
 
 
 
 

 

 

 

 
 
 
 
 

 

 

 

 

 

 

 

 

 

  

Dieses Dokument ist eine Zweitveröffentlichung (Verlagsversion)

This is a self-archiving document (published version)

Peter Beiling, Susan Schurig, Andrea Keller et al.

Thealliance-outcomeassociation inborderlineandobsessive-compulsive
personality disorder

Erstveröffentlichung in / First published in:

Frontiers in psychiatry. 2023. 14. Frontiers Media SA. ISSN: 1664-0640.

DOI: https://doi.org/10.3389/fpsyt.2023.1094936

Diese Version ist verfügbar / This version is available on:

https://nbn-resolving.org/urn:nbn:de:bsz:14-qucosa2-937892

DiesesWerk ist lizenziert unter einer Creative Commons Namensnennung 4.0 International Lizenz.
This work is licensed under a Creative Commons Attribution 4.0 International License.

https://doi.org/10.3389/fpsyt.2023.1094936
https://nbn-resolving.org/urn:nbn:de:bsz:14-qucosa2-937892




Beiling et al. 10.3389/fpsyt.2023.1094936

Little is known about possible moderators of the alliance-

outcome relationship and the exact mechanisms by which the

therapeutic alliance influences therapy outcome. It can be assumed

that several factors pertaining to the patient, the therapist, as

well as factors relating to the setting are involved in this process.

Previous studies have identified several patient-related moderators

of the alliance-outcome relationship, amongst others severity

of symptoms at baseline (14), number of previous depressive

episodes (15, 16), gender (17), ethnicity (18), attachment-associated

variables (19, 20), diagnosis (2), and life satisfaction as a within

client effect (21). Research has also supported the importance

of therapist contributions for improved patient outcomes (22).

Finally, aspects of the therapy setting that have been found to

have an effect are duration of therapy (14), time of assessment,

and outcome measure (3). Taking this complexity of factors into

account could explain the great variance found in the size of the

alliance-outcome relationship across studies (2–4).

Whether a patient has been diagnosed with a personality

disorder represents another patient-related factor that may impact

the alliance-outcome relationship. Only few studies have examined

the role personality disorders play in this regard and these

investigations have yielded inconsistent findings to date. While

some studies found the alliance-outcome effect to be stronger in

patients with personality problems as compared to patients without

personality problems (9, 23), a meta-analysis by Del Re et al.

(22) showed no correlation between the extent of the alliance-

outcome effect and the proportion of patients with personality

disorders in the studies included. A possible explanation for these

inconsistencies is that the effect of the therapeutic alliance on

treatment outcome could vary depending on the type of personality

disorder, i.e., between patient groups with different personality

disorder diagnoses.

When comparing the different types of personality disorders,

differences as well as similarities become apparent. A basic

commonality of all personality disorders is their definition in the

Diagnostic and Statistical Manual of Mental Disorders (DSM-5)

(24) as an inflexible pattern of inner experience and behavior

that deviates significantly from the expectations of the socio-

cultural environment, is manifested during adolescence and

is relatively stable over time. Interpersonal dysfunctionality in

particular has been characterized as a central aspect of personality

disorders (25), thereby highlighting the importance of investigating

how personality disorders influence the effect the therapeutic

alliance has on therapy outcome. It is assumed that interpersonal

dysfunctionality impedes the formation of a helpful and stable

therapeutic relationship, at least in case of some personality

disorders (26). Nevertheless, a recent meta-analysis by Flückiger

et al. (2) showed no overall difference in the quality of the

therapeutic alliance between patients with and patients without the

diagnosis of a personality disorder. However, the study did show

that the alliance-outcome effect varied greatly in samples of patients

with borderline personality disorder, thereby suggesting that the

dynamics of the alliance-outcome relationship may vary between

personality disorder types after all.

In the present study, patient groups with borderline personality

disorder (BPD) and obsessive-compulsive personality disorder

(OCPD) will be examined for possible differences in their

therapeutic alliance and alliance-outcome relationship. BPD and

OCPD appear particularly suitable for this differential analysis of

personality disorders as they belong to different DSM-5 clusters of

personality disorders and are among the most common personality

disorders in outpatient groups (27). Moreover, BPD and OCPD

also represent the most frequently occurring personality disorders

in our clinical sample, which highlights their high relevance in

everyday clinical practice.

Borderline personality disorder is characterized by a pattern

of instability in self-image, interpersonal relationships, and affects

(DSM-5) (24). Common symptoms are increased impulsiveness,

manipulativeness, self-harm, difficulties controlling anger, and

chronic feelings of emptiness. A rapid change between fear of

abandonment and thus strong dependency in relationships as well

as intense rejection and devaluation are typical amongst BPD

patients. Compared to nonclinical individuals BPD patients tend to

show greater intraindividual variability as well as more extremes in

their mood and interpersonal behavior (28). Following the DSM-

5 (24) classification of personality disorders into clusters, BPD

forms part of cluster B, which histrionic, antisocial, and narcissistic

personality disorder are also part of.

In contrast, a pattern of preoccupation with orderliness and

details, perfectionism, self-control, interpersonal control, and a lack

of flexibility is characteristic of OCPD. Typical symptoms include

excessive devotion to work, over-conscientiousness, in ability to

discard worthless objects, difficulties delegating tasks, miserliness,

and rigidity. OCPD is assigned to cluster C of the DSM-5, along

with avoidant personality disorder and dependent personality

disorder (24).

Only few studies empirically comparing BPD and OCPD exist.

Patients with BPD have been found to differ from patients with

OCPD regarding several aspects of attachment style, such as being

more likely to show angry withdrawal and compulsive careseeking

attachment patterns (29). A study by Skodol et al. (30) showed that

patients with BPD tended to have greater impairment at work, in

social relationships, and at recreational activities than patients with

OCPD (30). However, Soeteman et al. (31) found no differences in

the quality of life between patients with BPD and OCPD.

Considering the core characteristics of BPD and OCPD

described above, it seems plausible to assume that different

challenges with regard to the therapeutic alliance may exist for

these patient groups. On the one hand, OCPD patients may show

a strong reticence to engage emotionally in the therapeutic alliance

and have problems in empathic perspective taking (32). Meanwhile,

BPD patients tend to oscillate rapidly between attachment and

disengagement. Consequently, their desire for great closeness can

easily be interfered with, for instance through feelings of rejection,

thereby leading to ruptures in the alliance linked with angry

withdrawal behavior, resulting in an overall decreased likelihood of

engagement in treatment (29, 33, 34).

The aim of the present study is to obtain a more differentiated

understanding of the importance of the therapeutic alliance and its

measurement in the successful treatment of patients with different

personality disorders.

In a first step, we descriptively examined possible group

differences in the quality of the therapeutic relationship and the

symptom burden between BPD and OCPD patients. While the
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attainment (large effect), and shorter treatment duration

(medium effect).

In the BPD subsample, the most common secondary diagnoses

were major depressive disorder, recurrent episode (n = 20; 55.6%),

social phobia (n = 15; 41.7%), anorexia nervosa (n = 12; 33.3%),

and PTSD (n = 9; 25%). In the OCPD subsample, the most

common secondary diagnoses were also major depressive disorder,

recurrent episode (n = 22; 73.3%) and social phobia (n = 8;

26.7%) as well as major depressive disorder, single episode (n = 6;

20.0%) and obsessive-compulsive disorder (n = 5; 16.5%). During

therapy, 58.3% of the patients in the BPD sample and 56.7% of the

patients in the OCPD sample were under psychopharmacological

medication, the vast majority of them received SSRI’s, SNRI’s or

tetracyclic antidepressants.

2.2. Material

The diagnosis of BPD or OCPD used for group allocation was

a composite clinical judgement based on the clinical impression

of the treatment team, the results of the International Personality

Disorder Examination (IPDE) (35) and, in cases of uncertainty, an

additional SCID II interview (Clinical Interview for DSM–IV Axis

II Disorders) (36) conducted by trained interviewers.

The Brief Symptom Inventory-18 (BSI-18) (37) is a widely used

self-report questionnaire consisting of 18 items which are rated on

a 5-point Likert scale. It assesses psychological distress during the

last 7 days with the scales somatization, depression and anxiety.

The global severity index can be calculated as a global indicator of

psychological stress, thereby permitting comparability of severity of

illness across different disorders and settings. The BSI-18 has shown

questionable to high internal consistencies (α = 0.63 to α = 0.93),

sufficient discriminatory power (ri ≥ 0.40), and high convergent

validity. In the present study, the BSI-18 was distributed to patients

at admission (t1) and discharge (t3).

The Helping Alliance Questionnaire (HAQ) (38) is a self-report

questionnaire assessing the quality of the therapeutic alliance. It

consists of 11 items which are rated on a 6-point Likert scale.

The HAQ is frequently used and shows adequate construct validity

and reliability. In a recent psychometric review by Nübling et al.

(39), the reliability and validity analyses showed satisfying to good

results. The HAQ was distributed as part of the interim survey 3

weeks after admission (t2) and at discharge (t3).

2.3. Statistical analysis

Statistical analyses were conducted using IBM SPSS Statistics

(Version 27). Mean imputation was performed if up to a

maximum of 20% of values were missing from a questionnaire.

Sensitivity analyses revealed no statistically significant different

results when mean imputation was performed compared to when

only completely available questionnaire values were included.

Hence, mean imputed values were used in subsequent analyses.

To test the assumptions of the statistical analyses for the subgroup

differences shown in Tables 1, 2, we assessed normal distribution

using the Kolmogorov-Smirnov test and Shapiro-Wilk test and

homogeneity of variance using Levene’s test. Several metric

variables (age, duration of therapy, duration of incapacity for work,

HAQ at interim survey) were not normally distributed. In these

cases, we used the non-parametric Mann–Whitney U-test instead

of an independent samples t-test. To test for group differences

regarding frequencies in categorical sociodemographic variables we

conducted Pearson’s Chi-Squared test. For statistically significant

subgroup differences effect size was calculated using r and Cohen’s

w for the Mann–Whitney U and Chi-Squared test respectively. An

effect size of r or w ≥0.01 is considered a small effect, ≥0.03 is

considered a medium effect, ≥0.05 is considered a large effect (40).

To examine differences in the alliance-outcome relationship,

two independent multiple regression analyses were conducted for

patients with BPD and patients OCPD respectively. Calculations

used a multiple linear regression model and were all adjusted

for symptom load (BSI-18) at t1, which was included as a

control variable in the regression model. Other independent

variables included in the regression model as control variables

were age, sex, treatment duration, therapy discontinuation, and

partnership status. Difference values of the GSI between t1 and t3
were calculated and used as a measure for symptom reduction.

Standardized z-scores were calculated for the GSI at t1, the GSI

change, and the HAQ values.

3. Results

As can been seen in Table 2, there were no statistically

significant group differences in GSI and HAQ scores at the different

measurement points. Nevertheless, in the BPD group, there was

a tendency for the values of the HAQ recorded after 3 weeks of

therapy to show a larger standard deviation. The range of HAQ

values differed between the BPD and OCPD groups such that lower

HAQ values were more present in the BPD group sample than

in the OCPD group (see Table 2). We additionally conducted a

dependent t-test for paired samples which revealed that the GSI

score was significantly lower at t1 than t3 across the entire patient

sample (t = 5.677, p < 0.001).

The results of the two multiple linear regression models

presented in Table 3 show that the overall model fit was higher

in the OCPD group (R² = 0.458) than in the BPD group (R² =

0.125). The therapeutic alliance recorded after 3 weeks emerged as

a statistically significant predictor of symptom reduction, however

only in the group of OCPD patients (OCPD: β = 0.50; 95% CI

[0.20; 0.09]; BPD: β = –0.03; 95% CI [–0.29; 0.25). The control

variables (age, sex, treatment duration, therapy discontinuation,

and partnership status) had no statistically significant predictive

effect on symptom reduction (p > 0.05) and were hence not

included in the presentation of results in Table 3 for reasons

of clarity.

4. Discussion

Contrary to our assumption of a higher initial symptom

burden in BPD patients, results showed no statistically significant

group differences in the GSI values at admission compared to

OCPD patients. Similarly, BPD and OCPD patients did not
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psychoeducation on emotion regulation and DBT skills training in

group setting.

Our study has several limitations. First and most importantly,

the data base we used does not assess therapeutic alliance and

symptom burden at sufficient measurement points to allow for

a more elaborate session-to-session measurement. Therefore, it

was not possible for us to differentiate between within-subject

variability and between-subject variability. Hence, we are unable

to make a definitive statement about the causal direction of the

alliance-outcome effect. Instead, wemust base our assumptions and

interpretation of findings on the available literature summarized

above. Moreover, the investigation of additional sub-components

of the alliance-outcome effect could not be disentangled in

our study either. Particularly in light of the fact that the

alliance-outcome effect is assumed to be composed of a trait-

like component, such as patient characteristics, and a state-

like component, namely changes in the alliance throughout the

therapeutic process, future research should take into account the

distinct influences these components have on the alliance-outcome

effect (43).

Second, this investigation was limited by its small sample

size. As we wanted to analyze the alliance-outcome relationship

in patients with specific personality disorders, we were only able

to include a very small sub-sample of the complete data set

in our analyses. Hence, our findings should be interpreted with

caution. Although the results were statistically significant, the

small sample size resulted in large confidence intervals which

may indicate a rather instable effect with the possibility of

a Type II error. Additionally, results may be confounded by

the imbalance in drop-out rates, with a higher rate amongst

BPD patients than OCPD patients. However, at the cost of a

larger sample, we were able to use data from patients with

different personality disorder diagnoses to examine the alliance-

outcome effect.

Finally, whilst the naturalistic nature of the present study

brings the benefit of reflecting everyday clinical practice, the

fact that there was no standardized, homogeneous therapeutic

process could represent a confounding effect which may have

biased our findings. For example, interventions from dialectical

behavioral therapy are more frequently used in the treatment of

BPD, while schema-therapeutic methods are more commonly

indicated in the treatment of patients with OCPD. These

differences in therapeutic methods could have influenced patients’

experience of the therapeutic alliance as well as their symptom

reduction, thereby potentially minimizing or exaggerating

group differences.

The results of the present study suggest that a single

measurement of the therapeutic alliance in an early phase of

therapy is a good indicator of therapy outcome in patients

with OCPD. In patients with BPD, one-time measurements

of the therapeutic alliance appear to have limited predictive

validity regarding therapy outcome. However, our results

should by no means be understood as suggesting that the

therapeutic alliance is of little importance for the outcome of

therapy amongst BPD patients. In fact, the opposite might be

true, especially when considering the high drop-out rate in

BPD patients.

Based on our findings and seeing that a high rate of

therapy discontinuation amongst BPD patients has frequently

been observed in prior research and that a link between therapy

discontinuation and helping alliance has been suggested (44,

45), we recommend more continuous measurements of alliance

for BPD patients. In patients with OCPD, on the other hand,

a one-time early measurement of the therapeutic alliance can

provide valuable information about possible conflicts. These

conflicts are often concealed or carried out passively in patients

with OCPD, thereby making it more difficult for the therapist

to detect them. Unspoken latent conflicts or dissatisfaction in

the therapeutic alliance could thus be identified, addressed and

resolved at an early stage. Furthermore, the fact that we found

an exceptionally strong alliance-outcome relationship in OCPD

patients compared to studies with a broader patient population

suggests that a focus on the therapeutic alliance in therapy planning

or intervention selection might be particularly beneficial in this

patient group.

Taking account of the nature of interactional problems, it

appears that those of BPD patients automatically push themselves

into the foreground of the therapeutic situation, whereas the

interactional difficulties of OCPD patients are more quiet in

nature and often hidden under a coat of outward conformity

and sense of duty. Our study points to the importance of

not overlooking these interactional problems, in particular

with regard to how they may impact key impact factors of

therapy outcome.

In light of the above-mentioned limitations and the overall

exploratory nature of the study, interpretations and implications

should be considered tentatively. Further studies investigating

the alliance-outcome association in different patient groups and

settings are needed to obtain a more differentiated picture of the

mechanisms of change in psychotherapy.
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