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ABSTRACT 

This review aims to systematically review the evidence on the effectiveness of mentalization-based therapy (MBT) in 

the treatment of borderline personality disorder (BPD), particularly in reducing the psychiatric symptoms associated 

with BPD and its comorbid disorders. Databases PubMed, Psycinfo, and Medline were systematically searched up to 

September 2021. Randomized controlled trials on the effectiveness of MBT in the context of BPD were eligible to 

include. Qualitative synthesis was conducted to summarize the studies. A total of 13 studies were finally included. These 

included eight 8 original studies and five5 follow-up papers. According to these 13 studies, mentalization-based therapy 

has either superior or equal reductions in psychiatric symptoms when compared with other treatments (supportive group 

therapy, treatment as usual, structured clinical management, and specialized clinical management). MBT was mainly 

conducted in the hospital setting (including day care) and delivered in a time-consuming manner. Mentalization based 

therapy can achieve significant reductions in BPD symptom severity and the severity of comorbid disorders as well as 

increase quality of life. However, caution is required, as the need for better quality and more wide-ranging carried out 

research such as randomized controlled trials is pressing. Research is also needed on the proposed mediators of MBT.  
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1. INTRODUCTION 

Borderline personality disorder (BPD) is known as an 

emotionally unstable personality disorder or borderline 

pattern personality disorder, which is characterized by 

chronically unstable interpersonal relationship patterns, 

distorted self-awareness, and intense emotional reactions 

(DSM-5). The core features of BPD are a pattern of 

impetuous and erratic in mood, interpersonal 

relationships, and self-image. These behavioral or 

emotional patterns emerge in early adulthood and persist 

throughout the lifetime [1]. 

In epidemiological studies of adults in the USA, the 

prevalence for borderline personality disorder was 

between 0.5% and 5.9% as assessed by Torgersen and 

colleagues [2]. The National Epidemiologic Survey on 

Alcohol and Related Conditions (NESARC) study in the 

United States demonstrated a lifetime prevalence of 5.9% 

for BPD, close to four times as high as the average 2-5 

years prevalence observed by Torgersen et al. In another 

study in the United States that evaluated individuals four 

times between the ages of 14 years and 32 years, the 

average short-term prevalence of BPD was 1.5% and the 

cumulative prevalence was 5.5% [3].  

Borderline personality disorder is a heterogeneous 

condition and its symptoms overlap considerably with 

depressive, schizophrenic, impulsive, dissociative and 

identity disorders. This overlap is also linked to 

comorbidity and in clinical practice, it is sometimes 

difficult to determine if the presenting symptoms are 

those of borderline personality disorder or a related 

comorbid condition [4]. The main differences between 

the core symptoms of borderline personality disorder and 

other conditions are that the symptoms of borderline 

personality disorder undergo greater fluctuation and 

variability: psychotic and paranoid symptoms are 

transient, depressive symptoms change dramatically over 

a short period, suicidal ideas may be intense and 

unbearable but only for a short time, doubts about identity 

may occur but are short-lived, and disturbances in the 

continuity of self-experiences are unstable [5].  

Research on the causes and risk factors for BPD is 
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still in its early stages. There’s no single reason why some 

people develop borderline personality disorder (BPD) [6]. 

However, scientists generally agree that genetic and 

environmental influences are likely to be involved [7]. 

Certain events during childhood may also play a role in 

the development of the disorder, such as those involving 

emotional, physical and sexual abuse. Loss, neglect and 

bullying may also contribute [1, 8]. The current theory is 

that some people are more likely to develop BPD due to 

their biology or genetics and harmful childhood 

experiences can further increase the risk. 

Mentalization-based therapy is a newly developed 

psychotherapy for borderline personality disorder since 

1999 [9]. It targets on making use of the positive 

connection between patients and therapists to alleviate 

the symptoms of BPD. Through working with patients to 

enhance emotional recognition and connection between 

patients and therapists, the therapists will focus on the 

present rather than the past. In the practice, MBT 

normally starts with a position of curiosity, of being 

interested in exploring different perspectives of the 

patient’s experience both in relationships outside 

treatment and with the therapist. The job of the therapists 

is encouraging patients to mentalize, rather than doing it 

for them by providing interpretations or by instructing 

them on how to manage behavior or distress [10]. 

Oftentimes, MBT is delivered in both group and 

individual, beyond that the time of MBT is lengthy and 

time-consuming. 

Several reviews have assessed the contribution of 

psychotherapy to borderline personality disorder, 

including mentalization-based therapy (MBT). These 

reviews reported positive results of MBT on the 

symptomatology of BPD; However, these reviews 

included only one or two randomized controlled trials 

(RCTS), all of which were conducted by the treatment's 

developers. This limited number of inclusions was not 

able to provide state-of-art evidence to support the 

effectiveness of MBT when it applied in BPD patients.  

Therefore, up to date, the effectiveness of MBT on 

BPD patients still remains unclear. MBT is now 

considered a ‘promising evidence-based treatment’, a 

systematic aggregation of the evidence for this claim 

would further guide the practice and facilitate clinical 

decision. The current systematic review aims to assess 

the effectiveness of MBT in reducing symptoms in 

patients with borderline personality disorder, regarding 

outcomes such as self-harm and negative emotion, and 

patients' quality of life. 

2. METHODS 

PRISMA is followed as the guideline in this 

systematic review. 

2.1. Search strategy 

Studies were searched for in the three electronic 

databases, Medline PubMed and PsycINFO in September 

2021. The search terms were as follows: ‘(mentalization-

based therapy) AND borderline’, ‘MBT AND 

Borderline’, ‘Effect AND (mentalization-based therapy) 

AND (personality disorder)’, ‘Effect AND MBT AND 

(Personality disorder)’, ‘(mentalization-based treatment) 

AND borderline’, and ‘Effect AND (mentalization-based 

treatment) AND (personality disorder)’.  

2.2. Inclusion and exclusion criteria 

The following criteria had to be met in order for 

studies to be included in this review: Only English 

language papers and the studies of RCT will be 

considered as eligible. Comorbidity is not excluded in 

this review. Patients with primary diagnosis as BPD must 

have undergone, or must currently be undergoing, MBT 

treatment. BPD was established by commonly used 

diagnosis such as DSM or ICD. Both adult and adolescent 

samples were included. Studies considered for inclusion 

had to have quantitative pre and post treatment measures 

of either BPD severity or associated measures, such as 

functioning, depression, anxiety, or quality of life. 

Reviews, case studies, and qualitative studies were 

excluded. 

2.3. Study selection and qualitative synthesis 

Overall, there are 108 records were identified, and 

after duplicate removal, there are 89 records remained. 

After screening the title and abstract, 64 articles entered 

into the stage in which full texts of them were screened. 

A total of 13 articles met the eligibility criteria and were 

included in this systematic review. We synthesize these 

articles based on their features such as demographic 

information, formats of the MBT, settings of treatment to 

provide an overview of the effectiveness of the MBT 

among BPD patients.  
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Figure 1 Flowchart of selection 

Table 1: Summary of studies included in the review. 

First 

author 

and year 

Type of 

study 

MBT 

treatment 

setting 

Intervention 

detail/Length of 

MBT 

Comparison 

treatment 
N (original) 

Outcome 

measure 

Follow 

up 
Overall result 

Batema

n et al., 

1999 

Batema

n et al., 

2008 

RCT Outpatient 

Self-report 

every 3 months 

for SIS and BDI. 

every 6 months 

for SCL-90-R; 

Maximum 

length of 18 

months. 

Standard 

psychiatric 

care 

38 

SIS: P<0.001; 

BDI: P <0,001; 

SCL-90-R: 

P<0.05 & 

P<0.005 at 1 

year and 18 

months. 

8 years 

Psychoanalytica

lly oriented 

partial 

hospitalization 

(AKA MBT) is 

superior to 

standard 

psychiatric care 

for BPD 

patients. 

Follow-up 

supported the 

original 

founding, but 
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general social 

function 

remains 

impaired. 

Batema

n et al., 

2009 

RCT Outpatient 

Assessments 

conducted 

every 6 months 

by independnet 

evaluators blind 

to treatment; 18 

months. 

Structured 

clinical 

manageme

nt (SCM) 

134 

GAF; SCL-90-R; 

BDI; SAS-SR; 

IIP-C 

NA 

Improvement 

found in both 

groups across 

all outcomes. 

Participants in 

the MBT group 

showed steeper 

decline in self-

reported and 

clinically 

significant 

problems. 

Beck et 

al., 2020 

Jorgens

en et al., 

2021 

RCT Outpatient 

3 introductory, 

psychoeducativ

e sessions, 37 

weekly group 

sessions, 5 

individual case 

formulation 

sessions, and 6 

group sessions 

for caregivers; 1 

year. 

Treatment 

as usual 

(TAU) 

112 

BPFS-C; BDI-Y; 

RISHIA; YSR; 

ZAN-BPD; 

CGAS; BPFS-P 

3- and 

12- 

months 

No evidence 

indicate 

superior of 

either therapy. 

Follow-up 

support the 

primary 

founding. 

Carlyle 

et al., 

2020 

RCT Outpatient 

1 hr individual 

therapy session 

and 1.5 hrs 

group therapy 

session each 

week; 18 

months. 

Enhanced 

therapeutic 

case 

manageme

nt (ETCM) 

72 NSSH; SA. NA 

Both groups 

have significant 

reduce rate  of 

SA and NSSH. 

MBT group had 

higher SA rates 

and ECTM 

group had 

higher NSSH 

rates. 

Jorgens

en et al., 

2013 

RCT Outpatient 

Twice weekly 

combined MBT 

and individual & 

group therapy; 

2 years 

Supportive 

group 

therapy 

(SGT) 

58 

24 months; 

SLC-90-R: SD = 

0.8; IIP: SD = 1.2; 

GSI: SD = 0.8; 

STAI-T: SD = 

56.7; STAI-S: SD 

= 47.3; SAS-SR: 

NA 

High pre-post 

effect size (0.5-

2.1) were found 

in most part of 

the two groups. 

Global 

assessment of 
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SD = 2.2; BDI: 

SD = 18.8; BAI: 

SD = 13.5; GAF-

F: SD = 56.7; 

GAF-S: SD = 

58.5. 

functioning 

show 

fignigicant 

outcome in 

MBT group and 

higher rate of 

recovery from 

BPD in the MBT 

group. 

Kvarstei

n et al., 

2018 

RCT Outpatient 

12 sessions of 

MBT and 

weekly MBT 

individual 

therapy 

sessions and 

group sessions 

(1.5 hr) in the 

first year, 

individual 

sessions 

reduced in the 

second and 

third year, while 

group sessions 

remind the 

same; 36 

months. 

Psychodyna

mic group-

based 

treatment 

(PDT) 

345 

GAF: r = 0.94; 

CIP: r = 0.96 

BSI-18: NS 

NA 

Relationship 

between 

greater clinical 

severity was 

associated with 

poorer 

improvement 

rates were 

found in PDT 

group, instead 

of MBT group. 

No significant 

outcomes 

different of 

clinical severity 

were found in 

MBT group. 

Laurenss

en et al., 

2018 

Blankers 

et al., 

2021 

RCT Day Hospital 

Data collected 

every 6 months 

until 18-month 

follow-up; 18 

months. 

Specialist 

treatment 

as usual (S-

TAU) 

95 

BPDSI; SCID-I; 

SCID-II; SSHI; 

GSI; BSI; BDI-I; 

IIP-64; PAI-

BOR; EuroQol 

(EQ-5D-3L) 

36-

months 

Both treatments 

showed 

significant 

improvements 

in all outcome 

variables. MBT-

DH had lower 

drop-out rates 

then S-TAU. 

Follow-up study 

indicates that 

MBT-DH leads 

to higher 

additional costs 

in remissions 

stage. 
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Philips 

et al., 

2018 

Kalteneg

ger et 

al., 2019 

RCT Outpatient 

Conbination of 

individual and 

group therapy; 

18 months. 

SUD 

treatment 

alone 

46 

BPDSI-IV: P = 

0.001; Drinking: 

P = 0.01; Days 

with any drug 

use: NS; GSI: P 

< 0.001; IIP = 

0.48; DSHI-9: 

NS; RF: NS 

Seconda

ry 

analyses 

No significant 

difference 

between two 

groups. 

Possible higher 

effectiveness of 

MBT in 

reducing sucide 

attempts rates. 

Secondary 

analyses 

suggests an 

association 

between 

autistic traits 

and the change 

of alcohol 

consumption in 

patient in MBT. 

Rossou

w et al., 

2021 

RCT Outpatient 

Self-harm, risk-

taking and 

mood 

assessment at 

3-monthly 

intervals until 12 

months; 12 

months. 

Treatment 

as usual 

(TAU) 

80 

RTSHI: P < 0.03; 

P <0.05; MFQ: P 

< 0.04; HIF: P < 

0.001; ECR: P < 

0.03: P < 0.001. 

NA 

MBT may be 

effective in 

reduce self-

harm in BPD 

adolescents. 

Smits et 

al., 2019     

Smits et 

al., 2020 

 

RCT 

 

Day Hospital 

 

Patients were 

assessed every 

6 months from 

baseline to 18 

months after 

start of 

treatment; 18 

months 

 

Intensice 

outpatient 

MBT (MBT-

IOP) 

 

 

 

114 

 

Global Severity 

Index of BSI: P = 

0.377; SIPP: P = 

0.024; IPP: P = 

0.056. 

3-years 

 

There was no 

significant 

difference 

between the 

improvements 

of the two 

groups, no 

superior was 

found of MBT-

DH over MBT-

IOP on 

symptom 

severity, while 

MBT-DH 

showed clear 

tendency 

towards 
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superiority on 

secondary 

outcomes. 

Follow-up 

indicates that 

greater 

improvement 

was found in 

participants of 

MBT-DH during 

the intensive 

treatment 

phase, and 

better 

performance 

was found in 

participants of 

MBT-IOP 

during follow-

up. 

3. RESULTS 

3.1. The treatment effect of MBT in the patients 

with Concurrent borderline personality 

disorder (BPD) and substance use disorder 

(SUD) 

Two articles were found from the same cohort of 

patients diagnosed as borderline personality disorder 

comorbid with substance use disorder. In this cohort with 

46 participants (37 women) in total, 84.8% participants 

were from Sweden. All of these patients with concurrent 

BPD and SUD were randomized either to MBT in 

combination with SUD treatment (n=24) or to SUD 

treatment alone (n = 22). In the first primary study, 

Philips et al, 2018 investigated the feasibility and efficacy 

of MBT for patients with both borderline personality 

disorder (BPD) and substance use disorder (SUD) [11]. 

All patients(N=46) were randomly assigned to treatment 

of MBT combining with SUD treatment and regular SUD 

treatment. Objective data and self-report measures were 

examined as outcome variables after 18 months of 

treatments. Results showed no significant differences 

between two groups on the outcomes. However, the p-

value (p=0.06) of suicide attempts that was achieved by 

the investigation between the groups (zero for MBT 

group and 4 for control group) had not reach statistical 

significance. Ultimately, evidence showed that it is 

possible that MBT can help to reduce risk of suicide 

attempts for patients with BPD and SUD.  

Then, Kaltenegger et al. 2019 investigated the effect 

of subclinical autistic characteristics on the outcome in 

mentalization-based treatment (MBT) of concurrent 

borderline personality disorder (BPD) and substance use 

disorder (SUD) in the same cohort [12]. Autistic traits 

were measured by using the Autism-Spectrum-Quotient. 

The results showed no association between participants' 

autistic characteristics and changes in BPD severity over 

the course of treatment. For all that elevated autistic traits 

might be associated with a larger potential for 

improvement in mentalizing capacity or might even 

facilitate this ability to some extent. 

3.2. The treatment effect of Group MBT in 

BPD patients 

Three studies were found using group MBT in the 

treatment of BPD patients. The first two studies were 

conducted in Denmark, and the third study was conducted 

in Norway. Compared with individual therapy, group 

therapy can save experimental time and solve the problem 

of shortage of experimental personnel. Through group 

therapy, the data of the whole group of patients can be 

analyzed and integrated, making it easier to find the most 

prominent problems in the case of a large number of subjects. 

Jorgensen and her colleagues investigated the effectiveness 

of MBT in the treatment of BPD, using supportive group 

psychotherapy and TAU as the control group. These studies 

focused on both adults and minors [13], [14].  
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Particularly, Jorgensen et al. 2013 provides data from 

a randomized outcome study comparing the 

mentalization-based treatment (MBT) and supportive 

group psychotherapy in the treatment of patients with 

borderline personality disorder (BPD) [13]. In this 

randomized and partially controlled design, the outcomes 

of intensive MBT (individual and group treatments) were 

compared with less-intensive supportive group therapy. 

Both groups of participants received biweekly two-year-

long treatment. Through analyzing the data from a battery 

of self-report questionnaires, SCID-II interviews and 

therapist-rated global assessment of functioning (GAF), 

the experiment results indicated that both intensive 

combined MBT and less intensive supportive group 

psychotherapy showed significant improvements in a 

variety of psychological and interpersonal measures. 

Besides, researchers found a trend towards higher 

recovery rates in the MBT group. This research team 

conducted another study seven years later to test the long-

term effectiveness of MBT-G in an adolescent sample 

with BPD or BPD features (≥ 4 DSM-5 BPD criteria). A 

total of 111 patients with BPD (n=106) and those with 

BPD features (n=5) were randomly assigned into two 

groups. One group of participants received the modified 

MBT-G program for one year, and another group of 

participants received treatment as usual (TAU). Patients 

were evaluated at 3 and 12 months after treatment. There 

were no significant differences between the two 

treatments on the score on the Borderline Personality 

Features Scale for Children (BPFS-C), clinician-rated 

BPD symptoms, and global level of functioning as well 

as self-reported measure of self-harm, depression, 

externalizing and internalizing symptoms. The results 

indicated that all groups showed improvement in most 

clinical and social outcomes at both follow-up points. 

Mbt-G was not superior to TAU in improving 

adolescents' borderline features. 

Another study (Kvarstein et al. 2018) was to 

investigate associations between clinical severity and 

outcomes for patients in MBT and to compare it with 

psychodynamic group-based treatment programmes 

(PDT). The sample included 345 patients with BPD (PDT 

n = 281, MBT n = 64). and the clinical outcomes (global 

functioning, symptom distress, interpersonal problems) 

were repeatedly assessed over three years [15]. Linear 

mixed models were applied to examine the relationship 

between clinical severity of BPD and recovery rates. The 

results displayed the clinical severity was associated with 

poorer rates of improvement in PDT. By contrast, clinical 

severity was not associated with significant differences in 

outcomes among MBT patients. Clinical benefits 

associated with MBT also apply for BPD patients with 

severe conditions. And the differences in outcomes for 

patients in MBT and PDT increased significantly as the 

severity of the disease increased. 

 

3.3. The long-term treatment effect of MBT  

Two studies evaluated the long-term treatment effect 

of MBT on BPD patients and results revealed that the 

effect of MBT was able to maintain as long as 18 months 

compared to treatment as usual condition. For example, 

in the study of Bateman 2008, the mentalization-based 

treatment (MBT) by partial hospitalization compared to 

treatment as usual for borderline personality disorder 8 

years after entry into a randomized, controlled trial and 5 

years after all mentalization-based treatment (MBT) was 

completed, patients who had received 18 months 

mentalization-based treatment by partial hospitalization 

remain better than those receiving treatment as usual, but 

their general social function remains impaired [16]. From 

the same research group, Bateman et al. 2009 tested the 

effectiveness of an 18-month mentalization-based 

treatment (MBT) approach in an outpatient context 

versus a structured clinical management (SCM) 

outpatient approach for treatment of borderline 

personality disorder. After randomized dividing 

participants with BPD (N=134) into MBT and SCM, 

therapists conducted assessments for individual 

evaluators every 6 months. Structured treatments 

improve outcomes for individuals with borderline 

personality disorder [17]. A focus on specific mental 

processes brings additional benefits to structured clinical 

support. In terms of training, mentalization-based 

treatment is relatively undemanding, so it may be useful 

for implementation into general mental health services. 

3.4. The treatment effect of MBT-DH 

Compared to Other Treatments 

Three studies used the ‘Day hospital mentalization-

based treatment’ (MBT-DH), a promising treatment for 

DBT patents, to measure the efficacy of MBT-DH 

compared to other types of treatment. Two studies were 

comparing MBT-DH with Specialist treatment as usual 

(S-TAU), and one study was comparing MBT-DH with 

Intensive outpatient mentalization-based treatment 

(MBT-IOP) [18],[19],[20]. A total of 304 participants 

participated in the three studies; and all three studies used 

adult samples.  

In Laurenssen et al., 2018, researchers investigated 

the effectiveness of day hospital mentalization-based 

treatment (MBT-DH) for patients with borderline 

personality disorder (BPD) in the Netherlands [18]. The 

investigation was conducted by using a multisite 

randomized trial, which compared the efficacy between 

MBT-DH and specialist treatment as usual (S-TAU) that 

was created individually for aiming patients’ needs. The 

patients were randomly assigned to each treatment, which 

was 54 to MBT-DH and 41 to S-TAU. Results showed 

that both treatments had had a significant effect on 

improving patients’ total score on the BPDSI, life quality, 

the severity of symptoms, and interpersonal functioning. 
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However, no significant evidence shows that MBT-DH 

was more effective than other regular treatments on any 

outcome variables. Ultimately, higher acceptability of 

participation to the assigned group after randomization 

was found in BPD patients in the MBT-DH group and S-

TAU group, 9% in the MBT-DH group, and 34% in the 

S-TAU group never or refused to took part in the study. 

In Blankers et al., 2019, from an economic 

perspective, researchers had evaluated the cost-utility and 

cost-effectiveness of MBT-DH compared with S-TAU 

among BPD patients [19]. Key findings are that MBT-

DH is dominated by S-TAU with QALYs as the outcome, 

while MBT-DH is potentially cost-effective compared 

with S-TAU with remissions as the outcome. A total of 

95 participants were recruited from two treatment 

institutes from Dutch and randomly assigned to the two 

treatment groups. The investigation was conducted by 

using the five-dimensional EuroQol instrument to 

evaluate the societal costs of patients’ remissions with 

quality-adjusted life years (QALYs) as an outcome 

variable. Results indicated that MBT-DH was 58% more 

likely to lead to higher costs on remissions and 35% lead 

to lower costs on remissions. Therefore, MBT-DH was 

not considered to be cost-effective compared to S-TAU.  

Another study, Smits et al. 2019, conducted a 

multicentre randomised clinical trial to compare the 

effectiveness of day hospital MBT (MBT-DH) and 

intensive outpatient MBT (MBT-IOP) at three sites in the 

Netherlands [20]. The primary findings are that both 

groups had significant improvement on the outcomes, 

including symptom severity (primary outcome), which 

was assessed by the Brief Symptom Inventory; and 

personality functioning and self-harm assessment, etc. 

(secondary outcome). A total of 114 patients were 

randomly assigned to the two treatments (70 for MBT-

DH and 44 for MBT-IOP). Secondary finding shows that 

MBT-DH has a higher superior tendency toward the 

secondary outcomes.  

Smits et al., 2020, conducted a follow-up study on the 

original multicenter randomised clinical examined and 

compared the trajectories, the main effect of time 

(polynomials), and the interaction effects between day 

hospital MBT (MBT-DH) and intensive outpatient MBT 

(MBT-IOP), which were assessed three times after the 

treatment started (24, 30, 36 months) [21]. There was no 

significant difference between the improvements of the 

two groups, of which 83% of patients showed a reduction 

of their symptom severity and 97% presented 

improvement in borderline symptomatology. Greater 

improvement was found in participants of MBT-DH 

during the intensive treatment phase, and better 

performance was found in participants of MBT-IOP 

during follow-up. However, the significant main effect of 

time (polynomials) showed a great difference in the 

slopes comparing the MBT-DH and MBT-IOP groups; 

and significant main interaction effects were found 

between the two groups.  

3.5. The treatment effect of MBT in 

Adolescents Group 

Borderline personality disorder (BPD) usually 

develops in adolescence and predicts later dysfunction in 

adulthood. Highly structured evidence-based 

psychotherapeutic programs, including mentalization-

based treatment (MBT), are the first choice of treatment. 

Previously, the effectiveness of MBT for BPD has mainly 

been tested with adults, and few RCT has examined the 

effectiveness of MBT in groups (MBT-G) for adolescent 

BPD. Two studies conducted the investigations with 

adolescents [23],[24] as the primary sample population. 

Both studies compared the efficacy of MBT and TAU. 

One study presented a 3- and 12-month follow-up for one 

of the original investigations [14],[23]. They described a 

slightly better outcome in the MBT group during or right 

after the treatment than TAU. However, the follow-up 

study showed that mentalization-based treatment in 

groups (MBT-G) was less effective in adolescents than 

TAU.  

In addition, self-harm as an outcome measure has 

been investigated in this group. Rossouw et al., 2012 

investigated the effectiveness of mentalization-based 

treatment for adolescents (MBT-A) who self-harm, 

compared with treatment as usual (TAU) [24]. 

Participants were randomly assigned to either the MBT-

A group or the TAU group. A total of 80 youth patients 

(85% of females) took part in the study and were assessed 

for self-harm, risk-taking, and mood level for baseline. 

The primary outcome was self-harm, which was assessed 

by Risk-Taking and Self-Harm Inventory (RTSHI). The 

secondary outcome was depression level measured by the 

13-item Mood and Feelings Questionnaire (MFQ). The 

mean for TAU was 17.3 (SD = 14.6) and 20.3 for MBT 

(SD = 17.7). Results indicated that both groups showed 

significant reductions in self-harm and risk-taking actions. 

However, greater reduction on self-harm and depression 

(p < 0.04) was found in the linear scale in RTSHI scores 

for the MBT-A group at the 12-month period, which 

means that MBT-A has higher effectiveness to adolescent 

who BPD in reduction self-harm and depression than 

TAU. 

3.6. The treatment effect of MBT-DH to in 

Reducing Self-Harm Tendency 

Non-suicidal self-harm (NSSH) is a feature which is 

distressing to the BPD patients and their families, results 

in significant morbidity and has high costs to the health 

service. In this review, there is one study used the non-

suicidal self-harm (NSSH) and attempted suicide to 

compare the efficacy with MBT and enhanced 

therapeutic case management (ETCM). 

In Carlyle’ s 2020 study, reearchers examined the 
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effectiveness of metallization-based treatment in adults 

who was diagnosed with BPD and the rates of non-

suicidal self-harm (NSSH) and attempted suicide [25]. 

According to the randomized controlled trial (RCTS) 

comparing 18 months of MBT with enhanced therapeutic 

case management (ETCM), the study found MBT had a 

significant statistical advantage over manualized general 

treatment in the incidence of attempted suicide. They also 

demonstrated that MBT is superior to SCM in NSSH, but 

only lasts for 6 months. 

4. DISCUSSION  

From 13 studies included in this systematic review, it 

was found that the effectiveness of mentalization-based 

therapy was to some extent controversial compared to the 

control groups which covered a wide range of 

comparators. Overall, the MBT showed some potential 

and advantages regarding the treatment of BPD, however, 

some concerns still remain and have to be discussed.  

From the current review, we did not find the 

significant effectiveness of MBT when compared with 

the treatment as usual group. It can be explained by the 

well-developed status of the usual care in the included 

studies. In the 13 articles we’ve chosen, all the 

experiments were done in developed countries such as 

northern Europe. Even in the process of searching the 

literature, we rarely found research on the effectiveness 

of MBT in treating BPD in developing countries. 

Obviously, in well-developed countries, they have a 

relatively high level of medical treatment and advanced 

medical technology. Compared with MBT, other 

therapies already have systematic treatment procedures, 

and the clinical workers were less familiar with 

mentalization-based treatment than other mature 

therapies. Therefore, this may be the reason why MBT 

did not have an obvious therapeutic effect on BPD and 

was relatively expensive than other therapies, for 

example, Specialist treatment as usual (S-TAU). If this 

treatment MBT is promoted to other developing countries, 

it may be that their own health conditions are not very 

good, and the advantages of MBT will be more prominent. 

The current review summarized the trials of MBT 

since its origin. After 1999 MBT was developed and 

manualized by Peter Fornagy and Anthony Bateman, 

there were few published studies which were written 

about how to use MBT to cure people with BPD or about 

its efficacy. Because of the limited literature, the 

summarized results cannot reflect the real consequence of 

the effectiveness of MBT to treat people suffering from 

BPD. If MBT and BPD could attract the attention of more 

psychological workers and scholars to examine MBT in 

different fields and regions, the future understanding of 

the effectiveness of MBT in the treatment of BPD will be 

more in-depth and comprehensive. 

However, MBT does not seem to be popularized in a 

wide range of areas, such as countries in different stages 

of economic development, and various communities. The 

study settings in the study of our current review are also 

limited in only outpatient and day hospital, which is 

considered to be less extensive than other BPD treatments. 

This is probably due to the fact that the origin of the MBT 

was from hospital settings. Future study should explore 

the possibility of extending this treatment to other 

settings. As mentioned above, our inclusions 

implemented MBT in treating BPD mostly in developed 

countries, which might be the reason that causes it to have 

less significant effect on the effectiveness. However, 

improving the traditional research method, such as 

promoting the treatment in a less formal approach and 

publicizing it to a broader population may be helpful for 

researching the effectiveness of MBT compared to other 

BPD treatments.  

5. CONCLUSION 

In sum, the current systematic review concluded that 

mentalization-based treatment has the potential to 

alleviate the symptoms of borderline personality disorder 

and improve their quality of life. More well-designed 

clinical trials are still needed to reach a firm conclusion 

on its effectiveness and its best setting to deliver the 

practice. 
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