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Countertransference, alliance,
and outcome In the treatment
of patients with personality
disorder: a longitudinal
naturalistic study
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and Elfrida Hartveit Kvarstein™?

Section for Treatment and Research, Department of Research and Innovation, Division of Mental
Health and Addiction, Oslo University Hospital, Oslo, Norway, ?Institute of Clinical Medicine,
University of Oslo, Oslo, Norway, Department of Psychology, University of Oslo, Oslo, Norway

Objective: Relational dynamics, including countertransference responses and the
therapeutic alliance, are crucial in the treatment of patients with personality disorders
(PD). However, few studies on PD treatment focus on the dyadic process of therapy.
The present study aims to investigate associations between therapist emotional
response/countertransference (CT) and patients’ experience of treatment alliance,
and CT developments in therapies with treatment completion as outcome.

Method: A longitudinal, observational study of patients (N = 365) treated at PD
treatment units within specialist mental health services. CT was assessed
repeatedly during therapy by the Feeling Word Checklist — Brief Version with
three subscales—/nadequate, Confident, and Idealized. Early alliance was assessed
after 6 months of treatment (Working Alliance Inventory, WAI). Treatment
completion was defined as completing treatment according to schedule versus
not completing treatment. Statistical analyses included Linear Mixed Models.

Results: In the early phase of therapy, lower WAI predicted lower levels of
Confident, Idealized, and higher Inadequate CT. The relation between early WAI
and CT levels during treatment remained stable. The development of CT during
treatment differed according to treatment completion with significant trends of
increasing Inadequate CT and decreasing Idealized CT in not completed
treatments. WAI and treatment completion had strong and independent
effects. Further moderator analysis did not yield additional information.

Conclusion: The study demonstrates significant associations between negative
CTs and lower patient-rated WAI in the early phase of therapy, and a
development of increasingly more negative CTs during therapy in treatments
which were not completed according to schedule. The results indicate high
clinical relevance of monitoring therapeutic relationships in PD treatments.
Further research on the emotional and relational quality of psychotherapeutic
relationships in PD treatments is needed.

KEYWORDS

countertransference, personality disorders, alliance, Feeling Word Checklist, non-completion

01 frontiersin.org


https://www.frontiersin.org/articles/10.3389/fpsyt.2024.1490056/full
https://www.frontiersin.org/articles/10.3389/fpsyt.2024.1490056/full
https://www.frontiersin.org/articles/10.3389/fpsyt.2024.1490056/full
https://www.frontiersin.org/articles/10.3389/fpsyt.2024.1490056/full
https://www.frontiersin.org/articles/10.3389/fpsyt.2024.1490056/full
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org
http://crossmark.crossref.org/dialog/?doi=10.3389/fpsyt.2024.1490056&domain=pdf&date_stamp=2024-12-24
mailto:r.b.ovstebo@medisin.uio.no
https://doi.org/10.3389/fpsyt.2024.1490056
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/psychiatry#editorial-board
https://www.frontiersin.org/journals/psychiatry#editorial-board
https://doi.org/10.3389/fpsyt.2024.1490056
https://www.frontiersin.org/journals/psychiatry

Breivik Qvstebo et al.

Introduction

Personality disorders (PDs) are prevalent disorders (1, 2), with a
reported occurrence of 50% in psychiatric outpatient settings (3).
Several studies have shown that psychotherapy is an effective
treatment for patients with PDs (4-6). However, this patient
group is known to evoke particularly challenging emotional
responses in therapists (7-12), which makes the treatment more
demanding and at greater risk of failing (13). The presence of PD
has been shown to have a negative effect on treatment outcome (3)
and early treatment termination is more frequent in this group (14).
Factors predicting dropout have been found to include
commitment to change, impulsivity, and the therapeutic
relationship (15, 16). Two recent studies on therapists’ emotional
responses (countertransference) when working with patients with
PDs indicated that it is not the severity of the patient’s symptoms
that appears to be most decisive in their relationship with the
therapist. Instead, the patients’ relational problems and personality
pathology had a significant impact on the therapist’s emotional
response (7, 17). Patients with PD have deep-rooted interpersonal
difficulties and tend to unconsciously project more intense and
difficult feelings onto their therapists. This can significantly impact
the therapeutic alliance. Focus on the relational dynamics is
especially important in the treatment of patients with personality
disorder (13). However, systematic research on these aspects is
insufficient (3).

Therapist emotional response/countertransference (CT) is
extensively described in clinical and theoretical literature since
Sigmund Freud introduced the concept in 1910 (18). The
prevailing view is that countertransference responses involve a
joint creation with contributions from both patient and therapist,
even though there is an ongoing discussion about the relative
contribution from both participants. Although the concept
originally derives from psychoanalytic theory, it is now
considered an important aspect of the therapeutic process in
diverse forms of therapy (9, 19). There are several definitions of
CT (20), and it varies whether CT is measured by self-report or
observer-ratings. In the present study, we assessed the therapists’
self-reported affective CT response to the patient. This is considered
one part of the total CT construct, i.e., the feelings which therapists
become aware of, acknowledge, remember, and are willing to report
after a session (21).

Empirical research on CT and PD has been limited, but this is
changing with increasing number of studies in recent years. To
summarize, a consistent finding is that specific PD patterns/
diagnoses tend to elicit specific countertransference responses
across psychotherapists, suggesting that therapists overall
reactions toward patients may be a source of valuable diagnostic
information (8, 22, 23). For example, narcissistic PD is associated
with angry/criticized and helpless/disengaged CT (24, 25) and
borderline PD is e.g. associated with special/idealized (8, 26) and
inadequate CT (7, 11, 23) Another consistent finding is that patients
with more severe personality pathology is associated with more
negative CT (7, 27) and patients at the DSM-IV-TR (APA, 2000)
cluster A and B is associated with more negative and varied CT
responses than those with cluster C (8, 28).
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One of the most consistent findings in psychotherapy research
is that the therapeutic alliance (TA; the mutual collaboration and
partnership) between therapist and patient is a key predictor of
treatment outcomes (29-32). Both patient and therapist-rated
alliance have been found predictive (32-37). The capacity to form
an alliance is assumed to be a quality that both the patient (38) and
the therapist (39) brings to treatment (29). Research suggests that
the therapist play a significant role (40), but patients undoubtedly
also contribute to the therapeutic collaboration that arises between
them (29). Emotional processes are found to play an important role
in his respect (41, 42). Several studies have emphasized the
importance of the therapists’ ability to recognize and manage
their emotional responses for the development of a productive
alignment between patients and therapists (therapeutic alliance) - a
process where treatment can be completed (20, 43).

Due to their substantial difficulties in interpersonal relationships,
patients with PDs face particularly significant challenges in forming a
therapeutic alliance (44, 45). Studies have shown that therapists find it
especially challenging to maintain a good alliance with cluster B
patients (25, 29, 45). A recent study indicated weaker early alliance
among patients with borderline PD (BPD) (46). While a strong
positive therapeutic alliance is predictive of more successful treatment
outcomes, strains and ruptures (episodes of tension or breakdown,
that is, countertransference and transference enactments (47)) in the
alliance can result in premature termination of treatment (44).
According to Hayes et al. (20), acting out of CT is typically
harmful, though not necessarily irreparable. Several studies support
the view that ruptures in the alliance are unavoidable, and when
negotiated, they can present opportunities for therapeutic change (43,
48). However, when the therapist is under great pressure in the
moment, the anxiety level increases and can evoke strong feelings of
inadequacy and negativity in the therapist. Studies have shown that
therapists often react by avoiding these feelings and resorting to
maladaptive strategies to manage them (49, 50).

Despite the importance of the relational dynamics (including both
TA and CT) in treating patients with PD, few studies have investigated
this association. These vary in respect to the operationalization of TA
and whether TA is patient-rated and therapist-rated. Most of the
studies are correlational in nature and all studies have found
meaningful correlations between alliance and different aspects of CT
responses (21, 26, 39, 51-55). Only two of these examined alliance and
CT in a PD population specifically. One of these, based on the same
participants as the current study sample, found that patient rated
alliance showed a negative correlation with Inadequate CT and positive
correlation with Confident CT (26). Tanzilli et al. (25), investigating
therapists emotional response and therapeutic alliance when treating
adolescent patients with narcissistic personality subtypes found that
lower quality of therapeutic alliance was associated with the grandiose
narcissistic subtype (strongly related to the personality syndrome
defined in DSM-IV) which was also correlated to angry/criticized
and disengaged/hopeless response. Two recent studies have also
examined CT and alliance in more detail during the psychotherapy
process (43, 56), however, not in a PD population. In their sample of
depressed patients, Falkenstrom and Holmqyvist (56) found poorer
working alliance and less engagement among patients where the
therapist experienced negative feelings in sessions. Therapists’
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positive feelings related to a better working alliance, patients feeling
more engaged, and therapists’ positive feelings also had a positive effect
on outcome. Tishby and Wiseman (43), in their sample of students
with mostly mild to moderate depression, and difficulties in
relationships, found that therapist negative CT patterns were
associated with more alliance ruptures and less rupture resolution
with patients. The results indicate that therapist's own unresolved
conflicts may impact countertransference negatively, and the authors
suggest that increased countertransference awareness helps therapists
recognize and address ruptures, initiating resolution processes (43, 57).

In meta-analyses, early alliance has been classified as first to fifth
session, except from Frank and Gunderson’s long-term study (58, 59).
In their study, alliance measures taken in the 6™ month of treatment
were considered “early”. The present study also employs a 6-month
measure, as many of the therapies in the present study are long-term,
lasting up to 60 months at the most. As far as we know, no previous
study has investigated patient-rated early alliance as a predictor of
therapist CT longitudinally in therapies with PD patients.

Early treatment termination is more frequent among PD patients
and represents a prevalent issue in clinical practice. The reasons for
non-completion in psychotherapy are multifaceted and include
situational, personal and relational factors, including the therapeutic
relationship (50). More studies are needed to investigate what happens
in the interactions with PD patients who do not complete therapy.
Particularly relevant is therapists’ countertransference (CT) during
challenging therapies. In the present study, completion of
psychotherapy according to scheduled plan was the chosen
outcome. To the best of our knowledge, only one study has
examined CT and treatment course in a sample of patients with PD
specifically. Rossberg and co-workers (28) found strong correlations
between CT feelings and clinical change during treatment. Patients
who dropped out of treatment evoked significantly more negative CT
reactions in the initial treatment phase than patients who
completed treatment.

Aims of the present study

There is still a scarcity of studies examining the treatment
processes in therapies for patients with PDs. A recent former study
from the same data collection emphasized the positive potentials of
PD treatment units implemented within specialist health services by
demonstrating how therapists’ feelings of inadequacy were
generally low and stable over time, and therapists’ feelings of
confidence increased over time (7). The present study is a further
longitudinal investigation of countertransference responses (CT)
among therapists in treatment units treating patients with PD and
personality-related problems. It explores the relation between
therapist CT and patient-rated early alliance (WAI) and includes
investigation of treatment completion, the latter an issue of high
relevance in clinical practice. The study aimed to answer the
following research questions:

1. Is alliance in an early stage of therapy (after 6 months) a
predictor of therapist CT development during treatment?
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2. How do therapists’ CT responses develop in therapies with
different clinical outcome (treatment completers versus
non-completers)?

Materials and methods
Design

The present study is a naturalistic study with a longitudinal,
multi-site, design.

Setting

Data was retrieved from the quality register of the Norwegian
Network for Personality Disorders (60) - a clinical research
collaboration between outpatient units on a specialist mental
health service level. The present study included data from the
period 2010-2016 which involved 16 different outpatient clinics.
The primary target group of the units is people with PDs and
personality-related difficulties. The research setting is elaborated in
a former publication (7).

Participants

Patients

The study sample (N=365) included patients who had 1)
terminated treatment, 2) were evaluated diagnostically with semi-
structured interviews before treatment, 3) had at least one therapist
rating of CT, 4) had completed patient rated alliance (WAI) at 6
months, and 5) had therapist-rated data on treatment completion.
The 6-month evaluation is performed 6 months after the first
evaluation on referral. The time in treatment at this evaluation
point is 3-6 months, depending on the duration of the assessment
phase and waiting list for the treatment programs.

Therapists

Therapist teams in the Network for Personality Disorders are
elaborated in a former publication (7). The units are multidisciplinary
collaborations including psychiatrists, psychologists, psychiatric
nurses and social workers. The Network regularly provides updated
courses and conferences on PD assessment procedures and
therapeutic principles. Clinical discussions and supervision of
treatment processes and CT responses are traditionally important
elements of the treatment programs. The quality registry did not
include therapist data systematically coupled with patient data.
However, on the basis of an informal query among the treatment
units, some general information was available: The mean number of
therapists at each unit in the present study period was estimated to 9
(range 4 -18), approximately 75% of the therapists were female and
mean age was 45 years. Mean length of clinical experience was 17
years and 73% of the therapists were formally trained (for 3 to 5
years) in group psychotherapy (61, 62). It was mainly the patients’
individual therapist who filled out the FWC-BV.
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Treatment

The applied treatments are elaborated in a former publication (7).
The different outpatient units combined psychoeducational, group
and individual psychotherapy formats. Treatment approaches were
mainly psychodynamic, but combinations also included body
awareness, art and cognitive therapies. Specific PD approaches
implemented within some units in the Network during the
investigation period include mentalization-based therapy, dialectical
behavioral therapy and schema-focused therapy. At each unit, the
allocation of patients to therapists was random in the sense that after
the initial assessment, patients had to wait for the next available
therapist. Mean duration of PD treatment was 20.3 months (SD 10.6).
69% were treatment completers (completed therapy according to
plan) while 31% were non-completers (dropped out or ended therapy
of different reasons, e.g. advised to end treatment, referred to other
treatment, moved out of region, or for other reasons).

Diagnostic assessment. All patients were diagnosed according
to the DSM-IV (63) by use of the Structured Clinical Interview for
DSM-1V Axis II (SCID-II) for PD (64), and the Mini International
Neuropsychiatric Interview (MINI) (65) for symptom disorders.
Diagnostic reliability was not investigated. However, diagnostic
assessments were performed in each unit by clinical staff who had
received systematic training in diagnostic interviews and principles
of the Longitudinal, Expert, All-Data (LEAD) procedure (66, 67).
Diagnostic assessment was performed at baseline (when patients
were referred to treatment).

Ethics

The quality register of the Network includes anonymized clinical
data transferred from each treatment unit to the register database.
The collection of anonymous, clinical data to the quality register
requires informed, written consent from all participating patients.
Data collection procedures at each contributing unit are approved by
local Data Protection Officers. Data security procedures for the
quality register are approved by the data protection officer at the
responsible center for the research (Oslo University Hospital). Since
the data in the quality register are anonymous, formal approvals from
the Norwegian State Data Inspectorate and Regional Committee for
Medical Research and Ethics are not required.

Measures

Feeling Word Checklist-BV. To assess the therapists’
countertransference, we used the Feeling Word Checklist-BV (FWC-
BV) (26). FWC-BV is a brief version of the FWC-58 (68), comprising
10 feeling words (26). The therapists were asked to rate how strongly
they experienced each item on a 5-point rating scale, ranging from 0
(not at all) to 4 (very much). Different versions of the FWC have been
developed, varying in number of items (from 10-58). For an overview
of FWC questionnaires, see e.g. Lindquist and colleagues (69). The
items of the FWC-BV have shown to be reliably differentiated as three
distinct dimensions Confident, Inadequate and Idealized (26). In the
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present study, therapist CT was assessed repeatedly during therapy,
first every 3 months up to 12 months, then every sixth month until 60
months. In addition, CT was assessed at the end of therapy.

Patient alliance (WAI-SR). The patients filled in the WAI-SR
(70, 71) every 6 months during treatment and at discharge from
treatment. The WAI-SR is a 12-item questionnaire representing 3
different aspects of the patient’s relationship to the therapist: bond,
task and goal. Patients are asked to judge each question on a Likert
scale from ‘Never’ (1) to ‘Always’ (7). The patients filled out two
versions of the WAI-SR: one with reference to their group therapist
(WAI-G) and one with reference to their individual therapist
(WAI-I). In the present study, only the WAI-I was analyzed.

Assessment of treatment completion. Treatment completion
was assessed by the therapist when the patient ended therapy.
Treatment completers included patients who completed therapy
according to plan. Non-completers included patients who dropped
out of therapy or ended therapy for different reasons (advised to end
treatment, referred to other treatment, moved out of region, or for
other reasons).

Statistics

Longitudinal analyses

We used linear mixed model to analyze longitudinal data
(mixed models, SPSS, version 27) (72). The dependent variables
were each of the three FWC-BV subscales (Inadequate, Confident
and Idealized) (26). All analyses were performed on the total sample
of 365 patients.

Analyses started with three separate open models for each CT
variable. Adding linear time (months from baseline) improved model
fit (reduction in log likelihood estimations) in all three models. The
final model for further analyses included a linear structure with
random intercept and slope (critical values for chi-square statistic:
p<0.01) and an unstructured covariance type. In order to restrict
linear inflation of scores, we added all the CT scores registered at
termination to the corresponding last time point in every longitudinal
patient course. The main analyses investigated longitudinal change in
the three CT subscales and variation associated with WAI and patient
treatment completion. As described in a former study, there was a
general trend of no significant clustering of CT change patterns
within specific treatment units (7).

We investigated each of the WATI subscales (Bond, Task and Goal)
and the total WAT score (WAI,) as separate predictors in each of the
three CT models. Similarly, we investigated the dichotomous variable;
patient treatment completion and CT development (Table 1). Lastly,
we investigated interactions between CT development, early WATI and
treatment completion. The model included predictor interactions for
both completer and WAI and the moderator interactions, completer *
early WAI and completer * early WAI * time.

Unbalanced data

Missing data in the current study sample were firstly, due to
different locally occurring, administrative failures of delivery or
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TABLE 1 Therapist countertransference over time in subgroups with different clinical outcomes and early WAI as predictor.

Explained Explained
Intercept Slope intercept variation slope variation
Predictor Mean (SE) p Mean (SE) p % %
INADEQUATE 0.42 (0.03) <.001 = 0.005 (0.002) .038 Reference* Reference* 1410
WAI -0.18 (0.03) <.001 = 0.0007 (0.002) @ .724 19 0 1345
Non-completer vs completer ~ -0.15 (0.07) .038 0.03 (0.005) <001 0 17 1356
CONFIDENT 2.71(0.05) <.001 | 0.006(0.002) 016 Reference* Reference* 2088
WAI 0.16(0.04) <.001 = 0.0002(0.002) 926 8 1 2064
Non-completer vs completer | -0.06(0.10) 561 -0.01(0.005) .049 0 0 2081
IDEALIZED 1.05(0.05) <.001 = 0.008(0.003) .003 Reference* Reference* 2231
WAI 0.13(0.045) .004 0.0005(0.003) .854 5 0 2220
Non-completer vs completer | 0.09(0.11) 394 -0.03(0.006) <001 | 1 14 2213

LMM estimations with baseline levels (intercept) and monthly change-rate (slope estimates) for 3 dependent variables (CT subscales: INADEQUATE, CONFIDENT and IDEALIZED). The table
presents estimated deviance of intercept and slope and explained variance associated with subgroups with different clinical outcome, and estimated deviance of intercept and slope and explained
variance associated with early alliance for the three subscales. Indicator of model fit is Akaikes Information Criterion (AIC), where smaller is better. The reference values for calculating explained
variance is the variance estimates in the initial open model for each dependent variable. A significant variation estimate in the initial model (p<0.05) is given by Reference *. Bold = p-value is

significant at the 0.01 or 0.05 levels.

registration to the quality register (60). Secondly, the patients had
different treatment duration which caused natural differences in
number of CT assessments. Mean number of FWC-BV assessments
per patient was 3.1 (SD=1.5, range 1-9), 9% had one CT assessment,
34% had two assessments and 60% had three or more assessments.
To investigate possible systematic bias of missing longitudinal
assessment points, we investigated a variable counting the number
of assessment points as a longitudinal predictor in separate models
for the three dependent variables (73). Number of assessments was
not associated with deviating longitudinal CT levels of all three CT
dimensions. In a final model, we analyzed the impact of treatment
duration and treatment completion on therapist CT. Treatment
duration was not associated with deviating longitudinal CT levels
of Inadequate, Confident and Idealized.

Results
Descriptive data

Mean age of patients was 33 years (SD=10) and 77% were
females. The majority (92%) fulfilled criteria for one or more Axis I
diagnosis of the DSM-IV, of which mood and anxiety disorders
were most frequent. Approximately 75% fulfilled the criteria for one
or more personality disorders (PD). Mean number of fulfilled
SCID-II criteria was 10.0 (SD 6.7). Borderline PD (26%),
Avoidant PD (35%) and PD NOS (17%) were the most frequent
PD diagnoses. The mean Global Assessment of Functioning score
(GAF; APA, 1994) was 49.6 (SD: 5.9), a score within the “Severe”
range according to APA. Overall, patients rated high initial levels of
working alliance (Mean 5.36, SD 1.08). Among the treatment
completers (n=250, 69%) average treatment duration was 22
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months (SD 11.3), and among non-completers (n=115, 31%) 16.6
months (SD 7.8). Differences in early WAI between completers and
non-completers were small, but significant (completers: Mean 5.45,
(SD: 1.02), non-completers 5.19 (SD: 1.18) (p<0.05, independent
samples T-test). Descriptive data are given in Table 2. Differences
between the two outcome subgroups (Table 2) were minor (p>0.1,
independent samples T-test), with some noteworthy distinctions. In
the non-completer group, significantly more patients had comorbid
Paranoid PD. There were also significantly more patients with
OCD, PTSD, substance disorder and more patients were not
living in a close relationship and had no months of work/study
previous year in the non-completer group.

Longitudinal analyses

The LMM analyses were conducted on the total study sample
(Table 1). Overall, the CT levels increased slightly over time
(Confident, Inadequate and Idealized). Levels of Inadequate CT
were lowest and Confident highest.

Variation associated with early WAI

Higher early WAI,. predicted significantly higher initial
Confident and less initial Inadequate CT levels. Initial levels of
WA accounted for 19% of the initial Inadequate variation, 8%
of the initial Confident variation and 5% of the initial Idealized
variation. For all three CT responses, differences in early WAI
levels were not associated with differences in CT change over time
(Table 1). Investigation of the three WAI subscales (bond, task and
goal) revealed corresponding trends as W Al for all three subscales.
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TABLE 2 Baseline characteristics in subgroups: completers vs non-completers.

Completers Non -completers
N=250 N=115

SD

Age 33.5 10.3 31.8 9.9

Female 74 84*
No work/study last year 39 55%
Not living in a close relationship 56 63

Axis T diagnosis

Major depression 53 46
OCD 1 7*
Panic disorder 16 9
Agoraphopiba 3 6
Social fobia 20 22
Generalized anxiety disorder 11 6
Somatization 2 1
PTSD 11 20*
Eating disorder 17 13
ADHD 4 1*
Mood disorder 64 57
Anxiety disorder 47 50
Substance disorder 2 7*
Total number symptom disorders 1.59 1.0 1.6 1.1

Axis Il diagnosis

Paranoid 3 11*
Schizoid 0 0
Schizotypal 0 0
Antisocial 1 4
Borderline 23 32
Histrionic 0 0
Narecissistic 1 0
Avoidant 33 38
Dependent 5 4
Obsessive-compulsive 3 4
PD NOS 15 18
No PD 28 20
Number of PD criteria 9.5 6.7 11.1* 6.4

More than one personality disorder 13 17*
Self-harming last 12 months 58 67
Suicide attempt last 12 months 12 14

Descriptive data with mean values, standard deviations (SD), and valid percent (%). Completer= completed according to plan. Non-completer= drop-out or ending therapy of different reasons.
Significant differences are marked with * (p<0.05, Person chi-square test/independent samples T-test).
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Variation associated with
treatment completion

Initial levels of CT did not differ by subgroup (treatment
completers and non-completers) but change over time was
significantly different by subgroup in the Inadequate and
Idealized CT dimensions (p<0.001) (Table 1, Figure 1). For
Confident, there was only a borderline significant trend (p=0.049).
Treatment completion accounted for 17% of the Inadequate slope
variation and 14% of the Idealized slope variation, but no further
variation of Confident (0%).

Interactions treatment completion *
early WAI

Further investigation of interactions between CT development,
early WAI and treatment completion, revealed no significantly
distinguishing moderator effects (Inadequate CT piptercept = 0.855,
Patope = 0.456, Idealized CT pinercepr = 0432, Paope = 0.338,
Confident CT pintercept = 0.266, psiope = 0.707. Previously
demonstrated predictor effects were maintained in this model
including both predictors.

Discussion

The present study explores the essential therapeutic dyad in
treatment of patients with considerable emotional, relational and
attachment issues. As a naturalistic, clinical study, the sample is
large, and representative of PD-focused treatments as applied
within specialist mental health services in Norway.

The main findings are the following: Firstly, the demonstration
of significant, independent associations between early negative CT's
and lower early patient rated alliance. More specifically, lower
ratings of WAI were associated with lower therapist rated
Confident and Idealized CT and higher initial Inadequate CT, and
conversely, higher early WAI with significantly higher initial
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FIGURE 1

Countertransference development in subgroups with different
clinical outcomes.
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Confident and Idealized and less initial Inadequate CT levels. It
thus seems that the quality of early WAI as experienced by patients
was largely in concordance with the quality of therapists’
experiences in the same phase of treatment, which is in line with
other correlational studies on CT and alliance (21, 26). Moreover,
the study demonstrated that the relation between early alliance level
and CT response levels remained stable throughout therapy. That is,
high or low levels of early alliance did not predict any deviating
pattern of CT development during therapy. If alliance was low at the
start of treatment, our models indicated that positive CT responses
would start from a lower level, follow the general change trend in
the sample and increase over time, but this lower level would still
prevail throughout treatment. Our findings underline the
importance of the quality of the starting point in therapy.
Investigation of parallel developments of alliance and CT during
the therapy was outside the scope of the present study but could
further illuminate qualities of the change process in PD treatment.
It should be mentioned that overall, patient-measured alliance
was high. Although early alliance had a highly significant impact on
CT, the actual change in intensity on the CT scale was low. Possible
explanations for the predictor-associated small nuances in CT
intensity are the same as those described in a previous
publication (7). That is, relatively infrequent measurement points
(e.g. no immediate reactions after sessions) very likely contribute to
less intense emotional responses on the CT scale. Nevertheless, the
levels are comparable to those reported in other studies that have
examined CT, using various versions of FWC as instrument. The
significant findings in the present study are interesting because they
show two non-complementary perspectives, namely the patient and
the therapist, and demonstrate the importance of CT and the
interaction between the two participants in the therapeutic dyad.
The relatively high early alliance ratings might seem surprising.
Patients with PDs are known to struggle with significant
impairment in interpersonal relationships and there are often
problems in the formation of a therapeutic alliance (44, 46).
However, several other studies examining patients with severe
relational problems have reported alliance (WAI) within the same
range (74, 75). In a study by Folmo and colleagues, BPD and
alliance development were examined. The patients in their study are
from the same quality register as the present study. They found
WAL levels within the same range and the overall picture of change
over time was a significant increase of all three working alliance
subscales (75). There might be several reasons for the relatively high
WAI scores in general. It might illustrate the potential value of PD
treatment teams with experienced therapists in specialist health
services. It is also natural to consider other explanations. Another
study, using a different alliance measure (CALPAS) found that
therapists’ alliance ratings were consistently lower than patients’
rating over time (45). This might also be the case in the present
study; however, we do not have therapists’ assessments of alliance.
Lastly, the phenomenon of self-serving bias is always present when
using self-report as a method. That is, it is possible that the patient
may not be able to be honest and may find it difficult to report
negative feelings about the therapist. Research suggests that self-
report instruments may be particularly problematic for patients
with PDs (especially, narcissistic, paranoid, and antisocial), who

frontiersin.org


https://doi.org/10.3389/fpsyt.2024.1490056
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org

Breivik Qvstebo et al.

often lack self-awareness and tend to defensively downplay or deny
their psychopathology (25, 76). Our study has, however, not
differentiated between different types of PDs in relation to
alliance nor examined the longitudinal alliance development. To
summarize, even though the overall alliances scores were generally
high, lower early alliance was significantly related to more negative
CT in therapists. This conveys the idea that the impact of early
alliance continues or remains relevant for the therapeutic
relationship during the course of therapy. As to our knowledge,
no other study have investigated this association.

The second main finding is the demonstration of significant
associations between the developments of increasingly negative CT
responses in therapists during treatment with non-completers as
compared to completers. The negative CT development in non-
completed treatments was irrespective of the quality of early
alliance. In the previous study on CT from the same quality
register (7) we found that, overall, patients who did not improve
were associated with more negative CT. The previous study did not
investigate treatment completion as an aspect of outcome.
Nonetheless, meeting to therapy and completing according to the
scheduled plan, is likely related to the treatment process itself.
Several studies suggest that patients with more PD pathology elicit
more negative feelings in therapists (7, 12, 21, 22) and clinical
studies report high drop-out rates for PD patients in general (77, 78)
and BPD in particular (79). Our study has not delved into further
investigations of mediating or moderating variables of non-
completed therapies, such as the type of PD, severity of PD, or
other comorbid conditions as mentioned above. This would be
beyond the scope of this study, but will be important aspects to
investigate in future studies. In contrast to Ressberg and coworkers
study (28), which found that dropouts very early in therapy were
associated with more negative CT, the present study shows a more
consistent early baseline regarding CT levels. Differences emerged
more over time, with increasing negative CT in the non-completer
group. This may indicate that something happens in the process
along the way, which is not necessarily captured at the start of
therapy. It should be noted that the present study and Ressberg and
coworkers study are different in several ways, and thus not directly
comparable, e.g. “early” in our study refer to WAI at 6 months.
Further, the study designs are different, with correlational design
versus longitudinal analyses in the present study. In addition, their
study examined drop-outs, while the present study examines a
somewhat wider definition of non-completer (dropped out or
ended therapy of different reasons).

The therapists in this study were generally experienced, working
in specialized units, where CT is part of their daily routine and
systematic supervision is recommended. Despite their experience,
the study shows they are negatively affected over time by patients
who do not complete treatment as planned. However, we do not
know whether negative CT predicts non-completion. This is an
interesting question that should be addressed in futures studies.
Further studies of the psychotherapy process are needed, including
mutual alliance, and effects of therapist’s supervision and training
on negative CT. However, this quality register with few assessments
over time did not allow for such detailed investigations. It could be
mentioned that there is an increasing research interest in examining
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treatment non-completers and the impact of the therapeutic
relationship, with ongoing research in this area (50).

Comparing the non-completer group to completers, the former
was generally characterized by significantly greater PD comorbidity
and overrepresentation of paranoid PD. This may not be surprising,
as the specific features of paranoid PD are likely to be of significance
for the formation of a trusting therapeutic relationship, thus
potentially complicating the process of therapy. Comorbid
paranoid PD features, are, however, quite common in more
severe PD conditions presenting to health services. The non-
completer group was also characterized by more individuals with
PTSD, OCD, eating disorders and substance disorder, overall
indicating that the non-completer group represented a poorer
functioning patient group. This illustrates the important clinical
challenge of such severe conditions. A recent study of severely self-
harming PD patients in repetitive, inpatient situations, were indeed
characterized by such complex comorbidity (80). Interestingly, as
not correspondingly reflected in therapist ratings of CT, the non-
completer group and the completer group differed on patient-
reported alliance with significantly lower early alliance ratings in
the non-completer group. However, as mentioned, the mean scores
were relatively high, and score levels in both groups were within a
satisfactory range. Thus, inferences from WAI scores alone may not
be sensitive enough in identifying patients with risk of non-
completion. The discrepancies between patient-rated alliance and
therapist-rated CT underline that a more fine-tuned investigation of
the starting point in therapy, patients’ vulnerability and therapists’
competence could reveal more nuances on how the process
develops and the mutual understanding and bond in therapeutic
dyad develops.

Patients with PDs still pose significant challenges to
psychotherapists. Their repetitive interpersonal struggles are often
actualized in the therapeutic relationship, hindering the formation
of a positive alliance and evoking difficult emotional responses in
therapists, which puts therapists’ performance under pressure.
There is a growing body of research on strategies to enhance
therapists’ abilities to navigate these pervasive challenges. In
general, therapists are advised to engage in reflective practices
that increase their self-awareness, affect regulation and
interpersonal sensitivity (43, 57, 81). Meta-analytic evidence (20)
suggest that therapists may prevent countertransference enactment
and reduce non-completion if they attend regular supervision,
develop emotional regulation strategies, such as mindfulness-
based techniques, set healthy boundaries with their patients,
adopt non-defensive stances and practice self-care, to name a few.
Furthermore, therapists are encouraged to commit to ongoing
personal therapy to address own, unresolved issues. Numerous
training programs are currently being developed to enhance
therapists’ abilities to tolerate intense emotions, including
negative ones such as anxiety, anger, and stress e.g (82, 83).

In conclusion, the present study shed light on the underlying CT
processes in PD treatments, emphasizing the important impact of
relational factors in the bi-directional nature of the therapeutic
relationship. Finally, it must be emphasized, that even though
associations between CT, alliance, and treatment completion have
been identified, we cannot make any claims about causality. The
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study highlights the need for further, longitudinal studies on the
combined influence of therapist and patient factor in the therapeutic
relationship. This may contribute to the development of more
tailored interventions for individuals with personality disorders (50).

Strengths and limitations

Clinical data are obtained from a quality register that includes
real-life treatments and real patients struggling with PD and
personality problems. There are few studies that have examined
patient populations with poorly functioning PD patients. This
makes the data highly clinically relevant. The weakness lies in
missing assessments, partly due to varying treatment durations,
which naturally occur in naturalistic, observational studies.
However, we have conducted analyses to examine the impact of
missing measurements and treatment duration, and these did not
show significant bias.

Unfortunately, the data from the quality register do not allow
for a more detailed study of the therapist qualifications, nor enable
analyses of variation between therapists. Such analyses could, for
example, have shown whether certain therapists were more inclined
towards certain CT reactions.

A limitation with WAT used in the present study is that it typically
measures the therapeutic alliance at a macro-level (84). More fine-
grained measurements require a different study design than the
present quality register allows, which has few, but longitudinal
assessments over several months and years of treatment. Therefore,
our study can only speak to overarching trends.

A weakness with self-reports (in this study patient rated WAI
and therapist rated CT), is that both therapist and patient may
underreport negative feelings due to lack of awareness of them or
discomfort acknowledging negative responses. This might represent
a bias. One way to address this problem in future studies is to use
observer-based measures in addition. However, it is worth noting
that the two self-reported measures in this study are clinically
important as they are from two different perspectives, namely the
patient and therapist.

Conclusion

The study supports research indicating associations between a
patient’s perception of alliance and therapist CT responses. Our
study underlines the importance of the quality of the starting point
in therapy. In addition, the study showed that non-completers were
associated with increasingly negative therapist CT during
treatment. This result was independent of variation in early
alliance. This underscores the significance of continuous
countertransference awareness when working with personality
disorder patients. Further exploration revealed that comorbid
paranoid PD, PTSD, OCD, and eating disorders were more
frequent in the non-completer group. The study contributes to
psychotherapy research emphasizing the value of the emotional and
relational quality of psychotherapeutic relationships in the
treatment of patients with PDs.

Frontiers in Psychiatry

10.3389/fpsyt.2024.1490056

Data availability statement

Due to restrictions imposed by the Regional Medical Ethics
Committee regarding patient confidentiality, data are available
upon request. Requests for data may be sent to the hospital’s
Privacy and Data Protection Officer at: personvern@ous-hf.no.
Requests to access these datasets should be directed to
personvern@ous-hf.no.

Ethics statement

Ethical approval was not required for the studies involving
humans because the quality register of the Network includes
anonymized clinical data transferred from each treatment unit to
the register database. The collection of anonymous, clinical data to
the quality register requires informed, written consent from all
participating patients. Data collection procedures at each
contributing unit are approved by local Data Protection Officers.
Data security procedures for the quality register are approved by the
data protection officer at the responsible center for the research
(Oslo University Hospital). Since the data in the quality register are
anonymous, formal approvals from the Norwegian State Data
Inspectorate and Regional Committee for Medical Research and
Ethics are not required. The State Data Inspectorate and the
Regional Committee for Medical Research and Ethics have
approved these procedures based on the anonymity of the data.
The studies were conducted in accordance with the local legislation
and institutional requirements. The participants provided their
written informed consent to participate in this study.

Author contributions

RB: Formal analysis, Investigation, Writing — original draft,
Writing - review & editing. GP: Data curation, Software, Writing —
review & editing. TW: Writing - review & editing. JR: Writing -
review & editing. HD: Writing - review & editing. EK: Investigation,
Methodology, Supervision, Writing - review & editing.

Funding

The author(s) declare that no financial support was received for
the research, authorship, and/or publication of this article.

Acknowledgments

We wish to thank the patients and staff from the Network of
Personality Disorders in Norway for their contribution to this
study. The 16 participating treatment units includes: Clinic for
Personality disorders, Outpatient Clinic for Specialized Treatment
of Personality Disorders, Section for Personality psychiatry and
specialized treatments, Oslo University Hospital, Oslo; Group

frontiersin.org


mailto:personvern@ous-hf.no
https://doi.org/10.3389/fpsyt.2024.1490056
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org

Breivik Qvstebo et al.

Therapy Unit, Nedre Romerike District Psychiatric Center,
Akershus University Hospital, Lillestrom; Unit for Group
Therapy, District Psychiatric Center, Stromme, Serlandet
Hospital, Kristiansand; Outpatient Clinic, Department of Mental
Health, Sanderud, Innlandet Hospital Health Authority; The Unit
for Group Therapy, Vestfold Mental Health Care Trust, Tonsberg;
Group Therapy Unit, Groruddalen District Psychiatric Center,
Akershus University Hospital, Oslo; Section for group treatment,
Kronstad District Psychiatric Center, Haukeland University
Hospital, Bergen; Unit for Group Therapy, Skien District
Psychiatric Center, Telemark Hospital Health Authority; The
Group Therapy Unit, Ringerike Psychiatric Center, Honefoss;
Unit for Group Therapy, @vre Romerike District Psychiatric
Center, Akershus University Hospital, Jessheim; Group Therapy
Unit, District Psychiatric Center, Alesund Hospital, Alesund; Day
Unit for Group Therapy, KDPS, Blefjell Hospital HF, Kongsberg;
Group Therapy Unit, Lovisenberg District Psychiatric Center,
Lovisenberg Hospital, Oslo; Unit of Personality psychiatry,
Vestfold District Psychiatric Center, Sandefjord; Group Therapy
Unit, Follo District Psychiatric Center, Akershus University
Hospital, Ski; and MBT Team, Department of Substance Abuse

References

1. Winsper C, Bilgin A, Thompson A, Marwaha S, Chanen AM, Singh SP, et al. The
prevalence of personality disorders in the community: A global systematic review and
meta-analysis. Br J Psychiatry. (2020) 216:69-78. doi: 10.1192/bjp.2019.166

2. Huang Y, Kotov R, de Girolamo G, Preti A, Angermeyer M, Benjet C, et al. DSM-
IV personality disorders in the WHO World Mental Health Surveys. Br ] Psychiatry.
(2009) 195:46-53. doi: 10.1192/bjp.bp.108.058552

3. Tyrer P, Reed GM, Crawford MJ. Classification, assessment, prevalence, and effect of
personality disorder. Lancet. (2015) 385:717-26. doi: 10.1016/S0140-6736(14)61995-4

4. Stoffers-Winterling JM, Storebe O], Kongerslev MT, Faltinsen E, Todorovac A,
Sedoc Jorgensen M, et al. Psychotherapies for borderline personality disorder: a focused
systematic review and meta-analysis. Br ] Psychiatry. (2022) 221:538-52. doi: 10.1192/
bjp.2021.204

5. Verheul R, Herbrink M. The efficacy of various modalities of psychotherapy for
personality disorders: A systematic review of the evidence and clinical
recommendations. Int Rev Psychiatry. (2007) 19:25-38. doi: 10.1080/
09540260601095399

6. Leichsenring F, Leibing E. The effectiveness of psychodynamic therapy and
cognitive behavior therapy in the treatment of personality disorders: A meta-
analysis. Am ] psychatry. (2003) 160:1223-32. doi: 10.1176/appi.ajp.160.7.1223

7. @Qvstebe RB, Pedersen G, Wilberg T, Rossberg JI, Dahl HSJ, Kvarstein EH.
Countertransference in the treatment of patients with personality disorders: A
longitudinal study. Psychoterapy Res. (2023) 34:151-1065. doi: 10.1080/
10503307.2023.2279645

8. Betan E, Heim AK, Zittel Conklin C, Westen D. Countertransference phenomena
and personality pathology in clinical practice: an empirical investigation. Am |
Psychiatry. (2005) 162:890-8. doi: 10.1176/appi.ajp.162.5.890

9. Colli A, Ferri M. Patient personality and therapist countertransference. Curr Opin
Psychiatry. (2015) 28:46-56. doi: 10.1097/YC0.0000000000000119

10. Tanzilli A, Colli A, Muzi L, Lingiardi V. Clinician emotional response toward
narcissistic patients: A preliminary report. Res Psychother. (2015) 18:1-9. doi: 10.4081/
ripppo.2015.174

11. Tanzilli A, Colli A, Del Corno F, Lingiardi V. Factor structure, reliability, and
validity of the Therapist Response Questionnaire. Pers Disord. (2016) 7:147-58.
doi: 10.1037/per0000146

12. Genova F, Gazzillo F. Personality organization, personality styles, and the
emotional reactions of treating clinicians. Psychodynamic Psychodynamic Psychiatry.
(2018) 46:357-92. doi: 10.1521/pdps.2018.46.3.357

13. Gabbard GO. Management of countertransference with borderline patients.
Washington, D.C: American Psychiatric Press (2000).

14. Dixon-Gordon KL, Turner BJ, Chapman AL. Psychotherapy for personality
disorders. Int Rev Psychiatry. (2011) 23:282-302. doi: 10.3109/09540261.2011.586992

Frontiers in Psychiatry

10.3389/fpsyt.2024.1490056

Medicine, Haukeland University Hospital, Bergen. The author(s)
would like to acknowledge the use of Al tools for language editing
and translation assistance. Source is GPT UiO (University of Oslo)
GPT - 40 omni.

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.

15. Barnicot K, Katsakou C, Marougka S, Priebe S. Treatment completion in
psychotherapy for borderline personality disorder - a systematic review and meta-
analysis. Acta psychiatrica Scandinavica. (2011) 123:327-38. doi: 10.1111/j.1600-
0447.2010.01652.x

16. Barnicot K, Gonzalez R, McCabe R, Priebe S. Skills use and common treatment
processes in dialectical behaviour therapy for borderline personality disorder. J Behav
Ther Exp Psychiatry. (2016) 52:147-56. doi: 10.1016/j.jbtep.2016.04.006

17. Cavalera C, Boldrini A, Merelli AA, Squillari E, Politi P, Pagnini F, et al.
Psychotherapists’ emotional reactions to patients’ personality trait in personality
disorder treatment settings: an exploratory study. BMC Psychol. (2021) 9(1):74.
doi: 10.1186/540359-021-00580-z

18. Freud S. The future prospects to psychoanalytic therapy, and a result of the
patients influence on the therapist unconscious feelings. In: Strachey J, editor. The
Standard Edition of the Complete Psychological Works of Sigmund Freud, vol. 1953) .
Hogarth Press, London, UK (1910). p. 141-51.

19. Fauth J. Toward more (and better) countertransference research. Psychotherapy.
(2006) 43:16-31. doi: 10.1037/0033-3204.43.1.16

20. Hayes JA, Gelso CJ, Goldberg S, Kivlighan DM. Countertransference
management and effective psychotherapy: Meta-analytic findings. Psychotherapy.
(2018) 55:496-507. doi: 10.1037/pst0000189

21. Dahl HS]J, Ressberg JI, Bogwald KP, Gabbard GO, Heglend PA.
Countertransference feelings in one year of individual therapy: An evaluation of the
factor structure in the Feeling Word Checklist-58. Psychother Res. (2012) 22:12-25.
doi: 10.1080/10503307.2011.622312

22. Stefana A, Bulgari V, Youngstrom EA, Dakanalis A, Bordin C, Hopwood CJ.
Patient personality and psychotherapist reactions in individual psychotherapy
setting: a systematic review. Clin Psychol Psychother. (2020) 27:697-713.
doi: 10.1002/cpp.v27.5

23. Colli A, Tanzilli A, Dimaggio G, Lingiardi V. Patient personality and therapist
response: an empirical investigation. Am J Psychiatry. (2014) 171:102-8. doi: 10.1176/
appi.ajp.2013.13020224

24. Tanzilli A, Muzi L, Ronningstam E, Lingiardi V. Countertransference when
working with narcissistic personality disorder: An empirical investigation.
Psychotherapy. (2017) 54:184-94. doi: 10.1037/pst0000111

25. Tanzilli A, Gualco I. Clinician emotional responses and therapeutic alliance
when treating adolescent patients with narcissistic personality disorder subtypes: A
clinically meaningful empirical investigation. J Pers Disord. (2020) 34:42-62.
doi: 10.1521/pedi.2020.34.supp.42

26. Breivik R, Wilberg T, Evensen ], Ressberg JI, Dahl HSJ], Pedersen G.
Countertransference feelings and personality disorders: a psychometric evaluation of
a brief version of the Feeling Word Checklist (FWC-BV). BMC Psychiatry. (2020) 20:1-
12. doi: 10.1186/s12888-020-02556-6

frontiersin.org


https://doi.org/10.1192/bjp.2019.166
https://doi.org/10.1192/bjp.bp.108.058552
https://doi.org/10.1016/S0140-6736(14)61995-4
https://doi.org/10.1192/bjp.2021.204
https://doi.org/10.1192/bjp.2021.204
https://doi.org/10.1080/09540260601095399
https://doi.org/10.1080/09540260601095399
https://doi.org/10.1176/appi.ajp.160.7.1223
https://doi.org/10.1080/10503307.2023.2279645
https://doi.org/10.1080/10503307.2023.2279645
https://doi.org/10.1176/appi.ajp.162.5.890
https://doi.org/10.1097/YCO.0000000000000119
https://doi.org/10.4081/ripppo.2015.174
https://doi.org/10.4081/ripppo.2015.174
https://doi.org/10.1037/per0000146
https://doi.org/10.1521/pdps.2018.46.3.357
https://doi.org/10.3109/09540261.2011.586992
https://doi.org/10.1111/j.1600-0447.2010.01652.x
https://doi.org/10.1111/j.1600-0447.2010.01652.x
https://doi.org/10.1016/j.jbtep.2016.04.006
https://doi.org/10.1186/s40359-021-00580-z
https://doi.org/10.1037/0033-3204.43.1.16
https://doi.org/10.1037/pst0000189
https://doi.org/10.1080/10503307.2011.622312
https://doi.org/10.1002/cpp.v27.5
https://doi.org/10.1176/appi.ajp.2013.13020224
https://doi.org/10.1176/appi.ajp.2013.13020224
https://doi.org/10.1037/pst0000111
https://doi.org/10.1521/pedi.2020.34.supp.42
https://doi.org/10.1186/s12888-020-02556-6
https://doi.org/10.3389/fpsyt.2024.1490056
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org

Breivik Qvstebo et al.

27. Nissen-Lie HA, Dahl HSJ, Hoglend PA. Patient factors predict therapists’
emotional countertransference differently depending on whether therapists use
transference work in psychodynamic therapy. Psychother Res. (2022) 32:3-15.
doi: 10.1080/10503307.2020.1762947

28. Rossberg JI, Karterud S, Pedersen G, Friis S. An empirical study of
countertransference reactions toward patients with personality disorders. Compr
Psychiatry. (2007) 48:225-30. doi: 10.1016/j.comppsych.2007.02.002

29. Fliuckiger C, Del Re AC, Wampold BE, Horvath AO. The alliance in adult
psychotherapy: A meta-analytic synthesis. Psychotherapy. (2018) 55:316-40.
doi: 10.1037/pst0000172

30. Flickiger C, Del Re AC, Wlodasch D, Horvath AO, Solomonov N, Wampold BE.
Assessing the alliance-outcome association adjusted for patient characteristics and
treatment processes: A meta-analytic summary of direct comparisons. ] Couns Psychol.
(2020) 67:706-11. doi: 10.1037/cou0000424

31. Wampold BE, Imel ZE. The great psychotherapy debate: The evidence for what
makes psychotherapy work. Routledge: Taylor & Francis Group (2015).

32. Martin DJ, Garske JP, Davis MK. Relation of the therapeutic alliance with
outcome and other variables: A meta-analytic review. J consulting Clin Psychol. (2000) .
68:438-50. doi: 10.1037/0022-006X.68.3.438

33. Gabbard GO. Long-term psychodynamic psychotherapy: a basic text. Am
Psychiatr Pub. (2017). doi: 10.1176/appi.books.9781615371471

34. Horvath AO. The therapeutic relationship: Research and theory. Psychother Res.
(2005) 15:3-7. doi: 10.1080/10503300512331339143

35. Falkenstrom F, Granstrom F, Holmqvist R. Working alliance predicts
psychotherapy outcome even while controlling for prior symptom improvement.
Psychother Res. (2014) 24:146-59. doi: 10.1080/10503307.2013.847985

36. Dinger U, Zimmermann J, Masuhr O, Spitzer C. Therapist effects on outcome
and alliance in inpatient psychotherapy: the contribution of patients’ Symptom
severity. Psychotherapy. (2017) 54:167-74. doi: 10.1037/pst0000059

37. Zuroft DC, Kelly AC, Leybman MJ, Blatt S, Wampold BE. Between-therapist
and within-therapist differences in the quality of the therapeutic relationship: effects on
maladjustment and self-critical perfectionism. J Clin Psychol. (2010) 66:681-97.
doi: 10.1002/jclp.20683

38. Horvath AO. The Working alliance: theory, research and practice. New York:
Wiley. (1994) 173.

39. Ligiéro DP, Gelso CJ. Countertransference, attachment, and the working
alliance: The therapist’s contribution. Psychotherapy: Theory Research Practice
Training. (2002) 39:3-11. doi: 10.1037/0033-3204.39.1.3

40. Del Re AC, Fliuckiger C, Horvath AO, Symonds D, Wampold BE. Therapist
effects in the therapeutic alliance-outcome relationship: A restricted-maximum
likelihood meta-analysis. Clin Psychol Rev. (2012) 32:642-9. doi: 10.1016/
j.cpr.2012.07.002

41. Safran JD, Muran JC, Eubanks-Carter C. Repairing alliance ruptures.
Psychotherapy. (2011) 48:80-7. doi: 10.1037/a0022140

42. Black S, Hardy G, Turpin G, Parry G. Self-reported attachment styles and
therapeutic orientation of therapists and their relationship with reported general
alliance quality and problems in therapy. Psychol psychotherapy:theory Res Pract.
(2005) 78:363-77. doi: 10.1348/147608305X43784

43. Tishby O, Wiseman H. Countertransference types and their relation to rupture
and repair in the alliance. Psychother Res. (2022) 32:16-31. doi: 10.1080/
10503307.2020.1862934

44. Bender D. The therapeutic alliance in the treatment of personality disorders. J
Psychiatr Pract. (2005) 11(2):73-87. doi: 10.1097/00131746-200503000-00002

45. Lingiardi V, Filippucci L, Baiocco R. Therapeutic alliance evaluation in
personality disorders psychotherapy. Psychother Res. (2005) 15:45-53. doi: 10.1080/
10503300512331327047

46. Prusinski T. Personality disorder type only sometimes matters: An exploration of
patient’s personality disorder as a source of variance in early therapeutic alliance. Clin
Psychol Psychother. (2024) 31(1):1-9. doi: 10.1002/cpp.2943

47. Safran JD, Kraus J. Alliance ruptures, impasses, and enactments: A relational
perspective. Psychotherapy. (2014) 51:381-7. doi: 10.1037/a0036815

48. Safran J, Muran JC, Demaria A, Boutwell C, Eubanks-Carter C, Winston A.
Investigating the impact of alliance-focused training on interpersonal process and
therapists’ capacity for experiential reflection. Psychother Res. (2014) 24:269-85.
doi: 10.1080/10503307.2013.874054

49. Muran JC, Eubanks CF. Therapist performance under pressure. In: Negotiating
emotion, difference, and rupture. American Psychological Association, Washington DC
(2020).

50. Oasi O, De Salve F, Rossi C, Maggio S, Casabona I, Molgora S. Rethinking Treat
failures. Res group Ital psychotherapists. Front Psychol. (2024) 2024:15. doi: 10.3389/
fpsyg.2024.1403736

51. Ulberg R, Falkenberg A, Naerdal T, Johannessen H, Olsen J, Eide T, et al.
Countertransference feelings when treating teenagers. A psychometric evaluation of the
feeling word checklist-24. Am ] Psychother. (2013) 67:347-58. doi: 10.1176/
appi.psychotherapy.2013.67.4.347

52. MaChado D, Teche SP, Lapolli C, Tavares BF, Almeida L, Silva GBD, et al.
Countertransference and therapeutic alliance in the early stage of adult psychodynamic

Frontiers in Psychiatry

11

10.3389/fpsyt.2024.1490056

psychotherapy. Trends Psychiatry Psychother. (2015) 37:133-42. doi: 10.1590/2237-
6089-2014-0061

53. Najavits LM. Researching therapist emotions and countertransference. Cogn
Behav Pract. (2000) 7:322-8. doi: 10.1016/S1077-7229(00)80090-5

54. Brosholen P, Ulberg R, Dahl H-SJ, Thorén A. Therapists’ Emotional responses in
individual therapy with depressed adolescents: an evaluation of the data structure of the
feeling-word checklist. Int ] Environ Res Public Health. (2022) 19:9496. doi: 10.3390/
ijerph19159496

55. Tanzilli A, Tanzilli M, Majorana L, Fonzi M, Pallagrosi V, Picardi A, et al.
Relational variables in short-term psychodynamic psychotherapy: an effectiveness
study. Res Psychother. (2018) 21:327. doi: 10.4081/ripppo.2018.327

56. Falkenstrom F, Holmqvist R. Therapist in-session feelings predict change in
depressive symptoms in interpersonal and brief relational psychotherapy. Psychother
Res. (2022) 32:571-84. doi: 10.1080/10503307.2021.1998700

57. Abargil M, Tishby O, Kivlighan DM. Countertransference awareness and
treatment outcome. | Couns Psychol. (2022) 69:667-77. doi: 10.1037/cou0000620

58. Frank AF, Gunderson JG. The role of the therapeutic alliance in the treatment of
schizophrenia: relationship to course and outcome. Arch Gen Psychiatry. (1990)
47:228-36. doi: 10.1001/archpsyc.1990.01810150028006

59. Horvath AO, Symonds BD. Relation between working alliance and outcome in
psychotherapy: A meta-analysis. ] Couns Psychol. (1991) 38:139-49. doi: 10.1037/0022-
0167.38.2.139

60. Pedersen G, Wilberg T, Hummelen B, Hartveit Kvarstein E. The Norwegian
network for personality disorders — development, contributions and challenges through
30 years. Nordic ] Psychiatry. (2023) 77:512-20. doi: 10.1080/08039488.2022.2147995

61. Karterud S. Gruppeanalyse og psykodynamisk gruppepsykoterapi. Oslo: Pax
(1999).

62. Karterud S, Pedersen G, Bjordal E, Brabrand J, Friis S, Haaseth O, et al. Day
treatment of patients with personality disorders: experiences from a Norwegian
treatment research network. J Pers Disord. (2003) 17:243. doi: 10.1521/
pedi.17.3.243.22151

63. American Psychiatric Association. Diagnostic and statistical manual of mental
disorders: DSM-IV. 4th ed. Washington, D.C: American Psychiatric Association (1994).

64. First MB. User’s guide for the structured clinical interview for DSM-IV axis II
personality disorders: SCID-II. Washington, DC: American Psychiatric Press (1997).

65. Sheehan D, Lecrubier Y, Janavs J. Mini-International Neuropsychiatric Interview
(MINI). Tampa, FL: University of South Florida. Institute for Research in Psychiatry
(1994).

66. Pedersen G, Karterud S, Hummelen B, Wilberg T. The impact of extended
longitudinal observation on the assessment of personality disorders. Pers Ment Health.
(2013) 7:277-87. doi: 10.1002/pmh.1234

67. Spitzer RL. Psychiatric diagnosis: Are clinicians still necessary? Compr
Psychiatry. (1983) 24:399-411. doi: 10.1016/0010-440X(83)90032-9

68. Rossberg JI, Hoffart A, Friis S. Psychiatric staff members’ emotional reactions
toward patients. A psychometric evaluation of an extended version of the Feeling Word
Checklist (FWC-58). Nordic ] Psychiatry. (2003) 57:45-53. doi: 10.1080/
08039480310000257

69. Lindqvist K, Falkenstrom F, Sandell R, Holmgqvist R, Ekeblad A, Thoren A.
Multilevel exploratory factor analysis of the feeling word checklist-24. Assessment.
(2017) 24:907-18. doi: 10.1177/1073191116632336

70. Horvath AO, Greenberg LS. Development and validation of the working alliance
inventory. ] Couns Psychol. (1989) 36:223-33. doi: 10.1037/0022-0167.36.2.223

71. Hatcher RL, Gillaspy JA. Development and validation of a revised short version
of the working alliance inventory. Psychother Res. (2006) 16:12-25. doi: 10.1080/
10503300500352500

72. Singer JD, Willett JB, Willett JB. Applied longitudinal data analysis: Modeling
change and event occurrence. New York: Oxford university press (2003).

73. Hedeker D, Gibbons RD. Application of random-effects pattern-mixture models
for missing data in longitudinal studies. Psychol Methods. (1997) 2:64-78. doi: 10.1037/
1082-989X.2.1.64

74. Tufekcioglu S, Muran JC, Safran JD, Winston A. Personality disorder and early
therapeutic alliance in two time-limited therapies. Psychother Res. (2013) 23:646-57.
doi: 10.1080/10503307.2013.843803

75. Folmo EJ, Stinicke E, Johansen MS, Pedersen G, Kvarstein EH. Development of
therapeutic alliance in mentalization-based treatment—Goals, Bonds, and Tasks in a
specialized treatment for borderline personality disorder. Psychother Res. (2021)
31:604-18. doi: 10.1080/10503307.2020.1831097

76. Klonsky ED, Oltmanns TF, Turkheimer E. Informant-reports of personality
disorder: Relation to self-reports and future research directions. Clin Psychol. (2002)
9:300-11. doi: 10.1093/clipsy.9.3.300

77. McMurran M, Huband N, Overton E. Non-completion of personality disorder
treatments: A systematic review of correlates, consequences, and interventions. Clin
Psychol Rev. (2010) 30:277-87.80. doi: 10.1016/j.cpr.2009.12.002

78. Swift JK, Greenberg RP. Premature discontinuation in adult psychotherapy: A
meta-analysis. ] consulting Clin Psychol. (2012) 80:547-59. doi: 10.1037/a0028226

79. Arntz A, Mensink K, Cox WR, Verhoef RE], van Emmerik AAP, Rameckers SA,
et al. Dropout from psychological treatment for borderline personality disorder: a

frontiersin.org


https://doi.org/10.1080/10503307.2020.1762947
https://doi.org/10.1016/j.comppsych.2007.02.002
https://doi.org/10.1037/pst0000172
https://doi.org/10.1037/cou0000424
https://doi.org/10.1037/0022-006X.68.3.438
https://doi.org/10.1176/appi.books.9781615371471
https://doi.org/10.1080/10503300512331339143
https://doi.org/10.1080/10503307.2013.847985
https://doi.org/10.1037/pst0000059
https://doi.org/10.1002/jclp.20683
https://doi.org/10.1037/0033-3204.39.1.3
https://doi.org/10.1016/j.cpr.2012.07.002
https://doi.org/10.1016/j.cpr.2012.07.002
https://doi.org/10.1037/a0022140
https://doi.org/10.1348/147608305X43784
https://doi.org/10.1080/10503307.2020.1862934
https://doi.org/10.1080/10503307.2020.1862934
https://doi.org/10.1097/00131746-200503000-00002
https://doi.org/10.1080/10503300512331327047
https://doi.org/10.1080/10503300512331327047
https://doi.org/10.1002/cpp.2943
https://doi.org/10.1037/a0036815
https://doi.org/10.1080/10503307.2013.874054
https://doi.org/10.3389/fpsyg.2024.1403736
https://doi.org/10.3389/fpsyg.2024.1403736
https://doi.org/10.1176/appi.psychotherapy.2013.67.4.347
https://doi.org/10.1176/appi.psychotherapy.2013.67.4.347
https://doi.org/10.1590/2237-6089-2014-0061
https://doi.org/10.1590/2237-6089-2014-0061
https://doi.org/10.1016/S1077-7229(00)80090-5
https://doi.org/10.3390/ijerph19159496
https://doi.org/10.3390/ijerph19159496
https://doi.org/10.4081/ripppo.2018.327
https://doi.org/10.1080/10503307.2021.1998700
https://doi.org/10.1037/cou0000620
https://doi.org/10.1001/archpsyc.1990.01810150028006
https://doi.org/10.1037/0022-0167.38.2.139
https://doi.org/10.1037/0022-0167.38.2.139
https://doi.org/10.1080/08039488.2022.2147995
https://doi.org/10.1521/pedi.17.3.243.22151
https://doi.org/10.1521/pedi.17.3.243.22151
https://doi.org/10.1002/pmh.1234
https://doi.org/10.1016/0010-440X(83)90032-9
https://doi.org/10.1080/08039480310000257
https://doi.org/10.1080/08039480310000257
https://doi.org/10.1177/1073191116632336
https://doi.org/10.1037/0022-0167.36.2.223
https://doi.org/10.1080/10503300500352500
https://doi.org/10.1080/10503300500352500
https://doi.org/10.1037/1082-989X.2.1.64
https://doi.org/10.1037/1082-989X.2.1.64
https://doi.org/10.1080/10503307.2013.843803
https://doi.org/10.1080/10503307.2020.1831097
https://doi.org/10.1093/clipsy.9.3.300
https://doi.org/10.1016/j.cpr.2009.12.002
https://doi.org/10.1037/a0028226
https://doi.org/10.3389/fpsyt.2024.1490056
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org

Breivik Qvstebo et al.

multilevel survival meta-analysis. psychol Med. (2023) 53:668-86. doi: 10.1017/
S0033291722003634

80. Langjord T, Pedersen G, Bovim T, Christensen TB, Eikenzes IU-M, Hove O, et al.
Mental health disorders, functioning and health-related quality of life among
extensively hospitalized patients due to severe self-harm - results from the Extreme
Challenges project. Front Psychiatry. (2023) 14. doi: 10.3389/fpsyt.2023.1258025

81. Muran JC, Safran JD, Eubanks CF, Gorman BS. The effect of alliance-focused
training on a cognitive-behavioral therapy for personality disorders. J consulting Clin
Psychol. (2018) 86:384-97. doi: 10.1037/ccp0000284

Frontiers in Psychiatry

12

10.3389/fpsyt.2024.1490056

82. Muran JC, Eubanks CF. The science of the therapist under pressure. Washington
DC: Am psychol Assoc. (2020), 29-49. doi: 10.1037/0000182-000

83. Aasan OJ, Brataas HV, Nordtug B. Experience of managing countertransference
through self-guided imagery in meditation among healthcare professionals. Front
Psychiatry. (2022) 13. doi: 10.3389/fpsyt.2022.793784

84. Colli A, Lingiardi V. The Collaborative Interactions Scale: A new transcript-
based method for the assessment of therapeutic alliance ruptures and
resolutions in psychotherapy. Psychother Res. (2009) 19:718-34. doi: 10.1080/
10503300903121098

frontiersin.org


https://doi.org/10.1017/S0033291722003634
https://doi.org/10.1017/S0033291722003634
https://doi.org/10.3389/fpsyt.2023.1258025
https://doi.org/10.1037/ccp0000284
https://doi.org/10.1037/0000182-000
https://doi.org/10.3389/fpsyt.2022.793784
https://doi.org/10.1080/10503300903121098
https://doi.org/10.1080/10503300903121098
https://doi.org/10.3389/fpsyt.2024.1490056
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org

	Countertransference, alliance, and outcome in the treatment of patients with personality disorder: a longitudinal naturalistic study
	Introduction
	Aims of the present study

	Materials and methods
	Design
	Setting
	Participants
	Patients
	Therapists

	Treatment
	Ethics
	Measures
	Statistics
	Longitudinal analyses

	Unbalanced data

	Results
	Descriptive data
	Longitudinal analyses
	Variation associated with early WAI
	Variation associated with treatment completion
	Interactions treatment completion * early WAI

	Discussion
	Strengths and limitations

	Conclusion
	Data availability statement
	Ethics statement
	Author contributions
	Funding
	Acknowledgments
	Conflict of interest
	Publisher’s note
	References


