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Problems occurring in the psychotherapy 
of adolescent patients with symptoms 
of pathological personality development

Paweł Glita

SUMMARY
The aim of the article is to discuss, from the psychodynamic point of view, some of the problems that ap-
pear during individual and out-patient-facility-located therapies of adolescents with varied symptoms that 
give rise to the anticipation that their development may be directed towards pathological personality for-
mation. The symptoms are often dangerous for their health or life (suicidal thoughts and attempts, self-
injuries, eating disorders), or create severe conflict with their natural environment (social isolation, aban-
doned education, antisocial tendencies, etc.).
Based on the presented cases, diagnostic issues are discussed, for example: to what extent does the di-
agnosis	of	personality	disorder	make	sense	in	the	developmental	age?	What	arguments	can	be	used	for	
and	against	the	use	of	this	category	in	a	developmental	age?	To	what	extent	is	an	adolescent’s	personal-
ity	type	determined	in	the	period	of	adolescence?	How	can	one	understand	and	diagnose	the	presence	of	
often	dramatic	symptoms	in	adolescents	using	psychodynamic	categories?	The	aim	of	the	author	is	to	in-
dicate the usefulness of describing difficulties appearing in the adolescence period, in the developmen-
tal categories.
Another area that is discussed describes difficulties appearing during the therapeutic process. The examples 
of such difficulties involve: connecting and maintaining a relation, lack of motivation for therapy, counter-
transference phenomenon, and dangers presented by teenagers’ destructive acting out to themselves.
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INTRODUCTION

The aim of my lecture is to discuss the specificity 
of work with, and of understanding of, patients 
that I wish to describe in this introduction, i.e., 
persons revealing signs of abnormal personali-

ty development. By this I mean adolescents who 
function, from a psychological perspective, in 
a manner dominated by affective mechanisms; 
thus their functioning in a natural context, i.e., 
in a family, in school, in a peer group and in in-
timate relations, is significantly disturbed. My 
main interest here is to describe their difficulties 
in psychodynamic categories, mainly from the 
perspective of the anxiety experienced, defensive 
mechanisms used, ways of relating, and relation-
ship perception. Addressing a well-known psy-
chodynamic method of disorder classification, 
one might say that these problems are “tough-
er” than the neurotic ones, but not as “tough” as 
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the psychotic ones; these patients – were they 
adults – would be said to have personality dis-
orders. They might also give us reasons to be-
lieve, perhaps incorrectly, that if no personal, 
emotional resources are utilized, if no favoura-
ble influences are present in life, or no therapy 
is started, such patients may present personali-
ty disorders in adult life. These patients manifest 
a range of symptoms. They involve, for example, 
a significant level of social isolation, poor peer 
functioning, and, frequently, eating disorders. 
The most noticeable, however, are the teenag-
ers who, in various situations, rigidly hold onto 
high-risk, self-destructive behaviours (e.g. sui-
cide attempts, self-mutilation), and marked an-
tisocial and other tendencies. Some of these pa-
tients manifest such spectacular symptoms that 
they are identified not only by their therapist, 
but also by other persons from the Centre’s staff. 
They include such behaviours as: pouring wa-
ter on therapists present in the reception area, 
threatening suicide after leaving the centre, or 
uncontrolled screaming for many minutes in the 
office in a manner that disturbs other therapists 
at work and “scares” somewhat “healthier” pa-
tients. One might say that their social/emotion-
al development occurred in such a direction that 
their difficulties and emotional distress are ex-
pressed by acting out, so that inevitably they are 
condemned to conflicts with their environment. 
In other words, they are patients who may still 
benefit from therapy set in an out-patient facil-
ity; most frequently they do not require long-
term hospitalization at an Adolescent Ward, al-
though they are often directed to therapy from 
such a place.

I would like to describe difficulties present in 
working with such adolescents in the following 
order: first, I will present brief case illustrations, 
and, later, using them as examples, I will discuss 
difficulties associated with their understanding 
(therapeutic diagnosis) in a developmental con-
text, and characteristic difficulties present in the 
process of individual therapy.

ILLUSTRATIONS Of THe THeRAPeUTIC PROCeSSeS

Case illustrations will only be presented with 
regard to the symptoms reported, shape of the 
therapeutic relation, understanding (therapeu-

tic diagnosis), and improvement or deterioration 
occurring in therapy.

Case illustration I:

Parents and their 13 years-old son came in for 
therapy due to complaints from teachers and 
fellow students and due to the son’s “unbeara-
ble” behaviour in the house. Robert had a ten-
dency toward extremely provocative and arro-
gant behaviours, was detested by everyone in 
his class, and nearly all the teachers. He treated 
his peers from an attitude of superiority and said 
that they could be his servants. Robert didn’t ex-
hibit any planned cruelty, but he also saw no rea-
son to apologize, when, for example, he uninten-
tionally broke someone else’s property. He could 
also painfully mock vices of others (including 
his parents and his brother); he insulted them 
in an impulsive, but not vulgar, manner. On 
a few occasions the enraged patient destroyed 
some objects, for example, broke a window. He 
was oversensitive with regard to his health, and 
his appearance (for example, an individual de-
tail could embarrass him greatly and make him 
hide). He was successful in sciences, yet when 
he was not the best, when he didn’t win compe-
titions, and in a given area proved weaker than 
his brother, he would lose heart and state that it 
doesn’t interest him any more. Right from the 
very beginning, a strong, though denied anxie-
ty could be felt in the boy. It manifested, for ex-
ample, in his inability to fall asleep without his 
bedside lamp turned on. Right away, from his 
first visit, Robert had difficulties in enduring the 
stay in the office. He cried with rage, screamed, 
strongly stamped on the floor. He said that: this 
visit is a disaster, that it ruins my life. The ther-
apist understood that the patient, despite his 
young age, manifested a number of features 
characteristic for a Narcissistic Personality Dis-
order: grandiose fantasies, coldness, arrogance, 
superiority, difficulties in relating, and desire to 
exercise omnipotent control. In response to the 
therapist’s attempts to connect, Robert would say 
that the therapist was a moron and that, should 
he force him to come to the office, he will throw 
himself under a car. For example, he would say 
to the therapist “It’s a shame that Hitler persist-
ed in prosecuting Jews not psychologists – you 
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wouldn’t be here then.” In the first stage of con-
tact, the therapist felt a great deal of helpless-
ness and confusion, which required supportive 
supervision consultations. When the boy’s rage 
did not recede despite the attempts to calm him 
down, the therapist stated that such behaviour 
was disturbing and, in accordance with his eval-
uation, he must consider the boy’s hospitaliza-
tion. He explained to the patient, which of his 
behaviours he found disturbing, shared his belief 
that they result from intense distress and anxi-
ety, and added that a possible transfer to an in-
patient facility would result from the boy’s in-
ability to control his reactions of rage and ag-
gression. In the blink of an eye the behaviour 
changed. The patient stated that it was not true 
that he could not control himself and that he was 
able to prove it. From this moment on, despite 
experiencing intense anger, the patient was in-
deed capable of distancing from it; eventually 
a similar change occurred in his relations with 
the environment.

The course of therapy – which was very dif-
ficult for the therapist, and was based on de-
tailed discussions with the boy about his behav-
iour and by confronting him with his pathologi-
cal behaviours – went in multiple directions. The 
patient exercised grandiose fantasies about be-
ing a great leader, glorified the USA because of 
its superpower status, and dreamed of a politi-
cal career, best in the role of a dictator. In his ex-
perience the world was divided into his environ-
ment that did not understand him (e.g. school, 
family, therapist, psychiatrist), and into the ideal-
ized, imaginary realm of historical leaders, great 
politics, business and career. He claimed that 
there was nothing good in his present life and 
he agreed with the therapist only in stating that 
his world vision was a vision of “everyone be-
ing at war for survival” – and therefore that one 
must be on the winners’ and leaders’ side. He 
did not comply with the statement that this was 
only his way of experiencing relations with other 
people and not the “objective reality.” The ther-
apist understood that the dominant anxiety ex-
perienced by the patient at the moment was an-
nihilation anxiety (associated with a high hostil-
ity level). The main defensive mechanisms were: 
splitting, projection (the creation of persecutory 
objects) and also intellectualization. The symp-
toms were ego-syntonic.

After two years of therapy, there is a marked 
change present. Robert is now very liked by his 
classmates, he has colleagues – it is a result of his 
unique ability to argue with teachers on behalf 
of other students. He started to manifest inter-
est in the opposite sex, he states that his school 
is generally quite good, most of his teachers and 
classmates are okay, also that his parents have 
some advantages. Yet, still, his “therapist might 
be a bit more competent.” His affective expres-
sion changed, so did his tension level, he start-
ed falling asleep without a lamp on. Distinct nar-
cissistic traits are still perceptible, his behaviour, 
however, resembles more an adolescent’s rebel-
lion than a furious attack. The most negated fig-
ures at the moment are: one of his teachers, the 
therapist, and his mother.

Case illustration II:

A mother came for therapy along with her 1� 
year-old son, who was diagnosed with micro-
damages present in the CNS. He presented 
many problems in functioning both in school 
and with peers. His behaviour distinguished 
him from the rest of his class; occasionally he 
got attacked, but he did not want to defend him-
self. He would say that he despised aggression, 
even if it was of a defensive and harmless type. 
When he was asked about his attitude towards 
very difficult situations in the peer group de-
scribed by him, he was disoriented, tense, and 
finally replied that he was neutral towards them. 
During the early stage of therapy, the therapist 
was very concerned about the inadequacy of the 
boy’s functioning, the odd emotional colour of 
his relationships, and the religious, apocalyptic 
– specifically metaphysical – and other themes 
that were brought up by the patient. Only after 
the first few months of therapy did the patient’s 
mother inform the therapist that she had been 
hospitalized in a inpatient clinic for “emotion-
al problems” and she still is seeing a psychiatrist 
for her problems. As it showed, she suffers from 
a chronic delusional-hallucinatory disorder with 
a fluctuating course, and one that stays relatively 
resistant to pharmacotherapy. This knowledge, 
provided the therapist with an understanding 
of the patient’s functioning, not only in terms of 
the results of his CNS micro-damages, but also 
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in the perspective of the mother-son psychotic 
symbiosis. The patient was incapable of separat-
ing his mom’s experiences and beliefs from his 
own convictions, thus he was unable to construct 
his own, separate identity. The therapist concen-
trated on the difficulties mentioned above. For 
example, after the patient finished “reporting 
his/his mother’s” visions of the world coming to 
an end, the therapist would provide an inter-
vention: “I understand that this is your mom’s 
belief, that you heard it from her, and that you 
discuss it with her quite often, but what is your 
opinion on it?” After a while this tactic resulted 
in a gradual separation from his mother and the 
creation of the patient’s own world. The thera-
pist’s suggestion, given to both the mother and 
the patient, also contributed to it. He suggested 
that the patient should keep the content of his 
therapeutical discourse confidential. Before that, 
the mother controlled the therapist – patient re-
lation, gently persuading her son to share eve-
rything that was said in the office. As expected, 
after a while, the mother started giving signals 
depreciating the therapy and the therapist; the 
patient himself also had more doubts. He didn’t 
know if the therapy made sense, and he was late 
for meetings more often than before. Eventually 
the patient declared his will to continue therapy, 
and for the first time started discussing his moth-
er ’s illness, keeping distance; at the same time 
the mother’s condition improved and she sup-
ported the therapy. After a while, a very disturb-
ing period of social withdrawal followed; the pa-
tient first changed his class and then quit two 
schools in a row. He fantasized about becom-
ing a hermit, claimed that the therapy made no 
sense, was of no help, that he and the therapist 
differed in too many issues, and above all, that 
he did not want to change his way of life and his 
customs. He started planning how to gain a state 
pension. These notions caused a bitter, emotion-
al reaction in the therapist, who indicated that, 
by planning this, the patient was abandoning 
all hope to live an adult, relatively independ-
ent life, to have the once-dreamed-of relation-
ship with a girl, to gain education, occupation, 
his own money, and many other things. The pa-
tient did not break the relationship; his life how-
ever, acquired an exceedingly solitary and ritu-
alized character. At the time he had no other so-
cial contacts, just his relation with the therapist. 

Yet, after a length of time, he started his school-
ing again, made contact with peers (although 
he obviously “differs” from them), and became 
more independent with regard to personal hy-
giene. Approximately every six months the pa-
tient enters the office with a plan to abandon 
the therapy; he repeats the same motives, i.e., 
“I don’t want to change anything, I don’t need 
a girlfriend, I can masturbate”. That is when the 
therapist repeats the statement that in this way 
he abandons himself and his hopes for develop-
ment. The therapist recognizes that the patient 
is developing in a schizoid direction, and that 
his experience of the world and himself is deter-
mined by splitting and very strong detachment 
from emotions. One might say, from the perspec-
tive of time, that two interwoven attitudes were 
manifested in the course of the therapy: nega-
tion of the therapist’s position and his relation to 
the patient, followed by engagement into a rela-
tionship and improvements in the patient’s func-
tioning–and, after another six months, another 
negation and attempts to abandon contact. The 
patient either says that the therapy is pointless 
or claims that he has plans for attending it for ten 
more years, or at least until the end of decade.

Case illustration III:

Parents of a 15 year-old boy with symptoms of 
conduct disorder came in for therapy. The boy 
had changed his school three times already, but 
everywhere there were complains about his be-
haviour. He also had significant difficulties in 
learning, and already had contacts with the judi-
cial system. Throughout the first session the boy 
behaved in a provocative, almost nonchalant, 
manner, and saw no reason for the therapy. Dur-
ing a discussion with the boy’s parents, it turned 
out that they had not had contact with the school 
for six months because, as the boy’s father put it: 
“we feel ashamed to show up there, every time 
hearing what he does in there.” Additionally the 
boy’s mother, in his presence, subtly devalued all 
fundamental social institutions (meaning school, 
the police, the courts), suggesting that these in-
stitutions were unjust in her son’s valuation, as 
“he’s really a good boy.” Other information pro-
vided by the parents indicated that the son’s be-
haviour might be associated with the family’s in-
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ternal functioning. The therapist also sensed that 
the boy was left alone to cope with the trouble 
he made. Thus, the therapist decided to refer the 
parents along with their son to family therapy. 
The therapist also felt that he had no real control 
over the boy’s behaviours, which, when accom-
panied with the boy’s lack of motivation, gave 
way to a belief that individual therapy made no 
sense. He informed the parent’s about all this, 
but they strongly insisted on getting help. Then 
the therapist decided to impose conditions: the 
parents were to re-establish contact with school, 
and to control the boy’s, and own attendance, in 
therapy. Furthermore, when he called the moth-
er ’s attention to the mentioned devaluation of 
social institutions, she accepted the notion. The 
therapist also attempted to support the parents 
in fulfilling parental duties, and they reacted 
well to it. As a result, two simultaneous thera-
peutic processes took place, and the therapist felt 
that, as time passed by, he established contact 
with the boy and that his behaviour improved. 
After a while the therapist found out from exter-
nal sources that the putatively manifested im-
provement did not exist, and that the patient 
was holding back many facts during the thera-
py. The boy yet again started causing trouble at 
school, he joined an unfavourable peer group, 
avoided sessions. The therapy was aborted, also 
by the boy’s parents. After six months, the ther-
apist was asked to write a psychological opinion 
for another of the boy’s trials.

PROBLeMS ReLATeD WITH THe THeRAPY Of 
SUCH ADOLeSCeNTS

Difficulties related with the psychotherapeutic 
diagnosis

Both in the title and in the introduction, I use 
such terms as “pathologically developed person-
ality” or “abnormal personality development”, 
because I agree with the opinion that using the 
term “personality disorder” with regard to ad-
olescents is premature. On the other hand, the 
therapists who work with adolescents often use 
the term as an analogy to adult patients. It is an 
outcome of a situation where the majority of 
psychotherapuetic trainings teach a therapeutic 
diagnosis, therapy, and other professional rules 

only with regard to work with adult patients. It 
seems, however, that another reason is the exist-
ence of a specific theoretical (diagnostic) void in 
the realm of such specifically disturbed youth. 
Certainly the therapists, especially the ones who 
care for the therapeutic diagnosis in terms of de-
fensive mechanisms and object relations, are not 
helped by psychiatric classifications that strive 
to create atheoretical systematics. For example, 
the category of “conduct disorder” raises contro-
versies among the psychiatrists themselves. Both 
clinical literature and therapeutic experiences in-
dicate that a variety of affective mechanisms can 
lie beneath antisocial behaviour. They can, for ex-
ample, include depressive mechanisms masked 
by anti-social acting-out or abnormal develop-
ment in a sociopathic direction. The first group 
of teenagers, despite their difficulties, can, in 
the course of therapy, create a good relation and 
a warm emotional atmosphere – the prognoses 
are good for them. The other group shows dif-
ficulties in emphatic relating, with dominating 
coldness and absence of motivation to change 
After reaching a certain age the prognoses are 
poor for them [1, 2]. The issue of using the cate-
gory of “personality disorder” in adolescent pa-
tients has been widely discussed. Now I would 
like to take a moment to present pros and cons 
for such use and it’s importance, from my per-
spective, for conducting therapy.

The main argument against it is the fact that 
adolescence is by definition a period of time 
when the personality is shaped, when it is flex-
ible and incoherent. Thus, one can hardly dis-
cuss lasting, pathological personality patterns, 
and the presence of such patterns is a condition 
for giving such a diagnosis. Making reference 
to the DSM-IV personality disorder definition, 
Efrein Bleiberg [3] says:

“Ultimately, personality disorders are defined as rel-
atively lasting and strongly disadaptive patterns of 
experiencing, relating and coping. Children and ad-
olescents participate in a very fluent developmental 
process, where each bodily and personality aspect con-
stantly undergoes transformation, at different paces, 
creating new states of balance and imbalance in them-
selves and in their relations to the environment. Ma-
turing and experiencing provides children with con-
stantly changing tools for coping with, perception and 
organization of their experience, and for relating with 
other people thus rendering a ruling on the presence 
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of “rigid and lasting patterns” difficult, if not impos-
sible” [3].

Mechanisms that characterize adult personali-
ty disorders, such as splitting, dissociation, deni-
al, intense projection and others, from the ana-
lytical perspective constitute the chaos of the ad-
olescence period. To a significant degree they are 
a part of a normal development, especially of the 
recrudescent separation-individuation process 
[4]. Anna Freud described the adolescence pe-
riod as a time of “normal abnormalness”; when 
she was asked if the emotional disturbances of 
that time are inevitable she replied that maybe 
they are not, but it is better for them to occur 
[then] as that makes a better prognosis for a ma-
ture individual [5]. There are also data indicating 
that a certain degree of opposition expressed by, 
for example, reaching for such “forbidden fruit” 
as alcohol, or by a passing contact with less dan-
gerous drugs, may in consequence lead to better 
social adaptation in adulthood – unlike excessive 
anxiety and inhibition [2].

What we deal with here, is the issue of devel-
opmental and mental health norms in the peri-
od of adolescence. From the psychodynamic per-
spective, elements that are considered patholog-
ical in an adolescent’s experience often depend 
not so much on the types of defensive mecha-
nisms used, but on their domination and the de-
gree of their intensity. If they reflect negatively 
on the ability to self-regulate, threaten health or 
life, isolate from peers, then we move in our eval-
uation along the health-disorder continuum to-
wards the category of developmental crisis. Such 
a crisis can recede with little or no help at all or, 
when there are unfavourable conditions present, 
it can lead to pathology. In order to make this is-
sue more distinct I will provide a few examples 
of teenagers’ behaviour that in our opinion fit 
the norm, but which would be considered dis-
turbing for us, the therapists, were they to be 
present in an adult’s functioning.
1. Usually, analytical concepts that are directly 

or implicitly different, assume that ordinari-
ly during the adolescence period, one can ex-
perience to some extent a separation anxiety 
(associated with uncertainty about own self-
dependence, ability to cope, own competence, 
etc.). The anxiety is caused by the recrudes-
cent process of separation-individuation. De-
pressive anxieties appear – they are associat-

ed with the child imagining that being angry 
with its parents will cause their anger, i.e., the 
withdrawal of their love. There are also neu-
rotic anxieties associated with developing im-
pulses. Occasionally, the persecutory anxie-
ty might appear when the world experienced 
by the adolescent becomes hostile or at least 
abandoning for a while.

2. To some extent, and to a certain age, it is con-
sidered normal to use acting out as one of the 
many mechanisms for coping with stress. Col-
loquially, it is said that an adolescent needs to 
get “his/her stride”; sometimes, however, an 
excessive self-control, or unnatural “maturi-
ty” is disturbing.

3. We also tolerate adolescents’ oversensitivity, 
self-concentration, or living in a fantasy realm, 
which constitute reactions to developmental 
dilemmas – in other words we tolerate adoles-
cents’ narcissism.

Now let’s see the arguments for using the diag-
nosis of personality disorder in the develop-
mental age. Most frequently, the category of 
personality disorder used with regard to chil-
dren and adolescents can be noticed in writ-
ings of authors with a psychoanalytic back-
ground. For example, Paulina Kernberg [�] 
does not hesitate to diagnose “narcissistic per-
sonality disorder” in children (which she con-
firmed during her visit in Krakow). I located 
such a claim in Polish literature, in writings of, 
for example, Katarzyna Schier. These are the 
arguments:

According to psychoanalytic theory, and 
a number of research results on the development 
of young children, the basic frameworks of per-
sonality, meaning the type of object relations – 
the way of relating; the person’s primary iden-
tity, the so-called self-image; primary pattern of 
impulsive reaction; and others, develop by the 
time child reaches age of six or seven. Naturally, 
modifications can occur in a later time, especial-
ly, it seems, in the adolescence period, but often 
they do not take place at all. Thus, since our per-
sonality develops in an early stage, it can also de-
velop in a pathological way. Bleiberg, quoted be-
fore, states elsewhere:

“Can a child’s personality fixate in such a rigid way 
on the disadaptive patterns of coping, experiencing 
and relating, that it can be qualified as referring to 
a “personality disorder”? (…) During the last fifteen 
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years, developmental research and prospective devel-
opment studies provided more and more accurate, em-
pirically-tested grounds for understanding the inter-
action of the genetic and developmental elements in 
generating, organizing, and structuring a child’s sub-
jective experience, coping mechanisms and patterns 
of relating. These studies confirm Paulina Kernberg’s 
opinion that children manifest distinctive features and 
patterns of cognition, relation to, and thinking about, 
their environment and themselves – including such 
features as egocentrism, inhibition, socializing, activ-
ity and many others. Kernberg adds that these features 
and patterns last over time and in a variety of situa-
tions and allow us to use the term “personality disor-
der” regardless of a child’s age, when: (1) they become 
rigid, disadaptive and chronic; (2) cause substantial 
decrease in functioning; and (3) cause intense subjec-
tive suffering.” [8].

In a review paper about the pathology of 
personality, Western and Chang [2] describe 
a number of research studies supporting the 
thesis that, although an adolescent’s personali-
ty is not fully developed and stable, it still man-
ifests a significant continuity starting at the age 
of 3, through the adolescence years, and beyond. 
For example, little children who are shy and in-
hibited are more likely to be anxious and inhib-
ited in the adolescence period. Infants who do 
not posses a stable and reliable attachment be-
tween the 12th and 24 months of their life are 
more likely than their safely-attached peers to 
manifest interpersonal difficulties in childhood, 
and to have lower indicators of emotional health, 
self-esteem, ego flexibility and peer competence 
in the adolescence period. Boys who are aggres-
sive in childhood are more likely to be anti-so-
cial, or otherwise dysfunctional, adults.

One might add in passing that the image of ad-
olescence, seen as a period of constant “stormy 
weather”, that emerges from clinical practice and 
research associated with it, differs completely 
from the image that emerges from the research 
of developmental psychologists, insofar as the 
latter concentrate on other areas than the con-
ditioning of pathology. It is sometimes said that 
only 20% of teenagers from the USA who expe-
rience such turmoil during the adolescence pe-
riod require therapeutic intervention.

There are also suggestions that this area should 
contain diagnostic categories that would be used 
with regard to adolescents only. Westen and 

Chang made an attempt to form a classification 
of adolescent personality disorders based on 
research, in order to avoid inevitable mistakes 
that occur when extrapolating from personali-
ty disorder categories for adults. They say: “…
personality pathology may be less differential or 
may have other features at the age of fourteen 
or fifteen than in adulthood, therefore it may re-
quire other categories or criteria” [2]. They pro-
pose six types of pathological personality devel-
opment that they designate as personality styles 
and disorders of the adolescence: the self-crit-
ical dysphoric style; the oppositional dysphor-
ic personality style; the anti-social-psychopath-
ic personality disorder; the emotionally dysregu-
lated personality disorder (similar to borderline); 
the schizoid personality disorder; the narcissis-
tic personality disorder; and the histrionic per-
sonality disorder.

This may seem to be only a conceptual strug-
gle, but indeed it is not. Its’ substance seems to 
address the question of the persistence of certain 
personality predispositions and their suscepti-
bility to modification, including by the means of 
therapy. From the perspective of time, looking at 
the first therapy described above (the “narcissis-
tic” boy), one might say that the changes in the 
boy’s functioning appeared relatively quickly, 
and that they would not be possible in an adult 
patient with similar symptoms. Therefore, it is 
doubtful that the case described was a type of 
personality disorder. When we look at the sec-
ond therapy (the patient with schizoid mecha-
nism), we may see how the patient oscillates be-
tween fixation and fossilization, in a certain way 
of lifestyle that can deprive him of social life, and 
in the undertaking of developmental challeng-
es. Undoubtedly, yet another factor that hampers 
the development here, other than obvious psy-
chological conditions, consists of organic deficits. 
I believe that every therapist working with ado-
lescents could describe numerous therapies sim-
ilar to the third case (the patient with antisocial 
tendencies). These are therapies that are unsuc-
cessful; they occur when an adolescent and his/
her family cease their struggle for development 
and, as a result, manifest no internal motivation 
to change. As a result, a more or less pathologi-
cal pattern of behaviour and experience becomes 
fixated until adulthood, when a person once 
again notices that his/her functioning causes un-
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wanted suffering. Sometimes, however, the pa-
thology stays preserved, for example, when anti-
social behaviour becomes a part of one’s identi-
ty, of character, when it brings secondary gains 
(e.g., financial ones, which help to define identi-
ty). Consequently, the internal conflict and feel-
ing of suffering dissolve; internal doubts, self-re-
flection and the need of change fade away.

Where lies the pathology in the cases described 
above? From the psychodynamic point of view, 
one might answer that it lies in the immaturity 
of the utilized defensive mechanisms (splitting, 
projection, dissociation, acting out, isolation). 
These mechanisms are inadequate when com-
pared with the person’s age and developmental 
challenges – they are used for coping with anx-
iety. Such situations either cause the prevalence 
of the archaic, psychotic anxieties (in cases one 
and two), or precludes proper socialization (case 
three). This description requires supplementa-
ry developmental categories. In my opinion, the 
crucial element is a certain emotional flexibility, 
a potential for a change, openness to modifica-
tions of experiencing and relating. To what extent 
is this a temporary situation and to what extent 
a permanent fixation, retention or regression of 
the development? To what extent have the path-
ological patterns become a part of identity (self) 
that remains unchangeable? Deliberating on the 
issue I turned to the category of “developmen-
tal foreclosure” used by two British psychoana-
lysts Moses and Eagle Laufer [9]. In their theory, 
which is overly occupied with sexuality, this cat-
egory was mainly used for describing a prema-
ture consolidation of perverse structure in teen-
agers – a consolidation that brought the therapy 
process to an end. Still, it seems to fit well with 
a loss of a tendency of practicing various solu-
tions by adolescents. In the case of the first boy, 
the foreclosure did not take place, in the second 
case the therapy was a struggle against its occur-
rence or scope, in the third boy’s case that is the 
process that took place.

Difficulties emerging in a therapeutic process

Difficulties emerging in the process of therapy 
with a patient exhibiting an abnormal personal-
ity development resemble difficulties appearing 
in the therapy of adult patients with personali-

ty disorders [10]. There are, however, a few ad-
ditional elements resulting from the specificity 
of age.

The main problem is merely to connect and 
keep the therapeutic relation. An early relation-
ship disorder lies beneath this difficulty. There-
fore, a person who experienced an early trauma 
in a relation with a caregiver, will percept inti-
macy with severe anxiety, will fantasize about 
the therapist’s hostile intentions, etc. At times, 
the therapist – along with the parents – must 
himself make the decision about starting thera-
py. Each time when there are dangerous behav-
iours present – such as suicidal thoughts, self-in-
juries – one may need to reconsider the decision 
about conducting the therapy in an out-patient 
facility, at least at the beginning of the process. 
As a result, there is the necessity of imposing 
a distinct therapeutic frame, of setting conditions 
in which the therapy can take place. I wish to 
point out that the above means not only holding 
the frame, but, occasionally, it also means a con-
tract to control weight (when there is anorexia 
present), agreement on being informed about in-
creasing suicidal thoughts, expressing consent to 
a temporary hospitalization or at least simulta-
neous psychiatric consultations. At times, is may 
be necessary for parents to take action or partici-
pate in the therapeutic process. It is not sufficient 
simply to discuss and interpret a strong charge 
of aggression that these patients may bring in, it 
is also necessary to set some safety conditions. 
Now and then one may need to confront and 
explicitly name what he/she finds disturbing or 
pathological; most often we are the ones seeing 
the need for therapy of a patient, not the oth-
er way around. Such an approach, which may 
seem a bit aggressive on the therapist’s part, will 
obviously cause the conscious opposition of ad-
olescents. Simultaneously, however, on a differ-
ent, preconscious or unconscious level, it is re-
ceived in a positive manner, as it makes them 
feel that there is someone who can set bounda-
ries, explain what is happening to them, intro-
duce order, perhaps with some authority, into 
the previously chaotic world of their experienc-
es. The moment when a teenager feels that the 
therapist knows what he/she is doing, and feels 
that it brings relief, is a moment in which the 
therapeutic relation gets stabilized.
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What is crucial in the therapy of adolescents 
in general, and these adolescents in particular, 
is handling the defensive mechanism used by 
them – the destructive acting out. An adoles-
cent acts instead of talking. For example, he/she 
starts a fight instead of an argument, abandons 
school (sensing that it will cause their parents’ 
great distress) instead of starting a quarrel with 
parents or instead of telling them that he/she is 
afraid of failing. A teenager inflicts self-injuries, 
or does not eat, or vomits instead of trying to 
cope with the separation anxiety, with anxieties 
resulting from such impulses as the feeling of 
guilt, internal hostility, desire for revenge and oth-
er difficult ones. Most frequently, they cannot ac-
cess these feelings; a therapist can rather suspect 
their presence, than find them in an adolescent’s 
statements. Many theoreticians indicate that the 
reason for this disorder lies in a insufficiently de-
veloped psychological mindedness, in a disabili-
ty to name one’s affective states, resulting either 
from psychic reasons or from being brought up 
in a culture where emotions are released by act-
ing out rather than by talking about them. In such 
a situation, therapy supplements an adolescent’s 
development with precisely that aspect.

All the elements mentioned above clearly dem-
onstrate that one should embrace a notion of 
therapy as a specific support for emotional de-
velopment and a notion that such help needs to 
continue for a long time in order for its effects 
to be lasting. The main therapeutic elements 
here are the therapeutic relationship itself and 
what is known as a “corrective emotional expe-
rience”. The latter includes, for example, the abil-
ity to withstand a patient’s aggression, care for 
the patient, patience, empathic naming of the 
patient’s condition, behaving in such a manner 
that does not confirm a patient’s worst anxieties 
about the important adult figure’s behaviour – 
meaning not abandoning them, showing inter-
est in them, providing them with emotional ex-
changes rather than intellectualizations, etc.

Another group of problems result from a ther-
apist’s emotional reaction to such patients, i.e., 
from countertransference. They often cause 
strong anger, sometimes also sadistic impulses, 
reluctance to work, as well as anxiety. Still, work 
with them also gives way to positive feelings, es-
pecially during its later stages. Such therapies are 
sometimes described using the “re-parenting” 

metaphor, which means a renewed, corrective 
experience of the parental relation. Thus, these 
cause reactions similar to the reactions present in 
a parental dyad: care, the will to battle for them, 
strong identification with one’s “own” patients, 
feelings of omnipotence, grief when they give up 
therapy and a specific pride when they change 
and adapt socially. Naturally, the transference is 
not a worrying phenomenon by itself, although 
in this type of therapy it can be so intense that it 
may cause the therapist to take some not-well-
thought-out actions.

What I wanted to communicate through this 
lecture is the thought that the basic problem, 
but also the task, for a therapist working with 
patients with abnormally developing personal-
ities is preventing any developmental foreclos-
ure, attempting to maintain flexibility typical for 
the adolescence period, giving support for their 
testing of various solutions and integrating de-
velopmental failures, and making sure that the 
latter do not cause excessive developmental dis-
turbances.
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