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Preface

Transference-focused psychotherapy (TFP) had its clinical
origins on the campus of New York-Presbyterian Hospital,
Westchester Division, in 1980. Under the leadership of John
Oldham and John Clarkin, Otto Kernberg and senior psy-
chiatrists in the department met on a regular basis to view
and discuss videotaped sessions of their individual treatment
with borderline patients. It was a bottom-up approach: we
viewed the sessions with an eye to what the clinician was
doing in the treatment in order to generalize to principles of
intervention with these intriguing, quite disturbed, and diffi-
cult to treat patients. The goal was to generate a description
at the level of principles to inform a psychodynamic treat-
ment based on object relations theory of borderline personal-
ity disorder (BPD) patients.

In order to empirically investigate the impact of TFP, a
written manual describing the treatment was a necessary tool
to enable replication of any results. An eminent psychiatrist
in the department, Dr. Gerald Klerman, had “manualized”
interpersonal therapy (IPT) and was consulted about how to
devise a TFP treatment manual. He suggested that strategies
and techniques of the treatment be carefully explained and
illustrated with clinical vignettes. His advice was to continue
articulating treatment techniques illustrated with clinical
vignettes until the treatment was fully described.

This preparation enabled us to apply and receive an NIMH
treatment development grant to generate initial effect sizes of
TFP. With encouraging results, two randomized clinical trials



Vi Preface

of TFP have contributed to our knowledge of its impact on
borderline patients. Throughout this process, we continued to
observe actual treatment sessions, and modify and improve
the treatment. A succession of treatment manuals (Clarkin,
Yeomans, & Kernberg, 1999; Clarkin, Yeomans and Kernberg,
2006; Yeomans, Clarkin & Kernberg, 2015) documents the
modifications in the treatment as our experience grew.
Observation of clinical cases, articulation of difficulties and
solutions, and re-articulation of the treatment are an iterative
and enriching approach.

Now with this volume, Richard Hersh, Eve Caligor, and
Frank Yeomans have taken us to the next level by demon-
strating how the principles of TFP can be adapted to different
patient groups and different treatment settings. This is a rich,
clinically-based approach utilizing the principles of TFP flex-
ibly and creatively with patients across a spectrum of person-
ality difficulties and symptomatic pictures. This next step in
establishing an approach of “applied TFP” should bring the
critical concepts and clinical techniques of this treatment to a
wider audience. There are simply not enough clinicians
trained in the evidence-based therapies for borderline per-
sonality disorder and the other severe personality disorder
presentations. While we continue to refine our approach as
an extended individual psychotherapy, “applied TFP” allows
us to bring our experience and insights into a broader sphere,
fulfilling a crucial public health role informed, as noted, by
our bottom-up approach.

John F. Clarkin, Ph.D.

Codirector, Personality Disorders Institute,
Weill Cornell Medical Center

Clinical Professor of Psychology in Psychiatry,
Weill Cornell Medical Center

New York, NY, USA
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Chapter 1

Transference-Focused
Psychotherapy (TFP) and Its
Applications: Introduction

to TFP and the Roles

of the Structural Interview,
Goal Setting, and Contracting

1. TFP’s origins are steeped in traditional psychoanalytic
object relations theory and practice, but its key con-
cepts should have wide appeal to contemporary clini-
cians, including those without specialized training, in a
variety of treatment situations.

2. The structural interview is the cornerstone of the TFP
approach and has utility as a step required for TFP as
an individual psychotherapy and as an assessment
process to be used more broadly.

3. TFP emphasizes a deliberate, detailed process of iden-
tifying the patient’s personal goals and treatment goals,
an orienting intervention for patient and therapist, and
a requirement for effectiveness in this particular
psychotherapy.

4. TFP prioritizes the treatment contract, the bedrock of
the treatment frame, as an irreducible anchor of this
psychotherapy process, requiring persistent engage-
ment over time by both therapist and patient.

© Springer International Publishing Switzerland 2016
R.G. Hersh et al., Fundamentals of Transference-Focused
Psychotherapy, DOI 10.1007/978-3-319-44091-0_1
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1.1 Introduction

Transference-focused psychotherapy (TFP) is a specific
treatment developed over many years for a specific patient
population — individuals with borderline personality disorder
(BPD). TFP is a manualized treatment (meaning clinicians
are guided by a detailed treatment manual outlining the
approach to treatment) and evidence-based (meaning it has
been studied and compared to other treatment interventions
for the same patient population). TFP has been shown to be
effective in multiple domains: retention in treatment (patients
staying engaged in psychotherapy vs. dropping out early),
suicidal and self-injurious behavior (including the number of
self-harm attempts and the medical severity of these
attempts), self-reports of symptoms (a reduction of suicidal
ideation, depression, and anxiety), and social adjustment
(positive changes in friendship and work) [1-3]. This accumu-
lated data supports TFP as an individual psychotherapy for a
particular patient population;numerous studies and textbooks
have been published on this subject. The goal of this book is
to further extend the influence of TFP theory and practice by
introducing TFP as a way of thinking about and treating
patients beyond a limited group (patients with BPD by DSM-5
criteria) and beyond a particular treatment modality (extended
individual psychotherapy) for which it was developed.

Who are the clinicians who can use TFP principles in their
work, and what are the clinical situations where TFP princi-
ples can be useful in patient care? The answer to this question
begins with consideration of who the clinicians are in the
mental health and medical fields treating patients with sig-
nificant personality disorder (PD) pathology. The answer is
almost all clinicians seeing adolescent and adult patients. Are
there exceptions? To be sure, clinicians treating only young
children, or those patients with primary psychotic disorders
or dementia, for example, would be in this category. That said,
patients with PD pathology are well represented in almost all
mental health settings and in many general medical settings
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as well [4, 5]. Certainly, many, if not most, psychiatrists,
psychologists, and social workers will encounter PD patients
in their careers. All clinicians working in adult psychiatric
inpatient settings and emergency rooms will have the experi-
ence of evaluating and treating PD patients. Studies indicate
that clinicians in most direct-care medical fields will interface
with patients with PD symptomatology at relatively high
rates as well [6]. The bottom line: patients with serious PD
pathology will present for care in a wide variety of settings,
for a variety of reasons (not limited to PD complaints), to a
wide range of clinicians.

The application of TFP principles begins with the process
of clinical assessment. TFP as an individual psychotherapy
stresses the advantage of the structural interview, a compre-
hensive and intuitive way of evaluating patients [7, 8]. Clearly
not every clinician will have the time or inclination to com-
plete the structural interview as it is designed; key elements
of the structural interview, however, can be incorporated into
even the briefest patient evaluation process. The structural
interview asks not only whether a patient fits into one or
more diagnostic categories but also, more generally, how does
this patient function in the key areas of his or her life? The
structural interview prompts the evaluating clinician to ask
questions that will begin to clarify (1) what might be the best
treatment for the complaint at hand, (2) the prospective
patient’s overall prognosis, and (3) how might I best gear my
interaction with this patient.

An individual TFP treatment is anchored by an explicit
discussion of a patient’s personal goals and treatment goals. It
may seem unnecessary to stress this point; after all, aren’t all
treatments premised on clearly defined goals? Yet experience
with patients with severe PD presentations suggests that it is
easy for a patient and treater to fall into a desultory pattern,
divorced from a defined treatment focus, when being in the
treatment becomes more important than where the treatment is
heading. A TFP approach will ask: what are the patient’s per-
sonal goals related to studies, work, or relationships? In terms
of treatment goals, such an inquiry would explore how any
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particular psychotherapy might help a patient with targeted
symptoms. While TFP itself is premised on clearly defined and
orienting personal and treatment goals, one possible outcome
of a clinician’s evaluation using the structural interview might
be to recommend a treatment that is more supportive (and
less exploratory) than TFP. The very act of asking a patient
about personal and treatment goals can be a powerful anti-
dote to a commonly observed phenomenon — the patient with
a PD diagnosis who consciously or unconsciously experiences
treatment as something done to him or her by another person,
and not a collaborative experience, initiated and continued at
the behest of the patient.

TFP stresses the paramount importance of the treatment
frame. The frame is the set of mutually agreed-upon details of
the treatment arrangement, everything from the expected
issues of scheduling and billing, to more fraught areas of dis-
cussion, such as crisis management or hospitalization. In TFP
the treatment frame is the end result of the purposeful and
frank contracting process. The contracting process in TFP
takes as long as it needs to; it is not rushed or routine, and a
contracting process that is free of some degree of friction or
push-back by the patient is likely to be superficial, without a
thoughtful engagement on the part of the patient. The con-
tracting process has simultaneous goals: to create a safe and
comfortable treatment situation for both the patient and the
therapist and to serve as a likely dress rehearsal for what is to
come in the therapy. A dress rehearsal for what? The “trans-
ference”in transference-focused psychotherapy is the patient’s
total experience of the therapist, filtered through the prism of
the patient’s history, experience of others, and current state of
mind. This view is based on the idea that personality is funda-
mentally a person’s way of processing all the data coming
from the world around him and that an individual patient’s
“processing system” can be observed in the interaction with
the therapist. The therapist expects to observe revealing
responses by the patient in the introduction of the contract —
paranoid and angry or agreeable and idealizing are two pos-
sible responses among many. The contracting process and
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associated treatment frame are put into place to facilitate the
expression of this transference and the patient and therapist’s
collaboration in dissection of this transference over time. The
introduction of a contracting process and the establishment of
a treatment frame are not, by definition, restricted to an indi-
vidual psychotherapy. Clinicians of all kinds can benefit from
establishing ground rules at the start of any treatment rela-
tionship. After all, if the clinician doesn’t feel comfortable or
safe, how can he or she provide a high quality of care?

1.2 An Overview of TFP Treatment

e TFP is a treatment with roots in psychoanalytic tradi-
tion and object relation theory, but with critical adjust-
ments tailored to accommodate a specific group of
patients with severe personality disorder pathology.

e TFP is guided by a detailed treatment manual, and
accumulated research supports its status as an evi-
dence-based treatment for BPD.

e TFP’s overarching theoretical framework and clinical
interventions have certain essential differences that
distinguish it from more familiar supportive and cog-
nitive-behavioral approaches.

e “Applied TFP” uses fundamental TFP concepts and
interventions in varied clinical situations, distinct from
the originally investigated individual psychotherapy
treatment format.

The term “transference-focused psychotherapy” might
suggest to some of today’s mental health or medical clini-
cians, particularly those who are not versed in contemporary
psychoanalytic theory and practice, an “old school” or even
fusty treatment modality, suited to a past era, and now either
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inaccessible or irrelevant. This would be an unfortunate and
inaccurate conclusion. The era when psychoanalytic thinking
wholly dominated the treatment of individuals with person-
ality disorder pathology, with highly variable success, is long
past; TFP should not be seen as a last-gasp vestige of this era.
In fact, TFP is a state-of-the art, manualized, and empirically
supported psychodynamically-informed individual psycho-
therapy treatment for patients with borderline personality
disorder (BPD), one demonstrated to be of important utility
for this substantial patient population with notably high
rates of morbidity and mortality [9].

As noted, TFP was developed as a treatment for BPD, and
TFP research studies have focused exclusively on patients
with BPD. BPD is a common psychiatric disorder, as reflected
in community studies (with rates of approximately 2 % or the
population, significantly higher than that of schizophrenia),
well represented in inpatient and outpatient population
samples (studies suggest 20 % of psychiatric inpatient and
10 % of psychiatric outpatients meet criteria for BPD), and
likely widely underdiagnosed (as reflected in studies showing
that clinicians evaluating patients with structured interviews
are significantly more likely to make a BPD diagnosis than
those clinicians assessing patients without specific prompts
that might yield a PD diagnosis) [10-14]. BPD is, therefore,
(1) common, (2) likely underdiagnosed, and (3) very clearly
associated with high use of almost all psychiatric services
including hospitalizations, outpatient psychotherapy, and
medications [15]. On top of that, BPD has a relatively high
rate of completed suicide (somewhere between 6 and 10 %),
making treatment of patients with BPD understandably a
source of care and concern for most treaters [16].

TFP is one of a group of evidence-based treatments for
BPD that includes: dialectical behavior therapy (DBT), good
psychiatric management (GPM), supportive psychotherapy
(SPT), mentalization-based therapy (MBT), schema-focused
therapy (SFT), and the STEPPS intervention [17]. Even with
this proliferation of evidence-based treatments for BPD, the
demand for clinicians able to treat patients with BPD and
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other serious personality disorders will likely outstrip the
supply of suitably trained clinicians for years, if not decades, to
come, contributing to a genuine, if underappreciated, public
health crisis [18]. To this end, the first two chapters of this book
have as their focus: (1) the essential elements of TFP offered as
an individual psychotherapy for patients with severe personal-
ity disorder pathology (including, but not limited to, borderline
personality disorder) and (2) an introduction to “applied TFP”
or a collection of useful observations and practical interven-
tions derived from TFP and appropriate for clinicians of vary-
ing levels of training, in multiple spheres, treating a mix of
patients. One leader in the field, John Gunderson, described
TFP as the “hardest to learn” of the evidence-based BPD
treatments that helps the most challenging cases; while this
may be true, “applied TFP” principles should be readily acces-
sible to and easily employed by clinicians of differing training
backgrounds and levels of experience [19].

The vast majority of research done on patients with person-
ality disorder pathology has been done on females with BPD
since the large majority of BPD patients in clinical settings are
women. The treatments listed above were developed because
of the serious need to employ evidence-based treatments for
the most symptomatic of this population. TFP was developed
in the same spirit, to aid clinicians treating the most impaired
of this group of patients. TFP can be thought of as one of this
list of evidence-based treatments with, for the most part, cer-
tain commonalities: a clear treatment frame, attention to
affect, a focus on the treatment relationship, use of explor-
atory interventions, and an active therapist [20]. TFP can also
be appreciated for its utility more broadly as a way to think
about a variety of patients, beyond the group meeting DSM-5
criteria for BPD, and as a treatment modality for this broader
group of patients, although research comparable to that avail-
able for the use of TFP for BPD has yet to be done. Who are
the patients in this broader group who may benefit from a
TFP approach? This chapter will review the concept of bor-
derline organization, a category encompassing patients with
BPD, as well as many patients meeting DSM-5 diagnostic
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criteria for dependent, narcissistic, histrionic, schizoid, or
schizotypal personality disorders, as well as patients with per-
sonality disorder diagnoses — sadomasochistic, hypochondria-
cal, or hypomanic — not part of DSM-5 terminology. TFP gives
clinicians a way to think about and treat a larger and more
heterogeneous group than is customarily identified as likely to
benefit from one of the evidence-based treatments for BPD.

TFP builds on the work of Otto Kernberg and his col-
leagues at the Personality Disorders Institute of the Weill
Cornell Medical College, contributing to a robust literature
on an approach to treating patients with personality disorder
pathology informed by object relations theory. As noted,
Kernberg and his colleagues have authored essential papers
and texts, including the TFP manual (Transference-Focused
Psychotherapy for Borderline Personality Disorder: A
Clinical Guide, by Yeomans et al. [9], and a companion vol-
ume on the treatment of adults with higher level personality
pathology (Dynamic Psychotherapy for Higher Level
Personality Disorder Patients, by Caligor et al. [21], with a
volume planned on the treatment of adolescent BPD patients
[22], conveying the central elements of the treatment to clini-
cians motivated to use this intervention in individual psycho-
therapy. This book is not meant as a substitute for the TFP
manual and its companion volumes, but rather an extension
of its core principles for use by a broader audience of thera-
pists in different fields.

The purpose of the introductory chapters of this volume is
to systematically take apart the key elements of this treat-
ment in a way that makes these elements accessible for clini-
cians of all kinds and to consider how many of these elements
on their own may be useful to clinicians who are not conduct-
ing an extended individual psychotherapy, but can neverthe-
less benefit from applying TFP concepts in the work they do.

This chapter includes a glossary of terms frequently used
in the TFP literature; terms highlighted below in bold are
among those listed in the glossary.

TFP as a manualized individual treatment has a clearly
delineated approach. The essential steps include:
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Getting Started

. A thorough assessment process using the structural
interview.

. An appreciation of functioning in multiple spheres
informing consideration about a patient’s level of
personality organization and prognosis.

. The clinician’s active monitoring of three channels of
communication: what the patient says, how the
patients acts, and how the therapist feels.

. Appreciation of the admixture of repression-based
defenses and splitting-based defenses a patient
exhibits.

. Elucidation of a patient’s personal goals and treat-
ment goals.

. An extended process of contracting, leading to the
establishment of a living treatment frame, tailored to
the specific pathology of, and expected challenges
from, the individual patient.

When the Treatment Begins

. Managing the likely initial confusion associated
with severe PD pathology by “naming the actors”
involved in the moment-to-moment interaction
between patient and therapist to help contain the
patient and orient the therapist. In more technical
terms, this is identifying the object relations dyads
that emerge in treatment.

. Identification of moments when the roles within the
dominant object relations dyads reverse, or a role
reversal. This helps patients see aspects of their per-
sonality they tend to see in others but not in
themselves.

9

(continued)
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(continued)

9. The therapist’s efforts to maintain a stance of con-
cern that reflects technical neutrality in relation to
the internal conflicts the patient struggles with, with
deviations from this stance when required.

10. Ongoing attention to the treatment frame, with
periodic adjustments to the frame as necessary,
given likely challenges from the patient.

What Happens Minute by Minute

11. The therapist’s attempt to identify the content with
affective dominance in a session (i.e., the material
that has the highest emotional charge).

12. The therapist proceeding from what is most acces-
sible to the patient’s awareness to that which is less
accessible (a surface-to-depth approach).

13. The specific techniques of clarification, confronta-
tion, and interpretation, used repeatedly.

14. The therapist’s orientation to the chronic, baseline
(usually paranoid/fearful of others) transference in
early phases of treatment.

15. Assessment of a patient’s response to interpreta-
tions offered by the therapist and the meaning of
this back and forth in the context of the treatment
relationship.

What Happens Over Time

16. Diminishing chaos in the patient’s external life,
increased affect in the treatment.

17. Adjustments in the frame/contract as needed.

18. A change from a chronic paranoid transference to
one with elements reflecting a more nuanced

(continued)
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(continued)

experience of the therapist (and others in the
patient’s life) with increasing trust.

19. The therapist’s appreciation of the interplay
between dyads (relationship paradigms carrying dif-
ferent emotions).

20. The patient’s gradual move from the paranoid posi-
tion (projection of negative emotions) to the depres-
sive position (taking ownership of negative emotions
with the capacity for feelings of guilt) reflecting
integration of previously “split” representations of
self and other as totally good or bad.

Since TFP is a contemporary development of traditional
psychoanalytic practice, specifically object relations theory,
how could its essential elements be of use to clinicians in
contemporary practice who may have limited interest in, if
not outright skepticism about, psychoanalysis as they know
it? TFP differs from psychoanalytic treatment in a number of
fundamental ways. TFP is designed to be conducted twice
weekly (rarely, if ever, with more frequency), sitting up (TFP
does not use the analytic couch), and oriented toward spe-
cific, well-described personal and treatment goals (not a
more general goal of “self-knowledge”). TFP is resolutely
focused on the here and now; exploration of a patient’s child-
hood or family or origin may become relevant in the treat-
ment over time, but never at the expense of what is happening
in the treatment in real time and the realities of the patient’s
life outside of treatment, meaning the nature and quality of
the patient’s studies, work, relationships, and place in the
community.
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An extended discussion of objects relations theory and its
place in psychoanalytic thinking is beyond the scope of this
book. Most clinicians are familiar with treatment approaches
based on (1) supportive techniques or (2) cognitive-behavioral
interventions, having had only a limited exposure to psycho-
analytic theory and practice. They may understand
psychoanalytic theory as premised on exploration of what is
partially or fully unconscious for the patient-that symptoms
or conflicts are “compromises” between underlying drives/
desires and internal or social prohibitions. (The classic exam-
ple would be symptoms of anxiety that emerge from the
conflict between competitive strivings and a fear of being
aggressive.) TFP was developed for patients with severe per-
sonality disorder pathology because the standard psychoana-
lytic approach of exploring unconscious conflicts alone did
not seem to work as it did with less severely disturbed
patients. Object relations theory describes the individual’s
experience of self and other and the associated feelings (in
object relations terminology the “representation of self” and
the “representation of the object” connected by an affect)
making up the object relations dyad. These experiences of
self and other are the building blocks of personality or sense
of self. For patients with severe personality disorder pathol-
ogy, the problem was not simply that the origins of certain
conflicts were outside the patient’s awareness; the patient can
be aware of certain feelings, but the patient is subject to
momentary shifts, feeling positively, say, about a particular
person or themselves, only to rapidly shift to a wholly nega-
tive experience — radical shifts, but in the patient’s awareness
nevertheless. The “splitting” so often referenced in discussion
of borderline pathology originates, in object relations theory,
with the unconscious separation of object relations dyads
(the wholly positive or wholly negative sense of self or other)
that are themselves in the patient’s awareness as they are
occurring, to some degree, although at different times.

How would TFP with its object relations orientation dif-
fer from a more familiar supportive or cognitive-behavioral
approach? It may be useful to consider the same clinical
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situation from the three different perspectives. Let’s take
the example of Ms. F., a woman with BPD with a pattern of
becoming easily attached to friends, invariably leading to a
highly emotional rupture in the friendship when Ms. F. feels
mistreated or ignored.

e The supportive psychotherapist aims to give Ms. F. advice
about how to keep friends. She praises Ms. F. for the pleas-
ing parts of her personality and attempts to engage Ms. F.
in developing practical strategies when she feels distressed,
like taking a warm bath or calling her sister.

e The cognitive-behavioral therapist intends to engage Ms. F.
in exploration of her “faulty thinking patterns” during peri-
ods of distress. The therapist enlists Ms. F. to keep a diary
card in an effort to chart together the development of her
intense anger, to assess for “triggers,” and to learn strate-
gies for reframing her negative thoughts as they mount.

e The TFP therapist approaches Ms. F’s difficulties with
awareness that it may not be possible to accurately and
objectively assess what, in fact, goes on with Ms. F. and her
friends. The TFP therapist has the aim of setting up a
frame that would allow Ms. F.’s dynamics to emerge in the
transference (the relationship with the therapist). If they
repeat the pattern Ms. F. describes in her “outside” rela-
tions, the TFP therapist has the goal of helping the patient
understand what she “reads into” relations and increasing
her capacity for reflection by examining together what has
occurred in their relationship.

Is familiarity with psychoanalytic thinking or training in
psychoanalysis a prerequisite for TFP training? It is not. The
basic principles of TFP should be widely accessible, and the
treatment manual does not presuppose advanced training in
psychodynamic psychotherapy or psychoanalysis. As
explained in the manual, TFP as an individual psychotherapy
has a set of specific strategies (the overarching objectives of
the treatment), tactics (the therapist’s setting the secure con-
ditions of treatment and choosing the focus with each ses-
sion), and techniques (the therapist’s minute-to-minute
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interventions). “Applied TFP” in this book extends the use of
TFP principles to clinical situations beyond individual psy-

1. TFP and Its Applications: Introduction to TFP...

chotherapy treatment to include:

1.3

General crisis management
Family interventions

Inpatient psychiatric treatment
Psychopharmacology
Management of medical care
Psychiatry residency training

The Structural Interview

The structural interview has the goal of collecting all
the information that would be pursued in a standard
psychiatric interview, with additional questioning to
explore more fully specific areas of the patient’s
functioning.

The structural interview follows a “circular” approach,
with a focus on the interviewer’s exploration of incon-
sistencies or points of confusion, rather than a stan-
dard “decision-tree” approach.

The structural interview aims to clarify a patient’s
diagnosis by category but also to appraise a patient’s
functioning in multiple spheres, described as the
patient’s level of organization.

The structural interview will explore elements of the
standard “social history” in greater depth than is cus-
tomary, with a particular focus on friendships,
romance, work history, and finances.
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The standard psychiatric interview approaches data
collection in a straightforward manner; the clinician uses
DSM-5 diagnostic criteria as a guide and proceeds in a
“decision-tree” manner, asking yes/no questions, attempting
to quantify positive responses (How many panic attack symp-
toms? How long has the depressed patient experienced anhe-
donia?). This “decision-tree” approach is often extended to
assessment of personality disorder symptoms, using the
DSM-5 diagnostic category criteria as a guide. In recent years,
there has been a movement to shift from a purely categorical
approach to personality disorder diagnosis (Does the patient
describe the requisite number of symptoms to meet the deter-
mined cutoff?) to a hybrid model that includes both evalua-
tion of diagnostic category criteria and consideration of
dimensions of personality traits (assessing the patient’s level
of well-being or impairment in a certain area as measured on
a continuum). While this hybrid model remains part of the
DSM-5 appendix, the structural interview pursues the same
objective — assessment of both the particular subtype of per-
sonality traits that are in evidence and how well-functioning or
impaired a particular individual might be in important ways.

With this in mind, the structural interview begins with
inquiry about a patient’s symptoms and history, as would be
done in a standard interview, as well as investigation of the
patient’s self-conception and experience of others. The struc-
tural interview process addresses first any complaints or
observable symptoms that might reflect a primary organic
presentation (meaning medical or physical in origin) or
major psychiatric disorder that might either preclude or
strongly affect an exploratory psychotherapy process. Once
these processes have been assessed and ruled out, the struc-
tural interview then moves on to the phase that asks the
patient to describe himself or herself and asks the patient to
describe one or two people with whom he or she has a close
relationship. The structural interview has a distinct rhythm;
the questioner will repeatedly circle back to any area of con-
fusion or inconsistency in the patient’s story. The questioner
will also expand the often neglected social history component
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of the evaluation process, in an effort to gage the patient’s
functioning in important areas, questions about school or
work and the nature of relationships with friends, spouses,
children, and parents, for example.

The TFP therapist using the structural interview has the
goal of assessing the patient in multiple spheres that can be
recalled with the mnemonic RADIOS:

Reality testing

Aggression

Defenses

Identify diffusion/consolidation
Object relations

Superego or moral values

These six areas of exploration of the structural interview
aid the TFP therapist to move beyond the process of generat-
ing a differential diagnosis using DSM-5 categories only. This
process of investigation allows the TFP therapist to consider:
How well-functioning or impaired is this particular patient in
a number of key areas of his or her life? What can I learn in
the assessment phase to help me guide this patient to the
appropriate treatment targeting a primarily biological/organic
problem or targeting a more complex combination of biology
and psychological organization? How should I discuss my
understanding of the patient’s difficulties with him/her? And,
how can I begin to determine the patient’s prognosis?

Reality Testing: The structural interview has a goal of exploring
the patient’s capacity for reality testing in part to assess for the
appropriateness of a referral for exploratory treatment. The
structural interview aims to clarify a patient’s degree of persis-
tent frank psychotic thinking (an exclusion criteria for TFP),
transient psychosis under stress (expected in some BPD
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patients, with the potential for compromising the capacity to
use exploratory treatment), and an overall social inappropri-
ateness (often a source of concern, e.g., in the treatment of
patients with schizotypal personality disorder). The TFP clas-
sification of personality disorders combining categorical and
dimensional constructs identifies impairment in reality testing
as consistent with the lower borderline or psychotic organiza-
tion, i.e., the more severely impaired patients. However,
patients at the borderline level of personality disorder in gen-
eral have a fragility of reality testing based on the imposition
of an internal mental representation on their objective reality
(e.g., “You looked at the clock, so you must want to get rid of
me.”

Aggression: The TFP approach places significant emphasis
on the assessment of a patient’s level of aggressive affects and
in particular the expression of ego-syntonic aggression. The
identification of marked aggression in any patient will cue
the therapist to consider the way this trait might undermine
the treatment, informing prognosis. TFP clinicians are par-
ticularly sensitive to patients presenting with ego-syntonic
aggression, paranoia, antisocial traits, and narcissistic person-
ality disorder symptoms — a syndrome described as “malig-
nant narcissism” with a particular (poor) prognosis and
distinct requirements (an unusually rigorous treatment
frame) for effective treatment.

Defenses: The TFP approach places much weight on the
evaluation of a patient’s predominant defenses and the rela-
tive contributions of splitting-based defenses and repression-
based defenses. Defenses are the patient’s partially or fully
unconscious ways of negotiating conflicting impulses, prohi-
bitions, and the realities of everyday life. The central distinc-
tion between repression-based vs. splitting-based defenses
is at the heart of the TFP understanding of severe personal-
ity disorder pathology and is considered a critical marker
in determining personality organization. Repression-based
defenses follow the psychoanalytic understanding of the ways
conflictual material can lead a patient to keep certain difficult
thoughts or feeling out of awareness in a consistent way. The
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typical repression-based defenses — repression, isolation of
affect, reaction formation, and intellectualization — allow the
patient to manage situations when these repressed feelings
come close to entering awareness. These are considered more
“mature” defenses, allowing generally for more relative flex-
ibility and adaptive functioning. Splitting-based defenses do
not presuppose evenly repressed material but rather suggest a
set of coping strategies marked by keeping separate “all good”
feelings from “all bad” feelings. The splitting-based defenses
include: alternating idealization and devaluation, denial, pro-
jection, projective identification, and omnipotent control.
While these defenses provide some relief from the anxiety of
psychological conflict, they are relatively maladaptive since
they introduce a greater degree of rigidity into personality
functioning and interacting with the world than do repression-
based defenses. When conducting the structural interview, the
clinician is alert to evidence of patterns of defensive operation.
As noted, patients will use a mix of defenses, determined by
psychosocial stressors at a given time.

Identity Diffusion vs. Consolidation: Considered the single
most important area of consideration for the therapist con-
ducting an evaluation using the structural interview, the mea-
sure of identity diffusion vs. consolidation gages the patient’s
degree of consistency and stability in critical life choices such
as values, interests, and friends. These critical life choices
together contribute to a patient’s self-concept: Who am 1?
What interests me? What are my beliefs? Identity consolida-
tion is a critical variable because it so closely corresponds to
an individual’s sense of internal stability.

Object relations/interpersonal relations: During the course
of the structural interview, the therapist will try to get a sense
of the quality of important relationships in the patient’s life.
This line of questioning can include the patient’s experience
of prior treaters (Was the patient able to form a useful treat-
ment alliance? How did the treatment end?), as well as co-
workers, friends, and family. The therapist will be listening
for the patient’s capacity to form enduring relationships,
with nuanced (vs. caricatured) experiences of others. The
therapist will be interested in the patient’s capacity for
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warmth and closeness and for the nature of the patient’s
expression of sexuality. Exploration of the patient’s impor-
tant relationships will give the therapist clues about the
patient’s internal object relations (mental representations of
self in relation to others), as well as a preview of the patient’s
pattern of defensive functioning, as noted above.

Superego or moral values: The structural interview will
explore areas of the patient’s history and current functioning
in a proactive way; the interviewer will probe any areas that
seem confusing or contradictory, including aspects of the
patient’s life that might suggest compromised superego func-
tioning. What are we referencing here? Any information sug-
gesting a history of frank antisocial behavior — lying, cheating,
or stealing — would be important areas to investigate. The
patient’s capacity for guilt, as well, would be a critical subject.
At the other end of the spectrum, a system of excessively
rigid values would reflect likely personality pathology. Why
would a patient’s moral values be relevant? They are crucial
to a patient’s self-acceptance and adaptive functioning within
society. The TFP therapist will consider this subject when
evaluating the patient’s prognosis and when considering the
relative stringency of the treatment frame.

Taken together, the TFP therapist’s standard evaluation and
enhanced exploration (informed by questioning and directly
probing the RADIOS topics) enable the interviewer to specu-
late about the patient’s “level of organization.” This shorthand
for a patient’s capacity to function in critical areas lets the inter-
viewer describe both the diagnostic category (or categories) in
evidence and also more generally the patient’s severity of ill-
ness. In the TFP nosology, the continuum extends from the most
impaired patients (psychotic level of organization), through a
broad category of patients in the borderline organization cate-
gory (ranging from “lower borderline organization” including
patients with borderline, schizotypal, antisocial, paranoid, schiz-
oid, and hypochondriacal personality disorders, through “higher
borderline personality organization” including patients with
avoidant, dependent, histrionic, and sadomasochistic personal-
ity disorders), to “neurotic level of organization” including
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patients with obsessive-compulsive, depressive-masochistic,
and hysterical personality disorders. Patients with narcissistic
personality disorder can have highly variable presentations,
ranging from those in the most severely impaired category, with
near-psychotic organization, to lower, mid-, or even higher bor-
derline organization, approaching a ‘“neurotic” level of
functioning.

As described, using the shorthand of level of organization
allows the therapist to convey a lot of information in an eco-
nomical way. When the therapist distills information and
makes a guess about a patient’s level of organization, this
gives the therapist important information about risk, progno-
sis, probable response to treatment, and what treatments will
most likely work, allowing the therapist to communicate in
just a few phrases with colleagues about how impaired (or
not) the therapist sees the patient.

1.4 Setting Goals

e The TFP therapist enlists the patient to put into words
specific personal goals, as well as treatment goals, as
part of the evaluation process.

e FExploration of goals adds a dimension to the diagnos-
tic assessment and fulfills the therapist’s obligation to
engage the patient in a discussion of informed
consent.

e The TFP therapist keeps the patient’s personal goals
and treatment goals in mind, remaining vigilant to
distractions from a focus on those goals as therapy
proceeds.

e The process of having the patient articulate personal
and treatment goals helps to avoid his or her chroni-
cally passive or apathetic participation.
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It is common for patients with significant personality disor-
der pathology to present for treatment feeling overwhelmed
or confused. Patients, understandably, may present their chief
complaints in ways that are inchoate or vague, often a chal-
lenge for the therapist who struggles to comprehend what the
patient wants and how the therapist can help. As mentioned
earlier, for some patients the experience of being in psycho-
therapy is a goal of its own, and the idea of using the psycho-
therapy to make changes outside of the treatment is a foreign
one. The TFP evaluation emphasizes discussion of a patient’s
personal goals and treatment goals. These goals help orient
the therapist during the course of treatment and give the
patient and therapist a way to measure progress in the treat-
ment over time. While this may seem obvious, clinical experi-
ence suggests that many patients with PD diagnoses engage in
extended, unguided treatments that reflect aspects of their
underlying psychopathology (e.g., an unconscious wish to be
cared for unconditionally by an ideal parental figure). When
the TFP therapist raises the issue of goals at the outset, the
therapist is communicating that this particular treatment is
designed for facilitating certain changes, and not one designed
for open-ended support and care.

The patient’s response to questions about goals adds a
valuable dimension to the diagnostic assessment process.
Some of the areas highlighted in the previous sections —
defenses, object relations, identity consolidation vs. confu-
sion — may be reflected in the patient’s reaction to discussion
of goals. What are the differences between personal goals and
treatment goals? This question relates directly to the way
elucidation of goals is a critical part of the informed consent
process. The patient’s personal goals pertain to the potential
changes in daily life — changes in work, studies, friendships, or
romance would be typical. Treatment goals may be less obvi-
ous; the assessment phase can lead directly into the possible
benefits and limitations of certain treatment interventions.
Take the example of the recent graduate who finds himself
fired from every new job, making it impossible to get traction
in his chosen field. His personal goal may be to stay employed
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and figure out how to move up in the business world; a
treatment goal may be to understand how his behavior
impacts others, what may be happening in the workplace that
alienates his employers but remains outside of his awareness.
The informed consent process, as in any medical intervention,
requires that the clinician and the patient together weigh
risks and benefits; without a clear explication of the objective
of the treatment, this process is not possible. TFP would not
be the treatment of choice for the patient with the abstract
goal of “self-discovery” or “learning to feel my feelings.”
There may be interventions for patients with those ambitions,
but TFP would require more earthbound aspirations.

Also integral to the informed consent process is a discus-
sion with patients about diagnosis. All the evidence-based
treatments for BPD include explicit discussion of the border-
line diagnosis as part of the intervention. There is not the
same consensus about the value of sharing other DSM-5
personality disorder diagnoses with patients, even when
reliably made. The rationale for discussion of the BPD diag-
nosis, or other PD diagnoses, even if done using the thera-
pist’s own nonclinical language, is multifaceted. Introducing
discussion of the diagnosis can help patients in the following
ways; stimulating the patient’s interest in reflecting on his or
her internal psychological world; giving patients a realistic
appraisal of prognosis; helping guide patients to effective
(evidence-based) treatments; empowering patients to learn
about the disorder on their own, insuring patients are not
subject to ineffective and potentially dangerous psychothera-
peutic and pharmacologic interventions best suited to other
disorders; and directing patients and families to identify use-
ful advocacy groups that provide salient psychoeducation.

As we will see going forward, patients in a useful explor-
atory psychotherapy will grapple with painful matters; the
TFP therapist will expect the patient, at times, to deflect atten-
tion from these matters to less freighted subjects. The TFP
therapist will always keep in mind the principal goals of the
treatment, alert to the risk of “trivialization” or the patient’s
tendency to engage in matters of limited consequence as a
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temporarily relieving but overall derailing coping strategy.
The risk of trivialization is closely associated with a concern-
ing passivity or apathy that can subtly creep into a treatment.
The TFP focus on goals keeps the treatment from getting
bogged down; it should be ever present and gently forceful.

1.5 Contracting and the Treatment Frame

e The contracting phase follows directly from the assess-
ment process; the therapist negotiates the treatment
contract alert to elements of the patient’s diagnosis
and level of organization.

e The rigor of the treatment contract is directly related
to the severity of the patient’s disturbance.

e The treatment contract is designed to create a sense of
reliability and safety for both the patient and
therapist.

e The contracting process sets up the treatment frame;
the therapist expects challenges to this frame that
reflect aspects of the patient’s internal world over time,
to be examined together with the patient.

Let’s consider the challenges faced by clinicians hoping to
engage BPD patients in treatment in the days before the
development of evidence-based treatments, all of which as
noted, include a focus on the treatment frame. In retrospect
it stands to reason that the familiar symptoms of BPD —
intense anger and distress, a pattern of unstable relationships,
or transient psychosis in stressful situations — would make a
productive engagement in treatment difficult and ruptures in
treatment almost inevitable. With twenty-twenty hindsight,
we now can see how a focus on the treatment frame would be
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critical in this population, in ways not fully appreciated in the
past. In TFP, as in the other evidence-based treatments, atten-
tion to the treatment frame is understood as a critical means
of patient retention. But in TFP, the focus on treatment con-
tracting and the maintenance of the treatment frame is more
than simply a tool for alliance and retention. The frame is the
treatment’s “canvas,” and the therapist invests time and
energy in establishing the treatment frame knowing that,
inevitably, it will be challenged in ways critical to the success
of the treatment.

This may seem counterintuitive; the therapist invests time
and energy in the contracting process and in the maintenance
of the treatment frame expecting challenges from the patient.
Indeed the contracting phase follows the assessment process
as the therapist is forewarned about possible pitfalls in the
treatment informed by the tentative diagnoses made. In the
treatment of the less severely impaired patient, the therapist
may be generally conscientious about the treatment contract,
but recognizing an increased severity of disturbance, the
therapist is much more obligated to laboriously explore all
the possible ways the treatment could be compromised. The
therapist empathizes with the patient’s periodic challenges or
resistances to the treatment since the process of honest
exploration of the full extent of the patient’s internal emo-
tional world inevitably touches on difficult and sometime
painful topics and feeling states.

When we describe the treatment contract, it is natural to
ask: Is it a written legal document? It isn’t; the treatment
contract is the oral agreement between patient and thera-
pist. The contract covers basics universal to almost every
psychotherapy process such as scheduling, cancelation pol-
icy, fees, and billing. In the treatment of patients with BPD
or other more severe personality disorders, the contracting
process must extend to detailed discussion of intersession
contact, emergency policies, and hospitalization, among
other topics.

Here is a list frequently cited contract elements:
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e Scheduling process

e Starting and stopping sessions on time

e Patient hygiene

e Fees and payment schedule

e Cancelation policy

e A commitment to meaningful paid work, volunteer
work, or studies

e Intersession contact

e Permission to contact family

e Permission to contact other treaters

e Adherence with medical care

e Adherence with laboratory testing

e Adherence with medication

e A requirement of abstinence from substance abuse,
if indicated

e A plan for managing eating disorder symptoms, if
indicated

e Participation in adjunctive treatments

e The patient’s obligation to speak freely in sessions

e The patient’s obligation to be honest

e Patient’s threatening behavior

e Management of suicidal behavior

e Involvement of psychiatric emergency services

°

Involvement of psychiatric inpatient services

Why all the fuss about a treatment contract? Why can’t the
treatment begin posthaste without a delay of days or even
weeks spent reviewing details, contingencies, and conse-
quences? Why not manage problems as they arise? On the
surface, the PD patient presenting for treatment can appear to
be the suffering, vulnerable party, asking for assistance from an
empowered, skillful treater. As we will find, in the discussion of
object relations dyad and their inverses, this dynamic will reli-
ably be reversed. What would this reverse look like? Take the
example of the BPD patient who presents as waif-like and
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disempowered, appealing to the “competent” therapist for a
helping hand. Within weeks, in this story line, the therapist feels
increasingly lacking in competence with every call from the
patient threatening suicide; the waif-like patient has quickly
become a powerful (albeit destructive) force, causing the
therapist to feel deskilled and vulnerable. The treatment con-
tract aims to protect the therapist, helping to create a safe and
reliable treatment situation. Let’s examine further the scenario
introduced — the patient who becomes actively suicidal between
sessions. In the classical DBT model, this patient could contact
the therapist at will for phone coaching. In many treatments
without a clear contracting process, the patient’s suicidality
between sessions would cause a crisis for the treater; the
treater may have other patients scheduled, or other obliga-
tions, making availability to engage the suicidal patient between
sessions impossible. The patient may find the contact with the
therapist between sessions comforting or even exciting, lead-
ing, paradoxically, to an escalation of calls over time, even as
the therapist offers intersession contact to help contain the
patient’s distress. In the TFP contracting process, the therapist
will enlist the patient in a detailed discussion about interses-
sion contact, underscoring the realistic limits to the therapist’s
availability and the use of emergency services as needed. This
protects the therapist and reinforces for the patient the reality
of the therapist’s availability. Such a discussion can take effort;
the patient may protest, family may see such a policy as depriv-
ing or even cruel, and a review of the many possible sequences
of events can be time-consuming. The contracting process, in
summary, tries to create a setting in which the patient is fully
aware of his or her obligations and the consequences of his or
her actions. At the same time the therapist should feel secure
enough to be clear-thinking and attentive.

The creation of the treatment frame allows the therapist to
learn about the patient through challenges to the frame that
may be subtle or obvious. The therapist is always asking: What
is the significance of the challenge to the frame and what does
it mean about the patient’s experience of the therapist? Many
therapists grapple with the patient who comes late to sessions.
During the TFP contracting phase, the therapist will convey
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the expectation that sessions begin and end on time; if it
emerges that the patient, in a prior treatment, was not able to
come to sessions in a timely manner, the therapist will want to
know all the details. Because the patient and therapist had
discussed timeliness during the contracting phase, once the
treatment begins the patient’s tardiness would be “fair game”
for discussion. The therapist raising this issue would not do so
in a punitive way; the therapist is genuinely curious, and the
patient’s lateness may be incidental, or it may be significant.
The exploration of the patient’s lateness will have more mean-
ing because the patient and therapist have a contract; the
patient’s actions now have meaning in terms of their relation-
ship, to be aired and understood.

The Applied Transference-Focused
Psychotherapy Glossary

Affect Storm A patient’s heightened affective state, often
influenced by intense anger or paranoid thinking, necessitat-
ing a distinct type of response from the therapist.

Affective Dominance The content of a patient’s material
noted to have the most emotional resonance, considered a
useful place for the therapist to focus, barring other
considerations.

Borderline Personality Organization This term captures a
group of patients including, but not limited to, patients with
borderline personality disorder. Patients with borderline per-
sonality organization are distinguished by the nature of
defenses employed (a significant contribution of splitting-
based defenses), degree of identity consolidation (significant
elements of identity diffusion), and capacity for reality testing
(generally intact, although with the possibility of a transient
loss of reality testing).

Clarification The therapist’s request for additional details
when anything the patient says is vague, confusing, or
incomplete.
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Confrontation The therapist’s act of bringing to the patient’s
attention aspects of his or her communications that are some-
how discrepant or contradictory.

Countertransference The therapist’s experience of the
patient, reflecting the realities of the patient’s life, the specifics
of the patient’s presentation, elements of the therapist’s own
history, and what might be happening in the therapist’s life.

Depressive Position A term used to convey a patient’s ability
to hold seemingly contradictory ideas simultaneously, allowing
for a tempered, nuanced experience of self and others. This
state is also marked by the patient’s increased capacity for tak-
ing responsibility for aggressive behaviors and wishes.

Interpretation The therapist’s hypothesis, offered to the
patient as one possible way of understanding a particular
conflict the patient has described, with the goal of making
sense of aspects of the patient’s experience or behavior that
on the surface seems irrational or contradictory.

Levels of Organization This shorthand used in transference-
focused psychotherapy conveys information about an indi-
vidual’s functioning informed by the therapist’s observation
of the patient’s reality testing, aggression, object relations,
identity consolidation, and moral values.

Malignant Narcissism The combination of narcissistic person-
ality traits and the triad of some antisocial behavior, aggres-
sion experienced without marked conflict, and paranoia.

“Naming the Actors” The therapist’s intervention of identi-
fying the dominant dyad emerging in the material at hand
and “naming” this dyad, including the patient’s self-concept
and experience of another and the affect associated with this
experience.

Object Relations Dyad The patient’s self-representation
(how the patient experiences himself or herself), the object
representation (how the patient experiences another), and an
associated affect or feeling; a role reversal, or inversion of the
dyad, can be identified when the patient assumes aspects
previously ascribed to the other.



The Applied Transference-Focused Psychotherapy Glossary 29

Paranoid Position The patient’s overall experience of self
and others when splitting-based defenses predominate, and
the patient is susceptible to a pervasive sense of mistrust.

Repression-Based  Defenses vs.  Splitting-Based
Defenses Defenses are universally employed psychological
means to negotiate pressures of competing affects, drives, and
external realities. Repression-based defenses (repression,
isolation of affect, intellectualization, reaction formation) can
confer more flexibility and are considered “mature,” while
splitting-based defenses (projection and projective identifica-
tion, denial, alternating idealization and devaluation, omnip-
otent control) are more closely associated with personality
rigidity and volatility.

Role Reversal An expectable pattern of behavior marked by
a shift in the relationship between the patient and therapist.
In the role reversal, the patient either (a) assumes certain
characteristics (e.g., empowered or demanding) previously
ascribed to the therapist, or (b) attributes to the therapist
certain characteristics while simultaneously demonstrating
these characteristics himself or herself

Secondary Gain of Illness The attention, support, or accom-
modations that might be provided for a symptomatic patient;
secondary gain of illness may serve as a motivation, conscious
Or unconscious.

Structural Interview The specific, deliberate approach to
patient evaluation used in transference-focused psychother-
apy. The evaluation builds on the standard diagnostic assess-
ment process but includes particular questioning techniques
and lines of inquiry designed to shed light on both diagnostic
categories and overall levels of functioning in multiple spheres.

Surface to Depth The therapist’s general approach to explor-
ing the patient’s defenses beginning with those conflictual
aspects of experience more available and less threatening to the
patient, with a goal of deepening exploration as is tolerated.

Technical Neutrality The therapist’s conscious attempt not to
“side” with one particular aspect of the patient’s makeup (e.g.,
prohibitive self-reproach, impulses to act on desires for
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pleasure) but rather to remain “neutral” in relation to com-
peting forces within the patient in order to facilitate their
exploration. The therapist strives for technical neutrality
unless the patient’s behavior merits “taking a side” for the
patient’s protection.

Three Channels of Communication Transference-focus
ed psychotherapy’s adjustment of standard psychoanalytic lis-
tening to privilege how the patient acts and how the therapist
feels, as much, if not more, than what the patient says.

Transference The patient’s total experience of the therapist
reflecting aspects of the patient’s makeup, personal history,
and prior relationships, as well as various facts about the
therapist.

Treatment Frame The agreement between clinician and
patient explicitly outlining their respective responsibilities
and the particular details of their professional relationship.
This contract can include “nuts and bolts” concerns such as
fee and cancelation policy, as well as details pertinent in the
treatment of patients with personality disorders such as inter-
session availability and management of suicidality.
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Chapter 2

Transference-Focused
Psychotherapy (TFP)

and Its Applications:

The Initial Stage

of Treatment, Interventions
Repeated and Refined,
and What Happens Over
Time in the Therapy Model

1. The therapist’s challenges in the initial phase of TFP
include: tolerating the confusion associated with severe
PD pathology, “naming the actors” to orient the thera-
pist and give the patient a sense of being understood,

and managing affect storms.

2. The TFP therapist listens for material and observes
interactions reflecting the dominant object relations
dyads and begins to speculate about possible role

reversals in evidence.

3. The TFP therapist uses the tools of clarification, con-
frontation, and interpretation in probing the areas of
conflict, cued by the strongest feelings expressed by
and/or those most accessible to the patient, with the

aim of deepening exploration over time.

(continued)
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(continued)

4. The goals of TFP, which include the patient’s increased
capacity for self-reflection and an integration of posi-
tive and negative experiences of self and others, emerge
with extended effort and progress that unfolds in a
nonlinear way.

2.1 Introduction

As outlined in Chap. 1, the TFP therapist approaches the
process of an individual psychotherapy with a patient with
significant PD pathology in a systematic, markedly deliberate
manner. The therapist proceeds as follows: (1) the compre-
hensive diagnostic assessment, (2) discussion with patient
about the therapist’s diagnostic impression, (3) identification
of the patient’s personal goals and treatment goals, (4) an
extended contracting phase, and (5) a meeting with the
patient and important people in his or her life (spouse, par-
ents, children), if indicated. (Chap. 4 on TFP and family
involvement describes in detail the indications for such a
meeting.) It is important to recall that such a precise set of
interventions is not considered standard procedure in tradi-
tional psychoanalytic psychotherapies or psychoanalysis and
differs significantly in content and process from the other
evidence-based treatments for BPD.

This chapter will describe the way TFP as an individual psy-
chotherapy unfolds after the initial phases of treatment —
diagnostic assessment, discussion of diagnosis, elucidation of
goals, and contracting — have been accomplished. This descrip-
tion will closely hew to the outline of the treatment as
described in the TFP manual. That said, the central hypothesis
of “applied transference-focused psychotherapy” is that the
component parts of TFP on their own can be useful to clinicians
of all stripes and that employing elements of TFP can improve
clinical care provided by therapists not necessarily wishing to or
able to provide TFP as an extended individual psychotherapy.
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The assessment phase of TFP, anchored in use of the
structural interview, will often, but not always, help the thera-
pist accurately assess the patient’s level of organization and
therefore prepare the therapist for what is to come. While the
therapist’s accurate appraisal of the patient’s diagnosis and
overall functioning using the structural interview is optimal,
the process is not foolproof; the therapist may diligently pro-
ceed through an extended assessment phase and arrive at a
diagnosis and general appreciation of the patient’s level of
organization, only to be surprised by the material the patient
introduces once the treatment begins. The point of an extended,
even painstaking, assessment process is the possible, but not
guaranteed, benefit it may give therapists — a way to calculate
how the treatment may proceed and, in TFP parlance, how
rigorous the treatment frame will need to be. Many trainees
are introduced to psychotherapeutic approaches that are pre-
mised on a prospective patient’s relatively high level of orga-
nization. Supportive psychotherapy approaches that might
highlight the therapist’s role as giver of advice, guidance, or
reassurance may assume that the patient has a higher level of
organization with routine use of more mature or adaptable
defenses. The trainee therapist anticipating work with a
“healthier” patient will undoubtedly be flummoxed when
experiencing the fragmentation, chaos, and confusion often
seen in patients with severe PD pathology. The therapist using
the structural assessment process and expecting to work with
a patient with a borderline organization, for example, will
know to prepare for a treatment that will not unfold in an
organized, steady, or easily understood way.

The TFP therapist beginning treatment with a patient with
severe PD pathology will expect to experience some degree of
confusion. The TFP approach encourages the therapist to sur-
render to this confusion, to soak it up, as it were, rather than
reflexively move to organize the material presented by the
patient. The TFP therapist will take this opportunity — surren-
dering to the confusion generated by the patient — to begin to
speculate about the most evident object relations dyads in
play. The therapist will use the three channels of communica-
tion to consider: “What is the patient saying about his/her
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experience of self and others and what is the associated
affect?” The TFP therapist doesn’t aim to organize the mate-
rial presented by the patient, particularly if the material is
largely inchoate, but the therapist does have the goal of listen-
ing for clues about the patient’s self-concept, experience of
others, and associated feelings, or affects. The therapist antici-
pating material presented in an easily comprehended manner
from a patient with a higher level, neurotic organization might
be moved to put in order the chaotic material described by the
patient with severe PD pathology; this effort to “fill in the
gaps” created by inconsistencies in the patient’s presentation
distances the therapist from the patient’s internal experience.
The TFP therapist has a goal only of putting into words the
dominant object relations dyads emerging or “naming the
actors,” as if the therapist were observing a snippet of dra-
matic dialogue and direction.

The identification of the emerging dominant object rela-
tions dyad begins with the process of “naming the actors” but
includes the therapist’s speculation about ways the dyad as
described or played by the patient may be turned on its head.
This “role reversal” assumes that the patient and the other
important figures are on a “two-way street” so to speak; the
therapist begins to consider ways, at times, “the shoe may be
on the other foot,” and the attributes the patient may ascribe
to others can, at times, be identified in the patient’s own
behavior, albeit outside the patient’s full awareness.

Many psychotherapy trainees will voice a familiar refrain
when in supervision: “What am I supposed to say to the
patient?” The repertoire of interventions used repeatedly in
TFP is central to any psychodynamic psychotherapy inter-
vention — clarification of the patient’s thoughts, confrontation
of observed contradictions, and interpretations of underlying
conflicts. Just as the structural interview is basically an intui-
tive process, so too these terms reflect the therapist’s intuitive
response to clinical material. Clarification, in this sense,
means the therapist is asking, “Can you tell me more? Can
you make this any clearer to me? Can you fill in the details?”
Confrontation is the process of asking the patient to reflect
on material that somehow seems contradictory or discrepant.
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The therapist is asking “I notice you have said two things that
seem at odds; have you noticed that too?” An interpretation
is a hypothesis about the patient’s motivation; the therapist is
offering this as a guess, not making a pronouncement. The
therapist is wondering aloud with the patient “Is it possible
that you behave this way because of that feeling — that fear,
that anxiety, that wish?” The therapist as observer is making
a suggestion about the patient’s motivation that may not nec-
essarily be in the patient’s awareness.

The TFP therapist will be faced with the decision of how
and when to intervene as the patient follows the TFP agree-
ment to speak freely. The TFP therapist will observe for what
seems to be the most affectively dominant material, i.e., the
material associated with the strongest feelings. As noted, the
TFP therapist will be monitoring the three channels of com-
munication in determining the affectively dominant material,
aware that how the patient behaves or how the therapist feels
may be as important in this determination as what the patient
actually says.

What does the TFP therapist expect to happen over time?
The therapist accepts two essential facts of the treatment: the
therapist is required to juggle multiple foci of attention at
once, and the therapist understands the treatment will
progress in an uneven and unpredictable way. What are the
“balls in the air” the therapist is juggling? As mentioned,
attention to the treatment frame is paramount throughout
the treatment, even when there is a well-defined treatment
contract in place. In fact, the TFP therapist expects challenges
to the treatment frame over time. The TFP therapist, as
described, monitors three channels of communication con-
tinuously with emphasis on how the patient behaves and how
the therapist feels. The TFP therapist actively assesses the
dominant object relations paradigms as they emerge in the
treatment, linking material the patient brings in from his/her
life outside of treatment to the transference as it evolves in
sessions. The TFP therapist will expect the initial transference
to be one primarily informed by vigilance and mistrust or a
“paranoid” transference. (A less common pattern would be
an initial transference fully dominated by idealizing, positive
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feelings, presumably keeping at bay the more negative trans-
ference.) This should not suggest the frank paranoia of a
primary psychotic disorder, but an attitude that grows out of
primarily splitting-based defenses. This expectation of a
primarily paranoid transference may be one of the most chal-
lenging (and counterintuitive) elements of TFP for novice
therapists. The TFP therapist should not expect to be liked or
admired or even respected by the patient; the TFP therapist
aims to be courteous and curious and consistently tolerant of
the patient’s negativity or mistrust.

The TFP therapist keeps one eye on the patient’s articu-
lated goals at all times. The TFP therapist also aims to main-
tain a neutral stance — warm, interested, but not overtly
opinionated unless the therapist feels such an intervention is
warranted. What would warrant a departure from neutrality?
Any behavior that would threaten the safety of the patient or
that would seriously undermine the treatment process and
could not be resolved by exploration, interpretations, and
understanding.

How will the therapist and patient know if TFP treatment
is working? The therapist will expect things to “heat up”in the
treatment in the initial period of engagement as things “cool
oft” for the patient outside of treatment. This might mean the
patient becomes more challenging or angry with the therapist
as acts of impulsivity or destructiveness outside of therapy
begin to diminish. The therapist will expect that the repeated
use of clarification, confrontation, and interpretation will lead
to a deepening of the material at hand. The patient’s increased
capacity for self-reflection and growing ability to stand back
and observe the consequences of splitting-based defenses
should follow. Over time, the therapist will expect improve-
ments in the patient’s life outside of treatment; TFP is not
done “in a vacuum,” and the therapist will repeatedly ask
about the patient’s work, friendships, or romance.

TFP theory borrows from the psychoanalyst Melanie
Klein the terms of the paranoid and depressive positions [1].
These terms are a shorthand way of describing the patient’s
evolution in treatment. The paranoid position is understood
as experience of self and others dominated by negativity and
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mistrust paired with a contradictory experience, often less in
evidence, of a wish for ideal caring and unlimited accommo-
dation. This position is rooted in the patient’s fundamental
denial of his/her aggressive emotions and projection of them
on the surrounding world. This leaves the patient with a sense
of seeking perfect goodness in a menacing world. The term
“depressive position” describes an increased capacity for
nuance, albeit associated with depressive affects resulting
from two developments. The first is the loss of hope for a
perfect caregiver (as well as a perfect self); this loss of hope/
belief in the naive ideal other or self requires a phase of
mourning before emotional stability can be achieved. The
second cause of depressive affects is the remorse that results
from the individual’s shift to awareness that aggressive
affects exist within the self and are not the monopoly of oth-
ers. It may be confusing to think of the “depressive” position
as the goal of treatment; it may be more useful to think of
“depressive” in this case as a synonym for realistic and
grounded or complex in contrast to simplistic. Furthermore, a
complete treatment helps the patient move the sense of
mourning and remorse of the depressive position to full
acceptance of the complexity of the human condition.

2.2 'The Initial Phase of TFP: Tolerating
the Confusion, Naming the Actors,
and Managing Affect Storms

o The TFP therapist anticipates the initial confusion
frequently encountered in the treatment of patients
with severe PD symptoms.

e The process of “naming the actors” allows the thera-
pist to describe to the patient the emerging dominant
object relations dyads as a first step in the patient
reflecting on them.

o The management of highly charged exchanges or
“affects storms” requires the TFP therapist to focus on
the patient’s specific, intense experience of the treater.
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An understanding of the likely patterns of fragmentation
and discontinuous affect states often observed in patients
with severe personality disorder pathology will cue the thera-
pist to expect a degree of confusion at the beginning of any
treatment. What is meant by fragmentation? In this case we
mean rapidly shifting experiences of self and of others, often
associated with intense affect. The discontinuity in affect
states over time closely correlates with the DSM-5 diagnostic
criteria of mood reactivity in BPD. Let’s look at two different
patients who contact Ms. D., a social worker with a private
practice, with the same chief complaint: “I may have
depression.”

Ms. A. is a 30-year-old nurse who describes a low-grade
depression resulting from dissatisfaction in her work. Ms. A.
feels she is not well treated by her supervisor, whom she pre-
viously admired, and believes she is unfairly faulted for errors
at work that are not within her control. Ms. A. reports she is
actively applying for other positions in the hospital but in the
mean time has felt “low” with a diminished appetite, some
difficulty falling asleep, and less than usual interest in being
intimate with her fiancé. She tells Ms. D., the social worker,
that she would prefer to avoid taking medication if possible,
but worries that her mood disorder symptoms will compro-
mise her ability to study for her upcoming master’s degree
exams.

Ms. B. is a 30-year-old nurse who describes a low-grade
depression resulting from dissatisfaction in her work. Ms. B.
feels she is not well treated by her supervisor, whom she
previously admired, and notes her “depression” has
increased since she threatened to punch her supervisor
leading to her current probation. Ms. B. reports she has been
distraught after this incident, particularly because she had
long felt her supervisor to be a close ally and confidante.
While Ms. B. suggests she may have symptoms of depressive
disorder, she reports that an active sex life with her
downstairs neighbor has been a notable source of pleasure
while she has been off from work. Ms. B. says she is
particularly disappointed in her internist who prescribed an
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antidepressant that she took “for one night — it almost killed
me and I may have to sue him!”

A TFP therapist beginning treatment with Ms. B. might be
tempted to organize the confusing material offered in the
first sessions, but following TFP protocol would instead
accept the inevitable confusion offered in the narrative and
use the time to begin to consider the most prominent object
relations dyads described. This would be in contrast to the
therapist’s attitude when meeting in the initial stages with Ms.
A., who is able to lay out a coherent, cohesive story. Ms. A.’s
cohesive story and understanding of the various strands of
her life suggest an integrated identity and thus would situate
her at a neurotic level of personality organization. When
meeting with Ms. A., the therapist would ask questions to
further organize the material offered; given Ms. A.’s higher
level of personality organization, the therapist might feel
comfortable offering a more clearly supportive treatment
with an expectation that Ms. A. would be capable of using the
therapist’s suggestions and insights in a productive way. With
Ms. B., the therapist would begin to consider the dominant
dyad, say, dependent, needy childlike figure mistreated by a
careless, callous adult. The therapist might respond to the
kind of chaotic material offered by a patient like Ms. B. by
“naming the actors” or putting into words elements of the
scenarios of self and others.

The process of “naming the actors” has two goals: it
should communicate to the patient a sense of being under-
stood, and it should help the therapist orient him/herself in a
sea of confusing clinical data. The intervention of “naming
the actors” is offered to the patient as a guess; the patient
may accept or reject the therapist’s understanding. The
therapist doesn’t stand on ceremony but invites the patient
to correct any errors. If Ms. D., the social worker, were to say
to Ms. B. “You describe a situation with your boss and your
internist as if you’re a vulnerable child who is poorly cared
for by an oblivious parent,” then Ms. B. might accept or
reject this hypothesis. Ms. B. might correct Ms. D. stating:
“No, that’s not it at all. It’s like I’'m abuse victim who suffers
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at the hands of a sadistic monster.” As noted, the TFP
therapist would not correct the patient but would continue
to try to refine the emerging object relations dyad as addi-
tional clinical material is offered. In the case outlined, the
therapist would continue to listen for similar episodes that
might confirm this pattern as a recurrent experience of self
and others referenced by Ms. B.

An especially challenging situation encountered by the
TFP therapist often, but not always, in the early stages of
treatment is the “affect storm.” This expression aims to cap-
ture a patient’s especially intense reaction to the therapist,
often infused with paranoia or rage. The TFP therapist does
not attempt to “talk the patient out” of an affect storm, does
not try to reason with the patient, or to introduce leavening
or distracting material. The management of the “affect
storm” requires the therapist to use “therapist-centered
interpretations.” This concept, from the contemporary
British psychoanalyst John Steiner, orients the exchange
between patient and therapist in an affect storm to empha-
size the patient’s negative, often paranoid, feelings about the
therapist [2]. If Ms. B. were to explode at Ms. D. during an
early session, to accuse her of being just as callous or sadistic
as her boss or her internist, Ms. D. might be tempted to
respond defensively, saying “I'm only trying to get the full
story from you!” If Ms. D. were to use a “therapist-centered
interpretation” she might respond: “It’s as if you see me as a
cruel and hurtful authority figure, who really doesn’t care
about you at all.” The goal of such an interpretation is not to
change the patient’s mind or make a case for the therapist’s
general good will but, rather, to contain the explosive affect
and to assure the patient that the therapist, to some extent,
can understand how the patient is experiencing the therapist
at that moment. The therapist describes the patient’s percep-
tion without denying it or confirming it; the ability to con-
sider it can help the patient begin to reflect on, rather than
simply react to such ideas.



2.3 Listening for the Dominant Object Relations Dyads... 43

2.3 Listening for the Dominant Object
Relations Dyads as They Emerge
and Speculating About Patterns
of Role Reversal

e The TFP therapist will begin to appreciate the domi-
nant object relations dyads as they emerge in material
from the patient’s life and become evident in the
transference.

e The TFP therapist will repeatedly articulate the most
prominent dyads, refining description of the dyads in
reaction to the patient’s response.

e The TFP therapist will expect to identify patterns of
role reversal within the dyads, meaning the patient
behaving in specific ways that had routinely been
ascribed to important others.

As noted, the TFP therapist’s initial response to the confu-
sion often seen with patients with severe PD pathology is to
tolerate the confusion and contain the impulse to make con-
fusing material more logical. At the same time, the therapist
will begin to pick out from the confusing material the
emerging dominant dyads or the patterns of the patient’s
experience of him or herself and others in his or her orbit.

Let’s return to Ms. B., the nurse on probation from her job.
Ms. D., her therapist, begins to hear a familiar story involving
Ms. B, often with a different cast of characters but the gen-
eral pattern remaining consistent. In Ms. B.’s case, Ms. D.
begins to hear material suggesting Ms. B. sees herself as
unprotected and wanting and others in her world as callous
and mean. Ms. D. also identifies a persistent affect state, in
Ms. B.’s case feeling hurt and angry, in these situations. Ms. D.
puts her observations into words and offers them to Ms. B.,
open to any disagreements or modifications Ms. B. might
offer.
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The TFP therapist listens closely for the emerging dominant
object relations dyad in the material the patient brings into
the session, but also begins to consider how such dyads might
emerge in the relationship with the therapist. With Ms. B., for
example, the therapist begins to see how some of the same
elements evident in Ms. B.’s relationship with her supervisor
and internist are perceptible in their developing relationship.
This focus and speculation distinguish TFP from other treat-
ments; this is the focus on transference, as advertised, based
on the view that the transference is a direct window into the
patient’s internal world. How might Ms. D. introduce to Ms.
B. the transference elements she observes in their interac-
tions? Not in a presumptuous or authoritative way, to be sure.
Not in a manner suggesting superiority or weighted down
with jargon, either. The TFP therapist over time will weave
into discussion of the patient’s life outside of treatment per-
tinent observations about the patient’s attitude toward and
behavior with the therapist.

One key element of the TFP approach to treating patients
with severe PD pathology that has been an area of contro-
versy over the years is the TFP focus on the patient’s aggres-
sion. This can be a confusing subject; what is meant by
aggression, anyway — is it pushing into lines, getting into
fights, or driving fast? Identifying aggression in this context is
less obvious or concrete; it may be better understood as
identification of an impulse to victimize others in those
whose chief concerns or complaints relate to the experience
of feeling victimized themselves. It should also be understood
that aggressive affects are not, by definition, bad. Aggressive
feelings, when successfully integrated into the personality, can
be sources of ambition, competitiveness, and creativity.

As mentioned, Ms. B. recounts to her therapist in almost
every session some variation on a theme of a vulnerable “vic-
tim” suffering at the hands of an irrational, cruel authority
figure. Ms. B. began her treatment with such a story related to
her supervisor at work; over time her therapist hears of other
comparable scenarios — Ms. B. mistreated and maligned. As
their treatment progresses, the therapist becomes aware of a
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growing sense of vulnerability she is feeling with Ms. B., as
Ms. B. seems to find any number of faults in her therapist’s
behavior, often attacking her directly with caustic, taunting
language. Here the patient exhibits behaviors she had previ-
ously ascribed to others and does so in a way that reflects
such a pattern is outside of her awareness; this is the “role
reversal” the therapist might expect in patients with severe
PD symptoms.

As Ms. D, the therapist, becomes aware of this pattern of
role reversal, she begins to compose a description of such
behavior to propose to her patient Ms. B.

Ms. D. (therapist): “I've noticed since today’s session
began you’ve been raising your voice when describing the
ways your sister is mistreating you; you seem particularly
frustrated with me, feeling I'm not sensitive enough about the
effects of her mistreatment.”

Ms. B.: “You’re just exasperating! I'm coming here for
help; I'm telling you how my sister tortures me and you sit
there with that ridiculous look on your face. You charge me
money and end up siding with her, blaming me for
everything.”

Ms. D. (therapist): “You often tell me I act in the same way
that your sister does, that I'm just as hurtful and abusive as
she is, and we can look at that. However, I've been thinking
about the nature of our communication here and what I'm
about to say may come as a surprise. If you take a step back
and look at the ways you’ve been acting toward me — raising
your voice and dismissing my efforts — it’s like the shoe is on
the other foot, meaning your behavior toward me has some
of the quality of mistreatment that you find in me with regard
to you.”

Here the therapist is attempting to bring to the patient’s
awareness aspects of her aggression not in the patient’s
awareness and likely to be a source of distress and dysfunc-
tion for her in her life outside of treatment. The therapist
makes such a comment only after identifying the dominant
dyad (in this case vulnerable patient victimized by cruel
authority figure) and monitoring her own countertransfer-
ence feeling of vulnerability, which inform her intervention.
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2.4 How to Intervene: Identifying Affective
Dominance and Repeatedly Using
the Tools of Clarification, Confrontation,
and Interpretation

e The TFP therapist listens for the material associated
with the strongest feelings expressed by the patient.

e The TFP therapist uses the tools of clarification, con-
frontation, and interpretation repeatedly over time.

o The therapist offers interpretations at a level of depth
deemed most tolerable to the patient.

Thus far, much of the description of TFP underscores the
ways it fundamentally differs from traditional psychoanalytic
psychotherapies. While this is definitely the case, TFP shares
with psychoanalytic approaches the expectation that a patient
will speak freely during sessions. The TFP contract reinforces
this expectation; the therapist will not ordinarily direct the
patient during their time together, although there are excep-
tions to this policy, as in any crises that might arise, or with
direct threats to the treatment. The format of sessions will
differ markedly from the standard medical or supportive
psychotherapy model of the clinician determining the topic
of conversation and asking the patient a series of related
questions. For many, maybe most, patients, the expectation to
speak freely and the absence of direction by the therapist is
met with trepidation or laughter. “Am 1 just supposed to
talk?” the patient may ask nervously. The TFP therapist may
need to reinforce this expectation repeatedly and may need
to reassure the patient that while it is common to find this
process challenging, at least at the start, this method of par-
ticipating in therapy helps gain access to deep levels of emo-
tion and conflicts.

As the patient begins to speak freely, the therapist will try
to determine the material offered by the patient that has the
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greatest affective intensity. Sometimes this may be obvious,
easily determined by the content, by the patient’s tone of
voice, or by the patient’s facial expressions. Sometimes deter-
mining the material of greatest affective intensity may be
more challenging, particularly when there may be a discrep-
ancy between an absence of expressiveness in evidence when
the content of the material offered by the patient seems
clearly fraught to the therapist. (For example, the patient who
communicates in a dispassionate monotone, “Today is my
twenty-fifth wedding anniversary.” The therapist’s observa-
tion about the patient’s blunted affect when introducing this
particular content would prompt the therapist to point out
this discordance.) This process of identifying the material of
affective dominance helps to orient the therapist; this should
prompt the therapist to use the intuitive interventions of
clarification and confrontation to bring critical aspects of the
patient’s internal world that might be shut out of awareness
by dissociative defenses to light.

The presence of severe PD symptoms often has an impact
on a patient’s ability to share material in a coherent and eas-
ily understood way. Patients with BPD may demonstrate
rapidly shifting experiences of self and others, making it
almost impossible for the therapist to follow. Some patients
with narcissistic traits may present material as if it were
assumed that the therapist has the pertinent background
information or knows the players involved in any particular
story. The TFP therapist may spend much of the time in initial
meetings asking for clarification of details. The therapist does
so with genuine curiosity and thereby conveys to the patient
a sincere interest in the details of the patient’s life. The thera-
pist will repeatedly intervene, asking “Can you tell me more?
Can you be more specific?” The therapist will ask the patient
to supply details to make clear any material that is vague or
puzzling. There may be times when the patient will communi-
cate that a particular subject is too difficult or distressing to
explore; the TFP therapist will be respectful of the patient’s
wish to set limits on certain areas of exploration, but will
remain curious about all subjects going forward, even those
particularly sensitive or upsetting.
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It should be apparent that the process of clarification, likely
considered routine or benign in many clinical situations, could
have considerable significance in the emerging transference in
a TFP treatment. How might a relatively straightforward
request for more information have such significance? A
patient’s lack of clarity may reflect shame or mistrust or dis-
honesty or the assumption that the therapist is omniscient and
can understand without full explanation; the TFP therapist’s
request for more information may feel accusatory or intrusive
with some patients. Alternatively, the patient with a more ide-
alized experience of the therapist in the beginning of treat-
ment may experience clarification questions as highly
gratifying or even seductive. The point here is that consider-
ation of transference and countertransference currents is part
of TFP treatment from the very earliest stage of treatment.
How and in what way the patient presents even the most basic
material will have clinical significance.

The intervention of confrontation follows closely on the
heels of clarification; confrontation will have particular reso-
nance with severe PD patients because the process aims to
bring into the patient’s awareness aspects of his experience
that are, at baseline, kept apart. Confrontation in this context
has a different meaning than the more common definition that
implies conflict or dispute; in this case, confrontation means
the process of bringing to the patient’s attention any informa-
tion that might be at odds or discrepant. Again, the process of
confrontation in TFP isn’t a preamble to the treatment — it is
part of the treatment, albeit in the guise of the therapist’s data
collection. Inquiring about a discrepancy in the patient’s com-
munication is an invitation for the patient to reflect. When the
therapist points out to the patient, “You’re saying now you feel
this way about Maria; I'm struck because during our last meet-
ing you said something very different about Maria,” the thera-
pist may be addressing aspects of the patient’s splitting or
alternating idealization and devaluation of another over time.
The patient’s reaction to such a confrontation may reflect a
capacity for self-reflection, “I see that doesn’t quite add up”;
on the other hand, the patient could react with anger, respond-
ing: “I said that about Maria last time because she was so awful



2.4 How to Intervene: Identifying Affective Dominance... 49

to me then; today I'm talking about how sweet she is. Can’t you
understand the difference?” Either response is useful informa-
tion for the therapist; the latter response offers the therapist an
opportunity to explore the patient’s negative transference,
considered essential in a TFP treatment.

Many novice therapists may feel a particular pressure to
make “important” or “deep” interpretations, almost along the
lines of now caricatured orthodox psychoanalytic pronounce-
ments from another era. Often these novice therapists feel
compelled to include in these interpretations material from
the patient’s distant past, as if the importance or depth of an
interpretation requires it to include material from the patient’s
childhood. In TFP an interpretation is considered the thera-
pist’s hypothesis about the patient’s motivation proffered only
after an extended period of clarification and confrontation.
The TFP therapist is always asking: If I offer the patient a
hypothesis about his or her motivation, am I doing so in a way
the patient can tolerate and use what I'm offering? This ques-
tion reflects the overall stratagem of approaching the patient
with a “surface-to-depth” appreciation of the patient’s
defenses. The defenses are there for a good reason; staying too
long on the surface, the therapist might be focusing on mate-
rial that is obvious or inconsequential; going too deep, the
therapist might dismantle much-needed defenses, offering a
hypothesis before the patient is ready to use it.

TFP interpretations will target distinct levels of the
patient’s functioning. These interpretations may include:

e The direct interpretation of particular primitive
defenses and the ways certain maladaptive behaviors
may help patients manage specific internal
experiences

e The interpretation of the active object relations dyad
and, if applicable, its reverse, as already described

e The interpretation of the way a particular object rela-
tions dyad, clearly evident on the surface, may keep at
bay a contemporaneous object relations dyad that
might be more anxiety producing for the patient
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Let’s return to Ms. B. and her therapist Ms. D. in discussion
of these different subtypes of interpretation. Early in their
work together, Ms. D. learns enough about Ms. B. and the
particular primitive defenses she uses (and associated mal-
adaptive behaviors) to feel confident enough to offer an
interpretation to Ms. B. about specific internal experiences
she speculates might be a particular source of distress to her.
In Ms. B’s case, one primitive defense identified might be
splitting, or an alternating experience of another as either
purely idealizing or devaluing, as in the case with Ms. B.’s
supervisor at work. The associated maladaptive behavior in
this case might be the acting out of threatening violence, a
behavior with a variety of concerning repercussions. Ms. D.
may interpret for Ms. B. that her growing attachment to her
supervisor made her feel vulnerable in ways not fully in her
awareness and that her intensely destructive outburst was a
reaction to that vulnerability.

As outlined, the process of identifying a role reversal in an
object relations dyad is a way the therapist can acknowledge
a behavior split-off from the patient’s awareness. The inter-
vention of identifying such a role reversal in the patient’s
relationship with the therapist can be an unusually powerful
and effective interpretation of this sort. In this case, the thera-
pist is offering a hypothesis along the lines of: I'm wondering
if the distress you describe as a steady barrage of ill will from
others might, in fact, reflect a two-way street?

Over an extended period, when the TFP therapist has
repeatedly focused with a patient on an object relations dyad
on the surface, such as that observed in the case of Ms. B. and
her therapist Ms. D., the therapist will begin to consider what
defensive purpose it serves the patient to be mired in such a
routine. It seems Ms. B., at least on the surface, can only oper-
ate on “two speeds,” as it were; she is either feeling mis-
treated and rejected by others or, as her therapist points out,
Ms. B. herself is mistreating and rejecting others with an
equal, if not greater, vehemence. This possibility suggests one
dyad, infused by paranoid thinking and negativity, may be a
comfort of sorts in its own way. Ms. D. suggests this to Ms. B.:
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“I'm wondering if being in a state of constant vigilance and
mistrust, despite the toll it takes, confers some kind of com-
fort and reassurance for you. At least you know where you
stand, as with your supervisor, your sister, or with me. I'm
aware that despite your stated displeasure with me and with
our work together, you nevertheless come to every session.
This suggests to me you have some good feelings for me,
maybe even a growing dependence, and that these positive
feelings are threatening in their own way. If you have positive
feelings for me you’re really vulnerable; you just don’t know
what [ might do to you in that case.”

An interpretation like the one above is done only after
considerable preparation; the therapist wants to know if the
patient can tolerate such an exchange and wants to have
some optimism such a hypothesis if offered might be useful
to the patient; this is the “surface-to-depth” concept. The
therapist may have had an inkling for some time about the
way the object relations dyad on the surface helped the
patient manage anxieties associated with the object relations
dyad kept outside of her awareness; following the TFP
approach, the therapist would have waited patiently until she
had confidence the patient could hear and use such an
observation.

2.5 What Happens Over Time: Increased
Self-Reflection, Integration of Positive
and Negative Feelings, and Improved
Functioning Outside of Treatment

e The overarching goals of an individual TFP treatment
are the modulation and integration of extreme positive
and negative experiences of self and others: the inte-
gration of identity.

e The patient’s increased capacity for self-reflection
should follow the deepening of treatment over time.

(continued)
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(continued)

e The TFP therapist will expect positive changes in the
patient’s life outside of treatment.

e The TFP therapist will monitor for evidence of the
evolving depressive position as it replaces the gener-
ally dominant paranoid position over time.

e While TFP has a specific trajectory for an individual
treatment, the component parts of TFP have value on
their own.

TFP as an individual treatment has a defined trajectory;
the TFP therapist has a number of aspirations for the
treatment, a combination of personality changes (perhaps
more simply described as the patient’s improved coping
strategies and an appreciation of the depth and complexity
of self and others) and actual changes in aspects of the
patient’s life outside of the treatment. TFP is not, by any
means, a brief treatment intervention; the TFP therapist
will estimate the duration of the treatment to be some-
where between 1 and 3 years, sometimes more. Obviously
such an extended treatment might not fit well when a
“quick fix” is expected. Regardless of the duration of the
treatment, an “applied TFP” philosophy would identify
potential gains for the patient at every step of the treat-
ment, even if it were not to unfold in a “platonic” or ideal
way.

When Ms. D., the social worker, first encountered Ms. B.,
the nurse on probation from her job following a threat to
harm her supervisor, Ms. D. immediately sensed she would
need to proceed with TFP “by the book” given the acuity of
the case and her own countertransferential anxiety. Ms. D.
proceeded stepwise with the many required elements of the
treatment including:
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. Assessment using the structural interview.

2. Generation of a differential diagnosis including stan-
dard DSM-5 nosologic categories, as well as specific
personality disorder traits and diagnoses.

3. Explicit discussion with the patient about the personal-
ity disorder diagnosis made and the ways its course and
treatment would differ from a primary mood disorder
presentation. (Recall Ms. B.’s chief complaint that she
believed she might be suffering from “depression.”)

4. An extended contracting phase with ample opportu-
nity to air Ms. B.’s objections to elements of the treat-
ment frame as outlined by Ms. D. Given Ms. B.’s
history of a threat of violence toward her supervisor,
Ms. B. stressed the treatment-threatening potential of
similar behavior going forward.

5. An explicit discussion of Ms. B.’s personal goals and
treatment goals.

6. Ms. B’s consent for Ms. D. to review the case with Ms.
B.’s prescribing internist.

7. A meeting with Ms. B.’s sister, her closest family

member, to review the diagnosis, details of the treat-

ment, and risks and benefits of alternative treatment
interventions.

Ms. D. began her work with Ms. B. aware of the multiple
elements of the treatment that she would be required to
monitor as the treatment unfolded. These elements included:

1. Orientation to Ms. Bs personal goals (returning to
her work as a nurse and developing a career, finding a
relationship that would allow her to combine passion
and companionship) and treatment goals (under-
standing her pattern of self-defeating behavior and
difficulty combining closeness and sexual satisfaction)

(continued)
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(continued)

2. Ms. D’s attunement to the three channels of
communication

3. Identification of the affectively dominant material
during each session

4. Continued attention to the treatment frame and
exploration of challenges to the frame as they arise

5. Continued refinement of Ms. D.’s identification of the
dominant object relations dyads in evidence and con-
sideration of role reversals

6. Use of clarification, confrontation, and (eventually)
interpretation to expand the material offered by the
patient and to engage the patient by offering specula-
tion about unconscious processes

7. Ms. Ds priority of maintaining a neutral stance,
unless some aspect of Ms. B.’s behavior (e.g., a threat
to physically harm someone) required deviation from
this neutrality

8. Speculation about contemporaneous dyads and the
interplay between dyads, more specifically, the ways a
dyad on the surface might be shrouding a coexisting
dyad, which might somehow be more threatening or
less tolerable

As will be outlined in the coming chapters, clinicians may
apply these individual elements in varying clinical situations.
Clearly some of the TFP interventions are likely only useful
when applied during the course of an extended individual
psychotherapy, while others will have more broad utility.

What are Ms. D.’s overarching goals for her treatment with
Ms. B.? How will she know if TFP is working as a treatment?
As noted, Ms. D. expected the treatment to “heat up” in the
initial stages as things “cooled off” in Ms. B’s life outside of
treatment. In the early stages of treatment, Ms. D. received
concerned phone calls from Ms. B.’s sister; over time she
stopped receiving those calls. Ms. B. followed the contract she
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and Ms. D. established and returned to her job part-time. As
Ms. D. anticipated, the early months of the treatment were
marked by repeated exploration of Ms. B.s paranoid
transference toward Ms. D.; Ms. B. came to their sessions, but
she repeatedly questioned Ms. D.’s motives and faulted her
for what Ms. B. perceived to be “errors” in her approach. Ms.
D., rather than shying away from Ms. B.’s criticism and suspi-
cion, mined Ms. B.’s complaints for additional information.

Ms. B.’s treatment proceeded with a typical “saw tooth”
pattern. She would make some improvements in her outside
life (she returned to work, she started dating) and seem to
settle into the treatment, only to miss a number of appoint-
ments or challenge some other aspect of the treatment con-
tract. Again, Ms. D. made such behaviors the focal point of
their sessions; she repeatedly and consistently conveyed to
Ms. B.in her actions that she could tolerate her negative feel-
ings and aggression as long as they continued in their work
with a sturdy frame intact.

Ms. D. began to observe in Ms. B. the gradual development
of a more self-reflective perspective. The repeated use of
clarification and confrontation contributed to this process;
Ms. D. would consistently ask to learn more from Ms. B. and
would bring to Ms. B’s attention material that seemed some-
how contradictory to her therapist. Ms. D.’s interpretation of
the role reversals she witnessed, while at first a source of
surprise and protest from Ms. B., appeared to take hold and
lead Ms. B. to a pattern of increased self-awareness. Ms. B.’s
increasingly regular attendance and growing capacity to
speak freely about important and difficult subjects suggested
to Ms. D. that despite her continued superficial antagonism
toward her therapist, she was, in fact, growing more comfort-
able and even dependent. Ms. D. offered this observation to
Ms. B. only after many months of treatment and only as Ms.
B. continued to consolidate the gains she was making outside
of treatment.

As described, the TFP therapist will actively monitor the
critical elements of the patient’s life outside of treatment.
While it is true that the patient is expected to speak freely at
each session, the TFP therapist will initiate discussion of
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topics critical to the patient’s functioning outside of treatment
if the patient does not spontaneously raise such matters. In
the clinical material supplied above, for example, Ms. D.
would routinely ask Ms. B. about her work performance or
her dating life, if material related to these topics was not initi-
ated by Ms. B.

The TFP therapist expects that much of the work done
with patients with severe PD pathology in the early and mid-
phases of treatment will be marked by a predominantly para-
noid transference. This particular observation may seem
misguided, if not downright mistaken, by many clinicians
unfamiliar with TFP. Very often clinicians who engage with
patients in an extended, supportive treatment dominated by
the patient’s superficial idealization of the therapist will find
the idea that a paranoid transference — wariness with regard
to the therapist — should predominate to be absurd. This is the
familiar scenario of the therapist who feels he/she has a
“good” relationship with the patient, who has endeavored to
“work hard” on the patient’s behalf over an extended period,
only to find the treatment is not progressing and that the
patient’s aggression (e.g., a wish to defeat or humiliate the
treater) has been driven underground (such a clinical situa-
tion is included in an article on the use of TFP concepts in
consultations for Overwhelming Patients and Overwhelmed
Therapists) [3]. Extended work in the paranoid transference
is the expectable part of work with patients in what Melanie
Klein called the “paranoid position [4].” As TFP treatment
progresses, the therapist begins to notice elements of the
“depressive position” that while not wholly dominating,
become more apparent. The therapist will begin to appreciate
the patient’s more integrated and nuanced experience of self
and others. Harsh, caricatured, or one-dimensional appraisals
are softened; the patient is increasingly able to hold on to
positive experiences of self and others, even in more stressful
situations. It is, of course, somewhat counterintuitive to sug-
gest that a “depressive” state would be the result of a helpful
treatment. In Ms. D.’s treatment of Ms. B., the therapist rec-
ognized aspects of the emerging depressive position as Ms. B.
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came to terms with the loss of the previously held wish for an
experience of an ideal boss or boyfriend. The loss of the tran-
siently intoxicating “all good” or “all bad” experiences is only
partially cushioned by Ms. B.’s new stability. Ms. B.’s wistful
recall of that old order suggests to her therapist the emer-
gence of a kind of “depressive” state, while as a result of their
work together, Ms. B. is showing evidence of an increased
capacity for integration of feelings; it comes with the loss of a
hoped for ideal but with a much-improved relationship with
reality.
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Chapter 3

Transference-Focused
Psychotherapy (TFP)
Principles in Clinical Crisis
Management

. Crisis management can be among the most challeng-
ing aspects of treating patients with personality disor-
ders (PDs) and may engender the aversion to treating
this population some clinicians experience.

. TFP principles can give clinicians knowledge, atti-
tudes, and skills useful in managing patients in crisis in
varied settings.

. TFP was developed as an individual psychotherapy
for borderline personality disorder (BPD), but its the-
ory and approach are of use in patient crisis manage-
ment in other settings.

. The TFP contract (in psychotherapy) has contingen-
cies for expectable crises.

. Clinicians interfacing with PD patients in crisis (in
routine outpatient care, day treatment or intensive out-
patient programs, medical settings, emergency rooms,
or inpatient psychiatric units) will need to assess for
transition to higher levels of care.

. TFP principles add a dimension to the basic risk man-
agement tools used in treating PD patients in crisis.
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3.1 Introduction

TFP was developed initially as an individual psychotherapy
for patients with borderline personality disorder (BPD). The
theoretical foundations of TFP, informed by psychoanalytic
object relations theory, stress the borderline personality orga-
nization (BPO) patient’s predominant use of splitting-based
defenses, distinct from repression-based defenses, more often
used by patients with neurotic personality organization
(NPO). The splitting-based defenses are understood as key
elements contributing to the symptoms experienced by BPO
patients — including crises — and observed by clinicians
attempting to help them.

TFP as an individual therapy stresses the need for an
extended contracting phase with development and mainte-
nance of the treatment frame over the course of the psycho-
therapy. The frame is understood as essential in allowing the
BPO patient’s pathology to unfold in a safe and secure set-
ting and in facilitating joint exploration of the patient’s inter-
nal world by the patient and therapist. The TFP contracting
phase anticipates crises of varying kinds, according to the
patient’s specific clinical presentation, and compels the thera-
pist and patient to develop a plan in advance of these crises.
The TFP clinician appreciative of BPO and its associated
compromised coping styles will anticipate future crises even
in cases without histories of significant past personal or clini-
cal crises. The contracting phase focuses on the patient’s past
experiences, including prior treatments, to predict challenges
to the treatment frame in the future. The contracting phase
explores issues such as non-adherence of different kinds, any
behaviors likely to interfere with the effectiveness of the psy-
chotherapy (substance use, eating disorders, recurrent suicid-
ality), and neglect in attending to the realities of the patient’s
life outside of treatment. This process at once anticipates and
aims to limit treatment-interfering activities often, but not
always, presenting as personal crises for patients.

While the contract and treatment frame generally lead to
a decrease in patients’ acting out behaviors, clinicians engaged
in TFP with BPO patients will expect some, though not all,
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patients to have crises of varying kinds during the course of
treatment. This expectation informs first the evaluation pro-
cess, then the contracting phase, and finally the ongoing
maintenance of the frame throughout the treatment. TFP-
trained clinicians are prepared for clinical crises from the
outset and have the treatment contract and the needed pre-
dictability of the treatment frame for their support.

Many clinicians understandably find managing crises of
BPO and BPD patients vexing, explaining in part the wide-
spread aversion many clinicians feel about treating these
patients [1, 2]. BPD patients are often seen by clinicians in
crises of different kinds. In fact, BPD patients are known for
their pattern of crisis-driven behavior, including affective
instability, unstable relationships, suicide attempts and ges-
tures,impulsivity in multiple spheres,and heightened response
to real or imagined abandonment [3]. The splitting-based
defenses believed to contribute to these behaviors include:
splitting, projection and projective identification, primitive
idealization and devaluation, denial, and omnipotent control.
These defense mechanisms can distort understanding and
interactions. Clinicians who do not have an appreciation of
these mental mechanisms, and a coherent overarching
approach to them, may understandably feel fearful, deskilled,
or angry when assuming responsibility for patient care in
situations as described.

TFP training can be of use to clinicians in crisis management
of BPO and BPD patients even if those clinicians do not pro-
vide patients with extended individual psychotherapy [4]. TFP
theory provides clinicians with a way to think about patients in
the evaluation and diagnostic phase of treatment that will alert
them to crises likely to emerge during the course of different
treatments. TFP training can help clinicians develop attitudes
that can aid them during affectively charged episodes with
patients. The skills used by TFP therapists can be adapted by
clinicians for use in crisis management in settings distinctly dif-
ferent from an extended, individual psychotherapy.

Psychiatrists, psychologists, nurse practitioners, social
workers, and internists, among others, routinely interface with
patients with personality disorder symptoms throughout the
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healthcare system. Medical professionals of all stripes are on
record as wanting guidance about optimal treatment of the
patient with PD symptoms in these settings, particularly the
patient in crisis [5, 6]. Currently the fallback approach for
many clinicians is generic support and validation often com-
bined with hasty use of benzodiazepines or antipsychotic
medications.

Education and training about personality disorders are
virtually nonexistent outside of mental health settings. Even
within mental health training programs, time devoted to
education about personality disorder diagnoses is limited,
which is regrettable given high rates of PD diagnoses in
many outpatient and inpatient settings [7]. Clinical experi-
ence suggests that even now many clinicians are either unfa-
miliar with personality disorders or, if familiar, reluctant to
make a personality disorder diagnosis [8]. Research indi-
cates that even clinicians in well-established academic men-
tal health settings may be likely to avoid exploring with
patients aspects of their chief complaints or histories that
might yield a reliably made personality disorder diagnosis
[9]- The upshot is a population of PD patients with relatively
high morbidity and mortality who may not be aware of their
diagnoses and a wide range of clinicians who may find
themselves treating PD patients in crisis who do so without
the benefit of confidence in their diagnostic impression to
guide their interventions.

A common scenario across healthcare settings: the clinician
who initiates treatment with a patient unaware of a primary or
co-occurring personality disorder. At some point in the treat-
ment, the PD symptoms emerge and become the central focus
of the clinician-patient relationship, often in a crisis situation.
The clinician can become drawn into a maelstrom of confu-
sion, unable to provide help to the patient in his or her routine,
reliable way. The clinician may be aware of unusual feelings
(guilt, anger, resignation), while the patient responds to the
treater’s interventions in unexpected and confusing ways.

Clinicians are often faced with the challenge of determin-
ing the optimal level of care for PD patients in crisis.
Recurrent, disruptive, ineffective, and expensive psychiatric
hospitalizations are often cited as a common pitfall in treat-
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ing patients with BPD [10]. TFP principles can add a dimen-
sion to the complicated process of risk/benefit assessment for
changes in levels of care.

While clinicians may be able to manage some PD patients
in crisis with standard skills and interventions, the particular
dynamics of certain personality disorders can create unusu-
ally complicated and sometimes dangerous situations. TFP
training may add a useful dimension to standard risk man-
agement strategies. The risk management literature under-
scores specific elements of certain personality disorder
presentations likely to increase a clinician’s vulnerability [11].
It is easy to imagine the risks which can emerge for the
clinician managing the PD patient in crisis; these can include
deviation from standard practices, boundary violations, and
unusual medication recommendations.

3.2 TFP Principles for Crisis Management
Applied Across Treatment Settings

e TFP, originally developed as an extended individual
psychotherapy for BPD, has principles useful in the
management of patients with PD symptoms in crisis
in other settings.

o TFP-informed crisis management is based on an
object relations theory of personality disorder
symptoms.

o TFP-informed crisis management stresses under-
standing of the BPO patient’s splitting-based defenses.

e TFP-informed crisis management stresses particular
attention to the clinician’s countertransference and the
patient’s nonverbal communication.

The influence of psychoanalytic theory has waned consid-
erably in recent years in many health professional training
programs. Clinicians trained in the recent years, including
psychologists and psychiatrists, may have only a limited
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familiarity with psychoanalytic concepts including object
relations theory. It may therefore be surprising to suggest that
a psychoanalytically informed approach to patients in varied
settings could be of use to busy clinicians in a “real-world”
setting today.

TFP was developed to treat patients with BPD, patients who
generally had not responded to traditional psychoanalytic psy-
chotherapy or state-of-the-art pharmacotherapy. This approach
was directly and explicitly informed by these patients’ histories
of treatment failures marked by difficulties making and main-
taining a treatment alliance, clinicians’ aversion to working with
patients prone to anger and suicidality, and the sorry reality of
multiple iatrogenic complications seen in work with this popu-
lation including recurrent, disruptive hospitalizations and harm-
ful and ineffective polypharmacy.

TFP’s design as an extended individual psychotherapy antici-
pates patients’ crises, understood as a reflection of splitting-
based defenses, which can undermine the patients’ functioning
in key spheres in their lives. Use of these more “primitive” or
splitting-based defenses threatens certain patients’ ability to
benefit from psychotherapy in ways not seen with patients oper-
ating on a more highly functional or “neurotic” level.

The clinician versed in TFP principles derived from indi-
vidual psychotherapy treatment can easily apply those prin-
ciples in other settings. Common sense suggests that PD
patients will be found throughout the healthcare system (and
elsewhere including colleges and universities, the armed
forces, and the criminal justice system). Unfortunately, lack of
understanding about PDs and an unfortunate consensus that
PD symptoms are to be treated only in specifically designed,
extended psychotherapies have not helped those clinicians
seeking guidance, particularly in crisis management.

TFP departs from traditional psychoanalytic psychother-
apy practice in a number of fundamental ways. One
overarching distinction is the TFP therapist’s prioritizing of
the three channels of communication. Traditional psychoana-
lytic psychotherapy privileges what the patients says, while
TFP tends to focus on how the patient behaves and the thera-
pist’s own reactions to the patient.



Dr. P. Uses TFP Techniques She Learned as a Resident to
Manage a Patient on a Medical Service

Clinical vignette: During her psychiatry residency, Dr.
P. participated in a set of courses teaching the application
of TFP principles. Dr. P’s training began with a series of
five lectures about the structural interview, a method of
diagnostic assessment that moves beyond the standard
descriptive psychiatry assessments done at her various
training sites. Dr. P. also had lectures on TFP and its simi-
larities to and differences from the other evidence-based
interventions for BPD. A I-year senior seminar on
“applied TFP” allowed Dr. P. to review in a classroom
setting recorded sessions of her work with a Veterans
Administration patient with a history of recurrent suicid-
ality and disruptive affective instability.

Dr. P. began a fellowship in consultation-liaison psy-
chiatry with a specialization working with oncology
patients. Early in her fellowship she was called to the
medical floor for an “emergency” consultation. She was
warned that the patient involved, while not particularly
ill, had been disruptive with the nursing and medical staff
and was acting both “paranoid and accusatory” in the
context of her imminent discharge.

Before she had arrived on the floor, Dr. P. was aware of
her own countertransference (apprehension) and her sus-
picion that the patient’s presentation might reflect elements
of a PD diagnosis exacerbated by a serious, but not life-
threatening, medical illness. Dr. P’s review of the patient’s
chart suggested a pattern of affective instability during her
prior hospitalizations, not frank psychosis, marked by
hostility and mistrust. Dr. P’s initial meeting with this
patient reinforced her consideration of a particular object
relations dyad in play; in this case, the vulnerable and
powerless patient enraged with what she felt was an indif-
ferent and punitive medical staff. Dr. P. also took note of
the cowering student nurse who had borne the brunt of
this patient’s verbal abuse, an observation that did not, at
first, correspond to the dyad that Dr. P. was considering.

(continued)
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(continued)

Dr. P, reviewed the notes from the medical attending
who wondered if the patient in question might be “manic”
given her pressured speech and irritability. Dr. P.’s interview
was more consistent with PD symptoms and, in her mind,
a dyad of threatened patient and abusive medical staff in
which the roles could reverse to threatening patient and
powerless staff. Dr. P. saw her role in the consultation as
attempting to make an empathic connection with the
patient by “naming the actors” (articulating the likely acti-
vated dyad, with a goal of containment) and inviting the
patient to consider a projection by asking her to “see both
sides” (identifying the dyad as the patient viewed and expe-
rienced it, and proposing consideration of its inverse, which
up to that point had been out of the patient’s awareness).

Dr. P.engaged the patient by first describing the observ-
able dyad (threatened patient/hostile staff) and then sug-
gesting its inverse (threatening patient/cowering staff) was
also in play. The patient’s response was a partial but help-
ful reduction in disruptive behavior. Dr. P. was able to
defuse the situation without resorting to special arrange-
ments of any kind or use of tranquilizing medication.

Take Home Point: Clinicians can use elements of TFP
in clinical situations other than an extended individual
psychotherapy.

3.3 Contingencies for Expectable Crises
in the TFP Contract for Psychotherapy

e The TFP contracting phase explicitly anticipates pos-
sible crises in the treatment.

e The ongoing maintenance of the treatment frame in
TFP confers a degree of safety and security for the patient
and therapist given the probability of disruptive crises.

(continued)
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(continued)

e The TFP therapist establishes parameters related to
treatment-threatening behaviors including eating dis-
orders, substance use, and suicide gestures and
attempts.

e The TFP therapist will depart from a technically neu-
tral stance in certain crises with the goal of returning
to this stance after a crisis is resolved.

The TFP contracting phase follows the evaluation process
anchored by the structural interview. The clinician identifying
PD symptoms, particularly mid- or lower-level BPO, will there-
fore pay particular attention to the contracting phase given an
understanding of BPO defensive operations. While this prin-
ciple originated in the setting of long-term individual psycho-
therapy, it can be helpful in other treatment settings [12].

Clinicians often begin psychotherapy treatments without
either arigorous diagnostic assessment process or an extended
contracting phase. This may be a reasonable approach for
certain neurotic patients, but clinical experience suggests
doing so with most BPO patients may set up the treatment
for future derailing disruptions. The TFP approach assumes
future crises and plans accordingly. In fact, a psychotherapy
without crises of some kind would be seen by a TFP therapist
as persistently and unhelpfully superficial given the nature of
borderline organization. The absence of any crises would
suggest that important parts of the patient’s internal experi-
ence were being split off and kept out of the treatment set-
ting. The expectation is that predictable crises will develop
from the patient’s splitting-based defenses and associated
oscillations in the dominant object relations paradigms.

The TFP therapist makes a point of openly discussing likely
future crises at the outset of treatment. This approach is dis-
tinctly different from that of the clinician who fears raising the
issue of future crises as though discussing them would make
them more likely to occur. (What if the patient has a substance
use relapse? What if the patient becomes suicidal again?) The
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TFP approach directly confronts an unspoken concern that
exploring likely future crises might “plant an idea” in the head
of a suggestible patient. In fact, the therapist’s willingness to
discuss possible crises may reassure the patient about the
therapist’s confidence in dealing with them.

In the TFP contracting phase, the clinician will painstak-
ingly consider all the possible crises which might occur and
therefore threaten the psychotherapy. The clinician will take
each set of risks (substance use, eating disorders, non-adherence
with medication, self-destructive behavior, etc.) and actively
engage the patient in a prospective exploration of these pos-
sibilities. The clinician engages the patient in the contracting
process so that it will serve as a touchstone for them both
going forward.

Suicidal acts, threats of suicide, or non-suicidal self-
injurious behavior are the crises most often associated with
BPD [13]. Suicidal behavior is often seen in patients with
other PDs as well including dependent, narcissistic, and anti-
social personality disorders, although with different and dis-
tinct patterns in each case. Anticipation of suicidal thoughts
or behaviors requires extensive discussion in the TFP con-
tracting phase of the therapist’s and patient’s roles in manag-
ing these events. The TFP therapist accepts the high probability
that suicidality and its meanings will be critical topics to be
explored in the psychotherapy but consciously distinguishes
between the services offered by the therapist (regular
outpatient meetings with the goal of exploring the deepest
levels of the patient’s affects and conflicts) and those avail-
able to the patient in crisis in settings better suited to crisis
management involving suicidality (emergency rooms, obser-
vation beds, inpatient psychiatric units). In the contracting
phase the therapist treating the suicidal patient aims to
accomplish two goals: first, create a treatment environment
so that the therapist feels safe enough to provide effective
treatment, and second, clarify his/her role and the nature of
the therapy, which can include confronting the patient’s
expectation that the therapist might be available at all times
to assist in crisis management. The position of TFP is that
offering the patient “around the clock” access to the therapist
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would support the BPO patient’s unrealistic longing for a
“perfect provider” and that it would not support the patient’s
progress toward increased autonomy.

The TFP therapist makes great efforts to maintain a stance
of technical neutrality. This approach differs from the support-
ive psychotherapist’s comfort with “taking sides” and making
explicit recommendations — something done in TFP only in
rare situations when the patient presents an acute risk of self-
destructive behaviors and does not respond to the therapist’s
attempts to address this risk with understanding and interpre-
tation. The therapist’s goal of maintaining technical neutrality
will often be challenged during patient crises. Clinicians fre-
quently find themselves defensive or critical with patients
during crises; the TFP approach supports the goal of returning
to a “neutral stance” following crises with an expectation of
eventual exploration with the patient of the factors contribut-
ing to the crisis once the patient’s safety is affirmed.

Ms. R. Provokes Her Therapist by Showing Evidence of
Ms. R.’s Repeated Self-Injury

Clinical vignette: Ms. R. was discharged after a brief hospi-
talization following an episode of self-injury by cutting her
antecubital fossa with an x-acto knife following an argument
with her parents. Ms. R. had previously been in a supportive
psychotherapy during a period of 2 years when she had
repeatedly cut herself in this way, leading to one extended
stay in a partial hospital program and one previous, brief
hospitalization when she was evaluated at a community
hospital emergency room and deemed “suicidal” even
though Ms. R. reported she never had urges to end her life.
With her previous therapist, Ms. R. developed a pattern
of showing her therapist the healing scars at each session.
This became challenging for the therapist who felt unsure
about how serious these wounds were and pressured to
assume a role she felt would be better served by an inter-
nist. Ms. R.’s new therapist became aware of this pattern
during the assessment phase and conveyed to Ms. R. during

(continued)
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(continued)

the contracting phase that she expected such crises would
likely occur going forward and that they were obliged to
put a plan in place to manage these expectable crises. Ms.
R.’s new therapist explained that the treatment plan would
include the understanding that Ms. R. go to her internist to
have her wounds evaluated with every cutting episode
and that they would not meet in psychotherapy after a
cutting episode until this occurred.

Ms. R. protested that she did not expect she would cut
herself again but agreed to this arrangement. Two months
later Ms. R. cut herself deeply after a falling-out with a
friend. She came to her psychotherapy session and asked
her therapist to look at her wound, which she reported
was painful. The therapist reminded Ms. R. of their con-
tract and ended the session with the plan to meet with Ms.
R. again after hearing from her internist who had exam-
ined the wounds.

Take Home Point: The therapist can use the TFP con-
tracting intervention to set limits on provocative behavior
and insure that the treatment environment is comfortable
for the patient and the clinician.

3.4 The Challenges of Managing Crises

and Clinicians’ Aversion to Treating
Patients with Personality Disorder
Diagnoses

e PD pathology can add an element of urgency to any
clinical situation.

e Clinicians may avoid exploration of PD symptoms
and may be reluctant to make a personality disorder
diagnosis.

e Clinicians may have concerns about their ability to
manage PD patients in crisis.
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e (linicians may have undue concern about liability in
the management of PD patients’ crises.

e Polypharmacy or aimless unstructured psychothera-
pies may reflect clinicians’ unexplored countertrans-
ference to certain PD patients.

Why should borderline personality disorder be “the
diagnosis doctors fear most” as described by the lay press?
[14] Why do even conscientious clinicians seem prone to avoid
making a personality disorder diagnosis? Why do clinicians
who strongly support the modern trend away from patriar-
chal, authoritarian medical practices routinely withhold from
patients a reliably made personality disorder diagnoses [15]?

The answers to these questions are complex and multiply
determined. The clinician’s response to PD patients’ crises
may be one essential element of this oft-cited chronic and
negative countertransference pattern. To be sure, PD pathol-
ogy can add an element of urgency and uncertainty to any
situation. Clinicians may recoil from this possibility and
“vow” to avoid treatment of PD patients, although this may
be unrealistic for many providers. Alternatively, clinicians
may unconsciously avoid identifying PD symptoms. For
example, the psychiatrist who identifies recurrent affective
dysregulation and threats of suicide as a “rapid cycling” mood
disturbance, or the psychologist who accepts a narcissistic
patient’s chronic underperformance at work as evidence of
an Attention Deficit Disorder even if symptoms inventories
do not support such a diagnosis.

Many clinicians may feel too inexperienced to identify and
treat personality disorders. The closure of many hospitals’
long-term treatment units has reduced opportunities for train-
ees and recent graduates to work with patients with severe
personality disorders in safe, well-supervised settings. Some
clinicians feel their training may have given them limited
exposure to the current evidence-based treatments available
or exposure to only one element of a treatment, for example,
a dialectical behavior therapy (DBT) skills group focused on
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mindfulness, but without the other three elements of telephone
coaching, individual treatment, and peer supervision.

Treating patients with PDs does require additional focus on
risk management issues, but these risks are not reduced by
ignoring the symptoms or calling them something else. Clinicians
may fear they are increasing their risk of liability if they identify
PD symptoms and engage their patients in a discussion of the
PD diagnosis. There is no data to support this concern, but it
persists in many clinical settings [16]. Ignorance about PDs
and failure to investigate PD symptoms and engage patients
and families in proactive psychoeducation may, in fact, be a
more likely path to increased liability exposure.

Clinicians’ aversion to PD patients and their efforts to
either minimize or ignore PD symptoms may be, in part,
responsible for two widely described and reviled phenomena
of contemporary practice: extended, aimless psychotherapies
and complicated, ineffective polypharmacy. The TFP attitude
would question a superficially supportive psychotherapy of a
patient unable to move forward in the major spheres of adult
life of meaningful work and intimate relations. In TFP such a
treatment would be suspect for a chronic countertransference
enactment of a therapist fearful of the patient’s aggression
covertly conveying acceptance of the patient’s passivity and
resignation. In a similar vein, ineffective, complex polyphar-
macy with prominent side effects (weight gain, hypersomnia)
in a borderline patient could be interpreted as a reflection of
the patient’s desire to be cared for by a benevolent prescriber
without having to make an effort or the clinician’s unex-
plored aggression in response to a frustrating patient.

Mrs. M.’s Psychiatrist is Reluctant to Make a Diagnosis of
Borderline Personality Disorder, Fearing It Would “Open a
Can of Worms”

Clinical vignette: Mrs. M. is a 30-year-old married woman,
working as a school principal, who has been under the
care of a psychiatrist she sees monthly for 30-minute

(continued)
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(continued)

“medication checks” for the past 4 years. She has been
given a variety of diagnoses by this psychiatrist including
attention deficit disorder, cyclothymia, and generalized
anxiety disorder. She has significant mood instability
almost always in the context of interpersonal conflict with
her sister or her parents, intermittent threats of suicide, and
periods of impulsivity including the initiation of an affair
with her tennis coach. Mrs. M.’s psychiatrist has made
multiple medication changes over time, resulting in a com-
plicated medication regimen including two antidepres-
sants, a stimulant, a mood stabilizer, an atypical
antipsychotic medication, and a sedative-hypnotic medica-
tion for chronic sleep disturbance.

Mrs. M. becomes markedly suicidal after a rejection by
her tennis coach and tells her parents she plans to follow
through with her threats of suicide by walking into traffic.
This precipitates an emergency family meeting with her
psychiatrist and family, and referral to Ms. D., a TFP-
trained social worker, for a more frequent psychotherapy
to complement her ongoing monthly psychiatric visits.

Ms. D. completes a three-session evaluation and feels
confident in conveying to Mrs. M. and to Mrs. M.’s psy-
chiatrist her diagnostic impression that includes a pri-
mary borderline personality disorder diagnosis. Ms. D.
outlines for Mrs. M. a plan to review with her psychiatrist
her diagnostic impression and her suggestion of simpli-
fving her medication regimen over time and focusing on
individual psychotherapy and family psychoeducation
about BPD. Mrs. M.’s psychiatrist acknowledges to Ms.
D. that he had considered exploring a personality disor-
der diagnosis at different points but feared the format
they had in place of brief monthly meetings would not
allow such exploration. He describes feeling “barely able
to manage making medication changes with each new
crisis” and concerned that discussion of PD symptoms
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(continued)

“would have opened a can of worms.” Ms. D. notes that
after describing BPD to Mrs. M. and suggesting this single
diagnosis might be more accurate that the multiple diag-
noses she had received, Mrs. M. did not explode but
appeared open to hearing about the diagnosis, reflecting,
“I’d heard about borderline and sometimes wondered if [
might have it,” and asked Ms. D. a series of thoughtful
questions about the disorder’s treatments and prognosis.

Take Home Point: Exploration of borderline person-
ality disorder symptoms and frank discussion with a
patient about a reliably made diagnosis can be to the
patient’s advantage.

3.5 TFP Principles in Managing PD Patients

in Crisis

e TFP accepts that speculation about personality disor-
der diagnoses may be required at times with incom-
plete information.

e TFP allows the clinician to think beyond arbitrary
descriptive psychiatry cutoffs in assessing personality
disorder pathology.

e TFP alerts the clinician to consider a patient’s use of
splitting-based defenses and how those defenses are
expressed in the patient’s life and any treatment
setting.

e TFP interventions often begin with accepting confu-
sion and attempting to contain the patient by “naming
the actors.”

e The patient in crisis will prompt the TFP-trained clini-
cian to consider the dominant object relations dyad in
evidence and to observe for its likely reversal.
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TFP’s use of the structural interview as a foundation for its
approach dictates that clinicians consider personality organi-
zation and possible personality disorder symptoms from the
outset. This approach may differ from a long held belief that
personality disorders cannot be reliably diagnosed until all
other major psychiatric conditions are in remission. That atti-
tude was derived from a number of historical factors: a belief
that personality disorder diagnoses are uniquely lacking in
validity, an expectation that personality disorder pathology is
fixed and unresponsive to treatment, and the idea that per-
sonality disorder diagnoses may reflect clinicians’ unexplored
antipathy to particular patients [17, 18].

The TFP approach accepts that the clinician may need to
consider personality organization and personality disorder
traits with incomplete information. TFP also encourages cli-
nicians to think beyond the current DSM-5 categories with its
arbitrary cutoffs of symptom counts. TFP’s approach is con-
sistent with the emerging hybrid categorical-dimensional
approach to personality disorder diagnosis in the DSM-5
appendix (Sect. 3.4) [19]. Research on the clinical significance
of even one BPD symptom further supports the TFP approach
to diagnostic assessment [20].

The TFP assessment process orients the clinician to the
patient’s level of psychological organization. This is informed
by the clinician’s assessment of the patient’s predominant
defensive operations, which in turn alerts the clinician to the
possibility of clinical crises going forward. Appreciation of the
dominance of splitting-based defenses alerts the clinician to
the high likelihood of crises of various kinds emerging in the
evaluation process and the psychotherapy. Understanding the
use of splitting-based defenses orients the clinician to expect
certain, specific object relations dyads (and their inverses)
likely to emerge in treatment, reflected in what the patient
says, how the patient behaves, and how the clinician feels.

The BPO patient’s use of splitting-based defenses may
precipitate crises in the following ways:

Idealization/Devaluation: Primitive idealization and devalua-
tion reflect the patient’s experience of others as either
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entirely good or entirely bad. The patient may initially experi-
ence the therapist as entirely good, as a powerful protector
against another person experienced as entirely bad (e.g., an
estranged spouse). An appreciation of this defensive pattern
would alert the clinician to the high risk for an eventual rapid
and stark reversal in this experience of others. The clinician
could anticipate a crisis, possibly a threat to end treatment,
when the patient’s primitive idealization shifts abruptly to an
experience of the therapist as totally bad as soon as a disap-
pointment with him or her arises.

Projection/Projective Identification: In projection, the patient
ascribes some aspect of his or her internal state to an external
source. For example, a harshly self-critical patient may
ascribe aspects of this self-criticism to another individual and
react accordingly. This phenomenon can be seen in the assess-
ment of a patient who is “certain” that some specific group
harbors negative, even denigrating, feelings toward her. In
the transference this may emerge as a patient’s certainty that
the therapist has disdain for some aspect of the patient
(appearance, background, education) the patient herself feels
poorly about. It is easy to imagine how this process of pro-
jecting these negative feelings onto others could precipitate
crises. One scenario is that the BPD patient unhappy with her
physical appearance gets an entry-level job and quits abruptly
after the first week “because everybody in the office was
looking down at me because I'm overweight.”

Denial: The patient managing conflict by keeping out of
awareness emotions related to serious, important concerns
may be using denial as a defense. The patient who does not
have an appropriate emotional reaction to certain external
realities may be at risk when it is no longer possible to keep
these realities at bay. For example, the patient who cannot
accept the realities of his or her finances may face a crisis in
treatment at the end of the month when presented with the
bill. The power of denial can lead patients to agree without
hesitation to a certain fee for treatment, only to realize
quickly that the responsibility for the fee isn’t feasible.
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Omnipotent Control: The defense of omnipotent control
allows the patient to feel, and sometimes be, in control of oth-
ers who are experienced as either positive (in an idealized
way) or negative (and therefore a potential source of perse-
cution or retaliation). The patient keeping the object/other in
a “positive” light perpetuates a wish for an ideal, benevolent
figure. The patient keeping the object/other in a “negative”
light can protect the patient from the risk of his or her own
aggressive affect. It is easy to imagine how a crisis could arise
when the patient’s controlling style of relating is challenged.
The collision between the patient’s expression of omnipotent
control and the clinician’s requirement for self-protection is
often the point of crisis which leads the clinician to begin to
consider a severe PD diagnosis. For example, the therapist
who assumes care for a borderline patient who has “failed”
multiple prior treatments finds herself acting in an unusually
accommodating way with scheduling. The therapist does not
hold to her cancellation policy with this patient and often
allows sessions to go on a half hour or even an hour longer
than had been scheduled. In this scenario the patient’s
expression of omnipotent control, out of awareness of both
parties, perpetuates the patient’s experience of the therapist
as entirely positive, at least for awhile. Inevitably a crisis
arises and then the therapist can no longer accommodate the
patient in a way that maintains a purely positive transference.
When the therapist has a work commitment requiring she
end the session on time (self-protection), the patient becomes
hurt and angry as the patient’s omnipotent control of the
therapist is challenged (loss of idealized, benevolent figure).

The clinician encountering the patient in crisis will often
feel compelled to actively organize the material shared by the
patient into a clear formulation in an effort to de-escalate the
situation. This effort is understandable but may bypass
empathizing with the complexity of the patient’s internal expe-
rience. The TFP-trained clinician encountering a BPO or BPD
patient in crisis will accept the expectable confusion conveyed
by the patient and aim not to organize the patient’s complaints
or respond to those complaints with immediate solutions but
will rather aim to contain the situation by “naming the actors”
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or translating the content conveyed into a rough estimation of
the dominant object relations at play.

“Naming the actors” in a crisis situation involves describ-
ing the object relations dyad most available to the patient at
that time. Often this dyad reflects the patient’s experience as
vulnerable or powerless, feeling aggrieved or angry at the
hands of a punitive or harmful victimizer. While there are
variations on these themes, the process of “naming the
actors” allows the therapist to convey some sense of under-
standing about how the patient is feeling, which often has a
powerful containing effect.

The next step after “naming the actors” is to observe for
oscillation, or reversal of roles, within the dominant object
relations dyad, when “the shoe is on the other foot” and the
patient who presents as powerless or vulnerable is observed
as treating others in ways similar to those described in the
complaint of mistreatment. This intervention serves to bring
into the patient’s awareness, however briefly, a critical aspect
of behavior (in this case a pattern of aggressive mistreatment
toward another) the patient does not “own.”

Dr. S. Uses Her Countertransference to Help Guide
Treatment of a “Difficult Patient” in the Emergency
Department

Clinical vignette: Dr. S. is an attending psychiatrist in a
busy big city psychiatric emergency room. The emer-
gency room triage department is staffed by social work-
ers who screen the patients on their arrival. Dr. S. is in the
process of assessing a number of different patients when
she is paged by the triage unit social worker to come at
once to meet with Ms. L., who is threatening to contact
hospital administration if she is not seen immediately. Dr.
S. knew only that Ms. L. was a local attorney who had
taken an overdose of sleeping medication she was
describing as “a mistake” and wanted to leave that hospi-

(continued)
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(continued)

tal as soon as possible. The social worker added that
records indicated Ms. L. had had a similar episode the
previous year and with coordination with her psychiatrist
was discharged from the emergency department after an
overnight stay.

Dr. S. considered herself a full-time psychiatric emer-
gency clinician but had made a point of taking a I-day
course in TFP at the annual psychiatry meetings because
of her concerns about her ability to manage patients with
personality disorder symptoms in the emergency room
setting. She did not know, in fact, if Ms. L. carried a per-
sonality disorder diagnosis but sensed from the social
worker’s account of the prior emergency department visit
that this might be possible.

Dr. S. was already aware of her countertransference
(irritation, dread) at having to see Ms. L. emergently.
She also noted the social worker’s uncharacteristic
anxiety as she conveyed the urgency of having Ms. L.
seen out of turn. Dr. S. found Ms. L. pacing in her room
looking impatient and angry. When Dr. S. introduced
herself, Ms. L. interrupted her stating: “You need to get
me out of here now! This is a mistake and I'll make a
lot of trouble for you if I miss work tomorrow!”

Dr. S. was aware of her motivation to respond
defensively, answering “You're the one who started
this by taking the overdose!,” but she resisted doing so
and contemplated what she imagined was the domi-
nant object relations dyad (powerful doctor, vulnera-
ble patient) and the likely inverse in play (demanding
patient, fearful clinicians). Dr. S. hoped that by con-
taining Mr. L.’s affect, she could then fulfill her profes-
sional responsibility to collect enough material to
make a decision about whether it was, in fact, safe to
let Ms. L. go home.
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(continued)

Dr. S. began by naming the actors: “It seems you're
worried I'm indifferent to your concerns and that you’ll
suffer because of my indifference.” Ms. L. shook her
head in agreement: “You're damned right! I've been wait-
ing here most of the night and if I wait all night I'll miss
an important appointment in the morning!” Dr. S.
responded: “You’ve been focused on how I’'m so power-
ful here and you’re so vulnerable, but I'm aware that
you're the one raising her voice and speaking in a threat-
ening way. I'd like to get a full history so that we can
determine what’s happened and how to help you stay
safe.” Ms. L. became less aggressive and more coopera-
tive in response to this exchange with Dr. S.; they were able
to complete the evaluation in a timely manner, and Dr. S.
was able to discharge Ms. L. home with confidence.

Take Home Point: Using the intervention of “naming
the actors” can convey to patients an experience of being
understood and help clinicians de-escalate crisis
situations.

3.6 PD Crisis Management in Mental

Health and Medical Systems

e PD patients will often first present to clinicians in
CFiSIS.

e Clinicians may not be aware of PD symptoms until
patients are in crisis.

e PD patients in crisis will be found throughout mental
health and medical settings.

e PD patients in crisis may require assessment for
changes in level of care or type of care.
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Many clinicians will feel comfortable identifying PD
symptoms only in the most severely disturbed patients. These
clinicians may be familiar with a small group of patients known
for recurrent suicidality, emergency room visits, or inpatient
hospitalizations. These clinicians therefore will be less likely to
appreciate PD in other settings such as routine outpatient psy-
chiatric care or outpatient or inpatient medical services.

Very often clinicians will not begin to think about PD symp-
toms until a patient in a routine setting is in crisis. These crises
may come as a surprise to the clinician and may require extra
attention and efforts from the staff of an outpatient clinic or
office setting or inpatient staff including nurses and adminis-
trators. The PD patient may present with a “self-defined” crisis.
In the outpatient psychiatric setting, this might be an urgent
need for medication refills, an abrupt onset of suicidal or homi-
cidal feelings, or the desire to switch treaters emergently. In
medical settings the PD patient may present in crisis related to
escalating somatic symptoms, complaints about staff, or non-
compliance including threats to leave the hospital “against
medical advice.” (See Chap. 7 for a full discussion of treating
PD patients in Primary Care Medicine settings.)

Some crises will require prompt referral to specialized
crisis care settings such as the emergency room. In these cases
a clinician will act immediately to insure conditions of safety
and only then pause to fully reflect on the specific meaning of
the crisis in terms of diagnostic understanding, insight into
the patient’s dynamics, and treatment planning. In many
other cases the clinician is compelled to weigh the risks and
benefits of recommending to patients a change in the level of
care provided. These recommendations can require complex
calculations, assessing the safety of the patient and the thera-
pist, understanding the meanings for the patient in changing
the level of care, and considering the potential pitfalls associ-
ated with such changes.

The continuum of psychiatric services ranges from typical
outpatient individual office or clinic-based treatments to
intermediate higher levels of care such as partial hospital or
intensive outpatient programs to residential treatment pro-
grams and hospital-based settings including emergency
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departments and inpatient psychiatric units. The TFP thera-
pist treating the PD patient in crisis is always asking: What do
I need to do to make sure the patient is safe? What do I need
to do to insure I feel safe? How does this current “crisis”
reflect the patient’s dominant object relations? What are the
steps required to then get the treatment “back on track” after
this disruption?

The extensive literature on hospitalization for patients
with BPD concludes that there are certain situations neces-
sitating inpatient treatment and other scenarios associated
with considerable risks in doing so [21]. Experts have
endorsed hospitalization for the following: new onset frank
psychosis, worsening of a co-occurring mood disorder not
manageable as an outpatient, or reconsideration of the over-
all treatment plan for a patient following a near-lethal suicide
attempt. On the other hand, experts have concluded that cli-
nicians may sometimes opt for hospitalization in situations
where their countertransferential anxiety overrides their
understanding of the likely risks and benefits of
hospitalization.

The potential risks associated with hospitalization of PD
patients have been well described. The wish for hospitaliza-
tion can sometimes reflect the patient’s desire to shed
responsibilities and to be cared for by an infinitely attentive
staff. The reality of today’s inpatient psychiatric unit will
often come as a rude shock to patients who will abruptly shift
from wanting immediate admission to wanting immediate
discharge. Hospitalizations can disrupt a patient’s studies or
employment, often causing problems lasting many months
following even a brief inpatient stay. Individual psychother-
apy is disrupted as well. TFP stresses the therapist’s limited
involvement with a patient in the emergency room or inpa-
tient unit; the TFP therapist will not offer daily “sessions” to
the hospitalized patient but will reiterate the advance direc-
tive of the TFP contract that the patient will be expected to
follow the recommendations of the emergency room and
inpatient clinicians without interference by the primary
therapist. Patients sometimes criticize the TFP therapist for
“getting out of the picture when the going gets tough.” To
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counter this impression (a transference), the therapist makes
clear during the contracting phase that the role of exploratory
therapist is not compatible with that of crisis manager and
that it detracts from therapy to blur these roles. The therapist
who becomes involved in crisis management often unwit-
tingly rewards the crisis behavior with extra attention — a
pattern which should be avoided.

Partial hospital or intensive outpatient programs are
sometimes a reasonable recommendation for PD patients
with escalating symptoms. In TFP such a recommendation
might be appropriate when the patient has the onset of symp-
toms that cannot be effectively managed by one clinician or
a split treatment, requiring a program, often for an interim
period, before the patient returns to TFP. For the patient with
a substance use disorder whose relapse cannot be managed
without comprehensive care, a referral to a higher level of
care can insure the patient accesses appropriate treatment
toward consolidated sobriety before returning to
TFP. Similarly, the eating disorder patient whose symptoms
escalate may require a program with on-site CBT, nutritional
counseling, and medicine liaison. Again, the patient would be
reevaluated for TFP when the level of eating disorder symp-
tomatology no longer threatens the patient’s ability to engage
effectively in psychotherapy. After the behavioral symptom-
atology is under adequate control, the TFP therapist can get
back to helping the patient achieve the identity integration
that is central to achieving the goals of satisfaction in the
areas of work/vocation and relationships/love.

Dr. J. Identifies Treatment-Interfering Substance Use
Requiring a Temporary Change in the TFP Treatment
Frame

Clinical vignette: Dr. J., a psychologist, has begun TFP
treatment with a new patient, Laura, a 25-year-old dancer
who had been in treatment for eating, mood, and alcohol

(continued)



84

3. TFP Principles in Clinical Crisis Management

(continued)

use disorder symptoms during much of her adolescence.
Dr. J. feels comfortable discussing the diagnosis of BPD
she has made with Laura at the outset of their treatment,
and Laura agrees that the BPD symptoms described
accurately reflect her experience.

Dr. J. accepts Laura’s account of her current alcohol
use, by her reports a significant reduction following years
in college of weekly binge drinking to blackout and mul-
tiple arrests for driving while intoxicated. After the third
month of treatment, Laura begins to cancel frequently,
complaining of poor sleep and difficulty “getting out of
the house.” After Laura’s third canceled appointment,
Dr. J. asks Laura directly about her alcohol use. Laura
reports that the stress of work has led her to drink fre-
quently to the point of intoxication. At their next meeting,
Dr. J. smells alcohol on Laura’s breath, and Laura dis-
closes that she has begun drinking daily in the morning
to manage her anxiety.

Dr. J. concludes that Laura’s alcohol use pattern has
made effective individual psychotherapy impossible at
this time. She outlines for Laura a plan for suspension of
their TFP treatment, and she refers Laura to a program
first for alcohol detoxification and then for specialized
outpatient alcohol use disorder treatment.

After 6 months of sobriety, Laura contacts Dr. J. to
restart their TFP treatment. Laura and Dr. J. review her
ongoing adjunctive treatment (12-step group participa-
tion and periodic meetings with an addiction psychia-
trist). They restart treatment with a plan for active
communication between Dr. J. and Laura’s addiction
psychiatrist.

Take Home Point: The therapist will need to assess for
treatment-threatening behaviors and may feel compelled
to temporarily suspend TFP if necessary.
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3.7 TFP Principles Can Aid Risk
Management Efforts

e TFP principles reinforce clinicians’ monitoring of
exceptions made to standard practice.

e TFP principles can help clinicians avoid unnecessary
crisis-generated pharmacotherapy (polypharmacy,
unusual dosing or supplies).

e TFP principles reinforce vigilance about boundary
violations with PD patients.

e TFP  principles  reinforce  attention  to
countertransference-induced distancing from PD
patients.

TFP training is a useful and practical addition to general
risk management practices. Because TFP was developed for
PD patients, its approach integrates attitudes and practices
preparing clinicians for some of the most challenging risk
management predicaments.

The TFP emphasis on exploration of countertransference adds
to the standard risk management attitude about self-monitoring
for unusual or extraordinary measures in patient care.
Attentions to countertransference enactments involving
boundary violations, patient abandonment, or dangerous
prescribing practices are some of the well-described medico-
legal pitfalls in treatment of BPD [22]. TFP’s strong endorse-
ment of the use of consultation for clinicians feeling
overwhelmed or unduly anxious is another useful risk man-
agement intervention.

The TFP attitude posits that there is meaning for the
patient in receiving prescriptions. This attitude prompts pre-
scribers to move beyond a “medical model” approach — the
patient has these symptoms, I will prescribe a medication to
address it — to one actively speculating about the activated
dyad at a particular time. A prescriber may feel pressured to
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use higher than recommended doses of a medication or to
prescribe larger supplies or more refills in response to the
patient pulling for “special treatment” from an idealized
caregiver and creating the feeling that anything less than spe-
cial treatment confirms that the therapist is negligent. TFP
principles will compel the prescriber to ask: Why am I making
an exception to my usual practice in this case? What is the
underlying dyad? What are my countertransferential
reactions?

Similarly, the therapist who finds himself or herself mak-
ing “heroic” interventions to advocate for a patient or chang-
ing practice habits to accommodate a patient will consider
the dyads likely contributing to such exceptions. The thera-
pist may reflect: Am I making these exceptions because I
can’t tolerate the patient shifting from an idealized experi-
ence of me to one marked by devaluation with associated
anger? The TFP attitude of expecting and accepting negativ-
ity in the transference can prevent boundary violations
emerging from the clinician’s unconscious motivation to stay
idealized. Much clinical experience has shown that even
highly skilled therapists often engage in acting out (e.g.,
making exceptions) in their treatment of PD patients to
avoid accusations from patients that the clinician is a “bad”
therapist or person, a sentiment often expressed as part of a
negative transference.

The TFP contract implicitly addresses the risk for patient
abandonment. While borderline patients’ highly variable
dropout rate from treatment has been documented for years,
it is also true that many therapists, directly or indirectly, find
ways of ending therapy with a PD patient [23]. Novice clini-
cians often find themselves at risk for abruptly severing ties
with a patient they have come to experience as intrusive,
destructive, or uncooperative. The TFP contract explores
those contingencies in advance and sets up parameters to
work with them. The risks associated with the therapist’s
impulsive termination of a patient, often in an affectively
charged moment in the treatment, are therefore limited.
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Dr. Y. Becomes Concerned about the Risk of Her
Colleague’s Countertransference-Induced Boundary
Violations

Clinical vignette: Dr. Y. is a psychiatrist at a university
counseling center. She often supervises other clinicians
providing psychotherapy to students as part of her
responsibilities. During her residency Dr. Y. learned
about TFP from a supervisor and treated one case in her
fourth year of training using an “applied TFP” approach.

Ms. S. is a social worker new to the counseling center
who presents a case to Dr. Y. of Melanie, a college fresh-
man who came for treatment with symptoms of dyspho-
ria, loneliness, and passive suicidality. Ms. S. is
impassioned in her advocacy for this student, feeling
strongly that one professor had mistreated the student by
giving her a low grade and sharing Melanie’s anger at her
parents after they forbid her from using marijuana,
which she said she needed to relax while home on vaca-
tion. Ms. S. implores Dr. Y. to see Melanie in her “crisis”
slot, believing she should be started on antidepressant
medication immediately.

Dr. Y. meets with Melanie but defers starting medica-
tion until she can obtain baseline laboratory testing. The
following day Ms. S. leaves the staff meeting to take an
emergency call from Melanie and then schedules a meet-
ing with Melanie at the end of the day after the clinic is
officially closed. Later that evening Ms. S. texts Dr. Y. to
let her know that she is on her way to Melanie’s dorm
room after the student had called her “hysterical and
threatening.”

Dr. Y. invokes her TFP training in speculating about
the countertransference reaction she has identified in Ms.
S. She is able to contact Ms. S. and to share with her cer-
tain basic risk management points as well as TFP-
informed speculation about the dominant dyad at play
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(continued)

(suffering patient and idealized nurturing and available
parental figure) and the potential for shifts in this dyad.
Dr. Y. is able to convince Ms. S. to follow clinic protocol,
involving Melanie’s resident advisor first, then the Dean’s
Office, before meeting next with Melanie during regular
office hours at the clinic with Dr. Y, as well as the clinic
director, present.

Take Home Point: Active monitoring of countertrans-
ference as part of the TFP approach to treating patients
with personality disorder pathology in crisis is a good
risk management tool.
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Chapter 4

Transference-Focused
Psychotherapy (TFP)
Principles in Work

with the Families of Patients
with Severe Personality
Disorders

1.

TFEP principles often lead to more clinician contact with
families (parents or spouse/partner) than would be
expected in a traditional psychoanalytic psychotherapy.

. TFP clinicians will suggest a family meeting in many

cases as part of the assessment process and will almost
always require one (and follow-up meetings if indi-
cated) if family members are caring for the patient in
practical ways (e.g., paying for the treatment or par-
ents providing housing for the adult patient).

. TFP openness about PD diagnoses and prognosis

extends to dialogue with families.

. Family involvement requires explicit discussion about

TFP and ways it differs from other treatments including
TFEP’s limits on certain treatment-interfering behaviors.

. TFP supports families in helping them deal with

patients’ ways of controlling through threats of self-
harm, non-compliance, and passivity.

(continued)
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(continued)

6. Family psychoeducation about the goal of medication
reduction, particularly if recruited by patients to see
this as “depriving.”

7. TFP principles informing family involvement are use-
ful risk management tools.

4.1 Introduction

While TFP was developed as an individual psychodynamic
psychotherapy with its roots in classical psychoanalytic theory,
its approach to family engagement differs significantly from
the tradition of the inviolate patient-therapist dyad [1]. TFP’s
appreciation of defensive operations commonly utilized by
patients operating on a borderline level dictates a more
engaged, open attitude with family members, including parents,
spouses, and children. Since the acting out of intense affects
and psychological conflicts is not limited to discreet actions but
can occur in the way the patient leads his/her life, it is logical to
engage the people who are involved in the patient’s day-to-day
life in a discussion of how the patient’s way of relating to them,
and vice versa, might need to be addressed as part of the thera-
peutic process. In TFP, family involvement is not seen as a “last
resort” intervention for patients in crisis, but rather an inte-
grated set of interventions in the treatment, consistent with
other contemporary theoretical approaches to personality
disorder treatment stressing the potential benefits of family
involvement [2].

In TFP a meeting with family members as part of the
assessment process is considered highly desirable in most
cases and almost always mandatory when the family mem-
bers are involved in practical ways, such as paying for the
patient’s treatment. The goals of this meeting are many:



4.1 Introduction 93

obtaining parallel information, demystifying the therapy and
the therapist; preemptively addressing the possiblity of an
emerging “split” between the family and the therapist; chal-
lenging pathological patterns of dependence; and reinforcing
the “reality” of the patient’s reliance on family financial sup-
port when indicated. The initial meeting may need to be fol-
lowed by periodic family meetings in certain cases,
particularly with patients with prominent dishonesty and
antisocial traits.

As with all of the other evidence-based treatments for
BPD, TFP endorses the explicit discussion with patients and
families about the personality disorder diagnosis and its
prognosis [3-6]. Because TFP has built into its patient con-
tract the requirement for paid work, volunteer work, or
meaningful school involvement, the TFP therapist is often
obligated to explain to families the distinction between dis-
abling conditions (e.g., treatment-resistant depression,
chronic and debilitating medical conditions) and resistance to
meaningful activity resulting from character pathology. The
therapist may also explain the therapeutic value of a struc-
tured activity involving others, both in terms of what it brings
up for discussion in therapy and ultimately the sense of satis-
faction it can provide. TFP’s appreciation of common object
relations dyads identified in BPO patients anticipates that
some families will be influenced by patients to experience the
therapist as callous or unrealistic in expecting work or school
as part of their treatment.

The TFP contracting phase includes active exploration of
potentially treatment-interfering behaviors. In fact, TFP can
require a substance-using patient to have a protracted period
of sobriety or an eating disorder patient to have a weight
minimum determined by an internist before beginning psy-
chotherapy. These stipulations may be experienced by families
as unfair or arbitrary. Again, these specifics of the TFP model
can make family involvement essential if not obligatory.

Many families find themselves struggling with patients’
use of defensive omnipotent control, while very few of these
families are familiar with this concept. In these situations,



94 4. TFP Principles in Work with the Families of Patients...

patients manage, through their actions, to exert control over
family members, leaving them frustrated, frightened, or
resigned. All therapy models for families with BPD patients
stress confrontation of this pattern; TFP adds a more specific
and direct approach to some patients’ passive exploitation
and “secondary gain.”

For families accustomed to treaters with “on call” avail-
ability, the TFP model of limited intersession contact may
come as a surprise. Families may join patients who hear this
aspect of the TFP contract, along with discussion in advance
of the therapist’s purposeful absence in the decision-making
process in emergency rooms and inpatient units, as uncaring
or delinquent. The TFP therapist involves families early in the
treatment to prepare them for what might happen. This is
particularly important with chronically suicidal patients who
may use their suicidality in a way that is provocative and
aggressive or seeks to increase contact. The therapist helps
the family understand the distinction between in-depth
exploratory therapy, which has the goal of effecting changes
in the personality and satisfaction in work and love, and
emergency services, which deal with crises but do not provide
the opportunity for working toward deep change.

Families may understandably be concerned and confused
about patient suicidality. Families may have difficulty
distinguishing between chronic and acute suicidality, compel-
ling treaters to help them distinguish between the two. Some
PD patients will threaten suicide and non-suicidal self-injuri-
ous behavior reflecting ego-syntonic aggression — as part of a
way of expressing angry and hostile feelings — further com-
plicating the clinician’s task of assessing suicidality and man-
aging its effects on family members.

Accruing evidence supports an increasingly focused and
limited role for psychotropic medications in the treatment of
most personality disorders [7]. This perspective may be dis-
concerting to families, particularly in cases when prior clini-
cians have stressed the contribution of co-occurring conditions
or conveyed unrealistic hopes for the effectiveness of medi-
cations. Patients who experience polypharmacy as gratifying
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will resist simplification of their medication regimen even if
the regimen is not particularly effective. Families may be
recruited by patients to protest medication reductions, which
requires prescribers to explain in detail their diagnostic
thinking, risks and benefits of medication trials, and the likely
psychodynamics underlying this polypharmacy.

TFP requires patients to engage in some kind of meaning-
ful work or school experience as a prerequisite for psycho-
therapy. This requirement correlates closely with the structural
interview’s attention to a range of behaviors from subtle,
passive exploitation to frank sociopathy. The structural inter-
view stresses details such as the patient’s work history,
finances, and sources of financial support, which can be easily
overlooked in a standard “medical model” assessment. We
remind the reader, and the family, again that the patient’s way
of leading his or her life can be part of a pathological
dynamic. Certain patients with borderline, narcissistic, depen-
dent, or hypochondriacal personality traits will derive “sec-
ondary gain” from their conditions, often leading to passive
lifestyles and continued family support into adulthood.
Families can become inured to this phenomenon and react
with alarm when the clinician proposes setting a limit of some
kind on this support. Yet, in some cases, there is virtually no
hope for change without such a limit. TFP principles will
guide the clinician to help families reflect on and address the
difference between what a patient “can’t” and “won’t” do in
this context. Clinicians are often dependent on families to
take action by supporting limit setting and may be thwarted
by families unable to do so.

Many clinicians fear working with patients with moderate
to severe personality disorder symptoms will put them at risk
for increased liability. While the liability incurred in treating
PD patient may be higher than for most psychiatric patients,
the literature suggests the risk is low or perhaps negligible for
experienced clinicians [8]. Liability risks are closely associ-
ated with unexamined aspects of the clinicians’ countertrans-
ference which can lead to boundary violations, abandonment,
or “heroic” interventions. TFP training’s openness to family
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involvement can mitigate the risks described by “opening up”
the patient-therapist dyad. The family’s familiarity with the
clinician and explicit family psychoeducation, including dis-
cussion of morbidity and mortality risks, are other useful risk
management interventions.

4.2 TFP Attitudes Toward Family Involvement

e TFP will generally support more family contact than
in a traditional psychoanalytic psychotherapy.

e Clinician contact with family implicitly confronts
some patients’ assumptions that individual psycho-
therapy, by definition, remains a “closed system.”

e Clinician contact with family may stimulate paranoia
in the transference that the TFP therapist will need to
explore.

e TFP clinicians will be open to ongoing family support
or treatment with other treaters.

Although TFP is a psychotherapy derived from psycho-
analytic theory, its attitude toward family involvement differs
significantly from traditional psychoanalysis or psychoana-
lytic psychotherapy. TFP’s attitude about family involvement
results directly from an understanding of the predominant
defenses associated with BPO or BPD. With regard to family
involvement, TFP is closely aligned with the other evidence-
based treatments for BPD and with the developing and influ-
ential advocacy organization movement supported by families
of individuals with BPD [9, 10].

Some patients may come to TFP from psychotherapies not
open to family involvement, hewing to a more traditional pat-
tern of “protecting” the patient-therapist dyad from outside
influences. While this model may be of use to many patients,
exclusion of family involvement for many patients with BPO
or BPD may reflect a countertransferential collusion with the
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patient’s expression of omnipotent control. A typical exam-
ple of this could be the following: An adult patient has con-
vinced her family that she is too ill to work and requires
family monetary support while in an open-ended individual
psychotherapy. The therapist in this case has not been open to
family involvement, accepting the patient’s account of hostile,
intrusive parents who nonetheless support the adult patient
financially. A new TFP-trained therapist assumes some kind
of family involvement in the treatment, given the family’s
active financial involvement. The new therapist presents this
to the patient in the assessment and contracting phase caus-
ing the patient consternation understood by the therapist as
emerging paranoia in the transference.

How could the subject of family involvement trigger a
paranoid reaction in the transference? As described, family
involvement implicitly confronts frequently observed domi-
nant dyads in BPO and BPD including sadistic parents and
vulnerable patient alternating with controlling patient and
powerless parents. Since the object relations dyads in the
patient’s mind — made up of representations of self and other
in specific relationship patterns — can determine the patient’s
experience of the world around her, she may genuinely see
her parents as sadistic and controlling and could think the
therapist was an agent of their control. The challenge for the
therapist is to establish enough of an alliance with the patient
to explore this view as the patient is experiencing it. Family
involvement may also feel threatening to the more sociopathic
patient who has developed a parasitic relationship with fam-
ily. In that case the patient may rightly be concerned that a
TFP approach will directly confront this parasitism in a way
not done in the patient’s prior supportive psychotherapy.

There are, of course, some cases where family involvement
may not be appropriate. Clinicians may be required to do
extensive investigation with patients with trauma histories
before feeling comfortable enough to recommend family
contact. These situations require careful deliberation on a
case-by-case basis, weighing the potential benefits of family
involvement with the risks of exacerbating a trauma-
associated condition.
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Dr. C. Requires a Meeting with Her Adult Patient’s Parents
Who Pay for His Treatment

Clinical vignette: Mr. M. is a 30-year-old gay man who con-
tacts Dr. C. hoping to begin psychotherapy after Mr. M.’s
psychotherapist of 9 years retires. Mr. M. is financially sup-
ported by his family in California; during his 9 years of treat-
ment, which began after his graduation from college and
move to a large East Coast city, Mr. M. has intermittently
taken adult education classes and worked on an unfinished
autobiographical novel, but has never had paid work. He
had understood his psychotherapy as focused primarily on
his challenges with dating. During his 9 years of treatment,
Mr. M.’s therapist had no contact with his family other than
sending to them Mr. M.’s monthly bills for treatment.

Dr. C. completes her evaluation over three sessions, and
her diagnostic impression is consistent with mid-level
BPO with narcissistic features. As part of the evaluation
and because Mr. M.’s treatment has been paid for by his
parents, Dr. C. conveys to Mr. M. a wish to meet with Mr.
M. and his parents when they are next visiting, which hap-
pens to coincide with the completion of their evaluation.
Mr. M. reacts with a mix of concern and anger. He explains
that his prior treater had considered their psychotherapy
“sacred” and had refused to allow contact from Mr. M.’s
parents even though they had expressed concern about
Mr. M.’s lack of progress toward meaningful work.
Dr. C. explains her rationale for the meeting informed by
her desire to learn more about Mr. M. from his parents
and to educate them about her diagnostic impression and
the treatment she is proposing, which includes a require-
ment for work or school. Mr. M. grudgingly agrees to this
meeting while protesting: “My therapist understood that I
had to get my romantic life going before I could decide on
a career so he kept my parents out of this and you can’t
seem to appreciate that!”

Take Home Point: The TFP therapist may need to
confront directly a patient’s omnipotent control expressed
as demand to keep the treatment relationship a “closed
system.”
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4.3 The Role of Family Meetings in TFP

o TFP clinicians will offer family meetings for many
patients in the assessment phase.

o TFP clinicians will almost always require a family
meeting in the assessment phase when the family is
paying for treatment.

e TFP clinicians will recommend regular follow-up
family meetings for certain patients.

e TFP clinicians will offer to help with referrals for
family therapy if indicated.

The family meeting in the TFP assessment phase has
multiple goals. This meeting will occur toward the end of the
assessment phase, when the clinician has developed a pre-
liminary, but clear, diagnostic impression, prior to the initia-
tion of the contracting phase. The therapist will use the
meeting as an opportunity to collect valuable parallel infor-
mation about the patient as part of this initial phase as would
happen frequently in a standard “medical model” assess-
ment. Because some BPO and BPD patients will frequently
present extreme, caricatured portraits of the important people
in their lives, the meeting with the patient’s parents, spouse, or
partner can sometimes serve as a useful antidote to those
accounts. Adult patients paying for their own treatment under-
standably will reserve the right to accept or decline a family
meeting as part of the assessment. The situation differs some-
what for adult patients who are dependent on others and
whose treatment is paid for by parents, siblings, or spouses.

Why would the TFP therapist strongly encourage, if not
insist on, a family meeting when assessing the financially
dependent patient? TFP’s structural interview and assess-
ment process pays particular attention to subtle forms of
antisocial activity seen in patients exhibiting parasitism of
different kinds. The notion of the parasitic, exploitative
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personality disordered patient is more clearly delineated in
TFP than in the other evidence-based treatments for
BPD. When adult patients are financially supported, it is criti-
cal that the clinician explores the possibility of passive exploi-
tation, which is a threat to true progress and requires some
family involvement in the treatment process.

Many families will want some kind of supportive treat-
ment themselves to help them best manage the challenges of
a family member with a severe PD. The TFP therapist will be
open to helping the family in this way and will require per-
mission from the patient for coordination with the family’s
therapist as the treatment proceeds. This kind of adjunctive
treatment may be available for families on an individual basis
or through family group meetings such as the Family
Connections program of the National Educational Alliance
for Borderline Personality Disorder or TARA (Treatment
and Research Advancements — National Association for
Personality Disorders) [11].

Ms. N.’s Therapist Uses a Family Meeting with Her
Patient’s Parents as Part of the Evaluation Process to
Gather History and to Provide Psychoeducation

Clinical vignette: Ms. N. is a 21-year-old woman with
BPD. She is enrolled in college but relies heavily on her
parents for support, spending all of her weekends with
them and dropping in without notice many nights each
week. Her parents have attempted without success to set
limits on Ms. N.’s intrusion into their daily lives; twice she
threatened to jump off their terrace if they stood firm on
the limits they wished to impose. When Ms. N.’s parents
plan a week’s vacation overseas, Ms. N. reacted by taking
an overdose requiring an emergency room Vvisit.

When Ms. N. is referred for TFP, her parents ask to
meet with her new therapist and outline their concerns

(continued)



4.3 The Role of Family Meetings in TFP 101

(continued)

about Ms. N.’s pattern of dependency. The therapist
scheduled a family session that included the patient after
the therapist’s evaluation sessions and her discussion of
her diagnostic impression with the patient. In the family
session, the therapist reviewed her diagnostic impression
of BPD with a layperson’s description of how to under-
stand this condition, explaining the interaction of a pre-
disposition to intense emotional responses interacting
with problematic internal representations of self and
others. The therapist helped Ms. N.’s parents understand
that it was not unreasonable to expect a certain level of
behavioral control from their daughter and that her over-
dose was motivated by multiple reasons that may likely
have included the wish to influence their feelings and
behavior. The therapist expressed empathy for the con-
flict they experienced between wanting to limit Ms. N.’s
dependence on them and support her autonomous
growth on the one hand and their anxiety about her dan-
gerous acting out on the other. As a means of helping
them negotiate this conflict, her TFP therapist strongly
encourages Ms. N.’s parents to seek consultation with a
family therapist with TFP training who might help them
manage their anxiety when setting limits. The family
therapist meeting with Ms. N.’s parents strongly supports
their reasonable expectations for Ms. N.’s conduct. Ms.
N.’s therapist and the family therapist continue to com-
municate regularly to review the progress in both
treatments.

Take Home Point: The therapist’s involvement with
family members can be a critically helpful component of
TFP treatment and should be considered as part of the
evaluation process for any patient who is dependent in
some important way on family support.
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4.4 TFP Openness About Diagnosis
and Prognosis

e TFP clinicians will share their diagnostic impressions
with families.

e TFP clinicians will discuss patients’ prognosis with
families.

e TFP clinicians may need to engage in detailed discus-
sions about the role of co-occurring conditions.

e TFP clinicians may need to help families distinguish
between certain conditions (depression, anxiety, atten-
tion disorders) and personality disorders.

e TFP clinicians will engage families in frank discus-
sion about suicide risk.

TFP therapists will conclude the assessment process with a
prospective patient with an open and clear discussion of the
therapist’s diagnostic impression. This process should include
a methodical review of both personality disorder symptoms
and symptoms reflecting co-occurring conditions. The priori-
tization of a frank discussion of personality disorder diagno-
ses is now the implicit standard of care in all of the
evidence-based treatments for BPD [12]. There is less con-
sensus about a comparably frank discussion of narcissistic
personality disorder (NPD) traits, and some experts have
suggested alternative ways of conveying central elements of
the disorder especially given the DSM-5’s relatively narrow
description focusing on grandiosity and arrogance and many
NPD patients’ fragility and exquisite sensitivity to perceived
criticism [13].

TFP therapists will extend this frank discussion of diagno-
ses to their work with families. This process should include a
detailed discussion of the disorder and its prognosis. The find-
ings from important prospective studies done in recent years
support the therapist’s ability to convey a relatively good
prognosis for BPD, albeit with certain provisos [14, 15].
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Similar data is not available for other diagnostic presenta-
tions (narcissistic, hypochondriacal, dependent), and the data
on the prognosis for antisocial personality disorder (ASPD)
remains particularly discouraging [16].

Families are often oriented to better-known and more eas-
ily understood diagnostic categories such as mood, anxiety,
and attention disorders, which can make initiation of discus-
sion of a personality disorder challenging if not contentious.
Often families have been told that a patient has a “treatment-
resistant depression” or an “atypical bipolar disorder” diag-
nosis. In these cases family members may become angry
when a new clinician suggests that the symptoms unrespon-
sive to treatment reflect some other diagnosis. This negative
response can be exacerbated when a clinician suggests that
the diagnosis in question is usually most effectively treated
with psychotherapy and not medication. The new clinician
may then be the target of misplaced anger toward prior treat-
ers who had emphasized pharmacologic solutions.

On the other hand, some families may welcome a discus-
sion of personality disorder diagnoses, particularly if they
have been witness over many years to family members’ fail-
ure to respond to standard treatments, often with concerning
side effects. These families may explore the PD literature on
their own or access psychoeducation or support groups. The
engaged family can be a critical asset in TFP treatment and in
some cases essential to the success of the treatment.

Frank discussion of the suicide risk for patients with BPD
and other PDs is another cornerstone of family involvement.
The clinician treating a BPD patient with multiple high
lethality attempts will need to educate family members about
the statistics for completed suicide in BPD (approaching
10 %) and the limitation on prediction and prevention across
treatment modalities [17]. Such family psychoeducation is
consistent with the TFP principle of taking whatever steps are
required to assist the therapist in feeling as safe as possible.
The therapist who has been able to meet with the family of a
patient with serious, recurrent suicidality and has therefore
been able to document the content of this meeting has “gone
the extra mile” in self-protection.
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Ms. O.’s Father Is Concerned that Her Therapist’s TFP
Approach Is Insufficiently Supportive

Clinical vignette: Ms. O. is a divorced woman in her early
40s who is referred to Ms. D., a social worker therapist
with TFP training, after her psychiatrist of 15 years
moves away. Ms. O. is under the impression that she suf-
fers from “treatment-resistant depression, panic attacks,
and attention deficit disorder.” When Ms. O. first meets
with Ms. D., she is in a crisis as she only recently broke
off a romantic relationship and is actively suicidal with
thoughts of jumping from the roof of her office building.
Ms. O. works part-time in a low-paying position despite
her training as an accountant, and her treatment is paid
for by her father.

Ms. D. meets initially with Ms. O. and learns from an
extended evaluation that Ms. O. has had lifelong
marked rejection sensitivity, long-standing suicidal
thinking, and intermittent non-suicidal self-injurious
behavior including head banging and burning herself
with a cigarette on her torso when she is experiencing
marked distress. Ms. O. reports she frequently spoke
with her psychiatrist while in crisis in the evening and
on weekends and was able to call him at his home
“whenever I needed his help.”

After the evaluation process is completed, Ms. D. feels
she has enough information to discuss with Ms. O. her
diagnostic impression that includes a primary personal-
ity disorder with borderline traits and possible co-occur-
ring conditions including mood and anxiety disorders.
She introduces Ms. O. to the essential elements of TFP
including the therapist’s limitations on crisis manage-
ment between sessions and the patient’s responsibility for
staying safe or using local emergency department ser-
vices if necessary. The following day she hears from Ms.

(continued)
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(continued)

O.’s father; he is alarmed at the apparent change in
diagnostic thinking and the limits on contact given his
sense that Ms. O.’s prior psychiatrist “kept her alive” by
his availability.

Ms. D. recommends a meeting with Ms. O. and her
father. She explains her diagnostic thinking and suggests
that Ms. O.’s personality disorder symptoms have con-
tributed to her limited capacity for work and explains
why 15 years of proactive pharmacothearpy with the
newest antidepressants available was ineffective. Ms. O.’s
father is open to the change in thinking about diagnosis,
but he and Ms. O. protest what they experience as a neg-
ligent and withholding approach related to availability
for support between sessions. Ms. D. feels under attack
with Ms. O. and her father in the room both appearing
angry, but she methodically returns to the TFP treatment
contract and explains why she feels frequent contacts and
limitless availability may have hindered Ms. O.’s recov-
ery. Ms. D. goes to lengths during a second meeting with
Ms. O. and her father to explain the differences between
depression symptoms and affective instability; she also
makes a point of reviewing the relative limitations of
medication treatment for personality disorders and the
likely need for a psychotherapy developed specifically
for the disorder to replace the long-standing, gratifying,
but limitedly effective treatment she had been receiving
with her prior treater. Ms. O. and her father remain con-
cerned, but Ms. O. agrees to move forward with treatment
under the terms Ms. D. has outlined.

Take Home Point: The TFP therapist will strongly
encourage family involvement, which can include psy-
choeducation about diagnosis and prognosis and expla-
nation of the TFP approach.
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4.5 Discussion About the Particulars of TFP
and Treatment-Interfering Behaviors

e Families may find TFP’s approach uncomfortably
different from patients’ prior treatments or may wel-
come its new perspective.

e Families may be disturbed by TFP’s management of
suicidality or may find it addresses a burden they have
been carrying.

e Families may not agree with TFP’s approach to
treatment-interfering behaviors or may see it as rea-
sonable and useful.

e Families may find TFP’s requirement for meaningful
work or school to be unrealistic or unfair — or may
find it a relief from the idea that their loved one is
condemned to a life of nonfunctioning or
dependency.

For many families the overarching theory of TFP and the
specifics of the TFP assessment process, contracting phase,
and details of ongoing TFP treatment will be novel if not
counterintuitive. Families familiar with some clinician’s prac-
tice of pharmacotherapy, supportive psychotherapy, or dialec-
tical behavior therapy (DBT) for personality disorder
symptoms may find TFP overly confrontational or insuffi-
ciently sympathetic toward the patient. The TFP clinician will
often need to explain in detail a number of the elements of the
treatment to family members and to hold firm to the central
tenets of the treatment even if met with pushback by families.
As is the case when establishing the treatment contract (the
basic tenets of the therapy) with the patient, if there is a major
disagreement regarding some of the central understandings of
the treatment approach, it may not be best to move forward
with the treatment. However, if the patient expresses genuine
interest in the therapy, it is generally best to move forward
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even if the parents have some reservations, with the plan for
follow-up meetings with the patient and parents as the ther-
apy progresses.

Because many PD patients will present for treatment in
distress, families may be confused by the TFP approach which
begins with a two- or three-session evaluation followed by a
contracting phase that requires at least two sessions and can
extend to many more. The anxious family concerned about
the patient’s difficulties may expect “therapy” to begin
immediately and may need help in understanding the logic
behind the TFP assessment and contracting process.

It is easy to imagine a family member’s concern or even
outrage at various junctures in the TFP process preceding the
beginning of the treatment. Many patients may never have
been told their diagnoses, so learning of the therapist’s
impression of a likely personality disorder may come as a
surprise. Families may be confused to learn that the primary
intervention for a PD diagnosis is psychotherapy, not medica-
tion, particularly when prior treaters may have emphasized
the commonly co-occurring conditions (dysphoria, anxiety)
and conveyed an expectation that medication would address
those symptoms effectively.

Families are often particularly confused by the TFP
approach to suicidality. Many families feel that the “always
available” therapist willing to field calls from the suicidal
patient on nights and weekends or visit the suicidal patient in
the emergency room or inpatient psychiatric unit is highly
likely to be of help to the patient. The TFP therapist is there-
fore obliged to explain why setting limits on contact between
sessions for suicidal “emergencies” or minimizing the “sec-
ondary gain” of extra sessions or the therapist’s interceding in
other treatment settings would be in the patient’s long-term
interest. In a typical scenario, a concerned parent may contact
the therapist early in the TFP contracting phase exclaiming:
“Our daughter says she wouldn’t be able to call you if she
were suicidal! How would this help her?” Patients can recruit
families to share their powerfully held beliefs about the uncar-
ing clinician ignoring the suffering patient; only the clinician’s
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clear, considered explanation of TFP’s approach in advance
can help avoid certain situations of families joining the patient
in an accusation of abandonment. In these situations, it is
important to be clear that the patient and family have the
choice of a more overtly supportive therapy that may do less
to improve the patient’s autonomous functioning or TFP,
which includes that as a major goal.

The TFP contracting phase will include the expectation that
the patient will be engaged in meaningful work or studies as
part of the treatment. This expectation may seem unfair to
some families who have been convinced by patients (often
with support from prior treaters) that the patient is too
impaired to participate in meaningful activity. The family may
feel that this requirement is presumptuous, reflecting the
therapist’s inadequate understanding of the patient’s disability.
Here the TFP therapist might suggest that based on experience
it is often the case that BPD patients often can do more than
they imagine. The therapist will also point out how engage-
ment in activity may be challenging but also therapeutic.
Families may emphasize the patient’s co-occurring medical or
psychiatric conditions in which case the therapist would out-
line the steps required to first address those conditions and
question any resistance to doing so as possibly reflecting the
patient’s continued wish to opt for a passive role in life and be
provided for by the family or by the government or insurance
disability payments. The therapist will underscore it is ulti-
mately the patient who should decide if TFP, with its require-
ments for work or studies, is, in fact, the right treatment.

Mr. F’s Family Is Alarmed by His Therapist’s Approach to
Intersession Availability

Clinical vignette: Mr. E is a 45-year-old married man
who had been in a supportive psychotherapy for over 10
vears when his therapist died suddenly. Mr. . considered
his therapist to be a central figure of support during those
10 years which were marked by the gradual dissolution

(continued)
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(continued)

of Mr. E’s marriage, a deteriorating performance at
work, and intermittent threats of self-harm. Mr. F
described himself as “at a loss” after this therapist’s
death; he reluctantly agreed to meet with Dr. G. for an
evaluation, as he was recommended to Mr. E as a tal-
ented diagnostician with a good reputation.

Mr. E was immediately put off by Dr. G., particularly
Dr. G.’s discussion of personality disorder symptoms (Mr.
E had understood his condition to be “atypical bipolar
depression”) and Dr. G.’s policy of not being available
between sessions (Mr. E’s previous therapist had been eas-
ily accessible for support evenings and weekends when
Mr. E felt suicidal). Mr. E was also confused by Dr. G.’s
recommendation that he meet with Mr. E’s wife and sister
who were helping to pay his therapy bills.

At the outset of the meeting with Dr. G., Mr. E’s sister
expressed her concern about the stated policy on contact
between sessions. She had often heard her brother talk of
the solace he received from his emergency calls to his
deceased therapist and wondered why Dr. G. would not
provide similar help. Dr. G. used the family meeting to
explain at length his TFP approach and to suggest that
the availability of the therapist may have undermined Mr.
E’s ability to assume responsibility for controlling his
impulses and managing his affects. He conveyed that he
thought Mr. E. was able to control his suicidal feelings
between sessions and outlined the plan (emergency room
evaluation, possible inpatient hospitalization) should
that not be possible. Mr. E’s family remained wary of this
new approach but agreed that the treatment during the
preceding years had not seemed to help Mr. E. in critical
aspects of his functioning.

Take Home Point: The TFP therapist may need to
meet with family members to explain the rationale
behind certain elements of the treatment to allay family
members’ concerns.
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4.6 Family Support in Addressing Patient’s
Omnipotent Control

e The TFP approach assumes most PD patients are
capable of controlling self-destructive behaviors to a
large extent and will convey this expectation to
families.

e The TFP approach assumes most PD patients are
able to engage in some kind or meaningful activity
(work or school) and will convey this expectation to
families.

e The TFP therapist will directly address secondary
gain through unhealthy dependency on families.

e [n extreme cases the therapist will focus on protecting
family members from the patient’s exploitation.

TFP is an individual psychotherapy predicated on a
patient’s desire to make changes toward improved function-
ing. The treatment is anchored by the therapist’s and patient’s
understanding of the patient’s specific goals, not simply a
wish to “know myself better” or “get the support I need” but
to make actual changes in the major spheres of work and
relationships. Elucidation of these goals can sometimes
require extended exploration, as many PD patients will focus
initially on perceived impairments or limitations and reveal
wishes for change only with time.

The TFP therapist will consider the following: Can I
engage this patient in the process of identifying personal
goals and structure a treatment with this aim in mind? Or, is
this patient not genuinely interested in opportunities to move
forward, in which case is a referral to case management or a
more custodial care recommended?

In the vast majority of cases, the TFP therapist is faced
with a highly ambivalent patient and a confused and conflicted
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family. The therapist will often identify the patient’s use of
omnipotent control in the family dynamic, for example, the
patient insisting on unquestioningly supportive and generous
parents or spouse (maintaining the idealized “good object”)
and alternating with accusations and threats when parents or
spouse convey expectations or realistic limits to their support
(dominating and controlling the feared “bad object”).

If the TFP therapist assesses the patient to have the
required minimum health-seeking personality traits allowing
the treatment to go forward, the therapist’s next step would
be to offer the family psychoeducation. Take, for example, the
family overwhelmed by a son’s recurrent suicidal threats or
gestures. One alternative would be to recommend cognitive-
behavioral or DBT to help the patient manage these self-
destructive impulses. Another possibility would be to offer
the patient TFP and to engage the family in discussion of the
patient’s controlling behaviors, inviting them to establish
their own “frame” in tandem with the TFP contracting and
frame process. (In this case, the patient who had previously
insisted his parents leave work emergently to care for him
when he was suicidal would understand that his parents
would no longer respond in this manner, after they had put
into place an alternative approach to these episodes.)

TFP also addresses directly patients’ insistence that they
are too ill to engage in meaningful studies or work. Again,
parents and spouses will often need psychoeducation and
support to move from a stance of resignation to one of
informed confrontation. The TFP therapist can expect some
families to react negatively to this position. Unfortunately
there are cases when the TFP therapist’s effectiveness will be
directly undermined by families and spouses unwilling or
unable to set limits on patients resistant to meeting the work
or school requirement. Family dynamics are complicated and
can include “system’s” reasons to perpetuate a patient’s
dependency.

In rare cases the therapist will conclude, generally in cases
where the patient has very strong antisocial features, that the
patient’s destructive impulses are so powerful as to preclude
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meaningful treatment of any kind. In these cases patients are
often so embracing of the “sick role,” expressed through self-
destructive behaviors or somatic preoccupations, as to render
exploratory psychotherapy of any kind useless. In these cases
the therapist’s role is sometimes reduced to protecting family
members from the patient’s unchecked destructive impulses.
One common story is the patient with low BPO with border-
line and narcissistic traits whose symptoms evolve over time
from primarily psychiatric (depression, anxiety) to primarily
somatic. Patients embracing somatic symptoms can some-
times incur tremendous medical costs, expecting family mem-
bers to pay these bills given the patients’ sense of themselves
as incapacitated. In these cases the therapist’s attention might
be focused on helping the family protect themselves from
inordinate sacrifices or expenses, understood by the therapist
as the patient’s expression of omnipotent control maintaining
an idealized, nurturing other.

Ms. Y.s Husband Shares Her Conviction that She Is
Incapable of Meaningful Activity

Clinical vignette: Ms. Y. is a 30-year-old separated woman,
supported entirely by her estranged husband. Ms. Y. has
been hospitalized twice for suicidal threats in the past
vear in the context of her conflictual marital relationship.
Ms. Y. spends most of her time watching television or
shopping; she has not worked outside the home since her
marriage 7 years ago.

Dr. E. sees Ms. Y. in consultation for TFP; Ms. Y.
articulates her goals as “feeling better about myself, hav-
ing a better sense of my goals and values, and developing
some type of career, maybe in the arts.” Dr. E. meets with
Ms. Y. and her husband and outlines the TFP contract
which includes the expectation that the patient works
or engages in meaningful studies. Both Ms. Y. and her

(continued)
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(continued)

husband balk at this proposal, feeling that her recent
hospitalizations and recurrent suicidality reflect an
intractable fragility making work or school impossible.

Dr. E. explains to Mr. Y., as he had individually with
Ms. Y., that he understands that engaging in a structured
activity with other people will be stressful and arouse
anxiety in Ms. Y. He goes on to explain that the two
weekly therapy sessions provide the opportunity for Ms.
Y. to explore the nature of the anxieties that arise in the
work setting and that, in the large majority of cases,
working on these issues in therapy helps the patient toler-
ate and adapt to the work setting. With this explanation,
the couple decides to accept Dr. E.’s recommendations.

Take Home Point: The TFP therapist may need to meet
with family members to explain the TFP requirement
for meaningful work or studies when the patient has con-
vinced family members such activity is either harmful or
not possible.

4.7 Family Involvement in Pharmacotherapy

e Families should be aware of the limited, adjunctive
role of medications in the treatment of personality
disorder symptoms.

e Families should be aware of the active goal of reducing
most medication regimens.

o Families should be aware of the serious side effects of
many medications, including risk in overdose.

e TFP clinicians may need to educate families about the
psychodynamic meanings of medication use for
patients.
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Most family members are surprised to learn that medica-
tions are considered adjunctive, at best, for the treatment of
personality disorder symptoms. PD diagnoses are rarely made
in adolescence (although emerging data suggests they can and
should be made in certain cases), and many patients will have
PD symptoms for years, if not decades, before a diagnosis is
made and conveyed to the patient and family [18].

Therefore, in this intervening period, many family mem-
bers have come to expect that medications for mood, anxiety,
attention, or sleep disorders would effectively address the
constellation of PD symptoms they observe. Clinicians will
often accentuate the diagnoses co-occurring with personality
disorders and will minimize or dismiss the contribution of PD
symptoms to a clinical picture. Also, clinicians will rarely edu-
cate families about the critical point that the patient with, for
example, a personality disorder like BPD and a major depres-
sive disorder will not respond as robustly to standard treat-
ments for depression as would the patient with the depressive
disorder alone.

The TFP therapist will be “swimming against the tide” by,
first, underscoring the centrality of the PD symptoms and,
second, advocating for the most limited medication regimen
possible for the patient in treatment. This approach requires
the TFP therapist to consider the meaning for the patient of
continued polypharmacy and the likely response to a
recommendation for a more restricted regimen. Patients will
often experience this recommendation as punitive or with-
holding, convincing family members that they are being
“deprived” of the relief they associate with the act of receiving
medications.

It is important that patients and families become fully
educated about the real risks associated with many of the
medications commonly prescribed for patients with PDs and
co-occurring conditions. Families should be aware, for exam-
ple, that lithium carbonate and tricyclic antidepressants are
toxic in overdose, that benzodiazepines are potentially habit
forming, that non-compliance with an MAOI diet leads to
serious complications including death, and that widely used
atypical antipsychotic medications are associated with meta-
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bolic syndrome including obesity. Because prescribers often
find themselves reacting to PD patients in crisis by adding
medications ad hoc, many PD patients wind up on compli-
cated, unwieldy combinations.

For the TFP therapist who cannot prescribe, these complex
circumstances require the therapist to have an active, engaged
relationship with the prescriber. The TFP therapist may need
to act as go-between, mediating between the family and pre-
scriber, to insure the family is adequately educated about the
role of medications and their risks.

The TFP therapist will develop an understanding about the
meaning of medication for a particular patient. A common sce-
nario is the passive patient who wants medication to “do the
work” freeing the patient from the requirement for effort or
motivation, often leading the patient to fault the prescriber and
medications along the lines of “They can’t seem to get the right
medications for me.” Another pattern might be the patient who
suffers persistently with unpleasant side effects like obesity,
hypersomnia, or lowered libido, confirming an experience of
the prescriber as hurtful and callous. The therapist appreciating
these object relations will therefore be inclined to address these
patterns with the patient and family.

Ms. D. and Her Spouse Worry that a Medication Taper Will
Be “Depriving”

Clinical vignette: Ms. D. is a married woman who comes
to Dr. L. for a consultation after a suicide attempt by
overdose following the discovery of her husband’s infi-
delity. Ms. D. has been seen by a psychiatrist monthly for
5 years; she is prescribed a stimulant, antidepressant, and
benzodiazepine. Dr. L. feels comfortable sharing with
Ms. D. her diagnostic impression which includes a mid-
to high BPO with circumscribed borderline traits which
tend to surface in times of stress.

(continued)
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(continued)

Dr. L. meets with Ms. D. and her husband. Dr. L. initi-
ates a discussion of her goal to taper Ms. D.’s medication
regimen as tolerated. Dr. L. has concerns that Ms. D.’s use
of stimulants may have caused her difficulties and feels
Ms. D.’s stated indication for continued use of stimu-
lants — to help her stay awake and drive more carefully
when going to her beach house on weekends — is not an
appropriate use of the medication. Ms. D. and her hus-
band are initially concerned that Dr. L. is “taking away”
a medication helpful, in its way, in the past. Dr. L. feels
comfortable outlining for Ms. D. and her husband a
hypothesis that being given medication she may not
require nevertheless has felt gratifying, particularly as she
had felt her husband was pulling away in recent months.
Dr. L. feels more comfortable paring Ms. D.’s regimen
after the family meeting having preemptively addressed a
potential “split” that might have made the goal of
decreasing medications more difficult.

Take Home Point: Meeting with a patient and family
member to provide information about the limits of phar-
macotherapy in the treatment of personality disorder
symptoms can help the prescriber address a potential
“split” in a proactive way.

4.8 Family Involvement and Risk
Management

e Family involvement is a cornerstone of effective risk
management for clinicians treating PD patients.

e TFP’s openness to family involvement can limit
splitting.

e TFP’s active addressing of patient’s omnipotent
control can limit families’ displaced anger.
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The risk management literature underscores central tenets
for clinician self-protection particularly important in the
treatment of patients with severe personality disorders [19].
One central risk management adage stresses that angry fam-
ily members are sometimes a critical element in malpractice
suits, often but not always in cases of completed suicide,
among other scenarios [20]. It is easy to imagine how the
commonly described reasons for litigation in psychiatry, such
as suicide, medication side effects, privacy violations, and
boundary crossings, could be complicated by PD diagnoses.

Family involvement as described in TFP is both good
treatment and good risk management. Because TFP strongly
endorses family involvement as part of the assessment pro-
cess, the potential for a future “split” is significantly dimin-
ished at the start of treatment. In TFP for BPD, the family
meeting will address the real risk of completed suicide, par-
ticularly for those patients with histories of recurrent suicide
gestures or attempts. In certain cases the TFP therapist will
soberly convey that treatment is no guarantee of any particu-
lar outcome despite the family’s and therapist’s best
intentions.

TFP’s active family involvement preemptively addresses
the common pitfall of the frustrated and anxious family feel-
ing powerless about expressing their concerns to a family
member’s treater. A PD patient might be motivated to keep
the treater and family apart, controlling the information each
party receives. This dynamic can be explosive should there be
some kind of untoward event, leading to a family’s recrimina-
tory response, possibly with legal action.

Ms. P’s Parents Are Kept in the Dark About Her Treatment

Clinical vignette: Ms. P. is a graduate student with BPD
marked by multiple suicide gestures and attempts. Her
parents follow a recommendation to send her to a

(continued)



118 4. TFP Principles in Work with the Families of Patients...

long-term residential treatment facility at great expense.
Ms. P’s therapist at this facility has a policy of not com-
municating with patients’ families, feeling this risks
undermining the patient’s trust. Ms. P.’s family grows
increasingly concerned about her behavior at the facility,
which includes persistent alcohol and drug abuse and
occasional self-injury by cutting. While Ms. P.’s parents
are in contact with the facility’s director, they are rebuffed
when reaching out to the therapist after a particularly
concerning incident.

Soon after this incident, Ms. P.’s parents are contacted
by the residential facility late one night after Ms. P. is
hospitalized emergently following an overdose of benzo-
diazepines prescribed by the program’s psychiatrist. At
some point when Ms. P. is still on the hospital’s intensive
care unit, her father, an attorney, calls Ms. P.’s therapist
and the facility director and warns that he will take legal
action against them should Ms. P. die from her
overdose.

After Ms. P. recovers from his overdose, her parents
insist she return home and seek treatment as an outpa-
tient locally. Her new therapist using a TFP approach
insists on family involvement at the outset, despite Ms.
P’s initial resistance. The TFP therapist outlines her
requirement for ongoing family involvement and relative
transparency about some, but not all, elements of the
treatment for Ms. P. going forward. Over time Ms. P’s
parents’ attitude shifts from confrontational to collabor-
ative with this different approach.

Take Home Point: Family involvement is an essential
part of a good risk management approach for clinicians
treating patients with severe personality disorder
pathology.
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Chapter 5

Transference-Focused
Psychotherapy (TFP)

Principles in Inpatient
Psychiatry

1. TFP principles can provide clinicians with an overarch-
ing approach to the psychiatric hospitalization of patients
with significant personality disorder pathology.

2. The TFP contract explores, in advance, contingencies
related to psychiatric hospitalization.

3. TFP principles can be of use to clinicians evaluating
the risks and benefits of psychiatric hospitalization,
even if the clinicians involved do not have a clearly
established relationship with the patient.

4. TFP principles can aid outpatient and inpatient clini-
cians in minimizing the risks associated with
hospitalization.

5. TFP principles can aid outpatient and inpatient clini-
cians in maximizing the benefits associated with
hospitalization.

5.1 Introduction

The role of inpatient psychiatric hospitalization in the treatment
of patients with serious personality disorder (PD) pathology
remains critical despite the significant changes in practice
patterns in recent decades [1]. The era of the extended inpatient
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psychiatric hospitalization for patients with a primary per-
sonality disorder diagnosis, made famous by the book and
movie Girl, Interrupted, is over in the United States for all but
the very few who can afford it. Instead, psychiatric hospital-
izations for patients with PD symptoms are usually relatively
brief — days to weeks rather than months to years. Currently,
hospitalization for patients with PDs can serve to: (1) provide
relative safety at a time of high risk, (2) refine diagnostic
understanding, (3) review a patient’s medication regimen,
and (4) reassess the overarching treatment plan.

The psychiatric hospitalization of a patient with significant
personality disorder pathology in current times is invariably
fraught, often occurring during a period of heightened affect
for both the patient and the responsible clinician. Elective
psychiatric hospitalizations, planned weeks in advance, are
rare. For a psychiatric hospitalization to be approved by
many payers, the patient’s condition must be demonstrably
deteriorating. These situations can include: episodes marked
by emerging frank psychosis; escalating suicidal thoughts,
feelings, or actions; severe adverse medication reactions;
grave substance use or eating disorder symptoms; or some
combination of this list.

Because the process of assessing a PD patient for hospi-
talization is inevitably done in an atmosphere of anxiety for
both treaters and patients and families, it is easy for a clini-
cian to become overwhelmed, confused, or even panicked.
Families and patients, too, may be fearful, if not frankly para-
noid, about a prospective psychiatric hospitalization; alter-
natively, patients and families may anticipate a magical cure
for what has become an overwhelming or exhausting situa-
tion or perhaps harbor a pleasant fantasy about a “rest cure”-
like retreat, no longer the reality of today’s high-turnover
inpatient psychiatry services. All such attitudes are likely
challenging to clinicians. TFP principles may offer clinicians
a systematic way to approach the decision-making about
hospitalization and patient management during hospitaliza-
tion, using both psychodynamic thinking about transference
and countertransference currents and information about the
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risks and benefits of psychiatric hospitalization that have
accrued over the years and been refined by experts on the
subject [2, 3].

In the TFP contracting process, as part of an individual
outpatient therapy, the therapist and patient together will
explore the various contingencies related to inpatient hospi-
talization. It is easy to imagine the variety and complexity of
these contingencies, given the many possible clinical situa-
tions that can arise and the likely divergent motivations and
attitudes of those who might be involved. The questions the
therapist and patient will need to explore in advance include:
Who initiates a hospitalization? For what possible reasons?
With what goals? At what kind of facility? Who makes the
final determination about hospitalization? In many cases
there are multiple parties involved: patient, therapist, other
clinicians (as in a split treatment), family, and payers, among
others. It is important to remember that a psychiatric hos-
pitalization might be related directly to a patient’s PD
symptoms (suicidality, homicidality, impulsivity), but may
also be indicated because of heightened acuity related to a
co-occurring condition (depression, substance use, eating
disorder).

It may also be useful to consider ways that TFP principles
can aid clinicians in roles other than primary therapist. These
principles may be helpful to clinicians working on psychiatric
inpatient units, informing their approach and increasing the
likelihood that hospitalization benefits will outweigh risks. In
addition, this chapter will extend the use of TFP principles to
those clinicians in outpatient programs (partial hospital,
intensive outpatient), consultation-liaison services, and emer-
gency rooms, often involved in this process of hospitalizing
PD patients. In these cases, clinicians may find themselves
assuming a critical role in the hospitalization process without
primary responsibility for the patient’s care, with a limited
history with the patient, often reliant on incomplete informa-
tion, and functioning in a period of heightened affect.

The risks associated with hospitalization for the patient
with BPD are many and well-described [4]. They include:
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regression in the hospital environment; loss of the structure
of work or school; the influence of exposure to other patients’
destructive or self-destructive behaviors; and resultant poly-
pharmacy, often of limited value with unintended, negative
consequences. While the TFP therapist will commit to a
degree of involvement when a patient is hospitalized, the
involvement has clear limits, and the goals of involvement are
circumscribed. As noted, the TFP therapist’s ambition, if pos-
sible, is to have the patient return to individual treatment and
to have potentially treatment-interfering behaviors addressed
in the treatment process. The hospitalization therefore can
present risks of introducing or exacerbating treatment-
interfering behaviors: for example, the employed patient who
loses a job because of a hospitalization or the patient begun
on sedating antipsychotic medication causing attendance at
school to be compromised. These treatment-interfering
behaviors may be inadvertently supported by the inpatient
team, making the outpatient TFP clinician’s role one involv-
ing education and delicate negotiation. While splits between
outpatient and inpatient clinicians have often been observed
as part of the hospitalization of patients with severe personal-
ity pathology, much too has been written about the risks for
destructive splitting within inpatient teams when treating
certain PD patients [5].

How can the clinicians involved maximize the benefits for
the hospitalized patient? The TFP contract focuses on those
goals required to have the patient return to therapy or to
clarify if, in fact, TFP is the most appropriate treatment. The
hospitalization might also provide the opportunity for the
therapist to have a session with the patient that addresses
deep issues that were difficult to begin to explore in an out-
patient office. What can be done during a hospitalization to
achieve those goals? The outpatient TFP therapist working in
concert with the inpatient team, aware of the risk of splitting
between treaters, can aim to insure the hospitalization proves
useful for the patient. Even when there is not an outpatient
TFP therapist involved, inpatient clinicians may use TFP
principles themselves to guide management of hospitalized
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PD patients, even if those patients have not had nor are going
to be discharged to TFP treatment. These principles for pro-
ductive use of the hospital setting are closely aligned with the
guidelines established by PD experts — experts identified with
specific evidence-based treatments as well as those with more
eclectic orientations [6].

5.2 TFP Principles Can Provide Clinicians
with an Overarching Approach
to the Psychiatric Hospitalization
of Patients with Significant Personality
Disorder Pathology

e TFP principles, informed by object relations theory,
are applicable to certain essential issues associated
with hospitalization.

e The TFP approach suggests simultaneous openness to
benefits and wariness of risks with hospitalization.

e The TFP individual therapist will apply central tenets
of the treatment to the clinical questions associated
with hospitalization.

e Treaters without a long-term relationship with the
patient can use TFP principles in decision-making
about hospitalization.

e [npatient clinicians can use TFP principles in their
management of PD patients.

TFP as an individual psychotherapy provides treaters with
a way of thinking about many critical aspects of psychiatric
hospitalization. In TFP, the subject of psychiatric hospitaliza-
tion is explored in the assessment phase, if indicated, and
then in the contracting phase, with a thorough discussion of
the respective responsibilities of both the patient and thera-
pist should the possibility of hospitalization arise. The TFP
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contract will describe, in advance, the therapist’s attitude
toward an involvement in a possible hospitalization so as not to
set up a “surprise” for patients and families in the future [7].

What does it mean to have an “object relations-informed”
understanding of the psychiatric hospitalization of the patient
with PD symptoms? The TFP therapist begins by assessing the
patient’s level of organization, asking: What is the nature of the
patient’s identify formation, what are the predominant defen-
sive operations used, and what is the patient’s capacity for
reality testing? Beyond this, the therapist achieves a sense of
the principle object relations dyads (internal sense of self and
other) that determine his experience of himself in the world.
For example, does the patient tend to experience himself as a
victim of others’ abuse, as the sensitive person who sees things
more clearly than others, or as a competitor with others for
control, among other possibilities? The TFP therapist will
attempt to understand the implications of a psychiatric hospi-
talization in this context. The TFP therapist always has in mind
the dominant object relations dyad (and its inverse) in play,
including with respect to a hospitalization.

The TFP therapist will be at once open to the benefits of
hospitalization and concerned about the associated risks. This
approach directly addresses the risk of a patient’s reflexive
idealization or devaluation of a hospitalization. Both are
familiar patterns: the patient who imagines the hospital will
be a purely supportive, benign environment staffed by caring
clinicians or the patient who imagines the hospital as an
exclusively punitive, humiliating situation with sadistic doc-
tors and nurses. The TFP therapist will try to avoid suggesting
a psychiatric hospitalization as a way to diffuse difficult
aspects of the transference (i.e., as a way to diminish or
deflect the intensity of the affects emerging in the therapy
sessions). The therapist will not offer up the hospitalization as
an idealized escape/retreat for the patient, free from any obli-
gations or challenges. The therapist will explain possible ben-
efits from a hospitalization. In his/her decision about
hospitalization, the therapist should reflect on his/her reasons
to be sure he/she is not recommending hospitalization as part
of a countertransference enactment, meaning an action on
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the therapist’s part in response to feelings engendered by the
patient that involves acting out one of the patient’s internal
scenarios rather than observing and exploring it — e.g., hospi-
talization as saving the patient or punishing the patient or as
a way of avoiding emotions that are emerging in the session.
In the long run, countertransference enactments undermine
the goals of the treatment. The TFP therapist must “keep a
foot in reality” when negotiating with a patient wary about
hospitalization by outlining how a hospitalization could be of
use while also exploring, in the transference, any other mean-
ing the patient might attribute to the decision to hospitalize,
such as the idea that the therapist is recommending some-
thing the patient perceives to be harmful.

While a primary therapist is usually involved in decision-
making about hospitalization, other clinicians in different
capacities may also be key figures in this process. For clinicians
in consultation-liaison, intensive outpatient or partial hospital,
and emergency department roles, assessment of the need for
hospitalization is often made with limited information or with-
out a clear treatment alliance. TFP principles used by psychia-
try residents in acute care settings may be applicable for more
senior clinicians in these situations when the central question
relates to psychiatric hospitalization [8, 9]. While some ques-
tions related to hospitalization will not necessarily benefit
from application of a psychodynamic approach, many will,
including the meaning of hospitalization in the context of the
patient’s individual therapy and as it relates to the patient’s
relationships with partners and families. The TFP stepwise
approach, beginning with diagnostic assessment, even with
limited information, and then identification of dominant object
relations dyads and their inverses, followed by empathic inter-
ventions aimed at putting into words the patient’s experience,
can be useful even if the clinician will not have a long-standing
relationship with the patient.

The inpatient clinician in current times is in a role buffeted
by multiple forces. Payers want hospitalizations kept short,
while concerns about liability are pressing, given the patients’
relatively high level of acuity. Outpatient clinicians may have
unreasonable expectations for the results of a hospitalization.
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Patients and families may want “therapy” and services not
available in the present day or may devalue the kind of treat-
ments that are available. In the setting of these limitations
and challenges, inpatient clinicians too can benefit from some
of TFP’s central tenets: clarity about diagnosis, comfort with
discussing PD diagnoses with patients, and identification of
critical dyads and their inverses.

Dr. L. Sets a Limit on Mr. B.’s Use of Psychiatric
Hospitalization as a Form of Protest

Clinical vignette: Dr. L. is a psychologist treating Mr. B., a
patient with an extensive history of substance use (can-
nabis and alcohol) now in remission for 9 months and
borderline personality organization with prominent nar-
cissistic and antisocial traits. Mr. B. is supported by his
parents, who have become exhausted over time as Mr. B.
has developed a series of excuses for not working, often
related to seemingly untreatable somatic complaints.

Dr. L. agrees to work with Mr. B., and while she has
significant concerns about his ability to fulfill his respon-
sibilities in their treatment, he reports he is readily willing
to do so. Mr. B. takes a low-level job in a copy shop as
part of their agreement, complaining bitterly about his
co-workers and expressing concern that chemicals from
the copy machines are causing him to have daily migraine
headaches.

Approximately 2 months into the treatment, Mr. B.
leaves a message for Dr. L. letting her know that he will be
missing their next appointment, as he feels he has devel-
oped “acute depression” related to his work at the copy
shop. When Dr. L. calls Mr. B., he angrily consents to come
in the following day. At that appointment Mr. B. tells Dr. L.
he has been calling the local hospital to see if the psychiat-
ric unit there has an available bed, as he expects he will
become suicidal should he go to work the following day
and will therefore require rehospitalization.

(continued)
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(continued)

Dr. L. had outlined with Mr. B. the contract stipula-
tions related to psychiatric hospitalization and immedi-
ately raises her concern that Mr. B.’s motivation for
hospitalization may be a response to the initiation of
their treatment and a testing of her resolve to keep to
their agreement. Mr. B. does not directly answer Dr. L.,
but repeats that going to the copy shop would be intoler-
able. Dr. L. suggests to Mr. B. that going to the hospital
now would be an action conveying his protest about their
treatment, and she encourages him to continue to use
their sessions to explore his emerging experience of her
as a harsh taskmaster who insists he continue working at
a job that will destroy him.

When Mr. B. does not come to his next appointment,
Dr. L. calls him at home. She reaches Mr. B.’s brother
who reports that Mr. B. is clearly intoxicated and threat-
ening suicide. Dr. L. calls for emergency services to come
to Mr. B.’s home; he is admitted first to the emergency
department for observation for possible acute alcohol
poisoning and then to the psychiatric unit.

Dr. L. arranges a meeting with Mr. B. and his parents
while Mr. B. is in the hospital. She again reviews their
treatment contract and discusses the options for Mr. B.,
including return to treatment with her. Mr. B. agrees to
come back to treatment with Dr. L. with a plan to go back
to work at the copy shop while actively looking for
another position that would fulfill his responsibility for
work. Dr. L. revisits the topic of hospitalization, reiterat-
ing her view that an elective hospitalization as a form of
protest is not likely of use to Mr. B., but that an emergent
hospitalization, as had just occurred, was required to
insure his safety.

Take Home Point: The TFP contract process will
address the ways psychiatric hospitalization can interfere
with the treatment and ways psychiatric hospitalization
can preserve the treatment.
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5.3 The TFP Contract Explores in Advance
Specific Contingencies Related
to Psychiatric Hospitalization

e The TFP contracting phase will include explicit discus-
sion of the possibility of psychiatric hospitalization.

e The TFP contract will anticipate treatment-interfering
behaviors that may require inpatient hospitalization.

e The TFP contract clarifies in advance that the indi-
vidual therapist will not interfere with emergency
room or inpatient clinicians’ decision-making.

e The TFP contract will anticipate the possibility that
inpatient hospitalization itself may be a treatment-
interfering behavior.

”

The TFP contract is understood as acting as a “third party
of sorts for the clinician offering treatment to the patient with
serious personality disorder pathology. The contract offers
the clinician a “port in the storm” during the period of affec-
tive intensity — a solid set of reference points during periods
that can often threaten the clinician’s ability to think clearly
and act helpfully.

The inpatient psychiatric hospitalization in today’s climate
is axiomatically associated with heightened affective intensity
for patients with PD symptoms, given the relatively high bar-
riers to hospitalization now routine in this country. To this
end, the TFP contract prepares the patient, family, and thera-
pist in advance for the thorny process of hospitalization. In
the contracting phase, the therapist will go to lengths to
explore the patient’s prior treatment history, including the
patient’s prior hospitalizations. Just as the therapist is highly
motivated to learn about the patient’s prior individual treat-
ment experiences, with the goal of elucidating the likely
object relations dyads activated in those relationships, so too
will the history of prior hospitalizations shed light on the
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patient’s experience of self and others, very likely to repeat in
the TFP treatment.

In the TFP contracting phase, the therapist will not accept
at face value a patient’s reassurance that past behaviors that
may have interfered with useful psychotherapy have com-
pletely resolved. The TFP therapist will engage the patient in
an extensive discussion of “What if?” a particular symptom
or behavior might recur. To this point, the therapist will want
to flesh out in advance the possibility that a certain symp-
tom - self-injurious or suicidal acts, substance use, eating
disorder symptoms, etc. — not necessarily in evidence in the
evaluation period, could return and possibly require inpatient
level of care to insure the patient’s safety temporarily.

The TFP therapist will have uppermost in mind after
beginning treatment the potential that certain of the patient’s
behaviors could undermine the treatment and therefore the
patient’s stated goals. This is not because patients enjoy
undermining treatment. It is rather that a psychotherapy that
explores a patient’s inner world inevitably leads to thoughts
and feels that are disturbing — the very thoughts and feelings
that the patient’s primitive defenses attempt to avoid.
Therefore, the behaviors that might undermine the treatment
can be best thought of as resistances to exploration of the
mind. The goal will always be to have the patient return to
treatment, if it is possible for both the patient and therapist
to feel safe doing so, and to have an opportunity to explore
the contributions to the emergence of treatment-threatening
behavior, particularly in the context of the transference.

The TFP therapist in the contracting phase describes a
well-defined and limited role should the patient present for
evaluation to the emergency department or be admitted to
the inpatient psychiatric unit. This well-defined role of the
therapist may feel depriving to many patients who have expe-
rienced prior therapists’ active involvement as evidence of
“caring” and professionalism. This part of the TFP contract
implicitly confronts a patient’s experience of the therapist as
omniscient or omnipresent and the patient’s experience of
self as incapable of effective action. The patient is made
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aware in advance that the emergency room clinicians will
decide whether to hold, admit, or discharge the patient, as
only they are in a position to provide the patient with a
thorough assessment at that point in time. The TFP therapist
will, in a similar vein, defer to the inpatient team regarding
most key decisions in the patient’s treatment. The TFP thera-
pist may see a hospitalized patient on the unit if possible, but
the TFP therapist, mindful of the risk of “secondary gain” or
sense of gratification from extra attention obtained through
a maladaptive mechanism like hospitalization, will limit those
visits and not attempt to conduct “intensive therapy” while
the patient is on the unit. Clear, unambivalent discussion of
this approach with patients and families during the contract-
ing phase will address in advance the risk of an outsized reac-
tion on the part of the patient and/or family reflecting an
experience of the therapist as negligent or uncaring.

In general, the TFP therapist regards a psychiatric hospi-
talization as neither inherently positive nor negative. In this
role, the TFP therapist confronts commonly observed emerg-
ing dyads in consideration of hospitalization: the patient ide-
alizing the hospitalization as limitlessly nurturing and benign
or, alternatively, the patient regarding the hospital with para-
noia, expecting sadism, incompetence, or a combination of
the two. The TFP therapist will feel confident endorsing a
hospitalization for certain specific purposes. Those purposes
can include revisiting the patient’s diagnosis with the input of
the inpatient team. Another reasonable goal would be to
make adjustments in the patient’s medication regimen, if
those adjustments can only safely be accomplished in such a
setting. The therapist will endorse a hospitalization if a
patient’s symptoms escalate to the point that useful therapy
is not possible — as with the patient with an eating disorder,
whose weight loss causes medical instability or a diminished
capacity for focus, or the substance-using patient, whose
attendance in treatment and mental clarity are compromised.
For clinicians reluctant to share with patients a personality
disorder diagnosis they have made with confidence, but fear
conveying, the inpatient hospital setting may confer the
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security and support the clinician needs to do so. The inpa-
tient hospitalization may be an ideal setting for family psy-
choeducation, including a review of the diagnosis and frank
discussion of prognosis.

The TFP therapist is also aware that psychiatric hospital-
ization itself can be a treatment-interfering behavior. A
patient’s hospitalization early in TFP treatment may reflect
the patient’s “testing” of the therapist to see if he or she will
follow through with the contract as has been stated. A hospi-
talization can serve as a “protest” about the TFP contract’s
expectation for meaningful work or studies. The patient may
also unconsciously seek hospitalization to humiliate the
therapist in the community, to show that the therapist has not
been helpful or even has done harm, as an expression of
aggression or sadism in the transference.

Ms. A. Expects Her Psychiatrist to Intervene on Her Behalf
When She Is Evaluated in the Emergency Room for Possible
Psychiatric Hospitalization

Clinical vignette: When Ms. A. was an undergraduate, she
was twice evaluated in the emergency room near the
campus following overdoses of her prescription medica-
tions after arguments with her boyfriend. Both times,
representatives of the college’s student health center
came to the emergency room to be with Ms. A. and
actively advocated for her release from the hospital,
despite the concerns of the attending psychiatrist on call.
Ms. A. found the support of the counseling service staff to
be highly gratifying and felt they “saved” her from the
callous, uncaring hospital staff.

After graduation Ms. A. begins treatment with Dr. Y.
who explains that he believes the overdoses and Ms. A.’s
continued unstable mood reflect a personality disorder
diagnosis and not the “atypical bipolar” diagnosis she

(continued)
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(continued)

had been given in the past. Dr. Y. explains to Ms. A. that
should she become suicidal going forward, he would not
intervene with either emergency department or inpatient
psychiatry clinicians’ decision-making. Ms. A. and her
mother, who joins her for a meeting with Dr. Y. early in
the treatment, express surprise at this approach but
accept Dr. Y.’s policy.

Six months later Ms. A. finds out her new boyfriend
may be cheating on her. She leaves a panicked message
for Dr. Y. in the middle of the night before taking five
Ambien tablets and calling 911. The next morning Dr. Y.
is contacted by the emergency department and by Ms. A.’s
mother. Ms. A.’s mother reports that her daughter is fran-
tic to leave the hospital emergency department as soon as
possible so as not to miss work at her new job. Ms. A.
wants Dr. Y. to instruct the emergency department staff to
let her go immediately. Dr. Y. reminds Ms. A.’s mother
about his policy and goes over it again a few hours later
with Ms. A. herself when she calls from the hospital.

When Ms. A. comes for her next appointment, she is
unusually sullen and quiet. Dr. Y. asks Ms. A. if this may
be a reaction to his response to calls from the emergency
department, and Ms. A. acknowledges it is. What follows
is a an extended discussion of Ms. A.’s concerns that Dr.
Y. may not care for her as she had hoped he might, as
revealed by his unwillingness to advocate for her. Dr. Y.
reiterates that he feels having Ms. A.’s care managed dur-
ing off hours by those available at the emergency depart-
ment does in fact reflect concern, but not the kind of
rescue Ms. A. might wish. Ms. A. grudgingly accepts that
this may be the case.

Take Home Point: The TFP therapist will remain
aware of the risk that the patient’s desire to have the
therapist intervene during emergencies can reflect the
“secondary gain” of eliciting attention or care.
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5.4 TFP Principles Can Guide Outpatient
Clinicians in Decision-Making
About Psychiatric Hospitalization

e The clinician’s decision-making process about hospi-
talization will often be more complicated with PD
patients than it is with patients from other diagnostic
groups.

e TFP principles can help clinicians making decisions
about hospitalization for the PD patient with suicidal-
ity, a familiar and unnerving challenge.

e TFP principles can aid clinicians making decisions
about hospitalizing PD patients, even when those cli-
nicians do not have a long-standing or clearly defined
relationship with the patient.

The therapist’s quandary about the utility of a psychiatric
hospitalization for the patient with PD symptomatology is
particularly fraught and with good reason. Because of the
powerful transference and countertransference currents so
often seen in treatment with this population, the decision-
making about hospitalization can be complicated for and
even disturbing to the therapist. Clinicians understandably
find decision-making about hospitalization in the context of
a patient’s suicidality a particularly challenging situation.

Clinicians can make decisions about hospitalization when
evaluating patients with certain diagnoses based purely on
widely accepted treatment algorithms. One example is that of
an emergency room psychiatrist evaluating a patient she does
not know who presents with major depression with emerging
mood-congruent psychotic thinking. The psychiatrist requires
the patient be hospitalized and makes this decision without
ambivalence. When this same clinician evaluates a patient
with borderline personality traits presenting to the emer-
gency room with more ambiguous symptoms (self-injurious
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but denying suicidality, refusing a voluntary admission but
describing impairment in self-care), her countertransference
may be marked by confusion and self-doubt, in contrast to
the sense of certainty and competence she felt evaluating the
depressed patient. TFP principles may be useful in the emer-
gency room in a case like this, even when the clinician does
not have an enduring relationship with the patient.

The use of TFP principles may confer for outpatient thera-
pists a set of “blueprints” for this process. As noted, there are
a number of very good reasons for the therapist to strongly
recommend or even require a psychiatric hospitalization for
a patient. In TFP, the goal is twofold: one, to address any
co-occurring conditions or behavior that could undermine
the treatment and two, to insure that both the patient and
therapist are able to feel safe and secure in the treatment in
a way that supports useful work toward the patient’s goals.

The TFP therapist will be asking: What is the meaning of
hospitalization in the transference? What dyads are activated
leading to behaviors or symptoms requiring hospitalization,
and/or what dyads are activated by the process of hospitaliza-
tion? What is the therapist’s countertransference and how
might this influence decision-making?

Much of the literature on hospitalization of patients with
BPD focuses on the risk of unnecessary hospitalizations [10].
In the typical case, the clinician is moved to hospitalize the
patient in the context of an inadequately examined counter-
transference reaction, often related to a patient’s suicidality.
For example, the therapist who allows a sadistic patient to
taunt her with subtle threats of suicide becomes exhausted
and abruptly calls for emergency services, even though she
does not believe the patient will act on the threats or that
hospitalization will be of use to the patient. Another scenario
is the therapist who fears introduction of explicit negativity in
the transference and arranges hospitalization as a way to
placate a distressed patient and assist the patient in avoiding
difficult realities in her life. The TFP approach, with its persis-
tent focus on countertransference reactions, can help the
therapist negotiate these tricky situations and avoid counter-
productive hospitalizations.
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In some of these cases, TFP principles can assist clinicians
who may be reluctant to hospitalize a patient. As noted,
patients may often become paranoid about a possible hospi-
talization and ascribe to the therapist sadistic impulses in
encouraging one. Take the example of a patient who has been
evasive about his abuse of benzodiazepines and developed a
level of tolerance that would make an outpatient taper
impossible. The therapist using TFP principles would invoke
the contract to push for a hospitalization that would safely
address this issue and put into place an appropriate outpa-
tient treatment plan that would, in time, allow the patient to
continue in individual psychotherapy without the interfer-
ence of an active substance use disorder. The TFP therapist,
who remains focused on the overarching goal of aiding the
patient in making character-altering changes through the use
of the psychotherapy, will be in a better position to tolerate
objections or even accusations when recommending hospital-
ization as described. Remaining mindful of longer-term goals
can anchor the therapist negotiating the doubt and confusion
that can accompany the process of decision-making in rela-
tion to hospitalization of the PD patient.

The clinician who has some responsibility for making deci-
sions about hospitalizing a patient with personality disorder
symptoms, but not necessarily a clearly defined or enduring
relationship with this patient, can also use TFP thinking as
part of the calculus about the decision. This is a familiar sce-
nario in the emergency department. This, of course, does not
pertain to those situations where the decision-making is
clear — as in the case of a patient with the neurovegetative
signs and symptoms of depression in combination with sui-
cidal ideation, but as noted, with PD patients, this is often not
the case. The clinician in the ER (or IOP or partial program
or on consultation-liaison service) asks the same questions:
What is the diagnosis? How am I feeling and what does that
mean? What is going on in the patient’s key relationships
right now, including with a primary therapist and with me?
What can I do or say to address the active relationships and
could it change the decision-making process about
hospitalization?
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Dr. C. Evaluates a Suicidal Outpatient and Makes a
Decision About Hospitalization

Clinical vignette: Dr. C. works at an inner-city municipal
hospital emergency department providing psychiatric
evaluation services for a large partial hospital program
(PHP) serving patients with chronic and disabling con-
ditions. The PHP includes volunteer work opportunities
for patients on disability who want support in moving
toward paid employment.

PHP staff bring in Ms. N., a middle-aged woman well
known to them for many months, because of their con-
cern about her escalating suicidality. Ms. N. had been
hospitalized numerous times in her mid-20s, but now at
age 40, she was fully engaged at the PHP, working
30 hours weekly at the volunteer program and planning
to begin applying for jobs as a receptionist with a goal of
returning to full employment.

Dr. C. reviews Ms. N.’s extensive record that gives her
primary diagnosis as social anxiety disorder. Dr. C. is
struck by Ms. N.’s current crisis, increased suicidality
because of perceived rejection by a staff member at the
PHP, and her level of chronic disability, which Dr. C.
does not feel is fully accounted for by a social anxiety
disorder diagnosis. In her evaluation of Ms. N., Dr. C.
notes Ms. N.’s long-standing history of spotty employ-
ment and unstable relationships, suggestive of significant
identity diffusion, with frequent ruptures in treatment,
associated with the kind of perceived rejection that has
led to the current crisis, reflecting compromised coping
mechanisms. During their initial interview, Dr. C. is
aware of her own lack of sympathy for and irritation
with Ms. N., despite Ms. N.’s superficial tearfulness and
despair — a lack of sympathy likely related to the patient’s
otherwise general calm and subtle air of satisfaction.

Dr. C. attempts to clarify the events leading to Ms. N.’s
recent suicidality, learning that Ms. N. became angry with

(continued)
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(continued)

her therapist at the PHP when the therapist announced
she would be going on maternity leave later that year. Dr.
C. considers a dominant dyad of abandoned, powerless
patient and uncaring therapist, alternating with one of
powerful patient whose threats of suicide control her
flailing therapist.

Dr. C. approaches Ms. N. and explains her own think-
ing about hospitalization: “You could come into the
hospital, but I would be concerned about the disruption
to your volunteer position, and the risk of setting back
your job search. I am aware that you only recently
became suicidal after hearing about your therapist’s
upcoming leave. I would guess that leaves you feeling
hurt and without resources. I am also aware that your
threats of suicide had a big impact on your therapist and
the staff at your program, that you ‘turned the tables’ and
became the one calling the shots.”

Ms. N.’s presentation changing from a mix of despair-
ing and satisfied to curious and concerned responds: “I
don’t want to lose my volunteer job and I want to start
going on interviews, but losing my therapist for 3 months
will be devastating.” Dr. N. replies, “Coming into the hos-
pital may temporarily help you feel like you're back in
control, but it has risks. Feeling suicidal may be your way
of managing the loss, but the consequences of hospitaliza-
tion are real and concerning.” Ms. N. is able to negotiate a
release from the emergency department back to her treat-
ment team at the PHP. Dr. C. documents her diagnostic
impression (including personality disorder traits), her
thinking about the risks and benefits of hospitalization,
and her discussion with the PHP staff about Ms. N.’s
interpersonally-mediated mood reactivity and how this
may differ from a social anxiety disorder diagnosis.

Take Home Point: The outpatient clinician charged with
making a decision about hospitalizing a suicidal patient with
personality disorder pathology can use TFP interventions
including “naming the actors” to manage the process.
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5.5 TFP Principles Can Help Minimize
the Risks of Psychiatric Hospitalization

® The hospitalization of patients with severe PD symp-
toms is associated with significant risks.

e Splitting between outpatient and inpatient clinicians
and among inpatient clinicians is a common, expect-
able problem.

e The inpatient team will likely be subject to intense
pressures and alternating idealization or devaluation
that can lead to excessive “action.”

e TFP’s focus on diagnosis, predominant defenses
employed, and dyads activated can help clinicians
limit those risks associated with hospitalization.

The hospitalization of patients with PD diagnoses can be
associated with significant risks, well described in the litera-
ture, and those risks can have outcomes, in many cases, at
cross-purposes with TFP’s essential goals. To repeat, the TFP
therapist will not reflexively support or contest a hospitaliza-
tion but will be vigilant about the associated risks, among
them: (1) the patient’s regression in the hospital setting, (2)
derailment of the patient’s life outside the hospital and loss
of important social supports at work or school, (3) “conta-
gion” in the hospital setting including self-injury and eating
disorder symptoms, and (4) counterproductive interventions
by hospital staff including questionable polypharmacy or
electroconvulsive therapy (ECT).

The TFP therapist’s contract is designed to minimize the
risks described. TFP’s prioritization of patient autonomy can
be undermined by a regressing hospitalization associated
with a patient’s loss of the social structure of work or school.
The TFP therapist would not “reward” the hospitalized
patient with excessive attention, but rather will communicate
that continued work in treatment after hospitalization, in the
office setting consistent with the contract’s defined treatment
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frame, would be optimal. A patient can be influenced during
a hospitalization to experiment with maladaptive mecha-
nisms for self-regulation, like novel forms or self-injury or
eating disorders. These new symptoms then become addition-
ally concerning treatment-interfering behaviors, sometimes
adding to the maladaptive behaviors that led to the hospital-
ization in the first place. Patients with PD diagnoses with or
without co-occurring mood or anxiety disorders will some-
times leave the hospital with a particularly complicated medi-
cation regimen; at times, the medication side effects of this
regimen (e.g., excessive sedation, insomnia, agitation) can
add to a patient’s limitations in functioning, despite the best
intentions of the inpatient prescribers.

The inpatient psychiatry team in these times juggles a num-
ber of demands: (1) administrators want to keep lengths of
stay relatively brief, (2) payers expect treatments with a rapid
response, and (3) patients, families, and outside treaters often
wish for a treatment milieu or effective brief psychotherapeu-
tic interventions unavailable on today’s mostly “medical
model” units. The inpatient team will often feel compelled to
act in these circumstances, sometimes with recommendations
for complex polypharmacy or even ECT in some cases.

During a hospitalization, the patient’s primitive defenses
can engender splitting among involved treaters, be it between
outpatient and inpatient clinicians or on the hospital unit
among members of the inpatient treatment team. This fre-
quently lamented phenomenon nonetheless seems to repeat
itself with clockwise regularity [11]. It is important to remem-
ber that a patient with a split psychological organization is
not either a misunderstood victim or an angry bully, but is
alternately both. The TFP therapist’s understanding of this
pattern of splitting identifies the conflicts between outpatient
and inpatient treaters, or among staff on the inpatient unit, as
an externalization of the patient’s internal conflict. Sometimes
the hospitalized patient will appear counterintuitively serene,
while members of the treatment team or outpatient and inpa-
tient clinicians skirmish among themselves. The risk if this
splitting process continues unchecked, of course, is that the
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patient would not grapple with critical internal conflicts that
likely contributed to the need for hospitalization in the first
place.

The TFP model may assist clinicians in avoiding the risks
described, using the process of (1) diagnostic clarification,
including consideration of personality disorder pathology, (2)
appreciation of specific defenses employed as part of a diag-
nostic assessment, and (3) exploration of predictably acti-
vated dyads and their reverses, and appreciation of the links
between these dyads, and the factors contributing to
hospitalization.

It may seem obvious but the outpatient clinician’s clear
communication with the inpatient staff about a patient’s diag-
noses is critical and influential. The inpatient staff will likely
be reluctant to prioritize a personality disorder diagnosis,
given their limited time with the patient and external pres-
sures to justify the higher inpatient level of care. The inpatient
staff may need a direct, detailed communication about a PD
diagnosis at the outset of a hospitalization, with a specific,
clearly articulated description of the risks for a particular
patient, informed by diagnostic thinking. The outpatient ther-
apist’s understanding of a patient’s specific pattern of defenses
utilized should underscore those risks often observed, as with
a patient’s pattern of: (1) splitting (through alternating ideal-
ization and devaluation), (2) omnipotent control, (3) projec-
tion or projective identification, or (4) denial, often in
combination. Yet even with this communication of informa-
tion, an approach to patient treatment that does not fit a nar-
row “medical model” may be alien to inpatient teams.

In fact, in the treatment of patients with PD diagnoses,
inpatient and outpatient treaters alike are compelled to con-
sider the entire continuum of symptom expression from the
most obviously biologic to the most obviously psychodynamic
manifestation of the disorder, with all of the possible permu-
tations in between. The defining goal of any hospitalization
is the identification of an effective multimodal treatment, as
is strongly supported by research [12]. Given contemporary
understanding of personality disorder pathology, a distinc-
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tion made by any clinician between a “biologic” and “psy-
chodynamic” approach is at once specious and anachronistic.
In one typical, concerning pattern, a “split” emerges between
inpatient and outpatient treaters, often cast as a reflection of
dueling “biologic” and “psychodynamic” orientations.
(Inpatient treaters are often, although not always, seen as
identifying with the “biologic” orientation, in part because
of the pressures they are under to institute treatments rap-
idly because of present-day time constraints.) Clinicians
finding themselves at odds either within a particular team or
as part of “competing” teams in the treatment of a PD
patient will benefit from considering to what extent differ-
ences of opinion reflect aspects of the psychological make-
up of the patient in question rather than truly consequential
differing theoretical orientations.

How would the outpatient and inpatient treaters’ under-
standing of “primitive” defensive operations contribute to
limitation of adverse effects from a hospitalization? Splitting
may be observed as a patient’s alternating idealization and
devaluation of others, including treaters. How would this
impact a hospitalization? One common story is the patient
who actively resists the therapist’s recommendation for hos-
pitalization, often suspicious or frankly paranoid about the
suggestion, fearing a one-dimensionally “bad” inpatient staff.
This patient may, after admission, exhibit a profound shift,
now experiencing the staff as caring and helpful in an ideal-
ized way and then making discharge from the hospital prob-
lematic. This vignette captures the splitting defense
(alternating devaluation and idealization) and the oscillation
of dyads (powerful treater “mistreating” vulnerable patient
to empowered patient controlling hapless clinicians). The
outpatient therapist and inpatient team, both appreciative of
the patient’s defensive operations and associated experiences
of self and others, would be more likely to work together in
an effective and coordinated fashion.

Outpatient and inpatient treaters are understandably
confused when a patient admitted to the hospital restricts the
flow of information between them. Common sense would
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suggest that a patient requiring an inpatient level of care
would want to have all those involved in her care — family,
outpatient treaters, and inpatient team — communicating
freely; clinicians working with patients with severe PD
pathology, however, know well that this is not always the case.
The inpatient treatment team aware in advance of the PD
patient’s pattern of using defenses such as omnipotent con-
trol (an unconscious motivation to insure safety by control-
ling others) might address such controlling behavior
proactively. How might this work? Imagine the inpatient
nurse or psychiatrist taking the patient’s history on admis-
sion. How would the clinician react if the patient became
angry or even paranoid at the request for contact with the
outpatient team? In this situation, the inpatient staff can fol-
low the tactic the TFP therapist in the outpatient setting may
routinely take when a disruptive expression of omnipotent
control is evident. The therapist would identify the dyad (vul-
nerable patient, intrusive or even threatening treater) and its
reverse (empowered patient, vulnerable clinician left “in the
dark”) and then describe this pattern to the patient. The inpa-
tient treater might do the same. First identify the dyad in play
and its reverse, and then articulate this observation to the
patient, as in this case: “You seem fearful that if I reach out to
your treatment team and your family I might use this infor-
mation against you. It’s as if you feel powerless and with this
information I might be empowered to hurt you. But I'm
aware at the same time you’re in control, deciding who I
speak to or don’t speak to, leaving me not fully informed
and more tentative than I might be.” This approach would
address a pattern of resistance to exploration, discussed
above as a major motivator of acting out and defensive
behavior.

The defenses of projection and projective identification
have some common elements but some important differ-
ences. The patient using the defense of projection cannot
tolerate awareness of two sides of a conflict and may, when
interacting with a clinician, attribute unacceptable attitudes
not fully in the patient’s awareness to the clinician. One
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example is that a patient is admitted to the hospital in crisis,
but superficially defiant, after it is revealed she is having an
affair, threatening her marriage. On intake, as the social
worker is professionally gathering history, the patient bursts
out: “You think I'm a bad mother because of this affair I'm
describing!” The social worker monitors her countertransfer-
ence and because she does not have a particularly judgmental
attitude toward the patient begins to speculate that the
patient’s outburst reflects some intolerable feeling about her-
self. Projection is understood as a repression-based defense,
used by a variety of patients across the spectrum of function-
ing, in contrast to projective identification, largely considered
a splitting-based defense. How might projective identification
work in the inpatient setting and why is it important to appre-
ciate? Here is a typical sequence of events: (1) The patient
has a disavowed or uncomfortable-making part of himself, (2)
the patient induces this feeling in his therapist, and (3) the
patient identifies this feeling in the therapist and reacts,
sometimes strongly, often by needing to control the therapist.
The therapist who actively monitors his/her countertransfer-
ence may identify an uncharacteristic thought or feeling in
response to a patient in this context, reflecting this process
outlined. Take the example of a patient with borderline and
narcissistic traits, persistently symptomatic and prone to
blaming prescribers for “not getting the medications right.”
This patient has a pattern of “externalizing” his internal con-
flicts, in this case making his difficulties in functioning about
others’ (his prescribers’) failures. How might this patient,
when hospitalized, employ projective identification and how
might this unfold? The disavowed or uncomfortable-making
affect for this patient may be covert sadism; the patient may
induce this in his treaters in a way that sometimes enters the
treater’s awareness (as in: “Why do I feel so hateful toward
this patient? Why don’t I care if the medications I prescribe
cause unpleasant side effects? Why do I feel unmotivated to
make recommendations for medication changes?”). The
hypothesis about projective identification would account for (1)
the therapist’s uncharacteristic countertransference reaction
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and (2) the patient’s response to the clinician’s experience of
sadism as in: “Why are you suggesting this intervention
(medication, ECT) that will destroy me?” or “Why are you
denying me medication that will make me feel better?” This
might explain the common counterintuitive process of the
PD patient’s reflexive rejection of possibly helpful changes
in medication or inexplicable total acquiescence to an
unwieldy medication regimen of multiple agents with multi-
ple side effects.

In the past, a patient with severe PD symptomatology
might exhibit the defensive operation of denial by engaging
in behaviors guaranteeing a long-term psychiatric hospital-
ization, free from responsibilities of everyday life, keeping
out of his or her awareness the realities of months of missed
school or work, financial pressures associated with the hospi-
talization, or the impact of the hospitalization on spouse,
children, or extended family. This may no longer be possible
as it once was, but patients today can still use hospitalization
in this way, to temporarily keep split apart two emotionally
distinct areas of awareness. An example is a patient with BPD
who comes into the hospital after an overdose. The patient
seems generally unruffled by this episode, appearing cheerful
and sociable on the unit. At the same time, the patient’s
absence from work is jeopardizing her family’s financial situ-
ation, causing marked distress for her husband and children.

The Inpatient Treatment Team Grapples with the
Difficulties Caused by the Patient Whose Behavior Divides
the Staff

Clinical vignette: Dr. E., a psychiatrist, and Mr. J., a social
worker, are newly assigned staff at an “affective disor-
ders” inpatient unit. Dr. E. and Mr. J. expect the popula-
tion of this unit to have clinical presentations reflecting
primary mood and anxiety disorder diagnoses, but
quickly they find the diagnoses of the patients to be more

(continued)
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(continued)

variable and complicated than they had anticipated.
Initially they see their patients on the unit individually,
but soon they realize they are often finding themselves
with a different understanding of certain patients, leading
to confusion and some tension between them.

The admission of Ms. O. brings this situation to a
head. Ms. O., a single woman in her late 20s, had been
hospitalized on this unit twice during the past year.
During those hospitalizations, the unit’s nursing staff
found Ms. O. to be unpleasant and often untrustworthy,
while the medical staff found her to be sympathetic.
These divergent impressions led to some heated discus-
sions in rounds, particularly when Ms. O. requested
passes as part of her discharge planning, felt by the nurs-
ing staff to be concerning and premature, but readily
endorsed by the medical staff, who found Ms. O. to be
cooperative and engaged.

Dr. E. and Mr. J. review Ms. O.’s record at the time of
her readmission, which suggests that her two admis-
sions in the previous year represented exacerbations of
long-standing depression and social anxiety disorder.
Those admissions had been precipitated by Ms. O.’s
threats of suicide, when she had become despondent
after she was threatened with firing from her job as a
secretary.

At the time of this latest admission, Ms. O. had only
recently started treatment with a new outpatient team, a
social worker therapist and a nurse practitioner pre-
scriber. Her therapist directly contacts Dr. E. and Mr. J. at
the time of Ms. O.s’ hospitalization and goes to some
lengths to describe her diagnostic impression: a primary
personality disorder with borderline and “thin-skinned”
narcissistic traits, a secondary depressive disorder, not

(continued)
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(continued)

likely to be improved significantly with medications, and
sensitivity to perceived rejection, more likely attributable
to the narcissistic traits identified than a distinct anxiety
disorder. Ms. O.’s therapist also outlines her understanding
of Ms. O.’s problematic coping strategies including a
pattern, not in her awareness, of pitting important peo-
ple in her life against each other, controlling others
through her behaviors, and ascribing to others intoler-
able aspects of herself, particularly aspects of her dis-
avowed aggression.

In the first 24 hours of Ms. O.’s hospitalization, she is
deferential to Dr. E. but dismissive of Mr. J. She gives Mr.
J. “orders” about what kind of discharge plans she will
require, listing a number of requests that would take him
many hours of investigation to deliver. Dr. E. and Mr.
J. meet and compare their differing experiences with Ms.
O. and explore how they imagine Ms. O.’s diagnostic
profile, as described by her new therapist, might contrib-
ute to the behaviors (friction between nurses and doctors,
controlling demands about discharge planning) already
observed.

Dr. E. and Mr. J. decide to hold their daily meetings
with Ms. O. together. Quickly this alters the discrepant
reactions to the patient they previously had experienced.
They work in tandem with Ms. O.’s outpatient treaters
to avoid an extended stay in the hospital that might rein-
force Ms. O.’s problematic and self-defeating way of cop-
ing with the perceived humiliation at her job.

Take Home Point: Inpatient clinicians open to mak-
ing a personality disorder diagnosis can adjust treat-
ment interventions that will preserve staff unity and
help the staff avoid introduction of iatrogenic
complications.
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5.6 TFP Principles Can Maximize
the Benefits of Psychiatric
Hospitalization

e TFP principles support hospitalization in certain
situations, often with the aim of addressing treatment-
threatening behavior.

e Hospitalization goals can include: clarifying diagno-
sis, evaluating factors contributing to a serious suicide
attempt, reviewing a medication regimen, and address-
ing co-occurring conditions or adding adjunctive
treatments.

o The TFP therapist may use the hospitalization to
clarify the patient’s commitment to the treatment or
consider alternatives.

e [npatient staff can use TFP principles adapted for
their short-term, high-acuity setting when working
with PD patients.

The TFP therapist will endorse a psychiatric hospitaliza-
tion when the goals of the hospitalization line up with those
of the treatment. As already noted, the goals of hospitaliza-
tion are often related to addressing any emerging situation or
behavior that might impair the ability of the patient and
therapist to continue in treatment safely and productively.
Sometimes a hospitalization will lead to a suspension of the
treatment. This could occur when a patient with a restrictive
eating disorder develops medical instability, as determined by
an internist, and requires a period of specialized treatment
before returning to TFP. Another situation might be the
patient with a chronic dysphoria of a personality disorder who
develops clear neurovegetative symptoms and mood-congruent
delusional preoccupations. This presentation would require a
hospitalization and focused treatment before revisiting the
possibility of restarting this particular psychotherapy.
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There are other times when the TFP therapist might
strongly recommend a psychiatric hospitalization. This might
occur when the therapist begins to question a patient’s diag-
nosis and feels an inpatient hospitalization, with access to
specialized testing and the built-in consultation/second opin-
ion input of the inpatient staff, would be beneficial. One pos-
sibility might be the patient thought to have a primary
personality disorder whose micro-psychotic episodes become
more sustained and concerning. In this case, an inpatient hos-
pitalization to revisit diagnosis, assess for organic causes for
these changes, and possibly initiate antipsychotic medication
might be indicated.

A serious life-threatening suicide attempt would be another
indication for a psychiatric hospitalization. All clinicians treat-
ing patients with severe personality disorders develop a line of
inquiry, with the goal of clarifying aspects of suicidal behavior,
which assesses details about means, intent, timing, and lethal-
ity, among other subjects. The TFP therapist would support a
hospitalization after a serious suicide attempt with a goal of
understanding the details of the event (in particular in the
context of developments in the transference), examining the
action in terms of the patient’s diagnostic presentation (espe-
cially evidence of biological vs. characterological depression),
and considering changes in the patient’s level of care and
treatment plan. One profile in this category would be the
patient thought to have a personality disorder diagnosis
whose suicide attempt is closely linked with an active, but
unacknowledged, substance use disorder. The opportunity to
use time in the hospital to review with a patient findings of a
toxicology screen and to investigate a previously covert alco-
hol, recreational drug, or prescription drug misuse pattern
could be productive and even life-saving.

Polypharmacy is a hallmark of treatment for BPD, and
patients with other PD diagnoses too can be prescribed multi-
ple medications, often with limited effectiveness and substantial
risk [13, 14]. All medications prescribed for PD symptoms are
done so “off label,” and in recent years the range of medication
types used with PD patients has expanded [15].
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A psychiatric hospitalization to review a patient’s medica-
tion regimen may be indicated if the medication regimen in
question cannot be safely adjusted in outpatient treatment.
One such story involves a patient presenting for psychother-
apy because of the deterioration of her marriage; the patient
herself is a physician and she is taking medication samples
(antidepressants, atypical antipsychotics), while prescribed
multiple sedative-hypnotics for sleep by a primary care physi-
cian whom she sees irregularly. In this case the complexity of
the patient’s regimen and the amount and variety of sedative-
hypnotic medications she is taking make a hospitalization, as
part of preparation for an extended individual psychotherapy,
imperative.

The TFP therapist is open to the addition of adjunctive
treatments when those treatments are understood as likely
helpful for the patient in attaining personal and psychother-
apy goals. The TFP therapist can use a hospitalization to
assess fully a patient’s co-occurring conditions and initiate
appropriate adjunctive interventions. These adjunctive inter-
ventions can include substance use support groups, marital or
family counseling, or targeted cognitive-behavioral treatment
focusing on a specific symptom.

The inpatient hospitalization can sometimes be used to
assess the patient’s motivation for TFP treatment. There may
be circumstances when a patient in crisis makes a decision to
identify another treatment, when it becomes clear that, for
either logistical reasons (cost or scheduling) or a change in
the patient’s motivation, the TFP format is no longer possible.
The inpatient setting may be the place to confirm that a
patient does not have the interest in psychological explora-
tion expected in TFP. When the patient in TFP is in the hos-
pital and it is determined that TFP may not be the treatment
of choice for whatever reason, the focus of the inpatient stay
may then shift to identifying another better suited treatment
modality.

The inpatient psychiatrist familiar with central TFP con-
cepts can use elements of TFP even when the patients in
question are not, nor will be, patients in extended, explor-
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atory psychotherapies. The inpatient clinician can use these
core TFP concepts when assessing and treating inpatients
including:

1. A systematic diagnostic process that includes exploration
of personality traits/structure and levels of functioning

2. Comfort with engaging patients and families in discussion
of personality disorder symptoms in their various
manifestations

3. Appreciation of defenses, including the more primitive
splitting-based operations

4. The concept of the patient taking responsibility for certain
behaviors and certain aspects of his/her treatment

5. Identification of key dyads and their inverses

An openness to the three channels of communication, with a
particular sensitivity to countertransference reactions, includ-
ing splits within the team, can aid inpatient clinicians when
taking this approach.

In comparison to clinicians on consultation-liaison ser-
vices or in emergency departments, inpatient treaters may
have more time to perform a systematic diagnostic interview
with patients that could include an extended exploration of
defenses and levels of functioning. The inpatient treater can
sometimes meet with a patient successively over days in the
assessment process, while obtaining parallel information
from outpatient treaters and family members. The clinician
with the benefit of an extended, thorough evaluation may be
more likely to entertain a personality disorder diagnosis, par-
ticularly when the clinician is prompted by the structural
interview format. Clinicians in general may feel more com-
fortable introducing the topic of a personality disorder diag-
nosis when patients are in secure, inpatient settings. The
additional supervision of the inpatient service may allow cli-
nicians to discuss diagnostic issues they had previously
avoided out of concern about the patient’s risk for suicide or
intense anger in response. The more likely involvement of
family during a patient’s inpatient stay can present to both
outpatient and inpatient clinicians an opportunity to explore
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diagnosis, prognosis, and additional psychoeducation oppor-
tunities available for families of patients with personality
disorders.

The highly stimulating inpatient setting will likely quickly
bring to the surface a patient’s use of more maladaptive
defenses. The inpatient staff, aware of this possibility and
armed with a shorthand for these patterns, can avoid certain
predictable and unproductive interventions. The staff will be
attuned to patterns of splitting (alternating idealization and
devaluation, causing rifts among staff members), projective
identification (leading staff to experience unsettling feelings
such as guilt or anger not tolerated by the patient), omnipo-
tent control (patients’ actions controlling staff, thereby limit-
ing their effectiveness), and denial (keeping difficult realities
at bay, making regression in the hospital more comfortable).
Inpatient staff can manage these challenging situations by
identifying the activated dyads and putting the patient’s
experience into words. This process of diagnostic questioning,
identification of defenses, and explication of dyads gives
inpatient clinicians a grounding way to approach patients.

Ms. F. Is Readmitted and Dr. R. Wants to Avoid the
Derailment and Regression that Were Part of Her Prior
Hospitalization

Clinical vignette: Dr. R. is a psychologist working in a
state hospital general psychiatry inpatient unit. The hos-
pital’s population includes the chronically mentally ill, as
well as patients admitted with episodic illness, some of
whom have prominent personality disorder symptoms.
Ms. E, a single woman in her late 20s, is readmitted to
Dr. R.’s service following a suicide attempt by overdose.
Ms. E had been under Dr. R.’s care during an extended
hospitalization the previous year, one Dr. R. considered
to be counterproductive. During that hospitalization

(continued)
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(continued)

Ms. E lost her job as a teacher, requiring her to borrow
money from her parents after a number of years of finan-
cial independence. The unit’s psychiatry resident found
Ms. E to be highly sympathetic and earnest, while the
nursing staff found her to be dismissive and rude, result-
ing in some friction during rounds. The hospitalization
lasted almost 6 weeks, much longer than Dr. R. had felt
necessary, as Ms. F suggested and then refused a range of
outpatient treatment opportunities, including specific
programs and providers. In addition, Ms. E’s persistent
complaints of insomnia led the unit’s psychiatrist to use a
sedating atypical antipsychotic medication for both sleep
disturbance and as an adjunct to her depression regimen,
causing her to gain 50 pounds in the I-year period
between hospitalizations. At the time of Ms. E’s initial
admission, the team had entertained a personality
disorder diagnosis (with borderline and dependent
traits), but the unit director had felt strongly that no per-
sonality disorder could be made reliably while Ms. O.
reported continued depression symptoms.

Dr. R.’s assessment of Ms. E at the time of her read-
mission was notable for an absence of neurovegetative
symptoms in the weeks prior to her suicide attempt and a
clear association between her overdose and an argument
between Ms. F. and her parents. Dr. R. feels strongly that
Ms. E’s history and current presentation reflect a pri-
mary personality disorder diagnosis and with this in
mind presents in rounds his diagnostic impression and
goals for the hospitalization.

In rounds, Dr. R. outlines the following goals, informed
by Ms. E’s personality disorder diagnosis: clarification of
the severity of her suicide attempt; discussion with Ms. F.
and her outpatient treaters of the contribution of person-
ality disorder symptoms to her current picture; involve-
ment of Ms. E’s parents in this discussion, given her
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(continued)

dependence on their emotional and financial support;
and a reexamination of her medication regimen, with a
plan to taper those agents with limited efficacy and/or
troubling side effects. Dr. R. also includes a prediction
that Ms. E’s behavior may cause dissension among the
staff: he encourages the staff to adopt a coordinated
approach to Ms. E’s care to limit this distraction.

Dr. R. and the unit staff are able to use Ms. E’s time on
the inpatient service productively. A discussion of per-
sonality disorder symptoms and associated defenses res-
onates with the staff, putting into words aspects of the
patient’s behavior and their reactions that had been pres-
ent, but not well defined. Working in coordination allows
the team to address the issues of diagnosis, family psy-
choeducation, and reduction in medications with less
conflict than they had anticipated. They accomplish their
goals and discharge Ms. E in a timely manner.

Take Home Point: Clarity of diagnostic thinking and
staff coordination are essential elements in maximizing
the benefit of an inpatient hospitalization for the patient
with severe personality disorder pathology.
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Chapter 6

Transference-Focused
Psychotherapy (TFP)
Principles in the
Pharmacotherapy

of Personality Disorders

1. Using the structural interview broadens the diagnostic
process for prescribers.

2. Disclosure and psychoeducation serve as critical ele-
ments in the pharmacologic treatment of patients with
personality disorders.

3. TFP principles support a focus on the treatment frame
in prescribing in light of any aspects of significant per-
sonality pathology revealed in the assessment process.

4. TFP principles stress creating a safe environment for
the patient and the prescriber.

S. TFP principles stress engaging patients in an explicit
discussion of treatment goals for pharmacotherapy.

6. Using TFP principles to manage affect storms related
to medications.

7. Managing split treatments in a variety of settings using
TFEP principles.
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6.1 Introduction

Prescribing medication to patients with personality disorder
diagnoses can be challenging and confusing [1]. Patients with
some personality disorder diagnoses, particularly borderline
personality disorder (BPD), use a lot of medications even
though evidence for the effectiveness of these medications is
limited [2]. Using transference-focused psychotherapy (TFP)
principles can be of help to prescribing clinicians even if these
clinicians do not plan to engage in psychotherapy with these
patients [3, 4]. TFP principles can help clinicians with the
process of comprehensive diagnostic assessment, with cre-
ation of an environment ensuring both patients and prescrib-
ers feel safe, and with management of patient expectations
and patient response to medication trials.

The clinician prescribing psychotropic medications to a
patient with either a primary personality disorder or some
other psychiatric disorder and co-occurring personality dis-
order is faced with limited and at times conflicting data. No
medication has ever been approved by the Food and Drug
Administration for the treatment of personality disorder
symptoms. The studies available, for the most part focused
on pharmacotherapy of BPD, suggest patients will have lim-
ited responses to medication, if at all [5]. While the American
Psychiatric Association Guideline for the Treatment of
Patients with Borderline Personality Disorder offers what
could be seen as a reliable algorithm, the section on medica-
tion recommendations has been controversial from its incep-
tion [6, 7]. In addition, rigorous evaluations such as the
Cochrane Review give only tepid endorsement of pharma-
cotherapy for most patients with personality disorders, and
the United Kingdom’s NICE guideline suggests avoiding
medication for borderline personality altogether if possible
[8,9].

The literature on pharmacotherapy of personality disor-
ders is disproportionately focused on the treatments of
patients with BPD. This discussion is largely informed by that
literature, with the goal of extending TFP principles in
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prescribing beyond patients with BPD to other patients with
moderate to severe personality disorder pathology. The struc-
tural interview focuses on the elucidation of the patient’s level
of personality organization by active exploration of identity
consolidation (vs. diffusion), nature of defenses employed
(repression- vs. splitting-based), and reality testing, among
other areas of investigation. Almost all patients with BPD are
therefore understood as having moderate to severe personal-
ity disorder pathology, as are patients with other DSM-5 diag-
noses including paranoid and schizoid personality disorders.
The structural interview also explores diagnoses not described
in the DSM-5 including hypochondriacal, hypomanic, and
sadomasochistic personality disorders. Some, but not all,
patients with narcissistic personality disorder will be under-
stood as having moderate to severe pathology. The principles
in prescribing to this broader group of patients will differ from
practice in prescribing to those patients with a neurotic level
of organization, and those patients with a psychotic level of
organization including patients with chronic psychotic illness.

Therefore, prescribing clinicians treating patients with sig-
nificant personality disorder pathology may be faced with the
following: symptomatic patients (sometimes suicidal), often
high rates of phamacotherapy, limited data (almost all of it
short-term, while patients take psychiatric medications for
years, if not decades), and contradictory recommendations
from various authoritative bodies.

6.2 Using the Structural Interview
to Broaden the Diagnostic Process

e The prescribing clinician has to distinguish between
the patient’s chief complaint (what the patient reports
and the diagnoses he/she believes are relevant) and the
clinician’s differential diagnosis (what the clinician
believes the relevant diagnoses to be).

(continued)
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(continued)

o The structural interview compels the clinician to think
beyond certain limited diagnostic categories.

e The clinician can use the diagnostic assessment to
prepare for what is to come in the treatment.

e The clinician can use the diagnostic assessment to
begin to weigh potential benefits and limits of
medication.

e The structural interview, given its comprehensive
approach and use of clarification and confrontation,
implicitly challenges a frequent patient-prescriber
dyad: “You and your medications have a magic that
alone are enough to fix me.”

TFP offers clinicians a systematic approach to pharmaco-
therapy, beginning with use of the structural interview as
part of the diagnostic process. The structural interview com-
pels the clinician to think about the patient’s psychological
structures that underlie functioning and may reflect person-
ality pathology.

Patients will present to prescribers with particular symp-
toms and often with an idea of what the diagnosis might be.
The prescriber might accept the patient’s (or other clinician’s)
diagnostic formulation at face value. The structural interview,
however, requires the prescriber to approach the patient’s cur-
rent symptoms and history systematically beyond the diagno-
ses offered by the patient and other treaters. This can sometimes
cause friction in an initial evaluation as the patient may assume
that a chief complaint/established diagnosis (“I have attention
deficit disorder” or “I'm here for treatment for my major
depression”) should be unquestioningly accepted by the
clinician as the patient’s working diagnosis.

The information obtained in the structural interview
allows the clinician to conceptualize the patient’s presenting
concerns in two critical ways. First, the clinician can make
diagnoses consistent with the DSM-5 descriptive categories.
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Second, the clinician can begin to speculate about the
patient’s underlying psychic structure not necessarily cap-
tured in DSM-5 nosology, informing initial consideration
about the treatments and frame best suited for the presenting
problems.

The structural interview differs from a standard “decision-
tree” approach to assessment and diagnosis; it is more “free-
wheeling” in its approach, “circular” meaning the interviewer
repeatedly circles back to probe areas of confusion or con-
flict, generally more broadly curious about areas of function-
ing often overlooked or given short shrift in an abbreviated
“social history” questioning.

The structural interview will give the prescribing clinician a
way to think about and describe the patient routinely dis-
missed with an unspecified personality disorder diagnosis by
describing the patient’s level of organization. The patient
meeting DSM-5 criteria (five of nine criteria for BPD or
NPD) will be captured in the structural interview, but so, too,
will a significant number of patients who may have subsyndro-
mal presentations (e.g., four of nine BPD criteria or fewer) or,
say,narcissistic personality disorder symptoms better described
as “vulnerable” or “thin-skinned” and not necessarily
captured using the DSM-5 criteria [10].

The prescriber beginning treatment with the structural
interview will be better able to engage a patient in the
informed consent process. The prescriber will have a clearer
sense of the symptoms that are likely to be addressed effec-
tively with medication and those that are not. The prescriber
will also be alert to emerging dyads in the patient-prescriber
relationship that could impact the patient’s response to medi-
cation. For example, the patient experiencing herself as needy
and the prescriber as powerful may have an initial, intense
but short-lived positive response to a treatment. Another
possible dyad could be a threatened patient experiencing the
prescriber as aggressive, leading to an immediate, negative
response to any particular intervention.

The prescriber may choose to use some version of the
structural interview with its deliberate and systematic inves-
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tigation of the patient’s understanding of his/her complaints,
history, and object relations. While this process (often more
involved or confrontational than a standard medical model
interview) may cause the patient to feel frustrated or impa-
tient, it will automatically address one particular patient-
prescriber dyad often seen in patients with serious personality
disorder pathology: powerless patient seeking help from
idealized prescribing clinician. The patient’s response to the
interview can serve as a valuable, early window into the
patient’s internal world.

Dr. H. Requires Ms. P. to Participate in a Comprehensive
Evaluation Prior to Prescribing Medication, Much to the
Patient’s Dismay

Clinical vignette: Ms. P, a college senior, is referred to Dr.
H. (a psychiatrist) by her internist for an evaluation of
possible depressive disorder symptoms. Ms. P. had con-
veyed to her internist recent suicidal thoughts and unsta-
ble mood. Dr. H. begins by reviewing with Ms. P. the
symptoms she had conveyed to her internist and takes a
full inventory of depression symptoms including neuro-
vegetative symptoms. Dr. H. also questions Ms. P. about
other areas of her life with the goal of learning about her
degree of identity consolidation, her level of defensive
functioning, and her reality testing.

Ms. P. becomes irritated during the interview: “I came
here for medication for my depression and you’re asking
me all these questions about my friends and my
studies!”

Dr. H. responds: “I want to get a full picture of what is
going on with you now. The more I understand about you,
your functioning, and your social life, among other things,
the more clear I can be without about how medication
can and cannot be of help to you.” While Ms. P. remains

(continued)
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(continued)

irritated for the remainder of the evaluation, Dr. H. senses
he has quickly learned about important elements of Ms.
P’s object relations in this process. In particular, Dr. H. is
struck by Ms. P’s reflexive distrust of him and her wari-
ness about his interest in the details of her life. He notes
that Ms. P. ascribes to him a malevolent intrusiveness,
which seems important given the few details he has learned
about the sources of her mood disturbance, including argu-
ments with her roommates and conflict with her department
chair about fulfilling the requirements for graduation. Dr.
H. feels more prepared for the likely course of Ms. P’s treat-
ment, knowing something about her experiences with others
and having witnessed during their intake together important
details for her experience of him.

Take Home Point: Clinicians will benefit from con-
ducting a comprehensive evaluation before prescribing
medication and in doing so can quickly learn valuable
information about the patient’s level of organization and
object relations.

6.3 Using Disclosure and Psychoeducation
as Part of Effective Prescribing

e The clinician sets an example of being honest and
forthright.

e The clinician prepares the patient (and family) and
himself/herself for what may happen in the
treatment.

e The clinician can guide the patient to evidence-based
treatments.

(continued)
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(continued)

e The clinician can guide the patient away from ineffec-
tive or even damaging treatments.

e The clinician protects himself/herself through effec-
tive risk management.

Comprehensive diagnosis facilitates first discussion with a
patient about a clinician’s impression, coupled with psycho-
education, and then establishment of a treatment frame.
Clinical experience suggests that many patients with person-
ality disorders or personality disorder traits are not aware of
their diagnoses [11]. While all of the evidence-based treat-
ments for borderline personality disorder include frank dis-
cussion of the borderline diagnosis in their manualized
treatment, many clinicians remain reluctant to do so [12]. In
particular, prescribing clinicians may see their role as rela-
tively narrow and feel discussion of personality disorder
symptoms, in general, as appropriate only for clinicians in the
psychotherapist role.

The TFP approach includes attention to the safety and
security of the clinician as well as the patient. For the clinician
treating a patient with moderate to severe personality disor-
der symptoms, honest and open discussion with the patient,
psychoeducation for the family, and clear documentation
about the contribution of personality disorder symptoms are
all key elements of both good clinical care and proactive
medicolegal self-protection [13].

Families of patients with personality disorder symptoms
are often confused when patients do not improve when
receiving standard treatments for the mood, anxiety, or other
diagnoses that they believe are the primary diagnoses.
Clinicians can put themselves in a bind when they are think-
ing in terms of and documenting one diagnosis (a personality
disorder) but conveying to the patient and family only other
diagnoses (depression, anxiety, attention disorders). Patients
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now routinely seek access to their charts (consistent with
HIPAA regulations) and may discover that the clinician has
been describing personality disorder symptoms in the chart
but withholding this information from them, sometimes over
many years.

Honest discussion with patients and families about person-
ality disorder diagnoses allows the clinician to guide the
patient to evidence-based treatments and to help them avoid
those treatments unlikely to be of help or associated with
risks of concerning side effects. Clinicians may be fearful that
discussion of personality disorder diagnoses will lead a
patient to become angry or suicidal. Investigation of the out-
come of borderline personality disorder diagnosis disclosure
has underscored that, in fact, many patients are relieved to
be told they have a well-described and treatable condition,
often after going for years feeling they have some form of
“treatment-resistant” pathology [14].

The prescribing clinician making a personality disorder
diagnosis can use DSM-5 terminology in discussion with
some patients. Many clinicians are increasingly comfortable
speaking frankly with patients about borderline personality
disorder, given growing research about the disorder’s gen-
erally positive prognosis and multiple evidence-based
treatments [15, 16]. The prescriber may choose to review
with a patient the DSM-5 BPD criteria as part of a psycho-
education intervention [17]. Alternatively, some clinicians
may choose to convey their diagnostic impression using
their own language for aspects of the disorder. The clinician
may say, “You’ve been describing ways that fluctuations in
your self-esteem can cause you difficulties,” rather than use
the term narcissistic personality disorder, or with a patient
with BPD traits, “What you describe as brief periods of
‘depression’ when in conflict with friends and family
sounds more like mood instability and reactivity than the
persistent low mood we would expect to see with major
depression.”

TFP-informed psychotherapy stresses that the clinician
cannot be optimally helpful to the patient when feeling
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anxious and unsafe. The prescriber aware that a patient has
personality disorder symptoms but uncomfortable discussing
this observation puts himself or herself in a compromising
position. The personality disorder symptoms remain “the
elephant in the room,” and breaking the silence about these
symptoms can help the clinician practice in a more honest
and less anxious fashion.

Ms. B. Presents to the Nurse Practitioner for Medications
for “Depression”

Clinical vignette: Ms. B. is an attorney in her late 20s who
has been receiving care for “treatment-resistant depres-
sion” for many years. She has become increasingly frus-
trated as she has failed to respond to a variety of
antidepressant medications and most recently has gained
30 pounds from an adjunctive antipsychotic medication,
which has failed to address her pattern of suicidal
despair with every breakup with her fiancé. Ms. B. moves
to a new city and transfers her care to a nurse practitio-
ner, Mr. Z. Mr. Z. tells Ms. B. he would like a chance to
review her history and spend a few sessions getting to
know her before making any conclusions about her diag-
nosis or treatment options.

Ms. B. recounts for Mr. Z. her history of multiple
medication trials. Ms. B. also describes her referral to a
dialectical behavior therapy-informed mindfulness
group; she notes that she attended the group sporadically
and tells Mr. Z. she cannot recall any discussion of per-
sonality disorders as part of the group discussion.

After three sessions Mr. Z. feels comfortable intro-
ducing to Ms. B. the idea that she likely has a primary or
co-occurring personality disorder with borderline traits.
This diagnosis comes as a suprise to Ms. B., who had
assumed her condition was a ‘“treatment-resistant

(continued)
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(continued)

depression.” Mr. Z. takes the opportunity to review the
borderline personality disorder diagnostic criteria and
the best available evidence about the effectiveness of
various medications and psychotherapies. He also invites
Ms. B.’s fiancé to come to a session to discuss these
issues. While Ms. B. is initially confused and angry when
Mr. Z. shares his impressions, she recovers quickly and
reflects: “I always wondered why [ was never getting
better. Something just didn’t fit, and this diagnosis, as
difficult as it is, explains a lot of things for me.”

Take Home Point: While a patient with personality
disorder symptoms may present to a clinician specifically
for treatment with medication, the clinician should feel
comfortable educating the patient about the centrality of
psychotherapy in the treatment of personality disorders
and the relative limits of pharmacotherapy.

6.4 Introduction of the Treatment Frame
in Prescribing

e Prescribers often work without a clearly defined treat-
ment frame.

e Patients with moderate to severe personality disorder
pathology will predictably challenge the prescriber’s
routine way of working.

e Working with patients with impulsivity, suicidality, or
non-adherence will require a thoroughly considered
treatment frame.

e Prescribing medications toxic in overdose requires
increased attention to the treatment frame.

® Prescribing medications requiring vigilance about
adherence or associated necessary laboratory testing
requires increased attention to the treatment frame.
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In TFP the contracting phase is integrated into the estab-
lishment of a treatment frame. The frame allows the patient’s
object relations pathology to unfold in a way that is safe and
controlled for both the patient and the therapist. The TFP
therapist engages the patient, even before the treatment
begins, to consider what likely treatment-interfering behav-
iors might emerge. In general, the TFP approach (for psycho-
therapy) follows the dictum that the more symptomatic the
patient, the more rigorous the frame.

The prescribing clinician accustomed to a medical model
approach with patients may not have treatment frame con-
cerns in mind at the beginning of a treatment. The clinician
actively considering primary or co-occurring personality
disorder symptoms should be stimulated to engage the
patient in a detailed discussion of the treatment frame even
when the patient and the prescriber are not engaged in con-
current psychotherapy.

The TFP understanding of the borderline patient’s object
relations will stimulate the clinician to expect certain pre-
scriber-clinician dyads to emerge. The patient may see herself
as vulnerable and powerless and expect the prescriber to be
magically effective; another expectable dyad could be the
patient who feels poorly cared for and continually at risk for
harm from the careless psychiatrist’s damaging medications.

A focus on the treatment frame can address some of these
predictable patient-prescriber dyads and their associated
complications. An example is the patient who has a rapidly
shifting experience of the clinician from highly idealized
(“This doctor’s medications are certain to make me feel bet-
ter”) to persecutory (“These medications are making me
worse and I have to stop them myself”). In a case like this, the
clinician may in advance predict for the patient the possibility
of a shift like this and underscore a need for the patient to
make decisions about medications in consultation with the
prescriber and not independently or abruptly.

How else can discussion of the treatment frame be of use?
The treatment frame should include a clear discussion of
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basic logistical issues (payment, missed session policies, late-
ness) as well as those issues often pertinent with patients
with moderate to severe personality disorder symptomatol-
ogy (non-adherence, dishonesty, suicidality, threats of vio-
lence). The prescriber should, at the outset, review explicitly
with the patient the requirements for continued treatment.
While this might not be routine management, the prescriber
attuned to severe personality disorder pathology will predict
challenges by the patient to the clinician’s standard practice
patterns.

Many patients with significant personality disorder symp-
toms will be prescribed medications with concerning side
effects. Medications toxic in overdose (lithium carbonate,
tricyclic antidepressants), with dietary restrictions (mono-
amine oxidase inhibitors), or requiring periodic laboratory
testing (atypical antipsychotics), can present particular
problems to the prescriber. The clinician aware in advance
of a patient’s personality disorder symptoms can predict
probable complications given an understanding of likely
dominant dyads in the transference and associated
reversals.

In TFP the therapist will review with patients specific
treatment-threatening behaviors that will likely preclude
an effective psychotherapy process. The therapist will be
clear about the futility of TFP when a patient is frequently
hospitalized, or severely underweight, or actively using
drugs and alcohol in a way that compromises the patient’s
capacity to use the treatment. The prescriber is likewise
helped by establishing a clear frame at the outset of treat-
ment, with attention to behaviors that would interrupt the
potential success of medication trials. Explicit discussion of
issues like non-adherence, misuse of medication, or require-
ments for specific laboratory testing at the beginning of
treatment can help the clinician manage expected situa-
tions that arise challenging the frame that is already clearly
in place.
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Ms. G. Refused to Get the Blood Tests Required for
Treatment with Lithium

Clinical vignette: Mrs. G. was hospitalized three times in 2
months with recurrent suicidality. She was diagnosed with
borderline personality disorder and narcissistic personality
disorder traits by the inpatient team. The inpatient team had
doubts about Mrs. G.’s prior diagnosis of bipolar disorder,
Type II, but nevertheless continued her lithium carbonate
during her hospitalizations. In the past Mrs. G. would follow
a pattern of ignoring her prescriber’s recommendations for
follow-up testing of the lithium carbonate level. Mrs. G.’s
response to her prescribers had alternated between periods
of idealization (“Finally a doctor who understands my
mood disorder and is going to do something about it!”)
with persecutory feelings (“Haven’t I been stuck enough for
blood tests! You want me to get another lithium level so you
feel better, but I'm the one who ends up bruised and for no
reason, because I can tell my level is fine!”).

Mrs. G.’s inpatient psychiatrist, Dr. L., agrees to work
with her after discharge but with certain conditions.
Aware of Mrs. G.’s personality disorder symptoms and
pattern of impulsivity, Dr. L. tells Mrs. G. she is not willing
to prescribe lithium to her at this time and reviews which
medications she would be comfortable prescribing (a
mood stabilizer not toxic in overdose) and what her limits
would be should Mrs. G. not adhere to her recommenda-
tions (periodic screening for metabolic syndrome if she
chooses to continue on an atypical antipsychotic medica-
tion). Mrs. G. protests and states flatly she will “stay on
lithium and never give a blood sample again!” Dr. L.
meets with Mrs. G. and her husband and informs them
she will help find another prescriber for Mrs. G.’s outpatient
treatment as she is not willing to work with her without a
mutually agreed-upon frame in place.

Take Home Point: The prescriber should establish a
treatment frame that insures safety for both the patient
and clinician.
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6.5 Creating a Safe Environment
for the Patient and the Prescriber

e Psychoeducation about the limited effectiveness of
pharmacotherapy for personality disorders, and cer-
tain co-occurring conditions (e.g., depression, anxiety)
when personality disorder symptomatology is present,
will protect the clinician.

e Departure from standard practices should trigger
exploration of countertransference.

e Departures, including supplying patients with unusu-
ally large amounts of medication or prescribing doses
about those recommended by FDA guidelines, should
be “red flags.”

e Monitoring of polypharmacy with clear communica-
tion about the overarching goal of using as little medi-
cation as possible is imperative.

TFP emphasizes the need for a clear treatment framework
and associated contract with a goal of creating a safe environ-
ment for the patient and therapist. Without a safe environ-
ment, the therapist cannot stay focused on the patient in a
helpful way. An appreciation of the patient’s level of organi-
zation helps the prescribing clinician put into place a treat-
ment frame that will best insure safety and security for both
the patient and the clinician. Some of these issues are con-
crete: Should the clinician give a patient likely to be impul-
sive a medication toxic in overdose? Should a clinician adjust
a complex medication regimen for a patient likely to be
compliant only with the simplest instructions? How does the
prescriber manage a patient who might be dishonest and
feigning symptoms to get medication? The treatment frame
includes concerns as mentioned (supplies of medication,
complexity of the regimen) as well as other nuts-and-bolts
concerns (e.g., the necessity of communication with other
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clinicians, communication with family if needed, require-
ments for certain laboratory testing), and frank discussions
about potentially interfering behaviors (substance use, eating
disorders) that could undermine the effectiveness of a medi-
cation trial.

The TFP approach can protect the prescriber in a number
of ways. Explicit discussion of the limits of medication in the
treatment of personality disorders (and in the treatment of
co-occurring conditions for patients with personality disor-
ders) is imperative and prepares the patient and family for
equivocal results. This helps clinicians avoid a number of
problematic situations. In one common scenario, patients and
families become angry because of the failure of standard
treatments for putative mood, anxiety, or other disorders. In
another situation often seen, clinicians may feel compelled to
use unusual medication combinations or above-recommended
medication doses for patients unresponsive to routine medica-
tions at recommended doses.

The TFP focus on monitoring countertransference can aid
clinicians who might put themselves at risk when prescribing
for patients with personality disorders. The clinician will
reflect: Am I departing from my standard practices? What
may be happening with this patient to cause me to do things
I would not ordinarily do? The clinician poised to prescribe
more medication than usual, to use medications off-label in
uncomfortable-making ways, or to combine medications in
counterintuitive ways, will automatically speculate about the
transference-countertransference meanings of these actions.

Patients with BPD are known to be high utilizers of medi-
cations in all categories, often leading to complex polyphar-
macy [18]. There is no data supporting the practice of
polypharmacy with patients with personality disorders. This
polypharmacy puts patients at risk for drug-drug interactions
of all kinds. The clinician focused on creating a safe environ-
ment will be compelled to address habitual polypharmacy
through both psychoeducation and prescribing practices.
This process is aided by awareness of likely dyads and their
reversals. For example, the prescriber feeling pressured to
add a medication to a patient in crisis may reflect on both the
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patient-prescriber dyad of vulnerable patient seeking help
from the powerful clinician and its reversal of aggressive
patient demanding action from a cowed clinician.

Ms. D.’s Weight Loss Frightens the Resident Assigned to
Manage Her Medications

Clinical vignette: Dr. B. is a psychiatry resident working in
a clinic for trainees. She is assigned to work with Ms. D., a
29-year-old unemployed woman with borderline person-
ality disorder. The resident turning over responsibility for
Ms. D.’s care described his longstanding anxiety treating
Ms. D., given the patient’s pattern of restricting her intake
at times leading to a marked decrease in her weight to a
body mass index of 16 (severely underweight).

Dr. B. learns that the previous resident was so anxious
with every visit and so preoccupied with Ms. D.’s weight
that it was hard for him to concentrate in the sessions,
imagining that Ms. D. would develop a cardiac arrhyth-
mia and die while taking the antidepressant medication
he had prescribed. Dr. B.’s TFP training reinforced the
necessity of a safe environment for both the patient and
clinician. Dr. B. was also aware of the oscillating dyad of
weak, vulnerable patient fearful of withholding prescriber
and persistently uncomfortable prescriber controlled by
the patient manipulating her dangerously low weight.

Dr. B. therefore resolved to set a specific weight
threshold for the patient and insisted on ongoing contact
with the patient’s internist. The patient responded with
tearful indignation, which had been her pattern with the
previous trainee. Dr. B. was aware of her temptation to
accomodate this patient but had held fast, knowing she
would not be able to think clearly in the kind of anxiety-
producing setting Ms. D. had been engendering.

Take Home Point: The prescriber should use her
countertransference to determine the requirements for a
treatment frame that would allow her treat her patient
without undue anxiety.
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6.6 Explicit Discussion of Goals
for Medication as an Essential Part
of Treatment

e (linicians may not explicitly convey to patients medi-
cations’ adjunctive role.

e Patients may assume that medications alone will
address personality disorder symptoms.

e Personality disorder patients are often started on
medications during crises.

e Personality disorder patients often continue on medi-
cations without periodic reviews of their
effectiveness.

e Discussion of goals for medication helps patients take
responsibility for those symptoms not likely to
improve with medication alone.

TFP requires an explicit discussion of treatment goals as
part of the contracting phase of the psychotherapy. Discussion
of goals can help the therapist avoid extended, aimless treat-
ments that can inadvertently contribute to a patient’s passivity.
Along these lines the prescribing clinician using TFP princi-
ples will focus on goals for pharmacotherapy when any new
agent is introduced and then again with every meeting. This
emphasis on an explicit discussion of treatment goals helps
clinicians avoid the common pitfalls associated with complex
and unwieldy polypharmacy (a widely described hallmark of
medicating patients with personality disorders). The discus-
sion of goals also underscores the expectation in TFP that
treatment is not static but built on an expectation that
patients will change over time.

Explicit discussion of goals for medication for patients
with personality disorder diagnoses begins with a discussion
of the likely adjunctive role of medication in their treatment.
This proviso is strongly supported by the literature. Discussion
of medication’s adjunctive role also directly addresses a
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common patient-prescriber dyad: “You and your medications
alone are enough to fix me!” More complicated are those
patients with both mood or anxiety (or other) disorders with
co-occurring personality disorder symptoms. Again, the lit-
erature underscores the likelihood that medications effective
for the mood or anxiety disorder alone are less effective for
those conditions in patients with co-occurring personality
disorder symptoms [19].

Discussion of medication goals directly addresses a com-
mon pattern seen in psychotherapy with patients with per-
sonality disorders, specifically a passivity suggesting an
unconscious expectation that the treater alone can fix the
patient’s problems. The patient with personality disorder
symptoms telling the prescriber “I just want these medica-
tions to make me happier!” will benefit from a discussion of
how medication can help (targeting specific symptoms) and
how they cannot (addressing underlying object relations/pat-
terns of experiencing self and others associated with chronic
discontent or self-defeating behaviors).

Patients presenting in crisis may demand relief with
medications. TFP principles prepare clinicians to monitor
their countertransference in such situations, rather than act
impulsively themselves. The complying prescriber respond-
ing in a crisis may then find the patient experiences any
attempt in the future to remove a medication as depriving
or even damaging. The prescriber managing a patient in
crisis can help avoid the common pitfall of adding yet
another medication and renewing it routinely by articulat-
ing a specific plan in advance. Such a plan would include the
intention to stop a medication within a specific period of
time if it is not working or after a particular crisis has
resolved. Even medications begun routinely should be
reevaluated periodically with a stated overarching goal of
using as little medication as possible. Many patients and
prescribers can drift into a custodial relationship, thus
engaging in a mutual enactment that confirms through
inaction the patient’s unconscious object relation of the
incapacitated patient and indifferent clinician.
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Ms. D. Has a Complicated Medication Regimen that Does
Not Seem to Be Helping

Clinical vignette: Ms. D. presents to Dr. R. for an evalua-
tion after she has a suicide attempt by overdose in the
context of chronic conflict with her wife. Ms. D. was seen
periodically by a prescriber who saw her in a high-vol-
ume clinic for 15 minutes every other month. Ms. D. was
under the impression she had attention deficit disorder,
obsessive compulsive disorder, and depression and anxi-
ety symptoms.

On presentation to Dr. R., Ms. D. was taking an anti-
depressant medication, two stimulants, a benzodiazepine,
and a mood stabilizer. Dr. R. speaks with the prior treater
who agrees that Ms. D. likely has moderate to severe nar-
cissistic personality disorder (NPD) traits which are
predominantly responsible for her chronic distress in her
marriage and recent suicidality.

After an extended evaluation, Dr. R. reviews with Ms.
D. his tentative diagnostic impression, using layman’s
terms, stressing the typical pattern of highly variable self-
esteem seen in patients with NPD. He also proposes a
systematic paring of the patient’s medication regimen
with the goal of removing possible confounding side
effects and focusing on exploration of long-standing per-
sonality rigidity related to marked fluctuations in her
self-esteem. Ms. D. responds affirmatively to Dr. R.’s ini-
tial explanation of his diagnostic impression, asking
“When you say ups and downs of self-esteem, and sensi-
tivity to injury, do you mean narcissistic traits?” Dr. R.
responds, “Now that you mention it, yes, I think that
captures a lot of what you have described.” Ms. D. is ini-
tially uncomfortable with the proposal to reduce her
medications, describing an apprehension that Dr. R. is
depriving her of sources of symptom relief. On further
questioning Ms. D. is unable to ascribe any particular

(continued)
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(continued)

symptom relief to any specific medication but acknowl-
edges having had a sense that her prior prescriber
“cared” for her as evidenced by his willingness to pre-
scribe a new medication with almost every visit. Dr. H.
proposes first stopping the mood stabilizer, in part
because of its apparent sedating property, and then
stopping one or both of the stimulants that had been
used, in part, to counteract the sedation from the mood
stabilizer. Dr. H. suggests that a regimen of an antide-
pressant and a benzodiazepine taken as needed might
be adequate for Ms. D. Ms. D. reluctantly agrees to go
forward with this plan.

Take Home Point: The clinician prescribing medica-
tion to the patient with significant personality disorder
symptoms should periodically engage the patient in a
detailed discussion of the goals for use of any
medication.

6.7 Managing Affect Storms

e Patients’ affect storms are predictable but still unnerv-
ing for the prescriber.

e TFP can provide an overarching way of understand-
ing affect storms and helpful ways for clinicians to
manage these episodes.

e FEffective management in an affect storm can be con-
taining and, in time, foster the patient-clinician
relationship.

Prescribing clinicians may often become aware of a
patient’s use of splitting-based defenses in the context of a
patient’s “affect storm.” A typical scenario would be a
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patient’s rapid shift from an idealizing to an intensely devalu-
ing experience of the prescriber. A patient’s heightened
emotional state seen in an affect storm often includes power-
ful elements of anger or fear. The unsuspecting clinician can
easily become fearful or angry or disengaged in such a con-
text, often leading to decision-making about prescribing ham-
pered by these reactions. An understanding of the underlying
object relations predisposing patients to heightened affective
states can help guide clinicians during periods when an unsus-
pecting clinician may be likely to act rashly in response.

TFP psychotherapists will use the technique of “naming
the actors” in situations when they feel overwhelmed, which
is not uncommon with patients with severe personality disor-
ders. “Naming the actors” helps the clinician begin to
describe the dominant object relations dyad (and thereby
orienting the clinician during a period of confusion), and at
the same time these comments can help contain a patient by
showing the patient that the clinician has an understanding of
the patient’s subjective experience (and sometimes helping
the patient put the intense experience into words).

In an affect storm the patient will be overwhelmed by
feelings to the point of becoming unable to think clearly.
Often the affect storm will feature powerful paranoid feel-
ings, with prominent suspicion, anger, or even threats toward
the clinician. In TFP the affect storm is often managed by
the clinician by a shift to “therapist-centered interpretations.”
In this model, the clinician aware of the patient’s heightened
affective state and compromised capacity to think clearly will
articulate how the clinician believes the patient is experiencing
him or her in the moment.

The prescriber using TFP principles will approach the
patient in a heightened affective state with a strategy as how
best to proceed. The prescriber will know to avoid defensive
arguments (“You’re angry with me, but I was clear with you
from the start about this side effect”) or interpretations
(“You’re angry with me the way you describe feeling angry
with your father when he ignored you”). Instead the pre-
scriber will focus on containing the affect (“You are
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experiencing me now as threatening and depriving”) and, if
possible, on the role reversal (“You accused me of threaten-
ing you by refusing to renew your Klonopin given your recent
alcohol binge, while addressing me in a way that has a some-
what threatening quality, as if you are about to throw your
coffee at me.”)

Clinicians may be surprised by a patient’s “affect storm,”
particularly internists or family physicians with limited expe-
rience treating patients with severe personality disorders.
Often the patient’s “affect storm” is the first occasion when
an unsuspecting clinician grasps the likely object relations
underneath the patient’s intense anger and devaluation.

Mr. L. Explodes at His Internist, Causing Turmoil
in the Office

Clinical vignette: Mr. L., a professional dancer with
borderline personality disorder, begins his appointment
with his internist, who prescribes his psychiatric medica-
tions, in a heightened state of distress. Mr. L. is visibly
angry as he enters Dr. Y.’s office: “I can’t believe my
mother didn’t call your front desk with my new insur-
ance information! I'll have to pay out of pocket for
everything and I'll be broke!” Dr. Y. was familiar with
Mr. L.’s history of intense anger and recurrent pattern of
feeling poorly cared for by those he depended on. While
Dr. Y. was familiar with the diagnosis of borderline per-
sonality disorder, he had only recently been exposed to
TFP principles in managing patients.

Initially Dr. Y.’s secretary attempted to defend the
office, which only increased Mr. L.’s level of anger. Dr. Y.
brought Mr. L. into his office and, aware of his diagnosis
and oriented to use TFP principles, Dr. Y. made an effort
to avoid becoming defensive and instead tried to contain
Mr. L. by putting into words Mr. L.’s feelings of being

(continued)
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(continued)

poorly care for: “You feel as if I am indifferent and our
office uncaring about you and your finances.” Mr. L.
calmed a bit and Dr. Y. continued: “You were feeling
mistreated by your mother and our office, at the same
time you were yelling at my office manager and causing
her to feel mistreated.” Mr. L. was able to recover enough
to begin to think clearly; he and Dr. Y. were able to com-
plete their visit as planned.

Take Home Point: All prescribers of psychiatric medi-
cations can use TFP interventions to manage patients
who become “difficult” because of heightened affective
states and poor coping strategies.

6.8 Managing Split Treatments

e The TFP focus on the patient’s splitting-based defenses
predicts splitting behavior in divided treatment.

e The prescribing clinician, expecting problematic split-
ting in divided treatment, will set up protections in the
treatment contract.

e Protections can include requirement of permission to
speak to the therapist, other involved clinicians, and
family members.

e The TFP clinician can expect problematic splitting
when the patient interfaces with other settings such as
emergency rooms or inpatient units.

Prescribing clinicians will see personality disordered
patients in a number of settings. In recent years, for a variety
of reasons, the prescribing psychiatrist is more likely than in the
past to work with another clinician who assumes responsibility
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for providing psychotherapy [20]. Managing split treatments,
while at times challenging with many patients, is inevitably
challenging with patients with serious personality disorders.
The expected pattern of alternating idealizing and devaluing
one or both of the clinicians involved can create particularly
thorny situations. TFP principles can help guide clinicians,
both prescriber and psychotherapist, using object relations
theory to explain what clinicians are accustomed to encoun-
tering in practice. Both/all parties involved in the care of the
patient should be aware that a patient with borderline psy-
chological structure seeks a perfect level of caretaking that is
considered impossible and that anything that falls short of it
may be seen as neglect or mistreatment.

The prescriber will need to be alert to any number of con-
cerning situations. For example, the patient referred by a
longtime therapist to a psychiatrist for evaluation may expe-
rience the prescriber in a wholly negative way, which may
cause the therapist to collude with the patient’s devaluation
of the option of medication. Also concerning would be the
prescriber who devalues a therapist’s attempts to maintain
the frame, again colluding with the patient’s experience of a
therapist holding to a frame as arbitrary, rigid, uncaring, or
even punitive.

The prescriber cannot safely treat a patient without
permission to speak freely with the patient’s therapist. The
patient’s refusal to grant this permission should be grounds
to end the treatment. Both parties (prescriber and therapist)
should require communication at the outset of any treatment,
thereby addressing the predictable emergence of a split
between treaters.

Patients with severe personality disorders seen in routine
outpatient care may interface with clinicians in other settings
such as partial hospital programs, emergency rooms, and
inpatient units. Again, the prescriber will be alert to the emer-
gence of splitting in the “team” as patients may use the
opportunity of time in a new setting to devalue a long-
standing treater while temporarily idealizing a new clinician.
Alternatively, a patient sent by a prescriber to an emergency
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room or inpatient unit may vociferously devalue the new
treaters and enlist the longstanding treater to enact a rescue.
The TFP contract foretells such a scenario and outlines, in
advance, the requirement that a patient (e.g., acutely suicidal
and requiring inpatient treatment for safety) agrees to follow
the directives of any emergency room or inpatient clinician. The
prescriber who uses this TFP principle can, in such a situation,
refer back to the treatment contract and avoid potentially
destructive conflict between treaters in different settings.

Dr. P. Becomes Embroiled in a “Split” with Ms. C.’s
Inpatient Treatment Team

Clinical vignette: Dr. P. works at a day treatment program
where he has been prescribing medication for Ms. C., a
college student on leave, now attending the program for
approximately 3 months. Ms. C. is hospitalized after a
threat to hang herself and is treated on the inpatient unit
at the large academic medical center housing the day
program. After the hospital admission, Dr. P. begins to
get calls from Ms. C., from her mother, and from her
social worker therapist at the day program about “mis-
treatment” Ms. C. is receiving on this unit. Dr. P. is ini-
tially skeptical about this but then finds himself more
exercised after discussing the situation with the therapist
who suggests that Dr. P. should “pull strings” to have Ms.
C. transferred. Dr. P. becomes aware of his growing anger
at the inpatient staff and his impulse to intercede on Ms.
C.’s behalf.

Dr. P’s familiarity with TFP prompts him to take a step
back and monitor his reactions to the calls he was receiv-
ing. Soon thereafter, Dr. P. is contacted by the inpatient
psychiatrist to arrange a conference call about the patient.
At this time, Dr. P. begins to consider the possibility of an
evolving split forming between the current inpatient team
and Ms. C.’s outpatient treaters. During the conference call,

(continued)
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(continued)

Dr. P is struck by the inpatient clinician’s reasonable
approach to Ms. C.’s care and his understandable caution
about giving Ms. C. increased privileges on the unit given
her continued threats to harm herself. Dr. P. is aware that he
and Ms. C.’s day program therapist were then more confi-
dent in presenting to Ms. C., during a meeting on the unit,
their impression that the inpatient staff was managing her
care in a reasonable way. Ms. C. was initially defiant in
reaction to their meeting. In the subsequent days, however,
calls from Ms. C. stopped and the staff on the inpatient unit
noticed she was engaging with them in a more cooperative
way, acknowledging, “I understand I have to be in good
enough control so that you can get me back to the day
program. [ don’t like being here, but you're doing your
job.”

Take Home Point: Clinicians involved in a “split treat-
ment” with a patient with severe personality disorder
pathology will need to remain vigilant about the risk of a
schism between treaters, and the related dynamics, which
can be a detriment to the patient’s recovery.
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Chapter 7

Transference-Focused
Psychotherapy (TFP)
Principles in the Management
of Co-occurring Medical

and Personality Disorder
Symptoms

1. TFP principles can provide clinicians with a useful
psychodynamically-informed approach to patients in
the overlap between medical and personality disorder
(PD) symptoms.

2. The TFP contract addresses in advance the direct
medical complications of BPD (self-injury, binge eat-
ing, physical altercations) or any other treatment-
interfering medical symptoms.

3. The TFP approach aims to minimize iatrogenic con-
tributions to medical complications (weight gain, met-
abolic syndrome, sedative-hypnotic or stimulant
misuse) in the treatment of personality disorders.

4. TFP’s expectation for change will dictate the thera-
pist’s more active approach to health-related lifestyle
choices.

5. The TFP approach directly addresses the risk of
chronic medical disability as an expression of passiv-
ity or parasitism.

(continued)
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(continued)

6. Medical professionals can utilize TFP techniques in
their treatment of PD patients without necessarily
assuming responsibility for their psychiatric care.

7. Medical professionals can utilize TFP techniques and
principles with patients who have difficulty with treat-
ment adherence even in the absence of a diagnosable
personality disorder.

7.1 Introduction

Clinicians of all kinds treating patients with personality disor-
der (PD) pathology find the overlap of medical concerns, and
PD symptomatology presents unusually vexing and complex
challenges [1]. The goal of this chapter is to extend certain prin-
ciples informing individual TFP to a variety of situations involv-
ing patients with physical complaints and medical problems.

The interface between medical complaints and personality
disorder pathology is a daunting subject. The clinical presenta-
tions reflecting this interface are highly variable. They can
include:

1. Medical sequelae directly related to a personality
disorder

2. Medical conditions that have higher than expected

rates of comorbidity among PD patients

. Iatrogenically induced medical issues

. The effects of poor health-related lifestyle choices

5. Chronic medical syndromes that reflect or reinforce
passivity or parasitism

6. Challenges clinicians encounter providing standard
medical services to patients with personality disor-
ders and other patients without clear psychiatric
diagnoses, but with compromised compliance

B W
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In TFP offered as an individual psychotherapy, the assess-
ment and contracting phases take into full account any medi-
cal or somatic concerns that might constitute
treatment-threatening behavior. The terms “medical” and
“somatic” are overlapping but not synonymous. Medical
issues can relate to the patient’s actual medical diagnoses and
treatments, as well as aspects of a patient’s general medical
care, such as cooperation with an annual physical exam.
Somatic symptoms, as distinct from actual medical concerns,
might include scenarios such as a heightened sensitivity to
medication side effects or limited exercise tolerance because
of cigarette smoking — physical concerns that are not neces-
sarily linked to an identifiable medical disorder. In the assess-
ment phase, the therapist will circle back to any medical or
somatic symptoms and clarify to what extent the patient has
complied with a comprehensive medical assessment process
and to what extent the patient has complied with treatment
recommendations. The contracting phase has as its goal a
thorough investigation of any potentially treatment-
interfering behaviors, which could, of course, include medical
symptoms precluding full involvement in the treatment or
active participation in meaningful work or studies, as is stipu-
lated in the TFP contract. The contracting process leads
directly to the establishment and maintenance of the
treatment frame; this frame can include patient responsibili-
ties related to somatic or medical concerns.

Tatrogenic complications of treatment for BPD are widely
described and remain a serious concern [2]. (See Chap. 6 for
a full discussion of a TFP approach to pharmacotherapy.) It
is well known that BPD patients are likely to take psychiatric
medications at high rates, despite the limited effectiveness of
psychoactive medication in the treatment of BPD; research
indicates patients with BPD also take nonpsychiatric medica-
tions at unusually high rates [3]. latrogenic complications of
misdiagnosis or underdiagnosis of personality disorder
pathology can include the medical sequelae of antidepres-
sant, antipsychotic, mood stabilizer, sedative-hypnotic or
anxiolytic medications, as well as stimulant abuse or depen-
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dence or overuse of narcotic medication for pain [4]. Mental
health providers are not the only clinicians involved in iatro-
genic complications in the treatment of PD patients; the same
dynamics are at work when PD patients interact with clini-
cians in other branches of medicine. TFP’s focus on (1) the
active assessment of personality disorder elements and (2)
use of contracting to establish a treatment frame can help
limit these complications.

TFP departs from other psychoanalytically-informed
interventions, including psychoanalysis, by stressing a more
active role for the therapist. This more active role may
include a focused approach to a patient’s health issues and
more active confrontation of a patient’s poor health-related
lifestyle choices. In this case, the TFP therapist might actively
confront the apparent contradictions between a patient’s
stated goals and evidence of poor health-related choices.

TFP is also notable for its particular focus on identifying a
passive stance that may favor receipt of care and benefits (the
“secondary gain” of illness) in patients with personality disorder
pathology. This passive exploitation can sometimes be linked to a
patient’s somatic or medical concerns. The TFP therapist will be
comfortable with an explicit confrontation of a patient’s unwill-
ingness to participate in a full medical evaluation or a patient’s
non-adherence with recommended medical treatment. In the
course of treatment, such behavior can be understood as an
expression of treatment-interfering behavior or self-destructive-
ness, to be explored in the context of the transference. The TFP
therapist will also be proactive in exploring any medical or
somatic concern that might be a factor in a patient’s decision to
conclude he or she is incapacitated and therefore reliant on fam-
ily or government for financial support.

While many mental health clinicians have only limited
education about personality disorder pathology, it is fair to
say that outside of psychiatry, most physicians, physicians’
assistants, nurse practitioners, and nurses have had even less.
Primary care clinicians from many areas of medicine have
gone on record as requesting guidance about how to manage
patients with PD symptoms [5, 6]. These clinicians do not
necessarily assume responsibility for these patients’ psychiatric
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treatment, but they nonetheless find themselves encounter-
ing many of the same issues facing mental health clinicians.
TFP interventions useful to psychiatric residents seeing
patients in acute care settings (as outlined in Chap. 8), for
example, may be similarly useful to primary care clinicians in
their own treatment settings [7]. Medical professionals may
use TFP principles, including monitoring countertransfer-
ence, contracting, and identifying dominant dyads and their
reversals, when working with patients with primary personal-
ity disorder diagnoses or with those patients who simply have
difficulty with aspects of compliance.

7.2 A TFP Principle-Based Approach
to Managing the Interface Between
Medical and Psychiatric Complaints

e (linicians can expect varied presentations involving
medical and psychiatric complaints in PD patients.

e Physical symptoms as a manifestation of personality
pathology, and the effect of PD pathology on manage-
ment of medical self-care, can be overlapping and
synergistic.

e TFP principles offer a flexible approach to clinical
management of medical concerns for clinicians with
either primary mental health or medical
responsibilities.

e TFP principles can help ground clinicians when they
face the specific chaos introduced by severe personality
pathology.

The possible combinations of medical or somatic concerns
and elements of personality disorder (PD) pathology are many
and varied. These combinations will be strikingly familiar to
mental health clinicians assuming responsibility for PD patients
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with medical symptoms and to medical providers charged with
providing care to those patients whose treatments are compli-
cated by PD symptoms or simply non-compliance.

The interface between medical and personality dis-
order pathology can include the following:

e The direct medical consequences of BPD including
self-injury (wound care), medical consequences of
drug overdoses, obesity related to binge eating, and
sequelae to physical altercations

e Medical syndromes identified as having significant
rates of comorbidity among PD patients including,
among others, fibromyalgia, chronic pain, and
obesity

e Jatrogenic complications including side effects of anti-
depressants (diminished libido, weight gain, akathi-
sia), mood stabilizers (weight gain, sedation),
antipsychotic medications (weight gain, metabolic
syndrome, akathisia), and anxiolytics, sedative-hyp-
notics, or stimulants (substance use disorders)

e Poor health-related lifestyle choices (documented
in BPD studies) including cigarette smoking, lack
of exercise, and daily use of pain medications or
sleeping aids

e Medical concerns as central elements in patients’
passivity or dependence

e Personality disorder pathology compromising
patients’ ability to receive appropriate medical care

Much of the research on medical or somatic symptoms in
patients with severe personality pathology comes from two
highly productive groups: the McLean Study of Adult
Development (a large prospective study of patients with
BPD) and the team of a psychiatrist and family practitioner
working together with other colleagues affiliated with the
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Wright State School of Medicine and the Wright-Patterson
Air Force Base [8-11]. The research by these teams under-
scores the bidirectional aspects of this topic: patients with
personality disorders often have a variety of medical or
somatic concerns, and patients with certain medical or
somatic presentations sometimes have co-occurring person-
ality disorder symptoms, often undiagnosed.

TFP principles can be useful to mental health providers
treating those patients with PD diagnoses who present with
associated physical symptoms and to medical specialists in
varying roles and specialties who treat patients with PD
symptoms. The critical TFP principles involved are (1) clarifi-
cation of psychiatric diagnoses, including assessment of per-
sonality functioning, and medical diagnoses, when pertinent,
(2) monitoring of the three channels of communication (what
the patient says, how the patient behaves, and how the clini-
cian feels), (3) the establishment and maintenance of a treat-
ment frame, and (4) identification of dominant dyads and
their role reversals within them. TFP principles are not magic,
but they can help ground clinicians when faced with the
specific chaos introduced by severe personality pathology.
When medical or somatic complaints are part of this chaos, it
automatically adds a dimension of trepidation and uncertainty
for clinicians. Having a systematic, deliberate, and reliable
approach to assessment and treatment addresses the counter-
transference experience of helplessness and impotence.

Mrs. G. Causes Difficulties for Her Primary Care
Physician

Clinical vignette: Mrs. G., a widowed woman in her early
50s, estranged from her adult children, is referred by her
primary care physician (PCP) to the psychiatric nurse
practitioner in their group practice. The PCP had tried
for over a year to manage Mrs. G.’s behaviors on his

(continued)
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(continued)

own, but her consistent conflict with his office staff, her
many phone calls and “emergency” pages, and her seem-
ingly intractable headache complaints made this impos-
sible, and he felt he needed help. The PCP had become
aware of his chronic irritation with Mrs. G., given her
demands for high doses of narcotics for her headaches,
and the conflict among his office staff about manage-
ment of her treatment. He feared setting any limits with
Mrs. G. would increase her frustration, leading her to
give him an “unfavorable” evaluation in the patient sat-
isfaction rating program required by his accountable
care organization.

Mrs. G. grudgingly agrees to meet with Mr. A., the
psychiatric nurse practitioner. She describes to him a
distant past of suicide attempts in her early 20s and her
limited work history. She faults her children for their
estrangement, blaming them for neglecting her after
her husband died 5 years earlier. She is vague about
her headache history, but waves away any suggestion
that any intervention other than narcotics might be of
use.

After his first meeting with Mrs. G., Mr. A. is comfort-
able conveying to her PCP a preliminary diagnostic
impression. He describes her presentation as consistent
with a patient who may have met criteria for BPD in the
past, who now presents with some BPD traits but with
primarily medical concerns. The PCP says he knows little
about BPD patients and assumed they are all young and
actively suicidal or self-injurious. Mr. A. reviews some
key elements of effective management of patients with
PD symptoms in general medicine practice. He describes
(1) the process of making a PD diagnosis, (2) ongoing
use of countertransference, (3) the utility of a treatment



7.2 A TFP Principle-Based Approach to Managing... 195

(continued)

contract, and (4) identification of active dyads and their
reversals.

Mrs. G.’s PCP welcomes the guidance from Mr. A.
and starts by reviewing PD diagnostic criteria and shar-
ing his impressions about Mrs. G. with his office staff. He
considers his active countertransference reaction — irrita-
tion, fear, and impotence — and reflects on how changing
his standard practice patterns with Mrs. G. might be
harmful. At their next visit, Mrs. G.’s PCP describes a
required frame for their treatment if they are to work
together. This frame includes limits on the number of
calls outside of work hours, a scheduled monthly meet-
ing, and an expectation Mrs. G. would use available
adjunctive non-narcotic interventions to help manage
her headaches. Going forward, at times during their
appointments when Mrs. G. would threaten or bully her
PCP, he would recall Mr. A.’s description of dominant
dyads in play and their reversals. Doing so allowed him
to put into words Mrs. G.’s concerns (she would suffer
alone, her doctor and his staff would be ineffective and
uncaring) and describe the inverse he observed (Mrs. G.
exerting control by threatening the doctor and his staff;
the staff powerless and feeling compelled to accommo-
date her unreasonable requests). Over a number of
months, Mrs. G.’s PCP begins to feel more in control; he
is particularly relieved to have put in place a plan to limit
the narcotics he prescribes.

Take Home Point: Medical professionals can use con-
tracting to manage “difficult” patients even when they do
not assume responsibility for these patients’ psychiatric
treatment.
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7.3 InTFP Practice: The TFP Contract’s
Focus on Medical Sequelae of BPD
and Other Potentially Treatment-
Interfering Somatic Complaints

e The TFP contract will attempt to anticipate any medi-
cal concerns that may be treatment interfering.

e The TFP contracting phase includes an expectation
patients will cooperate with a medical evaluation of
potentially treatment-interfering conditions.

e The TFP contract addresses the possibility of medical
complications related to self-injury (such as interfer-
ence with wound healing).

o The TFP therapist will refer back to (or renegotiate)
the contract when somatic symptoms threaten the
treatment.

The TFP contract is designed with a specific goal: the estab-
lishment of a treatment frame guaranteeing the patient’s
consistent availability and participation and the safety of both
the patient and therapist, allowing critical elements of the
patient’s object relations (or experience of self and others) to
emerge in the transference. In the initial contracting phase, the
therapist will actively explore any aspects of the patient’s his-
tory that suggest ways medical or somatic concerns might
undermine a patient’s availability or participation. Some of
these interfering medical concerns are common and described
in the DSM-5 BPD diagnostic criteria: self-injury, binge eat-
ing, or consequences of physical fights, for example. Other
medical or somatic concerns might not be specified in the
standard nosology, but could similarly undermine treatment.
Some examples might include the patient with chronic sleep
difficulties, who might not be able to stay awake and alert dur-
ing sessions, or the patient with a heightened sensitivity to
medication side effects, who experiences unusual or extreme
side effects with disruptions in functioning.
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The TFP therapist may encounter a number of possible
scenarios in the contracting phase related to physical or
somatic symptoms. A common situation is the patient who
maintains that a specific medical symptom such as fatigue or
recurrent headaches would make commitment to the TFP
frame impossible. The TFP therapist’s approach would
involve extensive questioning about the patient’s history of
medical evaluation and diagnosis, as well as ongoing compli-
ance with recommendations made. The TFP therapist will use
the contracting phase to obtain parallel information from
other treaters involved to best clarify (1) the patient’s medi-
cal diagnoses, (2) the recommendations made, and (3) the
likelihood that the symptoms would, in fact, preclude compli-
ance with the treatment frame. The TFP therapist will not go
forward with treatment until these key questions are
addressed. The therapist may be open to referring the patient
to a more somatic symptom-focused treatment, such as
cognitive-behavioral therapy, if during the contracting phase,
management of chronic physical complaints emerges as a
specific overriding concern.

A very different scenario is the patient presenting for
treatment who minimizes the potential effects of an active
medical issue. Consider the patient with an active anorexia
nervosa seeking exploratory psychotherapy. The TFP thera-
pist will bear in mind both the effects of this eating disorder’s
symptoms on the patient’s ability to participate in treatment
and the effects of the eating disorder symptoms on the thera-
pist’s level of anxiety. The patient with anorexia nervosa
would be required by the TFP therapist to have a thorough
medical evaluation with clearly established weight and
electrolyte parameters in place before starting TFP treat-
ment, if not a formal consultation with an eating disorder
specialist. The goal of such parameters would be twofold: to
insure the patient’s cognitive capacity for the treatment and
to reassure the therapist that concerning medical symptoms
have been fully assessed and are actively monitored.
Sometimes the TFP therapist will have to insist on this element
of the contract, even as the patient protests that the medical
concerns identified are not presently in evidence. This common
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quandary underscores again the utility of the treatment con-
tracting process and the ways it can support the therapist
during moments of confusion or self-doubt.

The BPD patient with active, recurrent, but not life-
threatening, self-injury can present a particular problem,
often coming to sessions with evidence of having engaged in
self-injurious behavior. In this category are patients who come
to session with evidence of having cut, scratched, or burnt
themselves or engaged in head banging. In some cases, these
patients will ask the therapist to inspect the site of injury. In
other cases the patient may not mention new bruises, scarring,
or even active bleeding, instead speaking about unrelated
matters while leaving the therapist distracted and off balance.
During the contracting phase, the TFP therapist may set limits
on such behavior by establishing a requirement in advance
that the patient first seek medical attention following any such
episode before coming to psychotherapy. Such a requirement
addresses the potential, albeit unspoken, provocation of com-
ing to treatment with an evident but untreated wound; it also
protects the clinician from being put in the uncomfortable
position of passing judgment about the severity of a particular
medical condition. (In this situation, the patient’s behavior
can reflect an expression of omnipotent control and a devalu-
ing of the therapist — taking the therapist out of his or her role
and therefore leaving the therapist uncomfortable, disarmed,
and controlled. However, it may also reflect the patient’s ide-
alized experience of the treater as unusually caring or even
omniscient and able to take care of problems magically.) In
sum, contracting in advance about the involvement of primary
care clinicians in the assessment of wounds associated with
self-injury protects the therapist from having to operate in the
state of concern and uncertainty typically engendered by the
self-injurious patient.

In certain circumstances, a patient’s medical or somatic
concerns do not surface in the contracting phase. The TFP
therapist will, when necessary, renegotiate the treatment
contract with a patient when a particular medical or somatic
complain comes to light and when this symptom risks under-
mining the treatment. Imagine the patient whose threats of
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suicide or self-injury resolve in the early months of treatment,
but who then describes the new onset of sleep difficulties,
which threaten engagement in studies and attendance and
participation in treatment. The TFP therapist will be open to
renegotiating the contract, conveying an expectation the
patient would review this new symptom with a primary care
clinician, follow standard sleep hygiene protocol, or even
seek a sleep disorder evaluation, if indicated.

Ms. O. Comes to Her Psychotherapy Session with Self-Injury
Wounds

Clinical vignette: Ms. O. trained as a nurse and worked in the
cardiac ICU before persistent self-injury (head banging)
and anxiety required she go on medical leave. Ms. O. was
given diagnoses of social anxiety disorder, persistent
depressive disorder, and unspecified personality disorder
with borderline and dependent traits by her treatment
team at the ambulatory center where she first received
her psychiatric care.

After a year of outpatient treatment, Ms. O. had her
first psychiatric hospitalization following a physical
altercation with her younger sister, when it was revealed
that her sister was dating a man Ms. O. had had a crush
on during high school. The hospitalization resulted after
emergency services were called because of Ms. O.’s
bloodied knuckles, following her attempts to strike her
sister, and the open wound on her forehead, after Ms. O.
began banging her head following the fight. After this
first hospitalization, Ms. O. ws reassigned to a team at a
local intensive outpatient program (IOP) and given fol-
low-up appointments in the general medical and neurol-
ogy clinics.

During her first year of treatment before her hospital-
ization, Ms. O. often presented to her psychologist with a
clearly visible wound, sometimes with breaks in the skin,

(continued)
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(continued)

resulting from head-banging episodes. At the time of the
transfer of Ms. O.’s care from this psychologist to the
1OP, the psychologist confided to the psychiatrist and
social worker at the program that she had frequently
found the forehead wound distracting and disturbing.
She recounted a number of episodes when Ms. O. would
ask her to examine the wound, to weigh in on whether
Ms. O. could go to work with the wound or instead
whether she should go to the local urgent care center.

At the time of her intake at the IOP, Ms. O. met together
with the psychiatrist who would be prescribing her medi-
cations and the social worker who would be her individual
therapist. They reviewed with Ms. O. their diagnostic
impression and described the respective responsibilities
they would assume and they would expect from Ms. O.
during her treatment. Ms. O. was surprised to learn she
would have responsibilities in her treatment; she had con-
sidered herself “sick” and therefore expected her treaters
to provide for her unconditionally, as her previous psy-
chologist had. Ms. O. was even more surprised when her
new team outlined their expectation that Ms. O. would be
seen by a primary care clinician after any episode of self-
injury; they explained that they would not meet with her
until she had documentation of such a visit and medical
clearance from a specialist (physician or nurse practitioner)
who had examined her wound.

Ms. O. initially responded to this proposal with outrage
and anger. She accused this new team of unnecessarily
complicating her life, adding additional expense because
of these proposed medical appointments, and displaying
callousness about her psychiatric and medical condi-
tions. The team tolerated her response but reiterated their
terms, which Ms. O. eventually accepted.

Two months into her new treatment at the IOP, Ms. O.
had a tense meeting with her supervisor at the ICU when
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negotiating an extension of her medical leave. She went
home and punched the wall, injuring her wrist, and hit her
head against the shower wall, reopening a healing wound.
When she appeared at the IOP the next morning for her
individual therapy session, she was instructed by her team
to get a medical evaluation; she first protested, but did so
reluctantly and returned for the IOP afternoon session.
This episode marked the last time Ms. O. presented to
treatment with a visible self-injury wound. Six months
later, in one of her individual sessions, Ms. O. reflected on
this pattern of behavior in past times: “I think I liked
knowing I could get a certain kind of sympathy and atten-
tion by showing my injury; it felt good knowing I had
some control. At the same time, and I’'m embarrassed to
say this, I liked watching my psychologist squirm a little
bit. I know she didn’t like blood but I could tell she didn’t
feel she could set a limit with me.”

Take Home Point: Clinicians can use contracting to
address a patient’s provocative behavior, thus insuring
the patient receives appropriate medical care and limiting
disruption to the treatment.

7.4 The TFP Approach Aims to Minimize
Tatrogenic Medical Complications

e The TFP focus on clarification of diagnosis, including
PD pathology, can assist clinicians in avoiding prob-
lematic and unnecessary interventions.

e The TFP approach can assist prescribers in limiting
polypharmacy, often initiated during crises.

e The TFP approach can assist prescribers in confront-
ing patient passivity about compromised self-care,
sometimes associated with necessary medications
(weight gain, elevated lipids).
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The medical consequences of undiagnosed or underdiag-
nosed personality disorder pathology can be serious and life-
altering for patients. Research on BPD has confirmed the
following: patients with BPD take a lot of different medica-
tions (including, but not limited to, psychotropics), often at
high doses; the prevalence of BPD among the overweight and
obese in mental health settings is significant; and a substantial
number of patients with BPD have co-occurring substance
use disorders, including opioid pain medication abuse or
dependence [12-15]. TFP principles compel clinicians to con-
sider many aspects of a patient’s functioning; in doing so, the
clinician will be prepared to consider both the standard
DSM-5 personality disorder categories and the structural
interview’s more inclusive analysis of personality organiza-
tion. How then would this approach help clinicians avoid
iatrogenic complications including prescription of unneces-
sary or problematic medications?

Consider the clinician who does not actively consider the
contribution of personality disorder pathology to the
patient’s presentation, instead conceptualizing the patient’s
PD symptoms (mood reactivity, rejection sensitivity, narcis-
sistic injury) as exclusively reflecting a primary mood disor-
der diagnosis. This clinician can easily fall into a pattern of
using multiple medications, often at high doses, in a fruitless
attempt to address these symptoms. One critical conse-
quence of such a pattern is exposing the patient to the vari-
ous side effects of these medications. A number of the
subtypes of psychiatric medications often prescribed to PD
patients have serious, sometimes life-changing, medical side
effects. This list includes:

e Antidepressant medications (weight gain, sexual side
effects including diminished libido, sleep/wake cycle
alteration, sedation, akathisia, elevated blood
pressure)

(continued)
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(continued)

e Atypical antipsychotic medications (weight gain,
metabolic syndrome including elevated cholesterol
and triglycerides, type II diabetes, akathisia,
sedation)

e Mood stabilizers (weight gain, tremor, diabetes insip-
idus, life-threatening rash, sedation)

e Pain medications (opioid abuse or dependence)

e Attention deficit medications (stimulant abuse or
dependence)

The systematic TFP approach of clarifying diagnosis is
accompanied by a heightened sensitivity to the three chan-
nels of communication, including the treater’s countertrans-
ference. The prescriber who makes a point of actively
monitoring countertransference will question: Why am I
prescribing so many medications to this patient? Why am I
using medications at higher doses than I usually do? Why am
I reluctant to recommend stopping a medication when it does
not seem to be helping? Why am I accepting of a particular
medication side effect with this patient, when I would ordi-
narily suggest changes in a medication regimen?

The clinician focused on countertransference reactions as
part of prescribing may naturally gravitate toward a pattern
of contracting with patients. Effective contracting is the cor-
nerstone of a management approach aimed at minimizing
iatrogenic complications. How would this work? The clinician
aware of the specific dynamics arising when prescribing to
patients with symptoms embedded in personality pathology
will want to put in place in advance a defined process for
decision-making about prescribing and active monitoring of
medications prescribed. With many PD patients, this
contracting process will include attention not only to compli-
ance in taking the medications as directed but also attention
to managing the effects of medications, including appropriate
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periodic testing or required behavior modification. Making
use of evidence- or protocol-based regimens while targeting
specifically identified symptoms, and making use of standard-
ized rating scales to monitor response, can reduce the risk of
countertransference-driven management. The prescribing of
medication with PD patients may evoke the power of the
internal representation of the “ideal object” in the patient’s
psychological functioning. Functioning with this wish for per-
fect care in the back of their minds, patients organized at a
borderline level may reject any medication, even if helpful,
that does not provide total relief. The clinician who is not
attuned to this dynamic may fall into the trap of trying harder
and harder to meet the patient’s unrealistic expectations —
hence, the polypharmacy, high doses of medications, and
countertransference of frustration and impotence.

The focus on contracting can help the clinician limit poly-
pharmacy, often begun when the patient is in crisis but then
continued without further consideration even as the crisis
resolves. The prescriber who is clear in advance about certain
limits — “We will try this new medication for 1 month; if the
symptom we are targeting persists after that time, we will
begin a taper” — can avoid “surprising” the patient who may
feel that a medication taper is depriving. Similarly, the pre-
scriber who makes clear in advance the requirements for
prescribing a particular agent will avoid an explosive con-
frontation going forward. The contract can include clear
parameters for blood testing, active exercise, or monitoring of
blood pressure.

Along with the focus on contracting, TFP principles guide
the clinician to identify familiar patient-treater dyads, for
example, the disempowered, vulnerable patient and the callous,
oblivious treater. This dyad may contribute to countertrans-
ference pressures to do something for the patient — potentially
leading clinicians to prescribe unusual combinations of medi-
cations, higher than customary doses, or supplies of medica-
tion unsafe in overdose. TFP’s focus on the dyad and its
reverse — in this case the empowered patient and the vulner-
able prescriber concerned about side effects, medication
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misuse, or even overdose — can free the prescriber to think
more clearly about medication management while being
more comfortable setting limits with the patient and insuring
self-protection.

Dr. A’s “Treatment-Resistant Depression” Belies His
Long-Standing Narcissistic Personality Pathology

Clinical vignette: Dr. A. is a psychologist in his mid-40s
with long-standing moderate to severe borderline and
narcissistic personality disorder symptoms. In his early
20s, Dr. A. displayed more frankly borderline symptoms
with threats of self-injury and impulsive anger. Over
time, Dr. A.’s symptoms reflected more prominent narcis-
sistic traits, with striking grandiosity and exploitation of
others. Throughout, Dr. A. conceptualized his difficulties
as reflecting a “treatment-resistant major depression”
leading him to many years of complex polypharmacy
and supportive psychotherapy. Dr. A.’s psychotherapy
supported his self-conception as someone vulnerable
and easily mistreated by powerful, uncaring others, in his
case his father and his sister, who financially supported
Dr. A. for much of this period.

Dr. A. identified a prescribing psychiatrist, Dr. B., who
considered himself an “expert psychopharmacologist”
and who derived gratification from having a mental
health professional like Dr. A. in his practice. This pre-
scriber disdained personality disorder diagnoses, consid-
ering them stigmatizing and uniquely lacking in validity.
Over the years Dr. A. tried many medication combina-
tions, all with limited efficacy, but with significant side
effects including weight gain, with a recently elevated
hemoglobin AIC prediabetes screening test (from an
atypical antipsychotic), and diminished libido and insom-
nia (from an MAOI antidepressant). Dr. A.’s delayed

(continued)



206 7. TFP Principles in the Management of Co-occurring...

(continued)

sleep onset was highly disruptive, causing much concern
to his wife, who often found herself getting up for work
just as Dr. A. was going to sleep. She also felt chronically
neglected because of their lack of sexual intimacy and
less attracted to Dr. A. as he gained weight. Of note, Dr.
A. came to expect increased financial support from his
family to offset his partial employment, which he attrib-
uted to difficulty with his sleep/wake cycle.

Dr. A.’s relative stability was upended when his wife
asked him for a separation. His despair and recurrence
of suicidality led to his first psychiatric hospitalization.
On admission to the inpatient unit, Dr. A.’s psychiatrist
there, Dr. C., made a tentative diagnosis of a primary
narcissistic personality disorder organized at a border-
line level with prominent somatic concerns, some related
to his medication regimen. Of particular concern were
the abnormal findings on Dr. A.’s admission laboratory
testing (including his lipid panel and fasting glucose
level), his increasing abdominal girth, as well as his
nightly need for multiple sleep aids to counter the effects
of his antidepressant. Dr. C. was particularly alarmed
when during his first phone contact with Dr. B., Dr. B.
raised the possibility of adding a SSRI antidepressant to
the MAOI — an unusual and possibly risky intervention
Dr. B. assured Dr. C. he had tried before.

Dr. C. approached Dr. A. as he did all his inpatient
cases, with an initial goal of generating a differential
diagnosis. As noted, he began by conducting an extended
evaluation, including exploration of aspects of personal-
ity functioning and level of organization. He identified
Dr. A.’s personality disorder symptoms as primary,
making the distinction between his long-standing alter-
nating grandiosity and covert self-loathing, which at
times looked like depressive affects, and actual sustained
neurovegetative symptoms of major depression, which

(continued)



7.4 The TFP Approach Aims to Minimize latrogenic... 207

(continued)

were absent. Dr. C. also focused on Dr. A.’s list of physi-
cal and somatic concerns, including weight, sleep, and
libido challenges, and their links to the medications he
continued to take. Dr. C. first reviewed in detail with Dr.
A. his tentative diagnostic impression, and they discussed
what seemed accurate or misguided about this diagnostic
impression. Dr. C. then presented to Dr. A. and his wife,
father, and sister in a family meeting: his understanding
of the central diagnostic issues; how he might suggest Dr.
A. proceed after discharge, including a medication taper,
not an increase in the number of medications and their
associated risk; and appropriate psychotherapy options
beyond supportive psychotherapy that might focus on
(1) the psychological features underlying Dr. A.’s mal-
adaptive personality functioning; (2) the roots of his reli-
ance on “external” solutions, such as medication; and (3)
the effects that his behavior and his toleration of medica-
tion have on others, including his wife.

Dr. A. received support from his wife, father, and sister
to consider making a fundamental change in his treat-
ment approach after many frustrating years. His family
members outlined their long history of accepting his lack
of progress in treatment and their more recent alarm at
his emerging medical complications. They described their
trepidation in confronting Dr. B., at the same time fearing
that some of Dr. A.’s somatic symptoms might not be
reversible unless there was a change in his treatment
approach. The hospitalization served as a critical cata-
lyst; despite some misgivings, Dr. A. was able to review
his treatment, including the multiple somatic concerns he
had come to accept as inevitable, and take steps to pursue
treatment with a different approach.

Take Home Point: Distinguishing between a primary
mood disorder and a primary or co-occurring personality
disorder can be critical in identifying effective treatment
interventions and minimizing iatrogenic complications.
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7.5 TFP’s Expectation for Change Will
Dictate Exploration of Compromising
Health-Related Lifestyle Choices

o TFP will convey an expectation for change in the
patient’s life, including reduction of poor health-
related lifestyle choices.

e The TFP contract will address compromising lifestyle
choices when they present as treatment-interfering
behaviors.

e The TFP therapist will be open to adding adjunctive
treatments to assist patients in limiting compromising
lifestyle choices.

TFP as an individual psychotherapy modality emphasizes
explicit clarification of the patient’s personal goals and
treatment goals. These goals serve as the “north star” of the
treatment, orienting the therapist and patient and providing
both with a way of assessing the efficacy of the treatment
over time. TFP’s focus on goals correlates with an under-
standing that many PD patients will be seeking some kind
of character change, even if they are not able to articulate
this aim as such. TFP goes beyond supportive interventions,
with an expectation that patients’ self-understanding and
behavior and aspects of the patient’s character will change
over time.

TFP’s focus on personal and treatment goals is closely
tied to the therapist’s expectation that for some patients,
poor health-related lifestyle choices will emerge as critical
topics, specifically as they interfere with achievement of
these goals. These same poor health-related lifestyle choices
can undermine the patient’s full participation in treatment
and/or the requirement for meaningful activity. Research has
supported higher rates of the following among patients with
BPD that does not remit [16]:
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Cigarette smoking

Lack of regular exercise

Daily use of sleeping medications
Overuse use of pain medications
Weekly alcohol use

In the contracting phase, TFP therapists will attend to any of
these lifestyle choices that might undermine compliance with
the treatment contract. The patient who is hung-over, or too
sedated to actively participate in treatment, cannot meet the
patient responsibilities defined in the treatment contract. As
noted, the TFP therapist will also actively address ways these
poor health-related lifestyle choices might interfere with a
patient’s stated personal and treatment goals. Take the patient
with a significant pack-per-day pattern of cigarette use. The TFP
therapist will actively address, along with the directly self-
destructive impact of smoking, the discrepancy between the
patient’s goals (making new friends through a more active life-
style) and a cigarette use habit that would make that less likely.

The TFP therapist will be open to introducing adjunctive
treatments specifically created to address the poor health-
related lifestyle choices listed. The individual psychotherapy
can benefit from the patient’s participation in a variety of
programs with a focus on exercise, weight loss, ending smok-
ing, limiting or stopping alcohol use, or improving sleep with-
out medications. The TFP therapist would not expect the
individual psychotherapy alone to address any or all of these
maladaptive choices, but would instead convey openness to
these other interventions.

Ms. M.’s Unhealthy Lifestyle Choices Undermine Her
Treatment Goals

Clinical vignette: Ms. M., a 35-year-old divorced woman,
working part-time, raising her son with little involvement
by her former husband, presents to Dr. K. seeking treat-

(continued)
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(continued)

ment. Ms. M. describes a history in her 20s of an extended
individual psychotherapy that she found gratifying
because of the support she received from her therapist at
the time of her tumultuous divorce, but only somewhat
helpful in addressing her primary difficulties: persistent
loneliness and hopelessness about finding another
romantic partner.

Ms. M. describes her extensive history with multiple
prescribers trying a variety of psychiatric medications for
what she describes as “major depression and panic
attacks” with limited benefits and a variety of side effects,
including weight gain of over 50 Ibs., contributing to her
current BMI of 30 (obese). At the time of her first meet-
ing with Dr. K., she is no longer taking psychotropic
medications, but makes little effort to lose the weight she
had gained, a goal complicated by her one-and-a-half
pack-per-day daily cigarette use, making exercise diffi-
cult. Ms. M. mentions that a number of eligible men in
her community use a local health club, but she went only
once after joining, feeling that the health club members
looked down on her because of her smoking the one time
she participated in a class there.

Dr. K. meets a number of times with Ms. M. with the
purpose of completing his diagnostic assessment and
clarifying Ms. M.’s current personal and treatment goals.
Ms. M. is somewhat irritated by Dr. K.’s questions about
treatment goals; she recounts her “desperation” at the
time of her prior treatment and her expectation then that
her therapist would “just be there for support” to help
her navigate the turmoil of her separation and divorce.
She blows up at Dr. K.: “You keep talking about goals
and I don’t understand your point! I saw a therapist
because I needed someone on my side so that I could
survive and take care of my son, that’s what I need now,
can’t you understand that?”

(continued)
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(continued)

Dr. K.’s initial diagnostic impression is that Ms. M.
presents with a primary narcissistic disorder with a mix
of obliviousness, fragility, and self-indulgence. Dr. K.
notes that Ms. M.’s narcissistic fragility makes it difficult
for her to convey directly her desire to begin dating with
a goal of identifying a partner. At the same time, Dr. K.
suspects Ms. M. has limited insight into the impact her
behaviors have on others, including her cigarette smok-
ing. When he raises this issue tentatively, Ms. M. waves
away his concern: “In Europe everyone smokes; they
don’t have the hang-ups people have in this country.”

Dr. K. has an opportunity to speak with Ms. M.’s prior
therapist. This conversation confirms Dr. K.’s suspicion
that their treatment was limited by the implicit threat of
Ms. M.’s anger. He learns that the prior therapist felt that
Ms. M. would only accept one specific version of her
multiple challenges, i.e., that she was a sensitive, trusting
“doormat,” getting the short end of the stick from more
aggressive, self-serving others.

In the contracting phase, Dr. K. is frank with Ms. M.
about the likely impact of choices she makes (smoking,
lack of exercise) on her goals. Ms. M. is clearly annoyed
with Dr. K. for sharing this observation. Dr. K. considers
their discussion as part of the contracting process to be a
helpful window into the likely trajectory of the treatment
and exploration of the dominant dyad (“chump” being
mistreated by selfish others) and its inverse (in this case,
controlling figure expecting others to accommodate her
without questioning).

Despite her misgivings, Ms. M. agrees to move for-
ward with treatment as outlined in her contract with Dr.
K. Ms. M.’s protests about Dr. K.’s focus on certain of her
lifestyle choices diminish over time. Ms. M. decides on
her own first to access behavioral treatment for her

(continued)
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(continued)

smoking and then to join a weight reduction group in her
community. Dr. K. consistently links Ms. M.’s lifestyle
choices to her stated treatment goals; eventually Ms. M.
stops ascribing critical judgment about her choices to Dr.
M. and focuses more on her own ambivalence about
self-care.

Take Home Point: The therapist should actively
address poor lifestyle choices when such choices clearly
interfere with personal goals identified during the assess-
ment and contracting phase.

7.6 TFP’s Approach Aims to Limit Medical
Disability as an Expression of PD
Pathology

e Medical or somatic symptoms are associated with
disability status for certain patients with BPD and
other PD presentations.

e The TFP attendance and work or study requirements
implicitly address passivity or parasitism, sometimes
expressed as medical or somatic symptoms.

e Claims of medical disability can be difficult to contest
or verify; clinicians may be stymied when confronting
medical complaints that reflect a factitious disorder or
malingering.

Multiple studies have identified a clear link between the
diagnosis of BPD and both psychiatric and medical disability
status. Researchers have examined this phenomenon from
different perspectives: BPD patients diagnosed during hospi-
talization, random patients presenting for disability screened
for PD symptoms, follow-up of patients presenting for
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work-related physical disability claims, and patients screened
in an internal medicine clinic using BPD self-report measures
[17-20]. One researcher has concluded that for some BPD
patients, “[medical disability] compensation provides societal
verification of somatic dysfunction” [1].

As noted, TFP requires a patient to engage in meaningful
volunteer or paid work or studies. If a patient is assessed as
incapable of this kind of engagement in life, they are referred
to a therapy that has a goal of maintaining stability rather
than one of increasing autonomous functioning. This require-
ment directly confronts a common and concerning trajectory
for many BPD patients: a path from symptomatic patient to
one with disability status who has given up on life goals.
Sometimes the disability is psychiatric, and other times the
disability is medical. (This phenomenon is further complicated
by the trajectory sometimes observed that certain BPD
patients “migrate” from primarily psychiatric to primarily
medical presentations when psychiatric benefits are restricted.)
A path returning from disability to employment is a notori-
ously challenging one, achievable but at significant odds [21].

The TFP therapist introduces the work or study expecta-
tion in the earliest stages of contracting. The therapist does
not “wait and see,” nor does the therapist qualify the require-
ment for individual patients, if TFP is to be the treatment
offered. Of course, the TFP therapist may conclude a patient
requires a different kind of approach. However, in some cases
when TFP may be the appropriate treatment, medical or
somatic concerns pose obstacles in the contracting phase by
precluding the patient from making the commitment to the
treatment frame or to the work or study obligation. The TFP
therapist will ask: Has the patient had the physical symptoms
evaluated? What is the working medical diagnosis? Has the
patient been given instructions about how to manage this
symptom? If so, has the patient followed these instructions?

A subset of patients with moderate to severe personality
disorder pathology will come to rely on family or government
financial support either through passivity or more active
exploitation or parasitism. This particular pattern of behavior
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often co-occurs with the development of medical or somatic
symptoms. In such a case, the patient will expect financial
support because of a medical or somatic complaint, some-
times with endorsement of medical specialists involved, but
sometimes without. The therapist who is offering a treatment
with a goal of significant life change will have to address the
subject of these somatic or medical concerns head-on. This
will involve communication with medical treaters and pointed
questioning about the feasibility of full attendance and mean-
ingful daily activity. Often the therapist is left to interpret for
the patient conflicting motives: one, to make significant changes
with a move toward autonomy, and another, to be cared for by
an unquestioning and undemanding source of support.

The TFP therapist may have to question whether the TFP
modality is appropriate for certain patients presenting with
physical or somatic concerns. Why should that be? The emer-
gence of physical symptoms as a limitation for either atten-
dance or participation in treatment or compliance with the
work or study requirement automatically brings into the treat-
ment the third party of medical provider. In this case the
therapist may find himself on one side of a “split” not easily
bridged. In many cases, the therapist may have to defer to the
expertise of the medical specialist. Sometimes this medical
expertise reflects a straightforward exchange of information;
other times involvement of the third-party medical expert
reflects the patient’s partially or fully unconscious motivation
to retaliate for the anger and humiliation resulting from the
introduction of increased commitments. The therapist in this
situation will be facing a patient’s more aggressive, even
destructive side, which could be communicated through a
medical expert who does not have an appreciation of the role
of personality disorder pathology.

The literature on the limits of treatability of certain PD
patients stresses the continuum from more severe borderline or
narcissistic pathology, through “malignant narcissism” nota-
ble for ego-syntonic aggression and circumscribed antisocial
traits, to frank antisocial personality disorder [22]. A patient’s
medical or somatic concerns can be closely linked to this
discussion of treatability. Why should this be so? Consideration
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of treatability is linked to the issue of “secondary gain of ill-
ness” or conscious or unconscious “benefits” a patient
derives from assuming the role of patient. The TFP therapist
may feel confident directly addressing the issue of “second-
ary gain” when a patient’s symptoms are primarily behav-
ioral. When the symptoms associated with secondary gain are
partially or exclusively medical, as noted, the TFP therapist is
required to work with medical specialists. The questions fol-
low naturally: Is the patient physically capable of attending
treatment? Is the patient physically able to work or partici-
pate in studies? Who makes this decision? Is the conclusion
about this capability a dynamic or static one? Who makes the
decision about application for medical disability, either
through private insurance or a government program?

Clinicians are understandably concerned about minimiz-
ing or contesting a patient’s complaints of physical discom-
fort. On the other hand, it is reasonable to expect that
physical symptoms will have psychological significance for
patients with PD symptoms. The TFP therapist remains sensi-
tive to the meaning of medical and somatic symptoms as they
emerge in the treatment. This sensitivity is not expressed in a
caricatured, orthodox psychoanalytic way (authoritatively
interpreting all physical symptoms as psychodynamically sig-
nificant), but with an acceptance of a certain ambiguity that
must be better understood. That said, the patient resolutely
closed to exploration of the meaning of somatic symptoms
should prompt the therapist to consider the limits of treat-
ability with the TFP model.

Mr. O.s Personality Disorder-Related Decline in
Functioning Leads Ineffably to His Application for Medical
Disability

Clinical vignette: After quitting his first job after college,
Mr. O moves into his parents’ basement. He tells his
parents the 1 year of a “nine-to-five grind” of an office

(continued)
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(continued)

job was intolerable and describes his plan to develop his
skills playing the guitar and writing songs. For 6 months,
Mr. O. spends most of his time watching television and
smoking marijuana and occasionally seeing friends at a
local bar, but otherwise isolating himself. Mr. O. becomes
indignant when his parents suggest he look for work,
assuring them he is working on his “craft” that he antici-
pates will allow him to earn money sometime in the
future.

Mr. O. develops a pattern of staying up all night and
sleeping much of the day. He complies with his parents’
requirement that he meet with a psychiatrist, who diagno-
ses Mr. O. with a primary sleep disorder and prescribes a
series of sedative-hypnotic medications that Mr. O. takes
inconsistently. A brief trial of cognitive-behavioral ther-
apy (CBT) for insomnia is aborted after Mr. O. misses
three sessions in a row. Mr. O. is then started on an anti-
depressant medication although he denies any depression
symptoms other than disturbed sleep; he is unable to tol-
erate the medication and stops it on his own after 2 weeks.
When his parents give Mr. O. an ultimatum that he either
look for work or move out, Mr. O. protests that they are
victimizing him by blaming him for his disabling sleep
disorder. Mr. O.’s psychiatrist then refers him to a sleep
disorder specialist who recommends a sleep study, which
has equivocal results. After another 6 months, Mr. O. tells
his parents he may need to seek help from a nationally
known sleep disorder specialist out of state because of his
intractable symptoms. He also mentions that he is consid-
ering filing papers for medical disability.

Mr. O.’s parents then insist he see a psychologist for a
second opinion. Dr. P. meets three times with Mr. O. and
once with Mr. O. and his parents. Dr. P. speaks with Mr.
O.’s psychiatrist, cognitive-behavioral therapist, and
sleep disorder specialist. Dr. P. meets with Mr. O. and his
parents and outlines his thinking, including his diagnos-
tic considerations and requirements for treatment.
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(continued)

Mr. O. and his parents are surprised when Dr. P. empha-
sizes Mr. O.’s long-standing maladaptive coping mecha-
nisms and describes personality disorder symptoms, a term
unfamiliar to them. They wonder why Dr. P.is not prioritiz-
ing either the sleep disorder (Mr. O.’s focus) or a possible
depression (his parents’ concern). Dr. O. outlines a set of
requirements for treatment for both Mr. O. and his parents.
These include expectations that (1) Mr. O. will follow the
recommendations of clinicians involved, including compli-
ance with medication as written and CBT for insomnia, (2)
Mr. O. will commit to meaningful work or studies as part
of his treatment with Dr. P, and (3) Mr. O.’s parents will
themselves seek help for setting a limit on their support
should Mr. O. fail to comply with his obligations. Only Dr.
P’s firm instructions and the ongoing support of a family
therapist are enough to help Mr. O.’s parents stay resolute
in their requirements and thus help Mr. O. avoid drifting
toward medical disability.

Take Home Point: Personality disorder pathology can
be closely associated with medical or psychiatric disabil-
ity, requiring clinicians to proactively address such a
possibility with clear but firm expectations.

7.7 'TFP Principles for Clinicians Providing
Medical Care for Patients with PD
Symptoms

e Patients with PD pathology can pose multiple, unusual
challenges to medical professionals, presenting with
psychiatric or medical complaints or both.

e Medical professionals will have varying levels of
familiarity with PD pathology; some may make a PD

(continued)
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(continued)

diagnosis, and others will employ strategies designed
for treating “the difficult patient.”

e Medical professionals can use TFP principles when
treating patients with PD symptoms without assuming
responsibility for their psychiatric care.

e TFP principles can benefit medical professionals
treating patients with subsyndromal PD presentations,
sometimes evidenced by compromised compliance.

Studies suggest that clinicians in primary care medical set-
tings likely treat a significant number of patients with
BPD. One study using structured interviews in an urban out-
patient primary care setting found a prevalence rate of 6.4 %;
a second study using self-report measures found rates of
borderline symptomatology in a resident-provider primary
care clinic of approximately 25% [23, 24]. These rates are
notably higher than those in community samples (estimated
to be approximately 2 %) but lower than some estimates in
mental health settings (15-50 %) [25, 26]. Such figures are for
BPD only; rates including other personality disorder pathol-
ogy and subsyndromal personality disorder presentations
would, of course, be much higher.

These statistics are reflected in the various clinical situa-
tions medical professionals encounter in their practices.
Sansone and Sansone outlined familiar manifestations of
underlying BPD pathology encountered in medical settings.
These different permutations include:

1. PD patients presenting to medical professionals with pri-
marily psychiatric complaints

2. Patients presenting to medical professionals with medical
complaints directly related to their PD disorder

3. Patients with PD diagnoses whose access to general medi-
cal care is somehow compromised by a habitual maladap-
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tive experience of others (in this case medical professionals
or office staff).

The categories outlined above suggest relatively discrete
patterns of presentation when, in fact, clinical experience sug-
gests PD patients over time can present with a mix of the
patterns described.

The patients described in category 1 are those who bring
complaints related directly to psychiatric symptoms to their
medical providers. As noted, some of these complaints are
clearly the result of PD symptoms, as with self-injury or over-
doses (recovery from self-injury may be complicated in some
cases when BPD patients engage in medically self-sabotaging
behavior) [27]. PD patients may first encounter primary care
or specialist providers when seeking treatment for substance
use or eating disorders or conditions directly related to
impulsivity such as sequelae to unsafe sex or reckless driving.
In addition, primary care clinicians may be the first to pre-
scribe medications for patients describing the particular dys-
phoria of BPD, often reflecting mood reactivity or boredom
and emptiness, easily mistaken for a primary depressive dis-
order. Medical professionals will also see PD patients who
present for treatment related to other commonly co-occurring
psychiatric conditions, often related to self-regulation, includ-
ing anxiety, attention, or sleep disorders.

The patients falling into category 2, those with a primary
medical complaint, may be the most confusing to medical
professionals treating them. Investigators have examined the
association between BPD and a number of medical disorders
and found varying results. Some possible scenarios faced by
clinicians include (1) the patient with medical complaints
observed to have frequent co-occurrence with PD presenta-
tions, (2) the patient with medical complaints that may be
related to common psychiatric treatments for PD symptoms,
or (3) the patient who happens to have a personality disorder
presenting for routine care, whose medical complaints are
independent of PD symptoms.

Some common medical presentations seen to different
degrees in PD patients include:
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Migraine headaches

Chronic fatigue syndrome

Multiple chemical sensitivities

Temporomandibular disorders

Sleep disorders and need for standing sleep
medications

Poor health-related lifestyle choices

Obesity with associated hypertension, diabetes,
osteoarthritis, or urinary incontinence

Chronic pain symptoms

Chronic opioid use for pain management

Irritable bowel syndrome

Fibromyalgia

As outlined earlier, some of these medical complaints
have been noted to have higher than expected co-occurrence
rates among patients with BPD (e.g., chronic pain, fibromyal-
gia, and obesity) [28-30]. Others may either be iatrogenically
induced or additionally complicated by certain routine psy-
chiatric interventions (obesity, chronic opioid use for pain,
and standing sleep medications). Still other medical symp-
toms may reflect Somatic Symptom Disorder or related con-
ditions, given the link supported by multiple studies between
BPD and somatic preoccupation of different kinds [31, 32].

Consider category 3, the patient who does not identify
specific psychiatric concerns or medical concerns but never-
theless causes disruption for medical practitioners [33].
Because this patient does not necessarily identify himself or
herself as a psychiatric patient, the medical professional may
not automatically link disruptive behavior to a personality
disorder diagnosis. Similarly, while as noted certain medical
conditions are closely associated with co-occurring PD diag-
noses, it is reasonable to expect that some PD patients will
have other medical conditions or complaints that do not
necessarily alert the treater to a possible concurrent PD
presentation.
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The PD patient without explicit medical or psychiatric
complaints may earn a reputation as “the difficult patient.”
This patient may be one who is persistently non-compliant,
doesn’t come for needed appointments, or comes foo fre-
quently, without clear needs. Research confirms that a subset
of BPD patients, for example, are unusually high utilizers of
primary care and medical specialist services [34]. Often the
difficult patient generates an excessive number of phone calls
or agitates for multiple prescriptions of different kinds, caus-
ing the medical professional to feel compelled to set limits.
One study of BPD patients in primary care settings identified
patterns of disruptive behavior in the medical setting, includ-
ing yelling, screaming, verbal threatening, refusing to talk
with medical staff, and talking badly about medical staff to
family and friends (this study did not find a link between
BPD and physical violence in medical settings) [31].

Sansone and Sansone outlined the following clinical situa-
tions in medical practice that would suggest the need for
consideration of PD pathology:

e Splitting among office staff (i.e., unusual disagree-
ments about management related to a specific patient)

e Chronic difficulties with self-regulation

e Self-harm including medical self-sabotage

e Rapid development of intense transferences, positive
and negative, to staff members

e Premature familiarity with clinicians and staff

e Response to limit setting with regressed or childlike
behavior

e Testing of professional boundaries

e Testing of caring by way of unusual requests for
services

e Unusual or polysymptomatic presentations

e Histories of multiple prior treaters
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A TFP-informed approach for medical professionals
should be, by necessity, succinct and direct. In many, if not
most, situations, medical professionals will not have the time
to engage a patient in an extended evaluation of behavioral
symptoms. The TFP approach would be guided by an appre-
ciation of countertransference reactions: In this treatment
relationship, how does the clinician feel? Common counter-
transference reactions for medical professionals treating
patients with severe PD symptoms can include irritation,
hate, or avoidance, often reflecting an experience of feeling
devalued, deskilled, or even endangered. Alternatively,
medical professionals can sometimes feel an unusual identi-
fication, protectiveness, or atypical closeness when treating
PD patients.

The clinician prompted by an unusual countertransfer-
ence reaction will consider the possibility of a PD diagnosis.
This process doesn’t necessarily have to involve the patient
filling out questionnaires or walking through a diagnostic
algorithm with the patient — it is more a personal clinical
impression. Along with consideration of a PD diagnosis, the
clinician will begin to consider the dominant object rela-
tions, or dyads, in play, representations of self and others
that reflect the patient’s internal object world. Often these
dyads begin with the patient feeling aggrieved in some way,
describing himself or herself as deprived or victimized, for
example. This can “flip”: the nurse feels she is suffering
(from complaints, phone calls, angry outbursts) from a cal-
lous and victimizing patient. Another possibility is the well-
cared-for patient gratified by the always available and
limitlessly generous physician. This may work for a while
until something interferes with the maintenance of this dyad;
the physician may then witness a rapid shift from the
patient’s highly idealizing to a powerfully devaluing experi-
ence of the clinician.

The process of “naming the actors” or putting into words
the clinician’s appreciation of the dominant object relations
can be useful. Here are some scenarios:
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e A patient seeing himself as deprived and his nurse practi-
tioner as withholding, engaging multiple other clinicians
because of his dissatisfaction

e A controlling, omnipotent patient “bossing around” a
cowed physician’s assistant by coming late to appoint-
ments and demanding prescriptions

e A patient who sees herself as dependent and gratified
clinging to her nurse as if he is a perfect provider, hanging
around the office and leaving the nurse gifts and cards

The process of “naming the actors” or identifying the domi-
nant object relations can be containing, conveying to the
patient that the medical professional has an understanding of
his or her experience. More importantly, naming the actors
“puts on the table” something that may have been unspoken
or acted out, giving the clinician an opportunity to look with
the patient at what is happening in their relationship.
Identification of the dominant object relations is coupled with
an awareness of a possible reversal in the dyad: as noted above,
the patient who feels poorly treated and controlled can quickly
become the patient who causes disruption in the office because
of how he treats the staff or controls the clinicians.

The clinician linking an unusual countertransference reac-
tion with any of the clinical situations listed above (in the
Sansone and Sansone chart) will also be prompted to attend
to the treatment frame - i.e., the basic elements of patient
engagement and cooperation necessary for the clinician to
provide care in a safe and reasonable manner. Medical and
surgical clinicians may be moved to focus on the treatment
frame when ad hoc interventions with the PD patient are
unsuccessful. It may be common for the clinician to try to
“reason” with the patient, ending in failure; another reflexive
but ill-advised approach is to respond to the patient with in-
kind aggression, as in “Don’t talk to me like that!” or
“Control yourself and settle down!” The treatment frame and
its associated stability help to address elements of PD pathol-
ogy reflected in the list of concerning behaviors seen in medi-
cal settings. These elements include variable reality testing
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and transient paranoia; rejection sensitivity, neediness,
impulsivity, and “affect storms”; and identity diffusion and
associated fragmentation.

What is the point of the contract for the medical profes-
sional? Imagine the clinician with a growing awareness of an
unusual countertransference reaction such as loathing or
vulnerability or unusual closeness or a motivation to “res-
cue” a patient. The contract helps anchor the treatment and
gives the clinician a way to communicate: “We need these
parameters in place so that I can think clearly and provide
you with good care.” The contract isn’t the same as office
rules; the contract is a mutually agreed-upon set of obliga-
tions for both parties. The medical professional monitoring
her countertransference, identifying the dominant object
relations dyads in play, and proactive in establishing a treat-
ment contract with a “difficult” patient will nevertheless
expect the contract to be challenged. The clinician explains
the rationale for the contract: “I can’t give you the care you
deserve when you come late, yell at the office staff, and
demand prescriptions without question. Here is a plan with
responsibilities defined for both of us.” The clinician also
expects to revisit the contract with the patient: “You're anx-
ious today about your pain medications and you’re raising
your voice. We have an agreement that allows me to take care
of you to the best of my abilities. When you yell at me that’s
not possible.”

The utility of contracting with patients extends from those
patients with clear personality disorder pathology to those
with subsyndromal presentations and to patients who, for
whatever reason, have challenges with compliance. Research
has underscored the clinical significance of the subsyndromal
PD presentation; in fact, the presence of just one BPD feature
has been shown to have an impact on key indices of function-
ing [35]. Emerging data supports a hypothesis that PD symp-
toms generally, and BPD symptoms in particular, are
associated with both increased chronic health problems and
impairment in functioning (pain, fatigue, negative percep-
tions of overall health), independent of the presence of chronic
health problems [36]. Taken together, these observations
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suggest that patients who may not meet DSM-5 PD criteria,
who may have as few as one PD symptom, could nevertheless
have behaviors leading to compromised medical care. The
medical professional engaged with a patient without a clear
PD diagnosis, but with challenges to compliance, can use con-
tracting in this context as well. The physician or nurse who
establishes expectations in advance and has a clear agree-
ment as a point of reference during the course of treatment
can avoid expectable frustration and lost time.

Mr. O.’s Non-compliance Leads His Nurse Practitioner to
Seek Consultation

Clinical vignette: Mr. R., a nurse practitioner, dreaded the
days he saw Mr. O.’s name on his schedule. Mr. O. was a
single man in his late 20s who first presented to Mr. R.’s
clinic for routine medical care. Mr. R. learned that Mr. O.
had been diagnosed with attention deficit disorder as a
child and depression in his early 20s, but now avoided all
psychiatric care because of negative experiences with
what Mr. O. called “useless shrinks.”

Mr. O. began to complain to Mr. R. about sleep prob-
lems. Mr. R. proceeded in his standard way, first review-
ing possible contributing factors to this new problem and
then describing standard sleep hygiene interventions. Mr.
O. quickly became impatient with Mr. R., insisting on
medication for his insomnia, intimating it would be Mr.
R.’s fault if Mr. O. were to lose his job because of his
sleep problems. Mr. R. was aware of feeling a mix of irri-
tation and fear, concerned he might be depriving Mr. O.
of symptom relief and pressured to prescribe medica-
tions despite his reservations. Over the course of months,
Mr. R. prescribed a number of medications — sedative-
hypnotics, anxiolytics, sedating antidepressants, and atyp-
ical antipsychotics — none of which helped Mr. O. for
very long.

(continued)
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(continued)

Mr. R.’s frustrations grew as Mr. O. often missed
appointments, called insisting prescriptions be sent to
him between visits, sometimes reporting losing prescrip-
tions, often asking for medication at higher than recom-
mended doses, and then protesting if Mr. R. expressed
concerns. Mr. O. often made oblique references to his
desperation related to his insomnia, which made Mr. R.
even more anxious, given that the medications he had
prescribed were possibly toxic in overdose. Mr. R. had
had experience with patients with substance use disorders
wanting medications from him, but he noted Mr. O.
would agitate just as aggressively for medications like
sedating antidepressants or atypical antipsychotic as
those more commonly abused like benzodiazepines.

Mr. R.’s growing anxiety led him to seek out consulta-
tion with Ms. E., the social worker at his clinic. Ms. E.
encouraged Mr. R. to begin by reconsidering Mr. O.’s
diagnoses; she suggested that along with possible mood,
attention, and sleep disorder symptoms, Mr. R.’s experi-
ence of Mr. O. suggested the possible contribution of
personality disorder symptoms. Ms. E. strongly empha-
sized Mr. R.’s exploration of his countertransference with
Mr. O., specifically his sense of impotence and fear
despite Mr. O.’s accusations that Mr. R. was, at times,
uncaring and ineffectual. Ms. E. suggested Mr. R.’s coun-
tertransference was a common one for clinicians treating
patients with certain personality traits, marked by the
patient’s ability to exert a powerful control, despite the
clinician’s best intentions.

Ms. E. introduced to Mr. R. the idea of negotiating
with Mr. O. a contract required for their continued treat-
ment relationship. She suggested Mr. R. schedule extra time
to do this, to avoid a rushed, frantic appointment often
caused by Mr. O.’s tardiness. Mr. O. was only marginally

(continued)
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(continued)

cooperative with negotiation of a treatment contract, but
Mr. R. held fast and repeatedly brought Mr. O.’s attention
to their respective responsibilities in the treatment. Mr. R.
reviewed issues like lateness, missed appointments, and
overuse of medication. Ms. E. had warned Mr. R. that Mr.
O. would likely challenge the terms of the contract, which
he did, but having the contract in place greatly reduced
Mr. R.’s sense of assault and resignation, allowing him to
think more clearly than had been possible before.

Take Home Point: Medical professionals can use the
contracting process to address common challenges
encountered when treating patients with significant per-
sonality disorder pathology in general medical settings.
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Chapter 8

Transference-Focused
Psychotherapy (TFP)
Principles in Psychiatry
Residency Training

1. TFP’s unified theory offers psychiatry residents
an organizing and practical psychodynamically-
informed approach to conceptualizing a patient’s
clinical presentation and providing patient care.

2. TFP offers psychiatry residents a clearly described
way to use psychodynamic principles in multiple clini-
cal situations beyond the individual psychotherapy
setting.

3. TFP training offers psychiatry residents an accessible,
coherent approach to the practice of individual psy-
chodynamic psychotherapy.

4. TFP training offers psychiatry residents a model for
understanding personality pathology and the behav-
ior of PD patients in a variety of settings, helping to fill
the gap in many residency programs’ education about
personality disorders.

S. The structural interview’s deliberate integration of
roles of physician, psychiatrist, and psychodynamic
psychotherapist fits well with the responsibilities of
psychiatry trainees.

6. TFP training can assist psychiatry trainees in their
introduction to risk management concerns.
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8.1 Introduction

Transference-focused psychotherapy (TFP) and its theories
and approach to patient care have only recently been intro-
duced into psychiatry residency training education in limited
pilot programs [1, 2]. These pilot programs have underscored
the potential utility of exposing psychiatry trainees to the
theory and practice of TFP with two goals: first, to provide an
overarching psychodynamic approach to understanding
patients and organizing their treatment in the variety of set-
tings where residents see patients and, second, to offer a suc-
cinct and organizing model for conducting individual
psychotherapy meeting the Accreditation Council for
Graduate Medical Education (ACGME) requirement for
residents’ exposure to psychodynamic psychotherapy prac-
tice. Experience with these pilot programs for TFP training
during residency suggests that it may be useful to think of
TFP as (1) a set of psychodynamically informed tools for resi-
dents to use in the many acute care settings where they see
patients during training and (2) a template for the practice of
individual psychotherapy for a variety of patients, useful
beyond the more narrow category of those with borderline
personality disorder (BPD), the patient population that has
been the focus of TFP research.

Psychiatry residents begin their training with a focus on a
“medical model” approach to patients, reflecting their medi-
cal training and service requirements in multiple settings. This
approach serves trainees well in many, if not most, clinical
situations. While resident exposure to treatment of many
psychiatric disorders will feel like a continuation of medical
training (evidence driven, informed by treatment algorithms,
oriented to “fixing” a symptom), residents’ experiences with
patients with personality disorder pathology will likely feel
different, even disorienting, requiring additional, specific
training. Residents face unique challenges in the manage-
ment of patients with personality disorders. Regardless of
whether personality disorder is the primary diagnosis or is
co-occurring with other presenting conditions, patient
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management is greatly enhanced by perspectives that go
beyond familiar medical paradigms.

Psychiatry residents are often the first responders in clinical
situations involving patients with personality disorder (PD)
symptoms. Long before psychiatry residents have begun train-
ing and practice in individual psychotherapy, they encounter
patients with PD symptoms in emergency rooms, inpatient
psychiatric services, and in consultation-liaison psychiatry on
the medical floors. Often these patients are in crisis.

Practice trends in recent years underscore that patients
seen in tertiary care settings often have unusually compli-
cated presentations that can include personality disorder
comorbidity [3]. These patients have typically “failed” stan-
dard treatments provided by primary care or mental health
clinicians in the community, resulting in referral to tertiary
centers where their primary providers are often trainees who
see these patients across a variety of inpatient, emergency,
and outpatient settings. Residents feeling competent treating
primary mood, anxiety, or psychotic disorder patients can
easily become overwhelmed or deskilled when treating PD
patients. These feelings — of being overwhelmed, deskilled, or
simply confused - are heightened when residents treat
patients with PD pathology without an appreciation of the
pathology or without an anchoring approach to assessment
and treatment or, even worse, with a suspicion of the diagno-
sis and a prejudice against those with it.

Introducing residents to psychodynamic theory and pro-
viding them basic training in psychodynamic psychotherapy
practice are two distinct, but at times overlapping, challenges
that confront those working in residency education. The
influence of psychoanalytically-informed psychodynamic
psychotherapy on psychiatry training has waned in recent
years, a change that is reflected in patterns of professional
activity now reported by psychiatrists nationwide [4]. The
ACGME requires that psychiatry residents learn a variety of
psychotherapeutic interventions including cognitive-behav-
ioral therapy, supportive psychotherapy, brief psychotherapy,
and psychodynamic therapy [5]. However, while the ACGME
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continues to require training in psychodynamic psychother-
apy, many trainees do not plan to practice psychotherapy of
any kind, including psychodynamic psychotherapy, after com-
pleting training. Residency programs therefore are in the
position of teaching psychodynamic theory and individual
psychodynamic psychotherapy practice to trainees, many of
whom have no intention of ever practicing psychodynamic
psychotherapy, as they plan for career paths in pharmaco-
therapy, administration, or research.

Currently, exposure to psychodynamic theory and prac-
tice during residency is most often integrated into residents’
requirement for training in individual psychotherapy [6].
This requirement often comes at a point in training well
after residents have been working in acute settings includ-
ing inpatient units, emergency rooms, and medical floors.
Psychodynamic theory and practice may be taught to resi-
dents using multiple theories from a number of schools of
thought, often reflecting the particular orientation of teach-
ers and supervisors tasked with teaching dynamics at any
particular residency training program. As a consequence,
residents often leave training with the sense that psychody-
namic work is amorphous and lacks a unifying structure. In
addition, psychodynamic curricula and clinical supervision
may emphasize theory and practice more suited to treating
higher-functioning patients, remaining at a remove from the
more impaired patient population most often seen by psy-
chiatry residents.

Despite the significant burden of BPD (and other person-
ality disorders) on mental health systems, patients, and fami-
lies, residency training programs often fail to provide trainees
with more than superficial exposure to available evidence-
based treatments for personality disorders which include, in
addition to TFP, dialectical behavior therapy (DBT) and
schema-focused therapy (SFT) (primarily cognitive-
behavioral), mentalization-based therapy (MBT) (like TFP,
primarily psychodynamic), and good psychiatric manage-
ment (GPM) (eclectic) [7-10]. This training gap fails to
address the well-described need for clinician training and
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expertise in management of personality disorder pathology
presenting across the mental health and medical treatment
continuum [11]. In response, one leading personality disorder
researcher has called for required psychiatric residency train-
ing on BPD psychopathology and therapies [12].

The “structural interview” developed by Kernberg, the
cornerstone of the TFP approach to patient assessment,
deliberately outlines the clinician’s sequential roles of physi-
cian, psychiatrist, and psychodynamic psychotherapist [13]. In
this interview, the clinician’s goal is to evaluate possible
active medical and psychiatric conditions first, before explor-
ing the patient’s level of personality organization and possi-
ble maladaptive personality traits. The psychiatry resident’s
developing identity closely mirrors this process; the resident
has been trained first as a physician, using a “medical model”
approach to diagnostic assessment, and then during residency
the trainee develops the more specific psychiatric approach
to assessment, although still hewing to the “medical model”
in the early stages of training. After a thorough assessment of
medical and psychiatric conditions, the resident trained in
TFP will move on to systematic evaluation of the patient’s
personality organization. TFP training provides the requisite
framework and skills that allow the resident to complete such
an evaluation, which entails employing specific questions
aimed to elucidate the patient’s level of identity diffusion or
consolidation, most prominent defensive processes used, and
level of reality testing, all the while monitoring the three
channels of communication — what the patient says, how the
patient behaves, and how the resident feels.

Patients with personality disorder symptoms can induce
unusually powerful feelings in clinicians, causing al/l clinicians,
including and perhaps particularly trainees, to face increased
risk management concerns at times when working with this
population. Psychiatry residents, who may have had limited
risk management education, are often faced with unusually
complex clinical situations involving these patients. TFP
training offers residents an increased sensitivity to personal-
ity disorder pathology coupled with a stress on monitoring
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countertransference reactions, which together can complement
the standard, albeit limited, risk management education
provided by most training programs [14].

8.2 TFP Training as an Overarching
and Practical Psychodynamic Approach
to Patient Care During Residency

e TFP offers residents an overarching psychodynamic
framework for patient care including, but not limited
to, individual psychotherapy.

e TFP principles can be applied to multiple clinical set-
tings underscoring for trainees the broad utility of a
unified psychodynamic theory in their work.

e TFP is anchored by a focus on diagnosis, an orienta-
tion familiar to psychiatry residents from their medi-
cal training.

e TFP’s roots as a psychiatric psychodynamic approach
will resonate with psychiatry trainees.

e TFP’s approach will correspond with the patients resi-
dents actually see.

TFP was first developed as an individual psychotherapeu-
tic treatment for patients with BPO, a category of personality
disorders that includes the more narrowly defined BPD
along with narcissistic, histrionic, schizoid, and other person-
ality disorders. Since that time TFP has been used as a treat-
ment for a variety of patient populations and in a variety of
settings [15]. Despite its growing evidence base and broaden-
ing application, TFP remains a relatively specialized interven-
tion and therefore may seem like an unlikely candidate for
wider use in psychiatry residency training. However, pilot
programs have demonstrated the utility of TFP training both
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as an overarching psychodynamic “toolbox” for residents in a
variety of clinical settings and as an organizing set of principles
for residents’ training in psychodynamic psychotherapy.

TFP was developed to aid clinicians treating patients with
BPD, patients known to be unusually challenging and often
unresponsive to the standard pharmacotherapeutic and psy-
chotherapeutic interventions available. Using TFP in psychia-
try training is partly informed by a hypothesis that developing
competence in the treatment of patients with severe person-
ality disorder pathology can serve as a useful foundation for
clinical work with other patient populations.

TFP is an approach anchored in diagnostic rigor, an orien-
tation to patient care familiar to psychiatry trainees from
their medical education. TFP may feel more familiar to resi-
dents, in this respect, than other psychodynamic approaches
that do not privilege diagnostic assessment as TFP does. The
TFP approach to patient assessment, reflected in the struc-
tural interview, requires a stepwise assessment of symptom
inventories followed by an equally detail-focused exploration
of personality organization markers. While clinicians of mul-
tiple backgrounds and disciplines have contributed to the
development of TFP, critical elements of the treatment
include a specifically psychiatric perspective. This perspective,
as reflected in the structural interview process, should feel
neither alien nor alienating to psychiatry trainees, as it is at
once psychodynamic and medical in its approach while focus-
ing on descriptive features of psychopathology and personal-
ity functioning.

Research confirms that high numbers of patients seen in
settings where psychiatry residents spend much of their
training, such as inpatient psychiatry units, emergency rooms,
and outpatient general psychiatry clinics, have significant
personality disorder pathology [16-18]. Despite the high
rates of personality disorder diagnoses in both community
samples and treatment samples, psychiatry residency pro-
grams tend to focus on those disorders treated primarily
with pharmacotherapy or what used to be called “Axis 1”
disorders. The outcome can be a disconnect of sorts — residents
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are taught about certain psychiatric disorders (e.g., mood,
anxiety, or psychotic disorders) but often find themselves
responsible for the care of patients with prominent personal-
ity pathology without much, if any, specific training. An all
too familiar example is the patient with the dysphoria of
characterological depression of BPD treated unsuccessfully
over time by a resident with standard medications and thera-
pies for a primary depressive disorder. Patients with what
were previously described as “Axis I” conditions, such as
Major Depressive Disorder, often have a comorbid personal-
ity disorder. Research has shown that treating only the “Axis
I” disturbance, without addressing the personality disorder,
often leads to limited treatment response or even treatment
failure. On the other hand, proactive treatment of the person-
ality disorder can facilitate concurrent treatment of a mood,
anxiety, or other more clear-cut symptom [19]. A benefit of
exposure to TFP training would be the requisite investigation
of aspects of personality organization as part of the diagnos-
tic assessment. The resident appreciative of the patient’s
personality pathology would have a radically different expe-
rience treating the BPD patient complaining of dysphoria, for
example, than the resident ignorant of the BPD diagnosis.

Dr. U. Works at a Day Treatment Program as a Resident
Where the Staff Avoids Making Personality Disorder
Diagnoses to the Detriment of the Patients

Clinical vignette: Dr. U. is a first-year psychiatry resident
assigned to work at a day program for college-aged
patients. The day program sees a number of patients
referred by the student health service at a nearby large
state university. Dr. U. is asked to see a number of
patients attending groups at the program, almost all of
whom have been given primary mood or anxiety disorder
diagnoses. Dr. U. is anxious to make a good impression

(continued)
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(continued)

and feels it would be impertinent to question the diagno-
ses made by the day program staff, but she quickly finds
the patients assigned to her care to be highly unreliable,
often canceling or not showing for appointments, or dis-
honest, misusing medications prescribed or denying
substance use but testing positive on urine toxicology
screens for cannabis. During her year working at the
day program Dr. U. often feels incompetent; in one par-
ticularly trying episode, the day program’s director
reprimands Dr. U. after he is contacted by a partici-
pant’s parents who complain that Dr. U. “can’t seem to
get the medications right” for their non-compliant,
cannabis-using daughter’s putative “depressive”
disorder.

During her third year of residency, Dr. U. is intro-
duced to the concept of the structural interview and con-
sideration of personality disorder pathology beyond the
nosology of the DSM-5 categories. In this process Dr. U.
recognizes that a number of the patients she had seen at
the day program likely had primary or co-occurring per-
sonality disorder pathology, specifically borderline and
narcissistic traits often with circumscribed elements of
passive sociopathy. In this process Dr. U. also begins to
reconsider her prior feelings of incompetence, now see-
ing this countertransference reaction as reflective of the
dyad of suffering patient and uncaring or incompetent
clinician alternating with a dyad of indifferent patient
and devalued novice clinician. Dr. U. also begins to
appreciate how, in retrospect, she found herself treating
patients with personality disorder pathology without the
benefit of a treatment contract and frame that might have
helped address the patients’ devaluing and dishonest
behaviors.

Take Home Point: Psychiatry trainees can and should
feel competent to make personality disorder diagnoses
when appropriate.
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8.3 TFP Training Is Applicable to Residents’
Experience in Multiple Settings
During Training

e TFP principles can be of use to residents even before
they begin their training as individual
psychotherapists.

e TFP principles can be useful even when the resident
does not have a clearly established relationship with
the patient, as in acute care settings.

o TFP principles provide residents with a diagnostic
evaluation process complementary to DSM-5 descrip-
tive categories of personality pathology.

e TFP can help residents understand how personality
disorder symptoms arise in acute settings and how to
employ dynamically informed de-escalation
interventions.

One novel academic pilot program for TFP training during
residency was developed with a goal, among others, of estab-
lishing for residents a useful and applicable treatment model
to be used in acute care settings [1]. The premise of this pro-
gram was that because TFP is both an evidence-based and
diagnosis-focused psychodynamic treatment, it would be
familiar to and “user-friendly” for psychiatry residents. The
hypothesis was that while the TFP manual describes an inten-
sive individual psychotherapy in detail, the “knowledge, atti-
tude, and skills” associated with the treatment would be of
use to psychiatry residents in their work with patients in
other settings as well.

This pilot program introduces TFP principles sequen-
tially over the residents’ second, third, and fourth years of
training using a small group of clinician-educators as
instructors and supervisors. Second-year residents are intro-
duced to object relations theory and the key elements of
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personality organization. Third-year residents learn about
structural interviewing, treatment planning, and contracting
informed by the results of this type of assessment process.
The introduction of TFP as a specific treatment intervention
begins in the third year and is followed up by a year-long
weekly fourth-year elective. This elective combines a group
review of residents’ videotaped psychotherapy sessions with
continued didactic material using the TFP manual as a guide.
The elective focuses on repeated practicing of the structural
interview, generating treatment recommendations informed
by the results of this interviewing process, and establishing
and maintaining a treatment frame.

The central elements of TFP’s application in acute care
training settings include an openness to making a personality
disorder diagnosis with incomplete information, a sensitivity
to the three channels of communication and in particular
how a patient acts and how the clinician feels, and the use of
interventions informed by an object relations theoretical
orientation with an emphasis on practicality and common
sense. In acute care settings, residents will not likely have an
established relationship with the patient involved, so using
psychodynamic thinking and associated interventions is not
routine.

The customary approach to diagnosis taught in training
involves a “decision-tree” or symptom checklist intervention
using DSM-5 diagnostic criteria for all disorders including
personality disorders. This type of approach may be appropri-
ate for the residents’ outpatient clinic rotations where
patients presumably are stable enough to participate safely in
a multi-part evaluation. In acute care settings, however, resi-
dents are often required to see patients and make clinical
decisions based on limited interviews, often with incomplete
clinical data as well, and under circumstances in which
patients and families are distressed.

The object relations understanding of severe personality
pathology rests on an appreciation of highly maladaptive,
“primitive,” or splitting-based defenses and associated behav-
iors reflecting those underlying dynamics. The TFP approach
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can be of use to residents in acute care settings who encoun-
ter situations mediated by patients’ active splitting, as in
conveyance of “black and white thinking,” or by their oscillat-
ing idealizing and devaluing experiences of others. This
approach proceeds from (1) the diagnostic assessment and
appreciation of personality pathology, to (2) management of
countertransference, then to (3) identification of the domi-
nant object relations dyad (interpersonal pattern or para-
digm) in play,including the dyad emerging in the transference.
Often in a crisis the emerging dyad includes a patient’s pow-
erful paranoid experience of the treater. Residents are
trained to identify the dyad in play and its associated affect,
describe this to the patient in an effort to convey understand-
ing, and then attempt an empathic confrontation of the
splitting-based operations in evidence. Residents able to dis-
tinguish between the frank paranoia of a psychotic illness, for
example, and the paranoia, particularly in the transference, of
personality pathology, would approach a paranoid patient in
the acute care setting differently, depending on the diagnostic
assessment.

Dr. G. Uses TFP Techniques in the Emergency Department
to Manage Patients with Likely Personality Disorder
Pathology

Clinical vignette: Dr. G., a fourth-year psychiatry resident
with an interest in schizophrenia research, found his psy-
chodynamic psychiatry training, which included classes
over 2 years and supervised conduct of psychotherapy
cases with a TFP-trained supervisor, of some interest but
not likely to be important in his work going forward both
as a researcher and as a psychiatry emergency room
clinician.

One night in the emergency room when Dr. G. was the
senior resident on call, he was asked by a junior resident

(continued)
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(continued)

to see a patient who had walked in for assessment of
“panic attack” symptoms who had become verbally abu-
sive to the staff and had threatened a lawsuit if she were
not released immediately. A review of the patient’s record
indicated that a similar event 6 months prior had led to
an altercation between this patient and another patient,
causing the staff to use sedating antipsychotic and anxio-
Iytic medications to calm the patient, leading to an
extended stay in an observation bed.

Dr. G. approached the patient with a mix of irritation
and trepidation. Dr. G.’s review of the patient’s previous
ER visit and discussion with the junior resident supported
preliminary consideration of a personality disorder,
despite the patient’s record’s listing “major depression”
as primary diagnosis and the patient’s chief complaint of
“panic attacks” symptoms. Dr. G.’s consideration of a
personality disorder diagnosis prompted him to make a
point of monitoring his countertransference and to take
steps to avoid any intervention that might lead to escala-
tion of the situation.

Dr. G. found the patient on a gurney, furious about
having to wear a hospital gown, berating the beleaguered
nurse trying to complete an assessment, and cursing her
boyfriend whose threat to break up with her had led to
her panic attack. Dr. G. approached the patient asking
himself “What is the dominant object relation?” in a way
that felt grounding, leaving him feeling armed with a
systematic approach in contrast to feeling like an
unskilled security guard brought in to quiet a patient
down. He then reflected on the apparent role reversal at
play; the patient feeling powerless and helpless had
“turned the tables” as evidenced by a dyad including the
powerless, cowering staff.

Dr. G. engaged the patient with the express purpose of
putting the patient’s experience into words, identifying
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(continued)

the patient’s chief symptoms of anxiety, and attempting to
use confrontation to bring into the patient’s awareness
contradictory aspects of the patient’s experience, one side
dominating her subjective experience and the other
expressed in her behavior. Dr. G. approached the patient
calmly and proceeded to put her experience into words
while communicating empathy with her situation: “I can
see you are in distress about being here and worried
about getting the help you need.” The patient responded:
“What a stupid thing to say! I'm being mistreated, my
clothes were taken away, and no one is listening to me!”
Dr. G. continued: “Yelling at the nurse isn’t likely to help
her complete her evaluation any more quickly; in fact it
probably makes her feel pretty badly.” The patient
replied: “I don’t care how she or anyone here feels!” Dr.
G. attempted to empathically call attention to the role
reversal expressed in the patient’s treatment of the staff
by answering: “I realize last time you were here you
ended up staying much longer than was helpful; you may
feel the staff failed you at that time. I can assure you now
the staff is trying to be of help to you. You may be berat-
ing them to make sure they feel as badly as you do and [
can see why you might do that.”

Dr. G. was pleasantly surprised to see that his inter-
vention, informed by a guess about the dyad being
enacted, allowed the patient to calm down. Dr. G.
reflected that calling into question the patient’s dissoci-
ated paranoid experience of the staff helped avoid the
kind of escalation that had marked the patient’s last ER
presentation.

Take Home Point: Psychiatry trainees can use TFP
principles in multiple settings where they are likely to
encounter patients with personality disorder pathology.
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8.4 TFP Can Serve as an Organizing
Approach to the Practice of Individual
Psychotherapy

e TFP can offer residents a unifying psychodynamic
approach to psychotherapy.

e [nitially developed as a psychotherapy for BPD, TFP
may be a model for residents practicing psychother-
apy with a heterogeneous patient population.

e TFP prioritizes exploration of the transference, often
a challenge for trainees.

e FExposure to TFP extends residents’ exposure to
manualized, evidence-based psychotherapies and
their research bases.

e TFP assists residents in assessing and treating in psy-
chotherapy the more impaired or chronic patients they
are often assigned.

A second pilot program offered a senior resident TFP
elective with the goal of exposing trainees to an evidence-
based psychotherapy, other than DBT, for patients with BPD
[2]. This elective included both individual supervision of cases
and a group supervision component where residents pre-
sented clinical material to a team of TFP supervisors. In a
summary article, two participating residents and the resi-
dency program’s director described the residents’ unexpected
conclusion: TFP training provided both specific skills for
treating patients with BPD, and a broader set of skills appli-
cable to assessing and treating a wider range of patients in
psychodynamic psychotherapy.

In their review of this elective, the residents made the point
that TFP introduced them to certain key elements: a unified
theory for managing psychotherapy treatment, establishment
and maintenance of a treatment frame, and work in the trans-
ference with concurrent appreciation of countertransference
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reactions. Because TFP’s initial development was with BPD
patients, training in TFP emphasized a focus on the treatment
frame and transference conveyed in an explicit and direct
fashion that the residents’ more general psychodynamic psy-
chotherapy training had not. It is understandable that psy-
chiatry residents may not be oriented to the centrality of the
treatment frame; most models of psychotherapy do not
emphasize the treatment frame and its multiple functions to
the extent that TFP does. Learning to engage patients in
exploration of timeliness, payment, missed sessions, or the
nature of their participation in treatment may be novel — par-
ticularly in settings where treatment is free or where treaters
themselves do not personally bill patients such as in some
resident clinics and Veterans Administration hospitals.
Residents are often confused about whether it is even rea-
sonable to first establish psychotherapy goals with a patient
(Is it patronizing? Is it controlling? Does it thwart the explor-
atory process?) and then how to manage challenges to or
deviations from the treatment frame (Is it unempathic or
asking too much of the patient?).

Focus on the treatment frame often leads to exploration of
the transference, since the frame channels the patient’s rela-
tionship to the therapist. However, residents are typically
reluctant to work in the transference for a number of reasons:
focusing on the transference may seem somehow “self-
centered” or it may feel too intimate; residents may have
concerns that talking about the relationship may engender
powerful feelings, including angry or eroticized reactions;
residents may assume that “working in the transference”
requires psychotherapy training beyond that offered in resi-
dency. The pilot program’s results underscored that a focus
on the treatment frame and attention to transference and
countertransference are essential in clinical care, are not
beyond the abilities of psychiatry residents, and are necessary
for, but not limited to, work with severely personality disor-
der patients.

TFP training has the additional benefit of offering resi-
dents an introduction to the process of using a manual for
individual psychotherapy treatment beyond behaviorally
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focused treatments. Exposure to a manualized, evidence-based
psychodynamic psychotherapy provides residents with a sys-
tematic and unified description of psychotherapy techniques.
In addition, a manualized approach confers a legitimacy that
may be of particular importance to trainees steeped in today’s
evidence-favoring academic environment. Review of TFP’s
evidence base educates residents about patient selection,
treatment outcome measures, and comparability to other psy-
chotherapy interventions. The use of a specific psychodynamic
treatment manual is in contrast with other less systematic and
possibly more confusing introductions to psychotherapy,
which may include exposure to multiple (and at times conflict-
ing) theoretical orientations or psychodynamic theory pre-
sented as anecdotal “pearls” without a reliable and organized
source that can be revisited.

In many training programs, clinicians involved in teaching
psychotherapy to psychiatry residents come from a pro-
gram’s voluntary faculty [20]. These supervisors may be treat-
ing patients in an office setting or clinic where patients are
relatively stable, working, or insured. In contrast, residents
developing their skills as psychotherapists may see patients in
settings where patients pay limited or no fees. This patient
population may include those with limited resources, who are
either unable or unwilling to work, or consciously or uncon-
sciously motivated to pursue subsidized or free treatment.
One unfortunate outcome of this common situation can be a
discrepancy between the supervisor’s point of reference and
the resident’s experience “on the ground.” In this setting,
supervisors may collude with residents in “underdiagnosing”
patients or seeing patients as healthier or more high function-
ing than they actually are. TFP provides trainees a way of
assessing certain lower-functioning personality disorder
patients and a vocabulary for describing the way the patients’
pathology presents in treatment. The comprehensive struc-
tural interview, for example, requires consideration of the
patient’s aggression, predominant defenses (repression-based
vs. splitting-based), and superego functioning — all critical
concerns when considering lower-level personality disorder
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pathology and elements of the “vocabulary” referenced. The
attention to the treatment frame will bring these themes to
the fore: the resident may be alert to evidence of aggression
(“The patient asked for a late appointment as a favor but
never showed up!”), splitting-based defenses (“Last week she
told me I was the best resident she’d had; this week she
stormed out when I wouldn’t give her Valium”), or superego
compromise (“He said he was paid up, but the clinic records
show he has a 3 month balance”). The TFP approach to diag-
nosis and its focus on frame issues make overly optimistic
thinking with certain patients less likely and as a result give
residents the experience of having supervision for the patients
they are actually treating and not patients they (or their
supervisors) would prefer to treat.

Dr. L. Feels Frustrated in His Treatment of a Patient with
Personality Disorder Pathology

Clinical vignette: Dr. H. was exposed to psychodynamic
psychotherapy as a resident, finding the varied theoreti-
cal approaches described by different supervisors to be
confusing and often seemingly unrelated to the kinds of
cases he was seeing in the residents’ clinic. Dr. H. found
that the fallback, generic supportive psychotherapy he
provided seemed to have little impact on his patients, and
the sessions often felt boring; he began to wonder why
psychotherapy would be part of a sophisticated medical
training. In particular, Dr. H. felt frustration with the psy-
chotherapy cases turned over year after year, the patients
apparently making little progress, settled into a type of
custodial treatment, absent identifiable goals.

As an attending psychiatrist, Dr. H. volunteered to
supervise second-year residents in their long-term psycho-
therapy program. By this time, Dr. H. had been exposed to
the central elements of TFP and felt application of TFP

(continued)
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(continued)

principles appropriate to the residents’ psychotherapy
cases, given the high rates of primary or co-occurring
personality disorder pathology in the trainee’s caseloads.

Dr. H. begins supervision with a resident, Dr. L., who
has been treating a middle-aged woman with “Persistent
Depressive Disorder” for a year in weekly psychother-
apy. Dr. L. finds himself uninterested in the treatment,
frustrated by his patient’s sporadic attendance, and dis-
mayed, when she does attend, by her exclusive attention
to the details of her ineffective antidepressant regimen
and its side effects and by her pattern of monopolizing
their time together. He reports that the patient’s prior
treater in the residents’ clinic, now recently graduated,
also found the treatment boring and frustrating.

Dr. H. introduces Dr. L. to aspects of the structural
interview, encouraging Dr. L. to reflect on his patient’s
primary complaint (inability to move up at her job) as
reflective of possible personality disorder pathology
(narcissistic grandiosity coupled with a fragile sense of
self-worth, making effective assertiveness difficult)
rather than a mood disorder unresponsive to support
and medication. Dr. H. helps Dr. L. develop a language
with which to explore this diagnosis with his patient,
encouraging Dr. L. to revisit his treatment contract with
his patient, with a focus on issues of attendance and
likely limitations of medication in helping the patient
address her chief goals. Dr. L. is initially reluctant to
revisit aspects of the treatment contract, telling Dr. H.
his point of reference for conducting dynamic psycho-
therapy has been his own treatment, which has had
limited explicit discussion of goals and no exploration
of the treatment frame, as his own attendance had never
been a problem.

(continued)
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(continued)

Dr. H. encourages Dr. L. to pay particular attention to
how he feels (devalued, powerless) and how the patient
behaves (uncommitted, comfortable). Dr. L. is able to
bring up to his patient her frequent lateness and absences,
leading the treatment to becoming enlivened, both more
interesting to Dr. L. and more useful to his patient, as she
becomes more open to linking her behavior in therapy
with her difficulties at work including issues of avoid-
ance and subtle devaluation of the other.

Take Home Point: Psychiatry trainees can use TFP
principles, including a focus on the three channels of
communication and the use of the treatment-contracting
process, to make the treatment more helpful for the
patient and more interesting for the trainee.

8.5 TFP Training May Help Fulfill
the Need for Residents’ Education
About Personality Disorders

e Personality disorders are significantly represented in
the settings where residents work.

e FEducation about PD pathology is often not commen-
surate with residents’ exposure to these patients during
training.

e TFP training is applicable to a wide range of PD
patients beyond those with BPD.

e TFP incorporates a distinctly psychiatric perspective,
something not part of all evidence-based treatments
for personality disorders.

e Dissemination of TFP to a broader audience in resi-
dency training requires practical solutions to realistic
impediments and limitations.
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Patients with personality disorder pathology are well rep-
resented in almost all psychiatric treatment settings, but they
are particularly well represented in those settings where psy-
chiatry residents spend much of their time. Psychiatry resi-
dents are required to rotate through inpatient psychiatry
units, emergency departments, and outpatient psychiatric
clinics where surveys indicate patients with PD pathology
represent a very significant portion of the patient population.
One study done in an urban inpatient sample found that
nearly 50 % of participants met criteria for BPD on semi-
structured interview, while a retrospective chart review at a
university-based clinic yielded rates of BPD trait or disorder
of 22 % [21,22].

Despite the irrefutable presence of significant numbers of
patients with personality disorders in training settings, many
residency programs have relatively limited didactic focus on
the subject [23]. In a recent survey on resident didactic educa-
tion in BPD, about half of programs responding described a
specific didactic course on BPD, taught by an almost equal
mix of full-time and clinical faculty, but about half of training
programs responding did not offer any specific coursework in
BPD, providing BPD didactic material in other general
courses offered. The most commonly reported therapeutic
technique in this survey was DBT. The authors questioned
whether didactic training in BPD was sufficient, given BPD’s
prevalence rate. Limited didactic coverage can leave much of
the education about personality disorders to clinical supervi-
sors, who may or may not be interested in the subject of per-
sonality disorders or in psychotherapeutics. In this setting,
management strategies often overemphasize the role of
medication, the modality most familiar to residents and the
attendings who supervise them. In contrast, the American
Psychiatric Association Practice Guideline for Patients with
Borderline Personality Disorder endorses psychotherapy,
not medications, as the central element of treatment for this
disorder [24].

The reality is that psychiatry residents assess and treat
patients with personality disorder pathology throughout their
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training without exception. While residents can relatively
easily master treatment algorithms for most disorders, treating
PD patients requires additional training with supplemental
support. Much of the standard material introducing residents
to psychodynamic psychotherapy describes the need for a
focus on the treatment frame and maintenance of boundaries
but does not offer specific modifications for psychotherapeu-
tic intervention based on severity of illness [25]. This presents
particular difficulties for the treatment of patients with mod-
erate to severe personality disorder pathology. In fact, train-
ees often find themselves flummoxed as they use a set of
interventions developed for treatment of higher-functioning
patients, informed by traditional ego psychology theory, with
these patients. Without a specific focus on diagnosis and
diagnosis-guided treatment, trainees often find themselves
addressing more escalating personality pathology with
increased overt support — sometimes with untoward out-
comes that involve the resident in the pathology. Psychiatry
residents may be, as many psychiatrists in practice are, reluc-
tant to make a personality disorder diagnosis, often with
unfortunate consequences. Introduction of TFP in training
can be an accessible way for residents to become comfortable
recognizing PD pathology and engaging patients in a useful
and productive way.

TFP’s application to a broader range of patients beyond
those with BPD may be another benefit of its introduction in
training. TFP’s essential elements, including its diagnostic
approach, the establishment and maintenance of a treatment
frame, a focus on the dominant affect in both patient and
therapist (i.e., attention to transference/countertransference),
and the exploration of emerging object relations “para-
digms,” including those in the transference, are applicable to
a treatment of a wide range of patients. Familiarity with these
essential elements confers on trainees a sense of having a
“road map” to use in treatment. This “road map” is useful for
those patients with PD presentations not fully captured in
DSM-5 nosology or those with subsyndromal presentations
who have symptoms that fall below the DSM-5 cutoff.
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Some other evidence-based treatments for personality disor-
ders do not originate from a psychiatric perspective and may
cause psychiatry trainees to feel somehow marginalized in their
practice. These treatments may presuppose that the psychia-
trist’s role is that of “psychopharmacologist,” limited to pre-
scribing and not necessarily involved in the diagnostic assessment
process or psychotherapy. Exposure to this approach may leave
psychiatry residents feeling that, in fact, treatment of personality
disorders should be left to other clinical specialties.

While TFP may provide a succinct and useful approach to
the gap in residency training about personality disorders, its
broader implementation requires careful consideration and
strategizing. One residency training director, in a useful com-
mentary on the senior elective TFP pilot program, outlined
the multiple challenges in offering TFP at her location [26].
These challenges included (1) the varying attitudes about
psychodynamic psychotherapy training at the many hospital
sites where residents rotate, (2) some residents’ limited
enthusiasm for learning psychodynamic theory and practice,
given their likely career trajectories, (3) the reality that mastery
of key elements of psychodynamic psychotherapy cannot be
achieved quickly or easily, and (4) the lack of local TFP
supervisors and the likely need for off-site supervision to
complement available faculty at many programs.

Despite these concerns, this commentary underscored the
potential benefits of introducing TFP as a general way to teach
psychodynamic theory and practice that would interest skeptical
residents and prove useful throughout their training. Training
programs with limited resources might introduce the TFP model
through (1) assignment of one supervisor to oversee a 3-year
TFP curriculum, (2) use of group supervision for introduction of
TFP concepts throughout training, (3) reliance on the TFP
manual to reinforce essential concepts, and (4) ongoing training
and supervision of local faculty done via Skype with off-site
TFP-trained instructors. The International Society for
Transference-Focused Psychotherapy’s (ISTFP) standardized
curriculum for TFP, in its abbreviated format, could serve as a
useful template for residency training programs [27].
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Dr. S. Works with a Patient with Narcissistic Personality
Disorder Traits and Uses the Structural Interview Process
to Broaden His Appreciation of Personality Pathology
Diagnoses

Clinical vignette: Dr. S. is a psychiatry resident working
at an intensive outpatient program (IOP) during his sec-
ond year of training. In his residency curriculum thus far,
Dr. S. has learned about personality disorders in one
45-minute overview of DSM-5 criteria with some discus-
sion of epidemiology and one 45-minute lecture by a
psychologist running a DBT skills group attended by
some of the IOP patients.

Dr. S. is assigned to evaluate a 30-year-old man who
has had almost 5 years of treatment for “depression”
with essentially no response. This patient is college edu-
cated but has been unemployed since graduation, living
with his parents who have used some of their retirement
savings to pay for their son’s treatment. Dr. S. is struck in
his assessment of a total absence of neurovegetative
symptoms in this patient’s history. While the patient
describes feeling “terrible” and unable to move forward
in either meaningful work or an active social life, he
reports generally good sleep, appetite, energy, and libido.
On additional questioning, the patient describes to Dr. S.
his marked sensitivity to rejection, his concern that any
job he might take would be “beneath him” as he had
graduated from a prestigious college, and his hopes that
classes at a local acting school might lead to opportuni-
ties in the film industry.

Dr. S. presents this case in the IOP’s daily rounds.
Colleagues suggest additional antidepressant medication
trials, but Dr. S. notes his patient has already had all of
those mentioned. There is some consideration of recom-
mending this patient attend the DBT skills group, but Dr.
S. notes that the patient evinces essentially no BPD traits.
When Dr. S. presents the case in the IOP’s weekly meeting

(continued)
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(continued)

with a consultant, a discussion of the structural interview
approach leads to consideration of the patient’s level of
organization. Dr. S. finds discussion of the patient’s lack
of identity consolidation, use of primitive defenses, and
passive dependence on his parents for support to be reso-
nant. Dr. S. finds the concept of a “thin-skinned” narcis-
sistic patient to be helpful, as the DSM-5 criteria for
narcissistic personality disorder do not easily apply to his
patient. When reading further, Dr. S. finds the structural
interview’s “dimensional” element to be a useful concept,
explaining his patient’s global impairment and providing
Dr. S. with helpful “shorthand” for assessing personality
pathology.

Take Home Point: The psychiatry resident’s ability to
assess for personality disorder pathology, including but
not limited to DSM-5 categories, can add a dimension to
the process of diagnosis.

8.6 The Structural Interview’s Deliberate
Approach to Diagnosis Should
Be of Use to Residents

e The structural interview approach fits well with the
resident’s training in succession as physician, psychia-
trist, and psychodynamic psychotherapist.

e The structural interview supports the resident’s obli-
gation to master standard descriptive psychiatry and
anticipates the DSM-5 appendix “hybrid” personality
disorder model.

e The structural interview process can correct an
approach to diagnosis that minimizes the contribution
of personality disorder pathology.

o The structural interview helps residents in determining
the psychotherapy best suited to a specific patient.
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The structural interview informs the patient assessment
process in TFP in a manner at once flexible and focused. This
approach requires a deliberate and systematic investigation
first of medical or organic contributions to a patient’s chief
complaint, followed by clarification of any contribution of
psychiatric illness (what were previously described as Axis |
disorders), before an investigation of personality organiza-
tion. This process closely mirrors the professional develop-
ment of the psychiatric resident and should feel more familiar
than a psychodynamic assessment process divorced from a
standard medical orientation.

The structural interview begins with open-ended questions
about why the patient is seeking treatment and how he
understands his problem; the patient’s response may immedi-
ately cue the interviewer to refine his questioning if it seems
that a primary organic or medical disorder might be at hand.
This refined questioning may include detailed exploration of
a patient’s mentation, including alertness, orientation, and
memory. The resident using this approach may conclude from
evidence of active impairment in basic cognitive functioning
that a patient requires a thorough medical or neurological
assessment before additional investigation. For the patient
without a clear medical or organic process in evidence, the
resident’s next focus would be on possible primary psychiat-
ric disturbances including mood, psychotic, or anxiety disor-
ders. The psychiatry resident will be well versed in the DSM-5
diagnostic nosology and the questioning directly correlated
to the diagnostic criteria of these categories.

The structural interview includes discussion of the DSM-5
category diagnostic criteria, including those for the personal-
ity disorders, and adds assessment of dimensional elements
of a patient’s presentation and functioning, such as under-
standing of self and of interpersonal functioning. In this way
the structural interview closely resembles the alternative
hybrid categorical-dimensional approach in the DSM-5
Section III appendix. A resident familiar with the structural
interview approach to personality disorder pathology would
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find the essential concepts of this new, alternative approach
familiar [28].

Use of the structural interview approach in training would
correct for any pattern of avoiding exploration of personality
disorder pathology a resident might develop over time. In the
past, this phenomenon was often reflected in residents’ notes
reading: “Axis II — deferred.” Residents may feel too inexpe-
rienced to confidently make personality disorder diagnoses,
especially if their supervisors convey a reluctance to do so
themselves. Use of the structural interview makes minimiza-
tion of personality organization exploration impossible and
gives residents a vocabulary to describe elements of person-
ality organization absent from DSM-5 terminology.

The structural interview gives trainees a “shorthand” of
sorts to use when making decisions about what kind of psy-
chotherapy, if any, might benefit a patient. Use of a TFP
approach to assessment does not automatically lead to a rec-
ommendation for TFP as a treatment. The structural interview
provides residents with a way to think beyond a generic, unfo-
cused recommendation for “therapy,” given its deliberate
approach. Is the patient’s chief complaint related to a primary
medical concern? Does it therefore make sense to recom-
mend a supportive psychotherapy? If the patient’s primary
diagnosis is a psychiatric one (obsessive-compulsive disorder,
anorexia nervosa), is a referral to a behavioral therapy with a
strong evidence basis preferred? When considering a referral
to a psychodynamic psychotherapy for personality disorder
symptoms, the resident versed in the structural interview pro-
cess will have some sense of prognostic indicators. Do the
results of the structural interview indicate a likely positive
response to exploratory treatment (relative identify consoli-
dation, absence of obvious antisocial traits, capacity to use
early interpretations)? Or does the interview suggest “red
flags” for a psychodynamic psychotherapy referral, such as
persistently impaired reality testing, limited capacity for
abstract thinking, or evidence of “secondary gain” only as
motivation?
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Dr. Q. Is Asked to Evaluate a Patient and Initiate Treatment
Without a Clear Sense of the Patient’s Diagnosis

Clinical vignette: Dr. Q. is a resident assigned to work at
her department’s day treatment program. Ms. W., the
social worker in charge of intakes, asks Dr. Q. to see a
patient, Ms. M., whom Ms. W. has evaluated for possible
combined individual psychotherapy and management of
medications “as soon as possible.” Ms. W. has concluded
from her evaluation that the prospective patient, a gradu-
ate student, has “attention deficit disorder” and a depres-
sive disorder. Ms. W. surmises that Ms. M.’s attention and
mood difficulties have contributed to her difficulties at
the office where she is assigned, resulting in placement on
probation because of sloppy work.

Dr. Q. reviews Ms. W.’s notes and is interested to read
that Ms. M. had a pattern of falling asleep during therapy
session with her prior treater. Ms. W. did not investigate
this further but in discussion did mention to Dr. Q. that
Ms. M. had appeared to doze off during their evaluation,
which she ascribed to her long hours at work and occa-
sional cannabis use.

Dr. Q. approaches her evaluation with Ms. M. with the
structural interview process in mind. She begins by
reviewing with Ms. M. her symptoms of falling asleep
abruptly and clarifies to what extent this has been
assessed. Ms. M. reports she is awaiting sleep study
results but conveys to Dr. Q. an urgency to start “ther-
apy” as soon as possible given her poor performance at
work. Dr. Q. is aware that despite the pressure she feels
from Ms. W. and Ms. M., she needs to have any poten-
tially treatment- interfering medical or psychiatric symp-
toms fully evaluated before beginning any kind of
psychotherapy treatment. Dr. Q. is not sure what Ms. M.’s
excessive daytime somnolence might reflect — a primary
sleep disturbance, narcolepsy, or intoxication — but she

(continued)
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(continued)

feels confident that this symptom requires exploration
before she can make a commitment to psychotherapy.

Dr. Q. tells Ms. W., “I don’t know what Ms. M.’s symp-
tom reflects. [ do know that it is important first to rule out
any medical condition that might have a negative impact
on her treatment. If it isn’t narcolepsy, then I'll have to
investigate whether it reflects active intoxication and [
can do that by toxicology screen. If the problem is insom-
nia, we’ll need to address that too; I understand the
urgency in beginning treatment, but being able to stay
awake is a requirement.” Ms. W. reiterates her sense of
urgency that Ms. M. begin “therapy” because of the crisis
situation, but Dr. Q. stands by her approach to proceed
in a stepwise manner to insure in advance that any psy-
chotherapy she might offer would be the appropriate
treatment and one the patient could participate in fully.

Take Home Point: Psychiatry residents can and should
proceed methodically with the process of clinical diagno-
sis and use their medical knowledge and understanding
of standard psychiatric diagnoses as is expected in the
structural interview.

8.7 TFP Principles Assist Residents
with Risk Management

e Psychiatry residents receive limited formal risk man-
agement training.

e PD pathology is often associated with common risk
concerns.

e Training status is associated with particular risk vul-
nerabilities with PD patients.

e TFP’s focus on frame and countertransference are
useful risk management tools.
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Formal risk management training in psychiatry residency
is limited, and much of the risk management education resi-
dents receive is done “ad hoc,” often with faculty offering
anecdotal evidence to guide decision-making. Specific risk
management training related to treating PD patients is rare,
although it is common sense to assume that while all clini-
cians face unusually challenging situations with PD patients,
residents in particular are vulnerable in this context.

Experts in medicolegal issues in psychiatry focus on those
areas associated with the most common types of malpractice
claims: incorrect treatment, suicide/attempted suicide, drug
reactions, incorrect diagnosis, unnecessary commitment, and
undue familiarity [29]. While clinicians may be sued in the
course of treating patients with any diagnosis, a review of this
list suggests the particular risks associated with treating
patients with PD pathology. Residents may be particularly
vulnerable given their relative inexperience, likely emphasis
on “going the extra mile” for patients, concerns about limit
setting or being perceived as “mean” by patients, or bias
toward providing any and all services to a patient in crisis.

For residents treating patients with BPD, the combination
of the patient’s particular pathology and the residents’ rela-
tive inexperience can be concerning. The risk management
concerns well described in treating BPD — such as over-
involvement leading to unnecessary treating, including phar-
macotherapy or hospitalizations, or a countertransference of
anger, or sadism leading to distancing or abandonment — may
be increased for trainees [30, 31].

TFP training offers a particular and specific focus on
frame and countertransference matters. Attention to the
frame can help residents monitor their own over-involve-
ment, such as allowing sessions to go longer than scheduled
or “heroic” dedication leading to late evening or weekend
meetings with patients. The TFP focus on countertransfer-
ence can help trainees monitor themselves for excessive
identification with or devotion to a patient or conversely
hateful feelings that could contribute to inattention to serious
matters [32]. The TFP approach to the suicidal patient can
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help residents avoid assuming a role as the patient’s “savior”
and allow them to feel free to have after-hour safety assess-
ments done in the emergency department rather than on the
phone when the resident is without supervision. TFP princi-
ples applied to prescription practices, including monitoring a
countertransference reaction to “fix” the patient with yet
another medication or provide the patient with a larger than
usual dose or supply of medication to address the patient’s
distress, would be another useful risk management element.
TFP’s endorsement of frank discussion of a patient’s PD
diagnosis with the patient helps trainees avoid the precarious
situation of documenting one diagnosis (say, BPD) but
describing to the patient and family another diagnosis (say,
treatment-resistant depression). Such a pattern of “keeping
two sets of books” could present a serious risk management
issue if there were an untoward event.

Certain commonly seen dyads may be of additional risk
for residents. For example, one familiar dyad and its inverse
is the BPD patient who feels herself to be on the receiving
end of cruel and hurtful behavior (such as when a resident
attempts to maintain a treatment frame with limits on length
of session or intersession contact), alternately with the
patient’s sadistic acting out (threatening to report the resi-
dent to his training director for misbehavior), leading the
trainee to feel shamed and paralyzed. The TFP approach
involving identification of dyads including those in the trans-
ference can bring into the residents’ awareness potentially
compromising situations, thereby allowing for changes in
behavior to avoid patterns that would increase risk.

Dr. R. Makes Exceptions for Her Patient, Leading to a
Series of Potentially Compromising Situations

Clinical vignette: Dr. R. is a second-year resident assigned
to treat Ms. P, a woman in her mid-20s with an extensive
history of anxiety and depression symptoms. Dr. R. is a

(continued)
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(continued)

highly conscientious clinician who distinguished herself
during internship for her unusual commitment to her
clinic patients.

Ms. P. lives with her parents, works part-time (well
below her level of education), and has few friends. Ms. P.
often tells Dr. R. of her passive suicidality, given that
none of the many medications she has tried has addressed
her long-standing feelings of emptiness and lack of direc-
tion. Dr. R. sometimes wonders if Ms. P. may have per-
sonality disorder traits along with her mood and anxiety
symptoms, but she is cautioned by her clinic supervisor
to put off making a PD diagnosis until the other symp-
toms have remitted.

Ms. P. reports to Dr. R. that sleep/wake cycle reversal
makes it difficult to come to appointments until after
5 pm when the clinic is closed. Dr. R. agrees to meet with
Ms. P. after hours, given her concern about Ms. P.’s per-
sistent symptoms and apparent intractable insomnia.
Over time Ms. P. asks Dr. R. for appointments even later
in the evening; Ms. P. tells Dr. R. their appointments “are
the only thing that make life worth living,” causing Dr. R.
increasing guilt about her impulse to set a limit on the
after-hours meetings. During their meetings Ms. P. alter-
nates between declaring her appreciation, which Dr. R.
finds gratifying, and voicing her persistent hopelessness
and suicidality, which Dr. R. finds unnerving.

When Dr. R. is assigned a new supervisor in her third
vear, she is reluctant to tell Dr. C. the details about her
treatment with Ms. P, although she does so with some
chagrin. Dr. C. uses this opportunity to review with Dr. R.
her thinking about Ms. P.’s diagnosis and to encourage
her to revisit with Ms. P. the frame for their treatment. Dr.
R. describes to Dr. C. her concern that a frame with more
clear limits would lead Ms. P. either to anger with Dr. R.
or to despair with increased suicidality. With support

(continued)
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(continued)

from her supervisor, Dr. R. is able to introduce to Ms. P.
the possibility of a contribution of a personality disorder
diagnosis to her active symptoms and to revise their treat-
ment frame so that they meet only when the clinic is open.
This discussion allows Ms. P. to express to Dr. R. that
setting a limit on the time of their meetings felt to her as
though Dr. R. did not really care about her anymore. Dr.
R. was able to tolerate this conversation, cognizant of Ms.
P’s ability to engage Dr. R. with omnipotent control, as
well as the patient’s alternating idealization and devalua-
tion of Dr. R. as it related to aspects of the treatment
frame. Dr. R. is able to hear Dr. C.’s caution about the
risks associated with over-involvement and ways atten-
tion to the treatment frame can keep that in check.

Take Home Point: Use of the structural interview and
elucidation of personality disorder pathology is good
risk management technique, particularly necessary for
the trainee who is uncertain about her skills.
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