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I was initially interested in reading Chu’s (1997) Rebuilding Shattered lives and Pearlman and Saakvitnes 
(1994,1996) research on vicarious traumatisation and more recently work by Heard, Lake, McCluskey and 
Schauer on systems of self defence. Finally, affect phobia theory according to McCullough and Vaillant. 

Mental Disorders as Causal Systems: A Network Approach to Posttraumatic Stress Disorder (2015) 
Richard J. McNally, Donald J. Robinaugh, Gwyneth W. Y. Wu, Li Wang, Marie K. Deserno, and Denny 
Borsboom  



Defense Mechanism

• Mitigates the negative effect of stressful situations/
emotions (Banyard et al., 2001).  

• Dissociative experiences are considered a form of defense 
mechanism, “a mental escape” (Cardena, 1994) aetiologically 
linked with maltreatment during childhood (Michal et al., 
2007) and in particular emotional maltreatment (Simeon, 
2004).  

• Emotional maltreatment is subtle, making it more difficult to 
detect- Is there a clinical assumption that the significance of 
emotional maltreatment is not as severe as physical forms of 
abuse (Egeland, 2009)?



• Defense Cascade Model - ‘shut-down’ & detached symptoms of 
dissociation prevent emotional processing and consequent 

learning to occur (Simeon et al, 2003). NB! 
• More particularly related to insecure attachment style and 

emotional abuse and neglect (fright without solution; Liotti, 2004, 
2013; McCluskey, 2011).



Traumagenics

Bowlby (1969)- dissociation is one of the only options 

the abandoned or denigrated child has to cope when 

parents are not there to soothe. No-thing needs to 

happen, the child may feel unloved and invisible.     



Briefly what do we know

• Sleep deprivation (van der Kloet et al 2012) 

• Mediated by general distress (Hunter et al., 2003; van Heighten & 
van der Kloet, 2015) 

• Substance withdrawal/self medication (Medford et al., 2003, Simeon 
et al., 2009) 

• Limbic hypo activation & prefrontal hyper-activation (Schimmenti et 
al ,., 2015; Lemche et al., 2007)- Lawyer client 

• HPA axis dysregulation, high levels of cortisol  (Giesbrecht et al., 
2007; Levine, 2010)



• Michal et al., (2009)- those in the clinical range of 
Depersonalisation- hypertension, Type II DM, COPD, 
chronic pain & childhood adversities (when depression 
& anxiety are controlled for).  

• Complex PTSD presentations have higher levels of 
dissociation than simple PTSD.  

• Those with a diagnosis of Complex PTSD have higher 
levels of depersonalization and more parasympathetic 
involvement than a diagnosis of PTSD.



Fight-flight or Defense Cascade

Schauer and Elbert (2010) 

 Six fear reflex responses that escalate providing a number of options depending on the purpose of the defense “and 

proximity to danger during life-threat” (p. 110) 

‘Freeze-Flight-Fight-Fright-Flag-Faint’



The Flight and Fight bodily responses, are typically regulated by the sympathetic 

branch of the ANS, whereas the Fright, Flag and Faint responses, are controlled by 

parasympathetic arousal, responsible for the dissociative continuum of responding; 

i.e. ‘‘shut-down’’ or detach responses (Schauer & Elbert, 2010). This is the biological 

cortisol response to trauma (Levine, 1997), where the “shut-down” and detached 

symptoms of dissociation, prevent emotional processing and consequent learning to 

occur (Simeon, Guralnik, Knutelska, Yehuda, & Schmeidler, 2003, p. 93). 





Split-off or dissociated emotion(Power, 2010)

• The sense of ‘loss of self ’ during the emotion. 
The childhood experience of needing to 
eliminate a particular emotion, the child never 
learns to experience such an emotion as part 
of the developing self-concept.

• If and when the emotion is experienced in a 
‘not-self ’ manner, the clients may report such 
feelings as derealisation and depersonalisation 
during the emotion, they may experience the 
emotion as almost being taken over by 
someone else, not feeling as themself.



• Review of 71 studies - Individuals exposed to trauma 2.7 times 
more likely to have somatic syndrome such as fibromyalgia, chronic 
pain and chronic fatigue (Afari et al., 2014)  

• Impact of trauma can become frozen in the body, which then 
presents as physical symptoms (Levine, 2010) 

• Patients with somatic complaints likely to have an insecure 
attachment style (See systematic review by Schultze & Petermann, 
2011) 

• NOW LET US HAVE A LOOK AT THE 5 STUDIES



• STUDY 1 

• PARTICIPANTS 
• Purposive university press release  
• Within two weeks, 1259 people started the  

study. 761 completed the 45 minute survey. 
• Mean age 21.46 (SD 2.45) 
• Gender 69.6% women- 30.4% men



• Does an Affect Phobia Model (McCullough et al, 2003) 
account for Physical and Psychological wellbeing in a 
large purposive sample of young adults? 

• "Have you ever felt numb or detached or that the 
world felt unreal" 

• Trauma and attachment style 
• Depersonalization defence 
• Comfort in expressing emotions 
• Common somatic complaints in last month 
• Mood and Anxiety 



• ATTACHMENT- The Experiences in Close Relationships- Relationship 
Structures Questionnaire (Fraley et al., 2001) 

• TRAUMA- Childhood Trauma Questionnaire (Bernstein & Fink, 1998) 
• Depersonalization- The Cambridge Depersonalization Scale (Sierra & Berrios, 

2000) 

• Attitudes towards Emotional Expression Scale (Joseph et al., 1994- 20 items, 
Sign of  Weakness, Kept under control, others will reject) 

• The Depression, Anxiety and Stress Scale (DASS-21; Lovibond & Lovibond, 
1995) 

• The Patient Health Questionnaire 15  (Kroenke, Spitzer & Williams, 2002). 

Measures Used



• Emotional Abuse & Neglect were significantly correlated (r= .34-.43) 
with all measures (except avoidant attachment style; r= -.15).  

• Emotional Abuse and Neglect showed TWICE THE POWER of 
relationship .37 and .35 with depersonalisation than for those 
reporting physical and sexual abuse  (r= .19, .13) 

• Depersonalisation Mediates the relationship between emotional 
neglect and young adults levels of anxiety, depression and stress

Importance of Emotional Maltreatment



Abuse Type       Clinical DP    Normal Range 
Emotional            11.39 (5.14)    8.18 (3.74) 
Sex Abuse           6.14 (3.67)      5.52 (2.32) 
Physical Abuse    7.25 (3.89)      6.02 (2.39)

Abuse type and Depersonalisation 



 
Symptoms reported in last month

• Back Pain 73% 

• GI upset 57% 

• Joint Pain 56% 

• Headaches 56% 

• Stomach Pain 54% 

• Constipation 48% 

• Chest Pain 20% 

• Menstrual Pain 40%



– Measure                Clinical  Range   Normal Range 
– PHQ15                      3.5  (.75)            2.9 (.81) 
– Neg Att-Em Exp       59.0 (14.8)        47.63 (13.1) 
– Depression              20.18 (10)         10 (8.6) 
– Anxiety                    18.43 (10)           9.5 (7.9) 
– Stress                      21.9 (9.6)         12.79 (8.4)  
– All significant at p <.0001     

Comparing Young Adults Above the clinical cut-off for Depersonalization



Study II- Repeating the same model but 
adding Self-Compassion

• Higher self-compassion associated with greater well-being 
• Large effect size for link between self-compassion and 

psychopathology (MacBeth & Gumley, 2012) 
• Childhood maltreatment associated with lower levels of self-

compassion (Tanaka et al., 2011; Miron et al., 2016) 
• Self-compassion can serve as a protective factor against 

childhood trauma (Vettesse et al., 2011) 
• Encourages experiencing of negative emotions rather than 

avoidance



Aims of the Study

• To explore how self-compassion relates to psychological 
distress (depression and somatic complaints) and 
defence mechanisms (depersonalisation) 

• To identify predictors of depression, somatisation, and 
depersonalisation 

• Examine whether self-compassion has a mediating role 
in the relationship between childhood trauma/ anxious 
attachment and later depersonalisation



Method and Participants

• Cross-sectional design 
• Undergraduate Students invited to participate in an 

online survey on childhood experiences and physical 
and mental well-being . They received research credits 
for participation. 

• 258 students started the online survey, 208 completed 
responses 

• Mean age – 21.46 years (71% aged 18 to 20) 
• Gender – 71% Female, 29% Male



Measures

• Attachment Style- The Experiences in Close Relationships- 
Relationship Structures Questionnaire (Fraley et al., 2001) 

• Trauma- Childhood Trauma Questionnaire (Bernstein & Fink, 1998)  
• Depersonalisation- The Cambridge Depersonalisation Scale (Short 

Version) (Sierra & Berrios, 2000) 
• Somatic complaints (Patient Health Questionnaire-15; Kroenke, 

Spitzer & Williams, 2002). 
• Self-Compassion – Self-Compassion Scale – Short Form (Raes et 

al., 2011) 
• Depression – PHQ-9 (Kroenke & Spitzer, 2002) 



Results: Correlational analysis

• Self-compassion had statistically significant negative 
correlations with the following variables: 

• Depression   r = -.47**  
• Somatic complaints  r = -.39**  
• Depersonalisation  r = -.42** 
• Anxious attachment:  r = -.25**  
• Emotional abuse  r = -.17* 

*p < .05,  ** p <.01



Multiple Regression Model 1  
Predictors of Somatic Complaints

• Demographic variables entered in Block 1 

• Self-compassion, emotional abuse, anxious attachment and 
depersonalisation entered in Block 2 

• Resulted in a model that accounted for 33% of the variance in 
PHQ15 scores 

• Significant beta weights for depersonalisation (0.30),           gender 
(-0.28), self-compassion (-0.15) and anxious attachment (0.15)



Multiple Regression Model 3   
Predictors of Depression

• Demographic variables entered in Block 1 

• Self-compassion, emotional abuse, anxious attachment and 
depersonalisation entered in Block 2 

• Resulted in a model that accounted for 51% of the variance in 
depression scores 

• Significant beta weights for depersonalisation (0.43), self-
compassion (-0.22), anxious attachment (0.20), sleep (-0.16), and 
gender (-0.11)



Clinical vs non-clinical DP – comparison 
across measures  the clinical cut-off level

Measure Clinical DP 
(n = 53, 26.2%)

Non-clinical DP 
(n = 155, 73.8%)

Sig. (2 –
tailed)

Somatic complaints 10.34 (4.74) 6.42 (3.75) p < .001

Depression 11.10 (4.73) 5.84 (4.32) p < .001

Self-compassion 14.76 (3.11) 17.96 (4.57) p < .001

Emotional abuse 10.53 (4.25) 7.61 (3.35) p < .001

Physical neglect 7.19 (2.35) 6.21 (1.86) p < .01
Emotional neglect 10.38 (3.63) 8.5 (3.92) p < .01

Physical abuse 6.3 (2.5) 5.57 (1.37) p < .05
Attachment anxiety 2.72 (1.76) 2.04 (1.32) p < .05



Predictors of clinical levels of 
depersonalisation



• Anxious Attachment, Attitude to Emotional Expression 
and Depersonalisation resulted in a model that 
accounted for 24% of the variance in somatic 
symptoms 

• Depersonalisation and Anxious attachment had 
significant beta weights of .403 and .139

REGRESSION



Mediation analysis: Self-compassion as 
mediator of attachment anxiety and 
depersonalisation

Self-
compassion

DepersonalisationAttachment 
anxiety 

b = -.76, p <.001 b = -.81, p <.001

Direct effect: b = 1.60, p <.01 
Indirect effect: b = .61, 95% CI: .[30, .93]





Implications of this Study

• Low self-compassion was associated with higher levels of 
depression, somatic complaints, and depersonalisation  

• A reported history of Emotional abuse/neglect in childhood 
 was related to lower levels of self-compassion and having 
a tendency to rely on depersonalisation as a defence.  

• Future Research Q-  Will building/developing self-compassion 
will help reduce reliance on depersonalisation as a defence 
mechanism and move towards adaptive feelings?



Study III: A tale of one thousand, 
one hundred and sixty-five 
therapists and their self-care  
 
 
 
Schnittger & Egan (2017)



What are our research questions

• Does an insecure attachment style affect 
therapists quality of engagement? 

• What types of attachment styles result in 
dissociation? 

• What role does a therapist avoiding or denying 
affect in body have? 

• What do therapists and supervisors need to be 
cognisant of?



• When the primary caregiver was unreliable and when a 
child from an early age was required to care for their 
caregiver. For most, this meant developing a ‘Self’ that 
does not seek care from others, and which can move 
into a defensive form of caregiving. This then develops 
a system for self-defence.  The result can be an 
undeveloped interest-sharing life, fear filled forms of 
sexual expression even- when in a long-standing 
relationship, an overly critical and harsh attitude to the 
self or others and an unresolved lifestyle in terms of 
house and home 

Unreliable Caregiver (McCluskey, 2015)



Five styles of Care-seeking behaviours in 
supervisee therapists (McCluskey, 2005) 

1. Therapist provides a clear account of feelings and issues and 
concerns 

2. Therapist is reluctant to discuss feelings, issues and concerns 
3. Therapist brings in issues they are worried about but then 

tangles the supervisor when they try to help them  
4. Therapist brings in issues they are concerned about but then 

dismisses their supervisor when they try to help (Help-reject-
complain) 

5. The therapist is overwhelmed, incoherent and disorganised in their 
presentation of feelings conflicts and concerns to their supervisor



Defensive Caregiving (McCluskey, 2005)

• Ineffective caregiving is defensive by nature. It is a response to 
unmet care-seeking needs. Its goal is to regulate the pain of not 
having been seen and met by the person who matters most in 
one’s life and from whom one expects and wants love. It is 
designed to regulate the impact of this rejection on a person’s 
sense of self, their sense of being worthwhile, of being welcome in 
the world, their self- esteem and their capacity to build good, solid 
defenses based on a sense of being loved, competent and with 
potential. These experiences sometimes lead a person into the 
caring professions, where they have an insatiable desire to 
continue in a ‘helping’ role, solving problems, ‘ fixing’ people. 



What did the research tell us?

• Anxious and avoidant attachment styles lead to burnout 
and secondary traumatic stress and compassion fatigue 
via different processes- 21.1% of the variance of 
burnout scores were related to attachment anxiety (β = 
0.12, p < 0.001) and attachment avoidance 
(β = 0.16, p < 0.001) 

• An anxious attachment style is related to the use of 
dissociation, where the therapist goes into a place of 
feeling absorbed in their work. They may need to be 
more conscious of what is mine and thine, and what is 
now and that was then (Vaillant, 1994).



Personal Factors Model of secondary 
traumatic stress and burnout



Attachment style

• Avoidant therapists are not affected as much by 
dissociation and are more concerned about emotional 
control as well as having a fear that if they express 
emotions that they will be rejected or punished. 

• Attachment avoidance indirectly influences burnout only 
through somatisation and attitudes around emotional 
expression specifically the belief that people will reject 
you if you display emotions. This model explains 37% of 
the variance in STS; F(12,1143) = 55.17, p < 0.001.



What we need to do? 
McCluskey (2015) recommends:

• Remain explorative towards the needs of a care-seeker and refrain 
from becoming defensive in reaction to the presentation of the 
care-seeker: What is their KEYSTONE SYSTEM  

• Identify the inhibited or avoided affect of the care-seeker and help 
them regulate it by process of attunement, and desensitization 

• Identify the skills necessary to manage the threatening situation 
and help the care-seeker acquire them 

• Put the care-seeker in touch with their peers  
• Help them to center and remain present in an expansive and non-

collapsed posture  
• Intervention on receipt of consent: Ask them if they are curious 

about learning about their affect regulation defences and styles? 



Study 4: Chronic Pain and Complex PTSD 
in a small clinical sample (n=36)

• Gary McKenna, Brian McGuire, Jonathan Egan 
• Submitted doctoral thesis June 2020



• Complex PTSD is a distinct clinical entity separate to BPD 
(Cloitre et al. 2014- fear of abandonment, sense of self, 
interpersonal difficulties, impulsiveness) 

• 30% of people with chronic pain have a PTSD diagnosis 
• PTSD results in reports of greater pain severity (Phifer et al., 

2011) 
• Scott et al. (2013) WHO study of 70,345 people (9353 chronic 

back & Neck pain, 7898 severe headache did not find difference 
between type of trauma (except combat) showed increasing 
dosage effect of ACES on chronic pain. 

• ORs range from 1.5 for one ACE to 2.6 for % ACEs



Current Study

• 36 follow-up participants of an on line pain intervention 
course (2 yr follow-up point) 

• Measure- Complex Trauma Inventory (Litvin et al, 2017) 
• Research question- does the presence of complex 

trauma impact on disability outcomes for pain patients?



Relationship to disability outcome? 

• On the complex PTSD measure the following subscales 
were significantly correlated with  outcome 

• Sense of Threat                                r= .37 
• Affect Dysregulation                         r= .32 
• Disturbance in relationships             r= .46 
• Disturbance in Self Organisation.    r= .40 

• Complex PTSD total  r= .39 
• A regression analysis did not improve prediction of disability 

outcomes when depression, age and gender were 
controlled for             



Study 5- The relationship between attachment 
style, childhood trauma, alexithymia, shut-
down and chronic Migraine in adults

• Depression & Anxiety most common comorbid MH problem OR of 3 for 
both compared to non-migraine controls (Dresler et al., 2019) 

• Cosci et al. (2019) review found allostatic overload, alexithymia, 
somatisation and illness denial. Alexithymia more pronounced in 
chronic migraine vs episodic 

• Pellegrino et al. (2018) in a meta-analytic review including 27000 
participants across 85 articles found stress, sleep, emotions and 
weather as the four most common triggers to migraines. 

• ACEs- Anda et al. (2010) found a 2 fold increase of migraine in those 
with 5 or more ACEs.  No comparison of types of abuses 

• Insecure attachment style connected in 6 published studies on 
migraine



• Defence Cascade/Poly Vagal Theory (Schauer, Porges, 
Levine) under activation of sympathetic branch of ANS 
and over activation of parasympathetic branch- high 
vagal tone) 

• Affect Phobia Theory (McCullough)- alexithymia and 
early childhood environments where fear was not 
regulated and emotional neglect or maltreatment was 
prevalent ensures a child will disavow affect which might 
upset their care-givers or result in becoming visible and 
under threat.



Participants

• 507 online responders who completed full psychometric 
battery of questionnaires (1461started*) in response to 
media and press releases from NUI Galway, as well as 
direct contact with Migraine associations in Ireland(65%) 
and UK (29%),Other (6%). 

• 90% female.   
• Chronic Migraine (ID-CM) 168 (33.1%) 
• Percentage participants reporting moderate-extreme 

ACEs 46.9%



Episodic and Chronic Migraine.  
Most measures were higher in people with 
chronic migraine  compared to episodic 
migraine.
• Disability Score (Cohen’s d= 1.35) 
• Emotional (d=.40) and Physical Abuse (.52) 
• Shut-down (d=.81) 
• Depression (d=.72) & Anxiety (d=.32) 
• Anxious Attachment (d=.42) 
• Avoidant Attachment (d=.11) 
• Affect Phobia (d=.42) 
• Alexithymia (d=.31)



Can we predict from these measures who 
will have Chronic type of Migraine?

• The model suggest that current disability levels was the 
best predictor of chronicity (OR 8.54, 95%, CI 
4.65-15.67), followed by severe physical abuse (OR 
4.31, 95% CI 1.44-12.89) and severe emotional neglect 
(OR 0.18, 95% CI .56-.60).           

• Predictors of severe disability category however, after 
controlling for gender (OR 3.5) and depression (OR 
3.08), severe-extreme emotional abuse resulted in OR 
of 3.35 (CI 1.3-8.2); Moderate-severe emotional abuse still resulted in an OR of 2.38 
(CI 1.02-5.53) 

•



What about Shut-down?

• The tendency to ‘Shut-down mediated’ the relationship between 
emotional neglect and level of migraine disability and chronicity 

• Being currently depressed in mood mediated the relationship 
between emotional abuse in childhood and current migraine 
status 

• Being currently depressed in mood also mediated the 
relationship between alexithymia and current migraine status 

• Finally the relationship between attachment avoidance and 
migraine status was mediated by both levels of childhood 
emotional abuse and alexithymia. 



Let us take a closer look at the Shut-Down 
Questionnaire

•



Thank you! 
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