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Abstract
Avoidant personality disorder (AvPD) is a common and heterogeneous disorder. In spite of this, few studies have focused 
on treatment, and treatment guidelines have not been developed. In Scandinavian countries many patients with low levels of 
AvPD are treated sufficiently in private practices or in briefer psychiatric treatments, often for anxiety or depression. However, 
patients with higher levels of personality dysfunction are often not helped sufficiently by such treatments. In this paper we 
describe a longer and more intense treatment for severe AvPD based on a combination of Mentalization-Based Group Psy-
chotherapy and Metacognitive Interpersonal Individual Therapy. This treatment has been piloted in Norway and Denmark, 
and we provide a case example of a successful treatment of a patient, “Julie” treated at Stolpegaard Psychotherapy Centre in 
Denmark. Based on our review of the literature and experiences from the pilot studies, we also provide some observations 
and general guidelines about important aspects of treatment of severe AvPD.

Keywords  Avoidant personality disorder · Mentalization · Metacognition · Specialized treatment · Anxious personality · 
Detached personality

Introduction

Avoidant personality disorder (AvPD) is a prevalent dis-
order associated with a high degree of heterogeneity and 
extensive psychiatric and socioeconomic impairments 
(Skodol et al. 2005; Torgersen et al. 2001; Verheul et al. 
2007; Wilberg et al. 2009; Zimmerman et al. 2005). Further, 
the personal and health economic burden of AvPD is con-
siderable (Cramer et al. 2007; Eikenaes et al. 2006, 2013; 

Jackson and Burgess 2004; Kvarstein et al. 2013; Soeteman 
et al. 2008). In light of this situation, surprisingly few stud-
ies have focused on treatment for AvPD. Generally, these 
studies are small, use different outcome measures, exclu-
sion criteria and follow-up examinations. Thus, the purpose 
of this paper is first to present an overview of the existing 
literature of treatment studies; on AvPD, and on Cluster C 
Personality Disorders (PDs) (Avoidant, Dependent, and 
Obsessive–Compulsive PDs) in which more than 50% of 
the participants were diagnosed with AvPD. Afterwards, we 
briefly describe typical and more specialized treatments in 
a Scandinavian context. We then provide a case example of 
the patient “Julie” who was treated in a specialized treat-
ment setting at Stolpegaard Psychotherapy Centre. Finally, 
we will attempt to extract some common treatment princi-
ples based on the existing empirical literature and the case 
findings demonstrated.
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Overview of Existing Literature

Four randomized controlled trials (RCTs) testing the 
efficacy of psychotherapy for AvPD have been pub-
lished (Alden 1989; Emmelkamp et al. 2006; Stravynski 
et al. 1989, 1994). In addition, several case studies have 
reported favorable results treating AvPD, including Meta-
cognitive Interpersonal Therapy (MIT) (Dimaggio et al. 
2015a, 2017; Gordon-King et  al. 2018), Interpersonal 
Therapy (IT) (Gilbert and Gordon 2013), acceptance and 
commitment therapy (ACT) in combination with dialectic 
behavioral therapy (DBT) (Chan et al. 2015), and emotion-
focused therapy (EFT) (Pos 2014). Moreover, some recent 
treatment studies have shown promising results for Cluster 
C PDs (Bamelis et al. 2014; Bartak et al. 2010; Skewes 
et al. 2015; Svartberg et al. 2004). See Tables 1 and 2 for 
details.

It is difficult to compare outcome across the studies 
due to too large diversities. However, it is interesting 
and promising that the RCT by Svartberg and colleagues 
found effect sizes for improvement of symptoms as high as 
1.76 and for personality score to be 1.67 (MCMI; Millon 
Clinical Multiaxial Inventory) (Millon and Davis 1997) 
after a 40-week period of individual treatment, and that 
most patients maintained their treatment gains during the 
long follow-up period. Though, 45 percent of the patients 
remain unchanged or deteriorated at follow-up (Svartberg 
et al. 2004). The RCT by Bamelis et al. (Bamelis et al. 
2014) also found large effect sizes over the 3-year period, 
most prominently for schema therapy (ST) on Global 
Assessment Score (GAF) (ES: 1.76). Almost all the stud-
ies had follow-up assessments, and found that improve-
ments were maintained. These findings are in contrast to 
several treatment studies that have identified AvPD as a 
negative prognostic factor and found it to be associated 
with increased risk of relapse after treatment (Gude and 
Vaglum 2001; Huppert et al. 2008; Karterud et al. 2003; 
Robinson and Safer 2012; Seemüller et al. 2014; Vrabel 
et al. 2010). The main difference is that the latter studies 
were not designed specifically for treating AvPD. Addi-
tionally, starting off more severe, the patients also termi-
nated treatment at a more dysfunctional level than patients 
without AvPD (Weinbrecht et al. 2016). In order to capture 
whether AvPD should be considered a negative prognostic 
factor, one should compare the degree of change during 
and after therapy, or the study should control for status at 
the beginning of treatment, which was not done in many 
of the studies mentioned above.

In summary, studies designed for treating AvPD or 
cluster C have found promising results regarding improve-
ment for patients with AvPD. It has been demonstrated 
that behavioral therapy and CBT generally lead to some 

improvement, but short-term interventions are insuf-
ficient to overcome the longstanding dysfunctional pat-
terns of patients with AvPD (Alden 1989). Social skills 
group training as a treatment component for patients with 
AvPD did not seem to have any additional effect, neither 
in groups or individual treatment (Stravynski et al. 1989; 
Zimmermann et al. 2013). Brief psychodynamic therapy 
has shown contradictory results compared to CBT, and 
ST has shown promising potential for treating AvPD. 
However, it remains unclear whether ST actually pro-
vides treatment benefits compared to traditional CBT or 
psychodynamic therapy, and whether an individual, group 
or combined format is superior (Weinbrecht et al. 2016). 
MIT has also demonstrated promising results, but sam-
ple sizes are still too small to draw any firm conclusions 
(Popolo et al. 2018). Thus, the literature gives good reason 
to be optimistic regarding treatment for AvPD, although 
optimal treatment duration and psychotherapy modality 
remain uncertain.

Scandinavian Treatment Models

In Scandinavian countries mental health treatment is gener-
ally funded by the state based on a relatively high level of 
taxation. In Norway, mental health services are organized as 
public psychiatric outpatient clinics, day hospitals, and inpa-
tient clinics. Treatment is also offered by psychiatrists and 
psychologists who have a special contract with the regional 
health authorities, here referred to as private specialist prac-
tice. Treatment expenses are usually covered by the State 
Health Insurance Fund. Patients diagnosed with AvPD are 
notably dissimilar regarding personality resources and social 
adaptation, with various levels of dysfunction and treatment 
needs. Despite the lack of documentation, there is reason to 
believe that patients with milder forms of AvPD or AvPD 
traits are treated in private specialist practice with good 
outcomes, even if their avoidant pathology is not explicitly 
recognized or diagnosed. Patients with moderate to severe 
dysfunction are usually referred to public outpatient clinics, 
but there are few treatment programs specifically targeting 
this type of pathology. The patients might be offered indi-
vidual or group therapies with various outcomes (Kvarstein 
et al. 2017; Lorentzen et al. 2015; Narud et al. 2005). Due 
to limited institutional resources, individual treatments are 
typically short-term, whereas group therapies may be some-
what longer, usually including patients in diagnostically het-
erogeneous groups (Kvarstein et al. 2017; Lorentzen et al. 
2015). For many patients in need of specialized or long-term 
psychotherapy, current treatment options are insufficient 
in many regions of the country, and there are no official 
guidelines for the treatment of AvPD. However, in Norway, 
specialized treatment units for patients with PDs have been 
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developed as part of the Norwegian Network of Personality-
Focused Treatment Programs, which includes several units 
throughout the south of Norway, treating patients with a 
broad range of PDs (Karterud et al. 2003). Previous studies 
from the Norwegian Network, typically step-down programs 
consisting of short-term day hospital treatment followed by 
long-term group analytic outpatient group therapy, found 
that AvPD was associated with a poor course compared 
with borderline PD (BPD). Many patients with AvPD were 
treated in long-term outpatient group therapies with little 
gain (Kvarstein and Karterud 2013; Wilberg et al. 2003). 
These findings concur with other research documenting 
that patients with more severe AvPD have a poor progno-
sis in many different treatment settings (Chiesa and Fonagy 
2007; Gude and Vaglum 2001; Seemüller et al. 2014; Vrabel 
et al. 2010). In response to the rising awareness that AvPD 
patients may need specialized treatment approaches, some 
units are beginning to organize special programs for these 
patients, mostly group therapies. So far, these emerging 
efforts have not been evaluated.

In Denmark, mental health treatment in hospitals is 
organized into two different levels of treatment: (1) basic 
hospital service, in which patients receive a standardized 
treatment package, and (2) regional hospital service, defined 
as more individually tailored treatment. The aim is to treat 
approximately 80% of patients in the basic program and 
10–20% in the regional program. For personality disor-
ders, standardized treatment packages only exist for BPD 
and AvPD. The current standardized treatment package for 
AvPD is 34 h, of which approximately 27 h are reserved 
for psychotherapy (Simonsen et al. 2017). Remaining hours 
are spent on, e.g., intake assessment and medication review. 
AvPD patients may receive treatment consisting either of 
individual therapy only or of a combined group and indi-
vidual format with fewer sessions of each. Most hospitals 
provide treatment based on a CBT modality, but due to the 
lack of clear treatment guidelines there seems to be a consid-
erable integration of different theoretical models, including 
ACT and metacognitive approaches. If the basic treatment 
package is insufficient, patients can be referred to a regional 
treatment package. Upgrading to a regional treatment pack-
age is not based on systematic assessment, but will often be 
based on continued high symptom levels and/or an antici-
pated need for more individual support.

Specialized Treatment Formats

Both the Personality Disorder Unit at Ullevål, Oslo Uni-
versity Hospital (Ullevål) and Stolpegaard Psychotherapy 
Centre, Capital Region of Denmark (Stolpegaard) offer spe-
cialized treatment formats combining modified versions of 
Mentalization-Based Group Therapy (MBT-G) (Karterud Ta
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2015) and Metacognitive Interpersonal Therapy (MIT) 
(Dimaggio et al. 2007, 2015). In the following sections, we 
describe the basic common format and points of divergence. 
Both Ullevål and Stolpegaard are specialized in mentaliza-
tion-based therapy (MBT) for patients with BPD (Bateman 
and Fonagy 2006). Both facilities have also initiated pilot 
projects for patients with AvPD. Currently, Ullevål runs a 
2-year treatment program offered to 19 patients as part of a 
pilot study. At Stolpegaard, a 12–18 month treatment pro-
gram has been offered to 30 patients since 2014. Inclusion 
criteria at the two sites differ somewhat, but both programs 
select patients who have suffered from AvPD and have previ-
ously been insufficiently treated, and both programs exclude 
patients with comorbid BPD and/or autism spectrum disor-
ders. All patients are evaluated with a broad range of clinical 
measures before, during, and at the end of treatment. The 
major aim of the pilot projects is to examine treatment pro-
cesses and outcomes and to generate hypotheses for further 

larger-scale controlled investigations of a specialized treat-
ment format designed specifically for AvPD.

Before entering, or in the initial treatment phase, the 
patient agrees with the individual therapist on a written case 
formulation that includes the patient’s main problems and 
focus areas in group and individual therapy. As mentioned 
above, group therapy at both Ullevål and Stolpegaard is 
MBT-oriented, manualized by Karterud (2015), and is run 
by experienced MBT therapists. The treatment groups meet 
for one-and-a-half hour weekly and only include patients 
with a confirmed AvPD diagnosis. Consistent with the 
MBT-G approach, therapy is focused on the patients bring-
ing interpersonal situations from their lives to the group for 
a shared mentalizing investigation. Attending group therapy 
with the aim of sharing personal material constitutes a sig-
nificant exposure for AvPD patients. Clearly, the challenges 
facing both patients and therapist when including only AvPD 
patients are quite different from the challenges facing groups 

Table 2   Treatment studies for Cluster C

Author, year, 
design

Therapy Sample size 
diagnostic intake 
criteria

Duration:
number of ses-
sions

Drop-out
%

Follow-up Results
Assessments

Svartberg et al. 
(2004)

RCT​

Indivdual therapy
cognitive therapy 

(CT) versus 
short term 
dynamic psycho-
therapy (STDT)

50 (25 + 25)
(31; 62% AvPD)
DSM-III-R

40 weekly 2 2 year No group difference
↓Sympt. SCL-90-R 
↓IIP
↓MCMI
Recovered at 2 y 

follow-up: sympt: 
STDT: 54%, CT 
42%

IIP and personality: 
40%

Bartak et al. 
(2009)

Naturalistic
Multisenter

Short outpatient 
treatment (SOT) 
versus long 
(LOT) versus 
Short dayhospi-
tal treatment

(SDHT) versus 
long (LDHT)

versus short inpa-
tient treatment 
(SIT) versus. 
long (LIT)

371
(63% AvPD)
DSM-IV

Short versus long
< 6 mounths
> 6 mounths

SDHT
34
LOT
10

1 year after inclu-
sion

Controlled for status 
at intake

SIT > LOT, SDHT, 
LDHT, LIT

GSI, IIP, EQ-5D, 
OQ-45 soc.role

Bamelis et al. 
(2014)

RCT​
Multicenter

Individual therapy: 
schema therapy 
(ST) versus clar-
ification-oriented 
therapy (COT) 
versus treatment 
as usual (TAU)

323
(51% AvPD)
ST: N = 147
COT: N = 41
TAU: N = 135
DSM-IV

50
Median
ST: 50
COT: 51
TAU: 22

ST: 26%
COT: 22%
TAU: 38%

3 year Drop-out and diag-
nostic recovery: 
ST > TAU​

No group difference 
in self-report

Skewes et al. 
(2015)

Pilot

Group schema 
therapy

8 (6; 75% AvPD)
DSM-IV

20 25%
(AvPD: no drop-

out)

6 mounths 5 of 6: No AvPD at 
Follow-up
↓Sympt GSI 
↓Depression
↓ Schema Mode 

(40%)
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consisting of mainly BPD patients, for whom MBT groups 
where originally developed (Bateman and Fonagy 2016). 
Spontaneous sharing of stories, feelings, and thoughts is 
scarce in AvPD groups. On the one hand, this avoidance 
needs to be taken into account in the group structure to 
ensure that each patient’s tendencies to use avoidant strate-
gies are challenged. On the other hand, the patients may eas-
ily be overwhelmed by anxiety and negative self-evaluations, 
particularly in the early therapy phase. Hence, the MBT-G 
format is adapted to take the interpersonal guardedness and 
high levels of anxiety of AvPD patients into account, e.g., 
by requiring therapists in the AvPD groups to be more struc-
tured and active validating than prescribed by the original 
MBT-G manual. Also, as the patients often show significant 
difficulties with monitoring, labeling, and expressing their 
inner mental states (Moroni et al. 2016), the focus is pri-
marily on mentalizing self-states rather than exploring the 
mental states of others.

A main difference between the therapies at the two sites 
is that Stolpegaard has structured the first part of the group 
sessions as a “training” format. Training is typically organ-
ized in modules running five to eight times, but may also be 
brief exercises, e.g., mindfulness, attention, or small-talk 
exercises. One training module designed specifically for 
promoting sharing is a “Tell your life story” exercise. One 
patient is interviewed by another about his or her life story in 
front of the group. A therapist positioned behind them draws 
a simple line of life on the board and fills in the personal 
details as they are told by the patient. Afterwards, feedback 
is given to both patients about content and process. Other 
examples of training modules include video feedback and 
basic emotions.

The 45-min weekly individual therapy is a modified ver-
sion of MIT (Dimaggio et al. 2015). The treatment expo-
sure varies at the two sites. At Ullevål, individual therapy is 
provided weekly throughout the treatment period, whereas 
individual therapy at Stolpegaard is weekly during the first 
6 months and is then stepped down, typically to fortnightly 
sessions. In MIT, compared to MBT, the focus of individ-
ual therapy is more on maladaptive interpersonal patterns 
and schemes regarding self-states and beliefs about other’s 
responses to self (Dimaggio et al. 2015). A main aim is to 
stimulate the patient’s ability to differentiate between rigid 
representations and alternative views of self and interper-
sonal relations. In concordance with MIT, the individual 
therapists explore and validate the patients’ interpersonal 
wishes as normal human motives which include attach-
ment but also other motives such as the needs for belong-
ing and for competing. Exploring the patients’ affects and 
emotional reactions, including positive affects, is seen as 
a major task that may help the patients to be better able to 
identify and regulate inner states. The therapists also look 
for the patients’ areas of interests, engagements, and healthy 

resources and encourage the patients to subject themselves 
to gradual exposure to anxiety- provoking interpersonal situ-
ations at a tolerable pace.

Both treatment programs are run by teams of two group 
therapists and two to four individual therapists with video-
based supervision of group and individual therapies.

A Case from the Stolpegaard Program

At the time of referral to the Stolpegaard program, Julie 
was a 26-year-old university student living in a dorm with 
her boyfriend. Julie grew up in a privileged part of Copen-
hagen with her parents and three siblings. Julie presented 
her story as follows: She took care of her younger broth-
ers during their upbringing, often acting as their guardian, 
cleaning the house, cooking, and looking after them while 
the parents were either mentally or physically absent. As a 
child, Julie would often go to the beach, wanting to drown 
herself, but the caring for her brothers kept her from act-
ing on this urge. Julie competed with her older sister about 
gaining attention and praise from their mother, trying to “do 
right”, working hard in school and at home. Even so, their 
mother would often create a split between the two sisters, 
favoring one over the other. There were often high levels 
of conflict between the parents, episodic violence, followed 
by days of punishing silence, periodical alcohol abuse and 
suicidal threats. When Julie reached the age of 17, her par-
ents “kicked her out” of the family home after discovering 
that Julie had asked the public social security system for 
psychological help and help to get her own apartment. Julie 
moved into her own apartment and did not speak to her fam-
ily for almost 2 years. She suffered from suicidal ideation 
and developed alcohol abuse. She did not profit sufficiently 
from the psychotherapies she had received which included 
briefer cognitive behavioral treatments aimed at reducing 
suicidality and depression, typically lasting 3–4 months. She 
moved in with her boyfriend, but nevertheless suffered from 
feelings of loneliness, with her boyfriend computer gaming 
most of the time and also abusing cannabis. At the initial 
intake interview at Stolpegaard, Julie was assessed using 
the Structured Clinical Interview for DSM-IV Axis-II Disor-
ders (SCID-II) (First et al. 1995) and the Mini International 
Neuropsychiatric Interview (Lecrubier et al. 1997). She met 
the diagnostic criteria for a full AvPD diagnosis and some 
criteria for obsessive–compulsive PD (3) and BPD (3), thus 
fulfilling a total of 16 PD criteria. Applying the alterna-
tive DSM-5 model for personality disorders, on criterion A, 
she was rated as level 2 using the CALF interview (Thyl-
strup et al. 2016), and on the brief version of the Personality 
Inventory for DSM-5 (PID-5) (Krueger et al. 2012), high 
scores were found for Negative Affectivity and Detachment. 
She also suffered from comorbid panic disorder.
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In the past, Julie had suffered from alcohol abuse and 
recurrent depressions, and she had one suicide attempt 
and regular contacts with the psychiatric emergency ward 
because of suicidal ideation. On several occasions she had 
been hospitalized due to sudden cramps. Further, epilepsy 
was suspected, but no physical etiology was found. At the 
time of referral, Julie was struggling with sadness, anxiety, 
and high levels of mistrust, as indicated by scores on the 
Symptom-Checklist-90-R (Derogatis 1996). On the Global 
Severity Index (GSI) her score was 2.28. Especially, she 
was confused about the validity of her own experiences and 
whether or not her feelings were justified, and she lacked 
an inner compass or a sense of values. Short glimpses of 
certainty about thoughts and feelings were almost instantly 
transformed into doubts and hypermentalization, leaving her 
with severe agency issues. Interpersonally, Julie had trou-
ble expressing feelings and needs. A typical interpersonal 
schema would be based on a wish to connect combined with 
a fear that if she attempted to express her needs and wants, 
she would not be understood, and would ultimately be aban-
doned. Therefore, Julie kept people at a distance. Often, she 
took on too much responsibility without being able to make 
much demand on others, indicated by very high scores on, 
e.g., the Avoidance and Non-assertiveness subscales of the 
Inventory of Interpersonal Problems (Horowitz 1988). She 
often felt that others talked to her in condescending ways, 
which left her angry and subsequently shameful and guilty 
about her own anger. Julie attended the combined program 
of MIT (individual therapy) and MBT (group) for one-and-
a-half year with five individual follow-up sessions.

Treatment Process

Lost in Confusion

In the early therapy sessions, Julie presented with a monoto-
nous tone of voice, modest facial expressiveness, a cautious, 
suspicious, critical, and at times even judgmental appear-
ance. She would speak in short sentences, offering very 
sparse descriptions with long breaks and a lack of spontane-
ity or simply answering questions with monosyllabic replies. 
In the group sessions, some group members managed to 
express that they sensed that Julie seemed critical of others.

The individual therapist experienced Julie as cold, distant, 
and difficult to read emotionally and difficult to make sense 
of. Often, the therapist would feel annoyed and confused, 
with a sense that Julie was withholding her inner world, 
frequently feeling “lost in confusion” when trying to under-
stand Julie, with a sense of being unable to connect emotion-
ally. The therapist felt frustrated and rejected, especially by 
the absence of non-verbal emotional markers.

After receiving supervision on these countertransference 
reactions, the individual therapist shared her experience 
of being “lost” (confused, insecure, frustrated) with Julie, 
expressing that she felt it was difficult to tell whether she was 
being of any help to Julie, as Julie did not show any emotions 
in her face and tone of voice. Julie reacted with surprise 
but recognized the sense of confusion and insecurity from 
herself: Julie would feel quite lost about what was “real”, 
what sorts of emotions and opinions she actually held—and 
the therapist’s “hounding” her for answers (emotions and 
thoughts) only made her feel more inadequate.

This intervention seemed to improve the relationship, 
as the therapist was now able to explicitly state every time 
she experienced this sense of “being lost” with Julie. That 
made it possible for her to help Julie focus on and express 
her emotions more clearly, often using a bodily focus that 
created a more genuine sense of sharing in the therapeutic 
relationship. Julie would often smile and say, “Argh, do we 
really have to do this again… it’s so annoying!”, when the 
therapist asked her to attend to her bodily responses during 
the therapeutic dialogue. This changed the countertransfer-
ence feelings of the individual therapist, who now felt able 
to connect, with a sense of caring, to Julies experience and 
her painful feelings of doubt.

Based on this development, Julie discovered that her 
usual way of handling her confusion was to seek (cogni-
tive) confirmation from others (one close girlfriend or her 
boyfriend), i.e., to seek their opinion on whether she was 
entitled to think in a certain way about a certain subject. 
However, their opinion (confirmation or not) did not actually 
help her much, because it would not alleviate her constant 
emotional doubt, her sense of “is my experience real?” It 
became clear to both Julie and the therapists that the strategy 
of relying solely on (cognitive) confirmation only seemed to 
intensify the hypermentalization that was an almost constant 
state of mind for Julie.

Looking at Things from Both Sides

In individual therapy, Julie was now able to identify two dis-
tinct self-states, an insight that emerged during a chair-work 
exercise. In one self-state, Julie experienced a harsh, critical, 
and perfectionist inner voice that would tell her to “get a 
grip” and “stop whining”, associated with feelings of annoy-
ance/anger and contempt as well as a need for autonomy 
and status/success. In the other self-state, she experienced 
a more vulnerable side which felt hurt, sad, inadequate, and 
insecure, associated with feelings of sadness and a longing 
for love, acceptance, and belonging to a group.

The harsh side initially came across to Julie as an impor-
tant part of herself, a part that was able to put aside the hurt, 
“solider on”, succeed, especially in regard to her studies. 
However, the two self-states would also create a fundamental 
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confusion and incoherence in Julie’s own understanding of 
herself. The “harsh side” would push aside the vulnerable 
emotions, failing to integrate them into her sense of self, 
which resulted in a sense that her subjective experiences 
were not real. Julie’s profound sense of doubt became evi-
dent when she was asked to describe narrative episodes 
from both her present and her past: Despite distinct visual 
and sensory memories, Julie had persistent difficulty dis-
tinguishing phantasy from reality, asking herself “whether 
it actually happened” or “Am I making it up?”. This was 
particularly evident regarding childhood memories. Despite 
the individual therapist’s focus on collecting detailed narra-
tive episodes, it was only towards the very end of the treat-
ment that Julie allowed herself more fully to remember and 
share important emotional episodes from her childhood. For 
example she would access memories of her father’s violent 
behavior and herself protecting her younger brother, lock-
ing the door to her room to keep the father out. Likewise, 
towards the end of the treatment she was able to share and 
reflect upon violent/abusive episodes with her boyfriend 
with him shouting and throwing things at her.

In the group therapy, the “strong” self-state was often the 
more apparent one. Julie would most often adopt a critical 
position, easily feeling “talked down to” by the therapists 
and feeling annoyed with fellow group members, who in her 
opinion were being “weak” and acting like “victims”. Along-
side this stance, however, something else began to happen 
during the group sessions: Julie gradually became able to 
share and express her vulnerable feelings more openly and 
spontaneously and, as a consequence, receive emotional 
support from the group (instead of only cognitive inputs). 
She also gained access to feelings of empathy towards the 
other members and would often feel angry on their behalf. 
Towards the end of the treatment she commented that 
“maybe I should have been angrier myself” when thinking 
about her own background. Directing her anger outwards 
instead of inwards also seemed to take place in the group 

therapy, as Julie at one point refused to comply with the 
instructions of the male therapist (during a video exposure). 
She was surprised at his reaction (lack of anger) and his abil-
ity to accommodate her protest, and the experience became a 
turning point for her. She was now able to voice her criticism 
and disagreement more openly in the group.

In individual therapy, Julie gradually became aware of 
and gained a spontaneous sense of her own thoughts and 
feelings as arising within herself, relieving her of the con-
stant effort to evaluate the truth veracity of her subjective 
experience. She would become increasingly able to report 
on her own inner states and experiences in therapy. She was 
now able to associate her physical responses with emotions, 
for example, she realized that her fainting at the university 
was not due to a sudden illness but was an expression of 
anxiety. During the follow-up period Julie left her abusive 
boyfriend. She found a new boyfriend (a former friend), 
to whom she felt mentally close, moved into an apartment 
with her younger brother, and worked on finishing her thesis, 
despite the stress of receiving threats from her ex-boyfriend.

Quantifying Julie’s Development

Julie filled out questionnaires at baseline, throughout the 
treatment process and at the 1-year follow-up. Several of 
the results from the baseline measures were aligned with the 
observations of the therapists. Thus, on the ECR-R (Fraley 
et al. 2000), Julie scored 4.27 on attachment anxiety and 
3.66 on attachment avoidance, indicating both the presence 
of a fear of losing attachment figures and also difficulties 
with approaching others for consolation. On the Toronto 
Alexthymia scale (Bagby et al. 1994), the total score was 
relatively high (57) but below cut-off score for alexithymia. 
Problems were especially pronounced within the areas of 
identifying and describing feelings, as also pointed out by 
the therapists. On the SIPP-118 (Verheul et al. 2008) which 
measures personality functioning, she scored particularly 

Table 3   Development in 
Working Alliance Inventory 
(WAI) scores during 11/2-years 
treatment

Session 3 Session 6 Session 21 Session 30 Session 40 Session 48

Bond
 Therapist 19 21 21 24 27 24
 Patient 20 20 20 22 22 22

Task
 Therapist 20 19 18 24 25 21
 Patient 19 19 19 23 23 22

Goal
 Therapist 23 20 22 24 26 23
 Patient 22 22 22 24 24 23

General
 Therapist 5.2 5.0 5.1 6.0 6.5 5.7
 Patient 5.1 5.1 5.1 5.8 5.8 5.6
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low on facets of identity integration, such as self-respect, 
lack of purpose, enjoyment, and self-reflection and on 
feeling recognized and intimacy, both facets of relational 
capacity. This profile closely mirrors the harsh self-states 
and negative beliefs about other people discussed above and 
suggests that the difficult self-fulfilling prophecies described 
in previous sections are personality-based problems.

Both the individual therapist and the patient filled out the 
Working Alliance Inventory (WAI) (Tracey and Kokotovic 
1989) throughout the treatment. As shown in Table 3 the alli-
ance was relatively high and congruent at all measurement 
points. There was a marked increase after session 30, around 
8 months into the treatment, which may have been related 
to the therapist’s ability to handle countertransference better 
after receiving supervision. Ogrodniczuk et al. (2011) found 
that therapists’ negative reactions towards patients with high 
levels of alexithymia is not caused by the patient’s high lev-
els of expressed negative emotions but rather by low levels 
of expressed positive emotions. Thus, the increase in alli-
ance scores might be understood as sequential: Improvement 
in the therapist’s countertransference reactions increases the 
patient’s levels of expressed positive emotions, which in turn 
strengthens the therapist’s ability to handle the patient’s high 
level of alexithymia.

With regard to treatment outcome, an interesting pattern 
emerged. With a reliable change criterion set at .34 on the 
SCL-90-R GSI (reliability = .84 and standard deviation .31) 
Julie improved reliably after 6 months, with her GSI drop-
ping to 1.78. This improvement after 6 months can prob-
ably be understood as an initial positive sign of entering a 
supportive and benign treatment environment, particularly 
evident in lower scores on phobic anxiety, paranoia and psy-
chotic ideation. However, her symptoms reliably recurred 
after a year (GSI = 2.21), followed by a reliable improve-
ment at the end of treatment (GSI = 1.66), which was then 
sustained and further enhanced at follow-up (GSI = 1.21), 
a score that is close to the normal population of women in 
Denmark. One might speculate that in AvPD cases, such 
as Julie’s, status quo or even increases in symptoms during 
treatment should be seen in the context of the patient’s life 
narrative, attachment pattern, and difficulties with describ-
ing emotions. Julie cried out for help in her youth, but was 
condemned by her family for this, which led to a more 

avoidant pattern and high attachment anxiety. It might be 
viewed as an emotional corrective experience when Julie 
was able, within a secure therapeutic relationship, to report 
high levels of distress without being kicked out or criticized 
for this by the therapists. This speculation is in accordance 
with the observed pattern of scores, where improvements in 
working alliance and interpersonal functioning (especially 
in the form of reduced problems with distancing and vindic-
tiveness) preceded substantial improvements in symptoms 
(Table 4).

Evidently, there are numerous limitations in the case 
study presented, and the patterns of symptom change and 
alliance identified should primarily be considered as pre-
liminary findings. Although the patient filled out many ques-
tionnaires it would have strengthened the study if additional 
sources and domains of information had been included, e.g., 
clinician-rated outcomes and a measure of treatment sat-
isfaction. Also, it would have been interesting to include 
a group climate questionnaire in order to test some of the 
assertions we have claimed, e.g., that Julie was perceived as 
critical by other group members.

Clinical Practices and Future Directions

As initially noted, the evidence base for treatment is limited 
and the optimal psychotherapeutic approach, length, and 
treatment modality are unsettled questions when it comes 
to AvPD. In Scandinavian countries we suspect that many 
patients with relatively low levels of AvPD, which might not 
even be formally diagnosed, are treated sufficiently in private 
practices or in briefer psychiatric treatments for anxiety and 
depression. However, some patients, such as Julie, who is 
discussed above, do not receive adequate treatment in these 
very time- and resource-limited interventions and require 
more specialized treatment. Because of the limited evidence 
base, pilot projects have been set up at both Ullevål and 
Stolpegaard to gain experience with longer treatments based 
on a combination of MBT and MIT. This has been done pri-
marily with reference to successful case studies and the abil-
ity of these models to provide some theoretical and clinically 
helpful answers to aid clinicians in the treatment of patients 
at the more severe end of the AvPD spectrum. With this case 

Table 4   SCL-90-R from 
baseline to 1-year follow-up

Symptom Checklist 90-Revised

GSI Som OC IS DE AX Ho Ph Pa PS

Start 2.28 2.17 2.60 2.78 3.38 2.80 1.00 2.14 2.00 1.00
6 months 1.78 2.00 2.90 2.33 2.54 2.10 .33 .86 1.00 .70
12 months 2.21 2.92 3.20 2.56 3.15 2.60 1.00 .71 1.17 .80
End 1.66 2.33 1.70 2.22 2.46 1.90 1.00 1.00 1.33 .50
1 year FU 1.21 1.83 1.90 1.11 1.69 1.50 .50 .14 .50 .30
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report we continue this line of work and would like to end by 
offering three observations that seem pertinent to the case 
and to long-term treatments based on MBT-G and MIT more 
generally: (1) A main difference between traditional MBT 
for BPD and the MIT/MBT-G treatment is the emphasis on 
interpersonal schemas and motives, often conceptualized 
within a core conflictual framework and worked through 
by more experiential methods, such as chair-work, than is 
prescribed in MBT treatment. (2) Avoidance of emotion and 
novelty is a major obstacle, and clinicians probably need 
strategies in order to avoid unintentionally colluding with 
this aspect of the AvPD personality. Explicit training may 
provide one helpful way for clinicians to provide a structure 
where they themselves and the patients are reminded and 
gently nudged towards new experiences of social sharing 
(see also Colle et al. 2017). However, as we saw in Julie’s 
case, challenges arise when structuring such exercises, 
including the possibility of stimulating pseudomentalization 
and a judgmental group climate. (3) As discussed by Bender 
(2005), clinicians forming alliances with AvPD patients are 
faced both with the patient’s extreme sensitivities, avoid-
ance, and shame proneness and with the patient’s intense 
desire for attachment and an authentic human connection. 
As in Julie’s case, high or increasing WAI scores are not 
uncommon with AvPD patients (Muran et al. 1994; Stevens 
et al. 2007), and as discussed by Tufekcioglu et al. (2013), 
self-reported alliance may be more indicative of compliance 
or pseudo-alliance than actual working alliance. As in Julie’s 
case, supervision and careful attention to the emotions and 
counter-transference reactions of the therapist seem to be 
a necessary supplement to self-report measures. There is a 
considerable gap in the evidence literature when it comes to 
the treatment of AvPD. Larger-scale randomized controlled 
trials are urgently needed, especially for patients at the more 
severe end of the AvPD spectrum without BPD comorbid-
ity. In the future we hope to report more data from our pilot 
studies, and we strongly encourage the PD field to set up 
randomized controlled trials with comparisons of traditional 
CBT to SFT as well as, comparisons of new approaches, 
such as MBT/MIT to treatment as usual. Such trials will 
ultimately be the key to creating better treatments for the 
patients.
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