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ABSTRACT

OO

Borderline personality disorder (BPD) is a severe mental disorder characterized
by pervasive patterns of relational instability, chronic feelings of emptiness,
sense of abandonment, self-injurious and anticonservative attempts.
Pharmacological treatment has been found useful only for the management of
severe symptoms and management of comorbidities, while psychotherapy is the
main treatment for BPD. Although the disorder has long been considered
resistant to any treatment, in recent years research has not only shown that BPD
can be treated but also provided several manualized and empirically validated
psychotherapeutic treatments. This paper set out to examine the most effective
current psychotherapies for the treatment of BPD. All articles published in the last
five years on the new psychotherapic treatments for BPD were included. Articles
not relevant to this topic, as well as case reports and articles on animal models,
were excluded. EBs forms of psychotherapy directed at symptom control and
comorbidities occurring in BPD and forms termed generalist, were analyzed.
Overall, the study found that there is no single form of psychotherapy that can fully
treat BPD. The most effective forms of psychotherapy in controlling impulsive
and self-injurious symptoms and in managing comorbidities remain Dialectical
Behaviour Therapy and Schema Therapy.
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BPD is associated with various negative outcomes,

Introduction

Borderline Personality Disorder (BPD) is characterized
by a pervasive pattern of instability in interpersonal
relationships, affects, identity, and marked impulsivity that
begins in early adulthood and is expressed in various
contexts. It typically arises during adolescence (after age
12) and is often preceded and/or characterized by
symptoms of internalizing disorders such as depression and
anxiety and externalizing disorders such as conduct
problems, hyperactivity, and substance use or both [1].

Prevalence of BPD seems to be around 1.6% among the
general population and around 20% among the clinical
population [2], up to 10% among ambulatory patients and 25%
among hospitalized patients [3]. Individuals with BPD often
experience crises with self-harm or suicide attempts, thus
showing intensive use of health services and high costs [4-6].

including low employment and educational attainment,
lack of long-term relationships, increased conflict between
partners, risky sexual behavior, low levels of social
support, low life satisfaction, and increased use of health
services.

Psychotherapy is the main treatment for BPD,;
pharmacological treatment is indicated only for comorbid
conditions requiring medication or during a crisis if
psychosocial interventions are insufficient. Awareness of
BPD by non-specialists, as well as specialists, is critical for
appropriate early intervention [1]. Diagnosis is made through
the diagnostic criteria proposed by the DSM-5-TR [7].

Research has provided important findings on the course
of BPD: impulsivity-related symptoms, such as self-harm
and suicidality, resolve more quickly. Instead, affective
symptoms reflecting chronic dysphoria, such as loneliness
and emptiness, are more stable [8]. On the one hand, high
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remission rates have been found after several years, where
patients no longer meet the full spectrum of criteria for
BPD. However, severe impairments in social functioning
and quality of life usually persist [9,10]. BPD has long been
considered resistant to any treatment, a bias that has
contributed to widespread treatment pessimism. However,
research in recent years has not only shown that BPD can
be treated but has also provided several manualized and
empirically  validated psychotherapeutic treatments
[11,12], while no psychopharmacological treatment has
been shown to be more than moderately effective [13]. In
addition, longitudinal observational studies have clarified
those patients with BPD, even without intensive treatment,
experience high remission rates over ten years [9,14]. With
the availability of validated and proven therapies, the issue
of BPD treatment may seem resolved, but, unfortunately,
access to appropriate care remains a problem, as most
therapies (EBs) are highly specialized and require intensive
training and many resources. If implemented effectively, EB
treatments compared with the generic psychiatric treatments
currently provided would reduce the direct and indirect
health care costs of BPD, which is one of the most resource-
intensive psychiatric disorders [15]. Unfortunately, despite
the range of treatment options that exist, demand for
treatment far exceeds supply [16].

Discussions

Aims

This work set out to examine the most effective current
psychotherapies for the treatment of BPD, evaluating several
forms of psychotherapy (Dialectical Behaviour Therapy,
Schema Therapy, Mentalization-Based Treatment,
Transference Focused Therapy), forms of psychotherapy
that could be effective in the symptomatic treatment of
BPD (Eye Movement Desensitization and Reprocessing,
Acceptance and Commitment Therapy, Behavioural
activation,  Metacognitive  Interpersonal ~ Therapy,
Mindfulness-based cognitive therapy), and generalist
approaches (Stepped care, General Psychiatric Management
and Structured Clinical Management), trying to compare
some of the most effective ones and observing their
advantages and limitations.

Methods

Search strategy

All articles published in the last five years on the new
psychotherapic treatments for Borderline personality
disorder were analyzed.

Studies have been identified through research carried
out in PubMed, Scopus, and Google Scholar using the
following keywords: “Borderline”, “Personality Disorder”,
“Psychotherapy”, “Evidence Based”, “Guideline”,
“Emotional Dysregulation”, “Cognitive Behavioural”,
linked by the Boolean operator “AND”.

Eligibility criteria

Articles were included in the review according to the
following inclusion criteria: articles written in English
language and containing quantitative and qualitative
information on Borderline personality disorder, evidence-
based treatment, and cognitive behavioral therapy.
References from the selected articles were also checked.

Exclusion criteria

Articles were excluded if irrelevant to the examined
topic. Case reports and articles on animal models were also
excluded.

Results
Evidence-based therapies for BPD
o Dialectical behavior therapy (DBT)

DBT is the best known and most available EB therapy.
It has been initially developed by Marsha Linehan [17] for
highly suicidal patients who did not respond to standard
cognitive-behavioral  interventions. DBT treatment
includes  individual  psychotherapy interventions,
psychoeducational group interventions for "skills training,"
and the possibility of 24-hour telephone coaching. DBT
requires major organizational changes, such as weekly
team meetings, "skills training,” and a high level of team
involvement [16]; coordination of these functions is
crucial to ensure its successful adoption as forms of
psychotherapy.

e Schema Therapy (ST)

Schema Therapy (ST) was developed on the basis of
cognitive therapy and offers treatment for pervasive and
enduring psychological disorders in which cognitive
therapy has been less successful [18]. It focuses on
generating structural changes in the patient's personality
[19]. ST format includes cognitive therapy enhanced by
techniques from object relations theories, attachment, and
Gestalt therapy. In ST, the focus is on childhood traumatic
experiences and empathic and protective therapy.
Experiential techniques have been integrated into this
model [20]. In individual therapy sessions, the clinician
uses a variety of behavioral, cognitive, and experiential
techniques that focus on the therapeutic relationship, daily
life outside of therapy, and past traumatic experiences.
Unlike the more neutral positions of other therapies, ST
encourages an attachment between therapist and patient, a
process described as "limited re-parenting." Therapy
focuses on 4 pattern modes of BPD: detached protector,
punitive parent, abandoned/abused child, and angry/
impulsive child. The mechanism of change occurs through
modifying the negative patterns of thinking, feeling and
behavior and developing healthier alternatives to replace
them so that these dysfunctional patterns no longer control
the patient's life [19].
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e Mentalization-Based Therapy (MBT)

MBT is a dynamic approach developed by Bateman and
Fonagy that aims to stabilize a person's “mentalization” skills
in stressful situations, which represents the ability that humans
have to develop and imagine thoughts and feelings in their
own and others' minds in order to understand interpersonal
interactions. This is where its mechanism of change lies. The
MBT proposes that BPD symptoms arise when a patient stops
mentalizing, which leads patients to operate based on a
pathological certainty about others' motives, disconnection
from the influence of reality and a desperate need to
demonstrate their feelings through action. Attachment
interactions become hyperactive, fueling distress and
difficulty coping, rather than providing safety and security,
making the therapeutic process with BPD difficult. MBT aims
to stabilize BPD problems by strengthening the patient's
ability to mentalize under the stress of attachment activation
[21]. MBT focuses on the development of mindfulness skills
and does not involve homework. The basic training lasts three
days and is reinforced by ongoing supervision. The
empirically tested version of MBT includes both group
therapy and a mentalization group. MBT therapists adopt a
position of curiosity and "not knowing" to encourage patients
to evaluate their emotional and interpersonal situation through
a more grounded, flexible, and benevolent lens. Prioritizing
the maintenance of mentalization, MBT therapists support
patients to think for themselves through hyperactive states,
rather than providing pre-packaged or intellectualized
explanations, insights, or skills. Outpatient MBT involves 50
minutes of weekly individual therapy, 75 minutes of group
therapy, and a reflective group meeting that serves to support
clinical group members in their mentalization during the
treatment process [22].

o Transference-focused psychotherapy (TFP)

TFP is a psychoanalytic treatment based on Kernberg's
conception of borderline personality organization (1960s).
The characteristics, resulting from adverse temperamental and
environmental factors, are: diffuse identity, confused internal
relationship operating models, unstable reality tests, variable
empathy, hetero- and self-directed aggression, and the use of
primitive defense mechanisms. Treatment consists of two
weekly sessions without group therapy, and the patient's
relational patterns are analyzed. TFP has been shown to be
useful in reducing aggression and improving mentalization
[23,24]. TFP seems to be more suitable for clinicians with
psychodynamic training experience [16]. Unfortunately, no
studies were found on the implementation of TFP [25].

Additional effective the BPD
symptomatology

interventions for

e Eye Movement Desensitization and Reprocessing
(EMDR)
People diagnosed with post-traumatic stress disorder
(PTSD) face emotional, cognitive, behavioral, and

physiological symptoms [7]. In addition to trauma-focused
cognitive-behavioral therapy (CBT), EMDR [26], a
protocoled intervention that aims to reduce distress
associated with traumatic memories, has been shown to be
effective in treating this debilitating and often chronic
condition [27]. EMDR has therefore been included in the
treatment guidelines of the International Society for
Traumatic Stress Studies (ISTSS) as a first-choice
treatment for PTSD [28]. BPD has substantial comorbidity
with several other disorders, including PTSD [29]. A
review studying comorbidity in BPD estimated that 33%-
79% also have symptoms that meet PTSD criteria [30].
Compared with peers with only BPD, patients with BPD
and PTSD in comorbidity tend to have more severe
symptoms and suicidal tendencies, as well as lower quality
of life [31]. Despite the high prevalence of PTSD in
populations with BPD, treatment guidelines for PTSD are
not usually followed when individuals are diagnosed with
both conditions. This is because clinicians assume that
patients with BPD are less able to cope with the
intrapsychic dynamics of trauma-focused therapies, which,
they fear, could result in serious adverse events. However,
no conclusive evidence has yet been provided to support
this assumption [32].

o Acceptance and Commitment Therapy (ACT)

ACT is a cognitive-behavioral therapy based on
functional contextualism and relational frame theory. It
holds that the following psychopathological processes are
central to mental disorders: cognitive fusion; avoidance of
experience; attachment to a verbally conceptualized self
and a verbally conceptualized past; lack of values or
confusion between goals and values; and absence of
committed behavior that moves in the direction of chosen
values. Treatment involves psychoeducation on key
mechanisms, mindfulness exercises and cognitive
defusion. The patient's value orientation is elicited and
discussed, and patients are supported in values-driven
behavior as opposed to the behavior driven by emotional
or experiential avoidance [33].

e Behavioural activation

Behavioural activation is a type of third-wave cognitive-
behavioural therapy for the treatment of depression and
other mental disorders. Behavioral activation is a stand-
alone component that shows similar or greater efficacy
than cognitive therapy [34-36]. Behavioral activation has
evolved from a longstanding behaviorist tradition that
seeks to increase positive reinforcement by programming
appropriate patient behaviors and thereby achieving an
antidepressant effect. Important changes from earlier
versions are the shift from "pleasurable” activities to value-
oriented activities, a change strongly influenced by ACT
and the adoption of the concept of "opposite action” from
DBT [37]. The goal is to put the patient in touch with
diverse, stable, and valued sources of positive
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reinforcement. Behavioral activation includes psycho-
education, activity monitoring, antidepressant activity
programming, and problem solving.

e Metacognitive Interpersonal Therapy (MIT)

The term "metacognition™ refers to a comprehensive
mind-reading ability and the ability to understand and
reflect on mental states to manage life tasks and regulate
internal mental processes and interpersonal relationships.
Specifically, metacognitive abilities include three broad
functional domains [38]: (1) self-reflection, the ability to
form a complex idea of self and to recognize that personal
idea usually does not reflect reality, (2) understanding
others' minds (UOM), the ability to be aware that others
may have a worldview/situations/ relationships different
from our own, and (3) mastery, the ability to solve
relational problems and psychological distress based on
awareness of mental states and using adaptive strategies
that feed on mentalistic knowledge [39]. Important to
notice that many studies [40-45] have investigated
metacognitive functioning in patients with BPD and other
personality disorders, reporting, however, heterogeneous
results, ranging from selective deficits in specific
metacognitive subdomains (e.g., the ability to process
coherent descriptions of one's mental states and the ability
to use adaptive strategies to solve relational problems) to
no alterations in others (e.g., the ability to identify and label
emotions and personal thoughts).

¢ Mindfulness-based cognitive therapy (MBCT)

MBCT grew out of the experience of applying Buddhist
meditation techniques in medicine [46]. It was developed
specifically to reduce the number of relapses in patients
with major depression. MBCT uses psychoeducation and
encourages patients to practice mindfulness meditation. A
key goal is to develop metacognitive awareness which is
the ability to experience cognitions and emotions as mental
events that pass through the mind and may or may not be
related to external reality. The goal is not to change
"dysfunctional™ thoughts, but to learn to experience them
as internal events separate from the self [47].

Generalist intervention models for BPD

o Stepped care

The review by Paris [48] describes the use of Stepped
Care as an alternative to the use of routine extended
therapy. Paris starts from the observation that although
BPD is a chronic disorder, there is no evidence that it
benefits more from long-term interventions. Patients with
BPD, indeed, show improvement even after short
interventions within Stepped Care model [49,50] and
closer to the resources actually available, considering also
that duration is one of the barriers to treatment availability.
Stepped Care is a treatment model for somatic and
psychiatric disorders that vary in intensity and prognosis,
ranging from minimal to very intensive support, depending

on need and level of severity. It doesn’t aim for complete
recovery, but for recovery that allows the patient to self-
manage and be monitored as needed. This modality allows
patients to contact services and get support tailored to the
needs of the moment. An example of an algorithm [48,51]
illustrating the possible steps proposed by Stepped Care
was compiled in the article by Choi-Kain et al. [16]. In the
"preclinical” stage, characterized by risk factors for BPD
and some symptoms of the disorder that do not reach the
threshold for diagnosis, the elective interventions, from a
Stepped Care perspective, are psychoeducation (for the
family and the patient) psychological support and problem-
solving interventions. In the early stage, with symptoms of
the disorder reaching the threshold for diagnosis and
presence of self-harm, suggested interventions are case
management, General Psychiatric Management (GPM)
and DBT/ST. In the later stages, with presence of self-harm
and suicidality, however, GPM with pharmacological
management, DBT, ST or EB treatment (MBT, DBT,
TFP). In the most severe stage characterized by potentially
fatal suicide attempts, GPM with pharmacological
management interventions, a higher level of care
(residential treatment) or another EB therapy or integration
of EB therapies are required. Finally, in the case of a
chronic level and unresponsive to previous treatment,
GPM and supportive therapy is proposed. An example of
early intervention calibrated to the patient is the Helping
Young People Early (HYPE) model, studied in an RCT
[52] that found good user adherence because it was applied
specifically on adolescents. The difficulties encountered in
implementation, like those of other treatments, were also
studied for Stepped Care [53]. Once again, they were
divided into two levels: individual and organizational. In
the former, attitudes toward personality disorders and the
opportunity to participate in trainings are crucial factors,
while organizational aspects particularly relevant to
implementation  were  supportive leadership and
organizational experience in change management.

¢ General Psychiatric Management (GPM)

GPM [54] is a manualized treatment that Paul Link
converted from John Gunderson's clinical guidance in a
study comparing treatment with DBT [55]. This study
showed that GPM, a less intensive and nonspecialized
intervention, had an efficacy equal to that of DBT even at
one- and two-year follow-up [56] with a lower dropout rate
of patients who had a higher degree of comorbidity in Axis
1 (suffering from clinical disorders and other conditions
other than personality disorders-axis 2) [57,58]. This is not
a psychotherapy model stricto sensu, but a "good"
psychiatric case management implemented by a clinician
who has the basic knowledge of BPD and the
vulnerabilities of patients with this diagnosis. Weekly
psychotherapy is offered only to those who benefit from it
and those who show effective changes. Another important
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aspect of the GPM is psychoeducation. GPM focuses on
interpersonal sensitivity and aims to manage symptoms
and comorbidities by optimizing the patient's functioning
in relational dynamics. The central goal is to improve
quality of life. The GPM training requires a one-day
workshop and about 2,5 hours per week per patient [16].
From a Stepped Care perspective, the effectiveness of 10
GPM sessions as a brief intervention has been studied [49].
Psychoeducation restores meaning to life events as a source
of corrective experiences and growth rather than failure. At
the beginning of the intervention, motivation and
participation are promoted, and in subsequent sessions, the
criteria that make up the diagnosis and any co-occurring
disorders are addressed. Throughout treatment, attention is
maintained on the interpersonal hypersensitivity model,
attributing meaning to the patient's life events and
relationships. In the last sessions, the clinical process and
understanding of the patient's difficulties are summarized
by involving other clinicians and family members. From
here, short-term goals can be formulated and, if necessary,
a "step forward" or "step back" of the treatment underway
at that time can be made. Generalist treatments such as
GPM are not intended as an alternative to EB treatments,
which remain the treatments of choice, but not in the early
stages of intervention.

e Structured clinical management (SCM)

SCM was developed in the United Kingdom and reflects
the "best general psychiatric treatment" that can be used by
"generalist mental health clinicians™ with minimal
additional training [59]. It was developed based on "expert
consensus™ on which general practices work best for the
treatment of BPD and was tested primarily in the context
of RCTs that evaluated the effectiveness of MBT [22].
Compared with patients who received MBT, those who
received SCM showed substantial improvements in several
clinical outcomes. Patients who received MBT improved
somewhat faster and continued to show greater benefit than
SCM at 18-month follow-up. However, patients who
received SCM were as well off at 6 months as those in the
MBT group and showed a more rapid reduction in self-
injury. Like GPM, SCM provides a structured framework
for approaching BPD treatment. This framework is guided
by a set of generalist principles and aims to make treatment
understandable and predictable for patients. Emphasis is
placed on sharing the borderline diagnosis with patients,
psychoeducation, building an alliance based on both
contractual factors (e.g., agreement on goals) and relational
factors (e.g., trust, trustworthiness and sympathy),
encouraging family involvement, limited use of
psychopharmacological intervention, some guidance for
management of co-morbid conditions, and explicit safety
planning, management of co-morbid conditions and
explicit safety planning. Both the GPM and the SCM
recommend intersessional contact sparingly. However, the

SCM takes a more cautious approach, recommending
"vigorously advocating for the patient over the phone if
necessary" [59], vehement pursuit of clients who did not
show up for treatment, and a willingness to meet with them
at home or elsewhere when safety risk safety risk. This may
have more to do with differences in the legal climate of the
United Kingdom versus the United States, rather than
beliefs about the usefulness of intersessional contact.

In addition, SCM includes specifically articulated
weekly group therapy. Group therapy is open on a rotating
basis for patients and includes psychoeducation and a
structure focused on problem solving. SCM bears
considerable similarity to GPM in terms of training
requirements, structure, and general principles. However,
descriptions of the therapeutic techniques employed
therapeutic techniques used in SCM suggest that, in some
respects, it may appear more like MBT than GPM in
practice. GPM is less psychotherapeutic than other
evidence-based treatments for BPD [16]. These include
authenticity and openness, adopting a "no-knowledge"
stance, paying attention to misunderstandings in the
relationship, and generating curiosity about beliefs and
intentions [19].

Interpretations

There is evidence that no definitive and unequivocal
therapy for treating BPD is available, even though several
psychotherapic treatments, even if not curative but
symptomatic, has proven to be more effective than
pharmacotherapy.

It may be useful to considerate the statistically
significant effectiveness of some psychotherapeutic
orientations, compared to other ones. Specifically, among
the available psychotherapies, analyzed studies showed the
predominant role of DBT and ST over other approaches.
The success of DBT lies in the robust empirical support and
a large number of rigorously conducted studies comparing
it to "treatment as usual” (TAU) [55,60].

Recent studies [61-63] have shown the efficacy of "skills
training™ (one of the core components of DBT) practiced
alone, compared to standard DBT, as well as the positive
results in the management of co-occurring disorders such as
substance abuse in patients with BPD [64].

The DBT approach teaches patients functional skills to
accept and regulate their emotions. Therefore, we
hypothesize that DBT will lead to improvements with
respect to emotion regulation difficulties. TS is a
transdiagnostic approach that could lead to better
reductions in psychiatric comorbidities and greater
increases in overall quality of life. The two methods may
also have different results for subgroups of BPD patients
(different effects based on comorbid disorders or history of
childhood abuse). For example, according to analyzed
studies, patients who have high levels of self-injury and
suicidality, as well as high impulsivity, will benefit most
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from DBT, while patients with avoidant personality
disorder and who exhibit more "hidden" behaviour
problems in comorbidity will benefit most from ST.
Patients with high childhood traumatization and/or
comorbidity with PTSD will benefit more from ST because
it directly addresses the trauma. A study comparing ST and
DBT for the first time [11], showed the hypothesis that the
two psychotherapeutic methods differed significantly in
reducing the severity of BPD. In addition, studies
investigating the clinical efficacy of either method are not
comparable because they have different outcome variables
(DBT studies mainly focused on suicidality, self-injury, and
impulsive behaviour, while ST studies focused on all nine
BPD criteria).

Considering these differences, there is considerable
uncertainty about which treatment is superior in reducing
overall BPD severity. DBT reduces suicidal and self-
injurious behaviours better and faster than ST; in any case,
both DBT and ST are promising for the treatment of BPD
[65]. Numerous RCTs have also been conducted comparing
the effectiveness of ST with other forms of psychotherapy:
one RCT comparing ST with TFP for example showed better
cost-effectiveness of TS [66]; another RCT that included 32
patients with borderline personality disorder compared the
ST group with TAU [67] showed that ST remission rates
were clearly higher; finally, a RCT compared ST with and
without telephone crisis support and found high remission
rates but no additional benefit of crisis support [68]. EMDR
is a psychotherapeutic approach that appears extremely
promising with regard to specific application for patients
with BPD. A systematic review and meta-analysis of
fourteen studies [69] showed how various types of trauma-
focused treatments were administered to patients diagnosed
with PTSD and personality disorder, mainly BPD. The
interventions were found to be safe and effective in reducing
PTSD symptoms and symptoms in comorbidities such as
anxiety, depression, and borderline pathology. Two studies
of this review and metanalysis evaluated EMDR; one of
these was a pilot study [70], in which the intervention was
added to TAU in 47 adults with personality disorders. The
results showed that PTSD symptoms, along with the severity
of dissociation and insomnia, were significantly reduced
after EMDR treatment; however, a causal relationship with
EMDR could not be established due to the open-ended and
uncontrolled nature of the study. The second study also
presented the results of an uncontrolled pilot study with an
intensive inpatient treatment program for BPD-PTSD that
included EMDR, prolonged exposure, psychoeducation, and
physical activity [71]. According to this second study, both
BPD and PTSD symptoms had significantly decreased upon
discontinuation of treatment, with no adverse events
occurring.

In arecently published RCT, EMDR addressing adverse
childhood memories (in the absence of a formal diagnosis

of PTSD) led to a reduction in psychological symptoms
and improvement in personality functioning in patients
with various personality disorders, 25.5% of whom met the
diagnostic criteria for BPD [72]. Although promising,
evidence on trauma-focused therapies for patients with
comorbid personality disorder is still limited, especially
about EMDR. Adding EMDR for PTSD to therapy for
BPD at the beginning of treatment appears to be feasible,
safe, and effective. It not only reduces PTSD symptoms,
but also reduces general psychopathology and decreases
their effects on daily activities and social functioning.
Future research should test the efficacy, safety, and long-
term effects of EMDR in an RCT and in larger samples of
BPD-PTSD [73].

Extremely interesting appears to be the application of
the area of metacognitive therapy for BPD. A recent review
[74] set out to investigate the link between psychotherapy,
metacognitive abilities, and BPD symptomatology, and in
its conclusion the results supported the hypothesis of a
selective and specific metacognitive impairment in BPD
patients, which might improve during treatment along with
symptomatology. These findings could have several
clinical implications that would make the treatment of
patients with BPD more effective and facilitate the
prediction of treatment outcomes [42]. Indeed, by tailoring
interventions to the more common metacognitive
difficulties of BPD, seems to be possible to avoid other
treatments that might worsen metacognitive abilities [75].
These findings leave room for the hypothesis, yet to be
demonstrated, that forms of metacognitive therapy (MIT)
may reveal their usefulness when applied specifically to
patients with BPD disorder.

In addition, a very recent study [76] set out to test
whether MIT might be a promising approach for BPD; to
do so, the authors decided to compare the clinical effects
of MIT on emotional dysregulation, other characteristic
aspects of BPD, and other personality dimensions, with
standard treatments. They also planned to correlate these
effects with those found at the neurobiological level by
measuring changes in amygdala activity. At the conclusion
of the study, the authors state that MIT can be a valid
psychotherapeutic treatment for BPD, through the
promotion of increased metacognitive skills, reduction of
emotional dysregulation, impulsivity and depressive
symptoms, status psychopathology and psycho-
pathological dimensions of personality. The further
confirmation of this study, together with the previous ones
analyzed, highlights the solid theoretical architecture of
MIT, according to which psychopathology is the outcome
of dysfunction in metacognitive abilities [77]. Finally,
regarding other psychotherapeutic approaches, there are
several randomized controlled trials (RCTs) to test the
effectiveness of ACT in heterogeneous clinical conditions
but none of them appear specific to BPD [78-82].
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Conclusions

Borderline personality disorder is characterized by a
chronic pattern of unstable relationships and self-image,
combined with significant emotional dysregulation. This can
manifest as difficulty controlling anger, marked impulsivity,
and a high incidence of risk behaviors, including repeated
risks of suicide or self-harm. Consequently, BPD is
considered a serious psychiatric disorder with significant
challenges for clinical management. While
psychopharmacological treatments play a fundamental role
in managing severe symptoms and co-occurring conditions,
psychotherapy is widely regarded as the gold standard for
long-term treatment. Evidence analyzed in this article
indicates a wide range of effective psychotherapeutic
approaches; however, it is important to note that not all
therapies are equally effective, since each has unique
characteristics and methods. Therefore, clinicians working
with patients diagnosed with BPD must assess the individual
circumstances and features of each patient to determine the
most appropriate evidence-based therapy, guiding them
towards that specific type of psychotherapy.
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