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The authors report preliminary findings from a longitudinal study
on the impact of attachment state of mind and reflective function
on therapeutic process and outcome with borderline patients in
Transference-Focused Psychotherapy (TFP). TFP is a manualized,
psychoanalytically oriented treatment based on an object relations
model of understanding patients with severe personality disorders.
The attachment theory constructs of internal working models of
attachment and mentalization or reflective function provide an
important means of both conceptualizing borderline disorders and
assessing therapeutic process and change. In the Personality
Disorders Institute at New York Presbyterian Hospital-Weill
Medical College of Cornell University, the authors have been using
the Adult Attachment Interview (AAI) to assess changes in state of
mind with respect to attachment and reflective function over the
course of 1 year in borderline patients in TFP treatment. As part of
the authors’ investigations of the impact of patients’ attachment
status on the therapeutic process, they have adapted the AAI to
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evaluate states of mind with respect to attachment within the
therapeutic relationship through an interview called the
Patient-Therapist Adult Attachment Interview (PT-AAL). The AAI
is given at 4 months and 1 year, and the PT-AAl is given to
patients after 1 year of TEP, and both interviews are scored for
attachment classification and reflective function. The authors
present preliminary findings on change in both attachment
classification and reflective function ratings at 4 months and 1 year
for a subsample of 10 patients and therapists. They also present
two cases that illustrate how the quality of mentalization or
reflective function in the therapeutic dyad may be seen as a
bidirectional process in that therapists’ and patients’ levels of
reflective function are mutually and reciprocally influential. In one
case, the patient’s and therapist’s reflective function mirrored each
other directly and remained at a low or rudimentary level for the
treatment year. Such a pattern of direct imitation does not
necessarily promote intrapsychic change. In the second case, the
patient moved from a rejecting or bizarre stance toward
mentalization on the AAI to some rudimentary consideration of
mental states after 1 year of treatment with a therapist who showed
a full and nuanced awareness of mental states, but who adjusted bis
level of mentalization to that of the patient. These findings suggest
that optimally the therapist ought to be one step abead of the
patient in the capacity for mentalization. (Bulletin of the Menninger
Clinic, 67[3], 227-259)

I (first author) became interested in the applications of attachment
theory and research to the intensive therapy of treatment-resistant
with borderline personality disorder (BPD) patients when [ was work-
ing with such patients in a hospital sctting, the extended treatment di-
vision of New York Presbyterian Hospital, which was headed by Dr.
Richard Munich. As a staff psychologist on the borderline unit, I came
to realize that borderline patients were not homogencous and, in fact,
that they were distinguished by differences in their states of mind with
respect to attachment as well as in their capacity to represent their own
minds. For example, a patient I treated in three-times-a-week psycho-
analytic psychotherapy for 8 years used to discuss fantasies and
dreams of being a member of my family, would talk in vivid meta-
phors about taking out her heart and putting it in my hand, had im-
pulses to strangle me with her purse strap in order to keep me from
leaving her at the end of sessions, and, in the outpatient phase of ther-
apy, would lurk in coffee shops near my office to see me as I was pass-
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ing by. Another patient, also in three-times-a-week psychoanalytic
psychotherapy for over 8 years, hardly dreamed about me at all, in-
sisted that she had no feelings or fantasies about me, and until rela-
tively late in the treatment would make secretive suicidal gestures,
such as sequestering herself in a hotel room and taking a drug over-
dose (which mercifully she survived). I felt that sometimes I was the
Jast to know the most important details of her life and the contents of
her mind. Both patients could be considered treatment successes in
that they both have been settled into productive work and long-term
relationships and have shown major symptomatic improvement, par-
ticularly regarding sclf-destructive and depressive symptomatology.
However, such clinical experiences teach us that attachments formed
by borderline patients are not of one type; they may be characterized
as much by dismissing devaluation of relationships as by cravings for
contact. These experiences also raised the issue about how the capac-
ity of patients and therapists to represent each other’s internal worlds
in mental state terms may in some sense be dependent on the dynamics
of the therapeutic dyad.

At the Personality Disorders Institute of the Weill Medical College of
Cornell University, we have been investigating attachment states of
mind and reflective function in the therapeutic dyad in borderline pa-
tients over the course of 1 year of Transference Focused Psychotherapy
(TFP; Clarkin, 2001). This research is part of an NIMH-funded treat-
ment development study, headed by Drs. John Clarkin and Otto
Kernberg, which is examining pre-post changes in attachment status,
reflective function and symptomatology observed in the 1-year outpa-
tient treatment of borderline patients in TFP. In this paper we will pres-
ent preliminary findings on both attachment and reflective function
ratings for a subsample of 10 patients in TFP, along with some illustra-
tive case vignettes.

Transference-Focused psychotherapy

TEP is based on object relations theory (Kernberg, 1975, 1976) and is
designed to achieve change in the patient’s representational world
through the interpretation of the transference relationship with par-
ticular emphasis on the here and now (Clarkin, Yeomans, &
Kernberg, 1999). This intense focus on the transference functions to
consolidate an attachment relationship to the therapist, to clicit and
work through the insecure attachment representations that tend to
characterize borderline pathology, and to improve the patients’ ca-
pacity to represent the internal world of self and others. Fonagy and
colleagues (Fonagy, Gergely, Jurist, & Target, 2002) have observed

Vol. 67, No. 3 (Summer 2003) 229

S ——
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.




Diamond et al.
that the majority of treatments for BPD, regardless of theoretical un-
derpinnings, arc characterized by the dual goals of building an attach-

ment relationship with the therapist and improving the patients’

capacity to think about self and others in mental state terms, defined ‘
as interpreting the behavior of oneself and others in terms of inten-
tional mental states, such as desires, feclings, beliefs, and motivations
(Allen, 2003). TEP fosters the building of an internal representation of
minds of self and other (mentalization) by focusing on the differentia-
tion and integration of representations of self and significant others,
and by identifying the major affects linking such self-object dyads,
thereby integrating dissociated or split-off affect states that are linked
to these representations. The result is that affective experiences be-
come cnriched and modulated. In short, the major goal of TEP is to
change the pathogenic object relations that lead to chronic affective,
behavioral, and cognitive disturbance. Clinical researchers at the Per-
sonality Disorders Institute have described the tactics and techniques
of TFP in three volumes of a treatment manual (Kernberg, Selzer,
Koenigsberg, Carr, & Applebaum, 1989; Clarkin et al., 1998;
Yeomans et al., 2002) and have delineated how complex treatment is-
sucs may be addressed in TFP as well as how it may be tailored to the
needs of the individual patient (Koenigsberg et al., 2000). Recent out-
come studics from the Personality Disorders Institute with 17 patients
who completed 1 year of TFP indicated that borderline patients
showed a significant reduction of suicide attempts and suicidal behav-
iors, a decrease in medical risk and severity of medical conditions fol-
lowing sclf-injurious behaviors, and a decrease in hospitalizations
(Clarkin et al., 2001).

The integration of attachment concepts with TEP

Although the outcome data on TFP are promising, we know that not all
borderline patients bencfit equally from TFP. During the past § years,
we have begun to investigate how characteristics such as the individ-
ual’s state of mind with respect to carly attachment relationships and
capacity to reflect on mental states of self and others (Fonagy et al.,
1995, 2002), might affect the patient’s progression through the phases
of TFP and reactions to the techniques of TFP. Bowlby (1988) fully in-
tended that the concepts of attachment theory would illuminate our un-
derstanding of more severely disturbed, narcissistic, and borderline
patients and their treatment. He hypothesized that just as the availabil-
ity of a secure base in childhood facilitates the child’s exploration of the
external world, so does the therapist and the therapeutic situation serve
as a secure base from which the patient can engage in sclf-exploration.
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Bowlby (1975) wrote that the chicf role of the clinician was to “provide
the patient with a temporary attachment figure” (p. 291). Similarly,
Fonagy and colleagues (2002) have hypothesized that the capacity to
think about the self and others in mental state terms (i.e., to attribute in-
tention, beliefs, and attitudes to significant others) is anchored in secure
attachment relationships.

The view that there may be an attachment substrate to the thera-
peutic relationship that is parallel to, but distinct from, the activation
of libidinal or aggressive feclings both converges with and extends the
object relations foundations of TFP (Diamond & Yeomans, 2003).
Although those of us who have developed and elaborated on TEP have
historically given more emphasis to dynamic conflicts and, particu-
larly, the role of aggression as an impediment to the integration of the
internal world and the formation and maintenance of secure attach-
ment bonds, we have found it productive to explore the ways in which
the attachment features of borderline pathology, particularly the inse-
cure states of mind with respect to attachment that characterize bor-
derline pathology, help to configure the transference and
countertransference dynamics central to the techniques of TFP (Dia-
mond et al., 1999, 2002; Koenigsberg ct al., 2000). In addition,
Bowlby’s theories about the bidirectional nature of the attachment be-
havioral system has made our therapists and researchers more cogni-
zant of the ways that attachment factors might influence the therapist
as well as the patient. Like all attachment relationships, the therapeu-
tic one was thought by Bowlby (1969/1982, 1973) to be inherently
bi-directional, with attachment-seeking behaviors (proximity seek-
ing, smiling, calling) tending to evoke corresponding adult attachment
or caretaking behaviors (soothing, holding, protecting). In Bowlby’s
view (1978), the attachment behavioral system inevitably contributes
to the configuration of transference and countertransference dynam-
ics, for it is activated throughout the life cycle in situations where an
individual who is ill and in distress secks protection from or contact
with someone deemed older or wiser.

Indeed, recent empirical and clinical investigations on the extension of
attachment concepts into the clinical arena have shown that attachment
status has been linked to (1) transference-countertransference dynamics
(Fonagy, 1991; Gunderson, 1998; Holmes, 1995, 1996; Szajnberg &
Crittenden, 1997), (2) the quality and nature of the therapeutic alliance
(Dozier & Tyrrell, 1998; Dozier, Cue, & Barnett, 1993; Eagle, 2003;
Mackic, 1981), and (3) patterns of patient-therapist narrative discourse
(Fonagy, 2001; Slade, 1999). Although a comprehensive description of
these investigations is beyond the scope of this article, we will highlight
several recent studies that are particularly relevant to the current study.
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Dozier and colleagues found that patients in supportive treatment who
were classified as secure/autonomous with respect to attachment were
more involved in and cooperative with treatment, whercas those with
dismissing states of mind were more rejecting of help and superficial in
their engagement with the therapist and those with unresolved/ preoccu-
pied states of mind required more crisis intervention (Dozier, 1990).
Dozier and colleagues have also found that clinicians with secure states of
mind are more likely to challenge patients’ own strategices for relating in-
terpersonally and to intervenc in greater depth, whereas clinicians with
insecure states of mind are more likely to mirror the patients’ interper-
sonal dynamics (Tyrrell, Dozier, Teague, & Fallot, 1999). They suggest
that the best treatment outcomes and overall ratings of treatment alliance
occur when patients and therapists” attachment state of mind are comple-
mentary rather than concordant. In this context, the therapist is more
likely to challenge the patient’s characteristic ways of regulating affect
and distress in interpersonal contexts, leading to better therapeutic out-
comes.

Another recent study by Eagle and colleagues (Parish & Eagle,
2003; Parish, 2000) provides additional empirical support for the cen-
trality of attachment constructs to the therapeutic relationship. Using
the Components of Attachment Questionnaire (CAQ; Parrish, 2000),
Parish and Eagle (2003) identified nince major components of an at-
tachment relationship as being present in the therapeutic relationship:
(1) Proximity Sceking, (2) Separation Protest, (3) Sccure Base, (4)
Turning To for Comfort, Support, and Reassurance, (5) Stronger and
Wiser, (6) Available and Responsive, (7) Strong Feelings, (8) Particu-
larity, and (9) Evoking a Mental Representation. The components
found to be the most strongly associated with the therapeutic relation-
ship for patients were the components Stronger and Wiser and Avail-
able and Responsive. In addition, Eagle and colleagues found that the
more intense the attachment to the therapist, the more positive the
working alliance; they also found that the intensity of attachment var-
icd among thosc with different states of mind, with dismissing patients
having the lowest intensity of attachment to the therapist (Parish &
Eagle, 2003).

The studies provide empirical affirmation for Bowlby’s (1988) con-
ceptualization that (1) the therapist is a prototypical atrachment fig-
ure in adulthood, and that (2) patient’s and therapist’s attachment
status may affect the treatment process and relationship. However,
the majority of previous studies on attachment in the therapeutic rela-
tionship have been conducted with attachment measures that assess
the state of mind with respect to attachment of patients and therapists
vis-a-vis their own early attachment relationships and experiences,
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rather than quality of attachment within the patient-therapist rela-
tionship itself.

Assessing patient-therapist attachment

As part of a larger longitudinal study assessing changes in attachment
and symptomatology in borderline patients, we have adapted the Adult
Attachment Interview (AAL; George, Kaplan, & Main, 1996) to assess
patients and therapists” states of mind with respect to attachment and
reflective function in the therapeutic relationship. We have developed
an instrument called the Patient-Therapist Adult Attachment Interview
or PT-AAI (George, Kaplan, & Main, 1996; Diamond et al., 1999). The
first 16 questions of the PT-AAI follow the same format and order as the
AAI questions, with minor changes in the wording to fit the context of
the patient-therapist relationship. For example, the AAT question,
“Why do you think your parents behaved as they did during your child-
hood?” has been revised to read, “Why do you think your therapist/pa-
tient behaves the way he or she does as a therapist/patient?” Similarly,
the AAI question, “Is there any particular thing you learned above all
else from your childhood relationships?” has been revised to read, “Is
there any particular thing you learned above all else from the therapeu-
tic relationship?”

As is the case with the AAL in the PT-AAI the individual is asked to
describe the therapeutic relationship generally, to give five words to de-
scribe the therapist or patient, and to support these descriptors with
specific examples or incidents. The interview also includes questions
about the individual’s response to separations from the patient or thera-
pist, about what the individual did when he or she was upsct, hurt, or il
in the course of therapy, and about times when the individual felt re-
jected or threatened by the patient or therapist in the course of treat-
ment. In addition, spcakers are asked why they think the patient/
therapist acted the way he or she did in the course of treatment, and to
evaluate the effects of psychotherapy. As with the AAI, the interview is
designed to “surprise the unconscious” (George et al., 1996, p. 3) by al-
lowing numerous opportunities for the interviewee to elaborate on,
contradict, support, or fail to support previous statements or general-
izations. We have also added 12 additional questions that further ex-
plore the particulars of the patient-therapist relationship. These
additional questions arce designed to further explore the patients” and
therapists’ experience and representation of the therapeutic relation-
ship as well as their capacity to mentalize or reflect on that experience.
Examples of additional questions include, “How do you think that
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your patient/therapist fecls about you?” and “Do you think of your
therapist/patient outside of the therapy?”

As is the case with the AAI, the PT-AAI requires specialized training
to administer and score.! The PT-AAL is transcribed verbatim for pur-
poses of analysis, using the same transcription rules that apply to the
AAL An atrachment classification for the patient and/or therapist is de-
rived from the first 16 questions of the PT-AAI using an adaptation of
the four-way Adult Attachment Scoring and Classification System (Dia-
mond, Stovall-McClough, Clarkin, & Levy, 2003; Main & Goldwyn,
1998). The interviews are assigned one of four primary classifications:
Secure/Autonomous, Preoccupied, Dismissing, or Cannot Classify. The
Unresolved classification is not relevant for the patient-therapist at-
tachment relationship because it assesses the lack of resolution of trau-
matic abuse and loss of attachment figures. The overall classifications
are derived from two classes of subscale ratings: (1) Experience Scales
that are based on the rater’s inferences about the individual’s experi-
ence of the therapist/patient; and (2) State of Mind Scales that assess the
individual’s organized states of mind with regard to attachment infor-
mation.

The subscale ratings as well as the overall attachment classifications
have been adapted to fit the context of the patient-therapist relationship
by Diamond and colleagues (2003). Whereas revision of the State of
Mind subscales has necessitated only minor changes in wording, revi-
sion of the subscales designed to assess the speaker’s experience of the
relationship has involved more substantial changes in conceptualiza-
tion to fit the context of the patient-therapist relationship. For example,
the AAT subscale for loving versus unloving bchaviors between parent
and child has been changed to the PT-AAI subscale of liking versus
not-liking; that is, the extent to which the patient and therapist main-
tain positive feelings of concern, caring, and warmth despite the vicissi-
tudes of the transference. Similarly, the AAI subscale for involving, or
the extent to which the parent attempts to involve the child or to seek
parenting from the child, has been revised to assess the extent to which
patient and therapist seek attention or carctaking from cach other in
ways that go beyond the frame of the therapeutic relationship.

1. PT-AALinterviewers should be trained in the specific technique of interview
administration by an individual who has taken the Adult Attachment Interview
Training Institute certified by Mary Main and Erik Hesse. If the PT-AAl is to be coded
for attachment classification based on the first 16 questions, it should be donce so by
those who have taken the AAT training institute and achieved reliability on a set of
AAI transcripts (see Hesse, 1999).
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On the basis of the subscale scores, individuals are assigned to one of
the following four categories designed to capture the overall quality of
the patient-therapist attachment relationship:

1. Secure (F). Patients and therapists are classified as secure/autono-
mous when their interviews show that they value the therapeutic
relationship and regard attachment-related experiences within
the therapeutic relationship as influential. Patients rated as se-
cure/autonomous are likely to present a believable picture of a
therapist serving as a secure base during treatment, or if the ther-
apist did not provide a secure base during treatment, these sub-
jects are still moderately to highly coherent regarding the
relationship. Therapists are given a secure/autonomous rating
when they are able to provide a believable and coherent picture of
the relationship with the patient and demonstrate an open capac-
ity for reflection and thoughtfulness regarding difficult aspects of
the relationship, including countertransference reactions. Thera-
pists with secure states of mind also have a strong confidence in
their ability to act as a secure base for their patient.

2. Dismissing (D). Patients and therapists are classified as dismissing
when their interviews suggest they are cut off from attach-
ment-related feelings and experiences within the therapeutic rela-
tionship. The interviews are characterized by attempts to limit the
influence of and feeling about the therapeutic relationship through
idealization, devaluation, or disavowal of the relationship. There
may also be a disavowal of any imperfection in the patient or ther-
apist in the face of contradictory or unsupportive evidence, or a
derogation of the therapeutic relationship, or psychotherapy in
general. In these interviews, there are often assertions of independ-
ence from or noninvolvement with the patient or therapist. Pa-
tients classified with dismissing states of mind with respect to the
therapist may present a picture of the therapeutic relationship that
is moderate to strongly idealized in that global positive descrip-
tions of the therapy and the therapeutic relationship are not
backed up with specific examples or memories of positive experi-
ences (comfort, support, concern, caring, etc.) from the patient or
therapist. Similarly, therapists are classified with dismissing states
of mind with respect to the patient when they portray the thera-
peutic relationship and experience as uniformly positive without
convincing specific illustrations. Therapists and patients classified
as dismissing acknowledge difficulties with the patient or the treat-
ment, but they do so in a cool, off-hand, or matter-of-fact manner
that shows little emotional depth or involvement.

Vol. 67, No. 3 (Summer 2003) 235

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.




Diamond et al.

3. Preoccupied (E). Therapists and patients who are classified as pre-
occupied share an excessive involvement in and preoccupation
with the therapeutic relationship beyond what is normative for
psychotherapy. Their narratives tend to be confused, unobjective,
incoherent, and preoccupied with the therapeutic relationship
and/or by past expcriences of therapy. Those with preoccupied
states of mind usually show a weak and confused sense of personal
identity, and they tend to organize their affective life around the
therapeutic relationship and the therapeutic interactions. In ex-
treme cases, a patient’s preoccupation with the therapeutic rela-
tionship can be expressed through dramatic self-destructive and
destructive actions designed to elicit the therapist’s care and con-
cern or to punish the therapist for imagined slights. Therapists
classified as preoccupied are over involved with the patient and his
or her progress, sometimes conveying a sense of immersion in the
emotional life of the patient beyond the norm for clinicians of most
theoretical persuasions. The preoccupicd therapist may express
the belief that his or her professional reputation depends on the
outcome and fate of the treatment, or he or she may report exces-
sive mental preoccupation with the patient and his or her progress.

4. Cannot Classify (CC). Interviews are categorized as Cannot Clas-
sifty when the patient or therapist shows evidence of two or more
different discourse strategies (Dismissing and Preoccupicd), or
suddenly and dramatically changes discourse strategy in
mid-interview.

Assessing reflective function in the patient-therapist relationship

The PT-AAlis also scored for reflective function using the Reflective Func-
tion Scale (Fonagy, Steele, Stecle, & Target, 1997), which operationalizes
the concept of mentalization. Mentalization refers to the individual’s ca-
pacity to think about others in mental state terms (Fonagy et al., 1996,
2002). The Reflective Function Scale ranges from -1 (negative RF, in which
interviews are totally barren and/or rejecting of mentalization, or grossly
distorting of the mental states of others) to 9 (exceptional RF, in which in-
terviews show unusually complex, elaborated, and original reasoning
about mental states). The midpoint of the scale is 5, or ordinary R¥, which
indicates that individuals hold a model of the mind of others that is fairly
cohcrent, if somewhat one-dimensional, naive, or simplistic (Fonagy,
Steele, Steele, & Target, 1997).

There is now an accretion of studies from the developmental and clini-
cal domains that have established the centrality of mentalization in the at-
tainment and maintenance of attachment security, both in parent-child
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and patient-therapist relationships (Fonagy et al., 1996 Slade, 2002).
Mentalization is thought to result from the child’s internalization of the
caretaker’s ability to represent the child’s mental processes coherently and
accurately, and to mirror the child’s affective states in ways that are both
marked or differentiated, and contingent and accurate (sce Fonagy et al,,
2002). According to Fonagy and colleagues, mentalization is an essential
aspect of secure attachment, whereas insecure attachment can involve dis-
tortions or deficits in the capacity to represent the internal worlds of self
and other. Significantly, Fonagy and colleagues (1996) found that the
AAIs of bordetline patients were distinguished from other psychiatric pa-
tients not only by insecure and unresolved attachment classifications on
the AAL but also by significantly lower ratings on the RF scale. Further in-
vestigations by Fonagy and colleagues (1991) have suggested that the ca-
pacity for mentalization may, in fact, serve as a mediating variable that
ameliorates or exacerbates the psychological impact of early trauma
(Fonagy et al., 1995, 1996). Other investigations, both empirical and clini-
cal, have shown that the capacity to reflect on the intentions and motiva-
tions of the other serves as a protective factor that mitigates the negative
effects of an abusive or traumatic early history and that guards against the
transgenerational transmission of insecure attachment patterns (Slade,
2002). In our ongoing research and clinical investigations of the efficacy of
TFP, we are finding that therapists’ and patients’ capacity for
mentalization is a significant contributor to treatment process and out-
come in TFP (Diamond et al., 1999; Koenigsberg et al., 2000).

The PT-AAl is designed to further explore the reflective function fac-
tors that might contribute to the transference-countertransference dy-
namic central to TFP, and the ways that they may vary depending on the
dynamics of the specific patient-therapist dyad. We have completed an
initial study in which patients in TFP are given the PT-AAI with respect
to their state of mind about the therapist after 1 year of treatment. At
the same time, therapists are also given the PT-AAl regarding their state
of mind about the patient. In addition, the traditional AALis given to
patients at 4 months and after 1 year of TFP. Both the PT-AAI and AAI
are rated for attachment classifications and reflective function. Attach-
ment and reflective function ratings were provided by raters who were
blind to all identifying information about the patients and therapists,
and who were trained to reliability by Main and Hesse in the AAl classi-
fications and by Fonagy and Target in RF ratings.

The five therapists in the study were all clinicians with postdoctoral
and or psychoanalytic training who had substantial experience as ther-
apists and researchers in the Personality Disorders Institute. All thera-
pists participated in a weekly peer supervision meeting led by senior
clinicians in the project. All therapists were monitored for their adher-
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Table 1. Attachment and symptomatology measures

Adult Attachment Interview (AAI)

Given at 4 months and 1 year to patients

Semistructured clinical interview

Scored for state of mind with respect to attachment and reflective function
Patient-Therapist Adult Attachment Interview (PT-AAI)

Given at 1 year to patients and therapists

Semistructured clinical interview adapted from AAI

Scored for state of mind with respect to attachment and reflective function

ence to and competence in TFP. A complete description of the sample
characteristics, assessment, and scoring procedures for the larger study
of which these patients arc a part is beyond the scope of this article and
can be found elsewhere (Clarkin et al., 2001; Diamond et al., 1999,
2002).

Preliminary research findings

Demographics

We have completed preliminary analyses of attachment and reflective
function ratings for the AAI and the PT-AAI on a sample of 10 patients.
The average age of the patients was 30.4 (range 23-38 years). Nine of the
patients were white, and one was of mixed race. All patients were diag-
nosed with borderline personality organization (Kernberg, 1975) and bor-
derline personality disorder (American Psychiatric Association, 1994). All
had made at least one parasuicidal gesture (severe self-injurious gesture)
within 8 weeks of admission to our research project.

AAT

Table 2 shows our preliminary findings regarding the AAI ratings at 4
months and 1 year. Six of the 10 patients were classified as primarily
unresolved with respect to loss and/or trauma (U) at 4 months. Four of
those six lost their primary unresolved status and shifted to an orga-
nized insecure or secure state of mind at 1 year.* This tinding is consis-
tent with the larger sample of which these patients are a part (Levy,
2002).

“It should be noted that one of these cases had a provisional rating on the AAI at time
2 because she did not complete the interview, although she did respond to the majority
of questions.
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Table 2. Adult Attachment Interview (AAI) Classification for 10 Patients

Patients

AAI Time 1 (4 months)

AAI Time 2 (1 year)

1

9

10

DS2
Devaluing of Attachment

U/E1/E2

Unresolved

Passively preoccupied
Angry/Conflicted

E3

Fearfully preoccupied with
traumatic events

Loss of memory

U/E3/E2
Unresolved
Angry/conflicted
Angrily Preoccupied

U/Ds2/Ds3
Unresolved
Dismissing/devaluing
Restricting in feeling

U/E2/E3

Unresolved

Angrily Preoccupied
Fearfully Preoccupied

U/CC/DS2/E2
Unresolved

Dismissing

Angrily Preoccupied
U/Ds3/Ds2
Unresolved/Dismissing

F4
Secure

Ds3/Ds1
Dismissing
Restricted in feeling

F1
Setting aside of attachment

U/CC/E3/E2/Ds3
Cannot Classify
Unresolved

Fearfully preoccupied with trau-
matic events

Angry/conflicted
Restricted in feeling

CC/Ds1/E2

Cannot Classify

Dismissing

Fearfully preoccupied with trau-
matic events

F5/U

Secure/Autonomous
Somewhat resentful/Conflicted
Unresolved

CC/U/Ds2/E3
Cannot Classify
Unresolved
Dismissing/devaluing

Fearfully preoccupied with
traumatic events

U/E2/E3

Unresolved

Angrily Preoccupied
Fearfully Preoccupied

DS1/DS2*

Ds3/U
Dismissing/Unresolved

F4/F2

Secure

Ds1
Dismissing

* This code is provisional because the patient did not complete the interview.
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PT-AAT

Table 3 shows the PT-AAl ratings for the 10 patients at 1 year. Our ma-
jor finding is that in all but one case, the patients’ attachment state of
mind with respect to the therapist on the PT-AAl is concordant with one
or more aspects of the attachment state of mind with respect to the par-
ents on the AATat 4 months and/or 1 year. For example, if the patient
showed a secure, dismissing, or preoccupied attachment state of mind
with respect to childhood attachment relationships on the AAI he or
she was likely to show a parallel attachment classification(s) with re-
spect to therapist on the PT-AAL These findings suggest that the
PT-AAL in combination with the AAI given over the course of therapy
may be useful in tracking aspects of the transference as it unfolds over
time, particularly in identifying the specific attachment states of mind
with respect to parents that are recapitulated with the therapist.

In TFP, the therapist’s countertransference feclings and fantasies are
thought to be one of the most important sources of information about
the patient’s early attachment relationships. Thus we are particularly
interested in ratings that arc sensitive to countertransference dynamics.
However, as the data presented in Table 3 indicate, the attachment rat-
ings of the therapists regarding their relationship with the patients are
not particularly revealing of countertransference nuances. All 10 thera-
pists were rated with sccure states of mind, although their ratings span
the dismissive to preoccupied range of the sccure category (F1 to FS). It
should be noted that a secure classification in the AAI scoring system
can be characterized as more dismissing (e.g., somewhat emotionally
constricted albeit coherent [F1] to prototypically secure [F3]) to more
preoccupied (e.g., somewhat angry, conflicted, or resentful, although
coherently so [FS]).

The reflective function ratings on the 10 patients and therapists sug-
gest a somewhat more complex picture. Table 4 presents the reflective
function ratings of patient and therapists on the AAI and PT-AAI In
columns 2 and 3 of this table, we see that all but one of the patients im-
proved in their capacity for mentalization regarding the relationship
with parents over the first year of TFP as measured by the AAIL al-
though in most cases the improvement was somewhat minimal (Mean
change in RF = 1.05.)2 The therapists’ ratings (column § of Table 4),in
all cases but one, exceeded that of the patient.

Table 5 shows that 4 out of the 10 patients moved into a higher RF
category, for example, shifting from low or questionable RF to ordi-

2. The median is 1, indicating that there are no extreme values affecting the measure
of central tendency.
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Table 3. Patient=Therapist Adult Attachment Interview (PT-AAI) classification for
10 patients and therapists after 1 year of TFP

Patient

Patient PT-AAI

Therapist T-AAI

1

6

9

10

Ds3
Restricted in feeling
Incomplete dismissal

E3
Fearfully preoccupied
by traumatic events

Ds2
Devaluing of attachment

F5
Secure/Autonomous
Somewhat resentful/
Conflictual

E2
Angry/Conflicted

F5
Somewhat resentful/
Conflicted

CC/DS1/DS2/E2/E3
Cannot Classify
Dismissing

Angrily Preoccupied
Fearfully Preoccupied

DS2/DS3
Dismissing/devaluing
Restricting of feeling

F2

Secure

Somewhat restricting
of attachment

DS3
Dismissing
Restricting in feeling

F3
Secure/Autonomous

FS
Secure/Autonomous
Somewhat
resentful/conflicted

F3
Secure/Autonomous

F5
Secure/Autonomous
Somewhat resentful
Conflictual

F1
Secure/Autonomous
Somewhat restricting
of attachment

F1
Somewhat setting
aside of attachment

FS
Somewhat resentful/
conflictual

ES

Somewhat resentful/
conflictual vis—a-vis
attachment

F4

Secure

Somewhat

preoccupied with attachment

F2

Secure

Somewhat restricting
of attachment
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Table 4. Adult Attachment Interview (AAL) and Patient-Therapist Adult Attachment
Interview (PT-AAI) reflective function ratings (RF) for 10 patients and therapists
after 1-year of TFP

Patient Patient Patient Therapist
Patient AAIl AAI2 PT-AAI2 PT-AAI2  Difference*
1 3 3 3 3 0
2 3:5 4.5 4 8 4
3 5.8 6.5 S 7 2
4 3 5} 4 6 2
S 4 4.5 4.5 6.5 2
6 4 5.5 6 4.5 -1.5
7 -1 1 3 7 4
8 2 2:5 3 6 3
9 S 95 3 5.5 2.5
10 3.5 5 3.5 4 S

*This column shows the difference between therapist PT-AAI and patient PT-AAL

nary RF over the course of 1 year of TFP. Table 5 also presents the mean
scores of the patients” AAI and the PT-AAI RF ratings at Time 1 and
Time 2. Interestingly enough, the patients’ mean RF score on the
PT-AAL (3.9) falls between the patients’ mean RF score on the AAI at
Time 1 (3.25) and the mean RF score on the AAI at Time 2 (4.3). Fur-
ther data analyses indicated that there is a strong relationship between
the patients’ RF on the AAl at Time 1 and Time 2 (r = .92, <.003)and
a marginally significant relationship between the patients’ RF on the
AAlat Time 1 and the patients’ RF with respect to the therapist on the
PT-AAI at Time 2 (r = .48, p <.06).

Most interestingly, an examination of patients 1, 4, and 7, each of
whom had the same therapist, shows that the reflective function ratings
of the therapist vary with the individual patient. There are several possi-
ble interpretations of these findings, including: (1) The therapist’s RF
rating is picking up a countertransference factor that might curtail or
enhance his or her capacity to mentalize; (2) The therapist’s RF may be
modified by that of the patient so that it comes to mirror that of the pa-
tient, or vice versa; or (3) The RF might be coconstructed such that each
patient and therapist contributes to the creation of a unique interper-
sonal climate that may allow RF to flourish or wither for both partici-
pants. A more in-depth exploration of patient-therapist RF ratings in
two of these cases is presented in the following section and suggests that
all three of these explanations may be at work. In the first case (7), the
same therapist showed a full and marked awareness of the mental states
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Table 5. Change in Adult Attachment Interview (AAI) reflective function ratings
(RF) for 10 patients after 1-year of TFP

Patient Patient Change Patient
Patient AAIl AAI2 Change** Cat PT-AAI2
1% 3.0 3.0 0.0 0.0 3:0
2, 355 4.5 +1.0 0.0 4.0
3 545 6.5 +1.0 0.0 S50
4% 3.0 520 +2.0 1.0 4.0
5 4.0 4.5 +0.5 0.0 4.5
6 4.0 559 +1.5 1.0 6.0
Vs -1.0 1.0 +2.0 1.0 3.0
8 2.0 29 +0.5 0.0 3.0
) 5.0 555 +0.5 0.0 3.0
10 B3] 5.0 +1.5 1.0 )
Mean 3.25 4.30 +1.05 3.90

*Cases that show change in reflective function (RF) category. **This column shows the change in re-
flective function (RF) category from time 1 to time 2.

of the patient on the PT-AAL but there were some indications that he
adjusted his RF to that of his patient, who moved from actively repudi-
ating mental states at the beginning of treatment to a rudimentary ca-
pacity to comprehend mental states at 1 year. In the second case (1), the
RFs of patient and therapist mirror each other directly, and both
showed a somewhat rudimentary and limited capacity to intuit each
other’s mental states on the PT-AAI at 1 year, indicating that patients’
and therapists’ RFs were entrained but not productively so.

Case 1

History and AAI

The first patient, Nicole, was one of three children from an arranged
and loveless marriage, and her personal history was one of unrelenting
loss, abuse, and neglect. She was the product of an arranged marriage
with a Greek father and a Greek-American mother whose family adver-
tised for a mate for their daughter. The mother developed a severe de-
generative illness after the patient was born and was hospitalized on
numerous occasions for both emotional and physical disorders. Nicole
remembers her mother being “angry all the time” and describes her as
alternately neglectful and abusive toward her. When Nicole was 3 years
old, the father left the family (which included the patient and two older
brothers) for another woman, whom he married and who discouraged
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all contact with his children. Nicole’s mother’s physical condition sub-
sequently deteriorated, and she became a paraplegic and was hospital-
ized until her death, which occurred when Nicole was 13. Nicole and
her siblings were shuffled among their relatives and were cared for
mostly by grandparents and aunts because their father refused to care
for them consistently. Nicole had many hospitalizations starting in ado-
lescence for eating disorders as well as self-destructive and antisocial
behaviors. She married in her early 20s and had a son with her first hus-
band. About 6 years prior to the current treatment, she engaged in a
yearlong affair with a therapist, after which she became repulsed by sex
and divorced her first husband. She remarried but almost immediately
began an affair with her son’s teacher, which led to a pregnancy and an
abortion. Her suicidality and destructive behaviors escalated, including
intentionally smashing her car into her husband’s car. She was eventu-
ally hospitalized for the third time and subsequently referred to the bor-
derline project when she was in her late 20s.

Not surprisingly, the course of trecatment for Nicole was not only ex-
tremely stormy from the beginning, but was also filled with dramatic
and sclf-destructive cnactments, including drinking, assaults on others,
and overdosing on medications. She often acted out within the sessions
in a sexually aggressive manner, sometimes attempting to climb in the
therapist’s lap, undress him, or undress herself during session. On one
occasion, she surreptitiously tried to cut herself in a session and then be-
gan beating her therapist on the chest with her fists when he tried to in-
tervene, indicating that there was little differentiation between
aggression toward self and others. These incidents coincided with a
growing attachment to the therapist after a period of denying any at-
tachment, which she found frightening and intolerable. In the course of
the first year of treatment, she expericnced paranoid regressions and at
times saw the therapist as “the devil.” She even hallucinated the pres-
ence of the devil in her bedroom. By the end of the first year, however,
she began to respond well to the structure of the therapy and her acting
out gradually diminished, although there were periodic crises, which in-
terrupted the therapy. Such crises included an overdose on medications
two days in a row. Over the course of treatment, Nicole ceased such
self-destructive behaviors and began to explore a number of difficult is-
sues, including her excruciating history of loss and abuse, her guilt
about her past affairs and abortion, and her sense of herself as irrevoca-
bly bad and evil.

On the initial AAL Nicole was given a primary classification of Unre-
solved with respect to loss and trauma (U) and a secondary classifica-
tion of Cannot Classify (U/CC/Ds2/E2) because she oscillated between
dismissing and preoccupied strategies. With respect to the unresolved
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classification, she alternated between acknowledging and denying the
childhood abuse by her mother, and at times appeared to trick herself
regarding the experience stating, “I wasn’t there.” Her speech sur-
rounding the discussion of the abuse became incoherent and frag-
mented, and she ultimately lapsed into a mute, frozen state reminiscent
of the freezing or trancelike behaviors of infants judged disoriented/dis-
organized in the Strange Situation. Overall, Nicole initially strove to de-
activate thoughts and feelings related to early attachment experiences,
but ultimately she became overwhelmed by angry preoccupation to-
ward attachment figures and by inchoate traumatic pain, thus earning
her a Cannot Classify classification.

Nicole had the lowest RF rating of any patient in the sample on the
AAL In response to attempts on the part of the interviewer to engage her
in reflection on the AAI at 4 months, particularly in the questions about
early abuse and loss of her mother, Nicole became either hostile or eva-
sive, leading to an RF rating of -1, or negative RF. She either refused to
respond to questions that usually elicit reflection on mental states, or
she engaged in bizarre, self-destructive gestures such as scratching her-
self. In the few instances in which she spoke in RF terms, she gave
unintegrated and bizarre responses.

After 1 year of treatment, Nicole did not complete the AAland hence
we were only able to derive a provisional attachment classification. Be-
cause the majority of the interview was completed, we were able to de-
rive a reflective function rating from the second AAl interview. Nicole
was found to show a 2-point increase on the RF scale (from -1 to 1 on
the RF scale) at 1 year. Although she did not actually repudiate the de-
mand RF questions as she had at Time 1, she showed very little explicit
understanding of mental states underlying the behavior of self or other.
The few reflective statements in the interview were found to have a
paranoid flavor and a misattribution/projection of her feeling rather
than an exploration of feeling. There were indications that her contem-
plation of the minds of others who had abused her was almost intolera-
ble. At one point, for example, she stated, “My mother hated me, she
hated me,” and then said, “This s . .. killing me.” The increase in the re-
flective function score at 1 year was attributed to her reflections on her
relationship with her grandmother, who qualified for purposes of the
interview as a major attachment figure in her early life, and for whom
she provided several adjectives (warm and she loved me a lot, and she
was good to me) that were backed up by vivid examples. For example,
she was able to substantiate these words with specific memories of her
grandmother kissing her, rocking her to sleep, and reading her stories.
The RF rater commented, “The subject is clearly traumatized by her
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childhood relationships. The relationship with the grandmother seems
to be her only form of attachment.”

PT-AAI
Although the AAT at 1 year was rated as lacking in reflective function
(RF = 1), Nicole showed some limited capacity for consideration of
mental states, albeit at a rudimentary level, leading to a rating of low or
questionable RF on the PT-AAI (RF = 3). Interestingly, this was duc in
part to her tendency to rehash the therapist’s interpretations in ways
that were often simplistic and naive but that revealed some rudimentary
capacity to contemplate mental states. For instance, she described her-
self as someone who “pushes away attachments and is afraid of being
close.” Although she did at times repudiate some of the direct questions
regarding her feelings about the therapist and their understanding of
each other, she was able to discuss how the backdrop of the therapeutic
relationship allowed her to decrease her self-destructiveness and reflect
on her behavior. It was clear from the interview that she was beginning
to draw on the therapist to neutralize her rage, and that the therapist
was becoming real to her even if she did not acknowledge this directly.
The change in her capacity to manage her feelings was evident in the
following statement from the PT-AAI interview in which she described
her thoughts, feclings, and behavior during a recent argument with her
husband:

Like, I'm able to like think. So then sometimes I can, um, like diffuse
the situation . . . it's not often but it’s getting better . . . I didn’t like,
I, I didn’t touch, like, usually I would punch him, kick bim, or throw
things . .. But, I didn’t. [ mean, | was going, like, I wanted to but, |
just didn’t . . .

Although Nicole showed improvement in her capacity for
mentalization on the AAI and PT-AAT at 1 year, her PT-AAL like her
initial AAI, was rated as Cannot Classify because she was alternately
dismissing, devaluing, angrily preoccupied, or fearfully preoccupied
(CC/Ds1/Ds2/E2/E3) in the description of her relationship with her
therapist. In sum, although she re-created dircctly the multiple
unintegrated attachment states of mind with respect to the therapist,
she did not recapitulate her inability to contemplate the mind and inten-
tions of early attachment figures at 1 year, but instead showed improve-
ment in mentalization.

The PT-AAI interview with the therapist showed somewhat incon-
sistent reflective function in that at times the therapists’ responses were
extremely rich, evocative, and coherent, indicating the containing func-
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tion he likely displayed for the patient, whereas at other times he ap-
peared to retreat from a full exploration of the patient’s feelings,
thoughts, and intentions. The therapist began his interview by compar-
ing the treatment to Shakespeare’s play, The Taming of the Shrew. He
stated that more than any other, this “fiery” patient “pulls for a kind of
involvement.” The five words he gave to describe Nicole were “intense,
ambivalent, scary, gratifying, and fun” words that capture his contra-
dictory and complex countertransference feelings toward a patient with
clear oscillatory tendencies in the transference, as evident in her Cannot
Classify PT-AAI rating. However, because the therapist was able to de-
scribe his somewhat conflictual, angry, and overinvolved feelings to-
ward Nicole in a coherent, contained, and humorous fashion, his
interview was rated as Secure/Autonomous (F5), albeit on the preoccu-
pied end of secure.

The therapist’s interview received an RF score of 7, or marked RF,
indicating a fully developed, vivid, and integrated awarencss of the
mental states underlying his patient’s problematic behaviors. For exam-
ple, when asked why he believed the patient acted the way she did and
how she felt about him, he described the complex admixture of idealiza-
tion and paranoid distortion that characterized the transference:

1 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
basically sees me as good when she’s not being paranoid and think-
ing that’s a mask behind which evil is lurking. Um, and I think at
times there’s been this mixture of idealization, thinking that the only
way somebody could care about her is if she offered berself sexually,
and then a certain amount of sexual aggression towards me . . .
‘Cause um, well, how did she feel about me? Um, I think in some
ways she’d like to dump her husband and have me as her husband
instead.

Although the therapist had clearly thought about the patient in com-
plex terms, he appeared to be limited by his tendency to create an objec-
tive, intellectualized persona from which to relate to her, perhaps in
order to be able to stay with her in therapy. For example, in reflecting
on what he has learned from the experience with this patient, the thera-
pist stated that he had never seen such a “clear-cut case of a paranoid
transference” but then observed that his work with the patient had
changed, having made him much more aware of “how much you, the
therapist, matter to the patient,” and how “difficult it can be for the pa-
tient that you do matter to her.” It seems that the intellectualized under-
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standing of the patient might have held the therapist back from fully
attributing mind and intention to his patient, but this may have been
necessary because the contents of her mind were probably at times over-
whelming to him.

Interestingly, the RF rater observed, “How can anyone have fun with
a Hannibal Lecter (patient) especially when you are a Jodie Foster (ther-
apist)?” Her description of the patient as Hannibal Lecter involved a
recognition that the paranoid transference may also be scen as the ex-
ternalization in the therapeutic relationship of an alien part of the self
on the part of the patient, representing the abusing, rejecting other, who
is felt to colonize the self, and hence must be projected onto others
(Fonagy, 2001). In an uncanny coincidence, when this was discussed
with the therapist, he reported that in a previous session (which oc-
curred after the PT-AAI interview), Nicole had said, “I wish you were
Hannibal Lecter so I wouldn’t be attached to you, only there’s some-
thing likable even about him and in the end the Jody Foster character
ran off with him.” This convergence of the rater’s fantasy about the
therapeutic relationship with that of the patient qualifies as one of the
“uncanny” coincidences noted by Freud (1919/1955b, 1941/1955a) in
and out of the consulting room. Such coincidences demonstrate the
power of the unconscious dimensions of mental life, and particularly
the ways in which things that are frightening and familiar arc often re-
pressed, so that they return as grotesque or alien. In addition, the paral-
lel between the current patient-therapist relationship and that of the
filmic portrayal of a sadistic therapist and his frightened patient (trans-
posed in this casc to the fantasy of the sadistic patient and the frightencd
therapist) contributes to our understanding of the therapist’s tendency
to curtail his RF vis-a-vis the patient. We might hypothesize that were
the therapist to contemplate the full range of the patient’s motivations
and intentions with regard to her relationship with him, the severity of
her aggressive and erotic feelings and impulses toward him would be
unbearable. It is also possible that the integration of such frightening
fantasies about the patient-therapist relationship (consciously ex-
pressed on the part of the patient, but unconsciously conveyed through
the PT-AAT on the part of the therapist) may be an indication that the
therapist’s capacity for mentalization can be only so far ahcad of the pa-
tient in order for the patient to make use of it.

Case Summary

In this case, we sec a complex profile in which patient’s and therapist’s
RFs become entrained to each other in the course of treatment. The pa-
tient initially showed a rejecting and bizarre stance toward
mentalization on the AAL but moved toward some rudimentary, if lim-
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ited and simplistic, consideration of mental states after 1 year of treat-
ment. In this case, the therapist showed a full and nuanced awareness of
the mental states of the patient. Some of the exceptional and original re-
flective statcments that were madc in his PT-AAl interview at 1 year,
however, werc tempered by overobjectified explanations and descrip-
tions of the relationship, suggesting that perhaps he was held back from
a full appreciation of the patient’s mind. We suggest that this may have
been an adaptive, and even therapeutic, stance (Diamond & Yeomans,

2003).
Case 2

History and AAl

Carol was from a family that she depicted during the AATas “just cold
... our whole house was kind of that way . . . nothing warm or inviting
aboutit. .. Wenever had a family room. ... It was empty . .. not much
furniture . . .. Everything was slate and stone.” Her parents were em-
battled and minimally attentive or affectionate. She reported having
few memories of them, but she recollects that they sometimes forgot to
pick her up from school. She described her mother as a somewhat per-
functory and instrumental caretaker, and her father as a severcly de-
pressed alcoholic who was often absent for weeks at a time and, when
present, was sporadically violent, on one occasion driving a car into
the housc. Carol stated that as a child she felt that she was not really
important and that no one would care if she were not there. Her trun-
cated and constricted manner of expressing herself on the AAl to-
gether with her slight tendency to idealize her parents and carly
experiences with them for which she had only limited recall, led to a
primary classification of Dismissing (Ds), with the specific subtype of
Devaluing of attachment (Ds2). Although she readily acknowledged
the shortcomings in her parents, she minimized the significance of at-
tachment relationships and associated feelings overall, focusing in-
stead on her personal strengths and autonomy. The words that came
to her mind when she described her relationship with her mother were
“cold, sometimes warm, not very motherly, calm and sparse,” and she
could provide only the barest memories to illustrate her generaliza-
tions. Like most dismissing speakers, she tended to distance herself
from attachment experiences and affects and to discount their impact
on her current functioning, as indicated in the following response to
the question of how having lived with her father’s cpisodic threats and
acts of violence might influence her now as an adult: “I'm surc it must,
but I don’t know how really. I mean, Pm sure if, you know, if you have
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agreat, you know, perfectly adjusted childhood, it probably helps you
as a result. But I don’t know specifically how it affects me.”

As indicated from this statement, Carol showed a limited capacity
for reflecting on the mental states of self or other, as evidenced by her
rating of low or questionable RF (scale point 3). She showed only a ru-
dimentary capacity to understand that her behavior or that of others
was a reflection of underlying, dynamic intentions or emotions. Addi-
tionally, although she demonstrated some intellectual sense of the im-
portance of attachment on the AAIL her capacity to understand,
explore, or symbolically represent the mental states of attachment fig-
ures remained superficial, canned, and somewhat stereotyped.

Carol’s clinical course was relatively smooth and uneventful, despite
the fact that she had been referred to the study after a near-lethal suicide
attempt. When she centered the project, she was employed in a
white-collar job that was below her capacities, and she was also vacil-
lating indecisively between several relationships. During the treatment
year, she made no further suicide attempts or gestures, was not
rehospitalized, committed herself to one relationship, and married in
the course of treatment, all of which could be seen as the result of a sig-
nificant diminution in identity diffusion and improvement in object re-
lations. Indeed, at 1 year Carol was reclassified with a secure state of
mind with respect to attachment, although she remained on the dismiss-
ing end of secure. Her classification of F1 indicated that she had con-
sciously reevaluated and “set aside” early disappointing attachment
relationships and redirected her attention to new experiences and rela-
tionships. However, Carol showed no change in her capacity to attrib-
ute mind and intention to attachment figures, and hence she was again
categorized with low or perfunctory RF on the AAl at 1 year (RF = 3).
For example, when asked to reflect on the motivations behind her par-
ents’ rejecting behavior reported on the AAL she stated, “I don’t think it
was intentional. I don’t know . . . I think they just . . . didn’t know it.
They didn’t know any better . . . I think they think they loved us and
they did a great job.”

PT-AAI

Carol’s superficial, limited, and sclf-protective stance also character-
ized her engagement with her therapist, although she dutifully partici-
pated in 1 year of treatment. Carol’s evaluation of her therapist and the
treatment on the PT-AAI suggests that she struggled to deactivate or
dismiss her emotions and thoughts regarding the relationship, just as
she had with her parents on the AAL On the PT-AALI she described her
therapist as “professional,” “controlled,” “understanding,” and “con-
cerned” about her, but she said that their relationship was “not that
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personal.” The few cpisodic memories that she offered to illustrate
these five words were rather vague and unconvincing. She minimized
the significance of separations from the therapist and reported not feel-
ing anything when informed about an upcoming vacation, but stated
“maybe there was once or twice when I got depressed when he was
away and I said to myself that I couldn’t wait till he came back ... but
didn’t really miss him greatly when he left.” Carol also tended to play
down negative qualities with “upbeat” statements and to emphasize
her personal strengths. For example, when asked how the therapist re-
sponded when she was upset, she added, “He’d . . . give me an idca of
why ['was feeling the way I was feeling . .. Um, I didn’t get that upset this
year.” In general, she minimized the impact of the relationship on her
functioning, and she showed little insight into why her therapist did
therapy the way he did.

Other statements indicated that the therapeutic explorations chal-
lenged her tendency to distance herself from the affective experience of
relationships—which undoubtedly contributed to her decision to ter-
minate after 1 year when the rescarch requirement ended. In a slightly
reflective statement, she said:

[ didn’t want him or anybody to know I was angry . . . consciously, |
didn’t know T didn’t want anybody to know, if you know what |
mean. But he’d say or start digging into things and find out why |
was angry, and then I'd realize something really made me mad, but 1
didn’t want to be mad. With my parents, for example, | didn’t want
to be angry with them.

Just as Carol minimized the importance of attachment relationships on
the AAI and PT-AAI so did she show deficits in her capacity to read the
mental states of self and others, leading to a rating of low or question-
able RF on both the AAI and PT-AAl at 1 year. The patient stated that
she had had difficulty comprehending the therapist’s understanding of
her, as evidenced by her response when asked to reflect on her thera-
pist’s view of her:

[ don’t really know if I know what bis view of me was—particularly.
Except . . . there’s a title . . . something like . . . Borderline Personal-
ity maybe people categorize it who know about it . . . categories you
sometimes to fall into . . . some of the patterns of a person with Bor-
derline Personality . . . you know he pointed out things to me, and
they happened to be some things maybe that might coincide with
that, but, um, I veally didn’t see myself like that.
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Interestingly, the therapist was also categorized with low or question-
able RF vis-a-vis his experience with Carol at one year. On the PT-AAI
the therapist was somewhat unilateral in describing his relationship
with Carol, as evidenced in the five words he chose to describe it: “dis-
tant, rigid, formal, cold, and superficial.” He reported feelings of rejec-
tion and exclusion from her life, and he freely acknowledged his
frustration with her tendency to “close off to what I was saying and dis-
miss it in a devaluing way.”

The therapist reported that he had difficulty staying emotionally en-
gaged with Carol, had no fantasies about her, and rarcly thought about
her outside of sessions. He stated, “She was always in perfect atten-
dance and always on time,” but her “body language communicated a
kind of defensivencss, a wall she didn’t want me to get beyond.” His at-
tempts to reflect on her intentions and contents of mind were somewhat
intellectualized and formulaic, as his response to the question “Why do
you think she behaves the way she does in therapy?” indicates:

She seemed to have . . . an identification with narcissistic, cold, re-
jecting parents who left her feeling very tenuous about ber claim on
.. you know, just being alive . . . and so she walled herself off in
an isolated but protected state and simultaneously, without much
awareness, treated people with the very narcissistic indifference that
she felt she was the object of.

Such seemingly insightful passages as this one were unintegrated with
other passages, indicating that Carol’s mental states were opaque to the
therapist, who acknowledged that the patient didn’t “internalize my
understanding too much.” Hence the therapist was rated with low RF
(3) of the over-analytical hyperactive type, a rating that contrasts mark-
edly with his secure classification on the PT-AAL because attachment
security involves the creation of a coherent and integrated narrative
about the relationship. On the PT-AAL, the therapist described Carol in
a somewhat unilateral way as “distant, rigid, formal, cold, and superfi-
cial.” Remarkably, these five words overlapped considerably with the
five words Carol used to describe her parents on the AAI indicating
that a projective process was at work wherein the therapist had come to
mirror directly her internal world in ways that did not contain or mod-
ify it. Not surprisingly, Carol chose not to continue with the therapist at
the end of the research year, despite their symptomatic change.

Case Summary
In this case, the patient and therapist’s RF ratings mirror each other di-

rectly (both had ratings of 3, or low RF). Although at first glance the
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consistency betwcen the therapist’s and patient’s ability to reflect on the
relationship might suggest that the therapist was accurately mirroring
the patient’s experience, we know from findings by Fonagy et al.,
(2002), that such a pattern of direct imitation or mirroring does not
necessarily lead to containment and modulation of affect. Hence we
might say that mirroring that is too parallel, that is unmarked, is not
conducive to the development of the self as a psychological organiza-
tion that facilitates participation in a network of relationships (Fonagy
etal.,2002). That was certainly the case with Carol and her therapist.

Conclusion

These findings, although preliminary, suggest that when we cvaluate
mentalization in the therapeutic relationship, we ought to consider the
profile of patient’s and therapist’s reflective functions in relation to
each other, rather than the discrete, individual scores. Just as the infant,
through myriad transactions with others, learns both general schemes
and highly singular ways of being with another that are uniquc to each
relationship, so it is possible that each patient-therapist dyad may gen-
crate its own unique patterns of reflective function regardless of the in-
dividual mentalizing capacities of each member. Infant rescarchers such
as Tronick and his colleagues (Tronick, 2000, 2001) pay considerable
attention to the power of such singular interactional processes to shap-
ing the internal world of the infant. Our clinical vignettes illustrate that
in order for the patient to use the therapeutic relationship as a scaffold
from which to develop the capacity to understand self and other in
terms of mental states, patient’s and therapist’s RF must be complemen-
tary, neither too discrepant nor too parallel.

Studies of infant development have indicated that infants move quite
quickly (after 4 months) from a preference for perfect contingent mir-
roring responses to noncontingent marked mirroring responses
(Fonagy et al., 2002). On the basis of these findings, we might hypothe-
size, similar to Fonagy and colleagues (2002), that the therapist cata-
lyzes mentalization through contingent but marked (or dissimilar)
mirroring of the patient’s affective states. Such responses to the pa-
tient’s experiences “mark” the occurrence, separating it from both the
patient’s immediate experience of it and the therapist’s reaction to it.
Through such differentiated mirroring, therapists invite reflection in
ways that are not possible with more direct mirroring of affective states
(Fonagy et al., 2002). In short, if the therapist directly reflects the pa-
tient’s level of mentalization, then he or she cannot catalyze develop-
ment of mentalization in the patient. In her psychoanalytic
investigations, Kantrowitz (2002) has similarly observed that the thera-
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pist’s character, by which she means cognitive style, defensive patterns,
and characteristic object relational patterns, may in fact impede the an-
alytic process if it is either too similar to or different from that of the pa-
tient.

The quality of mentalization in the therapeutic arena may be seen as
a bidirectional process in that the therapist’s and patient’s capacities for
reflective function are mutually and reciprocally influential. Just as the
therapist’s capacity to understand and reflect on the patient’s internal
experience or lack of it may expand or curtail the patient’s capacity to
explore minds of sclf and other, so also may the patient’s capacity to un-
derstand the nature and functioning of mental states enhance or inhibit
the therapist’s mentalizing capacities. Our preliminary findings from
the PT-AAT suggest that reflective function assesses transference and
countertransference aspects of the therapeutic relationship by captur-
ing the patient’s and the therapist’s capacities to represent cach other in
mental state terms, which then may be linked to the patient’s capacity to
reflect on the mind of parents or primary carctakers as evidenced on the
AAL

In addition, a consideration of RF profiles of different pa-
tient-therapist dyads on the PT-AAT suggests that the instrument cap-
tures aspects of the therapeutic relationship that fall under the rubric of
Vygotsky’s concept of the zone of proximal development (ZPD;
Vygotsky, 1978). The ZPD is a developmental concept that refers to a
set of dynamically unfolding processes through which latent or embry-
onic developmental functions and capacities are brought to fruition.
The ZPD has recently been adapted to the clinical situation by Wilson
and Weinstein (1996), who have defined it as “the processes that beget
the differences between an analysand’s ability to advantageously make
use of the dyadic nature of the clinical situation as contrasted with soli-
tary introspection or self analysis in order to acquire insight and capaci-
ties that promote self knowledge and self regulation” (p. 171). The ZPD
refers to a sct of interactive and dynamic processes through which one
member of the dyad who possesses more advanced or developed cogni-
tive and emotional skills (such as the capacity for mentalization) pro-
vides the scaffold for the evolution of embryonic potentials in the
individual with less developed skills and capacities such that they be-
come part of the internal property of the child. Inherent in the concept
of the ZPD is the idea that the analyst flexibly navigates being ahcad of,
with, and even occasionally behind the patient, depending on which po-
sition might best promote the patient’s capacity for mentalization at
any particular stage in treatment. Hence it is not surprising that our
therapists’ RF ratings range from low or questionable RF to highly
marked or superior RF, because we may hypothesize that they are re-
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sponding to the patient’s potential or capacity for mentalization at any
given moment in treatment.

We might hypothesize that the fluctuations in the therapists’ RF rat-
ings at 1 year varies as a function not only of his or her own capacity for
mentalization, but also of his or her sensitivity to patients’ fluctuations
in RF. This conceptualization of our findings is strengthened by the fact
that the majority of these patients showed slight increases in reflective
function, along with major improvements in behavior,
symptomatology, and attachment status (with shifts from Unre-
solved/Disorganized to Organized attachment classifications for the
majority of patients over the course of 1 year of TFP). Interestingly
enough, the two patients who showed the least change in attachment
measures after 1 year were the patients whose therapists were either
substantially ahead or substantially behind their patients in reflective
function. In one case, the therapist had an exceptional, intricate, and
original way of depicting her patient’s mental states on the PT-AAL (RF
= 8), whereas her paticnt’s reflective function remained somewhat rudi-
mentary and stercotyped (RF = 4) throughout the treatment. In the sec-
ond case, the therapist showed a somewhat banal or superficial
capacity for reflective function (RF = 4.5), whereas the patient showed a
quite explicit and at times sophisticated grasp of mental states of self
and other (RF = 6) at the 1-year point. These findings suggest that, opti-
mally, the therapist ought to be one step ahead of the patient in the de-
velopment of the capacity for mentalization, just as in language
development the mother introduces the child to semantics and syntax
that are only months (rather than years) ahead of the child’s current lan-
guage capacities.

These findings also suggest that multiple repeated measures of reflec-
tive function over the course of therapy may provide an index of the ex-
tent to which therapist and patient are working in the zone of proximal
development; that is, the extent to which an optimal analytic space, in
which interpretations may be assimilated and used by the patientand in
which objects may be used for internalization and growth as well as rep-
etition, has been established in different therapeutic dyads and is opera-
tive at any given moment in the trecatment. Qur data thus suggest that
reflective function is not a static intrapsychic concept, but instcad may
be the result of an unfolding transaction between patient and therapist
that is itself in dynamic flux over the course of therapy.

Our findings on the importance and variability in mentalization
among different patient-therapist dyads also highlight the importance
of integrating multiple measures in investigating the impact of attach-
ment concepts in the therapeutic relationship. The investigations of
Fonagy and colleagues (Allen, 2003; Fonagy et al., 2002; Fonagy, Red-
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fern, & Charman, 1997; Meins, Fernyhough, Russel, & Clarke-Carter,
1998) have demonstrated that attachment and mentalization are intri-
cately linked in the process of development in that mothers of securely
attached children are morc likely to foster mentalization in their chil-
dren by using mental state terms, by responding sensitively to their chil-
dren’s level of understanding of the minds of self and others, and by
conceiving of their children as individuals with minds. Although the in-
teraction between mentalization and attachment has been well estab-
lished in studies of early parent-child interactions (Fonagy et al., 1997;
Fonagy et al., 2002; Mein et al., 1998), there has been little investiga-
tion into the ways in which mentalization and attachment may con-
verge or diverge in other social relationships beyond infancy and
childhood, such as the therapeutic relationship. Our findings suggest
that mentalization and attachment are overlapping but not synony-
mous, and that, in fact, improvements in mentalization may precede,
lag behind, or coincide with the shift to secure states of mind with re-
spect to attachment. Hence we might hypothesize that just as secure at-
tachment provides a safe anchor that allows for the exploration of the
minds of self and other, so might the capacity for mentalization lay the
groundwork for the development of secure attachment relationships.
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