




















































































































































respondents who reported caseloads of as high as 75+% are both employed in government 

settings, one of whom combined limited private practice with formal employment in 

government setting. Distribution in caseloads was explored in question 7 and is illustrated in 

figure 5.7. 

FIGURE 5.7 
CASELOAD DISTRIBUTION 

5.5.5 PREFERENCE AROUND DIAGNOSIS 

For question 8, respondents were asked to list their preference in working with different 

disorders on a scale of one to five, five being the highest preference and one being the lowest. 

The results are recorded in table 5.9. 

TABLE 5.9 
PREFERENCE IN CASELOAD 

1 2 3 4 5 TOTAL 
Psychotic Disorders 8 6 5 4 7 30 
Anxiety Disorders 1 2 8 13 6 30 
Mood Disorders 0 0 7 10 13 30 
Organic Disorders 8 7 6 5 4 30 
Personality Disorders 3 7 9 7 4 30 
Mental Retardation 14 9 4 2 1 30 
V Codes 2 1 6 8 13 30 
TOTAL 36 32 45 49 48 210 

Mood disorders and problems related to social stressors were allocated higher preference, while 
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working with mental retardation was not a high preference. Working with patients suffering 

from personality disorder is spread across the board of preference. Considering the different 

professions, psychologists were more consistent in preferring to work with mood disorders and 

not preferring mental retardation. Working with patients suffering from personality disorder 

was least preferred by social workers and psychiatrists. This could be related to the Kaplan et 

al (1994) description of personality disorder as consisting of traits of infleXIbility and impaired 

fimctioning. 

In order to establish beliefs around working with patients diagnosed with personality disorder, 

respondents were asked to comment in questions 9 to lIon degree of difficulty experienced in 

the different clusters. Responses to the statements that it is more difficult to work with patients 

diagnosed with cluster A, B, or C personality disorder, are reflected in fig. 5.8 to 5.10 below. 

When breaking the data down into professions, it appeared that social workers responded 

strongly to degree of difficulty when working with cluster B, but psychologists on the other 

hand responded stronger to degree of difficulty when working with cluster A personality 

disorders. Psychiatrists found it most difficult to work with cluster B followed closely by 

clusters C and A. 

FIGURE 5.8 

TREATING CLUSTER A 
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Agree Unsure Disagree Strongly 
Disagree 
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FIGURE 5.9 
TREATING CLUSTER B 

Strongly Agree Unsure Disagree Strongly 
Agree Disagree 

FIGURE 5.10 
TREATING CLUSTER C 
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Comments made by respondents addressed the need for awareness of 

• individual differences in patients with the same diagnosis 

• co-morbidity with social stressors, organic disorders and psychiatric disorders which can 

invite a label of personality disorder if the patient does not respond positively to intervention 

or treatment 

• insufficient training for social workers which delay diagnosis 

• presenting problem can focus on symptom directed treatment and neglect assessment of 

personality 
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5.5.6 REACTIONS TO REFERRALS 

Reactions to referrals of patients diagnosed with personality disorder were explored in question 

12. These reactions can also be linked to the Kaplan et al (1994) description of personality 

disorder as consisting of traits of inflexibility and impaired functioning. Reported 

countertransference feelings should be considered as well when assessing reactions to referrals. 

TABLE 5.10 
REACTIONS TO REFERRALS 

Narcissis Border! Anti-soc Histrion Cluster A Cluster C Total 
Positive 2;6;2 1;3;3 0;0;1 4;6;4 3;3;3 7;7;6 61 
Hesitant 7;4;8 6;6;5 3;0;3 5;4;4 6;5;4 3;3;4 80 
Reluctant 1;0;0 3;0;1 5;6;4 1;0;2 0;2;3 0;0;0 28 
Refuses 0;0;0 0;1;1 2;4;2 0;0;0 1;0;0 0;0;0 11 
Total 30 30 30 30 30 30 180 

Refusals pertained mostly to the anti-social personality disorder (72,7%). Amongst those who 

would refuse referrals were two social workers in private practice for periods between seven 

and fifteen years, two psychologists in private practice for the same period, two psychologists 

in private practice for two to six years, one psychiatrist in private practice for seven to fifteen 

years and a psychiatrist in part-time private practice for less than two years. It should be noted 

that nobody in government employment or in a new full time practice indicated that they would 

refuse a referral. 

5.5.7 THERAPY PROBLEMS 

Questions 13 and 14 explored problems experienced in working with patients diagnosed with 

cluster B personality disorder in both initial stages as well as ongoing work. 
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TABLE 5.11 
THERAPY PROBLEMS 

Initial Work Ongoing Work 

Socw P-gy P-try Socw P-gy P-try Total 
Lack of Insight 2 1 0 1 0 2 6 

Relationship ability + therapy space 4 9 2 3 3 1 22 
Lack of commitment 2 3 2 3 1 2 13 

Impulsivity 1 0 0 1 0 0 2 
Manipulative behaviour 1 0 2 I 0 1 5 

Resistance 1 1 0 0 0 0 2 
Inconsistency 2 0 0 0 0 0 2 

Difficulty with trust 2 2 1 1 2 2 10 
Dependency/idealisation 1 1 0 0 0 0 2 
Capacity for transference 1 0 0 0 2 0 3 

Countertransference 1 0 3 2 0 0 6 
Capacity for change 2 2 0 1 1 0 6 

Lack of responsibility + blaming 1 0 0 1 0 0 2 
Testing + acting out behaviour 0 2 2 4 1 3 12 

Unclear expectations 0 0 1 0 0 0 1 
Diagnostic problems 0 0 3 0 0 0 3 

Maintaining frame + boundaries 0 0 0 5 5 5 15 
Use of defenses 0 0 0 1 1 0 2 

Difficulty with termination 0 0 0 1 1 0 2 

One psychiatrist preferred not to comment on problems as the questions did not leave 

room for individual differences. A psychiatrist employed in a government setting also 

commented on the absence of one central database and inappropriate use of resources. 

These comments were not included with the above problems relating directly to therapy. 

Relationship ability and use of the therapeutic space seemed most problematic in the initial 

work with patients with cluster B personality disorder, while maintaining the therapeutic 

frame and boundaries were considered more problematic in ongoing work. Lack of 

commitment, difficulty with trust and testing and acting out behaviours were also most 
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commonly considered to be problems in therapy. The literature highlights the same when 

Gelder et a1 (1991) suggest exploring patterns of relating and behaving rather than 

reframing past events. Giovacchini (in Lax, 1989) refers to patients with fragmented egos 

who have difficulty tolerating and benefiting from a therapeutic alliance. Schneider ( in 

Gelder et a\ 1991) also writes about the unreasonable demands from the histrionic patient 

and acting out behaviour of the borderline patient in therapy. Kemberg (in Stone, 1986) 

lists defenses mostly used by borderline patients. Doroff (in Homer, 1984) describes the 

entitlement of the narcissistic patient. These behaviours lead to problems in therapy for 

which Numberg (1982) suggests the need for limitsetting. 

5.5.8 COUNTERTRANSFERENCE 

Corey (1977) sees countertransference as an inevitable part of the therapeutic relationship. 

Countertansference feelings were explored in question 15. Countertransference towards 

persons diagnosed with Histrionic Personality Disorder are reported in Table 5.12. 

TABLE 5.12 
COUNTERTRANSFERENCE AND THE HISTRIONIC PERSONALITY 
DISORDER 

Social Work Psychology Psychiatry Total 
Emotionally seduced 0 I 0 1 
AmusementlHumour 1 2 2 5 
Entertained 0 1 0 1 
Energised + uplifted 0 1 0 1 
"too good to be true" 0 1 0 1 
Understanding 0 0 1 1 
Calm in extreme 0 1 0 1 
Anxiety 1 0 0 1 
Frustration 2 0 0 2 
Anger 1 0 1 2 
Desperation 1 0 0 1 
Irritation 2 1 5 8 
Exasperated 0 1 0 1 
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Bored 
Nil of note 
Unable to comment 

o 
2 
1 

o 
o 
2 

1 
I 
o 

1 
3 
3 

Irritation was reported by eight respondents with five respondents reporting humour or 

amusement. If the first seven feelings above can be considered as positive feelings and the 

next seven as negative, the negative c01ll1tertransference feelings are reported as 48,5% 

while positive feelings are reported as 33,3% of responses. The three respondents unable 

to comment clarified that countertransference depended on the individual rather than the 

diagnosis. 

Countertransference feelings towards persons diagnosed with Narcissistic Personality 

Disorder are reported in Table 5.13. 

TABLE 5.13 
COUNTERTRANSFERENCE AND THE NARCISSISTIC PERSONALITY 
DISORDER 

Social Work Psychology Psychiatry Total 
Pity/Sympathy 2 0 1 3 
Caught up in belief system 1 1 0 2 
Challenged 0 0 1 1 
Desperation 1 0 0 1 
Frustration 1 0 4 5 
Irritable 1 2 0 3 
*Arrogance 1 0 0 1 
Misunderstood 1 1 0 2 
Defensive 0 1 0 1 
Cautious 0 1 0 1 
Vulnerable 0 1 0 1 
Anger 0 2 4 6 
Contempt 0 1 0 1 
Despondent 0 0 1 1 
Engulfed and useless 0 0 1 1 
Unable to comment 2 2 0 4 

*The arrogance referred to as countertransference was reported as experienced by the 

patient which illustrates the different understanding of the concept countertransference. 
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Only the first three responses (17,6%) can be considered positive feelings. A total of 

70,6% of reported feelings that can be considered as negative countertransference. As 

above, respondents unable to comment would relate to the individual rather than the 

diagnosis or had not recently worked with narcissistic patients. 

In response to persons diagnosed with borderline personality disorder, countertransference 

reported is reflected in Table 5.14. 

TABLE 5.14 
CO{~ERTRANSFERENCE AND THE BORDERLINE PERSONALITY 
DISORDER 

Social Work Psychology Psychiatry Total 
Challenged to form relationship 0 0 1 1 
Invited into inner world 0 1 0 1 
Needed/the need to rescue 1 1 0 2 
Empathy 0 1 0 1 
Concern 0 1 0 1 
Helpless/impotent 0 0 1 1 
Incompetent/inadequate 1 0 1 2 
Anger 1 0 1 2 
Fear 1 2 0 3 
Desperation 1 0 0 1 
Confusion/inner chaos 1 2 0 3 
Frustration 1 0 2 3 
Restless 1 0 0 1 
Irritability 1 1 1 3 
Rejected 1 0 0 1 
Anxiety 0 2 0 2 
Alarmed 0 0 1 1 
Disinterested/cut off 0 0 2 2 
Unable to comment 3 1 0 4 

Similar to the narcissistic personality disorder, the borderline personality disorder evoked 

70,6% negative responses in reported countertransference. Graziano (1986) believes that 

clinicians without a sound understanding of the disorder, are likely to feel he1pless, 

bewildered and disorganised. Helpless, confused and inner chaos were indeed reported by 
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four respondents as above. Respondents mabIe to comment agam related to the 

individual rather than the diagnosis. 

The person diagnosed with anti-social personality disorder evoked mainly negative 

feelings as reflected in Table 5.15 

TABLE 5.15 
COUNTERTRANSFERENCE AND THE ANTI-SOCIAL PERSONALITY 
DISORDER 

Social Work Psychology Psychiatry Total 
Anger 3 2 2 7 
Fear 1 0 1 2 
Aggression 0 0 1 1 
Dislike 0 0 1 1 
Disgust 1 0 0 1 
Self-doubt 1 1 0 2 
Desperation 1 0 0 1 
Frustration 1 0 1 2 
Distrust 1 1 1 3 
Impotence 1 0 0 1 
Disbelief7 shock 0 2 0 2 
Nervous 0 1 0 1 
Cautious 0 0 1 1 
Irritation 0 0 1 1 
Unable to empathise 0 0 1 1 
Resistance 0 2 0 2 
Avoidance 0 0 2 2 
Rejection 1 0 0 1 
Uncomfortable 0 1 0 1 
Unable to comment 3 2 0 5 

The anti-social personality disorder is the only disorder previously indicated as likely to be 

refused for referral. Hare (1976) states that traditional therapeutic procedures have not 

been effective. This belief can possibly leave clinicians feeling self-doubt, impotence, 

rejection, resistance or avoidance as reported above. Holmes (1991) describes the mood 
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symptoms of the anti-social personality disorder as lack of attachment, shallowness of 

feeling, lack of remorse, and others. It can be speculated that the mood state of these 

patients contribute to the countertransference feelings evoked in therapy. 

Other personality disorders were presented as clusters. Countertransference feelings in 

work with clusters A and C personality disorder are reflected in Tables 5.16 and 5.17. 

TABLE 5.16 
C01JNTERTRANSFERENCE AND CLUSTER A PERSONALITY DISORDER 

Social Work Psychology Psychiatry Total 
Envy re seeing another world 0 0 1 1 
Intrigued 1 0 0 1 
Need to reassure 1 0 0 1 
Empathy 1 0 0 1 
Tolerance 1 0 0 1 
Acknowledged 1 0 0 1 
Sadness/grief 0 2 0 2 
"acuurrrVemptiness 1 0 1 2 
Frustration 1 1 1 3 
Confusion 1 0 4 5 
Helpless 1 2 0 3 
Alienated 1 1 1 3 
Uncertain 1 0 0 1 
Cautious 0 2 1 3 
Bored 0 0 1 1 
Irritable 0 1 0 1 
Persecuted 0 1 0 1 
Nil of note 2 0 0 2 
Unable to comment 1 2 0 3 

TABLE 5.17 
COUNTERTRANSFERENCE AND CLUSTER C PERSONALITY DISORDER 

Challenged 
Tolerance 
Empathy 
Effective/needed 
Inspired/helpful 
Need to hold on 

Social Work Psychology Psychiatry Total 
100 1 
100 1 
o 
o 
o 
1 
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Out of control 1 0 0 1 
Reluctant to engage 1 0 0 1 
Frustrated 2 1 3 6 
Stifled 0 1 0 1 
Despondent 0 1 0 1 
Initated 0 1 3 4 
Impatient 0 0 1 1 
Helpless 0 1 1 2 
Nil of note 1 0 1 2 
Unable to comment 0 1 0 1 

The questions around countertransference were left open to facilitate most accurate 

responses. Yet, when compared to a feelings checklist used in another study (Holmqvist 

& Armelius, 2000), the feelings described were mostly similar. Please see appendix B for 

the feelings checklist. 

5.5.9 SUPERVISION 

Nurnberg (1982) suggests supervision for the untrained therapist, without which 

therapeutic interventions could become volatile. 

Respondents were asked about the use offormal supervision in questions 16 and 17. 

FIGURE 5.11 
USE OF SUPERVISION 

Supervision No Sometimes Consultation Peer group 
Supervision 
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Respondents assessed the option of discussing countertransference in supervision even in 

cases where they do not receive formal supervision in figure 5.12. 

FIGURE 5.12 
SUPERVISION AND COUNTERTRANSFERENCE 

,....---------------+II~j:lal Work 

Yes No Sometimes Not 
applicable 

hiatry 

Comments from social workers referred to inadequate training to work "in the 

transference" as a leading source of information. Supervision is seen as protection for 

patients against therapists' feelings interfering and damaging patients. Psychologists 

reported that supervision is compulsory and valuable as a tool to open up dynamics and 

informing the work done with patients. 

Supervision is a specialist field respected by the researcher as essential in clinical practice 

and was therefore included in the structured interview, even though the literature review 

did not extend to exploring the vast subject of supervision. 

5.5.10 THERAPEUTIC ALLIANCE 

Corey (1977) states that most therapies appreciate the importance of the therapeutic 

relationship . 
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The statement that it is possible to form a therapeutic alliance with persons diagnosed with 

different personality disorders, was tested in question 18 and the results are reflected in 

Figure 5.13 through Figure 5.18. 

FIGURE 5.13 
THERAPEUTIC ALLIANCE AND THE NARCISSISTIC PERSONALITY 
DISORDER 
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FIGURE 5.14 
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THERAPEUTIC ALLIANCE AND THE BORDERLINE PERSONALITY 
DISORDER 
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Agree Unsure Disagree Strongly 
Disagree 
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FIGURE 5.15 
THERAPEUTIC ALLIANCE AND THE HISTRIONIC PERSONALITY 
DISORDER 
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FIGURE 5.16 
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THERAPEUTIC ALLIANCE AND THE ANTI-SOCIAL PERSONALITY 
DISORDER 
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Kaplan et aJ (1994:739) suggest that the clinician should address the anti-social personality 

disorder's fear of intimacy through confronting the need to avoid ''honest human 

encounters". lbis suggests that the therapeutic alliance is not a natural development in 

therapeutic work with these patients, and could be a possible explanation for the 

differences in responses as above, when compared to the capacity of patients with other 

diagnoses, to form a therapeutic alliance. 
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FIGURE 5.17 
THERAPEUTIC ALLIANCE AND CLUSTER A PERSONALITY DISORDER 
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THERAPEUTIC ALLIANCE AND CLUSTER C PERSONALITY DISORDER 
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Respondents seemed most positive about the possibility of forming a therapeutic alliance 

with cluster C personality disorders, followed closely by cluster A personality disorder. 

Histrionic and borderline personality disorders each left three respondents unsure. The 

narcissistic personality disorder evoked uncertainty from five respondents with one 

respondent disagreeing with capacity for relationship in these patients. The exception was 

the anti-social personality disorder where only 26,7% of respondents positively considered 

relationship ability. 
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FIGURE 5.19 
THERAPEUTIC ALLIANCE AND OTHER PSYCHIATRIC DIAGNOSES 
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Comments from social workers indicated that middle to end stage organic disorders would 

limit relationship ability. Social workers further commented that the therapeutic alliance is 

considered to be the greatest tool, and that the clinician's own relationship ability should 

also be assessed. Psychologists commented that a therapeutic relationship is possible even 

if it takes a lot of work. Diagnoses queried by psychologists included autism and 

psychosis. However, if the patient feels understood, a therapeutic alliance is mostly 

possible. Psychiatrists commented that most people have personality problems even if 

personality disorder is not the presenting complaint or the primary diagnosis. Therefore 

other factors such as the milieu, social circumstances and crises should be considered. 

Giovacchini (in Lax, 1989) reported on the low tolerance of analytical relationships by 

patients with fragmented egos. This does not exclude supportive relationships in 

facilitating personal growth of the same patients. 
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Question 19 invited respondents to name features that helped and hindered the therapeutic 

alliance. Open questions facilitated respondents' own insights. 

Helping features are summarised in the table 5.18. 

TABLE 5.18 
HELPING FACTORS 

Social Work Psychology Psychiatry Total 
Training + use of transference 2 I 0 0 
Experience 2 0 0 2 
Supervision 2 1 1 4 
Realistic expectations 1 1 0 2 
Clear frame and boundaries 1 4 3 8 
Clarity on countertransference 0 2 0 2 
Manageable defense structure 1 0 0 1 
Ego Resources 2 0 1 3 
Awareness of ability + limits 4 0 6 10 
Good rapport 0 0 2 2 
Absence of substance abuse 0 0 1 1 
Continuity 0 0 1 1 
Sufficient resources 0 0 1 1 
Commitment to change 0 1 0 1 
Sufficient time 1 0 1 2 

Hindering features were in some instances the direct opposite of helping features and are 

summarised in table 5.19 

TABLE 5.19 
HINDERING FACTORS 

Social Work Psychology Psychiatry Total 
Age of the patient 1 0 0 1 
Social circumstances 1 0 0 1 
Criminal involvement 1 0 0 1 
Lack of resources 0 0 1 1 
Lack of time 1 0 I 2 
Unrealistic expectations 4 0 0 4 
Cross treatment (GP) 0 1 0 1 
Poor commitment 0 1 0 1 
Rigid defence structure 0 1 1 2 
Psychotic transference 0 1 0 1 
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Substance abuse 0 0 1 1 
Unaware of limitations 0 0 2 2 
Patient's need to spoil 0 0 1 1 
Countertransference 2 2 1 5 
Therapist pathology 1 1 1 3 
Breaking therapeutic frame 1 4 4 9 

Awareness of ability and limits as well as clear frame and boundaries were considered 

most helpful in clinical work with patients suffering from personality disorder. 

Supervision was acknowledged as significantly helpful. Breaking the therapeutic frame, 

on the other hand, was most consistently considered as a hindering factor. 

Countertransference and unrealistic expectations from clinicians also rated highly as 

hindering factors. 

5.5.11 TREATMENT 

Treatments offered by respondents are explored in question 20 and reflected in figures 

5.21 through 5.24. 

FIGURE 5.20 
SUPPORTIVE THERAPY 

Always Mostly Sometimes Seldom 
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FIGURE 5.21 
INSIGHT THERAPY 

Always 

FIGURE 5.22 
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CRISIS INTERVENTION 
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FIGURE 5.23 
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Supportive therapy and crisis intervention were offered by more clinicians while insight 

therapy was offered less often. Behaviour modification seemed least offered, especially by 

psychologists. 

Other therapies offered by therapists from all categories included work with couples, 

families and support systems. Assistance with practical problems as well as gestalt and 

non-verbal techniques were also offered by social workers. Psychologists offered 

hypnosis, referral for pharmacotherapy, dynamically informed brief term intervention and 

assessment of risk. Psychiatrists referred for milieu and group therapy, screened for 

substance abuse and co-morbid psychiatric disorders and made regular use of medication. 

Comments on treatment offered stressed individual approaches which differ from 

consideration of clusters, consideration of presenting complaint and needs of the patient as 

well as availability of resources. 

Reich (in Lax, 1989) acknowledges the strengthening of the ego through supportive 

therapy. Cumming and Cumming (1962) and Whitely (1994) support milieu therapy. 

5.5.12 PROGNOSIS 

Truax and Carkhuff (in Corey, 1977) suggest a better prognosis for patients with a lower 

degree of behavioural disturbance. The diagnostic criteria for patients diagnosed with 
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cluster B personality disorder refer mostly to behavioural disturbance. This could lead to 

a negative expectation around the value of therapy. 

Opinions on prognosis were assessed in questions 21 to 24. Question 21 measured beliefs 

on the influence of gender in prognosis. Respondents were asked to comment on the 

statement that gender does influence prognosis. 

FIGURE 5.24 
PROGNOS~ AND GENDER 
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Only three psychiatrists believed that gender influences prognosis. These findings are in 

keeping with the findings ofFord and Widiger (1989) who could not elicit gender bias in 

their study. However, Erikson (1993) suggests that change is more difficult for men as 

they are considered rigid and reluctant to give up power. 

General beliefs on prognOSIS were assessed for the different clusters of personality 

disorder: 
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FIGURE 5.25 
PROGNOSIS AND CLUSTER A 
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FIGURE 5.26 
PROGNOSIS AND CLUSTER B 

Good Fair Guarded Poor Unsure 

One psychologist who chose good prognosis and one who chose fair prognosis stated that 

they wish to exclude the anti-social personality disorder from their choices. 

FIGURE 5.27 
PROGNOSIS AND CLUSTER C 

Good Fair Guarded Poor Unsure 
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A psychologist gave three different responses to this cluster: Good prognosis for the 

avoidant personality, fair prognosis for the dependent and poor prognosis for the 

obsessive compulsive personality. 

Respondents seemed most positive about the prognosis of cluster C personalities and 

mostly guarded about cluster A. Interestingly, cluster B evoked responses across the 

spectrum with psychologists mostly positive and social workers mostly negative about 

prognosis. 

Comments reflected that prognosis was also dependent on pre-morbid functioning. 

Clinicians and patients may also have different objectives or measures for success. Labels 

were considered nonconstructive and influencing impressions unfairly. Mostly the concept 

of clustering individuals were found to be unacceptable, especially since the DSM N 

describes quite severe pathology. 

Kaplan et al (1994: 732) suggest that patients with personality disorder are reluctant to 

present for treatment, because they are reluctant to give up their defenses. This supports 

the somewhat ambivalent responses on prognosis. 

5.5.13 BURNOUT 

Cooper (1986, in Lax, 1989) explains how lack of reward and isolation of the therapist 

can lead to burnout and suggests the therapist's own therapy to deal with defenses. 
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Question 25 measured beliefs around caseload and burnout. Respondents were asked to 

respond to the statement that a high caseload of persons diagnosed with personality 

disorder influences burnout. 

FIGURE 5.28 
BURNOUT 

9 
8 
7 
6 
5 
4 
3 
2 

0 
strongly Agree Unsure Disagree strongly 

Agree disagree 

One psychologist chose an unsure response, but clarified that her choice would change to 

strongly agree if supervision is unavailable or not used constructively. 

Cooper (in Lax, 1989) further believes that burnout, which is linked to lack of reward, 

can be linked with a lower confidence in prognosis and unrealistic expectations of 

clinicians identified earlier as a hindering factor in clinical work. 

Final comments by respondents were recorded as follows: 

• there is not enough emphasis on social workers going into own therapy 

• generalisation does not accommodate individual differences within diagnoses or 

clusters 

• disagreement with concept of clustering 
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• operating from the medical model is unhelpful 

• personality cannot be changed. At best it is possible to move from a personality 

disorder to a personality style 

5.6 SUMMARY 

This chapter discussed the results of the research, and where appropriate, linked these to 

relevant literature. The following chapter will discuss recommendations and conclusions. 
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CHAPTER 6: CONCLUSIONS AND RECOMMENDATIONS 

6.1 JNTRODUCTION 

This chapter contains the conclusions and recommendations which will be discussed in the 

light of the resuhs, and following the sequence as laid down in chapter five. 

6.2 THERAPIST PROFILE 

From the results of the study, it was found that therapists' professional registration was 

significant in choice of treatment model, belief in ability to form a therapeutic alliance, and 

prognosis. Psychologists seemed slightly more tolerant and optimistic when working with 

histrionic, borderline and narcissistic patients, yet responded with more ambivalence to 

cluster A personality disorders. 

Clinicians' ability to recognize and treat appropriately, those patients with a diagnosis of 

cluster B personality disorder, is often dependent on the level of training and experience. 

While social workers had the lowest rate of specialised training, those without post­

graduate qualifications worked in psychiatric settings and therefore had experience to 

make relevant contributions. The only respondent who conveyed a different 

understanding of countertransference was, however, a social worker without post­

graduate training. 
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Employment setting proved significant in terms of acceptance or refusal of referral for 

treatment, when only therapists with established private practices opted to refuse patients 

diagnosed with anti·social personality disorder. 

6.3 USE AND USEFULNESS OF THE DSM IV 

The DSM IV is used less often by clinicians who follow the psychoanalytic or 

psychodynamic approaches. The DSM IV is nevertheless considered useful by most 

respondents. They also acknowledged that diagnosis influences treatment, but preferred 

to focus on the person rather than the illness. These seemingly contradictory responses 

are clarified by mentioning the difficulties with diagnostic criteria as highlighted in 

previous chapters. 

A diagnosis of personality disorder creates a label which is helpful to inform the therapy. 

Thus, for example, respondents were aware of the necessity to maintain the therapeutic 

frame and professional boundaries when treating patients with a diagnosis of cluster B 

personality disorder. 

6.4 THE CONCEPT OF CLUSTERING 

Respondents objected throughout to the use of clusters, as responses differ for different 

disorders. The anti-social personality disorder elicited a markedly different response when 

the different disorders of cluster B were considered separately. Clustering seemed 

particularly inappropriate in cluster B where the main focus of the study was placed. 
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Even though comments throughout recognised the need to see patients as individuals and 

manage them individually, it seemed possible to generalise about suitability for treatment 

and prognosis based on diagnosis. 

6.5 PATIENT PREFERENCE 

From the results, it was found that respondents prefer to work with mood disorder and 

anxiety and least prefer to work with mental retardation. Preference in working with 

personality disorder mostly elicited an average response. This response may have been 

less neutral if the question in the interview accommodated the personality disorders 

separately. More than half ofthe respondents found it more difficult to work with patients 

diagnosed with cluster A and cluster C personality disorder. Significantly higher, is the 

degree of difficulty when working with cluster B personality disorder. From this cluster, 

the anti-social personality disorder invites the highest rate of refusal of referral. 

Respondents reacted mostly positively to referral of cluster C personality disorder. 

6.6 THERAPY PROBLEMS 

Therapy problems identified in initial and ongoing work with patients diagnosed with 

cluster B personality disorder, referred mostly to the patient's ability to form a therapeutic 

relationship, building trust necessary to maintain the relationship and to stay committed to 

the therapy, as well as problematic behaviour that threatened the therapeutic alliance. 

More than 70% of respondents were unsure or believed that it is not possible to build a 

therapeutic alliance with the anti-social personality disorder. 
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6.7 COUNTERTRANSFERENCE 

Countertransference feelings were mostly negative, especially in response to the anti-social 

and narcissistic personality disorders. Feelings most often nominated were anger, 

frustration and irritation. These feelings would also threaten the therapeutic alliance, 

unless dealt with in supervision. 

6.8 TREATMENT MODELS 

Supportive therapy proved to be the most applied treatment model. Given the expected 

lack of insight into own behaviour from personality disorders, a surprising number of 

respondents elected insight therapy as treatment of choice. Behaviour modification was 

least favoured and can be explained given the theoretical orientation of respondents. 

6.9 PROGNOSIS 

Patient gender was not considered contributory to prognosis. The point of consideration 

seemed to be diagnosis. The anti-social personality disorder evoked the worst expectation 

of treatment outcome. The cluster C personality disorder, on the other hand, evoked a 

very positive expectation, despite earlier reference to negative countertransference feelings 

and difficulties in treatment. 

6.10 SUPERVISION 

The use of supervision seemed to be essential ill managmg transference and 

countertransference feelings and in preventing burnout. It is alarming that 4 respondents 
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do not have regular supervision. Clinicians who have their own therapy, could use the 

greater awareness to separate patient issues from own issues. 

6.11 CONCLUSION 

Revisiting the research questions: 

• are clinicians more prepared to accept for treatment those patients who are diagnosed 

with disorders other that personality disorder? 

The lowest preference proved to be mental retardation with highest preference that of 

mood disorder and anxiety. Personality disorder evoked a varied response with refusals to 

accept for treatment, those patients diagnosed with the specific diagnosis of anti-social 

personality disorder. 

• are clinicians negatively influenced in their decision making when accepting for 

treatment those patients who are diagnosed with cluster B personality disorder? 

A significant number of respondents would refuse referral of an anti-social personality 

disorder, and to a lesser extent, borderline personality disorder. One respondent, however 

also indicated refusal of a cluster A patient. Many variables, such as countertransference, 

prognosis, and the patient's ability to form a therapeutic alliance, could contribute to 

refusal of referrals. 

• are there differences in the attitudes of clinicians according to their training or 

professional registration? 
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To some extent, psychologists made less use of the medical model, responded more 

positively to treatment and prognostic questions relating to cluster B personality disorder, 

excluding the anti-social personality disorder, and mostly applied psychoanalytic and 

psychodynamic therapies. Psychologists seemed less positive about patients diagnosed 

with cluster A personality disorder. Social workers mostly followed the eclectic approach 

and responded with more reluctance to treatment of cluster B personality disorder, again 

singling out the anti-social personality disorder as the disorder with least treatment 

pro sp ectives. 

• does the clinician's place and or duration of employment influence acceptance for 

treatment of those patients diagnosed as suffering from cluster B personality disorder? 

The only respondents to indicate that they would refuse referrals, were in established 

private full time or part time practices. 

• does availability and constructive use of supervision influence countertransference 

issues and burnout? 

Supervision was accepted as the space where countertransference feelings could be 

discussed, and is thus seen as a constructive in professional practice. 

6.12 RECOMMENDATIONS 

In summary, recommendations are as follows: 
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• Greater focus in the training of social workers on the diagnosis and treatment of 

personality disorder. Social workers often encounter clients in a variety of settings, 

who suffer from cluster B personality disorder. Problems that social workers are 

confronted with, result from the chaotic behaviour and interpersonal problems of the 

cluster B personality disorder, and do not usually present in psychiatric settings. A 

greater awareness of the particular difficulties these patients experience and evoke, 

could assist the social worker in competent client care. 

• Compulsory supervISIon for clinicians treating patients with personality disorder. 

SupeJVision was considered helpful in dealing with countertransference responses and 

feelings. It often happens that senior workers contact their supeJVisors on a 

consultation basis only. This limits the social worker's opportunity to further develop 

confidence in the care of a patient suffering from personality disorder, especially cluster 

B personality disorder. 

• Personal therapy for clinicians treating patients with personality disorder. Considering 

the nature of countertransference feelings as reported in the study, it is necessary to 

retain an awareness of the often intense feelings evoked by cluster B personality 

disorders. These feelings can easily become enmeshed with own personal difficulties. 

The personal therapy of the clinician will support the boundary between patient and 

therapist. 
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• Selective use of diagnostic categories. The clustering of personalities was found to be 

unhelpful even though it can be motivated from a developmental point of view. 

Diagnostic categories limit the individuality of the patient even more than the diagnosis 

itse~ especially in cluster B where the anti-social personality disorder evokes a 

stronger negative attitude. 

• Assessment and treatment focusing on the individual rather than the diagnosis. This 

can be linked with the recommendation above, but creates an even greater awareness of 

the patient's vulnerability to being labelled. Once a diagnosis is formulated, the patient 

is vulnerable to bias and prejudice from the therapist. There would be little room for 

misinterpretation of diagnostic criteria and the patient will not be served in his or her 

best interest. 

• Diagnosis should inform treatment and not dictate treatment. The DSM IV as a 

diagnostic tool holds a predictive value to inform treatment and should be used in 

balance with recognition of individual differences. 

6.13 SUMMARY 

This chapter described the final conclusions and recommendations and revisited the 

research questions. 
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APPENDIX A 

INTERVIEW SCHEDULE 

THERAPIST PROFILE 

1. Professional Registration: 

2. Gender: 

3. Place of Training: 

4. Educational Qualifications: 

5. Additional Specialised Training: 

6. How long have you been practising: 

7. Type of Practice: 

8. Part time or full time: 

9. Period of current employment status: 

Psychiatrist 
Psychologist 
Clinical Social Worker 

Male 
Female 

University (Please specify) __ _ 
College (Please specify) _____ _ 
Other (Please specify) ____ ~ __ _ 

BAIBSoc Sc 
Honours degree 
Masters degree 
PhD 
FF. PsychlFC Psych 
Other (Please specify) 

Please specny _________ _ 

0- 2 years 
2 - 6 years 
7 - 15 years 
16+ 

Government Setting 
Private Practice 
Government plus Limited Private Practice 
Other(Please specify) ______ _ 

Part time 
Full time 

0- 2 years 
2 - 6 years 
7 - 15 years 
16+ years 

100 



PROFESSIONAL PRACTICE 

1. Theoretical Orientation: 

2. I make use of the DSM IV for diagnosis: 

3. I find the DSM IV useful for diagnosis: 

4. Diagnosis influences treatment: 

5. I focus on the person rather than the illness: 

Psychoanalytic 
Psychodynamic 
Cognitive 
Behavioural 
Systems 
Biological 
Eclectic 

Always 
Mostly 
Sometimes 
Seldom 
Never 
Unsure 

Strongly agree 
Agree 
Unsure 
Disagree 
Strongly disagree 

Strongly agree 
Agree 
Unsure 
Disagree 
Strongly disagree 

Strongly agree 
Agree 
Unsure 
Disagree 
Strongly disagree 

6. Are you treating persons with a diagnosis of personality disorder as defined in the DSM IV 
at present? yes 

no 
unsure 

7. Please give a rough estimate of percentages in your caseload of patients who have been 
diagnosed as suffering from personality disorder: 
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None 
1- 25% 
26 - 50% 
51- 75% 
75+% 



8. Please rate on a scale of 1-5 your preference in working with patients suffering from: 
Psychotic disorders 
Anxiety Disorders 
Mood Disorders 
Organic Disorders 
Personality Disorders 
Mental retardation 
Problems related to social stressors 
(V code) 

9. It is more difficult to work with persons with a main diagnoses of schizoid, schizotypal or 
paranoid personality disorder than with people without this diagnosis: 

Strongly agree 
Agree 
Unsure 
Disagree 
Strongly disagree 

10. It is more difficult to work with persons with a main diagnoses of narcissistic, borderline, 
histrionic or anti-social personality disorder than with people without this diagnosis: 

Strongly agree 
Agree 
Unsure 
Disagree 
Strongly disagree 

11. It is more difficult to work with persons with a main diagnoses of dependent, avoidant or 
obsessive compulsive personality disorder than with people without this diagnosis: 

Please comment: 

Strongly agree 
Agree 
Unsure 
Disagree 
Strongly disagree 

12. What is your first reaction to a referral of a person diagnosed with: 
Narcissistic PD Positive 

Borderline PD 
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Hesitant 
Reluctant 
Refuses 

Positive 
Hesitant 
Reluctant 
Refuses 



Anti-social PD 

Histrionic PD 

SchizoidiSchizotypaVParanoid PD 

Dependent/Avoidant/Obsessive CompulsivePD 

Positive 
Hesitant 
Reluctant 
Refuses 

Positive 
Hesitant 
Reluctant 
Refuses 

Positive 
Hesitant 
Reluctant 
Refuses 

Positive 
Hesitant 
Reluctant 
Refuses 

13. Please define pertinent problems experienced in initial work with patients suffering from 
narcissistic, borderline, anti-social or histrionic personality disorder: 

14. Please define pertinent problems experienced in ongoing work with patients suffering from 
narcissistic, borderline, anti-social or histrionic personality disorder: 

15. Please identifY countertransference feelings most often experienced in your work with 
personality disorders. 
Histrionic personality disorder 

Narcissistic personality disorder 

Borderline personality disorder 

Anti-social personality disorder 

SchizoidiSchizotypallParanoid personality disorder (cluster A) 

Dependent/Avoidant/Obsessive compulsive personality disorder (cluster C) 
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16. Do you have formal supervision: Yes 
No 
Sometimes 
Consultation only 

17. Are you able to discuss countertransference in supervision? 

Please comment 

Yes 
No 
Sometimes 

18. It is possible to fonn a therapeutic alliance with a patient suffering from: 
Narcissistic PD Strongly agree 

Agree 

Borderline PD 

Anti-social PD 

Histrionic PD 

Cluster A personality disorders 

Cluster C personality disorders 

1Q4 

Unsure 
Disagree 
Strongly disagree 

Strongly agree 
Agree 
Unsure 
Disagree 
Strongly disagree 

Strongly agree 
Agree 
Unsure 
Disagree 
Strongly disagree 

Strongly agree 
Agree 
Unsure 
Disagree 
Strongly disagree 

Strongly agree 
Agree 
Unsure 
Disagree 
Strongly disagree 

Strongly agree 
Agree 
Unsure 
Disagree 



Other Psychiatric illnesses 

Please comment 

Strong1y disagree 

Strong1y agree 
Agree 
Unsure 
Disagree 
Strong1y disagree 

19. Please identify features that helplhinder the therapeutic alliance when working with duster 
B personality disorder. 

------------------------------------ -----

Hinder ---------------------------------------

------------------------------------- -----------

20. What treatments would you offer a person with diagnosis of cluster B personality disorder? 
Supportive therapy Always 

Insight therapy( Cognitive and Psychodynamic) 

Crisis intervention 

Behaviour modification 

Other(Please 
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Mostly 
Sometimes 
Seldom 
Never 

Always 
Mostly 
Sometimes 
Seldom 
Never 

Always 
Mostly 
Sometimes 
Seldom 
Never 

Always 
Mostly 
Sometimes 
Seldom 
Never 



Please 
comment ----------------

21. The gender of the patient influences prognosis: 
Strongly agree 
Agree 
Unsure 
Disagree 
Strongly disagree 

22. What are your general beliefs and experience on prognosis of cluster A personality 
disorder? 

Good prognosis 
Fair prognosis 
Guarded prognosis 
Poor prognosis 
Unsure 

23. What are your general beliefS and experience on prognosis of cluster B personality 
disorder? 

Good prognosis 
Fair prognosis 
Guarded prognosis 
Poor prognosis 
Unsure 

24. What are your general beliefs and experience on prognosis of cluster C personality 
disorder? 

Please comment 

------------------------_ ........ --

Good prognosis 
Fair prognosis 
Guarded prognosis 
Poor prognosis 
Unsure 

25. A high case load of patients suffering from personality disorder influences burnout in the 
therapist Strongly agree 

Agree 
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Unsure 
Disagree 
Strongly disagree 



26. Any further comments 

---.. --------------------------- .. --

27. Would you like feedback? 

Postal address: 
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Yes 
No 

--.. --.. ---------



APPENDIX B 

FEELINGS CHECKLIST 

When I talk with ..................... .I feel 

1 HeJpful 
2 Happy 
3 Angry 
4 Enthusiastic 
5 Anxious 
6 Strong 
7 Manipulated 
8 Relaxed 
9 Cautious 
10 Disappointed 
11 Indifferent 
12 Affectionate 
13 Suspicious 
14 Sympathetic 
15 Disliked 
16 Surprised 
17 Tired 
18 Threatened 
19 Receptive 
20 Objective 
21 OvelWhelmed 
22 Bored 
23 Motherly 
24 Confused 
25 Embarrassed 
26 Interested 
27 Aloof 
28 Sad 
29 Inadequate 
30 Frustrated 

108 


