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information against him. Mr. B was reassured that his feelings toward me would be kept
confidential from his wife. It was observed to Mr. B that he seemed to compartmentalize
people to “protect” himself, keeping people “in the dark” about him. For example,
despite seeing Mr. B on and off for a year, I noted that I still knew little about his family
of origin. Mr. B reacted with surprise, stating “I’ll need to trust you a lot more before I’ll
discuss that.” I noted that open communication would benefit Mr. B and his goal of
better functioning. Mr. B stated he still wished that I could “do something special” for
him. When I noted that the relationship of a psychiatrist and a patient in fact was
special because of the boundaries which created a different relationship than one had
with “a friend,” Mr. B appeared dumb struck and pleased.

Mr. B did agree to all the “ground rules” and we met jointly with his wife on several
occasions. One month after his return, when I noted that I had been struck by how
coherent, organized, and appropriate Mr. B appeared, he revealed that he had decided
to restart the haloperidol on his own ten days prior. He was very pleased that I had
noticed his improvement. In the subsequent four months with the combination of
haloperidol and therapy, Mr. B. appeared better able to ward off his tendency to enact
conflicts in an impulsive fashion, to discuss his transference with me and for the first
time began to talk about issues and his family in a more personal manner. However, as
my graduation and hence termination with him approached, Mr. B’s erotization re-
escalated around the issue of “saying good-bye.” He initially tried to “bargain” for
continued contact with me after treatment. He comments became increasingly sexual in
nature, speaking about wanting to give me “1,000 kisses” until the end of treatment and
of wanting to take me away to a “ranch” where I would have his children. I noted to him
that these comments appeared related to his pain at the upcoming loss of the therapeu-
tic relationship. He was able to discuss how he also felt pain when Dr. G had graduated
but was eventually able to “get over it.” Mr. B was introduced to his new resident one
month prior to the end of treatment in an effort to smooth the transition. Impressively
at this meeting, he was able to put his feelings into words and tell her, “I don’t know
what kind of patient I’'m going to be for you, ’'m having a hard time with Dr. Kales
leaving.” Mr. B did continue on haloperidol and was amenable to a trial of a mood
stabilizer, however due to a baseline low platelet value, this trial was deferred pending a
Hematology consult. Mr. B did cancel his last two appointments with me, appearing to
need to gain some control over termination, but was able to speak with me on the phone
stating he had a hard time saying “good-bye.” Mr. B is currently in follow-up with his
new resident physician.

DISCUSSION—PART THREE
Issues Discussed in Supervision

Our diagnosis of this patient is that of a personality change due to a traumatic
brain injury, as Mr. B appears to have had a marked change in personality style from
his prior level of function, as well as perhaps an exacerbation of previous character
pathology (18). Mr. B becomes paranoid and disorganized but never otherwise overtly
psychotic. He appears less suspicious and more organized with a neuroleptic but still
becomes labile, tangential, grandiose, and impulsive at times of stress. We continue
to wonder about the effect that a mood stabilizer would have.
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Resident’s Perspective (Dr. Kales)

My countertransference response was to feel sympathetic toward, but at times
exasperated and angered by Mr. B. I felt supported by frequent communication with
Mr. B’s other providers which minimized splitting and diminished the sense that the I
was alone in dealing with Mr. B’s strong transference toward me. It was helpful to
acknowledge my countertransference in supervision, while setting appropriate limits
with the patient. Mr. B reacted to these limits by acting out in a number of ways, yet
ultimately returned to treatment praising me for not “dancing to his tune.” It is my
thought that perhaps Mr. B returned as he was reassured that destructive impulses
were met not only with limits but with the sense that treatment would not be
destroyed by provocative behavior. By providing a consistent therapeutic environ-
ment in addition to haloperidol which decreased his suspiciousness, I believe that Mr.
B’s trust was built to the extent that he could better discuss and process his feelings
and impulses even as the loss of termination loomed. Loss has been noted as a
significant theme in many cases of erotized transference (19) and Mr. B’s improved
functioning enabled us to better process this. Though Mr. B did cancel the last two
appointments, he was able to continue in treatment with a new resident; this is highly
significant given Mr. B’s history of fleeing treatment settings.

Supervisor’s Perspective (Dr. Abelson)

An interesting development after Mr. B’s return to treatment was his decision to
resume haloperidol. It has been argued that medication can serve as a transitional
object creating a continuous symbolic relationship with the psychiatrist (6). It is
possible that Mr. B’s resumption of haloperidol was a symbolic further acting out of
his erotized transference and also served as a transitional object as termination
approached.

CONCLUSION

In presenting this patient, we have attempted to show that even in a case where
the primary psychiatric problems are likely secondary to a traumatic brain injury and
the treatment intervention is primarily medication, treatment may be difficult
without attention to transference. Mr. B has the good fortune to have insurance
coverage which has not limited his access to psychiatric care. We would seriously
question whether this patient could be adequately treated in a ‘managed’ short-term
framework. It is our hypothesis that he would likely permanently leave treatment or
continue to reenact the erotized transference in new settings; Rappaport notes that
sending the patient away may merely create another traumatic experience for the
patient and does not guarantee that the patient will not erotize new treatment
relationships (12). Mr. B has a history of dropping out of medical treatment only to
seek care in numerous other settings, having utilized greater resources as evaluations
and procedures were repeated. It would appear that Mr. B takes his transference with
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him wherever he goes, and that ultimately improvement in his functioning in both
the medical and psychiatric settings may be dependent upon either his resolution of
underlying conflicts, or at least an adequate understanding and management of them
by his care providers. In summary, we have presented a case which we feel illustrates
that an understanding of transference is relevant to the setting of medication
management.
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