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Changes in Health Care and the
Problem of Treatment Resistance

The transformation of both the delivery and funding of
health care in the last part of the twentieth and early
twenty-first centuries had a dramatic impact on the na-
ture of hospital psychiatry. Increasing recognition of
escalating health care costs led to the emergence of
managed care, with a concomitant decrease in length
of inpatient psychiatric stays, a shift in inpatient focus
from definitive treatment to crisis intervention, more
attention to biological treatments, and early discharge
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planning aimed at moving patients quickly to less re-
strictive and usually outpatient settings. In response to
these changes, a number of high-quality, long-term
treatment centers closed their doors, patient readmis-
sions to inpatient hospitals increased, and the doctor—
patient relationship continued its transformation from
an intimate encounter to a bureaucratically structured
negotiation of the need and terms of treatment with
third-party payers (Geller 2006; Plakun 1999; E.R.
Shapiro 2001Db).

Although many patients struggling with mental ill-
ness have benefited substantially from advances in
biological treatments and short-term cognitive-behav-
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Plakun 2003; Perry et al., in press) suggest that longer-
term psychodynamic residential treatment with step-
down programs can be useful for that subset of pa-
tients with treatment-refractory Axis I disorders who
have comorbid Axis IT disorders—especially when
there is a history of prominent early trauma, abuse,
loss, deprivation, or neglect.

For this last group, treatment resistance is often a
phenomenon related to personality pathology, ordi-
narily manifest in disturbances in interpersonal relat-
edness. Organizing treatment around these personality
resistances offers a focused and precise intervention.
This group of patients may be able to use a longer-term
hospital or residential treatment that addresses these
issues to overcome the chronic risk of suicide, achieve
delayed age-appropriate role functioning, and take
charge of their lives in a way that breaks the cycle of cri-
sis and despair.

Intensive residential treatment for this popula-
tion—offered at the Austen Riggs Center—adds to
general psychiatric treatment a set of specialized and
intensive individual, family, group, and milieu psy-
chotherapeutic and psychosocial treatment compo-
nents (Elmendorf and Parish 2007; Fromm 2006;
Mintz and Belnap 2006; Muller 2007; Plakun 2006)
intended to interrupt the often rageful cycles of failure
these patients experience while providing an opportu-
nity for them to take charge of their treatment and
their lives in new ways.

The Patients

Who are these patients? The prospective, naturalistic,
longitudinal Austen Riggs Center Follow-Along Study
has been following 226 patients every 6-8 months dur-
ing and after treatment at Riggs for a mean of 9 years.
Our data indicate complex diagnostic comorbidity,
with a mean of six Axis I and IT disorders (Plakun 2003;
Perry et al., in press). Fully 80% of the patients have
treatment-refractory mood disorders that have failed to
respond to standard interventions in inpatient and out-
patient settings. More than 80% of patients also meet
criteria for one or more personality disorders, most
commonly borderline personality disorder. Two-thirds
of patients have histories suggesting significant early
adverse experiences of abuse, trauma, neglect, loss, or
deprivation, and one-third meet criteria for posttrau-
matic stress disorder. Nearly half have substance use
disorders complicating their clinical picture, and about
one-quarter have symptoms of an eating disorder.
About 15% present with psychotic spectrum disorders.

Beyond diagnosis, these patients typically have not

been able to benefit from treatments of lesser intensity
and have been unable to sustain functioning between
outpatient sessions without the support of chronic cri-
sis management. They demonstrate repeated struggles
with authority deriving from early family dynamics, of-
ten presenting histories of family conflict around the
management of relationships and generational role
boundaries (Berkowitz et al. 1974; E.R. Shapiro 19824;
E.R. Shapiro and Freedman 1987; E.R. Shapiro et al.
1975). In response to problematic family dynamics,
their struggles with authority contribute to consider-
able and frequently unconscious rage at clinicians who
take up the authority role (Prelinger 2004; E.R. Shapiro
2004). Although this aggression can be a useful ele-
ment for patients to learn about during the course of
treatment, many outpatient clinicians do not have the
specialized training or experience to notice, focus on,
withstand, or productively engage these patients’ rage
at authority (Kernberg 1984; Plakun 2006; E.R. Sha-
piro 1982b; Winnicott 1949).

These patients often use actions rather than words
for communication of intense and unbearable affect
states; many have histories of recurrent self-injury and/
or suicidal behavior. They have often been unable to ad-
here to prescribed medication regimens, are exquisitely
sensitive to side effects, or induce countertransference
reactions in the prescribers that confound treatment ef-
forts (Mintz 2002). On admission to Austen Riggs,
50% of patients have made at least one potentially le-
thal suicide attempt, more than 40% have had six or
more episodes of self-destructive behavior, and 60%
have had three or more previous hospitalizations. Ex-
amination of patient histories indicates early trauma,
abuse, neglect, loss, or deprivation in about 60%. A pe-
riod preceding admission involving a downward spiral
into chronic crisis management is typical, with re-
peated maladaptive patterns in relationships and be-
havior and multiple treatment failures involving med-
ication trials and inpatient and outpatient treatment.

Nevertheless, these are also individuals with
strengths. Many have had earlier life trajectories with
academic, athletic, or artistic promise that collapsed
as their symptom picture unfolded—often beginning
during the period of late adolescence and early adult-
hood. Either the task of moving from the role of child
in the family to that of adult in the world has been un-
manageable during this developmental transition
(Erikson 1964a, 1964b; R.L. Shapiro 1963) or later in
life they fall apart when a long-standing adaptation
crumbles in the face of a loss or life transition (e.g., pa-
rental death, the end of a long-term relationship, the
repetition of abuse). These patients appear to have the
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capacity—although usually not the experience—for
learning how to use words to describe their feelings
while tolerating the associated affects. They indicate a
readiness to learn how to delay acting on their im-
pulses. Often they are at a point in their lives where
they are poised between increasing desperation and
readiness to change.

Basic Dilemmas in
Constructing Treatment

These patients raise three central dilemmas for treat-
ment:

1. Alliance: Because of difficult past experiences with
caregivers, these patients fear and resist a treat-
ment alliance. To engage them in an atmosphere
that maximizes interdependency and engagement
in the task of treatment requires an unremitting fo-
cus on their own authority and the importance of
relationships.

2. Limits: In response to efforts by others (e.g., family,
society, treaters) to set reasonable external behav-
ioral limits and controls, these patients inevitably
see the limits, because of their life experiences, as ar-
bitrary, unempathic, and rigid. In response, they
may attempt to defy limits and blame limit-setters
for their own self-destructive behavior. To construct
a treatment environment that puts them in charge
and offers opportunities to gain perspective on their
anger and the developmental context for their attack
on limits—while helping them to remain safe—is a
formidable task. When the patient’s strengths allow
it, treatment is optimally carried out in a completely
open setting that requires careful negotiation and
ongoing maintenance of a therapeutic alliance
(Knight 1953), with differential authority for pa-
tients and staff. The staff’s recognition of patient
authority and the responsibility that goes with it cre-
ate the basis for a therapeutic community. Interde-
pendent and clearly defined role relationships in
such a community emphasize the centrality of the
commitment by both patients and staff to the treat-
ment process (Kubie 1960).

3. Behavior: These patients tend to use actions to
communicate rather than words. To construct a
treatment in which they have the opportunity to
recognize and acknowledge the meaning of their
behavioral communications, translate their experi-
ence into language, bear the associated feelings,
and put their feelings into historical perspective re-
quires a therapeutic community with a focused

task. Such a community can focus on “examined
living,” providing feedback about the meaning and
impact of behavior and allowing patients to de-
velop a language for experience to bring into their
individual psychotherapy and family work (Belnap
et al. 2004; Elmendorf and Parish 2007; Fonagy et
al. 2002; Fromm et al. 1986).

Determination of Suitability for
Residential Care in an Open Setting

The program at Austen Riggs is predicated on these
core notions; thus, the admission consultation ex-
plores them in detail. The prospective patient’s capac-
ity to take up his or her own authority in the admis-
sion negotiation, use the relationship with the
admissions officer for learning, and open the possibil-
ity of finding meaning in symptoms determines the
patient’s suitability for treatment. Admission requires
an explicit offer from the admissions officer after a 2-
hour consultation with the patient alone and with rel-
evant family members. The patient’s interest in ac-
cepting the offer—however ambivalently—with ac-
knowledgement of the anxiety that must inevitably
accompany the freedom of the setting indicates the be-
ginning of an alliance. Similarly, any third party who
may be supporting the treatment financially, such as a
relative or insurance company, must also agree to the
conditions of treatment.

A central aspect of the admission consultation is a
negotiation with the prospective patient and family (if
available) about managing the risks of the open set-
ting. When the patient’s treatment-resistant illness is
organized around a rebellion against authority, it may
be manifest in an abdication of responsibility, with the
expectation that those in authority will take over (and
fail). This becomes apparent at admission when a pa-
tient’s presentation seems to insist that it is the insti-
tution’s job to keep him or her alive. Admissions offic-
ers regularly note with patients the way this implicit
or explicit expectation is an impossible task.

Admission is dependent on patients beginning to
recognize that it is their responsibility to manage their
safety (or commit to inform staff if they become un-
safe), while staff takes responsibility for overseeing the
treatment process. Inevitably, engaging in and main-
taining this negotiation is not possible for some—and
15%—-30% of those admitted are ultimately not able to
tolerate the responsibility sufficiently to sustain their
treatment. Nonetheless, such an initial alliance—al-
though often shaky and requiring ongoing vigilance—
offers the best chance for a treatment process that pa-
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tients can own as the first step in taking charge of their
lives. This opening discussion with patients and their
families also helps put family anxieties and unrealistic
expectations in perspective and begins the process of
defining clearer roles in treatment.

The following vignette illustrates some of these
points. The case and treatment principles related to it
are described in more detail elsewhere (Plakun 2003).

Ms. A was a widowed woman in her 40s with treat-
ment-resistant depression and a borderline personal-
ity disorder who was referred to the center because of
recurrent suicidal ideation and behavior that kept her
outpatient treatment chronically in crisis. Her insur-
ance company agreed to support longer-term treat-
ment because of the high cost to them of multiple
previous short-term hospitalizations and in recogni-
tion of her high suicide risk. In the admission con-
sultation Ms. A was able to engage with the admis-
sions officer about the rage and despair beneath her
recurrent suicidal threats and their link to an early
history of sexual abuse and fears of abandonment,
exacerbated by her husband’s death several years ear-
lier. She found the discussion of these issues and the
tentative connections drawn between her symptoms
and life history helpful and surprisingly calming,
noting that she and her outpatient psychiatrist had
rarely had the opportunity to explore anything but
her response to medications and the level of her sui-
cide risk. She felt able to contain her suicidal behav-
ior if admitted, and admission was offered.
Although the patient’s insurance company was
willing to support treatment 1 week at a time, it
would not commit in advance to the minimum stay
of 6 weeks. As a result, the patient, who had the re-
sources, was asked to make the usual prepayment to
secure the initial period of evaluation and treatment.
On the day before admission the patient called to in-
dicate her refusal to make the required prepayment,
stating that if she were not offered admission any-
way, she would carry out her suicide plan. The ad-
missions officer noted her use of a suicide threat to
get her way and reminded her of the work they had
done to get an initial perspective on her struggles. He
reminded her of her competence and determination
in negotiating coverage with her insurance carrier
and said it would be too bad if she threw away the
chance for a treatment that might work. He then told
her that he would not allow her to come in any way
other than the one they had negotiated, which was
the same for all patients admitted. Although initially
enraged, Ms. A was also reassured by the holding of
limits, made the prepayment, and was admitted.

Treatments

Many of these patients come from multiple short-term
inpatient hospitalizations in locked settings in major

cities. The Austen Riggs Center presents a striking
contrast. A completely open residential treatment cen-
ter in stately white buildings on the main street of the
small New England village of Stockbridge, Massachu-
setts, the center offers a semirural setting for voluntary
treatment. There are no privilege systems, no locked
doors, and no explicit requirements to attend any treat-
ments, although a lack of attendance inevitably leads
to review of the patient’s interest in treatment.

Patients are admitted for an initial 6-week period of
intensive evaluation and treatment, although most
stay longer. The median length of treatment in the
continuum of care (from hospital level through step-
down programs to outpatient care) is 6 months, with a
range from 6 weeks to several years. In general, the ef-
fort is to interrupt the cycle of thwarted treatments by
helping patients develop the capacity to express expe-
rience in language. This capacity increases the likeli-
hood that after discharge patients will be able to man-
age outpatient psychotherapy without self-destructive
behavior or other recurring crises interrupting the
work and with new abilities to engage in adaptive so-
cial role functioning.

Although a brief-stay inpatient level of care is avail-
able for patients whose treatment alliance becomes
uncertain during the course of treatment, the vast ma-
jority of patients enter a therapeutic community at
one of two residential levels of care organized around
the maximal exercise of patient authority and the pos-
sibility of turning to others for support. The more in-
tensive residential program focuses on individual
nursing care (often used with patients struggling to
contain impulses to harm themselves or to use sub-
stances), whereas the other has less intensive nursing
and relies more on peer groups. Having been screened
at admission for their capacity to engage in a verbal
psychotherapy, all patients begin and throughout their
stay continue in four-times-weekly psychodynamic
psychotherapy with a doctoral-level therapist. In addi-
tion, skill-based and symptom-focused groups are
available in the community program. All patients have
a psychopharmacologist who prescribes medication
for sufficient symptom relief to allow the patient to
participate fully in the range of treatments. Social
workers—often with the individual therapist as family
co-therapist—work with their families. The same in-
terdisciplinary team that includes these clinicians and
others follows the patient in transitions through vari-
ous residences in the continuum of care—from hospi-
tal, to group residences in the main hospital building
or elsewhere in Stockbridge and in the neighboring
town of Lenox, to day treatment in patients’ own






