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increaseM r. B's trust and hopefull y his compliance . Koenigsberg, discussingpatients
with borderline personalit y disorder, has sta ted that achieving medi cat ioncompli
ance may require a more inten sive psycho therapeut ic relation ship ( 16). I also
conside red that 'off ering' hi m anything might be in terpret ed as a sign of spec ia lness
by M r. B. Indeed this 'offer' to M r. B might be conside red a "part ia l t ransference
gra tific at ion" (17). Woul d he be encouraged and raise the sta kes?Would he respond
to limi t sett ing in more aggressive ways?

Supervisor's Perspecti ve (Dr. Abelson)

As the new supervisor, I also felt that I had to be care ful knowing tha t the prior
female supervisor had expressed conside rable wor ry about this patient's pot ent ial for
sexua l act ing out. I noted however that the resid ent had com munica teda strong
sense of not feeling personall y th reaten ed by this pa tient and I sense d that she had
been man agin gMr. B's tr ansference as well as it could be man agedin a clinically
producti ve way. So we decidedto allow an intens ifica t ionof the relat ionship,by going
to full sessions from half sessions , hopi ng that the increased tim e could be used to
reverse that growing sense tha t the tran sference might be now undermining treat
ment.

TreatmentCourse:TheLastSix Months(Dr. Kales)

After several weeks, Mr. B again demandedan "endorsement" of a class to
" increasetrust" and"align on his side." I spokewith Dr. M who concurredthat their
departmentneededto coordinateMr. B's educationalrequests.He would reiterate this
to Mr. B. Mr. B continued to expressthe need for an indication of a "speci a l"
relationship.Mr. B alsoworriedthatI hadtold Dr. E thathewas" giving metrouble" and
that Dr. E would actively hinder his enrollment. I noted to Mr. B that after I had
" fr us t ra ted" his requestfor theclass, heseemedto feel hecouldno longertrust me. Mr .
B statedif I would not do what he asked,he would see awomanpsychiatris t who cou ld
alsobe his " fr iend." WhenI notedto Mr. B that heseemedto have a patternof needin g
to " leave" peoplein anger(aswith PMR), Mr. B stormedoutof my office sta t ing he was
" neve rcomingback."

A month later, Dr. M contactedme statingMr. B wi shedto return. I indicated that
Mr. B was welcometo return to treatmentbut would needto follow some groundrules
(process educationalrequestsappropriately,permitcommunicationbetweenproviders
andwith his wife, andconsideranothermedicationtrial) . Dr. M was to tell M r. Band
havehim call me. Mr. B called3 monthslater, askingfor " fo rgiveness." He asked, " Will
you takemebackas a patient?" He'd hada dreamwhereI wasa "vis ion wearing green"
andfelt it a premonition" becko n inghim back."

During the six months after his return, Mr. B and I extensive ly discussed his
departure from treatment(wh ich he referredto as" ou r break-up" ). Mr. B descr ibed me
asa " p roudwoma n" andsta tedthathe" ad mired" me for " no t dancing to hi s tune. " Mr.
B wasamenableto the " grou nd-r u les" with the excep t ion of the communication issue.
H e was concer ned others wou ld " fi nd out" he was " i n love with" me, that " the two
women" in his lif e (his wife and I) mi ght wou ld "sit down together and align" with
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information against him. Mr. B was r eassured that hi s feeli ngs toward me would be kept
confidential from his wife. It wa s observed to Mr. B th a t he seemed to compartmentalize
people to " p r o tect" himself, keeping people " in the dark" about him. For example,
despite se e in g Mr. B on and off for a year, I noted that I s t ill kn ew little about his family
of origin. Mr. B reacted with surprise, s ta t ing " I'll need to trust you a lo t more before I'll
di scuss that." I noted that open communication would benefi t Mr. B and his goal of
better functioning. Mr. B s ta ted he s t ill wished that I could " do something special" for
him. When I noted that the relationship of a psychia trist a nd a pa t ien t in fact wa s
speci a l because of the boundaries wh ic h cr ea ted a different relationship than one had
with "a friend," Mr. B appeared dumb str uck and pl ea sed.

Mr. B did agree to all the "grou n d rules" and we me t join tly with his wife on sever al
occasions. One month a f te r his return, when I noted th a t I had been struck by how
coher en t, organized, and appropriate Mr. B appea red, he r eveal ed that he had decided
to restart the haloperidol on his own ten days prior. H e was very pleased that I had
noticed his improvement. In the subsequen t four months with the combination of
haloperidol and therapy, Mr. B. appeared better able to war d off h is tendency to enact
conflicts in an impulsi ve fa sh ion, to di scuss 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 gr ad ua ti on and hence termination with him approached, Mr. B's erotization re
escalated ar ou n d the is sue of "saying good-bye." H e initially tried to "bargain" for
continued contact with me after trea tmen t. He comme n ts beca me increasingly sexua l in
nature, speaking about wanting to give me " 1,000 kisses" u n til the end of treatment and
of wa n t ing to take me away to a "ranch" whe re I wou ld h ave h is children. I noted to him
that these comments appeared related to his pain at the upcoming loss of the therapeu
tic relationship. He wa s able to di scuss how he also felt pain when Dr . G had graduated
but wa s eventually able to "get over it ." Mr. B was in t r od uced to h is new r eside n t one
month prior to the end of treatment in a n effort to smooth the transit ion. Impressively
at this meeting, he was able to put his feelings into words a nd tell her, "I don't know
what kind of patient I'm going to be for you, I'm having a hard time with Dr. Kales
leaving." Mr. B did continue on haloperidol and was amenable to a trial of a mood
stab ilize r, 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, appea r ing to
need to gain some control over termination, but was able to speak with me on the phone
sta t ing he had a hard time saying " good -bye." Mr. B is cur rently in follow-up with hi s
new resident physician.

DISCUSSION- PART THREE

Issues Discussed in S upervision

Our diagnosis of thi s patient is that of a person ality change du e to a traumat ic
brain injury, as Mr. B appears to ha ve had a marked cha nge in person ality style from
his prior level of func t ion, as well as perhaps an exace rba t ion of previous charact er
pathology ( 18). Mr. B becomes pa ran oid a nd disorganized bu t never othe rwise overtly
psychotic. He appears less su spicious a nd more organized with a neu ro lept ic but st ill
becomes labile, tangential , gra nd iose, a nd impulsive a t times of s tress . We continue
to wonder about th e effec t that a mood sta bilize r would have.
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My counte r t ra ns fe re nce respons e was to feel sympa the t ic towa rd , but a t times
exaspe ra te d and angered by Mr. B. I felt suppor ted by frequent comm unicat ion with
Mr. B's other providers whi ch minimized splitting a nd diminish ed th e sense that th e I
was alone in dealing with Mr. B' s st ro ng transferen ce toward me. It was helpful to
ac knowledge my coun te rt ra ns fere nce in supervision, while se tt ing a ppropriat e limits
with th e patient. Mr. B react ed to th ese limits by ac t ing out in a number of ways, yet
ultimately returned to treatment praisin g me for not "da nc ing to his tun e." It is my
thought that perhaps Mr. B returned as he was reassured th at destructi ve impulses
were met not only with limits but with th e se nse th at treatment wou ld not be
destroyed by provocative behavior. By providing a cons iste nt therapeutic environ
ment in add it ion to haloperidol which decr eased his sus piciousness, I believe th at Mr.
B's trust was built to th e exte nt th at he could better di scu ss and pr ocess his feelings
a nd impulses even as th e loss of termination loom ed. Loss has been noted as a
significant th eme in man y cases of ero tized tran sference ( 19) a nd Mr. B's im proved
functioning e na bled us to better process th is. Thou gh M r. B did cancel th e last two
appoin tme n ts, he was abl e to con t inue in t re a tme n t with a new residen t; this is highly
sign ifica n t give n Mr. B's history of fleeing treatment se tt ings .

S upervisor's Perspective (Dr. Abelson)

An interesting development a fter Mr. B's re tu rn to t reat ment was his decision to
resume haloperidol. It has been argu ed th at m edi cation ca n serve as a t ran sitiona l
obj ect cre a t ing a cont inuous symbolic relationship with th e psych ia tris t (6). It is
possible that Mr. B's resumption of haloperidol was a sym bo lic fu r the r act ing out of
his ero t ized transference a nd a lso se rve d as a transitional object as termination
a pproac he d .

CONCLUSION

In pr esenting this patient, we have a ttem pte d to show th at even in a case wh ere
th e primary psychiatric problems a re likely secondary to a traumatic brai n injury and
th e treatment intervention is primarily medication, treatment may be d ifficult
without attention to transference. Mr. B has th e good fortune to have insuran ce
cove rage whi ch has not limited his access to psychiatric ca re . We would serious ly
question whether this patient could be ade q ua te ly trea ted in a 'ma naged ' short-term
fr amework . It is our hypothesis th at he would likely permanently leave treatment or
cont inue to reenact th e ero t ized transference in new se t t ings; Rappaport no tes that
se nd ing th e patient away may merely cr eate a nothe r traumatic ex pe r ience for the
patient a nd do es not gua ra n tee th at th e patient will not erot ize new tr eatment
rel ation ships ( 12). Mr. B has a hist ory of dropping out of med ical treatment only to
seek ca re in nume ro us other se tt ings, having ut ilized greater resources as evalua t ions
a nd pr ocedures we re rep eat ed . It would a ppear th at Mr. B tak es his transfe ren ce with
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hi m wherever he goes, and th at ultimately improvement in his fun ctioning in bot h
th e medi cal a nd psychi at ric sett ings may be depend en t upon eithe r his resolution of
underlyin g conflicts, or a t least a n adeq ua te underst anding and management of th em
by his ca re provid ers. In summary, we have pr esented a case which we feel illu strat es
th at a n underst anding of t ran sferen ce is relevant to th e sett ing of medi ca tion
ma nagement.
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