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Abstract: Transference-focused psychotherapy (TFP) is a manualized, psycho-
dynamic treatment for severe personality disorders. Training in TFP during
residency can provide a readily applicable model for understanding and treat-
ing personality pathology in a variety of settings, even for residents who do not
obtain additional training in psychodynamic treatments or go on to practice
psychotherapy. Although TFP was developed as a long-term outpatient treat-
ment, the authors have found the diagnostic and theoretical framework and
the clinical techniques described in the TFP treatment manual to be useful in
acute settings, even when the clinician does not have a clearly established rela-
tionship with the patient. In the authors” experience, residents find this model
of understanding and working with patients with personality disorders enjoy-
able to learn and easy to apply.

Residents see a broad spectrum of patients in multiple treatment
settings: inpatient psychiatric units, medical/surgical units as part of
the consultation-liaison service, the emergency department, and out-
patient psychiatry clinics. With the exception of the outpatient clinics,
encounters are brief; residents will see many patients only once or at
most a handful of times, often within a busy clinical setting with lim-
ited opportunity for privacy. In all of these settings, personality disor-
ders (PD) are common (Bender et al., 2001) and affect the presentation
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and management of acute, comorbid problems (Skodol & Gunderson,
2005). Patients with PDs tend to have a more complicated presentation,
to require more staff attention and resources, and to merit a more ex-
tensive risk assessment than do patients without personality disorders
(Black et al., 2006). The behavior of these patients is difficult to under-
stand, difficult to manage, generates logistical problems, and stirs up
strong and uncomfortable feelings in the treatment team.

Psychiatry residents are often the “first responders” for the clinical
crises that routinely emerge in relation to personality-disordered pa-
tients in acute care settings, be it the inpatient unit, emergency depart-
ment, or consultation-liaison service. While challenging even for expe-
rienced clinicians, these clinical situations are especially confusing and
overwhelming for trainees. Personality pathology lends an element of
urgency to any clinical presentation, and typically, by the time the resi-
dent arrives on the scene, affects are high and confusion reigns, ema-
nating both from the patient and from the clinical staff.

The ubiquity of personality disorders in acute care settings and the
challenges posed by their management focus attention on how we train
our residents to work with this patient population. In this article, we
present an innovative training model that provides residents with a
sophisticated, psychodynamically informed framework from which to
conceptualize and manage personality-disordered patients in acute set-
tings.

TRANSFERENCE-FOCUSED PSYCHOTHERAPY
IN RESIDENCY TRAINING

Current training for residents on the management of “difficult” pa-
tients in acute settings tends to focus on risk assessment and pharmaco-
logical de-escalation tools; training in nonpharmacologic interventions
is largely limited to recommendations for maintaining safety coupled
with general management strategies, such as maintaining a calm de-
meanor, setting limits, and providing support, validation, and empathy
(Riba & Ravindranath, 2010). More advanced and specific training in
managing patients with personality disorders is provided in the setting
of longer-term outpatient treatment, and often the skills acquired in
learning these treatments (e.g., dialectical behavior therapy, cognitive-
behavioral therapy, supportive therapy) are not easily translated to
the acute setting, and are not readily employed with an uncooperative
and often agitated or paranoid patient meeting the resident for the first
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time. Training in diagnostic evaluation and classification of personality
pathology during residency emphasizes determination of a descriptive,
DSM-IV-TR diagnosis, an assessment that provides little in the way of
an overarching understanding of personality disorders or guide for
clinical intervention.

What residents need and what is largely lacking in current models
of education is training that provides a way to understand how per-
sonality disorders arise in acute medical and psychiatric settings, and
a way to organize psychotherapeutically informed de-escalation tools.
An ideal model would be inclusive and dimensional, allowing for the
full range of clinical presentations to be represented. It should also be
advisory, with diagnosis pointing toward a specific set of treatment
interventions. In our experience, training in TFP (Clarkin et al., 2010)
meets these criteria.

TEP is an evidence-based treatment for borderline personality disor-
der in particular and severe personality disorders in general (Clarkin,
Levy, Lenzenweger, & Kernberg, 2007; Doering et al., 2010). A twice-
weekly, long-term, individual psychodynamic psychotherapy, TFP
combines contracting and limit setting with psychodynamic interven-
tions. Psychodynamic interventions focus on exploring how the patient
is experiencing the therapist in the moment (“transference”) and on
monitoring and using the therapist’s internal reactions to the patient
(“countertransference”). The treatment is clearly and systematically
described in a principle-driven treatment manual that is an ideal text
for training purposes. Learning TFP provides residents with a theory-
based approach to conceptualizing and classifying personality pathol-
ogy that is linked to a coherent, clearly defined approach to treatment.

We have found that training in TFP enables residents to apply ele-
ments of the treatment and the underlying model not just in the setting
of long-term outpatient psychotherapy, but also on an as-needed basis
in a wide variety of clinical settings. Thus, while TFP has been devel-
oped and formally taught to residents as a long-term outpatient treat-
ment, we have found that it also provides residents with a “toolbox”
for managing personality disorders that can be used in acute settings.
Residents develop knowledge, attitudes, and skills for working with
personality pathology, which enable them to do more than oversee
medication administration and grapple with the logistics of physically
restraining patients. As a result, rather than feeling overwhelmed and
defeated when faced with challenging situations in an acute treatment
setting, residents can come to experience themselves as able and skilled
clinicians.
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Knowledge, Attitudes, and Skills

In this article, we focus on the core knowledge, attitudes, and skills
acquired by residents learning TFP that can be exported to other set-
tings. We first outline essential aspects of the treatment that are easily
applied in acute settings and then provide a series of vignettes, illus-
trating how residents in their day-to-day practice are able to use what
they learn by treating patients in TFP. In particular, we focus on the fol-
lowing central elements of the treatment that can be used piecemeal in
a flexible and pragmatic way in a variety of clinical settings:

An Organizing Theoretical Framework for Diagnosis. TFP is based in
psychodynamic object relations theory as it has been developed by
Otto Kernberg (Kernberg & Caligor, 2005). In this model, diagnostic as-
sessment focuses less on the kind of descriptive features of personality
disorders emphasized in the DSM-IV-TR (American Psychiatric Asso-
ciation, 2000) and more on evaluating the patient’s “level of personality
organization,” an assessment organized in relation to the severity of
personality pathology. In contrast with the DSM approach, once a resi-
dent learns how to determine a patient’s level of personality organiza-
tion, he or she has learned to make an assessment that has direct impli-
cations for treatment planning and clinical intervention. This approach
also has the advantage of taking the focus away from counting criteria
and trying to shoehorn patients into specific diagnostic categories that
they may or may not fit neatly into, and instead focuses on diagnosing
the presence of a personality disorder of any kind and its level of sever-
ity. Diagnostic evaluation and classification of personality pathology in
this model focus on identity formation (to what degree is the patient’s
experience of self and others stable, realistic, characterized by subtlety
and depth, or unstable, distorted and superficial?), defensive style (to
what degree does the individual rely predominantly on relatively adap-
tive, higher-level defenses, or on more maladaptive defenses based on
splitting and denial?), and reality testing (to what degree is reality test-
ing stable, or is it vulnerable in a setting of acute stressors?).

An Organizing Theoretical Framework for Clinical Process. TFP is based
in psychodynamic object relations theory. Within this frame of refer-
ence, psychological experience is organized by internalized relation-
ship patterns, each comprising a representation of the self interacting
with a representation of another person, linked to a particular affect
state. (For example, we might see a representation of a well-cared-for
child in relation to an attentive parent, linked to feelings of gratifica-
tion, or a representation of a neglected child in relation to an unavail-
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able parent linked to feelings of frustration.) These dyadic cognitive-af-
fective units are referred to as internal object relations. Different internal
object relations will be activated in different contexts, so that at any
given moment a particular object relation will organize an individual’s
subjective experience. In the setting of severe personality pathology
and especially during crises, these dyads tend to be especially highly
affectively charged, extreme, and unstable.

In learning TFP, residents are exposed to this theoretical model and
then learn how to apply it in their clinical work. Having a clearly ar-
ticulated theoretical framework to fall back on can help residents bind
anxiety by providing a vehicle for organizing their thinking in the face
of the confusion and chaos that often surround patients with personal-
ity pathology in acute clinical settings.

A Focused Approach to Organizing Clinical Data. In TEP, clinical attention
and intervention at any moment focus on the “affectively dominant ob-
ject relation” or the patient’s view of himself or herself in relation to an-
other person that is organizing the patient’s experience in the moment.
Identifying the dominant object relation provides an organizing frame
to guide the clinician’s thinking. Asking oneself, “What is the dominant
object relation?” can anchor and organize the resident’s approach to a
clinical situation that feels confusing or out of control. When treating
patients in TFP under supervision, residents learn how to sift through
clinical data, the three channels of communication—what the patient is
saying, doing, and making the resident feel—to identify the dyad that
organizes the patient’s current experience. Identifying this dominant
object relation dyad helps the resident formulate an understanding of
the immediate clinical situation and serves as the foundation for clini-
cal intervention. This process also leads the resident to reflect upon and
empathize with the patient’s internal experience in the moment.

Managing and Making Use of Countertransference. Patients with per-
sonality disorders predictably stir up strong reactions in clinicians and
clinical staff. In the course of working with a patient with a severe per-
sonality disorder, it is common to experience moments of overwhelm-
ing confusion and at times to be flooded with intense and extremely
uncomfortable affects. One characteristic of these countertransference
reactions is that they tend to induce in the clinician a strong impulse
to act, to immediately do something to change the situation, and to
modify the unpleasant affect state that is being stimulated. Often this
demand for action leads to hasty judgments and clinical decision mak-
ing that can escalate rather than de-escalate a crisis.

In learning TFF, residents develop and practice monitoring their in-
ternal reactions to their patients while refraining from immediately act-
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ing upon them. The resident learns in moments of confusion and crisis
to step back and ask, “What am I thinking and feeling?” leading to
the adoption of a stance that involves restraint and reflection. Because
patients with severe personality disorders often communicate nonver-
bally what they are unable to communicate in words, the countertrans-
ference serves as an important source of information in the manage-
ment of patients with personality disorders. In supervision, residents
learning TFP are taught to use their countertransferential experience
to better understand and empathize with the experience of the patient.

Identifying Oscillating Role Reversals in the Clinical Setting. In TFE,
clinical interventions are organized around various levels of instability
that predictably characterize the therapist-patient interaction. In any
clinical setting, it is common for the patient with a personality disor-
der to experience the therapist in a particular way—for example, as
devaluing—while at the same time treating the therapist in an identical
fashion—for example, devaluing the therapist. This process can cause a
great deal of confusion on the part of patient and therapist alike, reflect-
ing the impact of dissociative defenses, in particular projective identifi-
cation, on the interpersonal field.

In TFP, the early phases of intervention focus on capturing and artic-
ulating this process, calling the patient’s attention to split-off aspects of
his or her experience that are being expressed behaviorally in the mo-
ment. When residents are trained in TFP, they practice identifying these
“role reversals,” making sense of them, and putting them into words so
that the patient can better attend to his or her behavior.

Putting the Patient’s Experience into Words. In TFD, the therapist’s ver-
bal interventions are conceptualized as a three-step process. The first
step the resident learns is to clarify with the patient what it is that the
patient is experiencing, and then to put the patient’s experience into
words. This relatively straightforward series of interventions involves
focusing the patient’s attention on an area colored with anxiety, and
helping the patient to think more clearly about the specific nature of
his or her experience. In TFP, putting words to the patient’s experience
provides what is referred to as “cognitive containment of affect.” This
intervention can at times help patients feel less lost in the moment and
better able to think about what is going on, and to distance themselves
to some degree from their immediate affective experience. Putting the
patient’s experience into words also involves the resident’s directly ad-
dressing the patient’s anxiety, while at the same time implicitly com-
municating empathy for the patient’s situation.

Bridging the Split. The second level of intervention in TFF, after put-
ting the patient’s experience into words, is to call the patient’s attention
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to the contradictory nature of his or her experience. Most typically, this
involves pointing out the dissociation or “splitting” of two different
versions of the current situation, one colored by positive affect (“ide-
alized”) and another by negative affect (“paranoid”). Interventions of
this kind are described as confrontations of the patient’s split view of
the situation but—contrary to the colloquial implications of the word—
confrontation involves tactfully and gently calling attention to discrep-
ancies and contradictions in the patient’s thinking and experience. The
process of confrontation encourages patients to step back and reflect,
and to remove themselves from the immediate emotional situation in
order to adopt a broader perspective across time, including a consider-
ation of the current view in light of views held at other times or in other
settings. At times of high affect activation, interventions of this kind can
help improve patients’ shaky reality testing and aid them in behaving
in a more adaptive fashion.

It is not only individuals with personality disorders who are prone
to splitting. In the clinical management of patients with personality
disorders, it is common for “splits” to develop within the treatment
team, with one group having a positive or sympathetic view of the pa-
tient, and another group a negative or critical view. This group process
reflects the impact of the patient’s defensive style on the team. In the
group supervision that is the cornerstone of residents’ training in TFP,
it is common for similar divisions to develop. Discussion of this process
in the supervision group provides opportunities for residents to devel-
op skills for managing and bridging splitting within a treatment team.

Helping Patients to Step Back and Better Distance Themselves from the
Immediate Affective Experience. The goal of TFP is to help patients bet-
ter manage painful and anxiety-provoking aspects of their internal ex-
perience and to cope with them more adaptively. The overall strategy
is to support patients’ developing capacity to step back and observe
themselves, and to reflect upon their behavior and internal experience
during times of stress and heightened affect activation. In long-term
outpatient treatment, the TFP therapist promotes this process over time
by repeated cycles of clarifying the patient’s experience, confronting
splitting and related defensive operations, and ultimately interpreting
the meanings and motivations driving the patient’s defenses, while at
the same time maintaining a reflective stance. In order to make use of
the final step in the intervention sequence, interpretation, patients must
be in a reflective frame of mind in which they are thinking in terms of
internal, subjective states. As a result, interpretations are generally not
effective in acute settings. However, having developed an understand-
ing of the overall strategy of the treatment in the setting of long-term
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TFP treatments, residents then learn to use their interpersonal exchang-
es with patients in crisis to help the patients develop greater distance
from their immediate experience.

CLINICAL VIGNETTES

We will present three clinical vignettes in which the authors describe
patient encounters that they had during residency. The vignettes in-
volve three patients with very different types of personality disorder:
one borderline, one paranoid and antisocial, and one narcissistic. The
patients were seen in three different settings: an inpatient medical ser-
vice, a forensic medical unit, and an inpatient substance abuse unit.
We identify core clinical skills acquired by the resident while learning
TFP, which the resident was then able to apply in this diverse array of
acute clinical situations. In all the examples, the resident was able to
step back from an intense, affect-laden situation to observe the dyad
in the moment. From this vantage point, she was able to develop an
understanding of what was driving the current crisis and to design an
intervention to de-escalate it.

Vignette 1*

Ms. A was a 48-year-old woman with a history of major depressive
disorder, irritable bowel syndrome (IBS), and reflex sympathetic dys-
trophy (RSD). She was admitted to the medical floor for work-up of
multiple nonspecific symptoms, such as a burning sensation on her
skin, abdominal bloating, and neck/back pain that she rated 10/10. Af-
ter multiple laboratory and imaging tests were performed, the patient
was told that there were no new findings that could be treated on an
inpatient basis, and that her symptoms were consistent with RSD and
IBS. It was suggested that she follow up with her neurologist and gas-
troenterologist as an outpatient. Upon hearing the team'’s plans for her
discharge, the patient became quite angry, yelling at the nurses, doc-
tors, and her roommate, and refusing to leave the hospital. A psychiatry
consult was called without a specific question; the team simply stated:
“The patient is being very rude and yelling at us and she refuses to
leave. Can you help us?”

*Names have been changed and personal clinical material has been disguised.
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The patient initially refused to speak with the resident after she in-
troduced herself as a psychiatrist, yelling, “Another stupid doctor who
doesn’t know anything! I'm not crazy, I need help, and I'm not leav-
ing until someone helps me.” The resident answered, “Can you tell me
what kind of help you’d like?” The patient responded by mocking this
question, repeating it in a sing-song voice, and saying, “I bet you don’t
even know what RSD is—you probably have no idea, all your educa-
tion and you people can’t help anyone.”

Diagnosing a Personality Disorder and Managing Countertransference.
The resident felt a wave of irritation rising and began to entertain a
multitude of defensive responses to the patient’s attacks on her intel-
ligence, ability to help her, and the utility of the entire medical profes-
sion. The resident was, at the same time, immediately able to make the
diagnosis of a personality disorder. Armed with this understanding,
she was able to take note of her feelings and restrain herself from act-
ing on them. Reflecting on what she was experiencing, she recognized
that the responses she was tempted to make would be counterproduc-
tive, creating the kind of escalating, hostile interactions that the patient
seemed highly skilled at engineering. The resident stood by the bed-
side quietly as she thought this through. The patient continued to yell,
“Why are you just standing there? You don’t know shit, you and all
these idiot doctors who can’t do shit!”

Once the resident had made the diagnosis of a personality disorder,
she was able to organize her approach to the patient. Her first objective
was to contain and observe her own emotional responses. Managing
her countertransference allowed her to avoid immediately acting on
her feelings and potentially further escalating the patient’s agitation.
As she was able to step back from the transference-countertransference,
she could consider the situation more objectively and think more clear-
ly. This freed the resident to make use of an organizing framework.

Relying on an Organizing Theoretical Framework and Asking, “What is
the Dominant Object Relation?” The resident asked herself, “What’s the
dyad here?” In asking the question, she noticed a palpable sense of re-
lief, as her feelings of anxiety and defensiveness diminished. By focus-
ing on a cognitive task and trying to organize the clinical data, she was
able to better manage and distance herself from the affects induced by
the patient, and to avoid reacting to them in a potentially harmful fash-
ion. She invoked months of TFP supervision in which repeated practice
in applying the question to different clinical situations allowed for it to
arise spontaneously and reflexively in this one. As she was exploring
the dyad in her mind, she became aware of feeling herself a skilled psy-
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chiatrist. This was in contrast with how she had felt in similar situations
in the past, which was more like an untrained security guard called
upon to de-escalate a conflict between a patient and the medical team.

The resident’s ability to ask the question “What’s the dyad?” organi-
zed her thinking and grounded her in an affectively charged situation.
She felt herself fully engaged in working toward fuller understanding
rather than simply focusing on de-escalation.

Identifying the Dyad, Observing Role Reversals, and Empathizing with the
Patient’s Internal Situation. Reflecting upon the patient’s situation, the
resident realized that the patient must feel frustrated by her illness and
by having a complete lack of control over her medical management.
Her understandable anger in this setting extended to those who, from
her perspective, were withholding treatment and failing to help her.
The resident was able to reflect on what had happened and to appreci-
ate the fact that at the same time the patient was making the medical
staff feel powerless and frustrated, the patient herself felt powerless
and frustrated as well.

With her countertransference successfully managed, the resident was
able to imagine the patient’s experience and to recognize the patient’s
feelings of powerlessness and her wish for the doctors to feel in kind.
The resident could distill out of the clinical process a dyad of a power-
less and helpless patient facing a dismissive and frustrating medical
system, and could see how the patient’s behavior reflected role rever-
sal within this dyad. The resident was struck by the degree to which
the patient was able to induce the same feelings of powerlessness and
frustration in her treatment providers that the patient herself was ex-
periencing.

Intervening: Putting the Patient’s Experience into Words, Directly Addres-
sing the Patient’s Anxiety, and Using Empathic Confrontation to Bridge the
Split. Calmly, the resident said to the patient, “Ms. A, I can see that you
are in tremendous pain, and it must be horrible to be in that much pain
and not get any answers from your doctors about why you are in this
pain or how to make it better.”

The patient said, “That’s fucking right!”

“But yelling at your doctors doesn’t make them any smarter or any
better at helping you. In fact, it probably makes them feel pretty awful.”

“I don’t care how they feel.”

“Well, maybe you do—maybe you want them to feel as badly as you
do. I can see why you would. They have failed you on a certain level.”

“They should feel bad. They are idiots who can’t help anyone.”

“Yes, that has been your experience, it seems. But I can assure you,
they are actually trying to help you, and the fact that they can’t is prob-



TRANSFERENCE-FOCUSED PSYCHOTHERAPY 173

ably frustrating for them as well. It's hard for a doctor not to know how
to help someone.”

And there the patient stopped yelling. She said quite calmly, “Well,
they should feel bad. I'm in a lot of pain. But I guess if they can’t find
anything else wrong to explain it, it’s not their fault.”

Armed with a hypothesis about the dyad being enacted, and a sense
of calm brought about by her ability to think in this chaotic situation,
the resident decided to intervene by putting the patient’s experience
into words while empathizing with her. The resident then went on to
provide a confrontation, calling into question the patient’s split, para-
noid orientation toward her doctors, and bringing a more sympathetic
view into the discussion. The resident was pleasantly surprised by the
positive response to her intervention; she could see that the patient had
experienced the intervention as helpful, and that it had supported the
patient’s reality testing and enabled her to calm down.

Vignette 2

Mr. B was a 29-year-old African American male with no formal past
psychiatric history who was currently incarcerated in a local jail. He
had been transferred to the forensic medical floor of the hospital after
his jaw was broken, reportedly by corrections officers at the jail dur-
ing a violent altercation. He had a long history of polysubstance de-
pendence, including stimulants and PCP, and had spent a significant
amount of time incarcerated for robbery, assault, and various other
crimes. He remained on the medical floor awaiting surgical correction
of his jaw. He had repeatedly been provocative with staff and often ap-
peared highly aggressive.

A crisis code was called one morning because the patient had been
pacing the hallway and threatening staff loudly, refusing to go back
to his room. By the time the resident arrived with the crisis team, the
patient had retreated to his room, but he continued to yell and pace.
He was angry because he had been invited to the law library by a staff
member just minutes before, but had sent her away in his grogginess
upon waking; realizing his error, he attempted to run after her down
the hallway but was stopped by staff. He quickly became a gitated and
a corrections officer had to physically restrain him. In the process, the
patient’s face had been inadvertently touched. He was yelling, “How
could he touch my face? He knows my jaw is broken and he's trying to
make it worse for me!”
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Arriving on the scene, the resident immediately felt threatened by
the patient’s intensity and by his size. As he paced around his room he
was a formidable presence, and he appeared tense, as if he were ready
to strike. The resident said, “Mr. B, can you please sit down so we can
talk about this?”

#No! T didn’t even do anything, why am [ always the one that has
to calm down?! That guy knew what he was doing, he’s slick like that,
he’s got it out for me.”

“ At least lower your voice a little so we can try to discuss this.”

“T told you, there’s no point! Why are you even talking to me—go
talk to that officer!”

Managing Countertransference and Making Use of It to Empathize with the
Patient’s Internal Situation. The resident was aware of feeling physically
vulnerable and frightened. In addition, she found herself confused,
unclear about what had actually happened. She felt an urge to turn
around and go find the officer, to see if he had in fact been sadistic to
this patient. She felt a mix of emotions: a combination of fear and anger
in relation to the patent, concern that something unjust had happened,
and mistrust of a large forensic system over which she had no control.
Meanwhile, she was well aware that the entire crisis team was waiting
and watching, and she felt pressure to handle the situation quickly.

Tolerating her confusion and reflecting on her own feelings of vul-
nerability and fear, anger, and mistrust, the resident began to appreci-
ate that her feelings must mirror what the pa tient was feeling. She re-
membered what she had learned about projective identification in her
TFP seminar.

The resident inquired of the patient, “How did you break your jaw?”

“The guards at [the local jail] put me in a cell and beat me for half an
hour. They have it in for me, just like this guy does. I know they all talk,
I know he knows about me and has it out for me. The other day, I heard
him say ‘yeah, just take him in the back.” There’s no cameras back there.
He wanted to get me alone just like they did [at the jail].”

Identifying the Dyad and Observing the Oscillation of Roles. Listening to
the patient, the resident was able to appreciate the degree to which he
was feeling not only enraged, but also powerless and vulnerable, how
frightening it must be to anticipate that an officer would attack you,
and to feel helpless to defend yourself within a large, uncaring system
that you knew to be corrupt. The resident was struck by the oscillation
of roles, with the patient feeling abused and threatened while in reality
behaving in an abusive and threatening fashion.

Stepping back from the situation and observing her countertransfer-
ence objectively allowed the resident not only to empathize with the
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patient, but also to identify the dyad organizing his experience. The
resident was able to sidestep this affectively charged interaction, and
instead to make an intervention that could reduce the affective inten-
sity rather than contributing to it.

Intervening: Putting the Patient’s Experience into Words, Modeling/Hel-
ping Patients to Step Back and Distance Themselves from the Immediate Si-
tuation. The resident said, “It seems like there’s a lot going on here right
now. You're not feeling that safe.”

“Of course I'm not. I can't feel safe here, these guards have it out for
me.”

“You know, though, it might not be the best idea to be storming
around and giving them even more opportunity to put their hands on
you. If you have a complaint, they’ll probably take you more seriously
if you stay calm and put it in writing.”

“I'm gonna call my family up right now, they’ll do all that for me—
they’re not going to get away with this!”

“I think that sounds like a fine idea. But if you're raging around like
this, they’re going to call a crisis team and have 10 people come up here.
That makes you look like the violent, crazy one, right?”

The patient began to calm down. “Well, yeah, I guess that’s right. It
probably doesn’t look too good.”

As the patient became calmer, the resident discerned that this was
an opportunity to help him process his own intense affect, and to sug-
gest a way in which he might rationally deal with the situation more
effectively. The resident was able to point out that the patient’s abusive
behavior was obfuscating whatever abuse he had suffered; he couldn’t
act abusively and then expect others to see how he had been abused.
The resident’s intervention invited the patient to step back and con-
sider the situation from another vantage point and to entertain alterna-
tive perspectives, and in the process she helped him move beyond his
immediate affective experience.

Vignette 3

Mr. C was a 35-year-old Caucasian male with a history of major de-
pressive disorder and alcohol and cocaine dependence. He was admit-
ted to the dual diagnosis inpatient unit after a near-suicide attempt
while intoxicated with alcohol and cocaine, in the context of a recent
breakup. He came from a wealthy family; he felt ashamed that he had
“fallen to this level” and was now hospitalized in a public hospital.
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While he initially appeared to adjust well, the unit staff had increasing
difficulties with him as time progressed. He was rude to other patients
in group settings, taunted several patients who were clearly mentally
ill, and disparaged the medical students about their limited clinical role
and their lack of training.

The resident psychiatrist did not see any of this behavior. In individ-
ual sessions with the resident, the patient was vulnerable and dysphor-
ic, and the resident found him highly sympathetic. The growing chasm
between her impressions and those of the staff became evident during
team meetings; the resident advocated for the patient to continue on
Level 2 (which carried higher privileges), while the medical students
were uncharacteristically passionate that he should be dropped back
to Level 1. The psychologist, social worker, and creative arts therapist
all felt similarly about him and found him insensitive and arrogant in
groups. The resident felt they were letting their countertransference re-
actions drive them to be unfairly critical of the patient. While she had
previously felt that the team consisted of highly skilled clinicians, she
began to feel emotional and angry about their reaction to this patient
and to question their clinical judgment. As the patient continually com-
plained about the social worker’s lack of skill in formulating a dispo-
sition plan, the resident began to silently wonder if the patient had a
point.

Identifying and Bridging a Split. When the resident stepped back and
thought about the situation, she recognized that a split was forming
within the treatment team. Although this split should have been easy
to see, it had not been. She was struck by the degree to which she had
held the conviction that she was correctly readjusting her opinion of her
colleagues, and that they were not as clinically sophisticated as she had
originally thought. She had believed that she was incorporating new,
accurate information into her reappraisal of the staff. It was only by
stepping back from her own immediate emotional experience, while
at the same time observing and reflecting upon what was happening
in the group, that could she see she had been swept along by feelings
generated by a personality-disordered patient who was struggling with
a narcissistic injury.

Working with patients with personality disorders is challenging.
Even in the best of circumstances, clinicians are vulnerable to distor-
tions in judgment and thinking. Experience with TFP enables residents
to appreciate how difficult it can be at times not to get caught up in the
splitting and projections that organize and distort our patients” experi-
ence.
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Counteracting Splitting Defenses by Maintaining Cohesion Among the
Treatment Team; Empathic Confrontation. The treatment team decided
to address the patient together as a group, in a nonconfrontational
manner, with the hope of bridging the split. In the meeting, the social
worker raised with the patient his challenging and dismissive behav-
ior around discharge planning. In response, the patient was disdainful
and rude to the social worker and to other members of the treatment
team. The resident had not seen this before, and she was surprised by
the intensity and depth of his disdain; it became much easier for her to
understand the staff’s frustration with the patient.

Confronting the patient’s inappropriate behavior when all were pres-
ent enabled the resident to see a side of the patient he had previously
kept out of their interactions; he could no longer maintain an idealized
doctor-patient relationship with her, while keeping it split off from a
hostile, devaluing relationship with the rest of the treatment team.

After starting off derisively and defensively, the patient eventually
became more vulnerable, and he appealed to the group for help: “I don’t
know what I'm supposed to be doing here; you guys are supposed to
help me. This is just the way ['ve always been.” He also revealed con-
cerns about sharing his own experiences in the group, because “the
people here have real problems, they don’t even have a home—they
don’t want to hear about my stuff.”

After this intervention, the patient’s behavior on the unit improved
considerably. He became more respectful and appropriate, and he be-
gan to genuinely participate in group therapy. He was able to express
frustration with the resident more directly when he met with her, and
he also began to speak more highly of other treatment team members.
He later shared how pleased he was to have reestablished a working
relationship with a creative arts therapist whom he had previously de-
cided “hated” him.

By meeting together with the patient, the treatment team was able
to address the patient’s splitting defenses in real time and to “bridge
the split” by remaining unified. Although uncomfortable for the pati-
ent at the time, it subsequently improved his relationships with team
members and allowed him to reduce his reliance on splitting on the
unit. Although inpatient units are generally not considered therapeutic
environments for patients with personality disorders, a psychodyna-
mically informed treatment approach can guide effective therapeutic
interventions even in this setting.
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TABLE 1. TFP-Based Skills for the Resident

Processing Internally

Tolerate confusion
Tolerate strong affect
Step back
Observe (what am | thinking and feeling?)
Reflect (put thoughts and feelings into words to cognitively contain one’s own affect)
Identify the dyad
Intervening
Communicate empathy
Ask for clarification of the patient’s experience
Directly address the patient’s anxiety
Contain the patient’s affect by putting his or her anxiety into words
Confront in an empathic manner
Provide modeling for the patient by distancing yourself from your own affect
Model/teach patient to step back from the immediate situation and affect state

Provide interpretation (generally not used in a crisis setting)

A MODEL OF TFP TRAINING IN GENERAL
PSYCHIATRIC RESIDENCY

Training in psychodynamic psychotherapy is a Core Competency
required in all ACGME-accredited residencies. Since this requirement
was introduced in 2001, it has proved both problematic and controver-
sial (Yager, Mellman, Rubin, & Tasman, 2005). The traditional model
of teaching psychodynamic therapy in residency requires a significant
commitment of time and a cadre of individual supervisors experienced
in psychodynamic psychotherapy, resources often not available even in
large academic medical centers. To further complicate matters, despite
the fact that most residents report wanting to incorporate psychody-
namic practice into their careers, they describe learning psychodynam-
ic therapy as “daunting” (Cohen & Hatcher, 2008), and only a minority
feel competent as psychodynamic therapists and with psychodynamic
concepts (Katz & Kaplan, 2010).

TEP is a psychodynamic treatment that lends itself well to resident
education. It is evidence-based and diagnosis-driven treatment, a treat-
ment model that is familiar to residents, and TFP treats a challenging
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population of patients commonly encountered in residents’ caseloads.
The treatment is tied to an organizing theoretical and clinical frame-
work that residents can understand, and the TFP treatment manual
provides clear, systematic, and explicit descriptions of how to do the
therapy. In learning TFD, residents are exposed to an intensive psycho-
dynamic treatment for personality pathology, and at the same time de-
velop knowledge, attitude, and skills that they can apply in the man-
agement of patients with personality disorders in acute settings.

We have developed a model of TFP training during residency that
requires only a few experienced clinician-educators to serve as instruc-
tors and provide supervision. The model of pathology and treatment is
taught sequentially over the residents’ second, third, and fourth years
of training, focusing on different aspects of the model in different PGY
years, and allowing for immediate clinical application in residents’
day-to-day work with patients according to their level of clinical so-
phistication. In the PGY-2 year, residents are taught basic psychody-
namic principles in didactic seminars, and in this setting we focus on
object relations theory and constructs related to personality organiza-
tion (identity, defenses, reality testing, levels of personality organiza-
tion). Residents find that the model of personality organization is eas-
ily applicable to many of the patients they treat on inpatient rotations,
bringing psychodynamic theory “to the bedside.” In the PGY-3 year,
when residents are learning outpatient assessment, they learn how to
evaluate personality organization in all their patients, not just those
treated in dynamic therapy. Assessment is taught as a structured, step-
by-step series of questions that are easy to apply in a clinical interview.!
Assessment, as well as considerations of differential treatment plan-
ning based on assessment, is illustrated in clinical case conferences in
which an experienced clinician interviews a patient.

Training in TFP proper is introduced in the PGY-3 didactic curricu-
lum in five 2-hour didactic sessions, making use of illustrative video-
tapes and using the TFP manual as a text. This introduction to the treat-
ment is followed by a year-long elective opportunity in the PGY-4 year.
All participants in the weekly elective seminar treat a patient in TFP
and present clinical material, either videotape or process notes, to the
group. The group setting allows residents to hear about a variety of cas-
es, and group supervision facilitates containment of countertransfer-
ence. The seminar leader provides group supervision, modeling inter-
ventions for the resident whose case is being supervised and rehearsing

1. Training in the clinical interview can be complemented by introducing residents
to the Structured Interview of Personality Organization (STIPO; Stern et al., 2010), a
semistructured interview for assessment of personality organization. The STIPOis available
at http:/ /psinstitute.org/pdf/Structured-Interview-of-Personality-Organization.pdf.
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the intervention with the resident. The resident returns the next week
to the supervision group to report the results of his or her efforts and
to receive additional feedback. The elective has been extremely well
received; many have described the experience as a highlight of training.

CONCLUSION

Learning TFP provides residents with an overarching model of per-
sonality disorders and their treatment. The knowledge, attitudes, and
skills residents acquire in the course of learning TFP are valuable tools,
not only in the setting of long-term outpatient therapy, but also in man y
of the acute settings that residents encounter during training. Training
residents in TFP effectively conveys the utility and power of psycho-
dynamic concepts, principles, and techniques in general psychiatric
practice.

REFERENCES

American Psychiatric Association. (2000). Diagnostic and statistical manual of mental
disorders (4th ed., text rev.). Washington, DC: Author.

Bender, D. S., Dolan, R. T., Skodol, A. E., Sanislow, C. A., Dyck, L. R., McGlashan, T.
H., et al. (2001). Treatment utilization by patients with personality disorders.
American Journal of Psychiatry, 158, 295-302.

Black, D. W,, Blum, N., Letuchy, E., Carney Doebbeling, C., Forman-Hoffman, V. L.,
& Doebbeling, B. N. (2006). Borderline personality disorder and traits in vet-
erans: Psychiatric comorbidity, healthcare utilization, and quality of life along
a continuum of severity. CNS Spectrums, 11(9), 680-689.

Clarkin, J. E, Levy, K. N., Lenzenweger, M. E,, & Kernberg, O. F. (2007). Evaluat-
ing three treatments for borderline personality disorder: A multiwave study.
American Journal of Psychiatry, 164, 922-928.

Clarkin, C. F, Yeomans, F., & Kernberg, O. F. (2010). Psychotherapy for borderline per-
sonality disorder: Focusing on object relations. Washington, DC: American Psy-
chiatric Publishing.

Cohen, Z., & Hatcher, S. (2008). The experiences of trainee psychiatrists learning a
psychodynamic psychotherapy model: A grounded theory study. Australian
Psychiatry, 16(6), 438-441.

Doering, S., Hoerz, S., Rentrop, M., Fischer-Kern, M., Schuster, P., Benecke, C., et al.
(2010). Transference-focused psychotherapy v. treatment by community psy-
chotherapists for borderline personality disorder: A randomised controlled
trial. British Journal of Psychiatry, 196, 389-395.

Katz, D. A., & Kaplan, M. (2010). Can psychiatry residents be attracted to analytic
training? A survey of five residency programs. Journal of American Psychoana-
Iytic Association, 58, 927-952.



TRANSFERENCE-FOCUSED PSYCHOTHERAPY 181

Kernberg, O. F, & Caligor, E. (2005). A psychoanalytic theory of personality disor-
ders. InJ. E Clarkin & M. F. Lenzenweger (Eds.), Major theories of personality
disorder (2nd ed., pp. 115-156). New York: Guilford.

Riba, M. B., & Ravindranath, D. (2010). Clinical manual of emergency psychiatry. Wash-
ington, DC: American Psychiatric Publishing.

Skodol, A. E., & Gunderson, J. G. (2005). Personality disorders. In R. E. Hales & S.
L. Yudofsky (Eds.), American Psychiatric Publishing textbook of personality
disorders (pp. 821-860). Washington DC: American Psychiatric Publishing.

Stern, B. L., Caligor, E., Clarkin, J. E, Critchfield, K. L., MacCormack, V., Lenzenwe-
ger, M. F, et al. (2010). The Structured Interview of Personality Organization
(STIPO): Preliminary psychometrics in a clinical sample. Journal of Psychologi-
cal Assessment, 91(1), 35-44.

Yager, J., Mellman, L., Rubin, E., & Tasman, A. (2005). The RRC mandate for resi-
dency programs to demonstrate psychodynamic psychotherapy competency
among residents: A debate. Academic Psychiatry, 29, 399-349.

Eve Caligor, M.D.

19 East 88th St., Ste. 1D
New York, NY 10128
eve.caligor@nyumc.org



PEP Archive 1 version 12 (1871—2012)

Journal of Organizational and Social Dynamics (2001-2012), Couple
and Family Psychoanalysis (2011-2012). PEP also added
Psychodynamic Psychiatry, which is a continuation of the Journal of the
American Academy of Psychoanalysis and Dynamic Psychiatry. Psyche
(1947-2012) will be added in February.

e THREE NEW Journals will be included in PEP Alv12: IJP Annual in Greek,

This brings the total to FIFTY ONE journals now included in the PEP Archive. Content is
searchable through 2012 and full text is available through 2009 for most journals and 2007 for
American Imago for PEPWEB subscribers.

Twenty seven books by prominent psychoanalytic authors were aiso added to the PEP Archive.
As just a sampling: some of the works of Donald Meltzer, which include The Psychoanalytic
Process, Kleinian Development, Sexual States of Mind, Explorations in Autism and more. Also
featured are Martha Harris and Esther Bick and their work on the Tavistock Model and M.
Harris Williams on the post-Kleinian model of mind.

PEP Alv12 will include additional Feature Updates to enhance its Search Engine later in
2013.

These features are centered around helping to specify and refine searches to make sure you get
to the article(s) you are looking for with the greatest efficiency and precision. Most importantly
PEP will offer the feature of:

« Paragraph by paragraph concordance for GW and Freud Standard edition. This should
keep scholars busy for years; with this concordance they can easily review the various
translations.

« An upgrade of the pdf printing process on PEP

—
DVD PRICING WEB SUBSCRIPTIONS ]
INDIVIDUALS New customers: $2,720*(Candidates Initial fee far new customers: §1,134 (Candidates §734* %)
$1,650%)
Existing customers: from $300* depend- Initial fee for CD/DVD customers upgrading: from $135
ing on verslon of archive owned
DVD is version 9 Annual subscription: $135
This will be the last verslion of the ** To qualify, you must be a Full Time Student or Candi-
Pep Archive available via DVD and is date in the first 4 years of analytic training still doing
available only while stocks last. coursework, Verification of your current status is re-
quired from your school or institute.
*Discounted rates may be available
by ordering on our online order site.
PSYCHOANALYTIC N/A From $60 per member for an everyone-on-the-roster solution
& OTHER GROUPS
UNIVERSITIES & N/A Initial fee: From $5,500 to $11,500 per annum depending on
PUBLIC INSTITU- FTE
TIONS Annual renewal: From $2,000 to $9,000 per annum depending
on FTE

external linking using DOI’s (digital object indicators).
For further news and online discounted rates, go to http://www.p-e-p.org

Visit http://www.pep-web.org to search the PEP Archive and current content of some journals free of
charge. (Access to full text requires a subscription)



