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METHOD PAPER

Changing character: A narrative review of personality change in
psychotherapies for personality disorder

JOHN R. KEEFE & ROBERT J. DERUBEIS

Department of Psychology, University of Pennsylvania, Philadelphia, PA, USA

(Received 15 April 2017; revised 31 December 2017; accepted 2 January 2018)

Abstract
Objective: Personality disorder (PD) is a negative prognostic indicator for treatment, and absolute improvements in
functioning among these patients are often modest. This may be because personality features that give rise to dysfunction
in PD are not targeted optimally during most treatments. Method: Attachment, mentalization, core beliefs, and
personality organization/defense use were identified as personality constructs that have been pursued in treatment studies
and that are proposed to underlie PD. Results: All constructs correlate with psychiatric symptoms, PD diagnosis, and
functioning. Defense mechanisms and core beliefs further distinguish specific PDs, whereas personality organization
separates more versus less severe PDs. Evidence from treatment and naturalistic studies indicate that maturation of
defense mechanisms temporally precedes improvements in symptoms and functioning. Changes in attachment and
mentalization correlate with some outcomes, but mediation of improvement has not been established. In psychodynamic
therapy, transference interpretations may promote amelioration of personality dysfunction. With the exception of
attachment, the experimental literature is lacking that could explicate the mechanisms by which these personality
constructs maintain psychosocial dysfunction. Conclusions: Future research should aim to identify changes in these
mechanisms that mediate positive outcomes in PD, as well as the specific therapeutic procedures that best promote
positive change in PD.

Keywords: Long-term psychotherapy; outcome research; personality disorders; process research; attachment;
psychoanalytic/psychodynamic therapy; cognitive behavior therapy

Clinical or methodological significance of this article: Patients with personality disorder (PD) suffer from high
psychosocial impairment and are treatment resistant, which may be instantiated on the level of personality by dysfunctions
in attachment, mentalization, core beliefs, and personality organization/defense use. Specialized treatments for PD appear
to promote improvement in most of these constructs. Improvement in in-session use of and insight into defense
mechanisms signal later functional gains among PD patients, and may be especially important to monitor and target in-
treatment.

A personality disorder (PD) is an enduring disturb-
ance in how an individual experiences and interprets
themselves, others, and the world, understood as an
exaggeration, rigidity, or breakdown of normal per-
sonality processes that consequently promotes dys-
functional behaviors (APA, 2013; Hopwood,
Zimmermann, Pincus, & Krueger, 2015). A core
phenomenological component of PD is that features
that others see as difficult are often understood by
the patient as essential to their way of being, rather

than reflecting a personality feature that they come
into treatment wanting to change (Oltmanns, Rodri-
gues, Weinstein, & Gleason, 2014). For example,
patients with a narcissistic PD rarely enter treatment
desiring to work on their heightened grandiosity;
rather, they might enter treatment suffering from a
major failure, or to complain about the inability of
others to treat them with the admiration and respect
they deserve (Caligor, Levy, & Yeomans, 2015).
Accordingly, patients with PD have idiosyncratic
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and unsatisfying functioning within interpersonal
relationships, often through utilizing self-defeating
or non-optimal strategies for managing their
emotional responses and getting their needs met
(Sadikaj, Moskowitz, Russell, Zuroff, & Paris, 2013).
PDs are highly prevalent psychiatric conditions,

with estimates of 6.1–9.1% in United States and
international samples (Huang et al., 2009; Lenzen-
weger, Lane, Loranger, & Kessler, 2007) and a 35–
50% comorbidity rate with mood, anxiety, and
eating disorders (Friborg, Martinsen, et al., 2014;
Friborg, Martinussen, et al., 2014; Friborg, Marti-
nussen, Kaiser, Øvergård, & Rosenvinge, 2013).
PD is often considered a marker of clinical severity
and treatment resistance for these disorders (Ansell
et al., 2011; Skodol, Geier, Grant, & Hasin, 2014).
For example, in the treatment of major depressive
disorder (MDD), PD comorbidity is a negative prog-
nostic indicator, with such patients being less likely to
attain clinically significant depression change with
psychotherapy, medication, or their combination
(Newton-Howes et al., 2014), and a faster time to
relapse after remission (Grilo et al., 2010).
Furthermore, over and above comorbid “Axis-I”

conditions such as MDD, diagnosis with a PD is a
predictor of diminished functioning and impaired,
dissatisfying interpersonal relationships (Ansell,
Sanislow, McGlashan, & Grilo, 2007; Hill et al.,
2008; Skodol et al., 2005). Moreover, improvements
in functioning longitudinally are often modest,
especially for more severe PD. Only about 40% of
BPD patients in a treatment-seeking sample were
found to experience at least one 8-year period of
functional recovery within a 16-year window (Zanar-
ini, Frankenburg, Reich, & Fitzmaurice, 2012). The
Collaborative Longitudinal Personality Disorder
Study concluded that while BPD patients can, over
the course of 10 years, fall under the DSM-IV diag-
nostic threshold for the disorder and maintain a
symptomatic remission, they retain a “severe and per-
sistent impairment in social functioning” even after
remitting (Gunderson et al., 2011). Functional
recovery rates for other PDs have been reported to
be in between those found in BPD patients and
non-PD patients with MDD (Gunderson et al.,
2011; Zanarini et al., 2012).

Personality Change and Improvements in
Functioning

An assumption behind many tested treatments for
PD is that change in personality is necessary for a suc-
cessful treatment (Beck, Freeman, & Davis, 2004;
Yeomans, Clarkin, & Kernberg, 2015), both to nor-
malize the patient’s functioning in social, cognitive,

and affective domains, and to prevent the return of
acute symptomatology by ameliorating personality-
related vulnerabilities. For example, a patient with
MDD and a comorbid obsessive-compulsive PD
(OCPD) whose mood symptoms remit may be
expected to experience improvements in romantic
relationship functioning (e.g., the stress of having a
depressed partner is no longer present), yet will still
encounter significant interpersonal difficulties
related to their persistent OCPD character traits
(e.g., tendency to become angry with their romantic
partner when they “violate” minor household
rules). These interpersonal difficulties, therefore,
remain a source of vulnerability for future episodes
of mood disturbance. Indeed, patients who attain
depression remission who do not simultaneously fall
under the diagnostic threshold for their PD are also
more likely to experience substantially worse func-
tioning across a 2-year follow-up (Markowitz et al.,
2007).
PD diagnoses comprise acute behavioral symp-

toms in addition to longstanding personality patterns
that are less prone to change (Morey & Hopwood,
2013), such that, for example, change in latent per-
sonality traits has been observed to be a better predic-
tor of change in psychosocial functioning than change
in DSM-IV PD criteria (Wright et al., 2015). Thus,
in the prevailing diagnostic systems, remission from
PD does not necessarily indicate that personality vul-
nerabilities have been substantially reduced. These
pathological personality patterns can then generate
adverse experiences even after acute symptoms
remit, increasing the likelihood of symptom exacer-
bation. It is unclear to what extent evidence-based
treatments for PD address the personality problems
that sustain functional impairments.

Theories of Personality Disorder

A comprehensive, empirically grounded theory of
personality pathology and its remediation through a
linked psychotherapy will have, at minimum, the fol-
lowing features (cf., Kazdin, 2007): (1) A clear defi-
nition of the nature of the pathology (the
mechanism) that accounts for the behaviors and
experiences that define a given PD; (2) Delineation
of how particular therapeutic procedures and in-
session processes may promote changes in these
mechanisms; and (3) Conceptualization of how,
when change in the mechanism occurs, improve-
ments in functioning accrue to the patient.
Such a theory would be supported by the existence

of reliable methods of assessing these mechanisms
that can identify patients with PD, experimental evi-
dence that demonstrates how the proposed
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mechanisms instantiate pathology and dysfunction,
and mediational work relating particular intervention
use to change in the mechanism and then to improve-
ments in symptoms and functioning. We will use this
framework to guide an explication of four common
approaches to the understanding and treatment of
personality pathology, which have been examined in
randomized trials for PD: adult attachment represen-
tations (Gillath, Karantzas, & Fraley, 2016), mentali-
zation/reflective functioning (RF) (Fonagy, Gergely,
Jurist, & Target, 2002), core beliefs (Beck et al.,
2004), and psychodynamic personality organization
and its attendant psychological defenses (Vaillant,
Bond, & Vaillant, 1986; Yeomans et al., 2015).1

Generally, improvements in these constructs are con-
ceived of as change mechanisms promoting shifts in
cognition, experiencing, and behavior that are obser-
vable outside of the therapy room, rather than in-
session client change processes that are in response
to therapeutic interventions (Doss, 2004).

Four Personality Mechanisms of Pathology
and Change in PD

Attachment Representations

Attachment refers to a characteristic style of relating
to others, such as parents, children, or romantic part-
ners, in intimate care-giving and care-receiving situ-
ations (Bowlby, 1973). The attachment system is
thought to be activated under stress, and particular
styles describe how and why an individual proceeds
to act once the system is activated. Attachment
styles are thought to develop first from the character
of the affective bond between child and caregiver,
which forms an individual’s initial “working model”
of relationships and of his or her self-role vis-à-vis
those relationships (Bowlby, 1973). Throughout
development, an individual may have life experiences
that are assimilated into their current working model
(e.g., betrayal enhancing extant attachment insecur-
ity), as well as experiences that require the working
model to accommodate those experiences (e.g.,
relationship safety and intimacy ameliorating attach-
ment insecurity) (Fraley, Roisman, Booth-LaForce,
Owen, & Holland, 2013).
Attachment is thought to be composed of “uncon-

scious” or implicit components of working models of
relationships and conscious or cognitive components
representing appraisals of relationships and one’s role
in them (Roisman et al., 2007; Yaseen, Zhang,
Muran, Winston, & Galynker, 2016). These are,
respectively, assessed by interviews assessing attach-
ment states of mind (e.g., the Adult Attachment
Interview; AAI; (George, Kaplan, & Main, 1985))
and self-report measures (e.g., the Experiences in

Close Relationships questionnaire; (Fraley, Waller,
& Brennan, 2000). Although in this review we will
discuss attachment from both perspectives—as
results relating attachment to PD diagnosis specifi-
cally have been relatively similar across modes of
assessment—we note that there exists a substantive,
active debate in the attachment literature as to the
motivational, cognitive, and behavioral correlates of
each method of assessing attachment styles
(Roisman et al., 2007). A commonality of secure
attachment in both perspectives is the capacity to
predict the ability of an individual to use attachment
figures for support, and to be relied upon by others as
an attachment figure (Shaver, Belsky, & Brennan,
2000). Interestingly, experimental investigations of
attachment utilizing self-report assessments have
nevertheless produced results bespeaking contri-
butions of not only conscious attributions but also
implicit/unconscious processes to self-reported
attachment (Shaver & Mikulincer, 2002). By con-
trast, relatively less experimental work based on
attachment representations has involved observer-
rated attachment styles (Gillath et al., 2016),
although investigations involving the AAI and
relationships sometimes find that it relates more to
observer-rated as compared to self-reported relation-
ship behaviors (Jacobvitz, Curran, & Moller, 2002).
The most frequently employed systems for classify-

ing attachment styles make the following distinctions:
(a) Secure attachment (realistic expectations of being
able to rely on attachment figures during times of
trouble; comfort with normative dependency; sense
of self as basically competent) versus insecure attach-
ment (significant disruption of any or all of these
capacities); (b) Among insecure attachments,
anxious/preoccupied attachment (overwhelmed by
consciously accessible anxiety concerning access to
attachment figures; believes self to be unable to func-
tion without attachment figures) versus avoidant/dis-
missive attachment (tendency to distance the self
from attachment figures in an effort to avoid or
escape the experience of painful emotions that are
aroused by attachment needs); and (c) On the AAI,
classifiable attachment (relatively consistent patterns
of attachment) versus two special categorization
codes—unclassifiable (e.g., unusual variability and
instability of expression; no organized attachment
response) or trauma-unresolved attachment (e.g.,
conceptions of past trauma overwhelm attachment
narratives).
Dysfunctional intimate relationships are endemic

among PD patients, and insecure attachment has
been viewed as a baseline dysfunction interacting
with other distinctive features of PDs to promote
maladjustment (Levy, Johnson, Clouthier, Scala, &
Temes, 2015; Meyer & Pilkonis, 2005). Insecure
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self-reported and observer-rated attachment is much
more common among patients with PD, relative to
non-clinical controls and patients with mental dis-
order diagnoses but without PD (Bouchard et al.,
2008; Brennan & Shaver, 1998; Crawford et al.,
2006; Crawford et al., 2007; MacDonald, Berlow,
& Thomas, 2013; Olssøn & Dahl, 2014). Olssøn
and Dahl (2014) estimated the rate of self-reported
insecure attachment to be 90% among patients with
PD, compared to 35% in community controls.
Patients with BPD, in particular, have been found
to have especially high rates of insecure attachment
(Choi-Kain, Fitzmaurice, Zanarini, Laverdiere, &
Gunderson, 2009), in addition to increased rates of
unclassifiable or trauma-unresolved adult attach-
ment, which are observed infrequently in the
general population (Bakermans-Kranenburg & van
IJzendoorn, 2009). It should be noted, however,
that whereas a very high percentage of PD patients
exhibit an insecure attachment style, most individuals
with an insecure attachment style do not qualify for a
PD (Bakermans-Kranenburg & van IJzendoorn,
2009).
There has been less research regarding specific

attachment styles as they relate to specific PDs
other than BPD. As described in a review by Levy
(2005), self-reported anxious attachment was associ-
ated with histrionic, dependent, and avoidant PDs,
avoidant attachment was associated with paranoid,
narcissistic, antisocial, and schizoid PDs, and dual
elevations in avoidant and anxious attachment were
common in schizotypal, paranoid, avoidant, obses-
sive-compulsive, narcissistic, and borderline PDs
(Levy, 2005). However, a meta-analytic review of
this literature would be a useful contribution to
understanding non-replications of specific attach-
ment-PD associations between studies. To this
general point, significant differences in observer-
rated attachment have been observed between the
styles of BPD patients with versus without a comor-
bid narcissistic PD (NPD), such that most “pure”
BPD patients exhibit primary attachment anxiety
and trauma-unresolved attachment, whereas BPD
patients who additionally have NPD exhibit more
attachment avoidance and unclassifiable attachment
(Diamond et al., 2014).
More than any other personality construct

impaired in PD, findings in the attachment literature
provide experimental empirical grounding for under-
standing the mechanisms of seemingly strange, dys-
functional interpersonal patterns prevalent in PD
(Shaver & Mikulincer, 2005). For example, avoi-
dantly attached individuals engage in “attachment-
deactivating” relational strategies (Gillath et al.,
2016). Attachment theory holds that this is in part
because avoidant individuals believe that there is

something dangerous about intimacy (e.g., that they
will not get what they want; that they will surely be
hurt; that they will get lost in an intimate relationship)
and are sensitive to attachment stressors (Bartholo-
mew, 1990).
Indeed, more avoidantly attached adults as

assessed by both self- and observer-report have
been observed to exhibit increased psychophysiologi-
cal electrodermal activity in response to questions
about potential abandonment or rejection in past
close relationships (Diamond, Hicks, & Otter-Hen-
derson, 2006; Dozier & Kobak, 1992). Curiously,
physiological data suggest markedly heightened
inflammatory reactivity among avoidantly attached
individuals, despite their self-reported disavowal of
attachment stresses (Gouin et al., 2009). Notably,
attachment avoidance attenuates the correlation
between self-reported and physiologically recorded
arousal in response to an interpersonal stressor,
suggesting a disconnect between what is reported
(or, perhaps, even reportable) by the individual, and
some facet of their “objective” arousal (Diamond
et al., 2006). Cognitively, more avoidantly attached
individuals (via self-report) show diminished
working memory capacity for attachment-related
stimuli (Edelstein, 2006), memory biases toward
recalling negative information about past relation-
ships (Haggerty, Siefert, & Weinberger, 2010), diffi-
culties suppressing separation-related cognitions
under stress but greater suppression under normal
conditions (Mikulincer, Dolev, & Shaver, 2004),
and pre-emptive and post-emptive biases against pro-
cessing of emotional information (Andriopoulos &
Kafetsios, 2015; Edelstein & Gillath, 2008), among
other altered processing (Dykas & Cassidy, 2011).
These findings are consistent with the theory that

avoidantly attached individuals do care about attach-
ment relationships, but may experience considerable
distress and inhibition in situations in which they may
need to rely on attachment figures for social and
emotional support. This conflict represents a mala-
daptive admixture of motivational states (i.e., to
both attach and avoid attachment), potentiating see-
mingly incoherent behavioral strategies that have
been observed experimentally, such as to reject an
exciting potential romantic partner toward whom
one feels too much interest (Spielmann, Maxwell,
Macdonald, & Baratta, 2013). These avoidant beha-
viors resemble interpersonal problems and patterns
characteristic of particular PD styles—for example,
the propensity of individuals with OCPD to under-
stand themselves as unemotional, without relational
needs, and counter-dependent within relationships.
This clinically and empirically rich conceptualiz-

ation of avoidant attachment could, in turn, inform
goals in psychotherapy with avoidantly attached
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individuals with PD regardless of the specific PD
diagnosis. These goals could include helping these
individuals experience, recognize, and accept their
own affects and strivings related to attachment
and dependency more directly, and to help them be
intimate toward others without feeling unsafe or men-
tally disorganized (Mikulincer, Shaver, & Berant,
2013).

Attachment change in PD treatment. Despite
considerable theoretical interest in attachment as a
construct linking clinically meaningful concepts of
self and other relationships to an empirically rich
social-developmental literature (Blatt & Levy, 2003;
Levy et al., 2015), it has been investigated only a
handful of times in PD treatment. Among BPD
patients, AAI-rated, categorical attachment classifi-
cations have been observed to improve significantly
in transference-focused psychotherapy (TFP)
(Yeomans et al., 2015) as compared to dialectical-be-
havioral therapy (DBT) (Linehan, 1993) and
dynamic-supportive therapy (Levy et al., 2006) (con-
verted d= 0.82). TFP is theorized to repair dysfunc-
tional attachment by helping patients become aware
of their working models of relationships, to help
them reconcile and integrate incoherent parts of
these working models, and to build capacities to com-
pensate for their attachment weaknesses (e.g., to
encourage patients with attachment anxiety to come
up with solutions with the therapist’s guidance but
not direction; to help avoidant patients express their
normative needs for closeness). This finding has
been replicated in a sample of patients receiving
TFP as compared to enhanced treatment as usual
(TAU) by community experts, with significantly
more TFP patients moving both from AAI-rated
insecure to secure attachments styles (converted d
= 0.71), and from unclassifiable to classifiable styles
(converted d= 0.50) (Buchheim et al., 2017; Buch-
heim, Horz, Rentrop, Doering, & Fischer-Kern,
2012). In both studies, attachment did not show sig-
nificant change from over treatment among the thera-
pies that were compared to TFP (i.e., among DBT,
dynamic-supportive therapy, or enhanced TAU).
Improvements in self-reported (ECR) attachment

avoidance specifically have also been observed to
occur during mentalization-based therapy (MBT)
(Bateman & Fonagy, 2006) for adolescents with self-
harm (the majority of whom had a BPD diagnosis),
but not in TAU (d= 0.42) (Rossouw & Fonagy,
2012). In addition, the advantage of MBT over TAU
in improving self-harm was significantly attenuated
when controlling for the superiority of MBT in
improving attachment avoidance (r of avoidance and
self-harm change = 0.55) (Rossouw & Fonagy,

2012), suggesting a possible mediational role for
attachment change, to be investigated in future studies.

Summary—attachment. Change in attachment
status is in and of itself a notable outcome, given
the maladaptive behaviors and ways of being that
are characteristic of insecure attachment and the
established relationship between insecure attachment
and observable interpersonal dysfunction. Improve-
ments in attachment status may reflect a meaningful
reorganization of a patient’s relationships to self and
other, which could lead to stable, self-perpetuating
gains in functioning. As such, future research on
attachment in PD treatment should seek to relate
change in attachment to improvements in PD symp-
tomatology, interpersonal problems, and psychoso-
cial functioning, over the course of treatment and
during follow-up. Furthermore, a synthesis between
self-report and observer-rated attachment perspec-
tives would be desirable.

Mentalization/Reflective Functioning

RF—or one’s degree of mentalization—has been
defined by developmental and personality researchers
as a capacity to understand and interpret one’s own
and others’ behaviors as expressions of mental
states, including feelings, thoughts, fantasies,
beliefs, and desires (Fonagy et al., 2002). This
capacity is hypothesized to be especially impaired
when an individual is acutely stressed, and especially
when the attachment system is activated. Individuals
with poor mentalization report experiences that
suggest a limited ability to distinguish between their
own emotions, thoughts, and intentions and those
of other, and/or impoverished conceptions of their
own and others’ mental states (Fonagy, Target,
Steele, & Steele, 1998). Impairments in mentaliza-
tion include both so-called hypo-mentalization (lack
of interest and capacity in mentalization) and hyper-
mentalization (over-focus on others’ motives).
Most commonly, RF scores are calculated from the

AAI (George et al., 1985), in which individuals are
asked to describe and elaborate upon various
aspects and scenarios involving their childhood
relationships with their parents. Many questions
inquire as to why their parents acted in certain
ways, and what one’s own responses and reactions
were to those actions. Global RF scores have been
found to be assessed with good interrater reliability
and with stability across points of measurement,
and confirmatory factor analysis suggests that global
RF indicators may most parsimoniously reflect a
single latent construct (Taubner et al., 2013).
Normatively, an RF score of 5 or above indicates

Psychotherapy Research 5



that an individual has a mature, coherent model of
the mind that they have the capacity to apply even
in emotionally charged or attachment-activating situ-
ations (Fonagy et al., 1998). There is some evidence
that RF as typically measured taps more into the
ability to identify intentions and higher-order
mental states rather than alexithymia per se or an
ability to engage in affective empathy, and may be
more akin to conceptions of cognitive empathy (Falk-
enström et al., 2014).

RF as general marker of PD. Across nearly all
studies investigating RF and PD, RF has been
found to distinguish PD from other types of psycho-
pathology (Katznelson, 2014). RF disruptions may
thus be a general dysfunction common to all PD, a
mechanism underlying the marked interpersonal dif-
ficulties and relational distress that PD patients
experience.
In the first clinical investigation of RF, patients with

PD were found to have lower RF scores than a non-
psychiatric control group, with BPD patients having
the lowest mean RF (Fonagy et al., 1996). Since
this original investigation, deficits in RF have been
further characterized among patients with BPD,
with and without comorbid NPD (Diamond et al.,
2014; Fischer-Kern et al., 2015). RF, above indexes
of attachment style and general psychiatric symptoma-
tology, has been observed to be positively related to
PD diagnoses and severity (Bouchard et al., 2008;
Fischer-Kern et al., 2010; Nazzaro et al., 2017), and
among PD patients to predict symptomatology, inter-
personal problems, and psychosocial functioning
(Antonsen, Johansen, Rø, Kvarstein, & Wilberg,
2016). There is evidence suggesting that impaired
RF may be associated with Cluster A and B PD
traits but not Cluster C traits (Nazzaro et al., 2017).

RF change in treatments for PD. In contrast
with the primary research literature on RF, which
has employed standardized observer ratings, MBT
treatment research has used recently developed self-
report RF questionnaires (Fonagy et al., 2016;
Sharp et al., 2009). Patients are asked to report on
their experiences of difficulties in mentalization,
with questions such as “I sometimes do things
without really knowing why” and “I frequently feel
that my mind is empty.” In an RCT of MBT for
self-harming adolescents, 76% of whom had a BPD
diagnosis, RF improved significantly more in MBT
compared to TAU (Rossouw & Fonagy, 2012) (d=
0.38). Moreover, the advantage of MBT over TAU
in preventing self-harm in this trial was accounted
for by improvements in RF (r = 0.48), such that
differences between the two treatments were

significantly attenuated when improvements in RF
were controlled for, although the temporal pre-
cedence of increases in RF, relative to reductions in
self-harm, was not established (Rossouw & Fonagy,
2012). In a well-powered (n = 175) open trial of psy-
chodynamic hospitalization incorporating BPD tech-
niques, improvements in symptoms across
assessment points strongly tracked concurrent self-
reported decreases in mentalizing impairments (r=
0.89) (De Meulemeester, Vansteelandt, Luyten, &
Lowyck, 2017). A study of adolescent BPD inpati-
ents receiving MBT reported significant pre-to-post
increases in self-reported RF (Bo et al., 2017).
RF has also been studied, with AAI-based assess-

ments of RF, in trials of TFP for BPD. RF is theo-
rized to improve in TFP in large part due to the
therapist’s work helping the patient understand and
distinguish between representations of the self and
therapist as they emerge in therapy, and the affects
and mental states linked to these representations.
RF has been observed to improve more over the
course of a year for BPD patients receiving TFP as
compared to either DBT or a manualized dynamic-
supportive therapy (Levy et al., 2006) (d vs. DBT=
0.56, d vs. supportive = 0.85). In fact, in neither of
the two comparison treatments did RF reliably
change during treatment. In another trial, patients
randomized to TFP exhibited significantly greater
improvements in RF as compared to patients in an
enhanced TAU from expert community providers
(d= 0.45), among whom RF did not significantly
increase (Fischer-Kern et al., 2015). Notably,
improvements in RF were found to covary with
improvements in personality organization (r = 0.31).
However, its association with functioning per se was
not examined.

Summary—RF. Impaired RF appears to be a
marker of personality and interpersonal dysfunction
that improves in specialized treatments for PD.
Improvements in RF among patients with a PD
may indicate an increasing capacity to accurately
and actively assess the motives of one’s self and
others, and ergo an increasing capacity for interperso-
nal functioning—a hypothesis that should be tested in
future studies. Furthermore, it would be valuable to
better understand how RF scores relate to perform-
ance differences in social cognition (e.g., cognitive
empathy; attention to facial cues) and interactions
in social situations.

Cognitive–affective Schemas

Cognitive frameworks for understanding PDs pri-
marily explain PD as a function of the presence and
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penetrance of maladaptive cognitive–affective
schemas or core beliefs (Beck et al., 2004).
Schemas have also received attention from psychody-
namic clinical theorists, who in different language
emphasize the relevance of the content of unconscious
schemata, such as different self-object dyads as con-
ceptualized in TFP (Yeomans et al., 2015).

Beck’s schema theory. From the perspective of
Beck’s cognitive theory, patients with particular per-
sonality disorders hold characteristic core beliefs
that underlay those specific PDs (Beck et al., 2004).
For example, a patient with a dependent PD might
strongly believe that “I am only safe if there is
someone to take care of me” and that “I am needy
and weak,” and a patient with a paranoid PD might
strongly believe that “I can’t trust anyone” and that
“others will try to use and manipulate me if I don’t
watch out.” In this way, Beck’s theory is foremost a
theory of how the content of mental life creates per-
sonality pathology. While all individuals are pur-
ported to hold particular core beliefs that form
personality styles, patients with PD are held to dis-
tinguish themselves from less pathological individuals
by the rigidity and intensity with which they hold
these beliefs, rendering them as having a PD. These
rigid, intense beliefs are posed to strongly bias infor-
mation processing about the self and others in a
manner that leads to the manifestation of particular
PD symptoms (e.g., perfectionistic beliefs leading to
a sense that nothing one or others does is “good
enough” unless immaculately performed, as can be
seen in OCPD). While Beck’s therapeutic formu-
lation of CT for PD is specifically designed to chal-
lenge the core beliefs proposed to underlay various
PDs (Beck et al., 2004), many contemporary CT
researchers would suggest that multiple procedures
—not simply CT-specific procedures—could lead to
meaningful revisions to a patient’s core beliefs
(Lorenzo-Luaces, German, & DeRubeis, 2014).
Generally, more strongly endorsing PD-related core
beliefs exhibit higher concurrent depression and
anxiety, in addition to diminished self-esteem,
lower self-reported social support, and lower psycho-
social functioning (Butler, Beck, & Cohen, 2007).
On the whole, there is support for the proposition

that differences in core beliefs between PD patients
correlate with their specific PD diagnosis in a fashion
corresponding to the content of those beliefs. The Per-
sonality Beliefs Questionnaire (PBQ) (Beck & Beck,
1991; Butler et al., 2007), a self-report measure of
putative core beliefs, has been found to distinguish
between patients with versus those without a PD
(Bhar, Beck, & Butler, 2012; Fournier, DeRubeis, &
Beck, 2012). The PBQ has also been found to partially
distinguish between specific PDs on the basis of

endorsed beliefs, such that beliefs hypothesized to
characterize particular PDs both form specific repli-
cated factors and are more present among patients
with that PD diagnosis compared to other PDs
(Beck & Beck, 1991; Butler et al., 2007; Fournier
et al., 2012). The correspondence between hypoth-
esized belief endorsements and the factor structures
of the measure is relatively strong and replicated for
SCID-II diagnosed avoidant/dependent PD, OCPD,
paranoid PD, schizoid PD, and NPD. By contrast,
BPD does not appear to be well-distinguished by
belief endorsement in the PBQ (Fournier et al.,
2012). In addition, theorized avoidant and dependent
PD-specific beliefs appear instead to represent a
shared factor entailing beliefs about dependency and
fear of interpersonal rejection and its consequences
(Fournier et al., 2012). These findings converge with
those obtained in a study finding specific correlations
between five types of self-reported PD on the Millon
Clinical Multiaxial Inventory and their corresponding
beliefs on the PBQ (avoidant, dependent, passive-
aggressive, schizoid, and borderline) (Jones, Burrell-
Hodgson, & Tate, 2007).

Core belief change in treatments for PD.
Where the literature is significantly lacking in terms
of Beck’s conception of schema are data on how
these beliefs change during treatment for PD, and
whether change in these beliefs drive symptom
change or predict further gains or resistance to
relapse after the end of treatment. To our knowledge,
there is only a single, small study using the PBQ in
the context of PD treatment, in which avoidant PD
beliefs were observed to change over the course of
manualized CT for AVDP, as compared to a wait-
list and an unmanualized psychodynamic therapy
that was intended as a control condition (Emmelkamp
et al., 2006) (d vs. wait-list = 1.02, d vs. dynamic
control = 0.50). The relationship between change in
avoidant beliefs and core PD symptomatology was
not reported. In a process study comparing CT for
MDD patients with and without PD, early therapist
focus on core beliefs was associated with subsequent
depression and pre-to-post PD symptom change
among patients with PD, but not in those without
PD (Keefe, Webb, & DeRubeis, 2016) (sr= 0.46 for
depression; sr= 0.29 for PD symptoms), although
core beliefs were not directly measured in this trial.
Overall, while PDs differ in terms of the core beliefs
prototypically associated with each disorder, we have
relatively minimal empirical data on the relevance of
these beliefs to treatment course.

Core beliefs—summary. Self-report measures of
maladaptive schema content are hypothesized to
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reflect interpretive frameworks or mental content that
play important roles in the maladaptive behaviors and
painful experiences of patients with PDs. The PDQ, a
measure that draws on Beck’s conceptualization of
core beliefs can, in addition, distinguish among
patients with different PDs. However, changes on
the PBQ during PD treatment have yet to be robustly
linked to changes in symptoms or functioning. More-
over, specific contentions attached to the theory, for
example, that activation of core beliefs should prime
or bias toward/against particular interpretations,
have yet to be tested experimentally.

Personality Organization and Defense
Mechanisms

Whereas cognitive theories of PD emphasize the
maladaptive content and rigid use of schemas, psy-
chodynamic theories focus more so on personality
organization and the psychological defenses one per-
forms to maintain one’s sense of self and of one’s
relationship to others. Personality organization
refers not to the presence of particular kinds of
mental content (i.e., schema) per se, but rather the
characteristic ways in which an individual reconciles
mental contents. Strategies that maintain psychologi-
cal homeostasis (i.e., maintaining a personality
organization) and deal with anxiety-provoking
thoughts, feelings, and desires are known as psycho-
logical defenses (Freud, 1937/1966; Vaillant, 1994).

Personality organization. Kernberg’s (1984)
structural theory of personality organization proposes
that non-psychotic personality organization is arrayed
on a spectrum, from healthy to neurotic to border-
line. All individuals are assumed to employ a plethora
of “self-object” dyads, each of which comprises a rep-
resentation of the other and its attitudes toward the
self (e.g., the other as strong and protective), the
self and its positionality toward the other (e.g.,
the self as safe and deserving of protection), and an
affect that binds the two (e.g., love). He posits that
neurotic individuals, because their representations
of themselves and others are relatively consistent,
use “mature” mechanisms of defense more fre-
quently to deal with conflict relating to those rep-
resentations of self and other. The problems that
arise at this level are typified by ambivalence and con-
flict between opposing desires or representations. For
example, the person may wish to express anger but
avoids doing so because it would signify that one is
acting like one’s abandoning father.
Individuals who operate on a borderline level of

functioning are said to evidence instead an inability
to integrate pieces of a complex image of themselves

and of others. This limits the patient’s ability to
employ more mature or neurotic defenses, leaving
only the more “primitive” or borderline defense
mechanisms, which lack nuance and thereby overem-
phasize one mental experience or representation over
another at a given time. Arguably, the most well-
known example of this is the tendency to act toward
the same person at different times as though the
person is all-good or all-bad (i.e., splitting). Personal-
ity problems at this level are conceived of as emerging
from splitting or dissociation between opposing rep-
resentations. Overall, personality organization is
arrayed on a continuum of mental integration (Kern-
berg, 1984; Stern et al., 2010). In Kernberg’s con-
ception, emotional and behavioral patterns
associated with a given PD emerge from an inter-
action of the patient’s level of personality organiz-
ation and the particular representations of self and
others held by the patient.
The Structured Interview of Personality Organiz-

ation (STIPO) (Stern et al., 2010) and self-report
Inventory of Personality Organization (Lenzenweger,
Clarkin, Kernberg, & Foelsch, 2001) have been used
to assess personality organization per Kernberg’s
conceptualization, and have exhibited good psycho-
metric properties (Doering et al., 2013; Ellison &
Levy, 2012; Lenzenweger et al., 2001; Preti et al.,
2015; Stern et al., 2010). They each yield scores for
three factors thought to reflect level of personality
organization: use of primitive defense mechanisms
(e.g., splitting), the quality and depth of relationships
(e.g., extent to which the patient describes people in
their lives in a stereotyped manner), and instability
in conceptions of self and others, goals, and behavior.
For example, an item from the STIPO regarding the
instability of representations is “Would you say that
you feel different about yourself, about who you are
as a person, across different situations or depending
on who you’re with? Would you say that you come
across to the same person in very different ways at
different times?”
Over and above Axis-I pathology, lower levels of

personality organization have been found to predict
higher PD traits and likelihood of being diagnosed
with a PD, decrements in psychosocial functioning,
and decreased relationship satisfaction by both
members of a couple (Doering et al., 2013; Ellison
& Levy, 2012; Fischer-Kern et al., 2010; Fischer-
Kern et al., 2011; Lenzenweger et al., 2001; Stern
et al., 2010; Verreault, Sabourin, Lussier, Norman-
din, & Clarkin, 2013). Individuals with lower levels
of personality organization have also been found to
have higher rates of suicide attempts and non-suicidal
self-injury (Baus et al., 2014). In addition, patients
scoring in the “borderline” range of the STIPO
tend to qualify for primary Cluster A and B PD. By
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contrast, patients with Cluster C diagnoses tend to
score in the “neurotic” personality band, whereas
patients with no PD score better still (Doering
et al., 2013; Stern et al., 2010).
Lastly, a recent large-scale bifactor modeling study

found that BPD criteria—most of which bespeak
instabilities in conceptions of self and others—may
form a common “backbone” of PD severity shared
by different PDs, from the more functional (e.g.,
OCPD) to the less functional (e.g., paranoid PD)
(Sharp et al., 2015). At the same time, several PD-
specific factors were identified, which varied along-
side the general PD factor. These findings suggest
that difficulties in integrating representations of the
self and others are a core feature of all PDs, which
in turn have unique difficulties and features. The
authors interpreted this bifactor model as being sup-
portive of Kernberg’s theory of personality organiz-
ation, in that personality organization is proposed
also to reflect a continuum of mental integration
that combines with other, more specific personality
features to produce what we understand to be a
given PD. From the perspective that personality
organization may be a common dimension of all
PD, is unclear to what extent personality organization
is more similar to a trait, in that it is predominantly
descriptive and reflects the combined operations of
other psychological mechanisms (e.g., borderline
defense mechanisms), or to what extent it can be con-
ceived of as a mechanism.

Personality organization and change in
psychotherapy. Kernberg’s theory of personality
organization informs the theoretical basis of TFP,
which has been tested in studies of treatment for
BPD (Clarkin, Levy, Lenzenweger, & Kernberg,
2007; Doering et al., 2010) but is hypothesized to
be efficacious for all PDs existing at the “borderline”
level of organization (e.g., NPD, paranoid PD). In
the only such study measuring personality organiz-
ation as an outcome (Doering et al., 2010), border-
line PD patients receiving a year of TFP
experienced significantly greater improvements in
personality organization (as measured by the
STIPO) compared to patients treated by community
experts (d= 0.65). Kernberg hypothesizes that
improvements in personality organization form the
most meaningful signal of eventual health and func-
tioning in PD patients, and that these improvements
would be more likely to occur in psychodynamic
treatment frames, but these questions have yet to be
tested empirically.

Defense mechanisms. A psychological defense is
a particular way of coping with a distressing,

uncomfortable, or undesired mental state. The indi-
vidual need not be aware of the nature of a given
mechanism, or the link between the event or mental
state and the application of a defense. Defenses can
be arrayed in a hierarchy of more to less mature and
adaptive defenses (Bond, Gardner, Christian, &
Sigal, 1983; Vaillant, 1994; Vaillant et al., 1986).
To illustrate this: suppose that a man is told by his
romantic partner that they wish to have dinner
alone with a former lover, and that this understand-
ably makes the man feel angry. Mature defenses
would be engaged if the man could assert his feelings
to his partner directly for their consideration (i.e.,
self-assertion), or consciously postpone dealing with
his distress while at work (i.e., suppression). Alterna-
tively, the engagement of a less mature, “neurotic”
defense mechanism would lead to the avoidance of
experiencing the anger, through repression, trans-
formation, or displacement of the feeling. Such
defenses could include the man discussing the incit-
ing situation with a friend without an angry tone
(i.e., isolation of affect), or expressing frustration
with that same friend rather than with his partner
(i.e., displacement). Application of an even less
mature, “borderline” or “primitive” defense would
result in distortions that affect internal represen-
tations of the self and others and/or external reality
to eliminate anxiety about expressing the anger, or
to express it in an exaggerated, pathological form.
“Borderline” defenses the man could use in response
to this situation include treating his partner’s beha-
viors as if they were meant to hurt him. This then
could lead to the man’s sense that the anger is com-
pletely justifiable as the partner’s intentions are
purely loathsome, and perhaps have been all along
(i.e., splitting). Alternatively, the man might retaliate
impulsively by contacting and scheduling a drink with
a former love interest with the hope of provoking his
partner to feel the jealousy and anger he is currently
undergoing (i.e., acting out and projective
identification).
Use of a particular defense in a given situation is

hypothesized to emerge from an interaction of the
person’s dispositional personality patterns, the ways
in which he or she has learned to use defenses in
the past, the person’s general capacity to hold in
mind uncomfortable states, and the situational
context. Individuals who exhibit a more mature
level of defense have been shown in numerous longi-
tudinal studies to exhibit better mental health and
functioning outcomes over time (Bond, 2004).
For individuals with a PD, defenses may often

serve as the symptoms in and of themselves (e.g.,
splitting in BPD). Defense usage may also provide
barriers to self-improvement by diverting a patient’s
awareness away from aspects of stress and conflict
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in their lives; avoidance of affect and of stressful
topics renders it difficult to alter one’s behaviors
and ways of experiencing the world. Defensive func-
tioning, as assessed with both observer and self-report
measures, has been found repeatedly to be lower
among patients with PD, compared to nonpsychiatric
controls and psychiatric patients without PD (Perry &
Bond, 2005).
Importantly, psychodynamic theories of PD posit

that particular patterns of personality pathology
result from the use of specific psychological defenses.
For example, patients with NPD and BPD exhibit
elevations in defenses of splitting representations of
the self (i.e., thinking of the self as all-good or all-
bad), and of projecting an air of omnipotence to the
external world (Perry, Presniak, & Olson, 2013).
However, BPD patients are discriminated from NPD
patients by their more frequent use of splitting of
representations of others, projective identification, dis-
sociation, and acting out (Kramer, de Roten, Perry, &
Despland, 2013; Perry et al., 2013; Zanarini,Weinger-
off, & Frankenburg, 2009). By contrast, patients with
NPD, relative to those with BPD, more often devalue
the therapist and their social relations, and habitually
rationalize their own behavior both in the therapeutic
relationship and in their outside social contacts
(Perry et al., 2013). Distinctive patterns of defense
use have also been identified for antisocial and schizo-
typal PDs (Perry et al., 2013). By comparison, specific
defense use has been little examined for Cluster C
PDs. Although qualitative clinical literatures make
strong predictions, such as that patients with OCPD
engage in increased intellectualization and isolation
of affect (Summers & Barber, 2010), these proposals
have yet to be tested empirically.
In addition to distinguishing the types of PD,

defense mechanisms in PD help explain complex or
seemingly paradoxical features of PD. For example,
among BPD patients, relatively higher narcissistic
defense use—idealization of the self, devaluation of
others, and attempts to control the therapist—corre-
lates with lower self-reported symptomatology
(Kramer et al., 2013). Yet narcissistic defenses are
associated with PD diagnosis rather than health
(Kramer et al., 2013; Perry et al., 2013; Zanarini
et al., 2009) and narcissistic pathology with
higher severity of both symptoms and interpersonal
problems, in addition to poor functioning and treat-
ment dropout (Ellison, Levy, Cain, Ansell, &
Pincus, 2013; Ogrodniczuk, Piper, Joyce, Steinberg,
& Duggal, 2009). This pattern of findings is consist-
ent with an account that narcissistic defense use
enhances self-esteem temporarily, providing an
“illusion of health” that renders the patient less inter-
ested in engaging in the work of therapy (Kramer
et al., 2013).

Optimal match between defenses and
therapeutic procedures. Given the identification
of specific defense mechanisms with individual
PDs, a therapeutic procedure that targets a PD-con-
cordant defensive style might be expected to have
more impact than a procedure that addresses a defen-
sive style characteristic of a different PD. TFP for
BPD instantiates this principle in that it focuses on
how the patient’s use of “borderline” defenses dis-
torts their experience of the therapist and of them-
selves in relation to the therapist. A goal of TFP is
to render conscious the patient’s tendency to experi-
ence the therapist and themselves in binary, shifting
black-and-white terms (i.e., engage in splitting) as
well as to engage in efforts to provoke the therapist
to experience particular feelings or act out particular
roles (i.e., projective identification). Increased
maturity of defense use in session is hypothesized to
generalize to interpersonal relationships outside of
therapy. Transference interpretation—or moment-
to-moment analysis of the way in which the patient’s
impressions of and feelings toward the therapist come
from their own schemas and personality dynamics—
is thought to be key.
In terms of promoting improved attachment and

mentalization, TFP has shown an advantage in clini-
cal trials over psychodynamic-supportive therapy,
DBT, and TAU. These findings have been inter-
preted as supporting the unique value of the tech-
nique of transference interpretation for this patient
group (Buchheim et al., 2012; Fischer-Kern et al.,
2015; Levy et al., 2006). More direct evidence
comes from a randomized clinical trial of psychody-
namic psychotherapy (PDT) for patients with
mixed psychiatric disorders, in which PD patients
randomized to receive transference interpretations
in their therapy evidenced superior gains in function-
ing during treatment and in the long-term follow-up,
compared to PD patients who did not receive trans-
ference interpretations (Hoglend, Dahl, Hersoug,
Lorentzen, & Perry, 2011; Høglend et al., 2008).

Change in defenses for mixed PD. Perry and
Bond (2012) found, in a predominantly PD sample
(76% with a full diagnosis; all with elevated PD
traits), that patients who experienced greater
improvement in observer-rated defensive functioning
over the course of 2.5 years of long-term PDT experi-
enced superior further improvements in symptoms (r
= 0.58) and functioning (r = 0.60) over the next 2.5
years of follow-up. Improvements in defensive func-
tioning reflected diminished use of defenses theorized
to be less mature and adaptive (e.g., projective identi-
fication; d=−0.67) as well as increases in the use of
adaptive defenses (e.g., humor; d= 0.80) (Perry &
Bond, 2012). In secondary analyses of data from
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the Høglend et al. (2008) trial, the advantage of trans-
ference interpretations for patients with low quality of
object relations (predominantly PD patients) through
a 3-year follow-up (d= 0.40 at termination, 0.52 at 1-
year, 0.32 at 3-years) was mediated by the technique
promoting increases in the patient’s awareness of
their use of defenses (Johansson et al., 2010). In
total, 60% of the intervention effect was explained
by differential improvements in insight.

Change in defenses for cluster-C PD. In a ran-
domized comparison of affect-focused PDT for PD
versus Beck’s CT for PD (Svartberg, Stiles, &
Seltzer, 2004), Cluster-C patients receiving PDT
who were rated by observers as exhibiting an
increased awareness of how they used defenses at a
late stage of treatment experienced more improve-
ments in general symptoms (r = 0.18) and self-
reported interpersonal problems (r = 0.18) from
treatment termination to a 2-year follow-up (Kalles-
tad et al., 2010). Furthermore, in both the PDT
and CT groups, decreases in the observed use of
these defense mechanisms in-session from intake to
a late session predicted greater improvements in
general symptoms from pretreatment to a 2-year
follow-up (r = 0.34) (Johansen, Krebs, Svartberg,
Stiles, & Holen, 2011).

Change in defenses for BPD. Finally, in a natur-
alistic study of treatment-seeking patients with BPD,
improvements in self-report measures of four defense
mechanisms (humor, projection, help-seeking com-
plaining, and acting out) were linked to subsequent
changes in interpersonal functioning across a 16-
year follow-up period. Changes in these indices at
one-time point predicted faster time to attain inter-
personal and occupational recovery, with hazard
ratios ranging from 0.82–0.64 for immature defense
change and 1.18 for humor (Zanarini, Frankenburg,
& Fitzmaurice, 2013).

Summary—change in defenses. In the five
studies reviewed, increased use of mature defenses
or increased awareness of the use of defenses predicted
improvements on measures of symptoms and func-
tioning. In some cases, the benefits of these changes
appeared to extend beyond the end of treatment.
This is consistent with the notion that changes in
defense use signal reconfigurations in the way patients
relate to troubling feelings, thoughts, and desires.
Relative to the other reviewed constructs, change in
defense mechanisms has been more clearly linked to
subsequent improvements in functioning, and to the
use of a particular therapeutic procedure (interpret-
ations of transference). However, while there have

been efforts to link or interpret phenomena and find-
ings in other fields of psychology as indicating the
use of particular psychological defenses (Baumeister,
Dale, & Sommer, 1998), there is little work being
done examining manifestations of defense use
outside of the therapy room.

Discussion

We have reviewed four personality constructs that
have been linked, through theoretical and empirical
work, to the maladaptive functioning observed in
persons with PD: attachment representations, menta-
lization/RF, core beliefs, and personality organization/
defense use. So far, to our knowledge only studies that
have focused on defense mechanisms have been
designed to identify the temporal precedence of per-
sonality and symptom change, and indeed the findings
indicate that improvements in defense mechanisms
precede and act as a mediator of gains in functioning.
Treatment-related improvements in attachment and
mentalization have been demonstrated to correlate,
pre- to post-treatment, with improvements, but tests
of mediation have not been performed for these con-
structs. Such personality changes should also be inves-
tigated for their ability to predict the maintenance,
enhancement, or loss of gains after treatment, as has
been demonstrated for defense mechanisms.
The practical value of an understanding of the

relation of these constructs to improvement in func-
tioning would be the translation of these findings
into recommendations for therapists as to how they
should tailor their treatment to best target the dys-
functional personality of each specific patient. In
PDT, use of transference interpretations has been
demonstrated to promote improvements in attach-
ment, mentalization, and awareness of defense mech-
anisms among patients with a PD, and to be superior
to PDT without transference interpretations among
these patients. However, not all studies have
suggested a positive relationship between transfer-
ence work and improvements in PD (Ryum, Stiles,
Svartberg, & McCullough, 2010), and further
research is needed to determine for what PDs and
treatment contexts transference work is especially
valuable (e.g., Cluster B). Moreover, randomized
findings regarding techniques other than transference
interpretations in PDT are necessary. For example,
although within CBT greater symptomatic improve-
ment in patients with comorbid depression and PD
was found to be associated with a more frequent
use of core belief-focused techniques (Keefe et al.,
2016), there has been no test of the hypothesis that
an emphasis on such techniques leads to better out-
comes for PD patients.
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Alone among the constructs we reviewed, attach-
ment has a robust experimental literature that eluci-
dates when, why, and how disrupted attachment
creates dysfunction in an individual’s life. The exper-
imental attachment literature covers the gamut from
developmental antecedents of attachment, to motiva-
tional/desire states characteristic of particular styles,
to implicit/unconscious representations and cognitive/
attentional processes activated in attachment situ-
ations, to emotion-regulation strategies under attach-
ment stress, to observed normative and problem-
solving behaviors in romantic relationships (Gillath
et al., 2016). However, many of these findings relate
to self-reported attachment, and more experimental
studies regarding observer-reported attachment
would be welcome. There are few-to-no experiments
examining how individual differences inmentalization,
core beliefs/schemas, and psychodynamic personality
organized/defense mechanisms translate into differ-
ences in motivation/desire, cognition, and behavior.
We believe that the study of these other personality
constructs would be buoyed substantially by an appro-
priate program of study modeled after the attachment
literature, to understand how these constructs instanti-
ate observed deficits in functioning. This work may
also provide insights as to how these processes can be
altered through psychotherapy.

Limitations

A major theory of personality not covered in this
review is the Five-Factor Model (FFM) of personality
traits, most prominently specified by the DSM-V
alternative diagnostic system for PD (APA, 2013)
and the Personality Inventory for the DSM-5 (Al-
Dajani, Gralnick, & Bagby, 2016). This is because,
although there is ample work indicating that different
PDs have distinguishing FFM patterns (Hopwood,
Thomas, Markon, Wright, & Krueger, 2012), this lit-
erature is not associated with any empirically sup-
ported therapy for the treatment of PD. Nor, to our
knowledge, has change in FFM-based traits ever
been examined or even intended to be targeted in a
PD treatment trial. In addition, the FFM perspective
is agnostic as to how traits come to be constituted
and expressed, or what may change a trait. We
would argue that although the FFM perspective high-
lights domains of dysfunctions that are located at the
extremes of normal personality dimensions and that
these may characterize particular problem areas, the
mechanisms whereby these dysfunctions arise and
recede has not received attention from FFM theorists
or researchers. Therefore, the particular clinical routes
toward improving a given PD or moving FFM scores
away from the extremes have not been specified. If the
theory behind the FFM is to inform and be informed

by treatment literatures, it will be necessary to develop
an understanding of the convergence between FFM-
derived measures of PD and personality constructs
that have been of greater interest to treatment
researchers, such as between core beliefs and corre-
lated FFM-derived traits (Hopwood, Schade,
Krueger, Wright, & Markon, 2013).
Another unresolved issue concerns the best means

of assessing the relevant personality constructs,
especially in the context of treatment trials. Self-
report measures are relatively easy to administer
and therefore lend themselves to repeated adminis-
trations. However, ratings from trained observer
may provide more valid information. Mentalization,
which describes a propensity and capacity to engage
in a particular process, may be less amenable to
assessment via self-report, due to its focus on per-
formance (i.e., of mentalization) and the fact that
poor mentalization might by its nature be unavailable
to introspection. The associations between the self-
report and observer-rated measures of RF have not,
to our knowledge, been reported (Fonagy et al.,
2016).
Some of the PD constructs that are assessed via self-

report constructs, such as core beliefs in Beck’s PD
theory, re-capitulate DSM criteria. For example, one
of the DSM criteria for OCPD, “shows perfectionism
that interferes with task completion,” is the objective
statement of the PBQ-self-report that “It is important
to do a perfect job on everything” (Fournier et al.,
2012). Beck might argue that such connections
between core beliefs and PD symptoms are meaning-
ful insofar as it is the mental content (the core belief)
that gives rise to the symptom. Importantly, it is the
contention of Beck that changes in the consciously
accessible mental states associated with PD sympto-
matology should lead to improvements in the relevant
symptomatology. Ultimately, high-quality evidence on
the temporal relationships between belief change and
symptom/functioning improvements, and demon-
strating that core belief activation biases cognition,
would disentangle the extent to which core beliefs
underlay PD.

Future Directions

Few empirical tests of the temporal precedence of
personality change vis á vis symptom reduction or
functional improvements have included multiple
measurements of both types of changes over the
course of treatment (for an exception, see Hoffart,
Versland, & Sexton, 2002). Observations of repeated
within-person relationships between personality
change and symptomatic/functional improvements,
controlling for the autocorrelations in each type of
measurement, would constitute superior evidence
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for a mechanistic role for personality change on the
level of the individual (Curran & Bauer, 2011).
Attaining an empirical understanding of how these
personality processes play out for individual patients
(i.e., a person’s unique personality dynamics) may
enable matching of therapeutic procedures to specific
personality features contributing to dysfunction
(Fisher & Boswell, 2016).
Another major question facing the field of PD

research is how to integrate understanding of these
constructs. Each has been used to describe and
explain specific aspects of the experience of PD, but
it is unclear to what extent they represent uniquely
informative perspectives on PD, or instead are differ-
ent ways of describing similar core processes. Some
writers have theorized specific inter-relations and
hierarchies among the conceptualizations. For
example, defenses help maintain a particular organiz-
ation (Yeomans et al., 2015). Another example is that
mentalization is assumed to be impaired when the
attachment system is activated (Fonagy et al.,
2002), and has been observed to be more impaired
among BPD patients with increasingly worse person-
ality organization (Fischer-Kern et al., 2010).
However, it is also possible that constructs from
differing traditions may both overlap conceptually
and interact meaningfully with one another. Attach-
ment, when assessed by self-report, might to an
extent reflect specific, special types of core beliefs.
On the other hand, observer-rated attachment,
derived from structured relational narratives, may
also be codeable for defense mechanism use and
personality organization during the narratives,
which may be found to relate to particular attachment
styles.
It is lamentably rare for two or more of the PD con-

structs we have reviewed to be assessed simul-
taneously in the same study. Integration of what
appear to be complementary conceptualizations
(e.g., personality organization and defense mechan-
isms) as well as more divergent conceptions of per-
sonality is crucial to advancing knowledge about the
psychopathology and treatment of PD. In treatment
studies, assessments of multiple personality con-
structs at several different points during therapy
could help discriminate between these different
causal hypotheses of personality change.

Summary and Conclusion

At present, we know relatively little about what needs
to change to disrupt pathological personality, and how
clinicians can best facilitate such change. However,
research has identified several personality constructs
that predict PD diagnoses and could explain a host

of behaviors and experiences common to PD, such
as conflicts and disrupted strivings regarding intimacy
(attachment), difficulties in understanding the motiv-
ations of others in context of one’s own motivations
(mentalization), inflexible and idiosyncratic ways of
interpreting experiences (core beliefs), inconsistency
and lack of nuance/integration in conceptions of self
and other (personality organization), and avoidance
of core emotional and interpersonal problems in day-
to-day life (defense mechanisms). These constructs
work to clarify PD categories as not merely reflecting
exaggerations of normative personality, but as consti-
tuting several, potentially overlapping domains of
inter- and intrapersonal dysfunction. Encouragingly,
many of these personality constructs have been
observed to improve over the course of psychothera-
pies specialized to treat PD, but not in TAU or
control therapies. This suggests that these specialized
therapies may be on the right track toward ameliorat-
ing pathological personality.
The next generation of PD trials should work to

identify these constructs as they change in response
to specific psychotherapies, and how they covary
over time with symptomatic and functional improve-
ments and with each other. Future research into the
processes that promote and the effects that result
from personality change may provide better clues
for clinicians who wish to assist their patients with
PD to achieve “a life worth living” (Linehan,
1993) or, as has been attributed to Freud, a mean-
ingful capacity “to work and to love” (Erikson,
1950).
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