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2000 onwards – over a decade of change
Personality disorder: no longer a diagnosis
of exclusion (2003)
n Capability Framework (2003)
n KUF/training cometences for clinicians
n NICE Guidance/Cochrane Review
n ‘Meeting the challenge – making a
difference’ (2015)
n Guidance – Denmark, Australia, Italy,
Holland, Germany
n

Summary
n
n
n
n
n

Personality disorder concept is changing
Treatments are not tailored for main challenges of
personality disorder
Why are so many treatments effective and what
do they have in common?
What are the implications for further
development?
Can we add perspective to personality disorder –
not a disorder but a breakdown of communication
– will this stimulate more efficacious treatment?

Cochrane Review
a) comprehensive psychotherapies:
includes individual psychotherapy as
substantial part of the intervention;
additional group therapy may or may not be
included; duration of at least three months;
n b) non-comprehensive psychotherapeutic
interventions: does not include individual
psychotherapy as a substantial part of the
intervention.
n

What is happening to personality
disorder?

Conceptualizing BPD and other PD from a
dimensional, rather than a categorical,
approach. Dimensional approach may better
account for the developmental variability and
heterogeneity observed in personality
disorder
Section 3: Dimensional model of personality
pathology
• Impairments in self
• Difficulties in relatedness
A sensitive and precise diagnosis could be
achieved by combining both approaches
Dimensional – Categorical

DSM-5 The recep-on
n

4.0 out of 5 stars Now that’s
what I call mental illness
Its boom (me in the world of
mental disorders - they are
prolifera(ng at such a rate
that its some(mes diﬃcult
for drug companies to keep
up. Are you moody, lazy,
impulsive or irritable? Do you
get nervous some(mes, or
not feel life is great all the
(me? Well come on in - you
might ﬁnd a label right here perhaps its self defea(ng
personality disorder or a
touch of social phobia ...
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Section III of DSM-5: diagnostic criteria for PD
n

n
n

Level of personality functioning
Ø identity and self-direction (category of self)
Ø and empathy and intimacy (category of interpersonal
functioning)
Ø Severity: more than one PD diagnosis, or one of the
more typically severe forms of PD.
Specific personality disorder diagnoses (ASPD, APD,
BPD, NPDM,OCPD, SPD)
Pathological personality traits in five domains: negative
affectivity, detachment, antagonism, disinhibition and
psychoticism.
Ø Within the domains, there are 25 trait facets

DSM 5 Section III: Impairment in personality functioning is
two or more of four indicators
n Identity (impoverished, poorly developed selfimage, often excessive self-criticism; chronic
feelings of emptiness; dissociative states under
stress).
n Self-direction (instability in goals, aspirations,
values, career plans).
n Empathy (impoverished ability to recognize
feelings and needs of others, especially as a result
of hypersensitivity).
n Intimacy (intense, unstable and conflicted close
relationships: mistrust /neediness; idealization/
devaluation, over-involvement/withdrawal)

Evaluation of DSM-5 Section III
n

Strengths
ØDimensional nature - research evidence that
personality disorders are continuous with
normal personality’ (Livesley, 2012/, p.364).
ØThe functioning scale is severity factor, which
is a good predictor of outcome (Livesley,
2012).

Evaluation of DSM-5 Section III
n

Criticism
Ø‘unwieldy conglomeration of disparate models’
Øclinical utility of trait model: too many
subcomponents (Shedler et al., 2010).
Øretention of a categorical/typal model
alongside the dimensional model è
incommensurability (psychopathology is
either continuous with normality or not)
(Livesley, 2012).

ICD-11 (scheduled for publication in 2018)
n

n
n
n

One general dimensional diagnosis for PD: ‘pervasive
disturbance in how an individual experiences and thinks
about the self, others and the world, manifested in
maladaptive patterns of cognition, emotional experience,
emotional expression and behaviour’ (Tyrer et al., 2015).
Entrenched patterns è significant difficulties in
interpersonal functioning
Disturbances across personal and social situations; and are
relatively stable over time
Level of impairment: mild, moderate and severe assessed as
extent of social dysfunction, level of risk to self and
others, and overlap of trait domains.

Typology in ICD-11
n

Domain traits - not ‘categories but dimensions
that correspond to the underlying structure of
personality dysfunction’ (Tyrer et al., 2015)
ØNegative affective domain traits: distressing
emotions such as anxiety, anger, self-loathing,
instability, vulnerability and depression.
ØDissocial trait: disregard for social obligations
and conventions and the rights and feeling of
others.
ØDisinhibition: a propensity for impulsive
behaviour, shown in irresponsibility,
distractibility and recklessness.

Typology in ICD-11
ØAnankastic: a narrow focus on the control
and regulation of one’s own and others,
expressed as perfectionism, perseveration,
emotional and behavioural constraint,
stubbornness, orderliness and preoccupation
with meeting obligations.
ØDetachment: emotional and interpersonal
distance, expressed as social withdrawal or
social indifference, isolation, the avoidance of
intimacy or close friendship
n

..

Severity in ICD-11
n

More severe PD, more than one domain trait is likely to
present (Tyrer et al., 2015).
Ø Just BPD would classically involve an emphasis on
negative affect;
Ø BPD comorbid with antisocial personality disorder
manifest as moderate or severe personality disorder
with dissocial features and features of disinhibition as
well as negative affect.
Ø Not using the language of typal categorisation,
o Helps understand behaviours in terms of severity
and
o typical styles of behaviour and their underlying
cognitive processes.

Some concerns
n
n
n
n
n
n

Potential rift with current research and clinician
focus
Treatments only offered to the ‘severe’ personality
disorder
Insurance based systems no longer have specific
diagnosis
Diagnosis of ‘very bad heart disease with low blood
pressure’ tells us little
Does not tell us much about core underlying
problem
Domain traits do not necessarily translate into clear
interventions

What is happening to treatment for
personality disorder?

Stability and course of BPD: A summary
§ Categorical stability of BPD is modest in both adolescents
and adults
§ Dimensional stability is moderate
§ BPD symptoms usually appear in adolescence, peak in early
adulthood, then decline
§ Some individuals do not experience age-related decline of
symptoms
§ While impulsive symptoms reduce over time, affective/social/
interpersonal symptoms are more likely to persist
§ Need to distinguish acute mental states from traits that
indicate a more general pattern of maladaptive &
dysfunctional behaviours
§ Remission from categorical diagnosis does not imply remitted
patients are healthy

Dialectical Behaviour Therapy
n

Linehan, Armstrong, Suarez et al, 1991
Ø Contrasted DBT with TAU
Ø Therapy was conducted weekly, and treatment was offered both individually
and in groups over 1 year
Ø Patients were admitted to the trial if they met DSM-III-R criteria and had at
least 2 incidents of parasuicide in the 5 years preceding (with 1 in the
immediately preceding 8 weeks)
Ø 22 women were assigned to DBT and 22 to the control condition.
Ø Assessment was carried out during and at the end of therapy and again after
1-year follow-up (Linehan, Heard, & Armstrong, 1993)
Ø Controls were significantly more likely to make suicide attempts ( mean 33.5
vs 6.8 attempts) and spent significantly more time as inpatients over the year
of treatment (mean 38.8 and 8.5 days).
Ø Controls were significantly more likely to drop out of the TAU therapies —
attrition from DBT was 16.7%, contrasted with 50% for other therapies

Specialist/Generalist treatments:
the evidence base
n

Outcomes across DBT/TFP/SPT were
“generally equivalent” (USA)

Clarkin JF, Levy KN, Lenzenweger MF, Kernberg O. Evaluating three treatments for
borderline personality disorder. American Journal of Psychiatry. 2007;164:922-8
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General Psychiatric Management
and Dialectical Behaviour Therapy
GPM and DBT showed equivalence in
outcomes on all measures
n No differences over follow-up
n

McMain S, Links P, Gnam W, Guimond T, Cardish R, Korman L, et al. A
randomized controlled trial of dialectical behaviour therapy versus general
psychiatric management for borderline personality disorder. American Journal of
Psychiatry. 2009;166:1365-74
McMain S, Guimond T, Cardish R, Streiner D, Links P. Clinical outcomes and
functioning post-treatment: A two-year follow-up of dialectical behavior therapy
versus general psychiatric management for borderline personality disorder.
American Journal of Psychiatry. 2012;169:650-61

Global Function
53% were neither employed nor in school,
and 39% were receiving psychiatric
disability support after 36 months
n EuroQol scores remained below normal
and in a range comparable to patients with
comorbid major depression and anxiety
disorders
n

High Risk Suicidal Behavior in Veterans-Assessment of
Predictors and Efficacy of Dialectical Behavioral Therapy
Goodman et al (2014)
n

n
n

n

Randomized controlled trial (RCT), of standard DBT (weekly
individual sessions, skills training group and telephone coaching
as needed) compared to TAU in 120 veterans recently discharged
from an acute psychiatric inpatient stay with high risk suicidal
behavior.
The primary treatment outcome - quantification of suicidal events,
as assessed by the Columbia Suicide Severity Rating Scale
Secondary outcomes include suicidal ideation, parasuicidal
events, treatment compliance, depressed mood, substance abuse
and hopelessness.
Both groups will continue to receive standard
psychopharmacology and case management services from their
clinic providers. Subjects will receive a battery of assessments at
month 6, 12 and 18.

High Risk Suicidal Behavior in Veterans-Assessment of
Predictors and Efficacy of Dialectical Behavioral Therapy.
Marianne Goodman et al (2014).

Improvements in suicidality and secondary
outcomes of depression and hopelessness
and anxiety in both treatment groups.
n There was no significant difference
between the two treatment groups.
n DBT subjects received significantly more
hours of treatment
n There was considerable early drop out in
both arms (40%) particularly homeless,
substance abusing males
n

MBT for Borderline Personality Disorder
n

Bateman & Fonagy, 1999
Ø Assigned 38 patients either to an 18-month program of intensive,
structured psychodynamically-informed day treatment (‘partial
hospitalization’) or to routine care
Ø Though both treatments were offered in the context of standard NHS
services, the day-unit specialized in work with borderline patients
Ø Over 18 months patients receiving partial hospitalization showed
significant gains over controls on measures of suicidality, self harm
and in-patient stay, and also on measures of symptoms and
functioning. These gains became apparent only after six months of
treatment and became more robust over time, suggesting that shorter
periods of therapy may not be effective
Ø Follow-up at 18 months (Bateman & Fonagy, 2001) which included an
intent-to-treat analysis suggested that patients who completed the
program maintained gains, and that further improvements in
symptomatic and interpersonal functioning were evident.
Ø A cost-benefit analysis (Bateman & Fonagy, 2003) suggested that the
additional costs of the program were offset by reductions in in-patient
and emergency-room care, as well as reduced medication

Global Assessment of Function
MBT-PH

TAU

Significance

Mean(SD) 58.3 (10.5) 51.8 (5.7)
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168 patients screened for eligibility

Consort Diagram – IOP Study:
Patient Recruitment Flow-Chart

34 patients excluded:
10 did not attend interview
12 declined participation
5 did not meet inclusion criteria
4 met exclusion criteria
3 were uncontactable

134 randomized

71 patients allocated to MBT-OP

63 patients allocated to SCM-OP

6 attended < 6 months

10 attended < 6 months

13 attended 6-12 months

6 attended 6-12 months

52 completed treatment

47 completed treatment

71 included in analyses

63 included in analyses

Therapist profession and training
n
n
n
n

n

7 nurses (MBT-OP = 4, SCM-OP = 3)
3 trainee psychiatrists (MBT-OP = 2, SCM-OP = 1)
1 accredited counselor (MBT-OP = 0, SCM-OP = 1).
MBT-OP therapists completed a 3-day basic and a 2-day
advanced training course in MBT. Supervision was offered
on a weekly basis for 1 hour to all therapists as a peer group
SCM-OP therapists attended 3 days of training on
personality disorder discussing the nature of personality
disorder, the common problems encountered in treatment
and a focus on the SCM-OP protocol. Supervision was
offered on a weekly basis for 1 hour by a senior clinician
experienced in the general management of BPD.

Percent of who seriously self harmed
n.s.

Percent Who Self-Harm
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OR for combined group: 0.49 (.35, .69) , Coefficient for group difference: 0.39 (.23, .66)
(At 18 months χ2 =4.6, p<.05, RR=0.55, 95% CI: 0.33, 0.92)

Outcome of mentalization-based and supportive psychotherapy in
patients with borderline personality disorder: a randomized trial.
C. R. Jørgensen C. Freund, R. Bøye, et al Acta Psychiatrica Scandinavica 1-13 (2012).

Evidence based or promising treatments
MBT
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DBT
CAT
SFT
STEPPS
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DBT

SFT
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Who specifically
benefits from
MBT-BPD?

Moderating effect of Narcissistic PD

Coefficient of difference between slopes=-.14 (-.21, -0.08), p<.000

Antisocial problems and clinical outcome

Coefficient of difference between slopes=-.14 (-.21, -0.08), p<.000

Percent

Nineteen patients were not free of selfharm, suicide or hospitalization after 18months of MBT. Who were they?
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Eating Disorder
(p<.03)

Significant change

Antisocial Problems On Benefit (p<.05)
Narcissistic
(p<.03)
Personality
Disorder (p<.04)

Coefficient of difference between slopes=-.14 (-.21, -0.08), p<.000

Does Severity Moderate MBT? Indicators of Severity in IOP-Study
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Which, if any, do you think
moderates outcome?
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What do
treatments have
in common?

Do EBPs outperform TAU?
1.
2.
3.
4.

Common factors in successful treatment of BPD
extensive effort to maintain engagement in treatment
(validation in conjunction with emphasis on the need
to address behaviors that interfere with therapy)
a valid (evidence-based) model of pathology that is
explained and feels relevant to the patient
an active therapist stance—that is, an explicit intent to
validate and demonstrate empathy and generate a
strong attachment relationship
the reinforcement of epistemic trust (Sperber et al.,
2010)—that is, facilitating a belief in the possibility
that something can be learned in therapy

Do EBPs outperform TAU?
5.

6.
7.
8.

9.

Common factors in successful treatment of BPD
focus on emotion processing and the connection
between action and feeling (e.g., suicidal ideation is
associated with abandonment feelings)
consideration of relational processes
inquiry into patients’ mental states (behavioural
analysis, clarification, confrontation)
a structure that provides increased activity,
proactivity, and self-agency (that is, the therapist
avoids the expert stance and rather “sits side by
side” with the person in a partnership)
the structure is manualized and adherence to the

Do EBPs outperform TAU?
Common factors in successful treatment of BPD
10. method of therapy can be taught as part of a
relatively brief training programme
11. both therapist and patient must feel a commitment
to the approach
12. supervision is essential to identify deviation from
the manualized structure and provide support for
adherence
13. supervision/support structure necessary to
manage untoward clinician responsiveness

Do EBPs outperform TAU?
EFFECTIVE TREATMENTS FOR BPD ARE RICH IN THE
FOUR ‘C’S
1. Coherence: offering a coherent (understandable)
approach to illness and cure that provides the patient with
hope
2. Consistency: identifying a well-balanced set of
interventions based on the theory of disorder & its cure
3. Continuity: adherence to model throughout the treatment,
without which re-establishment of epistemic trust is
inconceivable
4. Communication: no communication is possible without the
communicator having in mind the perspective of the
receiver

Do EBPs outperform TAU?
INGREDIENTS IN COMMON
1. A clear and credible treatment frame: serves as
an ostensive cue priming the patient to pay
attention
2. Giving the patient the experience of having their
mind held in mind and being treated as an agent
(being mentalized) à increased epistemic trust
3. Increased epistemic trust à patient is resilient
enough to learn from experiences in the social
environment beyond therapy, if the environment is
sufficiently benign

Implications for
understanding
and treating
persistent
disorders like
personality
disorder

Being mentalized in the context
of an attachment relationship
EPISTEMIC
TRUST

Ability to form and
learn from social
connections

EPISTEMIC
TRUST

Ability to reappraise via mentalizing where necessary to repair, preserve,
develop and increase these connections throughout life

The nature of psychopathology in PD
§

§

§

Social adversity (most deeply trauma following
neglect) is the destruction of trust in social
knowledge of all kinds èrigidity, being hard to
reach
Cannot change because cannot accept new
information as relevant (to generalize) to other social
contexts
Personality disorder is not disorder of personality
but inaccessibility to cultural communication
relevant to self from social context
§ Partner
§ Therapist
Epistemic Mistrust
§ Teacher

}

Figure 1. Graph of social judgement scores for each of six dimensions.

Nicol K, Pope M, Sprengelmeyer R, Young AW, Hall J (2013) Social Judgement in Borderline Personality Disorder. PLoS ONE 8(11):
e73440. doi:10.1371/journal.pone.0073440
http://journals.plos.org/plosone/article?id=info:doi/10.1371/journal.pone.0073440

Judgment bias for approachability and
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P<.001
P<.001

Nicol et al., 2013 Plos One
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Epistemic mistrust: not believing what one is told
§

§

§

§

It is the consequence of high levels of epistemic
vigilance (the over-interpretation of motives and a
possible consequence of hyper-mentalization, Sharp et
al., 2011)
The recipient of a communication assumes that the
communicator’s intentions are other than those
declared and therefore not treating the communication
deferentially
Mostly it consists of misattribution of intention and
seeing the reason’s for someone’s actions as malevolent
and to be treated with epistemic hyper vigilance
Most important consequence is that the regular process
of modifying stable beliefs about the world (oneself in
relation to others) remains closed

Implications: The nature of psychopathology
•

•
•

Epistemic mistrust which can follow perceived
experiences of maltreatment or abuse leads to
epistemic hunger combined with mistrust
Therapists ignore this knowledge at their peril
Personality disorder is a failure of communication
• It is not a failure of the individual but a failure of
learning relationships (patient is ‘hard to reach’)
• It is associated with an unbearable sense of
isolation in the patient generated by epistemic
mistrust
• Our inability to communicate with patient causes
frustration in us and a tendency to blame the victim
• We feel they are not listening but actually it is that
they find it hard to trust\appraise utility and accuracy
of what they hear

Age at which adult-like levels are
reached

Debbané et al., in prep.

The adolescent brain is not imbalanced, but geared
towards learning about social interactions

Building a social network in adolescence

When the capacity to form bonds of trust is shaky and
tends to break down…

…we lose our safety net

Reconceptualising PD: understanding not
in terms of disease mechanisms…

…but as an absence of expected resilience
or lack of epistemic trust…

…which may once have been adaptive

The Natural Pedagogy Model of PD
Social Dysfunction

Communication
Failures

Epistemic Mistrust

Loss of
Balanced
Mentalizing

Loss of Interest
in Social
Communication

Insecure/
Disorganized
Attachments

Failure of
Ostension

High
Epistemic
Vigilance or
Hypervigilance

Emotion
Dysregulation

Social
Disruption

Compromised
Social
Network

History of
Adversity

Imperviousness to
Social Influence

Limits on
Social
Learning
Processes

Three stages of a cumulative process that makes psychotherapy effective
Communication System 1

Communication System 2

Communication System 3

Content

Epistemic trust in psychotherapy

Generalisation of epistemic trust

Conveys a convincing
understanding of the patient
as agent that generates
self-recognition

Therapist

Opening to
social learning

Patient
Increased interest in
the therapist’s mind
and their use of
thoughts and feelings

Re-emergence
of robust
mentalizing

Benign social
environment

Communication System 1:
The teaching and learning of content
n

The first stage of any effective treatment involves the
transmission of substantive content to the patient:
Ø
Ø
Ø
Ø

n

Their psychopathological state
Coherent and credible for the patient to accept
Personally relevant
Patient recognised as an agentive self

Besides the content, this stage is a subtle and rich process of
ostensive cueing.
Ø Therapist must mentalize the patient to find and transmit content that
is personally relevant to them

The content provides valuable ways for the
patient to understand (mentalize)
themselves and their reaction to others

The process of transmission involves the
patient recognising the truth and relevance
of the content: relaxation of epistemic
mistrust

Communication System 2:
The re-emerging of robust mentalizing
n

Constant mentalization of the patient by the therapist
Ø Recognising the patient as an agent
Ø Marking the patients experiences acknowledging the patient’s emotional state
Ø Use ostensive cues to denote:
o Personal relevance of the transmission
o Generalisable social value of the transmission

n

By mentalizing the patient effectively, the therapist models mentalization:
Ø Open and trustworthy environment
Ø Low arousal

This must be understood as a
complex, non-linear progression

Therapist
responds
sensitively

Emotional
reaction to
social context

Patient
retreats from
epistemic
isolation

A virtuous cycle is put in
motion:
Improving mentalizing is not the main goal of
therapy, but it enables the patient to learn from their
wider social context

Generalisation
to wider social
context

Patient begins
exercising
their
mentalizing
skills

Role of Mentalizing in Learning in Therapy
All evidence based models present models of mind, disorder
and change that are accurate, helpful to patients and increase
capacity for understanding but need to get over epistemic
hypervigilance (‘not true’, ‘not relevant to me’)
n

Mentalizing interven-ons demand
collabora6on (working together)
• Seeing from other’s perspec6ve
• Trea-ng the other as a person
• Recognizing them as an agent
• Assuming they have things to teach
you – since mental states are
opaque
• Responding con6ngently to a pa-ent

Mentalizing is the catalyst to activate effective ingredient of therapy

Why patients with high capacity for
mentalizing improve more in psychotherapy?

Mentalizing
Ostensive cues

Epistemic Trust

Mentalizing moderates the impact of therapeutic communication because
ostensive cues of the therapist are frequently erroneously interpreted by a
poorly mentalizing individual and epistemic trust is not established.
With improved mentalizing the communication of the therapist is
appreciated and accurately interpreted as to be trusted and has the
intended influence on the patient

RF moderates the relationship between psychopathy and
proactive aggressive behaviour
Taubner, White, Zimmermann, Fonagy & Nolte, 2013, JACP)
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Communication System 3:
The re-emergence of social learning beyond therapy
Improved epistemic
trust
Therapist
responds
sensitively

Emotional
reaction to
social context

Robust mentalizing

Patient
retreats from
epistemic
isolation

Less rigidity in social
interactions
Accumulation of benign
social experience

Generalisation
to wider social
context

Patient begins
exercising
their
mentalizing
skills

Growing robustness of
mentalizing capacity
Generalisation of social learning is highly contingent on
the environment being largely benign
THE SOCIO-ECONOMIC ENVIRONMENT DOES
BUFFER THE INDIVIDUAL PSYCHE

Communication System III: Beyond therapy
n
n
n

n

n

Enhanced mentalizing achieves improved social
relationships
Improved epistemic trust/abandonment of rigidity
enables learning from experience
But change is probably due to how a person uses
their social environment, not to what happens in
therapy
Benefit remains contingent on what is
accessible to patients in their particular social
world
We predict that psychotherapy is more likely to
succeed if the individual’s social environment at
the time of treatment is by and large benign

Translation into
research: the
beginning

Mentalizing Positive Emotions in Borderline Personality Psychopathology
and Psychotherapy: A randomized phase-based multiple-baseline study
Tine Harpøth, Mickey Kongerslev, Anthony Bateman & Erik Simonsen Psychiatric Research Unit, Region of Zealand,
Denmark

The ”broaden and build” theory proposes that positive
emotions - independently of negative emotions - help
people build lasting resources.
n Enhancing positive emotions through psychological
interventions may increase resilience.
n Specific intervention ‘mentalizing positive emotions’
n Outcomes: General psychopathology; personality
disorders and BPD pathology; Differential emotions;
Resilience (Ego-resilience scale (ER-89) and Perseverance
and passion for long-term goals (GRIT-S); Life Satisfaction
Satisfaction with Life Scale (SWLS);Therapeutic alliance
(patient-rated) Working Alliance Inventory (WAI)
n

A randomized phase-based multiple-baseline design

Consort Diagram – FACTS Study: Family Recruitment Flow-Chart
60 family members/sig others screened for eligibility

2 people excluded:
1 withdrew due to travel/time
1 did not meet criteria

55 randomized

28 patients allocated to FACTS
Course

27 patients allocated to delayed
intervention

Thank you for
mentalizing!
For further information
anthony.bateman@ucl.ac.uk
Slides available at:
http://www.ucl.ac.uk/psychoanalysis/people/bateman

