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her began to feel confused about how to manage this patient and hopeless about
the likelihood of the separation lasting more than a few weeks. Moreover, he
entertained fantasies that the patient would never be discharged because of her
blurring and unconscious sabotage of discharge planning.

It was pointed out in supervision that the resident was experiencing the
patient’s own ambivalence about these plans. He was then able to empathically
confront her obfuscation in the context of her feeling overwhelmed by very
difficult and affect-laden decisions. Moreover, he was able to avoid supporting
either side of the patient’s ambivalence when she decided to return to her
husband, essentially nullifying the manifest “purpose’ for her hospitalization.

DISCUSSION

Early recognition of countertransference toward hospitalized patients is
more vital yet more difficult due to the demands of inpatient psychiatry.
Kernberg (4) states that with patients using primitive defenses, countertransfer-
ence feelings are largely worked through outside of therapeutic sessions. The
hectic schedule of inpatient units leaves little time for this to occur with any
consistency. Managing countertransference is a constant challenge, and resi-
dents will inevitably fail at times to recognize and react appropriately to these
feelings. Some basic guidelines can help when patients stir up strong reactions:

1. Countertransference Is Inevitable

No one is immune to the activation of previously resolved or unresolved
conflicts in clinical practice. While neurotic responses to patient material are
undesirable and countertherapeutic if acted upon, this is a necessary risk, if one
wishes to develop therapeutic empathy. As residents gain more experience, they
will hopefully be able to utilize their responses in a manner less dominated by
repression and other defenses. However, as Kernberg (13) points out, a phobic
avoidance of this phenomenon will only hinder the development of empathy.

2. The Therapist Isn’t Always Wrong

Even a neurotic countertransference reaction is not always the sole product
of the therapist. Patients who have regressed to preverbal modes of empathy and
communication may be extremely perceptive about the vulnerabilities of their
therapists (25). The ways in which patients exploit these vulnerabilities can give
significant information about their own object relations regardless of whether
or not the therapist’s feelings are “‘objective.” In many respects, the very
irrationality of some countertransference feelings serves as a marker inviting
further reflection through supervision, personal therapy, or self-analysis. A
resident who understands the sources of his or her countertransferences is in a
position to better understand the patients who activate these reactions.
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3. The Patient Isn’t Always Wrong

No matter how obvious the patient’s part in the development of counter-
transference, it is only one part of an interpersonal equation which includes the
therapist. An approach which ignores this is bound to result in frequent
empathic failures at best, and frequent therapist acting out at worst.

4. Fantasies and Associations Can Be Helpful

The unconscious material communicated nonverbally by regressed
patients often comes to the therapist’s attention in forms which may seem to be
intrusive or inappropriate. This “shared fantasy” can reveal much about the
patient. If the above guidelines can be followed, the liberal use of the therapist’s
unconscious resources should be encouraged.

CONCLUSIONS

The issue of countertransference will always be affect-laden, particularly to
beginning residents. The unique nature of psychiatry is such that the boundaries
between our instruments and our personalities can become very ambiguous.
Clinical competence and personal worth may at times become too intimately
connected or confused, more so than in other specialties. If we accept counter-
transference as an inevitable conscious and unconscious reaction to the patient,
we can then look to it as a useful diagnostic instrument rather than merely a sign
of failure or neurosis (though that cannot always be discounted). For the
psychiatric resident treating severely regressed inpatients, early recognition of
countertransference, avoidance of acting out, and appropriate utilization of this
insight can greatly relieve the strain and drain of the inpatient years.
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