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in research for a host of reasons ranging from the challenges of designing a randomized controlled 
trial that would demonstrate the efficacy of a psychoanalytic approach to epistemological and philo-

1–3

4–12]. Additionally, 
-
-

2, 3, 13–20

-
analytic clinical work.

Chapter 7
An Update and Overview of the Empirical Evidence  
for Transference-Focused Psychotherapy and Other 
Psychotherapies for Borderline Personality Disorder

Kenneth N. Levy, Kevin B. Meehan, and Frank E. Yeomans 
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21, 22

will discuss the three other major treatments for BPD that have shown their efficacy in randomized 
23 24], and 

25]. We will then consider the empirical support in light of the recom-

26 27

28] that directly address this 

perspective and contrast this to how a therapist might approach the same clinical issues from the 

What Constitutes Empirical Evidence?

29
19, 29–34

-
cacy studies have led many investigators to recommend searching for empirically supported prin-

30, 35–37].
34, 38–40] have discussed a stage model, or hierarchy, of treatment evidence as a 

for specific forms of psychotherapy. In ascending levels of internal validity and descending levels of 
external validity, the hierarchy of treatment evidence starts with the provision of an argument or the 
articulation of clinical innovation and proceeds through clinical case studies, clinical case series, 

to the control group employed ranging from the use of wait-list controls through treatment as usual 

34
41, 42

-
43, 44]. Limiting research, practice, and 

-

7.1).
Additionally, the numerous limitations of efficacy studies have led many investigators to recom-

30, 31, 36, 37, 41, 42, 45, 46]. Likewise, Borkovec and 
29 47] recommend conducting well-controlled therapy 
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48 -

disorder.

The Rise of Dialectical Behavior Therapy: Benefits and Risks

Psychotherapy research on long-term treatments is difficult to perform, and in the past, many in the 
-

logical treatments were developed to conform to a short-term model employed in medication trials. 
49

treatment trends. However, one of the most important aspects of this study was that it showed that 

50, 51].
49 -

52] also found that 

-
52–54] – comparisons were made against 

55, 56] have raised 

34, 57

58, 59]).

Table 7.1

Randomized controlled trials
 
 
 

Wait-list 
Quasi-experimental designs
Pre–post designs
Case series
Clinical case study

Provision of argument and/or the articulation of clinical innovation

38 39]

69

70

71

72

73

74

75

76

77

78

79

80

81

82

83

84

85

86

87

88

89

90

91

92

93

94

95

96

97

98

99

100

t1.1

t1.2

t1.3

t1.4

t1.5

t1.6

t1.7

t1.8

t1.9

t1.10

t1.11

t1.12



K.N. Levy et al.

 

mental health (Illinois, Connecticut, Massachusetts, New Hampshire, North Carolina, and Maine) 

-

46, 60–63].
64] compared patients 

were no differences in the percent of patients using the emergency room, who were hospitalized, who 

-
65]. At 1-year follow-up, there were also no 

46

supervised therapists executing a treatment manual with a particular and relevant patient population) 

who were less likely to have training in a specific BPD treatment or with BPD patients in general, 

when controlling for attention or dose, and differences disappear after a 1-year follow-up.

66
6-month follow-up or in self-destructive acts at the end of a 1-year follow-up (despite the fact that 

54] study found 
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67, 68

treatment effects, and ongoing impairment in functioning persists in patients who initially experi-
enced symptom relief.

-
69

70] model of treatment) with pharmacotherapy, and case 

differences in rates of change across 1 year of treatment in terms of suicidality, self-injury, psychiat-
ric service use, BPD symptoms, depression, anger, and social functioning.

49] seminal study, many different treatments have shown efficacy in compari-

71

Mentalization-Based Therapy

72 -
mental theory of mentalization, which integrates philosophy (theory of mind), ego psychology, 

73] posit that the mechanism of 
change in all effective treatments for BPD involves the capacity for mentalization – the capacity to 

74].
75] compared the effectiveness of 18 months 

of a psychoanalytically oriented day hospitalization program compared to routine general psychiatric 
care for patients with BPD. Patients randomly assigned to the psychoanalytic day hospital program, 

24]), showed statistically significant improvement 

76]. Follow-up 

also showed continued steady and statistically significant improvement on most measures, suggesting 
that BPD patients can continue to demonstrate gains in functioning long after treatment has ended. At 

-

77
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in terms of decreased suicidality, psychiatric service use, medication use, and improved vocational 

78
-

in that it was a structured treatment, consisting of similar dose in terms of time in treatment and in 

-
domly assigned to treatment condition most likely controlling for any therapist effects. Findings 

-
tient hospitalizations, as well as statistically significant improvement in depressive symptoms and 

-

-
cally grounded framework for this psychotherapy, the next step in the hierarchy of treatment evi-

manage emotional states particularly with interpersonal relationships or at least feels more confident 
79], p. 200).

34, 41, 42
-

tive function (RF). While it is the case that many treatments have not shown specific effects on 

works in theoretically predicted ways.

Schema-Focused Therapy

25 -
-
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-
ence of having these needs met. Limited reparenting welcomes and encourages dependency on the 
therapist and ranges from providing warmth and nurturance, which could include hugging the 
patient, to self-disclosure to firmness and limit setting. From a psychodynamic point of view, this 

-
tion with a victimized self at the expense of achieving an integrated sense of positive and negative 
aspects of the self.

In a study in the Netherlands, 27

(p
81].

analyses speak to the issue of sufficient dose and thus the internal validity or integrity of the study. 
-

33]. Completer analyses did 
80, 82].

allegiance effects is the selection of therapists who differ in skillfulness that favor the allegiance of 
83].

Fourth, treatment integrity includes having experienced treatment cell leaders, choosing experi-
enced and adherent therapists with a proven track record, providing expert supervision, ongoing 

84]. Each of these issues 

85
-
-
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85

85

25, 82, 86, 87
88]. 

-

Transference-Focused Psychotherapy

21, 22, 89

-

90]. According 

the use of immature defenses (e.g., splitting, projective identification, omnipotent control), and vari-

lengthier description of these clinical manifestations of BPD.)

-
resentations of self and others, the modification of primitive defensive operations, and the resolution 

In this treatment, the analysis of the transference is the primary vehicle for the transformation of 

-
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-

the transference relationship.
91], which also emphasizes a focus 

-

-
sis, including Kleinian psychoanalysis. In addition, transference interpretations are consistently 

persistent focus on the here-and-now and an empathy with the total internal experience of the patient. 
-

the immediate interpretation of the negative transference, and the emphasis on interpretation of the 

92

structured disciplined approach, and utilization of supervision groups as essential for therapists.
90

theory of BPD, which conceptualizes the disorder in terms of undifferentiated and unintegrated 
affects and representations (or concepts) of self and other. Partial representations of self and other 

dyads are representational elements of psychological structure. In BPD, the lack of integration of the 
-

-

-
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the patient with the opportunity to integrate cognitions and affects that were previously split and 
disorganized. In addition, the engaged, interactive, and emotionally intense stance of the therapist is 

-

reasons that representations remain split off and thus facilitate integrating polarized representations 
of self and others.

patient and therapist: this activation of internal images in the present relationship constitutes the 

-

-

frame and contract, which in addition to providing structure and holding for the patient and a consen-

-

includes helping the patient see that he or she identifies at different moments in time with each pole of 

-
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therapist assists in the reactivation of the internalized experience patterns, their containment, and 

the goal of understanding, modifying, and integrating them.

the patient involves not only internal representations of self and others, relationships with self and 

most negative ones, are expressed in action without cognitive awareness of their existence.
-
-

-
-

-
-

setting the stage for interpreting the meaning of deviations from the contract as they occur later in 

to the schedule, making every effort to understand and, when useful, comment, clarifying the limits 

93

94 95]. 
95] study was designed to determine the extent that no-suicide contracts were 

contracts had patients that either suicided or made a serious attempt, the design of the study does not 
allow for assessment of the efficacy of no-suicide contracts. Other data suggest the utility of contract-

34, 96–99]. For example, Yeomans et al. 
96

97], when 

96
and colleagues further systematized and stressed the importance of the treatment contract and in later 

42, 57, 98, 99

explicitly negotiated treatment contracts may have one of the desired effects: resulting in less drop-
out and longer treatments. Future research will need to address the issue of treatment contracts more 
directly, particularly testing the effects on parasuicidality and suicidality.
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TFP Case Example

As an example of the contract, we will offer the case of a 35-year-old woman who was referred after 
-

ing for treatment, she had remained isolated at home with chronic suicidal ideation. After careful 

-

-
lying ways of thinking of herself and others that were automatic to her, not fully in her awareness, 

on to discuss the contract. One element of the contract was that treatment could not provide true 

-

-

-
thing that would interest you, we could look into alternative more supportive treatments that would not ask as 

are involved with other people is very stressful for you and that you have failed at efforts to function in the past. 

might realistically engage in at that point. She initially proposed reading stories to children at the 

needs of an intelligent adult woman to engage in an activity that would lead to ending her financial 
dependency on her parents. He proposed starting with a part-time clerical position while she looked 

previously, helping the patient recognize and integrate the various split-off representations of self 

-

-
ticipate in a more open and interactive interchange.
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you noticed how you fill the sessions with a kind of pressured speech that does not leave me any 

stemming from an internal image of the other that determined how she experienced her therapist. 

did not recognize as such consciously. She felt she was reacting in a justified way to his shortcom-

her own identification with and enacting of the devaluing, critical one, helped her see its relation to 
feeling devalued and criticized, and also helped her understand that neither one of these needed to 

while protesting that therapy was a waste of time, missing her therapy while angrily proclaiming that 

-

-

of an ideal relationship with him as the perfect provider and protector she had never experienced. 
-

Contrasting Clinical Approaches in TFP and MBT

72

as such. Rather than challenging the aspects of the transference that involve distortion or displace-

this intervention is to help her recognize a split-off part of her experience, her positive affect for the 
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of herself in relation to the therapist (e.g., loving and

-

interpret her disparate experiences of herself in relation to the therapist threatens to leave these rep-
resentations unintegrated and enacted outside of consciousness.

-
72] note that when the attachment system is highly 

-

-
parate experiences of herself in relation to the therapist as those affects are occurring in the treatment 

while the aggressive aspects of herself remain split off and enacted outside of consciousness. (For a 
100].)

Contrasting Clinical Approaches in TFP and DBT

23

-

-
101
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supervision or consultation with colleagues when working with patients of this level of intensity. 

-

-

going away, while at the same time teach the patient to use a gentler and more light-hearted, courte-
ous expression of disappointment (i.e., the GIVE skills).

activity may feel, while at the same time advocating for making change in order to improve the 

examine this perception of self and others in all the forms it took, including times when the patient 

-

-

-

-
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destroy the relationship.

102
-

ing and

23

offer in helping patients move towards deep, intimate relationships and a consolidated sense of self. 

Empirical Evidence for Transference-Focused Psychotherapy

26, 42, 57, 98
98

from varied treatment settings (i.e., inpatient, day hospital, and outpatient clinics) within the New 

for BPD through structured interviews. All therapists (senior therapists to postdoctoral trainees) 
-
-

Overall, the major finding in this pre–post study was that patients with BPD who were treated 

49, 75

49
103

75

71]. 
76, 103

7.2).
104

-
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-

105 7.3).

-

106
-

ing of these working models as they are actualized in the here-and-now relationship with the thera-
107, 108] was used in contrast to these two active treatments as a control for attention and 

Table 7.2 98 N = 17)

Means

p-Value

BPD Dx –
5.18 4.24 0.45

Medical risk 1.72 1.14 0.02
Physical condition 1.89 1.12 0.01
Hospitalizations 1.24 0.35 0.02
Days hospitalized 39.21 4.53 0.06
GAF 45.57 59.85 <.001

Note: BPD Dx was assessed as the percentage of patients with a DSM-III diagnosis of 
BPD, from the SCID-II. Parasuicidal Behavior, Medical Risk, and Physical Condition 

129] over the previous 12-month period. Medical Risk was indica-
-

Table 7.3

(N = 32)

Between Group 
Comparison

Completers

Change  
Sig

Change  
Sig

ER Visits 1.18 0.42 0.59 <.01 1.53 1.73 ns <.01
Hospitalizations 1.72 0.46 0.91 <.001 2.47 1.93 ns <.01
Days Hospitalized 61.1 7.08 25.87 <.001 48 53.4 ns <.01
# of BPD Criteria Met 7.74 4.41 5.15 <.001 7.69 – – –
GAF 45.57 61.0 59.85 <.001 44.8 44.66 – <.01

Note

Assessment of Functioning scale score
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In this study, BPD patients were recruited from New York City and adjacent Westchester County. 

-
ated using structured clinical interviews and randomized to one of the three treatment cells. Results 

26 7.4).
57] examined changes in attachment organization and 

109 74]). After 

-

works in a theoretically predicted way and thus has implications for conceptualizing the mechanism 

110–118] 
7.5).

26, 42, 57] such as the use of 
-

Table 7.4 Results of Clarkin 
26] randomized clinical 

trial

Significance of change

Primary
Suicidality <.05 <.05 ns
Anger <.05 <.05 ns

<.05 ns ns
<.05 ns ns

Direct assault <.05 ns ns
Barratt Factor 1 impulsivity ns ns ns
Barratt Factor 2 <.05 ns ns
Barratt Factor 3 ns ns <.05

Secondary
Anxiety <.05 <.05 <.05
Depression <.05 <.05 <.05
GAF <.05 <.05 <.05
Social adjustment <.05 <.05 <.05

Note
129]. 

130]. Anxiety was 
131]. Depression was 

132]. GAF represents the 

133]

742

743

744

745

746

747

748

749

750

751

752

753

754

755

756

757

758

759

760

761

762

763

764

765

766

767

768

t4.1

t4.2

t4.3
t4.4

t4.5

t4.6

t4.7

t4.8

t4.9

t4.10

t4.11

t4.12

t4.13

t4.14

t4.15

t4.16

t4.17

t4.18

t4.19

t4.20

t4.21

t4.22

t4.23

t4.24

t4.25



parasuicidality, representing the full spectrum of BPD manifestations. Further, all therapists were 

were rated for adherence and competence in their delivery of therapy during the study. Adding to the 
external validity of this research, treatments were delivered in community mental health settings, 
including outpatient hospitals and private offices of therapists.

26, 42, 57] studies. First, 

-

83

-

27, 49, 
52, 64, 75]).

84]. First, they con-

119–122
123–125] which is the second oldest 

leaders for all three conditions that were internationally recognized experts in their respective treat-

their respective treatments, and all therapists were supervised, monitored, and rated through weekly 
83] note that one of the most potent 

methodological choices that result in allegiance effects is the selection of therapists who differ in 

69] study, 

across therapy conditions and minimize allegiance effects. However, the Clarkin and colleagues stud-
ies did not include a research investigator from control conditions as did the McMain study.

94]. 

-
42, 57

Table 7.5 42 57] randomized clinical trial

Structural measures Contrast

Reflective functioning 2.86 4.11 3.31 3.38 2.8 2.86
Coherence of narrative 2.93 4.02 3.00 3.25 3.25 3.16

Note 74] manual for scoring RF. Coherence of Narrative 
134]
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-

26
competence during the course of the study. Additionally, the findings from the Clarkin et al. study 
are consistent with the McMain findings in which therapists were also adherent and competent.

-

-

-

-
41, 42, 57].

27

26
27

28] provides a response to this recom-
28] com-

-
ality organization and psychosocial functioning after 1 year of treatment. Both groups improved 

-

trained and conducting treatment at multiple sites, and the ECP group was composed of experienced 
-

where insurance covers most psychotherapy at most levels of care. As a result, drop-out was higher 
in this study, as patients had the freedom to transfer to another therapist with ease (Figs. 7.1–7.4).

28

shown evidence of changing mental representations or internal structure.
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Fig. 7.1 p = .001, d
d = 0.8, p = 0.009

Fig. 7.2 p = .001, d
d = 0.5, p = 0.001
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Fig. 7.3 p = .001, d p = .001, d = 0.8. Between 
d = 1.6, p = 0.001

Fig. 7.4 p = .001, d p = .01, d d = 1.0, 
p = 0.002



Conclusions

Specifically, we have learned that:

26, 75, 103].

22, 72].

28, 75, 78, 98, 103].
26, 98, 116].

some supportive psychotherapies) are effective with BPD patients, although little is known 

26, 42, 57
72] would argue more integration of sup-

126].
-

26, 28, 42, 57, 98].
26, 28, 

42, 57, 75].

26, 28, 42, 57, 75–77].
-

26, 
42, 57, 75, 98, 126].

26, 28, 42, 57, 75, 98].

26, 28, 42, 57, 75, 77, 98].
 12. Long-term treatment is necessary and important in the treatment of BPD in order to see struc-

tural changes in personality organization.
 13. Supervision is a critical component for the treatment of BPD. All the empirically supported treat-

ments for BPD, not just the psychodynamic ones, have structured ongoing supervision for thera-
26, 27, 42, 49, 57, 75, 78, 98

27, 64 42, 57, 85].

enhancing compliance (e.g., attention to contracting and frame), have a clear focus, whether 

-
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APA Division 12. As previously discussed, multiple sources of treatment evidence are necessary 

has demonstrated its efficacy through treatment evidence at different levels of internal and exter-
-

41
127]. 

personality disorder, clinicians and researchers are still confronted with a high degree of uncertainty 

-

that these treatments may work due to unintended mechanisms such as common factors (e.g., expec-
128

34

patients.

help to validate clinical approaches. For example, showing through the use of experimental psycho-

long-term effectiveness. Currently, with funding from the American Psychoanalytic Association, we 
-
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