Treatment in Psychiatry
Treatment in Psychiatry begins with a hypothetical case illustrating a problem in current clinical practice. The authors
review current data on prevalence, diagnosis, pathophysiology, and treatment. The article concludes with the authors’
treatment recommendations for cases like the one presented.
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“Ms. A,” a 23-year-old single female with
borderline personality disorder, came to
her therapist’s office and reported an
embarrassing episode in which she had
shouted at a clerk in a retail store because he would not accept her credit
card as payment for the merchandise she
wished to buy. She noted that everyone
was staring at her when she shouted, and
she felt that she had made a spectacle of
herself. She said she would not have
shouted except that the clerk was rude
and curt with her.
Her psychotherapist asked for clarification: “Was it a policy of the store not to
accept credit cards, or was it a matter that
he would not accept your credit card?”
The patient felt that the therapist was
suggesting she had overreacted and became furious at him: “What difference
does it make? Even if it was the policy of
the store and not directed at me, he still
should have been courteous!”
The patient’s irritation then escalated to
a n e x pl os io n of ra ge in whi c h s h e
screamed at him, “You’re not interested
in empathizing with my feeling of being
humiliated—only in figuring out how I
caused the whole incident! It’s clear that
you don’t care about me, and you’re only
interested in getting all the money you
can from my trust fund! Sometimes I
think you try to make me worse by irritating me just so you can keep me in treatment longer!”

The therapist attempted to explain that
he was not insinuating that she was to
blame for anything, but only asking for
information about the details of the situation.
The therapist paused for a minute and
said, “It seems to me that the same thing
that happened in the store is happening
here with me. You’re attributing to me
some malevolent intent that isn’t at all
where I’m coming from. You make yourself miserable by reading things into interactions that aren’t really there.”

Transference Interpretation and the
Therapeutic Relationship
The therapist in this vignette faces a familiar dilemma.
He is encountering intense transference anger based on
what he feels is a misperception on the part of the patient.
Some research (1) demonstrates that patients with borderline personality disorder, in contrast with comparison
subjects, attribute negative qualities to neutral faces,
which they may regard as threatening and nefarious. However, the choice regarding whether or not to address the
patient’s emotional reaction through transference interpretation presents a significant dilemma for the therapist.
While useful in the “here and now” of the present moment, a transference interpretation can also be experienced as a form of criticism and may arouse more anger of
the kind it aims to address.
Should transference interpretation be central in the
work of the psychotherapist treating the patient with borderline personality disorder? This question raises fundamental controversies about the therapeutic action of dynamic psychotherapy. While transference interpretation
used to be regarded as the central therapeutic factor in analytic therapy, today there is wide acceptance that there
are multiple modes of therapeutic action and the therapeutic relationship may be as important, if not more important, than interpretation of the transference (2). On the
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found that patients with low quality of object relations had
other hand, an effective transference interpretation may
somewhat better outcomes with transference interpretabe crucial to strengthening the therapeutic alliance (3).
tion than without, but the sample included so few patients
The essence of transference is that intrapsychic factors—
with borderline personality disorder that little can be conrepresentations of figures from one’s past and the feelings
cluded about this approach in this patient group.
associated with those figures—shape the patient’s percepIf we examine borderline personality disorder in particution and interpretation of experience, leading to stereolar, we find that there are at least six forms of psychotherapy
typed or rigid responses. Hence Ms. A assumes that her
that have demonstrated efficacy in randomized controlled
therapist does not care about her when he asks for clarifitrials: mentalization-based therapy (5), dialectical behavior
cation about store policy. Transference interpretation is
therapy (6), transference-focused therapy (7), schema-foclassically defined as making something conscious to the
cused therapy (8), supportive psychotherapy (7), and Syspatient that was previously unconscious—specifically, that
tems Training for Emotional Predictability and Problem
the patient’s attributions of certain qualities to the theraSolving (9). While schema-focused therapy, with its emphapist derive from past figures. In this manner insight is
sis on self-other beliefs and the differprovided about patterns that operate
entiation between reality and projecoutside the patient’s awareness. Transference interpretation is modified
“We suggest that a false tion, has mu ch in common with
dynamic approaches, we confine our
when working with patients who have
dichotomy is made
discussion primarily to mentalizationborderline personality disorder. For
based therapy and transference-foexample, one may focus on the estabbetween an exclusive
cused therapy, the two explicitly psylishment of a common view of reality
focus on transference
chodynamic therapies. One of these
in the therapeutic relationship or point
modalities, transference-focused psyout how aspects of the relationship are
interpretation as the
chotherapy, focuses specifically on
handled by splitting. Hence even
mode of therapeutic
transference interpretation. In a headthough the patient may be consciously
aware of both dimensions of the split, action and an avoidance to-head comparison of transferencefocused therapy, dialectical behavior
the therapist may still interpret the
of transference
therapy, and supportive psychotherfunction of the splitting: “Last week
you said you hated me, but today you interpretation in favor of apy, transference-focused therapy did
slightly better than the other two in
describe me as the smartest therapist
focusing on
terms of increasing reflective functionin the world. Is it possible that you still
ing and moving the patients from an
have some of those feelings of hate tostrengthening the
insecure attachment classification to a
day but are simply too afraid to express
therapeutic relationship.” secure one (7, 10).
them?”
Both dynamic treatments are efficaWe suggest that a false dichotomy is
cious for borderline personality disormade between an exclusive focus on
der, and both treatments improve mentalizing. However,
transference interpretation as the mode of therapeutic acthey approach transference work differently (11). Mentalization and an avoidance of transference interpretation in fation-based therapy deemphasizes the provision of insight
vor of focusing on strengthening the therapeutic relationthrough transference interpretation because the developers
ship. We assert that it is the juxtaposition of an increasingly
of this therapy are concerned that transference interpretawell-defined therapeutic alliance with inevitable transfertion, especially of anger, may destabilize borderline patients
ence enactments that helps clarify problematic ideas and
(11). In addition, mentalization-based therapists worry that
feelings and provides a here-and-now situation in which
interpretation of transference carries the risk of conveying
the patient and therapist can together negotiate how to
that the therapist does all the thinking, thus short-circuiting
counteract them with more adaptive (because realistic)
the patient’s mentalizing process. Mentalization-based therones.
apy focuses instead on the patient’s current mental state and
mental functioning, helping the patient develop a greater
What Makes Treatment Work?
sense of self-agency and more introspective capacity.
Our purpose in this article is primarily clinical—we
Transference-focused therapy, on the other hand, views
briefly examine the research literature on borderline perunintegrated anger as central to borderline psychopatholsonality disorder to see what we can draw from these studogy, and transference interpretation is designed to help
ies that is helpful to the dynamic therapist. Psychotherathe patient integrate anger as well as its associated object
pists who turn to empirical studies on the subject will find
and self representations into whole object representations
preliminary data but not definitive answers. Høglend et al.
(or configurations of role relationship models) rather than
(4) conducted a randomized controlled trial of dynamic
split-off part representations (or dissociated role-relationpsychotherapy designed to determine the impact of a modship models).
erate level of transference interpretations (one to three per
Given the conflicting arguments, how can a psychodysession) in once-weekly therapy of 1 year’s duration. They
namic therapist understand how so many different ap-

518

ajp.psychiatryonline.org

Am J Psychiatry 166:5, May 2009

TREATMENT IN PSYCHIATRY

proaches appear to work? There are several possible answers. When one examines the treatment manuals of
these therapies, an overlap is clear. Both types recognize
that state control is important and is gained through clarifying, priming, and using a therapeutic alliance to help
the patient increase self-observational capacities for reappraisal of erroneous ideas (12). All therapeutic approaches
provide a systematic conceptual framework that allows
patients with borderline personality disorder to organize
their internal chaos and make sense of it.
A second possibility is that different types of patients
with borderline personality disorder respond to different
elements of the therapeutic action in the diverse psychotherapies. Some patients may readily use transference interpretation, while others may experience enough state
destabilization that they cannot process the ideas offered
in a realistic appraisal. These effects in a study using group
mean values for outcome can lead to a “washout” effect, as
those who benefit cancel out those who do worse (13).
Further research is needed to tailor the type of therapy to
specific patients. Careful moderator analyses of existing
studies might be useful in this regard.
We know that a good enough therapeutic alliance is a key
ingredient in outcome. Although variously defined, the
core concept involves the patient’s perception that he or
she is being helped and is pursuing goals held in common
with the therapist (3). Norcross (14) noted from his analysis
of numerous approaches to psychotherapy that technique
accounts for only 12%–15% of outcomes across all different
kinds of therapies. The therapeutic relationship transcends
technique and is the best predictor of outcome, but welltimed and judiciously used transference interpretations
may help counteract a patient’s negative perception of the
relationship, leading to a better therapeutic alliance. In the
therapy modalities called nondynamic, when one follows
the process and manuals, it is noted that therapists in cognitive and behavioral therapies also act to counteract obstacles presented by the patient that interfere with motivation to cooperate with the therapist’s offer of specific
methods for improvement in thought and action.
Based on clinical experience and psychotherapy research findings, most clinicians would agree that the alliance between therapist and patient is a key predictor of
outcome in all treatments for borderline personality disorder. Most would also agree that the therapeutic alliance
may be difficult to stabilize with these patients. In addition, most would acknowledge that the sheer quantity of
transference interpretations may be far less important
than the timing of such interventions.
Timing and word choice are vital in determining
whether a transference intervention facilitates rational reappraisal or destabilizes information processing in favor
of the patient’s experience of raw but confusing affect. In a
psychotherapy process study involving audiotapes of
long-term dynamic psychotherapy with borderline personality disorder patients in which the impact of the therapist’s intervention on the therapeutic alliance was rated
(3, 15), transference interpretation was noted to have a
Am J Psychiatry 166:5, May 2009

greater impact on the therapeutic alliance—both positive
and negative—than other interventions. The investigators
concluded that transference interpretation is a high-risk,
high-gain intervention for borderline personality disorder
patients (3). They noted that transference interpretation is
most effective when the road has been paved with a series
of empathic, validating, and supportive interventions that
create a holding environment for the patient. We would
add here that the road continues beyond transference interpretation to other methods of facilitating useful change
in enduring beliefs.

Phases of Therapeutic Change
Combining the results of empirical studies with clinical
knowledge derived from following mini-outcomes of
change in the midst of therapies, we can summarize the
road paved before transference interpretations as well as
the road that leads beyond to further change in core attitudes. We summarize this journey as phases of therapy,
and it can be illustrated by charting the course of therapy
with Ms. A. We think these successive phases offer a systematic way to organize the therapist’s task, which can often seem murky and mired in chaotic transferences and
countertransferences. We recognize that these phases are
fluid, rather than strictly linear, and that they overlap to
some extent. However, we are presenting them sequentially for the sake of clarity.
The first phase clarifies a pattern that is maladaptive.
The therapist challenges the patient’s acceptance of the
pattern as “ordinary” to her (which it is) and appropriate
(which it is not—there is the challenge). The therapist clarifies intention: the challenge is in the long-range interest
of the patient. Although it may feel insulting, it is not a
scornful or malevolent stance.
The initial phase encourages the patient to see her distress as growing out of her particular perception of events
rather than as an accurate replica of reality. Ms. A might be
asked what she imagined the clerk was thinking. This attempt to understand someone else’s mind as harboring
different beliefs from those in the patient’s mind is the essence of mentalizing. The therapist identifies the recurrent interpersonal attitude as recognizable to the patient
intrapsychically as a state of mind. In the vignette the patient might, for example, name her own state with the
therapist as a “chip-on-the-shoulder” state. In this state
the self is seen as an aggrieved potential victim while others are regarded as mean-spirited, scornful, and potentially harmful. This state can shift with trigger stimuli into
an undermodulated rage that can destroy positive interpersonal relationship possibilities, whether with strangers, intimates, or the therapist. Hence the therapist also
works in a more general way to help the patient reflect on
thoughts and feelings before acting on them.
This initial phase includes mentalizing, clarifying cognitions, and focusing on the mental operations of attention
control that might serve to govern behavior at the point of
the shift from embittered to enraged states. The therapist
maintains calm and challenges the patient to see how ofajp.psychiatryonline.org
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ten there is an internal readiness to see others in this particular way when in fact this might not be the case. He
might say, for example, “This chip-on-the-shoulder state
seems to appear in different situations with considerable
frequency—in the store the other day, and even with me
when I asked a question about it.”
Once the patient can see this pattern, she may still feel
unable to change the attitudes that produce the self-impairing states. The therapist patiently helps her gradually
identify an underlying role relationship model within
these chip-on-the-shoulder states and within the selfrighteous states of undermodulated rage (12, 16). The key
here is the recognition of the chip-on-the-shoulder state
because, when in this state, Ms. A might be able to retain
sufficient reasoning processes to prevent entry into the
rage associated with counterattack.
As she becomes familiar with the role relationship
model in which she felt ready to be treated malevolently,
she could become familiar with the chronic nature of her
readiness to feel aggrieved through interpretations that
link this model to past situations. These interpretations
aim to delink this childhood role relationship model from
its application to current interpersonal situations. Again,
the therapist patiently clarifies and challenges the patient’s perceptions and reactions to show that some are irrational current appraisals of others.
The first phase is state analysis and control, and the second maintains an alliance while challenging and clarifying
underlying fantasies and beliefs about self and other that
lead to maladaptive patterns. The third phase is to hold on
to clarity about the irrational and continuing feeling of
having been aggrieved and to link it to Ms. A’s personal life
story. For example, one might offer the following observation: “It sounded to me that when you complained to your
parents about their neglect, they would verbally blast you
for it. Maybe that led you to reverse roles and engage in
verbal counterattacks from a position of strong feelings
rather than a position of weakness.” In this way the therapist provides an explanatory statement that leads up to
transference work without directly addressing the transference relationship.
This observation is repeatedly contrasted with the reality of the growing therapeutic alliance: in fact, the therapist is not verbally abusing her by challenging her to reappraise an interpersonal situation. Rather, he is clarifying
that her fantasy of being abused is a reenactment, not a
reasonable response to his supposed neglect, lack of empathy, or abuse. This phase may usefully include welltimed transference interpretations. These are likely to promote rather than destabilize the patient’s sense of security
and coherence because of the context of a solid therapeutic alliance that has been forged from the first two phases.
The road needs to continue from here, however, into a
fourth phase. Here the insights gained, the agreements negotiated, and the underlying sense of alliance are used to
form a rationale for counteracting the chip-on-the-shoul-
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der state of mind and the attitudes that organized it. This
phase is like the techniques advocated in virtually every
form of psychotherapy: using rational “cognitions” to
counteract habitual, almost knee-jerk, assumptions and
fantasies that are reflective of dysfunctional beliefs and internal object relations patterns or person schemas (17).
The patient will still tend to repeat the maladaptive pattern. In the fifth phase, the mentalization capacities
learned are used to consider the possibilities of alternative
perspectives in the minds of others. Change is encouraged
by considering other possibilities that might explain the
behavior of people such as the clerk. The therapist emphasizes that the patient needs to be ready for the emergence
of the habitual sense of grievance and to maintain alertness so she can detect pre-rage signals from herself and
the trigger behaviors she expects from others.
This intention to counteract habitual irritability and
misinterpretation of interpersonal signals includes a practiced readiness to be more tolerant, patient, and reflective.
This attitude may need to be faked initially as a way of relating with ordinary social courtesy and of avoiding any
sense of humiliation. Specifically, this shift may mean that
Ms. A will have to work in therapy to develop an understanding that other people might be surly or irritable for
internal reasons and not because of inherent malevolence
toward her in particular. The willingness to assume a
stance of practicing this strategy is instrumental in deescalating from the state of being aggrieved. It also may assist the patient in being at least benignly indifferent to the
surly behavior of another person.

Conclusion
We suggest that many effective interventions in the dynamic therapy of patients with borderline personality disorder share the end goal of changing intrapsychic core attitudes about self and other for the purpose of altering
maladaptive interpersonal relationship patterns. These
techniques may involve a combination of transference interpretation, clarification and building of a therapeutic alliance, and encouragement of mentalization. All of these
maneuvers involve the clarification of specific belief dysfunction and the strengthening of alternative concepts of
self and other.
The road we suggest starts with state control, building of
observational and thinking skills, and reinforcement of a
therapeutic alliance. Along the road, transference interpretations may provide a here-and-now crucible of mutual observation in which to negotiate attitudinal change
and further strengthen the alliance. Insight into developmental origins of the transference reactions and their current situational co-construction is not enough. The road
goes beyond that to developing new counterattitudes, intentionality, and practiced preparations for new and better encounters with others.
Am J Psychiatry 166:5, May 2009

TREATMENT IN PSYCHIATRY

Received May 2, 2008; revisions received Sept. 10 and Nov. 10, 2008;
accepted Nov. 20, 2008 (doi: 10.1176/appi.ajp.2008.08050631). From
the Department of Psychiatry and Behavioral Sciences, Baylor College
of Medicine, Houston; and the Department of Psychiatry, University of
California, San Francisco. Address correspondence and reprint requests to Dr. Gabbard, 6655 Travis St., Ste. 500, Houston, TX 77030;
ggabbard@bcm.tmc.edu (e-mail).
The authors report no competing interests.

References
1. Donegan NH, Sanislow CA, Blumberg HP, Fulbright RK, Lacadie
C, Skudlarski P, Gore JC, Olson IR, McGlashan TH, Wexler BE:
Amygdala hyperreactivity in borderline personality disorder:
implications for emotional dysregulation. Biol Psychiatry 2003;
54:1284–1293
2. Gabbard GO, Westen D: Rethinking therapeutic action. Int J
Psychoanal 2003; 84:823–841
3. Gabbard GO, Horwitz L, Allen JG, Frieswyk SH, Newsom G, Colson DB, Coyne L: Transference interpretation in the psychotherapy of borderline patients: a high-risk, high-gain phenomenon. Harv Rev Psychiatry 1994; 2:59–69
4. Høglend P, Amlo S, Marble A, Bøgwald K-P, Sørbye Ø, Sjaastad
MC, Heyerdahl O: Analysis of the patient-therapist relationship
in dynamic psychotherapy: an experimental study of transference interpretations. Am J Psychiatry 2006; 163:1739–1746
5. Bateman A, Fonagy P: Effectiveness of partial hospitalization in
the treatment of borderline personality disorder: a randomized controlled trial. Am J Psychiatry 1999; 156:1563–1569
6. Linehan MM, Comtois KA, Murray AM, Brown MZ, Gallop RJ,
Heard HL, Korslund KE, Tutek DA, Reynolds SK, Lindenboim N:
Two-year randomized controlled trial and follow-up of dialectical behavior therapy vs therapy by experts for suicidal behaviors and borderline personality disorder. Arch Gen Psychiatry
2006; 63:757–766

Am J Psychiatry 166:5, May 2009

7. Clarkin JF, Levy KN, Lenzenweger MF, Kernberg OF: Evaluating
three treatments for borderline personality disorder: a multiwave study. Am J Psychiatry 2007; 164:922–928
8. Giesen-Bloo J, van Dyck R, Spinhoven P, van Tilburg W, Dirksen
C, van Affelt T, Kremers I, Nadort M, Arntz A: Outpatient psychotherapy for borderline personality disorder: randomized
trial of schema-focused therapy vs transference-focused therapy. Arch Gen Psychiatry 2006; 63:649–658
9. Blum N, St John D, Pfohl B, Stuart S, McCormick B, Allen J, Arndt
S, Black DW: Systems Training for Emotional Predictability and
Problem Solving (STEPPS) for outpatients with borderline personality disorder: a randomized controlled trial and 1-year follow-up. Am J Psychiatry 2008; 165:468–478
10. Levy KN, Kelly KM, Meehan KB, Reynoso JS, Weber M, Clarkin JF,
Kernberg OF: Change in attachment patterns and reflective
function in a randomized control trial of transference focused
psychotherapy for borderline personality disorder. J Consult
Clin Psychol 2006; 74:1027–1040
11. Gunderson JG, Bateman A, Kernberg O: Alternative perspectives on psychodynamic psychotherapy of borderline personality disorder: the case of “Ellen” (case conf). Am J Psychiatry
2007; 164:1333–1339
12. Horowitz MJ: Cognitive Psychodynamics: From Conflict to Character. New York, John Wiley & Sons, 1998
13. Horowitz MJ, Marmar C, Weiss DS, De Witt KN, Rosenbaum R:
Brief psychotherapy of bereavement reactions: the relationship of process to outcome. Arch Gen Psychiatry 1984; 41:438–
448
14. Norcross JC: Toward the delineation of empirically based principles in psychotherapy: commentary on Beutler. Prevention
and Treatment 2000; 3:1–5
15. Horwitz L, Gabbard GO, Allen JG, Colson DB, Frieswyk SH, Newsom GE, Coyne L: Borderline Personality Disorder: Tailoring the
Psychotherapy to the Patient. Washington, DC, American Psychiatric Press, 1996
16. Horowitz MJ: Understanding Psychotherapy Change. Washington, DC, American Psychological Association Press, 2005
17. Horowitz MH: Person Schemas and Maladaptive Interpersonal
Patterns. Chicago, University of Chicago Press, 1992

ajp.psychiatryonline.org

521

