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ABSTRACT

Introduction: Personality disorder is the most common of all psychiatric disorders and is best
perceived as a diagnostic spectrum extending from no personality dysfunction to severe personality
disorder. The position on the spectrum is determined mainly by problems in interpersonal social

: . KEYWORDS
dysfunction, self-perception and awareness, and dangers to the self and others. Personality disorder;
Areas covered: We examine psychological and psychodynamic treatments, pharmacotherapy, neuro- pharmacotherapy;

modulation and other related approaches, environmental treatments, and therapeutic communities.
Although many published studies refer to individual categories, these are now linked to the diagnostic
spectrum in this review.

Expert opinion: There is some evidence that focused psychological treatments linked to problem
solving (STEPPS), mentalization based therapy and dialectical behavior therapy, are successful in
treating moderately severe personality disorder, especially regarding self-harm, but there is also
benefit from well organized standard care that is similarly effective. There is no good evidence that
drug treatment is of real value in personality disorder. Brain stimulation approaches have limited
evidence. Psychodynamic approaches, environmental interventions, nidotherapy, and therapeutic
communities appear to be of some value, but good data are few. Long-term studies of treatment
effectiveness are few but some show that personality disorder can respond to treatment and remit.

pscyhological treatments;
review; adaptive therapies

1. Introduction is also being used in a similar way in the DSM Alternative Model of

This paper represents a good opportunity to correct some of the  Personality Disorder (AMPD) [5,6].
common misconceptions about personality disorder. Very many
people believe that it is a permanent disorder that scars a person
for life, which it is ingrained and unchanging and that it leads to
premature death. None of these is true. The subject has also been

made unnecessarily complicated by a categorical diagnostic sys-

2. Search strategy

Searches in PubMed, the Cochrane Central Register of
Controlled Trials, and Google Scholar were conducted up

tem that has failed practitioners, researchers and patients, and
which has provoked unnecessary stigma [1].

In this paper we will, as much as possible, be looking at the
treatments of personality disorder from the standpoint of the
International Classification of Disease 11" revision (ICD-11), the
recently published dimensional classification of personality dys-
function that has abolished categories in favor of a simple classifi-
cation of severity that encompasses personality difficulty, mild,
moderate, and severe personality disorder [2] and in which five
domain traits, negative affectivity, dissociality, disinhinbition,
detachment and anankastia, qualify each level of disturbance,
with borderline added as a pattern specifier but not a diagnosis
[3]. Borderline could not be identified among the trait domains [4]
and so its inclusion could not be justified.

Obviously, past work has used old classifications, and they
cannot be ignored in the context of treatment, but as much as
possible past evidence will be mapped on to the current classifica-
tion system. Some of the more recent work has a lower evidence
base but is still relevant in the light of the new classification, which

until the end of January 2025, and repeated in May 2025.
Searches included varying combinations of ‘personality disor-
der’ and the treatment approach of interest and their analo-
gous terms, for example, ‘psycholog*,’ ‘talk*, ‘therapy.” No
historical date limit was applied, but articles were limited to
the English language. Articles assessed as low-risk of bias in
recent meta-analysis were specifically reviewed, as were the
articles cited by key papers examined for their contributions.

3. Drug treatment and brain stimulation

The rationale for using drugs in the treatment of personality
disorders in some ways anticipated the new ICD-11 classification.
Most early research ignored individual personality disorders and
focussed on the dimensions of personality pathology, particu-
larly affective instability, impulsivity/aggression, anxiety-
inhibition, and cognitive-perceptual disturbances [7]. However,
there were two major problems with this approach; the first was
that despite the heuristic appeal of these dimensions, there was
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Article highlights

o Personality disorder is very common, and some degree of personality
disturbance is present in most psychiatric patients.

o Categorical classification of personality disorder has failed, and
a dimensional classification offers a better route to treatment.

o Despite widespread and sometimes indiscriminate use, drug treat-
ment has not yet been shown to be helpful and its continued use
may be related to confusion over core personality and comorbid
pathology.

e Structured psychological treatments from trained therapists, includ-
ing dialectical behavior therapy (DBT), mentalization based treatment
(MBT), systems training for emotional predictability and problem
solving (STEPPS), have been shown to be effective for a minority of
people with personality disorder who are described as having border-
line pathology; these are characterized by emotional dysregulation,
anger, and aggression, but treatment for others has been conspicu-
ously absent.

e There is growing evidence that good psychiatric care branded as
structured clinical management (SCM) and good psychiatric manage-
ment (GPM) is helpful and useful in less severe personality disorders
and should be practised universally.

o Personality disorders are frequently associated intimately with mental
state disorders (Galenic syndromes), and awareness of the personality
pathology can help therapeutic practice in choosing interventions.

e More attention needs to be paid to adapting to personality disorder
rather than fruitlessly attempting to change it, and strategies includ-
ing planned environmental change and acceptance and commitment
therapy deserve more development.

little evidence of their validity, and the same disillusion was
found with the Research Domain Criteria (RDoC) classification
of mental disorders [8]. The second was that although the idea
was to study behaviors across all personality disorder categories,
virtually all field trials involved patients with borderline person-
ality disorder.

These problems were further compounded by the common
comorbid associations of borderline personality disorder,
a diagnosis that crosses into all domains of mental pathology.
Pure borderline pathology is uncommon, and most frequent
in women. In a recent Cochrane review, 15 of the 46 studies
enrolled women only. Most randomized controlled trials
(RCTs) were also small, less than 10% had a sample size of
over 100 [9]. There are no widely agreed valid measures for
outcomes for borderline personality disorder (BPD) [10] mak-
ing meta-analytic reviews more difficult. Many studies have
been funded by the pharmaceutical industry and yield less
reliable results. Most studies report no evidence that any
medications are effective, and the only two randomized trials
that recruited over 250 patients showed absolutely no drug
benefit [11,12]. It is therefore not surprising that the most
recent reviews [9,13] conclude that no pharmacological ther-
apy is effective in specifically treating BPD pathology or redu-
cing the severity of BPD. Despite this evidence, many still
point to authoritative sources to justify prescription.

What is perhaps not surprising is that despite this consistent
evidence of poor efficacy, most patients with borderline person-
ality disorder are taking drug treatments, as such patients are
often desperate for immediate relief of their symptoms. A survey
of services in the UK caring for people with BPD reported that
92% were prescribed psychotropic medication, usually more
than one [14]. Although comorbidity was high and often given

as the reason for prescribing, the study showed that prescribing
patterns were similar between those with BPD only and those
with a comorbid condition [14]. Indeed, recent meta-analytic
evidence has further brought in to question the clinical value
of pharmacotherapy for treating co-occurring depressive,
anxious, and psychotic-dissociative symptomatology, with only
low certainty evidence for small effect sizes available from trials,
none of which were rated to be at an overall low risk of bias [15].

This discordance is reflected in treatment guidelines. The
UK National Institute for Health and Care Excellence (NICE)
2009 guidelines state that ‘drug treatment should not be
used specifically for BPD or for the individual symptoms or
behaviour associated with the disorder (for example,
repeated self-harm, marked emotional instability, risk-
taking behaviour and transient psychotic symptoms)’ [16]
(para.1.3.5.1), and the Australian National Health and
Medical Council also concluded that pharmacotherapy is
not effective in altering the nature and course of BPD.
These bodies ensure that all those with a conflict of interest
are excluded from representation. Although the World
Federation of Societies of Biological Psychiatry guidelines
[17] stated that there is evidence for antipsychotics, selec-
tive serotonin reuptake inhibitors (SSRIs) and mood stabili-
zers being effective for some BPD symptoms, the evidence
was not included. Despite clear recommendations that drug
treatment for personality disorders is not recommended

others contradict this advice without providing evi-
dence [18].
The ICD-11 classification of personality disorder will

greatly expand the proportion of those with personality
disorder seen in clinical practice and it is likely that most
of these will have other mental disorders, sometimes so
intimately related to personality disorder that they can be
regarded as separate Galenic syndromes [19] and to have
specific treatments accordingly. When prescribing drug
treatments in those who have this type of comorbidity, it
is wise to be more cautious in prescribing drug treatment as
dependence and withdrawal problems are more common in
the presence of a personality disorder [20].

The difficulty in recommending drug treatments for co-
occurring symptoms in those with personality disorders was
reinforced by recent reviews and meta analyses of pharma-
cological treatments and reinforced by evidence from the
most recent studies [21]. In the treatment of very severe
personality disorder, the antipsychotic drug, clozapine, had
been found in clinical studies to be of value in preventing
recurrent self-harm [22], but the only substantial trial to
evaluate its effectiveness [23] had to be abandoned as
insufficient patients were recruited. The absence of robust
evidence does not prove no effects exist but suggest cau-
tion before prescribing medication.

Neuromodulation treatments have been explored for the
management of BPD following evidence of abnormal frontal
lobe activity in this population [24]. This has led to the devel-
opment of specific interventions, particularly repetitive tran-
scranial magnetic stimulation [25,26], that in preliminary
studies suggest a positive effect in improving emotional con-
trol. Deep brain stimulation and ECT [27] have also been



claimed to be of value in this population but all reviews point
out the absence of adequate randomized trials that would
provide clearer evidence. Emerging pharmacotherapies
include oxytocin [28], psychedelics [29] and ketamine [30]
but these studies are as yet too small to demonstrate efficacy.

4. Special (modular) psychological treatments
4.1. Psychological treatments

Psychological treatments are recommended as the principal
approach to the treatment of personality pathology in all
national and international guidelines [31-33]. A number of
recent, well-researched systematic reviews [34-36] are all in
agreement that there is tentative evidence, but no more, that
psychotherapies developed or adapted for personality psycho-
pathology are probably helpful when compared to standard
psychiatric care.

These reviews identify only around 30 randomized con-
trolled trials that provide evidence for the roughly 10 discrete
psychological interventions studied in two or more trials.
Given the shared founding principles of some of these inter-
ventions, i.e. psychodynamic, or cognitive-behavioral style
therapies, there is likely overlap in their content and ‘thera-
peutic ingredients,” while content and delivery are constituted
differently. A large number of single studies of other often
novel modalities have been conducted.

As well as a very small number of studies, there are impor-
tant methodological concerns which also limit what can be
trustfully concluded from the studies conducted. Some of
these methodological concerns are presented in Table 1, and
specifically relate to the heterogeneity in caseness that the
overwhelming majority of trials have involved categorical
assessments of personality disorder or inadequate proxy mea-
sures of personality psychopathology such as self-report, self-
harming behaviors, or service-use.

If it is the case that ‘something psychological is better than
nothing’ in the treatment of personality disorder, then out-
standing questions remain as to which patient is likely to
benefit from each of the many psychological treatments and
why? As has been seen in other areas of psychiatry, it is likely
that personality traits [37], level of personality functioning or
symptom severity [38] and co-occurring mental state disorders
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explain some of the variation seen in the outcomes from each
of these therapies. A summary of the evidence in favor of each
of these therapies and a summary of their evidence base is
presented in Table 2.

4.2. Structured psychotherapies developed specifically
for personality psychopathology

Dialectical Behavioral Therapy (DBT), Mentalisation Based
Therapy (MBT), and Transference Focused Psychotherapy
(TFP) were all devised within the last 30years specifically
as treatments to target what their developers saw as the
core facets of borderline personality disorder. Each has
since undergone adaptations to target features of some
other categorical formulations of personality disorder, nota-
bly narcissistic and antisocial phenomena [69,70]. These
three have emerged as the leading psychological treat-
ments for personality psychopathology and are widely
recommended in the guidelines [31] of developed countries
by virtue of the number and rigor of the trials testing these
therapies, which have generally speaking been better qual-
ity than for other psychotherapies to date.

4.3. Psychodynamic and psychoanalytic psychotherapies

Psychoanalytic psychotherapies have been the subject of only
a handful of clinical trials among people recruited with cir-
cumscribed personality psychopathology [43], and yet histori-
cally the level of case-report evidence has been more
extensive. The standards by which a psychoanalytic approach
recruits people and chooses outcome measures are not ana-
logous to contemporary psychiatric approach but are not
necessarily less helpful.

Instead, brief psychodynamic, dynamic deconstructive psy-
chotherapy (DDP), and interpersonal psychotherapy (IPT) are
developments of adapted psychodynamic psychotherapies
with an emerging evidence base for treating personality psy-
chopathology, and each has in limited meta-analysis reported
meaningful reductions in at least some of BPD symptoms
compared to standard care or inactive control [36,71]. Newer
integrative approaches are increasingly common, but the
question of whether they adhere to the spirit of

Table 1. Methodological concerns with trials of psychological and pharmacological interventions targeting personality psychopathology.

(1) Defining case-ness: Patients recruited to different trials have very different assessment criteria for personality disorder ‘caseness.’ These include various
requirements of the presence of several symptoms from categorical lists to proxy measures of personality psychopathology like self-harm events or service use.
(2) Outcome measures: There are notable differences in measurement of change in outcome between studies, sometimes corresponding to the way in which

personality disorder was defined at recruitment.

(3) Inconsistent interventions: Significant variation in the content and delivery modality of psychological interventions which are discussed as if the same. (i.e.
group vs individual vs mixed, or inpatient vs outpatient, number of sessions, online vs in-person).

(4) Concerns relating to high drop-out rates, poor treatment fidelity and uptake, particularly among individuals randomised to control conditions.

(5) Unassessed confounders: Because of the complex nature of personality psychopathology, psychiatric co-morbidities, physical health disorders, life events, social
environment, among other factors are likely to have an impact on inclusion and their outcomes often go uncollected.

(6) Some evidence of an affiliation bias, that is, the institution which developed the psychological treatment is the only institution to test its effectiveness and the

only ones to show superiority.
(7) A large predominance of female patients.
(8) Very few studies conducted outside of Europe and North America.
(9) Length of follow-up is in most cases is limited to a few months.
(10
(11

) Small sample sizes compared to trials among other psychiatric conditions.

) Too many secondary outcomes discussed and addressed as if they were primary.
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Table 2. Psychological treatments evidenced for people with mental health difficulties relating to personality psychopathology. CEBM = Oxford Centre of Evidence

Based Medicine, Level of evidence.

Psychotherapy

Summary of evidence base (as of Jan 2025)

Structured psychotherapies developed for personality psychopathology

Dialectical Behavioural Therapy (DBT) DBT in its archetypal form is highly manualised and
consists of both weekly group and individual sessions
relating to four core skills: Mindfulness, Distress
Tolerance, Emotion Regulation and Interpersonal
effectiveness. Various re-formulations and re-
combinations of skills have been trialed in shorter DBT
protocols, termed DBT Skills Training (DBT-ST) as has
been used as an adjunct to other therapies.

Mentalisation Based Therapy (MBT) MBT aims to enhance mentalizing, a meta-cognitive ability
of all humans to recognize and anticipate our own
intentions (i.e. our feelings, needs, beliefs), and these
intentions of others. Mentalizing is thought to be
limited among people with BPD, and which is
developed through MBT. MBT is delivered either in
groups, individually or as a mix. As an integrative
therapy, other psychotherapies particularly creative
psychotherapies have adapted to target mentalization.

Transference Focused Psychotherapy TFP is a psychodynamic approach which aims to help the

(TFP) patient to tolerate an awareness of all-good and all-bad
split-off objection relations in themselves and others
[48]. In its archetypal form, this twice-weekly therapy is
delivered individually over months and years.
Structured psychotherapies adapted for people with personality psychopathology

Cognitive Behavioural Therapy (CBT) CBT aims to help the patient identify and resolve
unhelpful patterns of thoughts, feelings and behaviors
[51]. Work which adapts core formulation techniques
and methods for people with PD focuses the therapy on
targeting specific symptoms like emotional regulation
or suicidality, or co-occurring features like depressive or
anxious symptomatology.

Cognitive Analytic Therapy (CAT) CAT therapists collaborate with their patients to identify
and reformulate unhelpful roles they might reenact in
relationships with significant others. Full description

[55]

Schema Therapy Schema Therapy was initially developed for people
specifically with symptoms of BPD, and works to help
the patient identify moment-to-moment how our
existing patterns of responding to environmental
stimuli can be more or less helpful to getting our
emotional needs met [58]

Acceptance and Commitment Therapy ACT is a third-wave cognitive-behavioral therapy which is

(ACT) adapted to address symptoms through accepting
difficult emotions and acting in-line with their core-

values.

Psychoanalytic and Psychodynamic psychotherapies

Psychoanalytic psychotherapies Psychoanalysis and psychoanalytic therapies are often
open-ended intensive psychological treatments which
aim to bring to light and resolve those unconscious
tensions in the patient which contribute to difficulties

in their life.

Psychodynamic psychotherapy Psychodynamic therapies work similarly through
identifying links between past experiences and
unconscious tensions and current emotions and
relationship patterns. Psychodynamic therapies are
commonly time limited.

Trauma-focused psychotherapies adapted for people with personality psychopathology

Narrative Exposure Therapy NET supports patients to reframe important life events

(NET) within objective contextual information to form a less
distressing and better functioning autobiographical
understanding of oneself. Example [62]:

Eye-movement desensitization and re- EMDR developed as a therapy of reducing the impact of
processing (EMDR) traumatic memories by recalling these memories while
moving one’s eyes and other bodily stimulations.
Example [63].

More than 10 RCTs from multiple countries, across
different treatment settings, comparing DBT to
inactive control conditions or other therapies. CEBM
Level 1a.

References to main trials [39-42]:

More than five RCTs from multiple countries, across
different treatment settings, comparing MBT to
inactive control conditions or other therapies. CEBM
Level 1a.

Main published trials [43-47].

Fewer than five RCTs from multiple countries, across
different treatment settings, comparing TFP to inactive
control conditions or other therapies. CEBM Level 1a.

Main published studies [49,50].

CBT components feature heavily in other approaches to
PD including DBT and STEPPS. Analysis of CBT
outcomes on specific symptoms among people with
PD have been conducted and show mixed results.

CEBM Level 1a.

Main trials [52-54]:

Limited RCT data is available for CAT among people with
demonstrable PD, although a greater number of less
rigorous methodologies have been published.

CEBM Level 1a.

Main trials [56,57]:

More than five RCTs comparing Schema Therapy with
inactive controls or other therapies among people
with PD have been conducted.

CEBM Level 1a.

Main trials [49,59].

Limited RCT data is available for ACT among people with
demonstrable PD, although a greater number of less
rigorous methodologies have been published.

CEBM Level 1b-.

Main trials [60,61].

RCTs of psychoanalytic therapies among people with
personality disorder are limited in number and scope,
case series are more plentiful. CEBM Level 2b.

More than five RCTs comparing varying formulations of
psychodynamic psychotherapies have reported on
comparison against inactive controls or other
therapies. CEBM Level 1a.

RCTs of NET among people with personality disorder are
limited in number and scope and are conducted
among people with co-occurring PTSD. No meta-
analytic evidence is available.

CEBM Level 2b.

RCTs of EMDR among people with personality disorder
are limited in number and scope and are conducted
among people with co-occurring PTSD. No meta-
analytic evidence is available.

CEBM Level 2b.

(Continued)
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Psychotherapy Description

Summary of evidence base (as of Jan 2025)

Creative psychotherapies
Art therapies

Art therapists use aspects of producing and consuming
multimodal images to support the patient to

Fewer than five RCTs comparing art psychotherapies to
waitlist controls exist. CEBM Level 1b-.

understand and use their emotions and relationships

[64].
Drama therapies

Drama therapies look to use role-play and expression to
process otherwise indescribable emotion and work-

Fewer than five pilot or feasibility RCTs comparing drama
psychotherapies to waitlist controls exist. CEBM Level

through relationship difficulties. Akin to the other 2b-.
creative psychotherapies, elements of other

approaches, particularly mentalization and schema

therapies have been incorporated into some drama

therapies [65].
Music therapies

Short-term psychological treatments
Systems Training for Emotional
Predictability and Problem Solving
(STEPPS), and other brief therapeutic
combinations. See main text

Psychoeducation

and treatment. Example [67].
Parenting interventions

Music therapists use aspects of producing and consuming
music to support the patient to understand and use
their emotions and relationships [66].

STEPPS is a short-term group approach combining
elements of psychoeducation and CBT style techniques
to help people with PD resolve interpersonal conflicts.

Psychoeducation is the process of informing patients of
their condition to help demystify their experience. The
focus is commonly on diagnosis, symptoms, etiology,

Interventions specifically targeting new parents with PD
have included teaching skills relating to effective

No RCTs examining music therapy among people with
personality disorders have been reported. Evidence
limited to case-control and case series data. CEBM
Level 3b.

Fewer than five RCTs exist for STEPPS, across different
treatment settings. Systematic review evidence exists.
Of at least five alternative short-term combinations
there are varying levels of RCT evidence. CEBM Level
1a.

Fewer than five RCTs have examined the benefits of
psychoeducation interventions delivered as groups in
remote and in-person formats. CEBM Level 1b.

Evidence is currently limited to feasibility trials. CEBM
Level 1b-.

parenting, emotional-regulation skills in parenthood,
and techniques to improve bonding and the
relationship with their child. Example [68].

Legends: For more information: https://www.cebm.ox.ac.uk/resources/levels-of-evidence/oxford-centre-for-evidence-based-medicine-levels-of-evidence-march-2009.

psychodynamic psychotherapy or merely label themselves as
such needs attention. Fonagy provides a more complete
review [70].

4.4. Short-term psychological interventions for
personality psychopathology

Short-term psychological interventions, usually defined as lasting
fewer than 6 months, have recently become more popular treat-
ment options, but are yet to be included in treatment guidelines
[72,73]. In the most part, this is probably because of long-standing
concerns that a therapeutic alliance takes times to build, and that
relationship endings are thought to be particularly difficult for
people with personality disorder, who generally require more
therapy time to work through to a harmonious conclusion.
Indeed, these concerns have received some support [74]. Yet
many people with mild, albeit still disabling forms of personality
disorder, which may have failed to be captured by categorical
models but will be in the dimensional system, might be helped
by short-term treatments. Naturally, shorter psychotherapies have
the benefit of being scalable, and in light of a clear gap between
the numbers with personality psychopathology who might benefit
from an intervention and those who actually receive it, these
options offer great advantage. In some care models, people with
more severe personality psychopathology or those not responding
to short-term interventions may then be offered longer-term treat-
ments [75], such as the more intensive therapies.

Short-term structured group programs of varying content
have been developed and tested by several research groups.

These have included as components skills-training focused on
specific symptoms of borderline personality disorder like emo-
tion regulation and interpersonal difficulties, the primary exam-
ple being Systems Training for Emotional Predictability and
Problem Solving (STEPPS) [76-78], which has become very pop-
ular in some settings. An interesting aspect of STEPPS is that
those found to benefit most had a high level of symptoms and
more comorbid pathology symptoms [79], factors normally asso-
ciated with a poor outcome.

4.5. Other psychotherapies adapted for personality
psychopathology

Special mention should be made to other similar interventions that
have been subjected to randomized trials, including adapted
forms of cognitive behavior Therapy (CBT) [52-54], Cognitive
Analytic Therapy (CAT) [55-57] and Schema Focused Therapy
[58]. Most of these studies have been with patients diagnosed
with borderline personality disorder, and although a wide range
of outcomes have been included, these do not always include
personality psychopathology.

5. Selecting a psychological treatment

Despite much comment, there are not enough studies to
make robust head-to-head comparisons between psycholo-
gical treatments [36]. What is more, while there is an indica-
tion that some therapies might be preferred for specific
secondary or symptom specific outcomes, these are very
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few. Perhaps, more importantly, there is concern that the
acceptability and feasibility of these treatments can vary
greatly and sometimes lead to conflict [80]. Much of the
current literature is devoted toward the identification of
those who might be most suited for, and less likely to
drop out from specific therapies [36].

Perhaps to improve acceptability, combination treat-
ments are increasingly proposed, principally with the ‘add-
on’ of limited DBT skills training, usually to established
psychodynamic therapies. These have been the subject of
a handful of trials, with some indications of benefit [36].
Successful combination between therapeutic community
treatments and other psychological approaches have been
published [81,82].

Length of treatment is another important facet of care, and
with only a few direct comparisons for PD among single
studies [83]. Six months versus 12 months of DBT was not
meaningfully different nor was 5months to 14 months of
MBT [84]. Even longer-term psychodynamic treatment appears
to have greater benefit in one comparison of the treatment of
depression combined with personality disorder [59].

Most guidelines on the treatment of personality disorder
recommend the assessment and treatment of co-occurring
mental state disorders such as anxious, depressive, trauma-
related, psychotic, and eating symptoms or substance misuse
[31,33]. In the light of recent evidence suggesting that phar-
macotherapy is not particularly helpful as treatment for co-
occurring symptoms [15], a further review with a refocus on
psychological interventions treating Galenic syndromes is war-
ranted. Few of the psychological therapies adapted for per-
sonality psychopathology choose a primary outcome in
advance, and it is difficult to know whether symptoms, beha-
vior, or other aspects of personality pathology are most
helped. Moreover, it is quite likely that many established
interventions focused on depressive, anxious, and trauma-
related symptomatology may lead to improvement in person-
ality psychopathology also although this is rarely measured as
a secondary outcome.

6. Summary of current favored psychological
treatments

As is often the case, treatments which lend themselves to
being tested by clinical trial methodologies, because they
can be funded, delivered consistently and are replicable,
can recruit adequate sample sizes to power robust statistical
analysis, could ensure blinding and so on, find themselves
to be more studied and therefore more likely to be recom-
mended in guidelines. Unlike studies of pharmacotherapies
which are suited to this kind of trial, trials of psychothera-
pies have long run into methodological difficulties and
some more than others, particularly psychoanalytic psy-
chotherapies, will need to develop robust outcome assess-
ment and process evaluation measures if they are to be
soundly recommended. As yet there is not the convincing
evidence to recommend one psychological treatment over
another for any group of patients. The summary of the main
studies is shown in Table 2.

7. Structured clinical management and good
psychiatric management

Because there have been many criticisms of treatment as usual
(TAU) as a control treatment in trials of psychological treat-
ment, researchers have tried to introduce a more appropriate
active control in two-arm trials. The two most commonly used
for studies of personality disorder are Structured Clinical
Management (SCM) and Good (or General) Psychiatric
Management (GPM). This concern arose from an early trial of
DBT in which general psychiatric management (GPM) pro-
duced the same degree of benefit as DBT [40] and similar
results were found at two-year follow-up [85]. Both SCM and
GPM follow what most clinicians would regard as sound com-
munity treatment, including authenticity and openness in
interviewing, empathy, validation, positive regard, and advo-
cacy, together with more specific interventions such as pro-
blem-solving skills, techniques for regulation of mood and
impulse control, and addressing self-harm with robust crisis
planning [86,87].

Both GPM and SCM are now advertised as evidence-
based treatments and courses lasting many weeks are avail-
able for them. But, it is not exactly clear where they stand in
comparison with good ordinary practice, with which they
have never been compared, or with the more specialized
treatments such as MBT and DBT. The evidence from trials
suggests they are probably effective and sometimes super-
ior to the more complex treatments - in one study, SCM
was associated with fewer episodes of serious self-harm
than MBT [46] - but without a good comparison with
good standard care their value is moot.

8. Adjustment and acceptance therapies

Most of the therapies for personality disorder still adopt the
premise that personality disorder is an illness like other mental
disorders, and treatments are aimed at removing its unplea-
sant and unwanted features. This may be true of emotional
dysregulation, which has never been of value to human func-
tion, but not of the five trait domains in ICD-11, all of which
have been of value in evolutionary development. Many have
failed to recognize that basic personality traits do not change
over the course of therapy as they are intrinsic to the person
and persist in a very similar form throughout life [88]. Many of
the specific components of specialized psychological treat-
ments are focused on emotional instability and are not rele-
vant to other elements of personality dysfunction.

For other domains of personality disorder, there has been
a growth in approaches that promote adaptation and accep-
tance to recognized problems of personality without the
thankless task of trying to remove them. Acceptance and
Commitment Therapy (ACT) concentrates on training people
to accept unpleasant negative thoughts, feelings, symptoms,
or situations without fighting them all the time. It also pro-
motes more healthy ways of behavior that are in keeping with
the person’s values, hopes, and goals. It has been used pri-
marily in the treatment of symptoms such as anxiety and
depression but has also been used for personality disorder



[60,61], but there have been no substantive trials of its
efficacy.

Severity of personality dysfunction changes over time
even though underlying personality does not [89,90], and
although this seems a paradoxical conclusion it is not.
Disorder is shown when the personality clashes with the
personal, social, or physical environment and when the
environment is changed to a more favorable one the dis-
order will ameliorate or disappear altogether. The deliberate
manipulation of the environment to make a better fit for
the person with personality disorder is called nidotherapy
[91,92] and has been shown to be effective and cost-
effective in two randomized trials [93,94]. It has also been
expanded to cover all pathology in the five domain traits of
ICD-11 [95]. One of the advantages of the implementation
of the ICD-11 classification is that less complex treatments
for mild personality disorder and personality difficulty [96]
can now be tested and introduced when shown to be
effective.

In discussing the range of interventions for personality
disorder, the first, of all of these, was the therapeutic commu-
nity, the principles of which were excellently summarized by
Rapoport [97] but which had its origins at Northfield Hospital
in Birmingham during the Second World War. It has been
difficult to get a good evidence base for therapeutic commu-
nities and many have closed, rightly or wrongly, because of
perceived cost-ineffectiveness. Providing this service as day
care may be a useful approach and has some evidence of
effectiveness in trials [82,98].

9. Expert opinion

Although, personality disorder is very common, its treatment
has been neglected. Too much attention has been given to
intensive psychological treatments, which though effective,
can only be given to a very small proportion of those with
personality disorder because their requirements are so exact-
ing. Almost 75% of patients with personality disorders who are
not currently covered by the term ‘borderline’ are neglected.
A complete refocus of treatment is needed and can be exam-
ined with the aid of the dimensional classification system. This
approach has already shown that personality dysfunction is
very common, with almost all patients in psychiatric care
having some personality pathology that has a clear impact
on outcome. This pathology needs to be recognized early in
assessment and should guide intervention, both directly in
addressing problems in relationships, and indirectly in adapt-
ing treatment strategies for comorbid mental state pathology.
The advantages of a dimensional system include tailored
interventions based on severity of pathology, recognition of
lower levels of pathology that should still guide treatment,
a more likely understanding of the place of drug treatment,
and a much greater awareness of the neglected domains of
personality pathology including avoidance, detachment, and
obsessionality that are only now beginning to be therapeuti-
cally tested [99].

The new dimensional system of classification has refocused
attention on the large proportion of people with personality
disorder whose problems are currently ignored. Those with
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primary emotional dysregulation are likely to be helped by
structured psychological treatment, but this represents a few
drops in the therapeutic ocean. The current preoccupation
with the wider heterogeneous condition called borderline
personality disorder has captured too many other conditions
in its snare, leading to an expanding range of treatments,
most of them of limited value unless there is comorbid pathol-
ogy, and where the effective ones require high therapeutic
intensity.

The neglect of other personality pathology cannot continue.
Most patients in psychiatric care have personality pathology,
which predicts poor outcomes [100,101], yet this is ignored,
and people are sometimes instead labeled ‘treatment-resistant.
" Once the categorical system of diagnosing personality disorder
is abandoned, a proposal that seemed unlikely 10 years ago but
now seems imminent, proper attention can be given to the very
wide range of pathology within the dimensional system.
Although diagnosis is only a guide in this endeavor, it is impor-
tant, as the current diagnostic system hinders understanding by
incorporating irrelevant comorbidity that confuses and muddles
both research and practice and prevents the advance of science.

The removal of borderline personality disorder from diag-
nostic practice is sorely needed as it is a stigmatic label
reflecting an unhelpful response to relational conflict. All prac-
titioners need to be able to detect personality pathology early
in assessment and use it to fashion their treatment plans, and
in most cases lead to well-ordered, systematic, shorter
planned psychological treatments, and to appropriate ancillary
drug treatment if it is evidence-based. This help is needed in
accepting and adapting to personality difficulties without the
need for intensive interventions, and research endeavor is
desperately needed to establish their efficacy.

Funding

This paper was not funded.

Declaration of Interest

The authors have no relevant affiliations or financial involvement with any
organization or entity with a financial interest in or financial conflict with
the subject matter or materials discussed in the manuscript. This includes
employment, consultancies, honoraria, stock ownership or options, expert
testimony, grants or patents received or pending, or royalties.

Reviewer disclosure

Peer reviewers on this manuscript have no relevant financial or other
relationships to disclose.

References

Papers of special note have been highlighted as either of interest (<)
or of considerable interest (-) to readers.
1. Mulder R, Tyrer P. Borderline personality disorder: a spurious con-
dition unsupported by science that should be abandoned. J R Soc
Med. 2023;116(4):148-150. doi: 10.1177/01410768231164780
« A strong exposition of the indadequcy of the borderline
diagnosis.
2. Tyrer P, Mulder R, Kim YR, et al. The development of the ICD-11
classification of personality disorders: an amalgam of science,


https://doi.org/10.1177/01410768231164780

876 P. TYRER ET AL.

10.

11.

12.

14.

15.

16.

17.

pragmatism, and politics. Annu Rev Clin Psychol. 2019;15:481-502.
doi: 10.1146/annurev-clinpsy-050718-095736

A comperehensive account of the ICD-11 personality disorder
revision 1.

. Reed GM. Progress in developing a classification of personality dis-

orders for ICD-11. World Psychiatry. 2018;17(2):227-229. doi: 10.1002/
wps.20533

Mulder RT, Horwood J, Tyrer P, et al. Validating the proposed
ICD-11 domains. Personal Ment Health. 2016;10(2):84-95. doi: 10.
1002/pmh.1336

. Bach B, Simonsen S. How does level of personality functioning inform

clinical management and treatment? Implications for ICD-11 classifi-
cation of personality disorder severity. Curr Opin Psychiatry. 2021;34
(1):54-63. doi: 10.1097/YC0O.0000000000000658

. Weekers LC, Hutsebaut J, Kamphuis JH. The Level of personality

functioning scale-brief form 2.0: update of a brief instrument for
assessing level of personality functioning. Personal Ment Health.
2019;13(1):3-14. doi: 10.1002/pmh.1434

. Soloff PH. Algorithms for pharmacological treatment of personality

dimensions: symptom-specific treatments for cognitive-perceptual,
affective, and impulsive-behavioral dysregulation. Bull Menninger
Clin. 1998;62(2):195-214.

. Ross CA, Margolis RL. Research domain criteria: strengths,

weaknesses, and potential alternatives for future psychiatric
research. Mol Neuropsychiatry. 2019;5(4):218-236. doi: 10.
1159/000501797

. Stoffers-Winterling JM, Storebg OJ, Pereira Ribeiro J, et al.

Pharmacological interventions for people with borderline person-
ality disorder. Cochrane Database Of Systematic Reviews. 2022;11
(11):CD012956. doi: 10.1002/14651858.CD012956.pub2

A full review of the drug treatments for borderline personality
disorder.

Tyrer P, Sharp C. Establishing efficacy and effectiveness in the
treatment of personality disorders. Personal Ment Health. 2023;17
(4):295-299. doi: 10.1002/pmh.1595

Schulz SC, Zanarini MC, Bateman A, et al. Olanzapine for the treatment
of borderline personality disorder: variable dose 12-week randomised
double-blind placebo-controlled study. Br J Psychiatry. 2008;193
(6):485-492. doi: 10.1192/bjp.bp.107.037903

Crawford MJ, Sanatinia R, Barrett B, et al. The clinical effectiveness
and cost-effectiveness of lamotrigine in borderline personality dis-
order: a randomized placebo-controlled trial. Am J Psychiatry.
2018;175(8):756-764. doi: 10.1176/appi.ajp.2018.17091006

A very clear account of a negative drug trial.

. Gartlehner G, Crotty K, Kennedy S, et al. Pharmacological treat-

ments for borderline personality disorder: a systematic review and
meta-analysis. CNS Drugs. 2021;35(10):1053-1067. doi: 10.1007/
540263-021-00855-4

Paton C, Crawford MJ, Bhatti SF, et al. The use of psychotropic
medication in patients with emotionally unstable personality dis-
order under the care of UK mental health services. J Clin Psychiatry.
2015;76(4):e512-e8. doi: 10.4088/JCP.14m09228

A useful summary of the current drug treatment of both mood
and peersonality disorder.

Pereira Ribeiro J, Juul S, Kongerslev MT, et al. Pharmacological
interventions for co-occurring psychopathology in people with
borderline personality disorder: secondary analysis of the
Cochrane systematic review with meta-analyses. Br J Psychiatry.
2025;226(4):226-237. doi: 10.1192/bjp.2024.172

A well conducted review highlighting that pharmacotherapy
unlikely has a role in treating co-occurring psychopathology
either.

National Institute for Health and Care Excellence. Borderline person-
ality disorder: prevention and management (NICE clinical guideline
CG78). London(UK): NICE; 2009 [cited 2013].

Herpertz SC, Zanarini M, Schulz CS, et al. World federation of
societies of Biological Psychiatry (WFSBP) guidelines for biological
treatment of personality disorders. World J Biol Psychiatry. 2007;8
(4):212-244. doi: 10.1080/15622970701685224

18.

20.

21.

22.

23.

24,

25.

26.

27.

28.

29.

30.

31.

32

33.

34.

Volim B, Cerci D. Pharmacological management of personality dis-
orders: from evidence to practice. BJPsych Adv. 2024:1-9. doi: 10.
1192/bja.2024.30

. Tyrer P, Mulder R, Newton-Howes G, et al. Galenic syndromes:

combinations of mental state and personality disorders too closely
entwined to be separated. Br J Psychiatry. 2022;220(6):1-2. doi: 10.
1192/bjp.2021.220

Rickels K, Schweizer E, Case WG, et al. Long-term therapeutic use of
benzodiazepines. I. Effects of abrupt discontinuation. Arch Gen
Psychiatry.  1990;47(10):899-907. doi: 10.1001/archpsyc.1990.
01810220015002

A reminder that personality status is a factor in dependence on
benzodiazepines.

Stoffers-Winterling J, Storebg OJ, Lieb K. Pharmacotherapy for
borderline personality disorder: an update of published, unpub-
lished and ongoing studies. Curr Psychiatry Rep. 2020;22(8):37. doi:
10.1007/511920-020-01164-1 PMID: 32504127; PMCID:
PMC7275094.

Beri A, Boydell J. Clozapine in borderline personality disorder:
a review of the evidence. Ann Clin Psychiatry. 2014;26(2):139-144.
Crawford MJ, Leeson VC, Evans R, et al. The clinical effectiveness
and cost effectiveness of clozapine for inpatients with severe bor-
derline personality disorder (CALMED study): a randomised
placebo-controlled trial. Ther Adv Psychopharmacol.
2022;12:20451253221090832. doi: 10.1177/20451253221090832
Zaman R. Role of transcranial magnetic stimulation (TMS & rTMS) in
investigation and possible treatment of impulsivity in neuropsy-
chiatric disorders with ADHD and BPD as examples. Psychiatr
Danub. 2014;26 Suppl 1(1):347-350.

Molavi P, Aziziaram S, Basharpoor S, et al. Repeated transcranial
direct current stimulation of dorsolateral-prefrontal cortex
improves executive functions, cognitive reappraisal emotion regu-
lation, and control over emotional processing in borderline person-
ality disorder: a randomized, sham-controlled, parallel-group study.
J Affect Disord. 2020;274:93-102. doi: 10.1016/j.jad.2020.05.007
Konstantinou GN, Trevizol AP, Downar J, et al. Repetitive transcra-
nial magnetic stimulation in patients with borderline personality
disorder: a systematic review. Psychiatry Res. 2021;304:114145. doi:
10.1016/j.psychres.2021.114145

Lisoni J, Barlati S, Deste G, et al. Efficacy and tolerability of brain
stimulation interventions in borderline personality disorder: state
of the art and future perspectives - a systematic review. Prog
Neuropsychopharmacol Biol Psychiatry. 2022;116:110537. doi: 10.
1016/j.pnpbp.2022.110537

Bertsch K, Herpertz SC. Oxytocin and borderline personality
disorder. Curr Top Behav Neurosci. 2018;35:499-514.

Yao Y, Guo D, Lu TS, et al. Efficacy and safety of psychedelics for
the treatment of mental disorders: a systematic review and
meta-analysis. Psychiatry Res. 2024;335:115886. doi: 10.1016/j.psy
chres.2024.115886

Fineberg SK, Choi EY, Shapiro-Thompson R, et al. A pilot rando-
mized controlled trial of ketamine in borderline personality
disorder. Neuropsychopharmacology. 2023;48(7):991-999. doi: 10.
1038/541386-023-01540-4

Simonsen S, Bateman A, Bohus M, et al. European guidelines for
personality disorders: past, present and future. Borderline Personal
Disord Emot Dysregul. 2019;6(1):9. doi: 10.1186/540479-019-0106-3
An important summary of the similarities and differences in
guidelines for PD treatment.

Keepers GA, Fochtmann LJ, Anzia JM, et al. The American psychia-
tric association practice guideline for the treatment of patients
with borderline personality disorder. Am J Psychiatry. 2024;181
(11):1024-1028. doi: 10.1176/appi.ajp.24181010

Zhan Yuen Wong N, Barnett P, Sheridan Rains L, et al. Evaluation of
international guidance for the community treatment of ‘personality
disorders’: a systematic review. PLOS ONE. 2023;18(3):e0264239.
doi: 10.1371/journal.pone.0264239

Crotty K, Viswanathan M, Kennedy S, et al. Psychotherapies for the
treatment of borderline personality disorder: a systematic review.


https://doi.org/10.1146/annurev-clinpsy-050718-095736
https://doi.org/10.1002/wps.20533
https://doi.org/10.1002/wps.20533
https://doi.org/10.1002/pmh.1336
https://doi.org/10.1002/pmh.1336
https://doi.org/10.1097/YCO.0000000000000658
https://doi.org/10.1002/pmh.1434
https://doi.org/10.1159/000501797
https://doi.org/10.1159/000501797
https://doi.org/10.1002/14651858.CD012956.pub2
https://doi.org/10.1002/pmh.1595
https://doi.org/10.1192/bjp.bp.107.037903
https://doi.org/10.1176/appi.ajp.2018.17091006
https://doi.org/10.1007/s40263-021-00855-4
https://doi.org/10.1007/s40263-021-00855-4
https://doi.org/10.4088/JCP.14m09228
https://doi.org/10.1192/bjp.2024.172
https://doi.org/10.1080/15622970701685224
https://doi.org/10.1192/bja.2024.30
https://doi.org/10.1192/bja.2024.30
https://doi.org/10.1192/bjp.2021.220
https://doi.org/10.1192/bjp.2021.220
https://doi.org/10.1001/archpsyc.1990.01810220015002
https://doi.org/10.1001/archpsyc.1990.01810220015002
https://doi.org/10.1007/s11920-020-01164-1
https://doi.org/10.1007/s11920-020-01164-1
https://doi.org/10.1177/20451253221090832
https://doi.org/10.1016/j.jad.2020.05.007
https://doi.org/10.1016/j.psychres.2021.114145
https://doi.org/10.1016/j.psychres.2021.114145
https://doi.org/10.1016/j.pnpbp.2022.110537
https://doi.org/10.1016/j.pnpbp.2022.110537
https://doi.org/10.1016/j.psychres.2024.115886
https://doi.org/10.1016/j.psychres.2024.115886
https://doi.org/10.1038/s41386-023-01540-4
https://doi.org/10.1038/s41386-023-01540-4
https://doi.org/10.1186/s40479-019-0106-3
https://doi.org/10.1176/appi.ajp.24181010
https://doi.org/10.1371/journal.pone.0264239

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

47.

48.

49.

J Consult Clin doi:
ccp0000833

A comprehensive review of pscyhological treatments for bor-
derline personality disorder, exposing their limitations as well
as their assets.

Setkowski K, Palantza C, van Ballegooijen W, et al. Which psy-
chotherapy is most effective and acceptable in the treatment of
adults with a (sub)clinical borderline personality disorder?
A systematic review and network meta-analysis. Psychol Med.
2023;53(8):3261-3280. doi: 10.1017/50033291723000685
Stoffers-Winterling JM, Storebe OJ, Kongerslev MT, et al.
Psychotherapies for borderline personality disorder: a focused sys-
tematic review and meta-analysis. Br J Psychiatry. 2022;221
(3):538-552. doi: 10.1192/bjp.2021.204

Bucher MA, Suzuki T, Samuel DB. A meta-analytic review of person-
ality traits and their associations with mental health treatment
outcomes. Clin Psychol Rev. 2019;70:51-63. doi: 10.1016/j.cpr.
2019.04.002

Sahin Z, Vinnars B, Gorman BS, et al. Clinical severity as
a moderator of outcome in psychodynamic and dialectical beha-
vior therapies for borderline personality disorder. Personality Dis:

Psychol. 2024;92(5):275-295. 10.1037/

Theory, Res Treatment. 2018;9(5):437-446. doi: 10.1037/
per0000276
Linehan MM, Armstrong HE, Suarez A, et al. Cognitive-behavioral

treatment of chronically parasuicidal borderline patients. Archs Gen
Psychiatry. 1991;48(12):1060-1064. doi: 10.1001/archpsyc.1991.
01810360024003

The original paper introducing formal psychotherapy to per-
sonality disorder.

Linehan MM, Comtois KA, Murray AM, et al. Two-year randomized
controlled trial and follow-up of dialectical behavior therapy vs
therapy by experts for suicidal behaviors and borderline personal-
ity disorder. Arch Gen Psychiatry. 2006;63(7):757-766. doi: 10.1001/
archpsyc.63.7.757

McMain SF, Links PS, Gnam WH, et al. A randomized trial of
dialectical behavior therapy versus general psychiatric manage-
ment for borderline personality disorder. Am J Psychiatry.
2009;166(12):1365-1374. doi: 10.1176/appi.ajp.2009.09010039
Carter GL, Willcox CH, Lewin TJ, et al. Hunter DBT project: rando-
mized controlled trial of dialectical behaviour therapy in women
with borderline personality disorder. Australian New Zealand
J Psychiatry. 2010;44(2):162-173. doi: 10.3109/00048670903393621
Bateman A, Fonagy P. Effectiveness of partial hospitalization in the
treatment of borderline personality disorder: a randomized con-
trolled trial. Am J Psychiatry. 1999;156(10):1563-1569. doi: 10.1176/
ajp.156.10.1563

Bateman A, Fonagy P. Randomized controlled trial of outpatient
mentalization-based treatment versus structured clinical manage-
ment for borderline personality disorder. Am J Psychiatry. 2009;166
(12):1355-1364. doi: 10.1176/appi.ajp.2009.09040539

Jorgensen CR, Freund C, Bgye R, et al. (2013) outcome of
mentalization-based and supportive psychotherapy in patients
with borderline personality disorder: a randomized trial. Acta
Psychiatr Scand. 2013;127(4):305-317. doi: 10.1111/j.1600-0447.
2012.01923.x

Carlyle D, Green R, Inder M, et al. Randomized-controlled trial of
mentalization-based treatment compared with structured case
management for borderline personality disorder in a mainstream
Public Health service. Front Psychiatry. 2020;11:561916. doi: 10.
3389/fpsyt.2020.561916

Fonagy P, Simes E, Yirmiya K, et al. (2025) Mentalisation-based
treatment for antisocial personality disorder in males convicted of
an offence on community probation in England and Wales (men-
talization for offending adult males, MOAM): a multicentre,
assessor-blinded, randomised controlled trial. Lancet Psychiatry.
2025;12(3):208-219. doi: 10.1016/52215-0366(24)00445-0

Clarkin JF, Yeomans FE, Kernberg OE. Psychotherapy for borderline
personality. New York (NY): John Wiley & Sons; 1999.

Giesen-Bloo J, van Dyck R, Spinhoven P, et al. Outpatient psy-
chotherapy for borderline personality disorder: randomized trial

50.

51.

52.

53.

54.

55.

56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

66.

EXPERT REVIEW OF NEUROTHERAPEUTICS 877

of schema-focused therapy vs transference-focused
psychotherapy. Archiv Gener Psychiatry. 2006;63(6):649-658. doi:
10.1001/archpsyc.63.6.649

A good example of the influence of affiliation in randomised
pscyhotherapy studies.

Clarkin JF, Levy KN, Lenzenweger MF, et al. Evaluating three treat-
ments for borderline personality disorder: a multiwave study. Am
J Psychiatry. 2007;164(6):922-928. doi: 10.1176/appi.ajp.164.6.922
Beck AT, Davis DD, Freeman A. Cognitive therapy of personality
disorders. 3rd ed. New York (NY): Guilford Press; 2015.

Davidson K, Norrie J, Tyrer P, et al. The effectiveness of cognitive
behavior therapy for borderline personality disorder: results from
the borderline personality disorder study of cognitive therapy
(BOSCOT) trial. J Pers Disord. 2006;20(5):450-465. doi: 10.1521/
pedi.2006.20.5.450

Davidson KM, Tyrer P, Norrie J, et al. Cognitive therapy v. usual
treatment for borderline personality disorder: prospective 6-year
follow-up. Br J Psychiatry. 2010;197(6):456-462. doi: 10.1192/bjp.
bp.109.074286

Useful long-term follow-up study.

Davidson KM, Tyrer P, Tata P, et al. Cognitive behaviour therapy for
violent men with antisocial personality disorder in the community:
an exploratory randomized controlled trial. Psychol Med. 2009;39
(4):569-577. doi: 10.1017/50033291708004066

Ryle A. Cognitive analytic therapy and borderline personality dis-
order: the Model and the method. Chichester (UK): Wiley; 1997.
Ryle A. The contribution of cognitive analytic therapy to the treat-
ment of borderline personality disorder. J Pers Disord. 2004;18
(1):3-35. doi: 10.1521/pedi.18.1.3.32773

Chanen AM, Jackson HJ, McCutcheon LK, et al. Early intervention
for adolescents with borderline personality disorder using cogni-
tive analytic therapy: randomised controlled trial. Br J Psychiatry.
2008;193(6):477-484. doi: 10.1192/bjp.bp.107.048934

Substantive paper emphasising the value of early diagnosis of
personality disorder.

Arntz A, Van Genderen H. Schema therapy for borderline person-
ality disorder. John Wiley & Sons; 2020.

Kool M, Van H, Arntz A, et al. Dosage effects of psychodynamic and
schema therapy in people with comorbid depression and person-
ality disorder: four-arm pragmatic randomised controlled trial. Br
J Psychiatry. 2024;225(1):274-281. doi: 10.1192/bjp.2024.56
Reyes-Ortega MA, Miranda EM, Fresan A, et al. Clinical efficacy of
a combined acceptance and commitment therapy, dialectical
behavioural therapy, and functional analytic psychotherapy inter-
vention in patients with borderline personality disorder. Psychol
Psychother. 2020;93(3):474-489. doi: 10.1111/papt.12240

Clarke S, Taylor G, Lancaster J, et al. Acceptance and commitment
therapy-based self-management versus psychoeducation training
for staff caring for clients with a personality disorder: a randomized
controlled trial. Journal Of Personality Disorders. 2015;29
(2):163-176. doi: 10.1521/pedi_2014_28_149

Schauer M, Neuner F, Elbert T. Narrative exposure therapy: a short-
term treatment for traumatic stress disorders. 2nd rev. And
expanded ed. Cambridge (USA): Hogrefe Publishing; 2011.

Snoek AC, van den End A, Beekman ATF, et al. Eye movement
desensitization and reprocessing with and without dialectical
behavior therapy for posttraumatic stress disorder and comorbid
borderline personality disorder symptoms: a randomized con-
trolled trial. Psychother Psychosom. 2025:1-27. doi: 10.1159/
000544918 Epub ahead of print. PMID: 40015252.

Springham N, Dunne K, Noyse S, et al. Art therapy for personality
disorder: 2012 UK professional consensus guidelines, development
process and outcome. Int J Art Ther. 2012;17(3):130-134. doi: 10.
1080/17454832.2012.734834

Morris N. Dramatherapy for borderline personality disorder:
empowering and nurturing people through creativity. Abingdon
(UK): Routledge; 2018.

Haslam R, Heiderscheit A, Himmerich H. A systematic review of
scientific studies on the effects of music in people with personality


https://doi.org/10.1037/ccp0000833
https://doi.org/10.1037/ccp0000833
https://doi.org/10.1017/S0033291723000685
https://doi.org/10.1192/bjp.2021.204
https://doi.org/10.1016/j.cpr.2019.04.002
https://doi.org/10.1016/j.cpr.2019.04.002
https://doi.org/10.1037/per0000276
https://doi.org/10.1037/per0000276
https://doi.org/10.1001/archpsyc.1991.01810360024003
https://doi.org/10.1001/archpsyc.1991.01810360024003
https://doi.org/10.1001/archpsyc.63.7.757
https://doi.org/10.1001/archpsyc.63.7.757
https://doi.org/10.1176/appi.ajp.2009.09010039
https://doi.org/10.3109/00048670903393621
https://doi.org/10.1176/ajp.156.10.1563
https://doi.org/10.1176/ajp.156.10.1563
https://doi.org/10.1176/appi.ajp.2009.09040539
https://doi.org/10.1111/j.1600-0447.2012.01923.x
https://doi.org/10.1111/j.1600-0447.2012.01923.x
https://doi.org/10.3389/fpsyt.2020.561916
https://doi.org/10.3389/fpsyt.2020.561916
https://doi.org/10.1016/S2215-0366(24)00445-0
https://doi.org/10.1001/archpsyc.63.6.649
https://doi.org/10.1001/archpsyc.63.6.649
https://doi.org/10.1176/appi.ajp.164.6.922
https://doi.org/10.1521/pedi.2006.20.5.450
https://doi.org/10.1521/pedi.2006.20.5.450
https://doi.org/10.1192/bjp.bp.109.074286
https://doi.org/10.1192/bjp.bp.109.074286
https://doi.org/10.1017/S0033291708004066
https://doi.org/10.1521/pedi.18.1.3.32773
https://doi.org/10.1192/bjp.bp.107.048934
https://doi.org/10.1192/bjp.2024.56
https://doi.org/10.1111/papt.12240
https://doi.org/10.1521/pedi_2014_28_149
https://doi.org/10.1159/000544918
https://doi.org/10.1159/000544918
https://doi.org/10.1080/17454832.2012.734834
https://doi.org/10.1080/17454832.2012.734834

878 P. TYRER ET AL.

67.

68.

69.

70.

71.

72.

73.

74.

75.

76.

77.

78.

79.

80.

81.

disorders. Int J Environ Res Public Health. 2022;19(23):15434. doi:
10.3390/ijerph192315434

Zanarini MC, Conkey LC, Temes CM, et al. Randomized controlled trial of
web-based psychoeducation for women with borderline personality
disorder. J Clin Psychiatry. 2018;79(3). doi: 10.4088/JCP.16m11153
Gray AS, Townsend ML, Bourke ME, Grenyer BFS. Effectiveness of a
brief parenting intervention for people with borderline personality
disorder: a 12-month follow-up study of clinician implementation
in practice. Adv Ment Health. 2018;17(1):33-43. doi: 10.1080/
18387357.2018.1464887

Diamond D, Yeomans F, Keefe JR. (2021) transference-focused psy-
chotherapy for pathological narcissism and narcissistic personality
disorder (TFP-N). Psychodyn Psychiatry. 2021;49(2):244-272. doi: 10.
1521/pdps.2021.49.2.244

Fonagy P. The effectiveness of psychodynamic psychotherapies: an
update. World Psychiatry. 2015;14(2):137-150. doi: 10.1002/wps.20235
A good account of the problems of establishing efficacy with
psychodynamic approaches.

Cristea IA, Gentili C, Cotet CD, et al. Efficacy of psychotherapies for
borderline personality disorder: a systematic review and
meta-analysis. JAMA Psychiatry. 2017;74(4):319-328. doi: 10.1001/
jamapsychiatry.2016.4287

A sound review of psychotherapies.

Spong AJ, Clare ICH, Galante J, et al. Brief psychological interven-
tions for borderline personality disorder. A systematic review and
meta-analysis of randomised controlled trials. Clin Psychol Rev.
2021;83:101937. doi: 10.1016/j.cpr.2020.101937

Dixon-Gordon KL, Conkey LC, Woods SE. Brief therapeutic approaches
for personality disorders. In: Lejuez C Gratz K, editors. The Cambridge
handbook of personality disorders. Cambridge handbooks in psychol-
ogy. Cambridge: Cambridge University Press; 2020. p. 477-494.
Hegarty BD, Marceau EM, Gusset M, et al. Early treatment response
in psychotherapy for depression and personality disorder: links
with core conflictual relationship themes. Psychother Res. 2020;30
(1):112-123. doi: 10.1080/10503307.2019.1609114

Lamph G, Crawford M. Stepped care approaches for people with
personality disorder. Lancet Psychiatry. 2024;11(8):582-583. doi: 10.
1016/52215-0366(24)00167-6

Blum N, Pfohl B, John DS, et al. STEPPS: a cognitive-behavioral
systems-based group treatment for outpatients with borderline
personality  disorder-a  preliminary report. Comprehensive
Psychiatry. 2002;43(4):301-310. doi: 10.1053/comp.2002.33497

A good paper combining the values of education and
psychotherapy.

Blum N, St John D, Pfohl B, et al. Systems training for emotional
predictability and problem solving (STEPPS) for outpatients with
borderline personality disorder: a randomized controlled trial and
1-year follow-up. Am J Psychiatry. 2008;165(4):468-478. doi: 10.
1176/appi.ajp.2007.07071079

Black DW, Blum N, McCormick B, et al. Systems training for emo-
tional predictability and problem solving (STEPPS) group treatment
for offenders with borderline personality disorder. J Nerv Ment Dis.
2013;201(2):124-129. doi: 10.1097/NMD.0b013e31827f6435

Black DW, Blum N, Allen J. Factor structure of borderline person-
ality disorder and response to systems training for emotional pre-
dictability and problem solving. Personality & Mental Health.
2022;16(3):263-275. doi: 10.1002/pmh.1538

Barnicot K, Redknap C, Coath F, et al. Patient experiences of therapy
for borderline personality disorder: commonalities and differences
between dialectical behaviour therapy and mentalization-based
therapy and relation to outcomes. Psychol Psychother. 2022;95
(1):212-233. doi: 10.1111/papt.12362

Stoffers-Winterling JM, Storebg OJ, Simonsen E, et al. Perspectives on
dialectical behavior therapy and mentalization-based therapy for

82.

83.

84.

85.

86.

87.

88.

89.

90.

91.

92.

93.

94.

95.

96.

borderline personality disorder: same, different, complementary?
Psychol Res Behav Manag. 2022;15:3179-3189. doi: 10.2147/PRBM.
S342257

Lake JR, Bear N, Fletcher C, et al. The impact of a combined
mentalisation-based therapy and therapeutic community pro-
gramme for adolescents with borderline personality disorder traits
on service utilisation in Western Australia. Personal Ment Health.
2023;17(4):300-312. doi: 10.1002/pmh.1579

Juul S, Jakobsen J, Jorgensen C, et al. The difference between
shorter- versus longer-term psychotherapy for adult mental health
disorders: a systematic review with meta-analysis. BMC Psychiatry.
2023;23(1):23. doi: 10.1186/512888-023-04895-6

Useful review of shorter interventions.

Juul S, Jakobsen JC, Hestbaek E, et al. Short-term versus long-term
mentalization-based therapy for borderline personality disorder:
a randomized clinical trial (MBT-RCT). Psychother Psychosom.
2023;92(5):329-339. doi: 10.1159/000534289

McMain SF, Guimond T, Streiner DL, et al. Dialectical behavior therapy
compared with general psychiatric management for borderline person-
ality disorder: clinical outcomes and functioning over a 2-year follow-up.
Am J Psychiatry. 2012;169(6):650-661. doi: 10.1176/appi.ajp.2012.
11091416

A valuable introduction to what became structured clinical
management.

Kolla NJ, Links PS, McMain S, et al. Demonstrating adherence to
guidelines for the treatment of patients with borderline personality
disorder. Can J Psychiatry. 2009;54(3):181-189. doi: 10.1177/
07067437090 5400306

Bateman AW, Krawitz R. Borderline personality disorder: an evi-
dence-based guide for generalist mental health professionals.
Oxford: Oxford University Press; 2013.

Costa PT, Rr M, Lockenhoff CE. Personality across the life span.
Annu Rev Psychol. 2019;70:423-448. doi: 10.1146/annurev-
psych-010418-103244

Zanarini MC, Frankenburg FR, Reich DB, et al. (2012) attainment
and stability of sustained symptomatic remission and recovery
among patients with borderline personality disorder and axis Il
comparison subjects: a 16-year prospective follow-up study. Am

J Psychiatr. 2012;169(5):476-483. doi: 10.1176/appi.ajp.2011.
11101550
Yang M, Tyrer H, Johnson T, et al. Personality change in the Nottingham

study of neurotic disorder: 30-year cohort study. Aust N Z J Psychiatry.
2022;56(3):260-269. doi: 10.1177/00048674211025624

A reminder that personality disorder is temporally unstable.
Tyrer P. Nidotherapy: a new approach to the treatment of person-
ality disorder. Acta Psychiatr Scand. 2002;105(6):469-471. doi: 10.
1034/j.1600-0447.2002.01362.x

Tyrer P, Sensky T, Mitchard S. Principles of nidotherapy in the treatment
of persistent mental and personality disorders. Psychother Psychosom.
2003;72(6):350-356. doi: 10.1159/000073032

Ranger M, Tyrer P, Miloseska K, et al. Cost-effectiveness of nidother-
apy for comorbid personality disorder and severe mental illness:
randomized controlled trial. Epidemiol Psichiatr Soc. 2009;18
(2):128-136. doi: 10.1017/51121189X00001019

A good account of a cost-effective treatment.

Tyrer P, Tarabi SA, Bassett P, et al. Nidotherapy compared with
enhanced care programme approach training for adults with
aggressive challenging behaviour and intellectual disability
(NIDABID): cluster-randomised controlled trial. J Intellect Disabil
Res. 2017;61(6):521-531. doi: 10.1111/jir.12360

Tyrer P. Adaptive solutions to personality disorders: treating
patients with Nidotherapy. Abingdon: Routledge; 2025.

Bangash A. Personality difficulty: a useful addition to the literature
on personality disturbance. Personal Ment Health. 2024;18
(4):435-437. doi: 10.1002/pmh.1638


https://doi.org/10.3390/ijerph192315434
https://doi.org/10.3390/ijerph192315434
https://doi.org/10.4088/JCP.16m11153
https://doi.org/10.1080/18387357.2018.1464887
https://doi.org/10.1080/18387357.2018.1464887
https://doi.org/10.1521/pdps.2021.49.2.244
https://doi.org/10.1521/pdps.2021.49.2.244
https://doi.org/10.1002/wps.20235
https://doi.org/10.1001/jamapsychiatry.2016.4287
https://doi.org/10.1001/jamapsychiatry.2016.4287
https://doi.org/10.1016/j.cpr.2020.101937
https://doi.org/10.1080/10503307.2019.1609114
https://doi.org/10.1016/S2215-0366(24)00167-6
https://doi.org/10.1016/S2215-0366(24)00167-6
https://doi.org/10.1053/comp.2002.33497
https://doi.org/10.1176/appi.ajp.2007.07071079
https://doi.org/10.1176/appi.ajp.2007.07071079
https://doi.org/10.1097/NMD.0b013e31827f6435
https://doi.org/10.1002/pmh.1538
https://doi.org/10.1111/papt.12362
https://doi.org/10.2147/PRBM.S342257
https://doi.org/10.2147/PRBM.S342257
https://doi.org/10.1002/pmh.1579
https://doi.org/10.1186/s12888-023-04895-6
https://doi.org/10.1159/000534289
https://doi.org/10.1176/appi.ajp.2012.11091416
https://doi.org/10.1176/appi.ajp.2012.11091416
https://doi.org/10.1177/07067437090 5400306
https://doi.org/10.1177/07067437090 5400306
https://doi.org/10.1146/annurev-psych-010418-103244
https://doi.org/10.1146/annurev-psych-010418-103244
https://doi.org/10.1176/appi.ajp.2011.11101550
https://doi.org/10.1176/appi.ajp.2011.11101550
https://doi.org/10.1177/00048674211025624
https://doi.org/10.1034/j.1600-0447.2002.01362.x
https://doi.org/10.1034/j.1600-0447.2002.01362.x
https://doi.org/10.1159/000073032
https://doi.org/10.1017/S1121189X00001019
https://doi.org/10.1111/jir.12360
https://doi.org/10.1002/pmh.1638

97.

98.

99.

Rapoport RN, editor. Community as Doctor. New perspectives on
a therapeutic community. London: Tavistock Publications; 1960.
Pearce S, Scott L, Attwood G, et al. Democratic therapeutic
community treatment for personality disorder: randomised
controlled trial. Br J Psychiatry. 2017 Feb;210(2):149-156. doi:
10.1192/bjp.bp.116.184366

Emmelkamp PMG, Meyerbroker K. Psychotherapies for the treatment of
personality disorders: the state of the art. Curr Opin Psychiatry. 2025 Jan
1,38(1):66-71. doi: 10.1097/YC0O.0000000000000968

EXPERT REVIEW OF NEUROTHERAPEUTICS 879

« Hints at other therapies for conditions other than borderline.

100. Newton-Howes G, Tyrer P, Johnson T, et al. Influence of personality on

the outcome of treatment in depression: systematic review and
meta-analysis. J Pers Disord. 2014;28(4):577-593. doi: 10.1521/pedi_
2013_27_070

101. Skodol AE, Geier T, Grant BF, et al. Personality disorders and the

persistence of anxiety disorders in a nationally representative
sample. Depress Anxiety. 2014;31(9):721-728. doi: 10.1002/da.
22287 Epub 2014 Jul 3. PMID: 24995387.


https://doi.org/10.1192/bjp.bp.116.184366
https://doi.org/10.1192/bjp.bp.116.184366
https://doi.org/10.1097/YCO.0000000000000968
https://doi.org/10.1521/pedi_2013_27_070
https://doi.org/10.1521/pedi_2013_27_070
https://doi.org/10.1002/da.22287
https://doi.org/10.1002/da.22287

	Abstract
	1.  Introduction
	2.  Search strategy
	3.  Drug treatment and brain stimulation
	4.  Special (modular) psychological treatments
	4.1.  Psychological treatments
	4.2.  Structured psychotherapies developed specifically for personality psychopathology
	4.3.  Psychodynamic and psychoanalytic psychotherapies
	4.4.  Short-term psychological interventions for personality psychopathology
	4.5.  Other psychotherapies adapted for personality psychopathology

	5.  Selecting apsychological treatment
	6.  Summary of current favored psychological treatments
	7.  Structured clinical management and good psychiatric management
	8.  Adjustment and acceptance therapies
	9.  Expert opinion
	Funding
	Declaration of Interest
	Reviewer disclosure
	References

