levels of both
PTSD and DSO symptoms.

Material and Methods

Participants

The sample included 687 Faroese adolescents who
were enrolled in eighth grade. Sample characteristics
are presented in Table 2. The mean age of the sample
was around 14 years old (age range: 13-16 years old).
The proportion of females (51.4%) was slightly
higher than proportion of males (48.6%). Most
participants lived with both their parents (81.8%) and
a very small proportion had other arrangements
(2.0%). More than half of the adolescents’ parents
have completed college or university education.

Procedure

This study aimed to collect data about previous
exposure to ACEs and psychological reactions
among Faroese adolescents. Participants were
recruited from 19 schools, located in six different
islands. According to the Faroese Ministry of
Education, there were 804 students in eighth grade at
the time the data were collected; that is 85% of all the
Faroese students enrolled in eight-grade participated
in this study.

The research protocol was sent, successively, to the
Faroese Data Inspection, Faroese Ministry of
Education, and the Faroese Ethical Board, who
approved the study. Next, the research protocol was

Age
13 years
14 years
15 years
16 years
Mean (SD)
Living with
Both parents
One of their parents
Other arrangements*
Father education
Did not report
Primary school
High school
College
University
Mother education
Did not report
Primary school
High school
College
University

Female (n=353) Male (n=334) Total (N=687)

7 (2.0%) 13 (3.9%)
177 (50.1%) 179 (53.6%) 356 (51.8%)
167 (47.3%) 137 (41.0%) 304 (44.3%)
2 (0.6%) 5 (1.5%) 7 (1.0%)

14.5 (SD=0.5) 14.4 (SD=0.6)  14.4 (SD=0.6)

20 (2.9%)

290 (82.2%)
58 (16.4%)

272 (81.4%)
53 (15.9%)

562 (81.8%)
111 (16.2%)

5 (1.4%) 9 (2.7%) 14 (2.0%)
34 (9.6%) 46 (13.8%) 80 (11.6%)
86 (24.4%) 59 (17.7%) 145 (32.8%)
42 (11.9%) 62 (18.6%) 104 (15.1%)
112 (31.7%) 80 (24.0%) 192 (27.9%)
79 (22.4%) 87 (26.0%) 166 (24.2%)

32(9.1%)
74 (21.0%)
121 (34.3%)
81 (22.9%)
45 (12.7%)

46 (13.8%)
68 (20.4%)
112 (33.5%)
64 (19.2%)
44 (3.2%)

78 (11.4%)
142 (20.7%)
233 (33.9%)
145 (21.1%)
89 (13.0%)

*uncles, siblings, grandparents or other relatives
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presented to the school principals, who approved the
study. It was applied passive consent which is a usual
procedure in most school studies, i.e., the parents
were informed about the study and have the right to
refuse the participation of their child. The students
were informed that their answers were anonymous,
and they were asked to answer as openly as possible,
despite the somewhat uncomfortable subject. All
students present accepted to participate in the study.
The research protocol was introduced to the students
verbally and by letter. The participation was
voluntary and those accepting to participate, gave
their informed consent directly. The students filled in
the questionnaire in the classroom, supervised by a
team researcher in co-operation with the “head
teacher”.

Measures

Sociodemographic  data. Participants provided
information on their sex, age, highest level of
parental education and current living arrangements.

Adyperse Childhood Experiences

It was asked to participants whether, or not, they had
been exposed to 20 life-threatening experiences (e.g.,
rape) and stressful family conditions (e.g., neglect).
These experiences are presented in Table 4. The list
of events was selected from scientific literature and
clinical experience (48). This measure was developed
to collect information on previous exposure to ACEs
in different settings but has not yet been validated.

Defensive Style Questionnaire (DSQO-40)

The DSQ-40 (49) is a measure that assesses 20
defenses divided into three groups of factors: mature,
neurotic, and immature. This self-report measure
includes 40 questions answered on a 9-point Likert
scale (where “1” indicates “completely disagree” and
“9” indicates “fully agree”). In this study, the total
scores on the immature, neurotic, and matutre
defense mechanisms was computed. The internal
consistency of the subscales was good (Immature

TABLE 3. Items representing PTSD and DSO symptoms.

defense mechanisms o = .84; Neurotic defense
mechanisms « = .80; Mature defense mechanisms o
= .82).

Coping Style Questionnaire (CSQ)

The CSQ (50) is a self-report measure that assesses
how respondents generally deal with stressors. A
short version of 37 items, rated on a 4-point Likert-
type scale (1 = never to 4 = always), was used in this
study (51). It evaluates four coping styles: rational
coping, emotion-focused coping, avoidance coping,
and detached coping. The internal consistency of the
subscales were acceptable to good (Rational coping «
= .82; Emotion-focused coping o = .85; Detached
coping a = .76; and Avoidance coping o = .80).

PTSD and CPTSD Iten Set

The symptoms of PTSD and CPTSD were assessed
through a item set (52). Six items, answered on a 4-
point Likert scale (from “not present” = 1, to “very
often present” = 4), were selected from the Harvard
Trauma Questionnaire: Part IV (53) to assess PTSD
symptoms. These items were selected based on a
latent class analysis that identified the two
dimensions of PTSD and DSO symptoms. The
internal consistency of the PTSD Item Set was good
(o = .84). Likewise, five items, answered on a 4-point
Likert scale (from “never” = 0, to “very often” = 3),
were selected from the Trauma Symptom Checklist
(54) and one item from the HTQ-IV to assess DSO
symptoms. The total score on the PTSD and DSO
item set was analyzed in this study. The items
representing PTSD and DSO symptoms are shown
in Table 3. The internal consistency of the PTSD («
= .84) and DSO Item Set (o = .80) were good.

Statistical Analysis

Data analysis was conducted using the IBM SPSS
Statistics for Windows (version 29). Multiple Pearson
correlation analyses were first conducted to test bi-
variate relationships between the study variables. The
analyses of indirect effects were divided into two

Cluster Test items
PTSD symptoms
HTQ 3. Recurrent nightmares

HTQ 6. Being jumpy or easily startled

HTQ 9. Feeling on guard

HTQ 2. Feeling as though the event is happening again

HTQ 11. Avoiding activities that remind you of the traumatic or hurtful event
HTQ 15. Avoiding thought or feelings associated with the traumatic or hurtful events

DSO symptoms
TSC 14. Crying easily

TSC 16. Temper outburst that you could not control

TSC 28. Feelings of inferiority or insecurity

TSC 29. Blaming yourself

TSC 6. Feeling isolated from other people

HTQ 27. Feeling that you have no one to rely upon

Note. PTSD = Post-Traumatic Stress Disorder; DSO = Disturbances in Self-Organization
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steps. A multiple step mediation methodology, with
a bootstrapped confidence interval for indirect
effects (55), was conducted to test our hypothesis of
serial mediation. Both models described above
included two outcome variables (PTSD and DSO
symptoms), so that examination through Structural
Equation Modeling (SEM) was chosen.

First, to address our multiple mediation hypotheses,
it was examined: (a) direct effect of exposure to
ACEs on PTSD and DSO symptoms; (b) the indirect
effect of exposure to ACEs on PTSD and DSO
symptoms through defense and the coping styles. All
variables were defined as observed variables.
Considering the lack of research on the association
between our study variables in Faroese adolescent
samples, all subscales of defense and coping styles
were included in the models, although they were not
considered in our hypotheses.

Second, to assess our serial mediation integrated
model, it was examined: (a) direct effect of exposure
to ACEs on PTSD and DSO symptoms; (b) the
indirect effect of exposure to ACEs on PTSD and
DSO symptoms through defense styles; (c) the
indirect effect of exposure to ACEs on PTSD and
DSO symptoms via a two-step mediation process
through defense styles and coping styles. Only
variables whose indirect effect was statistically
significant in the first step of the analysis were
included in the model of serial mediation (55). There
were no missing values in our data due to cautious
procedures adopted during data collection (e.g.,
checking if participants did respond to all items).
SEM (56) strategy using the AMOS software
(Version 29) and the Maximum Likelihood method
were employed. The following criteria for models fit
were adopted: (a) 2 test should be non-significant;
(b) comparative fit index (CFI), normed fit index
(NFI), and Tucker Lewis Index (TLI > 0.95; (c) root
mean square error of approximation (RMSEA) and
standardized root mean square residual (SRMR)
ranging from 0.00 to 0.08. To assess significance of

TABLE 5. Correlation matrix of study variables-

indirect paths, a bootstrapped confidence interval for
the ab indirect effect was adopted (57). A total of
5,000 bootstrapped samples were obtained to
estimate indirect effects of each vatiable.

Results

Prevalence of exposure to traumatic events,
depression, and anxiety symptoms

As can be seen in Table 4, the most reported event
was the death of someone close, followed by threats
of wviolence. The least prevalent events were
pregnancy/abortion and rape. The average number
of direct events per participant was 2.9 (SD = 3.1;
range 0-20).

TABLE 4. Adverse childhood events according to

Variables 1. 2. 3. 4.

1. Exposure to ACE - -.03 -.04 2%
2. MDM - ABHEX AgHE*
3.NDM - A1HE*
4. DM -

5. Rational coping

6. Emotional coping

7. Detachment coping

8. Avoidance coping

9. PTSS

10. DSOS

exposure.
Event Count (%)
Traffic accident 115 (16.7)
Other serious accidents 80 (11.6)
Physical assault 66 (9.6)
Rape 28 (4.1)
Witnessed other people injured or killed 66 (9.6)
Came close to being injured or killed 87 (12.7)
Threats of violence 217 (31.6)
Near-drowning 150 (21.8)
Attempted suicide 68 (9.9)
Robbery/theft 94 (13.7)
Pregnancy /abortion 21 (3.1)
Serious illness 88(12.8)
Death of someone close 362 (52.7)
Divorce 90 (13.1)
Sexual abuse 35(5.1)
Physical abuse 50(7.3)
Severe childhood neglect 34 (4.9)
Bullying 207 (30.1)
Absence of a parent 101 (14.7)
Other events 48 (7.0)
5. 6. 7. 8. 9. 10.
A2%* .28%** 08 .08 3eE*E I7HE*
AQxx*x - 08* 35¥*k ZpExk 3% .08*
- .09* AQXRFX AG¥EX gokkX
- 39%** 06 .05
- 54***

*p < .05. **p < .01. ***p < .001. Note. ACE = Adverse childhood experiences; MDM = Mature defense mechanisms; NDM = Neurotic defense
mechanisms; IDM = Immature defense mechanisms; PTSS = Post-traumatic stress disorder symptoms; DSOS = Disturbances in self-organization

symptoms.
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Intercorrelations between study variables p = .55; NFI= 1.0; CFI =1.0; TLI = 1.0; RMSEA
Intercorrelations between the study variables are =.01; SMSR =.01). Unstandardized coefficients and
presented in Table 5. bootstrap solutions are presented in Table 6, and

unstandardized results are presented in Figure 1. The
Multiple Mediation Analyses direct paths from exposure to ACEs to PTSD
The model that tested the direct paths from exposure symptoms (b = .44, p <.001, 95% CI, .34, .54) were
to ACEs to PTSD symptoms, and indirect paths significant. Higher levels of exposure to ACEs were
through defense mechanisms and coping styles associated with higher levels of PTSD symptoms.
showed a good fit to the observed data (2 (2) =1.19, The indirect effects from exposure to ACEs through

Mature Defense
Mechanisms

Neurotic Defense
Mechanisms

Linmature Defense
Mechanisms

s

PTSD
Symptoms

Sum of direct
exposure to ACEs

Rational Coping
% Emational Coping
Detachment Coping

Dk

\ Avoidance Coping

FIGURE 1. A multiple mediational model for PTSD symptoms by defense styles and coping styles. Rectangles indicate
measured variables. Standardized maximum likelihood parameters are used. Unidirectional arrows depict hypothesized
directional links. Bold estimates are statistically significant and dashed lines are nonsignificant. Unstandardized
regression coefficients are presented. *p <.05, ***p <.01, ***p <.001.

TABLE 6. Bootstrapped point estimate for direct and indirect effects and 95% confidence intervals for predicting PTSD
and DSO symptoms by sums of exposure to adverse childhood experiences through defense mechanisms levels and
coping styles dimensions.

Estimates of Estimates of
standardized unstandardized
regression weights  regression weights

BCa 95% CI
(lower, upper)

PTSD symptoms

Direct effect of exposure to ACEs .30 44 (.34, .54) .001
Indirect effect via mature defense mechanisms .04 .02 (-.26, .30) .28
Indirect effect via neurotic defense mechanisms .04 .02 (-.02, .06) .26
Indirect effect viaimmature defense mechanisms .06 .24 (-.09, .57) .16
Indirect effect via rational coping 17 .33 (.19, .47) .001
Indirect effect via emotional coping 31 .55 (.42, .68) .001
Indirect effect via detachment coping -.13 -17 (-.27, -.07) .01
Indirect effect via avoidance coping .07 .05 (-.02,.12) .14
DSO symptoms

Direct effect of exposure to ACEs .24 .33 (.25, .41) .001
Indirect effect via mature defense mechanisms -.02 -.04 (-.26, .18) .70
Indirect effect via neurotic defense mechanisms .04 .02 (-.02, .06) .26
Indirect effect via immature defense mechanisms .26 44 (.17, .71) .001
Indirect effect via rational coping .04 .03 (-.03, .09) .39
Indirect effect via emotional coping ,45 .35 (.30, .40) .001
Indirect effect via detachment coping -.08 -.10 (-.19, -.01) .04
Indirect effect via avoidance coping .02 .02 (-.03, .07) .57

Note. ACEs = Adverse childhood experiences; PTSD = Post-traumatic stress disorder; DSO = Disturbances in self-organization; BCa = bias corrected and
accelerated; Cl = confidence intervals; Confidence intervals that do not include 0 (null association) are significant.

39



Coping styles and defense mechanisms

rational coping (b = .33, p <.001, 95% CI, .19, .47),
emotional coping (b = .55, p <.001, 95% CI, .42, .68)
and detachment coping (b = -.17, p <.01, 95% CI,
-07, -27) to PISD symptoms were significant.
Higher levels of exposure to ACEs were associated
with higher levels of both rational coping and
emotional coping, which were associated with higher
levels of PTSD symptoms. Higher levels of exposure
to ACEs were associated with higher levels of
detachment coping, which were associated with
lower levels of PTSD symptoms.

The model that tested the direct paths from exposure
to ACEs to DSO symptoms, and indirect paths
through defense mechanisms and coping styles

showed a good fit to the observed data (x2 (1) =.15,
p = .70; NFI= 1.0; CFI =1.0; TLI = 1.0; RMSEA
=.01; SMSR =.01). Unstandardized coefficients and
bootstrap solutions are presented in Table 6, and
unstandardized results are presented in Figure 2. The
ditect paths from exposure to ACEs to DSO
symptoms (b = .33, p <.001, 95% CI, .25, .41) were
significant. Higher levels of exposure to ACEs were
associated with higher levels of DSO symptoms. The
indirect effects from exposure to ACEs through
immature defense mechanisms (b = .44, p <.001,
95% Cl,.17,.71), emotional coping (b = .35, p <.001,
95% (I, .30, .40) and detachment coping (b =-.10, p
<.05, 95% ClI, -.19, -.01) to DSO symptoms were

Mature Defense

/ Mechanisms S
\
\

Meurotic Defense

e Mechanismis

0 |//02 S | ~.. \Q-‘\M
Immature Defense | “\_H ~
//’ e — -,

Mechanisms

; _::' D3SO Symptoms

Sum of direct
exposure to ACEs

Avoidance Coping

FIGURE 2. A multiple mediational model for DSO symptoms by defense styles and coping styles. Rectangles indicate
measured variables. Standardized maximum likelihood parameters are used. Unidirectional arrows depict hypothesized
directional links. Bold estimates are statistically significant and dashed lines are nonsignificant. Unstandardized
regression coefficients are presented. *p <.05, ***p <.01, ***p <.001.

2.10%*% Rational

Immature Defense
Mechanisms

Emotional
Coping

. PTSD
(]
/ Symptoms

DSO
Symptoms

Sum of direct 4
exposure to ACEs

Detachment
Coping

Avoidance
Coping

FIGURE 3. A serial mediational integrated model for PTSD symptoms and DSO symptoms by defense styles and coping
styles. Rectangles indicate measured variables. Standardized maximum likelihood parameters are used. Unidirectional
arrows depict hypothesized directional links. Bold estimates are statistically significant and dashed lines are
nonsignificant. Unstandardized regression coefficients are presented. *p <.05, ***p <.01, ***p <.001.
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significant. Higher levels of exposure to ACEs were
associated with higher levels of both immature
defense mechanisms and emotional coping, which
were associated with higher levels of DSO
symptoms. Higher levels of exposure to ACEs were
associated with higher levels of detachment coping,
which were associated with lower levels of DSO
symptoms.

Analysis of serial mediation

Since both mature and neurotic defense mechanisms
did not mediate the link between exposure to ACEs
and PTSD and DSO symptoms, both defense
mechanisms were not included in the two step
mediation model (55). This model showed a good fit
to the observed data (y2 (2) = 4.56, p = .10; NFI=.
1.0; CFI =1.0; TLI = 98; RMSEA =.04; SMSR =.02).
Unstandardized coefficients and bootstrap solutions
are presented in Table 7, and unstandardized results
are presented in Figure 3. The direct paths from
exposure to ACEs to PTSD (b = .43, p <.05, 95%
CI, .20, .66) and DSO symptoms (b = .32, p <.001,
95% CI, .24, .40) remained significant. Only the
indirect effect from exposure to ACEs to both
psychological symptoms through emotional coping

to ACEs was significantly associated with higher
levels of immature defense mechanisms, which were
associated with higher levels of both rational and
emotional coping, which in turn were associated with
higher levels of both PTSD and DSO symptoms. It
was also observed that exposure to ACEs was
significantly associated with higher levels of
immature defense mechanisms, which were
associated with higher levels of detachment coping,

which in turn were associated with lower levels of
both PTSD and DSO symptoms.

Discussion

The results of the present study indicated that
adolescents exposed to multiple types of ACEs had
higher levels of immature defense mechanisms levels
which were associated with higher levels of
emotional coping, which were associated with higher
PTSD and DSO symptoms severity. Higher
exposure to multiple types of ACEs in adolescents
with high levels of immature defense mechanisms
were positively associated with rational coping,
which were associated with PTSD symptoms
severity. It was also observed that higher exposure to
multiple types of ACEs in adolescents with higher

was significant. The results indicated that exposure use of immature defense mechanisms was associated

TABLE 7. Bootstrapped point estimate for direct and indirect effects and 95% confidence intervals for predicting PTSD
and DSO symptoms by sums of exposure to adverse childhood experiences through immature defense mechanisms
levels and coping styles

Estimates of Estimates of
standardized unstandardized
regression weights regression weights

BCa 95% ClI
(lower, upper)

PTSD symptoms

Direct effect of exposure to ACEs .29 43 (.20, .66) .02
Indirect effect via IDM .10 .35 (.07, .63) .02
Indirect effect via rational coping .06 ,12 (-.01, .25) .08
Indirect effect via emotional coping .26 21 (.14, .28) .001
Indirect effect via detachment coping -.04 -.04 (-.12, .04) 31
Indirect effect via avoidance coping .02 .04 (-.09, .17) .50
Indirect effect via IDM and rational coping 43 2.10 (1.76,2.44) .001
Indirect effect via IDM and emotional coping A1 1.97 (1.67,2.27) .001
Indirect effect via IDM and detachment coping -.13 -.18 (-.29, -.07) .01
Indirect effect via IDM and avoidance coping .08 .06 (-.01, .13) .07
DSO symptoms

Direct effect of exposure to ACEs .23 32 (.24, .40) .001
Indirect effect via IDM 17 ,58 (.34, .82) .001
Indirect effect via rational coping .04 .04 (-.01, .09) 13
Indirect effect via emotional coping .23 .34 (.29, .39) .001
Indirect effect via detachment coping .04 .04 (-.08, .16) .18
Indirect effect via avoidance coping .04 .03 (-.02, .08) .25
Indirect effect via IDM and rational coping .37 1.34 (1.11,1.57) .o01
Indirect effect via IDM and emotional coping A2 2.07 (1.77,2.37) .001
Indirect effect via IDM and detachment coping -.10 -.10 (-.19, -.01) .04
Indirect effect via IDM and avoidance coping .02 .04 (-.02, .08) .50

Note. ACEs = Adverse childhood experiences; PTSD = Post-traumatic stress disorder; DSO = Disturbances in self-organization; IDM = Immature defense
mechanisms; BCa = bias corrected and accelerated; Cl = confidence intervals; Confidence intervals that do not include O (null association) are
significant.
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with higher levels of detachment coping, which were
associated with lower PTSD and DSO symptoms
severity. Our hypotheses will be discussed in turn.

The current findings indicate that Faroese
adolescents present high risk of exposure to multiple
types of ACEs. Previous exposure to at least one
ACE was reported by 90.4% of the participants and
85.9% reported exposure to more than one ACE. It
seems that Faroese adolescents present a high risk of
exposure to multiple ACEs (11). Probably, the
context of the Faroe Islands is one in which the
independence and autonomy of adolescents is
encouraged, but also with reduced guidance from
their parents, may contribute to this higher risk of
exposure to multiple ACEs (11, 12).

Hypothesis 1

Our first hypothesis was fully supported. Higher
exposure to multiple types of ACEs was associated
with higher levels of PTSD and DSO symptoms.
There was a stronger association between ACEs and
PTSD symptoms compared to the association
between the former variable with DSO symptoms.
The most reported events (e.g., death of someone
close, threats of violence) are usually isolated events
which are more associated with the development of
PTSD symptoms (58, 59). DSO symptoms tend to
occur after longer and repetitive periods of exposure
to ACEs (15, 16).

Hpypothesis 2

Our second hypothesis was supported. Both the
multiple and serial mediation analysis indicated that
exposure to ACEs was indirectly related to PTSD
and DSO symptoms through immature defense
mechanisms. It could be proposed that exposure to
multiple ACEs can lead to a process of regression to
immature and survival-serving defenses among
Faroese adolescents to cope with a context of
adversity (34, 36), which increases the risk of both
PTSD and DSO symptoms (60, 61). The intensified
use of these defense styles may cause impairment in
identity formation (60). However, regarding the
association between use of immature defense
mechanisms with PTSD symptoms seems to be
influenced by the coping styles used by adolescents
(28, 45).

Hypothesis 3

Our third hypothesis was partially supported.
Exposure to ACEs was indirectly related to PTSD
and DSO symptoms only through emotional coping,
but exposure to ACEs was not indirectly related to
PTSD and DSO symptoms through avoidance
coping. Probably, adolescents who strongly attempt
to cope with multiple adversity through acceptance
or positive restructuring are at higher risk of
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psychological distress (24, 25). Conversely, it seems
that the context of repeated adversity may not
promote the use of avoidance coping as a coping
method to deal with exposure to multiple ACEs.

It was also observed that exposure to ACEs was
indirectly related to PTSD symptoms through
rational coping, and exposure to ACEs was indirectly
related to PTSD and DSO symptoms through
detachment coping in the multiple mediation, but not
in the serial mediation model. It seems that immature
defense mechanisms underlie the indirect effect of
both coping styles in the association between
exposure to ACEs and both PTSD and DSO
symptoms among Faroese adolescents (45, 62).

Hypothesis 4

Finally, our final hypothesis was partially supported.
The current results partially replicate Zerach and
Elklit’s findings (28) on the sequential association
between defense mechanisms and coping styles with
psychological symptoms. It was found that higher
exposure to ACEs was linked to higher levels of
immature defense mechanisms, which were then
associated with higher levels of emotional coping,
and consequently higher levels of both PTSD and
DSO symptoms. It was also observed that higher
exposure to ACEs was linked to higher levels of
immature defense mechanisms, which were then
associated with higher levels of rational coping and
lower levels of detachment coping, and consequently
higher levels of PTSD symptoms.

Our results provide support for the joint action of
defense mechanisms and coping styles in adjusting to
multiple ACEs exposure among Faroese adolescents.
Specifically, higher use of immature defense
mechanisms was associated with higher use of
emotional, rational and detachment coping to deal
with the context of multiple exposure to ACEs (28,
45). These results indicate that coping styles are
restricted or promoted by higher or lower use of
underlying immature defense mechanisms (62). The
present results also suggest that the pattern of typical
responses to ACEs, active and passive response, may
be related to higher or lower use of immature defense
mechanisms which underlie higher or lower use of
maladaptive coping among adolescents (45).
Moreover, it was observed that the joint action of
immature defense mechanisms and emotional coping
is not successful among adolescents living in a
context of exposure to different types of ACEs such
as Faroe Islands (27, 35). In adolescents with higher
exposure to ACEs, the association between higher
levels of both immature defense mechanisms and
emotional coping was associated with higher levels of
both PTSD and DSO symptoms (28). Additionally,
the link between immature defense mechanisms and
rational coping was associated with higher levels of
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PTSD symptoms. Considering that rational coping is
mainly adopted when individuals believe that the
situation can be altered, in a context of exposure to
multiple types of ACEs, often occutring
unpredictably, it may not afford protection against
psychological symptoms among Faroese adolescents
(28).

However, it was found that the link between
immature defense mechanisms and higher levels of
detachment coping was associated with lower levels
of PTSD. These findings suggest that the avoidance
of emotions and/or thoughts may provide some
protection against psychological distress among
Faroese adolescents. It can be proposed that some
adolescents may adopt adaptive detachment, but not
dysfunctional detachment, to deal with exposure to
multiple ACEs which may reduce the levels of
psychological symptoms (63). On the other hand, the
intensified use of disconnected coping may lead to
the aggravation of other symptoms, such as
depression and dissociation, rather than PTSD
symptoms (64).

Limitations

Although our study supports some previous findings
from the literature and provides new insight into the
association between exposure to ACEs and DSO
symptoms, some limitations need to be
acknowledged. Methodological Limitations. 1. The
report of exposure to ACEs was performed
retrospective which can be biased by memory issues.
2. Assessment of direct exposure to ACEs did not
account for the reoccurrence of specific events. 3.
Only direct exposure to ACEs was analyzed in this
study. Future studies should also evaluate the effect
of indirect exposure to ACEs. Measurement
Limitations. 1. Self-report measures were used to
assess the study variables, which entails the risk of a
reporting bias. 2. Exposure to ACEs, PTSD, and
DSO symptoms were not assessed through validated
measures. Future studies should use validated
measure to assess those variables. 3. Defense
mechanisms were assessed using a validated measure,
but future studies should use measures that assess
automatic and unconscious psychological processes.
Generalizability. 1. It is not feasible to infer causality
from serial mediation analysis due to the cross-
sectional design. Future studies should try to analyze
the hypotheses of the study using a longitudinal
design. 2. The data were collected in 2012. Thus,
there may have been changes in the level of exposure
to adverse events suffered by adolescents associated
with temporal changes in the context of exposure to
ACEs in Faroese Islands. Additionally, it is
recommended the replication of the mediation
hypothesis among other groups of adolescents in
different cultures, namely in African samples.
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Implications

The present study contributes to the understanding
of exposure to ACEs in an understudied population
and provides new insights for clinical intervention. It
also provides a foundation for implementing
community-based initiatives in this country. Our
results indicate that adolescence is a developmental
period characterized by high risk of exposure to
multiple types of ACEs, as well as the development
of psychological symptoms characteristic of
PTSD/CPTSD.

The close social network that characterizes the
community in the Faroe Islands plays an important
role in preventing exposure to multiple ACEs, as
does the school community in providing some
protection against this risk for adolescents. In clinical
practice, clinicians working with adolescents should
assess adolescents’ entire trauma history which may
require asking more direct questions regarding
adolescents’ traumatic experiences. Moreover, the
current findings highlight the key role of immature
defense mechanisms as a psychological mechanism
involved in passive responses to negative experiences
that are linked to psychological distress.

Itis recommended that mental health professionals
evaluate the prevalent use of primitive defense
mechanisms, such as projection and denial, involving
a regression to survival-serving defenses to deal with
adverse contexts. This clinical procedure may help to
identity adolescents at risk, as well as strong reliance
on maladaptive coping tactics in a context of
exposure to multiple ACEs. Thus, during therapy,
clinicians should closely examine the associations
between defense and coping styles as adaptive or
non-adaptive responses to negative and adverse
events. Within this developmental model, adaptive
coping seems to be promoted or restricted by
underlying immature defense mechanisms (62).
Clinicians should intervene with the aim of reducing
the use of primitive defensive mechanisms with the
aim of reducing the use of non-adaptive coping styles
among adolescents exposed to multiple types of
ACE:s.

Funding
There is no funding to report.

Disclosures
The authors report no conflict of interest.

References

1. Contractor AA, Caldas S, Fletcher S, Shea MT, Armour C.
Empirically derived lifespan polytraumatization typologies: A
systematic  review. ] Clin Psychol. 2018;74(7):1137-1159.
doi:10.1002/jclp.22586

2. Nooner KB, Linates LO, Batinjane ], Kramer RA, Silva R, Cloitre
M. Factors related to posttraumatic stress disorder in adolescence.
Trauma Violence Abuse. 2012;13(3):153-166.



Coping styles and defense mechanisms

10.

11.

12.

13.

14.

15.

16.

17.

doi:10.1177/1524838012447698

Vacek S, Whisman MA. Traumatic events and adolescent
psychopathology in a United States national probability sample.
Psychol Trauma. 2021;13(3):277-283. doi:10.1037/tra0000961

Maniglio R. Bullying and Other Forms of Peer Victimization in
Adolescence and  Alcohol Use. Trauma Violence Abuse.
2017;18(4):457-473. doi:10.1177/1524838016631127

Fagan AA. Adverse Childhood Experiences and Adolescent
Exposure to Violence. ] Interpers Violence. 2022;37(3-4):1708-
1731. doi:10.1177/0886260520926310

Frewen P, Zhu |, Lanius R. Lifetime traumatic stressors and adverse
childhood experiences uniquely predict concurrent PTSD, complex
PTSD, and dissociative subtype of PTSD symptoms whereas recent
adult non-traumatic stressors do not: results from an online survey
study. Eur ] Psychotraumatol. 2019;10(1):1606625. Published 2019
May 8. doi:10.1080/20008198.2019.1606625

Meeker EC, O'Connor BC, Kelly LM, Hodgeman DD, Scheel-Jones
AH, Berbary C. The impact of adverse childhood experiences on
adolescent health risk indicators in a community sample. Psychol
Trauma. 2021;13(3):302-312. doi:10.1037/tra0001004

Gustafsson PE, Nilsson D, Svedin CG. Polytraumatization and
psychological symptoms in children and adolescents. Eur Child
Adolesc Psychiatry. 2009;18(5):274-283. doi:10.1007/s00787-008-
0728-2

Ellonen N, Salmi V. Poly-victimization as a life condition: Correlates
of poly-victimization among Finnish children. J Scand Stud Crim
Crime Prev. 2011; 12(1): 20—44. Doi:1080/14043858.2011.561621

Mossige S, Huang L. Poly-victimization in a Norwegian adolescent
population: Prevalence, social and psychological profile, and
detrimental effects. PLoS One. 2017;12(12):¢0189637. Published
2017 Dec 14. doi:10.1371/journal. pone.0189637

Petersen T, Elklit A, Olesen JG. Victimization and PTSD in a
Faroese youth total-population sample. Scand J Psychol
2010;51(1):56-62. Doi:10.1111/}.1467-9450.2009.00728.x

Gaini F, Sleire K. The wave cannot catch me: Children, place and
local knowledge in the Faroe Islands. Children's Geographies. 2022.
doi:10.1080/14733285.2022.2056433

Hayfield EA, Schug M. It's like they have a cognitive map of
relations": Feeling strange in a small island community. ] Interc Stud.
2018:40(4): 383-398. doi:10.1080/07256868.2019.1628719

Ho GWK, Karatzias T, Valliéres F, et al. Complex PTSD symptoms
mediate the association between childhood trauma and physical
health problems. ] Psychosom Res. 2021;142:110358.
doi:10.1016/j.jpsychores.2021.110358

Kampling H, Kruse J, Lampe A, et al. Epistemic trust and
personality functioning mediate the association between adverse
childhood experiences and posttraumatic stress disorder and
complex posttraumatic stress disorder in adulthood. Front
Psychiatry. 2022;13:919191. Published 2022 Aug 10.

doi:10.3389/ fpsyt.2022.919191

Karatzias T, Shevlin M, Fyvie C, et al. Adverse and benevolent
childhood experiences in Posttraumatic Stress Disorder (PTSD) and
Complex PTSD (CPTSD): implications for trauma-focused
therapies. Eur | Psychotraumatol. 2020;11(1):1793599. Published
2020 Aug 11. doi:10.1080/20008198.2020.1793599

Wotld Health Otganization. ICD-11: International classification of
diseases (11th revision). 2022. https://icd.who.int/

44

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

Hayward LE, Vartanian LR, Kwok C, Newby JM. How might
childhood adversity predict adult psychological distress? Applying
the Identity Disruption Model to understanding depression and
anxiety disorders. ] Affect Disord. 2020;265:112-119.
doi:10.1016/j.jad.2020.01.036

Choi H, Lee W, Hyland P. Factor structure and symptom classes of
ICD-11 complex posttraumatic stress disorder in a South Korean
general population sample with adverse childhood experiences.
Child Abuse Negl. 2021;114:104982.
d0i:10.1016/j.chiabu.2021.104982

Knefel M, Lueget-Schuster B, Karatzias T, Shevlin M, Hyland P.
From child maltreatment to ICD-11 complex post-traumatic stress
symptoms: The role of emotion regulation and re-victimisation. |
Clin Psychol. 2019;75(3):392-403. doi:10.1002/jclp.22655

Cao H, Zhang R, Li L, Yang L. Coping Style and Resilience Mediate
the Effect of Childhood Maltreatment on Mental Health
Symptomology. Children. 2022;9(8):1118. Published 2022 Jul 27.
d0i:10.3390/ children9081118

Lazarus RS, Folkman S. Transactional theory and research on
emotions and coping. Europ ] Pers. 1987;1(3, Spec Issue):141-169.
doi:10.1002/ pet.2410010304

Carver CS, Connor-Smith J. Personality and coping. Annu Rev
Psychol. 2010;61:679-704.
doi:10.1146/annurev.psych.093008.100352

Guerra C, Pereda N, Guilera G. Poly-Victimization and Coping
Profiles: Relationship With Externalizing Symptoms in Adolescents.
J Interpers Violence. 2021;36(3-4):1865-1882.
doi:10.1177/0886260517744184

Pfefferbaum B, Noffsinger MA, Wind LH. Issues in the assessment
of children's coping in the context of mass trauma. Prehosp Disaster
Med. 2012;27(3):272-279. doi:10.1017/81049023X 12000702

Zhang ], Miao D, Sun Y, Xiao R, Ren L, Xiao W, Peng J. The
impacts of attributional styles and dispositional optimism on subject
well-being: A structural equation modelling analysis. Soc Inducat
Res. 2014,119(2):757-769. doi:10.1007/s11205-013-0520-7

Trickey D, Siddaway AP, Meiser-Stedman R, Serpell L, Field AP. A
meta-analysis of risk factors for post-traumatic stress disorder in
children and adolescents. Clin Psychol Rev. 2012;32(2):122-138.
doi:10.1016/j.cpr.2011.12.001

Zerach G, ElKlit A. Polyvictimization and Psychological Distress in
Early Adolescence: A Mediation Model of Defense Mechanisms and
Coping Styles. ] Interpers Violence. 2020;35(21-22):4732-4756.
doi:10.1177/0886260517716944

Rice TR, Hoffman L. Defense mechanisms and implicit emotion
regulation: a comparison of a psychodynamic construct with one
from contemporary neuroscience. ] Am Psychoanal Assoc.
2014;62(4):693-708.

doi:10.1177/0003065114546746

Prout TA, Malone A, Rice T, Hoffman L. Resilience, defense
mechanisms, and implicit emotion regulation in psychodynamic
child psychotherapy. ] Contemp Psychoth. 2019;49(4):235-244.
doi:10.1007/510879-019-09423-w

Vaillant GE. Involuntary coping mechanisms: a psychodynamic
perspective. Dialogues Clin Neurosci. 2011;13(3):366-370.
doi:10.31887/DCNS.2011.13.2/ gvaillant

Santana MRM, Zatti C, Spader ML, 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.

doi:10.1590/2237-6089-2016-0071



Coping styles and defense mechanisms

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

47.

48.

Fenech G, homson G. Defence against trauma: women’s use of
defence mechanisms following childbirth-related trauma. ] Reprod
Inf Psychol. 2015;33(3):268-281.
doi:10.1080/02646838.2015.1030731

Ferrajilo P, Dias J, Elklit A. Defense mechanisms mediate
associations between exposure to adverse childhood experiences
and anxiety and depression in Kenyan adolescents. 2022; Traum.
Published 2022 Oct 6. doi:10.1037/trm0000426

Korkmaz S, Kazgan A, Ceki¢ S, Tartar AS, Balet HN, Atmaca M.
The anxiety levels, quality of sleep and life and problem-solving skills
in healthcare workers employed in COVID-19 services. ] Clin
Neurosci. 2020;80:131-136. doi:10.1016/j.jocn.2020.07.073

Punamaki R.-L, Kanninen K, Qouta S, & El-Sarraj E. The role of
psychological defences in moderating between trauma and post-
traumatic symptoms among Palestinian men. Int ] Psychol.
2002;37(5):286-296. doi:10.1080/00207590244000133

Fang S, Chung MC, Wang Y. The Impact of Past Trauma on
Psychological Distress: The Roles of Defense Mechanisms and
Alexithymia. Front Psychol. 2020;11:992. Published 2020 May 21.
doi:10.3389/ fpsyg.2020.00992

Diehl M, Chui H, Hay EL, Lumley MA, Grithn D, Labouvie-Vief
G. Change in coping and defense mechanisms across adulthood:
longitudinal findings in a European American sample. Dev Psychol.
2014;50(2):634-648. doi:10.1037 /20033619

Martino G, Caputo A, Bellone F, Quattropani MC, Vicario CM.
Going Beyond the Visible in Type 2 Diabetes Mellitus: Defense
Mechanisms and Their Associations With Depression and Health-
Related Quality of Life. Front Psychol. 2020;11:267. Published 2020
Feb 26. doi:10.3389/fpsyg.2020.00267

Nickel R, Egle UT. Psychological defense styles, childhood
adversities and psychopathology in adulthood. Child Abuse Negl.
2006;30(2):157-170. doi:10.1016/].chiabu.2005.08.016

Jun JY, Lee Y], Lee SH, Yoo SY, Song J, Kim §J. Association
between defense mechanisms and psychiatric symptoms in North
Korean Refugees. Compr Psychiatry. 2015;56:179-187.
doi:10.1016/j.comppsych.2014.10.001

Silverstein R. Combat-related trauma as measured by ego
developmental indices of defenses and identity achievement. ] Genet
Psychol. 1996;157(2):169-179. doi:10.1080/00221325.1996.9914855

Finzi-Dottan R, Karu T. From emotional abuse in childhood to
psychopathology in adulthood: a path mediated by immature
defense mechanisms and self-esteem. ] Nerv Ment Dis.
2006;194(8):616-621. doi:10.1097/01.0md.0000230654.49933.23

Shevlin M, Elklit A. A latent class analysis of adolescent adverse life
events based on a Danish national youth probability sample. Nord |
Psychiatry. 2008;62(3):218-224. doi:10.1080/08039480801983992

Maricutoiu LP, Crasovan DI. Coping and defence mechanisms:
What are we assessing?. Int ] Psychol. 2016;51(2):83-92.
doi:10.1002/ijop.12113

Chabrol H, Callahan S. Defense mechanisms and coping. Dunod,
2004.

Ribadier A, Vatrescon 1. Etude des styles défensifs, des défenses et
des stratégies de coping au sein d’'une population alcoolodépendante
[Study of defense styles, defenses and coping strategies in alcohol-
dependent population]. L'Enceph. 2017;43(3):223-228.
Doi:10.1016/j.encep.2016.06.003

Bodvarsdéttir I, Elklit A. Victimization and PTSD-like states in an
Icelandic youth probability sample. BMC Psychiatry. 2007;7:51.
Published 2007 Oct 1. doi:10.1186/1471-244X-7-51

45

49.

50.

51

52.

53.

54.

55.

50.

57.

58.

59.

60.

61.

62.

63.

Andrews G, Singh M, Bond M. The Defense Style Questionnaire. ]
Nerv Ment Dis. 1993;181(4):246-256.
doi:10.1097/00005053-199304000-00006

Roger D, Jarvis G, Najarian B. Detachment and coping: The
construction and validation of a new scale for measuring coping
strategies. Pers Indiv Dif. 1993;15(6):619—626. doi:10.1016/0191-
8869(93)90003-L.

Elklit A. Coping Styles Questionnaire: A contribution to the
validation of a scale for measuring coping strategies. Pers Indiv Dif.
1996; 21(5):809-812. doi:10.1016/0191-8869(96)00123-7

Elklit A, Hyland P, Shevlin M. Evidence of symptom profiles
consistent with posttraumatic ~stress disorder and complex
posttraumatic stress disorder in different trauma samples. Eur |
Psychotraumatol. 2014;5:10.3402/¢jpt.v5.24221. Published 2014
May 19. doi:10.3402/ ejpt.v5.24221

Mollica RF, Caspi-Yavin Y, Bollini P, Truong T, Tor S, Lavelle J.
The Harvard Trauma Questionnaire. Validating a cross-cultural
instrument for measuring torture, trauma, and posttraumatic stress
disorder in Indochinese refugees. ] Nerv Ment Dis. 1992;180(2):111-
116. doi: 10.1097/00005053-199202000-00008

Briere J, Runtz M. The Trauma Symptom Checklist (TSC-33): Early
data on a new scale. Interpers  Viol. 1989;4(2):151-163.
doi:10.1177/088626089004002002

Haye, AF. Introduction to mediation, moderation, and conditional
process analysis: A regression-based approach. Guilford Press, 2013.

Hoyle RH, Smith GT. Formulating clinical research hypotheses as
structural equation models: a conceptual overview. ] Consult Clin
Psychol. 1994;62(3):429-440. doi:10.1037//0022-006x.62.3.429

Preacher KJ, Hayes AF. Asymptotic and resampling strategies for
assessing and comparing indirect effects in multiple mediator
models. Behav Res Methods. 2008;40(3):879-891.
doi:10.3758/brm.40.3.879

Bonanno GA, Westphal M, Mancini AD. Resilience to loss and
potential trauma. Annu Rev Clin Psychol. 2011;7:511-535.
doi:10.1146/annurev-clinpsy-032210-104526

Brockie TN, Dana-Sacco G, Wallen GR, Wilcox HC, Campbell JC.
The Relationship of Adverse Childhood Experiences to PTSD,
Depression, Poly-Drug Use and Suicide Attempt in Reservation-
Based Native American Adolescents and Young Adults. Am ]
Community Psychol. 2015;55(3-4):411-421. doi:10.1007/510464-
015-9721-3

Favaretto TC, Both LM, da Cruz Benetti SP, Freitas LHM.
Understanding the psychodynamic functioning of patients with
PTSD and CPTSD: qualitative analysis from the OPD 2 interview.
Psicol Reflex Crit. 2022;35(1):9. Published 2022 Apr 18.
doi:10.1186/s41155-022-00211-5

Lenzo V, Barberis N, Cannavo M, Filastro A, Verrastro V,
Quattropani MC. The relationship between alexithymia, defense
mechanisms, eating disorders, anxiety and depression. Riv Psichiatr.
2020;55(1):24-30. doi:10.1708/3301.32715

Kramer U. Coping and defence mechanisms: what's the difference?-
-second act. Psychol Psychother. 2010;83(Pt 2):207-221.
doi:10.1348/147608309X475989

Denckla CA, Bornstein RF. Toward a more nuanced
conceptualization  of interpersonal distancing:  Differential
relationships of adaptive and dysfunctional detachment to stress-
based anxiety in college students. Pers Individ Dif. 2015;82:148-152.
doi:10.1016/j.paid.2015.03.008



Coping styles and defense mechanisms

64. Bronner MB, Kayser AM, Knoester H, Bos AP, Last BF,
Grootenhuis MA. A pilot study on peritraumatic dissociation and
coping styles as risk factors for posttraumatic stress, anxiety and
depression in parents after their child's unexpected admission to a
Pediatric Intensive Care Unit. Child Adolesc Psychiatry Ment
Health. 2009;3:33. doi:10.1186/1753-2000-3-33

46



