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THE THERAPEUTIC ALLIAN CE IN THE TREATMENT OF PERSONALITY DISORDERS

ifies nocessary, but not sufticient, clementls, Adlert?
observed that patients with horderline and narcissistic
dilliculties muy not be able to eslublish a mature work-
ing alliance until much later in a successful treatment.
Others who typically work with more disturbed
patients have noled that establishing a therapeutic
alliance may bhe onc of the primary goals of the Lreat-
ment and that there may be different phases of alliance
development as treatment pProgresscs. Gunderson®®
ohserved the following alliance stages in the course of
conducting long-term psychotherapy with patients with
borderline personality disorder:

1) Contractual (behavi aral); initial sgreement
between the patient and therapist on trestment goals
and their rales in achieving them {(Phase I); 2}
Relational taffective/empathic): emphasized by
Rogerian cliant-centered relationshipy; patient experi-
ences the therapist as caring, understanding, genuine,
and likable (Phase II); 3) Working (cognitive/motiva-
tional): psychoanalytic pratofype; patient joins the
therapist us a reliable collaborator to help the patient
understand herself or himself; ils development repre-
sents u significant improvement for borderline
patients (Phases HI-IV). (p. 41)

Progression through these stages, if successful, typi-
cally takes a number of years. The implication is that to
reuch a point at which work leading to substantive and
enduring personality change can oceur may require a
lengthy initial alliance-building period. As Bach
noted,

Perhaps the pnmary problem in vngaging the difficult
patient is to build and retain what Ellman (188101
has called analytic trust. Thesc difficult putients have
gencrally loat their faith not only in their caregivers,
spouses, and vther abiects, but also in the world itself
as a place of expectable and manageable contingen-
cies. (p. 180)

ALLIANCE STRAINS AND RUPTURES

Whilc o strong positive alliance can predict a successful
treptment outcome, the converse i8 alsy true: problems
in the treatment alliance may lead to premature Leymi-
nation if not handled in a sensitive and tim ely manner.
Ividence has shown that strains und ruptures in the
alliance are often related to unilateral termination.!?
Thus, negotiating ruptures in the alliunce is another
issue that has garnered increasing attention in the psy-
chotherapy literature.

Jaurnal of Peychiatrie Practice Val. 11, No. 2

Disruptions in the alliance are inevitable and occur
more frequently than may be readily apparent to the
clinician.'® Onc study!® asked patients tv report
thoughts and feelings that they werc not expressing to
their therapists. Most things that were not discussed
were negative, and even the most experienced thera-
pists were aware of uncommunicubed negative material
vnly 45% of the time. It has alsu been suggested, how-
gver, that therapisl awareness of patients’ negative
feelings may actually create problems. Therapists,
rather than being open and flexible in response, may at
times become defensive and negative or may become
more rigid in applying treatment technigues.®

Sufran and Muran' outlined a model gpecifying two
subtypes of ruptures: withdrawal and cenfrontation.
Withdrawals arc sometimes fairly subtle. One example
is a therapist who assumes the treatment ig progress-
ing but may be unawarc that a patient is withholding
important information out of lack of trust or for fear of
feeling humiliated. Other types of withdrawal behav-
jors include such things as intellectnalizing, talking
excessively aboul vther people, or changing the subject.
Withdrawal behaviors may be morc common in
patients who are overly compliant al times, such as
thuse with depcndent or obsesgive-cumpulsive person-
ality disorder or those who are uncomfortable about
interpersonal relations, such as patients with aveidant
personality disorder.

Confrontations, on the other hand, are usually moere
overt, such as complaining about varinus uspects of
therapy or criticizing the therapist. Some may he
rather dramatic, such as a patient whao slorms out of
session in a rage or leaves an angry message oD the
therapist's answering machine, Confroniation ruptures
are likcly to be more frequently experienced with more
brittle patients such as those with borderline, narcis-
gistic, or paranoid personality disorders. In any event,
clinicians are best served by being alert to raptures and
adopting the attitude that thay are often excellent
ppportunilics to engage the patient in a coliaborative
effort to cbserve and learn about the patient’s own
style.?!

ALLIANCE CONSIDERATIONS BY DSM
CLUSTER

For ease of diseussion, the following section 18 orgun-
ized by DSM-1V-TR# pcrsonality disorder diagnostic
clusters to address particular alliance-relevant iasues
associated with euch. llowever, there is increasing evi-
dence that the DSM categorics and clusters do not ade-
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THE THERAPEUTIC ALLIANCE IN THE TREATMENT OF PERSONALITY DISORDERS

| Table 1. Alliance-relevani aspects of each personality dié{_)rder st&ie .

! Personality disorder

[ trait cluster

Alliance challenges

Points of pysgible engugement in treatment

| Schizotypal Suspiclousness/paranaia Possible motivalion for humun connection
Profound interpersonal discom(lort |
! Bizarre thinking |
| Schizoid Social detachment, Underlying neediness and sensitivi ty ..
| Fmotional aloofmess i
"Paranoid Expectations of harm or exploitation Underlying need for affirmation |
i Hypersensitivity Lo perceived criticism :
! Inclination to withdraw or aiiack |
| Borderline Unstable emolional and cognitive states  Rel ationship-seeking |
Fixtremely demanding Responds to warmth und support :
Proncuess to acting out
| Nareigsistic Need for constant positive regard Responds over time tn empathy .
; Contempt for others and affirmation |
| Grandiose sense of entitlement
i Uistrionic Attempts to charm and cntertain Relationship-seeking
; Fmotienally lahile Responds to warmth and support ;
_ Unfocused cognitive style |
! Antisocial Controlling Muy engage in treatment if in selfinterest ar |
Tendency to lie and manipulale If Axis 1 symptoms causc sufficient distress _
; No empathy or regard for others |
! Use of pseudnalliance o gain advanlage :
. Avoidant Expcetation of eriticism and rejection Responds to warmth/empathy ‘
i Proneness to shame and humiliatjon Desire for relationships in spite of |
i Relnetance to disclose information vulnerahilitics :
; Dependent No value placed on independence/ Priendly and compliant |
i taking initiative Likely to stay in treatment
Submission leading 10 pseudoalliance
i Obsessive- Need for cantrol Conscienlinus |
compulsive Perfectionistic toward selt and others Use of intellectualization may be helpful at |
Fear of eriticism from therapist times

Restricled affact
! Stubbarnness

quately capture the comiplexity of character pathalogy
traits and symptoms. For instance, patients often meet,
criteria for at least two personalily disarders, perhaps
spanning different clusters, such as the eo-tocurrence of
schizotypal personality disorder with borderline per-
sonality disorder or borderiine personality  disorder
with avoidunt personality disorder,® or o palient may
not meet {ull eriteria for any one disorder but could still
have prominent features associated with one or several
personality disorders.

Thus, in practical (erms, a cliniclan considering
salient elements of the therapeutic alliance should

V6 Murch 2005

Will try to be a “good patient”

determine which aspects of a palient’s personality
pathology are dominant or in ascendance at intake and
at various points over the comrse of treatment, That
being said, il has heen suggested that the nature of the
alliance established early in the treatment is more pow-
erfully predictive of outcome 2* For example, 2 study of
long-term psvchotherapy with a group of borderline
patients found that therapist ratings of the alliance at
6 weeks predicted subscquent dropouts.?® As Horvath
and Greenberg? noted: “It seems reasonable Lo think of
alliance development in the first phase of therapy as a
series of windews of apportunity, decreasing in size

Journal of Psyehiatric Practics Vol 1 1, Ng, 2




THE THERAPEUTIC ALLIANCE IN THE TREATMENT OF PERSONALITY DISORDERS

wilh cach session” (p. 3). Thus, Table 1 summarizes by
personality disorder the tendencies that may serve Lo
challenge carly collaboration building as well as
aspects that a clinician might use to engage the patient.

Cluster A

Clustcr A—the so-called odd-eccentric cluster—is com-=
prised of schizotypal, schizoid, and paranoid personality
disorders, What is most relevant {ur aliiance building is
the profound impairment in INLErperson al reletionships
associated with these disorders. Because there are often
pronounced paranoid or ahena ted features, people with
these characteristics often do not seek treatment unless
dealing with acule Axis 1 problems such as substlance
abuse,

Schizotypal. Schizotypal phenomena are thought by
some to exist on the schizophrenia spectrum, given the
associated disordered cognilions and bizarre beliefs.
Because il is almost ulways the case that such individu-
als have one or no significant others vutside family
members, it is often assumed that schizotypal individuo-
als have no desire to become involved in relationships.
However, in many cases, 1t iz more a matter of being
excruciatingly uncomfortable around people rather than
a lack of interest in connection. This Jdiscomfort may not
be readily apparent, sv cstablishing an alliance with
such patients may requirc being attentive to chucs abaut
what. is ot being said, The therapist may be a player in
some elaborated fantasy that is making it difficult for
the patient to find some minimum level of comfort. A
recent study hy Bender et al 25 assessed various attrib-
utes of how palients with personality disorders think
about their therapists. Interestingly, results showed
that patients with schizutypal personality disorder had
the highest level of mental invalvement with therapy
putside the yession, missing their therapists und wish-
ing for friendship while also feeling aggressive or nega-
tive. One man with schizotypul personality disorder
(who hud also become attached to the female research
assisiunt) revealed the following view of his therapist:

Very beautiful and attractive in a sense that 1 yearn to
have a sexuul relationship with her. She’s very smart
and educated. She knows what she wants out of lite
and | wish [ were working for 1 could take her cut to
the movics and dinner. She furns me on and 1 desper-
ately want to make love to her eternally. She’s my life
and knowing she doesn't feel the same, 1 live n
dreams. (p. 231)

Journal of Peychiatric Practice Vol. 11, Nu. 2
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Schizoid. Benjamin®’ noted that schizoid personality is
more consistenily assacialed with a lack of desire for
intimate human conneclion. She described how some
peuple with schizoid character can be found living very
conventional lives on the surface, having families, jabs,
und so on. However, usually things are arranged so that
peeple are kept at an emotionul distance. There may
also be a pronounced lack of conflict, with associated
affective coldness or dullness, so that a truly schizoid
person is unlikely to become anxious or depressed and
thus is usually lotally lacking any motivation Lo seek
treatmment. However, Akhtar® suggested that underly-
ing all of this apparent delachment iy an intense needi-
ness for others and the capability of interpersonal
responsivencss with a fow carefully selected people.
Puticnts who may have more access io these latter
attributes have a greater likelihood of forming an
alliance in therapy if they choose to seek treatment.

Paranoid. The “paranoid” label largely speaks for itself.
Taranoid individuals are incessantly loaded for bear
and sce bears where others do not—that is, they arc vig-
ilantly on the lookout for perceived slights, finding
offense in even the most benign of circumstances.
Alliance-building challenges are obvious. However, il
has also been noted that paranoid individuals are often
acting in dcfense of an extremely fragile sclf-concept
and may possibly be reached pyver time in treatment
with an upproach that incl ades unwavering atfirmation
and careful handling of the muny poasible ruptures.?’

Cluster B

The “dramatic” cluster includes antisocial, borderline,
histrionic, and narcissistic personulity disorders. 18ach
of these character styles is associated in some way with
pushing the limits, und great carc is needed by clini-
cians to avoid crossing inappropriate lines in a guest to
build an alliance. Thas, many Cluster B paticnts pres-
ent some of the most daunting treatment challenges.

Borderline. Kernberg?® described the borderiine per-
sonality as being riddled with aggressive impulses that
constantly threaten to destroy positive internal images
of the self and others. According to this model, the bor-
derline person does not underge the narmal develop-
mental process of psychological integration but rather,
as a defensive attempt to deul with aggression, creates
“gplits” in his or her mind, protecting the good images
from the bad, This leads Lo a fractured selt-concept and
the idenlity problems associated with this disorder.
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Thus, une can expect the alliance-building work Lo he
rather rocky because these patients frequently exhibit
proviounced emotional upheaval, self-des bructive acting
out, and views of the therapist that alternute between
idealization and denigration. Within relationships, such
individuals are very needy and demanding, often strain-
ing the boundarics of the treatment relationship and
exerting pressure on clinicians to behave in ways Lhey
normally would not. Rescarch has demonatrated Lhat
such pregsures can impair the chinigian’s ability 1o
reflect on his or her mental states and those of the
patient ™ Furthermare, clinicians who work with such
patients must be able to tolerate and productively dis.
cusk anger and aggression. However, because borderline
patients are, in most, eases, relutionship-secking, this is
a positive indicator for engagement, in treatment,

One treatment sludy of borderline patients’! gxam-
ined alliance development over time. Psychodynamic
psychotherapy was cmploved using largely noninterpre-
tive inlerventions in the initial allianee-building period
(choice of intervention is discussed later in the article).
The authurs observed that a strong alliance and gaood
treatment outcome were linked to two factors: 1) a salid
commitment by the participaling therapist to remain
engaged in the treatment until significant guins had
heen made by the patients: and 2) special emphusiz on
facilitating the patients expressions of aggression and
rage without fear of retaliation. Horwitz et al.,*® who
studied the therapcutic alliance over the course of treal-
ment of borderline patients, noted that “clinjcal obser-
vation of our cases revealed that the repair of
moment-ty-moment. disruplions in the alliunce often
was the key factor in mainlaining the viability of the
peyvehotherapy” (p. 17:1).

Narecissistie. Narcissistic character Lraits have received
considerable attention in the clinical literature.
Kohut* described individuals in whom there is o fun-
damental deficit in the ability to regulate self-estcem
without reserting to omnipotent strategies of nvercom-
pensalion or overrclance on admiration by others.
Some people who are narcissistically vulnerahle have
difficully maintaining a cohesive sense of self because
of ubiguitous shame, resuiting from a sense thai, they
fundamentally full shori. of some internal ideal. They
louk for constant reinforcement from others to bolster
their fragile self-images. This eomhination of traits has
baen referred to alternatively as vidnerable, deflated , or
coLert narcissism.

On the other side of the narcissistic “coin”—what the
DSM narcissistic personality disurder diagnosis cap-

78 March 2005

tures—are people who are intensely grandiose, seeking
to maintain seif-csteem through vmnipotent funtasies
and defenling athers. They defend against needing oth-
ers by mainlaining fusions of ideal sclf, ideal other, and
actual self-images. Thus, there is an illusion maintained
wherehy this type of narcissistic person has a sense that
because he or she is perfect, love and admiration will he
received from other “ideal people,” and thus there is no
need Lo associate with inferiors. Tn its most exlreme
form, this manifestation of character pathology has
heen: referred to as malignant narcissism.

Tt ts obvivus that such personality traits pese signifi-
canl challenges in alliance-building, It is often the case
that the patienl will need to keep the therapist aut of
the room, so to speak, for quite a lang time by not allow-
ing him or her to voico anything that represents an
alternative view L that of the patient’s. For such
paticnts, nther people, including the therapist, do not
exist as separate individuals but merely as objects for
gratifying needs. The clinician must tolerate this stale
of affairs, sometimes for a lengthy period of time,
Meissner® observed, “Lstablishing any degree of trust
with such patients may be extremely difficult, but not
impossible, for u consistent respect for their vulnerahil-
ity and a recognilion of their need not. to trust may in
time undereut their defensive need” (p. 2U8).

Histrionic, A patient with histrionic personality needs
to be the center of attention and may behave in seduc-
tive ways in an attempt to keep the clinician enter-
tained and engaged. At the same time, emotional
expressions arc oflen shallow and greatly exaggerated,
and the histrionic patient assumes a fleep connection
and dependence very quickly. Detuils are prescated in
vague and overgeneralized ways. There is very little Lol-
erance (or frustration, resulting in demands for inmrne-
diate gratification., As opmosed to the more well
integrated, higher functioning, neurotic “hysterical per-
sonality” often written about in the psychoanalytic lit-
erature, the histrionic personality disorder organization
more closely resembles the borderline. Marticular bor-
derline aspects include a tendeney to utilize splitling
deflenses rather than repression, and a marked degree of
identily diffusion.® The attention-secking attribute can
he helpful in establishing a preliminary alliance.
However, as with patients with borderlince pathalogy,
the clinician must be preparcd (o manage esculating
demands and dramatic acting ont.

Antisocial. Antisocial persopality is associated with
ongoing violation of socicty’s norms, manifested in snch

Journal of Pgvchiatric Proctice Vol. 11, No. 2




THE THERAPEUTIC ALLIAN CE IN THE TREATMENT OF PERSONALITY DISORDERS

hehuviors as theft, inlimidation, violence, or making o
living in an illegal fashion such as by fraud or selling
drugs. Also narcissistic by delinition, people with anti-
social personality disorder have little or no regard for
the welfare of others. Clearly, this personality disorder
is found extensively among inmates within the prison
system, Stone™® suggested that there are gradations of
the antisocial style, with the milder forms being more
amenable to ircatment. However, within the broader
label of antisucial is a subset of individuals who are con-
gidered to be psychoputhic. Psychopaths are sadistic und
manipulative pathelogical liars; show no cmpathy, com-
passion, or remorse for hurting others; and tuke no
responsibility for their actions. The most dramalic form
is manifest by individuals who forturc or murder their
victims. Those who perpetrate such violence reside on
the cxtreme end of the spectrum of antisociul behavior
and would be the mosi difficult Lo treat.

In keeping with notion thal there is a spectrum of
antisocial psychopathology, empirical evidence shows
that some antisocigl patients are capable of forming a
treatment alliance resulling in positive outcome
Conseyuently, it has heen recommendced by some that 2
trial treatment of several scssions be applied with anti-
sacial patienls who may typically be assumed to be
untreatable. However, there is always the risk that such
paticnts, particularly within an institutional context
{e.g., @ hospital or prisun} may exhibit a pseudoalliance
to gain certain advantages.’’ For example, theve could
be a disingenuous profession of enhanced self-under-
standing and movement toward reform as an attempt to
manipulate the (herapist into recommending inuppro-
priale privileges.

There is some indicativn that depression serves as a
muderator in the treatment of antisocial palients. One
study demonstrated that depressed antisocial patienls
are more likely to benefit from treatment compared
with nondepressed antisocial patients.”® Thus, the pres-
ence of depression may serve as motivation for these
patients to seek and comply with treatment.

Sadomasochistic Character

Cases in which difficult patients take a preminent role
in orchestrating situations to sabotage u potentially
helpful treatment are ubiguilous in the clinical litera-
ture. This type of dynamic points to an additional cle-
ment commeonly overlooked in treatments in gencral but
of particular relevance when trying to establish and
maintain an alliance with patients with character
patholugy: sadomasochism. Most dramatically overt in

Journal of Paychiatric Practice yol. 11, Ko. 2

patients with borderline, narcissistic, and/or antisocial
issues, relational tendencies {hat are anywhere [rom
tinged to saturated by sadomasochistic trends span the
gpectrum of personality disorder pathology. The pres-
cnce of sadomasochistic patterns does not meun that
overt gexual perversions will be present, although they
may be, but that the patient has characteristic ways of
engaging others in a struggle in which one party is suf-
fering at the hands of {hic other. Patients with a sado-
magochistic approach to relationships make it very
difficult for the clinician working in any modality to be
a helpful agent of change. Furthermore, it is sometimes
the case with such paticnts that ot the foundation of the
alliance is a very subtle, or nul se subtle, sadormasoehis-
tic enaciment.

For example, a patient may, en the surface, be agree-
ing with the iherapist’s vbservations but is actually
experiencing them as verbal assaulls while masochisti-
cally suffering in silence and showing no improvement
in treatment. There is the patienl whois highly provoca-
live, attemypting to bait the therapist into saying and
doing things that may prove to e counterattacks. There
are also patients whe act out in apparently punishing
ways, such as atlempting suicide using a newly pre-
scribed medication when it secmed a8 though the wreat-
ment wis progressing.

Bach®® deseribed a sadomasechistic way of relating as
arising as “a defense against and an uttempt Lo repalr
come traumalic loss that has not been adequately
mourned,” {p. 4). This {rauma could have come in the
(orm of an actual loss of a parent, loss of love us a resull
of abuse or neglect, or some expericnce of logs of the sell
due to such things as childhood illness or gircumstances
leading Lv overwhelining anxiety. From this perspective,
the cruel behavior of the sadist may, for instance, be an
attempt to punish the object for threutcned abanden-
menl. The masochistic stance invelves a way of loving
someone who gives ill-treatment—the vnly way of main-
taining a conncction is through suffering.+® Early in
devclopment, this way of loving is self-preservative—
{he sadiem of the lave object i8 turned upon the self as a
way of maintaining a needed relutionship. ! However, 1n
an adull, this masochistic sclution, with its always
attendant aggressive-sadistic elements, serves to causc
significant interpersonal dysfunction.

A single woman in her forties, Ms. P wus referred for
psychotherapy ofter she had gone tv see four or five
other therupists, staying for anly veveral sessions maxi-
mum because she found them all to be [ncompetent in
some way. An auid reader of self-help liternture, she
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dependent patients are Inath to see the value in asserl-
ing some independence. Furthermore, there is a deeply
ingrained assumption by these paticnts thut vhey arc
actually incapable of functioning movre indcpendently
and thut being more asscrfive will be experienced by
others as alienating AggTessivencss. Thus, a therapist
rust be very alert to the withdrawal Lypes of strains
and ruptures, such as withholding information, as well
as to the challenge Lo the alliance that may occur when
the therupist atigmpis to cncourage mare independ-
cnee.

Avoidant, The avoidant individunl is extremely inler-
personally sensitive, afraid of being criticized, and con-
atantly concerned about saying or dving something
foulish or humiliating. In spite of an intense desire to
cunnect with others, an avuidant person does not let
anyone get close unless absolutely sure the persen likes
him or her. Because of {his acute scnsitivily, there iy
some evidence that some avoidant patienis are some-
what difficult to retain in treatment. One study showed
that a group of avoidant patients was significantly more
likely to drop out of 4 short-term supportive-expressive
treatment compared with patients with obsessalve-com-
pulsive personality disorder.™ Clinicians who work with
uvoidanl patients need to be constanily mindful of the
potentially shaming effects of certain comments but can
alsn work with the patient’s underlying hunger for
attachment to enlist them in building an alliance.

Furthermore, there is preliminary evidence support-
ing the nation that ai least some of the patients diag-
noged with avoidant personalily diporder are actually
better characterized as vulnerable narcissists. These
patients covertly crave admirution to bulster their frag-
ile self-esteem and secretly or unconsciously feel enti-
tled to it rather than simply being afraid of not being
liked or accepted.® (iabbard®” also referred to this style
as hypervigilant nercissism, emphasizing extreme inter-
personal sensitivity, other-directedness, and shame
proneness aapects. An underlying unrecognized narvis-
sism in aveidant personality disorder has significant
treatment implications, changing the nature of the
forces alfecting the alliance as well as shaping the types
of treatment interventions that are indicated.

Uibsessive-compulsive. The obsessive-compulsive char-
ucter i assuciated with more sluble interpersonal rela-
tionships than some other styles, but typical delenses
are centcred on repression, with patlerns of highly reg-
ulated gratification and vngoing denial of interpersonal
and intrapsychic conflicts# Sell-willed and obstinale,

Journal of Paychiatric Praclice Vol 11, No. 2

with a constant eye loward rules and regulations, peo-
ple with obsessive-compulsive attributes guard against
any meaningful consideration of their impulses toward
others. Maintaining contral over internal expcrience
and the external world 18 u top privrity, so Tigidity in
often a hallmark of this character type. Except in its
most severe manifestations, obaessive-compulsive char-
acter pathology is less impairing than some of the oth-
ors and more readily gmeliorated by treatment.
Although stubborn and controlling and averse io con-
sidering emotional content, obsessive-compulsive indi-
viduals also generally try to be “good patients’ and so
cun be engaged in # constructive alliance that is less
rocky compared with other types of personality digorder
patients.

Mr. 8, u 25-year-old philosuphy graduute student, began
a twive-weekly psychotherupy. His presenting complain!
was difficulty with completing work effectively, particu-
larly writing tasks, due to excessive anxiely und nbses-
sionality (he met criteria. for obsessive-compulsive
personality disorder and generalized anxiety disorder).
When he came for treatmend, he was struggling to muke
progress on his masters thesis. Although Mr. 8 secial-
ized quite a bit, he reported thut intimate relationships
often fell “wonden,” He was usually overcommitted with
an endless list of “shoulds” that he wondd constantly
menially review and remind himself how much ke was
failing tn satisfy his obligations. A central theme
throughout treutment wos his tendency to be self-deni-
gruting, loathing himself as a person deserving of pun-
ishment in same wey yet being extremely provocative
(sadomasochistic trends). He also held very strong polit-
icod beliefs, sure thut his woy of viewing things wus
superior to others’.

Estgblisking a productive allionce with Mr § wes
not easily accomplished al first. In the early phase of
treqtment, he was extremely controlling and challeng-
ing in sessions, taiking constantly and tangentially,
often losing the core point of his siutements beeause of
a need to present excessive details. Any statement the
therapist made was experienced as an intrusion or
interruption. For exumple, if the therapis! attempted to
be emputhic using u word Mr 8 had not used, such as
saying, “That suunds difficnlt,” he would respond,
“Difficult? I don’t know if I'd choose the wnrd difficult.
Chullenging, muaybe, or dounting, but not difficuit.”
Thus, for a number of menths n the initial phase of the
treatment, the therupist chose her words carefully,
\whick eventually paved the wuy for incrensed dialogue
about Mr. §'s problems. Mr. 5 also began to tolerate a
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discussion of his emational life, u tupic that previously
had been very threatening to him.

Parsive-aggressive. Some of the aspects of thig cuse
example may he described as passive-aggressive, partic-
ularly the palient’s tendency to procrastinate BXCEERIVe-
v in dning his work. Pugssive-aggressive traits include
argumentativeness, searning authorily, resistance to
carrying nut social and occupationgl responsibilities,
ANgry pessimism, alternating between defiance and con-
trition, envy, and exaggerated complaints about, persgn-
al misfortune. These attributes post challenges to the
formation of an effective therapeutic alltance becayse
Lhese patients are likely to expect that the treatment
holds ne promise of helping, and they behave in wWays
that contribute to that cuteome, The passive-aggressive
{negativistic) personality disorder diugnosis was inelud-
cd in Cluster C in DEM-TII-R,* but was subsequently
shified to the wppendix of disorders needing further
study in DSM-IV.#® Some experts on phenomenology
argue that this diagnosis is elinically very useful and
should be restored to the DSM list of personality disor-
ders {c.g., Wetzler and Morey!,

ALLIANCE CONSIDERATIONS WITHIN
DIFFERENT TREATMENT PARADIGMS

Clearly, no malier what treniment paradigm one adopts
for working with patients with personality disorders,
attention to the alliance s of ntmost impaortance,
Thoughis and feclings on the part of the therapist must
he manitored closely, because interactions with difficult
patients may often be provacative, inducing reacrions
that must be carefully managed. (For a discussion of
some of the most serious consequences of trealments
gone awry, readers are vefereed Lo the article by
Gutheil*® on boundary viglations in this issue |p. 88).3
Although this topie is usually diseussed as counter-
transference in Lthe psychoanalytie/psychodynamic tra-
dition, it 1s also quite applicable across ail treatmenis.*?

Trealment approach and technique must be flexibie,
s¢ that interventions can he made appropriate to the
individual patient's style. Otherwise, the alliance may
be jeopardized and the patient will nol benefit or may
leave treatment altogether. Farthermore, it is likely
thal noticeabic improvementls in symptoms and fune-
lioning in such palients will likely require a significant-
ly langer period of treatment thao for patients with no
character pathalogy. The following section revicws some
considerations relevant v alliance in different treat-
ment contexls. Readers are also veferred to the 2005
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American Psychiatric Publishing Texthook of Personality
Disorders® for more detailed discussions of issues rclat-
cd Lo specific treatment approaches.

Psychodynamic Psychnthcrapylpsychoanalysis

One longslanding issue within the psychodynamic psy-
chotherapy tradition is the application of particular
techniques. Interpretation of the iransference was long
considered the heart of the psycheanalytic approach.
However, as the application of this Lreatment evolved
and clinicians gained mgre experience with more dis-
turbed patients—most notably those with borderline
and narcissistic {rends—it became apparent that, in
many cuses, transference inlerpretations with such
patients were often counterproductive. Refraining from
making deep, interpretive interventions early on is con-
sistent with notions of writers such as Winnicott™ and
Kohut," whu asserted (hat certain mare disiurhed,
patients eannol tolerate such interprelations in the ini-
tial phase of trcatment.

Gabbard® stressed the inportance of understanding
that there is usually a mixiure of supportive and
expressive {interpretive) elements in every analysis or
psychodynamin psychutherapy That is, the expressive,
insight-oriented mode of assisting patients in uncover-
1ng unronseigus emmflicts, thonghts, or affects through
Interpretation or confrontation may be appropriate at,
times, whereas u more supportive approach of bolster-
ing the patient’s defenses and coping abilities is prefer-
able in gther circumstances.

For instance, it muy bhe diffied]t to focus on more
insight-oriented interventions with a patient with hos-
derline impairments unlil that Patient is assigled in
achleving a safe, morc stable alliance. Similarly, the
severely narcigsistically impaired patient may nol he
able o acrept the analyst’s interpretations of his or her
UNCONBCIoNs motivations for quite a leng time, so thal
supporlive, empathic eommunications may he more
effective interventions in building an alliance by help-
ing the patient feel heard and understood. Conversaly,
some obsessional patients may benclit earlier in treat-
ment by interpretations of the repressed con flicts that
may underlie the symptoms,

The results of the Paychotherapy Research Project of
The Mecnninger Foundation, which included patients
with personality disorders, led Wallerstein®? to conclude
that hnth cxpressive and supportive interventions caun
lead to characler change. Al the same lime, there is
empirical evidence supporting the notion that a fairly
solid alliance must he present (Lo effectively utilize
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trunsference interpretations per se. Bond et al.3* demon-
sirated with a group of perscnality disorder patients in
long-term treatment that for thuse palients whose
alliance was weak, transference interpretations caused
further impairment to the alliance. Conversely, the
alliance was strengthencd by (ransference interpreta-
tions when already golidly established. At the same
time, supportive interventions and discussions of defen-
sive operalions resulted in meoving the therapeutic work
forward with bath the weak and strong alliance groups
of patients.

"These findings are consistent with a study conducted
by Horwitz et al 32 exploring the effect of supportive
and interpretive interventions on the therapcutic
alliance with & group of patients with borderline per-
sonality discrder. The authors concluded that, although
many times {herapists are eager to pursué transference
interpretations, such interventions are “high-risk, high-
yain” and need to be employed carefully. They may
damage the alliance with patienls who are vulneruble
and prone to feelings of shame and humiliation.
Therefore, there must be flexibility in adjusting tech-
nique according to the dynamics of a particular patient
at a particular time given the patient’s capacilies and
vulnerabilities, apprupriately balancing both support-
ive und expressive interventions.

Ms. A sought treatment when she was in her early 308,
She was referred for psychotherapy {rom her graduale
school’y counseling center, Ms. A presented in o major
depressive episude and met eight vut of @ pussihie nine
DSM-IV-TR eriteria for Borderline personality disorder.
The initial phase of the twice-weekly psychodynamic
trectment was focused on her depression and helping her
to stabilize somelimes devasiating affective instability.
She also reported intermitient, but not life-threatening,
instances of cutting herself, purticularly after some unsat-
isfactory encounler with a friend or colleague.

The patient’s lack of object constancy, her affective
instability, and ¢ fragmented sense of self eontributed
to great variutions in the nature of Ms. A's presence in
sessions At times she would be vverwhelmed By fatigue,
whereas other times she would be engaging, funny, and
analytical. She would often defend aguinst undesirnhie
thoughts or emutions by spending the sesston recount-
ing gvents of her duy-to-day life in great detail. The dis-
Jjunctions in self-states made i difficult at times o
maintain continuily in the process, becuuse Ms. A did
not remember what happened from session 10 session.

A Kernbergian formulation® of this patieni was the-
oreiically informative in describing same of her dynam-

Journa! of Psychiatric I'ractice Vol, 11, Na. 2

jes (defensive splitting had been one prominent theme
int the treatment). However, the technicel implications
of this particular approach, with i3 direct confronta-
tion of aggression in the transference early In the treat-
mant® would have endangered the sometimes fragile
warking alfiance being forged. In fact. @ few limes when
transference trierp retations were uttempted in the first
phase of treatment, Ms A hecame confused and dis-
tressed, guickly changing the subject away from o dis-
cussion of her relationship with the therapist, tatking
about ending treatment, or becoming very sleepy and
shut down for severcl ressions. {Jn one occasivn early
on when an atigmpt Waes made by the therupist (o
acldress something in their relationship, Ms. A became
very angry and said, “Why s any of this ghout here?
These gre my problems und { don't sce what any of this
has v do with you!” Clearly, in the beginning phase of
treatment with snme putients, one needs a different way
of entering the patient’s psychic warld,55 On the other
hand, Ms. A was responsive 0 gentle interpretations of
her defenses, such us the therapist pointing out fo her
that her sclf-harm behaviors were o WAy of “being
mean” tu herself instead of channeling anger taward
those who had upset her

Thus, for most of the first 3—d years of this treatment,
the primary fushs were to develop o working alliance
and establish ¢ “holding envirpnment™? within which
Ms. A could begin to feel safe to explore her history, her
feelings, and her oin mind. This approach paid off;
because il eventually became posstble to uncover, in
ways that were meaningful und transformative to Ms.
A, some of the split off rage and despuir underiying the
identily instability and distorted cognitive functioning.
Peeper experience and exploration of these findings
paved the way for further integration and less disjunc-
tive vxperiences in her tife and from session to 5288101,
and working with the trunsference increasingly hecame
both possible and very productive. Ms. A has not been
depressed for years and no longer meets any borderline
criterid.

Cug‘m’tive-Behavioral Therupies

1n recent years, work has been done to apply to person-
ality disorders cognilive and cognitive-behavioral treat-
ments that have typically been used to treal Axis 1
symptoms. Ilowever, Tyrer and Davidson™ observed
that the approaches generally taken in these therapies
for Axis | “mental state disnrders” cannot be simply
trunsferred to treating personulity dizorders without

certain adjustments, Most cognitive and cognitive-
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behavioral therapies are based prominently on a thera-
pist-patient coliaboration that is assumed to be present
from very early in the treatment. Such a collaboration,
which revolves around the patient undertaking specific
activities and assignmenls, depends on the ustablish-
ment of a solid working alliance; however, it [ some-
times very difficult o Cugage certain personality
disorder patients in the therapentic tasks. To facilitate
this alliance when working with patients with personal-
ity disorders—in addition ta requiring lengthier periods
Lo complete these treatments-—work necds ta direcily
address patient-therapist collaboration with clearly set
buundaries and to focus yn the therapeuric relalionship
itself when appropriate. 7

Far example, in using the initial sessions af dialectical
behavior therapy tDBTY7 o begin establishing a work-
ing rclationship, Linehan vbserved: “These scssions
offer an opportunity for both patient and therapist to
explere problems that may urise in estublishing and
maintaining a therapentic alliance” {p. 448). FEven
though DBT is a munualized Lreatment with clearly
elaborated therapeutic tasks, it is quickly cvident, par-
ticularly in working with harderline paticnls, that g
great deal of flexibility must be muintainad wilhin this
puradigra to achieve an alliance. More specifically, there
may be trequent oceurvences of therapy-intcrfering
behaviors ranging from ambivalence vausing missed
sessiuns to multiple suiride altempts thal prevent (he
treatment from progressing as the method gutlines.

Ms. D a young woman with dependent personality dis

order, was referred for beheanioral {reatment of o phohia
of all forms of transportation fher other issues were
tlready being addressed in an onguing psvehotherapy).
The therapist spent severgl sessions with Ms. P oullin-
Mg the vxpusure technigues recommended for treuting
her phobia, but the patiend was resistant to beginning
any of the netivities described. At the suree, while trying
te pursue o classically behavioral apnroach, the therg
st realized that o was very vaportant for Ms. D oio
spend some of the time talking about her life and the
mmpact {he phobia symptoms hed for her This
approach helped Ms D feel o connection to the therq-
pist. The therapist made this relationship-fuilding
aspect explicit with Ms D by agreeing fo lake a part of
cach session to talk about her situation, bul the thera.
pist also mode it clear that it was Recessary fo reserve
enonugh itme for the exposure octivities. This approach
fostered an allianee suf}, iciently to begin the hehavioral
lagks, By being flexible, while setting clear tosks and
boundaries, the therapist was able to engage Ms. 1) i
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the treatment, and she began taking short rides with
the therapist on the bus, eventually nuercoming these
fears completely.

Psychopharmacology Sessiony

One large-scale depression study™ comparing several
dilferent psychotherapies with medication and placcho
showed that the quality of the alliance was significant-
Iy related to outeome for all of the study groups. This
finding demonstrates the impertance of eonsiderin g the
alliance not only in psychotherapies but in medication
sessiony as well. Gurheil®® suggested that there is a par-
ticular aspect of the therapeutic alliance—what he ealls
the pharmacotherapentic alliance—that is relevant Lo
the prescription of medications, In this formulation of
the allianec, it is recomumnended that the physician adopt
the stance of participant preseribing---that is, rather
than adnpting an authoritarian role, the clinician
should make cvery affort Lo invalve the patient as a col-
lahorater who engages aclively in goal-setting and
nbserving and eval uating the experience of using specif-
ic medications. Such collaboration, like other therapeu-
lic processes, may be affected hy the patient’s
transference distortions of the elinician.

This latter notion can be more broadly applied in
transtheoretical Lerms to persanality disorders, where it
is appropriate to consider how the patient’s eharacieris-
tic style may influence his or her attitudes and behaviors
tnward taking psychiatric medications. Some patients
may become upset if medication is not prescribed, feeling
slighted because they think their problems are nat being
taken seriously. Others with paranvid tendencies may
think the physician ig trying to put something ovar an
them, or worse, Soma patients who are prone to symati-
eizing, such as those with borderline or histrionic ten-
dencies, might be hypersensitive to any possible side
effects (real ar imagined) and urgue with the prescriber
about his or her competence. The following jis another
example from Benjamin?? illustrating the importance of
being mindfu] of the how personality disorder patients
might react around issucy of medication:

A patient lwith guoidant personality disorder] over-
dused one evening on the medivine her doctor had pre-
seribed for her persistent depression. She liked and
respected him a lot. She was discovered tomatose by o
neighbor who wondered why her cat would not stop
reowing. The neighbor way the patient’s unly friend. It
turned out that tha! mornin g her doctor had wonderad
alowd whether she had o personality disorder, The
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patient wes deeply hu miliated by thal idea but secretly
agreed with it. She felt extremely embarrassed and was
convinced that her doctor aots knew she was a comrn-
pletely foolish person..... Ruther than endure the humil-
iation of fucing him agoin, she decided to end it all. (p.
411)

Psychiatric Hospital Settings

Across the spectrum of personality disorders, psychi-
atric hospitalizatians—buth inpatient and day Lrcat-
ment programs—Aare most common for those with
borderline personality disorder.! The central conwidera-
tion regarding the alliance in this treatment cuntext 1s
thal there is always a team of individuals responsible
for the patient. With patients with borderline issues,
splitting lendencies are frequently quite pronounced.
That is, as a way of trying to cope with inner turmoil,
the paticnt’s mental world is often organized 1n
black/white, goud/bad polarities, und through complicat-
ed interaction patterns with various stafl members, this
internal world becomes replayed externally, dividing
«tail member against staff member (sce {rabbard® for
an explanation of projective identification).

Gabbard?® has observed that this dynamic is often set
up because the patient will preseni one sel{-representa-
tion to one or several team members and a very dilfer-
cnt representation to another. One of these staff factions
may be viewed as the “good” one by the patient and the
other as the “bad” one—although these design ations can
flip precipitously n the patient's mind—and this split
hecumes enuacted among team members as they begin 1o
work at cross purpeses. It can be seen rather readily
that trying to develop a constructive alliance with guch
a patient can be extremely precarious, particularly
given the ever-decreasing length of hospital stays under
managed care, That means that communication and
close collaboration amung the members of the team are
vital during every phase of the hospital treatment.

Matters arc further comyplicated at limes hy the need
to find a productive way for hospital staft to collaborate
with clinicians providing gngoing outpatient psy-
chotherapy andfor psychupharmacology treatments,
Although the huspitalization may represent a signifi-
cant rupture in the oulpatient treatment ulliance, this
Tupture does not necessarily indicate that the ouipa-
tient treatment was ineffective and musl be terminated
but that work will be needed to resstublish the continu-
ity of the treatment relationship. However, it is nol
uncommeon for the hospita! stall, seeing the patient’s
current condition, to cunclude that the putpatient ¢lini-
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cians were somehow nol doing a competent job (Lhis con-
clusion may, of course, be fueled by further splitting on
the part of the patient). Moreover, al times it may be
obvious that the outpatient trcatmenl was inadequate
or inuppropriate. Tn any event, it hecumes rather dicey
for all parties concerned ta sort out the propcr role of
hospital stalf versus outpatient staff over the course of
the inpatient or day treatment program.

Ms. B, @ young woman with borderiine persunality diy-
order, wus admilied to d psychiatric inpatient unit after
coming to the emergency depariment reporting acute
suicidal ideation. This patienl had been hospitulizerd
several times previously, waos in o mentul heaith feld,
and “knew the ropes” guite well. She had bean ausigned
g psychiatrist who wus responsible for puerall case man-
agement and o psychologist who was io provide short-
term psychotherapy on the unit.

The initial psychotherapy session was extremely diffi-
cult, with Ms. B refusing to speak very much and
regarding the therapist with rageful contempt. Iloweves,
afier several more encounters, there Wwas some softening
by Ms. B, and she begun to discuss the upsetiing cir-
cumstances that fed to her hospitalization. It appeared
there might be the beginnings of @ working aflionce.
Indced, as she npened up more about her life, she report-
ed feeling siightly more hopeful and less fragmented.

However, ot the sume time, sha had created quite @ hit
of trouble with the rest of the staff by being very
demanding and uncooperalive and attempting to tniti-
ate discharge procedures even while refusing to deny
that she would kill herself. Having reached u point of
needing to toke some action in the courts to keep Ms. B
hospitalized, the psychiutrist hastily called o meeting
including himself, the psychologist, and the patient.
Huving had no oppurtunity to confer with other team
members on the mautter, the psychiatrist praceeded lo
rell Ms. B that he was initiuting legal proceedings tu
heep her in the hospital. Mindful of the splitting ten-
dencies of such patients, the psychintrist was careful to
make it clear thut he represented the viewpoint of the
entire team, including the paychologist. Huweuver, he
unwittingly created another split. Ms. B, feeling
betrayed, stared hatefully at the psychologist, the frag-
e working alliance wds shaitered, and she subse-
quently refused to participate in psychotherapy or uny
other therapeutic activities for the rest of the hospital-
ization. It is possible this rupture could have been ame-
Lorated hod there been adequate vonsultetion among
ireptment jeam. members 50 that a less alienating
approach could be formuiated.
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FUTURE RESEARCH DIRECTIONS

There is u need for further research coneerning the
nature of therapeutic ulliance in the treatment. of chap-
acter pathology, especially over the course of long-torm
treatments. A detailed discnssion of research in thig
area is beyond the scope of this article, but readers arc
referred to a meta-analysis by Martin et al. and the
chapter from which this article is adapted for a digens-
sion of instruments that have been developed for mewus-
uring therapeutic allinnce # %4

CONCLUSION

Estublishing un alliance in any treatment paradigm
requires a greal deal of empathy and attunement to o
paticnd’s way of seeing the world. Attention to alliance
huilding is even more impurtant. when working with
patienty with persunality disurders, beeause thesc indi-
viduals oflen preseni with disturbed patterns of inter-
personal relationships. Research has shown not ouly the
importance of building an alliance hut also that this
alliance is vital in the eurlinst phase of treatment. One
cannot rigidly pursuc the dictates of one's Lreatment
paradigm without being prepared to make frequent
adjustments (v address the various ruptures that may
aceur. Gleaning chues from the paticnt’s aceounts of his
or her relationships can serve to guide the clinician's
gencrul interpersonal stance. F urther, monitaring the
therapuutic alliance in responge Lo clinieal interventions
is a uscful way to usszess the effectivencss of oncly
approach and is informutive in determining appropriate
adjustments in the style and content of the therapist’s
inkeractions with the patient,
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The Therapeutic Alliance in the

Treatment of Personality Disorders

DONNRA S. BENDER, PhD

Beeause persunality disorders are assoviated with significant impairment in interpersonal relationships, special
issues and problems arise in the formation of a therapeutic alliance in the treatment of patients with these dis-
orders. In particular, patients with narcissistie, borderline, and paranoid personality traits are likely to have trou-
bled snterpersonal attitudes and behaviors that will complicate the patient’s engagement with the therapist. While
a strong positive {herapeutic alliance is predictive of more successful treatment vulcomes, gtrains and ruptures
in the alliance mMAayY lead to premature {crmination of treatment. Therefvre, clinicians need to consider the
patient’s characteristie way of relating in order to select appropriate interventions to effectively retain and
involve the patient in treatment. Research has shown not only the importance of building an alliance but alsu that
this alliance is vital in the earliest phasc of treatment. The author fivst reviews several definitions of the thera-
peutic alliance with reference to how they apply Lo the treatment of patients with personality disorders. Issues
pelevant to forming 2 {herapeutic alliance with patients with personality disorders are then discussed in leyms of
the three DSM-TV-TR persunality disorder clusters. Hywever, the author notes that these catcgories do not ade-
quately capure the complexity of churacter pathology and that clinicians also need to consider which aspects of
a putient’s personality pathology are dominant at the moment in congidering galient elements of the therapeutic
alliance. In dealing with Cluster A personality disorders (schizotypal, sohizoid, and paranoid personality disor-
ders), what is most relevant for allinnce building is the prufound impairment in interpersonal relationships. The
Cluster B “dramatic” personality disorders {antisocial, horderline, histrionic, and narcissistic) are all associated
with pushing the limits. Conscquently, clinicians need to exercise great care o avoid crossing inappropriate lines
in  quest to build an alliance with patients with onu of these disorders. Patients with Cluster G sanxiousifearful”
personality disorderd (avoidant, dependent, and uhsessive-cumpulsive personality disorders) are emotionally
inhibited and averse to interpersunal conflict. These patients frequently feel guilty und internalize blame for &it-
aations even when there is none, a tendency that may fucilitate alliance building because the patienis are willing
to tuke some responsibility for their dilemma and may enguge somewhat more readily with the therapist to sort
it out, compared with patients with more severe Cluster A or B diagnoses. The author then TEVICWS considerations
relevant to treatment alliance that urise in the differcnt treatment approaches that may be used with patients
with personality disorders, including psychodynamic psychotherapy!psychoanalysis, cugnitive-behavioral thera-
pies, and psychopharmucology. The author also discusses 188ULS, especially splitting, that arise in the alliance
when patients with personality disorders are i{reated in inpatient psychiatrie hospital settings. Journul of
Psychiutric Practice 2000;1 1:73-87)
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THE THERAPEUT]

Any patien beginning treatment. enters 5 relationship,
whether it 4 for a short time during 4 hospitai slay or
OVET muny vears in lon g-lerm py ychotherapy. This rela-
tionship with the clinician has the potential for improy-
iy the paiient’s quality of life, perhaps through (he
alleviation of symptams or maee profoundly through
shifts in character Structure. Tt is sometinips difficult 19
detcrming g priori who will benefit from whal treat-
ment with whom, hut one faclor hag ftood out in the
research lexicon gy the most robust, predictnr of out-
tome—therapentic aliiance -3

Because cstablishing 4 productive alliance arises

relations, Speaking about the nature of relationghi ps of
individualg characterized by u certain types of person-
ality pathology Masterson® hag stated the following:

Each type of patholagy produces its own confusion and
it uwn distorted version of loving and giving, The bor-
derline patient defines love ag 4 relationship with 5
nartner who will offer approval and support fur
regressive behavior, | The nareissist. defines pve as
the ability of fmeone else to admire and adore him,
and tu provide perfect mirroring. . Paychopatlus seslc
partners who respond o their manipuiations and pro-
vide them with gratification. The schiznid. .. finds love
in an internal, nutistiy fantasy. (pp. 110111

in fact, several studies have shown that, rather than
tategurical diagnosis, it is the preexisting quality of the
patient’s relalionships that most significantly affoets
the quatity of the therapeutic alliupce 57 Conscquently,
the clinician must consider an individual’s charaeterig-
tic way ol relating sa thar appropriate interventions can

be employed 1o effectively ratain ang invelve the

Forming an alliance 15 olten difficult, hawever, particiz-
larly in work with patients wiih severely nureissistie,
horderline, yp paranoid proclivities, Lecause traubled
Interpersonal aftitydes and behaviors will alsg nfuse
Lthe patient’s snRFagement with the therapist, For exam-
ple, narcissistic Paticnts may not be aple to allow the
therapist Lo be 4 separate. thinking person for quite 3
lonyg time, whereay somcone with horderline jysues may
exhibit wildly Huctuating amotions, attitudes, and
behaviors, thwarting the potentiul helpfuinesy of the
elindcian,

This article is adapted from a chapter in the 2005
American Prvehigtric Publishing Tevtbook of Personality
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Disorders & Read ers are referved tn thyt publication for
discussiong of other issucy related to tha assessment
and treatment of persunality disorders,

DEFINITION OF THERAPEUTIC ALLIANCE

The concept of the therapeutic alliance is often traced
back to Freud, whe observed very early in his wark (he
need o convey interest and sympathy 1o the patient to
engage her or him in coliabarative treatment
endeavor#1? P40 also delineated an aspect of the
transference—the unobjectionable positive trunsfor.
ence—which is an attachment that should not be ang-
Iyzed because it Serves as Lhe motivation for the
patient to collaborgte: “The conscious and unohjectian-
able component of [positive transference] rcrnaing, and
brings about {he successful resull in ps ychoanalysig ag
in all other remedia) methods” (p, 319). This slatement
18 un early precursor lo the modern empirical evidence

There are several contemporary definitiong of
alliance that we might consider to further our disgus-
sion of treating patients with Persanality disorders.
One conceptualization, using bsychoanalytic langusge,
was posited by Guiheil and Haveng. 12 T3, patieni’s
ability to form g rational alliance arises from “the ther-
apeutic gplit in the ego which allows the analyst ty
work with the healthior elements in the palient against
resistance and pathalogy” (p. 479). This definition 18
useful vis.a-vig personality disorders jn two regards: 1)
the recognition thut there will be pathological parts of
the patiant’s personality functioning that may serve to
thwart the atltempted helpfulnesy of the clinician; and
2} the need for the clinician to he Creative in enlisting
whatever adaplive aspects of the patient’s churacter
may avail themselves fur the worls of the treatment.

Anorther definitign that wag developed in an atlempt
to transcend theoretica] traditions is Bordin’s!? identi-
fication of (hree interdependent components of (he
alliance: bond, tasks, and goals. The bond is the quality
of the relationship furmed in the treatiment dyad that
then mediateg whether the patient will tzke up the
tasks inherent {n working toward the goaly of a partie-
ular treatment, approach, At the same time, the clini-
clan’s ahility ¢o necgotiate the tasks ang gnals with the
patieni will algg affect the nature of the therapentic
bund. This multifaceted view of the alliance updep-
scores the complexity of the factors invalved 1t

Arguably, if the goal of treatment jg fundamenigl
charucter chan £e, the Rardin definition of alliance EpCe-
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