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Abstract:

With the objective of analysing the usefulness of empirical criteria for observing
psychoanalytic cases, this article describes an experience of systematic clinical
observation carried out by the Psychodynamic Clinical Research Team at the
Psychoanalytic Association of Buenos Aires’ University Institute of Mental Health
(Instituto Universitario de Salud Mental, IUSAM). A group of four psychoanalytic
therapists, including the treating therapist, systematically analysed the first four
interviews in the psychoanalytic treatment of a 32-year-old female patient, which
was discontinued six months after it started. We used the combined frameworks
of the Multilevel Observation and Three- Level Model to systematise the
information. We also used a computer-assisted text- analysis system-the Discourse
Attribute Analysis Program (DAAP) to measure Referential Activity. The Shedler-
Westen Assesment Procedure (SWAP) was included as a diagnostic tool. We
describe the application of these resources to our analysis of the four interviews,
including examples of the clinical material. We discuss both the hypotheses
developed by our clinical observation group and the usefulness of group
exchange for understanding the therapeutic process in general. Finally, we discuss
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the implications of this type of systematic case study for clinical practice, training,
and research in psychoanalysis.

Keywords: scientific research; psychoanalysis; empirical research; clinical case;
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This article describes an experience of systematic clinical observation, analysing the
first four meetings of a psychoanalytic treatment that was discontinued six months
after it started. The selected material corresponds to the treatment of a patient
called Lara. The case was studied after it had been discontinued.

The clinical material was studied using the modality of group clinical
observation in addition to empirical tools. It was hoped that this would maximise
our understanding of the case. The experience made it possible to identify very
early on the relevant aspects of the material, which, had they been identified sooner,
would probably have been of use for the therapist, the patient, and the treatment,
including potential predictors of dropout that were present in the way in which the
transference—countertransference relationship developed in the analytic dyad.

The following observation merits emphasis: it does not appear to be simple for
clini- cians as individuals to implement the contributions made by advances in
psychodynamic research. The debate between Wallerstein (2005a) and Green
(2005), which shows the dis- parity of criteria among psychoanalysts with respect to
the production of knowledge— hermeneutics or positivism—probably explains the
obstacle to some extent. This conflict is evident in the different theories, beliefs,
and practices that prevail in each psy- choanalytic association, with the resulting
consequences for how cases are conceptualised and how treatment is carried out.
Group work thus takes on a central role in enabling clin- icians to take advantage of
and benefit from research developments by offering an environment that fosters
debate and discussion of the different theoretical frameworks to which they
belong.

Westen (cited in Luyten, Blatt, and Corveleyn 2006) suggests that many
psychoanalysts in different parts of the world are situated somewhere between
these two cultures. These authors consider that analysts should implement bridging
actions between clinic and research. From our perspective, this requires training that
is not always easily obtained. Evidence of this difficulty lies in the scant
incorporation of scientific articles in analyst train- ing programmes.

The experience described in this article attempts to integrate the two
approaches—as suggested, for example, both by the OPD-2 Task Force (OPD Task
Force 2008) and by Lan- celle (1997)—as our research team considers these
cultures to be two poles on a conti- nuum and believes in the importance of
triangulating these perspectives for clinical practice, training, and research in
psychoanalysis.

To justify the criteria used, this article explores three questions: (1) Why analyse
the first interviews of a psychoanalytic treatment? (2) Why analyse clinical material
as a group? What does this contribute? (3) Why include empirical tools in studying
the material?

Why analyse the first interviews of a psychoanalytic treatment?

The initial interviews of a treatment are often thought to allow therapists to make
infer- ences that enable them to make early decisions, carry out specific
interventions, and ident- ify possible predictors of the course of the treatment.

To be more precise, the elements that come out in the first interviews are, in
general terms: diagnostic criteria, degree of analysability, prognosis, indications, and



therapeutic strategies (Freud 1913; Liberman 1972; Kernberg 2006; PDM Task
Force 2006; OPD Task
Force 2008).

Berenstein and Puget (1997) discuss aspects related to psychoanalytic
technique, emphasising that from the very first interview the analyst has the
opportunity to transmit something previously unknown to the patient, some useful
and relevant knowledge, that can demonstrate the power of the unconscious.

Etchegoyen (1991) suggests that, following Pichon-Riviére (1971), most authors
from the River Plate region of South America understand the analytic situation as a
field of observation and interaction. The notion of field, coined by Baranger and
Baranger (2008), sees the analytic pair as connected in a complementary manner,
and neither of the two can be understood without the other. For Bleger (1971), this
field is configured during  the first interviews.

Liberman (1972) introduced indicators for the first interviews that make it possible
to consider the compatibility of the analytic pair prospectively and allow the analyst
to ident- ify the essential features of the person who will probably become his or her
patient. This author proposes that, for diagnosis and prognosis, at least two
interviews are necessary in order to “study both individually and comparatively what
happens in the two interviews as well as the inferences about their development
both during and between the interviews” (Liberman 1972, 466).

Several years earlier, Bergin (1963) considered the negative outcomes of
psychother- apy. Following this line of research, Stein (1972, cited in Kachele and
Schachter 2014) made a list of factors that can have a negative impact on the
outcomes of psychotherapy, including diagnoses, external conditions, constitutional
factors, the type of changes that occur in treatment, and, finally, transference and
countertransference.

The first of these, diagnosis, is often considered by psychoanalysts to be an
element in a general psychopathology classification scheme or merely a matter of
nomenclature, calling its usefulness into question. The issue has been addressed

from several perspec- tives. Authors such as Persano (2005; Persano, Ventura, and
Weisbrot 2011), McWilliams (2011), and Bernardi (2010) propose that each patient’s
subjectivity and the characteristics he or she may have in common with other
patients are not exclusive, but complementary. In line with the importance of the
diagnosis in the first interviews, Skodol, Buckley, and Charles (1983, cited in
Kéchele and Schachter 2014) monitored patients in treatment classified by
diagnosis and report that certain diagnoses are associated with higher

rates of treatment failure and dropout.

Kachele and Schachter (2014) and Sandell (2012, cited in Kéachele and
Schachter 2014) suggest that some non-psychoanalytic psychotherapies for
borderline patients that have rigorously engaged with the diagnostic process have
improved their rates of efficacy. Kachele and Schachter (2014) closely examine the
errors that can occur both in psycho- analytic psychotherapy and in psychoanalysis
and report that analysts do not pay much attention to investigating possible errors in
the diagnostic process that could have an impact on patient dropout.

Bernardi (2014a, 2014b; Bernardi et al. 2016) proposes implementing
psychodynamic case formulation during the first interviews as a way to
systematise the clinical data, including what is happening to the patient
(diagnosis), why it is happening (etiopathogen- esis), the decision about the
therapeutic indication, as well as an evaluation of progress, explaining the
clinician’s theoretical and technical opinion in each section. This model also
makes it possible to evaluate prognostic inference. Juan et al. (2009) consider it
rel- evant to take into account how prognostic judgement can be in line with
each psy- chotherapist’s own interventions, as long as these are consistent with
the general treatment proposal.



This proposal opens up a dialogue with psychotherapy in general, as case
formulation is used across different theoretical approaches. At the same time,
though, it brings us to the controversy about diagnoses in the initial interviews in
psychoanalysis and about new interview modalities.

New interview modalities, different from open-ended interviews, are currently
being recommended. Some examples that advance the potential for systematising
cases include the Operationalized psychodynamic diagnosis (OPD-2) multiaxial and
multimodal interview (OPD Task Force 2008), Kernberg's (1984) structural
interview, and the interview recommended for psychodynamic case formulation (de
Souza and Zytner 2016). In general, these either require the clinician to have
additional training or they are performed by psychologists or psychiatrists.

Some data from research in psychotherapy highlight the sense of opportunity that
is present in the initial interviews. For example, Barrett et al. (2008, 253) report
that, of 100 potential patients in contact with a mental health clinic, only 50 will
attend an initial assessment, 33 will attend a first treatment session, 20 will remain
by Session 3, and fewer than 17 will remain by Session 10.

Other studies, such as that by Fluckiger et al. (2013), discuss the importance of
the first interviews for achieving positive results later on. For example, Lutz (2002;
Lutz et al. 2006, 2013) suggests the importance of observing a genuine
improvement in the feeling of well- being prior to the fourth session.

This all points to the importance of systematically observing the first meetings
between the patient and the clinician in order to understand the initial factors that
contribute to possible therapeutic failures, as well as those that encourage the
development of the psy- choanalytic process. This necessarily requires that the
therapist acknowledge his or her responsibility in making decisions about his or her
work (Oddli and Rgnnestad 2012).

Why analyse clinical material as a group?

Group exchange constitutes a fundamental contribution to addressing two issues
that have long been topics of discussion in psychoanalysis.
The first issue is related to the historic pursuit of Common Ground (Wallerstein
1988, 2005a, 2005b), which Hanly clearly expresses with the following question:
“Are there facts about an analytic process that bear on questions of interpretation,
theory, and tech- nique upon which adequately trained analysts can agree despite
theoretical and technical differences among the discussants and the presenters of
clinical cases?” (Hanly 2014, xxi). The second issue, which could be called
Convictions, is related to the following list by Leuzinger-Bohleber about the
problems with clinical tradition and the determination to
resolve them to improve quality:

These range from the arbitrary status of clinical observations for buttressing a given
theoretical stance or hypothesis; the hazard of hermetically closed viewpoints;
narcissistic confirmation, in lieu of the (self) critical reflection of an observation; a
gravitation towards “positively resolved” star cases, in contrast with the absence of
poorly performed treatments; the danger of (uncon- scious) “fabrication” (especially in
cases of training); repetition or conformity to mainstream dis- cussions within the
psychoanalytic community and, as a consequence, the disappearance of innovative,
unconventional ideas, and much else. (Leuzinger-Bohleber 2014, 125)

The International Psychoanalytical Association (IPA) Clinical Observation
Committee’s 3-LM Work Groups, one of which is comprised of the authors of this
article, have developed a model for group work to promote responses to these issues:
the Three-Level Model (3-LM) (Bernardi 2014c, 2015). This modality of exchange
makes it possible to work as a group to include and analyse sociocultural belonging



and social subjectivity, with the theoretical loyalties that these entail (Rodriguez
Quiroga de Pereira et al. 2007). It is in this same sense that Kantrowitz (2014)
maintains that theories are filtered through who we are as people. Groups, then, make
it possible to illuminate those aspects—kept invisible behind what is called “common
sense”—that produce the social construction of subjectivity (Borensztein 2016).

Itis promising that different experiences carried out using the 3-LM show a high
degree of group consensus in the assessment of changes in the patient, in line
with empirical studies (Leibovich de Duarte et al. 2002; Leibovich de Duarte
2010), especially at the phe- nomenological level (Level 1).

At this level, clinical material tends to have

metaphors or scenes that transmit the core of the patient’s problems in a vivid and
unsaturated way. Some of these appear from the beginning and become the focus of
the therapeutic work— they can be considered “anchor points” that constitute the
background upon which subsequent changes can be identified. (Bernardi 2015, 14;
italics added)

Fitzpatrick-Hanly (2014), reflecting on work by Ungar (2014), proposes that the
concept of an anchor point can be thought of as a new type of clinical narrative.

This kind of group experience, as Gullestad (2014) suggests, lays bare the
analyst’s “naked” self, revealing details of his or her personal way of working as well
as his or her difficulties doing so. In this sense, in addition to reflecting on the
material, participants have to work on themselves and on the shared dynamic to
resolve the obstacles that the group exchange itself can produce, hindering the
task at hand. Favourable conditions are thus created for producing shared analyses
in a climate of respect and trust. Thinking extensively about this type of work may be
an interesting way to facilitate the presentation of genuine clinical records,
considering how difficult obtaining them has historically proven to be. Gullestad’s
writing evokes the difficulties that Balint (1957) dealt with, which required him to
modify his model and emphasise the importance of the group for modifying
participants’ anxieties and emotions in group experiences.

Balint modified his model when he discovered that the group can serve as a
moderator and catalyst to work through the difficulties and anxieties clinicians have
when presenting their work with their patients to their colleagues. He expresses this
as follows:

Discerning the discrepancy between our actual conduct and our intentions and beliefs
is no easy task. But if there is a positive cohesion among the doctors in the group, each
member’s mis- takes, blind-spots, and shortcomings can be frankly examined and at
least partially accepted by the interested party. (Balint 1957; italics added)

Why include empirical tools in the study of the material?

There are now numerous studies that provide valuable empirical data to
demonstrate the usefulness (efficacy and effectiveness) of psychoanalytic treatment
(Fonagy 2002; Leuzin- ger-Bohleber and Kéachele 2015). Shedler (2010) and
Leichsenring and Rabung (2011) have published meta-analyses that bring together
evidence from multiple studies, and they conclude that most patients for whom
psychoanalytic treatment has been indicated achieve clinically significant changes.
However, when this does not occur, there are very few publications that make it
possible to investigate why this has happened. Of 455 articles studied using the
Inventory of Basic Information on Single Cases (Desmet et al. 2013), only 4% report
treatment failure.



Based on research in psychotherapy, Lambert (2013) reports that with respect to
thera- peutic efficacy, the two factors with the greatest impact are attributable to
the patient and the world outside treatment (40%) and to factors shared with other
psychotherapies (30%), including a positive therapeutic relationship. Bernardi et
al. (2016) claim that it is logical to think that these same factors can contribute to
treatment failure, and in the same text he notes that occasional errors are
specific to each therapeutic process, but their effects can cause diverse types of
manifestations, including dropping out of treatment. In this quest to combine
perspectives, Referential Activity (RA) (Bucci 2007) makes it possible to examine in
depth what takes place in the psychoanalyst’s office between the analyst and the
patient in order to determine how this interaction is related to the effects of
treatment. Similarly, Macdonald (2014) alludes to the limitations of the therapist as
expert, report- ing based on the scientific literature both how difficult it is to
recognise when a patient is deteriorating and how hard it is to be judged by
one’s peers in such situations. Hannan et al. (2005) equate the use of
instruments for monitoring to paraclinical examinations in medicine, reporting
that they can identify 85% of the patients whose conditions will deteriorate upon
finishing treatment by the time they have attended the third session. Bystedt et
al. (2014), using an anonymous online survey for cognitive therapists, find that
clinicians lack training in detecting the negative effects of therapy and are
unfamiliar with the methods and criteria used in current research to identify and
prevent attrition and adverse events in psychotherapy. Perhaps something similar
is occurring among psycho-dynamic therapists.

In line with these opinions, we propose the systematic observation of empirical
data as a resource to complement and enhance the reach of our clinical
observations. Roussos and Vallejo consider that studies with empirical support
constitute an essential source for vali- dating current clinical knowledge. They
clearly express this by indicating that “the ethical obligation to investigate what is
really happening in an analysis, what is really therapeutic and under what
conditions, remains intact; what is under discussion are the methods” (Roussos and
Vallejo 2004, 832).

Study objectives

Taking into account the frame of reference described in the introduction, and with
the objective of analysing the usefulness of empirical criteria for observing
psychoanalytic cases, this article describes an experience of systematic clinical
observation. Our group selected the first four meetings of a patient called Lara as its
focus of observation in order to: (a) recount a group experience of systematic
clinical observation; (b) use empiri- cal tools in conjunction with group clinical
observations; and (c) generate hypotheses about critical aspects of the therapeutic
process, especially those related to potential nega- tive predictors of treatment.

Methods: Sample, materials, and procedures
Sample

The units of analysis were the patient’s first four interviews. Lara unilaterally
discontinued her treatment six months after starting.



The treatment consisted of long-term psychoanalytic psychotherapy with an initial
fre- quency of twice per week, which was later increased to three times a week (de
Maat et al. 2013).

With respect to ethical considerations, this study followed the guidelines related
to ethical aspects of research put forward by: (a) the Code of Ethics of the Buenos
Aires Association of Psychologists (APBA 2013); (b) the Ethical Regulations
formulated by the American Psychological Association (American Psychological
Association 2010); and (c) Argentina’s National Law on Professional Psychological
Practice (National Law 23,277 1985). More specifically, work on the design of
research methodology in the area of mental health by Leibovich de Duarte (2000)
and Roussos, Braun, and Olivera (2013) formed part of the ethical proposal for this
study. In Lara’s case, informed consent was requested from the patient and the
treating analyst, and the study was approved by the Ethics Committee at the
Instituto Universitario de Salud Mental (IUSAM, University Mental Health Institute),
Psychoanalytic Association of Buenos Aires.

This Psychodynamic Clinical Research Team decided to constitute itself as a
clinical observation group for this study because it considers that the objectives
proposed by such groups meet the needs of an institutional and theoretical policy it
considers to be of great importance (already referred to in describing the
characteristics of group work, above).

The open group was formed with four analysts (one in training), of whom
three are female psychologists and one is a male psychiatrist. The call to
participate in the group was to contribute four verbatim initial interviews with
one’s own patient. This condition meant that each member would have the
opportunity to present his or her unedited work.

In terms of theoretical allegiances, two of the analysts are specialised in bonding
and the other two are psychodynamic therapists in the strictest sense.

Materials and procedures

This study used the Multilevel Observation Model (MOM) proposed by Thoméa and
Kéachele (1987), Kéachele and Thoma (1995), and Kachele, Schachter, and Thoma
(2009) as its struc- tural foundation. This model was chosen, first, because the
multilevel approach to clinical material (MOM) affords a first approximation to the
different ways of studying clinical material, some of which are little known by
clinicians. This model proposes four levels, as follows:

(A) The analyst’'s communication about his or her patient

(B) Systematic clinical description; 3-LM was used

(C) Guided clinical judgement procedures; the Shedler-Westen Assessment
Procedure (SWAP) was used

(D) Computer-assisted text analysis; Referential Activity (RA) was used.

The Shedler-Western Assessment Procedure (SWAP) (Shedler and Westen
2007) was used because, as its authors explain (Shedler and Westen 2004a,
2004b, 2006, 2007), it offers clinicians the advantage of a shared vocabulary for
expressing their observations and inferences about a diagnosis and the
personality dimensions of their patients. It also produces a systematised record
of clinical observations.



We also used RA, which alludes to the capacity to express non-verbal
experiences, especially emotional experiences, in verbal form. It is a psychological
concept from Mul- tiple Code Theory (Bucci 1997). RA was evaluated using both the
Discourse Attribute Analysis Program (DAAP), which consists of a computerised text
analysis system (Maskit, Bucci, and Roussos 2002), and the S-WRAD dictionary in
Spanish, which assigns a given value to words and makes it possible to evaluate
high or low levels of RA (Roussos and O’Connell 2005).

Second, 3-LM was used because it is considered by its authors to be a way to
triangulate between the observations of the analyst presenting the material and the
multiple obser- vations of the material made by the group. It is thus an “observation
of an observation,” like the work of any clinician. While the temporal perspective
(evaluation of the progress of treatment) is a specific contribution of this model, the
authors implemented it in this case to evaluate the progress or lack of progress
from the first interviews.

Results: Systematic clinical observation in the Lara case

This section will illustrate our work on the Lara case, following the combined
frameworks discussed above.

Level A: The analyst's communication about her patient

This level includes narratives and clinical vignettes that have been reconstructed by
the analyst. The treating analyst’s presentation of patient Lara is reproduced below. It
is essential to consider that for the analyst, everything that occurs within the sphere
of the meetings or sessions forms a part of the unique situation and the frequency
and format of encounter that the patient—analyst dyad constructs together. The
patient’s explicit speech about her reason for the appointment is recounted, as are
contradictions that reveal dissociated aspects and behaviour that the patient
presents as choices but do not correspond to the emotional cor- relate she
demonstrates. The analyst’s inferences and questions are also included, which have
served as the basis for the construction of some clinical and theoretical hypotheses
that later form a part of the discussions and exchanges with the group of
colleagues.
The therapist’s case report reads:

In the first interview, Lara reports that she made the appointment because she has
several conflicts: she is arguing a lot with her 11-year-old daughter, Clara; she is
about to separate from her partner Franco for the fifth time; and she often cries
about the death of her father, who passed away 6 years earlier. Though her words
say that these are situations that deeply affect her, there is an apparent incongruity
between what is said and the emo- tionality put into play, which prevents an
empathic connection between us.

Examples of how she talks about it include: ‘| have several conflicts at the personal
level’, ‘not getting along with a child unleashes everything’, ‘I am worried about not
being able to handle my daughter’, ‘| feel very apathetic’.

With respect to her background, she relates that she got pregnant when she was
very young, she decided to continue with the pregnancy and went to live with
Franco, her daughter’s father. It seems more like a story about running an errand,
which contradicts the fact that she could not tell her family about it until she was
five months pregnant, explaining that ‘she was ashamed'. She thinks she is
repeating her maternal history, as her mother had her sister when she was
very young, with one difference: her mother was married.



She relates situations of violence and abuse, such as when her husband pushed her
down the stairs when she was eight months pregnant. There does not seem to be
any questioning about what there is about her or the bond between them that
produces and/or influ- ences this violence. For her, he is the violent one.

It is difficult to know when she is being sincere, which puts into question the viability
of treatment. During the first meeting and later in the meetings that followed, she
focuses on her family of origin and on the men in her current life. She says that there
is a long history of fights and disagreements that revolve around money and
stealing among members of her family. Her sister, she tells, accused her father of
having robbed her and they never spoke again. Then her sister also accused the
patient’s husband of stealing. The entire family works in a field that seems to
operate on the edge between legality and illegality.

In the second interview, she says that she is going out with a man, she tries to clarify
that she is not unfaithful and that she is not going to make any decisions about the
relationship until she decides about her separation. She does not know the man she is
going out with well. At the same time, another man she went out with a few years earlier
continues to call her, and one night he waited for her in front of her house. And she
says: ‘He came in his girlfriend’s car’, attempting to condemn this person’s unfaithful
conduct. She is not able to question herself, or to see that she is the one who
goes in her boyfriends cars, by maintaining relationships with three men
simultaneously.

She does not have solid social ties. She found a certain place of belonging with a group
of her daughter’s schoolmates’ mothers. As the interviews continue, she stops talking
about her daughter, and she starts to talk about her separation. She is able to relate
that on weekends, when she is alone, especially at night, she gets upset and cries. But
she does not allow her emotions to show at all. It causes one to question. Such as, for
example: does she get upset?

In this extract, the analyst communicated her first inferences to the group, which
were the point of departure for developing the working hypothesis (Leibovich de
Duarte 1996, 2006; Leibovich de Duarte et al. 2004). With this report, the group
identified some of the analyst’s inferences about intrapsychic and relational material
with respect to the patient’s family situation, as well as prognostic inferences about
the future of treatment. No diag- nostic inferences were observed in this report.

Level B: Systematic clinical description

These are systematic descriptions of a treatment’s interviews and sessions.
“Verbatim” recordings are used to facilitate systematising and structuring the clinical
material. As men- tioned above (see Methods), levels 1 and 2 of the 3-LM were
chosen to develop Level B (Ber- nardi 2014c, 2015). This involves identifying the
following in the clinical material: (a) the anchor points and their transformations; and
(b) the main diagnostic dimensions. Each of these points is described below as

they apply to the clinical material in the Lara case.
In this level, the group started reading the material (verbatim transcript) and the
group exchange began. The anchor points in the patient material were identified.
defining the focal points where it would be expected that the analyst would
intervene, potentially leading to evolutioninthefirstinterviews or producing
changesoverthe course ofthe analytic process. The observation group identified
these focal points from the firstinterview and explored what was happening with
them in the material from the rest of the interviews, paying special attention to
the fluctuations or modifications that became evident in the words of both the
patient and the therapist as well as in the interaction between them. In this
way, we sought to describe any possible transformations in a phenomenological
manner.



Three focal or anchor points were agreed upon, namely:

Focal Point A: related to difficulties in interpersonal

relationships. Focal Point B: related to the patient’s ethical

understanding.

Focal Point C: related to problems with the regulation of behaviour and the patient’s
affective/impulsive response.

Anchor points A, B, and C were agreed upon based on the material from the first
inter- view. Table 1 illustrates the clinical material that corresponds to each focal
point observed and agreed upon.

Table 1. Anchor points.
A. Anchor point: Interpersonal relationships

Text to introduce the anchor point: Start of the first meeting. Relationships with others are a situation of conflict for
the patient. When the other acts as separate from her, she seems to experience it in a somewhat paranoid way that is
expressed with physical and verbal violence. It can be inferred that her daughter’s puberty, by modifying the previous
bond between them, becomes a situation that can be felt as a threat.

Example (edited text from the verbatim transcript):

<P2> Do you want to tell me why you are here?

<P1>1dont know where to start. Well, | have several confiicts at the personal level. Like | have an
eleven-year-old daughter and she is at a very difficult age, aside from that | am getting separated and my
daughter is leaning a lot towards her father, so we are like at war. It's like a constant, but
aggression all the time. The truth is that | already have enough problems, with my father’s death a few
years ago, several things. But like | decided to start therapy because | think that not getting along with

a child is what unleashes everything. | don't have any patience with my daughter and | notice
that | don't have any patience with her reactions toward me, reactions of constantly attacking, it's
like 'm her ‘punching ball' all the time ....

<P1> ... and she was a kid who was super stuck to me, in my family they even called her my burr,?
because she was my little burr. She used to go everywhere with me and its like | feel like the
relationship is getting away from me and | don't know how to handle it with her. | want to punish her
but | also say, ‘poor little thing, what she’s got going on in her head’ in order to have such angry
reactions, like ... you know when you feel like they have this hate and you say ‘this can't be my
daughter’.

B. Anchor point: Ethical understanding

Textto introduce the anchor point: When the patientreports how her family hides some information from her,
her speechis ambiguous, contradictory, and ambivalent. In addition, itinsinuates a transferential allusion to theft that
could be taken as the possibility of a false transference connection.

Example (text edited from the verbatim transcript):

<P2> But do you think of it like a kind of fatal destiny, or do you think that you, let’s say, you make a type
of choice that leads to the model being similar? What do you think? How would you put it?

<P1> | don't know, | think that, | don't know if the model is similar, but they never end up telling me
what is really going on. It's not that they say: ‘okay, look, let’s see, Franco used to work with me and what
did he do, he took the clients, the database, and he gave it to someone else, | don't know. As if | told
another psychologist to take all of your patients' information’. They never told me, | tried to ask and | sat
down with my sister and my mother and | said: ‘okay let's see, can you tell me what happened?’ ‘No,
we're never going to tell you, | don't want this to be the reason that you separate from your daughter's
father. | explained to them: ‘lets see if we understand each other, this isn't the reason for our separation. |
want to know what happened, | want to know who I'm with'. Its like a back and forth. And | hide things
and they hide things from me, so | never really know what is happening, then | go and talk to Clara’s
father: 'You stole from my sister’. ‘Are you crazy?' he says, 'l didn't steal from anyone. Your sister because
she’s crazy’. And | also think: ‘Wow, eh, the same thing happened with my father, and with my husband
the same thing is happening?’

C. Anchor point: Emotional regulation

Textto introduce the anchor point: There seemstobe some confusion in understanding and differentiating between
the emotions at play with others and within herself, along with confusion between aspects of the external world and
the internal world, which is manifested in impulsive behaviour.

Example (text edited from the verbatim transcript):

<P2> What does it mean that you have one situation and he has another?

<P1> We have different salaries. | might make twice as much as him, so for me, | can stay in the apartment
and pay for all the



expenses, a cleaning lady to work at my house all day, school, you know, a car, everything that, the

expenses that one might have. My daughter witnessed several of her father’s aggressive fights with

me, so | feel like between my daughter and | there isn't that respect anymore, like I'm her friend and like,

and right away she gets defensive ‘don't hit me' and | don't touch her. So, I'm like forgiving her for

everything because | understand the problems she must have in her little head.

Aside from all of the personal problems that | have: the issue of the separation, the issue of a failed

marriage, this is the fourth time | am getting separated from the same man. I’'m worried about the issue of

my relationship with her because now she is eleven and | can see that | can't handle her.

<P2> What do you suppose? You just clarified for me quite vehemently that you do not hit her, so, what

do you think brings her to say to you ‘don’t hit me?

<P1> Because her father, sometimes, his reaction is to pull her hair or slap her, I’'m the opposite of

that, I'm about the punishment, take away her cell phone, things that hurt without hurting her, but her

cell phone is her world, her life, | took it away from her and so now she’s like angry, like I'm her

enemy. Not recently, but a few months ago she saw very aggressive things at my house: breaking
ings, isi y y dau ;T my dau i .

®A burr is a prickly seed that sticks to clothing and is difficult to remove.

By monitoring the anchor points across the four interviews, the group agreed that
no indicators of progress could be seen (Liberman 1972) that reflected any
incorporation of the analyst’s interventions: not in the patient’s perception of the
conflicts at which the inter- ventions were aimed (either at the time or from what she
could infer when reviewing them in light of her life crises); not with respect to the
defences she implemented against these conflicts; and not in the patient’s degree of
awareness of these conflicts. Furthermore, no improvement was observed in the
patient’s subjective wellbeing over the course of the interviews, nor was any
progress noted between them. This was considered to be a negative predictor of
treatment with respect to the compatibility of the therapeutic pair.

Below, we discuss our work to identify the main diagnostic dimensions in the Lara

case. For the specific case of this patient’s problem, a good part of identifying the

diagnostic dimensions dealt with questions closely related to the form of
presentation of transference and countertransference. At this level of the discussion,
the group classified the patient’'s mental behaviour as falling within the following
dimensions: histrionic, psychopathic, and borderline, considering the material
available to be insufficient for establishing a definitive diagnosis. According to this
group conceptualisation, the case was characterised as follows:

The patient presented low disease awareness, with a contextual, romantic, and
family situation that contributed to her psychopathological functioning.

Her main conflicts were identity-related and oedipal, oscillating between
submission and control. Her central defences were dissociation, projective
identification, denial, and omnipotent control.

A low level of symbolisation and creativity predominated. Her connection to her
internal representations and her interpersonal relationships was unstable,
superficial, and poorly differentiated.

Her ideas and values prevented her from processing her emotions
comprehensively, not allowing her to perceive herself or others properly.

Her interpersonal relationships were confusing and indiscriminate, with difficulties
with intimacy. Lying and hiding interfered with her interpersonal relationships in
general and with the therapeutic relationship in particular. Lying generated
confusion and ambivalence in the analyst.

It is also important to consider the relevance of the intervening professional’s
experi- ence when constructing diagnostic criteria, in addition to the professional’s
commitment



to engage with the other and his or her flexibility with respect to sustaining norms
and values that can accommodate each patient’'s singularity (Borensztein 2008).
These points were used to understand this patient.

Level C: Guided clinical judgement procedures

This is a necessary step in order to be able to transform qualitative data into
“measurable” quantitative data. The SWAP diagnostic tool (Shedler and Westen
2007) designed by Shedler and Westen (2004a, 2004b, 2006) was used here.

Taking into account the diverse diagnostic hypotheses that arose from the
analysis at the previous level (histrionic, psychopathic, and borderline personality),
the system- atisation afforded by the SWAP allowed the group to observe which
diagnostic hypoth- esis would prevail at the quantitative level. The SWAP yielded
the highest scores for precisely the three differential hypotheses discussed in the
group, but it showed a pre- ference for one of them (histrionic personality). The use
of guided clinical judgement

Table 2. SWAP results: Diagnosis of personality (DSM V).

Personality disorder T

Histrionic personality disorder T=70.98
Antisocial personality disorder T=68.25
Narcissistic personality disorder T=66.25
Borderline personality disorder T=65.06
Passive-aggressive personality disorder T=60.77
Paranoid personality disorder T=60.60
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Figure 1. Scores for features of psychological functioning according to the SWAP. Note:
ShedlerJ, Westen D. SWAP-200 for Microsoft Excel, © 2015 SWAP assessment LLC | Shedler-Westen Assessment Pro-
cedure, http://swapassessment.org.
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procedures such as the SWAP thus made it possible to narrow down our diagnostic
impressions and specify a predominant diagnosis for the patient. Table 2
shows the six highest scores obtained with the SWAP (using SWAP-200 for
Microsoft Excel) (Figure 1).

Level D: Computer-assisted text analysis

The objective of this level is to help resolve classification issues using computer
systems and programmes. We decided to evaluate RA to account for this level of
analysis. Bucci (1997) explains that variation in the levels of RA serves as an
indicator of the capacity to commit to therapeutic treatment, as well as constituting a
way to monitor the effective- ness of the process.

In this article, we understand the evaluation of RA to have made it possible to
identify the effect of the analyst’s different interventions on the patient and on the
process, per- mitting clinically useful observations. Table 3 shows a segment of the
discursive inter- action between patient and therapist from the second meeting,
related to the anchor point initially called “ethical understanding.”

Figure 2 shows the variation in RA over three patient—therapist exchanges. In
interven- tion 1, we can note how the therapist intervenes by laughing in a
spontaneous and genuine manner. In this way, she expresses that she paid
attention to the fact that the

Table 3. Anchor point B: Ethical understanding. Segment from the second meeting (from word 5005
to 5469).

Example (text edited from the verbatim transcript):
<P1>+ The thing is they would say it in a nice way, they werent saying it in a bad way but there
comes a time when it's already like, one time | stopped my mother's husband, he says to me: Tl give
you a boot so you can kick your husband out- this guy you have in your house you kick him out. And |
said: ‘wait, | don't meddle in your lives, let me resolve it I'm thirty-one'l have to ...
<P2>+ there you were able to say ...
<P1> | have to, | stop my mom too sometimes, | have to take charge a bit, leave me alone' like, so my
mom said to me: 'if youre going to go to the psychologist, start seeing a psychologist, | think it's great
I'm thrilled, but don't lie to the psychologist’.
<P2>Haha

INTERVENTION 1 IN FIGURE 2

<P1> | said: ‘look mom if | go to a psychologist I'm not going to lie, I'm not going to say that my life is all
rosy because he’s going to say to me: “girl, what are you coming here for?”.

<P2> And, why do you think your mother told you not to lie to me?

INTERVENTION 2 IN FIGURE 2

<P1> Because I'm, though I'm not a liar, but maybe sometimes my mother calls me on a Sunday
morning and | say: ‘no mom I'm great I'm here at home, I’'m going to get together with my friends’ and |
might be alone, but if | say ‘no, I'm alone at home’ she starts I'm coming over' ‘and I'll pick you up and
we'll eat and you know how, poor her she worries, but it's like | want to have space for myself, I've
always said: 'yes okay I'll go, I'll go, if it's my sister I'll go, I'll take the kids to school for you, Il pick them
up'it's like now | say: 'no, enough, | want to think about myself a bit.

<P2> | think it’s also a message that you’re sending me, that, even though you tell me that you
felt comfortable and that you thought | was cool, | don’t know, | think you are also telling me:
‘look, but let’s follow my timing, give me time because you know that if not, | can leave and |
cannot tell you everything’, right?

INTERVENTION 3 IN FIGURE 2

<P1> No, but you’re going to start to realise with me what I'm like uhh, okay you’re going to start to
realise by yourself if you see that uhh, when | tell you, when | don't tell you uhh, the truth is that now
that | made up my mind to start and | made up my mind, | hope we can continue and it's great that,
that you accept me as a patient and | [accept you] as a professional and, but the truth is that | made up
my mind to start above all for me, before | would always start with others, for in order to see what had
happened in my previous life and my father and my siblings and my mother.
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Figure 2. Referential activity.

patient tends to lie. This type of interaction mediated by humour and spontaneity
creates a break in the patient-controlled discourse. Intervention 2—“And, why do
you think your mother told you not to lie to me?’—attempts to promote greater
reflection by the patient about what she is recounting. What is observed when using
this tool is that the lie operates as a defensive organiser. Intervention 3 refers to the
patient’s interpersonal relationship with the therapist and, by hinting at possibly
leaving treatment or deceiving the therapist, clearly specifies what components to
consider as prognostic indicators. The RA shows how the patient’s discourse
becomes disfluent when the analyst has an impact on her. This type of intervention
is the most effective for this patient, as there is a break in the discursive modality
and, during the initial moments of treatment, it encourages the development  of
the therapeutic alliance, as proposed by level 3 of the 3-LM.

The contents of this sequence show the patient’s deceitful and dishonest
aspects, in line with the high values of the psychopathic dimension yielded by the
SWAP. The system- atisation of the data also reflects the ethical dimension that
had been selected as an anchor point using levels 1 and 2 of the 3-LM model in
the methodology proposed by Bernardi (2014c, 2015).

Integration of the levels: Hypotheses about potential negative
predictors of treatment for the Lara case

As explained above, one of the focal points for the group clinical observation
consisted of identifying the aspects of the clinical case that could function as
negative predictors of treatment, taking into account that the patient stopped her
treatment six months after initiating psychotherapy. The group thus began to select
and agree on possible indicators at each level of observation from the first four
interviews that might relate to the patient subsequently dropping out. Table 4
summarises the indicators selected by the group.

Table 4. Selected indicators.

Selected indicator Levels of observation
Lack ofdiagnostic inferences Level A
Attitudes held by the patient’ s family that sustain his or her psychopathology Level A
Lackofprogressinthe selected focal points LevelsAandB
Difficulty inthe patient’s adherence to treatment Level B
Lying and hiding presentin the therapeutic relationship Levels A, B,and D
Lowdisease awareness LevelsBandC

Mental functioning with vulnerabilities LevelsBandC




Discussion

Our discussion analysed what contributions systematic clinical observation may have
for the patient, for the treating therapist, and for the observation group. More generally,
we also dis- cussed the implications for clinical practice, therapist training, and
research in psychoanalysis. The exploratory and preliminary nature of this study
must be mentioned as a limitation.
With respect to future studies, we consider the use of empirical tools that can be
easily implemented by the clinician to be an important contribution to the modality of
systema- tic group observation, facilitating the psychodynamic case formulation right
from the initial interviews up to an evaluation of the progress of the case.

Possible contributions for the patient

In the Lara case, our work has helped promote an in-depth discussion. Reviewing
Stein’s (1972, cited in K&chele and Schachter 2014) list, which includes the
considerations in Bergin’s (1963) article about the factors that can negatively affect
the outcomes of psy- chotherapy, allowed these factors to be considered as
contributions for the patient. The first was to clarify the diagnostic criterion for the
patient.

We were able to identify problems with impulse control, a predominance of
dissociative defences, and significant narcissistic, histrionic, and psychopathic
features. We consider this diagnostic accuracy to be an essential starting point for
a proper understanding of the patient, which would have led to a better plan for her
treatment. Along these lines, numerous studies suggest that good case
conceptualisation is associated with the effec- tiveness of treatments (Thoma and
Kéchele 1987; Lambert and Ogles 2004; OPD Task Force 2008; Levy et al. 2014).

The patient also obtained points for borderline personality, though with lower
scores. It is known that people with borderline personality form more intense and
unstable relation- ships compared to other diagnostic groups. Kéchele and
Schachter (2014) report on this, citing the work of the following authors: Skodol,
Buckley, and Charles (1983) report a 67% dropout rate among borderline patients
after three months of psychotherapy. Waldinger and Gunderson (1987) found a 46%
dropout rate at six months; only one third of their sample completed their treatment.
Similarly, Gunderson et al. (1989) report that 52% of borderline patients left
treatment after six months. Smith et al. (1993) found dropout rates from 31% to
36% at three and six months, respectively, for borderline patients. However,
Stevenson and Meares (1992) claim that using a psychology of self reduces the
dropout rate of attrition to only 16% at three months.

This result makes it necessary to think about both the therapeutic indication and
the type of interventions that should be carried out. In the Lara case, systematic
clinical obser- vation made it possible to better differentiate between the different
effects of possible interventions; that is, it helped identify the most appropriate type
of interventions for the patient. More specifically, we were able to observe that
those interventions that created a certain mobilisation of the patient’'s defensive
discourse, with respect to tricks and deception, had a greater impact on her. In turn,
these interventions took transference into account. These results allow us to think
about the usefulness of specifying the type of interventions to prioritise right from the
start in patients with diagnostic characteristics like Lara’s, who may benefit from
interventions focused on transference, following Kernberg'’s



(1984, 1999) work on this issue. Recent research on the differential effects of
interpret- ations when based on transference follows this same line (Hoglend and
Gabbard 2012). This debate is ongoing, however, as other perspectives such as
that of Kachele and Schachter (2014) warn about the negative contribution of certain
techniques that chal- lenge habitual defences, especially for patients with
borderline disorders. Different studies with borderline patients (Horwitz 1974;
Weber, Bachrach, and Solomon 1985; Fonagy et al. 1996, cited in Kéchele and
Schachter 2014) report that there is sometimes a worsening of patients’
conditions and that therapeutic techniques are probably respon- sible for this
decline, which does not minimise the fact that the patients’ characteristics also
come into play, as does the ever-present singularity.

Beyond the theoretical position that a clinician takes into account when making
the therapeutic indication, the systematic study of the patient also plays a role,
further speci- fying the criteria already mentioned at the start of this article that are
established in the initial interviews (diagnosis, degree of analysability, prognosis,
indications, and therapeutic strategies).

Returning to Stein’s (1972, cited in Kachele and Schachter 2014) list, the second
point— external conditions, in this case Lara’s extended family and her work (also
with her family)—took on real prominence. There was a family dynamic in which the
pursuit of truth was obstructed by a family narrative that did not seem to allow any
questioning or clarification. Stealing and hiding permeated her narrative
without being questioned, at least from the patient’s perspective.

For the third point, the constitutional factor, the concept of borderline as well as
that of psychopathy suggest modalities of personality functioning conditioned by
elements at this constitutional level. They are often considered to be structures of
personality function- ing that, when diagnosed, imply specific symptoms and
specific prognoses.

Of the adverse modifications of the ego that lead to severe personality
disorders— Stein’s fourth point—the patient had impaired ego integration, which
caused splitting.

With respect to Stein’s fifth point, transference in Lara was unstable and
fundamentally distrustful and evasive, which was expressed countertransferentially
in the analyst’s initial report: It is difficult to know when she is sincere. This
permeates the initial interviews and is put into play in the pursuit of interventions that
can confront her inconsistencies, using humour as an ally. The RA analysis notes
this, and this insight would have encouraged a review of the complementarity of the
therapeutic pair, making a positive contribution to the treatment.

Finally, and by way of hypothesis, if systematic clinical observation had been
carried out while the treatment was still in progress, the identification of potential
predictors of patient attrition could have been used to try to prevent the patient
from ultimately drop- ping out of treatment. It is also important here to consider the
invaluable contribution that the psychodynamic case formulation could make if
added to the patient’s clinical record, both for the patient and for a later
therapist.

In any case, the issue of predictors of attrition, as well as considering the
predictive hypotheses related to the complementarity of the therapeutic pair
(Liberman 1972) and prognostic judgement about the type of interventions to apply
(Roussos, Boffl Lissin, and Leibovich de Duarte 2007; Juan 2014), constituted
significant contributions for both the treating therapist and the clinical observation

group.



Contributions for the clinical work of the treating therapist

For the therapist, a first contribution of the work carried out here derives from the
very presentation of her own case to a group. This created a great deal of work and
commit- ment among her colleagues. Analysing a systematically recorded case
using audio record- ings and transcripts of the sessions entailed an unprecedented
level of exposure for the therapist. The positive aspect of this exposure lay not
only in creating group care for the treating therapist, but also in adding the group
perspective to the conceptualisation  of the case and to the overall training of the
therapist. Following Altmann (2014), the pres- entation of recorded cases is a
necessity in our discipline, and, further, it can constitute a space of professional
respect, trust, and exchange. Overall, systematic observation made it possible to
demystify the analytic process, revealing the concrete difficulties of clinical practice
and the natural evolution of a case (see, for example, Kachele et al. 2006).

As mentioned above, and given that this case ended prematurely at six months
into treatment, another contribution for the treating therapist was the ability to
hypothesise, retrospectively, about the possible indicators of dropout. In this sense,
learning from patients who drop out of treatment can be a way to improve
therapeutic abilities and to promote curiosity and interest in the phenomenon
among peers and institutions (Olivera et al. 2013; Roos and Werbart 2013).
Similarly, studies by Lambert (Lambert et al. 2001; Hawkins et al. 2004; Lambert
2007) and the work of Lutz et al. (2006) emphasise the importance of providing
the therapist with information about the course of treatment.

Contributions for the observation group

The experience of this particular clinical observation group permitted an examination
of its members’ explicit theories and implicit ideas (Sandler 1983; Zysman et al.
2009) about the patient under study, which led them to jointly investigate
hypotheses they thought could have led to progress in the interviews with the
patient.

The group exchange, like any exchange between people, puts emotional
regulation into play. Those who participate in such an experience must engage in
work that will allow them to connect. In the experience described in this article, the
members of the group were exposed to a variety of emotions. On one hand, caring
for the analyst who offered her clinical material was present at all times. We could
also say that, in some way, while the experience was under way, the patient
became “everyone’s patient” or “the agreed-upon patient,” putting into play the
difficulties—one’s own and others’— inherent in clinical work. These aspects are in
line with the current positions held by the International Psychoanalytic Association in
terms of including clinical group observation and discussion in analyst training
(Hanly and Hanly 2001; Altmann 2014).

When there was a certain discrepancy between the analyst’'s account and the
group’s work on the clinical material, a sincere and committed exchange took place
among the group, not only with respect to thinking about the differences that arose,
but also in caring for the therapist and recognising the exposure of her work, with
the personal impli- cations this has for the analyst (Jiménez 2007). This latter point
is an important contri- bution of group work, as the line that separates the debate
of ideas from opinions about the person expressing the ideas is not always
clear. In this sense, the experience



of clinical observation groups is a training field for learning how to engage in
dialogue, exchange, and discussion about different ways of thinking, creating
fertile spaces for the personal and professional growth of those who participate
and generating accessible conditions for the accommodation of diversity. In the case
of this working group, though the participants were all trained at the same institution,
it was nonetheless necessary to review our theoretical affinities at each level of
work with respect to the challenges each level presented.

In general terms, it would not have been the same to analyse the case in a non-
group manner. Systematic clinical observation added much greater depth to our
understanding of the clinical material, broadening our perspectives for
conceptualising the case and gen- erating working hypotheses. In particular,
identifying the focal point related to ethics was an outcome of the group work.

For the group, the involvement of the treating therapist meant having a key
informant during the analysis of the case. This led to an exchange that allowed the
therapist and the group to become aware of blind spots (conflicts in the analyst that
the analyst is only par- tially aware of), hard spots (conflicts due to supporting a
single theory and technique), and dumb spots (conflicts that have not yet been
detected) related to certain characteristics that a patient brings and puts into play as
a function of a therapist’s characteristics (McLaughlin 1991; McLaughlin and Johan
1992).

By way of conclusion: Implications for clinical practice,
training, and research in psychoanalysis

The systematic clinical observation work described in this article responds to a
current need in contemporary psychoanalysis for clinicians to be able to systematise
the analysis  of their cases. This task is difficult due to the frequently poor
methodological training of analysts. In turn, how clinicians process their patients’
material and identify any biases they may have remains an unresolved issue
(Roussos, Boffl Lissin, and Leibovich de Duarte 2007; Juan 2014). In this sense,
this work is intended as a first attempt at specifying the issues of methodology and
knowledge transfer that form a part of clinical psychoana- lytic practice.

The systematic observation of a clinical case constitutes a way to begin to
connect clinic and research in psychoanalysis, as it positions the analyst as both
researcher and research subject simultaneously (Zukerfeld 2014). This research
also makes it possible to position psychoanalysis more solidly in the field of science,
where a more systematic study of psy- choanalytic postulates and procedures is still
necessary (Lancelle 1997; Roussos and Vallejo 2004).

At the same time, this greater systematisation can have positive repercussions
for the training of analysts, encouraging them to seek consistency between the
conceptualisation, operationalisation, and measurement of change in the therapeutic
process (Wallerstein 2006).

In short, these types of studies meet the need to move from case narratives to
systema- tic, empirical case analyses (Kachele, Schachter, and Thoma 2009),
which, from the point of view of this article, is a way to enhance the methodological
professionalism of our discipline.
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Translations of
summary

Avec l'objectif d’analyser dans quelle mesure les criteres empiriques sont utiles a
I'observation de cas psychanalytiques, I'auteur de cet article décrit I'expérience d’observation
clinique systématique menée par I'équipe de recherche en clinique psychodynamique de
I'Institut universitaire de santé mentale (IUSAM) de I’Association psychanalytique de Buenos
Aires (ApdeBA). Un groupe de quatre thérapeutes psychanalystes, y compris le thérapeute-
traitant, a analysé de facon systématique les quatre premiers entretiens de la cure
psychanalytique d'une patiente agée de 32 ans, qui se sont déroulés a Buenos Aires
(Argentine) ; cette cure a été interrompue au bout de six mois. Afin de systématiser
information, le groupe de thérapeutes a eu recours aux schémas conjugués du Modéle
d’observation a multiples niveaux (Thoma y Kachele 1989 y 1997; y Kéchele et al., 2009) et du
Modéle a trois niveaux de Bernardi (3 L-M Bernardi, 2015a y 2015b). En outre, le groupe a
utilisé le systéme informatique d’analyse de textes DAAP — programme d’analyse des
attributs du discours (Maskit, Bucci y Roussos, 2002) — pour mesurer 'activité référentielle.
En ce qui concerne l'outil diagnostique, il s’est servi de SWAP — le procédé d’évaluation de
Shedler et Westen (Shedler y Westen 2004, 2006). L’auteur de I'article décrit I'application de
ces ressources a I'analyse des quatre entretiens et donne des exemples extraits du matériel
clinique. 1l examine également les hypothéses émises par le groupe d’observation clinique et
I'utilité des échanges au sein du groupe quant a la compréhension du processus
thérapeutigue dans son ensemble. Enfin, il discute des effets de ce type d'étude
systématique de cas sur la pratique clin- ique, la formation et la recherche en psychanalyse.

Mit dem Ziel, die Ndutzlichkeit empirischer Kriterien fur die Beobachtung von
Psychoanalyseféllen zu analysieren, beschreibt dieser Artikel eine systematische klinische
Beobachtung, die von dem Psy- chodynamic Clinical Research Team at the Psychoanalytic
Association des Institute of Mental Health an der Universitat Buenos Aires (Instituto
Universitario de Salud Mental, IUSAM) durchgefiihrt wurde. Eine Gruppe von vier
psychoanalytischen Therapeuten einschliedlich der Behandlerin nahm systematische
Analysen der ersten vier Interviews in der psychoanalytischen Behandlung einer 32- jahrigen
Patientin vor. Die Therapie fand in Buenos Aires, Argentinien, statt und wurde sechs Monate
nach Beginn abgebrochen. Wir benutzten kombiniert das Multilevel Observation Model
(Thom& und Kéchele 1989, 1997; Kéachele et al. 2009) und Bernardis Three-Level Model (3-
LM) (Bernardi 2015a, 2015b), um die Daten zu systematisieren. Wir arbeiteten zudem mit
einem computergestitzten Tex- tanalysesystem, dem Discourse Attribute Analysis Program
(DAA?) (Maskit et al. 2002), um die Refer- enzaktivitdt zu messen. Das Shedler-Westen
Evaluation Procedure (SWAP) (Shedler und Westen 2004, 2006) wurde ebenfalls als
Diagnoseinstrument herangezogen. Wir beschreiben die Anwen- dung dieser Hilfsmittel auf
unsere Analyse der vier Interviews und illustrieren sie mit klinischem Material. Wir erlautern
sowohl die Hypothesen, die unsere Beobachtungsgruppe entwickelte, als auch die
Nutzlichkeit des Gruppengesprachs fur das allgemeine Verstandnis des therapeutischen
Prozesses. Abschlielend diskutieren wir die Implikationen einer solchen systematischen
Fallstudie fur die klinische Praxis, die Ausbildung und die Forschung in der
Psychoanalyse.

Con l'obiettivo di analizzare I'utilita dei criteri empirici per 'osservazione di casi psicoanalitici,
il pre- sente articolo descrive un’esperienza di osservazione clinica sistematica effettuata dal
Gruppo di Ricerca di Clinica Psicodinamica dell’lstituto Universitario di Salute Mentale
(IUSAM), parte dell’Asso- ciazione Psicoanalitica di Buenos Aires. Un gruppo di quattro
terapeuti di indirizzo psicoanalitico, di cui faceva parte anche la terapeuta che aveva in cura i
pazienti, ha condotto un’analisi sistematica dei primi quattro colloqui di una paziente di 32
anni. Il trattamento, svoltosi a Buenos Aires, € stato inter- rotto a sei mesi dal suo inizio. Per
sistematizzare le informazioni raccolte il gruppo ha utilizzato il Modello di Osservazione
Multilivello (Thoma e Kachele 1989, 1997; Kéachele et al., 2009) e il Modello a Tre Livelli di
Bernardi (3 — LM)(Bernardi 2015a, 2015b), combinandoli tra loro. Inoltre, per la
misurazione dell’Attivita Referenziale il gruppo si & valso di un sistema computerizzato per
I'analisi linguistica — Discourse Attribute Analysis Program (DAAP) (Maskit et al., 2002).
Come stru- mento diagnostico e stata usata anche la procedura di valutazione di Shedler-
Westen (SWAP) (Shedler and Westen 2004, 2006). L’articolo descrive nel dettaglio il modo
in cui questi strumenti sono stati applicati all’analisi dei quattro colloqui, presentando inoltre
alcuni esempi di materiale clinico. Vengono quindi vagliate sia le ipotesi formulate dal gruppo
di osservazione clinica sia l'utilita degli scambi di vedute all'interno del gruppo ai fini della
comprensione del processo terapeutico. Si discutono infine le implicazioni che questo tipo di
studi sistematici di singoli casi clinici pud avere per la pratica clinica, per la formazione e per
la ricerca psicoanalitica.



Con el objetivo de analizar la utilidad de criterios empiricos para la observacion de casos
psicoana- liticos, este articulo describe una experiencia de observacion clinica sistematica
realizada por el Equipo de Investigacion en Clinica Psicodinamica del Instituto Universitario
de Salud Mental (IUSAM) de la Asociacion Psicoanalitica de Buenos Aires (APdeBA). Un
grupo de cuatro terapeutas psicoanaliticos, incluida la terapeuta tratante, analizaron de
manera sistematica las primeras cuatro entrevistas de un tratamiento psicoanalitico de una
paciente mujer de 32 afios de edad, llevado a cabo en Ila Ciudad de Buenos Aires,
Argentina; el cual fue interrumpido a los seis meses de su inicio. Se utilizaron los esquemas
combinados del Modelo de Observacion Multinivel (Thoma y Kéchele 1989 y 1997; y
Kéchele et al., 2009) y del Modelo de Tres Niveles de Bernardi (3 L-M Bernardi, 2015a y
2015b) para la sistematizacién de la informacion. Ademas se utilizdé el sistema
computarizado de analisis de textos DAAP: Programa para el Andlisis de Atributos del Dis-
curso (Maskit, Bucci y Roussos, 2002) para medir la Actividad Referencial. Y como
herramienta diag- néstica se incluyd el SWAP: Procedimiento de Evaluacion de Shedler y
Westen (Shedler y Westen 2004, 2006). Se detalla la aplicacién de estos recursos al andlisis
de las cuatro entrevistas estudiadas, brindando ejemplos de material clinico. Se analizan las
hipétesis a las que el grupo de observacion clinica llegé y la utilidad del intercambio grupal
para la comprension del proceso terapéutico en general. Finalmente, se discuten las
implicancias de este tipo de estudios sistematicos de caso para la practica clinica, la
formacion y la investigacion en psicoanalisis.
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