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Abstract

Borderline personality disorder (BPD) is a persistent pattern of instability in terms of emotion regulation, impulsiv-
ity, self-image, interpersonal relationships with extreme ‘splitting’ between idealisation and devaluation of others,
including also stress-related paranoid ideation and dissociative symptoms. Self-harming behaviour is also common
amongst BPD patients. The manifestation of these symptoms may lead to serious disturbances of quality of life for
patients, families and their significant others along with problems in professional and personal development. Several
evidence-based psychotherapeutic approaches have been developed to address these issues. In this review two of
them were put into scrutiny; Dialectical Behaviour Therapy or DBT, and Transference-Focused Psychotherapy or TFP.
These were reviewed by examining RCT studies published in Cochrane and Clinicaltrials.gov databases. The efficacy
of these two interventions was examined on similar outcomes, such as therapy dropout, general BPD symptoms,
global functioning, self-harm, and social adaptation. No prominent superiority for either of the treatments in com-
parison was identified, however both TFP and DBT show greater efficacy when compared to other, non-BPD specific
psychotherapeutic approaches.
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Introduction

Borderline personality disorder (BPD) is manifested as a
set of persistent patterns of volatile emotion regulation,
impulsivity, fluctuations of self-image, and unstable inter-
personal relationships, all causing serious disruptions and
degradation of the quality of life for patients and people
around them [1,2]. As a term, ‘borderline personality’ was
introduced by Stern [3] to describe patients who could fit
neither into the psychotic nor the neurotic group, but rather
bordered them both. ‘Borderline personality organisation’
was introduced almost three decades later by Kernberg [4],
as a pattern of behaviour and functioning characterised by
instability and disturbed psychological self-organisation,
including prominent transitions between confidence and
despair, rapid mood changes, a constant fear of rejection
and abandonment, suicidal thoughts and self-harm. The
conceptualization of BPD has changed significantly over the
years as the initial psychoanalytic construct that lasted for
almost five decades has been gradually been transformed
into a flourishing and multidisciplinary area of empirical
psychological research [5].

According to the DSM-5 [2], BPD patients may have un-
stable self-image and sense of self; they may form unstable
and intense interpersonal relationships characterised by
extreme ‘splitting’ between idealisation and devaluation of
others; they may suffer from several debilitating symptoms,
such as emotional instability, inappropriate and uncontrol-
lable anger, emotional instability, and chronic feelings of
emptiness; they often experience fear of abandonment -
real or imaginary- along with frantic efforts to avoid it; they
may experience brief stress-related paranoid ideation and
dissociative symptoms, and may also manifest a highly im-
pulsive and potentially self-harming behaviour —including
self-injury and suicide. Symptoms usually impose a disrup-
tive and debilitating everyday life for patients, their families
and significant others along with problems with their pro-
fessional lives and personal development in general [6]. As
such, BPD patients require therapeutic approaches that spe-
cifically address the issues that arise from their condition in
agoal-oriented manner. Numerous evidence-based psycho-
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therapeutic approaches have been developed to address
BPD [7]; some of them are Mentalization-Based Therapy or
MBT [8], Schema Focused Therapy or SFT [9], Dialectical Be-
haviour Therapy or DBT [10], and Transference-Focused Psy-
chotherapy or TFP [4], with the latter two being the focus of
this review. It is worth mentioning that nowadays, psycho-
therapy is considered the primary treatment recommended
for BPD patients, rather than pharmacotherapy [11].

This review aims to assess and compare the efficacy of DBT
and TFP approaches for adult populations. An attempt is
made to examine possible differences in efficacy between
the two aforementioned psychological interventions over
adult BPD outpatients, by examining the most recent rel-
evant RCT studies published, either directly examining
the two approaches or by extracting data from studies
where one of the two were compared to other approaches,
BPD-specific or not. The interventions are assessed by exam-
ining the literature for their outcomes in terms of reduction
of BPD symptoms such as self-harm and suicidality, impul-
sivity, aggression, social adjustment, psychosocial function-
ing, but also in terms of patient retention in therapy, as the
latter is considered paramount for effective treatment [12].
For this purpose, 6 main RCT articles have been selected
and their main common variables and outcomes have been
identified (see Appendix 1); results are compared.

Method

The reviewed RCT studies where selected through the
Cochrane and Clinicaltrials.gov databases. The initial search
timeframe of was set between 2010-2020 and included
studies examining the efficacy of DBT and / or TFP on BPD
adult outpatients, in contrast to several other types of in-
terventions, such as Mentalisation-Based Therapy (MBT),
Schema-Focused Therapy (SFT), Community Treatment By
Experts (CTBE), Collaborative Assessment and Management
of Suicidality (CAMS), or in contrast to patients being in
Waiting Lists, receiving Treatment-As-Usual or no treatment
at all. The databases were searched using the following
keywords/keyphrases and their abbreviations: ‘Borderline
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Personality Disorder; ‘Dialectical Behaviour Therapy, ‘Trans-
ference-Focused Psychotherapy; and ‘Randomised Clinical
Trial’ Due to time and resource limitations preventing a for-
mal translation, the search included only studies published
in English. An attempt was made to choose an equal num-
ber of RCT studies per intervention. However, it seems that
TFP research using RCT is extremely limited, with only one
study being published in the last decade by Doering et al.
[13], and several others reassessing the same data; several
other studies may appear as ‘ongoing’ in clinicaltrials.gov,
but no results have been published up to the date this re-
view was written. Thus, the research timeframe was expand-
ed to include two RCT studies from Giesen-Bloo et al. [14]
and Clarkin et al. [15].

DBT uses a psychiatric frame of reference whereas TFP is
psychodynamic; for reviewing purposes the DSM-5 defini-
tion of BPD is used, despite that there are several differences
between the definitions, based on the different theoretical
frameworks they are grounded. To address this disparity
and to create a common ground to assess the efficacy of
the two interventions, the variables and outcomes of each
study were identified; several main common points of focus
were found, and findings are critically appraised in terms of
strengths and limitations, as well as per the reliability and
validity of studies supporting each intervention.

Outlines and theoretical backgrounds of DBT
and TFP

DBT is an evidence-based, intensive, structured and manu-
alised cognitive-behavioural treatment for outpatients di-
agnosed for BPD. It is a multi-modal treatment programme
initially devised for women who inflict self-harm; however,
it has since been applied to other populations [10]. It in-
cludes four treatment stages, each with a different focus:
the pre-treatment stage is focused on behaviour control.
The second stage is focused on the emotional processing of
the past. In the third stage, everyday issues are addressed.
Finally, in the fourth stage, the patient develops the ability
to sustain joy in his life. However, in most public healthcare
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settings only the two first stages are provided [16]. Subse-
quently, current studies in DBT mainly focus on the first and
second stages, as they are considered the most important
for the patients to control their behaviour, thus helping their
individual development, maintain their motivation for ther-
apy, while decreasing self- suicidal and non-suicidal (NSSI)
self-harm and other impulsive behaviours such as substance
abuse and binge eating [14].

TFP is also a highly structured and manualized treatment
for BPD. Its central conceptual element is the individual’s
failure to develop psychological maturity and the lack of
complex, coherent and realistic representations of self and
others. Distorted and incoherent representations inhibit the
ability to reflect on interpersonal interactions and personal
beliefs; prevent the patient from behaving in a consistently
considerate goal-driven manner; abrupt fluctuations of af-
fect and ‘black and white’ thinking occur, impairing every-
day interactions. This pattern of thinking and behaviour is
described as an ‘identity diffusion’ [17], a psychodynamic
term similar to the ‘identity disturbance’ described in the
DSM-5. Like most BPD-oriented treatments, TFP also focus-
es on symptoms reduction like self-destructive behaviour,
anger and hostility, while it attempts to achieve change by
resolving disturbances of identity, and by augmenting the
ability of patients to integrate the fragmented mental de-
pictions of their self and significant others by assessing the
transference into the present therapeutic relationship [17].
Consequently, better behaviour control and emotion regu-
lations are achieved, impulsivity is reduced, leading to the
development of an ability to handle intimacy in relation-
ships and emotional skills to achieve a fulfilling life.

Results on Suicidal or Non-Suicidal self-harm

The absence of a single, unifying conceptualization regard-
ing self-harm, suicidal or not, posits an inherent limitation
when attempting to assess such behaviours. Nevertheless,
they have been the focus of a great amount of research, as
they are considered major public health concerns related to
death by suicide; it is a point of debate whether self-harm
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without suicidal intent and suicide attempts are distinct
behaviours or part of a continuum, as the motives beneath
them are multiple and fluid [18]. Regardless of patients’ un-
derpinning motives and intentions, DBT and TFP theorists
and practitioners consider the reduction of Self-Harm (SH)
incidents of all kinds, a major objective of their intervention
[19]. As such, all but one studies assessed in this review ex-
amined treatment efficacy particularly towards the afore-
mentioned goal, either by examining them as a unifying el-
ement or by separating them into different, like Deliberate
Self-Harm (DSH), Non-Suicidal Self Injury (NSSI), Suicide At-
tempts (SA) or otherwise specified (see Appendix 1), either
as part of the main BPD symptoms in an integrated meas-
ure, containing a Parasuicidality factor e.g. Giesen-Bloo et
al. [14]. In the absence of a unified term and, subsequently
measure for this cluster of behaviours the term ‘Self-Harm-
ing, Suicidal & Parasuicidal Behaviour’ (SHSPB) will be used
for reviewing purposes only, although it is acknowledged
that each behaviour may be distinct.

All studies currently reviewed report DPD and TFP as bet-
ter, or at least equally effective with compared interventions
and in comparison to baselines, regarding SHSPB. Clarkin
et al. [15], in the only study in which the two interventions
are set in a head-to-head comparison, reported equally
significant and similar effect sizes and no significant be-
tween-group comparison in the predictability of improve-
ment of SHSPB; both interventions where more predictive
of positive change. Interestingly, Doering et al. [13] assess-
ing TFP patients, reported a significant drop in presence
and numbers of suicide attempts, but not in self-injury, at-
tributing this fact to the possibility that improvement may
become more evident in more severe self-harming behav-
iours, whereas the less severe may remain unchanged; this
assumption, however, should be cautiously considered, as
it is based on a previous study by Verheul et al. [20] focus-
ing on DBT, not TFP. Giesen-Bloo et al. [14], comparing TFP
with SFT also reported a significant reduction of Parasui-
cidal Behaviour, but only in comparison to baseline, while
SFT seemed superior in effect. On the same notion, Andre-
asson et al. [21], examined NSSI and SA, both separately and
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combined (as DSH) for patients undergoing DBT vs CAMS;
efficacy was measured after the completion of a 16-month
treatment and a significant improvement between baseline
and 12 months after completion was noted, but non-signif-
icant between-group differences. Similar were the results
for Suicidal Ideation (suicidal thoughts that mostly do not
escalate to SA [2]).

McMain et al. [22] examined the efficacy of 20 weeks of
short-term DBT vs Waiting List (WL) on suicidal patients. Two
instruments for self-harm and suicide attempts where used
in this study, one being self-reporting Deliberate Self-Harm
Inventory (DSHI), while the other being interview-based Life-
time Suicide Attempt and Self Injury (LSASI). Results were
marginally significant in favour of DBT vs WL only in the inter-
view based LSASI measurement and only for one year after
patient discharge. Both groups yielded some improvement
during, at time of completion, and one year after. Interesting-
ly, researchers reported that ‘the DBT group showed superior
improvements in the reduction of self-destructive (e.g. suicidal
and self-harm) behaviours’ [23]; technically, this statement is
accurate. However, given the marginal results, a more tenta-
tive and cautious stance would have been more appropriate.
This argument for caution may further be reinforced by the
fact that during the study ‘ancillary treatments were not ex-
cluded' [23] and may had had some confounding effect.

Results on Dropout, general BPD symptoms,
global functioning and social adaptation

Both interventions reported similarly substantial dropout.
Differences in intervention duration and protocols defining
dropout may prevent direct comparison of the results. How-
ever, the accumulated rate is reported for reviewing purpos-
es. Out of the 118 patients enrolled for TFP after baseline
assessment 42 discontinued treatment, reporting a dropout
rate of 35.6%. For the DBT the rate was 36.4%, with 60 out of
165 patients dropping out.

All studies reviewed examined the prevalence and intensi-
ty of BPD symptoms as they are defined in DSM-5 / DSM-IV,
with one exception: Carter et al. [24], possibly attempting
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to examine the disorder in a more pragmatic approach, fo-
cused on the 'real-life’ consequences by measuring Disabil-
ity and Quality of Life after 6 months of DBT, in both meas-
ures favouring the latter vs. TAU/WL. Disability scores were
assessed employing a self-reporting instrument measuring
the ‘days out of role’; however, it should be noted that the
everyday life of some participants had been already dis-
rupted by the time of the study; e.g. 81% of the participants
where either unemployed or out of labour force, thus the
very meaning of ‘days out of role’is hard to construe.

An interesting outcome may be observed regarding the
permanence of long term effects of the intervention: Mc-
Main et al. [22] reported that DBT was significantly reduced
BPD symptoms and improved social adjustment immedi-
ately upon treatment completion, though the positive ef-
fects deteriorated after 12 months. This effect was not pres-
ent regarding SHSPB, as positive results were maintained.

Andreasson et al. [21] also observed significant efficacy 12
months after DBT for all domains examined; however, when
compared to CAMS, DBT was found to be either inferior
(BPD severity, Depression, Hopelessness) or not significantly
different (Suicidal Ideation, Self-Esteem).

Clarkin et al. [15] reported that the prediction of slope
(change) was of significant improvement for both interven-
tions for depression, anxiety, social adjustment and global
functioning. However, between the two, only TFP was sig-
nificantly related to improvement in anger, and only partial-
ly related to impulsivity. TFP was also measured as superior
in effect compared to DBT regarding irritability, verbal and
direct assault. In terms of real-life improvements, both in-
terventions were significantly beneficial in terms of global
functioning and social adjustment, without significant be-
tween-group differences.

Measuring similar outcomes, Giesen-Bloo et al. [14] also
reported significant potency of TFP over three years of ther-
apy in reduction of BPD symptoms, along with a small, but
significant increase in quality of life, measured by perceived
general physiological and psychological health, but also in
personal beliefs, social relationships, and independence.
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However, results were favourable for TFP in comparison to
Schema Focused Therapy (SFT).

Discussion

This review attempted to examine the efficacy of two
BPD-specific evidence-based approaches of psychother-
apy, namely DBT and TFP, by examining the available RCT
literature. Only one study assessed DBT vs TFP in direct
comparison. These two interventions originated in two very
distinct schools of thought and use different ways to reach
their goals. DBT attempts to reduce the self-destructive
psychopathologic dysfunction mostly by cognitive control
of the behaviour and emotion [10], whereas TFP attempts
to change the sense of self and others, through an overall
personality shift [17]. To create a framework for compari-
son, the outcomes for each study were identified; outcome
similarities were isolated, and the efficacy of interventions
in question was examined over them. The maximum level
of similarity is considered when the instruments used were
identical. As this was not always the case, in many cases sim-
ilarity of outcomes was determined by using formal defini-
tions, to minimise subjectivity.

Linehan et al. [25] argue that DBT is more effective from
other treatment models in reducing suicidal behaviour for
patients at high-risk. This claim seems justified when DBT is
compared with non-BPD oriented therapeutic approaches.
Clarkin et al. [15] specifically examined DBT and TFP and
found no differences between them regarding SHSPB, but
favours TFP for general BPD symptoms and social adjust-
ment, depression and anxiety. However, no study attempt-
ed to replicate or falsify these findings to date. Accordingly,
the superiority of TFP was evident only when compared to
CTBE [13], but was found inferior compared to SFT, an ap-
proach encompassing cognitive-behavioural, interpersonal
and experiential elements [14].

There seems to be some evidence for both DBT and TFP
efficacy compared to non-BPD oriented therapies. Also,
BPD-specific approaches, regardless of between-group sig-
nificance, seem to be more efficacious when compared to
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non-BPD-specific. Paris [26], claims that when non-BPD psy-
chotherapy is employed it does not work, as most therapists
are trained to offer some degree of validation; contrasting-
ly BPD-specific therapists offer a more sophisticated mix of
empathy and confrontation, in order to promote change, as
validation alone may not work with BPD patients, who they
tend to misunderstand and distort their interpersonal envi-
ronment. Most studies comparing BPD-specific approaches
show significant improvement between baseline and com-
pletion measurements. However, this notion is challenged
for DBT as Carter et al. [24], found no significant difference
between DBT and a group of TAU patients treated by psychi-
atrists or public mental health services; in lay terms, it is sug-
gested that it is better to have any form of talk-therapy, even
a non-BPD oriented talk-therapy, than no therapy at all.

Apart from RCT studies, some evidence supporting TFP
and DBT for BPD also exists in the neurobiological domain,
with fMRI scans showing alterations of activations of brain
regions related to stress, anxiety, and emotion regulation for
both TFP [27] and DBT patients [28]. However, no concrete
evidence in favour of one of them over the other was found,
as results point out towards effectiveness for both inter-
ventions, but without any results consistently pointing out
towards any prominent feature offering some edge for one
over the other in any of the outcomes examined.

Several limitations should be noticed in this literature re-
view. An attempt was made to assess efficacy in similar or
identical outcomes. However, uniformity may only be par-
tially achieved; despite the effort to keep subjectively when
assessing similarities of outcomes at a minimum, discrepan-
cies in data input and terminology may inherit some arbi-
trariness in the research process and, subsequently, to the
evaluation of the results.

One of the most crucial factors in the therapeutic pro-
cess is the therapist’s competency; In all studies reviewed,
therapists where reported as being well trained on their
approach and experienced; however, it is practically impos-
sible to ensure uniformity in the administration of each ther-
apeutic approach, as such a fundamental element cannot
be measured and acts as a confounding agent.

Transference-Focused Psychotherapy vs
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The control groups or control conditions in the reviewed
studies were not uniform; in some cases, WL and / or TAU
had been used, whereas in other cases patients in ancillary
support and / or taking medication were not excluded from
participation (see Appendix 2). It has been reported that be-
ing in a WL for psychotherapy is not therapeutically neutral,
as improvements or negative (‘nocebo’) effects may be ob-
served [29,30]. Thus, confounding factors may be present,
and some effect may be attributed to factors other from
psychotherapy.

The studies reviewed used mostly self-reporting or inter-
view-based measures. To preserve blindness, therapists and
assessors were different people; however, responder and re-
searcher bias issues should be considered [31]. SHSPB was
also mainly self-reported in all studies, apart from the one
conducted by Carter et al. [24] who used hospital records of
self-sustained harm; this method may be considered more
reliable, as the injury is reported by the medical staff and not
only by patients. On the other hand, self-harm incidents that
did not end up in a hospital may had been omitted.

It should be noted that the samples of all studies reviewed
were relatively small, thus generalisation issues may exist.
Moreover, in all reviewed studies the great majority of par-
ticipants were female, with ratio reaching almost 80/20.
However, even though there are gender differences in BPD
prevalence, the ratio in reality may be different [32].

In conclusion, the current review could not identify supe-
riority for any of the two BPD-oriented treatments in ques-
tion. However, RCT data for TFP is more than a decade old,
and therefore more studies should attempt to assess TFP
efficacy and compare it with DBT, as the most recent is from
2007. As both interventions have strengths, it might also
be useful for clinical practice to focus research studies on
the efficacy of more eclectic and integrated therapeutic in-
terventions, informing social workers of their efficacy, thus
allowing them to map which one is more suitable for which
client to maximise benefits for BPD patients.
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Appendix 1: Table of RCTs with Primary & Secondary Outcomes, Instruments and Results

Abbreviations: DBT: Dialectical Behaviour Therapy. TFP: Transference Focused Therapy. CTBE: Community Therapy By Ex-
perts. SFT: Schema Focused Therapy. CAMS: Collaborative Assessment and Management of Suicidality. TAU: Treatment As
Usual. DST: Dynamic Supportive Treatment. WL: Waiting List. n.s.: Non-Significant: w: Week(s)

Au- Inter- Dura- | Intervals | Primary | Instruments Results Secondary | Measured by Results
thor(s), | vention tion of meas- | outcomes outcomes
year type(s) urments
McMain DBT vs 20w 10w, 20w, | Suicidal Lifetime Sui- | DBT>WL | BPD symp- Borderline DBT > WL
etal., WL 32w and/ cide Attempt | (LSASI only, toms Symptom List | effect not
2017 or NSSI Self-Injury DSHI n.s.) (BSL-23) maintained
episodes Interview one year after
(LSASI) completion
Deliberate of interven-
Self-Harm tion
Inventory
(DSHI)
Emergen- | Treatment 10w: DBT > Anger State-trait DBT > WL
cy Room History WL anger expres-
visits Interview-2 | 20w: DBT > sion invento-
(THI-2) WL ry (STAXI)
32w:n.s.
Hospitali- Treatment 10w: DBT, Symptom The Symp- DBT > WL
sation History 20w: n.s Distress tom Checklist | effect not
Interview-2 32w: n.s. (SCL-90R) maintained
(THI-2) one year after
completion
of interven-
tion
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Dropout No formal 31% failed | Impulsive- Barrat Im- n.s.
assessment | to complete ness pulsiveness
DBT Scale (BIS-11)
Social Ad- | Social adjust- DBT > WL
justment ment scale— effect not
self-report maintained
(SAS-SR) one year after
completion
of interven-
tion
Depression | Beck Depres- DBT > WL
sion Invento- effect not
ry - BDI maintained
one year after
completion
of interven-
tion
Emotion Difficulties DBT > WL
Regulation in emotion
regulation
scale (DERS)
Distress Distress Tol- DBT > WL
Tolerance | erance Scale
(DTS)
Mindfulness Kentucky n.s.
Inventory of
Mindfulness
Skills (KIMS)
Andre- DBT vs 16w Self harm Self-Injury n.s. BPD sever- Zanarini n.s.
assonet | CAMS (NSSI or Interview ity Rating Scale
al., 2016 attempt) (SASII) (ZAN-BPD)
Dropout No formal CAMS (9%) | Depressive Hamilton n.s.
assessment vs DBT symptoms Depression
(60%) Rating Scale
- 17 (HDRS-
17)
Hopeless- Beck Hope- CAMS (n.s.)
ness lessness
Scale (BHS)
Suicide Beck Suicide n.s.
ideation Ideation
Scale (BSIS)
Self-Esteem | Rosenberg n.s.
Self- Esteem
Scale (RSE)
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Carteret | DBTvs 6 DSH Hospital Both Disability | Brief Disabil- DBT
al., 2010 | TAU-WL | months records improved, scores ity Question-
n.s. results naire (BDQ)
between
groups
Dropout No formal 20 of 38 Quality of | World Health DBT
assessment (48%) Life Organization
Quality of
Live Assess-
ment (WHO-
QOL-BREF)

Clarkin DBT vs 12 4,8,12 | Suicidality Overt DBT=TFP > Anxiety Brief Symp- | TFP > DST >
etal., TFP vs months months Aggression DST tom Invento- DBT
2007 DST Scale - Mod- ry (BSI)

ified
Anger Anger, Irri- | TFP > DST > | Depression | Beck Depres- | TFP > DST >
tability, and DBT sion Invento- DBT
Assault Ques- ry (BDI)
tionnaire
Impulsiv- Barratt Im- n.s. Social Ad- | Social Adjust- | TFP > DST >
ity pulsiveness justment ment Scale DBT
Scale-ll (SAS)
Irritability Anger, TFP > DBT = | Functioning | Global As-
Irritability, DST sessment of
and Assault Functioning
Question- Scale (GAF)
naire (AIAQ)
Verbal Anger, TFP > DST >
Assault Irritability,
and Assault
Question-
naire (AIAQ)
Direct Anger, TFP
Assault Irritability,
and Assault
Question-
naire (AIAQ)
Dropout No formal SFT: 12 of
assessment | 45,TFP: 22
of 43
Giesen- | TFPvs 3 years Primary: BPD Borderline SFT > TFP QoL World Health SFT
Bloo et SFT Every 3 symptom | Personality Organization
al., 2006 months severity | Disorder Se- Quality of
- Second- verity Index Live Assess-
ary: Every (BPDSI-IV) ment (WHO-
6 months QOL-BREF)
Dropout No formal SFT: 12 of
assessment | 45, TFP: 22
of 43
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Doering | TFPvs 12 Dropout No formal TFP (67.3% BPD Structured | TFP (42.3%v.
etal., CTBE months rate assessment V. 38.5%) symptoms Clinical 15.4%)
2010 (DSM-1V) Interview

(SCID-I & 1)
for DSM-IV
Suicide Cornell TFP TFP
attempts | Interview for
Suicidal and
Self-Harming
Behavior -
Self Report
(CISSB) -
adapted from
the Parasui-
cidal History
Interview
(PHI)
Psychoso- Global As- TFP
cial Func- sessment of
tioning Functioning
(GAF) scale
Self-harm- Cornell n.s.
ing behav- | Interview for
iour Suicidal and
Self-Harming
Behavior -
Self Report
(CISSB) -
adapted from
the Parasui-
cidal History
Interview
(PHI)
General Beck Depres- TFP (n.s.)
psychopa- | sion Invento-
thology ry (BDI)
State-Trait
Anxiety
Inventory
(STAI)
Psychiatric | Cornell Re- TFP
in-patient vised Treat-
admissions | ment History
Inventory
(CRTHI)
Personality | Structured TFP
Organisia- | Interview of
tion Personality
Organization
(STIPO)
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Appendix 2: Table of exclusion criteria relative to medication
or ancillary treatments & dropouts

Transference-Focused Psychotherapy vs
Dialectical Behaviour Therapy.
A review of the current RCT-based literature.

McMain et al., 2017 Yes Yes 40 12
Andreasson et al., 2016 Yes Yes 57 23
Carter et al., 2010 Not specified as exculsion Not specified as exculsion 38 12
Clarkin et al., 2007 Yes (DBT: 70%; TFP: 52%) Not specified as exculsion 30 7 30 13
Giesen-Bloo et al., 2006 Yes (Collective: 71,4%) Not specified as exculsion 43 22
Doering et al., 2010 Yes Not specified as exculsion 45 13

[104|

Dialogues in Clinical Neuroscience & Mental Health, 2021, Volume 4, Issue 2, p. 91-104




