
Journal of Psychotherapy Integration
Psychotherapy for Personality Disorders: Questions of
Clinical Utility
Ueli Kramer and Kenneth N. Levy

Online First Publication, February 18, 2016. http://dx.doi.org/10.1037/int0000027

CITATION

Kramer, U., & Levy, K. N. (2016, February 18). Psychotherapy for Personality Disorders:
Questions of Clinical Utility. Journal of Psychotherapy Integration. Advance online publication.
http://dx.doi.org/10.1037/int0000027 



Psychotherapy for Personality Disorders: Questions
of Clinical Utility

Ueli Kramer
University of Lausanne and University of Windsor

Kenneth N. Levy
Penn State University and Cornell University

Patients with personality disorders (PDs) represent a particular burden for the health system
and the clinicians attempting to treat them. The current commentary complements reviews
of outcome studies on treatments for PDs by focusing on the clinical utility as defined by
the American Psychological Association. As such, extending that notion, clinical utility of
a treatment comprises aspects of implementation and training in the model as well as
qualities of the therapeutic technique and relationship. Our review suggests that a certain
caution needs to be applied when reading outcome studies based on specific methodological
caveats. In specific contexts, inpatient and day hospital treatments have some initial appeal
in reducing symptoms, in particular for the treatment of more severe forms of Cluster A and
B PDs. In general, treatments for PDs are long-term treatments, administered in rather high
dosage, which tends to be true irrespective of the treatment model. For specific treatment
targets, there is emerging evidence on effectiveness of short-term interventions. The
therapeutic relationship with patients with PDs may be characterized by strains and
interactional difficulties that may be addressed using clinically adapted treatment strategies.
To be effective, therapists should have an open-minded and flexible approach to therapy,
which is particularly central from an integrative perspective. Finally, we state that a key
element for implementation of an effective treatment model is a manual-based training that,
albeit controversial, remains a key component allowing for the trainee therapist to self-
monitor his or her progress and get specific help in supervision as part of the learning
process. We advocate that clinicians and administrators should consider these points as
being specifically related with clinical utility of treatments for PDs because they contribute
to optimize the implementation process of a therapy approach to a specific context.
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Clinicians tend to find the therapeutic work
with patients presenting with personality dis-
orders (PDs) challenging and, for some, un-
rewarding (Lewis & Appleby, 1988; Paris,
2007). Patients with PDs are known to present
with several interaction and regulation prob-
lems (Bender & Skodol, 2007; Gunderson &
Links, 2008; Gunderson & Lyons-Ruth, 2008;

Paris, 2007) that may provoke in therapists,
among others, negative reactions, emotional
retreat, or feelings of helplessness (Lewis &
Appleby, 1988). PDs are also associated with
a high societal burden of disease (Soeteman,
Verheul, & Busschbach, 2008), along with
individual suffering in terms of diminished
quality of life on part of the patients, their
families, and sometimes their clinicians. As
such, despite accumulating outcome research
(Budge et al., 2013), some therapists in reg-
ular practice may continue to deliver subop-
timal treatments for patients with PDs. There-
fore it is necessary to bridge the gap between
the results from outcome research (i.e., ran-
domized controlled trials and meta-analyses)
on the one hand and current clinical practice on
the other. What is the actual clinical utility of
different kinds of psychotherapy of PDs?
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In the present paper we will address this
question in a synthetic fashion for clinicians and
administrators interested in implementing con-
crete treatment programs in their communities.
Answering this question might be particularly
important from a psychotherapy integration per-
spective (Clarkin, Cain, & Livesley, 2015; Dim-
aggio, 2015; Livesley, Dimaggio, & Clarkin,
2016; Paris, 2015). In doing so we will elabo-
rate on specific questions related to clinical util-
ity, implementation, and optimal dosage of
treatment (American Psychological Association
[APA], 2002). Clinical utility of a treatment was
defined by the APA (2002, p. 1052) as “appli-
cability, feasibility, and usefulness of the inter-
vention in the local or specific setting where it is
to be offered.” Beyond this general definition,
clinical utility also includes questions of dos-
age, generalizability of a treatment for which
efficacy has been demonstrated, cost-effective-
ness, and ease of implementation. It is also
important to consider the ethical aspects of new
psychotherapeutic treatments: liability and risk
management are central in this regard. We aim
to address three potential problems when imple-
menting a therapy approach for patients with
PDs as nonexhaustive examples of questions
related to clinical utility of psychological treat-
ments. (a) Is the methodological basis of the
initial studies sound? (b) Which specificities of
the context of implementation are there, requir-
ing adaptations of outpatient treatment to partial
hospitalization, inpatient treatment, or short-
term intervention? (c) Which are active ingre-
dients in treatments for PDs, in particular from
an integrative perspective? If these problems are
addressed, then the clinical utility of a specific
treatment should be optimized in a specific con-
text. Our reflections aim at a general statement
for all PDs; however, it might be ideal to for-
mulate these problems and implications for
each PD category separately given their high
heterogeneity.

Methodological Basis of Outcome
Studies for PDs

The question of outcome has been addressed
by six meta-analyses focusing on psychological
treatments thus far, out of which three focused
on PDs in general (Budge et al., 2013; Leich-
senring & Leibing, 2003; Perry, Banon, &
Ianni, 1999) and three on borderline personality

disorder (BPD) in particular (e.g., Binks et al.,
2006; Stoffers et al., 2012); several treatment
recommendations were also published (e.g.,
American Psychiatric Association, 2001;
Gaebel & Falkai, 2009; Hadjipavlou & Ogrod-
niczuk, 2010; Leichsenring & Rabung, 2011;
Sanislow & McGlashan, 1998; Verheul & Her-
brink, 2007).

Whereas 20 years ago there were hardly any
researched treatment models specifically
adapted to the treatment of PDs, leaving the
clinician alone with this challenging group of
patients, today we are in the position of recom-
mending the use of several treatment models
that have shown effectiveness in the treatment
of PDs.

The first question we would like to answer
relates to absolute efficacy of treatments for
which several studies exist; in particular for
BPD there is also some evidence for narcissistic
and dependent PDs. In the most recent meta-
analysis, Budge and colleagues (2013) have
compiled and analyzed 30 studies that com-
pared an active psychotherapeutic treatment
with treatment as usual. All of these studies
were published in the last 24 years; as such, it
represents the most comprehensive review to
date. They have shown that active psychother-
apeutic treatments are more efficient than a min-
imal treatment as usual with medium effect size
(d � .40). Treatment as usual is defined here as
minimal intervention strategies—not psycho-
therapy, but any form of psychiatric standard
care. We note that those structured, bona fide,
psychotherapy models present with at least six
generic characteristics which may, or may not,
contribute to their effectiveness: (a) a clear ra-
tionale or underlying theory of functioning of a
patient presenting with PD; (b) a clear rationale
for implementing structured treatment or pre-
dictions related to which therapeutic actions
would foster symptom alleviation; (c) specific
therapeutic procedures and techniques to be im-
plemented; (d) specific, for the most part man-
ual-based, training modules for interested ther-
apists to learn the model; (e) a particularly
active therapist stance; and (f) a particular focus
on the building of the therapeutic relationship.

Among the ones most often studied, one can
find the efficacious treatments for BPD, which
are dialectical-behavior therapy (e.g., Bohus et
al., 2004; Linehan, 1993; Linehan et al., 2006;
McMain et al., 2009; Pasieczny & Connor,
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2011; Pistorello, Fruzzetti, Maclane, Gallop, &
Iverson, 2012; Priebe et al., 2012; Soler et al.,
2009; van den Bosch, Verheul, Schippers, &
van den Brink, 2002), transference-focused psy-
chotherapy (TFP; Clarkin, Levy, Lenzenweger,
& Kernberg, 2007; Doering et al., 2010;
Giesen-Bloo et al., 2006), mentalization-based
treatment (Bateman & Fonagy, 1999, 2008),
schema-focused therapy (Bamelis, Evers, Spin-
hoven, & Arntz, 2014; Farrell, Shaw, & Webber
2009; Giesen-Bloo et al., 2006; Jacob et al.,
2010), and systems training for emotional pre-
dictability and problem-solving (Blum et al.,
2008).

In addition to these, there are several poten-
tially effective treatments for PDs that are al-
ternative options for clinicians, but with more
limited empirical bases, such as cognitive (Cot-
traux et al., 2009; Davidson et al., 2009; Em-
melkamp et al., 2006), psychodynamic (Hø-
glend et al., 2011; Svartberg, Stiles, & Seltzer,
2004), humanistic-experiential (Pos & Green-
berg, 2012; Pos, 2014; Sachse, Sachse, & Fas-
bender, 2011), dynamic-deconstructive (Greg-
ory, DeLucia-Deranja, & Mogle, 2010), and
interpersonal (Benjamin, 1993; Dimaggio, Se-
merari, Carcione, Nicolo, & Procacci, 2007)
psychotherapies. All represent specific adapta-
tions to the requirements of patients with PD.
Even if not all have presented with empirical
evidence, it can be postulated that they repre-
sent potentially valid treatment options for PD,
to various extents, when compared with a min-
imum standard care. Some of these treatment
models have been tested under “real” practice
conditions, using effectiveness or naturalistic
designs or other means (e.g., by formulating
minimal exclusion criteria maintaining natural
variability of the included patients) increasing
the external validity of the trial, which is an
argument favoring their clinical utility for a
specific clinical context.

A particularly important question for clinical
utility is the observation that certain outcome
studies seem to demonstrate “superiority” of a
particular treatment approach over another ac-
tive treatment. Does this mean that certain treat-
ments are most effective and should be chosen
for implementation? We argue, with Budge and
colleagues, that these between-condition effects
may be attributable to several methodological
problems of the initial studies, including the
researcher’s allegiance. Researcher’s allegiance

is well described as one of the most influential
effects on results in efficacy studies (Luborsky
et al., 1999) and denotes the preference of a
research team who conducts a study for a spe-
cific treatment model (and thus a nonpreference
for the alternative treatment model). We may
add that another characteristic of an outcome
study is the quality of ratings of the main out-
come variable: raters who are nonblind to the
treatment condition (i.e., who know the condi-
tion a specific patient is in) tend to report higher
between-groups effects when compared with
blind raters unknowledgeable of the treatment
condition. Finally, differences in therapist ad-
herence—the degree to which therapists actu-
ally do what the manual prescribes (and hold
back from doing what the manual prohibits)—
may be another source for differences found
between active treatments. For these reasons,
there might here and there be an individual
study that reports between-condition effects for
two active treatments: these results should be
interpreted with great caution. Similar com-
ments may be true for studies on efficacy for
medication. In the domain of psychotherapy for
PDs, Giesen-Bloo and colleagues (2006) have
found differences in the efficacy between two
effective long-term treatments, TFP, and sche-
ma-focused psychotherapy, favoring the latter.
With regard to this study, Yeomans (2007)
highlighted possible problems with therapist ad-
herence in the TFP condition whereas Levy,
Meehan, and Yeomans (2012, p. 145) discussed
one of the “most potent methodological choices
that results in allegiance effects”: the preselec-
tion of therapists who differ in skillfulness fa-
voring the condition preferred by the research-
ers. When taking into account all of these
possible influences and when adequately inter-
preting findings of the literature as a whole, one
can conclude, with some caution, that active and
PD-specific treatments tend to be equally effec-
tive. It is important to note that not all treat-
ments present evidence for all categories of
PDs—in fact, to our knowledge, no treatment
presents evidence for all Diagnostic and Statis-
tical Manual of Mental Disorders (fifth edition;
DSM–5) PD categories: this does not mean they
are ineffective for specific understudied forms
of PDs. Therefore, all PD-specific bona fide
treatments merit to be implemented when done
by skillful therapists. Skillfulness may be as-
sured by sufficiently intense training of the ther-
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apists, which involves for patients with PD case
supervision based on tape-reviewing of the ac-
tual patient-therapist interaction. Manuals that
were developed may also facilitate the self-
monitoring by the therapists themselves, com-
plementing individual case supervision.

Specificities Related to Context
of Implementation

In certain countries and contexts, partial hos-
pitalization and inpatient treatments are fa-
vored. Should treatments for PDs be used in
these contexts?

Partial hospitalization, or day hospital treat-
ment, involves structured day activities over a
period of time during which the patient spends
the evenings and nights elsewhere. A recent
clinical review and recommendation (Verheul
& Herbrink, 2007) suggests, taking the empiri-
cal literature together, that Cluster A (with some
severe forms of Cluster B) PDs respond well to
long-term day hospital treatment whereas Clus-
ter C and the remaining (less severe forms of)
Cluster B PDs benefit rather from short-term
treatment frames. It is advised that partial hos-
pitalization is optimally followed by an outpa-
tient psychotherapy treatment program that
helps to deepen and generalize the effects of the
initial day hospital treatment (Gunderson &
Links, 2008; Verheul & Herbrink, 2007). Inpa-
tient treatment of PDs generally represents
long-term psychodynamically informed milieu-
based treatment involving 6–12 months of hos-
pitalization. Such intervention tends to be effec-
tive for any PDs (see the review by Verheul &
Herbrink, 2007). Shorter, multimodal, and spe-
cifically intense treatment frames have also
shown their effectiveness (e.g., Sollberger et al.,
2014). Similar to the day-hospital option, it is
generally advised to plan a follow-up outpatient
psychotherapy program after an inpatient treat-
ment for PDs.

When implementing a specific treatment ap-
proach in a community, the question of dosage
is central. For how long and how intense should
the treatment be? Based on four outpatient stud-
ies at the time, the meta-analysis by Perry and
colleagues (1999) estimated that 25% of pa-
tients with PD recovered after 5 months of
treatment, 50% after 15 months (equivalent to
90 sessions), and 75% after 26 months (encom-
passing more than 200 therapy sessions). Such

progression over time is slightly smaller than
found in other patients and as described in the
seminal contribution by Howard, Kopta,
Krause, and Orlinsky (1986). The latter de-
scribes a negatively accelerated curve when re-
lating dosage to therapy outcome over time. It
needs to be noted that without appropriate con-
trols, dose-effect relationships may not be at-
tributable to the specific treatment approach but
may be the result of a spontaneous remission.
Leichsenring and Rabung (2011) have reported
that the rate of recovery for PDs might differ
between therapy approaches, with an optimum
of approximately 100 sessions for psychody-
namic psychotherapies for PD to be effective,
which might be shorter for cognitive therapies,
although it is not clear if the detailed quality of
recovery is comparable between these treatment
approaches. In addition, several authors recom-
mend highly intense treatments; for example,
twice-weekly outpatient psychotherapy (e.g.,
Yeomans, Clarkin, & Kernberg, 2002) or in-
tense multimodal inpatient treatment (Gaebel &
Falkai, 2009). Thus far, these considerations on
dosage include quite different forms of therapy
and do not specify the severity of patients at
intake. Researchers have demonstrated for spe-
cific target symptoms short-term changes across
treatment models: first effects were observed
after 3–6 months of treatment for patients with
BPD (Blum et al., 2008; Kramer et al., 2014;
Palmer et al., 2006; Stanley, Brodsky, Nelson,
& Dulit, 2007). Therefore, more studies are
necessary on treatment dosage to determine op-
timal levels of care for each PD.

Effective Ingredients: The Therapist and
the Therapeutic Relationship

Although the specific technique matters very
little, as shown by several psychotherapy stud-
ies (see Budge et al., 2013), research has sug-
gested the relevance of the so-called common
factors in psychotherapy (e.g., empathy, thera-
peutic alliance, group cohesiveness; Smith, Bar-
rett, Benjamin, & Barber, 2006; Wampold,
2001). There are several caveats when treating
patients with PD. First, it needs to be noted that,
maybe contrary to clinical intuition, the thera-
peutic alliance in treatments for patients with
BPD tends to be only weakly related with the
therapeutic outcome at the end of treatment
according to a recent meta-analysis (Scala, El-
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lison, & Levy, 2014). Second, the common fac-
tor concept does not specify concretely how the
therapist should go about facilitating such com-
mon processes in the therapy room (Stiles,
2013). Third, it might be particularly difficult
for a therapist facing a patient with PD to im-
plement such common factors related to the
challenging moment-by-moment interpersonal
and intrapsychological fluctuations of mental
states observed in these patients (Levy, Beeney,
Wasserman, & Clarkin, 2010).

There are specific clinical procedures facili-
tating the increase of the quality of the collab-
oration that are adapted to the requirements of
patients with PDs and take into account the
aforementioned problems (McMain, Boritz, &
Leybman, 2015). For example, for BPD it was
shown that when the therapist is responsive to
behavior-underlying motives, there is additional
symptom alleviation in the initial sessions of
therapy for BPD (Kramer, Flückiger, et al.,
2014; Kramer, Kolly, et al., 2014). For Cluster
B and C PDs, it was shown that a focus on the
reparation of strains and ruptures in the thera-
peutic alliance was related with increased symp-
tom alleviation in psychotherapy (Muran, Sa-
fran, Wallner Samstag, & Winston, 2005); such
alliance ruptures were rated higher by patients
presenting with features of impulsivity, dys-
regulation, and lability (Tufekcioglu, Muran,
Safran, & Winston, 2013) compared with pa-
tients without these characteristics. These re-
sults call for more sophisticated and complex
conceptions of the therapeutic interaction and
relationship, the collaboration, patient engage-
ment, and the therapeutic alliance in treatments
for PDs.

The person of the therapist is, last but not
least, central in the treatment with patients pre-
senting with PDs. It is noteworthy that most
trials that have studied treatments for PDs did
not take into account the therapist variable, al-
though a large literature exists on the moderat-
ing effect of the therapist on outcome (Baldwin
& Imel, 2013). From a clinical perspective, Fer-
nandez-Alvarez, Clarkin, Salgueiro, and Critch-
field (2006, p. 215) have summarized that the
effective therapist facing a patient with PD
should (a) be open-minded, flexible, and cre-
ative in the treatment approach; (b) be comfort-
able with long-term treatments requiring emo-
tionally intense relationships; (c) be tolerant of
his or her own negative affects; (d) have pa-

tience; and (e) have a specific training in the
treatment of PDs. Therefore, the therapist needs
specific skills to manage his or her own inner
(i.e., countertransferential) reactions to the in-
teractions with these patients to be able to ef-
fectively intervene (Livesley et al., 2016). We
believe that this can be achieved, again, by
thorough training in the clinical models and
procedures. If training seems important, then
accurate research on if training has the expected
impact of the quality of intervention facing pa-
tients with PDs is still lacking. Recently, Keu-
roghlian and colleagues (2015) have published
a report on a 1-day introductory class into psy-
chiatric treatment for patients with BPD. After
this brief exposure did the participants report
more hopefulness in the treatment of these pa-
tients and increased levels of trust in their ther-
apeutic skills. Furthermore, their image of these
patients had changed toward a more nuanced
view of a person with low self-esteem in need of
care. More research is definitely needed on the
effect of training for the quality of intervention
facing these patients, in particular long term
training programs.

Conclusions

Clinical utility of a treatment refers to its
implementation and generalizability to different
contexts of care, including in our view ques-
tions of quality of training, quality of interven-
tion, dosage, and the adaptation to specific set-
tings. Because outcome research tends to
suggest that no specific model imposes itself as
the most effective, clinical utility of the model
to be implemented refers to dynamically chang-
ing contextual variables. Therefore, the success
of such a therapy, given these contextual vari-
ables, might not necessarily depend on the spe-
cific underlying theory nor on the specific ther-
apeutic techniques but rather on the quality of
the therapeutic relationship the therapists and
patients succeed to develop on a moment-by-
moment and session-by-session basis, along
with therapist characteristics in effectively deal-
ing with the typical interaction problems pre-
sented by these patients. Therefore, integrative
practice, and training therein, may focus on the
use of therapist skills in elaborating treatment
contracts (Yeomans et al., 2002), identify prob-
lems in the actual therapeutic relationship and
discuss and amend them (Tufekcioglu et al.,
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2013), and offer specific individualized inter-
ventions tailored to each patient (Kramer et al.,
2014) and the use of short-term intervention
modules that are readily implemented (e.g.,
Stanley et al., 2007). A remaining challenge is
the formulation of specific caveats of treatments
for all PD categories; for example, it might pose
different problems to implement a therapy form
for avoidant PD or BPD.

When implementing a therapy approach in
the community—a necessary stepping stone be-
tween state-of-the-art outcome research and the
actual clinical reality—it is necessary to take
into account the clinical utility and its implica-
tions. Providing therapy training in a commu-
nity context is not sufficient per se. We think it
should be done a specific way by closely mon-
itoring the therapist adherence incorporating
feedback over time along with a specific focus
on therapist and relationship variables as they
unfold in the interaction with the patient.

References

American Psychiatric Association. (2001). Practice
guidelines for the treatment of patients with bor-
derline personality disorder. The American Jour-
nal of Psychiatry, 158, 1–51.

American Psychological Association. (2002). Crite-
ria for evaluating treatment guidelines. American
Psychologist, 57, 1052–1059. http://dx.doi.org/10
.1037/0003-066X.57.12.1052

Baldwin, S. A., & Imel, Z. E. (2013). Therapist
effects: Findings and methods. In M. J. Lambert
(Ed.), Bergin and Garfield’s handbook of psycho-
therapy and behavior change (pp. 258 –297).
Hoboken, NJ: Wiley.

Bamelis, L. L. M., Evers, S. M. A. A., Spinhoven, P.,
& Arntz, A. (2014). Results of a multicenter ran-
domized controlled trial of the clinical effective-
ness of schema therapy for personality disorders.
The American Journal of Psychiatry, 171, 305–
322. http://dx.doi.org/10.1176/appi.ajp.2013
.12040518

Bateman, A., & Fonagy, P. (1999). Effectiveness of
partial hospitalization in the treatment of border-
line personality disorder: A randomized controlled
trial. The American Journal of Psychiatry, 156,
1563–1569. http://dx.doi.org/10.1176/ajp.156.10
.1563

Bateman, A., & Fonagy, P. (2008). 8-year follow-up
of patients treated for borderline personality disor-
der: Mentalization-based treatment versus treat-
ment as usual. The American Journal of Psychia-
try, 165, 631–638. http://dx.doi.org/10.1176/appi
.ajp.2007.07040636

Bender, D. S., & Skodol, A. E. (2007). Borderline
personality as a self-other representational distur-
bance. Journal of Personality Disorders, 21, 500–
517. http://dx.doi.org/10.1521/pedi.2007.21.5.500

Benjamin, L. S. (1993). Interpersonal diagnosis and
treatment of personality disorders. New York,
NY: Guilford Press.

Binks, C. A., Fenton, M., McCarthy, L., Lee, T.,
Adams, C. E., & Duggan, C. (2006). Psychological
therapies for people with borderline personality
disorder. Cochrane Database of Systematic Re-
views, 1, CD005652.

Blum, N., St John, D., Pfohl, B., Stuart, S., McCor-
mick, B., Allen, J., . . . Black, D. W. (2008).
Systems Training for Emotional Predictability and
Problem Solving (STEPPS) for outpatients with
borderline personality disorder: A randomized
controlled trial and 1-year follow-up. The Ameri-
can Journal of Psychiatry, 165, 468–478. http://
dx.doi.org/10.1176/appi.ajp.2007.07071079

Bohus, M., Haaf, B., Simms, T., Limberger, M. F.,
Schmahl, C., Unckel, C., . . . Linehan, M. M.
(2004). Effectiveness of inpatient dialectical be-
havioral therapy for borderline personality disor-
der: A controlled trial. Behaviour Research and
Therapy, 42, 487–499. http://dx.doi.org/10.1016/
S0005-7967(03)00174-8

Budge, S. L., Moore, J. T., Del Re, A. C., Wampold,
B. E., Baardseth, T. P., & Nienhuis, J. B. (2013).
The effectiveness of evidence-based treatments for
personality disorders when comparing treatment-
as-usual and bona fide treatments. Clinical Psy-
chology Review, 33, 1057–1066. http://dx.doi.org/
10.1016/j.cpr.2013.08.003

Clarkin, J. F., Cain, N., & Livesley, W. J. (2015). An
integrated approach to treatment of patients with
personality disorders. Journal of Psychotherapy
Integration, 25, 3–12. http://dx.doi.org/10.1037/
a0038766

Clarkin, J. F., Levy, K. N., Lenzenweger, M. F., &
Kernberg, O. F. (2007). Evaluating three treat-
ments for borderline personality disorder: A mul-
tiwave study. The American Journal of Psychiatry,
164, 922–928. http://dx.doi.org/10.1176/ajp.2007
.164.6.922

Cottraux, J., Note, I. D., Boutitie, F., Milliery, M.,
Genouihlac, V., Yao, S. N., . . . Gueyffier, F.
(2009). Cognitive therapy versus Rogerian sup-
portive therapy in borderline personality disorder.
Two-year follow-up of a controlled pilot study.
Psychotherapy and Psychosomatics, 78, 307–316.
http://dx.doi.org/10.1159/000229769

Davidson, K. M., Tyrer, P., Tata, P., Cooke, D.,
Gumley, A., Ford, I., . . . Crawford, M. J. (2009).
Cognitive behaviour therapy for violent men with
antisocial personality disorder in the community:
An exploratory randomized controlled trial. Psy-

6 KRAMER AND LEVY

T
hi

s
do

cu
m

en
t

is
co

py
ri

gh
te

d
by

th
e

A
m

er
ic

an
Ps

yc
ho

lo
gi

ca
l

A
ss

oc
ia

tio
n

or
on

e
of

its
al

lie
d

pu
bl

is
he

rs
.

T
hi

s
ar

tic
le

is
in

te
nd

ed
so

le
ly

fo
r

th
e

pe
rs

on
al

us
e

of
th

e
in

di
vi

du
al

us
er

an
d

is
no

t
to

be
di

ss
em

in
at

ed
br

oa
dl

y.



chological Medicine, 39, 569–577. http://dx.doi
.org/10.1017/S0033291708004066

Dimaggio, G. (2015). Integrated treatment for per-
sonality disorders: An introduction. Journal of
Psychotherapy Integration, 25, 1–2. http://dx.doi
.org/10.1037/a0038765

Dimaggio, G., Semerari, A., Carcione, A., Nicolo,
G., & Procacci, M. (2007). Psychotherapy of per-
sonality disorders. Metacognition, states of mind
and interpersonal cycles. London, United King-
dom: Routledge.

Doering, S., Hörz, S., Rentrop, M., Fischer-Kern, M.,
Schuster, P., Benecke, C., . . . Buchheim, P.
(2010). Transference-focused psychotherapy v.
treatment by community psychotherapists for bor-
derline personality disorder: Randomised con-
trolled trial. The British Journal of Psychiatry,
196, 389 –395. http://dx.doi.org/10.1192/bjp.bp
.109.070177

Emmelkamp, P. M. G., Benner, A., Kuipers, A.,
Feiertag, G. A., Koster, H. C., & van Apeldoorn,
F. J. (2006). Comparison of brief dynamic and
cognitive-behavioural therapies in avoidant per-
sonality disorder. The British Journal of Psychia-
try, 189, 60–64. http://dx.doi.org/10.1192/bjp.bp
.105.012153

Farrell, J. M., Shaw, I. A., & Webber, M. A. (2009).
A schema-focused approach to group psychother-
apy for outpatients with borderline personality dis-
order: A randomized controlled trial. Journal of
Behavior Therapy and Experimental Psychiatry,
40, 317–328. http://dx.doi.org/10.1016/j.jbtep
.2009.01.002

Fernandez-Alvarez, H., Clarkin, J. F., Salgueiro, M.
del, C., & Critchfield, K. L. (2006). Participants
factors in treating personality disorders. In L. G.
Castonguay & L. E. Beutler (Eds.), Principles of
therapeutic change that work (pp. 203–218). New
York, NY: Oxford University Press.

Gaebel, W., & Falkai, P. (2009). Behandlung-
sleitlinie persönlichkeitsstörungen [Personality
disorders. Practice guidelines]. Berlin, Germany:
Steinkopff Verlag.

Giesen-Bloo, J., van Dyck, R., Spinhoven, P., van
Tilburg, W., Dirksen, C., van Asselt, T., . . . Arntz,
A. (2006). Outpatient psychotherapy for borderline
personality disorder: Randomized trial of schema-
focused therapy vs transference-focused psycho-
therapy. Archives of General Psychiatry, 63, 649–
658. http://dx.doi.org/10.1001/archpsyc.63.6.649

Gregory, R. J., DeLucia-Deranja, E., & Mogle, J. A.
(2010). Dynamic deconstructive psychotherapy
versus optimized community care for borderline
personality disorder co-occurring with alcohol use
disorders: A 30-month follow-up. Journal of Ner-
vous and Mental Disease, 198, 292–298. http://dx
.doi.org/10.1097/NMD.0b013e3181d6172d

Gunderson, J. G., & Links, P. S. (2008). Borderline
personality disorder: A clinical guide. Washing-
ton, DC: American Psychiatric Publishing.

Gunderson, J. G., & Lyons-Ruth, K. (2008). BPD’s
interpersonal hypersensitivity phenotype: A gene-
environment-developmental model. Journal of
Personality Disorders, 22, 22–41. http://dx.doi
.org/10.1521/pedi.2008.22.1.22

Hadjipavlou, G., & Ogrodniczuk, J. S. (2010). Prom-
ising psychotherapies for personality disorders.
The Canadian Journal of Psychiatry, 55, 202–210.

Høglend, P., Hersoug, A. G., Bøgwald, K. P., Amlo,
S., Marble, A., Sørbye, Ø., . . . Crits-Christoph, P.
(2011). Effects of transference work in the context
of therapeutic alliance and quality of object rela-
tions. Journal of Consulting and Counseling Psy-
chology, 79, 697–706. http://dx.doi.org/10.1037/
a0024863

Howard, K. I., Kopta, S. M., Krause, M. S., & Or-
linsky, D. E. (1986). The dose-effect relationship
in psychotherapy. American Psychologist, 41,
159–164. http://dx.doi.org/10.1037/0003-066X.41
.2.159

Jacob, G. A., Gabriel, S., Roepke, S., Stoffers, J. M.,
Lieb, K., & Lammers, C.-H. (2010). Group therapy
module to enhance self-esteem in patients with
borderline personality disorder: A pilot study. In-
ternational Journal of Group Psychotherapy, 60,
373–387. http://dx.doi.org/10.1521/ijgp.2010.60.3
.373

Keuroghlian, A. S., Palmer, B. A., Choi-Kain, L. W.,
Borba, C. P. C., Links, P. S., & Gunderson, J. G.
(2015). The effect of attending good psychiatric
management (GPM) workshops on attitudes to-
ward patients with borderline personality disorder.
Journal of Personality Disorders, 29, 1–10. http://
dx.doi.org/10.1521/pedi_2015_29_206

Kramer, U., Flückiger, C., Kolly, S., Caspar, F.,
Marquet, P., Despland, J.-N., & de Roten, Y.
(2014). Unpacking the effects of therapist respon-
siveness in borderline personality disorder: Mo-
tive-oriented therapeutic relationship, patient in-
session experience, and the therapeutic alliance.
Psychotherapy and Psychosomatics, 83, 386–387.
http://dx.doi.org/10.1159/000365400

Kramer, U., Kolly, S., Berthoud, L., Keller, S., Pre-
isig, M., Caspar, F., . . . Despland, J.-N. (2014).
Effects of motive-oriented therapeutic relationship
in a ten-session general psychiatric treatment of
borderline personality disorder: A randomized
controlled trial. Psychotherapy and Psychosomat-
ics, 83, 176 –186. http://dx.doi.org/10.1159/
000358528

Leichsenring, F., & Leibing, E. (2003). The effec-
tiveness of psychodynamic therapy and cognitive
behavior therapy in the treatment of personality
disorders: A meta-analysis. The American Journal

7PHYCHOTHERAPY FOR PERSONALITY DISORDERS

T
hi

s
do

cu
m

en
t

is
co

py
ri

gh
te

d
by

th
e

A
m

er
ic

an
Ps

yc
ho

lo
gi

ca
l

A
ss

oc
ia

tio
n

or
on

e
of

its
al

lie
d

pu
bl

is
he

rs
.

T
hi

s
ar

tic
le

is
in

te
nd

ed
so

le
ly

fo
r

th
e

pe
rs

on
al

us
e

of
th

e
in

di
vi

du
al

us
er

an
d

is
no

t
to

be
di

ss
em

in
at

ed
br

oa
dl

y.



of Psychiatry, 160, 1223–1232. http://dx.doi.org/
10.1176/appi.ajp.160.7.1223

Leichsenring, F., & Rabung, S. (2011). Long-term
psychodynamic psychotherapy in complex mental
disorders: Update of a meta-analysis. The British
Journal of Psychiatry, 199, 15–22. http://dx.doi
.org/10.1192/bjp.bp.110.082776

Levy, K. N., Beeney, J. E., Wasserman, R. H., &
Clarkin, J. F. (2010). Conflict begets conflict:
Executive control, mental state vacillations, and
the therapeutic alliance in treatment of border-
line personality disorder. Psychotherapy Re-
search, 20, 413– 422. http://dx.doi.org/10.1080/
10503301003636696

Levy, K. N., Meehan, K. B., & Yeomans, F. E.
(2012). An update and overview of the empirical
evidence for transference-focused psychotherapy
and other psychotherapies for borderline personal-
ity disorder. In R. A. Levy, J. S. Ablon, & H.
Kächele (Eds.), Psychodynamic psychotherapy re-
search (pp. 139–167). New York, NY: Springer.
http://dx.doi.org/10.1007/978-1-60761-792-1_8

Lewis, G., & Appleby, L. (1988). Personality disor-
der: The patients psychiatrists dislike. The British
Journal of Psychiatry, 153, 44–49. http://dx.doi
.org/10.1192/bjp.153.1.44

Linehan, M. M. (1993). Cognitive-behavioral treat-
ment of borderline personality disorder. New
York, NY: Guilford Press.

Linehan, M. M., Comtois, K. A., Murray, A. M.,
Brown, M. Z., Gallop, R. J., Heard, H. L., . . .
Lindenboim, N. (2006). Two-year randomized
controlled trial and follow-up of dialectical behav-
ior therapy vs therapy by experts for suicidal be-
haviors and borderline personality disorder. Ar-
chives of General Psychiatry, 63, 757–766. http://
dx.doi.org/10.1001/archpsyc.63.7.757

Livesley, W. J., Dimaggio, G., & Clarkin, J. F.
(2016). Integrated treatment for personality disor-
der. A modular approach. New York, NY: Guil-
ford Press.

Luborsky, L., Diguer, L., Seligman, D. A.,
Rosenthal, R., Krause, E. D., Johnson, S. . . .
Schweizer, E. (1999). The researcher’s own ther-
apy allegiances: A “wild card” in comparisons of
treatment efficacy. Clinical Psychology: Science
and Practice, 6, 95–106. http://dx.doi.org/10.1093/
clipsy/6.1.95

McMain, S. F., Boritz, T. Z., & Leybman, M. J.
(2015). Common strategies for cultivating a posi-
tive therapy relationship in the treatment of bor-
derline personality disorder. Journal of Psycho-
therapy Integration, 25, 20–29. http://dx.doi.org/
10.1037/a0038768

McMain, S. F., Links, P. S., Gnam, W. H., Guimond,
T., Cardish, R. J., Korman, L., & Streiner, D. L.
(2009). A randomized trial of dialectical behavior
therapy versus general psychiatric management for

borderline personality disorder. The American
Journal of Psychiatry, 166, 1365–1374. http://dx
.doi.org/10.1176/appi.ajp.2009.09010039

Muran, J. C., Safran, J. D., Wallner Samstag, L., &
Winston, A. (2005). Evaluating an alliance-
focused treatment for personality disorders. Psy-
chotherapy: Theory, Research, Practice, Training
42, 532–545. http://dx.doi.org/10.1037/0033-3204
.42.4.532

Palmer, S., Davidson, K., Tyrer, P., Gumley, A.,
Tata, P., Norrie, J., . . . Seivewright, H. (2006). The
cost-effectiveness of cognitive behavior therapy
for borderline personality disorder: Results from
the BOSCOT trial. Journal of Personality Disor-
ders, 20, 466–481. http://dx.doi.org/10.1521/pedi
.2006.20.5.466

Paris, J. (2007). Why psychiatrists are reluctant to
diagnose borderline personality disorder. Psychia-
try, 4, 35–39.

Paris, J. (2015). Applying principles of psychother-
apy integration to the treatment of borderline per-
sonality disorder. Journal of Psychotherapy Inte-
gration, 25, 13–19. http://dx.doi.org/10.1037/
a0038767

Pasieczny, N., & Connor, J. (2011). The effective-
ness of dialectical behaviour therapy in routine
public mental health settings: An Australian con-
trolled trial. Behaviour Research and Therapy, 49,
4–10. http://dx.doi.org/10.1016/j.brat.2010.09.006

Perry, J. C., Banon, E., & Ianni, F. (1999). Effective-
ness of psychotherapy for personality disorders.
The American Journal of Psychiatry, 156, 1312–
1321.

Pistorello, J., Fruzzetti, A. E., Maclane, C., Gallop,
R., & Iverson, K. M. (2012). Dialectical behavior
therapy (DBT) applied to college students: A ran-
domized clinical trial. Journal of Consulting and
Clinical Psychology, 80, 982–994. http://dx.doi
.org/10.1037/a0029096

Pos, A. E. (2014). Emotion focused therapy for
avoidant personality disorder: Pragmatic consider-
ations for working with experientially avoidant
clients. Journal of Contemporary Psychotherapy,
44, 127–139. http://dx.doi.org/10.1007/s10879-
013-9256-6

Pos, A. E., & Greenberg, L. S. (2012). Organizing
awareness and increasing emotion regulation: Re-
vising chair work in emotion-focused therapy for
borderline personality disorder. Journal of Person-
ality Disorders, 26, 84–107. http://dx.doi.org/10
.1521/pedi.2012.26.1.84

Priebe, S., Bhatti, N., Barnicot, K., Bremner, S., Gaglia,
A., Katsakou, C., . . . Zinkler, M. (2012). Effective-
ness and cost-effectiveness of dialectical behaviour
therapy for self-harming patients with personality
disorder: A pragmatic randomised controlled trial.
Psychotherapy and Psychosomatics, 81, 356–365.
http://dx.doi.org/10.1159/000338897

8 KRAMER AND LEVY

T
hi

s
do

cu
m

en
t

is
co

py
ri

gh
te

d
by

th
e

A
m

er
ic

an
Ps

yc
ho

lo
gi

ca
l

A
ss

oc
ia

tio
n

or
on

e
of

its
al

lie
d

pu
bl

is
he

rs
.

T
hi

s
ar

tic
le

is
in

te
nd

ed
so

le
ly

fo
r

th
e

pe
rs

on
al

us
e

of
th

e
in

di
vi

du
al

us
er

an
d

is
no

t
to

be
di

ss
em

in
at

ed
br

oa
dl

y.



Sachse, R., Sachse, M., & Fasbender, J. (2011).
Klärungsorientierte psychotherapie von persön-
lichkeitsstörungen [Clarification oriented psycho-
therapy for personality disorders]. Göttingen, Ger-
many: Hogrefe.

Sanislow, C. A., & McGlashan, T. H. (1998). Treat-
ment outcome of personality disorders. The Cana-
dian Journal of Psychiatry, 43, 237–250.

Scala, J. W., Ellison, W. D., & Levy, K. N. (2014).
The working alliance in the treatment of border-
line personality disorder: A meta-analysis. Paper
presented at the 45th International Annual Meeting
of the Society for Psychotherapy Research (SPR),
Copenhagen, Denmark.

Smith, T. L., Barrett, M. S., Benjamin, L. S., &
Barber, J. P. (2006). Relationship factors in treat-
ing personality disorders. In L. G. Castonguay &
L. E. Beutler (Eds.), Principles of therapeutic
change that work (pp. 219–238). Oxford, United
Kingdom: Oxford University Press.

Soeteman, D. I., Verheul, R., & Busschbach, J. J.
(2008). The burden of disease in personality dis-
orders: Diagnosis-specific quality of life. Journal
of Personality Disorders, 22, 259–268. http://dx
.doi.org/10.1521/pedi.2008.22.3.259

Soler, J., Pascual, J. C., Tiana, T., Cebrià, A., Bar-
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