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ing the residentto placehim in restraints andad minister intragluteal injections
of medication. Aware of his own countertransference aggression toward the
patient, this residentaskedthe patient why he was trying to make him angry.
The patient respondedby slumpingsadly in his cha ir andcommenting on how
" screwed up" his life had become because of hi s illn ess (he had been evicted
from his apartmentbecauseof vio lenceleadingto his involuntary commitment).
He alsowenton to discusshow he felt that thephysicianson the unit "defeat ed"
him with their "mental st rength. " This man may have been struggling with
conflicts surroundingsubmissive desires for intimacy and nurturing and a
psychotic fear of homosexual assault. By casting the resident in the role of
aggressor, the patientcould passivelyreceivesome of this " strength" wi thout
consciously submittingto an invasion. While the pati ent remained very ambiva
lent and chaot ic in his relationshipwith the resident, the consiste ntidentifica
tion of thisdefensedefusedsevera lpotentially vo lat ile situations.

Case2: ReactionFormation by Staff

A patient with a history of threatening and self-destruct ive behavio r
becameirateovera behavioralcontractpresentedto him after readmissionto a
voluntary unit, and threatenedto sign out of the hospital. He was host ile ,
paranoid,at times suicida l. The resident and nursing staff were anxious to
prevent the patient from signing out and ca lled aco nference with the patient.
The attending,sensingthe other staff's over-involvement with the patient's
decision, told the patient that he shou ld decide for himself whether or not he
wished to remain in the hospital under the stipulate d contract. T he pat ient
respondedby writing a nearly identicalandmore comprehensive contrac t of his
own which he fulfilled for the remainderof his hospitalization.

The staff membersharboredresidual countertransference hat e for the
patient from a previous admission during whi ch he was verba lly abusive and
physicall y threatening. Their fear and anger upon his readmission led them to
becomeover-controllingand enmeshedwith the patient, who respondedwith
the paranoidexpectationof sadisticpunishment.Givena more appropriate leve l
of autonomy, the patient was able to structure his behavior and express
aggressio n in amoresublimatedway, resultingin a stronger therapeutic allia nce
duringhis briefhospitalization.Thestaffhadcommittedan empathic failure by
attemptingto give the patientmoredirectionandstructurethan he needed.

Case3: Projective IdentificationOnto theTherapist

A borderline patient becameactively suicida l regarding her intended
separationanddivorce from heralcoholic husband.During her hospi tali zation
she acted out her ambivalenceby changing her plans to apply for sepa ra te
housingseveraltimes. Shealsoaskedherhusbandto come to theunit on several
occasionsto bring small " necessary "items from home. The resident treating
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her began to feel co nfused about how to ma nage this pat ient and hopeless ab out
the likelihood of th e separat ion lastin g more th an a few weeks. Moreover, he
e nte r ta ined fantasies that the patient would ne ver be d isch a rged because of her
b lurring a nd unconscious sabo ta ge o f dis ch arge plan ning .

It was pointed out in supervisio n that the resident was experiencing th e
pat ient's ow n ambivalence about th ese plans. H e was then able to empathically
co nfront her obfuscat ion in the context o f he r fee ling overwhelmed by very
difficult and affect-laden decisio ns. Moreove r , he was able to avoid supporting
either side of th e patient's ambivalence when she decided to return to her
husba nd , essentially nu llify ing the man ifest "purpose" for her hospitalization .

DISC USSIO

Ea rly recognition of counte r transference toward hospita lized patients is
more vital ye t more diffi cult due to the demands of inpatient psychiatry.
Kernberg (4) states tha t with pati ents usin g primitive de fe nses, countertransfer
e nce fee lings are largel y worked th rough o utside of therapeutic sessions. The
hectic sched u le of in pat ient un its leaves littl e time for this to occur with any
co nsistency . Ma nagi ng co untertransference is a co nstant cha lle nge, and resi
de nts will inevitably fai l at times to recognize and react appropriately to th ese
fee lings. Some basic guidel ines can help when patients stir up strong rea ctions:

1. Countertransference Is Inevitable

No one is im m une to the ac ti vatio n of p reviously reso lved or unresolved
co n flicts in clin ica l practice. Wh ile neurotic responses to pa tie n t material are
undesirable and co u ntertherapeutic if ac ted upon , this is a necessary risk, if one
wishes to de velop th erapeutic e mpathy . As resid ents gain more experience, they
will hope full y be able to uti lize th eir responses in a manner less dominated by
repression a nd other de fenses. However, as Kernberg (13) points out, a phobic
avoidance of this phe nome non will on ly hinder the development of empathy.

2. The Therapist Isn 't Always Wrong

Even a neurotic co unte r trans ference reacti on is not a lways th e so le product
of the th erapist. Pati ents who have regressed to preverba l modes of empathy and
co mmun ica t io n may be extremely perceptive about the vulnerabili ties of their
the rapists (25). The ways in whi ch patients exp loi t these vulnerabi lities can give
significan t information about the ir own object relations regardless of whether
or not the therapist's fee lings are "objective." In many respects, the very
ir ra t ionality of some counte r transference feeli ngs se rves as a marker inviting
fur ther reflec tion through supervisio n, pe rsona l therapy, or self-analysis. A
resi dent who u ndersta nds the so urces of hi s o r her co u ntertransferences is in a
posit ion to better understand the patients who ac t iva te these reacti o ns.
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No matter how obvious the patient's part in the development of counter
transference, it is only one part of an interpersonal equation whi ch inclu des the
therapist. An approach whi ch ignores this is bound to result in frequent
em path ic failures at best, and frequent th erapist acti ng o ut at worst.

4. Fantasies and Associations Can Be Helpful

The unconscious material communicated non verbally by regressed
patients often comes to the therapist's attention in forms whi ch may seem to be
intrusive or inappropriate. This " shared fantasy" ca n reveal much about th e
patient. If the above guidelines can be followed, th e liberal use of the therapist 's
unconscious resources should be encouraged.

CONCLUSIONS

The issue of countertransference will always be affect- laden , par ticula rly to
beginning residents. The unique nature of psychiatry is suc h that the boundaries
between our instruments and our personalities can become very ambiguous.
Clinical competence and personal worth may at times become too in t imately
connected or confused, more so than in other specia lt ies . If we accept co unter
transference as an inevitable conscious and unconscious reaction to the patient ,
we can then look to it as a use ful diagnostic instrument rather than merely a sign
of failure or neurosis (though that cannot al ways be di scounted). For the
psychiatric resident treating severely regressed inpatients, ea rl y recogn ition of
co un te rtra nsfere nce , avoidance of acting out, a nd appropriate utilization of this
insight can greatly relieve the strain and drain of the inpatient yea rs .
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