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Abstract
Purpose of the Review This review aims to outline the most recent evidence on the efficacy and effectiveness of mentalization-
based treatment (MBT) for personality disorders (PD) from 2015 to 2018 and to describe new treatment developments.
Recent Findings Since 2015, 14 new—primarily effectiveness—MBT trials have been published. The main body of studies
investigated adult populations (n = 11), patients with a borderline personality disorder (BPD) diagnosis (n = 8), and compared
MBTwith another psychotherapeutic treatment (n = 6). Themajority of studies suggest thatMBT has the potential to improve the
clinical outcomes for adolescents and adults with a PD diagnosis, particularly BPD, and also with comorbid diagnoses and there
are indications for changes in mentalizing being a specific mechanism of change promoted by MBT.
Summary Despite promising findings, there is an urgent need for methodological sound and sufficiently powered studies to
investigate both the efficacy and effectiveness of MBT, especially beyond BPD.

Keywords Mentalizing . Personality disorders . Clinical trials . Review

Introduction

Several systematic reviews on the efficacy of psychological
therapies for personality disorders (PDs) have been published,
most of which have focused on treatments for borderline PD
(BPD) [1–6]. The Cochrane review [6] listed mentalization-
based treatment (MBT) among other therapies as ‘probably
effective’ in treating BPD and called for further studies inves-
tigating more than one psychological treatment. Recent meta-
analyses on randomized controlled trials (RCTs) investigating
psychotherapy efficacy in reducing suicidal attempts, non-
suicidal self-injury (NSSI) [7], and BPD symptoms [3] have
pointed out superiority of MBT and dialectical behavior ther-
apy (DBT) compared to other interventions. While so far,
most of the studies included in meta-analyses have investigat-
ed DBT, theoretical orientation of treatment did not moderate
reduction of BPD symptoms. Leichsenring et al. [5] and the

Cochrane review [6] criticize the general low study quality in
BPD trials due to researcher allegiance, attention bias, and
small samples and recommend to conduct confirmatory trials
with high study quality and sufficient sample sizes.

This review aims to outline the most recent evidence on the
efficacy of MBT for PDs since 2015 and also to describe new
developments. While MBT has originally been developed for
the treatment of BPD, and most studies have been conducted
on this disorder, this review will largely focus on BPD, but
also include other PDs and comorbidities, where evidence is
available meanwhile.

The review will give an introduction to MBT and its clin-
ical concept before describing and focusing on the discussion
of the current evidence base and outlining new MBT devel-
opments. The paper will close with summarizing the findings
and providing recommendations for future studies.

Mentalization-Based Treatment for PD

Individuals with personality disorders (PDs) show significant
impairments in self (identity or self-direction) and interperson-
al (empathy or intimacy) personality functioning. Moreover,
they present pathological personality traits characterized by
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stability over time and consistency across different contexts
[8].

In a recent meta-analysis with n = 113,998 included indi-
viduals from community samples of 10 studies in Western
countries, the prevalence rate was 12.16% for any PD [9].
Among individuals receiving psychiatric or psychotherapeutic
treatment, BPDwas found to be the most frequent PD (10% of
outpatients, 15–25% of inpatients) [10].

Individuals with PD are at high risk for alcohol and drug
abuse [11, 12], as well as for self-harming or suicidal ideation
and behavior [13, 14]. Accordingly, mortality in PD is high [5,
14, 15]. Lower levels of education as well as interpersonal
conflicts are also characteristic for individuals with PD [12].
Interpersonal difficulties in particular can increase the risk for
chronicity, as they can negatively impact the course of treat-
ment, which might be associated with worse treatment out-
comes [16]. Yet, as treatment of PD patients is emotionally
and professionally challenging for therapists, few therapists
offer treatment with this patient group and only 3% of thera-
pists treating these patients have a BPD specific qualification,
although 50% agree that such a qualification would be helpful
[17]. Thus, there is a high need of training therapists in ther-
apeutic approaches specifically developed for the treatment of
PDs.

Mentalization-based treatment (MBT) is a manualized
treatment developed by Anthony Bateman and Peter Fonagy
[18], originally designed for patients with BPD. The treatment
aims at improving patients’ mentalizing ability, which can be
described as one’s imaginative ability to interpret human be-
havior in terms of mental states [19]. In MBT, mentalizing is
indirectly targeted through empathic validation of the experi-
ence of patients within the therapeutic relationship as well as
through techniques that directly aim to stabilize or enhance
mentalizing [18]. Up to date, it has been shown that a number
of PDs (BPD, ASPD) as well as other axis-I disorders (e.g.,
psychosis, eating disorders, depression) show impairments in
mentalizing, possibly contributing to core problems of the
disorders [20].

According to the clinical concept of MBT, effective
mentalizing can be described as being genuinely curious about
mental states, which may underlie behavior, flexibly
interpreting oneself and others as well being aware that
mentalizing may be inaccurate. Healthy mentalizing is char-
acterized by the ability to actively shift between mentalizing
poles, i.e., self and other, cognition and affect, implicit and
explicit, external and internal mentalizing. For example, pa-
tients with BPD are often overwhelmed by their emotions
(affective pole), make too quick assumptions (implicit pole),
and focus on external cues displayed by others perceived as
indicating abandonment and rejection [21]. Furthermore, three
forms of inadequate mentalizing can be described from a clin-
ical point of view: teleological mode, psychic equivalence,
and pseudo-mentalizing. In the teleological mode, individuals

tend to only regard behavior as evidence for internal states. In
psychic equivalence, individuals generalize their internal ex-
perience onto the external world. In pseudomentalizing, indi-
viduals create mental theories lacking a connection between
internal and external experience.

Change Theory The proposed mechanism of change in MBT
is to stabilize mentalizing in certain focus areas to create a
psychic buffer between affect and behavior to foster affect
regulation, reduce impulsivity, and promote functional sup-
portive relationships. This is reached by employing “contrary
moves” to create more flexibility in using the different poles of
mentalizing. If the patient is stuck in thinking about the self,
the therapist will try to shift towards thinking about others, if
the patient is too certain about quickly made assumptions the
therapist will try to slow down and question the first assump-
tion, etc. By sharing or disclosing the therapist’s interpersonal
experiencewith the patient from the beginning and throughout
the process, the patient can find him/herself in the mind of the
therapist and reflect on how the therapist is represented in the
mind of the patient. Using constant empathic validation of the
patient’s affects and working slowly on current experiences
with the therapist and other important others; the patient
reestablishes social learning (epistemic trust) and is able to
generalize helpful mentalizing experiences with the therapist
to other relationships outside of therapy. Furthermore, by
working on fostering mentalizing, the patient is thought to
establish more agency and responsibility for his/her behavior
with regard to core symptoms, e.g., self-harm, drug abuse.

Setting Originally, MBT was developed for inpatient set-
tings with a duration of 18 months but soon evolved to an
intensive outpatient program commonly limited to
12 months. MBT starts with a diagnostic phase, integrating
the assessment of problems in mentalizing and interperson-
al triggers associated with the core problem behavior into
the standard diagnostic assessment. In a case formulation
which is shared with the patient, the clinician writes down
his current understanding of the patient’s vulnerabilities
and mentalizing problems placing it in the context of cur-
rent relationships and behavior. The case formulation is
revised quarterly and helps therapist and patient explicitly
to agree on the treatment focus. Additionally, clinician and
patient work out a crisis plan, which contains information
on thoughts, activities, contacts, etc. the patient finds help-
ful or hindering during a crisis. Subsequently, the patient
participates in a psycho-education group that provides in-
formation on core elements of MBT including an under-
standing of their diagnosis. After 12 psycho-education ses-
sions, the group changes to MBT-group therapy focusing
on elaborating perspectives from each group member.
Parallel to the weekly group sessions, patients also have
weekly individual sessions.
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Stance The MBTstance is one of being genuinely curious and
enthusiastic for mental states, being authentic, empathic, and
validating. Most importantly, the MBT therapist stance is not-
knowing, resulting from the acknowledgement that the mind
of the other is ultimately opaque and one can never know for
certain what the others’ motives, thoughts, and feelings are.
This creates a non-hierarchical relationship between therapist
and patient paying tribute to the fact that the expert for the
patient’s mind is the patient rather than the therapist. In line,
the therapist takes an inquisitive stance to explore together
with the patient what kind of thinking is helpful or not helpful
to have good relationships with others. Another focus of the
MBT stance is related to the normality and benefit of misun-
derstanding each other. Misunderstanding is perceived as an
opportunity to learn about perceptions, interpretations, and
subjective experience. The therapist actively structures the
session by focusing on topics related to the case formulation,
management of arousal, and monitoring of the level of
mentalizing.

Key Interventions Interventions start from the surface and
work towards relational mentalizing of the therapeutic rela-
tionship if the current arousal and level of mentalizing allows.
During times of high arousal, it is recommended to intervene
supportively by empathically validating the patient’s subjec-
tive experience and addressing non-mentalizing by exploring
affects, certainties, quick assumptions, and by challenging
pseudo-mentalizing. The techniques are called “stop and
stand” or “stop, rewind and explore” that slow down the pro-
cessing of current experiences. Lower levels of arousal allow
to start basic mentalizing around the focus of treatment such as
triggers of strong affects and effect on behavior and others as
well as linking different experiences to patterns of experience.
Finally, exploring the current affect during the session (affect
focus) and the relationship between therapist and patient are
seen as crucial change mechanisms as this allows an under-
standing of interpersonal processes in the here-and-now.MBT
deviates from classic psychoanalytic interpretations as this is
regarded aversive for BPD patients. Thus, within the MBT
framework, it is recommended to contextualize affects and
patterns of behavior in the here-and-now that should not be
interpreted as a mere repetition of past relationships and
experiences.

Empirical Evidence Base for MBT

The first RCTs investigating the efficacy of MBT provided
evidence of MBT being superior to TAU/clinical management
in reducing non-suicidal self-injury (NSSI), suicide attempts,
psychiatric symptoms, and hospitalization [22–24] as well as
core BPD symptoms [22, 25]. In an independent RCT, positive
effects of MBT in comparison to supportive therapy were

found for general functioning and BPD symptoms, suggesting
that MBT addresses core problems in BPD beyond NSSI and
suicidality [26]. MBTsuperiority in comparison with TAUwas
also demonstrated even 5 years after the end of treatment on
BPD symptoms, suicidality, service use, levels of employment
[27].

MBT Studies 2015 to 2018

In the following, we present study characteristics and summa-
rize the main findings of these primarily efficacy and effec-
tiveness studies conducted between 2015 and 2018 and sub-
sequently introduce further developments and discuss meth-
odological limitations.

Since 2015, 14 new MBT trials [28, 29••, 30•, 31•, 32–34],
with most of these being effectiveness studies [35–37, 38••,
39–43], have been published (see Table 1). The main body of
studies (n = 11) investigated adult clinical populations, and
three trials investigated adolescent samples [37, 39, 40]. The
majority of trials have also focused on BPD or subthreshold
BPD, two studies included patients with BPD and comorbid
substance use disorders, one study investigated patients with
both ASPD and BPD diagnosis [29••], one study adolescents
with any PD [40], one study investigated adults with eating
disorders and comorbid BPD symptoms [34], and Bateman
and Fonagy [28] tested MBT for family members of patients
with BPD. The majority of trials have investigated MBT in
outpatient or day hospital settings, one study was conducted
in an inpatient setting [38••], and one trial investigated a com-
bined in- and outpatient setting. Studies have primarily com-
pared original MBT (combined individual and group interven-
tion) with other types of treatment, e.g., traditional psychody-
namic treatment [41, 42], structured clinical management
[29••, 34], or other forms of psychotherapeutic treatment or
treatment-as-usual [31–33, 35, 39], while three studies had
no comparison group [37, 40, 43]. One trial investigated
group-based MBT only [37] and one study compared
MBT +DBT with standard DBT [38••]. The feasibility study
by Falconer et al. [30•] compared conventional MBT with
avatar-MBT. Treatment length varied greatly across studies,
between 6 weeks [38••] and 3 years [41, 42], whereby in most
studies, treatment protocols reported a duration of 18 months
[29–33, 35].

Results of Studies with Adult BPD Samples

Main findings of the studies are presented in Table 1. The
study by Bales et al. [35] reported that psychiatric symptoms
in BPD patients decreased in both groups (total N = 204) after
18-month follow-up, with bigger effect sizes in favor of the
MBT arm compared to a very heterogeneous comparison
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group (other psychological treatments). A retrospective cohort
study by Kvarstein et al. [42] reports that both groups (MBT:
n = 64; psychodynamic treatment: n = 281) showed signifi-
cant improvements across different clinical variables but that
improvements were superior in the MBT group compared to
psychodynamic psychotherapy. In a further data analysis of
the same study, Kvarstein et al. [41] report that clinical im-
provements are associated with increasing PD severity in the
MBT group compared to the control group: while PD severity
was virtually not associated with clinical benefits in the MBT
group, the effects in the psychodynamic group decreased with
increasing severity.

The study by Thomsen, Ruocco, Uliaszek, Mathiesen, and
Simonsen [43] was the first to test neurocognitive functioning
before and after MBT. They report improvements in BPD-
related symptoms for patients in theMBT group (n = 18) com-
pared to a non-psychiatric control group (n = 28) matched on
parental education.

Bales et al. retrospective cohort study [36] reported on
the effectiveness of MBT before and after a large institu-
tional reorganization process. They found a reduction in
psychiatric symptoms and improved personality function-
ing at 18-month follow-up for both groups (N = 46).
Laurenssen et al. [31•] investigated the efficacy of an in-
tensive day hospital MBT treatment compared to TAU
(manualized integrative psychiatric and systemic treatment
approach) in patients with a BPD diagnosis (N = 95) and
found no significant differences between the groups in any
of the outcome variables. However, they report significant-
ly fewer drop-outs in the MBT compared to the control
group (9% vs. 34%).

The study by Edel et al. [38••] is the only one so far directly
comparing components of two evidence-based, disorder-
specific treatments for BPD, namely DBT vs. DBT plus
MBT in a female sample of patients with BPD (N = 73).
Both groups showed improvements in borderline symptoms,
while DBT +MBT was superior to DBT in reducing fearful
attachment, improving affective mentalizing and the only
treatment to reduce self-harm.

Results of Studies with Adult Samples
with BPD Plus a Comorbid Diagnosis

Bateman and Fonagy [29••] conducted a RCT for patients
with a diagnoses of both antisocial PD (ASPD) and BPD
(MBT: n = 21, SCM: n = 19). They found medium to mod-
est effect sizes in the reduction of suicide attempts, self-
harming behavior, and depressive symptoms in the MBT
group compared to structured clinical management (SCM).
Robinson et al. [34] also compared MBT for eating disor-
ders (MBT-ED: n = 34) with SCM for eating disorders
(SCM-ED: n = 34) in a sample of patients with eating

disorders and BPD symptoms and found no significant
difference in eating disorder or BPD symptoms, although
the MBT-ED group reported greater reduction in shape and
weight concern compared to the SSCM-ED groups and ED
and BPD symptoms declined in both groups. Philips et al.
[33] compared the efficacy of MBT to TAU (diverse psy-
chotherapeutic treatments) in a sample of patients with a
combined diagnosis of BPD and substance misuse (total
N = 46) and report no significant differences between
groups in any of the clinical outcomes.

Overall, the majority of these studies suggests that MBT
has the potential to improve the clinical outcomes for adults
with a PD diagnosis, particularly BPD and also with comorbid
diagnoses.

Results of Studies with Adolescent Samples

Bo et al. [37] report first results from an uncontrolled practice-
based study with adolescents with BPD (N = 25) and showed
that after a 1-year MBT group intervention, patients report
significant reductions in general psychopathology, depressive
symptoms, show improved mentalizing, and peer and parent
attachment. Furthermore, Hauber et al. [40] examined BPD
traits and symptoms in a sample of adolescents in MBT treat-
ment (N = 62) and suggest significant positive changes in
BPD traits and symptomatology post-treatment.

Overall, these studies offer first indications that evidence
for the effectiveness of MBT-A to reduce self-harming behav-
ior is promising. However, further studies are needed to rep-
licate findings.

New Developments

Meanwhile, mentalization-based programs have been further
differentiated and adapted. An innovative study by Falconer
et al. [30•] tested the feasibility of an avatar MBTas an add-on
to standard MBT in a sample of patients with BPD (N = 15)
and report promising results on the usefulness for example
with regard to facilitating perspective taking, emotional dis-
tancing, and group participation.

First data on another new promising approach is provided
by Griffiths, Noble, Duffy, and Schwannauer [39], who report
on the implementation of the AdolescentMentalization-Based
Integrative Therapy (AMBIT) approach. The study (N = 302)
suggested high overall attendance rates and higher profession-
al involvement with adolescents experiencing difficulties to
engage in treatment. Furthermore, the results showed signifi-
cant reductions in psychiatric symptoms between admission
and discharge.

Another recent study by Bateman and Fonagy [28] inves-
tigated the effects of a brief mentalization-based Families and

Curr Psychiatry Rep (2019) 21: 25 Page 9 of 12 25



Carers Training and Support program (MBT-FACTS) and
found a significant reduction in reported adverse incidents in
the family of a patient with BPD participating inMBT-FACTS
(n = 29) compared to a waiting group (n = 27). Furthermore,
both groups improved on various psychopathological out-
come measures.

Moreover, trials are under way for parents with BPD
[MBT-Lighthouse [44]], adolescents with Conduct Disorder
(MBT-CD [45]), Antisocial Personality Disorder and also for
other disorders and patients groups (e.g., eating disorders, ad-
olescents, children, families, and hard to reach clients)
[AMBIT, (46, for an overview, see 47). A recent systematic
review by Malda-Castillo, Browne and Perez-Algorta [48••]
gives an overview about completedMBT trials for depression,
eating disorders, children and parental interventions.

Mentalizing as a Mechanism of Change

First findings support that changes in mentalizing are one
important mechanism of change in the treatment of indi-
viduals with BPD: changes in mentalizing partially me-
diated effects of MBT treatment on outcome in adoles-
cents with BPD symptoms [22]. More recently, changes
in mentalizing were associated with better outcome in a
study with 175 individuals with BPD, who received psy-
chodynamic treatment [49]. The study by Möller et al.
[32] investigated within an RCT patients with BPD and
comorbid substance dependence (N = 15) and found that
MBT adherence and competence predicted higher in-
session mentalizing (when controlling for pre-treatment
mentalizing scores). Specifically, therapist interventions
that were directly focusing on exploring mental states
predicted higher subsequent mentalizing in patient
responses.

Taken together, MBT has demonstrated to be reliably ef-
fective in improving personality pathology and other psychi-
atric symptoms with hints towards changes in mentalizing
being a specific mechanism of change promoted by MBT.

Methodological Concerns

Overall, studies suffer from a number of methodological
shortcomings, which limit interpretability and generalizability
of findings: studies have deployed small sample sizes [28, 36],
used very heterogeneous comparison group with varying
treatments, lengths, and settings [35], have no control group
[32, 37, 40], or suffer from large drop-outs [34]. The study by
Kvarstein et al. [41, 42] suffers from the limitation that the
comparison and intervention group data was collected at dif-
ferent time periods. The study by Thomsen et al. [43] does not
allow the attribution of improvements to MBT due to the non-

controlled nature of the study. Similarly, Griffiths et al. [39]
findings cannot be attributed to the implementation of AMBIT
because the design did not control for natural fluctuations in
self-reported distress. Furthermore, a number of studies lack
an assessment of treatment adherence (e.g., 29••, 39, 40 or
have not systematically used a standardized measure (e.g.,
39) (see Table 1).

Conclusion

In summary, findings of recent MBT studies appear prom-
ising and suggest that MBT is an effective intervention in
different controlled and standard clinical practice settings.
The results also suggest that MBT is superior to TAU and
SCM in most studies and that it is associated with im-
proved outcomes for patients, primarily with BPD and also
comorbid disorders. Furthermore, there is emerging empir-
ical support for the effectiveness of MBT in adolescents to
prevent the development of BPD pathology in adulthood.
Moreover, first research indicates that MBT provides long-
term improved outcomes, which are often not investigated
in other psychotherapies.

Future research will need to further investigate both the
efficacy and effectiveness of MBT, especially beyond
BPD, for other personality and mental disorders.
Moreover, there is a need to investigate mentalizing and
other potential mechanisms of change in MBT and to shed
light on potentially shared or common mechanisms of
change across (B) PD specific treatments and to disentan-
gle their treatment-specific mechanisms. For this, the com-
parison of combined evidence-based treatments or treat-
ment modules (e.g., analoguous to [38••] could dismantle
specific treatment mechanism and potentially enhance
treatment effects. This could also lead to the possibility
to make differential treatment indications. Furthermore,
an advancement of the understanding of the basic dimen-
sions underlying the development of personality psycho-
pathology can inform treatment development. Overall,
there is still a great need for future studies implementing
high methodological quality, use sufficient sample sizes,
and control for allegiance bias.
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