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Introduction

Treatment goals in psychoanalytic psychotherapy
often include changes in underlying psychological struc-
tures, rather than only symptom reduction or more adap-
tive behavioral patterns. As early as 1957, David Rapaport
defined structures in psychological functioning as endur-
ing configurations of behaving, thinking and feeling that
undergo slow processes of change. Accordingly, the psy-
choanalytic notion of structural change has usually been
described in terms of increased differentiation and inte-
gration of relatively stable mental organization. It is also
well-known that symptom-based, descriptive diagnoses,
such as DSM-IV (APA, 2000) can create difficulties for
clinicians with regards to equifinality and multifinality,
i.e., different etiological factors can lead to the same
symptom, and the same symptom can be included in dif-
ferent diagnoses (Luyten & Blatt, 2011, 2013). As repeat-
edly demonstrated by Sidney Blatt (2004) and colleagues
(Blatt & Zuroff, 1992; Luyten, Blatt, & Fonagy, 2013),
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Changes in personality configurations

different personality-related difficulties might lead to sim-
ilar symptoms of depression, but require different treat-
ments, tailored to the patient’s personality features. This
study aims to examine changes in personality configura-
tions following psychoanalytic psychotherapy with young
adults in relation to outcomes.
According to Blatt’s double helixmodel, psychological

development is a lifelong negotiation between two funda-
mental dimensions in human experiences: relatedness and
self-definition (Blatt, 2008; Blatt & Luyten, 2009; Luyten
& Blatt, 2011, 2013). From infancy to old age, a synergic
interaction continues between these two fundamental po-
larities. Development of the sense of self (the introjective
line) leads to increasingly mature levels of interpersonal
relatedness (the anaclitic line) that, in turn, facilitate further
differentiation and integration in the development of the
self. Growth in both lines of development is eventually in-
tegrated into a mature self-identity: a self in relation with
others. Psychological well-being involves meaningful self-
identity as well as meaningful attachments, that is, a bal-
ance between differentiation and relatedness; individuation
and intimacy. However, most individuals, also within the
normal range of psychological development, have an in-
clination towards either the relatedness dimension or the
self-definition dimension. In contrast, different forms of
psychopathology reflect an exaggerated and distorted pre-
occupation with one or the other of these developmental
dimensions (Luyten & Blatt, 2011, 2013). 
When Erikson (1968) formulated his ideas on the psy-

chosocial development of ego identity, he described ado-
lescence as a time of identity crisis and inner turmoil,
whereas the crisis in young adulthood was one of intimacy
versus isolation. Implicit in these early formulations is the
dialectical interplay between two interwoven develop-
mental lines: the development of identity is connected to
self-definition, while the capacity for intimacy is a matter
of relatedness. Hence, adolescence and young adulthood
are together a crucial time for a synthesis that can result
in a consolidated identity and a capacity for mature relat-
ing. However, it is also a time when failures to integrate
these two fundamental developmental processes might re-
sult in psychological distress and psychopathology (Blatt
& Blass, 1996; Blatt & Luyten, 2009; Luyten & Blatt,
2013). The last few decades have seen a disturbing in-
crease in the prevalence of mental disorders among young
adults in Western societies, where young people are given
an extended period in which to explore their future possi-
bilities (Arnett, 2000). This period of emerging adulthood
lays the foundation for future parental roles and, conse-
quently, for the next generation (see, Adatto, 1991). Ac-
cordingly, a study of changes in the anaclitic-introjective
personality configurations in young people seeking pro-
fessional help for their difficulties might enrich our
knowledge about this period of ongoing strain, about pos-
sibilities for integrating a more stable self-identity, and
about mechanisms of change in psychotherapy.

Although Blatt (1974) initially formulated this differ-
ence between relational and self-definitional dimensions
of personality as a distinction between anaclitic (or de-
pendent) and introjective (or self-critical) forms of depres-
sion, he increasingly came to use this earlier terminology
to refer to psychopathology, and the terms relatedness and
self-definition to refer to psychological development and
functioning in general (see Blatt, 1995a; Blatt & Blass,
1996). The anaclitic configuration is connected with dif-
ficulties in close relationships and attachment anxiety,
while the introjective configuration is connected with ex-
cessive demands for achievement and perfectionism, and
attachment avoidance (Luyten & Blatt, 2013). Thus, ana-
clitic depression centers on feelings of loneliness, aban-
donment, and neglect, and introjective depression focuses
on issues of self-worth and feelings of failure and guilt
(Blatt, 1974, 2004; Blatt & Luyten, 2009). 
It should be noted that disturbances in each develop-

mental line might lead to similar symptoms, but require
different treatments, and they respond differently to the
same therapeutic interventions. For example, excessive
striving for recognition might lead to isolation and lone-
liness, a state similar to that of an abandoned, relation-
seeking person. The introjective person needs help to
reconsider his/her striving towards independence,
whereas the anaclitic person is in need of safety and sup-
port. Early studies (such as the Austen Riggs study and
re-analysis of data from the Menninger Psychotherapy
Research Project and from the Treatment of Depression
Collaborative Research Program) pointed at the necessity
of different therapeutic interventions for patients with dif-
ferent personality configurations. Introjective patients
were more responsive to interpretive–exploratory inter-
ventions and changed primarily in the area of clinical
symptoms, whereas anaclitic patients were more respon-
sive to supportive interventions and showed improved
quality in their interpersonal relationships (Blatt, 1995b;
Blatt & Auerbach, 2003; Blatt, Besser, & Ford, 2007;
Blatt & Ford, 1994; Blatt, Ford, Berman, Cook, & Meyer,
1988; Blatt, Sanislow, Zuroff, & Pilkonis, 1996; Blatt &
Shahar, 2004; Blatt, Zuroff, Bondi, Sanislow, & Pilkonis,
1998; Blatt, Zuroff, Hawley, & Auerbach, 2010; Luyten
& Blatt, 2013). 
Accordingly, Luyten and Blatt (2011) proposed a

model of psychopathological disorders conceptualized as
prototypical constellations of interpersonal relatedness
and self-definition at different developmental levels of or-
ganization, ranging from normal personality functioning
to full-blown symptom and/or personality disorders.
These dimensions were incorporated in the proposed re-
vision of the Diagnostic and Statistical Manual of Mental
Disorders (DSM) (Skodol, 2012) and eventually included
in the Alternative DSM-5 Model for Personality Disorders
(APA, 2013), whose Criterion A consists of an impairment
in self (identity and self-direction) and interpersonal (em-
pathy and intimacy) functioning. This dimensional model
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was demonstrated to be considered by clinicians as more
useful than the former categorical DSM classification
(Morey, Skodol, & Oldham, 2014).
The question remains of how the anaclitic-introjective

personality configuration changes following psychother-
apy and which methods are best suitable for studying such
changes in underlying dynamic structures. In order to ap-
proach this issue, we developed an instrument for assess-
ment of anaclitic-introjective personality dimensions,
based on matching interview data or clinical material with
prototype descriptions of these two personality configu-
rations (Werbart & Forsström, 2014; Werbart & Levander,
2016). The prototype-matching method is close to clinical
reasoning and resembles the natural tendency of human
thinking for typification and classification (Westen,
Shedler, & Bradley, 2006; Westen, DeFife, Bradley, &
Hilsenroth, 2010). Furthermore, independent assessment,
rather than self-reports, such as the Depressive Experi-
ences Questionnaire (DEQ; Blatt, D’Afflitti, & Quinlan,
1976), has the advantage of allowing judgment of aspects
of personality not directly accessible to the person’s own
experience and not confounded by the patient’s treatment
experiences.
In a previous study of 14 cases of publicly financed

psychoanalysis, the method of prototype-matching was
applied to an investigation of changes in anaclitic–intro-
jective personality dimensions in relation to self-rated out-
comes. Most patients showed clinically significant
improvements at termination and at two-year follow-up.
For the anaclitic cases symptom reduction was accompa-
nied by more mature integration of anaclitic and introjec-
tive personality dimensions, while the introjective cases
could show symptom reduction without such improve-
ment (Werbart & Forsström, 2014). In a subsequent qual-
itative study we found that both groups of patients
experienced their changes in terms of having developed
a more mature personality and at least some integration
of the opposite polarity. Asked post-termination to de-
scribe their analysis, the anaclitic patients focused on both
positive and negative aspects of the analytic relationship,
whereas introjective patients commented on both positive
and negative aspects of the analyst as a person (Werbart
& Levander, 2016). 
The objective of the present study was to examine

changes in the anaclitic-introjective personality configu-
ration following psychoanalytic psychotherapy with
young adults in relation to outcomes in terms of self-rated
symptoms and the developmental level of representations
of self and significant others. How do the initially ana-
clitic and the initially introjective group differ with re-
gards to the balance between relatedness and
self-definition at termination? Do the two patient groups
show different outcome patterns at termination and long-
term follow-ups? Are changes in the anaclitic-introjective
balance related to changes on other outcome measures?
Following previous studies, we expected a development

towards better balance between relatedness and self-def-
inition in both groups. Furthermore, we expected more
pronounced improvement in the developmental level of
representations of self and others in the anaclitic group
and a greater symptomatic improvement in the introjec-
tive group. 

Materials and Methods
Setting

The present study is based on archival data from the
Young Adult Psychotherapy Project (YAPP), a longitudi-
nal, prospective, naturalistic study of psychoanalytic in-
dividual and group psychotherapy at the former Institute
of Psychotherapy in Stockholm, Sweden. The project was
approved by the Regional Research Ethics Committee at
the Karolinska Institutet and all participants gave their in-
formed consent. A total of 134 patients were included
(73% female; mean age=22; range=18-25; SD=2.2) of
whom 92 were offered individual psychotherapy and 42
group therapy. The main complaints, presented in pretreat-
ment interviews, were low self-esteem (97%), depressed
mood (66%), anxiety (55%), and conflicts in close rela-
tionships (66%) (Wiman & Werbart, 2002).
The psychotherapies were conducted in accordance

with standard descriptions and procedures of psychoana-
lytic psychotherapy without use of an explicit treatment
manual. The treatments generally aimed at helping the
young adults to overcome developmental arrest and to
better handle strains in everyday life. The goals, duration
and frequency of therapy were adjusted to individual pa-
tient needs and formalized in a written, renegotiable con-
tract between therapist and patient. All included
treatments ended by mutual agreement. The treatments
were conducted by 37 therapists who all shared a psycho-
analytical frame of reference, even though working quite
autonomously with varying preferences regarding theory
and technique. The patients offered individual psychother-
apy stayed in treatment for a mean of 22.2 months
(SD=17.2; Mdn=20; range=0–85; with the nine non-
starters excluded, M=24.6; SD=16.3; Mdn=21; range=2–
85) with a frequency of one or two sessions per week. All
nine outcome measures except the developmental level of
the representation of mother changed significantly during
treatment and showed significant positive change from
pretreatment to the 1.5-year follow-up (Lindgren, Wer-
bart, & Philips, 2010).

Participants

To be included in the present study, the patients had
to be in the age span 18–25 at the start of psychoanalytic
psychotherapy; furthermore, patient interviews and out-
come data pretreatment and at termination had to be avail-
able. Owing to the research design, the patients were
interviewed pre-treatment in only every second case.
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Thus, of the 92 patients in individual therapy, 33 could be
included (Figure 1). Of these, all data at the 1.5 year fol-
low-up were available in 30 cases, and at the three-year-
follow-up in 26 to 30 cases, depending on the instrument. 
Twenty-seven of the patients were women and six

were men. The average age at the start of psychotherapy
was 22.3 years (SD=2.1; range 18–25). Fourteen patients
lived alone, ten lived with a partner, seven lived with their
parents, while two lived with a friend. None were married
or had a child. The most common occupation was full-
time study (20 patients) followed by full-time work (eight
patients) and work in combination with studies (four pa-
tients); one patient was on sick leave. Thirty-one patients
were born in Sweden; five had at least one parent of for-
eign origin. In all, 24 patients had at least one parent with

a university degree, thus indicating a high socioeconomic
status within their family of origin. 
Psychiatric diagnoses in accordance with DSM-IV-TR

(APA, 2000) axis I were made retrospectively by two in-
dependent experts based on interview transcripts, case-
book notes, and other available research and clinical data.
The agreement between the experts was tested based on
the assessment of 20 cases, and was found to be satisfac-
tory (Cohen’s kappa κ=0.71). Consensus diagnoses were
used in further analyses. Personality disorders were diag-
nosed by the patients’ therapists by completing checklists
covering all the general and specific criteria of axis II per-
sonality disorders. This procedure was in accordance with
claims that valid assessments of personality disorder must
either be based on longitudinal data collected by skilled

Figure 1. Attrition flow-chart from admission to target group pre-treatment and at follow-ups.
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clinicians or thorough interviews investigating the per-
son’s interpersonal history and behavior during the inter-
view (Westen, 1997). Twenty-three patients had one or
more axis I-diagnoses: six had anxiety disorder, ten had
depression, two had obsessive-compulsive disorder, two
had alcohol or substance abuse, and one had acute stress
disorder. Twelve patients fulfilled criteria for one or more
personality disorders (PD): in cluster A, two had paranoid
PD; in cluster B, two had borderline PD and two had an-
tisocial PD; in cluster C, three had avoidant PD. Further-
more, three patients had personality disorder not
otherwise specified, three had the research diagnosis of
depressive PD, and one had passive-aggressive PD; four
patients had no psychiatric diagnosis. Fifteen patients had
previous outpatient or inpatient psychiatric contact; 13
had previous psychotherapeutic contact.

Treatments

The 33 included patients were treated by 22 therapists;
15 female and seven male; 11 were social workers, nine
were psychologists and two were psychiatrists. Their
mean age at the start of treatments was 56 years (range
36–64; Mdn=58, SD=6.7). All but one of the therapists
were licensed psychotherapists with two to 15 years’ ex-
perience after being licensed (Mdn=13, M=10.7, SD=4.1),
seven of them being psychoanalysts, and each working as
a teacher and supervisor in an advanced psychotherapy
training program. One therapist had basic psychotherapy
training. Two therapists had three patients, nine had two
patients, and 11 had one patient each. Two of the patients
were treated by two different therapists. The mean time
in therapy was 23.7 months (range 7–55; SD=12.6). 

Interviews

The patients were interviewed prior to psychotherapy,
at termination, 1.5 years and three years later using the
Object Relations Inventory (ORI; Diamond, Kaslow,
Coonerty, & Blatt, 1990; Gruen, & Blatt, 1990; for review
see Huprich, Auerbach, Porcerelli & Bupp, 2016). The
material for this study consists of their answers to the ORI
questions, Please give a description of yourself, your
mother, father, and posttreatment also your therapist. The
spontaneous response was followed by an inquiry. The in-
terviewer inquiringly repeated adjectives or descriptive
words used by the participant, e.g., You said naive? De-
tached, what do you mean? The audio-recorded inter-
views were transcribed verbatim and used for ratings of
Differentiation-Relatedness of Self and Object Represen-
tations and of Prototype Matching of Anaclitic-Introjec-
tive Configuration (see below).

Outcome measures

A self-report questionnaire, Symptom Checklist-90-R
(SCL-90; Derogatis, 1994), was used to assess psychiatric
symptoms experienced over the previous seven days. The

90 items were rated on five-point Likert-scales ranging
from 0 (not at all) to 4 (very much). The SCL-90 has
demonstrated adequate reliability (Derogatis, Rickels, &
Rock, 1976) and for the Swedish translation a Cronbach’s
alpha of .97 has been reported (Fridell, Cesarec, Johans-
son, & Malling Thorsen, 2002). As the nine subscales are
highly correlated, the global symptom index (GSI) was
used for the analyses in this study. 
Developmental levels of representations of self,

mother, and father were assessed applying the ten-point
Differentiation-Relatedness scale (D-R; Blatt & Auer-
bach, 2001, 2003; Blatt, Auerbach, & Behrends, 2008; Di-
amond, Blatt, Stayner, & Kaslow, 1991). D-R assumes
that, with psychological development, representations
(i.e., cognitive-affective schemas or internal working
models) of self and others become increasingly differen-
tiated and integrated and begin to express an increased ap-
preciation of mutual relatedness. Generally, the D-R level
six or seven is regarded as the cut-off between the clinical
and nonclinical range (Levy, Blatt, & Shaver, 1998). A re-
liability study based on part of the YAPP material reported
good interrater agreement (ICC=0.71; Hjälmdahl, Claes-
son, Werbart, & Levander, 2001). Consensus ratings, pre-
viously performed by a group of trained clinicians, were
used in the present study. 

Assessment of personality configurations

The patients were categorized as predominantly ana-
clitic or introjective pretreatment and at termination, fol-
lowing the procedure of Prototype Matching of
Anaclitic-Introjective Personality Configuration (PMAI;
Werbart & Levander, 2016). The judges assessed the ex-
tent to which the ORI data matched prototype descriptions
of both anaclitic and introjective personality (Appendix),
using a scale ranging from 1 (little or no match) to 5 (very
good match). A previous study demonstrated satisfactory
interrater agreement (ICC=0.65; Werbart & Forsström,
2014). The present study combines binary classification
and dimensional PMAI ratings.
Two judges (the second and third authors) were

trained in PMAI ratings, using 20 ORI interviews not in-
cluded in the present study (due to missing data on some
time point). Subsequently, the judges performed inde-
pendent ratings of half of the material (33 interviews),
achieving intraclass correlation of 0.730. Cases of dis-
agreement (a difference of two or more scale points) were
discussed with the first author in order to reach a better
understanding of the procedure and consensus. As a next
step, the two judges rated the remaining material (a further
33 interviews), achieving ICC of 0.707. Again, cases of
disagreement were subject to consensus discussion. For
the total body of material, the ICC was 0.726. In subse-
quent statistical analyses, we used the mean value of the
two raters if the between-rater difference did not exceed
one scale point, and consensus ratings in cases of greater
disagreement. For categorical classification, Cohen’s
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kappa was 0.56 in the first step and 0.81 in the second step
(0.60 for the total body of material).

Data analysis

Changes in the anaclitic-introjective personality configurations

After treatment, a score reduction on the predominant
PMAI dimension, together with increased score on the op-
posite dimension, was regarded as an indicator of a more
mature integration of relatedness and self-definition.
Changes on both dimensions were merged in a new vari-
able by adding change on the predominant dimension to
inverted change on the opposite. A series of paired t-tests
for dependent samples (two-tailed) were used for pre-post
treatment and between-group comparisons. 

Outcome patterns

Based on GSI, the initially anaclitic and the introjec-
tive group were compared in terms of proportion of im-
proved and non-improved patients. Patients were
classified as belonging to the clinical range or functional
distribution pre- and posttreatment, and at posttreatment
as improved (reliable change and crossing the cut-off be-
tween clinical and nonclinical population, or reliable
change only) or as non-improved (no reliable change or
reliable deterioration). For movement into a functional
distribution, the cut-off between the clinical and non-
clinical range was determined in accordance with the Ja-
cobson and Truax (1991) criterion (c), as recommended
when the distributions of the functional and dysfunc-
tional population overlap. Comparing the pretreatment
YAPP sample to Swedish norms, the GSI cut-off was
calculated as 0.90. 
On the group level, pre-post treatment changes on GSI

and D-R in the anaclitic and the introjective patients were
studied in terms of effect sizes (Cohen’s d and Hedges’ g
corrected for small samples). For between-group differ-
ences in outcomes we used standardized residual gain
scores and one-way ANOVA. 

Changes in the anaclitic-introjective balance in relation
to other outcomes

The Pearson product-moment correlation coefficient
was calculated for the merged change on PMAI and resid-
ual gain scores on GSI and D-R (mean level for represen-
tations of self, mother, and father) at termination.

Power analysis

This study was limited to 33 participants (13 assessed
as anaclitic and 20 as introjective). For the two-tailed t-
test for independent samples with 0.05 alpha level and 0.5
effect size, the statistical power was 27%. This implies an
imminent risk of type II error (false negative). 

Results

Changes in the anaclitic-introjective personality
configurations

The categorical assessments of prototype matching re-
sulted in 13 patients being classified as predominately
anaclitic and the remaining 20 patients as predominately
introjective pretreatment. At termination, the classification
changed from anaclitic to predominately introjective in
five cases, and from introjective to predominately ana-
clitic in another four cases, resulting in 12 patients being
classified as anaclitic and 21 as introjective. 
The dimensional PMAI ratings showed, for both

groups, mean score reduction on the predominant person-
ality dimension and increased mean score on the opposite
dimension from pretreatment to termination (Table 1 and
Figure 2). Adding change on the predominant dimension
to inverted change on the opposite dimension, the change
towards a better balance of relatedness and self-definition
was significant for the total patient group [t(65)=3.25,
P=0.002]. Further analysis showed a significant reduction
on the predominant dimension [t(32)=3.04, P=0.005], while
the change on the opposite dimension was not significant

Table 1. Dimensional Prototype Matching of Anaclitic-Introjective Personality Configuration ratings in both groups pre-treat-
ment and at termination.

PMAI                                   Anaclitic group (n=13) Introjective group (n=20)

Pre-treatment                                                              M                                      SD                                      M                                      SD
Anaclitic dimension                                               3.07                                    0.49                                    1.65                                    0.49
Introjective dimension                                           1.88                                    0.36                                    3.15                                    0.69

Termination
Anaclitic dimension                                               2.42                                    0.70                                    1.85                                    0.81
Introjective dimension                                           2.23                                    0.75                                    2.88                                    0.51

PMAI, Prototype Matching of Anaclitic-Introjective Personality Configuration; M, mean; SD, standard deviation.
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[t(32)=1.64, P=0.11]. Looking at each group separately, the
change towards a better balance was significant for the ini-
tially anaclitic patients [t(12)=2.55, P=0.025], but not for
the initially introjective group [t(19)=1.61, P=0.125].

Outcome patterns

In terms of clinical symptoms (GSI), most patients
(85%) belonged to the clinical range pretreatment. Looking
at the total patient group at termination, 57% showed reli-
able improvements (both patients with clinically significant
symptom reduction and patients with reliable change only),
and the proportion of improved patients increased at the
follow-ups (Table 2). At termination, these improvements
were more frequent in the initially introjective group, while
at the follow-ups the proportion of improved patients was
larger in the initially anaclitic group. 

Descriptive statistics of outcome data and effect sizes
on group level are presented in Table 3. In terms of symp-
tom reduction, both groups improved with medium to
large effect sizes at termination and the follow-ups. The
developmental level of representations of self and parents
improved with large effect sizes in the anaclitic group (but
medium Hedges’ g for D-R Father at termination), while
the variation in effect sizes was larger in the introjective
group, with small effect sizes for D-R Mother at termina-
tion and medium effect size for D-R Father at 1.5-year
follow-up. 
Mean values for outcome measures in both groups

pre- and post-treatment are presented in Figure 3. Pretreat-
ment, the between-group differences in symptom severity
and levels of Differentiation-Relatedness were not signif-
icant. A one-way ANOVA (based on standardized residual

Figure 2. Pre-post change in prototype matching of anaclitic-introjective personality configuration ratings of the anaclitic and
the introjective dimension in both groups.

Table 2. Patients below and above clinical cut-off, improved patients (clinically significant improvement or reliable change only)
and non-improved patients (no reliable change or deterioration).

GSI                                       Pre-treatment                              Termination                          1.5-year follow-up                       3-year follow-up
                                         A             I           Total                A             I           Total                A             I           Total                A             I           Total
                                      n=13       n=20       n=33             n=12       n=18       n=30             n=12       n=18       n=30             n=11       n=15       n=26

Clinical range                  12            16            28                  4              4              8                   4              5              9                   6              5             11
                                       (92)         (80)         (85)               (33)         (22)         (27)               (33)         (28)         (30)               (55)         (33)         (42)

Functional Distribution    1              4              5                   8             14            22                  8             13            21                  5             10            15
                                        (8)          (20)         (15)               (67)         (78)         (73)               (67)         (72)         (70)               (45)         (67)         (58)

Improved                          -              -              -                    6             11            17                  9             12            21                  7              9             16
                                                                                           (50)         (61)         (57)               (75)         (67)         (70)               (64)         (60)         (62)

Non-improved                  -              -              -                    6              7             13                  3              6              9                   4              6             10
                                                                                           (50)         (39)         (43)               (25)         (33)         (30)               (36)         (40)         (38)

Missing                             -              -              -                    1              2              3                   1              2              3                   2              5              7

GSI, global symptom index; A, anaclitic group; I, introjective group; N varies due to the varying number of respondents at each assessment. Cut-off between clinical and nonclinical population
for GSI=0.90. Values in brackets are expressed as percentage.
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Figure 3. Mean values for outcome measures in both groups pre-treatment, at termination, 1.5-year follow-up, and 3-year follow-up.

Table 3. Descriptive statistics and effect sizes of outcome data for the anaclitic and the introjective group pre-treatment at 1.5-
year and 3-year follow-up.

                                                                 Anaclitic group                                                      Introjective group

                                                 N           M          SD         Cohen’s d      Hedges’ g          N           M          SD       Cohen’s d      Hedges’ g       N total
                                                                                                                (corrected)                                                                      (corrected)

GSI                             T1         13         1.60       0.71                -                      -                 20         1.30       0.58              -                     -                  33
                                   T2         12         0.89       0.57             1.04                0.84              18         0.82       0.87            0.74               0.64               30
                                   T3         12         0.84       0.63             1.07                0.86              18         0.78       0.69            0.85               0.74               30
                                   T4         11         0.98       0.55             0.96                0.76              15         0.71       0.64            1.08               0.91               26

D-R          Mother       T1         13         5.92       1.66                -                      -                 20         6.85       1.09              -                     -
                                   T2         13         7.46       0.97             1.17                0.96              20         7.0         0.97            0.15               0.13               33
                                   T3         12         7.58       0.67             1.61                1.30              18         7.56       0.70            0.80               0.70               30
                                   T4         13         7.77       0.60             1.64                1.35              17         7.82       0.53            1.26               1.10               30

                 Father        T1         13         6.08       1.50                -                      -                 20         6.65       1.23              -                     -
                                   T2         13         7.23       0.93             0.95                0.78              20         7.50       0.83            0.83               0.73               33
                                   T3         12         8.08       0.79             1.79                1.44              18         7.39       1.20            0.53               0.46               30
                                   T4         12         8.08       0.51             1.93                1.58              17         7.53       1.01            0.73               0.63               29

                 Self            T1         13         5.62       1.80                -                      -                 20         6.45       1.19              -                     -
                                   T2         13         7.15       1.21             1.02                0.84              20         7.4         1.05            0.85               0.75               33
                                   T3         12         7.5         0.90             1.46                1.18              18         7.39       1.14            0.73               0.63               30
                                   T4         13         7.77       1.09             1.49                1.22              16         7.56       0.51            1.50               1.28               29

M, mean; SD, standard deviation; GSI, global symptom index; T1, pre-treatment; T2, termination; T3, 1.5-year follow-up; T4, 3-year follow-up. N varies due to the varying number of respondents
at each assessment.

Non
-co

mmerc
ial

 us
e o

nly



[page 38]                    [Research in Psychotherapy: Psychopathology, Process and Outcome 2017; 20:239]

Article

gain scores) revealed no significant differences in out-
comes between the anaclitic and the introjective group,
except a tendency for smaller improvement in D-R Father
at the 1.5-year follow-up in the introjective group [F(1,
30)=3.31, P=0.08, η2=0.11].

Changes in the anaclitic-introjective balance
in relation to other outcomes

For the total patient group, there was a significant pos-
itive correlation between the merged change on PMAI (sum
of change on the predominant dimension and inverted
change on the opposite dimension) and residual gain scores
on GSI at termination (r=0.38, P=0.039). Thus, the change
towards increased balance between relatedness and self-de-
finition was associated with lower levels of symptom re-
duction. No significant correlation was found between the
merged change on PMAI and the mean change on D-R. 

Discussion

Previous research has been able to demonstrate differ-
ences in treatment outcomes between patients with pre-
dominantly anaclitic and introjective personality features,
but only a few studies have examined changes in the bal-
ance between these two personality dimensions. The pres-
ent study indicates positive changes following
psychoanalytic psychotherapy in a sample of young
adults. These changes are: better integration of anaclitic
and introjective personality dimensions, reduction of self-
rated symptoms, and higher expert-rated developmental
levels of representations of self and parents. However,
changes in the anaclitic-introjective personality configu-
rations were statistically significant in the anaclitic, but
not in the introjective group. Generally, the gains on out-
come measures were maintained over a three-year follow-
up period. No significant differences between the anaclitic
and the introjective group were found in outcome meas-
ures, and could not be expected due to the low power.
These results must be interpreted with caution given the
study’s methodological limitations. Nevertheless, the ob-
served between-group difference is in line with a previous
study of patients in psychoanalysis, indicating that twice
as many anaclitic patients, as compared to introjective pa-
tients, met the criterion of improved anaclitic-introjective
balance post-treatment (Werbart & Forsström, 2014).
In terms of reliable change in clinical symptoms, most

of the patients improved at termination and follow-up.
Looking at the proportion of patients in the functional dis-
tribution (below the cut-off between clinical and nonclinical
population), the distribution was comparable to meta-ana-
lytic data: 15% at pretreatment, 73% at termination and
70% at 1.5 year follow-up (Table 2), as compared to the
mean distribution reported by de Maat et al. (2013): 29%
at pretreatment, 77% at termination and 75% at follow-up. 
In the anaclitic group, effect sizes at all measurement

points (Table 3; Hedges’ g) were large or close to large both
for symptom reduction (between 0.76 and 0.86) and for de-
velopmental levels of representations of self and parents
(between 0.78 and 1.58). In the introjective group, effect
sizes for symptom reduction varied between medium (0.64)
and large (0.91), and for developmental levels of represen-
tations of self and parents between small (0.13) and large
(1.28). However, the between-group differences on out-
come measures were not significant. This might have been
because of a type II error, or due to lack of actual differ-
ences in group means, as suggested by Figure 3. According
to previous studies, the anaclitic patients tend to improve
the quality of their interpersonal relationships, whereas the
therapeutic changes in the introjective group are most evi-
dent in the area of clinical symptoms (Blatt & Auerbach,
2003; Blatt, Besser, & Ford, 2007; Blatt & Ford, 1994;
Blatt, Ford, Berman, Cook, & Meyer, 1988; Luyten &
Blatt, 2013). The results of the present study seem to sug-
gest more pronounced improvement in the developmental
level of representations of self and parents in the anaclitic
group, but no marked tendency for greater symptomatic im-
provement in the introjective group.
Furthermore, we found no significant correlation be-

tween changes in the anaclitic-introjective balance and
changes in the mean developmental levels of representa-
tions of self and parents. Surprisingly, changes in the ana-
clitic-introjective balance were correlated with an increase
in clinical symptoms. Thus, this correlation was in the op-
posite direction to what was expected. This result is diffi-
cult to interpret and the possibility to draw any
conclusions is severely limited by the low N in each group
and by the relatively simple method of analysis. A closer
examination revealed that most of the participants im-
proved both in terms of improved balance and of symp-
tom reduction. However, in some cases better balance was
accompanied by deterioration in clinical symptoms, and
in some others, symptom reduction was accompanied by
impaired balance. Furthermore, a large change on the
merged balance variable (sum of change on the predomi-
nant dimension and inverted change on the opposite di-
mension) might cover contradictory developments with
high levels on the initially non-predominant dimension
and shift in personality orientation from anaclitic to intro-
jective or the opposite (as in nine cases in this study).
Taken together, the counterintuitive correlation and con-
tradictory developments found in the present study might
mirror an ongoing interplay between developmental
processes and new strains in life in young adults. In a
study of hospitalization-based psychodynamic treatment
of personality disorders, based on 111 cases and another
methodology for assessment of change in personality con-
figuration (DEQ), changes in dependency and in self-crit-
ical perfectionism were associated with symptomatic
improvement (Lowyck, Luyten, Vermote, Verhaest, &
Vansteelandt, 2016). However, the issue of improved bal-
ance was not addressed there.
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Blatt’s theoretical model of normal development, psy-
chopathology and therapeutic process (Blatt, 2008; Blatt
& Luyten, 2009; Luyten & Blatt, 2013) has the advantage
of pinpointing factors pertinent to how the therapeutic re-
lationship is established and used to promote development
and change, and what kind of difficulties might appear
with a particular patient. Being aware of the patient’s per-
sonality configuration, the therapist might form an idea
of the patient’s capability to establish an attachment to the
therapist and the patient’s potential reactions to therapeu-
tic boundaries, separations, as well as different kinds of
interventions. For example, anaclitic patients might easily
establish a therapeutic bond but be sensitive to experi-
enced incompatibilities in the therapeutic relationship, or
experience the therapeutic frames and the therapist’s neu-
tral stance as a hindrance. Introjective patients, for their
part, might appreciate the therapist’s professional attitude
but experience difficulties in being together with the ther-
apist, and may be excessively preoccupied by issues con-
cerning how they perform as psychotherapy patients (cf.,
Levander & Werbart, 2012; Werbart & Levander, 2016).
Furthermore, what seems to be the patient’s defense might
be an expression of a patient’s characteristic personality
configuration, and patients with different personality con-
figurations might use distinct defenses in the therapeutic
process (cf., Cramer & Blatt, 1993). Likewise, the Roger-
ian Conditions of empathy, positive regard and genuine-
ness, provided by the therapists, might have different
meaning for anaclitic patients with maladaptive depend-
ency and introjective patients with self-critical perfection-
ism (Zuroff, Shahar, Blatt, Kelly, & Leybman, 2016). In
order to adjust the psychotherapeutic technique to the ana-
clitic and introjective patients’ different needs and de-
fenses, the therapist has to monitor moment-to-moment
changes, as well as longitudinal trends in the patient’s dy-
namic balance between relatedness and self-definition.
This might also be an incentive to interventions fostering
a more mature balance by focusing on the polarity oppo-
site to the patient’s characteristic personality style.
Furthermore, the two-polarities model enables thera-

pists to reflect on the dynamics in the therapeutic relation-
ship, starting from the interplay between the patient’s and
the therapist’s predominant personality configuration.
Therapists might expect to feel and react differently de-
pending on whether their characteristic focus on related-
ness or self-definition is concordant or complementary to
the patient’s personality configuration. In this respect, the
dynamics in the therapeutic relationship are co-created
and influenced by both the patient’s and the therapist’s
personality orientations.

Strengths and limitations

Despite an extensive body of empirical research, based
on Blatt’s double helixmodel, there is still a scarcity of stud-
ies addressing changes in the anaclitic-introjective personal-
ity configurations following treatment (however, see a study

of 14 cases in psychoanalysis, based on the assumption that
this treatment modality is especially suitable for promoting
such changes; Werbart & Forsström, 2014; Werbart &
Levander, 2016). The present study is the first one exploring
changes in the anaclitic-introjective personality configura-
tions among young adult outpatients, i.e., people in a period
of life when the dialectics of relatedness and self-definition
might be especially vivid. This time, the PMAI judges
achieved a better interrater agreement (ICC=0.73) than in the
previous investigation (ICC=0.65). This is probably due to a
more extensive and elaborated training, as also reflected in
the increase of Cohen’s kappa from 0.56 in the first step to
0.81 in the second step of categorical assessment. Further-
more, this study demonstrates that the relatively limited ORI
material can be used for reliable assessment of the anaclitic-
introjective personality configurations.
However, the findings rest on a small patient sample,

not representative of young adult outpatients in other
forms of long-term treatment. The low statistical power
of this study limited the possibility of finding potential
significant differences in outcome between the anaclitic
and the introjective group. Consequently, the observed be-
tween-group differences in proportion of improved pa-
tients and in effect sized are hard to interpret.
Another limitation is associated with the discrepancy

between the high abstraction level of the two-polarities
model and the specificity and concreteness of PMAI rat-
ings. With only two personality categories it might be dif-
ficult to capture a sufficient amount of specific variance
when comparing outcomes for these two groups (cf.,
Luyten & Blatt, 2016). Furthermore, the forced dichoto-
mous categorization of personality features in the present
study did not take into consideration potential mixed ana-
clitic-introjective psychopathology (cf., Shahar, Blatt, &
Ford, 2003). Likewise, PMAI ratings lack the dimension
of the degree of integration of focus on relatedness and
focus on self-definition (however, this is represented in
this study by D-R ratings). In clinical contexts, it is highly
relevant to differentiate between anaclitic and introjective
psychopathology on lower levels of maturity in personal-
ity development, and anaclitic and introjective personality
features on higher levels of integration.
Several limitations of naturalistic studies are also ap-

plicable here, such as lack of a control group, limited
specification of treatments, and no control of treatment
integrity. Thus, it was impossible to establish a causal con-
nection between the treatments and the observed trend to-
wards better integration of relatedness and self-definition
post-treatment. Lacking a window on the therapeutic
process (such as recordings of therapy sessions), we could
not observe what in the therapeutic work promoted or hin-
dered such developments.

Future direction

An important topic for future studies is how the effec-
tiveness of various therapeutic interventions differs be-

Non
-co

mmerc
ial

 us
e o

nly



[page 40]                    [Research in Psychotherapy: Psychopathology, Process and Outcome 2017; 20:239]

Article

tween the anaclitic and the introjective patients, and
whether the two groups respond differently to the same
kind of interventions. Inclusion of other measures, related
to issues of relatedness and self-definition and on a lower
level of abstraction (such as attachment, dysfunctional at-
titudes, perfectionism, etc.), might enrich the research
field and contribute to validation of the PMAI. A large
proportion of studies based on the two-polarities model
uses reanalysis of archival data. Thus, further and larger
studies, especially designed for evaluation of different as-
pects of Blatt’s personality theory, are needed to draw
more far-reaching conclusions about the relations between
changes in personality configurations over the course of
treatment and the treatment efficacy. Such investigations
might deepen our understanding of the anaclitic-introjec-
tive personality configurations in a clinical context.

Conclusions

The present study is one of the hitherto few attempts to
examine changes in the balance between relatedness and
self-definition following long-term psychotherapy. Of the
33 included young adult patients, 20 were assessed pretreat-
ment as predominately introjective (exaggerated emphasis
on issues regarding self-definition), and the remaining 13
as predominately anaclitic (exaggerated emphasis on issues
regarding relatedness). At termination, a majority of pa-
tients maintained their main personality configuration,
whereas nine patients changed their orientation to the op-
posite, according to a categorical classification. Dimen-
sional assessments showed reduced emphasis on the
predominant dimension and increased emphasis on the op-
posite dimension in both groups at termination. However,
change towards a better balance was significant only for
the initially anaclitic patients. Both groups improved post-
treatment in terms of symptoms and developmental levels
of representations of self, mother, and father, and these
gains were generally maintained up to three years after ter-
mination. No significant differences between the anaclitic
and the introjective group were found in this respect. How-
ever, there were signs of more pronounced improvement in
the developmental level of representations of self and par-
ents in the anaclitic group. Contrary to previous studies,
there was no marked tendency for greater symptomatic im-
provement in the introjective group. These results must be
interpreted with caution given the study’s low statistical
power and other methodological limitations. The research
field still needs to develop and compare different methods
for measuring the balance/imbalance between relatedness
and self-definition. In clinical settings, monitoring the pa-
tient’s dynamic balance between relatedness and self-defi-
nition might enable the therapist to adjust the
psychotherapeutic technique to the anaclitic and introjec-
tive patients’ different needs and defenses. Furthermore, the
two-polarities model might enable the therapists to reflect
on the interpersonal dynamics during psychotherapy.
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