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(STAXI), and Symptom Checklist-90 (SCL-90-R). After 12 
weeks of TFP-based disorder-specific treatment, the patients 
repeated the same questionnaire; 7 patients had to be ex-
cluded from the study, and thus calculations were conduct-
ed with 30 patients.  Results:  After treatment, the patients 
showed a significant decrease in the IIP total item score and 
all 8 subscales except the domineering, intrusive, and cold 
scales. The IIP total item baseline score was correlated with 
borderline symptomatic and psychopathology [e.g. anxiety, 
Global Severity Index (GSI)] after 12 weeks as well as with 
most IIP postsubscales.  Conclusions:  Although interperson-
al problems are considered one of the more stable features 
of BPD, our results showed a significant improvement after 
12 weeks of TFP-based disorder-specific inpatient treat-
ment, especially in the total score and the subscales on the 
friendly submissive level. The severity of interpersonal prob-
lems at baseline was connected to outcome values of other 
borderline features as well as general psychiatric complaints. 
It therefore seems important to consider the treatment of 
interpersonal problems in therapy to be of greater signifi-
cance.  © 2016 S. Karger AG, Basel 
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 Abstract 

  Background:  Borderline personality disorder (BPD) is a very 
common illness; interpersonal problems are one of the core 
features. The purpose of this study was to investigate the 
changes in interpersonal problems after transference-fo-
cused psychotherapy (TFP)-based disorder-specific treat-
ment and to explore whether the severity of interpersonal 
problems could serve as a predictor for other variables.  Sam-

pling and Methods:  A sample of 37 inpatients with BPD was 
assessed with the Structured Clinical Interviews for DSM-IV 
Axis I and II Disorders (SCID I and II) and had to complete
a questionnaire including the Inventory of Interpersonal 
Problems (IIP-C), Inventory of Personality Organization (IPO), 
Beck Depression Inventory (BDI), Spielberger State and Trait 
Inventory (STAI), Spielberger State and Trait Anger Inventory 
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 Introduction 

 Borderline personality disorder (BPD) is one of the 
most common personality disorders, affecting about 0.5–
5.9% of the general population, around 10% of psychiatric 
outpatients, and 15–20% of psychiatric inpatients  [1, 2] . 
Its main characteristics include interpersonal problems, 
affective instability, disturbed identity, and impulsivity.

  It is widely accepted that interpersonal problems are a 
central area of difficulty for those with BPD. Individuals 
with BPD often report greater problems with interper-
sonal functioning compared to healthy controls  [3] . Ad-
ditionally, some of the most serious outcomes related to 
BPD, such as self-injury and suicide, frequently occur in 
interpersonal contexts  [4]  and are related to problems 
with social adjustment  [5] .

  In the DSM-5  [6]  interpersonal problems are described 
as a pattern of unstable and intense interpersonal rela-
tionships characterized by alternation between extremes 
of idealization and devaluation as well as frantic efforts to 
avoid real or imagined abandonment. The new DSM-5 
section III model of personality disorders  [6]  defines in-
terpersonal functioning, in agreement with Otto F. Kern-
berg’s theory of structural personality organization, as the 
capacity for empathy and intimacy, with four severity lev-
els of dysfunction.

  Interpersonal problems are usually a central focus of 
treatment, enduring even after other symptoms have re-
mitted  [7, 8] . In the Collaborative Longitudinal Personal-
ity Disorders Study  [9] , researching the 10-year course of 
BPD, all BPD criteria declined at similar rates, with affec-
tive instability having the highest rate at baseline and after 
10 years. The McLean Study of Adult Development  [8] , 
on the other hand, found different courses for several 
BPD symptoms: after 2 years, most interpersonal symp-
toms were still found in 80% of the patients, whereas es-
pecially impulsive features diminished substantially, and 
after 10 years, interpersonal symptoms still remained 
present in about a quarter of the patients.

  In 2009, the National Institute for Health and Clinical 
Excellence (NICE)  [10]  clinical guidelines for BPD rec-
ommended that ‘when providing psychological treat-
ment for people with BPD, especially those with multiple 
comorbidities and/or severe impairment, the following 
service characteristics should be in place: an explicit and 
integrated theoretical approach used by both the treat-
ment team and the therapist, which is shared with the 
service user, structured care in accordance with this 
guideline and provision for therapist supervision’ (pp. 
207, 208). Drug treatment should not be used specifically 

for BPD but may be considered in the overall treatment 
of comorbid conditions  [10] .

  In the last 2 decades, several specialized BPD treat-
ment models have been developed, in particular dialecti-
cal behavior therapy (DBT)  [11] , transference-focused 
psychotherapy (TFP)  [7] , mentalization-based therapy 
(MBT)  [12] , and schema-focused therapy (SFT)  [13] , and 
their efficacy has been studied  [14–17] .

  Considering the Cochrane Review for randomized clin-
ical trials on psychotherapy for BPD  [18] , there was only 
one study mentioned with inpatients, and this study fo-
cused on patients with posttraumatic stress disorder, with 
BPD only as a comorbid disorder. There was one study 
 [12]  analyzing BPD patients with MBT-oriented partial 
hospitalization. Compared to BPD patients treated with 
standard psychiatric care they showed a significant de-
crease in all measures, whereas the scores in interpersonal 
problems even increased slightly for the control group.

  All other studies mentioned in the review were con-
ducted with outpatients showing favorable effects on in-
terpersonal problems for specialized BPD treatments: 
DBT  [19] , MBT  [20] , SFT group intervention  [21] , and 
specific trainings such as STEPPS (Systems Training for 
Emotional Predictability and Problem Solving)  [22] . As 
for TFP, there was one study showing superiority for TFP 
compared to treatment by a community psychotherapist 
 [23] . However, there was no special attention on the in-
terpersonal aspect in this study.

  To date, the literature on inpatient treatment for BPD 
is based largely on expert opinion. Several experts have 
not only dismissed the therapeutic impact that nonspe-
cialist hospitalization has on BPD but have gone as far as 
suggesting that inpatient admission actually has a nega-
tive outcome  [24, 25] . Despite this being an intuitive ar-
gument, other experts have cautioned against this as-
sumption as there is no conclusive evidence to suggest 
that hospitalization is harmful  [26] .

  There was another inpatient study, controlled but
not randomized  [27] , examining the effectiveness of a 
3-month inpatient DBT. Compared to patients on the 
waiting list (with outpatient care), patients improved sig-
nificantly more in most variables as well as in interper-
sonal functioning. The degree of change over the 3-month 
period was predicted by the initial scores: prevalues cor-
related positively with subsequent improvement  [27] . In 
a more recent study, Leichsenring et al.  [28]  compared 
psychoanalytic-interactional therapy to psychodynamic 
therapy in inpatients with Cluster B personality disorder 
and found a significant reduction in interpersonal prob-
lems in both treatment groups.
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  As one can see, studies on inpatient treatment for BPD 
are sparse. To our knowledge, until now there is no study 
that investigated the effects of a disorder-specific BPD 
treatment which combines DBT and TFP modules, and 
virtually no study considering interpersonal problems in-
cluded interpersonal subscales.

  The aim of our study was to examine the effect of a TFP-
based disorder-specific inpatient treatment on interper-
sonal problems in patients with BPD. Another question 
was whether interpersonal problems could serve as a pre-
dictor for other borderline or psychopathological features.

  Methods 

 Study Design and Participants 
 All patients were inpatients at the Psychiatric Hospital of the 

University of Basel and were diagnosed with BPD according to the 
DSM-IV-TR criteria. Patients participated in an inpatient study 
for BPD patients (Basel Borderline Inpatient Study, BABIS). The 
aims of the BABIS were to analyze the effects of a specialized bor-
derline treatment and to identify the possible influence of sub-
groups within the heterogeneous group of BPD patients. Detailed 
descriptions of the aims, methods, and sample characteristics  [29, 
30]  of the BABIS have been reported separately. Previously pub-
lished results showed amongst other things that comorbid atypical 
depression in BPD patients was correlated with psychopathology, 
anxiety, and interpersonal problems  [31]  and that patients with 
higher identity diffusion also showed higher levels of psychiatric 
symptoms such as anxiety anger and depression  [32] .

  Patients were treated at a specialized psychotherapeutic unit 
with a set stay length of 12 weeks. They received a disorder-specif-
ic treatment that combines a psychodynamic TFP approach with 
DBT skill training modules. TFP tries to change the patients’ con-
cepts of self and significant others and to treat interpersonal dis-
turbances by focusing on patients’ transference relationships and 
interactions with other patients during the inpatient treatment. 
The treatment combined twice-weekly individual TFP sessions (in 
accordance with the TFP treatment manual of Clarkin et al.  [33] ) 
with a primary therapist trained in TFP together with twice-week-
ly TFP-oriented psychodynamic group therapy with nurses and a 
social worker; in addition, the therapists had weekly supervision 
and consultation meetings. In addition, and depending on the 
demonstrated improvements in affect regulation  [16] , patients in 
the disorder-specific treatment unit attended weekly DBT-based 
skill training groups conducted by trained staff nurses to augment 
the TFP treatment. Whereas DBT skill sessions focus particularly 
on mindfulness and on coping with extreme affect states and dys-
functional behavior, TFP targets the conflicts amongst the pa-
tient’s internal representations of self and others within the trans-
ference and interpersonal problems  [34] .

  Exclusion criteria were schizophrenia, schizoaffective disorder, 
active psychosis, or acute manic episode. Written informed con-
sent was obtained from each patient. The study was approved by 
the local ethics committee (EKBB). The assessment point was the 
first week after entering the clinic. Posttesting was conducted 12 
weeks after the initial assessment.

  Interviews 
 Clinically experienced interviewers received instruction on the 

Structured Clinical Interview for DSM-IV Axis I Disorders (SCID-
I/P)  [35]  and for DSM-IV Axis II Disorders (SCID-II)  [36]  and 
were trained to pay particular attention to distinguishing Axis I 
mental state conditions from Axis II personality trait phenomena. 
The SCID I and II are semistructured interviews for assessing clin-
ical and personality disorders. Good interrater reliability (SCID I 
mean κ = 0.71; SCID II mean κ = 0.84) has been shown for both 
interviews  [37] .

  Questionnaire Data 
 For the evaluation of interpersonal criteria, we used the Ger-

man version of the Inventory of Interpersonal Problems (IIP)  [38] , 
a 64-item self-report instrument designed to measure interperson-
al deficiencies and excesses in 8 subscales (e.g. too responsible, too 
controlling) and a general scale. The IIP is based on a two-dimen-
sional circular model of interpersonal dysfunction with two axes 
(domineering vs. nonassertive and self-sacrificing vs. cold). The 
validity and reliability of the IIP has been demonstrated  [33] .

 Table 1.  Demographic and clinical characteristics of patients with 
BPD (n = 30)

Age (mean ± SD), years 26.4 ± 6.1
Gender, n (%)

Male 5 (16.7)
Female 25 (83.3)

Marital status, n (%)
Living alone 23 (76.7)
Living with a partner 7 (23.3)

Current employment, n (%)
Employed (full/part time)/apprenticeship 18 (60)
Unemployed/disability pension 12 (40)

Years of education, n (%)
<9 years 11 (36.7)

9 – 12 years 13 (43.3)
>12 years 6 (20)

Duration of illness, n (%)
<1 year 1 (3.3)

1 – 5 years 13 (43.3)
5 – 10 years 4 (13.3)
10 – 20 years 8 (26.7)

>20 years 4 (13.3)
Comorbid Axis I disorder, n (%)

None 2 (6.7)
Affective disorder 25 (83.3)
Anxiety disorder 18 (60)
Substance-related disorder 17 (56.7)
Eating disorder 13 (43.3)

Comorbid Axis II disorder, n (%)
None 8 (26.7)
Cluster A 6 (20)
Cluster B 2 (6.7)
Cluster C 20 (66.7)

 SD = Standard deviation.
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  To assess other borderline features, the Inventory of Personal-
ity Organization (IPO)  [39, 40]  was used. The scales of the IPO 
measure the constructs of identity diffusion, primitive defenses, 
reality testing, aggression, and moral values. Good validity and re-
liability have consistently been demonstrated for the IPO  [41] .

  To measure the general psychiatric symptoms and subjective 
complaints, we administered the German versions of the Symptom 
Checklist-90 (SCL-90-R)  [42] , Beck Depression Inventory (BDI) 
 [43] , Spielberger State and Trait Inventory (STAI)  [44] , and Spiel-
berger State and Trait Anger Inventory (STAXI)  [45] .

  Statistical Analyses 
 All statistical analyses were conducted with SPSS/20.0. Assump-

tion of homoscedasticity and normality distribution was checked 
prior to the analysis. For comparison before and after treatment, we 

ran a paired t test (normal-distributed data) and the Wilcoxon 
signed-rank test (no normal distribution assumed), respectively. 
Correlations were conducted with the Pearson (normal-distributed 
data) or Spearman (no normal distribution assumed) correlation. All 
test results were considered significant at a two-sided level of p < 0.05.

  Results 

 A total of 37 patients diagnosed with BPD were in-
cluded in the study and interviewed (5 patients did not 
complete the questionnaire and were therefore excluded; 
2 patients did not finish the second part of our study and 

 Table 2.  Pre-post tests of all patients

Variable Mean-pre SD-pre Mean-post SD-post t p d

IIP
Total score 1.86 0.48 1.66 0.47 3.10 0.004** 0.421
Domineering 6.30 4.42 7.03 4.91 –1.21 0.235 0.156
Vindictive 10.20 5.02 8.67 4.69 2.13 0.042* 0.315
Cold 12.97 5.49 12.20 5.01 0.78 0.443 0.147
Socially inhibited 18.33 6.35 16.20 5.49 2.26 0.031* 0.359
Nonassertive 18.93 8.29 16.60 7.92 3.30 0.003** 0.287
Overly accommodating 17.97 6.93 15.73 6.82 2.35 0.026* 0.326
Self-sacrificing 21.12 6.37 17.75 5.93 4.46 0.000** 0.548
Intrusive 13.47 5.09 12.23 4.56 1.84 0.077 0.257

IPO
Identity diffusion 62.57 12.90 58.27 14.20 2.91 0.007** 0.317
Primitive defenses 43.06 8.80 41.82 10.81 1.00 0.324 0.126
Reality testing 40.41 12.51 39.51 13.97 0.63 0.536 0.068
Aggression 33.81 8.12 33.09 8.08 0.71 0.481 0.089
Moral values 25.20 7.58 24.46 6.70 0.75 0.461 0.103

BDI 27.44 9.15 21.68 12.21 3.46 0.002** 0.534
STAI

State anxiety 57.14 10.38 54.01 12.36 1.26 0.216 0.274
Trait anxiety 59.05 8.20 57.34 9.79 1.29 0.204 0.189

STAXI
State anger 18.27 7.45 14.53 5.34 3.35 0.002** 0.577
Trait anger 22.13 7.48 20.42 6.36 1.94 0.062 0.246

SCL-90
GSI 1.48 0.60 1.37 0.67 1.16 0.255 0.173
Somatization 1.03 0.62 0.94 0.68 0.88 0.386 0.138
Obsessive-compulsive 1.55 0.62 1.58 0.86 –0.17 0.863 0.040
Interpersonal sensitivity 1.83 0.82 1.73 0.78 0.85 0.403 0.125
Depression 2.11 0.78 1.90 0.86 1.49 0.147 0.256
Anxiety 1.48 0.73 1.48 0.76 0.71 0.482 0.000
Hostility 1.33 0.92 1.40 1.04 0.50 0.625 0.071
Phobic anxiety 1.38 1.03 1.26 0.89 1.49 0.146 0.125
Paranoid ideation 1.29 0.86 1.13 0.95 –0.15 0.886 0.177
Psychoticism 1.09 0.67 0.96 0.78 1.39 0.176 0.179

 SD = Standard deviation. * p < 0.05; ** p < 0.01.
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were also excluded). Of the 30 patients included in the 
study, 25 (83.3%) were female and 5 (16.7%) male. The 
mean age was 26.4 years (SD = 6.1;  table 1 ). 28 patients 
(93.3%) were diagnosed with a comorbid Axis I disorder, 
most frequently with an affective disorder (n = 25, 83.3%); 
anxiety disorders were diagnosed in 18 patients (60%). 22 
patients (73.3%) showed a comorbid Axis II disorder, 
predominantly a Cluster C disorder (n = 20, 66.7%).

  Interpersonal Problems 
 The mean value of the IIP total item score was rather 

high: 1.84 compared to 1.28 in the general population 
 [38] . We therefore can assume that the degree of interper-
sonal problems in these patients was substantial.

  Pre-Post Tests of All Patients 
 After treatment, patients showed a significant decrease 

in the IIP total item score and all subscales except the 
domineering, cold, and intrusive scales ( table 2 ). There 

Domineering (p = 0.235)

Vindictive (p = 0.042*)

Cold (p = 0.443)

Socially inhibited (p = 0.031*)

Nonassertive (p = 0.003**)

Overly accommodating (p = 0.026*)

Self-sacrificing (p = 0.000**)

Intrusive (p = 0.077)

Baseline 12-week follow-up

  Fig. 1.  Circumplex model of the IIP interpersonal subscale at baseline and after 12 weeks of inpatient treatment 
(z-scores), with p values for change.  *  p < 0.05;  *  *  p < 0.01. 
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was a significant change in identity diffusion, depression, 
and state anger. Effect sizes ranged from small to medi-
um. As shown in  figure 1 , there was a reduction in all in-
terpersonal subscales after 12 weeks except in the domi-
neering scale. The most substantial changes were found 
in the friendly submissive scales.

  Correlations of the Baseline IIP Total Item Score with 
Posttreatment Variables 
 There was a significant correlation of the baseline IIP 

total item score with identity diffusion, primitive defens-
es, trait anxiety, and general symptom complaints as well 
as some SCL-90 subscales ( table 3 ). Concerning IIP, all 
subscales except the domineering and vindictive scales 
correlated positively with the total item score.

 Table 3.  Correlation of the IIP global item score at baseline after 12 weeks of inpatient treatment with other posttreatment variables

 IIP-baseline IIP-post

gl obal 
item score

global
item score

domi-
neering

vindic-
tive

cold socially 
inhibited

non-
assertive

overly accom-
modating

self-sacrific-
ing

intrusive

IIP-baseline
Global item score 1 0.722** –0.055 0.266 0.337 0.653** 0.670** 0.657** 0.560** 0.408*

IIP-post
Global item score 0.722** 1 0.216 0.388* 0.613** 0.838** 0.738** 0.806** 0.770** 0.667**
Domineering –0.055 0.216 1 0.530** 0.321 –0.063 –0.377* –0.219 –0.007 0.561**
Vindictive 0.266 0.388* 0.530** 1 0.544** 0.237 –0.041 –0.076 –0.123 0.391*
Cold 0.337 0.613** 0.321 0.544** 1 0.504** 0.303 0.295 0.153 0.499**
Socially inhibited 0.653** 0.838** –0.063 0.237 0.504** 1 0.808** 0.716** 0.595** 0.298
Nonassertive 0.670** 0.738** –0.377* –0.041 0.303 0.808** 1 0.831** 0.626** 0.152
Overly accommodating 0.657** 0.806** –0.219 –0.076 0.295 0.716** 0.831** 1 0.835** 0.358
Self-sacrificing 0.560** 0.770** –0.007 –0.123 0.153 0.595** 0.626** 0.835** 1 0.497**
Intrusive 0.408* 0.667** 0.561** 0.391* 0.499** 0.298 0.152 0.358 0.497** 1

IPO-post
Identity diffusion 0.364* 0.436* 0.667** 0.639** 0.379* 0.391* 0.087 0.194 0.214 0.558**
Primitive defenses 0.436* 0.520** 0.546** 0.672** 0.327 0.300 0.079 0.202 0.246 0.511**
Reality testing 0.006 0.271 0.634** 0.643** 0.299 0.105 –0.050 –0.015 –0.055 0.493**
Aggression –0.030 0.225 0.808** 0.698** 0.302 0.048 –0.252 –0.191 –0.167 0.431*
Moral values 0.090 0.320 0.596** 0.661** 0.469** 0.185 –0.116 –0.061 –0.047 0.404*

BDI-post
Depression score 0.283 0.536** 0.233 0.103 0.198 0.466** 0.358 0.414* 0.459* 0.476**

STAI-post
State anxiety 0.170 0.374* 0.086 –0.044 0.164 0.295 0.247 0.410* 0.422* 0.204
Trait anxiety 0.388* 0.488** 0.137 0.110 0.046 0.449* 0.369* 0.424* 0.485** 0.262

STAXI-post
State anger –0.093 0.386* 0.573** 0.307 –0.013 –0.140 –0.216 –0.210 –0.131 0.231
Trait anger –0.103 –0.012 0.770** 0.466** 0.223 –0.228 –0.532** –0.389* –0.226 0.472**

SCL-90-post
GSI 0.400* 0.498** 0.458* 0.392* 0.264 0.397* 0.126 0.254 0.400* 0.512**
Somatization 0.133 0.239 0.272 0.178 0.192 0.106 –0.050 0.168 0.175 0.351
Obsessive-compulsive 0.357 0.491** 0.416* 0.426* 0.306 0.367* 0.226 0.274 0.222 0.411*
Interpersonal sensitivity 0.377* 0.435* 0.303 0.260 0.222 0.438* 0.088 0.212 0.344 0.461*
Depression 0.466** 0.513** 0.167 0.233 0.279 0.487** 0.361 0.386* 0.306 0.357
Anxiety 0.455* 0.645** 0.319 0.317 0.363* 0.500** 0.318 0.539** 0.399* 0.610**
Hostility 0.068 0.191 0.585** 0.541** 0.379* 0.143 –0.224 –0.099 –0.128 0.453*
Phobic anxiety 0.376* 0.310 –0.057 0.078 0.008 0.397* 0.333 0.358 0.201 0.114
Paranoid ideation 0.202 0.333 0.616** 0.466** 0.306 0.163 –0.176 –0.010 0.174 0.486**
Psychoticism 0.145 0.319 0.579** 0.404* 0.267 0.223 –0.079 0.096 0.096 0.416* * p < 0.05; ** p < 0.01.
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  Discussion 

 We are the first to investigate the effects of an inpatient 
treatment that combines two therapeutic approaches for 
BPD (TFB and DBT) which have been proven effective in 
randomized clinical trials.

  After treatment, our patients not only showed a sig-
nificant decrease in identity diffusion, depression, and 
anger but also in almost all interpersonal scales. These 
results are especially interesting as persisting severe im-
pairments in general, social, and interpersonal dysfunc-
tions have been shown in longitudinal studies for BPD  [8, 
9, 46] . In the study of Choi-Kain et al.  [47] , demanding-
ness and boundary violations turned out to remit quickly, 
while affectively oriented interpersonal features related to 
intolerance of loneliness persisted. In our study, only the 
domineering scale did not decrease after 12 weeks. Of 
course, it would have been even more interesting to know 
the changes in interpersonal subscales after 6 or 12 
months. Gunderson et al.  [48]  found that the quality of 
current relationships of patients with BPD predicted the 
outcome at a 2-year follow-up.

  Our other finding was that the baseline IIP total item 
score correlated positively with several posttreatment 
variables as well as with other borderline features (e.g. 
identity diffusion). This connection is to be taken into ac-
count in treatment underlining the importance of includ-
ing improvement of interpersonal problems in therapy 
goals. The importance of interpersonal symptoms and 
processes for psychotherapy are acknowledged by psy-
chodynamic  [49]  and behavioral therapists  [50] . Long-
term symptomatic ameliorations are related with in-
terpersonal variables (quality of the relationship with 
partner or parents)  [51] . Stepp et al.  [52]  found that inter-
personal problems mediated the relationship between 
BPD and later violent behaviors. The interpersonal diffi-
culties of BPD patients are of vital relevance in general 
psychiatric hospitals; hospitalized BPD patients feel hos-
tilely repulsed by staff members and affronted by other 
patients  [53] . Puschner et al.  [54]  found that interperson-
al problems (measured with IIP) at the beginning of ther-
apy are not associated with a negative treatment outcome. 
Amelioration of interpersonal problems (measured with 
IIP) seems to be correlated with definitive psychotherapy 
outcome  [55] . The IIP-C subscale (coldness) was found 
to be a negative predictor in a long-term study with out-
patient group therapy  [56] .

  There are several limitations to our study, reducing the 
generalizability of the results. These include the limited 
number of participants of the study (particularly the small 

number of men), the lack of clear behavioral markers of 
change (e.g. Global Assessment of Functioning) during 
the treatment period, and the fact that the IIP general 
scale was very high in all patients. Also, we did not analyze 
the interrater reliability of our SCID interviews and did 
not include a control group. Still, two main conclusions 
seem possible. More psychopathology or comorbidity is 
not always an indicator for worse treatability. To the con-
trary, specific symptoms can be indicators for better 
prognosis, and less comorbidity can show less therapeutic 
effects (see also the results of Bateman and Fonagy  [57] ).

  The results of our study regarding the reduction in in-
terpersonal scales are congruent with prior results indi-
cating that TFP could have specific advantages (com-
pared to other treatments) in the interpersonal field (e.g. 
reflective functioning)  [58]  and that changes in identity 
diffusion, pseudo-altruistic interpersonal features (non-
assertive, overly accommodating, self-sacrificing), and 
associated anger are possible and crucial.

  Intensive and disorder-specific psychodynamic psy-
chotherapy may have an especially favorable outcome for 
BPD patients with severe interpersonal problems due to 
the fact that TFP focuses on interpersonal difficulties.

  Of course, further research is needed to confirm our 
findings and to clarify open questions, for example, why 
anger was not also associated with higher interpersonal 
problems and why the interpersonal domineering and 
cold subscales showed no decrease after treatment. 
Wright et al.  [59]  investigated the stability of interper-
sonal problems in BPD patients over the course of a year 
and found that ‘interpersonal dysfunction on borderline 
pathology is stable in its severity but unstable in the style 
of its manifestation’ (p. 1094).

  Finally, the question arises whether our results are spe-
cific for BPD or could also occur for any other form of 
personality pathology. Although interpersonal problems 
are considered one of the more stable features of BPD, our 
results showed a significant improvement after only 12 
weeks of TFP-based disorder-specific inpatient treat-
ment.
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