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w that attachments formed by borderline patients are not just of one type:
hey may be characterized as much by dismissing devaluation of attachment
fationships as by terrors of aloneness and persistent cravings for connection.
dding considerations of attachment status to the fundamental state of iden-
ty diffusion may help us in understanding the different clinical presentations
¢ borderline personality, and how they may change differentially in the
ourse-of treatment.

A number of previous studies have identified insecure attachment organi-
ation (Diamond, Clarkin, Levine, et al., 1999; Fonagy, Gergely, Jurist, &
arget, 2002; Fonagy, Leigh, et al., 1996; Fonagy, Steele, et al.,, 1995;

inderson, 1996; Levy, Blatt, & Shaver, 1998; Patrick, Hobson, Castle,
ard, & Maughan, 1994; Slade, 1999; Steele & Steele, 1998) and deficits
1 reflective functioning, or the capacity to think in mental state terms (Bate-

man & Fonagy, 2004; Diamond, Stouvall-McClough, Clarkin, & Levy,

003b; Fonagy, 1991, 1998, 2001; Fonagy et al., 2002; Levy et al., 2006) in
yorderline patients, thereby expanding our understanding of the object rela-
.ons features of borderline pathology. From an object relations point of view,
hese insecure states of mind with respect to attachment stem both from basic
nternal identity diffusion, a state that provides no stable internal representa-
n of self or object, and from the structure and nature of the predominant
ect representations; that is, from the strong presence of negatively valenced
ersecutory representations in the patient’s conscious experience of self and
hers, along with the lack of integration of positive and negative aspects of
e representational world. Attachment concepts and measures, including the
concept of attachment security or insecurity as measured by the Adult Attach-
ent Interview (Main & Goldwyn, 1998) and mentalization as measured by
the Reflective Function Scale (Fonagy, Steele, Steele, & Target, 1997), have
ovided ways of assessing change in aspects of the representational world of
rderline patients. Recent investigations have shown significant improve-
ment in attachment representations or internal working models as well as
entalization or reflective function in borderline patients over the course of 1
r of transference-focusing psychotherapy (TFP; Levy et al., 2006).

Transference-Focused Psychotherapy

FP is a psychodynamic treatment designed for patients with borderline per-
ality disorder (BPD) and borderline personality organization (BPO) and
as been delineated in a series of treatment manuals (Clarkin, Yeomans, &

Kernberg, 2006; Kernberg, Selzer, Koenigsberg, Carr, & Appelbaum, 1989;

oenigsberg et al., 2000, Yeomans, Clarkin, & Kernberg, 2002). TFP is based
a model of borderline pathology that integrates Kernberg’s object relations
del of the structural organization of personality (Kernberg, 1984; Kernberg
Caligor, 2004) with an understanding of the interaction between behavior

‘and neurobiological aspects of the individual (Depue & Lenzenweger, 2005;
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Posner et al., 2002, 2003). Whereas the psychoanalytic view of borderlin
sonality organization has been essential in understanding the psycholg
experience of the patient (Yeomans et al., 2002)
model of BPD posits 2 dy f
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combine to esrab]
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imbued with intense affects, both hatefu] (in association with the frustrati
other) and loving (in association with the gratifying other). Early interp,
sonal experiences are cumulatively internalized in the individuals
and become established in cognitive-affective structures or “object rel
dyads”—units that combine a specific representation of the self in relas
the other, linked by specific affects that in the case of the borderline indiy
are somewhat loosely and chaotically organized in relation to each other,
addition, these dyads are not exact, accurate fepresentations of historical r
ity, although they bear the imprint of interpersonal transactions with
attachment figures. In oy view, however, the representational world js
delimited by menta] representations of self in relation to attachment tigu
although the interng] working models of attachment based on the child’s ex
rience of early parent—child attachment transactions, such as the paren
responses to the child in times of threat, danger, and illness, may form
bedrock of the fepresentational world. The representational world is
patterned by temperament, biological capacities and limitations, impuls
wishes, conflicts, and fantasies that derive from the myriad behavior
of sexuality, aggression, exploration, affiliation, and caregiving that Bowlb
and others have posited in addition to attachment (Bowlby, 1969/198
Although a more complete discussion of the relationship between inter
working models of attachment and psychoanalytic theories of the represen
tional world s beyond the scope of this chapter and can be found elsewhe
both are thought to operate outside of awareness and to be resistant to char
(see Diamond & Blatt, 1994; Eagle, 1997, 2003; Levy et al., 1998; M
1995; Main, Kaplan, & Cassidy, 1985; Steele & Steele, 1998).
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off from one another and determine the lack of continuity of the border-
- patient’s subjective experience in life. Although the patient has no con-
ous awareness of the defensive aspects of this split internal world, the ideal-
d and persecutory facets of his or her experience remain consciously
able at different times, but defensively sequestered from each other,
ich accounts for the typical symptoms of borderline personality: chaotic
erpersonal relations; emotional lability; polarized, black-and-white think-
; and proneness to lapses in reality testing.
The treatment focuses on the transference, because the patient lives out
r her predominant object relations dyads in the transference, as in other
ations. The core task in TFP is to identify the patient’s various internal
ect relations dyads or internal working models of attachment (which are
n multiple in the case of the borderline patient), and to help modulate and
egrate them into unified, coherent representations of self and other. The
bination of understanding and affective experience in the therapy leads to
integration of the split off representations and the creation of an integrat-
entity and experience of others.
Thus, in TFP, the therapist must attend to (1) the degree of identity diffu-
n versus integration, and (2) the specific predominant dyads (self- and
t representations). These attachment features of borderline pathology are
ticularly evident in the transference, which in TFP can be seen as the vehi-
for mobilizing and transforming the insecure attachment behaviors and
ir associated internal working models of attachment. The attachment per-
ective diverges somewhat from TFP’s object relations’ foundations, which
more emphasis to dynamic conflicts and particularly the role of aggres-
n as an impediment to the integration of the internal world, and the forma-
n and maintenance of secure attachment bonds, including that with the
rapist. However, despite these differences, TFP, like most treatments for
PD, gives centrality to the consolidation of an attachment relationship to the
rapist and to the development of increased capacity for reflective function,
he ability to think in mental state terms, that is, to comprehend the inten-
ons, thoughts, feelings, beliefs, and motivations of self and others (Bateman
Fonagy, 2004; Kernberg, Diamond, Yeomans, Clarkin, & Levy, in press).

Attachment Theory and TFP for Patients with BPD

f research and clinical investigations at the Personality Disorders Institute

Weill Medical College of Cornell University, where TFP was developed,

: ? been influenced by the increasing attention to the application of the writ-

sistant 1o ¢ of Bowlby (1969/1982, 1973, 1980, 1988) and his followers (Fonagy et

, 1998; 1995, 1996; Main, 1995). Speaﬁcally, the interest in applying attachment
8). - ' Hstrices to the therapeumc relationship and process (see Diamond et al.,

pment, 5€ 2; Fonagy, 2001) is central to our work. Bowlby hypothesized that the

s are defer aChment behavioral system, by which he meant the innate proclivity of
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young children to seek imity and caretaking from an adult memp,

species, is active throughout the [ife cycle, particularly in situations vy
individual who isill and in distress seeks protection or contact with
deemed older or wiser, Increasingly this model has been applied to th
peutic situation,. Bowlby stated that the chief role of the therapist wag
vide “the patient with a temporary attachment figure” ( 1975, p. 306)
process, the therapist’s owp internal working models of attachment, oy

i ding the interactive attributes of early ¢

ing, smiling, calling)

taking behaviors (soothing, holding, protecting). Allan Schore’s readin
neuroscience literatyre (2001, 2003a, 2003b) suggests that just ag the
right hemisphere js involved i «

Protecting functions (see also Siegel, 1999). As Schore points out, atta
“is an active dyadic process that occurs between two b
generating synchronized emotional communjcat;
p. 23), and we might apply this formulation
(1978, 1988 ) conceptualized all attachment
peutic one, as inherently bidirectional, with a t-seeking be
(proximity seeking, smiling, calling) tending to evoke correspondi
attachment or caretaking behaviors (soothing, holding, protecting),
Bowlby ( 1988) hypothesized that transference inevitably inyq
tients’ recapitulation i achment history and patterns in th
' (1978, 1988) believed that the d
would illuming
ountertransference dynamics o
severely disturbed patients, particularly those with borderline and nar
pathology. In the case of patients with Insecure states of mind with re
early attachment relationships, the internal working models of early
ment relationships are likely to be multiple, contradictory, and uninte
leading to complex and sometimes chaotic transferences and counte
sferences (Bowlby, 1988; Farber, Lippert, & Nevas, 1995; Holmes,
Main, 1991, 1995, 1999). Bowlby (1988) observed that
cast the therapist in the role of an early attachment figure and assume ¢
of that attachment figure themselyes in relationship to the therapist, an
the more disturbed the patient, the more chaotic, rigid, and resistant to ¢
such internal working models are likely to be, Hence, in Racker’s
terms, the therapist may experience both complementary and con
forms of countertransference that together provide an Important so
insight into the nature of the patient’s internal working models of attac
Particularly with the more severely disturbed patient, the therapist 1
able to comprehend fully the patient’s often complex and contradictory
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It member cational states with respect to attachment only by objectively sorting
1ati0ns'whé ough his or her own welter of internal responses to the patient.
ct with som; _In our own research, we have been observing change toward increased
lied to the erence and security of internal working models of attachment in patients
apist was th BPD over 1 year of TFP (Diamond, Stovall-McClough, Clarkin, & Levy,
)3b; Diamond et al., 1999; Levy et al., 2006). We have also found that the
cent’s attachment status or current state of mind regarding early attach-
nt relationships, as assessed on the Adult Attachment Interview (AAl), is a
or characteristic that affects the course of TFP for patients with BPD, from
initial stages of establishing a treatment contract to the patients’ character-
tic responses to separations and endings, and to the nature of the dominant
ject relations dyads enacted in the transference (see Diamond et al., 1999;
enigsberg et al., 2000).
_ We have also been investigating the impact of patient and therapist states
mind with respect to attachment in the therapeutic relationship, through an
erview adapted from the AAI the Patient-Therapist Adult Attachment
erview (PT-AAI) (George et al., 1999). In TFP the transference functions as
metanarrative that shapes the therapeutic interactions, both verbal and non-
rbal, and becomes the vehicle through which the patient’s attachment narra-
e(s) emerges and changes. Indeed, in developing the PT-AAIL, we have been
pired by previous clinical and empirical investigations linking attachment
tus to (1) transference—countertransference dynamics (Dozier & Tyrrell,
98; Fonagy, 1991; Holmes, 1995, 1996; Szajnberg & Crittenden, 1997), (2)
e quality and nature of the therapeutic alliance (Bordin, 1994; Dozier
Tyrrell, 1998; Eagle, 2003; Mackie, 1981), (3) patients’ characteristic
ponses to endings and separations from the therapist (Gunderson, 1996;
olmes, 1995, 1996, 1998), and (4) patterns of patient—therapist discourse
onagy, 1991, 1998, 2001; Slade, 1999). Our initial investigations with the
“AAI (Diamond et al., 2002, 2003b) suggest that it is a useful instrument to
ack one aspect of the transference, the attachment state of mind with respect
he therapist, and to investigate the ways in which it recapitulates aspects of
¢ attachment state of mind on the AAI with respect to the parents. The PT-
AL like the AAL is scored for attachment classification, using an adaptation
the five-way adult attachment scoring and classification system (Diamond
- al., 2003a; Main & Goldwyn, 1998).

rerapist, an ‘ Research Findings

esistant to

 this section we summarize the three major TFP research studies to place the
inical case in the context of our general outcome data, including data
hanges in attachment status and reflective function over the course of 1 year
f TFP. We have conducted a series of three related studies to investigate the
pact of TFP on the symptomatology, social adjustment, utilization of psy-
hiatric and medical services, attachment organization, and reflective function
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of patients with BPD. With the assistance of a trearmen development grant
from the National Institute of Mental Health (NIMH; John E Clarkin, Pl
we generated initial effect sizes of the treatment over 4 I-year period (Clarkin’
et al., 2001). Women with BPD who had at least two incidents of suicida] or
self-injurious behavior in the previous year were selected for treatment, Tgp
demonstrared significant changes for the patients in a number of crucial aregg
There was a significant decrease in the average medical risk of Parasuicidy)
acts and improvement in the average physical condition following these acts,
After 12 months of treatment, 52.9% of the subjects no longer met criteria for
BPD. There were significantly fewer emergency room visits, hospitalizati()ns,
and days hospirtalized.

Subsequent to this initia] study, we compare
BPD treated with TFP to those who received L-year treatment as usug| (TAU)
in our own clinical setting. Psychiatric emergency room visits and hospitaliza-
tions during the treatment year were significantly lower in the TFp group
compared to the TAU group. Patients who completed TFP showed an increase
in global functioning, whereas those in TAU did not. All of the within- and
berween-subject effect sizes for TFP trearment participants indicated signifi-
cant change, whereas effect sizes for the TAU group either deteriorated of
were small (Levy, Clarkin, Schiavi, Foelsch, & Kernberg, 2007).

Encouraged by these initial results, we conducted a randomized clinical

trial of TFP (Clarkin, Levy, Lenzenweger, & Keruberg, 2004) comparing our
object relations treatment with dialectical behavior therapy (DBT) and 4 sup-
portive psychodynamic therapy (SPT). Results indicate that patients in gl
three manualized treatments showed  significant clinical change in many
domains of functioning after | year of trearment, including diminution of
depression and anxiety and improved psychosocial or interpersonal function-
ing. In the domain of suicidality, patients in both TFP and DBT showed signif-
icant reductions in suicidality, whereas those in SPT did not. Interestingly,
only patients in TFP showed a marked diminution of factors related to ag-
gression such as impulsivity and verhg] and direct assault (Clarkin, Levy,
Lenzenweger, & Kernberg, 2007).

We were also interested jn examining the mechanisms of change, that is,
how TFP brings about change, compared to the other treatments (Levy et al,,
2006). For this research question, we used the reflective functioning (RF)
score (Fonagy et al., 1997), an attachment-based index of mentalization,
obtained from the AAJ (George, Kaplan, & Main, 1985/1998), given prior to
and after 1 vear of treatment for patients in 4] treatment conditions. The AAI
interviews are also rated for RF on an I-point scale that ranges from -1,
active repudiation or bizarre formulations of mental states, to 9, the formula-
tion of unusual, highly elaborated, original and multifaceted depictions of
mental states of self and others, with a midpoint of 5, which shows a clear,
explicit, if somewhat ordinary, capacity to think in mental state terms. After 1
vear of treatment, RF increased significantly in a positive direction for patients
in the TFp group but did not change for patients in either the DBT or SPT
groups. In addition, we also assessed narrative coherence on the AAI (Grice,
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1975). The Narrative Coherence subscale of the AAI has been found to be the
best predictor of attachment security (r = .96, p = .001) (Waters, Treboux,
Crowell, Fyffe, & Crowell, 2001). Patients in the TFP group showed signifi-

_ cant increases in narrative coherence after 1 year, whereas those in the other
two groups did not. For patients in TFP, narrative coherence scores improved
to a level just short of indicating attachment security. Finally, after 1 year of
treatment, there was a significant increase in the number of TFP patients clas-

sified with secure states of mind with respect to attachment, but not in DBT or
TP patients. It should be noted that of the 90 patients in the randomized con-
trol trial, 31.7% were initially classified as unresolved, while 18% were rated
as cannot classify (Levy et al., 2006).

Case Illustration

We present a patient from our study. Although we focus on how her state of
mind with respect to attachment and RF capacity might have shaped aspects
of the therapeutic process and the therapeutic relationship during the first year
of psychotherapy, our clinical description of the case extends to 4 years of
treatment. The patient, whom we will call Nicole, is in her early 30s. She is in
her fourth year of TFP with a senior therapist in the project who had over 10
years of experience in treating borderline patients, and was judged indepen-

nd competent in TFP. Like all the patients in the
study, she was diagnosed with BPO (Kernberg, 1975) and BPD (American
Psychiatric Association, 1994), and had a history of parasuicidal behaviors
and multiple prior inpatient and outpatient treatments. In addition, like the
majority of patients (60%) in the initial sample of which she was a part, her
primary attachment classification on the AAI was unresolved with respect to
oss and trauma (Diamond et al., 2003b). Also like the majority of the
patients in our two initial studies, she was considered a treatment success in
that she showed diminution of symptoms, including self-injurious urges and
behaviors, fewer hospitalizations, and improved psychosocial functioning
after the 1 year of treatment required by the research study (Clarkin et al.,
2001). After the research year, she chose to continue with her therapist at a
reduced fee.

At 4 months, and then at 1 year, after beginning treatment, Nicole, like
the other patients in our study, was given the AAI At 1 year, both the patient
and the therapist were given the PT-AAL Both interviews were scored for
attachment classification by raters who were blind to identifying characteris-
tics and time of administration of the interviews. In the following section we
illustrate the clinjcal utility of the research data for understanding aspects of
the course of treatment for challenging and treatment-resistant patients with
BPD such as Nicole,

Nicole’s personal history was one of unrelenting loss, abuse, and neglect.

~ The mother developed a severe degenerative illness after the patient was born.
Nicole remembers her mother being “angry all the time” and describes her as
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alternately neglectful and abusive. When Nicole was 3 years old, th
left the family (which also included two older brothers) for another
whom he married, and who discouraged all contact with his children

was 7, her mother became a paraplegic and was hospitalized until he
several years later. Nicole and her siblings were shuffled among their
because their father refused to care for them and in fact failed to pick
the day of the mother’s death. Significantly, Nicole’s earliest memory,

and die.” In adolescence, she developed anorexia and was hospitalized
eral occasions for eating disorder and self-destructive behaviors. She
in her early 20s and had a son with her first husband. Her self-dest
behaviors, such as cutting, suicide attempts, and abusive behaviors tow
family (particularly her husband) led to a number of i

abortion. Her suicidality and destructive behaviors escalated, and

attacked her husband’s car with a baseball bat, Nicole was rehospita
subsequently referred to the borderline project. ‘

Course of Treatment

Given Nicole’s history of failed treatments and boundary violations,
surprising that the course of therapy was not only extremely storm
rom the beginning but also filled with dramatic, self-destructive ena
She began treatment with a defiant, oppositional, and dismissing attit
ing, “I don’t want you or this treatment, but I need to get over m
symptoms so that | won’t need anybody in my life and can live totall
own.” Based on his model of borderline pathology, the therapist und

this initial negative therapeutic reaction as representative of only p
the dominant part, of Nicole’s internal world. He listened to her in
weeks of therapy with the intention of more fully comprehending and ¢
the full scope of her internal representational world. More data were D
ract. Initially, she
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a5 an incident in which she surreptitiously tried to cut herself in a session,
egan beating her therapist on the chest with her fists when he tried to
vene:
Nonetheless, over the first year of therapy, Nicole’s suspicious, denigrat-
stance devolved into kaleidoscopic shifts between persistent devaluation
rejection of the therapist, and intense preoccupation with closeness to and
g from the therapist. Her strivings for contact and emotional engagement
ly elicited fears of rejection and abandonment that led to retreat into
saluation of the therapist and the treatment. Interspersed with her alterna-
ns between distancing devaluation and fearful clinging were dramatic
actments of a sexual and aggressive nature. There were multiple episodes in
ch she acted out within the sessions in a sexually aggressive manner, some-
s attempting to climb in the therapist’s lap, unbutton his shirt, or undress
sself in the sessions. These enactments represented an accretion of elements,
including her conviction that others were objects to be exploited and abused
she herself had been exploited and abused. At times she acted out this
+ relational dyad with her therapist, as in the incident when she cut her-
1 the session, then beat her therapist on the chest for intervening, or when
made overt sexual advances toward the therapist. His firm but empathic
fusal and containment of her sexual overtures gradually led her to relinquish
her persistent beliefs that his interest in her was based primarily on sexual
loitation. Nicole’s relentless attempts to seduce the therapist sexually,
ng with her initial glib acceptance, then blatant disregard of the treatment
tract, represented also a manifestation of her antisocial traits that had con-
ibuted to the destruction of other treatment relationships.
By the end of the first year, Nicole began to respond well to the structure
the therapy, and her acting out gradually diminished. In the second and
years of therapy, sexual acting out inside and outside the sessions ceased,
she developed the capacity for more mature interdependence that was evi-
ent in her relationship with her husband, whom she began to value and relate
0 more fully, both emotionally and sexually. In addition, her functioning at
ork improved markedly in that she was capable of more sustained effort and
ok more pleasure in her success than she had previously
Nevertheless, in Nicole’s fourth year of therapy, destructive acting out
eturned, bringing renewed challenges to the treatment frame and contract.
After she broke her contract by drinking and overdosing on her medications 2
ys in a row, the therapist told Nicole that it was impossible for him to con-
¢ with her as an outpatient (as he had explained would be the case after
first overdose, if she did not go to a hospital). He told her that she would
1ave to be hospitalized at that point, with the understanding that she could
reenter therapy after 2 months provided that she demonstrate she could fol-
ow the hospital staff’s treatment recommendations and be willing to adhere
he terms of a new treatment contract.
~ After 2 months, Nicole did resume treatment with the therapist with a
more stringent treatment contract. Since that time she has ceased such self-
destructive and destructive acting out, and has begun to explore a number of
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Statement, “I’ve gotten 3 lot better in this therapy, but you’ve taken g
away from me. Before | could believe in 2 perfect ideal lov, ‘
not possible. . . . P've accepted that.” In accepting that her fantasy ¢
gratifying love with the therapist was not possible, Nicole showed
progress in Increasing her capacity for intimacy and gratitude ip
the significant others in her life, including the therapist.

AAI Ratings

Nicole’s state of ming with respect to attachment on the AAL as asge
months into treatment, predicted the chaotic treatment course and
scope of transferences that ensued. She was initially classified with a4
state of mind of Unresolved (U) because she showed severe lapses in d
and logic and dramatic behaviora] reactions in

and trauma. In addition, she

Classify (CC)

research interviews (AAI)
pied (E), and unresolved (U)
clinical reality. We provide so
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tions. Although Nicole was a
course and collaboration deteriorated markedly during the question
and abuse. When asked about past experiences of abuse, for exa
acknowledged that her mother (and brothers) had abused her duri
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Nicole’s speech became fragmented, disorganized, and incoherent,
' egard to her memorj
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olution of traumatic experiences on the AAI (Main & Goldwyn, 1998). In
mary, Nicole’s narrative was disrupted and fragmented by unmetabolized
about past traumatic experiences.

At other points in the interview, Nicole oscillated among different attach-

.nt states of mind. As is characteristic of dismissing speakers, she initially

ove to curtail the influence of attachment on her thoughts and feelings by

roaching the interview tasks on an abstract level. When asked to give five

s to describe her mother, for example, she first provided somewhat ideal-

wotds such as “understanding,” “supportive,” and “friendship.” How-

er, when prompted to provide specific memories to illustrate these words,

he stated that she misunderstood the task and had thought she was supposed

describe the “ideal” mother. She then abruptly switched her descriptors to

_words that were unrelentingly negative: “unloving,” “unkind,” “not

erstanding,” “not supportive,” and “definitely not a friend.” She was

ostly unable to provide specific memories to illustrate these words, instead

giving general and vague statements, such as “She was always angry at me;

‘was always critical of me” (her elaboration of unloving). When asked to

ose five words to describe her relationship with her father, Nicole also ini-

ly dismissed him in a derogating and contemptuous manner, stating, “I did-

vt have a relationship with him,” and “I guess, stranger.” But in elaborating

on these words, she became overwhelmed by involving anger, which broad-

ned to include both parents, losing the boundary between past and present,
and other, as the following passage indicates.

<1, my memory of him is when he was telling me he was leaving. . .. And
Istarted, I, I was sitting on his lap; he was in the kitchen and I started to
cry. And he thought I was crying because I, because he was, because he, I
thought, he thought that I thought he was leaving right then and there.
And, like, I knew what he meant. . .. I can’t, I can’t do this. I can’t. 'm
sorry if I inconvenienced you . . . like, I don’t even know why I'm crying,
*cause normally it doesn’t bother me at all. I mean, I could care less. It’s
just makes me think, like, I just can’t believe how, like, people could be
like, so—like, how can you beat your kids, they’re like, your life, and
how could you like, mistreat them? And, then, like, L, 1, I—he’s not a bad
person—I, I just think that . . . you know, and my mother was the same
way toward me, but not my brothers. You know, so I just, like, I can’t.
Because of that, I know how I love my kids. You know, and nothing any-
one can do could ever make me feel differently toward them, even if they
grew up to be like, killing. . . . So how could my mom and father do that
to me? And, so there must be something wrong with me if they’re not
like that toward other people.”

Nicole’s angry/preoccupied state of mind was evident in the run-on, garbled
sentences listing the failings of her parents, in the way that she brought cur-
rent feelings about her own children into the interview during queries regard-
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ing the past, and in her attempts to engage the preoccu
viewer by insisting that she was unable to continue wj
summary, on her AAI, Nicole initially strove to deactivate thoughts and fee]-
ings related to early attachment experiences, but ultimately she became over.
whelmed by angry preoccupation toward attachment figures and at timeg
retreated into a dissociated state in which she enacted through repetitive, self.
destructive gestures her history of early traumatic loss and abuse. Thus, thi
interplay of Ds, U, and E states of mind with respect to attachment in the A7
paralleled the configuration of transference and countertransference thyy

emerged in the clinical process, as described carlier and on the PT-AA] inter-
views at 1 year.

pation of the inter.
th the interviey, In

PT-AAI: Patient

Just as Nicole had initially maintained a stance of rejection
the therapeutic area, when asked on the PT-AAI to descri
with the therapist, she initially replied in a scathing and derogatory fashion, «
don’t understand when you say relationship, cause there’s no, like, relation.
ship.” She then retreated into a positive wrap-up, typical of dismissing speak-
ers, stating, “No, it’s uh, he’s fine. He’s helped me with like, stuff. . . . I ' mean,
Ljust, I see him twice a week.” Nicole’s dismissing state of mind was also evi-
dent in that derogation of the significance of attachment relationships alter-
nated with idealizing tendencies (Ds1). The words that she ultimately gave to
describe the therapist were uniformly positive (e.g., “nice,” “patient,” “mel-
low,” “caring,” and “professional”), but she provided unconvincing and/or
contradictory examples to back them up, as is typical of dismissing speakers,

For instance, when asked what experiences come to mind about his being
patient, she replied:

and devaluatiop in
be her relationship

“I don’t know ... 1 just can’t like really, it’s like, that T hate him, but I
really don’t hate him. . . . He always tries to help me. Like, he’ll try and
help me speak, like, and sometimes I don’t trust him at all. But . . . it's
like sometimes I trust him, sometimes I don’t trust him.”

The pervasively fearful preoccupation with traumatic thoughts and expe-
riences (E3 rating) was evident in Nicole’s use of frightening imagery about
cutting herself and in her catastrophic fantasies about the death of the thera-
pist during separations. She reported, “I hate when he goes away on vacation.
- - It makes me sick . . . “cause, like I think about, like, a plane crash or some-
thing . . . like he’s never coming back.”

On the PT-AAI Nicole was also found to be still struggling with a great
deal of current involving anger toward the therapist (E2). For example, in
elaborating on her descriptor of her therapist as “patient,” she lapsed into

garbled run-on sentences and entangled anger typical of preoccupied speakers,
stating:

“Like I just neec
really angry or, «
like, like if he sa
Ill, I'll fight wit
saying, ‘Well, O
can’t like, really
don’t hate anyo
start getting like
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“Like T just need and um—and I can’t really talk, and—or I'll get like
really angry or, or then Ijust . . . like, a part of me gets, like, stupid. And,
like, like if he says, you know, like every thing he says 'll just like—like,
Pll, Tl fight with him, but like, there’s a part of me that doesn’t, is like,
saying, ‘Well, OK, well, you’ll just struggle and . . . ” I don’t know, I just
can’t like, really. It’s like, that T hate him, but I really don’t hate him, I
don’t hate anyone. I hate the Pope for some reason. But when, when I
start getting like that—I, T um, I have a hard time.”

Thus, on the PT-AAT at 1 year, Nicole was alternately dismissing, devalu-
ng, angrily preoccupied, or fearfully preoccupied in her state of mind with
espect to the therapist, just as she had been with respect to early attachment
igures on the first AAJ, leading to a PT-AAI classification of cannot classify
CC/Ds1/Ds2/E2/E3).

In addition to capturing the recapitulation of her predominant attach-
ment states of mind with respect to the parents in the therapeutic relationship,

icole’s responses on the PT-AAI also delineated shifts in her states of mind as
result of the therapeutic work. For example, there was some evidence that
the therapeutic relationship provided her with the stability to begin to modu-
late her inchoate anger toward attachment figures. She reported drawing on
her relationship with the therapist in regulating her affect and behavior during
recent argument with her husband, as follows:

“I feel like, that I understand him [the therapist], because he can, um,
sometimes he’ll say things that—that, like, are exactly the way I think,
or feel something about. Or, um, or he’ll say things that I'm not aware
of, and then when he says it 'm like, “Wow, yeah, that’s. . . > And then,
so then, when it happens again to me, like, then like, T think about it like
more. Like, I'm able to like think. . . . So then sometimes I can, um, like
diffuse the situation, like, instead of like, I mean, it’s not often but it’s
getting better, but, like, instead of like, um, like I, I had an argument
with my husband yesterday, but I didn’t, like I, I didn’t touch, like usu-
ally T would punch him, kick him, or throw things. (Mmm bmm) Bat, |
didn’t. T mean, I was going, like I wanted to, but I just didn’t.”

Nicole reported that her work with the therapist has enabled her to “go
with the flow of things, instead of, like, taking everything so personally,” sug-
gesting that through her therapeutic work she has become less paranoid and
intrusting. That these shifts devolve in part from her internalization of the
therapist and his reflective capacities is indicated by the following response to
the question about whether she thinks of the therapist outside of sessions:

“Yeah, sometimes when I'm alone. Like, something he, he had said
about—Tlike, if he brings up something and then, like, I'm in that situa-
tion, and then I realize what I'm doing isn’t the right thing, and then I’ll
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think about, like, what he had said. ... Yeah, yeah, I hear, [;
voice.” -

This internalization of aspects of the therapist was evident in the improv,
in Nicole’s capacity for mentalization on the PT-AAI at 1 year. The
admission was rated as severely deficient or lacking in reflective funeti
on the RF scale), because she retreated into silence, burst into tears, o
hostile remarks or gestures on the demand RF questions. But on the PT.
I year, she showed some limited capacity for consideration of menta
albeit at a rudimentary level, leading to a rating of low or rudimentary R
For example, in the following passage, in which she reflects on how th
peutic work has affected her, Nicole demonstrates some capacity fo ¢
developmental perspective on mental states:

“It’s helped me because ... I'm able to see like, more things tha;
done. ... Pm kind of like, maturing. . . . I just feel like I see things
than I did because of the therapy. Like, I, I don’t see it so bad. .
grown up, you know . . . it’s like, I'm old, but I don’t feel that wa
sometimes I feel real . .. mature.

The interview indicated that she drew on her rudimentary identificatio
and even imitation of her thera

PT-AAI: Therapist

When asked initially on the PT-AAI interview to describe his relations ip
the patient, the therapist presented a contradictory picture of a patient w|
alternately volatile, seductive, destructive, and withdrawn, parallelin
patient’s CC attachment status on the AAI and PT-AAL He acknowle
that her contradictory presentation posed a challenge for him even as an_
rienced clinician, and shaped an equally complex set of countertransfe
reactions. The therapist began his interview by comparing the treatmel
Shakespeare’s play The Taming of the Shrew, stating that this “fiery pa
kind of pulls for ... a kind of involvement.” The therapist also state

there was a “contrast between how fiery she could be at times and how st
times she just looked like the shell of a person
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cause, as he said, “I think she’s beginning to get better and certainly the sessions
¢ a lot easier with her.” The five words he gave to describe Nicole—“intense,”
ambivalent,” “scary,” “gratifying,” and “fun”—convey the combination of
ptivation and aversion that characterized his interview. He elaborated on

e word “intense” by describing her sexual overtures toward him:

“Even more intense were those instances when she was trying to physi-
cally seduce me. She would get up from her chair, come over, try to sit in
my lap, and I would have to stand up so she couldn’t sit, and once she
actually got into my lap before I realized. . . . I've never had this happen.
So she sat in my lap and I would have to, you know, sort of fight—
‘struggle’ perhaps is a better word—to disengage her physically from me.
.. . It was quite difficult to do, of course. Even if I did it gently, she expe-
rienced it as a total rejection. . . . It’s stopped now and, I hope, for good
... and, you know, I, I mean, on the one hand, that was assaultive to
me; on the other hand, I think it was very humiliating for her. So it was a
fine line.”

n short, the therapist’s words to describe the patient capture his contradictory
and complex countertransference feelings, which in turn reflect the oscilla-
ions in the transference evident in the patient’s CC PT-AAI rating. However,
because the therapist was able to describe his somewhat conflictual, angry,
and overinvolved feelings toward Nicole in a coherent, contained, and humor-
ous fashion, his interview was rated as secure—autonomous (resentful/con-

flicted, while accepting of future involvement [F5]), albeit on the preoccupied
_endrof secure.

Interestingly enough, given the therapist’s concern about rejecting the

patient, there were also intense feelings of rejection by the patient, providing

vidence of an object relation of a rejecting, abusive other and a desperate self

that we might see as an example of projective identification. That the therapist

struggled with such difficult, conflictual feelings elicited by the object relations
dyads that emerged in the transference is evident in his affirmative response to
the question “Have you ever felt rejected by this patient?”

“Yeah. Uh, it’s interesting because I think there’s a great sort of strong
attachment from her to me. So I, I shouldn’t feel rejected because every
time she says she’s going to drop out it, it um, it’s like a child, you know,
who says they’re going to run away from home. But at, at the beginning,
I didn’t realize it . . . and at first I would think, you know, all my effort,
and you’re just going to, you know, turn your back on it. So I felt
rejected at those times. Then I just realized that she says it but she’s very
attached and she probably won’t really leave.”

The therapist described the experience of separation from Nicole as anxi-
tty provoking. He reported that although she initially denied having any feel-
Ings about separations, as treatment progressed, she sometimes threatened sui-




i e e eSS

286  PARENT-

INFANT RELATIONSHIPS, ADOLESCENTS, AND ADULTS

cide or demanded that he give her person
keep during his absence. Nonetheless, th

RF capacity (7) about the transterence distortions that tueled her acting oy
and trcarment—threarening behaviors, along with an understanding of how hj
mental states were causally related ro those of the patient and vice versa, For
example, when asked why he believed the patient acted the way she did apgq
how she felt about him, he vividly described the complex admixture of ideal-
ization and paranoid distortion that characterized the transference, along with
some playful acknowledgment of his own role in her internal world:

al possessions, such as his necktie, ¢,
e therapist maintained 4 high leve] of

w

I think she’s very attached to me. I think she, um, considers me some
sort of savior. She doesn’t understand me because she, like, she says she
doesn’t understand why anybody would be good, and I think she basi-
cally sees me as good when she’s not being paranoid and thinking thaes
a mask behind which evil is lurking. Um, and I think ar times, I mean
she’s really, uh, there’s been this mixture of idealization . . . thinking that
the only way somebody could care about her is if she offered herself sex-
vally, and then a certain amount of sexual aggression toward me. . , .
"Cause um, well, how did she feel about me> Um, I think . .

ways she’d like to dump her hushand
instead.”

. In some
and have me as her husband

In reflecting on what he has learned from the ex
the PT-AAL the therapist stated that he had never seen such 4 “clear-cut case
of a paranoid transference” and that hig work with Nicole had helped him to
understand better the ways in which such g transference may represent a
defense against the developing attachment to the therapist. Furthermore, he
nt had helped him to grow as

stated quite candidly that his work with the patie
attention to “what goes on with the

a therapist, in thar jt made him pay more

affect in the room” after “you've got the theory and technique down.” He
concluded, “So, if there’s been a change in me, it’s sort of realizing you can’t
amount of personal engagement, but you have

perience with this patient on

do this work without a certain
to be careful how much,”

Evolution of Transferences

Through the therapist and patient’s retrospective accounts of the treatment on
the PT-AAL we can piece together the mosaic of the antisocial, perverse,
paranoid, and depressive transference manifestations (Kernberg, 1992) that
emerged in the course of treatment. In the injtja] phases of TFP, Nicole
accepted the trearment contract in bad faith, without reflection, and without
any intention to follow ir. Such conscious, deliberate deceptiveness is charac-
teristic of antisocial transferences (Yeomans et al., 2002). Although antisocial
patients have the worst prognosis of all patients wich personality disorders
(Kernberg, [984), the therapist maintained some hope in this case, because he

s
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saw Nicole as borderline with narcissistic, paranoid, and antisocial traits
rather than as a full-fledged antisocial personality. He interpreted her decep-
<veness and disregard for the contract, her insistence that she did not need

ybody, and her initial indifference to separations as attempts to objectify
Jim to avoid and contain the unmetabolized pain associated with unresolved
attachment traumas that led to breakdowns in discourse and logic on the ini-
ial AAL As stated earlier, the therapist observed that approximately 4 months

into the treatment, Nicole began to manifest yearnings and need for emotional

Joseness to him. She experienced these longings for emotional contact with
im as intolerable and quite quickly reverted to perverse enactments in the
therapy, culminating in her attempt to seduce the therapist, and also evident in
her cutting herself in sessions. The therapist conceptualized this stage of trans-
rence development as the chaotic alternation between two principal object

relations dyads: one in which Nicole came across as a fierce “tiger lady,” and
+the other in which she experienced herself as a desperately needy child. Such
serverse transferences, which often entail enactments involving a confluence
of sexual and aggressive wishes, are motivated by the patient’s relentless desire
to corrupt the therapeutic situation, to infiltrate it with hatred and destruc-
tiveness, and to destroy the helpfulness of the therapist. In true antisocial per-
sonalities, these actions would be motivated solely by the pleasure of triumph

ver others; in Nicole, they were largely to protect herself from the betrayal
he feared if she let her longing show through. From an attachment perspec-
ive such a perverse transference also reflects the patient’s underlying unre-

solved state of mind with respect to early losses and attachment traumas that,

because they cannot be verbalized coherently, erupted in extreme behavioral
reactions in the therapeutic arena. Kernberg (2004) has observed that in the
ourse of their resolution, both psychopathic and perverse transferences tend
o shift into paranoid transferences. As we saw earlier, the therapist described
Nicole as in the grip of a “clear-cut, chronic paranoid transference.” At one
point this paranoid transference reached delusional proportions, when she

thought her therapist might be the devil in disguise. Shortly thereafter, she hal-
lucinated the presence of the devil in her bedroom, exposing a transient para-
noid regression in the transference (Kernberg et al., 1989).

However, from an attachment perspective, one might also see the para-
noid transference as the activation, through the intense closeness of the ther-
apeutic relationship, of Nicole’s dominant attachment state of mind, which

the therapist characterized as her conviction that “worse than evil, you can’t
trust anyone, and you can’t expect real kindness or caring from anybody.”
Hence, the therapist saw the paranoid transference as defending against its
opposite—an _intense attachment that Nicole could not allow herself to

experience. The paranoid transference may also be seen as the externaliza-
tion in the therapeutic relationship of a part of the self that the patient can-
not accept, specifically, identification with the abusing, rejecting other that

Nicole could not tolerate experiencing as part of herself, but expressed in
aggressive enactments toward self and others. Since she could not tolerate
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herself, she is reflection assisted her in integrating her loving and hateful feelings
roward the therapist, manifested in increased capacity for mature dependency
1€ emerge d collaborative work, and in the extension of this capacity to relationships
about the - tside the treatment setting. This integration took place both gradually and
evenly. As is typical in the midphases of therapy, movement toward integra-
1 was often followed by a temporary regression to the paranoid construc-
as in the transference; but with each cycle, the regressions were less intense
d briefer (Clarkin et al., 2006). The patient’s experience of trust and deep-
ing attachment to the therapist would set off a renewed fear of vulnerability
d risk that had to be explored. Ultimately, as Nicole’s internal integration
olidified, the dialogue in the therapy sessions became a mutual exchange in
hich patient and therapist could explore the meanings of the patient’s experi-
ce in the transference. In summary, Nicole’s case indicates how, in the
urse of TFP treatment, the patient may oscillate among psychopathic, per-
erse, paranoid, and depressive transferences that parallel to some extent the
uctuations among different states of mind with respect to attachment on the
AAT and the PT-AAL

Conclusion

his chapter has illustrated some of the major issues that have arisen in

attempts to apply attachment concepts and attachment research to therapeutic

otk with more severely disturbed patients, which was one of Bowlby’s

988) original goals for attachment theory. Specifically, the case demon-

rates how systematic investigation that through the AAI provide us with a

blueprint about the patient’s attachment state of mind, may both predict and

\ be complemented by clinical investigations through the transference, provid-

ic, and - w ing a more nuanced view of the often chaotic and contradictory, distorted, and
v on antid . agmented internal working models of attachment in clinical groups. This
1 atient dramatically illustrates how more disturbed patients often have multi-

ple, contradictory, oscillating states of mind with respect to attachment (Main,

991, 1999) necessitating a CC rating on the AAI or PT-AAL Furthermore,

he PT-AAI may capture the therapist’s contradictory and complex counter-

transference feelings toward a patient with clear oscillatory tendencies in the

transference. Knowledge of the AAI (and PT-AAI) and their scoring systems

ay help the clinician in practice to listen for multiple, conflictual, and con-

radictory attachment states of mind, including fleeting secure states that may

merge from an exploration of the patient’s history and from here-and-

ow interactions with the therapist. Our investigations with the AAI have

panded our understanding of the split internal world of the patient with

BPD that, from an object relations perspective, is thought to be a fundamental

spect of the pathology. Indeed, this chapter illustrates that it is through such

hostile int reative syntheses of empirical and clinical investigations that advances in the
side of he ‘application of attachment theory and research to clinical groups will be made.
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