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Interpersonal Reconstructive Therapy (IRT) systematically uses a variety of
known therapy principles and techniques. Its unique, individualized case
formulation method makes it broadly applicable on a continuum ranging
from adjustment disorders to quite severely disturbed individuals with
highly comorbid conditions. IRT was developed at the more pathological
end of that continuum within a referral practice for psychiatric inpatients
who have had an average lifetime number of about five prior hospitaliza-
tions, usually for suicidality. In the opinion of referring physicians, these
patients had complicated combinations of disorders that had not re-
sponded well to either medications or standard psychosocial interventions.
Typically, the reason for looking for an alternative or supplementary treat-
ment was expressed as something like this: “Axis II involvement is sus-
pected.” Research literature is consistent with that reasoning, because Axis
I disorders (e.g., depression or anxiety) that are comorbid with personality
disorders are likely to be more severe and longer lasting (Shea, 1993). Be-
cause I have specialized in diagnosis and treatment of personality disorder
(Benjamin, 1996a), referrals were supported by the hope that consultation,
perhaps followed by treatment with focus on personality, could help these
individuals with difficult-to-treat combinations of disorders become more
amenable to standard interventions. The treatment challenge inherent in
these referrals of complex cases led me, like many others, to draw intu-
itively on therapy interventions from a variety of theoretical approaches.
That type of therapy is usually called “eclectic.” Like many teachers, I tried
to think about why I would choose any particular approach at any given
time so that I could provide clear explanations that would help trainees be-
come effective without leaving them to “reinvent the wheel.” And like
most researchers, I also tried to “operationalize” the procedures by being
concrete in statements about what to do, when, and why. This book is the
result of those efforts to codify and integrate wisdom extant in the litera-
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ture and practice worlds in order to address the needs of patients for
whom standard approaches had not sufficed.

IRT’s case formulation method details what must be targeted in treat-
ment for each individual patient, and the treatment model consistently
draws on it to help clinicians choose optimal interventions. In its formal-
ized eclecticism, IRT draws most heavily on psychodynamic, cognitive-
behavioral, interpersonal, and client-centered approaches. But others can
be used too, so long as they are consistent with the case formulation.

IRT treatment for hospitalized individuals with complex presentations
of multiple disorders begins more intensively than would a typical outpa-
tient IRT treatment with simpler cases. IRT for the inpatients in our re-
search protocol begins with a 90-minute intensive case conference with me,
followed by a brief inpatient treatment with an IRT trainee that seeks to
consolidate patient understanding of the case formulation. Depending on
patient and provider preferences, research patients enter a long-term IRT
outpatient treatment with an IRT trainee for as much as 2 years, and in
some cases even longer.

In an ordinary outpatient clinical practice, IRT clinicians develop the
case formulation over several sessions rather than all at once, as in the
“marathon” inpatient consultation. Length of outpatient treatment is
highly variable. For some standard outpatients with adherent IRT thera-
pists, resolution is reached in a few months. For others, the work can be
multiyear, as is often the case with approaches that seek to reconstruct per-
sonality in ways that lead to permanent rather than temporary symptom
relief.

Consistent appeal to the case formulation is what most distinguishes
adherent IRT from other eclectic approaches. The basic idea is that prob-
lem behaviors and their associated symptoms represent attachment gone
awry. Here are the assumptions required to view Axis I and II disorders in
terms of attachment. The first assumption is that imitation is an under-
acknowledged, but essentially ubiquitous, determinant of human behavior.
It typically appears in one or more of three forms, called copy processes: be
like him or her, act as if he or she is still there and in control, treat yourself
as you have been treated. The copy process links between earlier and later
interactive patterns almost always reflect well-validated predictive princi-
ples from Structural Analysis of Social Behavior (SASB; Benjamin, 1978,
1987, 1996a).

The second assumption is that attachment is an extremely powerful
determinant of human behavior. A wish to gain or maintain the affirma-
tion and love from caregivers or other loved ones, which we refer to as Im-
portant Persons and their Internalized Representations (IPIRs), inspires
loyalty and adherence to their rules and values, even if the rules are unfa-
vorable to the individual. The incorporation of experienced rules and val-
ues is directly observable with children in relation to their caregivers and
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other important people, such as a particular sibling. The impact can last
through a lifetime in the form of an “internal” relationship with the mem-
ories of those important people (“internal working models,” according to
Bowlby, 1977). The loyalty to the rules and values of IPIRs comprises the
so-called Gift of Love, and if it supports maladaptive patterns, affects, and
cognitions, the gifts represent love gone awry. If a patient was abused by a
loved one, he or she is likely to abuse others (and/or him- or herself) as a
way of showing loyalty to the perspective of the IPIR. Agreeing with the
loved one brings “psychic proximity.” Examples are “I deserve to be
abused,” or “See, I treat my children as you treated me because I know you
were right and I want to be like you.” The hope is that joining him or her
or them in this way might bring love and affection from the IPIR. This type
of bondage explains why copy processes persist even if they appear to be
maladaptive to objective observers. They are necessarily the ultimate target
of IRT treatments.

The third assumption, also manifest in cognitive-behavioral therapy
(CBT), is that affect, behavior, and cognition evolved in parallel and sup-
port one another. For example, CBT holds that if you change cognitions,
you change associated behaviors and affects. Less often explicit in CBT is
the idea that such parallelism actually holds for all combinations of affect,
behavior, and cognition. For example, if you alter affect using medications
(antidepressants, anxiolytics), then corresponding behavioral and cognitive
changes appear too. This parallelism assumption is vital for linking person-
ality patterns on Axis II to clinical syndromes on Axis I. It explains why a
psychosocial treatment that addresses personality disorder also addresses
symptoms from Axis I, like depression, anxiety, or anger. To illustrate
between-axes parallels at the categorical level consider this example: If a
person qualifies for the label Paranoid Personality Disorder, an IRT case
formulation interview (see Chapter 2) will likely reveal that at some time,
he or she had good reason to be fearful and suspicious. Anxiety and, in
some situations, also anger are natural responses to situations that reacti-
vate paranoid perceptions.

Here is an example from a specific patient that touches on all three as-
sumptions: the importance of copy process; the role of attachment (Gifts of
Love) in sustaining copy process even when it is maladaptive; and connec-
tions between internalizations and maladaptive behaviors, affects, and
cognitions. William, a brilliant middle-aged male of enormous talent, was
chronically depressed, anxious, and plagued by urges to bite himself to the
point of tearing through his skin. He had participated in many therapies
throughout adulthood to address this and other versions of self-destruc-
tion.

“When I think of the time that my father, in effect, knocked the teeth of
my lower jaw through my lips, one of the things that I remember be-
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ing confused by was the sensation of having a lot of blood in my
mouth and throat. How much of this I am filling in from later mem-
ory is impossible to know. But the mouthful of blood was a problem.
There was a lot of blood, and it took a while to get to the hospital and
have them sew me up. I think that this is also related to putting my
teeth through my hands, as I did during the years between perhaps
1999 and 2003. There is a direct sense I was doing what was done to
me: putting my teeth through my skin.”

Here, an IRT case formulation addresses the presenting symptom:
self-attack until skin is broken and there is significant bleeding. William
shows the third copy process, treating himself as he was treated by a loved
one. The behaviors, feelings, and thoughts during the episode of self-attack
correspond directly to an original, now internalized scenario. William ac-
knowledged that the reason he continued to implement his father’s appar-
ent rules and values, and treat himself as he was treated, was that he still
wanted to “make it” in the eyes of his father. Deep down, despite “con-
scious” rage at his father, he yearned to be able to do something, anything,
that would please his father. That included, among other things, inflicting
pain on himself as his father did.

William’s treatment for skin tearing first helped him recognize copy
process in action. He had been so traumatized that even talking about his
father made him unbearably anxious, and the effect could torment him for
days. After a while, as this passage shows, he became more aware of the
connection between self-mutilation and his attachment to his father. The
most difficult part of William’s IRT treatment is to create psychic distance
between himself and his father IPIR. That is not simple. The difficulty of
letting go of old wishes and becoming convinced that it is both safe and
right to build a life of good function and good loving makes most treat-
ments last 2 or more years.

Since publication of this book in 2003, we have learned that many cli-
nicians easily learn to see copy process. There is a tendency to “tell” pa-
tients about it, and both clinician and patient become excited about the in-
sight. But soon they declare, “Nothing has changed.” Chapter 6 discusses
why insight is not enough. Much hard work lies beyond insight, with the
most difficult challenges coming at Step 4, enabling the will to change
(Chapter 9). Here, work with the Gifts of Love is the main focus. If ad-
dressed before the therapy relationship is strong enough to provide a se-
cure base, discussion of the role of the IPIRs in the presenting problems
will drive patients away—often in terror, as would have been the case with
William. On the other hand, if not addressed in a timely fashion, therapy
will become stalemated. Skillful, patient, but also persistent and collabora-
tive return to discussions of the relationship with the internalizations is es-
sential to reconstructive change.

Preface to the Paperback Edition vii



The flow charts in Figures 3.1, 3.2, 3.3, and 3.4 provide a concise
outline of the IRT process. The five specific steps in this process—
collaboration (therapy relationship); learning about patterns, where they
are from, and what they are for (insight); blocking maladaptive patterns
(crisis and stalemate management); enabling the will to change (in steps
that compare to Prochaska’s transtheoretical stages of change as well as to
Kübler-Ross’s stages of grief); and learning new patterns (using standard
behavioral and other teaching technologies)—are discussed at length in
Chapters 5, 6, 7, 8, and 9. Note that in Figure 3.1, examples of specific in-
terventions that come from a wide variety of psychotherapy approaches
are provided for each of the five steps. Every step involves self-discovery
(psychodynamic activities) and self-management (cognitive-behavioral ac-
tivities). All steps address a basic conflict between the Regressive Loyalist
(Red; the part of the person that seeks the approval of the IPIRs) and the
Growth Collaborator (Green; the “birthright self” that comes to therapy
to work for constructive change).

The tables, figures, and flow charts in this book truly describe IRT
practice, and all are important to treatment success with challenging cases.
Readers may find it is helpful to keep them ready at hand, if not actually
memorized, so that their principles can be used while interacting with pa-
tients in difficult situations. For example, it often is necessary to remind
trainees, “If you are working with a patient likely to confront you with a
psychiatric emergency, please read and reread Chapter 7 ahead of time,
and pay special attention to Figure 7.1. It combines instructions about how
to use the case formulation for ‘dynamic crisis management,’ as well as
some conventional wisdom about handling psychiatric emergencies.”

IRT is not yet an empirically supported therapy (EST), in part because
our present research protocol in the IRT clinic at the University of Utah
Neuropsychiatric Institute (UNI) centers on a time-intensive population
having diagnoses at a level of severity that requires increases in sessions
during times of crisis, and intensive supervision. Without increases in re-
sources, we cannot generate the large numbers of subjects required for ran-
domized controlled trial designs and methods of analysis. In addition, our
referrals are comorbid (have multiple Axis I and Axis II disorders), have a
history of multiple hospitalizations, are recurrently acutely suicidal, and
meet other specific exclusionary diagnostic criteria typical of ESTs such as
concomitant drug or alcohol abuse or dependence, an eating disorder, and
Obsessive–Compulsive Disorder. In effect, our inclusionary criteria are the
usual exclusionary criteria. Our careful review of the methods sections of
published effectiveness studies convinces us we are working with the for-
gotten ones. To reiterate, IRT can be used with less complex outpatients,
but we choose to test its limits by applying it to the more difficult cases
where the need for new approaches is greatest.
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Our IRT research team has established that many of our referrals are
depressed and anxious, and, among other things, are frequently comorbid
for Borderline Personality Disorder by DSM rules. However, on using
Benjamin’s (1996a) necessary and exclusionary conditions, relatively few
retain the label Bipolar Personality Disorder because they qualify better for
other Axis II diagnoses: Obsessive–Compulsive or Passive–Aggressive per-
sonality disorders. We have found clinically that these different diagnostic
groups require different treatment approaches. For example, patients with
Borderline Personality Disorder tend to respond well to benign structure,
while individuals with Passive–Aggressive Personality Disorder are more
likely to react negatively to it. Eventually, we hope to conduct a random-
ized trial to test whether IRT enhances effectiveness compared to alterna-
tive approaches.

The IRT method of developing an individualized case formulation has
become highly reliable. Methods for teaching and for determining whether
our trainees are adhering to the IRT treatment model are improving too,
especially as we use web cams tagged to transcripts for individual study,
and require record keeping that asks trainees to classify therapy events ac-
cording to components of the case formulation and treatment model. Our
main test of effectiveness in the near term will be to show that better ad-
herence to the IRT model yields better outcomes. Our best statistically
tested, significant measures of effectiveness so far (other than the less for-
mal ones of outpatients discussed in Chapter 10) are comparisons of num-
ber of hospitalizations, number of days in hospital, and number of suicide
attempts in the year prior to the IRT consultation versus the year after-
ward. Reductions were dramatic. In the first sample, annual average days
in hospital were reduced from 16.2 to 3.54; number of annual hospitaliza-
tions, from 2.0 to 0.73; average annual number of suicide attempts, from
1.91 to 0.36. We believe that after patients learn during the IRT consulta-
tion that their suicidal wishes reflect specific copy process and Gifts of
Love, the idea of killing themselves makes less “sense” to them. They are
then better able and willing to envision alternative solutions Several exam-
ples are introduced in Chapter 1. So far, we have had no deaths in anyone
ever seen in our program. The meaning of our pre–post measures is en-
hanced by the samples’ chronicity and severity. Pre–post comparisons are
presented in a current, multisite, medications test (Trivedi et al., 2006)
funded by the National Institute of Mental Health as a valid way to estab-
lish effectiveness during the early stages of a research program. We are
pleased to see that these early tests of feasibility and effectiveness of IRT
strongly support our positive clinical impressions.

There are many who deserve thanks for their valuable contributions
to IRT and to this book. First, I want to thank Tom Woolf and Ross
VanVranken of UNI for their willingness to bring the IRT specialty clinic
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to life. I will continue do everything I can to try to help it succeed in its
goals of providing IRT teaching, service, and research. Ken Critchfield, re-
search director in our IRT clinic and my cosupervisor, is essential to our in-
creasingly effective teaching of bright, but often overwhelmed, trainees,
and to our slowly cumulating research program. Next, I gratefully ac-
knowledge Seymour Weingarten, editor-in-chief of The Guilford Press,
who has been very patient and supportive. If he had made me stick to the
original time line, this book would never have happened. Jim Nageotte, my
editor, has been diligent and challenging in helpful and much appreciated
ways. Many of the footnotes and clarifying examples are the result of his
good work. His support leading to this reprinting was important and is ap-
preciated beyond measure.

Deep gratitude also is extended to the patients who have participated
in some or all steps of IRT, and have agreed to help others by granting per-
mission to share their stories with others. In addition, students and former
students also have greatly shaped the development and description of IRT
concepts. Some, but not all, who deserve thanks include Tracey Smith, Da-
vid Moore, Kok Mun Soo-Tho, JuHui Park, Arlin Hatch, and Ronna
Dillinger.

Many clinical and research collaborators are due thanks and acknowl-
edgments. Kathleen Levenick is at the top of that list. For many years,
Kathleen has been teaching SASB and various versions of IRT to practicing
clinicians. Her commentary on this book has been particularly valuable.
Paul Pilkonis, whose expertise in formulating concepts in ways that are
amenable to research, has been very important. Thanks also go to Jennifer
Skeem, whose energy and intelligence mobilized an IRT study group for a
while at Western Psychiatric Institute. For their continuing support and en-
couragement over many years, I thank Marjorie Klein and Norman Green-
field, Allen Frances, Ted Millon, Robert Carson, Marvin Goldfried, Robert
Spitzer, and Pio Scilligo. I am grateful too to more recent colleagues who
have contributed to IRT as well as to applications of SASB. These include
Aaron Pincus, Steffan Sohlberg, Wolfgang Tress, Sally Barlow, and
Gherardo Amadei.

To all of these good people, and to my loving children and grandchil-
dren, I offer my heartfelt thanks for being who you are and for letting me
be with you.
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