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ABSTRACT

Depressive disorders in adolescence pose unique chal-
lenges for assessment and treatment, particularly due to their
high comorbidity with various personality disorders. Moreover,
young depressed patients may elicit very intense and difficult-
to-manage emotional responses in therapists (in this context,
countertransference). This study aimed at empirically identi-
fying specific personality disorders (or subtypes) among ado-
lescents with depressive pathology and exploring distinct
countertransference patterns emerging in their psychotherapy.
100 adolescents (58 with depressive disorders; 42 with other
clinical conditions) were assessed by their respective clinicians
(n=100) using the psychodiagnostic chart-adolescent of the
Psychodynamic Diagnostic Manual (PDM)-Second Edition,
and the therapist response questionnaire for adolescents. Re-
sults showed that depressed adolescent patients exhibited
marked traits of four personality subtypes (i.e., depressive, anx-
ious-avoidant, narcissistic, and borderline) characterized by
different levels of mental functioning and personality organi-
zation. These subtypes were predictably related to specific cli-
nicians’ emotional responses, even when controlling for the
intensity of depressive symptomatology. Patients with depres-
sive or anxious-avoidant personality subtypes evoked more
positive countertransference responses, whereas patients with
narcissistic or borderline subtypes elicited strong and hard-to-
face emotional responses in therapists. Consistent with the next
edition of the PDM, the study emphasizes the importance of
comprehensive psychodynamic assessment in the developmen-
tal age, which frames depressive disorders in the context of ac-
curate emerging personality and mental functioning profiles.
This approach, which also relies heavily on the clinician’s sub-
jective experience in therapy, provides crucial information on
how to specifically tailor interventions that more effectively
meet the needs of adolescents with these heterogeneous and
complex clinical conditions.

Key words: depressive disorders, personality disorders, coun-
tertransference, adolescence, PDM.
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Introduction

Depressive disorders (DD) are a leading cause of illness and
disability in adolescence (World Health Organization, 2022). The
burden of these syndromes is a primary reason for concern (Na-
tional Institute for Health Care Excellence, 2019) with substantial
costs for societies and mental health services (Bodden et al.,
2018). In recent years, a relevant increase in the prevalence of de-
pressive pathologies and symptoms, also as a result of the
COVID-19 pandemic (Hawes et al., 2021), has been registered in
youths. These conditions are associated with poor psychosocial
outcomes (Clayborne ef al., 2019), high comorbidity rates with
other mental disorders (Alaie et al., 2021), and increased suicidal
risk (Moselli et al., 2023; Sekowski et al., 2022).

Despite this alarming evidence, depressive syndromes in ado-
lescence often go under-detected and under-treated, primarily due
to diagnostic shortcomings (Midgley et al., 2015; Mullen, 2018).
Indeed, both the Diagnostic and Statistical Manual of Mental Dis-
orders (DSM) (American Psychiatric Association, 2022) and the
International Classification of Diseases (ICD-11) (World Health
Organization, 2019) lack specific diagnostic criteria for DD in
youths, with the exception of irritable mood as an alternative or
additional symptom. Indeed, current diagnostic systems can do
better at capturing the nuanced psychopathological variants and
manifestations of depression in this developmental phase, posing
significant challenges for therapists.

The Psychodynamic Diagnostic Manual, Second Edition
(PDM-2) (Lingiardi & McWilliams, 2017) is the only nosography
system that includes a section fully dedicated to adolescence. In-
tegrating idiographic and nomothetic approaches, the PDM-2 pro-
vides a comprehensive description of all clinical conditions across
different life phases, using the patient’s subjective experience as
the main focus of the assessment. Each psychopathological syn-
drome is illustrated not only by referring to the presence of specific
diagnostic criteria but also by including the individual’s affective,
cognitive, somatic, and relational patterns, as well as taking into
account how these characteristics may vary depending on devel-
opmental stages. The diagnostic relevance of the subjective expe-
rience (or countertransference) of therapists treating clinical
syndromes is also emphasized. As such, the PDM system confronts
the more descriptive nature of the DSM and ICD systems.

In PDM-2, DD in adolescence are distinguished into two vari-
ants based on different developmental characteristics and trajec-
tories. Anaclitic depression involves excessive worries in
interpersonal relationships, including feelings of helplessness,
loneliness, emptiness, and chronic fears of being abandoned and
rejected, while introjective depression is characterized by intense
concerns about self-esteem and self-criticism, as well as feelings
of guilt or failure (Blatt, 2004; Van & Kool, 2018). Notably, young
patients with these distinct clinical presentations have unique re-
sponses to treatment, depending, at different levels of develop-
ment, on problems correlated with dependency or self-definition,
or both (Blatt, 2004; Rost et al., 2018).

Overall, the Manual stresses the relevance of understanding
the directly observable signs and symptoms of depressive
pathologies in adolescents by exploring the broader context of
mental functioning and emerging personality. Despite the sta-
bility of personality pathology in young populations remains a
contentious issue, the PDM grounds its diagnostic approach on
the basis of a large body of scientific studies suggesting that spe-
cific maladaptive features of personality may be clearly identi-
fied in this developmental stage (Chanen, 2022; Lingiardi &
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McWilliams, 2017; Westen et al., 2014). Evidence has indicated
that DD are strongly associated with personality disorders
(mostly, clusters B and C) in adolescence (Feenstra et al., 2011;
Gander et al., 2023; Ha et al., 2014; Rost et al., 2018; Westen et
al., 2014), and this comorbidity exerts a significant influence on
prognosis and treatment outcomes (Strandholm et al., 2014).
Notably, young depressed patients often receive a diagnosis of
borderline, dependent, avoidant, obsessive-compulsive, and de-
pressive personality disorders (Feenstra et al., 2011; Zanarini et
al., 2004). In addition, some studies showed that these patients
may typically deal with narcissistic issues exhibiting perfection-
istic traits, reflecting a faltering self-esteem and strong tenden-
cies toward self-criticism and devaluation (Freudenstein et al.,
2012). These studies point to the importance of personality func-
tioning in depressive conditions during adolescence; however,
a more systematic assessment of the personality pathology as-
sociated with such syndromes at this developmental stage has
not been thoroughly carried out, underscoring the need for fur-
ther investigation in this field.

A great number of empirical contributions has highlighted that
the therapeutic relationship provides meaningful information for
psychological assessment as well as predicts psychotherapy out-
comes (Norcross & Lambert, 2019). Notably, therapist’s emo-
tional responses to patients (in this context, countertransference)
serve as a valuable tool for better understanding their complex in-
trapsychic and interpersonal dynamics, especially in adolescent
treatment. Young people tend to elicit countertransference reac-
tions that are unique in terms of affective quality, intensity, and
difficulty to manage (Normandin et al., 2021). Very few studies
in the literature have focused on therapists’ responses to adoles-
cent patients with personality disorders or other clinical conditions
(Satir et al., 2009; Tanzilli & Gualco, 2020; Tanzilli ez al., 2020).
Therapists dealing with DD in adolescence may be at a loss be-
cause of the difficulty in properly identifying such conditions
(Midgley et al., 2015). Furthermore, the frequent co-occurrence
of emerging patterns in pathological personality may elicit intense
and not easily understandable emotional demands from therapists,
also due to the relational impact of suicidal ideation and behaviors
(Moselli et al., 2023). Overall, evidence has shown that the ther-
apists’ difficulty in correctly processing and managing their own
emotional responses to patients’ relational patterns may under-
mine the creation of a positive therapeutic alliance and a clear ori-
entation in the treatment of patients with personality disorders
both in adulthood and adolescence (Norcross & Lambert, 2019).
To our knowledge, only one study (Brasholen et al., 2022) has in-
vestigated the relationship between therapists’ reactions and ther-
apeutic alliance in the treatment of adolescents with DD. Findings
showed systematic associations between inadequate and disen-
gaged therapist responses and poor alliance, as well as between
confident and maternal responses and good quality of alliance;
however, no specific knowledge was found about how patients’
functioning impacts the interdependency between these dimen-
sions of the therapeutic relationship. As of yet, the effect of de-
pressive conditions and personality disorders on therapists’
reactions remains unclear.

Based on these premises, this study employs the multiaxial
assessment process of the PDM-2 to evaluate not only the de-
pressed young patients’ clinical syndromes but also their strict in-
terplay with their personality and mental functioning. This
approach seeks to provide a holistic understanding of the subjec-
tive experience of patients, beyond the sole focus on the disorder
itself and takes into great consideration the subjectivity of thera-
pists in their treatment (Lingiardi & McWilliams, 2017). Notably,
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the present research aimed at exploring: i) specific emerging per-
sonality disorders (or, in other terms, subtypes) among young pa-
tients with DD compared to those with other psychopathological
diagnoses. In line with the few empirical investigations in the field
(Feenstra et al., 2011; Gander ef al., 2023), it was expected that
these adolescents would show more pervasive and rigid charac-
teristics of depressive, borderline, dependent, and avoidant per-
sonality pathology; ii) the associations between patients’
personality subtypes and their overall mental functioning and per-
sonality organization. Consistent with some clinical and empirical
contributions (Kernberg, 1984; Westen et al., 2014), it was ex-
pected that more severe personality disorders would exhibit worse
levels of impairments in several psychological domains; iii) the
relationship between patients’ personality subtypes and therapists’
emotional responses, regardless of the effect of depressive symp-
toms. Overall, in line with the limited clinical and empirical liter-
ature (Normandin et al., 2021; Satir et al., 2009; Tanzilli et al.,
2020), it was expected that more severe personality disorders
would relate to intense, negative, and challenging-to-manage
countertransference patterns; furthermore, the intensity of depres-
sive pathology would influence this relationship.

Methods

Participant sampling

Clinicians were recruited via email from Italian psychother-
apy associations and institutions of the National Health System
in Rome, Milan, and Genoa. A first group of therapists was asked
to randomly select one of their adolescent patients according to
the following inclusion and exclusion criteria: i) age between 14
and 18 years; ii) diagnosis of persistent DD or major DD accord-
ing to the diagnostic criteria of DSM-5 (American Psychiatric As-
sociation, 2013), without any comorbidity with other
psychopathological syndromes; iii) absence of psychotic disor-
ders, bipolar disorders, or cognitive impairment; iv) not being on
pharmacological treatment; v) being on treatment for at least 2
months to one year. A second group of therapists were asked to
randomly choose an adolescent patient who had not been diag-
nosed with DD and was being treated for other clinical conditions
in the DSM-5. In order to avoid the therapist’s effects (i.e., con-
founded issues of countertransference in the event that several pa-
tients were nested within a single therapist), each clinician
provided data concerning only one patient. All therapists provided
written informed consent and were instructed to withhold any
identifying information about their patients. Therapists received
no remuneration for participating. Adolescent patients were not
involved in the research project. The study was approved by the
Research Ethics Committee of the Dynamic, Clinical Psychology,
and Health Studies, Faculty of Medicine and Psychology,
Sapienza University of Rome (Prot. n. 0000111 of 31/01/2022).

Therapists

The sample consisted of 100 clinicians, including 68 females
and 32 males. Their mean age was about 44 years [standard devi-
ation (SD)=7.35, range 30-63). All therapists were white. The
most prevalent therapeutic orientations were psychodynamic
(n=73) and cognitive-behavioral (n=27). The average clinical ex-
perience was 11.76 years (SD=5.97, range 3-35). Most of the cli-
nicians (85%) worked in private practices while the remaining
15% worked in public mental health institutions.
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Patients

The sample consisted of 100 adolescent patients, including
57 females and 43 males. The mean age was about 16 years
(SD=1.66, range 13—18). All patients were white. The average
length of their treatment was seven months (SD=2.88, range
2-12). A group of 58 adolescents were diagnosed with DD diag-
noses. The second group (n=42) presented different clinical con-
ditions (without DD). In particular, 11 had a panic disorder, 8 had
a generalized anxiety disorder, 8 had a feeding and eating disorder,
4 had a substance-related and addictive disorder, 4 had an oppo-
sitional defiant disorder, 3 had a conduct disorder, 2 had a post-
traumatic stress disorder, and 2 had a separation anxiety disorder.
All patients were selected by their therapists through a standard
clinical assessment based on DSM-5 diagnostic categories. The
two groups of adolescent patients (DD versus. no-DD) did not dif-
fer significantly in age: mean (M)pp yy,;=16.02, SD=1.73; My,.np
goup=13.93, SD=1.57; {98]=-.26, p=.793, Cohen’s d=.05. No sig-
nificant gender differences were also found between the two
groups: x*(1, 100)=.63, p=.43.

Measures
Clinical questionnaire

A clinician-report questionnaire was constructed to obtain
general information about the therapists, their adolescent patients,
and their psychotherapies. Clinicians provided their demographic
and professional data (such as their theoretical orientation and
years of experience). They also furnished demographic data and
diagnoses on their patients and other information about therapies,
including length of treatment.

Psychodiagnostic chart-adolescent

The psychodiagnostic chart-adolescent (PDC-A) (Malberg et
al.,2017) is a clinician-report instrument developed to guide ther-
apists in the PDM-2 assessment process of adolescents patients.
PDC-A is composed of 5 sections. Section I: mental functioning
(MA axis), which assesses on a scale from 1 (severe deficits or
impairments) to 5 (healthy) 12 mental capacities grouped into four
super-ordinated domains: 1) cognitive and affective processes (ca-
pacity for regulation, attention, and learning; capacity for affective
range, communication, and understanding; and capacity for men-
talization and reflective functioning); ii) identity and relationships
(capacity for differentiation and integration [identity], capacity for
relationships and intimacy, and capacity for self-esteem regulation
and quality of internal experience); iii) defense and coping (ca-
pacity for impulse control and regulation; capacity for defensive
functioning; and capacity for adaptation, resiliency, and strength);
iv) self-awareness and self-direction [self-observing capacities
(psychological mindedness); capacity to construct and use internal
standards and ideals; and capacity for meaning and purpose]. The
sum of these scores provides a global index that differentiates be-
tween healthy, neurotic, borderline, and psychotic levels of func-
tioning. Section II: level of personality organization (PA axis),
which evaluates the level of patients’ impairment in the following
domains: identity, object relations, level of defenses, and reality
testing. It provides an overall score of personality organization:
“normal” (healthy), mildly dysfunctional (neurotic), dysfunctional
(borderline), or severely dysfunctional (psychotic). Section III:
emerging adolescent personality styles and syndromes (PA axis),
which evaluates on a rating scale ranging from 1 (severe) to 5
(high functioning) the personality styles/syndromes shown by the
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patient. Section IV: symptom patterns (SA axis), which assesses
the symptomatologic patterns experienced by the patients. DSM
and ICD codes can also be indicated where applicable. Lastly,
Section V: cultural, contextual, and other relevant considerations,
which allows clinicians to indicate further information that may
be relevant to the clinical assessment.

Therapist response questionnaire for adolescents

The therapist response questionnaire for adolescents (TRQ-
A) (Satir et al., 2009; Tanzilli et al., 2020) is a clinician-report
instrument that measures a wide spectrum of thoughts, feelings,
and behaviors experienced by therapists toward their adolescent
patients. It consists of 86 items that are written in jargon-free
language and are easily understandable by clinicians of different
theoretical orientations. They are assessed on a 7-point Likert
scale ranging from 1 (not true) to 7 (very true). The present study
used the well-validated Italian version of the instrument (Tanzilli
et al., 2020) which consists of six countertransference patterns:
1) warm/attuned, which refers to an experience of close connec-
tion, trust, and collaboration with the young patient (e.g., “I have
warm, almost parental feelings toward him/her”; “I feel like I
understand him/her”); ii) angry/criticized, which describes feel-
ings of anger, hostility, and irritation, as well as a sense of being
dismissed and devaluated by the patient (e.g., “I get enraged at
him/her”; “I feel criticized by him/her”); iii) disorganized/fright-
ened, which indicates feelings of being overwhelmed by the pa-
tient’s emotions and needs, and an intense sense of anxiety and
dread toward the patient (e.g., “I feel I am ‘walking on eggshells’
around him/her, afraid that if [ say the wrong thing s/he will ex-
plode, fall apart, or walk out”; “I feel anxious working with
him/her”); iv) overinvolved/worried, which describes excessive
engagement in the therapeutic relationship, including difficulties
maintaining setting, and feelings of being critical of the patient’s
parents (e.g., “I worry about him/her after sessions more than
other patients”; I talk about him/her with my spouse or signif-
icant other more than my other patients™); v) disengaged/hope-
less, which describes a strong sense of frustration, inadequacy,
and impotence, as well as feelings of boredom and withdrawal
(e.g., “I feel hopeless working with him/her”; “I don’t feel fully
engaged in sessions with him/her”); vi) sexualized, which indi-
cates sexual tensions in the therapeutic relationship with the pa-
tient (e.g., “I feel sexual tension in the room”; “His/her sexual
feelings toward me make me anxious or uncomfortable”).
Good/excellent internal consistency (Streiner, 2003) was demon-
strated by all the TRQ-A scales: warm/attuned (0=.86);
angry/criticized (0=.88), disorganized/frightened (o= .87), over-
involved/worried (0=.74), disengaged/hopeless (0=.74), and
sexualized (0=.70).

Procedure

After providing their informed consent, therapists were asked
to select only one adolescent patient in their care according to the
inclusion/exclusion criteria described above and to evaluate their
emotional responses to this patient using the TRQ-A. The length
of the therapy at the time of TRQ-A completion was on average
seven months (SD=2.88, range 2-12). Between 1 and 3 weeks
later, they provided a comprehensive psychodynamic assessment
of the adolescent patient designed using the PDC-A of the PDM-
2. This interval was necessary because the TRQ-A and the PDC-
A require different completion times. While the TRQ-A is more
clinician-friendly and can be filled out immediately after the ses-
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sion with the patient, the PDC-A involves more commitment on
the part of the clinician. Moreover, this temporal separation allows
to mitigate potential timing or halo biases (i.e., whereby clinicians’
ratings of their own emotional responses could affect their con-
current evaluations of adolescent patients’ functioning). In partic-
ular, this procedure reduces the respondent’s (i.e., the therapist)
ability and/or motivation to remember and use the information
provided in the previous assessment to fill in any gaps, infer miss-
ing details, and/or provide the same information in the next as-
sessment (Podsakoft ez al., 2012).

Statistical analyses

Statistical analyses were performed using SPSS 27 for Win-
dows (IBM, Armonk, NY). A multivariate analysis of variance
was conducted to identify differences in emerging personality
styles and syndromes (in this context, subtypes) between adoles-
cent patients with a DD diagnosis (DD group) and those with
other psychiatric diagnoses (No-DD group) assessed with the
PDC-A of PDM-2. To examine the relationship between specific
personality subtypes identified in the DD patient group, overall
mental functioning (assessed with the MA axis of the PDC-A),
and level of personality organization (assessed with the PA axis
of the PDC-A), point biserial correlations were performed, taking
into account all the personality subtypes, the global index of men-
tal functioning (considered as a dichotomous variable, as the pa-
tient sample included only the neurotic and borderline levels) and
overall level of personality organization (considered as a dichoto-
mous variable, since again the patient sample included only the
neurotic and borderline levels). Finally, partial correlations were
performed to investigate the associations between the personality
subtypes of the DD patient group and their therapists’ emotional
responses (assessed with the TRQ-A), controlling for the intensity
of depressive symptomatology (assessed with the SA axis of the
PDC-A).

Results

Personality subtypes in adolescent patients with
depressive disorders

The first aim of the present study was to identify specific per-
sonality disorders (or subtypes) in a group of depressed adolescent
patients with respect to adolescents diagnosed with other clinical
conditions. The results depicted in Table 1 revealed significant
differences between groups in 4 emerging personality styles and
syndromes included in the PA Axis of the PDC-A, Wilks’s £=.45,
F(10, 89)=10.98, p<.001, n=.55, Cohen’s d=1.98.

In particular, compared with those with different conditions,
young, depressed patients showed significantly more severe traits
of the depressive, anxious-avoidant, borderline and narcissistic
personality subtypes.

Personality subtypes in adolescent patients with
depressive disorders, their mental functioning,
and personality organization

The second aim of the study was to explore the relationship
between personality subtypes, mental functioning, and personality
organization in the group of depressed adolescent patients. Table
2 depicts the picture of point biserial correlations. Depressive and
anxious-avoidant personality subtypes were significantly related
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to neurotic levels of both mental functioning and personality or-
ganization. Conversely, narcissistic and borderline personality
subtypes were significantly associated with borderline levels of
mental functioning and overall personality organization.

Personality subtypes in adolescent patients with
depressive disorders and therapists’ emotional
responses

The third aim of the study was to investigate the relationship
between personality subtypes in the group of depressed adoles-
cent patients and emotional responses evoked in their clinicians
during the treatment, controlling for the intensity of depressive
symptomatology.

As illustrated in Table 3, the depressive and anxious-
avoidant personality subtypes showed significant positive cor-
relations with the warm/attuned countertransference patterns,
and negative correlations with the angry/criticized, disorgan-
ized/frightening, and sexualized therapist responses. Conversely,
the narcissistic personality subtype was positively associated

Article

with the disengaged/hopeless therapist responses and negatively
with the warm/attuned and overinvolved/worried countertrans-
ference patterns. The borderline personality subtype showed sig-
nificant positive correlations with the disorganized/frightening,
angry/criticized, overinvolved/worried, and sexualized counter-
transference patterns, and negative correlations with the
warm/attuned therapist response.

Discussion

The present study aimed to investigate the presence of per-
sonality subtypes in adolescent patients with DD according to
the PDM-2 theoretical-clinical framework. Consistent with pre-
vious research (Feenstra et al., 2011; Gander et al., 2023), this
investigation seems to confirm our first hypothesis, empirically
supporting the great complexity in personality functioning of
patients within this specific diagnostic grouping. Notably, in line
with some investigations conducted on both adult and youth
populations (Friborg ef al., 2014; Huprich et al., 2014, Rost et

Table 1. Differences between adolescent patients with and without depressive disorders on emerging personality styles and syndromes
of the axis of emerging adolescent personality styles/syndromes in adolescence of the Psychodiagnotic Chart-Adolescent (n=100).

Emerging personality styles and
syndromes (PA axis of PDC-A)*

DD group
(n=58)

No-DD group
(n=42)

F(1, 98)

M SD

Internalizing spectrum

M SD

Depressive 2.82 1.76 1.26 .80 28.64%** 23

Anxious-avoidant 2.47 1.65 1.31 78 17.78%** 15

Schizoid 1.19 .55 1.45 1.04 2.69 .03
Externalizing spectrum

Antisocial-psychopathic 1.74 1.22 2.05 1.31 1.44 .02

Narcissistic 2.02 1.42 1.31 5 8.67%* .08

Paranoid 1.55 .96 1.88 1.33 2.07 .02
Borderline-dysregulated spectrum

Impulsive-histrionic 1.41 .84 1.76 1.46 2.27 .02

Borderline 1.98 1.52 1.31 .81 6.85%%* .07

Dependent-victimized 1.45 .90 1.70 1.26 1.36 .01
Character style

Obsessive 1.38 .67 1.50 97 .54 .01

#To facilitate the interpretation of the results, the Likert scale scores of the PA axis of the PDC-A were reversed; thus, the higher the mean scores, the more severe the disorder;
ek -k

p<.01; ***p<.001.
M, mean; SD, standard deviation; DD group, group of adolescent patients with depressive disorders; no-DD group, group of adolescent patients with other clinical conditions
(except depressive disorders); PDC-A, psychodiagnostic chart-adolescent. PA axis, axis of emerging adolescent personality styles/syndromes in adolescence.

Table 2. Point-biserial correlations between personality subtypes of adolescent patients with depressive disorders and other dimensions
of psychological functioning of the axis of mental functioning in adolescence and the axis of emerging adolescent personality styles/syn-
dromes in adolescence of the Psychodiagnotic Chart-Adolescent (n=58).

Emerging personality subtypes of DD group

Global index of mental functioning®
(MA axis of PDC-A)

Overall level of personality organization$
(PA axis of PDC-A)

(PA Axis of PDC-A)*

Internalizing spectrum
Depressive 50%H* STHEE
Anxious-avoidant 29% ATHE*

Externalizing spectrum

Narcissistic - 40%* - 44
Borderline-dysregulated spectrum
Borderline - 5Q%** -.69%**

DD group, group of adolescent patients with depressive disorders; PDC-A, psychodiagnostic chart-adolescent; MA axis, axis of mental functioning in adolescence; PA axis,
axis of emerging adolescent personality styles/syndromes in adolescence. #To facilitate the interpretation of the results, the Likert scale scores of the PA axis of the PDC-A
were reversed; thus, the higher the scores, the more severe the emerging personality disorder; Sthe global index of mental functioning and the overall level of personality or-
ganization were coded as dichotomous variables: neurotic=1, borderline=0; *p<.05; **p<.01; ***p<.001.The table lists point-biserial r,;, values, 2-tailed.
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Table 3. Partial correlations between personality subtypes of adolescent patients with depressive disorders and the therapist response
questionnaire for adolescents scales, controlling for symptoms intensity of the axis of symptom patterns in adolescence of the Psy-

chodiagnotic Chart-Adolescent (n=58).

Emerging personality subtypes Warm/ Angry/ Disorganized/ Overinvolved/ Disengaged/  Sexualized
of DD group (PA Axis of PDC-A)*  attuned criticized frightened worried hopeless
M (SD) 3.21(.78) 2.93 (91) 2.19(.86) 2.85(.84) 2.68 (.80) 1.61 (.63)
Internalizing spectrum

Depressive A9FFEH =S - QTR .26 -.19 -28%

Anxious-avoidant 33% - 49xHHE - 46%HE .08 18 -.30*
Externalizing spectrum

Narcissistic - 45FHHE 26 -.02 -30% 36% .10
Borderline-dysregulated spectrum

Borderline -.38%* SYEE 7 32% .01 38%*

DD group, group of adolescent patients with depressive disorders; PDC-A, psychodiagnostic chart-adolescent; PA axis, axis of emerging adolescent personality styles/syn-
dromes in adolescence; SA axis, symptom patterns in adolescence; M, mean; SD, standard deviation. “To facilitate the interpretation of the results, the Likert scale scores
of the PA and SA axes of the PDC-A were reversed. Thus, in the PA axis, the higher the scores, the more severe the emerging personality disorder, while in the SA axis, the
higher the scores, the more intense the depressive symptom experience; *p<.05; **p<.01; ***p<.001. The table lists Pearson’s r values, 2-tailed.

al.,2018; Westen et al., 2014), young depressed patients (com-
pared with those with other clinical conditions) exhibited more
maladaptive and clinically relevant traits of the emerging disor-
ders of depressive, anxious-avoidant, narcissistic and borderline
personality (Table 1).

According to the PDM-2 diagnostic approach, personality is
viewed as the context of psychopathology, especially in adoles-
cence (Lingiardi & McWilliams, 2017). In this perspective, young
depressed patients with a depressive personality subtype might
experience depressive symptoms primarily driven by underlying
feelings of guilt and self-criticism, often associated with exces-
sively high or unrealistic standards (Blatt, 2004). On the other
hand, depressive pathology in adolescent patients with an anx-
ious-avoidant subtype might be associated with their low sense
of agency and high inadequacy, “free-floating” anxiety, and inter-
personal sensitivity, often leading to relevant difficulties in estab-
lishing healthy relationships and participating in social contexts
(Huprich et al., 2014; Westen et al., 2014). In such vein, with-
drawal problems typically connected to depressive themes in
young people could also be viewed as a consequence of feelings
of anguish, embarrassment, and distress in social situations, stem-
ming from an intense fear of judgment and rejection of avoidant
personalities (Lampe & Mahli, 2018).

The emerging narcissistic personality syndrome of PDM-2
describes adolescents characterized by grandiosity, need for ad-
miration, hypersensitivity to criticism, along with a “shaky” self-
esteem related to an underlying sense of inner emptiness and
meaninglessness (Ogrodniczuk & Kealy, 2013; Westen et al.,
2014). In adolescent patients with this personality subtype, de-
pressive symptoms might reflect their inner experience charac-
terized by a strong sense of failure and a deep vulnerability to
shame and humiliation (Cheek et al., 2018). These young people
constantly strive for perfection and accomplishments and are
plagued by oscillations between feelings of superiority and tri-
umph over the other and a sense of worthlessness and inferiority,
suicidal ideation, and even conducts which characterize the “in-
trojective” depression of Blatt (2004) (Lingiardi & McWilliams,
2017; Williams et al., 2021). Lastly, adolescents with an emerg-
ing borderline personality syndrome are mainly characterized
by a pervasive sense of identity diffusion, primitive defense
mechanisms, affective instability and impulsivity, often leading
them to act self-harming behaviors or suicide attempts, as well
as chaotic interpersonal relationships, which originate from the
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conflict between an intense desire for dependence and an equally
deep fear of abandonment (Kernberg, 1967). In this patients’
subtype, depressive symptoms might be strongly intertwined
with marked dysphoric and labile affective tone, often connected
to devalued, unworthy, or worthless representations of the self
and of the object (Kernberg, 1967, 1984; Rost et al., 2018),
and/or represent the outcome of horrific anxieties related to real
or perceived separations, bereavements, and neglect (Gunderson
et al., 2014). Notably, these dynamics appear to be in line with
the concept of “borderline depression” (Westen et al., 1992), and
are partially overlap with the “anaclitic” depression (Blatt, 2004;
Lingiardi & McWilliams, 2017).

The second objective of this study was to examine the rela-
tionship between personality subtypes of depressed adolescent pa-
tients and their levels of mental functioning and personality
organization. Looking more in detail at the correlation picture in
Table 2, it is possible to highlight that adolescents exhibiting de-
pressive and anxious-avoidant subtypes showed some difficulties
in limited domains of mental functioning and a more typical neu-
rotic personality organization (Kernberg, 1984). Overall, they ex-
hibited relatively stable experiences of self and others, a fairly
adequate capacity for close relationships, tendentially neurotic de-
fense mechanisms, and a preserved reality testing; however, some
problems with self-esteem and/or self-criticism, difficulty in men-
talized affectivity, and sexual and aggressive inhibitions related
to depressive symptoms bring the attention of mental health pro-
fessionals and begin the focus of their interventions (Di Giuseppe
et al., 2019; Liotti et al., 2023; Rost et al., 2018). Conversely, in
line with clinical literature (Kernberg, 1967; Kernberg et al.,
2000), adolescent patients with narcissistic and borderline person-
ality subtypes presented with a borderline level of mental func-
tioning and personality organization, with greater difficulties in
several intrapsychic and interpersonal areas.

The severe deficits in mentalization and emotional regulation,
the capacity to explore one’s inner world, more primitive defen-
sive processes, and the difficulty in establishing healthy intimate
relationships (i.e., some of the mental capacities assessed in the
MA Axis of the PDC-A) that characterize these personality sub-
types contribute to shaping a more severe subjective experience
of depressive pathology in these adolescents. To our knowledge,
this is the first empirical validation of Kernberg’s (1967) system
for identifying personality pathology in adolescents — that is, that
a borderline level of mental functioning associates with borderline
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and/or narcissistic personality types and that a neurotic level of
mental functioning associates with depressive and anxious
avoidant subtypes. This organization of psychopathology was re-
cently adapted in a developmental framework to explain how per-
sonality pathology in adolescence indicates a higher level of
general psychopathology between neurotic and psychotic disor-
ders (Sharp et al., 2022; Sharp & Wall, 2018, 2021), thereby priv-
ileging intrapsychic and interpersonal areas of functioning for the
diagnosis of personality disorder. These ideas are consistent with
new dimensional models of psychopathology as represented in
the alternative model of personality disorder (American Psychi-
atric Association, 2013) and the ICD-11 (World Health Organi-
zation, 2019). In addition, evidence has supported the fact that
both mental functioning and personality organization significantly
impact treatment outcomes (Koelen et al., 2012); therefore, these
results confirm that making an accurate assessment that takes into
account these domains is critical to obtaining insightful informa-
tion regarding treatment planning of depressed adolescents.

The third aim of this study was to evaluate the specific asso-
ciations between personality subtypes of patients with DD and
their therapists’ emotional responses, considering the impact of
the intensity of depressive symptoms. Despite the paucity of clin-
ical and empirical contributions in adolescence (Normandin et al.,
2021; Tanzilli et al., 2020), results seem to partially confirm our
hypotheses, showing that each personality subtype in depressed
adolescents is significantly related to distinct countertransference
patterns in a clinically meaningful way, regardless of the symptom
effect (Table 3). In particular, adolescent patients who presented
with depressive and anxious-avoidant personality subtypes
evoked less negative emotional reactions of anger, irritation, con-
fusion, fear, or sexual tension in therapists; in general, they tended
to elicit warm feelings and better emotional attunement in clini-
cians, which are crucial to developing an effective collaboration
in psychotherapy (Tanzilli et al., 2020). Evidence showed that
positive countertransference plays an important role in strength-
ening a powerful alliance that is able to contribute to the success
of treatment (Bresholen et al., 2022). Moreover, fostering a col-
laborative and trustful relationship with these patients is associated
with a reduction in depressive symptomatology (Cirasola ef al.,
2021). Notably, clinicians treating adolescents with depressive
subtype may feel particularly attuned to them and assume a
parental-protective attitude towards their patients. Overall, these
countertransference reactions could reflect the therapists’ desire
to repair some deficiency or failure in these adolescents’ relation-
ships with parents or significant others, and/or to reassure and pro-
tect their patients from their pervasive fear of disapproval or
non-appreciation (Hennissen et al., 2019; Rost et al., 2018;
Tanzilli et al., 2018).

This research found that depressed adolescent patients with a
narcissistic personality subtype tended to evoke reactions of crit-
icism, annoyance, and disengagement in their therapists (Table
3). Consistent with the clinical and research literature (Gabbard,
2009; Tanzilli & Gualco, 2020), clinicians reported feeling unap-
preciated, devalued, frustrated, and ineffective with these patients.
Clinicians also felt a great lack of connection and trust, which fu-
eled their defensive withdrawal from the therapeutic relationship.
These countertransference reactions seem to shed light on the se-
vere difficulties of these patients in building intimate and recip-
rocal relationships with other people, which are re-actualized
within the therapeutic relationship (Gabbard, 2009). These inter-
personal problems are strongly related to these adolescents’
grandiose fantasies and a pervasive need to be admired, which
lead them to deny feelings of vulnerability and inadequacy (e.g.,
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insecurity, hypersensitivity to criticism) connected to low self-es-
teem (Ogrodniczuk & Kealy, 2013; Tanzilli et al., 2021), as well
as of the need for relatedness and dependence on others (Rost et
al., 2018). In the treatment, they feel exposed to the clinician’s
scrutiny, which can make them feel small, dependent, and humil-
iated (Kernberg et al., 2000), and may tend to use suicidal ideation
and behaviors to exert their power over the therapeutic relation-
ship (Tanzilli et al., 2021; Williams et al., 2021). Overall, de-
pressed patients with marked narcissistic characteristics have
more trouble fully engaging in the therapeutic process; therefore,
they tend to have more difficulties in benefiting from therapeutic
interventions (Gabbard, 2009), frequently cause impasses or al-
liance breakdowns (Ronningstam, 2019), and, more generally,
show high levels of abandonment (Lamkin, 2018).

Finally, consistent with clinical and empirical literature (Hen-
nissen et al., 2019; Normandin ef al., 2021; Tanzilli et al., 2020),
patients presenting with borderline personality disorder and co-
morbid depression elicited heterogeneous emotional therapist re-
sponses characterized by rage, disorganization, dread, anxiety,
concern, and sexual tension. These adolescents show peculiar fea-
tures if compared to those who do not exhibit these personality
traits, primarily with respect to the phenomenology of their inner
experiences (Moselli et al., 2021). They seem to struggle signifi-
cantly with the integration of highly polarized aspects of them-
selves and others (including the clinician), with whom they
establish relationships characterized by marked ambivalence and
instability. In these patients, depressive symptoms were found to
be significantly associated with “anaclitic neediness” i.e., fear of
abandonment and rejection, feelings of helplessness, hypertrophic
desire for affection and protection, and difficulty tolerating frus-
tration. Furthermore, borderline personality characteristics are
known to heighten the frequency and lethality of suicidality
among individuals with depression (Hatkevich et al., 2019;
Sekowski et al., 2022). These distinctive dynamics are challeng-
ing to manage and treat in therapy, “pulling” clinicians to experi-
ence painful feelings of helplessness, worry, or confusion, and
hindering the building of a good alliance (Bresholen ez al., 2022).

Evidence has suggested a reciprocal influence between the
therapeutic alliance and therapists’ emotional reactions to both
adult and adolescent patients (Norcross & Lambert, 2019). Over-
all, building a positive therapeutic alliance is particularly chal-
lenging when working with adolescents (Cirasola & Midgley,
2023), especially those with greater impairments in personality
functioning and symptom severity. At the same time, therapists
working with severe adolescent patients tend to experience par-
ticularly intense and negative countertransference reactions (Satir
et al., 2009; Tanzilli et al., 2020). These two relational dimensions
(alliance and countertransference) are separated but strongly in-
terconnected to affective, cognitive, motivational, interpersonal
and behavioral processes that are functionally interrelated in pa-
tients’ emerging personality styles/syndromes and symptom pat-
terns (Brasholen et al., 2022; Satir et al., 2009; Tanzilli & Gualco,
2020). Therefore, the present study, which is strongly based on
the theoretical-clinical framework of PDM, may be useful in shed-
ding light on potential challenges in the process of developing the
therapeutic alliance, as well as on the management of emotional
reactions in adolescent patients, which may, in turn, be markers
of alliance ruptures (Safran & Kraus, 2014). Indeed, our findings
seem to support research that highlights the need for the therapist
to be more attuned to the young patient’s subjective experience
(a crucial element in the PDM perspective) in order to facilitate
the processes of alliance development, maintenance, and repair
(Binder et al., 2008). Failure to acknowledge the adolescent pa-
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tient’s experience is one of the elements that cause serious mo-
ments of alliance breakdown in therapy (Moran ef al., 2019).

This research presents some limitations that should be ad-
dressed. Firstly, our study considered only the therapist’s per-
spective. Despite the relevance of the clinician’s perspective in
the research design examining the relationship between patients’
diagnostic characteristics and relational components in adoles-
cent psychotherapy, the exclusive use of the therapist’s clinical
judgment may raise potential biases. To overcome this limita-
tion, future research should include measures assessed by the
patient or an outside perspective (e.g., a supervisor or external
observer). Secondly, the research design did not include an as-
sessment of process or outcome variables of psychotherapies.
Therefore, there is no data on the impact of specific interventions
on patient functioning during treatment, nor information on ef-
ficacy/effectiveness. Further studies (especially longitudinal)
will be able to monitor these aspects associated with treatment
progress and assess changes in countertransference patterns over
the psychotherapy process. In acknowledgment of the dynamic
nature of countertransference, it would be crucial to assess vari-
ations in clinicians’ emotional responses to their youth patients
over time. These could be precipitated by a multitude of factors,
including the progression of therapy, specific occurrences within
the therapeutic dyad, alterations in the patient’s psychopatho-
logical manifestations, and transitions through specific devel-
opmental substages (e.g., middle to late adolescence). Indeed,
as highlighted by the PDM, each substage of adolescence is
characterized by specific processes and achievements [e.g., re-
garding attachment representations, the capacity for (epistemic)
trust and intimacy, the ability to handle conflicts or internal and
external sources of stress through more adaptive defensive func-
tioning, or the need to test boundaries or violate norms as a
means to assert autonomy (Lingiardi & McWilliams, in press)],
which may significantly influence therapists’ reactions, each
posing unique challenges. Understanding these dynamics in a
more sophisticated way, particularly through a longitudinal lens,
will enable clinicians to adopt more flexible and responsive
strategies during their therapeutic work with adolescents.

The present study explored the association between patients’
personality subtypes and therapists” emotional responses, net of
the effect of depressive symptoms; however, it is essential to rec-
ognize that other variables could further influence this relation-
ship. Therefore, future empirical investigations should consider
the role of specific dimensions of young patients’ functioning,
such as those mentioned above (in particular, attachment, epis-
temic trust, but also defense mechanisms, etc.), of their therapists
(e.g., personality, attachment, defensive functioning, efc.), and of
the patient-therapist relationship (especially, as already pointed
out, the quality of the alliance, with its ruptures and repairs), to
obtain a more complete view of all the elements useful for the di-
agnostic and therapeutic process.

In addition, in the present research, all therapists and patients
were white. This (random) sample composition limited the pos-
sibility of exploring the effect of cultural differences on counter-
transference dynamics. It is crucial to recognize that these
differences can influence the therapeutic relationship, underscor-
ing the importance for clinicians to show greater sensitivity to so-
ciocultural issues (Tummala-Narra, 2014; Ryan et al., 2023),
which are pivotal in the identity formation process of adolescents
(Lingiardi & McWilliams, in press).

Finally, the sample size was not very large; thus, the general-
izability of our findings is limited, warranting the need for further
investigations. Despite these limitations, to our knowledge, this
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is the first study that aims to explore personality subtypes in ado-
lescents with DD and their associations with other clinically rel-
evant dimensions, contributing new insights to the existing
literature in this field.

Overall, the present study seems to suggest that it is not clin-
ically useful to think of the diagnosis of depression as a unique
clinical entity, especially in adolescence. In order to promote a
better understanding of the adolescent experience of these disor-
ders and formulate a good diagnosis in the service of treatment, it
seems crucial to integrate the more objective (descriptive) side of
the adolescent’s psychopathological assessment with a fine-tuned
understanding of his or her core dynamic personality and rela-
tional characteristics, which are evident in the therapeutic rela-
tionship and have a major impact on the effectiveness of
psychotherapies. It cannot be underestimated that therapists’ emo-
tional responses to adolescents diagnosed with DD seem to be
fundamentally determined by the patients’ specific emerging per-
sonality patterns. Given the relevance of the therapist’s emotional
response to the patient for the creation of a solid therapeutic al-
liance and positive development of the clinical process, this re-
search points out how relevant it is for the therapist to monitor his
or her own emotional responses to the patient in order to aptly de-
vise a strategy of psychotherapeutic treatment, independent of the
diagnosis of depression. Future research may corroborate these
findings on a larger adolescent population with the application of
mediation or moderation models.

Conclusions

The present study identified 4 distinct personality subtypes
among adolescents with DD, underscoring the importance of ac-
knowledging the complexity and heterogeneity in personality
functioning within this diagnostic category (Herman et al., 2007;
Loades et al., 2022). According to the next edition of PDM-3 (Lin-
giardi & McWilliams, in press), this research supports the clinical
utility of accurate diagnostic evaluation that provides valuable in-
formation about how depressive symptomatology is “nested” in
distinct emerging personality syndromes related to specific levels
of mental functioning and personality organization in adolescence.
It also emphasizes the importance of adequate treatment strategies
of constant examination and monitoring of countertransference
reactions toward young patients as a meaningful source of knowl-
edge about their essential psychological and interpersonal char-
acteristics (Tanzilli ez al., 2020).

PDM-3 emphasizes the relevance of a more comprehensive
and global assessment of depressed adolescents to gain insights
into the different ways in which adolescents with different per-
sonality pathologies and mental capacities perceive and navigate
their subjective experiences of depression. A better understand-
ing of the unique and specific dynamics of the young patient is
essential for formulating “sensible” diagnoses and planning
more effective and individualized treatment in this developmen-
tal stage.
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