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Abstract

Background Quality of care and access to effective interventions have been widely criticised as limited for people
diagnosed with ‘personality disorder’or who have comparable needs (described in some recent papers as “Complex
Emotional Needs" (CEN). It is important to identify effective interventions and the optimal context and mode of deliv-
ery for people with CEN. We aimed to investigate the effectiveness of psychosocial interventions delivered in commu-
nity and outpatient settings in treating symptoms associated with ‘personality disorder’, and the moderating effects of
treatment-related variables.

Methods We systematically searched MEDLINE, EMBASE, PsycINFO, CINAHL, HMIC, ASSIA for articles published in
English, from inception to November 23, 2020. We included randomized controlled trials examining interventions pro-
vided in community or outpatient settings for CEN. The primary outcome was ‘personality disorder’symptoms, while
secondary outcomes included anxiety symptoms, depressive symptoms, and global psychiatric symptoms. Random-
effects meta-analysis was conducted for each outcome, and meta-regression analysis was performed to assess the
moderating effects of treatment characteristics. The quality of the studies and the degree of publication bias was
assessed.

Results We included 54 trials (n=3716 participants) in the meta-analysis. We found a large effect size (g=0.78, 95%
Cl:0.56 to 1.01, p<0.0001) favoring interventions for ‘borderline personality disorder’ (BPD) symptoms over Treatment
as Usual or Waitlist (TAU/WL), and the efficacy was maintained at follow-up (g=1.01, 95% Cl: 0.37 to 1.65, p =0.002).
Interventions effectively reduced anxiety symptoms (g=0.58, 95% Cl: 0.21 to 0.95, p=0.002), depressive symptoms
(g=0.57,95% Cl: 0.32 t0 0.83, p<0.0001), and global psychiatric symptoms (g=10.50, 95% Cl: 0.35 to 0.66, p <0.0001)
compared to TAU/WL. The intervention types were equally effective in treating all symptom categories assessed. Treat-
ment duration and treatment intensity did not moderate the effectiveness of the interventions for any outcome.

Conclusions People with a‘personality disorder’ diagnosis benefited from psychological and psychosocial interven-
tions delivered in community or outpatient settings, with all therapeutic approaches showing similar effectiveness.
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Mental health services should provide people with CEN with specialised treatments in accordance with the availabil-

ity and the patients’ preferences.

Keywords Personality disorder, Psychotherapy, Psychological interventions, Community treatments, Systematic

review, meta-analysis

Introduction

Difficulties associated with a ‘personality disorder’ diag-
nosis are common and debilitating, with the prevalence
estimated to be 7.8% worldwide [1]. Reflecting the con-
cerns around the diagnostic validity of the diagnostic
term ‘personality disorder’ and the potentially stigmatis-
ing effect for those receiving this diagnosis [2—4], alter-
native terms, such as Complex Emotional Needs (CEN),
have been developed to describe this condition [5]. In
this review, the terms CEN and ‘personality disorder’ will
be used interchangeably.

People diagnosed with ‘personality disorder’ experience
severe impairment and distress from adolescence or early
adulthood onwards, affecting various aspects of their life,
including social and vocational functioning as well as
mental and physical health [6-11]. Additionally, people
with CEN experience poor well-being [12], lower quality
of life [13], and reduced life expectancy [14], including an
increased risk of dying from homicide, suicide, or acci-
dent compared to the general population [15]. Lastly, a
diagnosis of ‘personality disorder’ is associated with high
costs through high utilisation of healthcare systems, lead-
ing to increased economic and societal burden [16, 17].

Recent evidence suggests that the difficulties associ-
ated with a ‘personality disorder’ diagnosis change sub-
stantially over time, especially following psychological or
psychosocial treatment targeting the core symptoms [18].
There is a consensus that psychological interventions
are the first-line treatment for people diagnosed with
‘personality disorder’ [19, 20]. A number of reviews and
meta-analyses have found evidence that some types of
community interventions, especially psychodynamically
informed treatments and cognitive and behavioral ther-
apy (CBT), are effective in treating ‘personality disorder’
symptoms [21-26].

The majority of studies have focused on ‘BPD’ and have
shown that specialised psychotherapeutic interventions,
such as psychodynamic therapy, dialectical behaviour
therapy (DBT), mentalization-based therapy (MBT) and
transference-focused therapy (TFT), are efficacious for
this condition [27-35]. A recent Cochrane review found
that a wide range of psychological interventions could
effectively reduce ‘BPD’ symptoms, alongside other out-
comes [32]. However, previous reviews have been limited
in their inclusion criteria, focusing on samples with ‘BPD’
diagnosis, without examining people diagnosed with

other ‘personality disorders; such as ‘antisocial personal-
ity disorder; ‘narcissistic personality disorder’ or cluster
A and C ‘personality disorders’ or those reporting symp-
toms associated with CEN.

While a number of people experiencing CEN receive
treatment in outpatient settings, including day hospitals,
a substantial proportion of patients, predominantly those
with a ‘BPD’ diagnosis, are admitted to inpatient hospi-
tals where they receive short-term crisis interventions
[36, 37]. Although inpatient treatment may sometimes
be necessary and effective in treating acute symptoms
associated with CEN [36, 38], the current focus is on the
provision of interventions in community mental health
care settings, including outpatient facilities, such as day
hospitals, as the latter are beneficial for the establishment
of long-term therapeutic outcomes [39], and cost effec-
tive [40].

The lack of definitive evidence regarding the optimal
treatments for people with CEN has led to large het-
erogeneity in the guidelines across different countries
[41], and the services provided for this population [42].
A further impediment lies in the focus of the guidelines
on ‘BPD’ diagnosis, with only a few treatment recom-
mendations for people diagnosed with other ‘personality
disorders’ or experiencing associated experiences (e.g.,
repeated self-harm or suicide attempts, complex trauma
or complex post-traumatic stress disorder (c-PTSD) [41].
Lastly, only limited evidence exists on the impact of the
treatments’ qualities and the context that those are being
provided (e.g., day hospital, generic mental health ser-
vices), in the effectiveness of the Interventions.

In light of the above limitations, the aim of this system-
atic review and meta-analysis is to: a) examine the effec-
tiveness of psychological and psychosocial interventions
delivered in community settings in treating ‘personality
disorder’ symptoms, as well as depressive, anxiety, and
global psychiatric symptoms, b) compare the effective-
ness of different intervention types for the outcomes
above, and finally c) investigate the moderating effects of
treatment characteristics in the effectiveness of the inter-
ventions, and the optimal context of delivery.

Methods

This study was developed following PRISMA guide-
lines [43], and a protocol was registered on PROSPERO
(reference: CRD42019143165). The current review was
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part of a programme of work that included four indi-
vidual systematic reviews. A single search strategy was
used for the whole programme. The protocol for the
wider programme of work was also registered on PROS-
PERO (CRD42019131834). The current meta-analysis
has its basis on a larger scoping review [44]. The extent
of heterogeneity in the literature (e.g., samples included,
outcomes assessed) led to the decision to conduct meta-
analyses on a more limited subset of the data, includ-
ing higher quality data from randomized control trials
(RCTs) only.

Search strategy and selection criteria

To identify eligible articles for this systematic review
and meta-analysis, a search strategy was developed
for the following bibliographic databases: MEDLINE,
EMBASE, PsycINFO, Cumulative Index to Nursing and
Allied Health Literature (CINAHL), Social Policy and
Practice, Health Management Information Consor-
tium (HMIC), and Applied Social Sciences Index and
Abstracts (ASSIA). The original search, developed in
collaboration with a project-specific working group that
included people with lived experience of CEN, was con-
ducted in December 2019. An update search was carried
out in November 2020. The search encompassed terms
relating to CEN, community or outpatient settings, and
psychological or psychosocial treatments. Websites of
known relevant organisations were also searched. Lastly,
reference lists of all included studies were hand-searched,
and reference search of relevant systematic reviews was
conducted to identify further studies. Full details of the
search strategy are shown in the Additional file 1 (Tables
S1-S6).

Studies meeting the following criteria were included in
this review:

Population: Adults (90% of the sample over 16years
old or a mean sample age of 18 or over) in which a major-
ity (>50%) was diagnosed with ‘personality disorder’ or
participants identified as experiencing symptoms or diffi-
culties related to a diagnosis of ‘personality disorder’ (i.e.,
repeated self-harm, emotion dysregulation or instability).

Intervention: Psychological or psychosocial interven-
tions conducted in a community mental health care set-
ting, including a wide range of outpatient facilities, such
as day hospitals. Studies were included if participants
were provided with any kind of group or individual psy-
chological or psychosocial intervention, such as DBT,
psychodynamic treatment, MBT or emotional regulation
programmes. Interventions should primarily target CEN
and follow a protocol developed for this population. We
excluded interventions carried out in forensic, crisis care
or inpatient settings.
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Comparator: Eligible controls included TAU, standard
care, WL or no intervention, or alternative types of active
treatment(s).

Outcomes: Eligible outcomes included ‘personality
disorder’ symptom severity or ‘BPD’ symptom severity,
anxiety symptoms, depressive symptoms or psychiatric
symptoms measured on a validated scale. In the instances
that more than one rating scale was used to examine a
specific outcome, one was chosen, based on the psy-
chometric properties and the frequency of use in other
included studies. Outcomes measured by subscales were
excluded from the analysis, leaving only full scales devel-
oped for the specific outcomes.

Study design: Only RCTs were included in this review.
Studies with alternative designs which met other crite-
ria were included in our scoping review, which did not
include a meta-analysis [44].

We excluded studies whose primary focus of treatment
was not ‘personality disorder’ or associated needs. We
also excluded theses and conference abstracts. Only stud-
ies published in English were included. The full search
and screening process is depicted in Fig. 1.

Study selection

After removing duplicate records, titles and abstracts
were independently screened by one researcher, with 10%
of them being double checked by a second researcher.
The full texts of those that appeared eligible were exam-
ined independently by two researchers. Discrepancies or
disagreements were resolved through discussion with the
research team.

Data extraction and quality assessment

Data were extracted by the same reviewers using a cus-
tom extraction form on Microsoft Excel and were double
checked for accuracy. The standardised extraction form
included study characteristics (first author name, title,
year of publication, country, setting), intervention details
(control category, type of treatment, treatment intensity,
treatment duration), patients characteristics (number of
participants, diagnostic tool), and outcome details (type
of outcome, measure, measurement timepoints, effect
sizes). Regarding the outcomes, in cases where more than
one measures was used to assess a specific outcome (e.g.,
‘BPD’ symptom severity) one of them was retained and
analysed, based on the validity and frequency of use in
other relevant studies. For the selection of the outcomes
of interest in this meta-analysis, we consulted experts in
the field (e.g., SP).

The quality of individual RCTs was assessed using
the Cochrane risk of bias tool [45]. This tool provides a
framework for considering risk of bias in the findings of
any type of randomized trial and is structured into six
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Search of MEDLINE, Embase,
HMIC, Social Policy and Practice,
CINAHL and ASSIA (Inception-
December 2019)

17511 studies obtained

> 5385 duplicates removed

12126 records identified for

screening
11598 records excluded after title
and abstract review

A 4

v
528 studies identified for full
text screening

Backwards
reference search 484 full texts excluded

and forwards .
v Population: 65

citation search: 3
additional studies 44 studies included in the review Intervention: 111
Outcomes: 134

included
Study Design: 58
Publication Type: 29
Language: 25

v

Search of relevant
systematic
. v
reviews: 4
additional studies
included.

Updated search from December Can’t access: 62

2019 -November 23" 2020
1868 studies obtained

v > 540 duplicates removed
1328 new records identified for
screening
» 1294 records excluded after title and
v abstract review
34 Studies identified for full text
screening
Search of rel.evant 32 full texts excluded
systematic > .
reviews: 1 v Population: 7
additional studies 2 extra studies found Outcom§s: 8
included. Stufiy ]?esvgn: 1
Publication Type: 1
> Language: 2
Excluded non- Can’t access: 3

RCT studies: 21

54 studies included in the review

Fig. 1 Flowchart of study selection

the studies were checked for accuracy and correct appli-
cation of the tool. Any uncertainty about ratings was
resolved through discussion with a senior researcher.

domains through which bias might be introduced into
the result (randomization, selection, performance, detec-
tion, attrition, reporting). Quality assessments of 10% of
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Data synthesis and analysis

For the meta-analysis, effect sizes statistics were calcu-
lated as standardized mean difference (SMD), using the
metafor package of the R software [46]. The latter auto-
matically corrects the positive bias in the SMD, providing
Hedges g [47]. Hedges g pools variances and standard-
izes outcomes across studies which allow for compari-
son among disparate outcome measures. Calculations
used a random-effects model, which assumes that ana-
lyzed studies represent a random sample of effect sizes,
facilitating generalizability [48]. Given that the studies
included used different populations with differing inclu-
sion specifications, this statistical model was considered
appropriate. For the assessment of Heterogeneity, I* sta-
tistic was calculated. A value of 0% tentatively indicates
the absence of heterogeneity, and 25, 50%, or 75% signi-
fies low, moderate, or high heterogeneity between stud-
ies, respectively [49].

Data for each of the outcomes, namely ‘personality dis-
order’ symptoms, ‘BPD’ symptoms, anxiety symptoms,
depression symptoms, and psychiatric symptoms were
analyzed in separate analyses. Active and non-active
(TAU, WL, or no intervention) controls were also ana-
lyzed separately. Outcomes were grouped into catego-
ries according to the time point post-intervention they
were measured: End of treatment (EOT), 1-7 months,
7—-12months, 13—18 months, and over 18 months follow-
up. Subgroup analyses were also conducted to compare
different intervention types for the outcomes above.
Studies investigating interventions that could not be clas-
sified in any of the major intervention categories were
assessed individually in a narrative synthesis. Analy-
ses were performed on any category with at least K=2
interventions. Where studies did not report outcomes at
EOT but provided a follow-up of 1month or less from
EOT, this was examined as the EOT measure. A p value
of <0.05 was considered to be statistically significant and
the following conventional values of effect size for SMD
were used [50]: an effect size of 0.2 signifies a small, 0.5 a
moderate, and 0.8 a large effect.

We conducted meta-regression analysis to examine
the potential moderating effect of the following vari-
ables on the effectiveness of the interventions: interven-
tion category (CBT, psychodynamic treatments, MBT,
DBT, Schema Therapy), service setting (specialist day
service, specialist team, standalone outpatient interven-
tion, generic mental health service), diagnoses (‘BPD;
Other ‘personality disorders — studies assessing either a
non-BPD ‘personality disorder’ or more than 1 ‘personal-
ity disorder; CEN symptoms without a diagnosis of ‘per-
sonality disorder’ (e.g., self-harm or complex trauma),
intervention intensity (<2 sessions, 2—3 sessions, >3 ses-
sions per week) and intervention duration (<4 months,
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4—6months, 7-12months, >12months). Given that
only a limited number of studies included participants
with a diagnosis of ‘personality disorder(s)’ other than
‘BPD); those were grouped together and were compared
to studies with BPD-only sample. Meta-regressions were
conducted where at least K=10 studies examined the
outcome for a specific timepoint [51]. As such, meta-
regressions were performed for each moderator for ‘BPD’
symptoms, anxiety symptoms, depressive symptoms, and
psychiatric symptoms at EOT. The degree of publication
bias for each outcome was assessed by visual examination
of the funnel plot and by conducting Egger’s regression
test [52].

Results

After our initial search (inception-December 2019),
17,511 studies were obtained, and 12,126 records were
identified for screening. From there, we identified 526
potentially eligible studies for full text screening. After
excluding 482 studies, 44 studies were included. A fur-
ther three studies were found from backwards refer-
ence search and forwards citation search and four were
detected from existing relevant systematic reviews. In
a second updated search that aimed to identify stud-
ies from December 2019 to November 23rd, 2020, 1868
studies were obtained, and 1328 new records were identi-
fied for screening. Of those, 34 potentially eligible studies
were identified for full-text screening. Two studies met
the eligibility criteria and were added to the review. After
searching relevant systematic reviews, one further study
was included. Overall, 54 RCTs examining community
treatments for ‘personality disorder’ were included in this
review, and 57 comparisons between intervention and
control group were meta-analysed [53-106].

Study characteristics

The characteristics of the included studies are summa-
rized in Table 1. In total, this review included 3716 par-
ticipants, who received any type of community treatment
for personality disorder. CBT was the most common
intervention investigated, examined in 14 trials. Eleven
trials examined psychodynamic therapies, nine examined
DBT, eight assessed MBT, two investigated Schema Ther-
apy, and 13 studies could not be grouped in any of the
aforementioned intervention types and were collectively
categorized as ‘Other Treatments. The latter treatment
category included either less prominent types of psycho-
therapy that could not be categorized in the treatment
types studied (e.g., TFP), or treatments focusing on social
or global outcomes, such as Nidotherapy. Forty-two stud-
ies included a non-active comparison control group,
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while 12 studies compared the interventions to an active
control group, which received a specialist intervention.

Thirty-two studies included interventions delivered
as standalone outpatient interventions, seven studies
included interventions that were provided in special-
ist day services, in seven studies interventions were
offered in generic mental health services, and in seven
studies interventions were delivered by a specialist
team. Thirty-seven studies included participants diag-
nosed with ‘BPD; while 16 studies included partici-
pants diagnosed with a specific ‘non-BPD’ ‘personality
disorder’ (e.g. ‘avoidant personality disorder’) or a sam-
ple of participants diagnosed with different ‘personal-
ity disorders. One study included participants with
either a diagnosis of ‘personality disorder’ or present-
ing personality difficulties without a formal diagnosis.
Most studies (K=38) were conducted in European
countries, 13 were conducted in North America, one
in Australia, one in Iran, and one included two sites,
one in Norway and one in Canada.

Quality assessment and publication bias

Overall, the risk of bias examination indicated that the
quality of the studies was low to moderate, although
large variations were observed between studies (Addi-
tional file 2, Fig. S1). The majority of the studies reported
adequate random sequence allocation, while fewer
reported adequate allocation concealment. All included
studies were assessed as having high performance bias,
something common in complex psychosocial inter-
ventions, where therapists and participants cannot be
blinded. More than half of the studies displayed high risk
of detection bias, as most of the outcomes were meas-
ured using self-report measures. Around one quarter
of the studies referred to a protocol that could be found
online, while the rest did not report having one. More
than three quarters of the studies were assessed as having
low risk of other bias, that would emerge from broader
methodological errors or omissions.

The funnel plots (Additional file 3, Fig. S2) showed
that there is considerable asymmetry for ‘BPD’ symp-
toms, depressive symptoms, and psychiatric symptoms,
indicating publication bias. The results from the Egger’s
test confirmed the absence of publication bias for anxi-
ety symptoms (p=0.12) and the presence of publication
bias for ‘BPD’ symptoms (p =0.02), depressive symptoms
(p=0.02), and psychiatric symptoms (p =0.05).

‘Personality disorder’ symptoms

Two studies assessing general personality disor-
der symptoms at >18 months follow-up found weak
evidence in favor of the interventions compared to
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TAU/WL (g=0.25, 95% CI: —0.05 to 0.55, p=0.10,
I?=50.49%), without reaching statistical significance.
Three studies found no difference in personality dis-
order symptoms between the interventions under
investigation and the active control interventions at
>18months follow-up (g=—0.13, 95% CI: —0.45 to
0.19, p=0.43, I =26.83%).

‘BPD’ symptoms

In total 23 comparisons for ‘BPD’ symptoms at EOT were
meta-analyzed. Seventeen comparisons comparing inter-
ventions to TAU/WL vyielded a large pooled effect size of
g=0.78 (95% CI: 0.56 to 1.01, p <0.0001, I*=55.40%), pro-
viding strong evidence in favor of the interventions for this
outcome (Fig. 2). CBT (K=6) and psychodynamic thera-
pies (K=2) significantly reduced ‘BPD’ symptom sever-
ity compared to TAU/WL (g=0.89, 95% CI: 0.42 to 1.36,
p=0.0002, =76.85% and g=0.69, 95% CI: 0.18 to 1.21,
p=0.0085, > =0.00%, respectively), suggesting strong evi-
dence for the efficacy of both intervention types. Studies
assessing DBT for ‘BPD’ symptoms (K=5) found that this
intervention significantly reduced ‘BPD’ symptom sever-
ity (g=0.67, 95% CI: 0.32 to 1.01, p=0.0002, I*=28.07%),
compared to TAU/WL. Six studies comparing the inter-
ventions under investigation and the active control inter-
ventions found that both treatments were equally effective
in reducing ‘BPD’ symptom severity at EOT (g=0.04, 95%
CL —0.13 t0 0.22, p=0.62, I*=0.00%).

The efficacy of the interventions compared to TAU/WL
for ‘BPD’ symptoms was maintained (K= 6) when assessed
at <7months follow-up (g=1.01, 95% CI: 0.37 to 1.65,
p=0.002, *=83.68%). Two studies compared the inter-
ventions and the active control interventions at <7 months
follow-up and found that there was weak evidence in
favor of the interventions (g=0.24, 95% CI: —0.03 to 0.50,
p=0.08, *=0.00%). Both the interventions under inves-
tigation and the active control interventions were equally
effective at 7-12months follow up (K=2) (g=0.17, 95%
CIL: —0.09 to 0.43, p=0.19, > =0.00%).

Anxiety symptoms

Anxiety symptoms were assessed as an outcome at EOT
in 15 trials, and 16 comparisons were available. Twelve of
the comparisons yielded a pooled effect size of g=0.58
(95% CI: 0.21 to 0.95, p=0.002, *=75.29%), favoring
community interventions over TAU/WL (Table 2). The
pooled effect size for CBT (K=6) and DBT (K=2) for
anxiety symptoms at EOT was g=0.65 (95% CI: 0.08
to 1.23, p=0.0255, *=79.29%), and g=0.87 (95% CL
0.28 to 1.47, p=0.004, I?=0.00%), respectively, indicat-
ing strong evidence for the efficacy of both interven-
tions compared to TAU/WL. Psychodynamic treatments
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Estimate [95% CI]

Inactive Control

Blum 2008 —a—] 0.54 [ 0.09, 1.00]
Bos 2010 0.55 [-0.00, 1.11]
Bos 2011 —a— 0.34 [-0.03, 0.71]
Doering 2010 S E——— 0.55[0.16, 0.95]
Farrell 2009 f { 1.66 [0.79, 2.53]
Gratz 2006 y | 1.02[0.12, 1.91]
Gratz 2014 [ 1.88[1.27, 2.48]
Gregory 2008- 2010 I : I 0.42[-0.49, 1.34]
Khabir 2018 (DBT) o | 1.69[0.55, 2.83]
Khabir 2018 (MBT) o | 1.33[0.25, 2.41]
Koons 2001 | f | 0.29 [-0.59, 1.17]
Leppanen 2016 ]——-—{ 0.35[-0.22, 0.93]
McMain 2017 —a—] 0.71[0.27, 1.15]
Morton 2012 — e 1.22[0.55, 1.89]
Priebe 2012 — - 0.38 [-0.09, 0.86]
Reneses 2013 — 0.82[0.19, 1.44]
Soler 2009 | . | 0.90[0.13, 1.68]
RE model § <o 0.78[0.56, 1.01]
Active Control

Berthoud 2017 A 0.01 [-0.66, 0.68]
Jorgensen 2013- 2014 o 0.33[-0.17, 0.84]
Kramer 2014 — . -0.07 [-0.53, 0.39]
Laurenssen 2018 l—l—{ 0.07 [-0.34, 0.47]
McMain 2012 ] 0.04 [-0.25, 0.33]
Pascual 2015 — -0.15[-0.73, 0.43]
RE model S 0.04 [-0.13, 0.22]

favours control favours intervention
[ I | |
-1 0 1 2
Hedges' g

Fig. 2 Forest plot of BPD symptoms at end of treatment

(K=2) did not reduce anxiety symptoms at EOT com- more effective compared to active control interventions
pared to TAU/WL (¢=0.21, 95% CI: —0.47 to 0.90, (K=4) in reducing anxiety symptom severity at EOT
p=0.54, >=46.26%). Community interventions were not ~ (¢=0.25, 95% CI: —0.07 to 0.57, p=0.13, " =0.00%).
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Table 2 Meta-analysis for all outcomes at all time-points
Outcome Intervention Type Comparison Type  Timepoint! K (Number of Hedges'g (95% C)'t  p P
comparisons)
Anxiety symptoms All TAU/WL End of treatment 11(12) 0.58(0.21,0.95) 0.002 75.29%
7-12months FU 2(2) 0.68 (—0.30, 1.66) 0.17 82.83%
CBT End of treatment 6 (6) 0.65 (0.08, 1.23) 0.0255 79.29%
DBT End of treatment 2 (2) 0.87(0.28,1.47) 0.004 0.00%
Psychodynamic Treatment End of treatment 2 (2) 0.21 (—047,0.90) 0.54 46.26%
All Active End of treatment 4 (4) 0.25 (—0.07,0.57) 013 0.00%
<7months FU 4(4) 0.01 (=0.57,0.60) 0.96 67.55%
Depressive symptoms Al End of Treatment 16 (16) 0.57 (O 32,0. 83) <0.0001 67.94%
TAU/WL <7month FU 303) 0.57 (— 1.25) 0.01 74.70%
7-12months FU 3(3) 0.36 (—0.22,0.95) 0.225 76.11%
13-18months FU 2 (2) 0.99 (0.42,1.57) 0.0007 0.00%
CBT End of Treatment 7 (7) 0.55 (0.23,0.88) 0.0009 54.88%
DBT End of Treatment 4 (4) 0.53 (=0.06, 1.13) 0.08 68.39%
Psychodynamic Treatment End of Treatment 2 (2) 0.54 (0.03, 1.05) 0.04 0.00%
All Active End of Treatment 7 (7) 5(—0.07,0.37) 0.18 33.64%
<7months FU 5(5) 0.02 (—0.46, 0.50) 0.94 72.80%
7-12months FU 3(3) 0.14 (—0.17,0.46) 0.38 35.93%
13-18months FU 3 (3) 0.15(=0.17,048) 0.36 0.00%
>18months FU 3(3) —0.24 (—048,0.01) 0.055 19.59%
DBT End of Treatment 2 (2) 0.32 (—=0.30,0.94) 0.31 28.94%
MBT End of Treatment 3 (3) 0.23(-0.12,0.57) 0.1950 51.93%
Psychiatric symptoms  All TAU/WL End of Treatment 24 (25) 0.50 (0.35, 0.66) <0.0001 4856%
<7month FU 8(8) 0.61(0.26,0.95) 0.0006 67.07%
7-12months FU 5(5) 0.34 (—0.10,0.78) 0.13 75.18%
CBT End of Treatment 7 (7) 0.45(0.21,0.69) 0.0002 31.43%
Psychodynamic Therapy End of Treatment 4 (4) 0.50(0.14, 0.86) 0.007 34.35%
DBT End of Treatment 5 (5) 0.36 (0.05,0.67) 0.02 31.91%
All Active End of Treatment 11 (11) 4(—0.09,0.37) 0.23 55.77%
<7month FU 5(5) 5(—0.08,0.37) 0.21 0.00%
7-12months FU 4(4) 0.07 (—=0.14,0.28) 0.53 0.00%
13-18months FU 3 (3) —0.02 (—0.27,0.23) 0.87 14.19%
>18months FU 4 (4) —0.06 (—0.32,0.20) 0.66 33.92%
Psychodynamic Therapy End of Treatment 4 (4) 0.02 (—0.37,0.40) 0.93 42.76%
DBT End of Treatment 2 (2) 0.53(—0.77,1.83) 042 71.27%
MBT End of Treatment 3 (3) 0.26 (—0.27,0.79) 034 7942%
BPD symptoms All TAU/WL End of Treatment 16 (17) 0.78 (0.56, 1.01) <0.0001  55.40%
<7month FU 6 (6) 1.01(0.37,1.65) 0.002 83.68%
CBT End of Treatment 6 (6) 0.89 (042, 1.36) 0.0002 76.85%
Psychodynamic Therapy End of Treatment 2 (2) 0.69 (0.18,1.21) 0.0085 0.00%
DBT End of Treatment 5 (5) 0.67(0.32,1.01) 0.0002 28.07%
All Active End of Treatment 6 (6) 0.04 (—0.13,0.22) 062 0.00%
<7month FU 2(2) 0.24 (—0.03,0.50) 0.08 0.00%
13-18months FU 2 (2) 0.17 (—0.09, 0.43) 0.19 0.00%
Psychodynamic Therapy End of Treatment 2 (2) —0.05 (—0.42,0.33) 0.81 0.00%
MBT End of Treatment 2 (2) 0.17 (—=0.14,0.49) 0.28 0.00%
PD Symptoms All TAU/WL 7-12months FU 2(2) 0.25 (—=0.05,0.55) 0.1 50.49%
Active >18months FU 3(3) —0.13(—=045,0.19) 043 26.83%

* Meta-analysis was conducted where K > 2. "'Effect sizes were transformed to Hedges'g for the purposes of the meta-analysis and are reported as such with their
corresponding 95% confidence intervals Abbreviations: MBT Mentalization-Based Treatment, CBT Cognitive Behavioral Interventions, FU Follow-up, BPD Borderline

Personality Disorder, DBT Dialectical Behavior Therapy
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Two comparisons provided a medium, but not signifi-
cant effect size (g=0.68, 95% CI: —0.30 to 1.66, p=0.17,
?=82.83%) for the effectiveness of interventions com-
pared to TAU/WL for anxiety symptoms at 7—12 months
follow-up. The pooled Hedge’s g for the effectiveness of
interventions compared to active control interventions
for anxiety symptoms at <7 months follow-up (K=4) was
not significant (g=0.01, 95% CI: —0.57 to 0.60, p=0.96,
PP =67.55%), indicating comparable effectiveness of the
two groups.

Depressive symptoms

Overall, 23 comparisons compared interventions to con-
trol conditions for depressive symptoms at EOT. Sixteen
comparisons comparing interventions to TAU/WL dem-
onstrated a medium effect size (g=0.57, 95% CI: 0.32 to
0.83, p=<0.0001, > =67.94%) providing strong evidence
favoring interventions over TAU/WL. Seven studies pro-
vided a pooled effect size of g=0.55 (95% CI: 0.23 to 0.88,
p=0.0009, I>=54.88%) for the effectiveness of CBT com-
pared to TAU/WL, suggesting strong evidence in favor
of the former over TAU/WL. Four comparisons between
DBT and TAU/WL yielded an effect size of g=0.53 (95%
CL —0.06 to 1.13, p=0.08, I>=68.39%) suggesting weak
evidence of the efficacy of DBT, while two comparisons
between Psychodynamic Therapy and TAU/WL provided
a medium effect size of g=0.54 (95% CI: 0.03 to 1.05,
p=0.04, >=0.00%), indicating its superiority compared
to TAU/WL. Seven studies comparing the interventions
under investigation and the active control interventions
found that the former were not superior in reducing
depression symptoms at EOT (g=0.15, 95% CI: —0.07 to
0.37, p=0.18, I*=33.64%).

A total of three comparisons between interven-
tions and TAU/WL at <7 months follow-up provided
an effect estimate of g=0.57 (95% CI: —0.11 to 1.25,
p=0.10, ?=74.70%), which suggests weak evidence
in favor of the interventions for depressive symptoms,
without reaching statistical significance. The pooled
effect size from three studies examining the compari-
sons of interventions and TAU/WL at 7-12months
follow-up was small (g=0.36, 95% CI: —0.22 to 0.95,
p=0.225, P=76.11%) and not significant. Two com-
parisons between interventions and TAU/WL at
13-18 months follow-up provided a large pooled
effect size of g=0.99 (95% CI: 0.42 to 1.57, p=0.0007,
P=0.00%), suggesting strong evidence for the main-
tenance of the effectiveness of the interventions for
depressive symptoms at this follow-up point.

Five studies found that there was no difference between
the interventions under investigation and their active
control interventions in reducing depressive symp-
tom severity at <7months follow-up (g=0.02, 95% CI:
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—0.46 to 0.50, p=0.94, *=72.80%). Non-significant
difference between interventions and the active controls
(K=3) was found for 7-12months follow-up (g=0.14,
95% CI: —0.17 to 0.46, p=0.38, I’=35.93%) and for
13-18 months follow-up (K=3) (g=0.15, 95% CI: —0.17
to 0.48, p=0.36, ’=0.00%). At >18months follow-up,
three comparisons between the interventions and the
active controls found a small and marginally significant
pooled effect size (g=—0.24, 95% CI: —0.48 to 0.01,
p=0.055, ?=19.59), indicating less effectiveness of the
interventions compared to the active controls in reducing
depression symptoms.

Psychiatric symptoms

Overall, 36 comparisons were made between interven-
tions and control conditions on psychiatric symptoms at
EOT (Fig. 3). The pooled effect estimate from 25 compar-
isons comparing interventions and TAU/WL provided
a moderate effect size (g=0.50, 95% CI: 0.35 to 0.66,
p<0.0001, ?=48.56%), suggesting strong evidence for
the efficacy of the interventions compared to TAU/WL.
Seven studies reporting on psychiatric symptoms at EOT
favored CBT over TAU/WL (g=0.45, 95% CIL: 0.21 to
0.69, p=0.0002, I>=31.43%). Psychodynamic treatment,
examined by four studies, had strong evidence of a mod-
erate effect on reducing psychiatric symptoms (g=0.50,
95% CI: 0.14 to 0.86, p=0.007, I?=34.35) compared to
TAU/WL. Evidence for the effectiveness of DBT (g=0.36,
95% CI: 0.05 to 0.67, p=0.02, *=31.91%) compared to
TAU/WL was reported by five studies on psychiatric
symptoms. Eleven studies compared interventions and
active control interventions and found equal efficacy for
psychiatric symptoms at EOT (g=0.14, 95% CI: —0.09 to
0.37, p=0.23, =55.77%).

Eight comparisons between interventions and TAU/
WL that reported on psychiatric symptoms at <7 months
follow-up favored interventions over control com-
parisons (g=0.61, 95% CI: 0.26 to 0.95, p=0.0006,
IP=67.07%) providing strong evidence for the mainte-
nance of effectiveness at this follow-up point. The pooled
effect size was smaller (g=0.34, 95% CI: —0.10 to 0.78,
p=0.13, »=75.18%) and not significant when interven-
tions were compared to TAU/WL (K=5) at 7-12 months
follow-up. Studies comparing the interventions to active
control interventions at different follow-up points found
that both groups were equally effective at <7 months
follow-up (K=5) (g=0.15, 95% CIL: —0.08 to 0.37,
p=021, ?=0.00%), at 7-12months follow-up (K=4)
(g=0.07, 95% CI: —0.14 to 0.28, p=0.53, *=0.00%),
at 13-18months follow-up (K=3) (g=—10.02, 95% CIL:
—0.27 to 0.23, p=0.87, ’=14.19%) and at >18months
follow-up (K=4) (g=—0.06, 95% CI: —0.32 to 0.20,
p=0.66, > =33.92%).
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Estimate [95% Cl]

Inactive Control
Abbass 2008
Amianto 2011
Andreoli 2016
Bateman 1999
Blum 2008

Bos 2010

Bos 2011

Clarke 2013
Clarke 2014
Davidson 2006- 2010
Doering 2010
Farrell 2009
Feigenbaum 2012
Haeyen 2018
Kramer 2016
McMain 2017
Pearce 2017
Popolo 2019
Priebe 2012
Ranger 2009
Reneses 2013
Soler 2009
Vinnars 2005
Winston 1994 (STDT)

Winston 1994 (BAT)
RE model

Active Control
Bateman 2009
Berthoud 2017
Cottraux 2009
De Saeger 2014
Harned 2014
Hellerstein 1998
Jorgensen 2013- 2014
Kramer 2014
Laurenssen 2018
McMain 2012
Svartberg 2004
RE model

favours control

-2

-1

Hedges' g

Fig. 3 Forest plot of psychiatric symptoms at end of treatment

1.00[0.20, 1.81]
0.00 [-0.68, 0.68]
0.81[0.41,1.22]
0.39 [-0.26, 1.03]
0.36 [-0.09, 0.81]
0.60[0.04, 1.16]
0.63[0.25, 1.01]
0.84[0.17, 1.51]
0.23 [-0.39, 0.86]
0.03 [-0.36, 0.43]
~0.08 [-0.46, 0.31]
1.06 [ 0.26, 1.86]
~0.17 [-0.80, 0.46]
1.23[0.66, 1.79]
0.35 [-0.26, 0.97]
0.76 [ 0.31, 1.20]
0.7210.07, 1.38]
1.06 [ 0.06, 2.06]
0.28 [-0.23, 0.79]
0.44[-0.21, 1.10]
0.55 [-0.06, 1.16]
0.40 [-0.35, 1.15]
0.17 [-0.20, 0.55]
0.71[0.02, 1.40]
1.27[0.56, 1.97]
0.50 [0.35, 0.66]

0.67[0.33, 1.02]
0.53 [-0.08, 1.13]
0.30 [-0.34, 0.94]

-0.12[-0.58, 0.33]
1.40 [-0.02, 2.81]

-0.54 [-1.32, 0.25]
0.25 [-0.26, 0.75]

-0.14[-0.60, 0.31]

-0.18 [-0.58, 0.23]
0.02 [-0.27, 0.32]
0.11 [-0.45, 0.66]
0.14[-0.09, 0.37]

favours intervention
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Narrative synthesis

Thirteen studies were included in the Other Treatments
category, and a brief narrative synthesis was conducted
on the efficacy of each of the interventions compared to
control comparisons.

Two interventions were aimed at the reorganization of
the services for people with personality disorder. Step-
down treatment was not effective in reducing personality
disorder symptoms, depressive symptoms, and psychiat-
ric symptoms compared to outpatient therapy [56, 57]. In
contrast, Democratic Therapeutic Community, a form of
psychosocial treatment based on a collaborative approach
to staff—patient interaction, significantly reduced the
severity of psychiatric symptoms (g=0.72, 95% CI: 0.07
to 1.38) compared to TAU [98].

Three studies examined interventions designed to
enhance self-management and provide care. In a one-
session intervention study, Joint Crisis Plans did not
reduce anxiety symptoms and depressive symptoms at
6 months follow-up compared to TAU [65]. Another sin-
gle-session trial found that therapeutic assessment was
not superior compared to goal-focused pretreatment
intervention in reducing psychiatric symptom severity
[73]. Finally, a trial comparing Nidotherapy and TAU for
psychiatric symptom severity, found that both interven-
tions were equally effective for this outcome [101].

Another study that compared Sequential Brief Adle-
rian Psychodynamic Psychotherapy plus supervised
team management and supervised team management
alone found no difference between the two interven-
tions in reducing psychiatric symptoms [54]. Abandon-
ment psychotherapy was found to reduce the severity of
depressive (g=0.59, 95% CI: 0.19 to 0.99) and psychiat-
ric symptoms (g=0.81, 95% CI: 0.41 to 1.22) compared
to TAU [55]. In a study it was found that TFP did not
reduce depressive, anxiety, and psychiatric symptoms
compared to TAU, however, it could significantly reduce
‘BPD’ symptoms (g=0.55, 95% CI: 0.16 to 0.95) [74].
Another trial found no difference between Community
Treatment by Experts and TAU in treating ‘BPD’ symp-
toms [93]. Brief adaptive therapy could significantly
reduce psychiatric symptoms (g=1.27, 95% CI: 0.56 to
1.97) compared to WL at EOT [106].

A trial comparing the effectiveness of cognitive rehabil-
itation and psychoeducation on anxiety, depression, and
‘BPD’ symptoms, found that both interventions yielded
comparable effectiveness [97]. Another study found that
10 sessions of art therapy were effective in reducing psy-
chiatric symptom severity at EOT (g=1.23, 95% CI: 0.66,
1.79) and 5-week follow-up (g=1.35, 95% CIL: 0.77 to
1.92) compared to waitlist [83].
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Meta-regression analysis

The results indicated that there was no significant asso-
ciation between the types of intervention (CBT, Psycho-
dynamic Treatments, DBT, MBT & Schema Therapy)
and intervention effectiveness for any of the outcomes
examined (Table 3). Meta-regressions for the moderat-
ing effect of service setting found no significant associa-
tion. However, the results showed that there is significant
association between diagnoses and the effectiveness
of the interventions for depressive symptoms. Studies
including participants with any ‘personality disorder’
reported worse outcomes after treatment compared
to studies including a ‘BPD’ only sample on depressive
symptoms (b=—0.71, 95% CL: — 1.39 to —0.03, p =0.04).
Diagnosis was not associated with the effectiveness of the
interventions for the other outcomes examined.

In terms of treatment duration, the results were close
to achieving statistical significance, supporting the asso-
ciation between treatment duration and effectiveness of
interventions on anxiety and depressive symptoms. Par-
ticipants who received treatments that lasted 7-12 months
reported worse outcomes in anxiety symptoms (b= —0.80,
95% CI: —1.61 to 0.01, p=0.05) and depressive symptoms
(b=0.55, 95% CIL. —1.10 to 0.01, p=0.05) compared to
those receiving less than 4 months of treatment. Moreover,
treatments that lasted 4—6 months and 7-12 months were
less effective in reducing ‘BPD’ symptom severity com-
pared to treatments lasting less than 4 months (b=—0.59,
95% CI: —0.98 to —0.20, p=0.003 and b=—0.50, 95% CI:
—0.90 to —0.11, p=0.01, respectively). We performed
additional meta-regression analyses, where treatment
duration was included as a continuous moderator. In this
case, the moderating effect of treatment duration ceased
to be significant for ‘BPD’ symptoms (b=—0.01, 95% CL
—0.04 to 0.02, p=0.56), depressive symptoms (b=0.01,
95% CI: —0.03 to 0.04, p=0.79) and anxiety symptoms
(b=-0.01, 95% CI: —0.06 to 0.05, p=0.82). Figure 4
illustrates the bubble plot of the regression line for ‘BPD’
symptoms. No association between treatment duration
and the effectiveness of the interventions for psychiatric
symptoms was detected. Treatment intensity was not asso-
ciated with the effectiveness of the interventions for any of
the assessed outcomes.

Discussion

This systematic review and meta-analysis aimed to exam-
ine the effectiveness of a wide range of interventions pro-
vided in community settings or outpatient facilities for
people with a diagnosis of ‘personality disorder’ This review
is the first to systematically examine trials conducted on
participants with a ‘personality disorder’ diagnosis beyond
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Table 3 Meta-regression analysis of intervention type, service setting, treatment duration, treatment intensity and diagnoses

Outcome K Variable Beta* 95% Cl p-value
Anxiety symptoms 16 Intervention type ®
Psychodynamic Therapy —047 —1.43,049 033
DBT 031 —0.60, 1.22 0.51
MBT 0.18 —0.78,1.14 0.72
Service setting °
Specialist day service 0.98 —0.23,2.20 0.11
Specialist team 040 —1.02,1.83 0.58
Standalone outpatient intervention 0.25 —0.67,1.16 0.60
Treatment duration ©
4-6months —0.63 —1.36,0.10 0.09
7-12months —0.80 —1.61,001 0.05
>12months —0.26 —1.25,0.73 0.60
Treatment intensity d
2-3 sessions —0.11 —0.75,0.54 0.74
> 3 sessions 0.68 —0.37,1.73 0.20
Diagnoses ©
Other PDs —0.80 —1.76,0.17 0.10
Depressive symptoms 23 Intervention type
Psychodynamic Therapy —0.02 —0.82,0.77 0.95
DBT 012 —041,0.64 0.67
MBT 0.51 —0.14,1.15 0.12
Service setting
Specialist day service 0.74 —0.16,1.63 0.11
Specialist team 0.16 —0.60,0.93 0.68
Standalone outpatient intervention 031 —041,1.02 0.40
Treatment duration
4-6months —0.27 —0.79,0.25 031
7-12months —0.55 —1.10,0.01 0.05
>12months 0.10 —0.60,0.79 0.80
Treatment intensity
2-3 sessions —-0.11 —0.58,0.37 0.66
> 3 sessions 0.03 —0.59,0.64 0.93
Diagnoses
Other PDs —0.71 —1.39,-0.03 0.04*
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Table 3 (continued)
Outcome K Variable Beta* 95% Cl p-value
Psychiatric symptoms 36 Intervention type
Psychodynamic Therapy —0.04 —0.48,0.39 0.85
DBT —0.08 —0.51,0.35 0.72
MBT 0.09 —0.45,0.62 0.75
Schema Therapy 0.57 —0.47,1.60 0.28
Service setting
Specialist day service 0.08 —0.51,0.68 0.78
Specialist team 0.24 —0.25,0.74 0.34
Standalone outpatient intervention 0.23 —0.19,0.65 0.29
Treatment duration
4-6months —0.10 —0.54,0.33 0.64
7-12months —0.24 —0.60,0.12 0.20
>12months 0.00 —045, 044 0.98
Treatment intensity
2-3 sessions 0.04 —0.26,0.35 0.79
> 3 sessions —-0.17 —0.52,0.17 0.32
Diagnoses
Other diagnoses/symptoms —0.05 —0.94,0.83 0.91
Other PDs 0.03 —0.27,0.32 0.86
BPD symptoms 23 Intervention type
Psychodynamic Therapy —0.16 —0.74,042 0.58
DBT —0.14 —0.60,0.33 0.57
MBT 0.13 —0.54,0.79 0.71
Schema Therapy 0.82 —0.24,1.89 0.13
Service setting
Specialist day service —-0.21 —1.24,0.82 0.69
Specialist team 0.40 —0.78,1.59 0.51
Standalone outpatient intervention —0.08 —0.93,0.77 0.86
Treatment duration
4-6months —0.59 —0.98, —0.20 0.003**
7-12months —0.50 —0.90, —0.11 0.01*
>12months —0.10 —0.65,044 0.71
Treatment intensity
2-3 sessions —0.05 —044,0.33 0.78
> 3 sessions 0.02 —0.44,0.49 0.92
Diagnoses
Other PDs —041 —1.12,0.30 0.26

*Adjusted for control group category. ** p <0.05. *** p < 0.01. The reference group is * CBT, ® Generic mental health service, ¢ <4months, ¢ < 2 sessions, and ¢ BPD for
intervention category, service setting, treatment duration, treatment intensity and diagnoses respectively. Abbreviations: MBT Mentalization-Based Treatment,
CBT Cognitive Behavioral Therapies, BPD Borderline Personality Disorder, DBT Dialectical Behavior Therapy, PD Personality Disorder

‘BPD’ and people without a formal diagnosis but relevant
symptoms and examine a variety of outcomes not previ-
ously investigated in this population. Moreover, multiple
moderators that could potentially impact the efficacy of
the interventions were examined.

In total, 54 RCTs were included in this review. The
results indicated that community interventions were
effective in treating ‘BPD’ symptoms, anxiety symptoms,

depressive symptoms, and global psychiatric symptoms
compared to non-active comparisons at EOT. The effec-
tiveness of the interventions was maintained longer term
(7 months after the end of treatment) for some outcomes,
particularly for psychiatric symptoms and ‘BPD’ symp-
toms. There was weak evidence supporting the efficacy
of the interventions in reducing general ‘personality
disorder’ symptoms and promoting recovery at follow-up.
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Fig. 4 Bubble plot with a fitted meta-regression line of the influence of treatment duration on the effectiveness of community treatments for 'BPD’

symptoms

The results from meta-regression analysis indicated that
community treatments are effective for the outcomes
assessed, regardless of the type of intervention investi-
gated (e.g. CBT, Psychodynamic treatments, DBT, MBT
and Schema Therapy). More specifically, CBT, which was
the most intensively studied treatment, psychodynamic
treatments and DBT were found to significantly amelio-
rate an array of outcomes that were assessed. Although
it was not possible to conduct a meta-analysis due to the
limited data, individual studies examining MBT [60-62,
88], and Schema Therapy [58, 77], indicated that both
treatments are effective in reducing ‘personality disorder’
symptoms. Other treatments, such as Democratic Thera-
peutic Community treatment [98], abandonment therapy
[55], and brief adaptive therapy [106] were also found to
be beneficial for people with CEN. However, further tri-
als need to examine the efficacy of those interventions
in the future. Interestingly, a trial found that Art therapy
[83] was effective in treating global psychiatric symptoms
in this population. Accumulative evidence suggests that
art therapy can mitigate ‘personality disorder’ symptoms
and increase well-being in people with CEN through dif-
ferent mechanisms [107].

The results from this meta-analysis are consistent with
the findings from the recent Cochrane systematic review
[32], regarding the efficacy of psychological interventions

for ‘BPD’ symptom severity and depressive symptoms
for people diagnosed with ‘BPD’ However, the present
study included not only psychological interventions but
also treatments provided as part of a day-treatment pro-
gramme (e.g. Democratic Therapy) or other psychoso-
cial interventions (e.g. Art Therapy) and included studies
with participants diagnosed with ‘personality disorder(s)’
beyond ‘BPD’ Also, the current review examined anxi-
ety symptoms and general psychiatric symptoms as out-
comes as well, providing evidence for the efficacy of the
interventions for additional outcomes. The results from
this study also partially support the findings from a pre-
vious review examining psychotherapies for ‘BPD’ [27],
which found that psychotherapies, particularly DBT and
psychodynamic approaches were effective in treating
‘BPD’ symptoms. However, our review found larger effect
sizes for the efficacy of DBT and psychodynamic therapy
for ‘BPD’ symptoms, while, in contrast with the former
review we found CBT to be effective for this specific out-
come. This divergence in the findings might reflect the
characteristics of the studies included in this review (e.g.,
different populations and outcome measures for ‘BPD’)
and the control comparisons of the interventions which
were assessed. The effectiveness of specialized psycho-
therapies (DBT, MBT, TFP and Schema Therapy) was
also reported by a recent systematic review [31], which
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found that psychotherapies are effective in reducing ‘BPD’
symptoms. This study adds to the previous evidence sug-
gesting that psychological and psychosocial interven-
tions delivered in community and outpatient settings
are not only highly effective in treating ‘BPD’ symptoms
but can also improve a wide range of psychiatric symp-
toms in this population, with considerable maintenance
across time. This is in line with previous evidence sug-
gesting that ‘BPD’ symptoms are strongly associated with
an array of psychiatric symptoms comprising the general
psychopathology factor [108], thus raising the need to
deliver interventions targeting global symptomatology,
beyond ‘BPD’ symptoms.

The efficacy of CBT for anxiety and depressive symp-
toms compared to TaU/WL is in line with considerable
literature supporting the effectiveness of this intervention
for the aforementioned symptoms [109-111]. This is the
first study to systematically examine those outcomes for
people with CEN. Previous reviews have also found that
CBT can effectively treat a wide spectrum of psychiatric
conditions [112, 113], including ‘BPD’ symptoms [28].
The effectiveness of psychodynamic treatments for peo-
ple diagnosed with ‘personality disorder’ has also been
documented in the literature. Recent reviews have found
that psychodynamic treatments are superior to control
groups in treating ‘personality disorder’ symptoms and
general psychiatric symptoms in people diagnosed with
‘personality disorder’ [26, 27]. This review expands on
existing literature by supporting the efficacy of this inter-
vention for global psychiatric symptoms manifested by
patients with CEN, as well as for depressive and ‘BPD’
symptoms. The effectiveness of DBT for ‘BPD’ is well
evidenced in the literature [27, 114]. This review adds
to the previous studies suggesting that this intervention
can be effective for other psychiatric symptoms (e.g.,
anxiety symptoms) in people with CEN. It is possible
that improvements in the core symptomatology of ‘per-
sonality disorder’ lead to the reduction of the severity of
other psychiatric symptoms (e.g., depression and anxi-
ety). Although meta-analysis could not be conducted for
studies on MBT, the effectiveness that emerged from two
trials is consistent with previous reviews [34]. However,
more studies are needed for firm conclusions to be drawn
on the efficacy of this intervention. Finally, although the
number of studies was small and meta-analysis could
not be conducted, accumulative evidence suggests that
Schema therapy is beneficial for people with a diagnosis
of ‘BPD’ and those being diagnosed with cluster C ‘per-
sonality disorders’ or ‘narcissistic personality disorder’
[58, 77, 115]. Although the effectiveness of the major
psychotherapeutic types delivered to people experienc-
ing CEN has been widely investigated, trials examining

Page 23 of 29

treatments for people with CEN and major psychiatric
comorbidities (e.g. Depression) are limited, while stud-
ies for specific age groups (e.g., older patients) have been
rarely conducted.

The results from the meta-regression analysis pro-
vide insight into the moderating effects of different
factors that can potentially impact the effectiveness
of treatments for an array of outcomes, something
that has not been investigated by previous stud-
ies. The equal effectiveness of the psychotherapeu-
tic approaches examined is consistent with previous
studies that could not detect significant differences
between treatment types in reducing ‘BPD’ symptoms
or depressive symptoms [28, 31, 32], and provides new
evidence for other psychiatric symptoms as well. Inter-
estingly, interventions delivered to participants with
any ‘personality disorder’ diagnosis were less effective
in treating depressive symptoms compared to ‘BPD’-
only studies, while there was weak evidence for anxi-
ety symptoms. This potentially reflects the focus of
the existing treatments on ‘BPD’ diagnosis, while spe-
cific protocols for other ‘personality disorder’ diagno-
ses (except for ‘antisocial personality disorder’) have
not been developed. Furthermore, it could be pos-
sible that ‘personality disorders’ other than ‘BPD’ are
more difficult to treat with the existing interventions.
In terms of treatment length, our results showed that
treatments with differing duration were equally effec-
tive for the outcomes examined. This contrasts with
previous evidence supporting the superiority of long-
lasting interventions in treating ‘BPD’ symptoms [25],
and sheds light on the ongoing debate concerning the
importance of treatment length in treating ‘personality
disorders. Given the high symptom severity that peo-
ple with ‘BPD’ may initially present with, it is possible
that the first few treatment sessions lead to significant
symptom reduction and stabilisation, effects that sub-
sequently plateau in the course of the treatment. Con-
sequently, short-term interventions can potentially be
advantageous compared to long-term interventions,
as they might have the same therapeutic effect while
leading to reduction in health service costs and clini-
cian time. However, given the contradicting nature of
our findings, the latter should be treated with caution,
and further well-designed studies comparing duration
of treatment are required to draw firm conclusions
regarding the role of treatment length in intervention
effectiveness.

Although treatments delivered in the community can
effectively treat ‘personality disorder’ symptoms, along-
side global psychopathology, less is known about the
ability of those treatments to change core personality
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and improve functioning. While some evidence suggests
that personality traits can change following intervention
[116], studies examining personality change as a treat-
ment outcome in people with ‘personality disorder’ diag-
nosis are limited. In addition, little evidence is available
regarding the efficacy of psychological and psychoso-
cial treatments in improving functioning in this patient
group. Therefore, we propose a shift in research towards
incorporating additional treatment outcomes, such as
those stated above.

Limitations of the study

This study has several limitations. First, the majority of
the studies were conducted on patients diagnosed with
‘BPD’ A consequence is that most trials included mainly
female participants, with only a few RCTs including a
comparable number of male participants. Also, par-
ticipants of ethnic minority groups were underrepre-
sented in the samples examined. Second, the quality of
the studies was generally low to moderate, indicating
high risk of bias in some cases. The latter might have
had an impact on the effect estimate, leading to the
overestimation of the effect sizes [117, 118]. In addi-
tion, indications of publication bias were present for
most outcomes. Third, high heterogeneity was evident
in some of the meta-analyses, although steps were taken
to try and reduce this through separate examination
of interventions and control comparisons. Our explo-
ration of heterogeneity also did not show significant
influence of a number of treatment factors, suggest-
ing that participant characteristics may instead play a
key role. Most studies included small samples, which
can potentially lead to sample error [119]. It should be
noted that non-English studies were excluded from this
study, which might have introduced bias [120]. Further-
more, although our analysis was pairwise, comparing
each intervention to a control condition, there is the
possibility that variations in baseline symptom severity
moderated the outcomes. Another potential limitation
is the exclusion of non-randomized studies. Although
this was decided to ensure that high-quality studies are
included in the meta-analysis, other study designs can
provide significant and clinically meaningful evidence.
Our recent scoping review, which examined the treat-
ments available for CEN, included studies with multi-
ple study designs [44]. Lastly, a number of studies were
excluded for testing modified or partial forms of already
established psychotherapies (e.g., DBT). Although
this significantly reduced the heterogeneity within the
intervention categories, the efficacy of the former psy-
chotherapeutic interventions was not assessed in this
meta-analysis. In line with our recent scoping review
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[44], only a limited range of interventions were identi-
fied in the literature for this population, especially of
trauma-informed treatments.

Clinical implications

This study has significant implications for clinical prac-
tice. The results indicate that interventions are supe-
rior to TAU or no treatment in treating ‘personality
disorder’ symptoms and other symptoms associated
with this diagnosis. Therefore, people with CEN should
be provided with ready access to specialized commu-
nity treatment. Given the comparable efficacy of CBT,
DBT, and psychodynamic treatments, all could be pro-
vided in community settings, while further research
investigating which treatments work for which people
in which settings would be valuable. The current evi-
dence suggests that Schema Therapy could be offered
for people diagnosed with cluster B and cluster C ‘per-
sonality disorder, and MBT could be provided to peo-
ple diagnosed with ‘BPD’ However, further evidence is
needed to establish the effectiveness of the latter inter-
ventions. Structured and time-limited treatments, such
as CBT, besides being effective for several psychiatric
conditions, are also efficient. Given the effectiveness
of this therapeutic approach in treating ‘personality
disorder’ symptoms, CBT can be offered as a first-step
intervention in primary care settings. Complex cases,
or those not responding to CBT, could be referred to
secondary care services, which can provide high-inten-
sity and specialized interventions. Further develop-
ment and testing of stepped-care intervention models
would also be valuable for this population. This would
involve informing primary care practitioners about the
difficulties people who receive a ‘personality disorder’
diagnosis may experience and providing training in
the assessment and initial treatment of this condition.
Lastly, services should reorganize their facilities to
meet the patients’ needs by providing them with more
autonomy and decision making, informing them about
each intervention’s qualities and characteristics (i.e.
duration, intensity, treatment style, working model),
and enabling them to choose between treatments that
show similar effectiveness [98].

Future directions

In terms of future research, further high-quality trials
with larger samples need to be conducted, which will
measure outcomes at different follow-up time points to
investigate long-term effectiveness. Some suggestions for
improving the overall quality of the trials are the blind-
ing of the assessors, the use of genuine randomization
methods (e.g., permuted block randomization), the use
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of appropriate and clear subject selection criteria (e.g.,
established diagnosis of ‘personality disorder’ and exami-
nation of potential comorbidities), and the adherence
to a published intervention protocol. Importantly, valid
scales measuring core ‘personality disorder’ symptoms
and other psychiatric symptoms, should be used univer-
sally for the measurement of each outcome to facilitate
the comparison of intervention effects between trials.
Another significant methodological necessity would be
to develop and consistently use standardized control
comparison interventions (e.g. manualized supportive
therapy) in trials examining psychological interventions,
in order for the comparisons to be comparable across
different studies. Researchers who conduct each study
should not be involved in the delivery of any treatment
and instead use independent clinicians or therapists.
The examination of existing interventions for different
types of ‘personality disorders’ is necessary to shed light
on potentially effective therapeutic interventions for
‘personality disorders’ beyond ‘BPD’ Moreover, future
trials should investigate: a) the effectiveness of under-
studied psychosocial interventions, such as peer support
and of different approaches to designing services, b) the
effectiveness of different interventions across popula-
tions, including younger and older people and people of
minority ethnic groups, and c) outcomes valued by ser-
vice users, such as loneliness, occupational status, qual-
ity of life, and treatment targets that matter to them (e.g.,
trauma). Further developments of existing interventions
involving the contribution of service users is also essen-
tial for the improvement of the treatment that the lat-
ter group receives. Finally, more research is needed to
explore the mechanisms of change [19, 121].

Conclusions

In conclusion, this systematic review and meta-analysis
provides evidence that psychological and psychosocial
treatments offered in community or outpatient set-
tings are beneficial for people experiencing ‘personal-
ity disorder’ symptoms and can significantly reduce
a range of psychiatric symptoms, including symp-
toms of ‘BPD’ Community mental health practitioners
can utilize the psychological interventions available
to treat people showing symptoms associated with a
‘personality disorder’ diagnosis. Mental health guide-
lines need to highlight the effectiveness of treatments
provided in the community for this population, while
stepped-care interventions should be developed and
delivered in community settings. Challenging thera-
peutic pessimism associated with this patient group
is equally important, considering the effectiveness of
the interventions and patients’ engagement with those
treatments.

Page 25 of 29

Abbreviations

EMBASE Excerpta Medica dataBASE

CINAHL Cumulative Index to Nursing and Allied Health Literature

HMIC Health Management Information Consortium

ASSIA Applied Social Sciences Index and Abstracts

RCT Randomized Control Trial

BPD Borderline Personality Disorder

CEN Complex Emotional Needs

CBT Cognitive Behavioural Therapy

DBT Dialectical Behaviour Therapy

MBT Mentalization-Based Therapy

TFT Transference-Focused Therapy

PTSD Post-Traumatic Stress Disorder

PRISMA Preferred Reporting Items for Systematic Reviews and
Meta-Analyses

PROSPERO International Prospective Register of Systematic Reviews

TAU Treatment As Usual

WL Waitlist

SMD Standardised Mean Difference

EQT End Of Treatment

Cl Confidence Interval

ACT Acceptance and Commitment Therapy

CAT Cognitive Analytic Therapy

STEPPS Systems Training for Emotional Predictability and Problem
Solving

BSI Brief Symptom Inventory

cal Clinical Global Impression

HRSD Hamilton Rating Scale for Depression

BDI Beck's Depression Inventory

SCL-90 Symptom Checklist 90

SCID-II Structured Clinical Interview for DSM-IV Axis Il Disorders

STAI State-Trait Anxiety Inventory

ZAN-BPD Zanarini Rating Scale for Borderline Personality Disorder
MCMI Millon Clinical Multiaxial Inventory

HAM-A Hamilton Anxiety Rating Scale

MADRS Montgomery-Asberg Depression Rating Scale

BPRS Brief Psychiatric Rating Scale

CORE-OM Clinical Outcomes in Routine Evaluation-Outcome Measure
GHQ General Health Questionnaire

BSL-23 Borderline Symptom List

BEST Borderline Evaluation of Severity over Time

DASS-(A/D) Depression Anxiety Stress Scales (Anxiety/ Depression)
BPDSI Borderline Personality Disorder Severity index

0Q-45 Outcome Questionnaire 45

LWASQ Lehrer Woolfolk Anxiety Symptom Questionnaire
HADS-(A/D) Hospital Anxiety and Depression Scale (Anxiety/ Depression)
PD Personality Disorder

Supplementary Information

The online version contains supplementary material available at https://doi.
0rg/10.1186/512888-022-04483-0.

Additional file 1.
Additional file 2.
Additional file 3.
Additional file 4.

Acknowledgements
Not applicable.

Authors’ contributions

PK wrote the manuscript, performed the data analysis/interpretation, and con-
tributed to the assessment of the quality of studies. PB and MS contributed to
the conception and design of the manuscript, acquisition, and interpretation
of data, and revised the manuscript. LSR, SJ, SP and SR contributed to the
conception and design of the manuscript, interpretation of data, and revised
the manuscript. All authors read and approved the final manuscript.


https://doi.org/10.1186/s12888-022-04483-0
https://doi.org/10.1186/s12888-022-04483-0

Katakis et al. BMC Psychiatry (2023) 23:57

Funding

This paper presents independent research commissioned and funded by the
National Institute for Health Research (NIHR) Policy Research Programme,
conducted by the NIHR Policy Research Unit (PRU) in Mental Health (grant no.
PR-PRU-0916-22003). The views expressed are those of the authors and not
necessarily those of the NIHR, the Department of Health and Social Care or its
arm’s 591 length bodies, or other government departments. The funders had
no role in study design, data collection and analysis, decision to publish, or
preparation of the manuscript.

Availability of data and materials
All data generated or analysed during this study are included in this published
article (Additional file 4).

Declarations

Ethics approval and consent to participate
Not applicable because no primary data were collected.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details

'Division of Psychiatry, University College London, London, UK. 2NIHR Mental
Health Policy Research Unit, Division of Psychiatry, University College London,
London, UK. 3Centre for Outcomes Research and Effectiveness, Research
Department of Clinical, Educational and Health Psychology, University College
London, London, UK. *National Collaborating Centre for Mental Health, Royal
College of Psychiatrists, London, UK. >Camden and Islington NHS Foundation
Trust, London, UK.

Received: 30 April 2022 Accepted: 19 December 2022
Published online: 21 January 2023

References

1. Winsper C, Bilgin A, Thompson A, et al. The prevalence of personality
disorders in the community: a global systematic review and meta-
analysis. Br J Psychiatry. 2020;216:69-78.

2. American Psychiatric Association. Diagnostic and statistical manual
of mental disorders: Dsm-5. Washington, D.C.: American Psychiatric
Publishing; 2013. p. 645.

3. Sheehan L, Nieweglowski K, Corrigan P. The stigma of personality disor-
ders. Curr Psychiatry Rep. 2016;18:11.

4. Lester R, Prescott L, McCormack M, Sampson M, North West Boroughs
Healthcare, NHS Foundation Trust. Service users' experiences of receiv-
ing a diagnosis of borderline personality disorder: a systematic review.
Personal Ment Health. 2020;14:263-83.

5. Sheridan Rains L, Echave A, Rees J, Scott HR, Lever Taylor B, Broeck-
elmann E, et al. Service user experiences of community services for
complex emotional needs: a qualitative thematic synthesis. PLoS One.
2021;16:20248316. https://doi.org/10.1371/journal.pone.0248316.

6. Campbell K, Clarke KA, Massey D, Lakeman R. Borderline personality
disorder: to diagnose or not to diagnose? That is the question. Int J
Ment Health Nurs. 2020,29:972-81.

7. Skodol AE. Personality pathology and population health. Lancet Psy-
chiatry. 2016;3:595-6.

8. Hastrup LH, Kongerslev MT, Simonsen E. Low vocational outcome
among people diagnosed with borderline personality disorder during
first admission to mental health Services in Denmark: a Nationwide
9-year register-based study. J Personal Disord. 2019;33:326-40.

9. Moran P,Romaniuk H, Coffey C, et al. The influence of personality disorder on
the future mental health and social adjustment of young adults: a popula-
tion-based, longitudinal cohort study. Lancet Psychiatry. 2016;3:636-45.

10. Knudsen AK, Skogen JC, Harvey SB, Stewart R, Hotopf M, Moran P. Per-
sonality disorders, common mental disorders and receipt of disability

22.

23.

24.

25.

26.

27.

28.

29.

30.

32.

Page 26 of 29

benefits: evidence from the British National Survey of psychiatric
morbidity. Psychol Med. 2012;42:2631-40.

Dstby KA, Czajkowski N, Knudsen GP, et al. Personality disorders are
important risk factors for disability pensioning. Soc Psychiatry Psychiatr
Epidemiol. 2014;49:2003-11.

Stanga V, Turrina C, Valsecchi P, Sacchetti E, Vita A. Well-being in
patients with schizophrenia, mood and personality disorders attend-
ing psychiatric services in the community. A controlled study. Compr
Psychiatry. 2019;91:1-5.

Cramer V, Torgersen S, Kringlen E. Personality disorders and quality of
life. A population study. Compr Psychiatry. 2006;47:178-84.

Fok ML, Hayes RD, Chang CK, Stewart R, Callard FJ, Moran P. Life
expectancy at birth and all-cause mortality among people with
personality disorder. J Psychosom Res. 2012;73:104-7.

Hiroeh U, Appleby L, Mortensen PB, Dunn G. Death by homicide,
suicide, and other unnatural causes in people with mental illness: a
population-based study. Lancet. 2001;358:2110-2.

Rendu A, Moran P, Patel A, Knapp M, Mann A. Economic impact of
personality disorders in UK primary care attenders. Br J Psychiatry.
2002;181:62-6.

Soeteman DI, Hakkaart-van Roijen L, Verheul R, Busschbach JJ. The
economic burden of personality disorders in mental health care. J
Clin Psychiatry. 2008;69:259-65.

Newton-Howes G, Clark LA, Chanen A. Personality disorder across the
life course. Lancet. 2015;385:727-34.

Bateman AW, Gunderson J, Mulder R. Treatment of personality disor-
der. Lancet. 2015;385:735-43.

National Institute for Health and Care Excellence. Personality disor-
ders: borderline and antisocial. June 11, 2015 https://www.nice.org.
uk/guidance/qs88/resources/personality-disorders-borderline-and-
antisocial-pdf-2098915292869 (accessed May 2, 2021).

Leichsenring F, Leibing E. The effectiveness of psychodynamic
therapy and cognitive behavior therapy in the treatment of personal-
ity disorders: a meta-analysis. Am J Psychiatry. 2003;160:1223-32.
Bateman AW, Fonagy P. Effectiveness of psychotherapeutic treatment
of personality disorder. Br J Psychiatry. 2000;177:138-43.

Perry JC, Banon E, lanni F. Effectiveness of psychotherapy for person-
ality disorders. Am J Psychiatry. 1999;156:1312-21.

Fonagy P. The effectiveness of psychodynamic psychotherapies: an
update. World Psychiatry. 2015;14:137-50.

Leichsenring F, Rabung S. Long-term psychodynamic psychotherapy
in complex mental disorders: update of a meta-analysis. Br J Psychia-
try. 2011;199:15-22.

Keefe JR, McMain SF, McCarthy KS, et al. A meta-analysis of psychody-
namic treatments for borderline and cluster C personality disorders.
Personal Disord. 2020;11:157-69.

Cristea IA, Gentili C, Cotet CD, Palomba D, Barbui C, Cuijpers P.
Efficacy of psychotherapies for borderline personality disor-

der: a systematic review and Meta-analysis. JAMA Psychiatry.
2017;74:319-28.

Jorgensen MS, Storebg OJ, Stoffers-Winterling JM, Faltinsen E,
Todorovac A, Simonsen E. Psychological therapies for adolescents
with borderline personality disorder (BPD) or BPD features-a system-
atic review of randomized clinical trials with meta-analysis and Trial
sequential analysis. PLoS One. 2021;16:€0245331. Published online
Jan 14. https://doi.org/10.1371/journal.pone.0245331.

Kliem S, Kroger C, Kosfelder J. Dialectical behavior therapy for
borderline personality disorder: a meta-analysis using mixed-effects
modeling. J Consult Clin Psychol. 2010;78:936-51.

McLaughlin SPB, Barkowski S, Burlingame GM, Strauss B, Rosen-

dahl J. Group psychotherapy for borderline personality disorder:

a meta-analysis of randomized-controlled trials. Psychotherapy.
2019;56:260-73.

Oud M, Arntz A, Hermens ML, Verhoef R, Kendall T. Specialized
psychotherapies for adults with borderline personality disorder:

a systematic review and meta-analysis. Aust N Z J Psychiatry.
2018;52:949-61.

Storebg OJ, Stoffers-Winterling JM, Vélim BA, et al. Psychological
therapies for people with borderline personality disorder. Cochrane
Database Syst Rev. 2020;5:CD012955. Published online May 4. https.//
doi.org/10.1002/14651858.CD012955.pub2.


https://doi.org/10.1371/journal.pone.0248316
https://www.nice.org.uk/guidance/qs88/resources/personality-disorders-borderline-and-antisocial-pdf-2098915292869
https://www.nice.org.uk/guidance/qs88/resources/personality-disorders-borderline-and-antisocial-pdf-2098915292869
https://www.nice.org.uk/guidance/qs88/resources/personality-disorders-borderline-and-antisocial-pdf-2098915292869
https://doi.org/10.1371/journal.pone.0245331
https://doi.org/10.1002/14651858.CD012955.pub2
https://doi.org/10.1002/14651858.CD012955.pub2

Katakis et al. BMC Psychiatry

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.
46.
47.
48.
49.
50.
51.
52.

53.

54.

55.

56.

(2023) 23:57

Stoffers JM, Volim BA, Ricker G, Timmer A, Huband N, Lieb K. Psy-
chological therapies for people with borderline personality disorder.
Cochrane Database Syst Rev. 2012;1:CD005652. Published online Aug
15. https://doi.org/10.1002/14651858.CD005652.pub2.

Vogt KS, Norman P. Is mentalization-based therapy effective in treating
the symptoms of borderline personality disorder? A systematic review.
Psychol Psychother. 2019,92:441-64. https://doi.org/10.1111/papt.
12194,

Gonzalez-Torres MA. Psychodynamic psychotherapies for borderline
personality disorders. Current developments and challenges ahead.
BJPsych Int. 2018;15:12-4.

Borschmann R, Henderson C, Hogg J, Phillips R, Moran P. Crisis inter-
ventions for people with borderline personality disorder. Cochrane
Database Syst Rev. 2012;1:CD009353. Published online Jun 13. https://
doi.org/10.1002/14651858.CD009353.pub2.

Shaikh U, Qamar I, Jafry F, et al. Patients with borderline personality
disorder in emergency departments. Front Psychiatry. 2017,8:136.
Published online Aug 4. https://doi.org/10.3389/fpsyt.2017.00136.
Bartak A, Andrea H, Spreeuwenberg MD, et al. Effectiveness of out-
patient, day hospital, and inpatient psychotherapeutic treatment for
patients with cluster B personality disorders. Psychother Psychosom.
2011;80:28-38.

Chiesa M, Fonagy P, Gordon J. Community-based psychodynamic treat-
ment program for severe personality disorders: clinical description and
naturalistic evaluation. J Psychiatr Pract. 2009;15:12-24.

Murphy A, Bourke J, Flynn D, Kells M, Joyce M. A cost-effectiveness
analysis of dialectical behaviour therapy for treating individuals

with borderline personality disorder in the community. Ir J Med Sci.
2020;189:415-23.

Simonsen S, Bateman A, Bohus M, et al. European guidelines for per-
sonality disorders: past, present and future. Borderline Personal Disord
Emot Dysregul. 2019;6:9. Published online May 21. https://doi.org/10.
1186/540479-019-0106-3.

Dale O, Sethi F, Stanton C, et al. Personality disorder services in England:
findings from a national survey. BJPsych Bull. 2017;41:247-53.

Moher D, Liberati A, Tetzlaff J, Altman DG, PRISMA Group. Preferred
reporting items for systematic reviews and meta-analyses: the PRISMA
statement. PLoS Med. 2009;6:21000097.

Ledden S, Rains LS, Schlief M, et al. Current state of the evidence on
community treatments for people with complex emotional needs: a
scoping review. BMC Psychiatry. 2022;22:589. https://doi.org/10.1101/
2021.12.07.21267399.

Higgins JP, Altman DG, Getzsche PC, et al. The Cochrane Collaboration’s
tool for assessing risk of bias in randomised trials. BMJ. 2011;343:d5928.
Viechtbauer W. Conducting meta-analyses in R with the metafor pack-
age. J Stat Soft. 2010,36:1-48.

Hedges LV. Distribution theory for Glass's estimator of effect size and
related estimators. J Ed Stat. 1981;6:107-28.

Borenstein M, Hedges LV, Higgins JPT, Rothstein HR. Introduction to
meta-analysis. Chichester: John Wiley & Sons; 2009.

Higgins JP, Thompson SG, Deeks JJ, Altman DG. Measuring inconsist-
ency in meta-analyses. BMJ. 2003;327:557-60.

Cohen J. The statistical power of abnormal-social psychological
research: a review. J Abnorm Soc Psychol. 1962;65:145-53.

Schwarzer G, Carpenter JR, Riicker G. Meta-analysis with R. Cham:
Springer; 2015.

Egger M, Davey Smith G, Schneider M, et al. Bias in meta-analysis
detected by a simple, graphical test. BMJ. 1997,315:629-34.

Abbass A, Sheldon A, Gyra J, Kalpin A. Intensive short-term dynamic
psychotherapy for DSM-IV personality disorders: a randomized con-
trolled trial. J Nerv Ment Dis. 2008;196:211-6.

Amianto F, Ferrero A, Pierd A, et al. Supervised team management, with
or without structured psychotherapy, in heavy users of a mental health
service with borderline personality disorder: a two-year follow-up
preliminary randomized study. BMC Psychiatry. 2011;11:181.

Andreoli A, Burnand Y, Cochennec MF, et al. Disappointed love and
suicide: a randomized controlled trial of "abandonment psychotherapy"
among borderline patients. J Personal Disord. 2016;30:271-87.

Arnevik E, Wilberg T, Urnes O, Johansen M, Monsen JT, Karterud S.
Psychotherapy for personality disorders: short-term day hospital

57.

58.

59.

60.

61.

62.

63.

64.

65.

66.

67.

68.

69.

70.

71

72.

73.

74.

75.

76.

77.

Page 27 of 29

psychotherapy versus outpatient individual therapy - a randomized
controlled study. Eur Psychiatry. 2009;24:71-8.

Antonsen BT, Klungsayr O, Kamps A, et al. Step-down versus outpatient
psychotherapeutic treatment for personality disorders: 6-year follow-up
of the Ulleval personality project. BMC Psychiatry. 2014;14:119.

Bamelis LL, Evers SM, Spinhoven P, Arntz A. Results of a multicenter ran-
domized controlled trial of the clinical effectiveness of schema therapy
for personality disorders. Am J Psychiatry. 2014;171:305-22.

Bateman A, Fonagy P. Effectiveness of partial hospitalization in the
treatment of borderline personality disorder: a randomized controlled
trial. Am J Psychiatry. 1999;156:1563-9.

Bateman A, Fonagy P. Treatment of borderline personality disorder with
psychoanalytically oriented partial hospitalization: an 18-month follow-
up. Am J Psychiatry. 2001;158:36-42.

Bateman A, Fonagy P. 8-year follow-up of patients treated for borderline
personality disorder: mentalization-based treatment versus treatment
as usual. Am J Psychiatry. 2008;165:631-8.

Bateman A, Fonagy P. Randomized controlled trial of outpatient
mentalization-based treatment versus structured clinical management
for borderline personality disorder. Am J Psychiatry. 2009;166:1355-64.
Berthoud L, Pascual-Leone A, Caspar F, et al. Leaving distress behind:

a randomized controlled study on change in emotional processing in
borderline personality disorder. Psychiatry. 2017;80:139-54.

Blum N, St John D, Pfohl B, et al. Systems training for emotional predict-
ability and problem solving (STEPPS) for outpatients with borderline
personality disorder: a randomized controlled trial and 1-year follow-up.
Am J Psychiatry. 2008;165:468-78.

Borschmann R, Barrett B, Hellier JM, et al. Joint crisis plans for people
with borderline personality disorder: feasibility and outcomes in a
randomised controlled trial. Br J Psychiatry. 2013,202:357-64.

Bos EH, van Wel EB, Appelo MT, Verbraak MJ. A randomized controlled
trial of a Dutch version of systems training for emotional predictability
and problem solving for borderline personality disorder. J Nerv Ment
Dis. 2010;198:299-304.

Bos EH, van Wel EB, Appelo MT, Verbraak MJ. Effectiveness of systems
training for emotional predictability and problem solving (STEPPS) for
borderline personality problems in a 'r eal-world’sample: moderation
by diagnosis or severity? Psychother Psychosom. 2011;80:173-81.
Clarke S, Thomas P, James K. Cognitive analytic therapy for personality
disorder: randomised controlled trial. Br J Psychiatry. 2013;202:129-34.
Clarke S, Kingston J, James K, Bolderston H, Remington B. Acceptance
and commitment therapy group for treatment-resistant participants: a
randomized controlled trial. J Cont Behav Sc. 2014;3:179-88.

Cottraux J, Note ID, Boutitie F, et al. Cognitive therapy versus Rogerian
supportive therapy in borderline personality disorder. Two-year follow-
up of a controlled pilot study. Psychother Psychosom. 2009;78:307-16.
Davidson K, Norrie J, Tyrer P, et al. The effectiveness of cognitive
behavior therapy for borderline personality disorder: results from the
borderline personality disorder study of cognitive therapy (BOSCOT)
trial. J Personal Disord. 2006;20:450-65.

Davidson KM, Tyrer P, Norrie J, Palmer SJ, Tyrer H. Cognitive therapy v.
usual treatment for borderline personality disorder: prospective 6-year
follow-up. Br J Psychiatry. 2010;197:456-62.

De Saeger H, Kamphuis JH, Finn SE, et al. Therapeutic assessment
promotes treatment readiness but does not affect symptom change in
patients with personality disorders: findings from a randomized clinical
trial. Psychol Assess. 2014;26:474-83.

Doering S, Horz S, Rentrop M, et al. Transference-focused psycho-
therapy v. treatment by community psychotherapists for borderline
personality disorder: randomised controlled trial. Br J Psychiatry.
2010;196:389-95.

Emmelkamp PM, Benner A, Kuipers A, Feiertag GA, Koster HC, van Apel-
doorn FJ. Comparison of brief dynamic and cognitive-behavioural ther-
apies in avoidant personality disorder. Br J Psychiatry. 2006;189:60-4.
Evans K, Tyrer P, Catalan J, et al. Manual-assisted cognitive-behaviour
therapy (MACT): a randomized controlled trial of a brief intervention
with bibliotherapy in the treatment of recurrent deliberate self-harm.
Psychol Med. 1999,29:19-25.

Farrell JM, Shaw IA, Webber MA. A schema-focused approach to

group psychotherapy for outpatients with borderline personality


https://doi.org/10.1002/14651858.CD005652.pub2
https://doi.org/10.1111/papt.12194
https://doi.org/10.1111/papt.12194
https://doi.org/10.1002/14651858.CD009353.pub2
https://doi.org/10.1002/14651858.CD009353.pub2
https://doi.org/10.3389/fpsyt.2017.00136
https://doi.org/10.1186/s40479-019-0106-3
https://doi.org/10.1186/s40479-019-0106-3
https://doi.org/10.1101/2021.12.07.21267399
https://doi.org/10.1101/2021.12.07.21267399

Katakis et al. BMC Psychiatry

78.

79.

80.

81.

82.

83.

84.

85.

86.

87.

88.

89.

90.

91.

92.

93.

94.

95.

(2023) 23:57

disorder: a randomized controlled trial. J Behav Ther Exp Psychiatry.
2009;40:317-28.

Feigenbaum JD, Fonagy P, Pilling S, Jones A, Wildgoose A, Bebbington
PE. A real-world study of the effectiveness of DBT in the UK national
health service. Br J Clin Psychol. 2012,51:121-41.

Gratz KL, Gunderson JG. Preliminary data on an acceptance-based
emotion regulation group intervention for deliberate self-harm among
women with borderline personality disorder. Behav Ther. 2006;37:25-35.
Gratz KL, Tull MT, Levy R. Randomized controlled trial and uncontrolled
9-month follow-up of an adjunctive emotion regulation group therapy
for deliberate self-harm among women with borderline personality
disorder. Psychol Med. 2014;44:2099-112.

Gregory RJ, Chlebowski S, Kang D, et al. A controlled trial of psychody-
namic psychotherapy for co-occurring borderline personality disorder
and alcohol use disorder. Psychother. 2008;45:28-41.

Gregory RJ, Delucia-Deranja E, Mogle JA. Dynamic deconstructive
psychotherapy versus optimized community care for borderline per-
sonality disorder co-occurring with alcohol use disorders: a 30-month
follow-up. J Nerv Ment Dis. 2010;198:292-8.

Haeyen S, van Hooren S, van der Veld W, Hutschemaekers G. Efficacy
of art therapy in individuals with personality disorders cluster B/C: a
randomized controlled trial. J Personal Disord. 2018;32:527-42.
Harned MS, Korslund KE, Linehan MM. A pilot randomized controlled
trial of dialectical behavior therapy with and without the dialectical
behavior therapy prolonged exposure protocol for suicidal and self-
injuring women with borderline personality disorder and PTSD. Behav
Res Ther. 2014;55:7-17.

Hellerstein DJ, Rosenthal RN, Pinsker H, Samstag LW, Muran JC, Win-
ston A. A randomized prospective study comparing supportive and
dynamic therapies. Outcome and alliance. J Psychother Pract Res.
1998;7:261-71.

Jorgensen CR, Freund C, Baye R, Jordet H, Andersen D, Kjglbye M.
Outcome of mentalization-based and supportive psychotherapy in
patients with borderline personality disorder: a randomized trial. Acta
Psychiatr Scand. 2013;127:305-17.

Jorgensen CR, Baye R, Andersen D, et al. Eighteen months post-treat-
ment naturalistic follow-up study of mentalization-based therapy and
supportive group treatment of borderline personality disorder: clinical
outcomes and functioning. Nord Psychol. 2014;66:254-73.

Khabir L, Mohamadi N, Rahimi C, Dastgheib S. The effectiveness of
group therapy based on Mentalization and dialectical behavior on
clinical symptoms of borderline personality disorder: a randomized
controlled clinical trial. J Health Sc Surv Syst. 2018;6:80-8.

Koons CR, Robins CJ, Tweed JL, et al. Efficacy of dialectical behavior
therapy in women veterans with borderline personality disorder. Behav
Ther. 2001;32:371-90.

Kramer U, Kolly S, Berthoud L, et al. Effects of motive-oriented
therapeutic relationship in a ten-session general psychiatric treat-
ment of borderline personality disorder: a randomized controlled trial.
Psychother Psychosom. 2014;83:176-86.

Kramer U, Pascual-Leone A, Berthoud L, et al. Assertive anger mediates
effects of dialectical behaviour-informed skills training for borderline
personality disorder: a randomized controlled trial. Clin Psychol Psy-
chother. 2016,23:189-202.

Laurenssen EMP, Luyten P, Kikkert MJ, et al. Day hospital mentalization-
based treatment v. specialist treatment as usual in patients with
borderline personality disorder: randomized controlled trial. Psychol
Med. 2018;48:2522-9.

LeppénenV, Hakko H, Sintonen H, Lindeman S. Comparing effective-
ness of treatments for borderline personality disorder in communal
mental health care: the Oulu BPD study. Community Ment Health J.
2016;52:216-27.

McMain SF, Guimond T, Streiner DL, Cardish RJ, Links PS. Dialectical
behavior therapy compared with general psychiatric management for
borderline personality disorder: clinical outcomes and functioning over
a 2-year follow-up. Am J Psychiatry. 2012;169:650-61.

McMain SF, Guimond T, Barnhart R, Habinski L, Streiner DL. A rand-
omized trial of brief dialectical behaviour therapy skills training in sui-
cidal patients suffering from borderline disorder. Acta Psychiatr Scand.
2017;135:138-48.

96.

97.

98.

99.

100.

101.

103.

104.

105.

106.

107.

108.

112,

113.

115.

Page 28 of 29

Morton J, Snowdon S, Gopold M, Guymer E. Acceptance and commitment
therapy group treatment for symptoms of borderline personality disorder:
a public sector pilot study. Cognit Behav Pract. 2012;19:527-44.

Pascual JC, Palomares N, Ibafiez A, et al. Efficacy of cognitive rehabilita-
tion on psychosocial functioning in borderline personality disorder: a
randomized controlled trial. BMC Psychiatry. 2015;15:255.

Pearce S, Scott L, Attwood G, et al. Democratic therapeutic community
treatment for personality disorder: randomised controlled trial. Br J
Psychiatry. 2017;210:149-56.

Popolo R, MacBeth A, Canfora F, et al. Metacognitive interpersonal
therapy in group (MIT-G) for young adults with personality disorders: a
pilot randomized controlled trial. Psychol Psychother. 2019;92:342-58.
Priebe S, Bhatti N, Barnicot K, et al. Effectiveness and cost-effectiveness
of dialectical behaviour therapy for self-harming patients with per-
sonality disorder: a pragmatic randomised controlled trial. Psychother
Psychosom. 2012;81:356-65.

Ranger M, Tyrer P, Miloseska K, et al. Cost-effectiveness of nidotherapy
for comorbid personality disorder and severe mental illness: rand-
omized controlled trial. Epidemiol Psichiatr Soc. 2009;18:128-36.
Reneses B, Galidn M, Serrano R, et al. A new time limited psychotherapy
for BPD: preliminary results of a randomized and controlled trial. Actas
Esp Psiquiatr. 2013;41:139-48.

Soler J, Pascual JC, Tiana T, et al. Dialectical behaviour therapy skills
training compared to standard group therapy in borderline personality
disorder: a 3-month randomised controlled clinical trial. Behav Res Ther.
2009;47:353-8.

Svartberg M, Stiles TC, Seltzer MH. Randomized, controlled trial of the
effectiveness of short-term dynamic psychotherapy and cognitive ther-
apy for cluster C personality disorders. Am J Psychiatry. 2004;161:810-7.
Vinnars B, Barber JP, Norén K, Gallop R, Weinryb RM. Manualized
supportive-expressive psychotherapy versus nonmanualized
community-delivered psychodynamic therapy for patients with per-
sonality disorders: bridging efficacy and effectiveness. Am J Psychiatry.
2005;162:1933-40.

Winston A, Laikin M, Pollack J, Samstag LW, McCullough L, Muran JC.
Short-term psychotherapy of personality disorders. Am J Psychiatry.
1994;151:190-4.

Haeyen S, Chakhssi F, Van Hooren S. Benefits of art therapy in people
diagnosed with personality disorders: a quantitative survey. Front
Psychol. 2020;11:686. Published online Apr 15. https://doi.org/10.3389/
fpsyg.2020.00686.

Gluschkoff K, Jokela M, Rosenstrom T. General psychopathology factor
and borderline personality disorder: evidence for substantial overlap
from two nationally representative surveys of U.S. adults. Personality
Disord. 2021;12(1):86-92. https://doi.org/10.1037/per0000405.
Carpenter JK, Andrews LA, Witcraft SM, Powers MB, Smits JAJ, Hofmann
SG. Cognitive behavioral therapy for anxiety and related disorders: a
meta-analysis of randomized placebo-controlled trials. Depress Anxiety.
2018;35:502-14.

Cuijpers P, Cristea IA, Karyotaki E, Reijnders M, Huibers MJ. How effective
are cognitive behavior therapies for major depression and anxiety
disorders? A meta-analytic update of the evidence. World Psychiatry.
2016;15:245-58.

van Dis EAM, van Veen SC, Hagenaars MA, et al. Long-term outcomes of
cognitive behavioral therapy for anxiety-related disorders: a systematic
review and Meta-analysis. JAMA Psychiatry. 2020;77:265-73.

Fordham B, Sugavanam T, Edwards K, et al. The evidence for cognitive
behavioural therapy in any condition, population or context: a meta-
review of systematic reviews and panoramic meta-analysis. Psychol
Med. 2021;51:21-9.

Hofmann SG, Asnaani A, Vonk 1J, Sawyer AT, Fang A. The efficacy of
cognitive behavioral therapy: a review of Meta-analyses. Cognit Ther
Res. 2012;36:427-40.

Panos PT, Jackson JW, Hasan O, Panos A. Meta-analysis and systematic
review assessing the efficacy of dialectical behavior therapy (DBT). Res
Soc Work Pract. 2014;24:213-23.

Giesen-Bloo J, van Dyck R, Spinhoven P, et al. Outpatient psychotherapy
for borderline personality disorder: randomized trial of schema-focused
therapy vs transference-focused psychotherapy. Arch Gen Psychiatry.
2006;63:649-58.


https://doi.org/10.3389/fpsyg.2020.00686
https://doi.org/10.3389/fpsyg.2020.00686
https://doi.org/10.1037/per0000405

Katakis et al. BMC Psychiatry (2023) 23:57

116.

117.

118.

119.

120.

Roberts BW, Luo J, Briley DA, Chow PI, Su R, Hill PL. A systematic

review of personality trait change through intervention. Psychol Bull.
2017;143:117-41.

Savovic J, Jones HE, Altman DG, et al. Influence of reported study
design characteristics on intervention effect estimates from rand-
omized, controlled trials. Ann Intern Med. 2012;157:429-38.

Wood L, Egger M, Gluud LL, et al. Empirical evidence of bias in treat-
ment effect estimates in controlled trials with different interventions
and outcomes: meta-epidemiological study. BMJ. 2008;336:601-5.

Lin L. Bias caused by sampling error in meta-analysis with small sample
sizes. PLoS One. 2018;13:20204056.

Neimann Rasmussen L, Montgomery P. The prevalence of and factors
associated with inclusion of non-English language studies in Campbell
systematic reviews: a survey and meta-epidemiological study. Syst Rev.
2018;7:129.

Kramer U, Grandjean L, Beuchat H, et al. Mechanisms of change in
brief treatments for borderline personality disorder: a protocol of a

randomized controlled trial. Trials. 2020;21:335. Published online Apr 16.

https://doi.org/10.1186/513063-020-422.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

Page 29 of 29

Ready to submit your research? Choose BMC and benefit from:

fast, convenient online submission

thorough peer review by experienced researchers in your field

rapid publication on acceptance

support for research data, including large and complex data types

gold Open Access which fosters wider collaboration and increased citations

maximum visibility for your research: over 100M website views per year

At BMC, research is always in progress.

Learn more biomedcentral.com/submissions . BMC



https://doi.org/10.1186/s13063-020-422

	Effectiveness of outpatient and community treatments for people with a diagnosis of ‘personality disorder’: systematic review and meta-analysis
	Abstract 
	Background 
	Methods 
	Results 
	Conclusions 

	Introduction
	Methods
	Search strategy and selection criteria
	Study selection
	Data extraction and quality assessment
	Data synthesis and analysis

	Results
	Study characteristics
	Quality assessment and publication bias
	‘Personality disorder’ symptoms
	‘BPD’ symptoms
	Anxiety symptoms
	Depressive symptoms
	Psychiatric symptoms
	Narrative synthesis
	Meta-regression analysis

	Discussion
	Limitations of the study
	Clinical implications
	Future directions

	Conclusions
	Acknowledgements
	References


