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Avoidant personality disorder (AvPD) is characterized by feelings of shyness, inadequacy, and restraint in intimate relationships and has been associated with a disturbance in narrative identity, which is the internalized and evolving story of past, present, and future experiences. Study findings have indicated that an improvement in overall mental health through psychotherapy may increase narrative identity. However, there is a lack of studies incorporating not only the examination of narrative identity development before and after psychotherapy but also within psychotherapy sessions. This case study examined the development of narrative identity in short-term psychodynamic psychotherapy treatment of a patient with AvPD, using therapy transcripts and life narrative interviews before, after, and 6 months following treatment termination. Narrative identity development was assessed in terms of agency, communion fulfillment, and coherence. Results showed that the patient’s agency and coherence increased over the course of therapy, whereas communion fulfillment decreased. At the six-month follow-up, agency and communion fulfillment increased, whereas coherence remained stable. The results of this case study suggest that the patient’s sense of narrative agency and ability to narrate coherently improved after undergoing short-term psychodynamic therapy. The decrease of communion fulfillment during psychotherapy and later increase after termination suggests that the patient became more aware of conflictual patterns in their relationships, therefore realizing that their wishes and desires were not being fulfilled in their current relationships. This case study displays the possible impact short-term psychodynamic therapy may have by helping patients with AvPD develop a narrative identity.
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1. Introduction

Previous narrative research has identified disturbances in narrative identity of individuals with personality disorders (PD) (1–3). Whilst most studies have mainly focused on general features of PDs or specifically on borderline personality disorder (BPD) (3), avoidant personality disorder (AvPD) has been largely neglected, despite its high prevalence, mortality rate, and degree of subjective impairment (4). Furthermore, there remains an ongoing debate on which elements of narrative identity may change through psychotherapy. Moreover, there is a lack of research incorporating not only the examination of changes in narrative identity before and after psychotherapy but also within psychotherapy sessions. Finally, most studies also do not to include a follow-up examination to determine how long-lasting changes in narrative identity are after treatment termination.

The present case study aims at investigating the development of the narrative identity of a patient with AvPD. For this examination, life stories before, after, and 6 months following short-term psychodynamic treatment and narratives within psychotherapy sessions from therapy transcripts are utilized to identify changes in agency, communion fulfillment, and coherence. We will first illustrate the importance of examining AvPD, then introduce the concept of narrative identity in terms of agency, communion fulfillment and coherence, and finally outline past research findings regarding disturbances in narrative identity of patients with personality disorders as well as changes in narrative identity through psychotherapy.

Avoidant personality disorder is a severe disorder characterized by social inhibition, hypersensitivity to negative evaluation by others, and feelings of inadequacy (5). The community prevalence rate for AvPD, including men and women, lies at 3.3% (6), while it is estimated that AvPD as a comorbid disorder is diagnosed up to 14.7% in psychiatric outpatients (4). However, most people diagnosed with AvPD usually receive treatment for depression, anxiety, or psychosis, and it may be the case that inpatient treatment may even overlook the symptoms of AvPD in clinical settings. Many cases of AvPD treatment focus on treating social fears (7). Furthermore, AvPD has also been linked to a high rate of morbidity, making it of high clinical and research interest (6). Compared to other personality disorders (PD), it was found that AvPD had the highest rate of impairment in daily functioning (8). However, despite its high prevalence and subjective impairment, AvPD is severely understudied, especially in the research field of narrative identity (3).

Narrative identity is defined as the internalized and further evolving story of the self, which an individual constructs through self-reflection and meaning-making of their own life (e.g., 9–11). As narrative identity has been related to mental health and psychological well-being (12), various research has been conducted on examining individual differences in personal stories (e.g., 13–15). A variety of elements characterizes narrative identity, among others, motivational elements such as agency and communion (16, 17), as well as structural elements such as coherence (14, 18, 19).

According to McAdams et al. (20), agency is considered one of the central thematic clusters in personal narratives and life stories. The theme of agency represents the individual’s perception of their achievements, mastery, autonomy, and ability to influence circumstances and the course of their own life; thus, it is viewed as a central element that provides information to what degree an individual experiences a sense of meaning and purpose.

Communion is considered the second major motivational thematic cluster, next to agency. Communion represents the degree to which an individual’s narrative portrays experiences of interpersonal connection and harmony with others (21). Narratives high in communion emphasize motivation for love, attachment, belongingness, and friendship (20) and have been related to higher well-being in previous studies (22). Communion fulfillment refers to whether or not communal needs and desires are fulfilled (1).

Furthermore, the ability to deliver a highly coherent narrative of past experiences is associated with how well an experience has been dealt with (23–25). Thus, coherently structured stories are associated with having worked through and moved on from an experience (26). Furthermore, narratives regarded as organized, detailed, and elaborative have previously been associated with greater well-being and fewer psychiatric disturbances (1, 14, 27).

Studies investigating changes in narratives have shown that narratives naturally change throughout the lifespan (28). Furthermore, significant others, such as family members, may also co-author narratives and influence the development of narrative identity (29–31). Despite narrative identity changing over time, an intense examination of narratives regarding past experiences through psychotherapy may also lead to changes in narrative identity: A therapist may be perceived as a “special” co-author, who influences the change on narratives more intensively with the use of different technical means (32). For example, theoretical assumptions from psychoanalytic ego psychology suggest, that neurotic defense-related distortions may lead to narratives being incomprehensible, implausible, or contradictory (33). The therapist’s work involves clarifying unclear details and implications of narratives with the patient as well as confronting contradictions and missing or unclear motives in order to reconstruct a more coherent story. According to Schafer (33) and Argelander (34), unconscious conflicts evolve around desires; therefore, conflictual motives are omitted and hidden in the autobiographical narratives of patients. This may result in a construction of the life story in which the patient is portrayed as not being agentic or responsible but instead views him-or herself as a passive victim of circumstances. Therefore, psychodynamic work aims at helping the patient create a life story in which they perceive themselves as agentic and responsible for their lives (32).

Many studies have illustrated the role of disturbances in narrative identity within personality disorders. While previous research has focused on borderline personality disorder (BPD) or general PD features, little attention has been drawn to AvPD.

When comparing the theme of agency in the life story interviews of BPD patients with those of matched community control participants, patients with BPD had low agency scores which were expressed through passivity, low mastery, and victimization (1, 35). A qualitative study examining BPD patients’ life stories revealed themes of low self-worth and struggling with gaining control over emotions, behavior, and purpose in life (36). Furthermore, Gilbert et al. (37) examined life story interviews with people who had manifested features of PD. Findings showed that many expressed a sense of powerlessness and inability to initiate change, indicating an association between PD and low agency.

Previous studies have also found that individuals with a BPD diagnosis or PD features did not indicate less need for communion. Instead, communal themes were described as less fulfilling, illustrating low communion fulfillment. During life story interviews, patients reported experiencing complex family dynamics, neglect, and feelings of being different or distant from others. Many individuals also reported struggling with developing trusting relationships (1, 37, 38).

Regarding narrative coherence, previous research suggests that the life stories of people with BPD features are lower in overall coherence (1) compared to narratives of matched controls. Similarly, the findings of Lind et al. (39) suggest an association between lower narrative coherence in life stories and elevated features BPD among inpatient adolescents. Life stories of individuals struggling with BPD have been characterized by less integration of the current self and less meaning-making, resulting in overall lower narrative coherence (40).

However, most studies mainly focus on BPD or PD features (3), and there is a lack of research conducted on examining the narrative identity disturbances of participants with AvPD. A qualitative study (41) examining narratives of everyday life struggles told by 15 AvPD patients found that thwarted themes of agency and communion fulfillment characterized narratives. Individuals described a fleeting sense of self in which they felt they were not in control of their lives and were constantly doubting themselves and their ability to initiate change. Furthermore, Individuals struggled with a longing for a connection with others while also dreading interpersonal relationships and were inclined to isolate themselves instead of fulfilling their communal needs.

A case point delivered by Lind et al. (42) examined narratives of the life story interview of a patient with AvPD and comorbid BPD. These narratives were also characterized by thwarted agency. The patient described himself as unable to reach his goals and portrayed himself as a passive victim of external events and circumstances. Furthermore, narratives included many communal themes but were associated with low levels of communion fulfillment, as the patient’s longing for relationships had been repeatedly dissatisfied. It is suggested that these struggles portrayed in the patient’s narratives may be treated with a narrative-repair-focused treatment (42).

Previous findings suggest that individuals who undergo psychotherapeutic treatment display changes in their life stories and narratives before and after as well as over the course of treatment. However, there remains an ongoing debate which elements of narrative identity may change through psychotherapy. Furthermore, studies have used differing forms of methods to examine these changes. Moreover, previous research has mainly focused on patients with BPD, and to our knowledge no studies have yet been conducted with patients suffering from AvPD only.

A study conducted by Adler (22) examined personal narratives of 47 adults, which were written prior to the beginning and after every psychotherapy session over a period of 12 weeks. Participants were concurrently measured for mental health. Narratives were examined for themes of agency and coherence to capture narrative identity in terms of purpose and unity. Results indicated that agency increased over the course of psychotherapy, whereas coherence did not. Increases in agency were significantly related to overall improvements in participants’ mental health. Furthermore, findings also revealed that changes in the theme of agency occurred prior to improvements in overall mental health. However, this study did not examine psychotherapy transcripts but instead asked participants to write narratives evaluating their current psychotherapy session. These narratives may not have been narrative in nature but instead, portray a more filtered form of narration. The missing increase in coherence was attributed to the fact that the narratives examined in this study regarded experiences of the present day. In contrast, most studies have examined coherence in narratives of retrospective accounts. It was therefore suggested that an increase in coherence occurred over time and was not due to psychotherapy. It was also pointed out that the overall course of coherence, whether that may be an increase or a decrease, could be linked to individual differences. However, narratives were written instead of verbally told. The act of writing narratives itself has been previously linked to improvements in psychological well-being (25). Therefore, these narratives do not truly represent the effects of psychotherapy on narrative identity.

In contrast, other studies examining changes in narrative coherence through psychotherapy treatment have found patients with posttraumatic stress disorder and schizophrenia to report more coherent trauma narratives (43) or life stories (44) after psychotherapy. Furthermore, the findings of a case study by Lysaker et al. (45) also demonstrated that the told narratives of a schizophrenic patient within psychotherapy sessions became more coherent over the course of treatment.

Research investigating changes in narrative identity of patients with PD features through psychotherapy has been scarce and has merely focused on BPD. Lind et al. (35) investigated whether a 12-month psychotherapy treatment would affect how BPD patients narrated their personal life stories and that of their parents during life story interviews. After treatment termination, BPD patients’ life stories had increased significantly in themes of agency, whereas no significant changes were found in terms of communion. However, no follow-up examination was conducted in this study. Regarding narrative coherence, Levy et al. (46) found that narratives derived from an Adult Attachment Interview of BPD patients were significantly more coherent after 12 months of transference-focused treatment.

Despite an abundance of research on narrative identity and its interplay with personality psychopathology and psychotherapy, there remains a lack of agreement on whether psychotherapy may contribute to an increase in narrative coherence and communion fulfillment. In addition, AvPD has been largely neglected in narrative identity research, especially regarding disturbances in narrative coherence and changes in narrative identity due to psychotherapy treatment. Furthermore, there is a lack of research incorporating not only the examination of changes in narrative identity before and after psychotherapy but also within psychotherapy sessions.

Finally, many studies have not conducted a follow-up examination to determine how long-lasting changes in narrative identity are after psychotherapy. Thus, this qualitative case study aims to examine the development and change of an AvPD patient’s narrative identity within psychotherapy sessions as well as before, after, and 6 months following short-term psychodynamic psychotherapy (STPP). The study inquires whether narrative identity in psychotherapy sessions and the patient’s life story will increase in terms of agency, communion fulfillment, and coherence after undergoing STPP. Moreover, the present study investigates whether changes remain stable in a 6-month follow-up.

We hypothesized that the patient’s narratives within psychotherapy sessions will increase over the course of treatment in agency (H1), communion fulfillment (H2), and coherence (H3). We also expected that the life stories of the patient after STPP and 6 months following treatment termination will be higher in agency (H4), communion fulfillment (H5), and coherence (H6) when compared to the life story before treatment.



2. Methods


2.1. The patient

The patient in question was 28 years old at the beginning of therapy, seeking treatment because of issues at work and also due to excessively struggling with a previously failed relationship. The patient had recently started her first job after graduating from university. She appeared somewhat shy and anxious in contact but reported openly and visibly motivated about her problems and biography. She reported not being successful at setting boundaries or demanding things for herself. In her workplace, she had recently burst into tears several times due to feeling overwhelmed. She also mentioned that she often suffered from feelings of guilt. The patient had no previous psychotherapeutic experience.



2.2. Procedure

Data used in this study were derived from a pilot study conducted for psychotherapy research by doctoral student Daniel Fesel. The original study was designed to collect data on a wide spectrum of psychological disorders. Two patients took part in the pilot study: The first patient was an abstinent alcoholic who suffered from panic attacks and nightmares. The second patient was diagnosed with AvPD and is the patient of this case study. This particular case study was selected for further examination due to the patient’s diagnosis and the lack of research on changes in narrative identity of individuals with AvPD. The present study will only use data regarding one of the cases from the pilot study, namely all life story narratives collected at interview time points, therapy transcripts, and questionnaire data. All assessments were conducted in German, including narrative interviews, therapy sessions, and questionnaires.

After seeking treatment at a psychodynamic outpatient clinic, the patient received several consultation sessions. In the third session, the psychotherapist offered the patient a STPP treatment consisting of 24 sessions on the condition that she participates in the psychotherapy study, which was approved by the JGU’s Ethics Committee in December 2017. In the fourth session, the patient expressed her willingness to participate in the study and signed a written consent form. After three more probationary sessions, the psychotherapy application was approved by the patient’s health insurance. The patient had therefore received a total of seven probatory sessions. During this period, the patient participated in the pre-interview (T1), which included a diagnostical examination, a test battery, and a narrative interview. The diagnostical examination consisted of the Structural Clinical Interview for the DSM (SCID-I and SCID-II) (47) which an external diagnostician conducted on two dates. In the narrative interview, which a separate diagnostician conducted, the patient was asked to write seven life events on index cards and then to tell her life story without interruption, taking these seven events into account. The instruction was the same for all interviews. The patient could, therefore, include other or the same events in her life story during the follow-up interviews. In addition, the patient filled out a test battery during the same period, which included questionnaires examining depressive symptoms (BDI-II) (48), psychological distress and psychiatric disorders (BSI) (49), personality dysfunction (OPD-SQS) (50), and difficulties in interpersonal relationships (IIP-32) (51). Per the SCID-I interview, the patient was diagnosed with generalized anxiety disorder and somatization disorder. According to the SCID-II, she was diagnosed with an AvPD.

At the beginning of therapy, the male therapist had a license to practice psychodynamic psychotherapy, which he had received at a recognized psychoanalytic training institute. Including the practical activities during the training, the therapist had 4.5 years of practical experience at the time of the study’s baseline.

The 24 sessions of the STPP took place once a week in a seated setting with some interruptions, such as holidays. Contemporary psychodynamic psychotherapy is based on therapeutic approaches derived from traditional psychoanalytic theory and therapy (52). However, this form of psychotherapy focuses less on the personal past and more on present-day conflicts. Moreover, psychodynamic psychotherapy explores the patient’s unconscious conflicts, past relationship experiences, and how their personality and previous coping mechanisms have contributed to the manifestation of their symptoms. A focal aim is identified and central conflicts that are present in the here-and-now and are associated with current manifested symptoms are worked through (52, 53).

After every fourth session, the Outcome Questionnaire 45 (OQ-45) (54) measuring the patient’s symptom severity and, therefore, the progress of therapy, was filled out by the patient. The duration from the first to the last therapy session resulted in 40 weeks. All probatory and therapy sessions were audio-recorded; however, due to missing or faulty recordings, the 18th and the 24th therapy sessions were unavailable as audio recordings.

Two weeks after the last therapy session, the second narrative interview, the post-interview (T2), took place, in which the patient filled out the questionnaire battery and took part in the narrative interview. The pre-and post-interview took place 11 months apart. Six months after the termination of psychotherapy, the patient took part in the last narrative interview, the follow-up-interview (T3), with an analogous structure to the pre-and post-interview, and for the final time, filled out the test battery. Each of the three interviews was conducted by different diagnosticians. All three interviewers and diagnosticians conducted blind assessments. They were not aware of any information established in other interviews, within psychotherapy treatment, and were also not aware of the hypotheses of the study.



2.3. Case illustration


2.3.1. Interview test battery

All material descriptions for the clinical assessment used during the interview test battery are listed in Table 1.



TABLE 1 Descriptions for the clinical assessments within the interview test battery.
[image: Table1]


2.3.1.1. BDI-II

The patient’s depressive symptoms were assessed with the BDI-II (48). The patient’s BDI-II scores at each interview time point are illustrated in Figure 1. Before starting STPP, the patient scored 20 on the BDI-II in the pre-interview, reaching the threshold marking moderate depressive symptomatic. The patient’s BDI-II score at treatment termination had decreased to a score of 10, meaning the amount of reported depressive symptoms was clinically unremarkable. At the follow-up interview, the patient’s BDI-II score had further decreased to 8, remaining clinically unremarkable.

[image: Figure 1]

FIGURE 1
 Back’s depression inventory-II scores at each interview time point. This graph displays the patient’s BDI-II scores at each interview time point. T1, pre-interview; T2, post-interview; T3, follow-up interview; 0–13, clinically unremarkable; 14–19, mild depression; 20–28, moderate depression; 29–63, severe depression. The scale initially ranges from 0 to 63. Dashed lines represent the cut-off thresholds for mild and moderate depression.




2.3.1.2. BSI

The patient’s psychological distress and psychiatric disorder symptoms were assessed with the BSI (49). All BSI scores at all interview time points are presented in Table 2. Before the beginning of therapy, the patient had an overall global score of 71, which is considered a clinically relevant level of psychological distress. The patient had scored significantly high on all symptom domains apart from Somatization. After treatment termination, the patient’s BSI score remained the same; however, only the following symptom domains had reached the cut-off score: Obsession-compulsion, Anxiety, Hostility, Phobic anxiety, and Paranoid ideation. At the follow-up interview, the patient’s BSI score had decreased to an overall global score of 60, illustrating a non-clinically relevant level of psychological distress. Hostility and Phobic anxiety were the only two domains in which the patient’s score remained clinically significant.



TABLE 2 BSI scores at each interview time point.
[image: Table2]



2.3.1.3. OPD-SQS

The patient’s personality dysfunction was assessed with the OPD-SQS (50), with which the following domains are measured: self-perception, relationship model and contact design. All OPD-SQS domain scores for each interview time point are illustrated in Figure 2. Before starting treatment, the patient scored high on dysfunctional self-perception with a score of 14, contact design with a score of 13, and moderately high on relationship model with a score of 12. After treatment termination, the patient’s self-perception score had decreased to a moderately high score of 12. In contrast, the patient’s contact design score post-treatment had largely decreased to 7. The relationship model score had increased to a score of 13. At the follow-up interview, the patient’s self-perception score had largely decreased to a score of 7. In contrast, contact design had increased to a moderate score of 10, and the relationship model score had decreased to a moderate score of 11.

[image: Figure 2]

FIGURE 2
 OPD-SQS domain scores at each interview time point. This graph illustrates the patient’s OPD-SQS scores for the domains self-perception, contact design and relationship model at each interview time point. T1, pre-interview; T2, post-interview; T3, follow-up interview.




2.3.1.4. IIP-32.

The patient’s difficulties in interpersonal relationships were assessed with the IIP-32 (51). All IIP-32 scores at all interview time points are presented in Table 3. Before the beginning of therapy. The patient had an overall score of 9, which is considered a clinically relevant level of distress within interpersonal relationships. The patient had scores significantly high in all interpersonal domains. After treatment termination, the patient’s overall score decreased to 7, remaining in the clinically relevant range; however, only the following interpersonal domains had reached the cut-off score: Nonassertive, Overly Accommodating/Exploitable, and Self-Sacrificing/Overly Nurturant. At the follow-up interview, the patient’s IIP-32 score remained the same. The following interpersonal domains had reached the cut-off score: Socially Avoidant/Inhibited, Overly Accommodating/Exploitable, and Self-Sacrificing/Overly Nurturant.



TABLE 3 IIP-32 scores at each interview time point.
[image: Table3]



2.3.1.5. OQ-45

The patient’s symptom severity was measured with the OQ-45 (54). Overall distress is measured in three domains: Symptom distress, interpersonal relationships, and social role. All three domains are summed up to an overall distress score. All OQ-45 scores throughout therapy are illustrated in Figure 3. At the beginning of treatment, the patient’s overall distress is significantly high, with a score of 72 after the fourth therapy session. After the eighth therapy session, the patient’s distress levels decrease just below the cut-off threshold with a score of 62. During the middle period of therapy, the patient’s distress levels remain stable and clinically insignificant, with a score of 50 in sessions 12 and 16. Towards the end of STPP, the patient’s scores decrease slightly to a score of 48 in session 20 and a score of 47 in session 24, remaining clinically insignificant.

[image: Figure 3]

FIGURE 3
 OQ-45 scores over the course of treatment. This graph displays the patient’s OQ-45 scores over the course of treatment. TS, therapy session. Dashed line represents the cut-off threshold at score 63.





2.3.2. Psychodynamics

Before discussing the patient’s psychodynamics in the research group, all interviews and therapy sessions were transcribed verbatim by research assistants following the basic version of GAT transcription rules (59). All identifying information (e.g., names, occupation) were replaced by pseudonyms.

To establish the patient’s psychodynamics, the research group including two psychology master’s students and a doctoral student with psychotherapeutic experience met weekly for eight discussion meetings of one and a half hours. During these weekly discussions, four therapy transcripts were read, and the content was discussed, with the goal of understanding the course of the patient’s psychotherapy and carving out the patient’s psychodynamics. In addition to the therapy transcripts, the therapist presented the group with a written summary of the course of therapy and the psychodynamic impressions of the patient in form of an epicrisis. The discussion group took all data including all interviews and questionnaires into account when establishing the patient’s psychodynamics.

During the pre-interview and probatory sessions, the patient expressed the wish to become better at setting boundaries and being able to say no to others. She reported difficulties in asserting her needs and interests toward others. When not fulfilling the needs of people in her life, the patient experienced inexplicable feelings of guilt. Furthermore, the patient described herself as a person who pays much attention to how others might think about her, therefore trying to please others while not considering what she might want instead. The patient explained that she had never learned to argue or stand up for herself, addressing this as her main goal for her upcoming psychotherapy treatment.

Throughout psychotherapy and during further discussion in the research group, the following psychodynamics were established: The patient suffered early developmental deficits resulting from her birth complications and following necessary treatment, as well as growing up under the strong influence of her anxious parents. The patient reported experiencing the impression of a stigma or deficit since childhood: the feeling of progressing slower than others, which resulted in persistent feelings of shame. This affected her social skills, making her quiet, shy, and inhibited. During treatment, the patient displayed insecurity about her identity and low self-esteem. These insecurities were expressed, for example, in her shyness towards conflict and a rather underdeveloped integration of aggressive impulses. When experiencing anger in conflictual situations at work, she helplessly bursts into tears and feels ashamed afterward. The patient strongly tended to feel guilty but behaved accusingly and passive-aggressively towards others. She feared that other people would react harshly and punitively to her mistakes. She perceived herself in a negatively distorted way and was afraid of appearing too aggressive when standing up for herself. The patient also exhibited an over-demanding self-ideal, which was expressed in an exaggerated urge to solve the problems of others and feeling guilty when taking time off from work. Due to the patient being insecure regarding her identity and suffering from low self-worth, the patient remained passive and submissive in her relationships, for example, by putting herself in a dependent position in her failed relationship and allowing herself to be dominated or by almost always agreeing with the therapist. Throughout therapy, she revealed a desire for a stable romantic relationship in which all facets of her personality are accepted, especially those she devalues.




2.4. Narratives

All narratives within the therapy transcripts were identified by a previous master’s student (60) who had identified all narratives in the therapy transcript based on an unpublished manual (61). Narratives were identified based on Labov’s definition, namely that a narrative must contain at least two narratives clauses separated by a temporal junction. Narrative clauses consist of a report of events reflecting the order in which these events took place. Therefore, narrative clauses report an event with a definable beginning and end. Furthermore, the order in which narrative clauses are told may not be altered without changing the meaning of the reported event (62).


2.4.1. Narrative coding

Further narrative coding was to be conducted for the life stories of all three interviews and narratives from the psychotherapy transcripts. Before randomly choosing narratives for further coding, all transcripts were read and discussed in a research group to understand the patient’s issues and psychodynamics better. As the patient’s struggles primarily evolved around interpersonal relationships and romantic relationships were a key motive throughout the patient’s STPP, all narratives revolving around romantic relationships were identified in the listing provided by Kinder (60). Five sessions in total were chosen, in which two randomly chosen narratives in which the patient narrated an experience in romantic interpersonal relationships. This resulted in a coding of 10 narratives from the therapy transcripts: four narratives from the first third of therapy (from sessions two and five), two narratives from the second third of therapy (from session 14), and finally, four narratives from the last third of therapy (from sessions 17 and 23). For further coding, all 10 narratives from the therapy transcript and the life story narratives were propositioned in main-and sub-clauses.

For all narratives, coding was conducted by theme: every narrative was coded for agency, then communion fulfillment, and finally for all coherence dimensions. This meant that each narrative received six separate readings throughout the coding process. An average score for each of the three narrative identity dimensions was calculated for each narrative and then for each session. Concerning the life story, each of the seven individual life story events was coded separately, and a mean narrative identity score was calculated for the whole life story. The following utilized coding schemes were used due to previous researchers achieving high inter-rater reliability (1, 22, 35).

A master’s student in psychology served as a master coder and coded all interview and therapy session narratives. The master coder was not blinded during coding since the entire working group had used a bottom-up approach by first reading all transcripts, working out all central themes, and finally developing the hypothesis before starting the coding process. In a separate step, a PhD-student recoded all narratives as a reliability coder, making use of the master coder’s prepared coding segments (63).


2.4.1.1. Agency

The agency coding system by Adler et al. (64) is used to measure agency in narratives with the help of a five-point Likert scale ranging from 0 to 4. Higher scores indicate a higher degree of agency. A narrative in which the protagonist is completely powerless, at the mercy of circumstances, and all action is motivated by external powers is scored with 0. A narrative that portrays the protagonist as largely at the mercy of circumstances and in which the control of the plot is primarily in the hands of external powers is rated with 1. A narrative in which the protagonist is neither entirely in control nor entirely at the mercy of circumstances receives a score of 2. A narrative in which the protagonist is able to affect actions, initiate change, or has some degree of control over circumstances is rated with 3. These narratives may or may not include a portrayal of previous agentic struggles. A narrative in which the protagonist reports having struggled to overcome an agency-threatening experience and describes themselves as empowered or victorious is rated with 4. These narratives include themes of self-insight, gaining control over a situation, or experiencing an increase in power.

For both life narratives (ICC = 0.94) and therapy session narratives (ICC = 0.86), excellent inter-rater reliabilities were achieved (65).



2.4.2.1. Communion fulfillment

Adler et al. (1) communion fulfillment coding system measures communion fulfillment in personal narratives and consists of a 3-point scale ranging from 0 to 2. The coding system of communion fulfillment goes further to examine whether there is an absence or presence of communion motivation. It instead also examines to what degree the protagonist is successful in satisfying their motivational needs and desires in interpersonal relationships. Since narratives chosen from the psychotherapy transcripts evolved around interpersonal relationships, rating the presence or absence of communal motivations was unnecessary. However, in the case of the life story narratives, narratives were rated with 0 for the absence and 1 for the presence of communal motivations. In case no communion was recorded, the narrative did not receive a score for communion fulfillment. Narratives in which there was no indication of having one’s communion needs met were scored with 0. Narratives in which communion needs were being met to some degree were scored with 1. Narratives in which the protagonist’s communion needs were met to a high degree were scored with 2.

For both, life narratives (ICC = 0.94) and therapy session narratives (ICC = 0.84), excellent inter-rater reliabilities were achieved.



2.4.2.2. Coherence

The narrative coherence coding system (14) is a rating scale used to measure coherence in life-story accounts. This coding system has been used before to assess the coherence of psychotherapy stories (66). Coherence is conceptualized along four dimensions: orientation, structure, affect, and integration. Each dimension is rated along a 4-point scale ranging from 0 to 3. Higher scores indicate a higher degree of coherence. All four dimensions were summed up to an average coherence score.

Orientation is defined as the extent to which the narrator specifies background information to understand the story’s context. This includes introducing main characters, locations, and actions and situating the narrative in a specific temporal, social, and personal context. Structure is defined as the level of temporal sequencing within the story (Figure 4). A narrative must therefore include one of the following: an initiating event, an internal response to the event, an attempt, or a consequence. Highly structured narratives follow a temporal sequence of goal-oriented action and present a logical flow of scenes. Affect is defined as the extent to which a narrative includes expressive emotion and makes an evaluative point by using affective language. Through the use of expressive emotion, the narrator underlines the importance of the experience being recounted. Integration is the degree to which the narrator links the event to larger life themes and meaning. A highly integrated narrative relates the events to the narrator’s self-identity or previous autobiographical experiences.
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FIGURE 4
 Average agency scores over the course of treatment. TS, therapy session.


For all coherence scales in the life narratives a good or excellent inter-rater reliability was achieved (orientation ICC = 0.66, structure ICC = 0.76, affect ICC = 0.93, integration ICC = 0.89) while in the therapy session narratives all scales reached the classification of an excellent inter-rater reliabilities (orientation ICC = 0.89, structure ICC = 0.78, affect ICC = 0.96, integration ICC = 0.85).






3. Results


3.1. Psychotherapy narratives


3.1.1. Agency

All average agency coding scores for all narratives from the therapy transcripts are illustrated in Figure 5. The first hypothesis predicted that the patient’s narratives would increase in agency over the course of psychotherapy (H1).
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FIGURE 5
 Average communion fulfillment scores over the course of treatment. TS, therapy session.


At the beginning of therapy during the second session, the patient’s agency is moderate, with a score of 1.88. These narratives portray the protagonist, to a certain degree, at the mercy of external powers and circumstances. During the second session, the patient describes her past romantic relationships. Before being in a relationship with her ex-partner, she had engaged in sexual intercourse with several men. She describes suffering from ambiguous thoughts concerning her experiences, as she felt she needed to catch up on lost time, but also suffered from feelings of being “cheap” or “used.” She describes the following impression she had of herself:


Somehow, I sometimes had the feeling that I got [intimate] with someone too quickly or that I was too easy to have […].
 

Once she had started dating her former partner, she had told him in a conversation about her past romantic experiences, which he had strongly disapproved of, which led to her criticizing herself:


[…] And he [said to me], "yes, when I saw you, I did not think you were like that". And I thought that was pretty harsh. So, I know that I was also hurt by it, but I believed it; I took it that way, that it was something negative and something that was not appropriate, even though I knew that so many people actually did it.
 

Instead of gaining agency by having actively sought out intimate relationships, the opposite occurs. The patient not only questions her own decisions and needs, but she does not describe herself as someone who wanted to have intimate experiences with others but instead was someone “easy to have.” She devalues her own sexual needs and allows her ex-partner to persuade her that her past behavior was inappropriate, even though she states that she believes others have the right to do so. The patient’s narratives do not include an agentic description of her seeking out intimate relationships or standing up for herself and her needs. Instead, she portrays herself as someone swayed by others’ preconceptions and accusations by criticizing herself for past desires. She does not consider herself in control of her experiences. Instead, she describes herself at the mercy of her needs which she simultaneously condemns due to the prejudices of her ex-partner. Despite her depicting experiences from the past, these narratives also lack insight, in which the patient corrects her past views and regains agency while narrating these events during psychotherapy.

During the fifth session, the patient’s agency decreases to a score of 1.29, displaying her as someone who is largely at the mercy of circumstances and that her experiences are primarily in the hands of external powers. The patient reports having issues in a new relationship, in which she has ambiguous feelings towards the man she is dating, as he is also interested in another woman. She describes having the desire to distance herself from him but being unable to do so, and that all her thoughts and emotions are circling the man she is dating, whereas she is unable to act or make a decision to influence her current relationship:


I have noticed that I somehow do not get the distance in [.] and that my thoughts revolve around it, and I find it a bit of a shame because I somehow make myself so dependent on the reaction of the other person instead of looking out for myself [.], but all my thoughts always revolve around what he is thinking about, what he is feeling at the moment and I find that a bit of a shame that I am so fixated on that.
 

The patient spends the therapy session talking about how she is unable to control her thoughts as she is so emotionally involved with her current partner. She describes herself, including her thoughts and emotions, as primarily controlled by his actions and decisions. Despite wanting to enjoy her time alone or with friends, she is unable to distance herself from the situation or specify what she expects from a relationship. She, therefore, depicts herself as a protagonist with a low agency, as she is at the mercy of his actions and her thoughts.

During the second third of therapy, the patient’s agency increases drastically to a moderately high score of 2.88 at session 14. This illustrates that the patient, to a certain degree, describes herself as someone who is able to affect her own life, initiate change and achieve some degree of control throughout her experiences. The patient reports going on holiday alone and getting to know others abroad. She also points out that she was not interested in having romantic encounters but instead decided to seek platonic friendships, with which she was content. She also displays a degree of insight by expressing her struggles with loneliness while traveling by herself:


[…] the first evening I was […] restless, I noticed that I did not feel good at all, that [something] was missing, and I noticed [.] that even though traveling alone is actually nice [I realized] that I always need someone to talk to or do something with, because [.] it made me so restless [.] being all on your own, so alone.
 

The patient not only acknowledges that she enjoys traveling alone but that she simultaneously feels a high degree of loneliness and restlessness when not having someone to talk to or spend time with. She describes herself as being highly agentic by traveling on her own but also describes being at the mercy of the need to be with others. Therefore, the theme of agency is slightly thwarted by inner struggles with needing others to feel at peace while also trying to be highly agentic by traveling alone. However, the patient also expresses insight into these inner struggles, with which future actions may be influenced, displaying a moderately high agency score.

Furthermore, the patient mentions that she has had contact with her ex-partner and has the impression that she can see more clearly that the breakup was necessary for her, as she felt suppressed by her ex-partner. She claims that now with more distance, she is able to understand that during the relationship, she did not seek out her own needs and did not act in her interest:


[…] and now, with such a distance, we can see more clearly that we were simply too different and somehow wanted too many different things and that it just could not work out. And I was also so deep in it; you hold on so tightly to what you find beautiful that you do not see the other [sides of the relationship].
 

The patient, therefore, experienced an insightful moment in which she acknowledged that she was not agentic during the relationship. With this insight, seeking out different relationships can be seen as a goal-oriented action in the future, resulting in an overall increase in agency.

At session 17, nearing the end of treatment, the patient’s agency score slightly decreases but remains moderately high, with a score of 2.67. The narratives of this session portray the protagonist as able to affect situations or initiate change to some degree. In one of the narratives, the patient breaks off a relationship in which she realizes that the man she is dating does not want to start a serious relationship. In this narrative, she portrays herself as highly agentic by distancing herself from a relationship in which her needs are not being met:


I really want to stay on my own for now and not start [dating] anyone else because I want to concentrate on myself and see that everything is fine with myself first [.] what fulfills me, regardless of the fact whether there is a man with me now […].
 

However, the patient depicts her struggles with her sexual desires and needs. In the second narrative, she illustrates her inner struggles with the topic, asking herself whether her upbringing is at fault for her being such a “needy” person. She, however, states that she has ambiguous feelings. She reports that having intimate experiences with others “just happens” but that she is a grown-up woman and can make her own decisions. She is, however, ashamed of seeking out intimate relationships, especially when first stating she wants to be on her own now. Therefore, in this narrative, she is neither highly agentic nor completely at the mercy of external powers; instead, these narratives illustrate a general struggle with the theme of agency.

Towards the end of therapy at session 23, the patient’s agency score increases slightly to a score of 3, reaching its peak since the beginning of therapy, portraying her as agentic and able to initiate change. In this session, her narratives evolve around an argument with her ex-partner, in which he insults her for having had intimate relationships with others since their breakup. The patient reports that she understands why he is upset but does not view her behavior as inappropriate, especially as she was not in a relationship with him. She also points out that when they were still together, she would always justify her actions to calm him down. She states that she can still feel the urge to justify her actions but is now aware that she is not in the wrong. Furthermore, she is determined to change her previous behavior by trying to create distance between them. She further reports that she directly told him that she would not tolerate his behavior toward her:


[…] last time I said, "if you apologize, we can meet, but you were very hurtful, and if you do not apologize, we will not [meet up again]" […].
 

The patient illustrates not only insight but stands up for herself in this situation and is determined to initiate change when it comes to her previous behavior, depicting herself as a protagonist that is in control of the situation and is able to initiate change to some degree.

The first hypothesis was partially supported, as agency increased over the course of psychotherapy, except for decreases in sessions 5 and 17 (H1).



3.1.2. Communion fulfillment

All communion fulfillment scores over the course of therapy are illustrated in Figure 6. The second hypothesis predicted that communion fulfillment would increase over the course of psychotherapy (H2).
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FIGURE 6
 Average coherence scores over the course of treatment. TS, therapy session.


At the beginning of therapy during the second session, the patient’s communion fulfillment is moderately low, with a score of 0.5. The patient depicts experiences in which she is either ashamed of her own needs or in which she feels disapproved of or devalued:


[…] somehow, I had the feeling that I could be replaced at any time, so to speak. And it's all about sex […].
 

Her communion fulfillment score remains stable at a score of 0.5 during the fifth therapy session, in which she does not feel that her expectations of a relationship are being. She reports being unable to satisfy her needs with her current partner; moreover, she reports being unable to move on and is fixated on him:


[…] since then, he has been distant. […] instead of seeing for myself what is good for me at the moment and meeting up with friends, [.] all my thoughts are always [revolving around him], about what he is thinking, what he is feeling at the moment. And I find it a bit of a shame that I'm so fixated on that.
 

Towards the second third of the patient’s treatment, her communion fulfillment reaches a moderate score of 1 in the 14th session. While traveling abroad, the patient meets new people and seeks conversations with others. However, she also describes herself as restless and lonely when she is on her own:


[…] even though travelling alone is actually nice, [I noticed] that I always need someone to talk to or do something with, [it made me so restless] that you're somehow on your own, so alone.
 

During this session, she also points out that she realizes that the relationship with her ex-partner was toxic and that she is better off since her breakup. She claims that she can now see more clearly that they were not seeking the same thing from a relationship, resulting in both being unhappy.

Towards the last third of therapy, the patient’s communion fulfillment score decreases again to 0.5 during the 17th session. The patient realizes that her current relationships are not fulfilling her needs and that she is unhappy with how others are treating her and that she would rather be on her own:


[…] I really want to stay on my own for now and not start anything more with anyone because I want to concentrate on myself […].
 

Before treatment termination, the patient does not experience any communion fulfillment, therefore receiving a score of 0 during the 23rd therapy session. Over the course of therapy, after having phases of being in contact with her ex-partner, the patient realizes in an argument she had the previous day that her ex-partner will only keep on devaluing her and that she does not want to put up with it anymore. She realizes that her past and current relationship with him does not fulfill her communal needs in any way:


[…] and then I said that I didn't think it was good for us to keep seeing each other because I couldn't see a way back into the relationship […].
 

Despite communion fulfillment increasing slightly towards the middle third of treatment, the patient’s communion fulfillment score had an overall negative trend. Therefore, these results do not support the second hypothesis (H2).



3.1.3. Coherence

All average coherence scores over the course of therapy are illustrated in Figure 7. The third hypothesis predicted that the overall coherence of the patient’s narratives would increase over the course of psychotherapy (H3).
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FIGURE 7
 Average life story agency scores at each interview time point. T1, pre-interview; T2, post-interview; T3, follow-up interview.


The patient’s narratives are moderately high in coherence at the beginning of therapy, with a score of 1.88 in the second session. When describing her past romantic experiences and her conversation with her ex-partner, she, to a certain degree, orients the listener into the story, and one can identify the structure or the temporal sequence of all incidents. However, she only uses a small amount of affective language to describe how she felt during these experiences, but not why the story is important to tell. The two narratives also lack a high degree of integration of the story into her self-identity and are not linked to previous autobiographical experiences. She merely reports that she felt disappointed about others and herself.

The patient’s overall coherence score decreases to 1.50 at session five. Orientation and structure remain moderately high, allowing the reader to identify most major characters and locations as well as most of the temporal sequences of events; however, one of the narratives includes a low amount of affective language, whereas the other lacks both the use affective language and integration to a high degree. It does not become clear why these experiences are important for the patient to tell or how these make her feel. One of the narratives is also not integrated into her self-identity, as the patient merely portrays her struggle with her current dating life.

At the second third of treatment, overall coherence largely increases to a score of 2.38 at session 14. The coherence scores of both narratives range from moderately high to high on all four dimensions. The patient’s depiction of her traveling alone scores highly on three of four coherence dimensions. The structure dimension is the only one in which the patient only scores moderately high, as the overall sequence of events becomes unclear in certain passages. The patient’s elaboration on having a different view on her past relationship scores moderately high on all four dimensions.

In session 17, overall coherence slightly decreases to a score of 2.13. The patient’s first narrative evolving around wanting to be alone includes a high degree of integration; however, there is a lack of affective language, and it does not become clear to the reader how the patient felt during that specific event. The second narrative in which the patient depicts struggling with current intimate relationships and identifying her own needs, orientation but especially structure decrease, and there is a lack of affective language, whereas integration remains high.

At session 23, the patient’s overall coherence score increases and reaches its highest rating before treatment termination, with a score of 2.50. Both narratives include a moderately high to high range of coherence on all four dimensions. However, the overall integration of both narratives has slightly decreased compared to the 17th session, from a score of 3 to 2.

The third hypothesis was partially supported, as overall coherence increased over the course of therapy, with the exception of decreases in sessions 5 and 17 (H3).




3.2. Life stories


3.2.1. Agency

All average agency scores at each interview time point are illustrated in Figure 8. The fourth hypothesis predicted that the average agency scores at T2 and T3 would be higher when compared to the average agency score at T1 (H4).
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FIGURE 8
 Average life story communion fulfillment scores at each interview time point. T1, pre-interview; T2, post-interview; T3, follow-up interview.


During the pre-interview (T1), the patient’s average agency score starts at 1.32, illustrating herself mostly at the mercy of circumstances in her life experiences. She starts by describing her birth complications and following health issues, due to which she experienced a slower progression while growing up compared to other children. She also narrates about her struggles connecting with others and experiencing bullying during middle and high school, in which she portrays herself at the mercy of the actions of others and specific circumstances. She then describes a turning point in her life, in which she decided to initiate change and travel abroad for a year. She gained self-esteem through her year abroad and perceived herself as highly agentic.

During the post-interview (T2), the patient’s average agency score increased to 2.15. She again narrates about her birth complications, health issues, bullying experiences, and year abroad. However, the patient also narrates how she experienced the break-up with her ex-partner and why she decided to start therapy. The new narratives included in her life story portray her as agentic, as she includes many points of self-insight that have brought her to the point in life she is now, due to which she has changed her behavior and attitudes. She reports that these experiences have helped her grow as a person:


[…] but I went through it all because I always hoped that somehow the trust would grow, and the relationship would become easier […]

[…] I let him do a lot to me, but then I realized that it was just a relief later on. And I started therapy directly afterwards [.] [in order] to learn to distance myself and to say no. And to learn not to feel guilty anymore and that I am very important and that I can't let something like that happen to me. So, this experience was very important for me.
 

At the follow-up interview (T3), the patient’s average agency score slightly increases again, reaching a final score of 2.46. Her life story again includes her depiction of her birth complications, health issues, and bullying experiences. Her depiction lacks a sense of agency, as the portrayal of herself remains at the mercy of past circumstances. She also narrates about her year abroad, in which she portrays herself as highly agentic. She also mentions the comparison with her sister, depicting this relationship as a reason for wanting to travel abroad, initiate change, and distance herself from her previous friend group and the stigmata of being the sister that is not as capable of being self-assured or agentic. She also narrates about a past breakup due to feeling that the relationship was not fulfilling her communal needs. She finishes the interview by narrating again about ending the relationship with her ex-partner:


[…] but at the end of the day it was an important experience for me because it was like a liberating blow, and I found myself again […]
 

Compared to the post-interview, the narratives of the follow-up interview include more passages of self-insight and reasoning for her past decisions, depicting an overall higher score for agency.

The results support the fourth hypothesis, as agency scores at T2 and T3 are higher compared to the baseline score at T1 (H4).



3.2.2. Communion fulfillment

The patient’s average communion fulfillment scores for each interview time point are presented in Figure 9. The fifth hypothesis predicted that communion fulfillment scores at T2 and T3 would be higher when compared to the communion fulfillment score at T1 (H5).
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FIGURE 9
 Average life story coherence scores at each interview time point. T1, pre-interview; T2, post-interview; T3, follow-up interview.


From the pre-interview (T1), four out of seven narratives were coded for communion fulfillment; from the post-interview (T2), six out of seven narratives were coded; and from the follow-up interview (T3), six out of seven received a communion fulfillment rating.

In the pre-interview (T1), the patient has a moderate communion fulfillment score of 1.20. As a child, she describes herself as being afraid of seeking contact and playing with other children and that she would often feel ashamed when picked on. Due to being shy, she also experienced difficulties standing up for herself and befriending new people. Over the course of her school career, during which the patient experienced phases in which classmates were bullying her, she also realized that she was still perceived by her friends and family as shy and inhibited even though her self-perception had changed, causing her to resent her current relationships. This was also one reason for her year abroad, where she describes having had great friendships and feeling loved by others.

In the post-interview (T2), the patient’s communion fulfillment score decreases to a moderately low score of 0.78. During this interview, she again narrates her previous struggles in past relationships, as in the pre-interview. However, the patient also includes more narratives in which these struggles become more prominent, for example, always being compared with her sister and her failed relationship with her ex-partner, resulting in her seeking treatment. She illustrates herself as becoming aware of how unsatisfied she is with her past behavior in her previous relationship and how she sacrificed friendships and her own communal needs for her ex-partner:


I tried to do everything for him to keep this relationship going well and then I almost gave up on myself, I gave up male friendships for him because he didn't want that and I did less with friends, so I gave up a lot for him [.] and the experience of the break-up devastated me [.] but in the end it was an important event for me [.] it's like a liberation blow and I found myself again.
 

At the follow-up interview (T3), the average communion fulfillment score for the patient’s life stories increases to a moderate score of 1.17, almost reaching the same score as the initial starting score of the pre-interview. During this interview, the patient narrates about negative experiences while in school and being compared to her sister. She also mentions the break-up with her ex-partner. However, she also elaborates on friendships she made during her year abroad, having a beneficial working relationship with her therapist and founding a sports club with friends.

These results do not support the fifth hypothesis, as both scores at T2 and T3 are lower when compared to the communion fulfillment score at T1 (H5).



3.2.3. Coherence

The patient’s average coherence scores at each interview time point are illustrated in Figure 9. The sixth hypothesis predicted that overall coherence scores at T2 and T3 would be higher compared to the overall coherence baseline score at T1 (H6).

Before the beginning of treatment (T1), the patient has a moderate coherence score of 1.89. The life story narratives score high on orientation and structure, allowing the reader to identify the main characters and sequence of events. However, many narratives lack affectual language or integration, especially in which she depicts herself struggling with certain circumstances such as health issues and bullying experiences.

In the post-interview (T2), the overall coherence of the patient’s life story narratives increases, reaching an average score of 2.39. Not only do the scores for orientation and structure increase, but the patient’s use of affectual language and especially integration largely increases as she integrates her autobiographical experiences into her self-identity. Integration became especially prominent in narratives regarding her break-up and reason for seeking treatment.

In the follow-up interview (T3), the patient’s overall coherence score remains stable, having the same overall score as in the post-interview. In comparison to the post-interview scores, orientation and structure scores further increased, and the use of affective language remained stable, whereas the integration score decreased. Most of the narratives that had been previously narrated during the post-interview had slightly decreased in overall coherence. In contrast, newly narrated life stories, such as founding a sports club and depicting an important therapy session, scored moderately high in coherence.

These results support the sixth hypothesis, as coherence scores are higher at T2 and T3 compared to the baseline score at T1 (H6).





4. Discussion

To the best of our knowledge, this is the first study to examine the development of the narrative identity of an AvPD patient in both narratives within STPP sessions and life stories before, after, and 6 months following treatment termination. It was predicted that agency, communion fulfillment, and coherence would increase over the course of psychotherapy. Moreover, it was hypothesized that the life stories at the post-and follow-up interviews would be higher in agency, communion fulfillment, and coherence compared to the pre-interview life story. The results partially supported these hypotheses. On the one hand, agency increased with a few declines over the course of psychotherapy and increased further 6 months following treatment termination. Comparatively, communion fulfillment began to increase slightly and decreased drastically towards the end of treatment. Six months following treatment termination, communion fulfillment had almost reached its previous starting point. Coherence, on the other hand, increased with a few decreases, similar to agency over the course of psychotherapy, and remained stable 6 months following treatment termination.


4.1. Increases in narrative agency and coherence are associated with successful psychotherapy outcome

As predicted, agency scores increased over the course of psychotherapy in the patient’s narratives evolving around romantic interpersonal relationships and increased further after treatment termination. These findings align with previous studies that have also found agency to increase in life stories after psychodynamic psychotherapy treatment of BPD patients (35) or in narratives regarding psychotherapy of patients with a variety of diagnoses throughout a 12-week treatment program (22).

Due to a decrease in overall symptom severity and a decrease in BDI-II and BSI scores after treatment and 6 months following treatment termination, it can be established that the case study had a successful treatment outcome. Despite agency being considered a major motivational thematic cluster in personal narratives and life stories (20), the construction of highly agentic narratives does not necessarily result in an individual acting agentic. However, an increase in agency within personal narratives may reflect the manifestation of change within behavior in everyday life. Due to the increase in agency within the therapy narratives as well as life stories and a decrease in depressive symptoms, it may be presumed that the patient also acted more agentic within her everyday life. This assumption would conclude that an increase in agency may result in an improvement in mental health, which would align with previous theories, suggesting agency is a key factor for positive psychological functioning (22, 64, 67). Furthermore, an increase in agency in the patient’s life story remained consistent even after treatment termination, suggesting that psychotherapy may have long-lasting effects on agency development.

It should also be pointed out that the patient displayed decreases in sessions 5 and 17, in which she overall struggled to gain control over situations and felt partly at the mercy of circumstances due to an inability to influence her interpersonal relationships. These results indicate that working through narratives in which the individual may struggle with gaining agency does not occur in a linear pattern. Instead, working through these themes consists of “ups and downs” which is found to be common in psychotherapy treatment (68) and is thus a good representation of the development of agency throughout psychotherapy.

As predicted, overall coherence increased over the course of psychotherapy, similarly to agency and unexpectedly remained stable after treatment termination. These findings align with those of studies conducted with patients diagnosed with posttraumatic stress disorder (43), schizophrenia (44, 45) and BPD (46) which have also concluded that life stories and personal narratives are more coherent after psychotherapy. However, it does not align with Adler’s previous findings (22), as it was concluded that coherence did not increase throughout a 12-week psychotherapy treatment. However, these findings were based on narratives written by participants after each session and revolved around experiences regarding psychotherapy. Therefore, these narratives demonstrate a more filtered form of narrative, which can not be compared to narratives examined within psychotherapy sessions. Furthermore, the present study’s findings contradict the assumption that coherence in past accounts increases over time, whereas narratives regarding present accounts remain unchanged over the course of psychotherapy (22). Narratives used for coding mainly regarded present experiences at the time. This suggests that time may not be the only factor in developing higher coherence. Instead, these findings indicate that narrating events more coherently portrays better coping with experiences and improvements in overall mental health. Due to the decrease in symptom severity over the course of psychotherapy, results may demonstrate a relation between higher well-being and coherence which would align with previous findings (22, 64). As mentioned above, the decreases in sessions 5 and 17 may demonstrate the non-linear pattern of working through “ups and downs” commonly found in psychotherapy treatment (68).

Due to having a similar development as agency over the course of treatment, it may be presumed that coherence and agency are highly associated. The ability to narrate past experiences and one’s life story in a highly coherent manner expresses how well an experience has been dealt with and provides a sense of meaning (23–25). Furthermore, an individual that narrates with a high degree of agency is also said to experience a sense of meaning and purpose (9, 20). Therefore, agency and coherence are associated with the utilization of meaning-making; thus, regaining agency and, with that, a sense of control over circumstances might simultaneously increase the ability to narrate more coherently.



4.2. Narratives low in communion fulfillment may reflect awareness on maladaptive relationship patterns

Unexpectedly, communion fulfillment only increased slightly towards the middle third of psychotherapy but was non-existent by treatment termination. This finding is surprising, as communion fulfillment has been associated with high mental well-being (22, 69), due to which it was expected that over the course of successful psychotherapy treatment, communion fulfillment would increase. Furthermore, previous findings have not reported an overall decline in communion fulfillment after psychotherapy but instead suggest that communion fulfillment remains unchanged (28).

A possible reason for decreased communion fulfillment in this case study could be the form of treatment. Psychodynamic psychotherapy focuses on exploring past relationship patterns and working through central conflicts within interpersonal experiences (52, 53). Over the course of treatment, the patient became aware of how unfulfilling her relationships are, as her relationship needs were unmet, and her feelings were not reciprocated. In the last third of treatment, the patient states that she might need time to focus on herself and develop a better understanding of what she seeks in a healthy relationship. It may therefore be suggested that the first step in this patient’s case study is gaining agency. An increase in agency allows the patient to become aware that she is not at the mercy of the actions of others regarding interpersonal relationships but that she may also make decisions and seek what is most fulfilling for her. The second step would be for the patient to form and maintain healthier and more satisfying relationships. Furthermore, it should be pointed out that the patient underwent short-term treatment. Therefore, when undergoing long-term treatment, the patient’s communion fulfillment may become balanced with her level of agency over the course of psychotherapy.

The patient’s communion fulfillment score had only increased at the six-month follow-up interview, whilst almost reaching the initial starting score This may suggest that the following two factors have occurred: (1) the psychodynamic setting encourages patients to critically evaluate their current relationships (52, 53). However, this effect may have decreased over time once treatment was terminated, suggesting that a critical viewpoint may either be only present when undergoing treatment or may have long-lasting effects after long-term treatment, as has been suggested by previous studies comparing short-term vs. long-term psychodynamic psychotherapy treatment (2, 70) the patient may have also started seeking out more fulfilling interpersonal relationships, as she had become aware of what relationships she would want to pursue in order to feel fulfilled in her interpersonal experiences. In her life story at the follow-up interview, the patient narrated about past and present positive relationships, which had not been mentioned in the pre-and post-interview. This would underline that she became aware of fulfilling relationships in the past and present. These results would align with the theories presented by Dimaggio et al. (71), namely that self-development and self-reflection precede the development of relationships with others.



4.3. Limitations of the present study

The current study has several limitations that must be taken into consideration when interpreting these results. Firstly, due to this being a case study, generalizability is limited. However, the examination of case studies can be beneficial to decipher future research possibilities and allow for a more in-depth investigation (72). The lack of blinding of the master coder may also be listed as a limitation of the present study. However, the high inter-rater reliability established by the reliability coder could be understood as a confirmation of a sufficient objective coding provided by the master coder. A possible limitation is only examining narratives revolving around romantic relationships. This is only one form of relationship issue that the patient suffered from, as she also reported struggling at work and within friendships. However, narratives regarding interpersonal romantic relationships allow us to examine the development of narrative identity on a very specific scale (73), as these may portray the overall general behavior in other interpersonal relationships, which is a common concept in psychodynamic psychotherapy (52, 53).



4.4. Suggestions for future research

Despite the current case study including a lack of generalizability, this case study, especially the study design, may be used as inspiration for future research. Further studies should inspect the development of narrative identity not only before and after psychotherapy treatment but also examine narratives within psychotherapy sessions. Multiple research studies have linked communication fulfillment and coherence to high mental well-being. However, findings of previous studies, which have reviewed the development of communion fulfillment and coherence in patients receiving psychotherapy, are inconsistent with narrative identity theory. Furthermore, it should be noted that only a few studies have specifically examined changes in agency, communion fulfillment, and coherence. Moreover, these studies only compare scores before and after psychotherapy or use narratives written by patients after psychotherapy sessions. Narratives within psychotherapy should be examined in order to identify crucial moments of narrative identity development and create a better understanding of possible influencing factors. We suggest emphasizing the importance of examining narratives within psychotherapy treatment by the distinction between the following two settings: interview and therapeutic setting. During an interview, the participant is asked to narrate their life story without interruption. This may result in the participant reporting a life story with as much detail as possible. In comparison, therapy sessions include a dialog between the patient and therapist. Moreover, patients may use narratives to present their psychological distress and, therefore, present themselves with more vulnerability. Psychotherapy aims to work through important narratives together, resulting in a different narration form than in an interview setting. Therefore, the processes leading to changes in narratives and narrative identity may be more observable when examining narratives within psychotherapy. Due to the lack of research on narratives within therapy sessions, further studies are vital to uncovering differences in narration due to the specific setting in which narratives are reported.

Furthermore, it should be examined whether changes in narrative identity truly result from the intense working process within psychotherapy or whether changes occur naturally over time, regardless of whether receiving treatment. This may be investigated by using a control group of patients who only undergo the interview assessments, without receiving treatment in the given time frame. This may uncover whether changes in narrative identity occur without treatment and, if so, whether these may be pinpointed to merely repeated narration.

Studies should also consider comparing different treatment forms of psychotherapy and their effects on changes in narrative identity. This study concluded that STPP focuses on conflicts within interpersonal relationships, encouraging patients to become aware of their unhealthy relationship patterns and whether they feel fulfilled within their current relationships. Therefore, it should be examined whether other forms of psychotherapy, such as less conflict-focused treatments like cognitive behavioral therapy, or treatments with a longer duration, such as psychoanalysis, may have the same impact on communion fulfillment.

Moreover, it should be investigated whether these findings can be generalized and whether these outcomes are characteristic of people suffering from AvPD. There is a lack of narrative identity research on other forms of PDs besides BPD. The importance of a narrative identity approach in the treatment of PDs has been stressed by Lind (74), as this allows for a more dimensional approach since narrative identity is considered a mechanism of change within psychotherapy treatment of moderate to severe PDs (75). Working with life stories and personal narratives emphasizes the importance of a patient’s unique life experiences and strengthening narrative identity within one’s life story may result in a healthy organization of personality (74). Furthermore, AvPD is considered a neglected PD. Due to its high prevalence, mortality rate, and subjective impairment, further narrative identity research, including a larger sample size, must be conducted in order to identify effective treatment forms for AvPD, which include a narrative turn (74).



4.5. Conclusion

This case study extends the findings of already existing literature on narrative identity development in relation to personality pathology and the impact of psychotherapy. Results illustrate that agency and coherence increase over the course of STPP and that agency increases 6 months after treatment termination. Regarding communion fulfillment, decreases were identified by the end of STPP and an increase 6 months following treatment termination. These results demonstrate how narrative identity of patients with a AvPD diagnosis may change throughout and after STPP. Moreover, the form of psychotherapy and its duration may impact how communion fulfillment develops throughout treatment.

Despite being a case study, through which generalizability is limited, to the best of our knowledge, this is the first study to examine narrative identity not only in life stories before, after, and 6 months following psychotherapy but also in narratives within psychotherapy sessions. These findings, therefore, emphasize the need for further exploration of psychotherapy narratives within the research field of narrative identity.

Future examination of the narrative identity development of individuals with AvPD should be conducted to fully understand the disturbances and changes in narratives by AvPD patients, especially since AvPD has largely been neglected by previous research. Further investigation dealing with these research gaps is vital as a narrative approach has been considered crucial for improving psychotherapy treatment of individuals with PD.




Data availability statement

The original contributions presented in the study are included in the article/supplementary material, further inquiries can be directed to the corresponding author.



Ethics statement

Written informed consent was obtained from the individual for the publication of any potentially identifiable images or data included in this article.



Author contributions

DF contributed to conception and design of the study and organized the database. AT performed the qualitative analysis and wrote the first draft of the manuscript. All authors contributed to manuscript revision, read, and approved the submitted version.



Acknowledgments

We would like to thank former master’s student Daniela Kinder (Goethe-University, Frankfurt) who contributed to the extensive verbatim transcription of the psychotherapy sessions and identification of narratives within the psychotherapy transcripts for the present study.



Conflict of interest

The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.



Publisher’s note

All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.



References

 1. Adler, JM, Chin, ED, Kolisetty, AP, and Oltmanns, TF. The distinguishing characteristics of narrative identity in adults with features of borderline personality disorder: an empirical investigation. J Personal Disord. (2012) 26:498–512. doi: 10.1521/pedi.2012.26.4.498 

 2. Dimaggio, G, Vanheule, S, Lysaker, PH, Carcione, A, and Nicolò, G. Impaired self-reflection in psychiatric disorders among adults: a proposal for the existence of a network of semi independent functions. Conscious Cogn. (2009) 18:653–64. doi: 10.1016/j.concog.2009.06.003 

 3. Lind, M, Adler, JM, and Clark, LA. Narrative identity and personality disorder: an empirical and conceptual review. Curr Psychiatry Rep. (2020) 22:67. doi: 10.1007/s11920-020-01187-8 

 4. Weinbrecht, A, Schulze, L, Boettcher, J, and Renneberg, B. Avoidant personality disorder: a current review. Curr Psychiatry Rep. (2016) 18:29. doi: 10.1007/s11920-016-0665-6

 5. American Psychiatric Association. Diagnostic and statistical manual of mental disorders. 5th ed. Washington, DC: American Psychiatric Pub (2013) doi: 10.1176/appi.books.9780890425596.

 6. Reich, J, and Schatzberg, A. Prevalence, factor structure, and heritability of avoidant personality disorder. J Nerv Ment Dis. (2021) 209:764–72. doi: 10.1097/NMD.0000000000001378 

 7. Rusico, AM, Brown, TA, Chiu, WT, Sareen, J, Stein, MB, and Kessler, RC. Social fears and social phobia in the USA: results from the National Comorbidity Survey Replication. Psychol Med. (2008) 38:15–28. doi: 10.1017/S0033291707001699 

 8. Grant, BF, Hasin, DS, Stinson, FS, Dawson, DA, Chou, SP, Ruan, WJ , et al. Prevalence, correlates, and disability of personality disorders in the United States: results from the national epidemiologic survey on alcohol and related conditions. J Clin Psychiatry. (2004) 65:948–58. doi: 10.4088/jcp.v65n0711

 9. McAdams, DP. The psychology of life stories. Rev Gen Psychol. (2001) 5:100–22. doi: 10.1037/1089-2680.5.2.100

 10. McAdams, DP, and Olson, BD. Personality development: continuity and change over the life course. Annu Rev Psychol. (2010) 61:517–42. doi: 10.1146/annurev.psych.093008.100507 

 11. McLean, KC, Pasupathi, M, and Pals, JL. Selves creating stories creating selves: a process model of self-development. Personal Soc Psychol Rev. (2007) 11:262–78. doi: 10.1177/1088868307301034 

 12. Adler, JM, Lodi-Smith, J, Philippe, FL, and Houle, I. The incremental validity of narrative identity in predicting well-being: a review of the field and recommendations for the future. Personal Soc Psychol Rev. (2016) 20:142–75. doi: 10.1177/1088868315585068 

 13. Adler, JM, Kissel, EC, and McAdams, DP. Emerging from the CAVE: attributional style and the narrative study of identity in midlife adults. Cogn Ther Res. (2006) 30:39–51. doi: 10.1007/s10608-006-9005-1

 14. Baerger, DR, and McAdams, DP. Life story coherence and its relation to psychological well-being. Narrat Inq. (1999) 9:69–96. doi: 10.1075/ni.9.1.05bae

 15. Lilgendahl, JP, and McAdams, DP. Constructing stories of self-growth: how individual differences in patterns of autobiographical reasoning relate to well-being in midlife. J Pers. (2011) 79:391–428. doi: 10.1111/j.1467-6494.2010.00688.x 

 16. Bakan, D. The duality of human existence: An essay on psychology and religion. Chicago: Rand McNally (1966).

 17. Wiggins, JS. Agency and communion as conceptual coordinates for the understanding and measurement of interpersonal behavior In: D Cicchetti and WM Grove, editors. Thinking clearly about psychology: Essays in honor of Paul E. Meehl. Minneapolis: University of Minnesota Press (1991). 89–113.

 18. Adler, JM, Waters, TE, Poh, J, and Seitz, S. The nature of narrative coherence: an empirical approach. J Res Pers. (2018) 74:30–4. doi: 10.1016/j.jrp.2018.01.001

 19. Reese, E, Haden, CA, Baker-Ward, L, Bauer, P, Fivush, R, and Ornstein, PA. Coherence of personal narratives across the lifespan: a multidimensional model and coding method. J Cogn Dev. (2011) 12:424–62. doi: 10.1080/15248372.2011.587854 

 20. McAdams, DP, Hoffman, BJ, Day, R, and Mansfield, ED. Themes of agency and communion in significant autobiographical scenes. J Pers. (1996) 64:339–77. doi: 10.1111/j.1467-6494.1996.tb00514.x

 21. McAdams, DP, and McLean, KC. Narrative identity. Curr Dir Psychol Sci. (2013) 22:233–8. doi: 10.1177/0963721413475622

 22. Adler, JM. Living into the story: agency and coherence in a longitudinal study of narrative identity development and mental health over the course of psychotherapy. J Pers Soc Psychol. (2012) 102:367–89. doi: 10.1037/a0025289 

 23. Bohanek, JG, Fivush, R, and Walker, E. Memories of positive and negative emotional events. Appl Cogn Psychol. (2005) 19:51–66. doi: 10.1002/acp.1064

 24. Habermas, T, and Berger, N. Retelling everyday emotional events: condensation, distancing, and closure. Cognit Emot. (2011) 25:206–19. doi: 10.1080/02699931003783568 

 25. Pennebaker, JW, and Seagal, JD. Forming a story: the health benefits of narrative. J Clin Psychol. (1999) 55:1243–54. doi: 10.1002/(SICI)1097-4679(199910)55:10<1243::AID-JCLP6>3.0.CO;2-N 

 26. Fivush, R, McDermott Sales, J, and Bohanek, JG. Meaning making in mothers’ and children's narratives of emotional events. Memory. (2008) 16:579–94. doi: 10.1080/09658210802150681 

 27. Lysaker, PH, Clements, CA, Plascak-Hallberg, CD, Knipscheer, SJ, and Wright, DE. Insight and personal narratives of illness in schizophrenia. Psychiatry. (2002) 65:197–206. doi: 10.1521/psyc.65.3.197.20174 

 28. Köber, C, Schmiedek, F, and Habermas, T. Characterizing lifespan development of three aspects of coherence in life narratives: a cohort-sequential study. Dev Psychol. (2015) 51:260–75. doi: 10.1037/a0038668 

 29. Fivush, R. Family narratives and the development of an autobiographical self: Social and cultural perspectives on autobiographical memory. New York, NY: Routledge (2019) doi: 10.4324/9780429029158.

 30. McLean, KC. The co-authored self: Family stories and the construction of personal identity. New York, NY: Oxford University Press (2016).

 31. Pasupathi, M. The social construction of the personal past and its implications for adult development. Psychol Bull. (2001) 127:651–72. doi: 10.1037/0033-2909.127.5.651

 32. Habermas, T, and Fesel, D. Erzählen in psychodynamischen psychotherapien. Psychotherapeut. (2022) 67:110–5. doi: 10.1007/s00278-021-00555-w

 33. Schafer, R. The analytic attitude. London: Routledge (2019) doi: 10.4324/9780429481024.

 34. Argelander, H. Was ist eine Deutung? Psyche. (1981) 35:999–1005.

 35. Lind, M, Jørgensen, CR, Heinskou, T, Simonsen, S, Bøye, R, and Thomsen, DK. Patients with borderline personality disorder show increased agency in life stories after 12 months of psychotherapy. Psychotherapy. (2019) 56:274–84. doi: 10.1037/pst0000184 

 36. Pietsch, T, Wilson, J, and McDonald, M. Ontological insecurity: a guiding framework for borderline personality disorder. J Phenomenol Psychol. (2010) 41:85–105. doi: 10.1163/156916210X503100

 37. Gilbert, T, Farrand, P, and Lankshear, G. “I Don’t want to live like this anymore”: disrupted habitus in young people “at risk” of diagnosis of personality disorder. Youth Soc. (2013) 45:347–64. doi: 10.1177/0044118X11417979

 38. Morris, C, Simpson, J, Sampson, M, and Beesley, F. Emotion and self-cutting: narratives of service users referred to a personality disorder service. Clin Psychol Psychother. (2015) 22:125–32. doi: 10.1002/cpp.1870 

 39. Lind, M, Vanwoerden, S, Penner, F, and Sharp, C. Inpatient adolescents with borderline personality disorder features: identity diffusion and narrative incoherence. Personal Disord Theory Res Treat. (2019) 10:389–93. doi: 10.1037/per0000338 

 40. Guruprasad, D, and Bhola, P. Assessment of autobiographical memory narratives in psychotherapy with borderline personality disorder: an exploratory study. Res Psych. (2014) 17:52–64. doi: 10.4081/ripppo.2014.170

 41. Sørensen, KD, Råbu, M, Wilberg, T, and Berthelsen, E. Struggling to be a person: lived experience of avoidant personality disorder. J Clin Psychol. (2019) 75:664–80. doi: 10.1002/jclp.23013 

 42. Lind, M, Simonsen, S, and Dunlop, WL. Incorporating narrative repair in the treatment of avoidant personality disorders: a case in point. J Clin Psychol. (2021) 77:1176–88. doi: 10.1002/jclp.23152 

 43. Foa, EB, Molnar, C, and Cashman, L. Change in rape narratives during exposure therapy for posttraumatic stress disorder. J Trauma Stress. (1995) 8:675–90. doi: 10.1002/jts.2490080409 

 44. Lysaker, PH, Davis, LW, Hunter, NL, Nees, MA, and Wickett, A. Personal narratives in schizophrenia: increases in coherence following 5 months of vocational rehabilitation. Psychiatr Rehabil J. (2005) 29:66–8. doi: 10.2975/29.2005.66.68 

 45. Lysaker, PH, Lancaster, RS, and Lysaker, JT. Narrative transformation as an outcome in the psychotherapy of schizophrenia. Psychol Psychother. (2003) 76:285–99. doi: 10.1348/147608303322362505 

 46. Levy, KN, Clarkin, JF, Yeomans, FE, Scott, LN, and Wasserman, RH, Kernberg OF. The mechanisms of change in the treatment of borderline personality disorder with transference focused psychotherapy. J Clin Psychol. (2006) 62:481–501. doi: 10.1002/jclp.20239 

 47. Wittchen, HU, Zaudig, M, and Fydrich, T. SKID (Strukturiertes Klinisches Interview für DSM-IV). Göttingen: Hogrefe (1997).

 48. Beck, AT, Steer, RA, and Brown, G. Beck depression inventory-II. Psychol Assess. (1996). doi: 10.1037/t00742-000

 49. Derogatis, LR. Brief symptom inventory. Eur J Psychol Assess. (1978). doi: 10.1037/t00789-000

 50. Ehrental, JC, Dinger, U, Schauenburg, H, Horsch, L, Dahlbender, RW, and Gierk, B. Development of a 12-item version of the OPD-structure questionnaire (OPD-SQS). Z Psychosom Med Psychother. (2015) 61:262–74. doi: 10.13109/zptm.2015.61.3.262 

 51. Horowitz, LM, Thomas, A, Kordy, H, and Strauß, B. Inventar zur Erfassung interpersonaler Probleme: deutsche Version. IIP-D: Hogrefe (2017).

 52. Hauten, L. Tiefenpsychologische Psychotherapie (TP). Schattauer. Stuttgart (2021):55–102.

 53. Reimer, C, and Rüger, U. Tiefenpsychologisch fundierte Psychotherapie In: C Reimer and U Rüger, editors. Psychodynamische Psychotherapien: Lehrbuch der tiefenpsychologisch fundierten Psychotherapieverfahren. 4th ed. Berlin, Heidelberg: Springer-Verlag (2012). 59–92. doi: 10.1007/978-3-642-29897-4_5

 54. Lambert, MJ, Gregersen, AT, and Burlingame, GM. The Outcome Questionnaire 45 In: ME Maruish, editor. The use of psychological testing for treatment planning and outcomes assessment: Instruments for adults. New Jersey: Lawrence Erlbaum Associates Publishers (2004). 191–234.

 55. Kühner, CBCK, Bürger, C, Keller, F, and Hautzinger, M. Reliabilität und Validität des revidierten Beck-Depressionsinventars (BDI-II). Nervenarzt. (2007) 78:651–6. doi: 10.1007/s00115-006-2098-7 

 56. Adawi, M, Zerbetto, R, Re, TS, Bisharat, B, Mahamid, M, Amital, H , et al. Psychometric properties of the brief symptom inventory in nomophobic subjects: insights from preliminary confirmatory factor, exploratory factor, and clustering analyses in a sample of healthy Italian volunteers. Psychol Res Behav Manag. (2019) 12:145–54. doi: 10.2147/2FPRBM.S173282 

 57. Bailey, C, Abate, A, Sharp, C, and Venta, A. Psychometric evaluation of the inventory of interpersonal problems. Bull Menn Clin. (2018) 82:93–113. doi: 10.1521/bumc.2018.82.2.93 

 58. Boswell, DL, White, JK, Sims, WD, Harrist, RS, and Romans, JS. Reliability and validity of the outcome Questionnaire-45.2. Psychol Rep. (2013) 112:689–93. doi: 10.2466/02.08.PR0.112.3.689-693 

 59. Selting, M, Auer, P, Barth-Weingarten, D, Bergmann, JR, Bergmann, P, Birkner, K , et al. Gesprächsanalytisches Transkriptionssystem 2 (GAT 2) [a system for describing talk in interaction]. Gesprächsforschung. (2009) 10:353–402.

 60. Kinder, D. Veränderungen in wiederholt erzählten Narrationen im Verlauf einer psychoanalytischen Psychotherapie. Frankfurt: Goethe University (2022).

 61. Habermas, T, Sieling, A, and Kurzeknabe, F. Manual zur Segmentierung von Transkripten in der Psychotherapieforschung. Frankfurt: Goethe University (2019).

 62. Labov, W, and Waletzky, J. Narrative analysis: Oral versions of personal experience In: I Helm, editor. Essays on the verbal and visual arts: Proceedings of the 1966 annual spring meeting of the American ethnological society. Seattle: University of Washington Press (1967). 12–44.

 63. Syed, M, and Nelson, SC. Guidelines for establishing reliability when coding narrative data. Emerg Adulthood. (2015) 3:375–87. doi: 10.1177/2167696815587648

 64. Adler, JM, Skalina, LM, and McAdams, DP. The narrative reconstruction of psychotherapy and psychological health. Psychother Res. (2008) 18:719–34. doi: 10.1080/10503300802326020 

 65. Cicchetti, DV. Guidelines, criteria, and rules of thumb for evaluating normed and standardized assessment instruments in psychology. Psychol Assess. (1994) 6:284–90. doi: 10.1037/1040-3590.6.4.284

 66. Adler, JM, Wagner, JW, and McAdams, DP. Personality and the coherence of psychotherapy narratives. J Res Pers. (2007) 41:1179–98. doi: 10.1016/j.jrp.2007.02.006

 67. Woike, B, and Polo, M. Motive-related memories: content, structure, and affect. J Pers. (2001) 69:391–415. doi: 10.1111/1467-6494.00150 

 68. Lutz, W, Ehrlich, T, Rubel, J, Hallwachs, N, Röttger, MA, Jorasz, C , et al. The ups and downs of psychotherapy: sudden gains and sudden losses identified with session reports. Psychother Res. (2013) 23:14–24. doi: 10.1080/10503307.2012.693837 

 69. Philippe, FL, Koestner, R, Beaulieu-Pelletier, G, and Lecours, S. The role of need satisfaction as a distinct and basic psychological component of autobiographical memories: a look at well-being. J Pers. (2011) 79:905–38. doi: 10.1111/j.1467-6494.2010.00710.x 

 70. Knekt, P, Lindfors, O, Härkänen, T, Välikoski, M, Virtala, E, Laaksonen, MA , et al. Randomized trial on the effectiveness of long-and short-term psychodynamic psychotherapy and solution-focused therapy on psychiatric symptoms during a 3-year follow-up. Psychol Med. (2008) 38:689–703. doi: 10.1017/S003329170700164X 

 71. Dimaggio, G, Lysaker, PH, Carcione, A, Nicolò, G, and Semerari, A. Know yourself and you shall know the other… to a certain extent: multiple paths of influence of self-reflection on mindreading. Conscious Cogn. (2008) 17:778–89. doi: 10.1016/j.concog.2008.02.005 

 72. Crowe, S, Cresswell, K, Robertson, A, Huby, G, Avery, A, and Sheikh, A. The case study approach. BMC Med Res Methodol. (2011) 11:1–9. doi: 10.1186/1471-2288-11-100 

 73. Bühler, JL, and Dunlop, WL. The narrative identity approach and romantic relationships. Soc Personal Psychol Compass. (2019) 13:e12447–13. doi: 10.1111/spc3.12447

 74. Lind, M. ICD-11 personality disorder: the indispensable turn to narrative identity. Front Psych. (2021) 12:642696. doi: 10.3389/fpsyt.2021.642696 

 75. Bach, B, and Simonsen, S. How does level of personality functioning inform clinical management and treatment? Implications for ICD-11 classification of personality disorder severity. Curr Opin Psychiatry. (2021) 34:54–63. doi: 10.1097/YCO.0000000000000658 

OPS/xhtml/Nav.xhtml




Contents





		Cover



		The development of narrative identity in the psychodynamic treatment of avoidant personality disorder: A case study



		1. Introduction



		2. Methods



		2.1. The patient



		2.2. Procedure



		2.3. Case illustration



		2.3.1. Interview test battery



		2.3.1.1. BDI-II



		2.3.1.2. BSI



		2.3.1.3. OPD-SQS



		2.3.1.4. IIP-32.



		2.3.1.5. OQ-45









		2.3.2. Psychodynamics









		2.4. Narratives



		2.4.1. Narrative coding



		2.4.1.1. Agency



		2.4.2.1. Communion fulfillment



		2.4.2.2. Coherence





















		3. Results



		3.1. Psychotherapy narratives



		3.1.1. Agency



		3.1.2. Communion fulfillment



		3.1.3. Coherence









		3.2. Life stories



		3.2.1. Agency



		3.2.2. Communion fulfillment



		3.2.3. Coherence















		4. Discussion



		4.1. Increases in narrative agency and coherence are associated with successful psychotherapy outcome



		4.2. Narratives low in communion fulfillment may reflect awareness on maladaptive relationship patterns



		4.3. Limitations of the present study



		4.4. Suggestions for future research



		4.5. Conclusion









		Data availability statement



		Ethics statement



		Author contributions



		Acknowledgments



		Conflict of interest



		Publisher’s note



		References



















OPS/images/fpsyt-14-1141768-t003.jpg
Interview time point
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Socially avoidant/inhibited 9 6 8
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Materials Description

Becks depression inventory  The becks depression inventory (BDI-II) (43) includes 21 items and assesses the severity of depression symptoms on a 4-point scale ranging

(BDL-I) from 0 to 3. This tool is not used for diagnostic purposes but instead serves as a screening tool. Higher scores indicate more severe depressi

symptoms. The self-questionnaire has multiple cut-off ranges: 0-13 s considered the range for none to minimal symptoms of depression;
14-19 stands for mild depression; 20-28 for moderate depression; and 29-63 for severe depression. The questionnaire has  high degree of
internal consistency (a =0.84) (55)
Bricf symptom inventory “The brief symptom inventory (BSI) (49) includes 53 items and is a self-report measurement used for the screening of psychological distress
(Bs1) and psychiatric disorders and is used to monitor treatment progress and assess treatment outcome. Level of distress during the past week is

assessed on a five-point Likert scale (ranging from 0="not atall” to 4="extremely"). Nine primary symptom dimensions are measured:

Somatization, Obsession-compulsion, Depression, Anxiety, Interpersonal sensitivity, Hostility, Phobic anxiety, Paranoid ideation, and

Psychoticism. In addition, a Global Severity Index based on all 53 items provides an overall score across all nine domains. All scores are
transformed into T-scores. T-Scores equal or above 63 are viewed as clinically relevant. The Global Severity Index (a =0.97) has an excellent
85),

ternal consistency.

degree of internal consistency. The dimensions Somatization (a =0.85), Obsession-compulsion (a =0.84), Interpersonal sensitivity (a =

Depression (a =0.88), Ansiety (a =0.86), Hostility (a =0.81), and Paranoid ideati
.78) and Psychot

n (a=0:81) have a high degree of

internal cons

Furthermore, the dimensions of Phobic ansiety (a m (@ =0.73) have a satsfactory degree o ency (56)

OPD-structure questionnaire The OPD-structure questionnaire short version (OPD-SQS) (50) is a 12-item screening tool for personality dysfunction, which is used in

short version (OPD-5QS)  planning or assessing change throughout psychotherapy on a five-point Likert scale (ranging from 0="fully disagree” to 4="fully agree").

“The questionnaire includes three personality domains: self-perception, relationship model, and contact design. The domain of self-perception

entails to what degree the sl is equipped with structural skills and emotion regulation. The domain relationship model encompasses to what

degree representations of past rel

nships, associated with expectations for new relationships, are dysfunctional. The domain contact design

portrays skill i interpersonal contact with respect to self-insecurity. Higher scoresillustrate a higher level of personality dysfunction. The

questionnaire has a high degree of internal consistency (a =0.88) (50)

Inventory of interpersonal The short form of the inventory of interpersonal problems (IIP-32) (51) includes 32 items and s a self-assessment tool that captures

problems (11P-32) difficulties and sources of distress within interpersonal relationships. It is used to assess psychotherapy progress on a five-point Likert scale
(ranging from 0= "not at all” to 4= "extremely”). Items are phrased in two ways: difficulties are cither experienced as things individuals do
“t00 much’” of or things individuals find “too hard” Eight primary interpersonal behavior domains are assessed: Domineering/Controlling,
Vindictive/Self-Centered, Cold/Di

Overly Nurturant, and Intrusive/Needy. A sum score based on all 32 items provides an overall score across all eight dom:

int, Socially Avoidant/Inhibited, Nonassertive, Overly Accommodating/ Exploitable, Self-Sacrificing/

s. All scores are

transformed into stanine points. Stanine points above six are viewed as clinically relevant. The IIP-32 global score (a =0.93) and the domain
Vindictive/Self-Centered (a =0.92) have an excellent degree of internal consistency. The domains Cold/Distant (a =0.84), Socially Avoidant/
Inhibited (a =0.89), Nonassertive (a =0.86), and Self-Sacrificing/Overly Nurturant (a =

80) have a high degree of internal consistency.
Furthermore, the domains Domineering/Controlling (a =0.73), Overly Accommodating/Exploitable (a =0.78), and Intrusive/Needy

(a=0.76) have a satisfactory degree of internal consistency (57)

Outcome questionnaire 45 The outcome questionnaire 45 (0Q-45) (5

) is  45-item self-report questionnaire measuring overall distress and used to assess
(0Q-15) psychotherapy progress in adults on a five-point Likert scale (ranging from 0="never” to 4="almost always"). It s not used for diagnostic

purposes but instead as a screening tool. Overall distress is measured in three domains: Symptom distress,interpersonal relationships, and

Social role. The domain symptom distress measures the degree of subjective distress from symptoms. The domain of interpersonal
relationships measures the degree of dysfunctionality in interpersonal relationships. The domain social role measures the degree of
dicatea

dysfunctionalityat work and in other social roles. All three domains are summed up to an overalldistress score. Higher scores

igher degree of disturbance and distress for an individual. The questionnaire has an excellent degree of internal consistency (a =0.94) (58)
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